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SUMMARY *

( i i )

: Sample s ize  80 patien ts

: T ota l males in sample 55 males

: T ota l fem ales in sample 25 fem ales

: T otal number o f  asymptomatic haemorrhoids = 17 p a tien ts

: T ota l males in asymptomatic haemorrhoids group = 15 p a tien ts

: T ota l females in asymptomatic heamorrhoids group

= 4 p a tien ts

:M ale:fem ale r a t io  3 :2  (ca lcu la te d  with percentage).

: Mean age o f  sample 39.6 + 17.32 years.

: Total population over 50 years with asymptomatic hae­

morrhoids = 7 (29 .2$  o f  a l l  above 50 y e a rs ).

: Mean age (ca lcu la te d ) o f  female in population .

(sample frame and hence n ation a l population ) = 4.4  -  6 1 . 1

years.

: Mean age fo r  males in population  (as  above) = 45.5 -  47.2

years.

: No s t a t i s t i c a l  d iffe re n ce  between the two age groups 

( i . e .  age s tru ctu re ).

: S ig n ifica n t d iffe re n ce  noted in the incidence o f  asympto­

matic heamorrhoids between male and fem ale.

: S ig n ifica n t d iffe re n ce  noted between B r it ish  and Kenyan 

fig u re s  f o r  those over 50 years o f  age.

: Estimated asymptomatic haemorrhoids passing through O.P.D. 

at Kenyatta N ational H ospital = 60,116 p a tien ts  a year.

:Estimated asymptomatic haemorrhoids admitted in to  Kenyatta

: N ational h o sp ita l a year = 11,896 p a tien ts  a year.



( i i i )

Estimated t o t a l  number o f  asymptomatic haemorrhoids 

passing through Kenyatta N ational h osp ita l = 72,012 

p a tien ts  per year.

No meaningful con clu s ion s  could be drawn about the to ta l  

number o f  symptomatic haemorrhoids seen throughout 

Kenyatta N ational H osp ita l; as no record is  maintained 

o f  them in the su rg ica l outpatient c l in i c .
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I N T R O D U C T I O N

Haemorrhoids i s  a con d ition  defined as a sw ellin g  at the 

anal margin, a p i le .  This con d ition  has been known to 

a f f l i c t  mankind fo r  a long time having been documented 

from the time o f  H ipprocrates. So fa r  i t  has not been 

p oss ib le  to  obtain accurate fig u res  o f  the number o f  

s u ffe re rs  o f  th is  con d ition  in our or other communities 

but estim ates suggest that a high number are a ffe c te d  in 

both the symptomatic and probably more in  the asymptomatic 

form (1 5 ). I t  has been estimated that f i f t y  per cent o f  

adults over f i f t y  years o f  age in the United Kingdom are 

a ffe c te d  by th is  con d ition  (15) and there i s  evidence that 

the in ciden ce  in crea ses  with age.

The word haemorrhoid i s  derived from the Creek word "hae­

m orrhoids" meaning blood flow  and th is  word emphasises the 

main c l in i c a l  feature associated  with th is  d isease i . e .  

the passage o f  b lood  per rectum.

The c la s s i f i c a t io n  o f  haemorrhoids can be broken down as 

fo llo w s :

a) In tern a l haemorrhoids are those which arise  as a 

re su lt  o f  orolapse o f  the in tern a l haemorrhoidal 

p lexus.

b) External haemorrhoids are those which are noted to 

a r ise  from the external haemorrhoidal p lexus.
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c) In teroextern a l heamorrhoids are t hose which a rise

due to prolapse o f  both in tern a l and externa l p le x i .

Internal haemorrhoids which are the main in te re s t  o f  

th is  paper are fu rth er graded according to the sev erity  

o f  nrolapse in to  -

-  Primary (1 ° )  Lhose haemorrhoids confined within the 

anal canal and not extending beyond the anal verve.

-  Secondary (2 ° )  Those which w il l  orotrude beyond the 

anal verge on defaecation  only, but w il l  return spon- 

taneously th e re a fte r .

-  T ir t ia ry  (3 ° )  f  hose which w il l  prolapse out o f  the anal 

verge on d e fa eca tion , but w ill  not return in to  the anal 

canal unless reduced d ig i t a l ly  by the patien t and fu rth er 

exertion  o f  any kind (not n e ce ssa r ily  d e f ic a t io n )  w il l  

resu lt in th e ir  prolapse ,

-  Quarternary (4 ° )  A.r>e haemorrhoids o f  long standing 

which become large  and develop considerable  skin covered 

components that they cannot properly  be returned in to  

the anal canal.

SHORT HISTORY OF HAEMORRHOIDS AND ABTIOLQQY

As mentioned e a r l ie r ,  haemorrhoids is  not a new con d ition  

to mankind and has been with us fo r  a long tim e.

A l o t  o f  confusion  has a lso  ex is ted  as to  i t s  exact 

a etio log y  and th is  could have accounted fo r  the slow 

rate as w ell as t he d if fe r e n t  m odalities o f  treatment

which were devised t o trea t the cond ition
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ETIOLOGY •

From the e t i o l o g i c a l  view, haemorrhoids can be d ivided  

in to  two ( 15):

a) P atients with a d e f in ite  obstru ction  within the p o rta l 

system e .g .

l i v e r  c ir r h o s is  

throm bosis p orta l vein 

abdominal and r e c ta l  tumours

The main fa c to r  here i s  blockage o f  the drainage o f  the 

in tern a l r e c ta l  nlexus.

I t  should be n oted , however, that p orta l hypertension  

per se i s  very ra re ly  associa ted  with haem orrhoids. Preg­

nancy i s  probably the most common cause o f  abdominal tumour 

a ffe c t in g  about 50$ o f  our population , a lso  a fte r  d e liv e ry , 

i t  is  b e lie v e d ' that no to ta l  co rre ctio n  o f  subsequent 

haemorrhoids occurs and th is  subsequently worsens with 

la t e r  pregnancies; yet o f  in te re s t  i s  that the in cid en ce  

o f  females a f f l i c t e d  i s  always le s s  than males C15, 28 ). 

R ecta l carcinoma l ik e ly  acts by causing obstru ction  to 

drainage as w ell but from within the w all o f  the rectum.

b) Id iop a th ic  haemorrhoids with no evidence o f  ob s tru ction . 

In th is  group, no d e f in ite  d isease can be found. The 

relevant fa c to r s  are;

-  h ered itary  with a fam ily h is to ry  or associa ted  with 

v e r ico se  ve in s  probably due to  some vascu lar anomaly.
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a n a tom ica l/p h y s io log ica l fa c to rs  e .g .  upright posture, 

s tra in in g , con stip a tion  a l l  lead in g  to  in creased  

pressure w ithin the r e c ta l  p lexus.

co n st ip a tio n , d iarrhoea or s tra in in g  at s t o o l ,  i s  

another fa c to r .

-  prolonged standing or walking w il l  act in a s im ila r  

manner as the upright posture.

R elaxation  or d e fic ie n cy  o f  anal soh in cter . I t  has 

been noted in p atien ts  with sph incter damage a ft e r  

treatment o f  anal f is tu la e  that a few do get haemorrhoids 

on the op p osite  side as a resu lt  o f  d isru p tion  o f  the 

normal support o f  the anal haemorrhoids.

SHORT HISTORY OF HAEMORRHOIDS

This i s  presented a fte r  the section  on e t io lo g y  as with 

the d iscovery  o f  d if fe r e n t  e t io lo g i c a l  fa c to r s  d if fe r e n t  

authors through time discussed  haemorrhoids, in r e la t io n  

to e t io lo g y  i . e .  'a s  caused b y ',  and hence in flu en ced  

others and the evolu tion  o f  the management o f  the c o n d it io n .

The h is to ry  as w ell as the management o f  th is  co n d itio n  

i s  old  with operative  treatment having been done fo r  

thousands o f  years with l i t t l e  opera tive  r isk  and reasonable 

r e s u lts  (3 0 ) . P r ior  to  the 19th century, only two opera­

t io n s  were performed, the f i r s t  was lig a tu re  opera tion  

in which the haemorrhoid was grasped and t ied  with a 

lig a tu re  o f  wool in  ancient times or s i lk  in the middle 

ages onward. The second method was simple l ig a t io n  with



no attempt to  co n tro l haemorrhage, however, th is  did 

not pose as much o f  a problem as might be expected . I t  

was only la t e r  that more sop h ist ica ted  procedures were 

devised  s ta r t in g  from Salmon who demonstrated that the 

blood supply to the anal canal and rectum was through 

the su perior haem orrhoidal artery  thus opening the way 

to  a b e tte r  anatom ical understanding o f  the con d ition  

(2 9 ).

Salmon combined lig a tu re  with e x c is io n  and th is  overcame 

the problem o f  b leed in g .

In 1749, Morgagni postu lated  that fo llo w in g  the adoption 

o f an u prigh t posture an increase occurred in  pressure 

in the lower t r ib u ta r ie s  o f  the p o rta l system and th is  

resu lted  in v e s c o s it ie s  o f  the venus plexus and hence 

haemorrhoids. Further support f o r  th is  theory came from 

the fa c t  that quadrupeds were never a f f l i c t e d  with the 

co n d itio n . This theory was held in  vogue fo r  a lon g  time, 

however, i t  d id  not expla in  a l l  the fa c ts  e .g .  why should 

haemorrhoids occur alone and not with v a ricose  v e in s .

In 1855, V erneu lis suggested occ lu s ion  o f  r e c ta l  tr ib u ­

ta r ie s  about 10cm above the anal verge at a point at which 

they transversed  the r e c ta l  musculature produced a back 

pressure lead in g  to v a r ic o s ity  and haemorrhoid form ation . 

Again th is  fa i le d  to  expla in  a l l  the fa c ts .

Duret, in  1879, b e liev ed  that s tra in in g  at d e feca tion  

played a con trib u tory  r o le  and the tran sien t in crea se  in

-  5 -



intra-abdom inal pressure being resp on s ib le . S t i l l  

h is  theory had shortcom ings which i t  fa i le d  to exp la in  

e .g .  why are haemorrhoids only lim ited  to  the anal canal 

and why so few p a tien ts  with p orta l hypertension  present 

with a main com plaint o f  haemorrhoids. T y lor, in 1954 

made the fo low in g  ob serva tion ; "we have yet to  see a 

p orta l hypertension  patien t presenting to us with the 

main com plaint o f  haem orrhoids". Thompson (34) a lso  

said v a r ic o s i t i s  o f  the anus, a very rare m anifesta tion  

o f  p orta l h yperten sion , occu rrin g  apparently only when 

there i s  c o -e x is te n t  system ic vein  ob stru ction  look  l ik e  

other distended ve in s  e .g .  l ik e  v e r ico se  vein s and not 

l ik e  haemorrhoids.

Duret a lso  observed that the pressure w ithin the in te rn a l 

haemorrhoidal p lexus was 25cm o f  water in supine p o s it io n , 

and 45cm in the u prigh t p o s it io n .

Parks blamed co n stip a tio n  as a causative fa c to r  and as 

a re su lt  o f  d ir e c t  pressure in terru p tion  o f  venous return 

occurred with le s s  e f f e c t  on a r te r ia l  flow . The r e s u lt in g  

a r te r ia l  engagement o f  the venous p le x is  r e s u lt in g  in 

rupture and r e c t a l  b leed in g . He was o f  the op in ion  once 

v e r ic o s it y  occurred  and was fo llow ed  by p a r t ia l  p ro lapse , 

the con d ition  worsened u n t i l  t i r t ia r y  and quartem ary 

haemorrhoids re su lte d .

Meanwhile, m od ifica tion  in the su rg ica l technique were 

occu rrin g  too  with m od ifica tion s  being made to  Salmon's

-  6 -



technique. M iles (30) m odified the procedure with 

lim ited  d is e c t io n  o f the haemorrhoid o f f  the muscle 

la y er  fo llow ed  by l ig a t io n .  He however, involved  the 

se n s it iv e  skin o f  the lower anal mucosa and hence, a 

p a in fu l opera tion .

I t  was M illig a in  however, in 1919 who as a r e s u lt  o f  

drawing a tten tion  to anatom ical landmarks, devised  the 

M illigan  Morgan haemorrhoidectoray which forms the b a sis  

o f  most operations done today. They kept th e ir  d is e c t io n  

above the mucocutanious ju n ction  and hence r e la t iv e ly  pain 

fr e e . Care however, had to be exercised  to avoid anal 

s te n o s is  or damage to the in te rn a l sph in cter.

Whitehead in 1882, described  a ra d ica l operation  in  which 

a l l  the haemorrhoid bearing area i s  removed as a circum - 

fe r e n c ia l  d is e c t io n . To cover the d e fe c t , the remaining 

mucosa i s  pu lled  down and s titch ed  to the squamous mucosa 

at the p ectin ate  l in e .  This procedure is  now however, 

not used.

Since then a la rge  number o f  m od ifica tion s  have been 

made and resu lted  in many d if fe r e n t  forms o f  haemorrhoid- 

ectom ies. These w il l  be looked at under the s e c t io n  o f  

management.

In 1968, Lord (23) noted that on r e c ta l  examination o f  

p a tien ts  with haemorrhoids a t ig h t  band could be f e l t  and 

he postu lated  that haemorrhoids occurred as a r e s u lt  o f  

th is  c o n s t r ic t io n . This formed the basis  o f  Lords opera-

-  7 -
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ion , and maximal anal d ila ta t io n  broke th is  c o n s t r ic ­

t io n , i t  was la te r  to  be disproved that there was a 

c o n s t r ic t io n . Good re su lts  are quoted by many authors 

using  h is  procedure.

Other techniques developed with time w il l  be looked at 

when we d iscu ss management.

There was not much a c t iv ity  in the f i e ld  o f  haemorrhoids 

( in  terms o f  a e t io lo g y  fo r  some time a fte r  Parks u n t i l  

about 1982 when Thomson (34) put forward h is  theory o f  

the true nature o f  haemorrhoids which i s  now accepted 

w idely . He said that v e r i c o s i t ie s  did not in fa c t  lead  to 

the form ation o f  haemorrhoids as Previously  thought, but 

were in  fa c t  a normal occurrence in the r e c ta l  p le x is  

and were present in a l l  in d iv id u a ls  even at b ir th . He 

n o ticed  a fte r  doing numerous d ise c t io n s  that there ex isted  

along the r e c ta l  plexus d ila ta t io n s  or su ccu la tion s  which 

were connected to  adjacent segments with normal ve in s 

and that these d ila ta t io n s  were in fa c t  con gen ita l and 

not secondary to any anal or other pathology. He a lso  

stated  that the su p erior  haemorrhoidal artery  did not 

a fte r  i t s  primary d iv is io n  produce three main branches 

feed in g  the areas o f the anal canal from which haemorr­

hoids arose.

The th ird  poin t was the presence o f  a w ell developed 

arrangement o f  smooth muscle f ib r e s  within the sub mucosa 

running from the in tern a l sph incter (interm ingled  within



the plexus) to the submucosal la yer  (T r ie t z 's  m uscle).

He also  noted that the d ila ta t io n s  occurred within 

three mucosal sw ellin gs which he ca lle d  ’’ anal cush ion". 

These anal cushions con sisted  o f smooth muscle (T r ie t z 's  

muscle) conn ective  tissu e  and venous plexus and occurred 

at the p o s it io n s  norm ally noted fo r  haemorrhoids.

His explanation  as to the pathophysiology o f  haemorrhoids 

was as fo llo w s :

The smooth muscle is  respon sib le  fo r  the support o f  the 

anal cushion. As a re su lt  o f  some fa c to r  e .g .  s tra in in g  

at d e f ic a t io n , increased  intra-abdom inal pressure, the 

in te g r ity  o f  th is  support i s  broken re su ltin g  in prolapse 

o f  the anal cu sh ion (s) and hence haemorrhoid. Thus 

haemorrhoids are normal anal cushions which have pro­

lapsed . There i s  now no evidence to support that fa c t  

that v e r i c o s i t ie s  lead to haemorrhoids though they can 

(ra re ly )  present as a r e c ta l  mass which can be confused 

with haemorrhoids in p atien ts  with vascu lar anomalise 

and these are u su a lly  noted in patien ts below 20 years 

o f  age ( 5 ) .

With increased d estru ction  o f  the smooth muscle in te g r ity  

in tern a l haemorrhoids w il l  go through the various degrees 

o f  se v e r ity .

Burkitt D ., w hile working in both Eastern and Southern 

A fr ica , noted that the inciden ce o f  haemorrhoids in the

-  9 -
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A frican population  was extremely low and c ite d  fa c to r s  

l ik e  d ie t  as the main cause ( 6) .  Other authors found 

sim ila r  r e s u lts . Dodd in South A frica  and Trow ell, saw 

on ly one case in three years and one case out o f  a t o t a l  

o f  11,000 A frican in p a tien ts  r e s p e c t iv e ly . In a f iv e  

year period between 1975 and 1979 at Kenyatta N ational 

H osp ital (KNH) only 150 cases o f haemorrhoids were d iag ­

nosed and managed (2 8 ), a very low fig u re  in comparison 

to western f ig u re s .

Problem I d e n t if ic a t io n

Prom the above se c t io n , i t  would seem that haemorrhoids 

are rare in our community and we would see only about 

th ir ty  in one year (about 3 in a month). Why should th is  

be so?

A lo t  o f  m edical students about ten or so years back 

were taught that haemorrhoids were rare in the A frican s 

and with the l it e r a tu r e  supporting such statem ents, we 

tended to  b e lie v e  th is . However, one only has to  stay 

in a su rg ica l ou tpatien t c l in i c  at KNH and one w il l  see 

about three to fou r cases o f  haemorrhoids (both  new and 

r e -v i s i t s )  during each c l in i c  (person a l ob serv a tion ).

I f  indeed i t  is  true that haemorrhoids are rare in  the 

A frican s, then th is  observation  should not a r is e , and 

as KNH acts as a n a tion a l r e fe r r a l  h o sp ita l th is  s itu a tio n  

w i l l  r e f l e c t  the n a tion a l s itu a tio n .

I t  i s  in te re s t in g  to note that apart from co n stip a tio n ,



a l l  the other e t io lo g i c a l  fa c to r s  which apply to the 

western community apply equally  to  ours, more so in the 

case o f  pregnancy where the average A frican woman has a 

four times grea ter r isk  o f  g e tt in g  pregnant than her 

western counterpart (3 5 ). I t  i s  thus in te re s t in g  that 

our incidence i s  s t i l l  low er.

In the study quoted by Ojara (2 8 ), the average age was 

found to  be between 20-39 years i s  sharp co n tra d is t in ct io n  

to  G o lig h er 's  f ig u re s  where 50$ o f  a l l  adults over 50 

years o f  age are a f f l i c t e d  (1 5 ).

Howley in h is  study (1 7 ), found that 40$ o f  the B r it ish  

population are a ffe c te d  by haemorrhoids in th e ir  l i f e  

tim e. This a lso i s  very u n lik e ly  in our set up with the 

fig u re s  so fa r  a v a ila b le .

In th is  paper, i t  i s  hoped to try  and determine a more 

accurate figu re  o f  our true in ciden ce  o f  haemorrhoids 

by look in g  at both  the asymptomatic as w ell as sympto­

matic group and fu rth er try  to  determine i f  our incidence 

i s  r e a lly  lower than others and i f  so why.
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ANATOMY OF ANORECTAL AREA

It  would be incom plete to d iscu ss  haemorrhoids without 

look in g  at the anatomy o f  the an orecta l reg ion .

The an orecta l region  co n s is ts  o f  the rectum which con­

tin ues down in to  the anal canal. The rectum i s  about 

12 cm in length  and commences at the le v e l  o f  the th ird  

sa cra l bone and ends about 2.5  cm beyond the t ip  o f  the 

cocayx by jo in in g  the anal canal. At the d is t a l  end o f  

the rectum a d i la t a t io n , the ampulla i s  found.

The rectum has two a n terop oste r io r  curves, a la rge  

sa cra l curve above and a sm aller p erin ea l curve below. 

Three la te r a l  curves a lso  occur during i t s  course, upper 

convex to the r ig h t , middle convex to the l e f t  and low er 

convex to the r ig h t again. The middle curve being the 

la r g e s t .

The blood supply to the an orecta l reg ion  i s  through the 

su p erior, middle and in fe r io r  r e c ta l  v e s s e ls  as w ell as 

the medium so cra l a rtery . The former two are branches 

o f  the in fe r io r  m esenteric and the in fe r io r  r e c t a l ,  a 

tr ib u ta ry  o f  the pudendal a rtery . The median sa cra l is  

a d ir e c t  extension  from the aorta  from i t s  d iv i s i o n . .  

Veins drainage i s  along equ ivalent venous v e s s e ls .

The anal canal i s  about 4cm in length  and runs in an 

a n terop oster ior  d ir e c t io n .

The upper two th id s  o f  the anal canal i s  surrounded by
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the in tern a l sph in cters muscle and the lower one th ird  

by the externa l sph in cter. The mucous membrane o f the 

anal canal in i t s  upper part is  thrown in to  fo ld s , 

v e r t ic a l  in o r ien ta tion  ca lle d  anal columns o f which 

there are s ix  to ten jo in ed  at th e ir  lower ends by v a lv es , 

anal va lv es ; above which l i e s  a small ca v ity , the anal 

sinus. The l in e  o f  attachment below the anal canal i s  

ca lle d  the pectin ate  l in e  and l i e s  opposite  the middle o f  

the in te rn a l sph in cter.

For 1 . 5cm below th is  the area o f  the anal canal is  ca lle d  

the pecten, co n s is ts  o f  varia b le  epithelium , s tr ia ted  

collum nar, squamous and has no sweat glands. The e p ith e lia  

i s  adherant as the submucosa contains dense connective 

tis su e  which anchors i t  down. This area ends in a narrow 

wavy zone, the white l in e  ( o f  H ilton ). Below th is , the 

anal canal is  lin ed  by true skin and continues to the 

anal o r i f i c e .

The anal musculature co n s is ts  o f  an in tern a l and externa l 

sph in cter, the innermost being the in tern a l which is  a 

continuation  o f  the inner c ir c u la r  coat o f  the rectum.

I t  c o n s t itu te s  the proximal 5-8 cm. from the white l in e  

and is  made up o f  smooth muscle.

The externa l sph incter i s  made o f  three parts, the deep, 

s u p e r f ic ia l  and subcutaneous parts. The deep being th ick  

and annular and being the most superior and fused to the 

p u b orecta lis  muscle. I t  has no bony attachment.
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The s u p e r f ic ia l  part i s  e l ip t i c a l  in shape being the 

only part o f  the sph incter being attached to bone 

a r ises  from the coccyx through a fib rou s  raphae. Ante­

r io r ly  i t  i s  in serted  in to  the p erin ea l body.

The subcutaneous part c o n s is ts  o f  a f la t  band about 15cm 

broad and is  found at the lower border o f  the in tern a l 

sph incter and l i e s  .iust below the skin . Some f ib r e s  

are attached from i t  to both the perin ea l body and the 

anocoac.ygeal raphae.

The external sph in cter i s  made up o f  s tr ia te d  maiscle.
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Signs and Symptoms o f Haemorrhoids

The predominant symptoms o f  haemorrhoids are b leed in g  

and prolanse (1 5 ).

The f i r s t  m anifestation  to be n o ticed  bv a patien t with 

in tern a l haemorrhoids i s  oa in less  r e c ta l  b leed ing u su a lly  

noted at the time o f  d e faeca tion . I t  tends to be bright 

red in co lou r , i s  not severe and occu rs only at d efaeca ­

t io n . The con d ition  can stay s ta t ic  at th is  stage fo r  a 

long time (1 ° haem orrhoids). With time the 1° haemorrhoid 

w il l  progress on to a 2° haemorrhoid with prolapse and 

spontaneous reduction  during and a f t e r  d efaecation  re s ­

p e c t iv e ly . At th is  stage the patien t i s  able to  d escr ib e  

"something prolan sing  out o f  the anus".

By th is  stage he/she may or may not have developed seco ­

ndary symptoms such as discharge occu rrin g  as a p ro te c t iv e  

response o f the mucosa to i r r i t a t io n .  P ru r it is  ani may 

be n oticed .

Chronic haemorrhoids may be associa ted  with anaemia, u lc e ra ­

tion  o f  mucosa, in fe c t io n , t hrombosis and even f ib r o s is .

Haemorrhoids per se are pa in less and pain occurs when a 

com plication  or associated  fa c to r  a r ise s  l ik e  thrombosis 

or anal f is s u r e . H istory o f  some pain was e l i c i t e d  in 86$ 

o f  138 p atien ts  examined by Bennett, Friedman and G o llig h er  

in 1963 (15) and was the main com plaint in 18$ o f  these 

cases.

A study done at Kenyatta N ational H osp ita l (KNH) (28) gave
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the fo llow in g  in ciden ce  o f  presenting symotoms (*  n = 150)

R ectal b leed in g 11%

P ru r it is  ani 44?fe

Discharge 43 %

Prolapsed p ile s 3 \%

Perianal pain 21%

Dragging weight 13*

Constipation 10*

This incidence o f  prolapse was noted as number fou r  in  th is  

s e r ie s . I t  i s  not ex a ctly  c le a r  whether th is  was a presen tin g  

symptom when the patien t came to  the d octor  i . e .  3° and 4° 

haemorrhoid or whether the patien ts had prolapse on ly at 

d e fe ca tion , o r  i f  both were combined.

External haemorrhoids tend to be asymptomatic and are brought 

to the atten tion  o f  the patien t when throm bosis se ts  in 

with an acute attack o f  pain.

Examination o f  haemorrhoids i s  a simple procedure req u ir in g  

only a proctoscope f o r  examination o f  the anal canal.

However, colonscopy and barium enema may be needed to  ru le  

out r e c ta l  carcinoma or other pathology as the primary 

cou rse .

As mentioned e a r l ie r ,  haemorrhoids per se do not g ive  r is e  

to  a l o t  o f  d i f f i c u l t y  except fo r  r e c ta l  blaedin^..^ Compli­

ca tion s  do occur with tim e. Source o f  these com plica tion s
a re :
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a) Profuse haemorrhage u su a lly  noted with 2° haemorrhoids 

i s  most l ik e ly  as a re su lt  o f  trauma. This can be 

severe enough to cause alarming b leed in g .

b) Thrombosis can occur secondary to trauma or in fe c t io n .  

This is  a p a in fu ll  process and w il l  bring the p a tien t 

in to  seek m edical a tten tion . With stran gu la tion  and 

throm bosis a fte r  a time reso lu tion  w il l  occur with 

shrinkage and f ib r o s is  which can re su lt  in sm aller 

p i le s  than before  the attack or in polypoid  haem orrhoids. 

O cca sion a lly , n e cro s is  o f  the haemorhoid occurs and 

very ra re ly  th is  can extend to r e c ta l  gangrene as 

reported  by Lockhart-Mummery and Josh i, in 1951 and 

G abriel in 1982 (3 3 ) .

c) U lcera tion  is  mainly a feature o f  3° haemorrhoids. 

Mechanical trauma is  the main factor . Due to rapid  

mucosal regeneration  with removal o f  the stim u li u lc e r s  

heal w e ll.

d) F ib ro s is  and gangrene have been mentioned above.

e) Suppuration and p le o o p h le b it is  too  w il l  occur quite 

o ften  some i n i t i a l  trauma with or without concurrent 

i l ln e s s  w il l  be a ssocia ted .

Incidence

There has been quite a l o t  o f  m aterial w ritten  in the

lit e r a tu r e  about the inciden ce o f  haemorrhoids in  Europe,
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but very l i t t l e  as fa r  as A fr ica  i s  concerned; the o v e ra ll  

p ictu re  that comes out i s  that Europe has a very high 

inciden ce  while that in A fr ica  i t  i s  extrem ely low .

h o ligh er ' (1 5 ) , in  h is  study o f  the general population  in 

the United Kingdom, stated  that 50<& o f a l l  adu lts over 

the age o f  f i f t y  years were a f f l i c t e d  by haemorrhoids and 

that even more perhaps had asymptomatic haemorrhoids which 

were only d etected  on routin e r e c ta l  exam ination. This 

d isease  is  found in a l l  age grou ps with men a ffe c te d  about 

tw ice as o ften  as women. S im ilar stu d ies  done have tended 

to r e f l e c t  the gen era lly  high in ciden ce  in Europe.

Hawley determined that 40$ o f  the white population  in 

B rita in  w il l  have haemorrhoids w ithin  th e ir  l i f e t i m e ( 17) 

while 80$ o f  a l l  p a tien ts  presenting  themselves f o r  p ro c to ­

scope exam fo r  one reason or another were noted to  have 

haemorrhoids (2 7 ) .

In sharp co n tra d ict io n  to  these f ig u r e s , are th ose  o f  

stu d ies done in A fr ica  both Eastern and Southern. B urkitt 

during h is  study in both East and South A fr ica , in d ica ted  

that haemorrhoids were rare in th e  ru ra l A frican community 

and only a few cases were found in the "Urban A frican " 

who he postu lated  as a re su lt  o f  a low residue European 

type o f  d ie t  was con stipated  and hence more at r isk  o f  

develop ing haemorrhoids ( 6) .

S im ilar r e s u lts  were obtained by Dodd and T row ell, they 

a lso  blamed d ie t  as a case . They saw one case in  11,100 

in p a tien ts .
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Haemorrhoids are not as rare in our se tt in g  as the 

above fa c ts  would lead us to b e lie v e , as i s  ind icated  

from the number o f  cases seen in out patient c l in i c  

( SOPC) (p erson a l ob serv a tion ). I a lso  f e e l  that the 

incidence i s  much h igher.

A study done at KNH (28) studied a to t a l  o f  159 p a tien ts  

with haemorrhoids over a f iv e  year period  ( As w il l  be 

discussed  la t e r ,  the t o t a l  number o f  new cases a ctu a lly  

seen i s  l ik e ly  to  have been much more than t h is ) .  This 

figu re  in i t s e l f  i s  much more than expressed by e ith e r  

Burkitt o f  the other w riters  but i s  s t i l l  r e la t iv e ly  low. 

The average age was found to be between 29-39 years again 

a r e la t iv e ly  young group as compared to European s e r ie s .

Why is  i t  that the in ciden ce  o f  haemorrhoids is  found to 

be lower in  our set up as compared to the European 

community, or i s  i t  ju s t  that there i s  some reason fo r  

unreporting o f  our cases?

I f  we consider secondary haemorrhoids, a l l  the fa c to r s  

mentioned as e t i o lo g i c a l  causes can and do occur within 

our community and i f  we e s p e c ia lly  s in g le  out pregnancy, 

the average A frican woman g ets  pregnant fou r  times more 

than her European counterpart.

As fo r  the id io p a th ic  cause with the p o ss ib le  exception  

o f  d ie t  alone, a l l  the other fa c to r s  such as h ered itary  

(as seen by the number o f  vascu lar anom alies) anatom ical 

and p h ysica l fa c to r s ,  prolonged standing are seen in our
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communities to o . The a fr ica n  woman i s  in fa c t  always 

( r e la t iv e ly )  on her fe e t  and in the farm working.

With a l l  the requ ired  fa c to r s  present, why is  i t  then 

that we see le s s  haemorrhoids than in Europe.
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Management

As a f in a l  se c t io n , we sh a ll look at how to manage hae­

m orrhoids.

The management o f  th is  con d ition  can be d iv ided  in to  three 

main forms:

-  those requ ir in g  no treatment at a l l .

-  those needing only conservative treatm ent.

-  those needing some form o f su rg ica l nrocedure.

As i s  mentioned la te r  ' on in the a r t i c le ,  only about 

28% o f a l l  haemorrhoids w il l  not need treatment at a l l  

and advice and d ie t  are a l l  that are given i f  anytning.

Within th is  group, f a l l s  the asymptomatic group. In the 

treatment o f  haemorrhoids a good ru le o f  thumb i s  i f  the 

haemorrhoids are not causing any harm or d iscom fort to  

the patien t leave i t  alone u n less the patient s p e c i f i c a l ly  

askes f o r  i t s  removal (2 4 ).

Conservative treatment w il l  con sist o f t o p ic a l  a n p lica tio n s , 

the main o b je c t iv e  i s  to have a soothing e f f e c t  and reduce 

p r u r it is  and d isch arge .

S u rg ica l treatment co n s is ts  o f  the fo llo w in g

-  sc le rosa n t therapy

-  e la s t ic  band l ig a t io n

-  maximal anal d ila ta t io n

-  cryosurgery

-  haemorrhoidectomy



Of the la t t e r  haemorroidectomy, there are three d if fe r e n t  

forms used:

-  open

-  c losed

-  ra d ica l

Studies have been done which show that conservative  tr e a t ­

ment o f fe r s  an 'e q u a l' a lte rn a tiv e  to su rg ica l management.

T op ica l a p p lica tion s

The o b je c t iv e  here i s  to  simply reduce lo c a l  skin i r r i t a t io n  

and has no e f fe c t  on the actual progression  o f  the haemorr­

hoids pose.

In je c t io n  therapy

This i s  a commonly used outpatient procedure. I t  in volves 

the in je c t io n  o f  an ir r ita n t  ( 5$ phenol in almon) in to  the 

submucosal la y e r . The ir r it a n t  e f f e c t  with time re s u lts  in 

f ib r o s is  and la te r  contraction , o f  the submucosal la yer  to  

the underlying muscle, t h is  r e su lts  both in reduction  in 

s ize  and congestion  (and hence b leed in g) o f  the anal cushion. 

I t s  fa i lu r e  rate i s  about 15$ in 3 years (1 7 ).

This procedure was documented as fa r  back as 1871 by 

M itch e ll but was not w idely used u n t i l  1973 when Denker 

again popularised  i t .

The sc le rosca n t i s  in je c te d  ju st above the haemorrhoid and 

the p atien ts  re-examined a fte r  two months when r e - in je c t io n  

can be done i f  necessary .
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Band lig a t io n

Band lig a t io n  was a procedure devised way back in the 

middle ages where some d ise c t io n  and l ig a t io n  with non 

absorbable m aterial l ik e  wool or linen  was used (1 4 ).

Rubber band l ig a t io n  as we know i t  today i . e .  rubber band 

l ig a t io n  as opposed to  band lig a t io n  with non e la s t ic  

m ateria l, i s  a technique f i r s t  devised by B la isd e l in 

1958 but was not however, widely used t i l l  1963 when Barron 

with the aid o f  more re fin ed  instruments re -in trodu ced  the 

procedure and is  now is  widely used o f f i c e  procedure ( 10 ) .

A p re -re q u is ite  i s  that the haemorrhoid be polypoid  and 

not s e s i le .

The rubber band i s  applied at lea st 0.5-1cm  above the 

dentate l in e , n e cro s is  re su lt in g  in 24 -  48 hours and 

sloughing within 7-10 days. 1% lign oca in e  can be in je c te d  

to increase the tension  at the band s it e  as w e ll as to 

reduce d iscom fort. A ll three haemorrhoids can be managed 

at a sin g le  s i t t in g .

In one study, i t  was noted that le s s  than 5CK o f  p a tien ts  

with band l ig a t io n  were symptom free  up to  s ix  years a fte r  

the procedure (2 ,3 2 ) .

Maximal Anal D ila ta tion

Lord, during h is  examination o f  p atien ts  with haemorrhoids 

n oticed  than on d ig i t a l  examination o f  these p a tien ts  a 

t ig h t  c ir cu la r  band could be palpated. He concluded that 
as a resu lt  o f  th is  band haemorrhoids were formed and hence
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trapped as i t  were by th is  band to  resu lt in  prolapse.

He concluded that by breaking th is  band, he could r e lie v e  

haemorrhoids. To achieve th is  he devised the procedure o f 

maximal anal d ila ta t io n  and d ila ted  up to eight fin g e rs  

f nr  wnich he got very good re su lts  (2 3 ). His procedure is  

widely used today and in a study done at th is  h o sp ita l (KNH) 

maximal anal d ila ta t io n  gave the best re su lts  ( 28), 97 . 5^ 

com plication  fre e  good re su lts  with only one p a tien t deve­

lop in g  the com plication  o f  transient incontinuance, one o f  

the accepted com p lica tion s . I t  is  now accepted that there 

i s  no band as such and studies have now shown that p atien ts  

with harmorrhoids tend to  have on average a higher sph incter 

tone over normal in d iv id u a ls ; 93.6 cm H20 as opposed to 

66.8 cm S20 fo r  normal in d iv idu a ls  (1 6 ). In addition  to 

the increased  ton e , u ltra s low  waves were noted in 37% o f 

haemorrhoid p a tien ts  (However, 7.5% o f none haemorrhoid 

patien ts had s im ila r  waves). This pattern i s  not a ffe c te d  

by general anaesthesia or sk e le ta l muscle re laxants and 

occurs as a re su lt  o f  o v e ra c t iv ity  o f  the in tern a l anal 

sp h in cter. This elevated  tone was noted to be elim inated 

by maximal anal d i la ta t io n . I t  should be pointed out that 

some workers however, were not able to demonstrate any 

d iffe re n ce  from normal in  basal pressures and they state 

i t  may be ju s t  a secondary e f fe c t  rather than a cause.

Cryosurgery

Cryosurgery works on an id e n t ica l  p rin cip le  to e la s t ic  band 

l ig a t io n  and r e s u lts  in  c e l l  death through the use o f  

extreme co ld . I t  i s  not as w idely used as the other forms
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o f  treatment and w ill  not be discussed fu rth er here. 

Haemorrhoidectomy

Haemorrhoidectomy can be considered the f in a l  form o f  

treatment and up to 90% o f  patien ts w il l  be w ell using the 

other forms o f therapy (1 6 ,2 1 ,3 2 ). Some surgeons reserve 

the procedure only fo r  large and/or thrombosed haemorrhoids.

B a sica lly  there are three main forms o f  haemorrhoidectomy 

which are;

-  open haemorrhoidectomy 

ra d ica l haemorrhoidectomy 

c losed  haemorrhoidectomy

In the open haemorrhoidectomy, which i s  w idely used in KUH 

a fte r  submucosal l ig a t io n  o f the haemorrhoid the wound is  

l e f t  open with no attempt to s t it c h  i t .  Healing occurs 

through granulation . In the c losed  haemorrhoidectomy, 

however, the resu ltin g  mucosal d e fect i s  s t itch e d . The 

te ch n ica l procedure and com plications o f  each we w il l  not 

go in to  here.

In the ra d ica l haemorrhoidectomy, the whole o f  haemorrhoid 

a ffe c te d  area i s  removed in a c ircu m feren cia l way and the 

resu lt in g  mucosal d e fect stitch ed  by bringing  down the r e c ta l  

ju n ction . A w ell done haemorrhoidectomy w il l  g ive  very good 

r e su lts  in  good hands and can be a d isa s te r  i f  not done w ell.

As can be expected with a very wide number o f d if fe r e n t  

methods a va ila b le  to  manage one con d ition , there w il l  be
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which one w il l  be the best and hence be the standard pro­

cedure. Many such t r i a l s  have been done and i t  w i l l  not 

be p oss ib le  to go through them a l l  and only a few w i l l  be 

mentioned.

Chant (8 ) ,  compared anal d i la ta t io n  with the Milligan-Morgan 

haeraorrhoidectomy and found that the f in a l  outcome from the 

two procedures was no d i f fe r e n t  (cure ra te )  except f o r  the 

fa c t  that s o i l in g  o f  undergarments, pain and prolonged 

h osp ita l  stay (w ith associated  expense) were the main pro­

blems associa ted  with haeraorrhoidectomy.

With i t s  convenience o f  speed, s im p lic ity  andt ime, anal 

d i la ta t io n  has obvious advantages over conventional haemorr- 

hoidectomy. However, the incidence  o f  post operative 

in.contin-.ance. was greater  with d i la ta t io n  increasin g  both 

in incidence as w ell as sever ity  and duration with in crea s in g  

age o f  p atien t. Similar t r i a l s  done by other authors gave 

s im ilar  or nearly  s im ilar  r e s u lts  (1 9 ) ,

Jones and h is  co llea gu es  compared the three procedures, 

ruboer band l ig a t io n ,  anal d i la ta t io n  and haemorrhoidectomy 

(Jones et a l )  (20) and again as fo r  the above noted that 

the f in a l  outcome fo r  the three procedures was f a i r l y  s im ila r  

but the patien ts  over f i f t y  years o f  age had a higher incidence  

o f  r e c ta l  prolapse . Bates carried  out a s im ilar  t r i a l  with 

s im ila r  r e s u lts .

Sclerotherapy and rubber band l ig a t io n  are both very simple
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outpatient procedures needing about the same amount o f  

time and roughly the same ( o r  sim ilar instrum ents). Arabi 

fo llow ed  up patien ts  subjected  to the above two procedures 

and fo llow ed  them up fo r  one year. He obtained s im ila r  

rates  fo r  the two methods ( 4 ) .  Immediate side e f f e c t s  

l ik e  b leeding and pain were more commonly associa ted  with 

band l ig a t io n .

As f o r  our set up at KNH, a comparison done by 0j ara (28) 

covering  a f iv e  year period , 1975-1979 had a s im ila r  cure 

rate  f o r  maximal anal d i la ta t io n  as compared to  haemorrhoid- 

ectomy again only d i f fe r e n c e s  a r is in g  as a re su lt  o f  com­

p l i c a t io n .  In je c t io n  sclerotherapy had a 33$ fa i lu r e  rate 

(4 /1 2 )  with no com plica tions . Why th is  high fa i lu r e  rate  

i s  not quite c le a r .

What can we conclude from these different clinical trials?
The f i r s t  obvious conclusion  i s  that i r r e s p e c t iv e  o f  which 

method i s  used, the f in a l  outcome i s  no d i f f e r e n t  whichever 

method i s  used. This i s  f a i r l y  s ig n i f ic a n t  f o r  a country 

where f a c i l i t i e s  are in short supply and procedures l ik e  

maximal d i la t a t io n s  need no f a c i l i t i e s  above those already 

present.

The simple procedures are relatively easy to do, can be done 
as an outpatient procedure and compare very well in terms 
of outcome to haeraorrhoidectomy or cryosurgery. In fact 
it has now been shown that 90$ of haemorrhoids can be managed 
without haemorrhoidectomy (17,19,29).

Macload, looked at the management of haemorrhoids with par-
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ticular reference to aetiology and anatomy. He came up
with the following points.

a) The concept of haemorrhoidal destruction as a mode of 
treatment should be replaced by one of fibrosis, con­
traction of fibrous tissue and hence reduction in size 
of the haemorrhoid.

b) Only internal haemorrhoids need treatment.

c) No haemorrhoid needs treatment unless they have symptoms 
or the patient specifically requests treatment.

d) Treatment is only needed if extensive destruction of 
the haemorrhoid exists.

e) The treatment of the haemorrhoid should be related to 
the stage (degree) of the haemorrhoid (24).

The table below represents a rough guide to treatment of
the different degrees of haemorrhoids.

Degree Ideal mode of management

maximal dilatation
Primary band ligation

sclereotherapy

Secondary
dilatation 
band ligation 
sclerotherapy

Tirtiary maximal dilatation 
haemorroidectomy
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MATERIALS AND METHODS

The study was carried  out as a prospective study on 

patients  seen at the Kenyatta National H ospital (KNH) 

both in the wards and outpatient c l i n i c s  (OPD). The bulk 

o f  the patien ts  were seen in the general su rg ica l wards 

16 and 18 as they had a wider s e le c t io n  o f  d i f fe r e n t  

d iagnosis  and continued in the card ioth oracic  ward (12) 

and neurosurgica l ward (14) (the la t t e r  two y ie ld in g  

three patien ts  each). The duration o f  the study was nine 

months o f  which the time spent c o l l e c t in g  data in wards 

18,16,12 and 14 was one, three, three and two months 

r e s p e c t iv e ly .

The samole s ize  o r ig in a l ly  hoped f o r  was one hundred but 

due to  unavoidable d i f f i c u l t i e s ,  th is  was reduced to  

e ighty .

Source o f  Patients

Patients se lected  fo r  the study came from three main 

sources to try  and give as wide a se le c t ion  as p o s s ib le .  

These three sources w ere :-

a) Patients admitted in to  the ward as acute admissions 

during the c a l l  week o f  the author.

b) Patients admitted f o r  the routine e le c t iv e  theatre 

l i s t  o f  the ward during the week the author was on 

c a l l .

c) The f i r s t  patient seen by the author in the OPD 

during the c l i n i c  o f  the respective  ward, un less  the
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patient fa i le d  to  f i l l  the c r i t e r i a  f o r  s e le c t io n  in which 

case the next was chosen.

The sample frame f o r  the study thus consisted  o f  s u rg ica l  

patien ts  seen at the KNH. I t  i s  rea lised  that th is  sample 

i s  a b it  biased towards "s ick "  patien ts  but i t  i s  not f e l t  

that th is  pattern o f  patien ts  w il l  in fluence  the presenta­

tion  o f  asymotomatic haemorrhoids in the population .

Factors l ik e  h yster ia , malingering and other su b je c t iv e  

fe e l in g s  as w ell  were not l ik e ly  thought to  in flu en ce  pro­

c to s co p ic  f in d in g s .

The f i r s t  assumption o f  th is  study th erea fte r  i s  that the 

c h a r a c te r is t ic s  o f  the sample frame fo r  asymptomatic hae­

morrhoids i s  id e n t ic a l  to that o f  the nation a l population .

C r ite r ia  fo r  Inclusion  (o r  ex lcusion ) from study

Having id e n t i f ie d  the source from which a l l  a l i g ib le  p a tien ts  

from the study were to  be picked, each patien t was then 

in d iv id u a lly  subjected  to further  questioning to  determine 

i f  he/she would f in a l ly  be considered su itab le  or not.

Further c r i t e r ia  taken in to  consideration  w ere :-

a) A ll patients  who already had a d iagnosis  o f  haemorrhoids 

and were or were not on treatment were excluded.

b) A ll patien ts  deemed su itab le  f o r  the study were asked 

about symptoms which were l ik e ly  to be assoc ia ted  with 

haemorrhoids i . e .

r e c ta l  b leeding
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prolapse o f  haemorrhoids 

p r u r i t is  ani or discharge 

-  h is to ry  suggesting throm bosis /strangula- 

t io n .

One patient i n i t i a l l y  included was la te r  excluded when she 

re ca lle d  an episode o f  r e c ta l  b leeding some time back. I f  

however, a patient had any o f  the above symptoms which 

could be explained by th e ir  primary d iagnosis  ( i . e .  reason 

fo r  adm ission /fo llow  up) they were included in to  the study.

c) A ll age groups are su itab le  fo r  the study hut since 

the wards involved in general surgery tended to  be 

adult wards, a l l  patien ts  are above 15 years.

d) Sex i s  not a l im it in g  fa c to r .  As most o f  the admissions 

tended to  be male patien ts  the end re s u lts  r e f l e c t  

th is .

e) Factors l ik e  pregnancy, or d i s a b i l i t y  o f  any form did 

not exclude any p a tien t .

f )  A patient d ec lin in g  p roctroscop ic  examination was 

also excluded from the study. Fortunately no patient 

declined  but a few did need some explanation o f  the 

need before consenting.

Patient consent

A ll patients  f in a l l y  se le cted  had both a d ig i t a l  and proc­

to sco p ic  examination done on them.

They were a l l  informed that th is  was to  be done and the
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need fo r  i t .  In th is  l a t t e r  respect , the patien ts  f e l l  

in to  three main groups

a) Patients who needed a r e c ta l  examination as part o f  

the d iagnosis  reaching n e c e s s i t ie s  e .g .  sigmoid 

vo lvu lu s . These in a l l  were t h i r t y  one p a t ien ts .

b) Those patien ts  who had d iseases  which were l i k e l y  to  

be associa ted  with haemorrhoids e .g .  anal f i s t u l a  and 

these came to  28 p a t ien ts .

c) Those pat ien ts  whose con d it ion  had no re la t io n s h ip  

to  haemorrhoids and these to t a l le d  36 p a t ien ts  (hae­

morrhoids or anorecta l pathology).

There was a s ig n i f i c a n t  amount o f  overlap in th ese  three 

groups, f o r  example, benign p r o s ta t ic  hypertrophy would 

f a l l  in to  a l l  three.

P atients  f a l l in g  in to  the f i r s t  two groups were informed 

o f  the need f o r  a r e c ta l  examination e ith e r  to f in d  out 

what was wrong with them or to make sure there was nothing 

wrong in th e ir  rectums.

Patients in the l a t t e r  group were asked to su b ject  them­

se lv es  to  a r e c t a l  examination ju st  to  make sure there was 

no "anorecta l pathology" and th is  was done as part o f  the 

f u l l  physica l examination.

Patients a l l  agreed to the above examination.

This d iscu ss ion  w i l l  be mentioned la t e r  under e t h ic a l  con­

s id era t ion s
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C r ite r ia  f o r  d iagnosis  o f  asymptomatic haemorrnoids

Following s e le c t io n  o f  patients  f o r  in c lu s ion  into  tne 

study, each had f i r s t  a d ig i t a l  examination done. Both 

external and in tern a l features  on examination were docu­

mented tags, f i s s u r e s  induration, p r o s ta t ic  hypertrophy 

and any other find ings. These are subsequently tabulated 

in the la te r  se c t ion s .

This was fo llow ed by p roc toscop ic  examination a l l  o f  

which were done in the l e f t  la t e r a l  p os it ion  and a torch  

used as a l ig h t  source.

A p o s it iv e  f in d in g  o f  haemorrhoids was considered as that 

in 'w hich  anal cush ion (s) were/was noted to prolapse in to  

the d is t a l  end o f  proctoscope . A negative fin d in g  i s  

when there i s  no prolapse in to  the scope and the mucosa i s  

noted to  taper o f f  gradually  beyond the d is t a l  end o f  the 

proctoscope.

Equivocal cases where i t  was d i f f i c u l t  to decide, there 

was d e f in i t e  prolapse or not were excluded and con­

sidered as a negative  f in d in g .

During th is  study, no case was found o f  a patient who had 

e ith e r  external haemorrhoids or who had prolapsed haemo­

rrh o id s  ( 2 ° /3 ° )  and had no complaints which re la ted  to  

haemorrhoids e ith e r  d i r e c t ly  or in d i r e c t ly .
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Other data required

On completion o f  ana lysis  o f  the eighty patients mentioned 

fo r  asymptomatic haemorrhoids further  information was 

sought from the records  o f f i c e  at the KNH, o f  how many 

patien ts  were reg is te red  in 1986 with a d iagnosis o f  hae­

morrhoids. This f ig u re  (mentioned la te r )  w il l  represent 

the t o t a l  number o f  symntomatic haemorrhoids seen during 

that year.

Other data obtained were the t o t a l  -number o f  ..patients ad­

missions into  the h o sp ita l  and the t o t a l  number o f  out­

patient attendances.

Using these f ig u re s  an a lys is  o f  f ig u res  was ca rr ied  out as 

under the section  o f  management.

M aterials

Very l i t t l e  m aterial was used to  carry out the study, and 

con sisted  o f  a p roctoscope , a torch , g loves  and some sort 

o f  lu b rica n t cream. In no patient was add itiona l m ateria l 

needed.

D i f f i c u l t i e s

The p ro je c t  started  o f f  w ell  and progressed well u n t i l  

d i f f i c u l t i e s  were encountered with obtaining g loves  f o r  

the r e c t a l  examination and the study was temporarily stopped 

f o r  about two months u n t i l  another source o f  g loves  was

id e n t i f ie d



35

Tabulation of results.

Following collection of data, both from the prospective 
study as well as from hosoital records, analysis was done 
to determine the following (presented later):

If study samole constitutes a random sample.
Incidence of asymptomatic haemorrhoids.
Incidence of symotomatic haemorrhoids.

- The incidence of haemorrhoids in community (both 
symptomatic and asymotomatic).
Age, sex distribution

- Mean age
Incidence of associated factors.
Findings on proctoscopic examination.

Having determined the above, further statistical analysis 
will be carried out to determine if there is any signi- 
differences between the following:
- Age pattern of males and females for asymptomatic 
haemorrhoids.

- Incidence of asymptomatic haemorrhoids between males 
and females.

- Age differences between our figares and those of the 
Western world.

- Any other calculation.

It must be borne in mind that statistical conclusions 
are not absolutely correct, but just probably correct or 
most likely to be true.

'INM/ERSITv OFNAIROB
LIBRARY
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S t a t i s t i c a l  ca lcu la t io n s  used to  determine the l e v e l  o f  

s ig n i f ic a n t  d i f fe r e n c e s  were:

p
ch i (x  ) te s t .

s ig n if ica n ce  test  between populations.

S ign ifican ce  test  between samples.

The n u l l  hypothesis  at the s ta rt  o f  the study v e r e : -

The incidence  o f  haemorrhoids in our community (both  

symptomatic and asymptomatic) i s  comparable to that in 

the Western world where 4CK o f  the population w i l l  have 

haemorrhoids in th e ir  l i f e  time.

The incidence  o f  asymptomatic haemorrhoids in our 

community i s  s ig n i f i c a n t ly  high.
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E th ica l considera tion

This patien t study was done in a h o sp ita l  s itu a t io n  and 

l ik e  a l l  such studies one has to  address h im /h erse lf  to 

the e th ic a l  con sidera tions  o f  the study.

I t  i s  f e l t  that p roctoscop ic  and d ig i t a l  r e c t a l  examina­

tion  in our community i s  not a procedure that i s  at a l l  

l ik ed  more so amongst the rural community who probably 

have never been exposed to the concept that i t  can be 

used as part o f  a d ia gn ost ic  procedure.

This fa c t  had to be kept in mind throughout th is  study, 

and th is  n ecces ita ted  informing a l l  p a tien ts  that a r e c t a l  

examination was required o f  taem. Those p a t ien ts  who 

f e l l  in to  e i th e r  group (a ) or (b ) mentioned e a r l i e r  posed 

no e th ic a l  problems as a r e c ta l  examination was a n e ce ss ity  

e ith er  to  arr ive  at the d ia gn osis , or to ru le  out any 

ancerecta l pathology and not n e c e s s a r i ly  haemorrhoids.

They were informed o f  the s itu a t io n  and the need to  do the 

examination. As said e a r l ie r ,  a l l  agreed.

Patients who f e l l  in to  the group ( c )  who had n e ith er  

d iseases associated  with anorectall pathology or haemorr­

hoids, were informed that a r e c t a l  exam was required  to  

make sure there was '.nothing wrong at the end (to , use 

layman term s).

Patients in  th is  group (and both in group ( b ) )  were not 

informed that i t  was s p e c i f i c a l l y  haemorrhoids that were 

being looked f o r  s p e c i f i c a l l y  the fo l lo w in g  reasons:
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i t  may not be the only l ik e ly  associated  pathology, 

or anorectal pathology / one i s  l ik e ly  to f ind  and 

so one has to be awake fo r  any pathology.

-  To avoid misunderstanding la t e r  i f  the patient may 

need another r e c ta l  examination fo r  something e ls e .

I t  may be asked whether i t  i s  e th ica l  to subject p a tien ts  in 

group ( c )  to r e c t a l  examinations. As was shown by the 

study (see  r e s u lts )  a t o t a l  o f  seven (41$) o f  asymptomatic 

haemorrhoids f e l l  in to  th is  group. Not to say that asympto­

matic haemorrhoids are a s ig n i f ic a n t  cause o f  morbidity 

but a re c ta l  examination should form part o f  a f u l l  physica l 

examination in order to  rule out any o c cu lt  pathology o f  

whatever or ig in  so that some form o f  early  c o r r e c t iv e  therapy 

can be in i t ia t e d  to  avoid la te  presentation  with in c o rr e c ta b le  

d isease as i s  regu la r ly  seen.

A ll patients  who were found to have asymptomatic haemorr­

hoids were again asked about symptoms. I f  none was found 

using the p r in c ip le  o f  McCload (2 4 ) ,  which sta tes  that 

haemorrhoids do not need treatment unless they have symptoms 

or the patient s p e c i f i c a l l y  requests treatment.

A ll  patients  were informed o f  the fin d in g s , the fa c t  th a t  

no treatment was needed but advised on action  to take i f  

symptoms developed. A note o f  f ind ings  was a lso  documented 

in the patient f i l e s .
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RESULTS (PLUS AN ALT SI 3-)

Following the above procedure, a t o t a l  o f  81 patien ts  

were examined (one however, being f in a l ly  excluded) to 

bring the to ta l  number f in a l l y  reviewed to  80. A ll were 

African adults (above 15 y ea rs ) .  Tables o f  the r e s u lts  

obtained are shown below.

Total number o f  pa t ien ts  seen in sample = 80 

Tota l number o f  males seen in sample = 55

Total number o f  females seen in sample = 25

Total number o f  asymptomatic haemorrhoids = 17 (21 .25$) 

Total number o f  males with asymptomatic haemorrhoids = 13 

Total number o f  female with asymptomatic haemorrhoids = 4

Table 1; Age d is t r ib u t io n  o f  patient sample

Age Total Number Patients p o s it iv e  
fo r  haemorrhoids

15 -  19 4 1
20 16 2
25 10 2
30 8 1
35 8 2
40 6 0
45 4 2
50 7 1
55 5 2
60 4 1
65 4 1
70 -  74 3 2

75 + 1 0

Total 80 17
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The number as well as the r e la t iv e  p os it ion s  o f  the anal 

cushions was determined and th e ir  r e la t iv e  p os it ion s  and 

frequ encies  i s  expressed in the table  below (P o s it io n s  

expressed a re la t iv e  to  the face o f  a c lock  with the 

patient in lithotom y).

Table II Positions and degrees of asymptomatic hae- 
morrhoids seen

P osition Frequency Degree

o ro o o

3
7 1 1
11 1 1
3, 7 3 3
3, 11 
7, 11 
3, 7, 11 
Others

9 9

1,2
3 ,6 ,7 ,1 1
12,7

3 3

No cases o f  2° or 3° degree haemorrhoids were noted which 

i s  not surprising  as by th is  stage, the patient would most 

l ik e ly  to have noticed  h is /h er  a f f l i c t i o n .

A ll the p atien ts  were subjected to a d ig i t a l  exam the 

r e su lts  o f  which are tabulated in tab le  I I I .



41

TableMII: Findings of digital examination

Finding Frequency

Negative find ing 67

Induration within rectum 4

Benign p ro s ta t ic  
hypertrophy ( BPH) 5

.41 al tag 2

Spasm 2

Total 80

The f i n a l  fa c to r  to be looked into  was the presenting 

d iagnosis  o f  a l l  the p atien ts . (Cause fo r  admission to 

ward or fo r  c l i n i c a l  fo l lo w  up in the c l i n i c ) .  In the 

case o f  p a tien ts  with more than one complaint which were 

unrelated to each, the main one troubling  the patien t was 

considered . .4s w ell were any associted  con d ition  ( i . e .  

con d it ion s  other than the presenting d iagnosis  which were 

patient may have or have had in the past f o r  which he/she 

was treated or healed spontaneously and might be re levant 

to  the study.

The relevant information is presented in tables following.
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Table IV
Admitting or clinic follow up  diagnosis and frequency

F istu la  in ano 7 
V. veins 8 
Ca esophagus 5
B. P.H. 4 
lipoma 4 
heady in jury  4 
sigmoid volvulus 3 
Chr appendix 3 
perforated D.U.
anal f is su re  2 
g a s t r i t i s  2 
ing ina l hernia 3 
R.T.A. with 3 .T .I .  2 
chronic D.U. 1 
Gastic u lce r  1 
anal mass (tag ) 1 
p a ra ly tic  i le u s  1 
porta l hypertension 1 
stab wound (abdomen) 1
C. C.F. with c e l l u l i t i s  1 
ductal Ca o f breast 1 
pneumothorax 1 
g a l l  stones 1 
hydronephrosis 1

p itu ita ry  tumour 1
re c ta l  b leeding 1
th yrog lossa l cyst 1
is ch e re c ta l  abscess 1
Ca stomach 1
constipation  1
Crohn's disease 1
re c ta l  prolapse 1
obstructive  jaundice 1
Ca bladder 1
aucaustic neuroma 1
urethral trauma 1
epidydinal cyst 1
GIT lymphoma 1
Abortion with septicaemia 1 
p y lor ic  s ten os is  1
fibroadenoma 3
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Table V

Associated conditioms and frequencies

N il
Discharge 
O steoa rth r it is  
Anal tag
P yloric  s ten os is  
Urethral s t r ic tu r e  
Bleeding D.U.
D.U. with V 4 D
Helminths
Pregnancy
Recent d e liv ery  (6 /52 ) 
Blood in stoo l

66
2 (both f i s t u l a  in ano)
1

1
1
1
1
1
1 ( only one tested  fo r  i t )
2 
1 

1

Table VI

Presenting Diagnosis

F istu la  in ano 3 
Anal tag 1 
V. veins 2 
B.P.H. 1 
Pneumothorax 1 
Sigmoid volvu lus 1 
Ductal Ca b r e a s t 1 
Perforated DIJ 1 
Anal f is s u r e  1 
Uastric u lc e r  1 
Constipation 1 
Urethral s t r ic tu r e  1 
R.I.H . 1 
Ca esophagus 1

AAssociated Diagnosis

Discharge 1
Pregnancy 1
Recent d e liv e ry  1(within 
(6 /52 ))
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Having tabulated  the f ig u re s  from the survey, i t  was 

decided to analyse th e m sta t is t ica l ly  f o r  the fo l low in g  

fa c to r s :
. *i )  I s  samole representative  o f  t o t a l  population?

i i )  Calcu late  percentage o f  asymptomatic haemorrhoids
, * in the population ,

i i i )  C a lcu late  the mean age and standard d ev ia tion  of 

sample.

iv )  Calcu late  sex r a t io  and determine le v e l  o f  s i g n i f  ica n c e .

v) Determine average age o f  cond ition  in the population 

from sample.

v i )  Determine i f  any re la t io n  e x is t s  between our f ig u re s  

obtained above and other f ig u res  fo r  other cou n tr ies .

(*  population  taken to mean n ation a l p opu lation ).

Final Analysis

Total sample = 80 

Total males = 55

Total males with asymptomatic haemorrhoids = 13 (23 .6$  o f  

males) ( o r  16 . 5$ o f  t o t a l ) .

Total females in sample = 25

Total females with asymptomatic haemorrhoids = 4 (16$ o f  

females or 5$ o f  t o t a l  sample).

♦Male:Female r a t io  (asymptomatic haemorrhoids) 3 :2  (23 ;:16)* ' 

Sample mean = 39.6 years o f  age 

Std d ev ia tion  = 17.32 years.

Ex = 3165 years.

(♦ 'r a t i o  as percentage o f  t o t a l  sample and not absolute

numbers)
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Total number o f  patients  o te r  50 years o f  age 24 p at ien ts . 

Tota l p a tien ts  p o s it iv e  fo r  asymptomatic haemorrhoids and 

over 50 years age = 7 ( 29.2^ o f  a l l  aged above 50 years 

Qr 8.75^ o f  t o t a l  p opu lation )

The f i r s t  s t a t i s t i c a l  te s t  w i l l  be to determine whether 

the frequ encies  o f  the d i f fe r e n t  age groups in the random 

samole and the expected fo r  a random copu lation  are s ig ­

n i f i c a n t ly  great f o r  us to r e je c t  the sample as a random
2sample. For th is  we sh a ll  use the x t e s t .

Age average o f  sample = 59.6 years.

Std. d ev ia tion  o f  sample = 17.32 years.

Using th is ,  we can ca lcu la te  the expected values f o r  each 

age group (E).
Tab le  VII

Age X -  X ( x - x ) 6 A(x) E(*) E

10 -  14 9.7 8

15 -  19 - 2 2 .  6 -1 .3 .0968 (9 .7 ) 6 . 2 5

20 -  24 -1 7 .6 -1 .0 . 1587 ( 15.9) 8 .3 7

25 -  29 - 1 2 . 6 -  .7 .2420 (2 4 .2 ) 10.3 8

30 -  34 -  7 .6 -  .4 .3446 (3 4 .5 ) 7 .6 6

35 -  39 -  2 . 6 -  . 2 .4207 (4 2 .1 ) 11.9 10

40 -  44 2.4 . 1 .5398 (5 4 .0 ) 11.5 9
45 -  49 7.4 .4 .6554 (6 5 .5 ) 10.3 8

50 -  54 12.4 .7 .7 5 8 0 ((7 5 .8 ) 8 .3 7

55 -  59 - 17.4 1.0 .8413 (8 4 .1 ) 6 . 2 5
60 + 22.4 1.3 .9032 (9 0 .3 ) 9 .7 8
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pHaving ca lcu la ted  the expected frequencies  the x te s t

then can be an p l ie d .  
Table VIII

Age E 0 0-E ( 0-E) 2/E

10 -  14 9 0 -8 8.00
15 -  19 5 4 -1 .20
20 -  24 7 16 9 11.57
25 -  29 8 10 2 .50
30 -  34 6 8 2 .67
35 -  39 10 8 -2 .40
40 -  44 9 6 -3 1.00
45 -  49 8 4 -4 2.00
50 -  54 7 7 0 0.00
55 -  59 5 5 0 0.00

60+ 8 12 4 2.00

x 2=26.34

2Prom the above ta b le  x = 26.34

Degrees o f  freedom = 11 c la sse s  -  3 r e s t r ic t i o n s
= 8

p
At p=5$ fo r  8 degrees o f  freedom x = 15.51

2As x i s  g r e a te r th a n  15.51 the n u ll  hypothesis is  

probably fa ls e  and the  samole i s  not truely  represen tative  

o f  a random population .

Looking back at the age f ig u r e s ,  th is  should not be 

su rpris ing  but in f a c t  expected as a l l  the wards in which 

study done (and c l i n i c )  were adult w a r d s /c l in ic s  f o r  these 

o f  18 years and over and hence the above i s  to be expected 

i . e .  sample (age wise) w i l l  not be expected to represent 

the t o t a l  population .
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However, to te s t  i f  the sample truely  i s  a random
2one within the age groups taken, x at 95$ i s  used in the 

case th is  w i l l  equal 2.73.

2As x i s  grea ter  than th is  value, we can sa fe ly  

deduce that the sample is  a random one at l e a s t  amongst 

the adult population .

Having determined that we do have a tru e ly  random 

sample, we can proceed with the other determ inations. These 

being -  age and sex d if fe r e n c e s

-  how our f igu res  d i f f e r  with others in the other 

cou n tr ies .

-  any other in te rest in g  s t a t i s t i c a l  fa c t .

From annex I ( Mean age o f  sample and population )

From the female sample, only 4 p o s it iv e  cases were found.

Mean age being 32.75 years ( c . f .  33.4 years Ojara E.A.
1981)

Standard d ev ia tion  17.82 years ( c . f .  12.6 years Ojara E. A.

1981.)

From the above standard error  was ca lcu la ted  to be 8.91 

years.

At ^95^(95$ confidence le v e l )  to mean age range fo r  the 

population from which sample taken) was 4.4  to 61.1 years. 

Similar ca lcu la t io n s  f o r  the male sample gave 

mean age o f  46.31 years ( c . f .  39.9 years Ojara E. A. 1981) 

standard d ev ia tion  = 17.91 years ( c . f .  14.0 years Ojara E. A.

1981)

standard error  o f . 387

At le a s t  (con fiden ce  l e v e l )  the mean age o f  the male

population from which sample taken was 45.47 to 47.15 years.
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What conclusions can we draw from the above:

( i )  The female mean age range i s  too  wide f o r  us to  

draw any meaningful conclusion .

( i i )  The mean age o f  the male population (at 95$ con­

fidence  l im it )  l i e s  between 45.47 years and 47.15 

y e a rs ) .  This w i l l  be noted to be s l ig h t ly  above 

the mean age o f  patient pooulation at KNH studied 

by Ojara ( 28).

( i i i )  I t  i s  poss ib le  that pregnancy i s  respon sib le  f o r

the s l ig h t ly  lower age group in the female population . 

Of the four  patien ts  noted above, one was actu a lly  

pregnant while the other was s t i l l  in the pueperiura

As a resu lt  o f  statement ( i i i )  above, a s ig n i f ic a n ce  te s t  

was done to determine i f  there was any s ig n i f ic a n t  d i f f e ­

rence between the ages o f  the male and female population 

( .Annex I I I ).

I t  was done using s ig n i f ic a n ce  test  between populations 

(x abandoned as one o f  the c e l l  numbers was le s s  than 

f iv e  and hence leading  to inaccurate r e s u l t s ) .

For 95$ confidence l im it ,  there was no s ig n i f i c a n t  d i f f e ­

rence between the two age groups noted and hence (from the 

study:,- at l e a s t ) ,  i t  appears that fa c to r s  l ik e  pregnancy 

do not in fluence  the mean age o f  haemorrhoids in the popu­

la t io n .

Finally, is there any significant difference in the in­
cidence of haemorrhoids in the male versus the female 
population.
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However, desp ite  th is  very s ig n i f ic a n t  drawback, the

fo llow in g  information was obtained

KNH s t a t i s t i c s  (1986)

Total admissions KNH = 59,430

Total outpatient attendance = 565,364

new cases (OPC) 

re-attendances (OPC)

= 300,579 

= 264,785

= 41 (31 male and 10Total cases o f  haemorrhoids
females)

male:female = 3:1

Using the above study estimate o f  20$ o f  asymptomatic 

haemorrhoids in our population we can estimate the fo l lo w ­

ing:

i )  Total number o f  asymotomatic haemorrhoids passing 

throught O.P.C. = 60,116 patien ts  a year.

i i )  Total admissions with asymptomatic haemorrhoid =

11,896 p atien ts  a year.

Thus to ta l  asymptomatic cases estimated fo r  KNH in 1986 

= 72,012 patien ts  a year.

This is  a f igu re  none o f  us would have expected i f  the 

information qouted in the l i t e r a tu r e  i s  at a l l  true.

On a national l e v e l  there are 4 m ill ion  asymptomatic case

by -extrapdation.

Due to the shortcoming o f  recordings o f  cases by d ia gnosis , 

a very s ig n i f ic a n t  number o f  cases o f  symptomatic hae­

morrhoids are no doubt missed (see  la t e r )  and the f igu re  

o f  fourty  one (41) given fo r  symptomatic cases i s  d e f in i t e ly
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well below- what is truely is and fort his reason, it 
was decided by the author that:

i) non meaningful calculations could be based on it and 
hence the author chose to concentrate only on 
asymptomatic haemorrhoids in his calculations.

ii) It should be appreciated that asthe exact number of 
cases of symptomatic haemorrhoids is undetermined, it 
is expected that all calculations of expected numbers 
within the population will be an underestimate of the
true figures.

iii) farther studies in this area will be needed (see 
shortcomings).

It should be pointed out that the figures shown do not 
include attendances to the male, female and paediatric 
filter clinics; the Infectious Diseases Hospital (IDH) 
and the National Spinal Injuries Hospital (N.S.I.H.) 
all of which are an integral part of Kenyatta National 
Ho spital.
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As far as presenting diagnosis is concerned, not much 
conclusion can be made, but it is of note that fistula 
in ano, varicose veins have a high correlation which is 
similar to other studies done (28).

Associated fa c to r s  are not o f  much use and no s ig n i f i c a n t  

conclusion  can be made (the two d ischarges mentioned are 

in p a t ien ts  with anal f i s t u la  which could account f o r  the 

d is c h a r g e ) .

Digital examination also revealed no extraordinary find­
ings indeed this is expected as normally haemorrhoids 
would not be palpated on rectal examination.
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DISCUSSION AND CONCLUSION

Presented are the r e s u lts  o f  a study done at the Kenyatta 

N ational H ospital (KNH) over a nine month period with the 

o b je c t iv e s  o f  determining the incidence  o f  asymptomatic 

haemorrhoids within our l o c a l  African community, from 

there determining the true (o r  a more accurate) incidence 

o f  haemorrhoids (both symptomatic and asymptomatic) in 

th is  country.

Having done the random study, the author came out with 

a f igu re  o f  21.25% incidence  o f  asymptomatic haemorrhoids 

in  our community (For further  d iscussion  a f igu re  o f  20% 

w i l l  be used in order to  use round f ig u r e s ) .

This i s  d e f in i t e ly  a very s ig n i f ic a n t  f igu re  and one well 

worth while taking note o f .  Put in to  absolute terms what 

i t  means i s  that in KNH during 1986 a t o t a l  o f  about 

72,000 (seventy two thousand) patien ts  with asymptomatic 

haemorrhoids passed through KNH. Of these, i t  i s  not 

known how many would be c la s s i f i e d  as symptomatic i f  the 

fa c to r s  l i s t e d  under " fa c to r s  respon sib le  fa r  low reporting" 

were considered but i t  would be most l ik e ly  more than the 

fourty  one (41) symptomatic cases reported over the same 

time period .

Of the recorded cases o f  haemorrhoids seen at KNH in 1986 

only 41 cases were reported , or 0.07% o f  a l l  admissions 

f o r  that year.

On fu rth er  study o f  how th is  f igu re  was derived at i t  

was found by the author that th is  f igu re  o f  fou rty  one,
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was a gross underestimate o f  the true number o f  cases 

seen f o r  the fo l low in g  reasons.

A ll the patien ts  seen in the outpatient departments (OPD) 

at th is  h o sp ita l  are not recorded by d iagnosis  and hence 

any v i s i t  i s  simply recorded as a v i s i t  and no record  o f  

d iagnosis  i s  kept. What th is  means i s  that out o f  the 

565,364 ( f i v e  undred and s ix ty  f iv e  thousand, three hundred 

and s ix ty  four) outpatient attendances, i t  i s  not known 

how many were due to haemorrhoids. This c o n s it i tU te s  a 

s ig n i f i c a n t  shortcoming in our records o f f i c e  s e r v ic e s  as 

i t  i s  known that about 28% o f  haemorrhoids (symptomatic) 

w i l l  not need treatment at a l l  and advice on d ie t  and 

bowl hab its  w i l l  surface (36) .  Of the remainder, due to  

the d i f f i c u l t i e s  with beds, the m ajority are treated  with 

su p p os itor ies  at our OPD (personal observation ) but 

un fortunate ly  the author has no f igu re  o f  the f i n a l  number 

admitted but i t  i s  d e f in i t e ly  very small e s p e c ia l ly  i f  

about fou r  p atien ts  with haemorrhoids are seen per c l i n i c .  

( I t  was not p oss ib le  to go through the f iv e  hundred and 

seventy thousand outpatient f i l e s  to determine how many 

were haemorrhoids).

In view o f  th is  shortcomings with our data c o l l e c t i o n ,  i t  

i s  not worthwhile to u t i l i s e  th is  f igu re  o f  fo u rty  one in 

our d iscu ss ion  and i t  i s  thus ignored, however, i t  i s  to 

be borne in mind that a l l  subsequent statements are based 

only on asymptomatic haemorrhoids and so are underestim ates 

o f  the true expected.

Having said th is ,  there are s t i l l  other fa c to r s  which are
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responsible (or are likely to be) for a low incidence of 
haemorrhoid reporting in our community and these came up 
during the enquiries made of the patients about haemorr­
hoid related symotoms before they were subjected to rectal 
examination. These, for the sake of discussion will be 
divided into:

- patient factors
- factors due to medical personnel
- statistical factors

Patient factors

Rectal bleeding is one of the first clinical features to 
be noticed by the patient. It tends to be painless unless 
a secondary condition has complicated the clinical picture 
and occurs in small amounts which is described as "splash 
in the pan." by some authors to signify the small amount 
noted in a toilet basin after defecation.

In our community in this country, up to eighty per cent 
of the community lives in the rural areas where the pit 
latrine isthe main mode of faecal disposal and it is un­
likely they will see any rectal bleeding even if it was 
present. From discussion with a few members of the local 
community most do not even examine what they use as toilet 
paper either. Just how many cases of rectal bleeding 
(due to any cause) pass undetected due to the use of a 
pit latrine is difficult to determine and it is of the 
author's opinion that it not only is very significant but 
will have to be looked into as it may also explain why 
patients with colorectal pathology or other cause of rectal
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bleeding present late for treatment.

The pit latrine is an integral part of the rural commu­
nity in this country and even if t he objective of providing 
each family with easy access to tap water by the year 
2000 is achieved, the author does not forsee the demise 
of pit latrine for a long time to come.

On the contrary to the above, within the major urban 
areas water borne faecal disposal is widely used. This is 
both the western type of toilet (mainly in private homes, 
schools, hotels (major ones) and similar places and the 
eastern type of toilet (mainly found in muslim communities, 
public toilets, domestic staff facilities and a few smaller 
hotels).

With the water borne mode of faecal disposal, the muslim 
community with their habit of anal hygiene whereby water 
and not toilet paper is used after defecation may account 
for a few more who will not notice rectal bleeding.

Other factors which may account for a lesser incidence 
of haemorrhoids are, faith in local traditional healer, 
the attitude that the anal area is a secretive area and 
so will not go and seek treatment, misdiagnosis by the 
patient on himself, e.g. to assume that he has schistoso­
miasis in a schistosomiasis infested area etc.

Here again, the author has no statistics to back up his 
statements in terms of absolute figures, but he feels that 
the above will constitute significant causes for under 
reporting.
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Factors due to medical personnel

Incidence figures are very dependent on the diagnostic 
ability of the medical personnel and a misdiagnosis goes 
down on statistical records as a false positive or nega­
tive .

Though haemorrhoids would look like an easy condition to 
diagnose there have been a few cases of misdiagnosis noted 
by the author usually due to failure to do a rectal examina­
tion (personal observation). Some of the possible causes 
of misdiagnosis are:

a) Low index of suspicion by the medical personnel. As 
has been indicated in the earlier section a lot of 
medical personnel were previously led to believe that 
heamorrhoids is a rare condition amongst the African 
community, and so will probably not suspect it.

Most of our health facilities are not run by medical 
doctors, but by nurses and clinical officers who in their 
training more so than doctors may not even have aeen 
haemorrhoids.

b) Lack of proctoscopes in rural dispensaries/health 
centres and even in district hospitals for doing rectal 
examination.

Statistical factors
Good data collection is an important part of any 

organization. Data collection is useful both in planning 
as well as evaluating the effectiveness of any organization
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in order to achieve i t s  goa l .  U nfortunately, as men­

tioned in an e a r l ie r  sec t ion , there i s  a shortcoming as 

fa r  as data c o l l e c t i o n  in the OPD goes and i t  i s  hoped 

that with time, th is  w i l l  be corrected .

I t  w il l  be mentioned again that as the f igu re  given fo r  

symptomatic haemorrhoids i s  w ell below that expected in 

th is  d iscu ss ion , the figure  o f  20$ w i l l  be used to d iscuss 

haemorrhoids in  general.

Incidence

Having carried  out the study and determined that the pre­

valence o f  haemorrhoids i s  at le a s t  20$ in the population , 

i t  becomes obvious that the cond ition  i s  not a rare 

a f f l i c t i o n .  Our n u ll  hypothesis were:

a) The incidence  o f  asymptomatic haemorrhoids i s  s ig n i ­

f i c a n t  in our community. This has been shown to be 

the case, and i f  one out o f  every f i v e  people seen 

has asymotomatic haemorrhoids, i t  i s  d e f in i t e ly  a 

health problem to which our a tt itu d es  w i l l  have to 

change. I t  i s  not a fore ign  d isease .

b) Our incidence  o f  haemorrhoids compares with those seen 

in the western world where 40$ o f  the population w i l l  

have haemorrhoids within th e ir  l i f e  time. Here again, 

i t  has been demonstrated that with a prevalence rate  o f  

20$, even though the condition  i s  not as common, i t  i s  

about h a l f  the l e v e l  in  the western world. ( I t  i s  

s t i l l  not c le a r  how th is  would be i f  accurate s t a t i s ­

t i c a l  data was maintained). This w i l l  co n s t itu te



58

valuable information to our medical personnel who w i l l  

thus be stimulated t o  become more fam il iar  with the con­

d it io n  as well  as i t s  management, and a lso  to  appreciate  

the amount o f  morbidity both to the people and the economy 

that may occur as a r e s u l t .

Public  awareness w i l l  also be another angle to the problem 

which w i l l  have to be looked into  as i f  management i s  

in i t i a t e d  ear ly ,  the e f f e c t s  o f  morbidity w i l l  no doubt 

be reduced.

Ratios

Asymptomatic haemorrhoids are more l i k e l y  to  occur within 

the population than symotomatic cases,  ^ o l igh er  (1 5 ) .  I t  

had been hoped to e i th e r  prove or disaprove th is  by 

carry ing  out th is  study, but due to the shortcomings men­

tioned th is  i s  not p o s s ib le .

The author has not been able to f ind any l i t e r a t u r e  that 

g ives  a d e f in i t e  r a t i o  anywhere between symptomatic and 

asymptomatic cases o f  haemorrhoids, no doubt a u se fu l  

f igu re  to  determine the true number o f  cases in any commu­

n i t y .

( I t  i s  to be borne in mind that asymptomatic cases may be 

su b je c t iv e  to  a c e r ta in  extent and what one person may 

n o t i c e  may pass unnoticed by another).

In th is  p a r t icu la r  study, the r a t i o  between asymptomatic 

to  symptomatic was ca lcu la ted  as (72 ,000j41) or 1756:1, 

a f igu re  that i s  o f  no use and w i l l  not be discussed fu rth er .
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Age d is t r ib u t io n

The mean age ca lcu la ted  f o r  haemorrhoids in th is  study 

was ca lcu la ted  as:

32.75 + 17.8 years f o r  females

46.31 + 18 years f o r  males

43.1 + 18 years f o r  t o t a l  sample.

These f igu re s  compare fa ir l\r well  with tnose obtained by 

Ojara (28) o f  37.4 years mean age f o r  a f i v e  year study. 

Calculating from his  f igu res  given the mean age, the sexes 

a r e :

33.4 years + 12.6 f o r  females 

39.9 years + 14.0 f o r  males.

Again a f a i r l y  young adult,  but reasonably comparable age 

group.

I f  we are to  consider  G o l igher ’ s statements that the in ­

cidence o f  haemorrhoids increases  with age and that h a l f  o f  

a l l  adults over f i f t y  years are a f f e c t e d  by haemorrhoids 

(1 5 ) ,  then even though he does not quote an average age 

f o r  haemorrhoids, i t  w i l l  d e f i n i t e l y  be above f i f t y  years 

o f  age.

What t h is  means i s  that,  in general,  our population tends 

to  get haemorrhoids at a younger age than in  the Western 

world, i t  w i l l  also be n o t iced  that females tend to  be 

a f fe c te d  at a younger age. This l a t t e r  point w i l l  be d i s ­

cussed la t e r .

For what reason i s  i t  that our population tends to  be
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a f fe c te d  at a younger age and l ikew ise  only 30# o f  adults 

over 50 years being a f fe c te d  as opnosed to 50# in the 

West.

I s  i t  p oss ib le  that th is  i s  ju s t  merely a r e f l e c t i o n  o f  

our younger population in general whereby our l i f e  expec­

tancy i s  le s s  than that in the West (35) (Kenya 51.2 f o r  

males, 54.7 f o r  females versus 70.5 males and 77.0 f o r  

fem a les ) .

This i s  l i k e l y  to be th e  explanation f o r  an average age 

lower than those quoted e lsewhere . .

Other p o s s i b i l i t i e s  include the o ld e r  age groups s t i l l  

having a l o t  o f  th e ir  t r a d i t i o n a l  b e l i e f s  they were brought 

un with, and hence tend to attend t r a d i t i o n a l  healers  

s e rv ices  or dec l ine  to  present th e ir  anal complaints to 

young doctors  who could well  be th e i r  ch i ldren  or grand­

ch i ldren .

As fa r  as the age d is t r ib u t io n  o f  haemorrhoids i s  concerned, 

apart from the fa c t  that our community tends to be younger 

with a shorter  l i f e  expectancy and very few people below 

f i f t y ,  there i s  no other conclusion  o f  s ig n i f i c a n c e  the 

author can put forward.

Sex r a t io

In th is  study, the male to  female sex r a t i o  was 3 :2  (work­

ing on a percentage basis  to  compensate.!-for l e s s  female in 

the random sample than males).
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This was ca lcu la ted  Annex I I I  and i t  i s  noted that there 

i s  a s i g n i f i c a n t  d i f fe ren ce  between the two populations 

and the incidence seems to be higher amongst the male 

population.

Why th is  should be so i s  not c le a r .  A s imilar  f ind ing  

was noted in the report o f  Ojara (28 ) .

I t  i s  stated by Uoligher (15) that 50% o f  a l l  adults 

above the age o f  50 years have haemorrhoids in the United 

Kingdom. In th is  study, i t  i s  noted that only seven (7) 

out o f  (24) twenty four pat ients  above that age were 

found with haemorrhoids. This was a s ig n i f i c a n t  d i f fe r e n c e  

from the Brit ish  f igu re  (Annex IV) And i t  seems that the 

age incidence in the United Kingdom i s  s i g n i f i c a n t l y  higher 

than that o f  ours.

Additional  information from records

Unfortunately ,  not a l l  the required addit ional  information 

could be obtained from our records o f f i c e  as required and 

t h is  w i l l  probably need to  be looked into  by the h osp ita l  

administration ,  in -order  to  improve our h osp ita l  records.

In a l l  outpatient c l i n i c s ,  no record i s  kept o f  the 

pat ien ts  d iagnos is .  So a l l  records by diagnosis  are only 

f o r  pa t ien ts  admitted. What does th is  mean in r e la t i o n  to 

t h i s  study?

We w i l l  look in to  th is  under the heading o f  conclusion

and d iscu ss ion
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Ojara, in h is  study, ca lcu la ted  a larger  f igure  ( 3 : 1 ) .

In patient s t a t i s t i c s  f o r  haemorrhoids f o r  1986 at KUH 

also  gave a s imilar  f igure  ( 3 : 1 ) .

Goligher,  in h is  book: g ives  a r a t io  o f  2: 1 f o r  males to 

females.

I t  seems that in our se r ie s ,  the male to female r a t i o  i s  

s l i g h t l y  lower than those quoted f o r  the United Kingdom. 

The s ig n i f i c a n c e  o f  th is  i s  not immediately c le a r .  But 

what i s  immediately s tr ik in g  i s  that the incidence o f  

haemorrhoids in females ( e s e p e c ia l l y  asymptomatic) should 

be l e s s  in the female copulation than the male population 

in the f i r s t  p lace.

Pregnancy i s  said to  be the most s ig n i f i c a n t  cause o f  

abdominal tumour and as a r e s u l t  o f  obstruction  and in ­

creased v a s c u la r i ty ,  haemorrhoids are extremely common in 

the l a t e r  stages o f  pregnancy, at the conclusion  o f  which 

regress ion  occurs but not always to normal (1 5 ) .  These 

women are frequent ly  l e f t  with small to moderate haeraorrr- 

hoids which become progress ive ly  worse with subsequent 

pregnancies.  Pregnancy may thus be considered the most 

common f a c t o r  to the production o f  haemorrhoids in women.

I f  women are equally  exposed to a l l  the r i s t s  fa c t o r s  as 

th e i r  male counterparts (which indeed they are) ,  then 

there should be no reason f o r  th e ir  incidence to be lower 

than that o f  men and i t  should in fa c t  be higher ( f o r  both 

symptomatic and asymptomatic c a ses ) .  This was not the 

f in d in gs  obtained in th is  study where 23.6$ o f  males were
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af fe c ted  against only 16$ o f  the females.

Secondaly, i f  we assume that with subsequent pregnancies, 

the haemorrhoids formed with previous pregnancies w i l l  

progress ive ly  worsen the age pattern should corresspond 

to th is .  What th is  means i s  that f o r  asymptomatic case, 

the female population would be expected to be younger 

while fo r  the symptomatic cases females would tend to be 

o lder .

As far  as the f i r s t  part i s  concerned, the age o f  the 

female group i s  indeed younger f o r  asymptomatic haemorrhoid 

however, i f  we look at O jara 's  study (28 ) ,  the female 

population fo r  symptomatic cases i s  s t i l l  l e s s .  (O ja ra 's  

sample used as opposed to 1986 f igu res  as i t  contained a 

larger  sample to compare with).

What th is  means i s  that  e i th er  haemorrhoids do not progress 

with subsequent pregnancies as stated by Ooligher, and in 

fa c t  pregnancy has no e f f e c t  or there i s  some protect ion  

afforded to females as opposed to males in the  develop­

ment o f  haemorrhoids.

Looking at the r a t io s  o f  haemorrhoids o f  males to females 

in the two groups (European/study sample), the author i s  

not supprised that our r a t i o  i s  l e s s  than those in the 

West. Likely cases fo r  th is  are as fo l low s :

a) The average Kenyan woman i s  4.8 times more at r isk  

o f  pregnancy than her counterpart,  say in the United 

Kingdom, (average number o f  children are 1.7 and 8.1 

resp ec t iv e ly )  (35)) and as a resu l t ,  more exposed to
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abdominal ■ tumours.

b) To add on to the above in Kenya, 27.1^ o f  women w i l l  

marry before  th e ir  twentieth birthday as opposed to

0.1°/o in the United Kingdom (13 ) .

c) The average Kenyan woman i s  a "peasant" farmer who 

does most o f  the labour on the farm(s) h e r s e l f  as 

opnosed to  housewife with domestic apoliances to do 

most o f  the household chores in the United Kingdom. 

More study w i l l  be needed to look into  the male: 

female r a t i o  o f  t h i s  condit ion  ( to  be discussed la te r ) .

Comnarision of  Kenya/U.K. f igu res

This top ic  has been discussed b r i e f l y  under age d i s t r i ­

bution, r a t io s  and sex r a t io s  and what was mentioned, 

there w i l l  not be repeated here.

I t  has been determined that our prevalence o f  haemorrhoids 

i s  about 21°6. ( ignoring the symntomatic case ) .  Those 

cases are usually  more than the symptomatic haemorrhoids 

(1 5 ,2 7 ) :  In our set up by exact ly  how much i s  not yet 

determined.

This f igure  although about h a l f  what was quoted by 

Hawley, i s  a f a i r l y  comparable f igure  and had more 

r e l ia b le  f igu res  and a b e t te r  patient d etec t ion  rate 

ex is ted ,  i t  i s  the author 's  opinion that i t  would be 

very much more than 21$, by exact ly  how much may be

determined l a t e r .
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Without doubt, haemorrhoids i s  a b ig  problem that we 

have and worse so in that there are probably many 

natients  who are a f fe c ted  and do not seek treatment or 

may do, but due to lack o f  awareness, and hence mis­

d iagnosis  by medical personnel are not treated .

’Whether th is  disease has been with f o r  a long time, or 

.just came about a f te r  indeoendence, i s  not c le a r  but i t  

i s  f e l t  that th is  condit ion  has been with us f o r  long, 

but due to the biased medical serv ices  o f fe re d  before  

independence, no studies were done in the rural communi­

t i e s  and due to certa in  l im ita t io n s ,  rural  communities 

were not exoosed to doctors  as they are today. This i s  

l i k e l y  to have accounted fo r  the type o f  f igu res  given in 

the l i t e r a t u r e  by orevious authors.

The major oroblem with haemorrhoids i s  assoc iated  with 

i t s  morbidity which fortunate ly  fo r  the asymptomatic 

group i s  not a problem. Affected pat ien ts  are subjected 

to a l o t  o f  d iscomfort and have a very unpleasant l i f e  

both in th e ir  s o c ia l  l i f e  as well  as in t h e i r  work p laces .  

Discharge, p r u r i t i s  ani alone w i l l  o ften  r e s t r i c t  ones 

a c t i v i t i e s  to a great extent and may be even more in 

pat ien ts  who are prescribed  l iq u id  p a ra f f in  ( in  good; 

f a i t h ) .  Thrombosis and strangulation fu rth er  complicate 

the s i tu at ion  with great pain and the need f o r  in patient 

h osp ita l  care taking up beds which could be b e t te r  used 

f o r  caring f o r  other more serious d iseases  l i k e  diarrhoea, 

malaria, tu bercu los is  e tc .
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In view o f  th is  morbidity, we w i l l  have to address our 

attention  more and more to the management o f  haemorrhoids 

as well  as educate our medical personnel on how easy i t  i s  

to manage the condition  on outpatient basis  without any 

need fo r  admission. It  i s  in fa c t  known that up to 90’S 

can be managed on out patient bas is  (o r  only 24 hours 

observation in the case o f  maximal anal d i la t a t io n )  without 

the need fo r  a formaJ. haemorrhoidectomy and a weeks stay 

in h osp ita l .  This statement should be taken se r iou s ly  as 

a l o t  o f  our medical personnel are not fam il ia r  with the 

management o f  haemorrhoids (personal observation) and they 

are not alone as the same condit ion  e x is t s  in the West (11 ) .

What we need i s  an intensive  continuing education programme 

f o r  our rural  personnel in order to inform new members as 

well  as keep up to date old members not only the management 

o f  haemorrhoids but any s ig n i f i c a n t  health problem within 

th e ir  catchment areas, how best to  manage then and which 

cases to r e fe r  and which to deal with or th e ir  own.

They should be informed how to detect  the cond it ion  and 

how with o a r t i c io a t io n  o f  the pat ien t  (o r  community) to 

reduce morbidity due to i t .

This process w i l l  however, have to be a two way process 

whereby some authority w i l l  supply them with necessary 

equipment and do regular evaluation o f  th e ir  work.

I f  th is  proforma i s  fo l lowed,  more and more pat ien ts  w i l l  

be detected with b e t te r  management programes o f fe re d  which
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w i l l  go a long way to  cement the fa i t h  o f  the public  in 

our rural  health f a c i l i t i e s .

For the Future

I t  i s  now honed that a c le a r  o icture  was oresented as to 

the s ituat ion  that e x is t s  as far  as asymotomatic haemo­

rrhoids are concerned and i t  should not be looked at as a 

rare cond it ion .  The study was carr ied  out at the Kenyatta 

National Hospital  which acts  as a national  r e fe r r a l  hos­

p i t a l  f o r  the whole country and an assumotion was made 

that the h osn ita l  pooulation i s  representat ive  o f  the 

national  p ic tu re ,  th is  view was r e f l e c t e d  through the d i s ­

cussions as well .

I t  i s  hoped that a s im ilar  study can be carried  out within 

the rural  areas to  see i f  the r e s u l t s  are truly  representa­

t iv e  and i f  not to determine why.

Another area which should be looked at in f o r  more d e t a i l  

i s  the incidence o f ,  and prevalence o f  t h i s  cond it ion  within 

the female population e s p e c ia l l y  as r e la te s  to pregnancies, 

and i f  regression  i s  noted a f t e r  d e l iv e ry  to what extent,  

does t h i s  occur.  More understanding i s  needed to determine 

why the incidence should be lower in females than males.

F ina lly ,  with improved report ing ,  i t  i s  hoped that one day 

in the future,  i t  w i l l  be p o ss ib le  to state  a d e f in i t e  

re la t ion sh ip  between th e  asymptomatic and symptomatic 

haemorrhoids in absolute f ig u r e s .
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Annex I

Determination of  oooulation  mean ages

a) Epmale from samole

Age 55 Ex = 131

21 x = 32.75

39 3D = 17.32

16 Standard 

error  =3.91

degrees o f  freedom = 3

E95$ 3.132

mean age o f  pooulat i on at 9 5$
confidence l im it  = x + Eg^  x 3. error

= 32.75 + 3 1 . 8 2  x 8.91
= 4.4 -  61.1 years

b) Males from samole

Ages 65 Ex = 602
45 x = 46.31
70 3D = 17.91
55 standard error= .337
25
35
74
30
46
25
50
22
60

degrees o f  freedom = 12 (13-1)
Eg5 = 2.179

mean age o f  population at 95$ confidence 
= x + Eg5 X .387 
= 46.31 ±  .840 
= 45.47 -  47.15 years.



74

H ypothesis : -  The male population i s  s i g n i f i c a n t l y  o lder  

than the female nonulation.

Annex II

male nonulation = X1 female ponulation

mean X1 = 46.3yrs. mean x ^

SD = 17.9 yrs 3D

X 2

32.75 vrs 

17.82 yrs

Standard error=

b 1=4-1
7 n

= 17.9

y 1 7

=  6 ,

7 n
= 17.8

74
= 4.34

Standard error  between means 6 (means)

= 7 < V 2 + ( 6 2 ) 2

= 8.9

= / ( 4 .3 4 ) 2 + ( 8 . 9 ) 2 

= 7 98.05 

= 9.9 years.

As th is  i s  a one ta i led  te s t  l e v e l  o f  s ig n i f i c a n ce  o f  95$

(100 + l e v e l  s ig n i f i c a n c e  f o r  two t a i l e d ) / 2  

( 100+x)/2

x = 90$ s ig n i f i c a n ce  l e v e l .

At 90$ s ig n i f i c a n c e  l e v e l  allowed number o f  dev ia t ions

= 1.65

These l im i t s  w i l l  be 1.65 x 9 . 9> years = 16. 1 years

D if fe ren ces  o f  means = 46.3 -  32.75 = 13.55 years.

As th is  l i e s  within the 95$ confidence l im it ,  the age 

d i f f e r e n c e  i s  not s ig n i f i c a n t  and could have^arisen by 

chance so our h u l l  hypothesis i s  r e je c te d  and no s ig n i ­

f i c a n t  d i f f e r e n c e  e x is t s  between the age.
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Hypothesis ;— The incidence r a t io  between the two sexes 

are similar  and no d i f f e r e n t  from each other (Test at 95/° 

l e v e l  o f  s i g n i f i c a n c e ) .

male r a t io  13/55 = .236

female r a t io  4/25 = .160

Standard error

Annex III

= o.o x i u

At 95$ confidence = 90$ f o r  two t a i l e d  test

t 0 = 1.65 t oc- x 3. e rror  = .01049 9b
d i f f e r e n c e  between means = .236  -  .160

= .076

is the d i f f e r e n c e  between means i s  g rea ter  than the t
9

l e v e l  there i s  a s ig n i f i c a n t  d i f f e r e n c e  and hypothesis 

i s  r e je c te d  and so the two r a t io s  d i f f e r e n c e s  did not 

ar ise  by chance but i s  s i g n i f i c a n t .
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Is  there a s ig n i f i c a n t  d i f f e r e n c e  between adults over 

50 years o f  age f o r  haemorrhoidal incidence ( Assumption 

the incidence o f  asvmotomatic haemorrhoids i s  t he same as 

f o r  the symotomatic group).

.Annex IY •

Brit ish  r a t io  = 50/50 

Kenyan r a t io  = 7/24 +ve -ve

B rit ish 50
(23)

50 . QQ
(67)

Kenyan 7
( I D

17 24 
( 13)

57 67 124

exoected rate = 45 . 31%

exoected induced in brackets.

A 3 A-E A-E2 (A -  E )2/E

B rit ish
+ve 50 23 27 729 13.70

_ve 50 67 -17 239 4.30

Kenyan

+ve 7 11 4 16 1.45

-ve 17 13 4 16 1.23

20.67

Degrees o f  freedom = 1 
2

x at 95®S s ing le  degree o f  freedom = 3.841

s ig n i f i c a n t  d i f fe r e n c e  e x is t s  between the two 

populations as fa r  as incidence i s  over 50 years.


