
TYPE Original Research
PUBLISHED 01 September 2022| DOI 10.3389/fsurg.2022.978574
EDITED BY

Alberto Realis Luc,

Clinica Santa Rita, Italy

REVIEWED BY

Marta Goglia,

Sapienza University of Rome, Italy

Maurizio Ronconi,

Civil Hospital of Brescia, Italy

*CORRESPONDENCE

Giorgio Lisi

giolimas06@yahoo.it

SPECIALTY SECTION

This article was submitted to Visceral Surgery, a

section of the journal Frontiers in Surgery

RECEIVED 26 June 2022

ACCEPTED 08 August 2022

PUBLISHED 01 September 2022

CITATION

Lisi G, Gentileschi P, Spoletini D, Passaro U,

Orlandi S and Campanelli M (2022)

Sclerotherapy for III- and IV-degree

hemorrhoids: Results of a prospective study.

Front. Surg. 9:978574.

doi: 10.3389/fsurg.2022.978574

COPYRIGHT

© 2022 Lisi, Gentileschi, Spoletini, Passaro,
Orlandi and Campanelli. 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.
Frontiers in Surgery
Sclerotherapy for III- and IV-
degree hemorrhoids: Results of a
prospective study
Giorgio Lisi1*, Paolo Gentileschi2, Domenico Spoletini1,
Umberto Passaro1, Simone Orlandi3 and Michela Campanelli4

1Department of Surgery, Sant’Eugenio Hospital, Rome, Italy, 2Department of Bariatric and Metabolic
Surgery, University of Tor Vergata, San Carlo of Nancy Hospital, Rome, Italy, 3Department of
Gastroenterology and Digestive Endoscopy, IRCSS Sacro Cuore don Calabria, Negrar di Valpolicella,
Italy, 4Emergency Surgery Unit, University Hospital of Tor Vergata, Rome, Italy

Background: In the last 2 years, anorectal surgery has been strongly affected
and even surgery for urgent cases cannot be scheduled; also, patients with
III- and IV-degree bleeding hemorrhoids should be treated conservatively.
The aim was to evaluate the effectiveness of sclerotherapy in patients who
had to postpone surgery.
Methods: We included all patients with III- and IV-degree bleeding
hemorrhoids who underwent outpatient sclerotherapy. The visual analog
scale and the hemorrhoid severity score were used at the baseline and at 4
weeks after the procedure with a telephone interview, and all patients were
outpatient-evaluated 1 week, 1 month, and 1 year after the treatment. All
pre- and postoperative data were recorded.
Results: From October 2020 to November 2021, 19 patients with III- (12
patients; 63%) and IV-degree (7 patients; 37%) bleeding hemorrhoids were
enrolled. The mean operative time was 4.5 min, and no intraoperative
complications occurred. One case of tenesmus and three failures were
detected. Six months after the procedure, the overall success rate was 84%,
although all of the patients enrolled reported persistent bleeding at the end
of the study period. Of these, 5 patients (26%) were scheduled for surgery
and 11 patients (58%) refused surgery and asked to undergo a re-do
sclerotherapy.
Conclusion: Sclerotherapy with 3% polidocanol foam is a safe and effective
procedure also in III- and IV-degree bleeding hemorrhoids. The long-term
data on the length of the foam remain to be evaluated in additional studies.
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Introduction

Hemorrhoids (HDs) are one of the most frequent anorectal disorders; nevertheless,

the incidence of the disease is still unclear and probably underestimated (1–5). A

therapeutic strategy may vary from medical treatment to outpatient treatment and to

a more invasive procedure such as hemorrhoidectomy or hemorrhoidopexy (6, 7).

According to the literature, sclerotherapy (ST) and rubber band ligation (RBL) are the

most common outpatient procedures for the treatment of I- and II-degree HDs
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among patients with failed conservative treatment; despite little

is known about sclerotherapy in the III- and IV-degree

hemorrhoids, few studies are published in the literature, even

if still very heterogeneous, that reported the results of

sclerotherapy in the treatment of I-, II- and III-degree

hemorrhoids (8–10).

During the COVID-19 pandemic, 28 million procedures for

benign diseases have been cancelled or rescheduled, with an

estimated overall 12-week cancellation rate of 72% (11–13).

All outpatient visits and operations of nononcological patients

were suspended, except for highly urgent cases (14, 15). Non-

COVID hospitals have been allowed outpatient proctological

visits, although surgery cannot also be scheduled as a day case

procedure, and even patients with several bleeding

hemorrhoids should be treated conservatively. Because of this

critical scenario, we recently proposed sclerotherapy for III-

and IV-degree bleeding hemorrhoids as “bridge treatment”

awaiting the surgical procedure proposed.

Sclerotherapy with 3% polidocanol foam induces an

inflammatory reaction with sclerosis of the submucosal tissue;

moreover, the obliteration of the vascular support may lead to

a reduction in the hemorrhoidal volume (9, 16).

Unfortunately, even if this is a reproducible and minimally

invasive treatment, several life-threatening complications with

liquid polidocanol have occurred (17, 18). However, from

what we know, an episode of mild prostate inflammation has

been detected (19).

The aim of our report was to evaluate the safety,

effectiveness, and length of 3% polidocanol foam for the

treatment of Sclerotherapy for III- and IV-degree

hemorrhoids degree bleeding hemorrhoids in a cohort of

consecutive patients during and after 1-year follow-up.
Materials and methods

All patients above 18 and below 80 years old affected by III-

and IV-degree bleeding hemorrhoids (20) with indication to

surgery but postponed due to the pandemic were eligible for

inclusion in this prospective study. Informed consent was

submitted by all patients. Inclusion in the study was

permitted only if III- and IV-degree bleeding hemorrhoidal

disease could be verified by a physical examination and

anoscopy. All patients were evaluated by the same surgeon

(GL). Exclusion criteria are as follows: pregnancy, allergy to

polidocanol, acute thrombosis, fecal incontinence, perianal

fistula, anal fissure, proctitis, perianal abscess, and known

hereditary thrombophilia. Pre- and postoperative data were

recorded in our prospective database.

The number of bleeds per day was identified as the

parameter for assessing bleeding, and it was defined as

persistent in cases of more than one episode after two

sclerotherapy sessions. Success was assessed as the absence of
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persistent bleeding. Recurrences were defined as the presence

of persistent bleeding. After two ST sessions, all the patients

were instructed to evaluate their postoperative pain and

satisfaction with the visual analog scale (VAS) score. The

hemorrhoid severity score (HSS) was used to evaluate

symptoms at the baseline and 4 weeks after the treatment

with a telephone interview, and all patients were examined 2

weeks, 6 months, and 1 year after the treatment (9).

All patients were submitted to clinical examination, the

digital rectalexploration, and proctoscopy during the follow-up.

As “bridge treatment,” the main target of our treatment was

to solve the main hemorrhoid-related symptom of bleeding, in

those patients who had to postpone surgery due to the

pandemic, evaluating the short-term effectiveness of

sclerotherapy and after 1-year follow-up.
Technique

Our procedure includes two sclerotherapy sessions 2 weeks

apart to avoid discomfort due to the treatment of the three piles

in a single session. We used an intravenous needle (20-G green,

0.9 mm, and 10 cc silicone syringes) of greater caliber, which

made it possible to inject thicker and “creamy” foam that was

obtained following the technique previously described by

Tessari and subsequently by Moser and Lobascio (9, 19, 21),

and the amount of foam injected for every single pile was

2 ml of 3% polidocanol (Figures 1A,B). Before each injection,

the foam already obtained was re-emulsified for 45 s. All

patients were treated in the Sims position (lateral decubitus

position) in our outpatient clinic, injecting the foam in the

two piles at 3 and 7 in the first session, then after 2 weeks at

11 o’clock, and the others if a second injection was still

required. No local anesthetic nor antibiotics were used. We

agree with Gallo et al. (10) on the need to use the foam in

the mucosa and not in the submucosa nor the muscular layer.

Furthermore, by injecting at the base of each hemorrhoidal

pile above the dentate line to reduce postoperative pain, we

ensured the maximum efficacy of the technique; it is

necessary to inject the foam above the dentate line to avoid

pain during the procedure to ensur greater effectiveness of the

treatment; as emerged from recent phlebological studies,

polidocanol allows tissue shrinkage and endothelium synthesis

while maintaining the safety of the treatment.
Results

A total of 19 patients with III- (n = 12, 63%) and IV-degree

(n = 7, 37%) bleeding hemorrhoids with a mean age of 47 years

(range 21–73 years) were consecutively enrolled and treated

with 3% polidocanol foam injection. Of these, 12 (63%)

patients were male and 7 were female (37%). The mean
frontiersin.org

https://doi.org/10.3389/fsurg.2022.978574
https://www.frontiersin.org/journals/surgery
https://www.frontiersin.org/


FIGURE 1

(A) Kit for the ST procedure: self-lighting anoscope, 20 g needle, 2 ml 3% polidocanol foam, and two 10 ml syringes. (B) Site of 3% polidocanol foam
injection after 2 weeks.

TABLE 1 Pre- and postoperative data.

N (%)

Hemorrhoid degreea

III 12 (63)

IV 7 (37)

Gender

Male 12 (63)

Female 7 (37)

Failure 3 (16)

Success rate
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operative time was 4.5 min. No intraoperative complications or

drug-related side effects were detected. All patients were

discharged 10 min after the treatment. Three days after the

procedure, one case of bleeding was detected. This patient was

the first case with IV-degree hemorrhoids enrolled, and the

bleeding was outpatient-treated with a hemostatic absorbable

sponge in the anal canal removed the day after. This patient

was one of the three cases where the procedure failed due to

persistent bleeding after two sclerotherapy sessions (two

patients with IV-degree and one patient with III-degree

hemorrhoids). Finally, one case of tenesmus (III-degree) 2

days after the second ST session was detected and resolved

spontaneously 2 weeks later, confirmed by the telephone

interview. All patients completed the 12-month follow-up.

The mean VAS after the second sclerotherapy session was 1

(range 0–1). No difference in terms of HSS comparing

preoperative and postoperative symptoms at the end of the

follow-up was reported (Figure 1).

Six months after the procedure, the overall success rate was

84%, although all the patients enrolled reported persistent

bleeding at the end of the study period. Of these, 5 patients

(26%) were scheduled for Milligan–Morgan hemorrhoidectomy

because of failed treatment, but the procedure was postponed

due to the pandemic, and 11 patients (58%) refused surgery and

asked to undergo a re-do sclerotherapy. Finally, three patients

chose to leave this study and rely on another center (Table 1).

Patients with failed sclerotherapy underwent Milligan–Morgan

hemorrhoidectomy as a private practice procedure.

After 6 months 17 (84)

After 12 months 0

End—study treatment

Re-do—ST 11 (58)

Hemorrhoidectomy 5 (26)

Exit from the study 3 (16)

ST, sclerotherapy.
aHemorrhoid degree according to Goligher (20).
Discussion

As highlighted by Gallo and co-authors in their recent

national report, proctology was one of the most penalized

surgical specialties during the outbreak, and benign anorectal

disorders have been dramatically postponed. Indeed,
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according to a recent study including 1,050 colorectal

surgeons, it emerged that proctology, surgery for benign

disorders, and inpatient practice were reduced or postponed

with an increased liability of malignant disease (22).

HD affects almost 5% of the western population and is a

very frequent motive for attending a surgical outpatient clinic,

especially in III- and IV-degree hemorrhoids (23–25). Besides

causing discomfort and bleeding, these symptoms often cause

restlessness, fear of cancer, and social embarrassment; Usually,

this disease is not recognized as a priority today and is

therefore underestimated. Due to these reasons and the need

to respond to patients suffering from III- and IV-degree

bleeding hemorrhoids and achieve a resolution of the

bleeding, we have decided to use sclerotherapy as we cannot

offer surgical therapy due to the outbreak.
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The use of sclerotherapy for the treatment of hemorrhoids

has risen in recent years; in fact, the strong points are cost-

effectiveness, reproducibility, and the almost painless

procedure, although there is a lack of homogeneous reports

regarding its availability for III- and IV-degree hemorrhoids (26).

Recently, Ronconi and Colleagues (27), in their first Italian

study using polidocanol foam, reported 1,427 procedures on 615

patients with a mean of 2.32 sclerotherapy sittings for each patient

and a mean follow-up of 12 months. Most of the sample had II-

degree HDs (317; 51.4%), and 17 (2.8%), 253 (41.1%), and 28

(4.7%) had, respectively, I-, III-, and IV-degree hemorrhoids.

Furthermore, 97 patients previously underwent either excisional or

nonexcisional surgery. Seventeen patients (2.7%) reported

postoperative pain, which was conservatively solved.

These results were in line with another Italian retrospective

report (9) concerning the use of 3% polidocanol foam in 66

patients with II- and III-degree hemorrhoids, in which the

overall success rate after a single session was 78.8%; furthermore,

the effectiveness reached 86% after a second sclerotherapy

session. Despite these promising results, the heterogeneous

sample size and absence of a control group and data on long-

term effectiveness have reduced the strength of their outcomes.

Despite the small sample size, in our case series, we treated

only III- and IV-degree bleeding hemorrhoids; we have chosen

these patients because this was the main symptom for which

they went to the hospital and asked for surgical treatment. After

6-month follow-up, compared to Gallo et al. (9), our overall

success rate (84%) after two sclerotherapy sessions was lower

than that reported by Moser et al. in their first experience with

sclerotherapy for HD (19). However, after 1 year, all of our

patients have recurrent bleeding, but we cannot compare our

data at all because they treated I-degree hemorrhoids without

using validated scores; moreover, according to our experience,

III- and IV-degree HDs may require two sclerotherapy sessions

than I-degree HDs. Moreover, the design of their report was

completely different from the previous paper, which was a

randomized, controlled, single-blind, and multicenter trial.

Another case series that considered sclerotherapy for I- to

III-degree HDs was recently published by Salguerio et al. (28).

The authors randomized 120 patients and compared rubber

band ligation (RBL) and sclerotherapy, achieving an overall

success rate of 88.3% with polidocanol foam and a recurrence

rate of 16.1% after 1 year; despite these results were not

significantly different between the groups (ST vs. RBL), the

heterogeneous sample size may reduce the strength of the study.

Recently, Figueiredo et al. (29) proposed sclerotherapy with

2% polidocanol foam in 243 patients with different grades of

HDs. Despite several limitations as the average follow-up, there

was no information about the sample size and the number of

sessions used; certainly, it cannot be considered a reliable study,

although it would be interesting to compare the results with 2%

and 3% polidocanol foam in terms of bleeding recurrence,

effectiveness, and postprocedure complications (30).
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In our case series, no life-threatening complications were

reported in the perianal and prostatic areas; moreover, one

case of tenesmus was spontaneously resolved. Besides, the low

incidence of postoperative pain detected could be due to

injection above the dentate line, which strengthens the

transanal procedure compared to the endoscopic one.

Despite the small sample size, we are convinced that the

strength of our study was the homogeneity of the case series and

the follow-up completed by all patients. According to our

experience, some considerations can be made. First,

sclerotherapy with 3% polidocanol foam may be safe and

effective also in III- and IV-degree HDs in terms of resolving

bleeding, although we cannot be sure of the length of

effectiveness; in fact, after 6 months, 84% of success rate was

detected; unfortunately, all patients reported bleeding recurrence

after 1 year. We believe that several studies are needed to define

after how long a further session should be recommended.

Interestingly, 11 patients (58%) refused surgery and asked to

undergo re-do sclerotherapy; this procedure could change the

way of dealing with HDs in several patients, focusing on the

main symptom reported and not on the anatomical changes

due to the disease.
Conclusion

Sclerotherapy with 3% polidocanol foam is a safe procedure

in III- and IV-degree bleeding hemorrhoids also; surely, its

long-term effectiveness is debated. It can be proposed in

patients with or without comorbidities who could not

undergo surgical treatment; however, further randomized

trials are needed to confirm its use in these patients, and the

long-term data on the length of the foam remain to be

evaluated in additional studies.
Data availability statement

The raw data supporting the conclusions of this article will

be made available by the authors without undue reservation.
Ethics statement

Written informed consent was obtained from the individual

(s) for the publication of any potentially identifiable images or

data included in this article.
Author contributions

LG and MC designed and wrote the paper; UP and SO

collected data; DS carried out the drawing study, and PG
frontiersin.org

https://doi.org/10.3389/fsurg.2022.978574
https://www.frontiersin.org/journals/surgery
https://www.frontiersin.org/


Lisi et al. 10.3389/fsurg.2022.978574
drafted the manuscript. All authors contributed to the article

and approved the submitted version.
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.
Frontiers in Surgery 05
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.
References
1. Milito G, Lisi G, Aronadio E, Campanelli M, Venditti D, Grande S, et al. Ligasure™
hemorrhoidectomy: how we do. Minerva Gastroenterol Dietol. (2017) 63(1):44–9.
doi: 10.23736/S1121-421X.16.02343-6

2. Lohsiriwat V. Approach to hemorrhoids. Curr Gastroenterol Rep. (2013) 15
(7):332. doi: 10.1007/s11894-013-0332-6

3. La Torre M, Lisi G, Milito G, Campanelli M, Clementi I. Sphinkeeper™ for
faecal incontinence: a preliminary report. Colorectal Dis. (2020) 22(1):80–5.
doi: 10.1111/codi.14801

4. 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
(1):48. doi: 10.1186/s13017-021-00384-x

5. Grande M, Lisi G, De Sanctis F, Grande S, Esser A, Campanelli M, et al. Does
a relationship still exist between gastroesophageal reflux and Helicobacter pylori in
patients with reflux symptoms? World J Surg Oncol. (2014) 12:375. doi: 10.1186/
1477-7819-12-375

6. Milito G, Lisi G, Aronadio E, Campanelli M, Venditti D, Grande S, et al.
May radiofrequency be the best choice for III–IV degree hemorrhoids?
Minerva Gastroenterol Dietol. (2017) 63(1):38–43. doi: 10.23736/S1121-421X.16.
02348-5

7. Stolfi VM, Sileri P, Micossi C, Carbonaro I, Venza M, Gentileschi P, et al.
Treatment of hemorrhoids in day surgery: stapled hemorrhoidopexy vs
Milligan–Morgan hemorrhoidectomy. J Gastrointest Surg. (2008) 12(5):795–801.
doi: 10.1007/s11605-008-0497-8

8. Lisi G, Campanelli M, Grande S, Milito G, Grande M. Sclerotherapy with 3%
polidocanol foam for third- and fourth-degree hemorrhoids as “bridge treatment”
during the COVID-19 pandemic in Italy. Int J Colorectal Dis. (2021) 36(6):1321–2.
doi: 10.1007/s00384-021-03848-3

9. Lobascio P, Laforgia R, Novelli E, Perrone F, Di Salvo M, Pezzolla A, et al.
Short-term results of sclerotherapy with 3% polidocanol foam for symptomatic
second- and third-degree hemorrhoidal disease. J Invest Surg. (2021) 34
(10):1059–65. doi: 10.1080/08941939.2020.1745964

10. Gallo G, Ronconi M, Trompetto M. Sclerotherapy with 3% polidocanol
foam: revolutionizing outpatient treatment in patients with haemorrhoidal
disease. Updates Surg. (2021) 73(5):2029–30. doi: 10.1007/s13304-021-01008-4

11. An Y, Bellato V, Konishi T, Pellino G, Sensi B, Siragusa L, et al. Surgeons’
fear of getting infected by COVID19: a global survey. Br J Surg. (2020) 107(11):
e543–4. doi: 10.1002/bjs.11833

12. Bellato V, Konishi T, Pellino G, An Y, Piciocchi A, Sensi B, et al.
Screening policies, preventive measures and in-hospital infection of COVID-19
in global surgical practices. J Glob Health. (2020) 10(2):020507. doi: 10.7189/
jogh.10.020507

13. Cardiothoracic Interdisciplinary Research Network and COVIDSurg
Collaborative. Early outcomes and complications following cardiac surgery in patients
testing positive for coronavirus disease 2019: an international cohort study. J Thorac
Cardiovasc Surg. (2021) 162(2):e355–72. doi: 10.1016/j.jtcvs.2021.03.091

14. Bellato V, Konishi T, Pellino G, An Y, Piciocchi A, Sensi B, et al. Impact of
asymptomatic COVID-19 patients in global surgical practice during the COVID-
19 pandemic. Br J Surg. (2020) 107(10):e364–5. doi: 10.1002/bjs.11800

15. Lisi G, Campanelli M, Villa M, Grande S, Grande M. Colorectal emergency
surgery in a COVID-19 referral hospital during the phase 2 in Italy. Int
J Colorectal Dis. (2020) 35(11):2137–8. doi: 10.1007/s00384-020-03684-x
16. Gallo G, Trompetto M, Diaco E. The use of a new automated device for the
sclerosing treatment of haemorrhoidal disease: a video-vignette. Colorectal Dis.
(2022) 24(3):333–4. doi: 10.1111/codi.15992

17. Yang P, Wang YJ, Li F, Sun JB. Hemorrhoid sclerotherapy with the
complication of abdominal compartment syndrome: report of a case. Chin Med
J. (2011) 124(12):1919–20. PMID: 21740855

18. Gupta N, Katoch A, Lal P, Hadke NS. Rectourethral fistula after injection
sclerotherapy for haemorrhoids, a rare complication. Colorectal Dis. (2011) 13
(1):105. doi: 10.1111/j.1463-1318.2009.02156.x

19. Moser KH, Mosch C, Walgenbach M, Bussen DG, Kirsch J, Joos AK, et al.
Efficacy and safety of sclerotherapy with polidocanol foam in comparison with
fluid sclerosant in the treatment of first-grade haemorrhoidal disease: a
randomized, controlled, single-blind, multicentre trial. Int J Colorectal Dis.
(2013) 28(10):1439–47. doi: 10.1007/s00384-013-1729-2

20. Goligher JC, Duthie HL, Nixon HH. Surgery of the anus, rectum and colon.
Vol. 5. London: Bailliere Tindall (1984). 98–149 pp.

21. Tessari L. Nouvelle technique d’obtention de la sclero-mousse. Phlèbologie.
(2000) 53(1):129.

22. Gallo G, Picciariello A, Di Tanna GL, Santoro GA, Perinotti R, Telemedicine
in Colorectal Surgery Italian Working Group. E-consensus on telemedicine in
colorectal surgery: a RAND/UCLA-modified study. Updates Surg. (2022) 74
(1):163–70. doi: 10.1007/s13304-021-01139-8

23. Sneider EB, Maykel JA. Diagnosis and management of symptomatic
hemorrhoids. Surg Clin North Am. (2010) 90:17–32. doi: 10.1016/j.suc.2009.10.
005

24. Sileri P, Franceschilli L, Cadeddu F, De Luca E, D’Ugo S, Tognoni V, et al.
Prevalence of defaecatory disorders in morbidly obese patients before and after
bariatric surgery. J Gastrointest Surg. (2012) 16(1):62–6; discussion 66–7.

25. Sileri P, Franceschilli L, Cadeddu F, De Luca E, D’Ugo S, Tognoni V, et al.
Prevalence of defaecatory disorders in morbidly obese patients before and after
bariatric surgery. J Gastrointest Surg. (2012) 16(1):62–6; discussion 66–7.
doi: 10.1007/s11605-011-1705-5

26. Lobascio P, Minafra M, Laforgia R, Giove C, Trompetto M, Gallo G. The use
of sclerotherapy with polidocanol foam in the treatment of second-degree
haemorrhoidal disease—a video vignette. Colorectal Dis. (2019) 21(2):244–5.
doi: 10.1111/codi.14498

27. Ronconi M, Casiraghi S, Schieppati M. EndoTHeF: endoluminal treatment
of hemorrhoids with foam. Ann Colorectal Res. (2018) 6(4):e86297. doi: 10.5812/
acr.86297

28. Salgueiro P, Garrido M, Gaio R, Pedroto I, Castro-Poças F. Polidocanol foam
sclerotherapy versus rubber band ligation in hemorrhoidal disease grades I/II/III:
randomized trial. Dis Colon Rectum. (2022) 65(7):e718–e27. doi: 10.1097/DCR.
0000000000002117

29. Figueiredo LM, Bordalo Ferreira F, Rafael MA, Oliveira AM. Sclerotherapy
using polidocanol 2% foam in the treatment of haemorrhoidal disease -a single-
center experience. Rev Esp Enferm Dig. (2022) 114(3):185–6. doi: 10.17235/reed.
2021.8334/2021

30. Goglia M, Nigro C, Aurello P, Diaco E, Trompetto M, Gallo G. Preliminary
results of the first 50 patients undergoing sclerotherapy for II-degree
hemorrhoidal disease using an automated device. Front Surg. (2022) 9:882030.
doi: 10.3389/fsurg.2022.882030
frontiersin.org

https://doi.org/10.23736/S1121-421X.16.02343-6
https://doi.org/10.1007/s11894-013-0332-6
https://doi.org/10.1111/codi.14801
https://doi.org/10.1186/s13017-021-00384-x
https://doi.org/10.1186/1477-7819-12-375
https://doi.org/10.1186/1477-7819-12-375
https://doi.org/10.23736/S1121-421X.16.02348-5
https://doi.org/10.23736/S1121-421X.16.02348-5
https://doi.org/10.1007/s11605-008-0497-8
https://doi.org/10.1007/s00384-021-03848-3
https://doi.org/10.1080/08941939.2020.1745964
https://doi.org/10.1007/s13304-021-01008-4
https://doi.org/10.1002/bjs.11833
https://doi.org/10.7189/jogh.10.020507
https://doi.org/10.7189/jogh.10.020507
https://doi.org/10.1016/j.jtcvs.2021.03.091
https://doi.org/10.1002/bjs.11800
https://doi.org/10.1007/s00384-020-03684-x
https://doi.org/10.1111/codi.15992
https://pubmed.ncbi.nlm.nih.gov/21740855
https://doi.org/10.1111/j.1463-1318.2009.02156.x
https://doi.org/10.1007/s00384-013-1729-2
https://doi.org/10.1007/s13304-021-01139-8
https://doi.org/10.1016/j.suc.2009.10.005
https://doi.org/10.1016/j.suc.2009.10.005
https://doi.org/10.1007/s11605-011-1705-5
https://doi.org/10.1111/codi.14498
https://doi.org/10.5812/acr.86297
https://doi.org/10.5812/acr.86297
https://doi.org/10.1097/DCR.0000000000002117
https://doi.org/10.1097/DCR.0000000000002117
https://doi.org/10.17235/reed.2021.8334/2021
https://doi.org/10.17235/reed.2021.8334/2021
https://doi.org/10.3389/fsurg.2022.882030
https://doi.org/10.3389/fsurg.2022.978574
https://www.frontiersin.org/journals/surgery
https://www.frontiersin.org/

	Sclerotherapy for III- and IV-degree hemorrhoids: Results of a prospective study
	Introduction
	Materials and methods
	Technique
	Results
	Discussion
	Conclusion
	Data availability statement
	Ethics statement
	Author contributions
	Conflict of interest
	Publisher's note
	References


