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Abstract 
Introduction: Hemorrhoidal disease is a common pathology and its surgical 
treatment is based, among other things, on pedicular resection after failure of 
medical and instrumental treatment. The aim of this study is to analyze the 
epidemiological, clinical, therapeutic and evolving aspects of hemorrhoidal 
disease at the stage of surgical treatment at the University Hospital Center of 
Brazzaville. Patients and Methods: We conducted a retrospective and de-
scriptive study carried out from January 2020 to December 2021, a 24 months 
period, in the Digestive surgery department of the University Hospital Center 
of Brazzaville. It concerned patients who underwent a surgical procedure for 
hemorrhoidal disease. Results: 21 cases were collected, representing a hospit-
al frequency of 2.3%, with a sex ratio of 4.3 in favor of men. The average age 
of patients was 42.2 ± 11.9 years. The symptoms were mainly proctalgia, mass 
sensation and rectal bleeding. We recorded five cases (19.1%) of hemorrhoid-
al thrombosis and 16 cases (80.9%) of hemorrhoidal prolapse including 12 
cases requiring manual integration (Goligher grade III) and four irreducible 
permanent cases (Goligher grade IV). The Grade III prolapse was associated 
with a polyp in one patient and with posterior anal fissure in another patient. 
Out of the 21 patients, 14 underwent a tripedicular hemorrhoidectomy ac-
cording to Milligan and Morgan. Two patients underwent mono- and bipe-
dicular hemorrhoidectomy with resection of associated lesions and five pa-
tients underwent emergency thrombectomy. The outcome was favorable for 
all our patients. The average length of hospital stay was 1.5 ± 2.1 days. Con-
clusion: In the event of failure of medical and instrumental treatment, the 
hemorrhoidal cure according to Milligan and Morgan is the surgical treat-
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ment of reference for hemorrhoidal disease at the University Hospital Center 
of Brazzaville. 
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1. Introduction 

Hemorrhoidal disease (HD) is a common disease. In the United States of Amer-
ica, it is estimated that 58% of people over the age of 40 suffer from this disease 
and almost a third of them are referred for surgical treatment [1]. In France, HD 
represents almost 20% of private consultations according to the White paper of 
the French National Society of Gastroenterology [2]. Approximately one in two 
French patients over the age of 50 have already had a hemorrhoidal crisis [3] and 
surgical treatment relates to roughly 10% of patients with hemorrhoidal pathol-
ogy [4]. 

The surgical treatment of HD involves several procedures, some modern 
techniques known as minimally invasive, and the traditional hemorrhoidectomy 
[5]. The traditional haemorrhoidectomy is based on the resection of hemorr-
hoidal packages using the so-called pedicular resection method described at 
Saint Mark’s Hospital in London in 1937 by Milligan and Morgan (MM) [6]. 

Surgical treatment should be considered when medical treatment and instru-
mental treatment have proven ineffective [5]. In Congo, a study carried out in 
2007, over a period of 10 years, reported 56 cases of HD treated using the MM 
hemorrhoidectomy procedure with generally satisfactory results [7]. The present 
work aimed to study the current profile of HD at the stage of surgical treatment 
in its epidemiological, clinical, therapeutic and evolving aspects, at the Brazza-
ville University Hospital. 

2. Patients and Methods 

We performed a retrospective and descriptive study of patients who underwent a 
surgery for HD in the Digestive surgery department of Brazzaville University 
Hospital, during a 24 months period, from January 2020 to December 2021. It 
concerned all patients registered in the admission register of the service who 
have been operated on for HD in fixed or emergency surgery. Patients whose 
records were incomplete, which means, patients with missing medical observa-
tion, missing operative report, no result of a low endoscopy for patients operated 
on in controlled surgery or no information about the follow-up, were excluded. 
Records of patients released against medical advice and lost to sight were also 
excluded. 

The variables studied were: age, sex, comorbidities, patients history, reasons 
for consultation, consultation period, diagnosis, surgical procedures performed 
and outcome. The diagnosis was based on clinical assessment, which made it 

https://doi.org/10.4236/ss.2024.153016


M. E. J. Note Madzele et al. 
 

 

DOI: 10.4236/ss.2024.153016 161 Surgical Science 
 

possible to grade HD according to the Goligher’s classification (Table 1) [8]. 
Outside of emergency circumstances, a lower digestive endoscopic exploration 

made it possible not only to confirm the diagnosis, but also to search for possible 
associated organic lesions. 

On the therapeutic level, the surgical procedure performed in controlled sur-
gery was the MM technique. It was applied to patients under general or lo-
co-regional anesthesia, in a dorsosacral position and who had received a colonic 
enema the day before and the morning of the procedure. After preparing the 
surgical site, we treated the hemorrhoids package by package. First, we pro-
ceeded to the exposure and gentle traction of each hemorrhoidal package using a 
set of three forceps arranged from outside to inside on the anocutaneous line, on 
the pectinate line and on the rectal mucosa. An incision on the anal margin and 
a submucosal dissection of each package was then carried out, in a triangular 
shape, up to the apex located in the rectal mucosa. During the dissection, the se-
vered Parks ligament allowed us to releaseand keep the integrity of the internal 
sphincter. Using a resorbable Vicryl 2.0 suture, we then proceeded to the trans-
fixing ligature and sectioning of each muco-arterial pedicle, leaving a long re-
maining of suture thread. The open pedicular resection was carried out while 
respecting the mucocutaneous bridges between the packages and finally between 
the wounds. Thus, particularly when the resection was tripedicular, the final op-
erating wound was in the shape of a clover leaf. Next, we proceeded to the re-
moval of residual hemorrhoids under the cutaneous-mucosal bridges, the con-
trol of hemostasis, the washing of the operating site and the installation of an 
intracanal dressing soaked in povidone iodine and a pressure dressing. During 
the procedure, an antibiotic prophylaxis was administered. 

In the particular case of hemorrhoidal thrombosis, the procedure was per-
formed under Local anesthesia. It consisted of the incision of the thrombosed 
hemorrhoidal package, laying it flat and allowing the hollowing out and removal 
of the clots. After washing the surgical site, a pressure dressing was placed over 
the wound. 

After the procedure, all patients systematically received combined treatment 
of an analgesic, a laxative and an antibiotic (ALA). For all patients, a sitz bath 
with povidone-iodine, twice daily and after each bowel movement, was pre-
scribed. Twice daily digital self rectal examinations were indicated and also car-
ried out by the practitioner during the weekly clinical check-up. Local care and 
digital rectal examinations were prescribed until the wounds healed. The com-
plete healing was achieved in the 6 weeks following the surgery. 

 
Table 1. Goligher’s classification. 

Grade I No prolapse of the hemmorhoidal plexuses out of the anal canal 

Grade II Prolapse during an effort of defecation returning spontaneously 

Grade III Prolapse requiring manual reinstatement 

Grade IV Permanent non-reducible prolapse 
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All patients had a monthly assessment for up to six months after healing of 
the wound. The follow-up was considered favorable when there were a complete 
resolution of initial signs; good anal continence and a complete healing of the 
wound. The outcome was unfavorable when one or more complications oc-
curred such as hemorrhage, ischemia of the cutaneous-mucosal bridges, throm-
bosis of residual hemorrhoids underneath the cutaneous-mucosal bridges, delay 
or absence of wound healing, surgical site infection, anal stenosis or anal incon-
tinence. 

The data studied were collected from the registers of the Digestive surgery 
department and medical reports, then collected in a pre-established and case-by- 
case survey sheet. Data were compiled into the Excel version 2016 software and 
analyzed by the Epi info 7 software.  

3. Results 

We collected 21 cases of patients during the study period in the Digestive sur-
gery department, which represented a frequency of 2.3%. There were 17 men 
(80.9%) and four women (19.1%), sex ratio 4.3. The average age of the patients 
was 42.2 ± 11.9 years with extreme ages of 19 and 62 years. Age groups of 30 - 39 
and 40 - 49 year-old were the most represented with 12 patients (Figure 1). 

The symptoms found were proctalgia (10 patients), rectal bleeding (14 pa-
tients) and a sensation of mass for all patients. 

Table 2 is a summary of the socio-demographic and clinical characteristics of 
patients. 

The average delay of consultation was 17.9 ± 3.2 days with extremes of 1 and 
180 days. 

The notion of sodomy was found for one patient; one patient was diabetic and 
constipation was present for all patients. 

15 patients had a history of chronical alcohol consumption and 13 were active 
smokers.  

We recorded 16 cases (80.9%) of hemorrhoidal prolapse (Figure 2). 12 patients  
 

 
Figure 1. Distribution of patients according to age groups. 
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Table 2. Summary of socio-demographic characteristics of the study population. 

 Frequencies (N) Percentages (%) 

Frequencies 21 2.3 

Sex 
Men 17 80.9 

Women 4 19.1 

Age groups (years) 

<19 1 4.76 

[20 - 29] 2 9.5 

[30 - 39] 6 28.6 

[40 - 49] 6 28.6 

[50 - 59] 4 19.04 

[60 - 70] 2 9.5 

Clinical characteristics 

Proctalgia 10 47.62 

Rectal bleeding 14 66.66 

Sensation of mass 21 100 

 

 
Figure 2. Image showing hemorrhoidal prolapse on a 45 year-old male patient. Source: 
Digestive surgery department. Brazzaville University Hospital. 
 
had a manually reducible prolapse (Goligher grade III); and four patients had an 
irreducible prolapse (Goligher grade IV). They all underwent a lower digestive 
endoscopy which showed no colonic or rectal tumoral lesion. 

A Grade III hemorrhoidal prolapse was associated with a polyp on one female 
patient (Figure 3) and a posterior anal fissure on one male patient (Figure 4). 

We also recorded five cases (19.1%) with hemorrhoidal thrombosis (Figure 
5). 

For the 16 patients with prolapse, the surgical procedure was scheduled. It 
consisted of a tripedicular hemorrhoidectomy according to MM for 14 patients 
(Figure 6), a monopedicular hemorrhoidectomy removing the polyp for one pa-
tient and a bipedicular hemorrhoidectomy removing the posterior anal fissure 
for another patient. 

Left

Front
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Figure 3. Image showing a hemorrhoidal package associated with a polyp on a 32 year 
old female patient. Source: Digestive surgery department. Brazzaville University Hospital. 
 

 
Figure 4. Images showing two hemorrhoidal packages, one of which is associated with a 
posterior anal fissure before cleaning (A) and after cleaning (B), on a 50 year old male pa-
tient. Source: Digestive surgery department. Brazzaville University Hospital. 
 

 
Figure 5. Image showing a circular hemorrhoidal prolapse with one thrombosed package, 
on a 34 year-old male patient. Source: Digestive surgery department. Brazzaville Univer-
sity Hospital. 
 

An emergency thrombectomy was performed for five patients. 
In the postoperative period, all patients received the treatment usually pre-

scribed in the department (ALA) associated with local care. 
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Figure 6. Image showing a tripedicular resection. Source: Digestive surgery department. 
Brazzaville University Hospital Center. 

 
The immediate postoperative outcome was marked by the occurrence of sig-

nificant pain with edema at the surgical site for five patients to whom an an-
ti-inflammatory drug was added for seven days. A bleeding on the surgical 
wound occurred for one patient and was controlled by mechanical maneuvers. 
One patient had a delayed healing of his wound, which was achieved after eight 
weeks instead of the average six week-period. 

The average hospital stay was 1.5 ± 2.1 days with extremes of 1 and 10 days. 
The outcome was favorable for all patients at six months post surgery. 

4. Discussion 

The different prevalence rates of hemorrhoids are related to the method of re-
cruitment of patients and to epidemiological factors [9]. In our study, a fre-
quency of 2.3% was found, which is similar to those of other African authors 
who found a frequency ranging between 1.4% and 3.2% [10] [11] [12] [13]. On 
the other hand, in Western countries, the frequency seems higher. In a recent 
large-scale French survey, 39% of people questioned declared having suffered at 
least once of a hemorrhoidal problem [14]. This difference is explained by the 
size of the sample and also by the fact that in Africa, socio-cultural factors based 
on modesty, on the difficulty of access to health centers, and on the lack of in-
formation, prevent many patients from consulting a doctor. Furthermore, taking 
into account the location of patient recruitment, those registered at a surgical 
stage are logically fewer than those registered in medicine [13]. 

The higher male predominance (sex ratio: 4.3) in our series compared to oth-
ers [7] [10] can be explained by the fact that men would be more willing to be 
treated than women [1], considering the modesty related to the fact that the 
ano-vulvar region is regarded as highly intimate for women. The male predo-
minance in our study could also be explained by the fact that in Africa, the han-
dy work required to carry heavy loads and the significant consumption of sti-
mulants such as alcohol and/or tobacco is often a man’s prerogative. These fac-

Left

Front
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tors are recognized as contributing factors to HD [13]. 
The mean age was 42.2 ± 11.9 years in our series. This is consistent with data 

from the literature [7] [9] [12] [13] [15] according to which HD appears around 
the third decade, increases with age, is maximal between 45 and 65 years, then 
decreases [16]. 

Similarly to several series [11] [13], the pain, the rectal bleeding and the sen-
sation of an anal mass were the main functional signs for our patients. 

The constipation, main risk factor found in our series, was also present in 
58.3% and 72.5% of patients in the Diarra and Mbonicura series respectively [11] 
[13]. 

The average consultation period for our patients of 17.9 ± 3.2 days appears to 
be long compared to other studies. This is certainly due to the fact that anorectal 
pathologies remain a taboo in our culture because of modesty. Most patients re-
sorted first to either self-medication or traditional therapy and only came for 
consultation when symptoms became very bothersome. 

Five patients (19.1%) presented with hemorrhoidal thrombosis which was ex-
cised in emergency. The hemorrhoidal thrombosis is considered by some au-
thors to be a frequent complication [11]. 

The traditional surgical treatment is based on resection of hemorrhoidal 
packages using the classic procedure called pedicular resection described by MM 
[6]. It can be offered in the event of failure of medical and instrumental treat-
ment or immediately in the event of hemorrhoidal disease of grade III circular 
and grade IV of the Goligher classification [8]. 

The pedicular hemorrhoidectomy according to MM which was our main op-
erating technique, is considered to be the procedure which gives the best imme-
diate results, except that it has the rightly earned reputation of being painful due 
to the large areas of dissection left bare in the highly innervated perianal region 
[17]. It was the most used procedure in the Madoff series [18] in America in 
2004 and in the Konate series [19] in Senegal in 2015. It remains the gold stan-
dard technique in Africa and Europe, thus making it possible to treat associated 
lesions at the same time [12] [13] [20] [21]. This was illustrated for one of our 
female patients for whom a monopedicular resection with removal of a polyp 
was performed and for one of our male patients for whom a bipedicular resec-
tion with removal of a posterior anal fissure was performed. 

The average hospitalization period of 1.5 ± 2.1 days in our series is short 
compared to the hospitalization period of Mbonicura in Bujumbura and Madoff 
in America, who reported an average duration of hospitalization respectively of 
4.2 days and five days [13] [18]. In France currently, the traditional hemorrhoi-
dectomy according to MM is done on an outpatient basis [20] [22]. 

We carried out our study to investigate the current profile of HD during sur-
gical treatment at our center, and to describe its epidemiological, clinical, thera-
peutic, and evolutionary aspects. However, this study was conducted over a 
short period (24 months) and involved a small sample (21 patients). These con-
stitute limitations in the actual evaluation of the results of the performed surgical 
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procedure. To achieve a better evaluation, it is important to conduct more stu-
dies over a greater period and on a larger scale. 

5. Conclusion 

HD is a common pathology whose diagnosis is clinical and requires an endos-
copy in order to rule out an organic pathology. The surgical treatment retains an 
important place in the therapeutic strategy. The MM procedure remains the gold 
standard surgical technique with a low risk of recurrence despite the initial 
postoperative discomfort. Our study, although of short duration and involving a 
small sample size, allowed us to confirm satisfactory and prolonged results of 
this surgical procedure with a six month period follow-up. However, additional 
long-term multicenter studies are needed to evaluate the results of this technique 
in Congo. 
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