
pISSN 2287-9714   eISSN 2287-9722
www.coloproctol.org

Annals of

Coloproctology

www.coloproctol.org 249

A New Classification for Hemorrhoidal Disease: The 
Creation of the “BPRST” Staging and Its Application in 
Clinical Practice

Carlos Walter Sobrado Júnior, Carlos de Almeida Obregon, Afonso Henrique da Silva e Sousa Júnior, 
Lucas Faraco Sobrado, Sérgio Carlos Nahas, Ivan Cecconello
Discipline of Coloproctology, Division of Digestive Surgery, Department of Surgery, University of São Paulo Medical School, São Paulo, Brazil

Original Article

Ann Coloproctol 2020;36(4):249-255
https://doi.org/10.3393/ac.2020.02.06

Purpose: Present an updated classification for symptomatic hemorrhoids, which not only guides the treatment of internal 
hemorrhoids but also the treatment of external components. In addition, this new classification includes new treatment 
alternatives created over the last few years.
Methods: Throughout the past 7 years, the authors developed a method to classify patients with symptomatic hemor-
rhoids. This study, besides presenting this classification proposal, also retrospectively analyzed 149 consecutive patients 
treated between March 2011 and November 2013 and aimed to evaluate the association between the management adopted 
with Goligher classification and our proposed BPRST classification.
Results: Both classifications had a statistically significant association with the adopted management strategies. However, 
the BPRST classification tended to have fewer management discrepancies when each stage of disease was individually an-
alyzed.
Conclusion: Although there is much disagreement about how the classification of hemorrhoidal disease should be up-
dated, it is accepted that some kind of revision is needed. The BPRST method showed a strong association with the man-
agement that should be adopted for each stage of the disease. Further studies are needed for its validation, but the current 
results are encouraging.
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INTRODUCTION

Hemorrhoidal disease (HD) is one of the most common anorec-
tal conditions of adulthood. It is estimated to affect approximately 
4% of the population, with 50% of people over 50 years-old refer-
ring to related symptoms at some point in life [1-3]. Although it is 

a benign condition, it generates a social burden (as it impacts life-
style), an economic burden (on health systems), and a social secu-
rity burden (by the working days lost or harmed by the disease it-
self) [2].

Hemorrhoids are not, essentially, varicose veins, but vascular 
cushions composed of veins, sinusoids, arterioles, smooth muscle 
fibers, and connective tissue that are located in the anal canal [3, 
4]. In normal circumstances, hemorrhoids are normal vascular 
plexuses, detected in all genders and ages, including newborns. 
Anatomically, the hemorrhoids can be divided as external hemor-
rhoids (below the dentate line) and internal hemorrhoids (above 
the dentate line) [3]. The term HD is used when there are compli-
cations or related symptoms [3, 4].

In pathological conditions, the hemorrhoidal plexus suffers 
from venous hypertension and dilation, resulting in complica-
tions, such as prolapse (when its origin is above the dentate line), 
mucous discharge, itching, and thrombosis (resulting in edema 
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and intense pain). The connective tissue of the hemorrhoidal 
cushions may degenerate over time, especially when there is asso-
ciated prolapse. This results in the emergence of fibrotic skin tags, 
which can be very symptomatic, with many patients complaining 
of local discomfort and soiling [3-5].

It is important to note that HD may be internal, external, or 
both, with single or multiple prolapses, and there may be hemor-
rhoidal tissue of different sizes in the same patient [4].

Although all of these symptoms can be related to HD in general, 
the current (and most used) classification only evaluates the inter-
nal hemorrhoids, considering only the existence and extent of 
prolapse during the evaluation, and it does not take into account 
external hemorrhoidal thrombosis. Published in 1980, Goligher 
classification grades the internal hemorrhoids from I to IV [3, 6]. 
In the first degree, the hemorrhoid plexuses are insinuated 
through the anal canal during evacuation but do not exteriorize. 
Second-degree hemorrhoids protrude below the dentate line dur-
ing the evacuation effort and return spontaneously as soon as the 
effort ceases. When prolapse occurs and there is a need for man-
ual reduction, the hemorrhoids are classified as third degree. Fi-
nally, fourth-degree hemorrhoids are considered irreducible be-
cause the vascular cushions are permanently externalized [6].

By the time Goligher classification was published, the manage-
ment alternatives were limited to medical treatment, outpatient 
procedures (such as sclerotherapy or rubber-band ligation), and 
conventional surgery (such as the Milligan-Morgan and Fergu-
son-Heaton techniques). Therefore, patients classified as having 
HD grades I and II underwent medical treatment and outpatient 
procedures, while grades III and IV patients were referred for 
conventional surgery [6].

However, over the last 30 years, new surgical techniques for the 
management of HD were developed; they had good acceptance 
by the medical population and were better preferred by the pa-
tients. Such techniques are characterized by not requiring anoder-
mal excision, which results in lesser postoperative pain and dis-
comfort [3, 7, 8].

Despite this modernization, the classification of symptomatic 
hemorrhoids has not been updated since the publication of the 
Goligher classification. Many surgical techniques (which are 
largely used) are not factored into Goligher classification, which is 
considered to be anachronistic since it may not be able to guide 
and evaluate the outcomes of the treatment [2, 3].

Thus, it is urgent to propose another method to classify HD 
since a thorough record of the staging of disease can help in the 
choice of treatment method and help in evaluating its efficacy [2].

METHODS

Over the past 7 years, motivated to facilitate teaching on the as-
sessment and management of symptomatic hemorrhoids, the au-
thors developed this classification, which was entitled as “BPRST.” 
Unlike the most commonly used classification described by Go-

ligher in 1980, our method also includes other signs and symp-
toms related to the disease, besides considering external hemor-
rhoids as well. The rationale for this inclusion is that not only the 
prolapse is determinant for guiding treatment (medical, office 
procedures, or surgery).

So, in order to evaluate our method capability of predicting 
management, we retrospectively analyzed 149 medical records of 
patients that were treated in accordance with the current guide-
lines and classified them according to Goligher classification and 
our BPRST classification [3, 9, 10].

The BPRST classification
The acronym BPRST, created to list and grade the most frequent 
complaints from patients that seek for medical care, due to hem-
orrhoids, was inspired by the TNM system, created in the late 
1950s by Pierre Denoix and has widely used since the late 1960s 
for staging malignant neoplasms [11].

In the BPRST classification, each letter corresponds to a specific 
characteristic of the clinical history and physical examination, 
where B corresponds to bleeding, P corresponds to prolapse, R 
corresponds to reduction, S corresponds to skin tags, and T cor-
responds to thrombosis. 

Within this model, the characteristics can be graded according 
to their intensity or number (seen on physical examination). The 
details are shown in Table 1. The sum of these characteristics al-
lows the patient to be classified into 3 clinical stages, not necessar-
ily graded by severity, but where each one has a well-established 
treatment.

Stage I includes patients with bleeding, with no report of pro-
lapse or external components (fibrotic skin tags or thrombosed 
piles) detectable on physical examination. For these patients, clin-
ical measures (such as lifestyle modifications) are proposed; di-
etary fiber supplementation, increased water intake, physical ac-
tivities, or sitz baths [12-14]. Outpatient interventions such as 
rubber-band ligation, infrared photocoagulation, or sclerotherapy 
are also indicated on an individual basis [13-16].

Stage II comprises patients with prolapse (whether circumferen-
tial or not, regardless of the number of prolapsed piles) that can 
be reduced spontaneously or by digital maneuver [6, 8]. For these 
patients, it is feasible to adopt the strategies taken for patients with 
stage I HD (especially outpatient procedures, also highlighting the 
possibility of using the high-macro rubber-band macroligation 
procedure) [13], although the use of nonexcisional surgical treat-
ments should be considered; mechanical stapled anopexy (proce-
dure for prolapse and hemorrhoids) [17], transanal hemorrhoidal 
dearterialization (THD) [18], and radiofrequency ablation [19]. 
We highlight these treatment options for those with circumferen-
tial prolapse, once it is possible to treat all prolapsed piles in a sin-
gle procedure, differently from rubber-band ligation that requires 
more than one procedure for that [20].

Finally, stage III comprises patients with irreducible prolapse, 
symptomatic fibrotic skin tags, or acute hemorrhoidal thrombosis 
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(in which conservative treatment is contraindicated or not im-
proved with conservative treatment). Surgical treatment is indi-
cated by excisional methods (Milligan-Morgan technique, Fergu-
son-Heaton technique, laser, or Obando technique) [1, 3, 6, 12, 
15]. However, nonanodermal excision techniques can be an alter-
native, once the external components (skin tags) are also re-
moved.

The summarized classification, with proposed therapies for each 
stage, is described in Table 2.

Patients
This is a longitudinal observational study, conducted in a single 
institution, which analyzed 149 medical records of consecutive 
patients with symptomatic hemorrhoids treated between March 
2011 and November 2013; the study aimed to evaluate the associ-
ation between the Goligher classification and our proposed 
BPRST classification.

At admission, all patients were classified according to Goligher 
classification and evaluated for their main complaints and signs 
found on physical examination. Their treatment was guided ac-
cording to current guidelines and surgeon’s preference based on 
the best practice of hemorrhoid care [9, 10].

The patients were followed by us during their treatment. Specifi-
cally, 119 patients underwent surgical procedures, whereas 30 pa-
tients underwent medical therapy (with painkillers, sitz baths, and 
ointments) and outpatient procedures, such as rubber-band liga-
tion or sclerotherapy. In our service, we most often adopt rubber-
band ligation as preferred method for office procedures.

Finally, after completing the treatment of these patients, a retro-

spective analysis of their medical records was performed, aiming 
to classify them according to BPRST classification and evaluate its 
association with the treatment adopted. 

This study was previously authorized by the Institutional Review 
Board of University of São Paulo (No. 05156818.2.0000.0068).  

Statistical analysis
Statistical analysis was performed to examine the association be-
tween Goligher classification and the BPRST classification with 
the management adopted in the studied sample. Fisher exact test 
was used for the statistical analysis, in conjunction with 95% con-
fidence intervals. The database was analyzed with the IBM SPSS 
Statistics ver. 25 (IBM Corp., Armonk, NY, USA).

RESULTS

The patients included in the study had an average follow-up of 32 
months. Most of these patients underwent some surgical treat-
ment during their follow-up (119/149). One reason for this is that 
many of them exhibit a more advanced disease profile, as they 
were referred by nonspecialist doctors in the region. Some pa-
tients had previously undergone hemorrhoidectomy and relapsed.

Tables 3 and 4 refer to the treatment adopted comparing both 
classifications. Even though there was a statistical association with 
Goligher and BPRST classifications, we noticed that several pa-
tients who were initially classified as being Goligher classification 
I were reclassified as BPRST stages I, II, and III and that affected 
clinical practice (Table 5). 

Of the 30 nonsurgical patients, 4 rejected the proposal for surgi-

Table 1. Characteristics evaluated on BPRST classification, with gradation and descriptions

Bleeding (B) Prolapse (P) Reduction (R) Skin tag (S) Thrombosis (T)

B0 
No bleeding

P0 
No prolapse

R0 
Spontaneous reduction

S0 
No skin tags

T0 
Without acute thrombosis

B1
Bleeding

P1 
Prolapse of 1 pile

R1 
Manual reduction

S1 
Symptomatic skin tags

T1
With thrombosisa

- P2 Prolapse of 2 or more piles R2 Irreducible prolapse - -
aRefractory to medical treatment.

Table 2. Clinical staging of hemorrhoids based on BPRST classification and proposed therapeutic approaches for each stage

Clinical staging BPRST descriptiona Proposed approach

Stage I B1 
P0 and R0 and S0 and T0

Lifestyle modifications AND outpatient procedures

Stage II Any B 
P1 or P2 or R1 
T0

Approaches for stage I AND nonanodermal excision methods (especially if circumferential prolapse)

Stage III Any B 
Any P 
R2 or S1 or T1

Anodermal excision methods (first option) OR nonanodermal excision methods (associated with excision 
of external components)

aRefer to Table 1 for each description.
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cal treatment (after an episode of acute hemorrhoidal thrombo-
phlebitis). Of these, 3 showed good responses to clinical treatment 
and one was lost to follow-up (without being able to know if 
symptoms had resolved).

DISCUSSION

The study of anorectal diseases, particularly HD, has deepened 
over the last few years, with the establishment of new therapeutic 
methods [3, 5, 9, 10, 12, 21, 22]. Such modernization extends the 
possibilities of treatment, which was once limited to clinical treat-
ment for grade I and II internal hemorrhoids and conventional 
surgery for grades III and IV [6].

Our goal, in proposing a new classification, was to give a holistic 
approach to HD, not only contemplating internal hemorrhoids 
but also focusing on external hemorrhoids. The external hemor-
rhoids itself and their complications (thrombosis and thrombo-
phlebitis) have a similar pathogenesis to internal hemorrhoids 
and may also undergo surgical treatment [1, 3, 12]. Because they 
are behaviorally similar diseases that affect extremely close topog-
raphies (and can sometimes coexist), we believe that allocating 
them to the same classification is the most rational.

Goligher classification does not encompass important features 
of HD and considers only the presence of prolapse and whether it 
is (or not) reducible. In addition to being imprecise, the current 
classification does not consider the number of prolapsed piles, 

their size, or whether the prolapse is circumferential [8]. This dif-
ference influences not only symptomatology but also the manage-
ment of these cases [3, 5, 8]. Taking as an example the stage II (re-
ducible) hemorrhoids, the prolapses restricted to 1 or 2 piles can 
be successfully treated in a single office procedure (such as rub-
ber-band ligation), whereas circumferential prolapses mostly re-
quire more than 1 session of ligation (or better nonanodermal ex-
cision surgical procedures) [13, 14, 20, 21].

Another condition that is extremely prevalent in patients with 
HD (especially when the disease is more advanced) is the pres-
ence of redundant and intolerable skin tags, which result from 
chronic inflammation and degeneration of the perianal connec-
tive tissue and skin; skin tags can cause discomfort, pain, and dif-
ficulties in local hygiene, and can sometimes be more bothersome 
than the HD itself [5].

Therefore, when we proposed our model for the classification of 
HD, we aimed at 2 goals: to contemplate the disease holistically, 
addressing not only prolapse but also other equally significant de-
tails (such as the presence of external components or thrombosis/
thrombophlebitis), and to assist the decision making, as the cur-
rent classification does not include new forms of treatment (such 
as stapled anopexy, radiofrequency, or THD).

In the statistical analysis, we noticed a strong association be-
tween the presence of acute hemorrhoidal thrombosis in the ear-
liest stages of the disease (mostly classified as Goligher classifica-
tion I and II). Often, the first consultation with the specialist oc-
curs at this point (also being a determining factor in choosing 
clinical or surgical treatment).

Another very interesting and statistically significant association 
was the presence of circumferential prolapse and symptomatic 
skin tags in patients with more advanced degrees of HD. Although 
not covered by the Goligher classification, these characteristics are 
taken into consideration when choosing the best approach (most 
often surgical). Such associations can be seen in Table 6.

Even with the Goligher classification not considering all clinical 
features of HD, there was still a strong significant association with 
the management adopted in the study patients. However, when 
analyzing each column individually, we noticed discrepancies be-
tween the management recommended by Goligher and the treat-
ment adopted, with approximately 35% of Goligher classification 
I patients and 63% of Goligher classification II patients undergo-

Table 3. Associations between Goligher classification and the treat-
ment adopted

Management
Goligher classification

1 2 3 4

Clinical treatment 9 (52.9) 7 (15.2) 2 (3.1) 0 (0)

Outpatient procedures 2 (11.8) 10 (21.7) 0 (0) 0 (0)

Techniques without anodermal excision 0 (0) 13 (28.3) 43 (67.2) 11 (50.0)

Techniques with anodermal excision 6 (35.3) 16 (34.8) 19 (29.7) 11 (50.0)

Values are presented as number (%).
P = 0.001, based on Fisher exact test.

Table 4. Associations between BPRST classification and the treat-
ment adopted

Management
BPRST classification

1 2 3

Clinical treatment 5 (83.3) 9 (13.0) 4 (5.4)a

Outpatient procedures 1 (16.7) 11 (15.9) 0 (0)

Techniques without anodermal excision 0 (0) 49 (71.0) 18 (24.3)

Techniques with anodermal excision 0 (0) 0 (0) 52 (70.3)

Values are presented as number (%).
P < 0.001, based on Fisher exact test.
aRefused surgical treatment. 

Table 5. Correlation between Goligher and BPRST classifications in 
the studied sample

BPRST stage
Goligher classification

1 2 3 4

1 6 (35.3) 0 (0) 0 (0) 0 (0)

2 2 (11.8) 28 (60.9) 39 (60.9) 0 (0)

3 9 (52.9) 18 (39.1) 25 (39.1) 22 (100)

Values are presented as number (%). 
P < 0.001.
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ing surgical procedures.
On the other hand, when we analyzed the association between 

the BPRST classification and the treatment adopted, we noticed 
that not only was there an extremely significant association, but 
also there were no individual discrepancies (when assessing each 
stage of the disease individually). An exception was made for 4 
patients of stage III who refused the surgical treatment offered to 
them. So far, it is known that 3 of these patients had a satisfactory 
response to clinical treatment, and 1 patient was lost to follow-up.

The authors’ objective is to build, in the long term, a prospective 
database that allows the comparison of this new classification 
with Goligher classification, and it is possible to reliably assess its 
impact on decision making (outpatient and surgical treatment). 
In this way, it will be possible (in future studies) to evaluate its sci-
entific validation.

The cases listed below are examples of the applicability of the 
BPRST classification in clinical practice.

 Case 1: A 67-year-old male patient sought outpatient care for an 
acute onset of anal pain that worsened when sitting or during 
evacuation effort, with no improvement after 5 days of painkillers, 
sitz baths, and anesthetic ointments. On examination, there were 
no prolapses but a large thrombosed external hemorrhoid. He 
also reports a history of rectal bleeding, previously diagnosed as 
internal hemorrhoids (in previous outpatient care, when colonos-
copy was performed). According to the Goligher classification, 
this patient would be considered to have grade I internal hemor-
rhoids, which has no surgical management at all. Considering 
that this classification does not contemplate the external hemor-
rhoids, it would have no value in predicting the management that 
could be applied to this case. However, by our classification, due 
to acute hemorrhoidal thrombosis, this patient is classified as hav-
ing stage III hemorrhoids and is therefore a candidate for conven-
tional surgery (hemorrhoidectomy or even thrombectomy). 
Therefore, this patient underwent conventional closed hemor-
rhoidectomy (by the Ferguson-Heaton technique), with excellent 
postoperative results, and was discharged on postoperative day 1. 
Fig. 1 show preoperative and immediate postoperative images.

Case 2: A male patient with bleeding complaints on evacuation 

Table 6. Association between Goligher classification and different 
attributes evaluated on BPRST classification

Variable
Goligher classification

P-value
1 2 3 4

Circumferential prolapse < 0.001

   No 8 (100) 43 (95.6) 46 (71.9) 11 (50.0)

   Yes 0 (0) 2 (4.4) 18 (28.1) 11 (50.0)

Presence of symptomatic skin tags 0.001

      No 14 (82.4) 35 (76.1) 48 (75.0) 7 (31.8)

      Yes 3 (17.6) 11 (23.9) 16 (25.0) 15 (68.2)

Acute hemorrhoidal thrombosis < 0.001

      No 8 (47.1) 34 (73.9) 55 (85.9) 22 (100)

      Yes 9 (52.9) 12 (26.1) 9 (14.1) 0 (0)

Values are presented as number (%). 

Fig. 2. A case of a male patient 
with the hemorrhoidal disease 
of BPRST classification stage 
III. (A) Preoperative status. (B) 
Immediate postoperative status.

A

B

Fig. 1. A case of a male patient with the hemorrhoidal disease of 
BPRST classification stage III. (A) Preoperative status. (B) Immedi-
ate postoperative status.

BA

Spontaneous
reducible prolapse

Nonreducible
prolapse

Absence of skin tags
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effort associated with discomfort due to an irreducible prolapse, 
even with digital maneuvers. In the proctological examination, 
the irreducible component was restricted to a single (noncircum-
ferential) pile, as shown in Fig. 2A. By Goligher classification, this 
patient would be a candidate for classical excisional hemorrhoid-
ectomy because he had grade IV internal HD. On the other hand, 
by the BPRST classification, even though the patient had stage III 
HD (due to the irreducible prolapse), he could also be submitted 
to THD because the hemorrhoid was not circumferential. In this 
patient, THD was performed, with good immediate and late re-
sults (at 20 months of follow-up). Fig. 2B shows an immediate 
postoperative status.

HD has a myriad of clinical presentations, where the prolapse is 
not the only reason for seeking medical care. Currently, knowl-
edge about HD pathogenesis, natural history, and treatment 
methods have greatly improved. However, since the current clas-
sification has not been updated since its publication, the choice of 
treatment methods has been delegated exclusively to the surgeon 
(who makes this decision based on his own experience), since 
there is no guidance about the new surgical and outpatient man-
agements.

We believe that developing a new classification, which contem-
plates not only the internal hemorrhoids but also the external 
hemorrhoids and taking into account other symptoms and clini-
cal signs, can greatly help in choosing the best management and, 
consequently, contribute to better outcomes. The BPRST classifi-
cation, as it provides various therapeutic possibilities for each 
stage of the disease, allows the surgeon to tailor their preferred 
technique, maintaining the individualization of treatment.

In our survey, BPRST staging was more accurate than Goligher 
classification and had fewer discrepancies in regard to the treat-
ment adopted for the patients in the sample. Although further 
studies are needed to validate it, the current results are optimistic. 
In the near future, a multicentric prospective study will be con-
ducted by the authors.
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