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Abstract 

Background: Hemorrhoids are a common anorectal complaint that is considered as benign condition. 

Hemorrhoids seem to affect people equally between genders and typically occur during middle age, though 

younger patients are not uncommon. Although the exact incidence in worldwide remains unknown, a study have 

revealed an overall prevalence of 39% for all grades of hemorrhoids. The main aim of this study was to compare 

the postoperative pain in two groups of patients treated with open hemorrhoidectomy and open 

hemorrhoidectomy with lateral internalsphincterotomy. However, other related complications were also noted 

and included in the result. 

Methods: This is a prospective and observational study carried out at Maharani Laxmi Bai Medical College, 

Jhansi, Uttar Pradesh and enrolled patients over 20 years of age operated for MilliganMorgan from august 2021 

to august 2022. During this period 50 patients were operated for miligan morgan haemorrhoidectomy with 

lateral internal sphincterotomy (LIS) {Group A} & rest 50 patients were operated for miligan morgan 

haemorrhoidectomy without lateral internal sphincterotomy{Group B} 

Result: The average follow-up for both groups was 6 months. Pain relief was observed in 37 (74%) in group A 

and 28 (56%) in group B patients by the end of 1 week and 47 (94%) in group A and 38(76%) in group B 

patients by the end of 1 month. One patient in group B took about one and half months but pain got relieved. 

By one month, healing of the ulcer was observed in 48 (96%) and 33 (66%) in group A and B respectively.By 

the end of 3 months, minor incontinence including mucous discharge was observed in 3(6%) and 1 (2%) 

patients in group A and B respectively and the difference was insignificant. 

Conclusion: Miligan -morgan hemorroidectomy with lateral internal sphincterectomy is more effective than 

Miligan -morgan hemorroidectomy without lateral internal sphincterectomy in relieving long term pain & in 

other complication. 

 

Introduction 

Hemorrhoids are a common anorectal complaint that is often considered as benign. Hemorrhoids seem to affect 

people equally between genders and typically occur during middle age, though younger patients are not 

uncommon. Although the exact incidence in worldwide remains unknown, a study have revealed an overall 

prevalence of 39% for grades I to IV hemorrhoids classified according to the international classification of 

hemorrhoids in the current adult population
1
. 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8139094/#CR1
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Hemorrhoids are cushions of submucosal vascular tissue located in the anal canal, starting proximal to the 

dentate line
2
 and symptomatic hemorrhoids are one of the most common perianal diseases. 

The main drawback of hemorrhoidectomy is the uncomfortable pain in the first postoperative week
3
. 

The prime cause of unpleasant post-hemorrhoidectomy pain is due to the spasm of the internal sphincter that is 

exposed after open hemorrhoidectomy, especially in youngerpatients with higher anal tone.
4,5,6

 

Review of literature showed that various methods have been tried in order to reduce posthemorrhoidectomy 

pain
4
. Over the time, Internal Sphincterotomy was proved as one of thevalid addition to the hemorrhoidectomy 

for a better postoperative period in terms of lesspostoperative pain and less complications.
1,7

 Internal 

Sphincterotomy reduces post-hemorrhoidectomy pain by abolishing the hypertonicity (spasm/pressure) of the 

internal analsphincter and subsequently reduces the related post hemorrhoidectomy complications aswell.
7,8,9

 

The main aim of this study was to compare the postoperative pain in two groups of patients treated with open 

hemorrhoidectomy and open hemorrhoidectomy with internal sphincterotomy. However, other related 

complications were also noted and included in the results. 

 

Materials & methods 

This is a prospective and observational study carried out at Maharani Laxmi Bai Medical College, Jhansi, Uttar 

Pradesh and enrolled patients over 20 years of age operated for Milligan Morgan from august 2021 to august 

2022. During this period 50 patients were operated for miligan morgan haemorrhoidectomy with lateral internal 

sphincterotomy (LIS) {Group A} & rest 50 patients were operated for miligan morgam haemorrhoidectomy 

without lateral internal sphincterotomy {Group B}. All the patients had previously received one or more 

sessions of conservative treatment at various clinics outside and had recurrence of symptoms and signs of 

internal & external hemorroids. The data were recorded at admission for surgery. Approval for the study was 

obtained from the ethical committee of the college. 

 

Exclusion criteria 

Patients who had suspected or proven inflammatory bowel disease, fistula, pregnancy, and previous anal 

surgeries & patients over 50 years of age were excluded from the study 

 

The inclusion criteria were as follows:  

(1) meet the criteria of II,III/IV degree hemorrhoids;  

(2) aged 20 years old;  

(3) no history of rectal or anal surgery;  

(4) informed written consent was obtained from patients in person or by legal guardian. 

Before the procedure, all patients underwent proctoscopy 

 

Surgical procedure 

Study participants (Total 100) were divided into two groups. 50 patients were operated for miligan morgan 

haemorrhoidectomy with lateral internal sphincterotomy (LIS) & rest 50 patients were operated for miligan 

morgan haemorrhoidectomy without lateral internal sphincterotomy. 

 

Miligan morgan haemorrhoidectomy 

The operation was performed in the following order. (1) The anus was fully dilated under spinal anaesthesia in 

lithotomy position. After making an incision, the hemorrhoid nucleus of external hemorrhoids was carefully 

stripped using a V-shaped incision at the interface between the hemorrhoid mucosa and the skin. (2) Internal 

hemorrhoids were continuously stripped along the surface of the internal sphincter to the dentate line up to the 

top of the hemorrhoids, which were clamped and sutured at the root of the mucosa. (3) Hemorrhoids were 

excised at a distance of 0.3–0.5 cm from the ligation line, and the procedure ended after 

sufficient hemostasis was achieved. Postoperative management was the same for both groups. 

 

Lateral Internal sphincterotomy 

A LIS with an open method was applied to patients in the lithotomy position. The internal sphincter was 

separated from the mucosa just under the dentate line; the distal part of the sphincter was dissected and cut with 

https://www.sciencedirect.com/topics/medicine-and-dentistry/hemorrhoid
https://www.sciencedirect.com/topics/medicine-and-dentistry/vascular-tissue
https://www.sciencedirect.com/topics/medicine-and-dentistry/anal-canal
https://www.sciencedirect.com/science/article/pii/S1015958421007302?via%3Dihub#bib1
https://www.sciencedirect.com/topics/medicine-and-dentistry/blood-stasis
https://www.sciencedirect.com/topics/medicine-and-dentistry/postoperative-management
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a Number 11 surgical blade was passed in the groove in left posterolateral aspect of the length of cut was about 

1 cm. As the sphincter fibers were divided, a "sudden give" could be felt. Also the division was confirmed by 

palpation of the defect in the sphincter at the site of division. 

All the patients received preoperative ceftriaxone 1gm and metronidazole 400mg intravenously. Postoperatively 

they were given oral antibiotics for 5-7 days, laxative for about two to four weeks and sitz bath for about 10 

days. All were advised to take high fiber food, more of water and cut down intake of fried and spices foods. 

The patients were followed up at 1 week and then at 1 month of surgery. They were interviewed for pain relief, 

bleeding, mucous discharge and incontinence. Anus was inspected for healing of the ulcer. Patients were asked 

for pain control and anal continence. Patients who had no complaint by the end of a month of surgery were 

advised to report in case they develop recurrence of symptoms. 

Others who had persistent symptoms, ulcer and complications were further followed up to variable extent of 

time maximum 9 months. 

 

Statistical analysis 

Data were entered in Microsoft Excel version 2010 and analysed using statistical significance was set to p 

<0.05. 

 

Results 

Follow up record of 100 patients and their results are presented. Fifty eight (58%) patient were male & male to 

female ratio was 1.38:1. Group A and B included 50 patients in each group. 

The mean age was 41.5±5.6 (range: 20-50) years, and there was no significant age difference between the two 

groups (Table). Bleeding was present in all the 100 (100%) patients and pain in 78 (78%) patients. However, 

pain was the main presenting symptom in 34 (34%) patients only while in the others bleeding was predominant. 

82 (77.5%) patients complained of constipation. Average duration of symptoms was 11.16 ± 12.17 months 

(range, 1.8-60 months) and the difference between two groups was not significant. No patient had significant 

intraoperative complication. 

Three patients in group LIS complained of pain and some discharge on the fifth post-operative day. He was 

suspected of having infection based on clinical judgment. It was controlled by switching over the oral antibiotic 

to intravenous ceftriaxone and metronidazole combination. 

The average follow-up was 6 months. Pain relief was observed in 37 (74%) in group A and 28 (56%) in group B 

patients by the end of 1 week and 47 (94%) in group A and 38 (76%) in group B patients by the end of 1 month. 

One patient in group B took about one and half months but pain got relieved. 

By one month, healing of the ulcer was observed in 48 (96%) and 33 (66%) in group A and B respectively. By 

the end of 3 months, minor incontinence including mucous discharge was observed in 3(6%) and 1 (2%) 

patients in group A and B respectively and the difference was insignificant. 

True fecal incontinence occurred only in 1(2%) patients in group A and was minor. No patient had major 

incontinence. A few among these patients who followed up till late, incontinence was found to gradually 

improve. 

 

Parameter Group A(n=50) Group B(N=50) P-value 

Age in years mean (range) 42+5.2 41+ 6 - 

Male:female 1.30 1.32 - 

Duration of symptoms(in 

months) mean (range) 
34+ 7 32+ 9 - 

Pain relief in 1 week,n (%) 37(74%) 28(56%) 0.86 

Pain relief in 1 month,n (%) 47(94%) 38(76%) 0.89 

Minor incontinenece after I 

month (%) 
3(6%) 5(10%) 0.75 

Minor incontinenece after 6 

months (%) 
1(2%) 3(6%) 0.57 

Urinary retention 6(12%) 15(30%) 0.62 
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Discussion 

High anal canal pressure was documented in patients with haemorrhoids
10,11,12

, especially in the younger 

patients. Anal canal pressure remains mostly higher in younger patients due to tight internal sphincter (high 

tone) than the older people. This tight (over active) sphincter is the prime cause of unpleasant post 

hemorrhoidectomy pain.
4,5,6,13

 Keeping it in mind, in our study, patients above 50 years were not included as low 

anal tone in these patients can have less post hemorrhoidectomy pain even without internal sphincterotomy. 

Anal canal dilatation was described by Lord in 198913, but incidence of uncontrolled damageto the internal 

sphincter fibres was high8. Nataraj in 1971 proposed internal sphincterotomy is an alternative of anal 

dilatation14. Subsequently Di Bella and Estienne in 1990 stated that internal sphincterotomy reduce anal pain by 

reduction of the sphincter tonicity7. Over the decade several authors reported that significant reduction of post 

hemorrhoidectomy pain and associated complications can be achieved by adding internal sphincterotomy to 

hemorrhoidectomy. 5 Finally As far et al
15

 reported that the routine performance of internal sphincterotomy 

through one of the hemorrhoidectomy wounds significantly reduces post-hemorrhoidectomy pain and associated 

complications. 

In our study, it was very obvious and statistically significant that the addition of internal sphincterotomy to 

hemorrhoidectomy, significantly reduced post hemorrhoidectomy pain and other associated complications in 

comparison to hemorrhoidectomy alone. 

Postoperative pain relief was in 37 patients in group A and in 28 in group B after 1 week. After 1 month in pain 

relief was in 47 patients in group A & in group B it was in 38 patients. (P<0.01). Pain incidence in our data is in 

line with literature data
16-28

 including studies on the use of a stapling device. 

In our experience, the incidence of incontinence was lower than the levels reported by Graviè et al.
24

 at check-

up after one month (6% vs. 8.8%) and after six months (2% vs. 8.8%) in group A but it was higher in group B 

(10% in 1 month & 6% in 6 months). 

The cases of urinary retention observed in our study was12% in group A, are less than those indicated by 

Toyonaga T. et al. (21.9%).
29,30

 In group B it was 30%. 

 

Conclusion 

Miligan -morgan hemorroidectomy with lateral internal sphincterectomy is more effective than Miligan -morgan 

hemorroidectomy without lateral internal sphincterectomy in relieving long term pain & in other complication. 
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