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Abstract
Introduction: The conventional lithotomy position for perineal operations results in a slightly or severely indrawn
anus, depending on the body mass index (BMI) or body habitus of the patient. This makes surgical procedures such
as hemorrhoidectomy, ffissurectomy, and fistulectomy technically difficult for reasons of proper exposure and access to
landmarks on the dentate line.
Materials and Methods: A total of 123 patients from 1st August 2011 to 1st February 2014, underwent various perineal operations
as follows. 40 stapler hemorrhoidectomy (SH), 20 conventional hemorrhoidectomy (CH), 30 fissurectomy, 30 fistulectomy, 3 vulval
procedures like cyst and 3 tumor excision. The duration of the procedure and the advantages of the position were assessed by
independent observers (surgical assistants) prospectively. All patients presented with varying degrees of beleeding per rectum,
pain at the anal verge in those with vulval tunors or cysts. Pain at the anal verge was present in 10% of those with hemorrhoids
and 38% of those with fistula in Ano. Constipation was the complaint in 40% of the entire group. Perianal discharge was present in
23% of patients with hemorrhoids. Prolapse as a complaint was present in 80% of patients with hemorrhoids. Baseline information
was recorded for all the patients after a detailed informed consent was taken. The results were recorded on a tabulated pro forma.
Results: The male: female ratio was 1.8:1. The mean age of the patient was 35.5 years with age ranging from 21 to 62 years.
The BMI of the patient was distributed as follows, 50 patients had BMI varying from 17 to 25, 42 patients had BMI varying from
25.1 to 32, and 31 patients had BMI varying from 32.1 to 38. 40 SH, 20 CH, 30 fissurectomy, 30 fistulectomy, vulval procedures
like cyst and 3 tumor excision.
Conclusion: The conventional lithotomy position is the most commonly used position for perineal surgeries. In our study, we
found that the modified lithotomy position is better compared to the conventional position as it reduces the operative time for
all types of perineal surgeries particularly SH, CH and fistulectomy. It was also noted that the modified position gives a better
visualization and access to the perineal structures. Furthermore, this position was found convenient to the surgical assistant.
Hence, we advocate that the modified lithotomy as an effective alternative to the conventional lithotomy position.
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INTRODUCTION

T

he conventional lithotomy position for perineal
operations results in a slightly or severely indrawn
anus, depending on the body mass index (BMI) or body
habitus of the patient. This makes surgical procedures
such as hemorrhoidectomy, fissurectomy, and fistulectomy
Access this article online

www.surgeryijss.com

Month of Submission : 12-2016
Month of Peer Review : 01-2017
Month of Acceptance : 01-2017
Month of Publishing : 02-2017

technically difficult for reasons of proper exposure and
access to landmarks on the dentate line. The modified
lithotomy position described here flattens the anus
and reduces the prominence of the ischial tuberosity,
facilitating easier access to anus and thus the surgical
procedures in and around the anus.

MATERIALS AND METHODS
Modified Lithotomy Position

It is less than the exaggerated lithotomy position or
somewhat similar to reversed knee chest position though
the thigh is not touching the abdominal wall. For patients
with BMI <25, the height of the stirrups is 1-11/4 foot
from the level of the operating table. The angle between
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the anterior abdominal wall and front of thigh at hip
is 75° and between calf and posterior aspect of thigh is
100° (Figure 1). For patients with BMI >25, height of
the stirrup being 1½-13/4 from the table. The angles are
45-60° and 120° (Figure 2).
123 patients from 1st August 2011 to 1st February 2014,
underwent various perineal operations as follows.
40 stapler hemorrhoidectomy (SH), 20 conventional
hemorrhoidectomy (CH), 30 fissurectomy, 30 fistulectomy,
3 vulval procedures like cyst and tumor excision. The
duration of the procedure and the advantages of the
position were assessed by independant observers (surgical
assistants) prospectively. Baseline information was
recorded for all the patients after a detailed informed
consent was taken. The results were recorded on a
tabulated pro forma.

RESULTS
The male: female ratio was 1.8:1. The mean age of
the patient was 35.5 years with age ranging from
21 to 62 years. The BMI of the patient was distributed
as follows, 50 patients had BMI varying from 17 to
25, 42 patients had BMI varying from 25.1 to 32, and
31 patients had BMI varying from 32.1 to 38.
All patients presented with varying degrees of beleeding
per rectum, pain at the anal verge in those with vulval
tunors or cysts. Pain at the anal verge was present
in 10% of those with hemorrhoids and 38% of those
with fistula in Ano. Constipation was the complaint
in 40% of the entire group. Perianal discharge was
present in 23% of patients with hemorrhoids. Prolapse
as a complaint was present in 80% of patients with
hemorrhoids.
In this study, all the surgeries were performed by a
single surgeon. The assistants were different surgical
residents who rated the procedure according to the ease
of assisting, visualization and access to the perineal
structures, as much better or better or not different in
comparison to the conventional procedure.
The mean duration of the procedure was as follows.
SH - 38 min, CH - 43 min, fistulectomy - 35 min,
fissurectomy lateral sphincterotomy - 17 min, and vulval
procedures - 52 min. During the surgical procedures
mentioned above, different assistants assessed the
advantages and disadvantages of this position in
comparison to conventional lithotomy position. They
rated the new position in comparison to conventional
lithotomy position for exposure as much better in 78%,
better in 12%, and not different in 10%. However,
they found no disadvantages with the new position in
28

comparison to the conventional lithotomy. In fact, all
assistants unanimously agreed that they had more room
to stand and assist the surgeon. No patient developed
deep vein thrombosis (DVT), limb neuropathy, and
compartment syndrome or leg strain during the 1st week
of follow-up.
During the same period, 102 patients underwent similar
perineal operations by conventional lithotomy position.
The mean duration of the procedure was 47 min for
SH, 58 min for CH, 60 min in fistulectomy, 19 min
for fissurectomy, and lateral sphincterotomy. In this
group also nobody developed DVT, but 15% on the first
post-operative day complained of aches in the calf muscles
which resolved the next day.
•
Statistical analysis was performed using SPSS
statistical software for Windows Version 13.0
•
Quantitative parametric data were compared using
the t-test and nonparametric data were compared
using the Mann–Whitney test
•
Qualitative data were compared using the Chi-square
and Fisher’s exact tests.
There was statistical difference in duration of surgery
between the conventional and modified lithotomy
position in time taken for CH, SH and fistulectomy.
The incidence of urinary retention, pain at operative field,
secondary hemorrhage and incontinence to flatus was
comparable between the two groups.

a

b

Figure 1: (a and b) Male patient with hemorroids in modified
lithotomy position

a

b

Figure 2: (a and b) Female patient with hemorroids in modified
lithotomy position
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DISCUSSION
In the standard lithotomy position, the patient lies
supine with the hips flexed until the thighs are angled
between 80° and 100° and knees flexed to a right angle,
with the legs placed in stirrups so as to be parallel to the
torso. The hip joint is mildly abducted and externally
rotated. It is also called the dorsolateral position.1,2 The
position is named after the ancient surgical procedure
for removing kidney stones, gall stones, and bladder
stones via the perineum. The word lithotomy is derived
from Greek language, lithos meaning stones, and tomos
Table 1: Number of perineal operations
Type of surgery
SH
CH
Fissurectomy
Fistulectomy
Vulval procedures (cyst,
tumor excision)
Total

Modified lithotomy
position
40
20
30
30
3

Conventional
position
36
18
25
23
0

123

102

meaning cut. The position has many benefits to the
examining doctor as it provides good exposure of the
perineum. This position is also of benefit to the operating
surgeon as it gives reasonable access to the perineum
for performing many perineal procedures. However, this
conventional position results in an in drawn anus making
surgery in the vicinity of anus a little cumbersome. The
assistants do not get enough space to stand and assist
the surgeon. Hence, the “modified lithotomy position”
was designed.
In our experience the modified lithotomy position was
comparatively better than the conventional position
with respect to visualization and access, thus cutting
down on the duration of surgery which was statistically
significant for CH,SH and fissurectomy. The modified
position however provided more room to both operating
and the assistant. This was possible due to the flattening
of the anus and increased prominence of the perineum
as well as more space at the legs of the patient for the
assistant to stand. We found that the operating duration
was reduced in patients with modified position for all
types of surgeries performed.

SH: Stapler hemorrhoidectomy, CH: Conventional hemorrhoidectomy

Table 2: Distribution of BMI in the cohort of patients
50 patients
42 patients
31 patients

17‑25
25.1‑32
32‑38

Perineal operations can be done in various positions like
lithotomy, left lateral or prone jack knife position. The
lithotomy position has been described to be associated
Table 5: Age distribution of patients studied in two groups

BMI: Body mass index

Age in years

Table 3: Mean duration of surgeries

21‑30
31‑40
41‑50
51‑60
>60
Total
Mean±SD

Type of
Conventional
Modified
surgery
position (duration in min) position (duration in min)
SH
47
38
CH
58
43
Fissurectomy
19
17
Fistulectomy
60
35
Vulval
Nil
52
procedures
SH: Stapler hemorrhoidectomy, CH: Conventional hemorrhoidectomy

Type of
Modified
Conventional Total (%)
surgery
lithotomy (%) lithotomy (%)
SH
40 (32.5)
36 (35.3)
76 (33.8)
Fissurectomy
30 (24.4)
25 (24.5)
55 (24.4)
Fistulectomy
30 (24.4)
23 (22.5)
53 (23.6)
CH
20 (16.3)
18 (17.6)
38 (16.9)
Vulval cyst
2 (1.6)
0 (0)
2 (0.9)
excision
Vulval tumor
1 (0.8)
0 (0)
1 (0.4)
excision
Total
123 (100)
102 (100)
225 (100)
SH: Stapler hemorrhoidectomy, CH: Conventional hemorrhoidectomy

P value
0.661
0.983
0.746
0.839
0.502
1.000
‑

Conventional
lithotomy (%)
13 (12.7)
35 (34.3)
32 (31.4)
18 (17.6)
4 (3.9)
102 (100)
42.36±10.57

Total (%)
28 (12.4)
79 (35.1)
69 (30.7)
41 (18.2)
8 (3.6)
225 (100)
42.29±10.47

Student’s t‑test, P=0.923, Not significant, SD: Standard deviation

Table 6: Duration in minutes
Type of surgery

Table 4: Distribution of type of surgery between two groups

Modified
lithotomy (%)
15 (12.2)
44 (35.8)
37 (30.1)
23 (18.7)
4 (3.3)
123 (100)
42.23±10.43

SH
CH
Fissurectomy
Fistulectomy
Vulval procedures

Modified
lithotomy
35.3±3.4
41.8±2.0
16.4±1.9
32.7±2.4
50.0±2.0

Conventional
lithotomy
44.7±4.7
54.8±4.6
16.8±1.8
59.5±3.3

P value
<0.001
<0.001
0.432
<0.001

P<0.001 being significant, SH: Stapler hemorrhoidectomy, CH: Conventional
hemorrhoidectomy

Table 7: Rating as per exposure
Much better
Better
Not different
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12%
10%
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with various complications particularly if the position
taken is exaggerated, as in the high lithotomy. The
complications are in the form of compartment syndrome,
deep vein thrombosis, peroneal neuropathy, and sciatic
neuropathy.1,5-12 Proper positioning of the legs in the
stirrups, padding of the pressure points, less time spent
in this position, and avoiding extreme positioning of the
legs lead to a marked reduction in the incidence of these
complications.2-4,13,14 None of these complications were
seen to be associated with the modified lithotomy position
and hence can be advocated as a good alternative to the
conventional lithotomy position (Tables 1-7).

4.

CONCLUSION

8.

The conventional lithotomy position is the most
commonly used position for perineal surgeries. In our
study, we found that the modified lithotomy position is
better compared to the conventional position as it reduces
the operative time for all types of perineal surgeries. It
was also noted that the modified position gives a better
visualization and access to the perineal structures.
Furthermore, this position was found convenient to the
surgical assistant. Hence, we advocate that the modified
lithotomy as an effective alternative to the conventional
lithotomy position.

REFERENCES
1.
2.
3.

6.

7.

9.
10.

11.

12.
13.

Simms MS, Terry TR. Well leg compartment syndrome
after pelvic and perineal surgery in the lithotomy position.
Postgrad Med J 2005;81:534-6.
Taneja SS. In: Novice AC, editor. Complications of Urologic
Surgery. 4 th ed. Ch. 20. Martin, SF: Elsevier, Mosbi,
Saunders; 2010.
Manski D. Online Textbook of Urology. Available from:
http://www.urology textbook.com/lithotomy-position.html.

30

5.

Bailey HR, Snyder MJ, editors. Ambulatory Anorectal
Surgery. New York: Springer Science & Business Media;
1999.
Warner MA, Martin JT, Schroeder DR, Offord KP, Chute CG.
Lower-extremity motor neuropathy associated with
surgery performed on patients in a lithotomy position.
Anesthesiology 1994;81:6-12.
Price DT, Vieweg J, Roland F, Coetzee L, Spalding T,
Iselin C, et al. Transient lower extremity neurapraxia
associated with radical perineal prostatectomy: A
complication of the exaggerated lithotomy position. J Urol
1998;160:1376-8.
Romfh JH, Currier RD. Sciatic neuropathy induced by the
lithotomy position. Arch Neurol 1983;40:127.
Tuckey J. Bilateral compartment syndrome complicating
prolonged lithotomy position. Br J Anaesth 1996;77:546-9.
Warner MA, Warner DO, Harper CM, Schroeder DR,
Maxson PM. Lower extremity neuropathies associated with
lithotomy positions. Anesthesiology 2000;93:938-42.
Eltahavy EA, Schlossberg SM, McCammon KM, Jordan GH.
Complications of urethrlstrictutr surgery. In: Longhlin KR,
editor. Complications of Urologic Surgery and Practice:
Diagnosis Prevention and Management. Ch. 11. Boston:
CRC Press. Taylor and Francis Group, LLC; 2007. p. 141-2.
Prakash C, Bonajmah AA, Ahmed A. A case of acute
compartment syndrome of the leg following prolonged
lithotomy position during urologic surgery. IJCRI
2011;2:19-22.
Guella A, Al Oraifi I. Rhabdomyolysis and acute renal failure
following prolonged surgery in the lithotomy position.
Saudi J Kidney Dis Transpl 2013;24:330-2.
Martin JT, editor. Positioning in Anesthesia and Surgery.
2nd ed. Philadelphia, PA: WB Saunders; 1997.

How to cite this article: Sreevathsa MR, Rudresh HK, Arjun N.
Modified Lithotomy Position for Perineal Operations. IJSS Journal
of Surgery 2017;3(2):27-30.
Source of Support: Nil, Conflict of Interest: None declared.

IJSS Journal of Surgery | March-April 2017 | Volume 3 | Issue 2

