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Anorectal disorders are among the most common digestive complications among
pregnant women. Due to the physical and psychological recurring problems they cause for
patients, these complications will result in a significant reduction in the quality of the life of
those afflicted. In this study, we will seek to study the prevalence of Anorectal complications
and the factors influencing it during pregnancy and after child birth in natural delivery and
Cesarean.  This research is an observatory study based on the descriptive and sectional
methods. 200 pregnant women resorting to the maternity ward of Golestan and Besat Family
Hospital in the years 2009 and 2010 were selected and the existence of Hemorrhoids and
Fissure was measured through inspection in three phases before and during pregnancy and
during childbirth and one month after it. The results were recorded in questionnaires. Other
variables such as parity, type of the previous and current childbirth, previous experience of
anal disorders, weight of the baby and length of the second phase of Lieber and their
relationship with the prevalence of Anorectal disorders were also taken into consideration.
SPSS software was utilized to analyze the data. A significant statistical relationship was
observed between parity and Hemorrhoids and Fissure in post-delivery phase and the highest
level of it was observed in people with parity levels above 2 (p= 0.0001). A significant
statistical relationship was seen between type of the previous childbirth and Hemorrhoids in
post-delivery phase and the highest level was observed during the post-delivery period (p=
0.008). The same type of relationship was also observed with Fissure (p= 0.0001). A significant
statistical relationship was also observed between previous records of anal disorders and
Hemorrhoids and Fissure in post-delivery phase, and its highest level was seen in post-
delivery phase in people with a past records of anal disorders (p= 0.0001). No significant
statistical association was seen between the current type of child delivery and Hemorrhoids
and Fissure, although its highest level was observed in post-delivery phase in people who
had natural childbirth (p > 0.05). A significant statistical association was observed between
the weight of the baby and Hemorrhoid and Fissure in post-delivery phase and its highest
level was seen in post-delivery phase in children over the weight of 3700 grams (p= 0.0001).
A significant statistical association was observed between the length of the second phase of
natural childbirth and Hemorrhoid and Fissure in post-delivery phase. The highest levels of
Fissure in post-delivery phase were observed in people with the length of more than 50
minutes (p= 0.0001). In this study, a significant statistical relationship was observed between
post-delivery Anorectal disorders with parity, type of previous childbirth, past experience of
anal disorders, weight of the baby, and the length of the second phase of Lieber. No significant
statistical association was observed between type of the current childbirth (Cesarean or
Natural) and the above mentioned disorders.
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Anorectal disorders including
Hemorrhoid and Fissure are among the most
common digestive complications among pregnant
women. Due to the recurring physical and
psychological problems they cause for the patient,
these disorders which are observed among 30 to
50 percent of women can cause a significant
reduction in the life quality of those afflicted with
them1-10. It is hypothesized that pregnancy, due to
the rise of vascular pressure and abdominal hole
pressure, may contribute to the rise of Hemorrhoid.
However, there is no such hypothesis concerning
Fissure. Although it has been reported that
pregnant women exhibit higher levels of Fissure
as compared to the public, however; the cause of
it is not clear1.Other reasons such as hormonal
changes, excessive weight gain of mother, lack of
movement, consuming iron supplements (which
aggravate constipation) have been mentioned as
the causes of great prevalence of this disease
during the pregnancy period2,12. As for Fissure, it
is less common than Hemorrhoid. This can be due
to the severe pain and anal bleeding which make
the patient see a doctor quickly. The other point
about this disease is its progress which is due to
its vicious cycle (pain, Sphincter contraction,
Fissure intensification)1, 11, 17,18. In several similar
studies, the prevalence of Anorectal diseases
(Hemorrhoid and Fissure) after childbirth was 20
to 40 percent. The most common cause of this is
Dysshzya4,7.

Based on the level of disease, various
medical and surgical treatments have been
proposed for Hemorrhoid and Fissure. Medical
treatments are based upon dietary fibers1. The most
common type of operation for Hemorrhoid is
Hemorrhoidectomy. Other types of operations
such as Sclerotherapy and Bandlygyshn are also
used in some centers21. The operation for Fissure
encompasses partial Sphincterotomy which
improves the Fissure by reducing sphincter
contraction15,16. Considering the results of the
previous studies and great prevalence of Anorectal
disorders during pregnancy and the little attention
doctors pay to this issue and since there was no
similar research of this kind conducted in Iran, we
set out to study the prevalence of this disease
during pregnancy and after pregnancy and look at
the factors which cause it.

MATERIALS AND METHOD

This is an observational study based upon
descriptive-sectional methods. 200 pregnant
women resorting to the maternity ward of Golestan
and Besat Family Hospital in the years 2009 and
2010 were selected and their demographic
information was recorded in questionnaires. The
existence of Hemorrhoids and Fissure was
measured through inspection in three phases
before and during pregnancy and during childbirth
and one month after it. The results were recorded
in questionnaires. The main goal of this research
is to find the prevalence of Anorectal complications
and the factors influencing it during the pregnancy
and post childbirth period in natural childbirth and
Cesarean. The variables studied included: age,
level of education, occupation, parity, previous
childbirth, current childbirth, last records of
Hemorrhoid and Fissure, existence of Hemorrhoid
in 3 phases of pre-pregnancy, during pregnancy,
during childbirth and one month after childbirth.
Finally when the required information concerning
patients was gathered, data was analyzed using
SPSS11. Chi square and Fischer tests were used.

A significant relationship was observed
between parity and Hemorrhoid and Fissure in the
post-childbirth phase and the highest level of that
was observed in post-childbirth phase in people
with a parity level above 2 (p= 0.0001).

A significant relationship was observed
between previous childbirth type and Hemorrhoid
and Fissure in the post-childbirth phase and the
highest level of that was observed in post-
childbirth phase in people with previous natural
childbirth (p= 0.0001).

A significant relationship was observed
between past records of anal disorders and
Hemorrhoid and Fissure in the post-childbirth
phase and the highest level of that was observed
in post-childbirth phase in people with previous
records of anal disorders (p= 0.0001).

No significant statistical relationship was
observed between the type of current childbirth
type and Hemorrhoid and Fissure in post-childbirth
phase, whereas the highest level of that in post-
childbirth phase was reported among people with
natural childbirth (p>0.05).

A significant relationship was observed
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Table 1. The relationship between parity and Hemorrhoid Table 2. The relationship between
previous childbirth type and Hemorrhoid
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Table 3. The relationship between records
of Anorectal disorders and Hemorrhoid
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Table 4. The relationship between current
childbirth type and Hemorrhoid
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Table 5. The relationship between
the weight of baby and Hemorrhoid
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Table 6. The relationship between the length
of second phase of Liber and Hemorrhoid

between the weight of the baby and Hemorrhoid
and Fissure in the post-childbirth phase and the
highest level of that was observed in post-
childbirth phase in Macrosomia infants (above 3700
grams) (p= 0.0001).

A significant relationship was observed
between the length of the second phase of natural
childbirth and Hemorrhoid and Fissure in the post-
childbirth phase and the highest level of that was
observed in post-childbirth phase in people with a
length of more than 50 minutes (p= 0.0001).

DISCUSSION

Hemorrhoid existed in 30 percent of people
in pre-pregnancy phase and this level was around
35% one month after childbirth. Fissure was
observed among 20% of people in pre-pregnancy
phase and this level reached 25.5 percent one
month after childbirth.

This study showed significant
relationship between Anorctal disorders after
childbirth and the following cases:
a) Number of previous childbirths
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Fig. 3-4. Prevalence of Fissure before pregnancy and one month after childbirth
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Fig. 1-2. Levels of Hemorrhoid after and before pregnancy

b) Type of the previous childbirth (Cesarean
or natural)

c) Past records of anal disorders
d) Weight of infant
e) Length of the second phase of natural

childbirth
No significant relationship was observed

in this study between type of the current childbirth
and Anorectal disorders, while a larger group of
people in the natural childbirth group were afflicted
with Fissure and Hemorrhoids.

In a research conducted in Italy whose
results were published in 2007, 165 Gynecologists
were asked to hand in the information associated

with the prevalence and treatment of Hemorrhoid
among their patients. In this study, the prevalence
of post-childbirth Hemorrhoid was 32% among
which 41% had natural child delivery and 59% had
interventional vaginal childbirth (19). The
prevalence of Hemorrhoid in our study was as much
as the above mentioned numbers (35%). The point
of strength in that study as compared with ours is
the comparison made between two childbirth
methods. It shows that using interventional tools
promotes the chances of Hemorrhoid. This can be
due to the excessive pressure of interventions on
Anogenital or secondary area as a result of utilizing
interventional tools (such as abnormal
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presentation which increases the pressure inside
the pelvis).

In a study conducted in Paris whose
results were published in 2003, anal complications
epidemiology during pregnancy and after that was
studied. This study stated that 15% of women
experience Fissure in post-childbirth period. Based
on the results, 12% of women experience Fissure
in the last three months of pregnancy while 15.2%
are afflicted with Fissure in post-childbirth phase.
Furthermore, the rate of external thrombosed
hemorrhoid has been reported to range from 12.2%
to 34% (20). Of course, the prevalence of
Hemorrhoid and Fissure in our study was much
more than the rate reported above. We didn’t study
the prevalence of thrombosed hemorrhoid in our
research. High levels of external thrombosed
hemorrhoid during pregnancy can be due to the
excessive rise in the pressure inside the pelvis and
rectal veins (5 and 6). As this disease causes severe
pain, paying special attention to it during
pregnance is a necessity.

In another study conducted in Paris
whose results were published in 2002, 165 pregnant
women were analyzed during the third three months
of pregnancy and also in post-childbirth phase.
9.1% had anal complications during pregnancy
which included 13 cases of Hemorrhoid and 2 cases
of Fissure. This rate reached a level of 35.2% in
post-childbirth period which included 33 cases of
external Hemorrhoid and 35 cases of Fissure (21).
The prevalence rate of Hemorrhoid and Fissure in
the above mentioned study was close to our
research. Using a bigger sample in our study as
compared to the above mentioned study is our
point of strength.

In a study conducted in Australia whose
results were published in 1997, 1193 women were
checked. 13 to 30% of them were afflicted with
Hemorrhoid. The above mentioned study mentions
more urinal problems in the group which had
undergone Cesarean. However, the prevalence of
Hemorrhoid in both groups of Cesarean and natural-
childbirth showed no significant statistical
difference11.

In a study conducted in Turkey whose
results were published in 2010, it was stated that
the prevalence of Hemorrhoid during pregnancy
and in post-childbirth period is more than the
general population of pregnancy-age women. It

was shown that the importance of checking this
problem and treating the symptoms in pregnant
women is really high8.

In a study conducted in Canada in 2008
whose results were published in 2008, it was stated
that increasing the abdominal pressure and
hormonal changes are two major causes of higher
rates of Hemorrhoid during pregnancy, especially
when NVD childbirth method is utilized.
Hemorrhoid was observed in 25 to 35 percent of
pregnant women9. The prevalence of hemorrhoid
in our study is as much as the above mentioned
levels, but its level in natural childbirth is not
significantly higher than Cesarean.

As mentioned previously, the prevalence
of Anorectal disorders in our study was much more
than the majority of the studies conducted so far.
Reasons such as using traditional Iranian toilets
rather than toilet compacts, less frequent use of
chairs while sitting, obesity among Iranian
mothers, using older Iron supplements which
increase chances of constipation and diets with
lower levels of fiber may contribute to high rates
of Anorectal disorders.
On the other hand, anal blood loss due to
Hemorrhoid and Fissure may result in Anemia and
Iron deficiency and its consequences will be seen
in the future of the infant. Concerning this issue
and Anemia and iron deficiency in most mothers,
Anorectal disorders during the pregnancy period
demand special attention from doctors during
pregnancy.

The point of strength in our study is the
bigger sample we use compared to previous
researches. This research exhibits less quantitative
error as it was done in multiple therapeutic centers.
The points of weakness in this study may be
ignoring the weight of mothers, ignoring the length
of pregnancy as a variable, investigating the type
of Episiotomy as a variable and checking the
patients in the periods much further from childbirth.

Exclude criteria: Severe obesity of mother;
preterm delivery of child, term delivery of child
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