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Abstract
Background: Epidemiological knowledge is very poor in regards to anorectal disorders. The patients
do not often discuss perianal symptoms leading to late diagnosis and treatment. There is a need of
doing systematic questioning and clinical evaluation of the population to assess the prevalence of
anorectal disorders.
Aim and objectives: The aim of this study is to assess the prevalence of anorectal disorders among
the residents of Kirtipur municipality in Nepal.
Methods: The first section was the cross-sectional survey to assess the demographic and lifestyle
characteristics of the study population. The second section was the observation study to assess
the prevalence of anorectal symptoms. 1483 patients were recruited from 10 wards of Kirtipur
municipality. We analyzed the comparison of diagnostic approach between patients with perianal
symptoms spontaneously visited and those revealed after targeted questioning. We further analyzed
the reason for not performing perianal examination by both patients and general practitioners. Factors
associated with referral to a proctologist and diagnosis rate were also evaluated.
Results: The study showed that the prevalence of anorectal symptoms increased from 9.4% to
21.2% after systematic targeted questioning by general practitioners. Spice intake was the only
covariate associated with decrease risk of proctological symptoms. Haemorrhoids (31.2%) and anal
fissure (28.7%) were the most prevalent anorectal disorders. However, physicians have diagnosed
anorectal disorders in 20.2% of patients without performing any perianal examination. Diagnosis of
haemorrhoids and fistula in ano were significantly associated with referral to a proctologist.
Conclusion: This study may contribute to epidemiological knowledge about the prevalence of
anorectal disorders among Nepalese population.
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Abbrevations
NARTC: National Ayurveda Research and Training Center; CI: Confidence Interval; OR: Odds Ratio;
SPSS: Statistical Package for Social Sciences; ENT: Ear: Nose and Throat; VDC: Village Development
Committee.

Background
Anorectal disorders are one of the most common reluctant disorders and affect about one-fourth of
the population [1]. Anorectal disorders are either structural or functional abnormalities of the pelvic
floor in patients with symptoms, such as difficulty in defecation, fecal incontinence, rectal bleeding,
anorectal pain, and rectal prolapse [2,3]. Anorectal disorders include benign conditions such as
haemorrhoids to severe conditions such as anorectal cancers. The most common anorectal disorders
are haemorrhoids, anal fissures, anorectal abscesses and fistulae, fecal incontinence and pruritus ani.
A careful history taking of presenting symptoms, visual inspections, digital rectal examinations along
with relevant tests help in diagnosis of anorectal disorders [4].
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Most of the studies have evaluated anorectal disorders based only on questionnaires and without any
clinical examinations of the patients. Thus, the prevalence of anorectal disorders differs from 20%
to 40.5% [5-7]. Most of the patients are reluctant to disclose the anorectal problems and do not seek
medical attention [8-11]. Furthermore, physicians seldom performed the perianal examination [10].
Anorectal disorders seem to increase progressively and their prevalence in the general population
probably tends to be higher than seen in clinical practice. After targeted systematic questioning to the
patients, the prevalence of proctological symptoms seems to be increased [10,11].
In context of Nepal, one study showed 2.0% of individuals over 18 years old who have experienced
rectal bleeding [12]. The study focused on anorectal disorders is very rare in Nepali population.
Therefore, we aim to design the study to assess the prevalence of anorectal disorders by systematic
questioning and clinical examination among residents of Kirtipur municipality in Nepal.

Materials and Methods
Study design
The study was conducted according to the national ethical guidelines for health research in Nepal [13].
The ethics committee of the National Ayurveda Research and Training Center (NARTC) approved
the study protocol. The study design consisted of two sections. The first section was a cross-sectional
survey among usual members of households in Kirtipur municipality. Hundred households were
randomly selected from each ward of Kirtipur municipality. Any two eligible participants of the
households were interviewed for demographic and lifestyle questionnaires after receiving a verbal
consent. The participants were then asked to visit NARTC at Kirtipur for their health examination.
The second section was a descriptive study. Systematic questioning and clinical examinations of those
participants who visited NARTC at Kirtipur were recorded. Health professionals of NARTC performed
the systematic questioning of perianal symptoms and clinical examination. The study participants
were recruited from each ward of Kirtipur municipality and the study duration were carried for eight
weeks at NARTC.
Study participants
The eligible participants for the study were those aged 18 years and above who were usual members of
the selected households in Kirtipur municipality and gave informed consent for the study. We included
the participants who were those aged 18 years old and above residing in Kirtipur municipality and
gave informed consent. Participants were excluded for the following criteria: those with aged less than
18 years old and have undergone recent major surgical procedure; and pregnant women.
Tools and procedures
Training of field staff: The main training for the study was started on January 24, 2020 at NARTC. The
training included orientation on anorectal disorders and on use of questionnaires. Expert proctologists
gave the training on anorectal disorders and study design, respectively. Two volunteer female members
from each ward and 10 staff members of NARTC participated in the training program. Field work:
The fieldwork for the study was started from January 29, 2020. One representative from each ward
along with one field staff of NARTC visited on randomly selected 100 households of respective ward
for the survey. The interviewer representing NARTC filled the demographic and lifestyle related
questionnaires of the participants. The interviewer invited each verbally consented participant to visit
NARTC for the clinical examination by health professionals. They provided referral card with a code
number for the consented participants [Appendix 1]. The participants were asked to visit at NARTC
hospital with respective timeframe and days. For instance, ward 1 and ward 2 were invited to visit
within February 9 to 15, 2020 between 10:00 am to 4:00 pm.
Health professional recruitment: All the registered doctors working at NARTC took part in the
second section of the study design. Health professionals asked systematic questioning of anorectal
symptoms and did proper clinical evaluation [Appendix 2]. The questionnaires were adopted from the
questionnaire prepared by Abramowitz et al. and Tournu et al., and modified as requirement [10,11].
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Prior to the study, medical lecture on anal disorders was given to all the doctors taking part in the
research.
Outcome measures: The primary outcome measure was the prevalence of anal symptoms and
diagnosis approach.
Secondary outcomes monitored were demographic characteristics and behavioral factors of the study
participants.
Statistical analysis: Characteristics for categorical variables were expressed as frequencies and that
for continuous variables were shown as a median and range, or mean (standard deviation). Chi-square
test was used to compare the distribution of qualitative variables. But, fisher’s exact test was used
when expected frequencies is less than 5 in frequency table. We calculated the exact Clopper-Pearson
confidence interval (CI) for the observed proportion [14,15]. Logistic regression analysis was used
to estimate the odds ratio (OR) and the 95% CI for the association between lifestyle factors and
proctological symptoms. statistical significance was declared if the two-sided p value <0.05. statistical
analyses were carried out using statistical Package for Social Sciences (SPSS).

Results
The median age of the participants was 45 years (range 18-83 years). Out of 1483 participants, 483
(33%) and 1000 (67%) participants were male and female, respectively. Participants predominantly
belonged to indigenous ethnicity (71.9%) with Chhetri 17.6%, Brahman 7.6%, Madheshi 0.8% and
others 2.0%.
139 patients (9.4%) visited spontaneously for a proctological problem (median age: 40 years; range:
18 – 80 years), whereas 1344 (90.6%) visited for other problems than proctological symptoms
(median age: 46 years; range 18 – 83 years). Among those visited other than a proctological problem,
175 patients (11.8%) reported proctological symptoms after systematic questioning. Thus, following
systematic questioning to investigate possible anorectal disorders, 314 patients had proctological
symptoms (21.2%, 95% CI: 19.14% -23.37%) with a mean age of 45.5 years.
Demographic characteristics of patients with or without proctological symptoms after targeted
questioning are shown in Table 1. Likewise, association between lifestyle factors and proctological
symptoms are shown in Table 2. There was no statistically significant association between lifestyle
factors and proctological symptoms except for intake of spice. Intake of spice showed a statistically
significant decrease in odds of proctological symptoms (OR, 0.74; CI, 0.57 – 0.96) when compared
with non-spice intake (Table 2).
Of the 1344 patients visited for other disorders, 20.6% were seen for rheumatology, 16.4% for
gastroenterology, 8.5% for endocrinology, 8% for gynaecology and obstetrics, 7.1% for neurology,
6.8% for ear, nose and throat (ENT), 4.7% for respiratory, 4.1% for dermatology, 4.0% for cardiology
and 5.8% for other disorders, such as psychiatry, ophthalmology, nephrology, urology and haemotology.
Among 175 patients who revealed proctological symptoms after systematic questioning, 29.7% for
gastroenterology, 20.6% for rheumatology, 8.0% for gynaecology and obstetrics, 6.9% for neurology,
5.1% for dermatology, 4.6% for endocrinology, 4.0% for urology, 3.4% for ENT, 2.3% for cardiology,
2.3% for respiratory and 13.3% for psychiatry, nephrology, haematology and other disorders were
reported. Some patients had more than one reason for consultation, but we analyzed only for one
primary reason for consultation based on chief complaints of the patients.
After targeted questioning, the frequency of anal symptoms revealed by patients were constipation
(43.0%); pain/burning during/after defecation (36.3%), bleeding (30.9%), perianal mass (22.0%),
pruritus ani (21.3%), diarrhoea (1.3%), perianal discharge and uncontrolled (0.6%)anal leakage
(0.6%). Haemorrhoids (31.2%) was the most prevalent anorectal disorder followed by anal fissure
(28.7%), fistula in ano (2.2%), dermatological disorder in perianal region (2.2%), and perianal wart
(0.9%). 109 cases (34.7%) was not diagnosed as anorectal disorders. Based on diagnosis approach by
proctological symptoms; of 97 patients who reported symptoms of anal bleeding, haemorrhoids and
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anal fissure were diagnosed in 44 patients (45.4%) and 47 patients (48.5%), respectively. Of the 67
patients who had pruritus ani, 27 patients (40.3%) were diagnosed with haemorrhoids and 24 patients
(35.8%) with anal fissure. Of the 114 patients with complaints of perianal pain, 45 patients (39.5%)
diagnosed with haemorrhoids and 57 patients (50%) diagnosed with anal fissure. Of the 69 patients
who presented with perianal mass, 61 patients (91%) had haemorrhoids. Examination of the perianal
region, digital rectal examination and proctoscopy was performed in 118 (37.5%), 66 (21.0%) and 6
(1.9%) patients, respectively.
With regard to perianal symptoms, bleeding, perianal pain, perianal mass and constipation showed
statistically significant differences between patients spontaneously consulting for proctological
symptoms and patients who revealed proctological symptoms by questioning. Constipation seemed to
be less likely proctological symptom for the patients to visit spontaneously for consultation (Table 3).
Digital rectal examination was significantly more prevalent in patients spontaneously consulting for
proctological symptoms than patients who revealed proctological symptoms by questioning (Table
3). Diagnosis of haemorrhoids was significantly better in patients who visited spontaneously for a
proctological problem in compared with patients who had proctological symptoms after targeted
questioning (Table 3). There was a statistically significant difference in past history of treatment
between spontaneously visiting patients for a proctological problem and patients visiting for other
reasons (Table 3).
After an anal disorder diagnosis by the general practitioner, only 77 cases (24.5%) were referred to
a proctologist. Factors of perianal symptoms significantly associated with referral to a proctologist
were bleeding, pain, and perianal mass. Constipation symptoms were significantly associated with
non-referral to a proctologist (Table 4). In context of diagnoses, there was a statistically significant
association between haemorrhoids and fistula in ano and referral to a proctologist. For diagnostic tools,
digital rectal examination and proctoscope were significantly associated with referral to a proctologist,
while questioning was significantly associated with non-referral to a proctologist (Table 4).
Diagnosis and non-diagnosis rate when compared with performing perianal examination (digital rectal
examination and proctoscopy also included) was 94.7% versus 5.3% (Fig not shown). Not performing
perianal examination resulted in decreased risk of diagnosis rate with a Relative Risk (RR) 0.21 (95%
CI: 0.15 – 0.30).
Degree of pain and discomfort induced by perianal symptoms were reported in 150 and 214 patients,
respectively. Pain and discomfort in the patients were 3 out of 10 (range 1-10) and 2 out of 10 (range
1-9), respectively. There was no difference in median of pain between patients consulting spontaneously
for perianal symptoms and patients revealing perianal symptoms after targeted questioning 3 out of 10
(range 1-10). Likewise, there was no difference in the median of discomfort rate in perianal symptoms
between patients visiting spontaneously for proctological problems and patients visiting for other
reasons.
Of 314 patients having perianal symptoms, examination was not done in 124 patients whereas digital
rectal examination was not done for 242 patients for various reasons (Table 5). 60 patients refused to
undergo the perianal examination and the most frequent reason being discomfort (38.3%) followed by
anal symptoms considered of minor importance (31.7%). Absence of indication (49.5%) and patient’s
reluctance (26.4%) were the two primary reasons for not performing digital rectal examination.
However, 48 patients who were reluctant to do digital rectal examination had consented for perianal
examination.
Of 314 patients who had proctological symptoms, only 104 individuals (33.1%) had visited to a health
facility or seen a doctor for the proctological problem (Fig not shown). Among 104 individuals who
had treatment history for proctological symptoms; 57 patients had allopathy treatment, 39 patients had
ayurveda treatment, 6 patients had done surgical management and 2 patients had homeopathy treatment
(Fig not shown). With regard to diagnosis; out of 98 patients with haemorrhoids, 23 patients (23.5%)
were treated with allopathy medicine, 24 patients (24.5%) were treated with ayurveda medicine, 5
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patients (5.1%) had surgical management and 1 patient (1.0%) had homeopathic medicine. In 90
patients with anal fissures, 21 patients (23.3%) had treatment history of allopathy medicine and 8
patients (8.9%) had treatment history of ayurveda medicine. In 7 patients with fistula, 5 patients
(71.4%) had allopathy treatment, 1 patient (14.3%) each had homeopathy treatment and ayurveda
treatment.
Proportion of patients with proctological symptoms not to go to a health facility before was no need
41.0%, feel ashamed 29.0%, fear/no trust 17.1%,no time12.4% and no money for healthcare 0.5% (Fig
not shown). The impact in the patient’s daily life from the proctological symptoms was also assessed.
Of the 314 patients, 196 patients (62.4%) revealed the condition is not disabling; 102 patients (32.5%)
reported no able to work like he/she used to and 12 patients (3.8%) need help with daily living (Fig
not shown).

Discussion
To our knowledge, the present study is the first comprehensive study to assess the prevalence of
anorectal disorders in Nepal. The study showed that the prevalence of anorectal symptoms increased
from 9.4% to 21.2% after systematic targeted questioning by general practitioners. Spice intake was
the only covariate associated with decrease risk of proctological symptoms. Haemorrhoids (31.2%) and
anal fissure (28.7%) were the most prevalent anorectal disorders. However, physicians have diagnosed
anorectal disorders in 20.2% of patients without performing any perianal examination. Diagnosis of
haemorrhoids and fistula in ano were significantly associated with referral to a proctologist.
The prevalence of perianal symptoms increased from 9.4% to 21.2% after systematic targeted
questioning by general practitioners in our study. A study by Nelson et al. showed the prevalence
of anal symptoms was 20.0% [5]. There was also a high incidence of anal symptoms in patients
from 2.0% to 14.2% following targeted questioning [10]. In another cohort of 1061 patients, after
questioning all patients the prevalence of perianal symptoms increase from 2.3% to 15.6% [11]. This
shows the fact that perianal symptoms are not well presented by patients and underestimated by the
physicians not only in Nepalese population but also in another study population.
In the present study, the frequency of female patients is higher than male patients (67.4% vs. 32.6%).
Some previous studies showed that the prevalence was higher for female than male [5-7,9,10],
whereas prevalence was higher in male than female in other studies [8,11]. The increase of female
participants in our study is more likely to occur because during time of survey female respondents
were highly available at their residence than male. Likewise, indigenous ethnicity was predominant
in the study population because Newar community which belongs to indigenous group largely reside
in the study area [14].There was no significant association between demographic characteristics and
proctological symptoms in our study. But, we have found one study in Nepalese population which
showed occupation was associated with rectal bleeding for homemakers, non-government employees
and government employees, when compared to those who are unemployed [12]. Tessler et al. showed
that the prevalence of rectal bleeding among Nepalese population over 18 years was 2.0% [12]. Our
study is inconsistent with this finding and reported 6.5% patients over 18 years had symptoms of
bleeding. The randomly selected population in the present study was from one particular municipality
whereas the previous study has randomly selected from 3 Village Development Committees (VDC) of
15 districts proportional to population. Thus, inconsistency between the studies in Nepalese population
in prevalence of rectal bleeding may have occurred due to ethnic variability. The majority of patients
who did not seek health facility cited their primary reason as no need followed by feel ashamed
and fear/no trust as that of previous study [12]. Thus, the proctological symptoms are considered to
be of minor importance and reluctant disorders in Nepalese population. These findings may suggest
importance of comprehensive epidemiological study to assess the prevalence of anorectal disorders
among the population.
This is also the first study to assess the relationship between lifestyle factors and anorectal disorders
in Nepalese population. However, in the present study intake of spice was significantly related
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with decrease in proctological symptoms when compared to those who do not intake spice (ORs,
0.74; CI, 0.57–0.96). Other lifestyle factors exercise, alcohol consumption, tobacco users and meat
consumption was not significantly associated with proctological symptoms. In study by Pigot et al.,
perianal symptoms were associated with ingestion of spices and alcohol [7]. Nonetheless, in one
retrospective study, haemorrhoids and anal fissure was associated with consumption of spices or
alcohol and physical activity in another population [13]. Current status of lifestyle activities at the time
of interview may have resulted inconsistent findings in our study. To elucidate the association between
lifestyle factors and anorectal disorders, retrospective study is more appropriate.
Proctological symptoms in the study were constipation (43.0%); pain/burning during/after defecation
(36.3%), bleeding (30.9%), perianal mass (22.0%), pruritus ani (21.3%), diarrhoea (1.3%), perianal
discharge (0.6%) and uncontrolled anal leakage (0.6%). Common anal symptoms revealed by Tournu
et al. were bleeding (46.4%), anal pruritus (44.6%), pain (34.3%), constipation (30.1%), anal swelling
(27.1%), anal discharge (10.2%) and uncontrolled anal leakage (9%) [11]. Likewise, Abramowitz
et al. reported perianal symptoms were: constipation (33.3%), bleeding (32%), pain (31%), pruritus
ani (22%), swelling (22%), oozing (14%) and anal discharge (14%) [11]. Similarly, another study
showed the prevalence of perianal symptoms were pain (48%), bleeding (37%), swelling (26%) and
pruritus ani (24%) [7]. Bleeding, pain, pruritus ani, swelling and constipation are commonly prevalent
perianal symptoms similar to previous studies [2,3,7,10,11]. Despite having perianal discharge and
uncontrolled anal leakage less prevalent proctological symptoms similar to other studies, our study
tentatively has much less prevalence of these symptoms when compared with other studies. This
might suggest anal incontinence varies significantly among different races as such South Asian versus
European population.
Like previous studies, significant differences were found in pain and perianal swelling between those
visited for proctological consultation and those visited for other reasons. There is also increase in
frequency of constipation among those who revealed proctological symptoms after questioning,
similar to the study by Abramowitz et al. [10].
In our study, digital rectal examination was significantly more frequent in patients visiting spontaneously
for a proctological problem when compared with patients visiting for other reasons. This finding
suggested patients who spontaneously visited for perianal symptoms were better clinically investigated
than the patients who revealed perianal symptoms after questioning [10].
In this study, haemorrhoids (31.2%) was the most prevalent anorectal disorder followed by anal fissure
(28.7%). The sequence of prevalence of anorectal disorders in our study was similar in previous
studies [1,4-7,10,11,15,16]. Even though, there is disparity among races of study population, the
trend of prevalence of anorectal disorders did not vary globally. However, 34.7% of patients had no
diagnosis in the present study. Only 60.5% of those with perianal symptoms were performed perianal
examination by the physicians. Nonetheless, our study shows that diagnosis and non-diagnosis rate
when compared with performing perianal examination was 94.7% versus 5.3%. This suggests similar
findings of the importance of the examination in the diagnosis approach [11]. Of the 69 patients
who presented with perianal mass, 61 patients (91%) had haemorrhoids. Similar result was found
in another study where all anal swelling 94% was attributed to haemorrhoids [10]. studies have also
shown that anal pain is often secondary to an anal fissure rather than anal disease [17]. This reason is
very relevant to our study, where 50% of the patients with anal pain had anal fissure.
In this study, 104 patients had past history of treatment. Proctological complaints are a reason for
repeated visits to the general practitioner and lead to repeated prescriptions [7].
Anal incontinence was the only factor that was associated with referral to a proctogist [10].
Nonetheless, our data showed bleeding, pruritus ani, pain and constipation were the factors associated
with referral to a proctogist. This dissimilarity may be due to prevalence of anal incontinence in our
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study population (1.3%) is tentatively lower than the previous study. However, all the patients with
anal incontinence have been referred to a proctologist in this study. Diagnosis of haemorrhoids and
fistula in ano are only anorectal disorders that showed statistically significant association with referral
to a proctologist. This diagnostic factors influencing referral to a proctologist were not found in the
study by Abramowitz et al. [10]. Digital rectal examination and proctoscope were the diagnostic tools
referred to proctologist. Hence, the prevalence of anorectal disorders’ diagnosis is more likely to be
precise in the present study.
In this study, 39.5% of patients did not perform anal examination. 19.1% patients refused to undergo
the perianal examination and the most frequent reason being discomfort (38.3%) followed by anal
symptoms considered of minor importance (31.7%). Similar results were shown in the previous studies
[18]. Absence of indication (49.5%) and patient’s reluctance (26.4%) were the two primary reasons for
not performing digital rectal examination in our study. In addition to these two primary reasons, fear
of causing pain was the main reason for not performing digital rectal examination in another study
[11]. Hence, physician’s motivation to influence the patients is very important in performing perianal
or digital rectal examination.
We also evaluated the impact on patients having perianal symptoms like a study by Tournu et al. But,
for our patients, the mean discomfort was 3 unlike the previous study [11].
Patients are reluctant to reveal their perianal symptoms even when they consult with their general
practitioners. This is not just limited to patients, but general practitioners usually do not perform
clinical examination of perianal region. Eventually, this underestimation by patients and physicians
in regards to anorectal disorders may lead to late diagnosis and complications of anorectal disorders.
Similarly, screening for anorectal disorders seems to be a major problem in late diagnosis of anorectal
disorders for instance rectal cancer. Most of the patients with perianal symptoms were not referred
to a specialist. Despite having prominent perianal symptoms for further investigation, indication
of colonoscopy was not prescribed in our study. Spread of awareness about the frequency of anal
disorders and its complications due to late diagnosis is crucial role for both patients and physicians.
Late diagnosis of anal fissure and haemorrhoids can lead to fecal incontinence and complications due
to necessary surgery, respectively. Likewise, there is probable risk of avoiding anorectal cancer if
systematic screening is not applied [19].
To best of our knowledge, this is the first comprehensive study to assess the prevalence of perianal
symptoms and disorders in Nepalese population. The study population is randomly selected and has
fairly large sample size in compare to previous studies done in different countries. We adopted the
simple and brief questionnaires of our study from the previous studies elucidating epidemiological
values and easy comparisons between the studies [20-23]. This study unavoidably has several
limitations. The sample population was recruited from 10 wards of one municipality in Nepal. The
lifestyle and demographic characteristics vary largely according to geographical location in Nepal.
Thus, the sample may not represent and validate the extrapolation of our findings even in Nepalese
population. Participation rate was lower than targeted (74.2%), minimizing the study’s strength. The
female health volunteers and health workers of the institution who surveyed the first questionnaire
were likely to be familiar about the study. The participants who gave informed consent for the study
may indicate volunteer bias. Physicians, involved in reporting the questionnaires and diagnoses of
the anorectal disorders, were aware of our study design and it may have resulted biased outcome.
Only 24.5% of patients having proctological symptoms were referred to a proctologist and thus only
few cases were confirmed diagnoses. We cannot also draw a clear inference of causality between
diagnostic approaches and proctological symptoms.

Conclusion
This study reports that the prevalence of perianal symptoms increased from 9.4% to 21.2% after
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systematic targeted questioning. Despite patients with perianal symptoms, 39.5% of patients still did
not undergo any perianal examination by patient’s reluctance and physician’s consideration of perianal
symptoms to be of minor importance. It is of noteworthy that performing perianal examination is
associated with higher diagnosis rate (94.7% vs. 5.3%). Hence, to elucidate the prevalence of anorectal
disorders and its management, it is very important to educate both patients and physicians about
perianal symptoms’ diagnostic approach and complications.
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Table 1: Demographic characteristics of patients with and without proctological symptoms.
D e m o g r a p h i c Frequency
with Frequency
without Total patients
characteristics
proctological symptoms proctological symptoms
n (%)
n (%)
n
Male
Female
Ethnicity
Brahman
Chhetri
Indigenous
Madhesi
Others

120 (24.8)
194 (19.4)

Primary
Lower secondary
Higher secondary
Graduate and above
None

65 (23.5)
66 (26.4)
43 (21.9)
62 (24.9)
78 (15.8)

Farmer
Business
Government employee
Private employee
Housewife
Student
Retired
None

13 (15.9)
80 (27.6)
23 (29.1)
39 (23.8)
106 (17.8)
24 (14.6)
7 (22.6)
22 (27.8)

27 (23.9)
46 (17.6)
227 (21.3)
4 (33.3)
10 (33.3)

Sex
363 (75.2)
806 (80.6)
86 (76.1)
215 (82.4)
840 (78.7)
8 (66.7)
20 (66.7)
Education
212 (76.5)
184 (73.6)
153 (78.1)
187 (75.1)
433 (84.7)
Occupation
69 (84.1)
210 (72.4)
56 (70.9)
125 (76.2)
488 (82.2)
140 (85.2)
24 (77.4)
57 (72.2)

483
1000
113
261
1067
12
30
277
250
196
249
511
82
290
79
164
594
164
31
79
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Table 2: Association between lifestyle factors and proctological symptoms in patients OR, odds ratio; CI,
confidence interval.
p – value
without OR (95% CI)*
Patients
with Patients
proctological proctological
symptoms (n )
symptoms (n )
Exercise
No physical activity 190
721
reference
Physical activity
124
448
1.06 (0.81 – 1.38)
0.698
Alcohol
N o n - a l c o h o l 189
761
reference
consumers
Alcohol consumers 125
408
0.88 (0.66 – 1.18)
0.391
Tobacco
Non tobacco users
259
1014
reference
Tobacco users
55
155
0.83 (0.56 – 1.23)
0.355
Meat
Vegetarian
27
117
reference
Non-vegetarian
287
1052
0.83 (0.56 – 1.46)
0.712
Spice
No spice intake
161
695
reference
Spice intake
153
474
0.74 (0.57 – 0.96)
0.024
*Adjusted for sex, ethnicity, education, occupation, and exercise, intake of alcohol, tobacco, meat and spice
Lifestyle factors

Table 3: Comparison of diagnostic approach for patients spontaneously consulting for proctological problems
versus patients who revealed proctological symptoms by questioning.
Diagnostic approach

Patients spontaneously Patients who revealed
consulting
for proctological symptoms
proctological symptoms by questioning (n=175)
(n=139)
n (%)
n (%)
Perianal symptoms
Bleeding
52 (37.4%)
45 (25.7%)
Pruritus ani
36 (29.7%)
31(37.3%)
Pain/Burning during/after 71 (51.1%)
43(24.6%)
defecation
Perianal mass
50 (36.0%)
19 (10.9%)
Perianal discharge
0 (0.0%)
2 (1.1%)
Uncontrolled anal leakage 0 (0.0%)
2 (1.1%)
Constipation
24 (17.3%)
93 (53.1%)
Diarrhoea
1 (0.7%)
3 (1.7%)
Examinations
Examination of perianal 60 (43.2%)
58 (33.1%)
region
Digital rectal examination 44 (31.7%)
22 (12.6%)
Proctoscope
3 (2.2%)
3 (1.7%)
Diagnoses
Haemorrhoids
61(43.9%)
37 (21.1%)
Anal fissure
46 (33.1%)
44 (25.1%)
Ano-rectal
abscess/ 5 (3.6%)
2 (1.1%)
Fistula in ano
Dermatology disease
0 (0.0%)
7 (4.0%)
Perianal wart
0 (0.0%)
3 (1.7%)
Treatment
Past history of treatment 66 (47.5%)
38 (21.2%)
*Chi-square test for p–value +Fisher’s exact test for p–value

p –value*

0.026
0.079
<0.001
<0.001
0.505+
0.505+
<0.001
0.633+
0.069
<0.001
1.000+
<0.001
0.122
0.248+
0.019+
0.257+
<0.001
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Table 4: Factors associated with referral to a proctologist
*Chi-square test for p – value
+Fisher’s exact test for p – value
Factors

Referral to a proctologist Non referral
proctologist
(n=77) n (%)
(n=237) n (%)
Perianal symptoms
Bleeding
39 (50.6%)
58 (24.5%)
Pruritus ani
17 (22.1%)
50 (21.1%)
Pain
51 (66.2%)
63 (26.6%)
Perianal mass
33 (42.9%)
36 (15.2%)
Anal discharge
2 (2.6%)
0 (0.0%)
Anal leakage
2 (2.6%)
0 (0.0%)
Constipation
15 (19.5%)
120 (50.6%)
Diarrhoea
0 (0.0%)
4 (1.7%)
Diagnoses
Haemorrhoids
49 (63.6%)
49 (20.7%)
Anal fissure
17 (22.1%)
73 (30.8%)
Fistula in ano
6 (7.8%)
1 (0.4%)
Dermatological disease
0 (0.0%)
7 (3.0%)
Perianal wart
0 (0.0%)
3 (1.3%)
Diagnostic tools
Questioning
9 (11.7%)
115 (48.5%)
Perianal examination
22 (28.6%)
96 (40.5%)
Digital rectal examination 41(53.2%)
25 (10.5%)
Proctoscope
5 (6.5%)
1 (0.4%)
*Chi-square test for p – value +Fisher’s exact test for p – value

to

a p – value*

<0.001
0.855
<0.001
<0.001
0.060+
0.060+
<0.001
0.575+
<0.001
0.141
0.001+
0.201+
1
<0.001
0.06
<0.001
0.004+

Table 5: Proportion of reasons for not performing digital rectal examination
Reasons

Patients (n%)
Patients refused the perianal examination (n = 50)
Discomfort
23 (38.3%)
Anal symptoms considered of minor importance
19 (31.7%)
Examination already performed for the symptom
5 (8.3%)
Lack of time
4 (6.7%)
Knowing the examination would be repeated by the 2 (3.3%)
specialist
Other
7 (11.7%)
General physicians did not propose a digital rectal examination (n= 182).
Fear of causing pain
16 (8.8%)
Absence of indication
90 (49.5%)
Patient’s reluctance
48 (26.4%)
Embarrassment
21 (11.5%)
Lack of knowledge
1 (0.5%)
Lack of time
6 (3.3%)
Other
0 (0.0%)
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