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A 48-year-old patient presented acutely in our 
emergency department, reporting a fainting episode 
that took place several minutes prior, as well as contin-
uous rectal blood loss. The patient’s prior medical his-
tory included known grade IV haemorrhoidal disease 
for the past 33 years, as well as one more instance of 
hospitalization for haemorrhoid-associated blood loss. 
Examination of the patient’s vital signs revealed a blood 
pressure of 98/67 mm Hg and a pulse rate of 68 bpm, 
while the respiratory rate and temperature were within 
the normal limits. Anorectal inspection revealed mas-
sive, grade IV internal haemorrhoidal disease, with nu-
merous prolapsed and ulcerated haemorrhoids as well 
as active bleeding sites. Digital palpation of the rectum 
returned stool of normal consistency, as well as ample 
fresh blood. Complete blood count report returned he-
moglobin (Hb) values of 7.0 g/dl and hematocrit (Hct) 
of 24.3% in addition to marked neutrophilia (73.9%), 
indicating severe acute blood loss.

The patient was immediately administered 1 l of rapid 
infusion of crystalloid solution and received transfusion of 
1 unit of crossmatched packed red blood cells (pRBC), in 
order to achieve haemodynamic stability. An emergency 
recto-sigmoidoscopy was performed in order to establish 
the absence of other causes of rectal bleeding, which con-
firmed the presence of massive internal haemorrhoids on 
the 5, 7, and 11 o’clock positions, with active bleeding. 
The patient was immediately admitted to the surgical 
ward and underwent emergency surgical treatment for 
internal haemorrhoidal disease (Figure 1). The patient 
was placed at the lithotomy position under general an-
aesthesia, and a large-diameter Fansler anoscope was 
used. The technique employed here was a combination 
of Milligan-Morgan haemorrhoidectomy with additional 
haemorrhoidal suture ligation. Postoperatively, the pa-
tient received an additional 2 units of pRBC, remained 
stable, and was discharged after 2 days. The patient was 
in a good condition in his follow-up (Figure 2).

Figure 1. Preoperative view of the patient’s hae-
morrhoidal disease

Figure 2. Postoperative image of the patient  
20 days after the procedure
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Haemorrhoidal disease affects about 5% of the 
general population. Approximately 60% of the afore-
mentioned people experience haemorrhoid-related 
symptoms, and from those only a small minority will 
experience symptoms of haemorrhagic shock, attribut-
ed to haemorrhoidal bleeding [1, 2]. After initial assess-
ment and haemodynamic resuscitation, emergency 
surgical treatment is the preferred option for massive 
haemorrhoidal bleeding [1, 3, 4]. Complex cases such 
as ours often require a combination of available tech-
niques in order to achieve bleeding control. Haemor-
rhoidectomy using the Milligan-Morgan approach is 
useful, not only allowing for definitive management of 
patients with chronic grade IV haemorrhoidal disease, 
but also with lower recurrence rates [5, 6].

The use of LigaSureTM devices is also related to low-
er postoperative complication rates and less pain [6]. 
Unfortunately, despite being an optimal solution for 
the treatment of complex haemorrhoidal disease, our 
institution could not provide access to LigaSure ligation 
devices, and simple sutured ligation was employed in-
stead. In fact, despite the complexity of our case and 
the lack of optimal instrumentation, the utilization of 
simple ligation and haemorrhoidectomy allowed for an 
optimal result for our patient, proving that the proper 
technique is the primary contributor to good outcomes, 
even in the most challenging cases.
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