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Abstract 

Background: Haemorrhoidal Disease (HD) is common and impacts negatively on quality of life 

with high socio-economic costs. Despite international guidelines aimed to indicate appropriate 

care in HD, treatment of III-degree HD remains controversial due to the wide range of 

ambulatory or surgical procedures available.  

We aimed to analyse treatment options for III-degree HD focusing on special cases characterized 

by large volume and/or circumferential presentation of intermittent prolapse or recurrence after 

conservative treatments.  

Methods:  In the period January 2017- December 2018 out of 152 patients treated by excisional 

haemorrhoidectomy, we collected a case series of 29 patients affected by III-degree symptomatic 

HD. They showed a very large, single prolapse or circumferential one or failure of previous 

conservative treatments.  

Results: 14 (48.2%) patients (median age 45 yrs.) of our series were recurrence of HD following 

Rubber Band Ligation (RBL) (5pts), Dearterialization (DEART) (5pts), Stapled 

Haemorrhoidopexy (SH) (4pts). Mean operative time was 35 min. Postoperative severe pain 

(6.8%) and urinary retention (17.2%) were the main postoperative complications which did not 

affect the length of stay. All patients showed a good outcome without any complication at follow-

up. 

Conclusion: III-degree HD shows the highest variability in anatomical presentation, and 

proposed treatment. Thus, the choice of a personalized approach must rely upon objective 

evaluation of volume of prolapse. Intermittent prolapse, if very large or circumferential, 

associated or not to large external haemorrhoids, makes a special condition III degree HD, 

suggesting surgical excision, avoiding conservative approaches. 
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Introduction 

The prevalence of Haemorrhoidal Disease (HD) in the general population is estimated to be 4.4%. In both sexes, a peak in 

prevalence is observed between 45 and 65 yrs. of age, with a subsequent decrease after age 65 yrs. The development of HD before 

age of 20 yrs. is unusual [1,2]. 

 

Constipation, a low fibre diet, a high Body Mass Index, pregnancy, and a sedentary lifestyle are assumed as risk factors of HD; 

however, evidence regarding these predisposing factors are controversial [3]. Conservative and surgical treatment of HD are 

well standardized and focused on the severity (grading) of disease as reported in different guidelines [4-6]. 
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The III-degree HD is suitable for a wide range of treatment options, ranging from less invasive methods to conventional 

excisional surgery. However, if the intermittent prolapse occurs in very large piles, or is circumferential and/or accompanied by 

perianal fibrosis/oedema, Rubber Band Ligation (RBL), Sclerotherapy (SCL), Dearterialization (DEART) or Stapled 

Hemorrohidopexy (SH), may be contra-indicated and burdened by short-term complications or failure [4,6]. Therefore, despite 

the definition of III-degree HD as intermittent prolapse, such situation encompassing very different anatomical pictures can be 

considered as a “III-degree special”. This can represent a challenge in the choice of a tailored treatment. 
 

The aim of this article is to analyse treatment options for III-degree HD focusing on those particular cases characterized by large 

volume of prolapse, circumferential presentation or recurrence after conservative treatments. We present a case series of III-

degree HD showing features identifying a “III-degree special HD”. 

 

Patient Case Series 

Patients collected in the present case series were observed during the period January 2017-December 2018, in a high volume, 

referral, surgical coloproctology unit mainly by a senior consultant. In that time range 110 patients affected by IV-degree HD 

were selected for surgery whereas 168 patients affected by III-degree HD were treated successfully by conservative measures 

(high fibres diet, flavonoids, and sclerotherapy or RBL) in 63.7% of the cases. 61 patients instead needed a tailored approach with 

a dearterialization/hemorrhoidopexy procedure in 19 cases (31.1%) and a Milligan Morgan operation in 42 cases (68.9%). 

 

In total 152 patients underwent Milligan-Morgan haemorrhoidectomy, 110 affected by IV-degree HD (72.4%), 13 cases whose 

grading was doubtful (III vs. IV) and 29 patients presented in this case series. They were all affected by III-degree, symptomatic 

HD showing very large prolapse and/or circumferential presentation or failure of previous conservative treatments. There were 

19 males and 10 females with a median age of 51 years (range 38-67).  

 

24 patients reported constipation with less than three bowel movements a week whereas 4 of them complained frequent episodes 

of diarrhoea. All patients reported prolonged time on the toilet, ranging from 10 to 35 minutes. 5 males and 3 female patients 

were devoted to intense physical training, for fitness purposes.  Presentation of HD is depicted in Table 1.  Fourteen patients 

(48.2%) had a previous treatment performed; 5 RBL, 5 DEART and 4 SH. 

 

S. No. Patients 

Age/Sex 

Large Prolapse Circumferential Prolapse Perianal Fibrosis/Oedema Relapse/Previous 

Treatment 

1. 67/M  +  +/SH 

2. 55/M  +  +/SH 

3. 50/M + +   

4. 55/F  + +  

5. 58/F +    

6. 51/M + + +  

7. 58/M +  +  

8. 45/M + +  +/ Dearterialization 

9. 38/M + + + +/RBL 

10. 53/F + +  +/RBL 

11. 36/M  + +  

12. 58/M  + + +/SH 

13. 44/F  +  +/SH 

14. 49/M + +   

15. 47/F  +   

16. 62/F +    
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17. 50/M + + +  

18. 60/M +  +  

19. 46/M + +  +/Dearterialization 

20. 50/M + + + +/RBL 

21. 44/F + +  +/RBL 

22. 48/M + + +  

23. 52/F + + + +/RBL 

24. 47/M + + + +/ Dearterialization 

25. 62/M +   +/ Dearterialization 

26. 55/M + + +  

27. 52/F +    

28. 47/F  + +  

29. 56/M  +  +/ Dearterialization 

 Total 20 23 14 14 

Table 1: Clinical features of patient series. 

 

Preoperative preparation included enema, short-term antibiotic prophylaxis with metronidazole, 500 mg i.e., 

Haemorrhoidectomy was performed under spinal anaesthesia in lithotomy position. After exposure of the haemorrhoidal 

cushions, and adrenaline infiltration (dilution 1: 250.00), excision of the piles was by means of diathermy or radiofrequency. The 

wounds were partially closed with continuous sutures in polyglactin 2/0. Pain prophylaxis was instituted by i.v. infusion of 

Morphine and Ketorolac via elastomeric pump, discontinued at discharge. Patients stayed overnight and were discharged the 

morning after with prescription of bulking laxatives, pain prevention with oral Ketorolac (30 mg t.i.d.) and high fibre diet. 

Follow-up included 10-days, 1-month and 1-year controls. 

 

Results 

Out of 152 patients undergoing Milligan Morgan haemorrhoidectomy in the period of observation, 29 patients (19%) presented 

features of “special” III-degree HD. In 14 (48.2%) cases the presentation of HD was a recurrence after a previous treatment. The 

operation was conducted as a standard procedure, with a median operative time of 30 minutes (range 20-40). Postoperative 

severe pain (2 pts-6.8%) and urinary retention (5 pts-17.2%) were the main postoperative complications not affecting length of 

stay. No readmission for early or late bleeding, neither for intense pain were observed. At first follow-up, patients reported a 

median number of 2 daily bowel movements a day, starting from the second post-operative day. At 30 days follow up visit 

healing of perianal wounds was almost completed; rectal examination was performed with normal findings and no stenosis was 

detected. At one year follow up, data were available for twenty-six patients, all showing good general and local conditions. Three 

patients complained of occasional, bright red anal bleeding and persisting constipation. Intraoperative pictures of some of the 

most relevant cases are in Fig. 1,2. 

 

 
Figure 1: 45 years old female patient with circumferential perianal fibrosis (A) and intermittent prolapse and bleeding (B). No 

previous outpatient/surgical treatment. 
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Figure 2: 38 years old male patient, with perianal oedema (A) and intermittent circumferential prolapse (B). No previous 

outpatient/surgical treatment. 

 

Discussion 

According to the most recent guidelines, symptomatic III-degree HD may encounter the widest range of treatments from 

pharmacological and diet advice to ambulatory procedure (SCL, RBL) or less invasive “surgical” methods (DEART, SH), up to 

conventional, excisional surgery [4,6-8]. Fig. 3 shows the wide range of treatment options in case of intermittent prolapsing HD 

(III-degree). On the other hand, the heterogeneity of case presentation explains the complexity in the choice of a tailored 

treatment. 

 

 
Figure 3: Therapeutic range for III-degree HD. Basic treatment: pharmacological and diet advices. 
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The complexity in management of symptomatic III-degree HD may be related to inaccurate definition of Goligher’s intermittent 
prolapse [4]. III-degree HD encompasses mild, localized, or diffused intermittent prolapse, as well as very large, giant prolapsing 

piles up to circumferential prolapse. This clinical picture may be characterized by an almost normal anus at rest and a very large 

amount of anal prolapse at defecation or at physical efforts, albeit completely reducible with manual manipulation (Fig. 3). 

Therefore, the limits of the Goligher’s classification in indicating a tailored treatment are encountered mainly in the definition 

III-degree [6]. 

 

 
Figure 4: This picture is a special III-degree. A) Anus at rest everyday; B) After defecation. 

 

For instance, in the survey conducted by Dekker L, et al., among the 95 participants of Dutch Workgroup Coloproctology on the 

use of the Goligher classification, the differentiation between II and III-degree HD appeared to be the hardest, as reflected by 

only fair agreement between respondents [8].  

 

Different proposals have been made for a new, improved classification of HD. The PATE 2006 (Position, Acute, Tone, External) 

classification includes important parameters in assessing the severity of HD, such as numerical scores, symptom severity analysis 

and quality of life analyses [9,10]. The Single Pile Haemorrhoid Classification (SPHC) proposed by Elbetti, et. al., showed to be 

a feasible instrument for high grad both to describe and to compare patients affected by haemorrhoidal disease [11]. 

 

Recently the Rørvik score of HD has been introduced, considering the impact of symptoms severity on the quality of life and 

concluding that the association with Goligher’s anatomic classification was weak. This is in line with previous findings in which 

grade of prolapse and symptoms were poorly correlated [12]. Finally, there are new proposals for classifications of HD, as BPRST 

(bleeding, prolapse, reducibility, skin tags and thrombosis) waiting for validation before applicable in clinical practice [13].  

These classifications are designed to improve the therapeutic indication by taking into consideration the symptoms related to 

the HD but the appropriate therapy is closely linked to the character of the prolapse in the case of III-degree [9-11,14]. 

 

It is noteworthy that 14 out 29 patients in our case series were recurrence of HD after less invasive procedures (5 RB, 5 DEART, 

4 SH). RB is cheap and serious complications are rare, but recurrence is common, particularly when prolapse is abundant, thus 

requiring often further banding [15]. In their study, Lyer, et al., showed that RB with a median of two ligature had a 71% success 

rate and when four or more bands were placed, the authors noted a higher failure rate [16]. Van Tol RR, et al., described the 

superiority of RBL for II-degree HD and of excisional procedures for III-degree HD [17]. III-degree HD improves in 78-83.8% 

after RBL [18]. However, surgical procedures will be necessary for patients whose symptoms are not relieved with RB and those 

with circular prolapse [4]. 

 

The literature showed safety, efficacy and good tolerance of DEART for treatment of II/III-degree haemorrhoids but overall 

recurrence rate after such procedure ranges between 3 and 24% with re-treatment for recurrent symptoms, performed in 2.7-22% 

of patients [19].  
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SH, a surgical treatment suggested for third-degree HD, showed a higher incidence of recurrence compared to 

haemorrhoidectomy. The higher recurrence rate was confirmed by retrospective studies and systematic reviews [20,21]. Apart 

from a high recurrence rate, overall incidence of complication of SH ranged from 3.3%-81% with 5 mortalities documented. Early 

and late complications were defined individually with overall data suggesting that early complications ranged from 2.3%-58.9% 

and late complications ranged from 2.5%-80% [22,23]. In a recent survey of 32000 cases collected in specialized proctological 

centres, SH in III-degree HD decreased from 30-35% in the early 2000 to less than 5 % in 2007 [24]. In addition, recent systematic 

review concluded a lack of evidence for routine use of SH in clinical practice [25]. 

 

Conventional excisional haemorrhoidectomy has been associated with postoperative discomfort, sometimes necessitating 

admission to hospital and delayed return to normal activity, but recurrence is low [26]. 

 

In our experience, indications for surgical treatment in III-degree HD were the volume of the prolapse and the circumferential 

prolapse.  Results showed in this patient series suffer of several limitations since it is retrospective, single centre and almost 

single surgeon, with no comparative group thus diminishing its scientific value. However, we contribute to the evidence of a 

debatable reliability in defining III-degree HD and suggest introducing a subgroup in this category; prolapse of giant single pile, 

large circumferential prolapse, although intermittent, huge perianal fibrotic skin tags, they all may represent a particular and 

special condition of HD (III-degree special). Such patients seem not suitable for conservative approach that may end up in failure 

or post procedure complications and need for further treatments. In the case of a large external component, excision remains a 

valid choice in adjusting the local anatomy otherwise not modifiable with only conservative approaches. 

 

Conservative approaches are very popular, and they are often requested by patients, preferred by clinicians but in “special 
conditions of III-degree HD” they may result less effective or marred by complications if not properly tailored. In terms of 

efficacy, non-surgical treatments, DEART in particular, showed to be very effective for second-degree HD resolution, but inferior 

in terms of prolapse resolution for third-degree HD compared to surgical haemorrhoidectomy [27]. 

 

Limitations 

Results showed in this patient series suffer of several limitations since it is retrospective, single centre and almost single surgeon, 

with no comparative group thus diminishing its scientific value. 

 

Conclusion 

Our case series seems to show the importance of a special attention in case of III-degree HD, the class with the highest variability 

in anatomical presentation with no validated recommendations in the choice of the best treatment. When facing large or 

circumferential intermittent prolapse we should keep in mind that the volume and extension of the prolapse could be an indicator 

of surgical excision, avoiding conservative procedures that may end in relapse or complications. Further studies are needed to 

confirm this hypothesis. 
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