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ABSTRACT 

Introduction: Hemorrhoids are a frequent and familiar concern of patients in the general practice and surgery settings. 
Colonoscopy is both diagnostic and therapeutic. In Qatar, There are little data available about coincidental pathology in 
elderly patients with hemorrhoids. Objective: To assess the outcome of colonoscopy in management patients with hemor- 
rhoidal disease and average-risk for colorectal cancer and its clinical significance. Method: A retrospective study of 200 
patients with hemorrhoids with average risk colorectal cancer (anal bleeding and anal symptoms) and subjected to 
colonoscopic examination at Al Khor hospital’s endoscopy unit during the period from May 2005 till August 2012. Pa- 
tients below 50 years and high risk patients for colorectal cancer; with the following alarm signs: Positive personal his- 
tory of colorectal neoplasms or Inflammatory Bowel Disease (IBD), positive first degree family history of colorectal 
neoplasms, history of altered bowel habits, recent significant weight loss, presence of iron deficiency anemia, and his- 
tory of previous colonoscopy were excluded. All significant endoscopic co-findings (diverticuli, polyps, cancer, angio- 
dysplasia and varices, or colitis) were recorded. Results: There were 200 patients; 134 male, 66 female; Mean patient 
age was 56.3 years (range, 50 to 82 years), who met the eligibility criteria. 200 colonoscopies were performed. Evalua- 
tion of these patients revealed Polyps in 16 patients (13 benign and 3 malignant), seven malignant lesions(one annular 
lesion and 6 fungating masses), Ulcerative colitis in 5 patients, no crohn’s disease, diverticular disease in 4 patients, no 
Vascular malformations, bleeding piles in 3 patients controlled by injection, and 65.5% of patients were free from any 
additional pathology. Colonoscopy changed the treatment plan in 58 patients (29%). No complications were encoun- 
tered. Conclusion: Coincidental abnormalities in colon and rectum in elderly patients with hemorrhoids are common. 
Benign polyps, followed by diverticular diseases, anal fissures then colorectal cancer were the commonest findings. En- 
doscopic evaluation of elderly patients with hemorrhoids and average risk for colorectal cancer is advocated. Omitting 
endoscopy in these patients can lead to major doctors’ delay. 
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1. Introduction 

Hemorrhoids are a common surgical problem and affect 
about 4 percent of population [1] Symptomatic hemor- 
rhoids affect at least 50% of the American population at 
some time during their lives, with around 5% of the 
population suffering at any given time, and both sexes 
experiencing the same incidence of the condition [2]. The 
aetiopathogenesis remains unclear. Progressive degenera- 
tion of the fibromuscular structure of the internal hemor- 
rhoidal plexus may be the reason [3]. Many other ab- 
normalities in the rectum and colon can be responsible 
for rectal bleeding [4]. The relationship between rectal 
bleeding and colorectal cancer has been studied. How- 
ever, the relationship between rectal bleeding, hemor- 

rhoids and other pathology is not clear. Rectal bleeding is 
one of the commonest symptoms of colorectal cancer, 
but more often, it is because of benign pathology. It is 
generally regarded as a symptom of early colorectal can- 
cer. Rectal bleeding of any nature in primary care is con- 
sidered a “mandatory referral symptom”, requiring in- 
vestigation in secondary care [5]. Rectal bleeding in pa- 
tients with hemorrhoids requires exact diagnosis because 
it may be not simply a hemorrhoidal bleeding and can be 
an early sign of severe bowel diseases, such as colon car- 
cinoma, or inflammatory bowel diseases that could be 
discovered by colonoscopy [6]. Age is the number one 
risk factor for colorectal cancer. More than 90% of peo- 
ple diagnosed with the disease are 50 or older and the 
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average age of diagnosis is 64. 

2. Methods 

A retrospective study of 200 patients with hemorrhoids 
clinically diagnosed in anorectal clinic with average risk 
colorectal cancer (anal bleeding and anal symptoms) and 
referred to Al Khor hospital’s endoscopy unit for Colo- 
noscopy, during the period from May 2005 till August 
2012. Patients below 50 years and patients with the fol- 
lowing alarm signs were excluded: Positive personal 
history of colorectal neoplasms or Inflammatory Bowel 
Disease (IBD), positive first degree family history of co- 
lorectal neoplasms, history of previous colonoscopy, his- 
tory of altered bowel habits, recent significant weight 
loss, and presence of iron deficiency anemia. All patients 
were interviewed and examined by a gastroenterologist. 
Informed written consent was obtained from each patient 
before interview according to the guidelines of the insti- 
tute. After clinical evaluation, all patients underwent anal 
inspection and digital rectal examination. Regardless of 
any anal pathologies detected, all patients underwent co- 
lonoscopy. Endoscopy was performed, by expert endo- 
scopists, after ingestion of Dulcolax tablets (Bisacodyl) 5 
mg (6 tablets) starting the day before the procedure and 
for colonoscopy ingestion of 4 to 6 liters of polyethylene 
glycol solution starting the day before the procedure. 
Colonoscopies were performed as outpatient procedures, 
with patients under conscious sedation using intravenous 
midazolam and fentanyl. All significant endoscopic co- 
findings (diverticuli, polyps, cancer, angiodysplasia and 
varices, or colitis); location and size were recorded, ana- 
lyzed, and discussed and the polyps were removed if 
technically possible. Any abnormal lesion was biopsied 
and sent for histology. IBD was diagnosed based on co- 
lonoscopy features and histopathological findings. A 
complete examination was defined as the endoscope rea- 
ching the cecum, as documented in a photograph of the 
cecal pole. Procedure-related complications and hospi- 
talizations were documented for 30 days following each 
colonoscopy. Patients with poor bowel preparation were 
scheduled for repeat colonoscopy and the results of a 
satisfactory examination are reported. Only the first en- 
doscopy, done in a patient was included. The results of 
endoscopy were noted in a standardized endoscopy re- 
port; from May 2005 till mid 2008 handwritten and from 
2008 using the EndosoftTM computerized system. Data 
collected from all patients are summarized in Tables 1 
and 2. The study was approved by the hospital ethical 
research committee. 

3. Statistical Analysis 

Data entry and analysis were performed using the Statis- 
tical Packages for Social Sciences version 15 (SPSS,  

Chicago, Illinois, USA). Descriptive statistics were cal- 
culated for continuous variable such as age. Mean ± SD 
were computed. For categorical variables such as sex and 
type of lesion, the frequencies and percentages were cal- 
culated. 

4. Results 

There were 200 patients; 134 male, 66 female; Mean 
patient age was 56.3 years (range, 50 to 82 years) who 
met the eligibility criteria. Commonest presenting com- 
plaints were nonspecific to hemorrhoidal disease; anal 
pain 62%, bleeding per rectum 42.5%, itching 14.5%, 
then prolapsed piles 10%. Second degree piles in 92 pa- 
tients (46%), third degree piles in 88 patients (44%) and 
fourth degree piles in 20 patients (10%). Associated anal 
fissures were found in 4% of patients while perianal fis- 
tulas were found in 3%of patients. 16.5% of patients had 
history of previous anal surgeries [hemorrhoidectomy (n 
21); Conventional hemorrhoidectomy in 18 patients 
while Stapled hemorrhoidectomy (Procedure for Prolapse 
and Hemorrhoids [PPH] was done in 3 patients, and lat- 
eral internal sphincterotomy (n12)]. 200 colonoscopies 
were performed. Evaluation of these patients revealed 
Polyps in 16 patients (13 benign and 3 malignant), seven 
malignant lesions (one annular lesion and 6 fungating 
masses), all of which were located in the distal colon. A 
concomitant proximal significant lesion was found in 2 
patients (1%); in both patients there were proximal and 
distal benign polyps. Ulcerative colitis in five patients, 
no crohn’s disease, diverticular disease in 12 patients 
(6%), no vascular malformations, bleeding piles in three 
patients controlled by injection, and 74.5% of patients 
were free from any additional pathology. No deflation, 
stenting, or mucosal resections were performed. 147 pa- 
tients were scheduled for regular outpatient clinic follow 
up; while 77 patients received antihemorrhoidal medica- 
tion, five patients received anti-inflammatory medica- 
tions for inflammatory bowel disease. Colonoscopy 
changed the treatment plan in 58 patients (29%). 10 pa- 
tients were referred to oncologic consultations. 65 pa- 
tients were subjected to hemorrhoidectomy and 10 pa- 
tients (5%) diagnosed with cancer subjected to conven- 
tional open low anterior resection. No procedure-related 
deaths occurred. No complications such as perforation 
and hemorrhage were encountered. Incomplete proce- 
dures (failed cecal intubation) in 17 patients; five patients 
did not tolerate the procedure, eleven patients had bad 
preparations and one had a stenotic lesion. 

5. Discussion 

Rectal bleeding is a common symptom, with a preva- 
lence of 14% to 19% in adults. Most patients bleed from  
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Table 1. Results. 

Age 
 50 - 60 
 60 - 70 
 More than70 

 
151 
45 
4 

Sex 
 M 
 F 

 
134 (67%) 
66 (33%) 

Nationality 
 Qatari 
 Non Qatari 

 
73 (36.5%) 
127 (63.5%) 

Main C/O 
 Anal Pain 
 Bleeding per rectum 
 Prolapsed piles 
 Itching 

 
124 (62%) 
85 (42.5%) 
20 (10%) 

29 (14.5%) 

Ano-rectal clinical diagnosis 
 Piles 

1. Second degree 
2. Third degree 
3. Fourth degree 

 Fissure 
 Fistula 
 Recurrent piles 

 
200 (100%) 

92 (46%) 
88 (44%) 
20 (10%) 

8 (4%) 
6 (3%) 

21 

History of anal surgery 33 (16.5%) 

Other procedures: 
 Biopsy 
 polypectomy 
 Injection of piles 
 Control of bleeding 
 Deflation 
 Stenting 
 Mucosal resection 

 
28 (14%) 
16 (8%) 

21 (10.5%) 
3 (1.5%) 
0 (0%) 
0 (0%) 
0 (0%) 

 

Scope changing the treatment 
plan 
Regular follow up 
Hemorrhoid medications 
Oncology referral 
Anti-inflammatory 
Surgery 
Hemorroidectomy 
Low anterior resection 
Abdominoperineal 

51 (25.5%) 
147 (73.5%) 
77 (38.5%) 

10 (5%) 
5 (2.5) 

 
65 (32.5%) 

10 (5%) 
0 (0%) 

Complications 
 Bleeding 
 Perforation 
 Incomplete procedures  

(Failed cecal intubation) 
1. Not tolerating the procedure 
2. Bad preparation 
3. Stenotic lesion 

 
0 (0%) 
0 (0%) 

 
17 (8.5%) 
5 (2.5%) 
11 (5.5%) 
1 (0.5%) 

 
benign sources such as hemorrhoids and diverticula, but 
others have serious colorectal disease including colon 
cancer, adenomatous polyps, and inflammatory bowel 
disease. The optimal evaluation strategy for rectal blee- 
ding is unknown. Neither historical information nor the 
presence or absence of hemorrhoids has been shown to 
reliably differentiate benign from serious disease [7]. Pa- 
tients complaining of rectal bleeding with anal symp- 
toms; local cause such as hemorrhoids, or an anal fissure  

Table 2. Endoscopic findings. 

Lesions n % 95% CI 

Fissure 8 4 0.01742 - 0.07729

Polyp 
1. Benign 
2. Malignant  

16 
13 
3 

8 
6.5 
1.5 

0.04642 - 0.12666
0.03506 - 0.10859
0.0031 - 0.04321 

Cancer 
1. Annular lesion 
2. Fungating mass 

7 
1 
6 

3.5 
0.5 
3 

0.01419 - 0.07078
0.00013 - 0.02754
0.01109 - 0.06415

Ulcerative colitis 5 2.5 0.00817 - 0.05737

Crohn’s 0 0 - 

Diverticular disease 12 6 0.03138 - 0.10246

Bleeding piles 3 1.5 0.0031 - 0.04321 

Vascular  
malformations 

0 0 - 

Proximal lesions 
Distal lesions 
Not well prepared 

2 
49 
11 

3.9 
96.1 
5.5 

0.00478 - 0.13459
0.86541 - 0.99522
0.02777 - 0.09628

CI: Confidence Interval.  

 
are considered low risk group. Rectal bleeding is repor- 
ted less in older age groups [8]. Previous studies of colo- 
noscopy in symptomatic and asymptomatic elderly pa- 
tients have consistently shown a high prevalence of co- 
lorectal neoplasia [9]. In patients with hemorrhoids other 
abnormalities can be present. In recent guidelines on 
rectal bleeding, age is an important discriminant in diag- 
nostic tactics [10]. Especially in older patients the clini- 
cian must be cautious to attribute complaints solely to 
hemorrhoids. Furthermore, endoscopic co-findings were 
found with increasing age [11]. With regard to the pa- 
tients with known hemorrhoids, the guideline are based 
on an expert’s opinion because there are few data on 
when to suspect other pathology in a patient with hemor- 
rhoids [10].  

However, opinions still differ on the subject whether 
or not to do colonoscopy in cases of complaints possibly 
due to hemorrhoids. It is stated that a full colonoscopy is 
necessary in all patients, regardless the age [12]. Some 
authors have recommended colonoscopy in all patients 
with rectal bleeding, while others prefer colonoscopy for 
patients over 50 years of age and recommend sigmoido- 
scopy only if a potential source of bleeding is not identi- 
fied on physical examination or anoscopy/proctoscopy 
[13]. In common practice, the age of 50 years holds the 
threshold for colonoscopy since the incidence of colo- 
rectal cancer, diverticulosis and polyps increases as peo- 
ple are getting older [14]. Our study is a confirmation of 
previous results on coincidental abnormalities in colon 
and rectum in elderly patients with hemorrhoids. Endo- 
scopic lesions are found mostly in the distal colon (94%) 
and hence flexible sigmoidoscopy seems to be a reason- 
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able evaluation tool in elderly patients with no other 
alarm symptoms. benign polyps, followed by diverticular 
diseases, anal fissures then colorectal cancer were the 
commonest findings. Colonoscopy changed the patients’ 
management plans in 25.5% of patients so we do strongly 
recommend endoscopic evaluation of elderly patients with 
hemorrhoids and low risk for colorectal cancer. 

6. Limitations of the Study 

This was a single-center study in a community hospital. 
There may be a referral bias as not all patients with he- 
morrhoids are referred for endoscopy. More randomized 
prospective clinical trials in elderly patients with a large 
sample size are needed from this region before making 
any firm recommendations regarding the most appropri- 
ate modality for the evaluation of patients with hemor- 
rhoids and low risk colorectal cancer. Nevertheless, this 
is one of the initial studies of its kind from north Qatar. 

7. Conclusion 

In our study, the most frequent diagnoses were benign 
polyps, followed by diverticular diseases, anal fissures 
then colorectal cancer. Colonoscopies were safe and no 
complications were recorded. Majority of endoscopic 
lesions were found mostly in the distal colon hence fle- 
xible sigmoidoscopy seems to be a reasonable evaluation 
tool in elderly patients with hemorrhoids and average 
risk for colorectal cancer. A move towards a lower thre- 
shold for referral and increased use of diagnostics might 
be a more reliable option for early diagnosis. 
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