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Emergency surgical treatment for active bleeding and anemia 
in patients with hemorrhoidal disease
Tratamiento quirúrgico de urgencia en pacientes con enfermedad hemorroidal con 
sangrado activo y anemia

Agustín Güemes-Quinto*, Dahiana A. Pichardo-Cruz, Karla I. Luján-Mendoza, Billy Jiménez-Bobadilla, 
and Juan A. Villanueva-Herrero
Service of Coloproctology, Hospital General de México “Dr. Eduardo Liceaga,” Mexico City, Mexico

Abstract

Introduction: The purpose of the study is to describe the clinical and surgical characteristics of patients with hemorrhoidal 
disease (HD), anemia, and active bleeding in need of urgent surgery. Methods: It is a descriptive, retrospective study of 
510 patients between 2015 and 2019. Male and female patients diagnosed with HD. The records of these patients were re-
viewed, and we identified those who underwent emergency surgery due to active bleeding, anemia, shock, and other clinical 
problems. Statistical analysis was carried out with the SPSS version 24 software. Results: Fifty-three (10.3%) patients met 
the criteria for presenting active hemorrhoidal bleeding at the time of review and clinical and biochemical data of anemia. 
Patients presented a mean hemoglobin of 7.5 g/dl. The most frequent degree of HD was Grade II. The treatment received in 
92.5% of the cases was hemorrhoidectomy with the Ferguson technique; in 5.7% (3), a hemorrhoidectomy was performed with 
an advanced energy device, and 1.9% (1) underwent the Milligan-Morgan technique. Conclusions: Emergency hemorrhoid-
ectomy is the treatment of choice for patients with severe active bleeding from HD.
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Resumen

Introducción: El propósito del estudio es describir las características clínicas y quirúrgicas de los pacientes con enfermedad 
hemorroidal, sangrado activo y anemia con necesidad de cirugía. Metodología: Se trata de un estudio descriptivo y retro-
spectivo de 510 pacientes de ambos sexos diagnosticados con enfermedad hemorroidal entre 2015 y 2019. Se revisaron los 
expedientes de los pacientes sometidos a cirugía urgente con presencia de sangrado, anemia, choque y otros problemas 
clínicos. El análisis estadístico fue realizado con el software SPSS version 24. Resultados: El 10.3% (53) de los pacientes 
fueron diagnosticados con sangrado hemorroidal activo al momento de la revisión y con datos clínicos y bioquímicos de ane-
mia. El promedio de hemoglobina de estos fue de 7.5 g/dl. La enfermedad hemorroidal grado II fue la más frecuente. Se re-
alizó hemorroidectomia tipo Ferguson en el 92.5% (49) de los casos; 5.7% (3) fueron operados con energía avanzada y solo 
1.9% (1) con la técnica Milligan-Morgan. Conclusiones: La hemorroidectomia de urgencia es el tratamiento de elección en 
el sangrado activo severo por enfermedad hemorroidal.

Palabras clave: Enfermedad hemorroidal. Sangrado hemorroidal. Anemia. Hemorroidectomia de urgencia.
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Introduction

Hemorrhoidal disease (HD) is a common anorectal 
condition consisting of asymptomatic enlargement 
and distal displacement of the typical anal cushions. 
Multiple factors are involved in HD development, in-
cluding constipation and prolonged straining. The ab-
normal dilatation and distortion of the vascular 
channel, together with destructive changes in the sup-
porting connective tissue within the anal cushion, is a 
paramount finding of the disease1. The anal cushions 
or hemorrhoids are healthy tissue inside the anal ca-
nal and are part of the internal hemorrhoidal plexus. 
There is also an external plexus from which external 
hemorrhoids come. The anatomical boundary that di-
vides the internal from the external hemorrhoidal plex-
us is the dentate line2. Prolapsed hemorrhoids can 
achieve an overlap between internal and external, 
determining a new morphological appearance (mixed 
or only internal hemorrhoids) in which the anatomical 
subdivision between the two plexuses is theoretically 
correct but clinically not useful since the HD can mani-
fest itself with prolapse of different degrees, bleeding, 
and pain3.

The pathophysiology of the HD is complex. The 
most widely accepted theory is a sliding anal canal, 
or cushion theory, which refers to the abnormal sliding 
of the cushions through the anal canal as the main 
pathophysiological event caused by increased ab-
dominal pressure and a decreased venous return dur-
ing defecation (constipation)2. Increased matrix 
metalloproteinases activity leads to increasing cush-
ion congestion, and the supporting capacity of the 
vascular network is lost4. Aigner et al. suggested that 
a specialized vascular network is capable of control-
ling the filling and emptying of the anorectal vascular 
plexus, such as a sphincter. The disruption of this 
system due to changes present in the connective tis-
sue is another cause of the disease5. The inflamma-
tory process leads to erosion of the hemorrhoidal 
arterioles during defecation causing bleeding. Throm-
bosis leads to ischemia, ulceration, and necrosis of 
the tissue surface1.

Symptoms related to hemorrhoids are prevalent in 
the western hemisphere and other industrialized soci-
eties. The disease represents more than 2.2 million 
outpatient evaluations per year in the United States6. 
The HD has a prevalence of 4.4%, with 10 million 
patients worldwide. In both genders, a peak in preva-
lence is noted between 45 and 65 years of age7. The 

development of HD before the age of 20 is unusual, 
and Caucasians are affected more frequently than are 
African-Americans8,9. The real prevalence in Latin 
America is hard to estimate because we do not have 
real data to compare with information over the world. 
However, we can suppose by the similarities of the 
western dietary habits that we have similar cases in 
our environment10. Charúa-Guindic et al. reported that 
30% of the colorectal consultation in our third level 
medical center in Mexico corresponds to HD, affecting 
both genres. The exact data are not available, but at 
least 5% of the adult Mexican population is affected 
(similar to that observed in the rest of the world)11-13.

A total of 40% of individuals with HD are asymptom-
atic. For internal hemorrhoids, bright red bleeding is 
the most commonly reported symptom. Another fre-
quent symptom is the sensation of tissue prolapse and 
occasionally presents with secondary pain14,15. Ane-
mia is not that rare, but it is important to identify the 
bleeding source before considering hemorrhoids. We 
recommend performing anoscopy and proctosigmoid-
oscopy in the office to rule out other causes of pain-
less rectal bleeding6. When there are doubts, complete 
colonoscopy is indicated and should always precede 
surgery, especially in patients over 45 years of age16,17.

We usually use the Goligher classification for HD. 
The importance lies in the fact that the treatment de-
pends on the degree and severity of the HD18. The 
common indications for intervention in patients with 
hemorrhoids include bleeding and prolapse. In patients 
who remain symptomatic despite conservative man-
agement, surgical treatment should be offered. An ex-
cisional hemorrhoidectomy is the best treatment for 
patients with large symptomatic external hemorrhoids 
and internal prolapsed internal hemorrhoids (Grade IV)17.

Information regarding emergency treatment for hem-
orrhoidal bleeding is very scarce. We must differentiate 
active hemorrhoidal bleeding (Fig. 1) from the so-called 
hemorrhoidal crisis where severe pain, bleeding, irre-
ducible prolapse, or hemorrhoidal gangrene occur 
(Fig. 2)17,19. Non-surgical management of acutely throm-
bosed, ulcerated, or strangulated prolapsed hemor-
rhoids is widely employed because emergency 
hemorrhoidectomy (EH) is said to be associated with 
portal abscesses, secondary hemorrhage, anal steno-
sis, and incontinence. However, several studies have 
shown that EH is safe and is a suitable way of managing 
acutely ulcerated or gangrenous prolapsed thrombosed 
hemorrhoids20. Surgical options include hemorrhoidec-
tomy, Doppler-guided hemorrhoidal artery ligation, and 
stapled hemorrhoidopexy21.
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The objectives of the study are to describe the clini-
cal and surgical characteristics of patients with HD 
and active bleeding in need of urgent surgery.

Methods

It is a descriptive, retrospective study of 510  pa-
tients at the General Hospital of Mexico between 2015 
and 2019. Male and female patients (aged > 18 years) 
diagnosed with HD admitted to the colorectal surgery 
service. The records of these patients were reviewed, 
and we identified those who underwent emergency 
surgery due to active bleeding, anemia, shock, and 

other clinical problems. All the patients received an 
evaluation in the office by a colorectal surgeon. Those 
over 45 years of age had a complete colonoscopy as 
a study for detecting colorectal cancer. All patients 
underwent pre-operative studies that included com-
plete blood count, basic metabolic panel, and pro-
thrombin time and activated partial thromboplastin 
time. Those patients who, in addition to bleeding, had 
another type of anorectal disease, such as anal fis-
tula, fissures, and infections, were not included.

The HD was classified according to Goligher 
classification:

–	 Bleeding without prolapse (first degree)
–	 Bleeding with prolapse that reduces spontane-

ously (second-degree hemorrhoids)
–	 Bleeding in conjunction with hemorrhoids that 

prolapse and manually reduced (third degree)
–	 Prolapsed internal hemorrhoids that cannot be 

reduced (fourth degree).
We also included patients with mixed HD and hem-

orrhoidal thrombosis.
The degree of anemia was classified according to 

the classification of the World Health Organization 
(WHO): Grade 0 or normal (> 11 g/dl); Grade 1 or mild 
(9.5-10.9  g/dl); Grade  2 or moderate (8-9.4  g/dl); 
Grade 3 or severe (6.5-7.9 g/dl); and Grade 4 or life 
threatening (< 6.5 g/dl).

Through a descriptive study with the use of means 
and medians, quantitative and qualitative variables 
were studied. Statistical analysis was carried out with 
the SPSS version 24 software.

Results

A total of 510 patients with HD were included. About 
10.3% (53) met the criteria for presenting active hem-
orrhoidal bleeding at the time of review and clinical 
and biochemical data of anemia. All of these patients 
underwent urgent surgery within 48 h of hospitaliza-
tion (Fig. 3).

About 39.6% (21) of the patients were female and 
60.3% (32) were male. The mean age was 45 years 
old. About 52.8% (28) of the patients were older than 
45 years, so they were taken to a diagnostic colonos-
copy before surgery to rule out malignancy.

About 96.2% (51) of the patients presented internal 
HD and 3.7% (2) of the patients were classified as a 
mixed HD (internal and external component). Patients 
were classified according to the degree of HD as fol-
lows: Grade (I) 13.2% (7); Grade (II) 60.3% (32); 
Grade (III) 24.5% (13); and Grade (IV) 1.8% (1).

Figure 2. Hemorrhoidal thrombosis. 

Figure 1. Active hemorrhoidal bleeding in a patient undergoing emer-
gency surgery.
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About 9.4% (5) presented hypovolemic shock at the 
time of hospitalization. All patients presented different 
degrees of anemia according to the WHO classifica-
tion, with mean hemoglobin of 7.5 g/dl. About 79.2% 
(42) of the patients received a blood transfusion, while 
the remaining 20.8% (11) did not receive transfusion 
after consideration of the attending physician at the 
time of admission.

Among the accompanying diseases observed, 3.8% 
(2) of the patients had type  2 diabetes and another 
3.8% had obesity. The rest of the patients did not have 
documented comorbidities.

The treatment received in 92.5% (49) of the cases 
was hemorrhoidectomy with the Ferguson technique; 
in 5.7% (3), a hemorrhoidectomy was performed with 
an advanced energy device, and 1.9% (1) underwent 
the Milligan-Morgan technique. It was not necessary 
to perform another type of surgical procedure in any 
case. The average length of stay was 3.1  days (SD 
1.56). About 5.7% (3) of the patients presented post-
operative bleeding in the first 24 h after surgery, which 
was resolved again in the operating room by applying 
hemostatic suture

About 41.5% (22) of patients never received treat-
ment for HD before the surgery. The remaining pa-
tients received the following treatments before surgery: 
(1) 34% (18) had a history of receiving medical treat-
ment (e.g., diet, fiber, etc.); (2) in 11.3% (6), a rubber 
band ligation was performed; (3) 7.5% (4) received 
sclerotherapy, and (4) 1.9% (1) had previously under-
gone hemorrhoidectomy at another hospital.

Discussion

It is essential to point out that there is no study 
evaluating the safety and feasibility of carrying out 
emergency hemorrhoidal surgery in massive bleeding 
cases. Research in the treatment of emergency HD 
generally focuses on thrombosis and the application 
of different techniques for its treatment17,19,21-23, how-
ever, there is not a study of EH in patients with severe 
active bleeding despite being a situation that is fre-
quently observed in specialized services. In these 
types of cases, EH allows us to resolve the hemor-
rhoidal symptoms themselves and secondary anemia 
immediately20.

Hemorrhoidal
disease 
n = 510

Not operated
n = 33

Surgery
n = 477

Elective surgery
n = 419

Emergency
surgery
n = 58

Other causes
n = 2

Acute thrombosis
n = 3

Active bleeding
+ anemia

n = 53

Grade I
n = 13

Grade I
n = 7

Grade II
n = 35

Grade II
n = 32

Grade III
n = 302

Grade III
n = 13

Grade IV
n= 69

Grade IV
n = 1

Figure 3. Characteristics and number of patients with different grades and presentation of hemorrhoidal disease.
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No statistically significant difference was found be-
tween the different degrees of HD and the patient’s 
age, which means that regardless of the patient’s age, 
it is possible to safely operate on the technique with a 
low percentage of complications. Yamamoto et al. and 
Haksal et al.’s work shows that hemorrhoidal surgery 
does not represent a higher surgical risk in elderly 
patients compared to younger patients24,25 (Fig. 4).

There is no relationship between the length of hos-
pital stay and the age of the patients. EH for active 
bleeding is safe for all patients since there were no 
significant complications that prolonged the stay 
(R of 0.002). Neither did we find a relationship be-
tween the length of stay and degree of HD, which also 
translates into safety and reliability in offering surgical 
treatment and is comparable to that reported by other 
authors17,25 (Fig. 5).

Although there is no significant difference between 
the degrees of hemoglobin concerning the degree of 
HD, patients with Grade  II disease tend to have a 
higher degree of anemia. There is no relationship be-
tween the patient’s age and active bleeding (Fig. 6).

HD is not a rare cause of anemia; however, this 
finding is underdiagnosed and rarely reported, so 
there is no real incidence. At least in our hospital, this 
phenomenon is observed frequently (average Hb of 
7.75 g/dl) and is similar to that reported by Kluiber and 
Wolff (average Hb of 9.4 g/dl)26. In general, these pa-
tients will require transfusion and surgery as soon as 
possible. All patients with lower digestive bleeding 
and anemia require a complete review before starting 

to manage the HD. In our study, all patients older than 
45 years of age had a colonoscopy. Unlike what was 
reported in the literature, in our study, the percentage 
of patients with comorbidities was very low because 
the mean age identified was 45 years, and the screen-
ing for diabetes was not intentionally done in patients 
who did not have this precedent, because it was an 
acute presentation of HD. Therefore, it would be im-
portant to report these data in a complementary study 
to this one.

EH has not always been accepted due to possible 
secondary infection, high risk of anal bleeding and 

Figure 4. Grade of hemorrhoidal disease compared with the age of 
patients. The age of the patient is not a determining factor in making 
decisions to operate urgently on a patient with active hemorrhoidal 
bleeding.

Figure 6. Grade of hemorrhoidal disease compared with the level of 
hemoglobin. The amount of hemoglobin does not translate into more 
serious disease. Most of the cases of active hemorrhoidal bleeding 
with anemia were grade II.

Figure 5. Grade of hemorrhoidal disease compared with the length 
of hospital stay. Emergency hemorrhoidectomy is as safe as elective 
surgery since there is no significant difference in the length of hospital 
stay.
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stenosis, incontinence, and recurrence of the disease. 
Furthermore, hemorrhoidectomy in these cases is 
usually more difficult due to the size of the packages, 
edema, and tissue necrosis. Mazier, in a 1973 study 
of 400 emergency surgery with closed hemorrhoidec-
tomy to treat thrombosis, observed good results with 
few complications27. All patients with associated anal 
disease were excluded for a better validation of the 
data obtained, so no other surgical procedure not re-
lated to hemorrhoidectomy was performed. In a 204 
emergency procedures study20, it was shown that the 
incidence of complications was not higher than that 
occurring in elective surgery. Similar results are ob-
served in the study of Ceulemans et al.23. There is 
also no difference in the incidence of recurrence of 
HD. There are numerous advantages, such as offering 
a definitive treatment without requiring further man-
agement and avoiding the discomfort of conservative 
management19. Conventional closed hemorrhoidec-
tomy is the most preferred treatment due to the few 
complications and low recurrence it presents28,29.

Ultrasound studies have been carried out, given the 
possibility of damage to the anal sphincter after emer-
gency hemorrhoidal surgery30. The results show that 
when there are lesions, they are usually asymptomatic 
or have a lower degree of incontinence (generally 
flatus) and with an incidence no higher than that pre-
sented in elective surgery. Studies performed in sur-
gery with the procedure for prolapsing hemorrhoids 
technique have shown to be a suitable option19, but 
unfortunately, we do not have this device regularly in 
our service. The use of ultrasonic energy instruments 
such as the LigaSure™ Vessel Sealing System 
(Medtronic-Covidien) or Harmonic Scalpel™ (Har-
monic Focus; Ethicon, Johnson and Johnson) has 
proven to be safe and comfortable to use element in 
EH offering less post-operative pain, fast recovery, 
and fewer complications31 but they are not within 
reach of all patients due to their high cost.

Active bleeding can be treated by applying hemostats 
and cauterization in the office when it is impossible to 
take the patient to the operating room22. However, these 
measures only resolve the problem temporarily. Surgery 
is the definitive treatment. In this study, a follow-up was 
performed 12 months after surgery and no recurrence 
of rectal bleeding or hemorrhoidal symptoms was identi-
fied. According to the literature, once the surgical pro-
cedure is performed with the ideal surgical technique 
depending on the degree of HD, the complete remission 
of the symptoms associated with this disease is effec-
tively achieved. With timely treatment, anemia and 

hemorrhoidal symptoms can be resolved permanently26. 
The patients operated on most frequently in our study 
correspond to cases of Grade  II HD since it is these 
patients that are generally managed with conservative 
treatment, while patients with Grades III or IV are sched-
uled for surgery regularly.

The limitations of our study are (1) variability of the 
hemorrhoidectomy technique, (2) different colorectal 
surgeons, and (3) different criteria in deciding for pre-
operative management. Our institution is a teaching 
hospital; residents of the specialty perform about 30% 
of hemorrhoidectomies. It is necessary to carry out a 
clinical trial that allows us to analyze the specific char-
acteristics of patients who present massive hemor-
rhoidal bleeding. On the other hand, studies can be 
carried out to analyze the histological structure of the 
hemorrhoidal packages that present higher bleeding 
to compare them with patients with a lesser degree of 
bleeding. In the study by Serra et al., it was found that 
matrix metalloproteinases and neutrophil gelatinase-
associated lipocalin can be useful as molecular mark-
ers in the evaluation of HD and determine the risk of 
developing a more severe form of the disease4.

Conclusions

EH is the treatment of choice for patients with se-
vere active bleeding from HD. Recurrence is null in 
the long term, with few complications and low recur-
rence and offers a definitive treatment without requir-
ing further management and avoiding the discomfort 
of conservative management.
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