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GUIDANCE 
 

Background:  
 
Haemorrhoids are a common condition affecting a third of the general population. 
Peak incidence of haemorrhoids is between ages 45 to 65 years [1] [2]. Symptomatic 
haemorrhoids increase in prevalence in women during pregnancy and postpartum 
periods, but subsequently resolve. Most haemorrhoids can be treated in primary care 
with dietary advice and avoidance of straining, and do not benefit from surgical 
intervention [3, 4]. 
 
History alone does not provide a diagnosis of haemorrhoids. Physical examination 
including digital rectal examination and proctoscopy is a minimum requirement to 
confirm suspected diagnosis of haemorrhoids [4] and to exclude other anorectal 
pathology. All cases of haemorrhoids should be investigated for anaemia and other 
red flag signs and symptoms. If positive, these cases should be referred on 
appropriately under the two week wait criteria [5]. 
 
Haemorrhoids can be classified as internal or external relating to their position of 
origin either above or below the dentate line. Haemorrhoids are graded into 4 groups 
by the Goligher classification [3] defined by their degree of prolapse. 
 

 1st degree haemorrhoids: Bleed but do not prolapse 
 2nd degree haemorrhoids: Prolapse but reduce spontaneously 
 3rd degree haemorrhoids: Prolapse but reduced manually 
 4th degree haemorrhoids: Permanently prolapsed and irreducible 

 
Criteria for commissioning: 
 
As a non-priority condition, haemorrhoidectomy will only be commissioned if 
conservative treatment has failed and one of the following three criteria is present [6] 

1. Haemorrhoids are recurrent; 
2. Haemorrhoids are causing persistent bleeding; 
3. Haemorrhoids cannot be reduced 

 
For 1st and 2nd degree haemorrhoids where conservative management has failed, 
rubber band ligation would constitute the first line intervention, with stapled 
haemorrhoidectomy/ haemorrhoidal artery ligation only to be used if rubber band 
ligation has failed.  
 
For 3rd degree haemorrhoids where conservative management has failed, either 
rubber band ligation or haemorrhoidectomy/ haemorrhoidal artery ligation could be 
used as first line interventions. 
 
For 4th degree haemorrhoids, haemorrhoidectomy or haemorrhoidopexy should be 
the first line intervention.  
 
(See flow diagram on page 3) 



 

 
First line treatment: 
 
For first, second, and third degree haemorrhoids, dietary management consisting of 
adequate fluid and fibre intake remains the treatment of choice. In addition bulk 
forming laxatives, non-opioid analgesia and topical haemorrhoid preparations can be 
prescribed for symptomatic relief [3, 4, 7-10].  
 
For first, second and third degree haemorrhoids refractive to conservative 
management with diet, rubber band ligation remains the intervention of choice [3, 11-
14], and is more efficacious than injection sclerotherapy. Stapled haemorrhoidectomy 
may also be used in third degree haemorrhoids, as the probability of recurrence is 
lower. [3, 11, 15] Rubber band ligation offers economic advantages as a day case 
procedure and patients recover quicker when used appropriately. 
 
Stapled haemorrhoidopexy was considered appropriate for people with fourth-degree 
haemorrhoids for whom residual external prolapse or skin tags would not be a 
concern [15]. Alternate treatment for fourth degree haemorrhoids remains traditional 
surgical haemorrhoidectomy [3, 10, 15].  
 
Treatment for small thrombosed haemorrhoids remains unchanged with ice packs, 
analgesia and stool softeners recommended for symptomatic relief. Symptoms 
usually resolve within 10-14 days. Emergency surgery to excise necrotic tissue and 
remove the haemorrhoid may occasionally be appropriate.  
 
Second line treatment:  
 
For haemorrhoids refractive to rubber band ligation, stapled haemorrhoidectomy is 
recommended by NICE in place of traditional surgical haemorrhoidectomy [15]. 
Models of device evaluated in the evidence review on stapled haemorrhoidopexy 
were the HCS33 (PPH01 model) and CDH33 model [15]. Stapled haemorrhoidopexy 
was found to be as effective as conventional haemorrhoidectomy when used 
appropriately and offered immediate benefits in terms of postoperative pain [16]. In 
addition, taking into account the requirements for postoperative pain management 
and other support during inpatient stay and after discharge, stapled 
haemorrhoidopexy was thought to potentially lead to modest cost savings [15]. 
 
Current evidence on haemorrhoidal artery ligation shows that this procedure is an 
efficacious alternative to conventional haemorrhoidectomy or stapled 
haemorrhoidopexy in the short and medium term, and that there are no major safety 
concerns [17]. Key efficacy outcomes are less postoperative pain than other 
treatments, resolution of haemorrhoids, and relief of symptoms such as bleeding, 
prolapse, swelling, pain, soreness and itching in the short and long term [17]. This 
procedure may therefore be used provided that normal arrangements are in place for 
clinical governance, consent and audit.  
 
 
 
 
 
 

Human Rights and Equality Legislation has been considered in the formation 
of this guidance. 
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