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Abstract
Hemorrhoidal disease is one of the common anorectal diseases in clinical practice.
Its high incidence and recurrence rates impose pressure on both patients and
physicians. Assessment of hemorrhoidal disease is a necessary prerequisite for
diagnosis and treatment selection, and how to objectively assess hemorrhoidal
disease and select appropriate therapeutic techniques is a focal concern for clin-
icians. In recent years, domestic and international scholars have focused on
hemorrhoidal disease assessment and proposed various classification systems.
This article reviews the research progress of hemorrhoidal disease assessment
classification systems, aiming to analyze their evaluative value, explore their es-
sential factors, principles of use, and composition of assessment items, propose
optimization strategies for their limitations, and speculate on possible future
development directions, in order to provide references for the development of
hemorrhoidal disease assessment classification systems and clinical diagnosis and
treatment.
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Abstract
Hemorrhoidal disease is one of the most common anorectal disorders in clinical
practice, and its high incidence and recurrence rates create significant pressure
for both physicians and patients. Assessment of hemorrhoidal disease is a nec-
essary prerequisite for diagnosis and treatment selection, and how to evaluate
hemorrhoidal disease objectively and choose appropriate therapeutic techniques
remains a key concern for clinicians. In recent years, scholars worldwide have
focused on hemorrhoidal disease assessment and proposed various classification
methods. This article reviews the research progress of hemorrhoidal disease
assessment classifications, analyzes their evaluation value, discusses their essen-
tial components, principles of use, and assessment items, proposes optimization
strategies for their limitations, and speculates on future development directions,
aiming to provide references for the development of hemorrhoidal disease assess-
ment classifications and clinical diagnosis and treatment.

Keywords: Hemorrhoid; Symptom Assessment; Classification; Surgical Proce-
dures, Operative; Review

Hemorrhoids are soft masses formed by pathological hypertrophy of anal cush-
ions or dilated and congested veins beneath the anal canal mucosa [1-3]. Hem-
orrhoidal disease is a common anorectal disorder characterized primarily by
prolapse, bleeding, and pain. Due to differences in race, ethnicity, ideology,
national conditions, and customs, the prevalence of hemorrhoidal disease in Eu-
ropean and American countries ranges from 4.4% to 38.93% [4-6]. In China,
the overall incidence of anorectal diseases is 51.14%, with hemorrhoidal disease
accounting for 50.28% [7], reaching up to 73.12% in some regions [8]. The high in-
cidence of hemorrhoidal disease is accompanied by substantial economic burden;
approximately 2.5 million people sought medical care for hemorrhoidal disease
in the United States in 2014 [9], resulting in an estimated economic burden of
$1.63 billion [10]. American scholar Bard argued that the high economic burden
of hemorrhoidal disease stems not only from its incidence but more significantly
from inappropriate diagnosis and treatment [11].

Hemorrhoidal disease assessment classification is a necessary prerequisite for clin-
ical diagnosis and treatment, and accurate classification systems are essential for
precise diagnosis and targeted therapy. How to accurately assess hemorrhoidal
disease represents a major challenge in clinical practice. Currently, there is no
unified international classification system for hemorrhoidal disease, with schol-
ars from various countries proposing different methodologies based on diverse
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perspectives. This article focuses on hemorrhoidal disease assessment classifica-
tions, aiming to analyze their current development status and evaluation value,
and to provide references for future development and clinical application.

1. Classification Methods for Hemorrhoidal Disease As-
sessment
1.1.1 Goligher Classification

The Goligher classification was first proposed by British colorectal surgeon Go-
ligher in 1961, categorizing hemorrhoids into four grades based on the degree of
prolapse [12]. It is widely used in clinical practice and recommended by hem-
orrhoidal disease management guidelines in multiple countries [13-15]. Despite
its high acceptance and broad application, some scholars have pointed out that
it overlooks the dynamic evolution of hemorrhoidal disease and fails to consider
other relevant symptoms, prompting the search for novel classification systems
[16-17]. Dutch scholar Dekker surveyed 329 gastrointestinal surgeons and found
significant inter-observer variability when using the Goligher classification, sug-
gesting the need for a new classification combining objective and subjective
assessments [18].

1.1.2 Indian New Hemorrhoidal Classification

The Indian new hemorrhoidal classification was first introduced in the 2017
“Practice Guidelines for Hemorrhoid Management”by the Association of Colon &
Rectal Surgeons of India. Essentially an extension of the Goligher classification,
it subdivides each grade based on the number and circumference of hemorrhoids
to compensate for the limited assessment scope of the Goligher system. The
classification includes a management algorithm linking assessment to treatment
modalities, facilitating clinical decision-making [19].

1.1.3 Single Pile Classification (SPC)

Italian scholar Elbetti first proposed the SPC in 2015, arguing that the Goligher
classification’s focus on the most severely prolapsed internal hemorrhoid fails to
accurately assess the overall condition [20]. Based on the Goligher system, the
SPC adds assessment items for fibrotic, non-elastic prolapsing hemorrhoids (F)
and includes external hemorrhoid components: thrombosed hemorrhoids below
the dentate line (E) and symptomatic skin tags (S). The classification employs a
novel expression format; for example, a grade III fibrotic, non-elastic prolapsing
hemorrhoid with a thrombosed external hemorrhoid at the 7 o’clock position
is recorded as IIIFE7. To validate differences between SPC and Goligher clas-
sification, Elbetti evaluated 197 patients using both methods. Results showed
consistent assessments for grade I and II hemorrhoids. However, among patients
classified as grade III by Goligher, only 80.5% of individual hemorrhoids were
grade III by SPC, while 44.3% were grade IV (p<0.001), confirming the Go-
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ligher classification’s inadequacy in assessing severe hemorrhoidal disease and
demonstrating SPC’s comprehensiveness [20].

1.1.4 Algorithm for Grading Prolapsing Hemorrhoids

Swedish scholar Gerjy proposed this algorithm in 2008, noting that traditional
Goligher classification carries risks of misclassification (e.g., grade II often mis-
classified as grade III, and grade IV frequently accompanied by external hem-
orrhoids that may be confused with internal hemorrhoid prolapse) [21]. The
algorithm uses anoscopy for grades I and II hemorrhoids and adds assessment
items for external hemorrhoids and skin tags, presented in a flowchart (see Fig-
ure 1 [Figure 1: see original paper]). A multicenter prospective study validated
the algorithm, showing that 69% of patients were preoperatively classified as
grade III, while 89% were postoperatively graded as IA or IB [21].

Figure 1 Algorithm for grading prolapsing haemorrhoids

1.2.1 Japanese Colonoscopic Classification of Internal Hemorrhoids

Japanese scholar Sadahiro first proposed colonoscopic assessment of internal
hemorrhoids in 1998 [22], later refined by Akihisa who emphasized bleeding as a
primary symptom and advocated endoscopic band ligation (EBL) as treatment
[23]. The classification includes assessment items for internal hemorrhoid-to-
rectal circumference ratio, hemorrhoid diameter, and red signs. A prospective
clinical study by Akihisa’s team demonstrated high correlation between this
classification and bleeding symptoms, as well as its utility in evaluating treat-
ment efficacy [23]. However, the 2017 “Japanese Practice Guidelines for Anal
Disorders I. Hemorrhoids”explicitly deemed this classification non-standard and
did not recommend its use [24].

1.2.2 PNR-Bleeding Classification

Indian scholar Khan argued that the Goligher classification omits bleeding and
hemorrhoid number from assessment and that grade IV classification is overly
broad [25]. To comprehensively evaluate hemorrhoidal disease, Khan proposed
the PNR-bleeding classification in 2020, assessing Prolapse (P), Number of hem-
orrhoids (N), Relationship to dentate line (R), and Bleeding. All items are
graded 1-5 based on severity, with grade 1 representing normal tissue. The pro-
lapse item builds upon Goligher classification but subdivides grade IV based on
ischemia and necrosis, while the bleeding item quantifies bleeding amount and
pattern more objectively. Essentially an optimized version of Goligher classifi-
cation requiring minimal additional memorization, it demonstrates reasonable
practicality but lacks integration with treatment modalities and prospective clin-
ical studies validating its differences from Goligher classification, necessitating
further research.
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1.3.1 Lunniss Classification of Internal Hemorrhoids

British scholar Lunniss proposed this classification in 2003, arguing that assess-
ment systems should reflect the dynamic changes in hemorrhoidal symptoms
and that comprehensive symptom evaluation is necessary to accurately repre-
sent disease severity [26]. The Lunniss classification divides hemorrhoids into
two categories (non-prolapsing, prolapsing) with five stages (0-4), including two
non-prolapsing and three prolapsing stages. Each stage assesses primary symp-
toms (prolapse, bleeding), additional symptoms (itching, skin tags, fecal soiling,
pain, other complications), visual size, and age of onset. The inclusion of sub-
jective items like itching and pain compromises objectivity, and the numerous
assessment items reduce practicality.

1.3.2 Anatomical/Clinical-Therapeutic Classification (A/CTC)

Italian scholar Gabriele introduced A/CTC in 2020, noting that Goligher clas-
sification lacks quantification of prolapse, assessment of symptom types, and
correlation with treatment modalities [27]. A/CTC includes assessment items
for anatomical features (internal hemorrhoid prolapse, external hemorrhoids),
symptom types (bleeding, discharge, edema), symptom frequency, and lists com-
plications and contraindications for treatment modalities to help avoid surgical
risks. However, this classification also includes subjective assessment items and
cumbersome content, limiting its practicality and objectivity.

1.3.3 BPRST Classification

Brazilian scholar Carlos noted that hemorrhoidal disease includes both internal
and external components, while Goligher classification omits external hemor-
rhoids and cannot accommodate newer treatment modalities. Inspired by the
TNM staging system for cancer, Carlos proposed the BPRST classification in
2019, comprising five-dimensional assessment of Bleeding, Prolapse, Reduction,
Skin tags, and Thrombosis (see Table 1 ) [28]. The BPRST system classifies
hemorrhoidal disease into three stages: Stage I (B1P0R0S0T0) manageable with
lifestyle modification and office procedures; Stage II (any B + P1 or P2 or R1
+ T0) treatable with Stage I methods and non-excisional perianal procedures
(especially for circumferential prolapse); Stage III (any B + any P + R2 or S1 or
T1) primarily requiring excisional perianal procedures or non-excisional proce-
dures combined with external hemorrhoidectomy. In a subsequent prospective
study of 229 patients evaluated by both Goligher and BPRST classifications [29],
6 of 29 patients originally graded as Goligher I were reclassified as BPRST III
and underwent conventional hemorrhoidectomy; 37.7% of Goligher II patients
were reclassified as BPRST III; 67.1% of Goligher III patients were reclassi-
fied as BPRST II; and all Goligher IV patients were classified as BPRST III,
suggesting BPRST’s superiority in classification and treatment selection.

Table 1 BPRST Classification
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Bleeding (B) Prolapse (P)
Reduction
(R) Skin tags (S)

Thrombosis
(T)

B0: No
bleeding

P0: No
prolapse

R0:
Spontaneous
reduction

S0: No skin
tags

T0: No acute
thrombosis

B1:
Bleeding

P1: 1
prolapsing
hemorrhoid

R1: Manual
reduction
required

S1:
Symptomatic
skin tags

T1:
Thrombosis
present

P2: �2
prolapsing
hemorrhoids

R2:
Irreducible

1.3.4 BPECT Staging System

The BPECT staging system was proposed by Chen Wenping in 2021 [30]. Simi-
lar to BPRST but with different and more detailed assessment items and clearer
corresponding treatment modalities (see Table 2 ), BPECT classifies hemor-
rhoidal disease into four stages: Stage I (B1+P0, E0, C0, T0) manageable with
lifestyle adjustment and office non-surgical treatment; Stage II (B2 or P1+E0,
T0+any C) treatable with non-anal canal excision procedures (stapled hemor-
rhoidopexy, transanal hemorrhoidal dearterialization, etc.) in addition to Stage
I methods; Stage III (P2a or E1-2 or T2+any B, C) treatable with anal canal
excision or non-anal canal excision combined with external hemorrhoidectomy;
Stage IV (P2b+any B, E, C, T) primarily managed with transanal stapled
rectal resection, optionally combined with external hemorrhoidectomy. Cur-
rently implemented in multiple hospitals nationwide, this staging system lacks
prospective or retrospective studies validating its effectiveness and differences
from other classification systems.

Table 2 BPECT Classification

Bleeding
(B)

Prolapse
(P)

External
hemorrhoids
(E)

Internal
hemorrhoid size
(C)

Anal sphincter
tone (T)

B0: No
bleeding

P0: No
prolapse

E0: No external
hemorrhoids

C0: Single
independent
internal
hemorrhoid with
diameter <1/4
anal circumference

T0: Normal
anal sphincter
tone
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Bleeding
(B)

Prolapse
(P)

External
hemorrhoids
(E)

Internal
hemorrhoid size
(C)

Anal sphincter
tone (T)

B1:
Intermit-
tent,
control-
lable
bleeding

P1: Re-
ducible
prolapse

E1: Sum of
single or
multiple
external
hemorrhoid
diameters <1/2
anal
circumference

C1: Sum of single
or multiple
internal
hemorrhoid
diameters <1/2
anal circumference

T1: Reduced
anal sphincter
tone
(associated
with
incomplete
anal
incontinence,
decreased
sphincter
contraction, or
reduced resting
pressure on
manometry)

B2:
Continu-
ous
spurting,
severe
bleeding

P2:
Severe
prolapse

E2: Sum of
single or
multiple
external
hemorrhoid
diameters �1/2
anal
circumference

C2: Sum of single
or multiple
internal
hemorrhoid
diameters �1/2
anal circumference

T2: Increased
anal sphincter
tone
(associated
with internal
anal sphincter
spasm or anal
fissure)

P2a:
Irre-
ducible
internal
hemor-
rhoid
prolapse
P2b:
Any
internal
hemor-
rhoid
prolapse
+ anal⋯

1.3.5“Four-Factor”Assessment Protocol for Internal and Mixed Hem-
orrhoids

Proposed by Zhao Yongchang, Sun Feng, Li Yuying, et al. in 2021, this pro-
tocol argues that Goligher classification only assesses the longitudinal axis fea-
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ture (prolapse) while neglecting transverse features such as hemorrhoid circum-
ference and omitting external hemorrhoid assessment, failing to accurately re-
flect disease evolution [31]. The protocol includes assessment items for primary
hemorrhoid prolapse degree, bleeding frequency, proportion of primary hemor-
rhoid occupying the anal circumference, and external hemorrhoid type, with
four grades for each item indicating severity. Although the selected assessment
items are based on clinical experience and current classification development,
representing valuable considerations, the protocol is clinically cumbersome and
lacks evidence-based medical support, requiring further optimization.

2. Analysis of Hemorrhoidal Disease Assessment Classifi-
cations
2.1 Essential Factors for Hemorrhoidal Disease Assessment Classifi-
cations

1) Objectivity: The classification must objectively reflect the complete
picture of the patient’s hemorrhoidal disease, minimizing inter-observer
variability to enable precise assessment and treatment. This involves
selecting objective physical signs as assessment items and avoiding patient
self-report and questionnaires.

2) Practicality: The classification should be simple, operable, and produce
positive effects in clinical assessment.

3) Correlation with Treatment Modalities: The classification is
essential for rational treatment selection, and linking assessment to treat-
ment modalities benefits personalized treatment planning and facilitates
evaluation of treatment effectiveness.

4) Reproducibility: Different assessors, institutions, regions, or countries
should achieve consistent results when evaluating the same population
using the same classification. This can be validated through single-center
or multicenter prospective or retrospective studies.

2.2 Evaluation Value Analysis and Limitations

Table 3 Advantages, Disadvantages and Evaluation Value of Different
Hemorrhoidal Disease Assessment and Classification Methods
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ClassificationAdvantagesDisadvantagesObjectivityPracticality

Treatment
Correla-
tion Reproducibility

Evaluation
Value

Goligher
Classifi-
cation

Simple
oper-
ation;
Wide
appli-
ca-
tion

Ignores
dy-
namic
evolu-
tion;
Lim-
ited
assess-
ment
con-
tent

ModerateHigh Low High Moderate

Indian
New
Classifi-
cation

Clear
pro-
cess;
Easy
oper-
ation

Lacks
bleed-
ing
and
inter-
nal/external
hemor-
rhoid
classifi-
cation;
No
evidence-
based
sup-
port

ModerateHigh High Moderate Moderate

Prolapse
Assess-
ment
Algo-
rithm

Quantifies
pro-
lapse;
Fo-
cuses
on
com-
plica-
tions
and
con-
traindi-
ca-
tions

Not
associ-
ated
with
treat-
ment
modal-
ities;
Lacks
evidence-
based
sup-
port

High ModerateLow Moderate Moderate
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ClassificationAdvantagesDisadvantagesObjectivityPracticality

Treatment
Correla-
tion Reproducibility

Evaluation
Value

SPC Novel;
Com-
pre-
hen-
sive;
Fo-
cuses
on in-
divid-
ual
hem-
or-
rhoids

Cumbersome
opera-
tion;
Not
associ-
ated
with
treat-
ment
modal-
ities;
Lacks
evidence-
based
sup-
port

High Low Low Low Low

Japanese
Endo-
scopic
Classifi-
cation

Novel
con-
cept

Non-
standard
assess-
ment
tool;
Not
recom-
mended
by
guide-
lines;
Not
associ-
ated
with
treat-
ment
modal-
ities

Low Low Low Low Low
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ClassificationAdvantagesDisadvantagesObjectivityPracticality

Treatment
Correla-
tion Reproducibility

Evaluation
Value

Lunniss
Classifi-
cation

Comprehensive;
Sub-
di-
vides
non-
prolapsing
hem-
or-
rhoids

Cumbersome
opera-
tion;
Subjec-
tive
assess-
ment
items;
Lacks
evidence-
based
sup-
port

Low Low Low Low Low

A/CTC Comprehensive;
De-
tailed
exter-
nal
hem-
or-
rhoid
types;
Notes
con-
traindi-
ca-
tions

Cumbersome
opera-
tion;
Subjec-
tive
assess-
ment
items;
Lacks
evidence-
based
sup-
port

Low Low Moderate Low Low

BPRST Novel;
Com-
pre-
hen-
sive;
In-
spired
by
TNM
stag-
ing

Not
associ-
ated
with
treat-
ment
modal-
ities;
Lacks
evidence-
based
sup-
port

High ModerateHigh Moderate Moderate
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ClassificationAdvantagesDisadvantagesObjectivityPracticality

Treatment
Correla-
tion Reproducibility

Evaluation
Value

BPECT Novel;
Com-
pre-
hen-
sive;
De-
tailed;
Clear
treat-
ment
corre-
la-
tion

Cumbersome
opera-
tion;
Lacks
evidence-
based
sup-
port

High ModerateHigh Moderate Moderate

PNR-
Bleeding

Objective
bleed-
ing
as-
sess-
ment;
Sub-
di-
vides
grade
IV;
Quan-
tifies
bleed-
ing

Not
associ-
ated
with
treat-
ment
modal-
ities;
Lacks
evidence-
based
sup-
port

High ModerateLow Moderate Moderate
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ClassificationAdvantagesDisadvantagesObjectivityPracticality

Treatment
Correla-
tion Reproducibility

Evaluation
Value

Four-
Factor
Assess-
ment

Subdivides
hem-
or-
rhoid
cir-
cum-
fer-
ence;
Guides
sta-
pled
hem-
or-
rhoidopexy
selec-
tion

Cumbersome
clinical
appli-
cation;
Lacks
evidence-
based
sup-
port

ModerateLow Moderate Low Low

Table 3 summarizes the advantages, disadvantages, and evaluation value of var-
ious classifications. Common limitations include cumbersome operation, lack
of evidence-based medical evidence, absence of treatment modality correlation,
and inclusion of subjective assessment items. Notably, seemingly objective items
such as bleeding, fecal soiling, discharge, and symptom frequency are often re-
ported by patients or families in clinical practice, raising questions about their
objectivity. Some classifications have undergone prospective clinical studies
but have not compared inter-observer variability across different centers or ad-
dressed potential bias risks. Without demonstrating consistency among different
assessors and centers, the clinical reliability and validity of these classifications
remain compromised.

2.3 Optimization Strategies

To address these limitations, we propose the following optimization strategies:
1) Synonymous Replacement: Replace subjective or questionable assessment
items with causally related objective items, such as substituting fecal soiling or
discharge with anal sphincter tone assessment.
2) Computer-Aided Diagnosis (CAD) Integration: CAD utilizes com-
puter technology to analyze patient data and images for modeling, assisting
physicians in diagnosis and treatment selection [32]. Widely applied in screen-
ing for breast cancer, lung cancer, and colorectal cancer [33-35], CAD has shown
promise in hemorrhoidal disease assessment. A recent study demonstrated that
submucosal linear enhancement in computed tomography improves detection of
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high-bleeding-risk internal hemorrhoids [36]. Future classifications could inte-
grate CAD to simplify assessment steps, improve efficiency, and enhance prac-
ticality.

3. Clinical Application Recommendations
As the pathogenesis of hemorrhoidal disease remains unclear and clinical man-
agement focuses primarily on symptomatic treatment, classification systems
should follow a symptom/sign-oriented principle, allowing flexible selection
based on the patient’s predominant symptoms and signs.

3.1 Distinguishing Conservative vs. Surgical Treatment

The choice between conservative and surgical management is the primary de-
cision facing clinicians. The following classifications can assist in treatment
decisions:
- Prolapse-predominant: Goligher classification or prolapse assessment algo-
rithm are preferred. Goligher classification, focusing on prolapse, offers wide
application, simple operation, and rapid assessment. The prolapse assessment
algorithm, essentially Goligher-based but presented as a flowchart, provides
clearer process visualization. Other classifications are more cumbersome and
should be used selectively.
- Bleeding-predominant: PNR-bleeding classification is preferred, followed
by BPECT and the four-factor assessment protocol. PNR-bleeding provides
detailed assessment of bleeding amount and frequency, while BPECT and the
four-factor protocol emphasize bleeding frequency. Conservative treatment is
recommended for mild-to-moderate bleeding. Other classifications have less
specific bleeding assessment or lack bleeding items altogether and should be
used flexibly based on specific circumstances.

3.2.1 Prolapse-Predominant Cases

The Indian new classification is preferred, followed by BPECT or the four-factor
assessment protocol. Based on Goligher classification, the Indian system assesses
hemorrhoid number and size with corresponding treatment recommendations,
offering simple operation and minimal new content to memorize. For patients
with significant fecal soiling, discharge, or anal heaviness, BPECT assessment
is recommended. The four-factor protocol includes assessment of primary hem-
orrhoid circumference proportion, guiding stapled hemorrhoidopexy selection;
stapled hemorrhoidopexy is recommended when the primary hemorrhoid occu-
pies �3/4 of the anal circumference without anal stenosis for optimal outcomes.

3.2.2 Bleeding-Predominant Cases

PNR-bleeding classification is preferred, followed by the Japanese colonoscopic
classification. PNR-bleeding provides detailed bleeding symptom assessment.
Sclerotherapy or transanal hemorrhoidal dearterialization is recommended for
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severe bleeding. If EBL is considered, the Japanese colonoscopic classification
can be used for evaluation.

4. Assessment Items for Hemorrhoidal Disease
Hemorrhoidal disease classifications comprise one or multiple assessment items.
Selecting representative items is crucial for accurate disease assessment and
appropriate treatment selection. The most frequently appearing items across
classifications are prolapse, followed by bleeding, thrombosis, skin tags, and
circumference proportion. Historically, Yixue Gangmu (Medical Compendium)
states: “Any small fleshy protrusion in the nine orifices is called hemorrhoid,”
where “hemorrhoid”can be understood as prolapse. Western terminology typi-
cally refers to internal hemorrhoids characterized by prolapse and bleeding [37].
A retrospective study found that diagnostic accuracy for hemorrhoidal disease
was 73% higher in patients with prolapse symptoms (p=0.02) [38], while an-
other study showed bleeding accounted for 47% of initial hemorrhoidal symp-
toms [39]. A recent genome-wide study by Monash University identified 102
new genomic regions associated with hemorrhoidal disease, primarily expressed
in vascular, gastrointestinal tissues, and pathways related to smooth muscle,
epithelial, and endothelial development [40]. This suggests hemorrhoidal dis-
ease may result from vascular, smooth muscle, epithelial, and connective tissue
dysfunction, corresponding to the pathogenesis of prolapse and bleeding. Thus,
prolapse and bleeding have historically been primary hemorrhoidal symptoms
and should be considered fundamental assessment items. Additional items such
as anal sphincter tone and circumference proportion can guide specific surgical
maneuvers (e.g., number of ligations, need for sphincterotomy). Future classi-
fications could build upon prolapse and bleeding, with clinicians appropriately
adding or omitting other items based on experience and perspectives to enable
accurate assessment and precision treatment.

5. Summary and Outlook
Hemorrhoidal disease is a common colorectal disorder whose high incidence and
recurrence rates create pressure for both physicians and patients. Objective, ef-
fective assessment and appropriate treatment selection remain focal concerns
for clinicians. In recent years, scholars worldwide have proposed numerous
classification systems, though international consensus has yet to be achieved.
Current limitations include suboptimal practicality and lack of correlation with
treatment modalities, which should be addressed in future developments. In-
tegration of novel classifications with CAD to streamline assessment processes
and improve efficiency represents a promising research direction. Most clas-
sifications lack validation through clinical trials, which are essential steps in
establishing new assessment systems [41]. Future single-center or multicenter
clinical trials should be conducted to validate clinical reliability and validity,
preparing for consensus development and widespread adoption. Hemorrhoidal
disease assessment is a critical component of clinical practice, with objectivity,
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practicality, treatment correlation, and reproducibility as essential factors. The
optimization of hemorrhoidal disease assessment classifications remains a long
journey requiring concerted efforts from clinicians and researchers.
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