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OBJECTIVE — to synthesize current approaches to the treatment of chronic hemorrhoids and to develop
a mechanism-oriented classification of treatment methods that integrates the pathophysiological mechanism
of action of interventions, the anatomical target of treatment, the degree of surgical invasiveness, and the organ-
preserving potential of the procedures.

A comprehensive analysis of current literature on the pathogenesis of hemorrhoidal disease and its treatment
modalities was conducted. The principal pathophysiological mechanisms underlying the disease, major thera-
peutic strategies for their correction, and corresponding clinical intervention technologies were systematized.
Based on a conceptual analysis, a model of the interrelationships between pathogenic mechanisms, therapeutic
strategies, and clinical treatment methods was constructed, forming the foundation for the proposed clas-
sification system. A mechanism-oriented classification of treatment methods for hemorrhoidal disease was
developed, integrating pathophysiological mechanisms, therapeutic strategies for their correction, and clinical
intervention technologies within a unified conceptual framework. The main therapeutic strategies identified
include symptom control, induction of fibrosis of hemorrhoidal cushions, reduction of arterial inflow, intratissue
remodeling, reconstruction of anal canal anatomy, and radical excision of pathologically altered tissues. Within
each strategy, corresponding clinical treatment methods were systematized, allowing diverse modern technolo-
gies to be interpreted as specific implementations of a limited number of fundamental therapeutic mechanisms.

ConcrLusions. The proposed classification enables systematic organization of contemporary treatment methods
for hemorrhoidal disease according to their underlying pathophysiological mechanisms and integrates them
within a unified conceptual model. This approach provides a methodological basis for a more consistent inter-
pretation of modern treatment technologies and may be applied in future comparative clinical studies.

KEYWORDS
hemorrhoidal disease, hemorrhoids, mechanism-based classification, treatment strategies, minimally invasive
procedures, hemorrhoidectomy.

ARTICLE ¢ Received 2026-01-26 ® Received in revised form 2026-03-03 ® Published 2026-03-31
© 2026 Authors. Published under the CC BY-ND 4.0 license

Hemorrhoidal disease (HD) is one of the most com-
mon disorders of the anorectal region and remains
a significant medical and social challenge in mod-
ern coloproctology. According to epidemiologi-
cal studies, clinically significant manifestations of
hemorrhoids occur in 25-40 % of the adult popu-
lation over a lifetime, while the annual number of
medical consultations related to HD in developed
countries reaches millions of cases [12, 19, 44]. The
high prevalence of the disease, its chronic relapsing
course, and its negative impact on patients’ quality
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of life account for the sustained clinical interest in
optimizing treatment strategies [46, 47].

Despite the long history of HD research, current
clinical practice is characterized by substantial het-
erogeneity in treatment approaches, particularly
for grades I-1I1 chronic HD. Contemporary clini-
cal guidelines describe a wide spectrum of conser-
vative, minimally invasive, and surgical interven-
tions; however, a unified classification system for
these methods is still lacking [5, 8, 15, 58, 61]. In
most recommendations, treatment modalities are
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grouped primarily by degree of invasiveness, set-
ting of performance, or clinical indications based on
the Goligher classification, which does not always
reflect the underlying pathophysiological targets of
the interventions [ 10, 18, 21, 23, 60].

Historically, the development of surgical treatment
for HD has progressed from radical excisional proce-
dures to organ-preserving and minimally invasive
techniques. Classical hemorrhoidectomies, particu-
larly the Milligan—Morgan and Ferguson procedures,
have long been considered the «gold standard» for the
treatment of advanced forms of the disease, providing
the lowest recurrence rates but being associated with
significant postoperative pain, prolonged recovery,
and a risk of complications 38, 52].

Further advances in understanding HD patho-
genesis have led to the emergence of organ-preserv-
ing techniques aimed at correcting specific compo-
nents of the pathological process without complete
removal of the cavernous vascular tissue. These
methods include Doppler-guided dearterialization,
stapled hemorrhoidopexy, and intratissue energy-
based ablation technologies [6, 11, 20, 29, 32, 33, 40,
53, 62]. In parallel, outpatient minimally invasive
procedures have been actively developed, enabling
the treatment of a substantial proportion of patients
in a day-care setting [2, 50].

As a result, a broad spectrum of treatment options
for HD has emerged, ranging from conservative ther-
apy to high-tech energy-based interventions. Howev-
er, this diversity itself creates a methodological chal-
lenge—namely, the absence of a unified classification
system that would allow for accurate comparison of
different treatment technologies and determination
of their role within an overall therapeutic strategy.

Current concepts of HD pathogenesis are based
on a combination of hemodynamic and mechanical
mechanisms, including impaired venous outflow in
the cavernous tissue, arteriovenular shunting, and
weakening of the supporting ligamentous apparatus
of the anal cushions [1, 31]. From a pathophysiologi-
cal perspective, most contemporary interventions can
be considered as targeting one of several principal
therapeutic mechanisms: induction of fibrosis of the
hemorrhoidal cushions, reduction of arterial inflow,
intratissue remodeling of the cavernous vascular tis-
sue, reconstructive restoration of anal canal anatomy,
or radical excision of pathologically altered tissue.

The diversity of modern treatment methods for
HD, along with differences in their underlying
pathophysiological mechanisms of action, neces-
sitates their systematization within a unified clas-
sification framework.

OgBJECTIVE — to synthesize current approaches
to the treatment of chronic hemorrhoids and to

General Surgery 3azansraxipypein * 2026 « Nel (16)

LY. Markulan et al.

develop a mechanism-oriented classification of
treatment methods that integrates the pathophysi-
ological mechanism of action of interventions, the
anatomical target of treatment, the degree of surgi-
cal invasiveness, and the organ-preserving poten-
tial of the procedures.

This study was conducted as a narrative literature
review with elements of conceptual synthesis. The
aim of the analysis was to systematize contemporary
treatment methods for chronic HD and to develop
amechanism-oriented classification of interventions.

A literature search was performed in the
PubMed/MEDLINE, Scopus, and Web of Science
databases. In addition, current clinical guidelines
of professional societies, including ASCRS, ESCP,
and SICCR, were analyzed [8, 15, 58, 61]. Combi-
nations of the following keywords were used: hem-
orrhoids, hemorrhoidal disease, surgical treatment,
minimally invasive procedures, hemorrhoidectomy,
dearterialization, laser hemorrhoidoplasty, radiofre-
quency ablation, stapled hemorrhoidopexy, classifi-
cation, pathophysiology.

The analysis included original studies, system-
atic reviews, meta-analyses, and clinical guidelines
addressing treatment methods for HD. Particular
attention was paid to studies describing the mecha-
nisms of therapeutic action of various interventions,
their anatomical targets, clinical indications, and
their role within contemporary stepwise treatment
strategies [ 9, 8].

The classification was developed based on three
interrelated principles:

1. The dominant mechanism of therapeutic action.

2. The anatomical target of the intervention.

3. The level of technological implementation of
the method.

The integration of these criteria formed the basis
of a three-level classification model.

Results

The findings allowed for the synthesis of relation-
ships between the main pathophysiological mecha-
nisms of HD, therapeutic strategies for their correc-
tion, and clinical treatment methods. A conceptual
model of these relationships is presented in Figure.
The presented figure illustrates that most con-
temporary treatment methods for HD can be inter-
preted as implementations of a limited number of
fundamental therapeutic strategies aimed at cor-
recting key components of the disease pathogenesis.
Specifically, different interventions may target the
induction of fibrosis of the hemorrhoidal cushions,
reduction of arterial inflow, intratissue remodeling
of the cavernous vascular tissue, reconstruction of
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Pathophysiological mechanisms

- Venous dilation

- Increased arterial inflow

- Degeneration of supporting tissue
- Hemorrhoidal prolapse

Therapeutic strategies

- Symptom control

- Nodal fibrosis induction

- Arterial inflow reduction

- Tissue remodeling

- Anatomical reconstruction
- Radical excision

Mechanism-based classification framework

Treatment methods

- Dietary modification

- Fiber supplementation

- Micronized purified flavonoid fraction

- Rubber band ligation

- Injection sclerotherapy

- Infrared coagulation

- Hemorrhoid energy therapy

- Transanal hemorrhoidal dearterialization
- Hemorrhoidal artery ligation with recto-anal repair
- Hemorrhoidal laser procedure

- Hemorrhoidal artery embolization

- Laser hemorrhoidoplasty

- Radiofrequency ablation

- Bipolar vaporization

- Procedure for prolapse and hemorrhoids
- Hemorrhoidectomy

Stepwise escalation of treatment invasiveness

Figure. Conceptual relationship between the
pathophysiology of hemorrhoidal disease,
therapeutic strategies, and treatment methods
with stepwise escalation of treatment invasiveness

anal canal anatomy, or radical excision of patholog-
ically altered tissue.

Such a mechanism-oriented approach allows dif-
ferent technological solutions to be viewed not as
isolated procedures, but as variants of implementing
shared therapeutic strategies. This provides a basis for
the systematization of modern treatment methods for
HD within a unified pathophysiological framework.

The proposed classification is based on a three-
level structure. At the first level (Level 1), treatment
methods are systematized according to the primary
therapeutic strategy. At the second level (Level 2),
technological groups of interventions that imple-
ment the respective strategy are identified. At the
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third level (Level 3), specific clinical methods are
presented. This approach allows for the integration
of different technologies within a unified patho-
physiological treatment model while preserving the
flexibility for further expansion of the classification
as new methods emerge (Table).

Clinical positioning of surgical methods
within the proposed classification

The proposed mechanism-oriented classification
enables systematic positioning of contemporary
surgical methods for HD treatment according to
their point of impact on the disease pathogenesis. In
this context, different interventions can be viewed
as implementations of several principal therapeutic
strategies: induction of fibrosis of the hemorrhoidal
cushions, modulation of arterial inflow, intratissue
remodeling of the cavernous vascular tissue, recon-
struction of anal canal anatomy, or radical removal
of pathological tissue. This approach not only allows
for the systematization of various technological so-
lutions but also facilitates a clearer understanding
of their role within the modern treatment algorithm
for hemorrhoids.

Methods for inducing fibrosis
of the hemorrhoidal cushions

This group includes outpatient minimally invasive
procedures aimed at localized injury of the hem-
orrhoidal cushion, followed by fibrosis formation
and fixation to the underlying tissues. The most
common representatives of this category are rub-
ber band ligation [3, 8, 24, 30, 61, 65], sclerother-
apy [15, 18, 41], and infrared coagulation [28, 42].
These methods are primarily used in hemorrhoids
of grades I-1T and, in selected cases, grade 11T with-
out significant prolapse. Their main advantages lie
in their minimal invasiveness and the feasibility of
outpatient application; however, their effectiveness
in addressing prolapse remains limited.
Sclerotherapy occupies a distinct position with-
in this category, as its primary mechanism differs
somewhat from that of rubber band ligation (RBL)
or coagulation-based methods. In sclerotherapy, the
agent is injected into the submucosal layer adjacent
to the hemorrhoidal cushion, causing chemical en-
dothelial damage, aseptic inflammation, vascular
obliteration, and subsequent fibrosis formation.
Therefore, from a pathophysiological perspective,
it is more appropriately classified not as a method
of intratissue remodeling, but as an intervention
inducing fibrosis of the mucosal-submucosal layer
with a fixation effect. In most contemporary guide-
lines, RBL, sclerotherapy, and infrared coagulation
(IRC) are effectively grouped under the category
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Table. Proposed three-level mechanism-oriented classification of treatment methods

for chronic hemorrhoidal disease

Level1: Level 2: . Mechanism of Level 3:
Therapeutic Anatomical target . .
Technology group therapeutic action Methods
strategy
Conservative Pharmacological and Functional factors Dietary therapy, normalization
non-pharmacological (defecation disorders, Symptom control of bowel habits, MPFF,
treatment . . .
therapy venous tone, inflammation) topical agents
Induction of  Office-based minimally Mucosal-submucosal layer Formation of fibrosis
: . . . . . . . RBL, IS, IRC, HET
fibrosis invasive procedures of hemorrhoidal cushions  or vascular obliteration
Hemodynamic Dearterialization Arterial branches of the Reduction of arterial ~ THD, HAL-RAR,
modification  technologies superior rectal artery inflow HeLP, HAE
Tissue Energy-based intratissue Cavernous vascular tissue Controlled intratissue LHP RFA. BPV
remodeling  ablation methods of hemorrhoidal cushions  coagulation and fibrosis ’ ’
Anatomical ~ Reconstructive Rectal mucosa and Restoration of
. : 4 : . PPH/SH
reconstruction procedures hemorrhoidal cushions anatomical position
Radical Hemorrhoidectomy
) . Hemorrhoidal tissue . . (Milligan—Morgan, Ferguson),
tissue Excisional procedures d adi Radical excision LigaSure h hoid
removal and adjacent mucosa 1gaSure hemorrhoidectomy,

Harmonic hemorrhoidectomy

Note. MPFF — micronized purified flavonoid fraction; RBL — rubber band ligation; IS — injection sclerotherapy; IRC — infrared
coagulation; HET — hemorrhoid energy therapy, THD — transanal hemorrhoidal dearterialization; HAL-RAR — hemorrhoidal artery
ligation with recto-anal repair; HeLP — hemorrhoidal laser procedure; HAE — hemorrhoidal artery embolization,

LHP — laser hemorrhoidoplasty; RFA — radiofrequency ablation; BPV — bipolar vaporization; PPH/SH — procedure for prolapse and

hemorrhoids/stapled hemorrhoidopexy.

of office procedures, supporting the validity of this
classification approach [8, 21, 61].

Methods of arterial inflow modulation

The second group includes interventions aimed at re-
ducing the arterial blood supply to the hemorrhoidal
cushions. These include transanal hemorrhoidal de-
arterialization, Doppler-guided hemorrhoidal artery
ligation with mucopexy [22, 33, 52, 59], and the
hemorrhoidal laser procedure [9, 17, 57], as well as
endovascular embolization of hemorrhoidal arteries
[34, 63]. Despite differences in technical modifica-
tions and instrumentation, all these methods share
a common pathophysiological principle—reduction
of arterial inflow to the cavernous vascular tissue,
resulting in a gradual decrease in the volume of hem-
orrhoidal cushions and regression of symptoms.

In clinical practice, these methods are most com-
monly applied in grades II-1IT hemorrhoids and are
characterized by relatively low postoperative pain
and rapid recovery. It is particularly important to
emphasize that transanal hemorrhoidal dearterializa-
tion (THD) and hemorrhoidal artery ligation with
recto-anal repair (HAL-RAR) do not represent dis-
tinct pathophysiological categories but rather vari-
ants of a shared therapeutic strategy. THD/HAL
provides dearterialization as the primary hemody-
namic component, while HAL-RAR complements it
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with mucopexy to address mucosal prolapse.

Although reduction of arterial inflow ultimately
also leads to a decrease in hemorrhoidal cushion vol-
ume and fibrosis formation, these methods are classi-
fied as a separate group in the proposed system because
their primary point of application differs. Office-based
procedures directly target the mucosal-submucosal
layer of the hemorrhoidal cushion, whereas dearteri-
alization techniques modify its arterial blood supply.
This difference in anatomical target justifies their dis-
tinct positioning within the classification.

Methods of intratissue remodeling
of cavernous vascular tissue

A distinct category comprises energy-based intra-
tissue ablation technologies, including laser hemor-
rhoidoplasty [25, 26, 54], radiofrequency ablation
[20, 56], and bipolar vaporization [4]. Unlike office-
based procedures or dearterialization techniques,
these interventions directly target the internal
structure of the hemorrhoidal cushion. The forma-
tion of a controlled zone of coagulative injury within
the thickness of the cavernous vascular tissue leads
to its gradual fibrosis and volume reduction without
tissue excision. This characteristic defines the role
of energy-based technologies as an organ-preserving
approach that combines adequate clinical effective-
ness with relatively low invasiveness.
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Reconstructive interventions

Reconstructive treatment methods are primarily
aimed at correcting mucosal prolapse and restoring
the normal anatomical position of the hemorrhoidal
cushions. The most well-known representative of
this group is the procedure for prolapse and hem-
orrhoids/stapled hemorrhoidopexy, introduced by
Longo [32]. The mechanism of action of this proce-
dure involves circumferential resection of the rectal
mucosa and submucosa, followed by cranial fixation
of the hemorrhoidal cushions. Despite favorable
short-term outcomes in terms of prolapse control
and pain reduction [55], the use of this method is
limited by the potential for specific complications
and a risk of recurrence in the long term [43, 45].

Excisional surgical interventions

Excisional hemorrhoidectomy remains the most
radical method for HD treatment. Classical proce-
dures, such as the Milligan—Morgan and Ferguson
techniques, achieve the lowest recurrence rates, as
they involve complete removal of the pathologi-
cally altered cavernous vascular tissue [52, 64]. The
use of modern energy-based instruments, including
LigaSure and the Harmonic scalpel, has reduced
intraoperative blood loss and somewhat decreased
postoperative pain; however, it does not fundamen-
tally alter the radical nature of the procedure [26,
36, 37]. In current guidelines, excisional operations
are generally considered the treatment of choice for
grade ITI-1V hemorrhoids or in cases of failure of
organ-preserving approaches [8, 15, 61].

Thus, the proposed mechanism-oriented classi-
fication allows different surgical methods for HD
treatment to be interpreted as implementations
of several fundamental therapeutic strategies that
differ in their point of application within the dis-
ease pathogenesis. This approach provides a logical
framework for the comparative evaluation of vari-
ous treatment technologies and supports a more
evidence-based selection of surgical strategy de-
pending on the clinical scenario.

The proposed classification reflects not only the
mechanisms of therapeutic action of different inter-
ventions but also, to some extent, the evolution of
surgical treatment for HD. Historically, hemorrhoid
therapy has progressed from symptomatic control
and local fibrosis induction to methods aimed at
modulating the hemodynamics of hemorrhoidal
cushions and intratissue remodeling of cavernous
vascular tissue. The emergence of energy-based
technologies reflects the modern trend toward or-
gan-preserving treatment, whereas excisional hem-
orrhoidectomy remains a radical option reserved for
more advanced forms of the disease.
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Discussion

In this study, a mechanism-oriented classification of
treatment methods for chronic HD was proposed,
integrating the pathophysiological mechanisms of
the disease, therapeutic strategies for their correc-
tion, and contemporary clinical interventions with-
in a unified conceptual framework. This approach
allows diverse technological solutions to be inter-
preted not as isolated procedures, but as implemen-
tations of fundamental therapeutic strategies.

Despite significant progress in HD treatment
over recent decades, the need to systematize exist-
ing treatment methods remains relevant. Analysis
of current clinical guidelines and scientific litera-
ture indicates that most authors primarily focus on
comparing individual techniques, whereas the issue
of their positioning within a unified classification
system is addressed only fragmentarily or remains
largely overlooked [15, 35].

The most commonly used classification of treat-
ment methods into conservative, minimally inva-
sive, and surgical categories has limited analytical
value, as it does not reflect the underlying mecha-
nisms of therapeutic action. Within such frame-
works, methods with fundamentally different
points of application to the pathological process
may be grouped together, thereby complicating the
comparative analysis of treatment outcomes.

In a large network meta-analysis by Simillis et al.,
which included 98 randomized controlled trials and
over 7,800 patients, substantial heterogeneity in
clinical outcomes across different hemorrhoid treat-
ment methods was demonstrated, partly attribut-
able to the lack of a unified pathogenetic classifi-
cation system [50]. Similar conclusions have been
reported in other studies, highlighting the difficulty
of directly comparing the effectiveness of different
interventions due to significant methodological and
clinical heterogeneity [ 14, 40, 48, 51].

The findings indicate that, despite the diversity of
technical approaches, most contemporary HD treat-
ment methods implement only a limited number of
fundamental therapeutic mechanisms. This observa-
tion formed the basis for the proposed mechanism-
oriented classification, in which interventions are
systematized according to their dominant patho-
physiological effect and anatomical target.

From a pathogenetic perspective, most interven-
tions can be regarded as implementations of several
principal therapeutic strategies: induction of fibrosis
of the hemorrhoidal cushions, modulation of arterial
inflow, intratissue remodeling of the cavernous vascu-
lar tissue, reconstruction of anal canal anatomy, or rad-
ical removal of pathological tissue. This approach al-
lows different technological solutions to be integrated
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within a unified pathophysiological treatment model.

An important feature of the proposed system is
that it accounts not only for the mechanism of thera-
peutic action but also for the anatomical target of the
intervention. In particular, office-based procedures
primarily target the mucosal—submucosal layer of the
hemorrhoidal cushions, dearterialization techniques
act on the arterial branches supplying the cushions,
whereas energy-based technologies directly affect the
cavernous vascular tissue of the hemorrhoidal nodes.
It is this combination of mechanism and anatomical
target that makes the classification more robust to the
emergence of new technical modifications.

A separate explanation is required regarding the
position of sclerotherapy within the classification.
Formally, it differs from RBL or coagulation-based
methods, as its primary effect is achieved through
chemical endothelial injury followed by vascular
obliteration. However, the ultimate clinical out-
come of this intervention is the formation of fibro-
sis in the mucosal—submucosal layer and fixation of
the hemorrhoidal cushion. For this reason, in the
proposed system, sclerotherapy is grouped together
with RBL, IRC, and hemorrhoid energy therapy
within the category of fibrosis-inducing methods,
rather than being classified as an energy-based tech-
nology or placed in a separate category.

Particular attention should also be given to the
group of methods aimed at reducing arterial inflow
to the hemorrhoidal cushions. This category includes
THD, HAL-RAR, hemorrhoidal laser procedure,
and hemorrhoidal artery embolization. Despite dif-
ferences in technical execution, all these interven-
tions share a common pathophysiological principle —
reduction of arterial blood supply to the cavernous
vascular tissue, resulting in a gradual decrease in the
volume of hemorrhoidal cushions and regression of
symptoms. This approach allows different techno-
logical modifications to be interpreted as variants
of a single therapeutic mechanism, facilitating their
comparison in clinical studies and supporting a more
rational development of treatment algorithms.

Particular attention should be given to the iden-
tification of intratissue energy-based ablation meth-
ods as a distinct category within the classification.
Unlike office-based procedures, which are aimed at
direct induction of fibrosis of the hemorrhoidal cush-
ions, or dearterialization techniques that modify ar-
terial blood supply, energy-based technologies — such
as laser hemorrhoidoplasty, radiofrequency ablation,
and bipolar vaporization — operate through a mecha-
nism of intratissue remodeling of the cavernous vas-
cular tissue. This distinctive feature justifies their
consideration as an independent pathophysiological
group of interventions, occupying an intermediate
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position between dearterialization techniques and
excisional surgery, and reflecting the modern trend
toward organ-preserving HD treatment.

The proposed classification also allows for clearer
positioning of different treatment methods within
the framework of a contemporary stepwise treatment
strategy, in which therapy begins with the least inva-
sive methods and progressively advances to more rad-
ical interventions in cases of insufficient effectiveness.

In this context, conservative treatment and of-
fice-based procedures occupy the initial stages of
therapy, dearterialization techniques and energy-
based technologies constitute the group of organ-
preserving surgical interventions, while excisional
hemorrhoidectomy remains the radical treatment
option for advanced forms of the disease or in cases
of failure of less invasive approaches.

An important factor influencing the choice of
treatment method is also the economic accessibil-
ity of technologies. A substantial proportion of
modern minimally invasive procedures require spe-
cialized equipment and disposable materials, limit-
ing their applicability in healthcare systems with
constrained resources [7, 27].

In this regard, the proposed classification distin-
guishes the principle of therapeutic action from the
specific technical implementation of each method.
This provides a basis for using alternative techno-
logical solutions that achieve the same therapeutic
mechanism but may differ in cost and availability.

The proposed mechanism-oriented classification
allows for a formalized description of individual
treatment methods by combining three key char-
acteristics: therapeutic strategy (S — therapeutic
strategy), anatomical target of intervention (T —
target of intervention), and mechanism of action
(M — mechanism of action). Each of these param-
eters may be assigned a specific index reflecting
a particular variant of the strategy, target, or mech-
anism. In a simplified form, this approach can be
represented as a conceptual formula:

Method =, + T,+ M,
where S, denotes a specific therapeutic strategy,
T; the anatomical target of the intervention, and M,
the mechanism of therapeutic action. The combina-
tion of these parameters reflects the pathophysi-
ological essence of a given intervention.

For example, rubber band ligation can be de-
scribed as a method that implements the fibrosis-in-
duction strategy (S), targets the mucosal-submu-
cosal tissue of the hemorrhoidal cushion (T), and
operates through mechanical induction of ischemic
necrosis followed by fibrosis (M). In contrast, dear-
terialization techniques (THD or HAL-RAR) dif-
fer in their parameter combinations. These methods
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primarily target the arterial branches of the supe-
rior rectal artery, aiming to reduce arterial inflow to
the hemorrhoidal cushions.

Such a formalized approach does not constitute
an independent clinical classification; however, it
may be considered a conceptual tool for the stan-
dardized description of treatment methods within
the proposed system and may potentially facilitate
the integration of new technologies in the future.

The proposed mechanism-oriented classification
has certain limitations. First, it is conceptual in na-
ture and is based on the synthesis of literature data
regarding the mechanisms of action of various in-
terventions. It is not intended as a clinical decision-
making algorithm and does not define specific indi-
cations for individual procedures. In addition, some
contemporary technologies may simultaneously en-
gage multiple therapeutic mechanisms, complicating
their unambiguous assignment to a single category.
Further clinical studies are required to evaluate the
practical value of the proposed classification system
for the comparative analysis of the effectiveness of
different treatment methods for HD.

The proposed mechanism-oriented classification
not only systematizes contemporary approaches to
HD treatment but also, to some extent, reflects the
evolution of surgical methods — from the induction
of fibrosis of hemorrhoidal cushions to technologies
aimed at modulating hemodynamics and achieving
intratissue remodeling of the cavernous vascular tis-
sue. Future research should focus on standardizing
the technical parameters of organ-preserving meth-
ods and on comparative evaluation of their clinical
effectiveness, with long-term treatment outcomes
taken into account.
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MexaHi3M-Opi€HTOBAaHA TPHUPIBHEBA KIACH(DiKaIlisl METO/IB
JIIKYBAHHS XPOHIYHOi reMOpPOifaIbHOI XBOPOOH. O17I/]
JI. 1O. Mapkymnan, JI. C. BinsHcbkuid, 1. B. Borommn

Hamionampanii mepnaamii yaisepcuteT iMeHi O.O. Boromosnsirs, Kuis

MeTa — pO3pOOUTH MEXAHI3M-OPIEHTOBAHY KIACH(DIKAIIIO CYYACHUX METOZIB JIIKyBAHHS T'€MOPOIIaIbHOL XBO-
pO6H HA Mi/ICTABi IXHBOT'O BILIMBY HA KIIOYOBi MATOMi3i0N0TiUHI MEXAHI3MU 3aXBOPIOBAHHSL.

[TpOBEIEHO aHAMI3 CY4ACHUX JHTEPATYPHUX JPKEPEJ, IMIPUCBAYECHUX IATOIE€HE3y IeMOPOIJATIbHOI XBOPOOH
1 MEeTOJaM il JIIKyBaHHSL. Y3araJlbHEHO NMAaTOdi3i0N0riyHi MEXaHi3MH PO3BUTKY 3aXBOPIOBAHHS, OCHOBHI TEepa-
C(POPMOBAHO MOJIENb B3AEMO3B’A3Ky MK MNATOT€HETUYHUMH MEXAHiI3MAMH, TEPANIEBTUYHUMH CTPATETAMHA Ta
KIIHIYHUMH METOJAMHM JIKYBAHHSA, IO CTAIA IAIPYHTAM JUI PO3POOKH KIACUDIKALIIHOI CUCTEMHU. 3aIIpO-
MOHOBAHO MEXAHI3M-OPi€EHTOBAHY KIACU(DIKAI{IO METO/IB JIIKYBAHHS I'€MOPOIAAIbHOI XBOPOOH, AKA iHTETPYE
BITPY4Y4Hb Yy MEXAX €QUHOI KOHLECNTYAJIbHOI MOJE. BUIIEHO OCHOBHI TEPANIEBTHUYHI CTPATETii JIIKYBAHH:
KOHTPOJIb CUMIITOMIB, iHAYKIif (Pi6pO3y reMOPOifaIbHUX MOAYIIOK, PEAYKLA aPTEPiaTbHOTO IIPUTOKY, BHY-
TPITHBbOTKAHWHHE PEMOJEIIOBAHHA, PEKOHCTPYKLiA AHATOMII aHAJIbBHOI'O KAHAIY Tad PAAUKAIbHE BUAAICHHA
NATOJOTYHO 3MiHEHMX TKAHUH. Y MEXAX KOXKHOI 3 IIUX CTPATETill CUCTEMATU30BAHO BiJIIOBiIHI KIiHiYHI
METOJY JIIKYBAHHS, IO 1A€ 3MOTY PO3IISIIATH CY4aCHI TEXHOJIOTIT IK BAPiaHTH peai3ailii 0OMEKEHOI KiTbKOCTi
0430BUX TEPANICBTUYHUX MEXAHI3MiB.

BuCHOBKH. 33aIIPOITIOHOBAHA KIACUMIKALLiS A€ 3MOTY CUCTEMATU3YBATU CY4ACHI METOIH JIIKYBAHHA T€MOPOI-
JATIbHOL XBOPOOH BiITOBIJHO 0O IXHBOT'O MATOMi3i0NI0TiYHOrO MEXAHI3MY il T4 iHTErPyBaTH iX Y MEXKAX €IUHOT
KOHLIENTYaIbHOI MOgeni. Takui Migxil CTBOPIOE METOAOJIOTIUHY OCHOBY UIA IMOCJIIOBHIIIOI iHTEpIpeTartii
CY4YaCHHUX TEXHOJIOTIN JIKYBAHHSA 1 MOXKE OYTH BUKOPHUCTAHUI [T MOPIBHAIBHUX KIIHIYHHUX JOCI/DKEHb.
KiIro4oBi cI0Ba: reMOpOiaibHA XBOPOHA, TEMOPOH, MEXAHiI3M-OpPI€HTOBAaHA KIACHUIKaIlis, JIKyBaabHi
CTpAaTerii, MaJIOIHBA3MUBHI IIPOLIEAYPU, TEMOPOIIEKTOMIsL.
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