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A Modification of Open Internal Sphincterotomy

Jin Cheon Kim, M.D.

Department of Surgery, University of Ulsan College of Medicine and
Asan Medical Center, Seoul, Kovea

The contraction of internal anal sphincter maintains about 80% of anal resting pressure,
whose continuous elevation seems to be directly related with the progression of chronic
anal fissure.

Purpose: Internal sphincterotomy is divided into the open and the closed method reveal-
ing various outcome. This means that accurate division of internal sphincter is hard to ob-
tain and author presents a modified open internal sphincterotomy considering such diffi-
culty.

Materials and Methods: A radial incision of skin and subcutaneocus tissue is made at
5mm and 3mm from perianal and anal mucosal side respectively. Internal sphincter is
then wvisualized and it is freed from Treitz’ muscle as well as from external sphincter by
sharp dissection. Ten to 15mm of internal sphincter is clamped and it is divided using
low-voltage electrocautry. One hundred-sixty nine patients(85 with chronic anal fissure, 58
with internal sphincter hypertonia, and 21 with anal stricture, 5 with others) were taken
this type of internal sphincterotomy.

Results: The direction of incision was exclusively at the right-lateral area(l4lcases, 81.8
%) and the mean length of incision was 10 mm(5mm~15mm]. Other surgery to treat the
associate lesion were hemorrhoidectomies in 79 cases, rubber-band ligation in 24 cases,
anoplasty in 5 cases, fistulotomy in 3 cases, and sphincteroplasty in | case. Postoperative
pain were almost controllable by acetaminophen and codein phospate. Anal continence was
completely preserved until one month postoperatively. Ninety-nine percent of all patients
were satisfied without discomfort.

Conclusion: Open method seems to be indispensible to perform accurate internal sphine-
ter division considering the delicacy and individual difference in internal anal sphincter.
Modified open internal sphincterotomy by clamp and electrocautry made a clean surgical
field and good result.

Key Words: Internal sphincterotomy, Open method
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Fig. 1. A modified open internal sphincterotomy. A. After radial mucocutaneous incision, internal sphincter
is clamped and divided using low.-voltage electrocautry. B. completion of the procedure.
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Fig. 2. Preoperative symptoms/signs(A) and diagno-
sis(B) for the internal sphincterotomy. *
cryptitis, 2 cases; solitary rectal ulcer synd-
rome,/rectocele/paradoxic pelvic contraction,
| case each.
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Table 1. Accompained surgical procedure with in-
ternal sphincterotomy

Operation name Number of cases(%)
Hemorrhoidectomy T9(70.5)
Rubber-band ligation 24(21.4)
Anoplasty 5(4.5)
Fistulotomy 32.7T)
Sphincteroplasty 1{0.9)

Table 2. Preoperative and postoperative manomet-

ric f i:d.iﬂ (Mean + SEE
CAF" IS hypertonia®™
Preop. Postop.lmth Preop. Postop.lmth
MREP 1128 777 110+13 B2+11
MSP  17T1£10 145+9 17617 146+13

Legends for abbreviations: MRP, maximal resting
pressure; MSP, maximal squeezing pressure; CAF,
chronic anal fissure; [S, internal sphincter.

*p=0.0002 in MEP, 0.0036 in MSP preop. vs. postop.
Imth; *p=0.0049 in MRP, 0.0434 in MSP preop. vs.
postop. lmth
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#e|glch(Fig. 2B).
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