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A B S T R A C T   

Introduction and importance: Anal stenosis following hemorrhoids surgery is rare, and very distressing to the 
patients. It is graded according to its severity namely mild, moderate or severe. Majority of severe cases require 
surgery. The treatment is complex shown by the multiplicity of flaps and techniques described in the literature. 
This case report then reminds surgeons about the complications of hemorrhoidectomy and the complexity of 
their management. In addition, it challenges the surgeons about their practice on hemorrhoids. 
Case presentation: A 30-year-old male who presented with difficulty in passing stool with intermittent low 
abdominal pain for 4 weeks following a surgery for hemorrhoids. A House Advancement Flap was designed to 
match the transverse incisions and hence the width of the mucosal defect to be replaced. Any intra- or post-
operative complications were noted and the patient was discharged on the second postoperative day from the 
hospital. Patient had no complaints in the post-discharge period. 
Clinical discussion: Overzealous hemorrhoidectomy is one of the primary causes of stenosis of anal canal. Other 
causes that have been reported include anorectal diseases, other anorectal surgeries and radiotherapy. Physical 
examination majorly leads to the diagnosis of anal stenosis. Its treatment is conservative in mild cases while in 
severe anal stenosis a House Advancement Flap is one of the possible surgical management options. 
Conclusion: Anal stenosis is a rare condition which requires good evaluation for its better management. Given its 
simplicity and successful results, a House Advancement Flap anoplasty is a reliable treatment of severe anal 
stenosis.   

1. Introduction 

Anal stenosis is an uncommon but serious condition that causes the 
anal canal to become constricted by fibrous tissue [1]. It is characterized 
by cicatrices tissue and a decrease in the flexibility of the anal canal, as 
well as changes in the anal canal's diameter [2]. It may be due to an 
inflammatory process like in Crohn's disease and ulcerative colitis or it 
can also be caused by tuberculosis, some venereal diseases, post- 
radiotherapy, laxative addiction, and other conditions. Nevertheless, 
research has shown that overzealous hemorrhoidectomy causes 90 % of 
anal stenosis [1]. Anal stenosis is classified into three grades namely 
mild, moderate and severe according to anal examination with Hill 
Ferguson retractor or index-small finger [3]. Patients consistently 

complain of changes in the way of passing their feces (small, thin, 
slender, and elongated), disposal issues, feeling uncomfortable after 
defecating, and pain while defecating [4,5]. Preventing postsurgical 
anal stenosis is the best treatment [6]. In Milligan-Morgan hemor-
rhoidectomy for instance, anal stenosis is avoided by preserving 
appropriate muco-cutaneous bridges and performing internal sphinc-
terotomy if necessary; but if there is anal stenosis, the course of treat-
ment should depend on the condition's severity, underlying causes, and 
location [7]. A formal anoplasty should be done to repair the loss of anal 
canal tissue in cases of more severe anal stenosis. The distribution of the 
more malleable anoderm into the anal canal to replace the scarred lining 
at that level is made possible by several types of flaps that have been 
described for anal stenosis [4]. 
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In this report, we used a House advancement flap anoplasty in a 
patient who developed a severe anal stenosis after Milligan–Morgan 
hemorrhoidectomy. This work is reported in line with the SCARE 2020 
criteria [8]. 

2. Case presentation 

A 30-year-old male, who presented with painful defecation and 
intermittent abdominal distention of 4 weeks' duration. The patient re-
ported history of hemorrhoidectomy done 5 weeks ago. After this sur-
gery, he could remain more than 20 min in the toilette passing hard stool 
facilitated by using a finger to dilate the anal canal, and associated with 
severe pain. He did not have a history of smoking, diabetes, or any other 
chronic illness. At examination, the patient appeared sick, his vital signs 
were stable, and a perineal examination revealed significant anal ste-
nosis with a thick scar around the anus that prevented the tip of the little 
finger from being inserted (see Fig. 1 below: showing 0.7 cm of anal 
opened by a dissecting forceps). Investigations done, CBC and abdom-
inal ultrasound scan, were normal. After the diagnosis of severe anal 
stenosis was made, the patient received preoperative doses of ceftriax-
one 1 g and metronidazole 500 mg IV, and was brought to the operation 
room. The patient was given spinal anesthesia and put in the Jackknife 
position while being prepped and draped in accordance with standard 
procedure. The scar tissue was incised at 7 o'clock longitudinally from 
distal to proximal extended up to the dentate line. Then, the length of 
the House flap was created to be just perpendicularly to the longitudinal 
incision (see Fig. 2 below). The scar tissue was partially removed ante-
riorly and posteriorly. The flap was carefully constructed so as not to 
damage the blood supply. The base of the flap was sutured to the rectal 
mucosa at the dentate line using 2/0 vicryl (see Fig. 3 below). Anoderm 
and perineal skin were stitched to the flap's sides. The wound was closed 
from the distal end to the flap's apex (see Fig. 4 below). On the second 
postoperative day, the patient was discharged from the hospital with 
oral Ampicillin-Cloxacillin for five days, stool softener regime, and 
advised to take two warm baths per day on the site of surgery up to 
wound healing. The patient was then seen on postoperative day 7, with 
no constipation and a well-healing wound and held completely after 8 
weeks. 

3. Discussion 

Anal stenosis is a constriction of the anal canal that can be caused by 
either a true anatomic stenosis or a functional hypertonic internal anal 
sphincter. In functional stenosis, there is a hypertonic internal anal 
sphincter while in anatomic stenosis (stricture), a normal anoderm is 

replaced by variable degrees of constricted, non-elastic cicatrized tissue 
[9]. Both intrinsic and extrinsic pathological mechanisms can result in 
stenosis. A number of disorders that result in non-cutaneous scarring 
sores can lead to anal stenosis. The stenotic segment may be situated 
close to or far from the anal canal, but most frequently, the entire anal 
canal is recognized to be affected by the abnormalities [5]. Overzealous 
hemorrhoidectomy is the primary cause of stenosis of anal canal in 90 % 
with an incidence of 1.5 %–3.8 %. However, in the study done by Njadat, 
Rumman, Maaita, Almbaidin and Qusus [10], the incidence of anal Fig. 1. Anal canal not allowed a small finger but a dissecting forceps.  

Fig. 2. Flap created perpendicularly to the longitudinal incision.  

Fig. 3. Flap sutured to the rectal mucosa at the dendate line.  

Fig. 4. After anoderm and perineal skin stitched to the flap's sides.  
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stenosis was 7.2 %. Moreover studies have revealed that anal stenosis is 
rare in Milligan-Morgan and stapled rectal mucosectomy procedures 
[4], current studies however, have shown the implication of previous 
surgery among the key role of its etiopathogenesis [11]. Zhang et al. 
[12] in their study comparing Milligan-Morgan and stapled rectal 
mucosectomy procedures found that the former is more prone to induce 
anal stenosis than the later. A number of risk factors have been 
considered to be related to this condition after Milligan-Morgan pro-
cedure, among them the number of piles to remove at one surgery and 
the history of previous hemorrhoids surgery done [10]. An intriguing 
hypothesis states that stenosis results from micro-dehiscences of the 
suture line, which are followed by a submucosa phlogosis and the cre-
ation of retractile scar tissue. Undoubtedly, stenosis can be caused by 
improper suture placement, too low and/or large removal of hemor-
rhoidal tissue, or asymmetrical, too deep, or more appropriately, at full 
thickness [13]. 

In our case, the anal stenosis was caused by complications of surgery 
using Milligan-Morgan procedure. From our understanding, this 
complication occurred as a consequence of a deep ligature of pedicles 
and removal of multiple piles which end up creating a circumferential 
scar formation which caused a narrowing of rectal mucosa. This severe 
grade anal stenosis occurred just a month post-operation. 

The severity of the stricture and degree of anal canal involvement 
help to categorize anatomical canal stenosis [3]. As a result of the dif-
ficulty of painful digital rectal examination in this case, even with forced 
dilatation with a little finger, the patient was determined to have severe 
anal stenosis. Generally, assessment of stenosis severity guides the 
treatment approaches. Mild stenosis is always treated conservatively 
using anal dilatation and laxatives, with or mechanical fingers to be 
done every day. Sphincterotomy is performed mostly for moderate ste-
nosis. Anoplasty however is a procedure performed to overcome the loss 
of the anal canal function in severe cases [4]. 

Anoplasty approaches have been found to be universally beneficial, 
despite certain research showing effective treatments for anal stenosis. 
Various studies, however, have recommended a number of anoplasty 
techniques [4]. In our case report, we performed anoplasty using House 
Advancement Flap method and the patient reported passing stool with 
less pain after surgery. This technique has been the first one to be re-
ported in our facility. Our decision to use this technique was based on 
the theory that the anal stenosis was caused by circumferential line 
stricture due to multiple piles removed following Milligan-Morgan 
hemorrhoidectomy procedure. Although it is, different studies on this 
topic have never come out with the diameter or caliber of the anal canal 
to achieve while performing this advancement flap procedure. However, 
Gülen, Leventoğlu and menteş [14] using Diamond flap anoplasty found 
that a caliber of 25 to 26 mm of the anal canal was successful associated 
with good outcome. In our case, we used small and index finger to 
“estimate” the opening of the anal canal after House Advancement Flap. 
It is well known that, House flap anoplasty reduces stress at the suture 
line and improves blood flow to the flap, especially in cases of severe 
anal stenosis [15], and compared to rhomboid/diamond and Y–V flap, 
its complications and recurrence are much lower [11]. Up to now, the 
patient has not yet reported any post-surgery disturbance. 

4. Conclusion 

As anal stenosis is a rare condition which still can occur as a 
complication of hemorrhoids surgery, its best treatment is prevention by 
using adequate principles. However, when it occurs, it must be evalu-
ated correctly so that a good method of repair is applied. Whenever a 
severe stenosis is diagnosed, a House Advancement Flap is simple and 
safe, reliable and curative procedure to use for its treatment. 
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