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Since the introduction of procedure for prolapsed hemorrhoids
(PPH) into the treatment of hemorrhoids, PPH has been accepted
as a standard treatment that can replace the conventional hemor-
rhoidectomy. However, some safety concerns were raised during
the early period of its introduction into clinical practice. One of
the concerns was the presence of smooth muscle in the resected
specimen. The clinical importance of smooth muscle tissue in the
specimen is possible injury to the internal sphincter and deterio-
ration in continence. Even striated muscles have been reported in
PPH specimens [1, 2]. These findings mean that the rectal wall or
internal sphincters, as well as external sphincters, may be dam-
aged during PPH.

Many researchers have focused on the above issue and have tried
to determine if this histological finding has any clinical significance
for the postoperative functional outcome. The incidence of smooth
muscle being observed in specimens after PPH ranged from 20%
to 100% [3-5] while no significant manometric changes or deterio-
ration in continence was observed. To date, the clinical significance
of the smooth muscle in the PPH specimen is still not clear. Some
authors have tried to correlate the amount of the smooth muscle in
the PPH specimen to a decrease in manometric results [1]. How-
ever, a decrease in the resting pressure is observed not only after a
PPH but also after a conventional hemorrhoidectomy [6]. Also,
the presence of smooth muscles in the PPH specimen does not al-
ways mean an injury to the internal sphincter. Currently, it is im-
possible to differentiate the smooth muscles of rectum from the
internal sphincter. It is more probable that the rectal proper mus-
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cle, rather than the internal sphincter, may be injured during a
PPH because it is recommended to perform the procedure two to
five centimeters above the dentate line [7]. If the staple line is at the
level of the dentate line and the specimen involves smooth muscle,
one can conclude that an injury to the internal sphincter happened
during the PPH. However, there was no change in continence, not
even in cases where an injury to the internal sphincter was highly
suspected because the smooth muscles had been resected from the
anal sphincter region. On the other hand, there have been reports
that these inadvertent histological findings may be a cause of pain,
tenesmus, or fecal urgency [8].

Although the PPH is devised to remove mucosa and submu-
cosa, smooth muscle in PPH specimens is a frequently-observed
finding whose clinical significance is unclear. However, any injury
to the continuity of the bowel or sphincter mechanism may lead
to serious complications, such as retroperitoneal abscess, dehis-
cence, or deterioration of continence. Therefore, taking care not
to injure the internal sphincter or the rectum so as to prevent un-
expected serious complications is reasonable.
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