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Abstract:          Case Report 

Introduction: Excisional hemorrhoidectomy remains a major surgical option for advanced 

hemorrhoidal disease, particularly in patients with bulky mixed internal-external hemorrhoids 

and thrombosed piles. One of the most important technical principles of open 

hemorrhoidectomy is preservation of mucocutaneous bridges in order to reduce the risk of 

postoperative anal stenosis. Case presentation: We report the case of a 45-year-old woman 

with a past surgical history of ovarian cyst surgery 7 years earlier, who underwent surgery for 

symptomatic mixed hemorrhoidal disease with marked thrombosis. Under regional anesthesia, 

operative exploration of the anal verge and anal canal demonstrated mixed internal and 

external hemorrhoids with three major hemorrhoidal piles: a large thrombosed pile at the 3 

o’clock position and two additional large piles at the 8 and 11 o’clock positions. A three-

pedicle Milligan-Morgan hemorrhoidectomy was performed. Because organized clots 

extended between the external components of the resected piles, limited interpedicular mini-

excisions with suture-assisted clot extraction were added while deliberately preserving the 

intervening mucocutaneous bridges. Clinical discussion: This case illustrates a practical 

refinement of conventional open hemorrhoidectomy in the setting of thrombosed mixed 

hemorrhoids. Adequate treatment of thrombosed external components must be balanced 

against strict preservation of viable anoderm and mucosal bridges. In this patient, targeted 

interpedicular clot evacuation allowed treatment of thrombotic extensions without converting 

the operation into a circumferential excision pattern. Conclusion: In acutely thrombosed 

mixed hemorrhoids requiring excisional surgery, preservation of mucocutaneous bridges 

should remain a non-negotiable operative principle. Selective interpedicular clot extraction 

may be added when necessary, provided that bridge integrity is maintained to minimize the 

risk of postoperative anal stenosis. 

Keywords: Hemorrhoidectomy, Milligan-Morgan, Thrombosed Hemorrhoids, Anal Stenosis, 

Mucocutaneous Bridge, Case Report. 
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1. INTRODUCTION 

Hemorrhoidal disease is common, but 

only a subset of patients require surgery. 

Excisional hemorrhoidectomy remains one of 

the most established operative treatments for 

advanced internal-external hemorrhoids, 

especially in large grade III-IV disease and in 

complicated or thrombosed piles [1–3]. 
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Although highly effective, open 

hemorrhoidectomy may lead to disabling late 

complications when tissue excision is excessive. 

Among these, postoperative anal stenosis is one 

of the most feared functional sequelae. Reviews 

of anal stenosis emphasize that it is most often 

iatrogenic after anorectal surgery, particularly 

after overly aggressive hemorrhoidectomy with 

excessive loss of anoderm and mucosa [4, 5]. 

 

For this reason, preservation of 

adequately wide mucocutaneous bridges 

between hemorrhoidectomy wounds is a core 

technical principle of the Milligan-Morgan 

operation [2, 4, 5]. 

 

We report a case of acutely thrombosed 

mixed hemorrhoids treated by three-pedicle 

open hemorrhoidectomy according to Milligan 

and Morgan, with adjunctive limited 

interpedicular mini-excisions for clot extraction 

while preserving the mucocutaneous bridges. 

The main teaching point of this case is the 

operative importance of respecting these bridges 

in order to avoid anal stenosis without 

compromising adequate treatment of 

interpedicular thrombotic extension. 

 

2. Case presentation 
A 45-year-old woman was admitted for 

surgical treatment of symptomatic hemorrhoidal 

disease. Her past surgical history was notable for 

ovarian cyst surgery performed 7 years earlier. 

No other major relevant medical history was 

reported. 

 

Under regional anesthesia, exploration 

of the anal verge and anal canal demonstrated 

mixed internal and external hemorrhoids with 

three major hemorrhoidal pedicles. A large 

thrombosed hemorrhoidal pile was identified 

at the 3 o’clock position, while two additional 

sizeable hemorrhoidal piles were present at the 8 

o’clock and 11 o’clock positions. Thrombotic 

extension was also noted between the external 

components of the main hemorrhoidal packets. 

 

Because of the bulky mixed disease, the 

marked thrombosis, and the prominent external 

component, operative management by three-

pedicle Milligan-Morgan hemorrhoidectomy 
was selected. 

 
Figure 1: Preoperative operative view showing 

bulky mixed hemorrhoidal disease with marked 

prolapse and thrombosed external components 
 

3. Surgical technique 
The patient was placed in the operative 

position and the anal canal was exposed. The 

three principal hemorrhoidal pedicles were 

clearly identified. Open hemorrhoidectomy was 

then carried out according to the Milligan-

Morgan technique, with pedicle-by-pedicle 

dissection, ligation, and excision of the principal 

hemorrhoidal packets [2, 3]. 
 

 
Figure 2: Intraoperative dissection of a 

principal thrombosed hemorrhoidal pedicle 

during three-pedicle Milligan-Morgan 

hemorrhoidectomy 
 

Particular care was taken to avoid broad 

circumferential resection. The excision was 

deliberately limited to the diseased pedicles, 

preserving viable interpedicular 

mucocutaneous bridges. However, because 

organized thrombotic material extended between 

the external portions of the resected 

hemorrhoidal piles, additional small 
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interpedicular mini-excisions were made only 

where necessary to permit evacuation of these 

clots. 

 

These accessory openings were short, 

targeted, and clearly separated from the main 

excisional wounds by preserved anoderm and 

mucosa. Suture-assisted traction and extraction 

allowed removal of the organized thrombotic 

material without converting the operative field 

into a continuous circumferential wound. 

 

The hemorrhoidal packets located at the 

principal pedicles were ligated and resected. 

Hemostasis was checked carefully, a dressing 

was applied, and the specimen was sent for 

histopathological examination. The final 

operative appearance demonstrated a segmented 

wound pattern with preserved mucocutaneous 

bridges between excision sites. 
 

 
Figure 3: Final operative view showing three-

pedicle hemorrhoidectomy wounds with 

preservation of mucocutaneous bridges between 

the excision sites 

 

4. DISCUSSION 

This case highlights a fundamental 

operative principle in hemorrhoid surgery: the 

quality and safety of excisional 

hemorrhoidectomy depend not only on complete 

removal of symptomatic tissue, but also on the 

surgeon’s ability to preserve the tissues that 

should not be resected. 

 

Current guidance supports excisional 

hemorrhoidectomy as an important treatment 

option for selected patients with advanced 

hemorrhoidal disease, especially when the 

hemorrhoids are large, mixed, prolapsed, or 

associated with a substantial external component 

[1]. Reviews of conventional surgical 

management likewise recognize Milligan-

Morgan hemorrhoidectomy as a durable and 

established operation in these settings [2, 3]. 

 

At the same time, postoperative anal 

stenosis remains a classic complication of 

overaggressive excisional surgery. 

Contemporary reviews note that anal stenosis is 

most commonly caused by excessive resection 

of anoderm and distal rectal mucosa during 

hemorrhoidectomy, and that preservation of 

anoderm bridges between wounds is essential to 

prevent circumferential scar contracture [4, 5]. 

 

This principle is especially relevant in 

thrombosed mixed hemorrhoids. In such cases, 

the visible extent of thrombosis may tempt the 

surgeon to enlarge the excision planes and 

connect the operative wounds in order to remove 

all diseased tissue en bloc. However, this 

approach risks sacrificing the bridges that 

preserve anal canal caliber. Technical 

recommendations for Milligan-Morgan 

hemorrhoidectomy specifically emphasize 

assessing how many piles should be resected and 

how much bridge width should be preserved, 

underscoring that bridge preservation is integral 

to the operation rather than an optional 

refinement [5]. 

 

The originality of the present case lies in 

the management of interpedicular thrombotic 

extension. Instead of joining the main 

hemorrhoidectomy wounds, we used limited 

accessory interpedicular openings to evacuate 

organized clots while leaving the bridges intact. 

This preserved a segmented wound 

configuration and respected the reconstructive 

anatomy of the anoderm. Conceptually, this is 

important because large circumferential 

excisions have long been associated with higher 

risks of stenosis and poor functional outcome, 

whereas tissue-preserving approaches seek to 

avoid those complications by maintaining viable 

bridges and reducing circumferential scar burden 

[4, 6]. 

 

In practical terms, this case supports four 

technical lessons. First, the principal 

symptomatic pedicles should be excised 
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adequately. Second, interpedicular thrombotic 

extensions may be treated selectively through 

small accessory openings when needed. Third, 

viable mucocutaneous bridges should never be 

sacrificed merely to regularize the wound. 

Fourth, the final operative field should remain 

segmental rather than circumferential [4, 5]. 

 

This report also fits the logic of 

structured surgical case reporting recommended 

by the SCARE 2020 guideline, which provides a 

framework for transparent reporting of operative 

cases [7]. 

 

5. CONCLUSION 

In acutely thrombosed mixed 

hemorrhoids, Milligan-Morgan 

hemorrhoidectomy remains an appropriate and 

effective excisional option in selected patients 

[1–3]. However, the present case demonstrates 

that adequate treatment of thrombotic extensions 

must not come at the cost of mucocutaneous 

bridge sacrifice. Preservation of these bridges is 

a key technical safeguard against postoperative 

anal stenosis and should be regarded as a 

mandatory principle of open hemorrhoidectomy 

[4, 5]. 
 

6. Learning points 
1. Open Milligan-Morgan hemorrhoidectomy 

remains a valid operation for bulky mixed 

and thrombosed hemorrhoids [1–3]. 

2. Post-hemorrhoidectomy anal stenosis is 

mainly related to excessive excision of 

anoderm and mucosa [4, 5]. 

3. Preservation of mucocutaneous bridges is a 

central technical principle of safe excisional 

hemorrhoidectomy [2, 4, 5]. 

4. Limited interpedicular mini-excisions can be 

used for clot extraction without converting 

the surgery into a circumferential wound 

pattern. 
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