APPENDIX 2.
[bookmark: _GoBack]
	CLINICAL EVALUATION AND DIAGNOSTIC TESTS

	STATEMENT 1.
A detailed history and proctological examination are mandatory in patients with suspicion of symptomatic hemorrhoidal disease [high quality evidence]
AGREEMENT: 100%


	STATEMENT 2.
Anoscopy is the gold standard for the evaluation of the anus if hemorrhoidal disease is suspected [moderate quality evidence]
AGREEMENT: 100%


	STATEMENT 3.
Flexible sigmoidoscopy should be performed in patients with rectal bleeding. Colonoscopy is indicated in patients over the age of 50 years (earlier if there is family history of colorectal cancer or another condition predisposing to colorectal cancer) or if any alarm symptom is present [moderate quality evidence]
AGREEMENT: 100%


	HEMORRHOIDAL DISEASE GRADING 

	STATEMENT 4.
Although never validated the most widely used score is the Goligher classification. Other classification systems were proposed, however, never gained widespread acceptance [low quality evidence]
AGREEMENT: 100%


	STATEMENT 5.
A symptom-based score, such as Sodergren score, can be used to evaluate the severity of the hemorrhoidal disease [moderate quality evidence]
AGREEMENT: 83%


	MEDICAL MANAGEMENT OF HEMORRHOIDAL DISEASE

	DIET, TRANSIT MODIFIERS AND LAXATIVES

	STATEMENT 6.
Dietary fiber (in food or as supplement) decrease bleeding and the recurrence of symptoms. The use of fiber is recommended in the treatment of acute episodes and to prevent recurrence [high quality evidence]
AGREEMENT: 92%


	STATEMENT 7.
Patients with hemorrhoidal disease benefit from measures that maintain proper bowel habits such as avoiding straining and limiting the time at defecation [moderate quality evidence]
AGREEMENT: 100%


	VENOTROPIC DRUGS AND TOPICAL TREATMENT

	STATEMENT 8.
Venotropic drugs seem to be effective in the treatment of symptomatic hemorrhoidal disease. There is a lack of evidence about optimal dosage, duration of treatment or superiority of a specific drug [moderate quality evidence]
AGREEMENT: 100%


	STATEMENT 9.
Topical treatment may be useful in the short-term treatment of symptoms of hemorrhoidal disease but, so far, its use is not supported by well-designed, robust studies [moderate quality evidence]
AGREEMENT: 92%


	OFFICE-BASED TREATMENT OF HEMORRHOIDAL DISEASE 

	RUBBER BAND LIGATION

	STATEMENT 10.
Rubber band ligation is recommended as first-line treatment for internal hemorrhoidal disease grade II and for selected patients with grade III that do not respond to medical treatment. This technique is more effective and equally safe compared to sclerotherapy (liquid sclerosants) and infrared coagulation [high quality evidence] 
AGREEMENT: 92%


	STATEMENT 11.
For internal hemorrhoidal disease grade II, rubber band ligation has similar efficacy but fewer side effects than excision hemorrhoidectomy [moderate quality evidence] 
AGREEMENT: 100%


	SCLEROTHERAPY

	STATEMENT 12.
Sclerotherapy with liquid sclerosants is safe but poorly effective and therefore should be used only for grade I internal hemorrhoidal disease [high quality evidence]. Since postprocedural bleeding is uncommon it should be considered for patients who have higher bleeding risk [moderate quality evidence]
AGREEMENT: 92%


	STATEMENT 13.
The use of other sclerosing techniques, such as polidocanol foam and aluminum sulfate and tanic acid (ALTA), seem to be safe and effective, even in patients under anticoagulation and/or antiplatelet therapy. The efficacy and safety compared to other office-based procedures is yet to be defined [low quality evidence]
AGREEMENT: 100%


	OTHER TECHNIQUES: INFRARED COAGULATION, CRYOTHERAPY, ELETROCOAGULATION AND HEATER PROBE

	STATEMENT 14.
Infrared coagulation is an effective procedure in the treatment of hemorrhoidal disease grades I and II. When compared to rubber band ligation, infrared coagulation shows less postoperative pain but higher probability of recurrence [high quality evidence]
AGREEMENT: 100%


	STATEMENT 15.
Other office-based procedures have shown inconsistent results, namely electrotherapy [moderate quality evidence], cryotherapy, heater probe and argon plasma coagulation [high quality evidence]. Their use is not supported by recent evidence.
AGREEMENT: 92%


	TREATMENT OF HEMORRHOIDAL DISEASE IN SPECIAL GROUPS OF PATIENTS 

	STATEMENT 16.
In patients taking antiplatelet and/or anticoagulant medication the risk of bleeding is increased after rubber band ligation [low quality evidence]. In these patients, sclerotherapy appears to be safe [moderate quality evidence]
AGREEMENT: 100%


	STATEMENT 17.
Instrumental interventions should be used with caution in patients with impaired immunity. Antibiotic prophylaxis might be beneficial after office-based procedures [low quality evidence]
AGREEMENT: 100%


	STATEMENT 18.
The first-line treatment of symptomatic hemorrhoidal disease during pregnancy should include a fluid and fiber-rich diet [moderate quality evidence]. Warm sitz baths are also helpful [high quality evidence]
AGREEMENT: 100%


	STATEMENT 19.
In pregnant women, rutosides [high quality evidence], combination of tribenoside and lidocaine [moderate quality evidence] and hydrocortisone creams [low quality evidence] seem effective in reducing symptoms of hemorrhoidal disease. Although preliminary data suggest no increased risk during pregnancy, these therapies should be avoided during the first trimester [low quality evidence]
AGREEMENT: 92%


	HEMORRHOIDAL DISEASE COMPLICATIONS

	STATEMENT 20.
The treatment of irreducible hemorrhoidal prolapse should be surgical [high quality evidence]. New sclerosing techniques may be a promising alternative [low quality evidence]
AGREEMENT: 100%


	STATEMENT 21.
Treatment of external hemorrhoidal thrombosis can be conservative or surgical [high quality evidence] 
AGREEMENT: 92%









