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Background: External hemorrhoidal thrombosis (EHT) is a common complication of hemorrhoidal disease. This condition causes extreme pain, likely resulting from internal anal sphincter hypertonicity, which traps the hemorrhoids below the dentate line thus leading to congestion and swelling. The choice of treatment remains controversial and both conservative and surgical options have been proposed in the last decades.



Methods: This mini-review focuses on the most relevant studies found in literature evaluating conservative and surgical management of EHT. Special conditions such as pregnancy and EHT in elderly patients have been considered.



Results: Traditionally, symptoms duration represents the discriminant in the choice between medical and surgical treatment. Several Coloproctological Societies considered conservative treatment as the first-line approach to EHT and a variety of options have been proposed: wait and see, mixture of flavonoids, mix of lidocaine and nifedipine, botulinum toxin injection and topical application of 0.2% glyceryl trinitrate. Meanwhile, different surgical treatments are recommended when EHT fails to respond to conservative management or when symptoms onset falls within the last 48–72 h: drainage with radial incision, conventional excision, excision under local anesthesia and stapled technique.



Conclusion: The management and treatment of EHT is still controversial since no specific guidelines have been published. Both medical and surgical treatment have been proven effective but randomized clinical trials and structured consensus-based guidelines are warranted.
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INTRODUCTION

Hemorrhoidal thrombosis is one of the most frequently diagnosed complication of hemorrhoidal disease that can involve both the internal and the external hemorrhoidal plexus (1).

External hemorrhoidal thrombosis (EHT) commonly occurs in young adults of both sexes (2), representing distended vascular tissue in the anal canal, distal to the dentate line, covered by richly innervated anoderm (3). This condition causes extreme pain, likely resulting from internal anal sphincter hypertonicity, which traps the hemorrhoids below the dentate line thus leading to congestion and swelling (2, 3).

Etiology of EHT is still a matter of debate. It is linked to an increased intravenous pressure in the hemorrhoidal plexus which leads to rupturing of the endothelial lining initiating thrombosis (4, 5). Young age, hard stool, constipation, excessive physical effort and use of dry toilet paper combined with wet cleaning methods after defecation appear to promote EHT development, whereas the use of bathtub or shower before sleep seem to have a protective role (4, 5). Pregnancy, commonly considered a risk factor for EHT, has no significant relationship, except for childbirth (5). Occasionally, recurrent EHT could be associated with administration of L-asparaginase, in patients with Philadelphia chromosome-positive acute lymphoblastic leukemia (6).

There is neither a classification nor a consensus agreement for evaluating the presence and severity of EHT. For this reason, the choice of the type of treatment remains controversial (7).

The decision-making process usually depends on timing since symptom onset, with surgical treatment being favored with symptoms onset occurring in the preceding 72 h (8, 9). Severity of symptoms and patient preference should also be considered (10). Conservative treatment is mainly symptomatic, with use of analgesics, nifedipine or glyceryl trinitrate (GTN), activity reduction and laxatives (11). Surgical treatment options include incision and evacuation of the thrombus (12) or excision of the thrombosed hemorrhoid (10).



METHODS

Published literature was searched using PubMed to identify publications reporting the treatment and the clinical assessment of EHT between January 1, 2000 and January 1, 2022.

Key words for the search were: “external hemorrhoidal thrombosis”, “thrombosed hemorrhoids”, “acute thrombosed hemorrhoids”, “external thrombosis hemorrhoids”, and “acute hemorrhoids”.

Screening of articles was performed at the abstract level by four authors (AP, AD, GT, and MR), excluding studies not meeting eligibility criteria (i.e., medical and surgical treatments, outcomes in patients affected by EHT, EHT during pregnancy and in elderly patients) where these could be readily determined from the abstract alone.

Study characteristics and outcome data were extracted independently onto a Microsoft Excel spreadsheet. The following data were extracted for each study: first author, year of publication, authors’ country, study design and length (in years), number of patients, patients’ demographics (gender, age), type and duration of symptoms, etiology of EHT, type of medical or surgical treatment, recurrence rate.



CLINICAL ASSESMENT

The diagnosis of EHT is clinical, based on accurate collection of anamnestic data and on proctological examination. When collecting anamnestic data, patients usually refer an episode of straining with constipation, physical effort or diarrhea (3). Classic symptoms of this condition are acute and invalidating anal pain with appearance of a perianal lump (11, 13). Patients with EHT complain of sudden onset of anal pain with appearance of a visible, bluish perianal lump and a certain degree of internal anal sphincter hypertonia. Bleeding is infrequent and occurs only when the thrombus leads to ulceration of the underlying skin (14) (Figure 1A,B). Pain associated with EHT can be extremely intense and debilitating for the patient, requiring immediate management. If left untreated, symptoms may take several days or weeks to resolve (2, 15). The anorectal examination is fundamental for correct diagnosis and is typically performed with the patient lying in left lateral decubitus position. It consists of visual inspection, digital examination and anoscopy. Inspection, in case of EHT, allows identification of a bluish perianal lump, which must be differentiated from complicated internal hemorrhoids and pigmented anal melanoma. EHT are covered by anoderm, whereas complicated internal hemorrhoids are covered by anal mucosa. Pigmented anal melanoma can be excluded in case of sudden appearance of the bluish perianal discoloration (11). Digital rectal examination allows evaluation of the resting sphincter tone, which is usually increased in patients with acute hemorrhoidal crisis (16).
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FIGURE 1. (A,B) External thrombosed hemorrhoids and anal lump.




CONSERVATIVE MANAGEMENT AND OUTCOMES

Several Coloproctological Societies considered conservative treatment as the first-line approach to EHT (16, 17).

Traditionally, the most important discriminant in the choice between medical or surgical treatment is symptoms duration when reaching medical attention. Medical approach is reserved to patients experiencing symptoms beyond 48–72 h from onset (3, 11, 12, 18). However, there is no evidence in literature that conservative management is best used in cases of early onset of symptoms. It seems to be based on clinical experience handed down over the years. Sammarco et al. and Chan et al. recommended to base the choice of approach not only on timing since onset of symptoms but also on the severity of patient’s symptoms and needs (10, 14).

A variety of conservative treatment options have been proposed (16). The first level of treatment is “wait and see” and includes a combination of local hygiene measures, ointments, sitz baths, high-fiber diets, increased oral intake of fluid, stool softeners, oral and topical analgesics (15–17). Gebbensleben et al. (19) proposed a strict management policy: no water, showering, washcloth use, wet wipes, soap or shower gel for hygiene after defecation, but only use of a smooth dry sheet of toilet paper for one to two weeks. Patients were asked to complete a questionnaire at study entry and six months later. At follow-up, 62.5% described themselves as “healed” or “ameliorated”, a recurrence was suspected in 21.3%, and 45.8% reported persistence of at least one symptom (i.e., itching, pain, sore anus, bleeding and burning).

A recent randomized, controlled, triple blind trial demonstrated the efficacy of oral intake of a mixture of diosmin, troxerutin and hesperidin in the treatment of acute hemorrhoid crisis (20). The mixture of flavonoids showed a significant and rapid reduction in anal pain, bleeding and itching compared to placebo. Furthermore, after 42 days of follow-up, the intake of painkillers was significantly lower, with a lower occurrence and persistence of oedema and thrombosis compared to the placebo group.

Physical examination of patients with EHT often reveals internal anal sphincter hypertonia, which seems to play a causal role in pain. In fact, according to the World Society of Emergency Surgery (WSES) and of the American Association for the Surgery of Trauma (AAST) guidelines on anorectal emergencies, topic muscle relaxant are suggested (21). Currently there is no evidence of benefit and no indication to the subcutaneous administration of low molecular weight heparin (22).

In this context, Perotti et al. prospectively compared the use of 1.5% topical lidocaine alone and combination of 1.5% topical lidocaine and topical 0.3% nifedipine. The evaluation on the 98 randomized patients showed in the combined nifedipine-lidocaine group a higher pain control at day 7 (86 vs. 50%, p < 0.01), decreased use of oral analgesia (8 vs. 54%, p < 0.01) and complete resolution of EHT after 14 days (92 vs. 46%, p < 0.01). No patient treated with nifedipine showed any systemic side effect, but only a slight local hyperemia in 4%, which disappeared with interruption of the application (23). Moreover, a prospective randomized study by Patti et al. (2) evaluated the efficacy and safety of intrasphincteric injection of botulinum toxin for pain relief in patients with EHT. The 30 randomized patients received an intrasphincteric injection of either 0.6 mL saline or 0.6 mL of a solution containing 30 units botulinum toxin. Pain intensity was significantly reduced in the botulinum group within 24 h of injection (p < 0.001), whereas in the placebo group a reduction was noted only from day 7. The latter group also needed a higher amount of daily analgesic tablets compared to the botulin group (2.3 vs. 1.6, p = 0.008). No systemic or local side-effects or anal incontinence was recorded in any patients (2).

Gallo et al. suggested the use of a polysaccharide complex, eg mesoglycan, with antithrombotic and profibrinolytic properties with the aim of reducing the post-operative thrombosis of the mucocutaneous bridges after excisional hemorrhoidectomy (24, 25). The same authors suggested the combined use of mesoglycan with local nifedipine or GTN, stool softeners, increased oral intake of fluid, oral and/or topical analgesics (12). However, further prospective studies are needed to validate its use in EHT.



SURGICAL MANAGEMENT AND OUTCOMES

Surgical treatment is recommended when EHT fails to respond to conservative management or, traditionally, when symptoms have been present for up to 48–72 h (10). Drainage with a radial incision and complete excision of EHT are considered the two conventional methods (3, 12), although various strategies and techniques have been attempted to reduce post-operative pain and recurrence rate.

Jongen et al. (1) retrospectively reviewed 340 patients who underwent outpatient excision of EHT under local anesthesia using a solution of mepivacaine 1%, epinephrine 0.0005% and sodium bicarbonate 8.4%. The 0.3% of these patients had post-operative bleeding controlled under local anesthesia and 2.1% developed a fistula or anal abscess. Twenty-two (6.5%) developed a recurrent EHT ≥2 months after the initial excision. After 17.5 months of follow-up, 66.4% had no anorectal complaints, 21% pruritus ani, 9.4% anal pain and 5.4% anal bleeding. Ninety-eight percent of patients were satisfied of outpatient treatment and in 79% local anesthesia was felt acceptable for another excision.

In literature two studies compared surgical and conservative managements of EHT. Greenspon et al. (15) retrospectively reviewed 231 patients with EHT, 51.5% of them were treated conservatively and the remaining 48.5% surgically (97.3% with excision and the rest with incision and evacuation of thrombus). Resolution of symptoms (pain, bleeding and perianal tumefaction) was achieved earlier by the surgical group (3.9 vs. 24 days, p < 0.0001). The conservative group had a higher frequency of recurrence (25.4 vs. 6.3%, p < 0.0001) with also a shorter time span to recurrence (7.1 vs. 25 months, p < 0.0001) (15). The second trial is the prospective study by Cavic et al., that randomized 150 patients into three treatments groups: topical application of 0.2% GTN, incision and excision of EHT. Comparison of postoperative pain scores revealed a less severe intensity of pain provided by classical excision, followed by topical application of GTN. However, no difference in symptomatic relief was found at 1-month follow-up between the groups, but at 1-year the percentage of patients without symptoms and recurrence was significantly higher in the excision group (26).

Two prospective randomized trials by Brown et al. and Wong et al. (27, 28) evaluated the role of stapled technique for EHT compared with conventional hemorrhoidectomy. The stapled procedure was burdened by significantly longer operation time and pain at discharge (5 vs. 1 at VAS); however, the median stay was not significantly different between the groups. In the first postoperative weeks the conventional group complained of persistent bleeding and reported significantly higher pain score, particularly on passing stool. The stapled group required a significantly shorter period to become analgesic/pain-free with a shorter time required for wound healing. This group also resumed work or activities of daily living sooner than the conventional group. At 1 year follow-up in both groups none of the patients complained of incontinence, whereas 25% of patients in the conventional group developed recurrent symptoms. The stapled group had a significantly better overall symptom improvement and were more satisfied with surgical outcomes during follow-up (Table 1).


TABLE 1. Main studies reporting surgical and conservative treatment in patients affected by EHT.
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EHT MANAGEMENT IN ELDERLY

Geriatric patients tend to be at high risk of complications because of their comorbidities (e.g., cardiovascular diseases) and frequent assumption of anticoagulants, which favor conservative management over surgical treatments. Only one study retrospectively evaluated the differences between conservative and surgical treatment (i.e., incision with evacuation of thrombosis and Milligan Morgan’s hemorrhoidectomy) for EHT in elderly (age >75). The group treated with incision reported immediate pain relief (2.6 day) followed by the excision group (7.3 days). However, the incision group was the only one that reported bleeding in 16% of patients for an average duration of 1.4 days. No recurrence was found in the excision group, with a similar recurrence between incision and conservative group (16 vs. 19% respectively) after 10 months. No major complication or anal stenosis were reported in all groups (29).



EHT MANAGEMENT DURING THE PREGNANCY

EHT is one of the most important sources of anal pain during pregnancy. Around 8% of pregnant females will experience EHT, especially during the 2nd and 3rd trimesters. Risk factors are vaginal delivery, constipation, high birth weight, traumatic and /or instrumental delivery (30–32). Prevention and conservative management (fibers, stool softeners, sitz baths and topical creams) are considered the initial treatment, reserving surgical management for postpartum period. There has been reluctance in performing surgical excision, especially under general anesthesia, due to technical difficulties encountered with patient positioning as well as fear of inducing premature labor (31). Mirhaidari et al. demonstrated the safety and effectiveness of EHT excision under local anesthesia in outpatient setting. Forty pregnant females with an average gestational age of 31.7 weeks underwent excisional treatment. Twenty-one patients were complicated by a recurrence, fissure and/or hemorrhoidal tag. The recurrence rate of EHT was 32.5%, only 10% of which occurred during pregnancy. No spontaneous abortion or admission for preterm labor occurred (31).



CONCLUSIONS

This mini review exclusively considered articles published in the last 20 years. Medical treatment has been proven effective for pain control and swelling. Different surgical treatments are recommended when EHT fails to respond to conservative management, or when symptom onset has occurred no later than 72 h from reaching medical attention. Surgical management provides rapid symptom relief, lower incidence of recurrence and longer remission interval when compared to medical treatment. Future studies and consensus-based guidelines are needed to determine the optimal treatment of EHT, particularly in special circumstances (e.g., pregnancy and elderly).



AUTHOR CONTRIBUTIONS

Conceptualization: AP, MR, UG, and GG; Methodology: AP, MR, UG, LV, and MDF. Data curation: AP, UG, AD, GT, DFA, and GG; Writing - Original draft preparation: AP, UG, AD, and GT; Writing - Reviewing and Editing: all authors. All authors contributed to the article and approved the submitted version.



REFERENCES

1. Jongen J, Bach S, Stubinger SH, Bock JU. Excision of thrombosed external hemorrhoid under local anesthesia: a retrospective evaluation of 340 patients. Dis Colon Rectum. (2003) 46:1226–31. doi: 10.1007/s10350-004-6719-6

2. Patti R, Arcara M, Bonventre S, Sammartano S, Sparacello M, Vitello G, et al. Randomized clinical trial of botulinum toxin injection for pain relief in patients with thrombosed external haemorrhoids. Br J Surg. (2008) 95:1339–43. doi: 10.1002/bjs.6236

3. Zuber TJ. Hemorrhoidectomy for thrombosed external hemorrhoids. Am Fam Physician. (2002) 65:1629–32, 1635-6, 1639.11989640

4. Wronski K. Etiology of thrombosed external hemorrhoids. Postepy Hig Med Dosw (Online). (2012) 66:41–4.22371404

5. Gebbensleben O, Hilger Y, Rohde H. Aetiology of thrombosed external haemorrhoids: a questionnaire study. BMC Res Notes. (2009) 2:216. doi: 10.1186/1756-0500-2-216

6. Minami M, Nodomi S, Katayama S, Waki K, Imai T. Recurrent thrombosed external hemorrhoids due to L-asparaginase administration in a Philadelphia chromosome-positive acute lymphoblastic leukemia patient. Rinsho Ketsueki. (2018) 59:2413–7.

7. Dekker L, Han-Geurts IJM, Grossi U, Gallo G, Veldkamp R. Is the Goligher classification a valid tool in clinical practice and research for hemorrhoidal disease? Tech Coloproctol. (2022) 26(5):387–92. doi: 10.1007/s10151-022-02591-3

8. Gallo G, Martellucci J, Sturiale A, Clerico G, Milito G, Marino F, et al. Consensus statement of the Italian society of colorectal surgery (SICCR): management and treatment of hemorrhoidal disease. Tech Coloproctol. (2020) 24:145–64. doi: 10.1007/s10151-020-02149-1

9. Selvaggi L, Sciaudone G, Canonico S, Selvaggi F, Pellino G. The Management of Acute Hemorrhoidal Disease. Rev Recent Clin Trials. (2021) 16:91–5. doi: 10.2174/1574887115666200330162537

10. Chan KK, Arthur JD. External haemorrhoidal thrombosis: evidence for current management. Tech Coloproctol. (2013) 17:21–5. doi: 10.1007/s10151-012-0904-8

11. Lohsiriwat V. Anorectal emergencies. World J Gastroenterol. (2016) 22:5867–78. doi: 10.3748/wjg.v22.i26.5867

12. Grosz CR. A surgical treatment of thrombosed external hemorrhoids. Dis Colon Rectum. (1990) 33:249–50. doi: 10.1007/BF02134191

13. Picciariello A, Tsarkov PV, Papagni V, Efetov S, Markaryan DR, Tulina I, et al. Classifications and clinical assessment of haemorrhoids: the proctologist’s corner. Rev Recent Clin Trials. (2021) 16:10–6. doi: 10.2174/1574887115666200312163940

14. Sammarco G, Trompetto M, Gallo G. Thrombosed external haemorrhoids: a clinician’s dilemma. Rev Recent Clin Trials. (2019) 14:232–4. doi: 10.2174/1574887114666190927163646

15. Greenspon J, Williams SB, Young HA, Orkin BA. Thrombosed external hemorrhoids: outcome after conservative or surgical management. Dis Colon Rectum. (2004) 47:1493–8. doi: 10.1007/s10350-004-0607-y

16. Yamana T. Japanese practice guidelines for anal disorders I. Hemorrhoids. J Anus Rectum Colon. (2017) 1:89–99. doi: 10.23922/jarc.2017-018

17. van Tol RR, Kleijnen J, Watson AJM, Jongen J, Altomare DF, Qvist N, et al. European Society of ColoProctology: guideline for haemorrhoidal disease. Colorectal Dis. (2020) 22:650–62. doi: 10.1111/codi.14975

18. Garmanova TN, Bredikhin MI, Kazachenko EA, Alekberzade AV, Tulina IA, Tsarkov PV. Treatment of thrombosed external hemorrhoids in Russia: an online survey. Tech Coloproctol. (2020) 24:987–8. doi: 10.1007/s10151-020-02287-6

19. Gebbensleben O, Hilger Y, Rohde H. Do we at all need surgery to treat thrombosed external hemorrhoids? Results of a prospective cohort study. Clin Exp Gastroenterol. (2009) 2:69–74. doi: 10.2147/ceg.s5986

20. Giannini I, Amato A, Basso L, Tricomi N, Marranci M, Pecorella G, et al. Flavonoids mixture (diosmin, troxerutin, hesperidin) in the treatment of acute hemorrhoidal disease: a prospective, randomized, triple-blind, controlled trial. Tech Coloproctol. (2015) 19:339–45. doi: 10.1007/s10151-015-1302-9

21. Tarasconi A, Perrone G, Davies J, Coimbra R, Moore E, Azzaroli F, et al. Anorectal emergencies: WSES-AAST guidelines. World J Emerg Surg. (2021) 16:48. doi: 10.1186/s13017-021-00384-x

22. Ng L, Monagle K, Monagle P, Newall F, Ignjatovic V. Topical use of antithrombotics: review of literature. Thromb Res. (2015) 135:575–81. doi: 10.1016/j.thromres.2015.01.006

23. Perrotti P, Antropoli C, Molino D, De Stefano G, Antropoli M. Conservative treatment of acute thrombosed external hemorrhoids with topical nifedipine. Dis Colon Rectum. (2001) 44:405–9. doi: 10.1007/BF02234741

24. Gallo G, Mistrangelo M, Passera R, Testa V, Pozzo M, Perinotti R, et al. Efficacy of mesoglycan in pain control after excisional hemorrhoidectomy: a pilot comparative prospective multicenter study. Gastroenterol Res Pract. (2018) 2018:6423895. doi: 10.1155/2018/6423895

25. Gallo G, Di Saverio S, Clerico G, Sturiale A, Manigrasso M, Luc AR, et al. Mesoglycan for pain control after open excisional HAEMOrrhoidectomy (MeHAEMO): an observational multicentre study on behalf of the Italian Society of Colorectal Surgery (SICCR). BMC Surg. (2020) 20:251. doi: 10.1186/s12893-020-00914-5

26. Cavcic J, Turcic J, Martinac P, Mestrovic T, Mladina R, Pezerovic-Panijan R. Comparison of topically applied 0.2% glyceryl trinitrate ointment, incision and excision in the treatment of perianal thrombosis. Dig Liver Dis. (2001) 33:335–40. doi: 10.1016/S1590-8658(01)80088-8

27. Brown SR, Ballan K, Ho E, Ho Fams YH, Seow-Choen F. Stapled mucosectomy for acute thrombosed circumferentially prolapsed piles: a prospective randomized comparison with conventional haemorrhoidectomy. Colorectal Dis. (2001) 3:175–8. doi: 10.1046/j.1463-1318.2001.00224.x

28. Wong JC, Chung CC, Yau KK, Cheung HY, Wong DC, Chan OC, et al. Stapled technique for acute thrombosed hemorrhoids: a randomized, controlled trial with long-term results. Dis Colon Rectum. (2008) 51:397–403. doi: 10.1007/s10350-007-9085-3

29. Eberspacher C, Mascagni D, Antypas P, Grimaldi G, Fralleone L, Pontone S, et al. External hemorrhoidal thrombosis in the elderly patients: conservative and surgical management. Minerva Chir. (2020) 75:117–20. doi: 10.23736/S0026-4733.18.07724-6

30. Abramowitz L, Sobhani I, Benifla JL, Vuagnat A, Darai E, Mignon M, et al. Anal fissure and thrombosed external hemorrhoids before and after delivery. Dis Colon Rectum. (2002) 45:650–5. doi: 10.1007/s10350-004-6262-5

31. Mirhaidari SJ, Porter JA, Slezak FA. Thrombosed external hemorrhoids in pregnancy: a retrospective review of outcomes. Int J Colorectal Dis. (2016) 31:1557–9. doi: 10.1007/s00384-016-2565-y

32. Abramowitz L, Batallan A. Epidemiology of anal lesions (fissure and thrombosed external hemorroid) during pregnancy and post-partum. Gynecol Obstet Fertil. (2003) 31:546–9. doi: 10.1016/S1297-9589(03)00127-9


Conflict of Interest: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Publisher's Note: All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.

Copyright © 2022 Picciariello, Rinaldi, Grossi, Verre, De Fazio, Dezi, Tomasicchio, Altomare and Gallo. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.


OPS/xhtml/Nav.xhtml




Contents





		Cover



		Management and Treatment of External Hemorrhoidal Thrombosis

		Introduction



		Methods



		Clinical Assesment



		Conservative Management and Outcomes



		Surgical Management and Outcomes



		EHT Management in Elderly



		EHT Management During the Pregnancy



		Conclusions



		Author Contributions



		References



















OPS/images/cover.jpg
’ frontiers
in Nutrition

Management and Treatment of External
Hemorrhoidal Thrombosis





OPS/images/Table_1.jpg
Study Design  Patients Mean Conservative treatment Incision Open/closed Stapled Recurrence
No. Age hemorrhoidectomy  hemorrhoidopexy
Eberspacher  Retrospective 87 809 8 31pts. 20pts. (O): 12.5 months
softeners, oral, topical ® hemorthoidectomy A 19.4%
analgesics, flavonoid  incision B.16.1%
‘mixture (diosmin, C.0%
‘hesperidin)
Greenspon  Retrospective 231  432(A) 119pts. (A) consevative  3pts. 109 pts.(B): excision of A 25.4%
419 ®) treatment ®  the thrombosed vessel (7.1 months)
incision B.63%
(25 months)
Brown Prospective 0 4446 15pts: 15 pts: stapled
randomized hemorthoidectomy  mucosectomy with
PPH technique
Gebbensieben  Prospective 8 43 No water, shower, bath, & months.
cohort study washcloth, wet wipes, 213%
soap, shower gel. Only
‘smooth dry toilet paper
for anal cleaning for
2 weeks.
Perrotti Prospective % 35 50 (study): topical 0.3%
randomized nifedipine every 12 h for
2 weeks
48 (control): topical
lidocaine ointment every
12 h for 2 weeks
Patti Prospective 30 40 15pts. (A Botulinum 12 months
randomized toxin injection A.20%
15pts. @): Placebo B.26%
Jongen Retrospective 340 Excision under local 24 months
anaesthesia 65%
Cavcic Prospective 150 50pts.(A) 02% glycerlyl  50pts.  50pts. (C): Excision 12 months
randomized trinitrate ointment ® A21%
Incision B.24%
C.5%
Wong Prospective r @ 20pts. (A): 21pts. (B) Stapled 12 months.
randomized 53(8) Hemorthoidectomy ~ hemorrhoidectomy A.25%
B.0%
Giannini Prospective L3 49 Mixture of diosmin, 42 days
randomized troxeutin and hesperidin 10%

(Triade H)





OPS/images/fsurg-09-898850-g001.jpg









OPS/images/crossmark.jpg
©

2

i

|





OPS/images/logo.jpg
, frontiers
in Nutrition





