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FORLCWORD

IAM indeed privileged to be invited to write the foreword to this book
on the Surgery of the Anus Anal Canal and Rectum by my friend
E S R Hughes of Mclbourne because there are so few modern British
works denling with this branch of Surgery

This book conceived 1n the Southern Hemisphere by a general surgeon
1s a notable addition to the hiterature of rectal surgery

The author a former Resident Surgical Officer at St Mark s Hospital
reflects the teaching and nspiration of this Mecca of colon and rectal
surgery He has fmthfully followed the footsteps of another Australian
Campbell Milhgan Consulting Surgeon to St Mark s Hospital whose pains
takhing anatomical researches 1n this field have been the basis for much of
the advancement n our hnowledge and 1n the treatment of the more common
ano-rectal diseases

The book 15 up to date concise full of practical facts free from verbosity
and garmshed by historical illustrations It 1s not merely a reproduction of

matenal already sn print but contains the carefully considered views of its
author

Mr Hughes from his experience in the treatment by skmn cover of
wounds of the perianal region following operation has reminded us of the
value of this procedure with its obwvious economic and other advantages
Thuis method has been made possible by the use of sulphonamides and ant
biotics and advances 1n surgical techmque

The hne drawings and general arrangement of the text make for clarity
and ease 1 finding the important and salient facts Not only the practising
surgeon but also the general practiioner and the medical student will find
this book of value and I am confident that the labours of the author will be

well rewarded

149 Harley Street
London W1



PREFACF

THIS book 15 not intended as a work of reference as | have nether the

desire nor the ability to compete with authors who have made valurhle
contributions of this nature  Here 1 describe theory, and prachice 1n the surgen
of the anus anal canal and rectum which 1 have found to be adequate

To bucome a specialist the practitioner must pass through three phases
In the first he must be mspired to take a particular interest 1n the spectalty
i the second he must recenve special trmning in that woth  and 1 the third
th”musl have full facilities to practise his art to allow him to develop his
sk

1 am indebied to Mr John Turner FRCS  Surieon 10 In Panents at
the Royal Mclbourne Hosputal for supplying the nspiration to specialise
m proctology Mr Turner worked under the great W E Miles and when
he returned to Melbourne built up an extensnve pracuice 1in which were a very
large number of pattents suffering from ano-rectal disorders  This expenience
gave Mr Turner an authontative position m proctology 1 Australin 1t was
the perfecuion of s teaching winch so impressed me  In Yater years he shared
with me his interesuing problems sn a most unselfish manner

My traiung in the specialty was obtained Tam proud to say 1 St Mark s
Hospitat for Diseases of the Rectum London  Farstly 1 was a chimeal assistant
to Mr &L T C Milhgan and later Resident Surgical Officer  Thus hospital
provides unique speeil experience partly because of the farge numbers of
piuieats seen but chiefly because of the shimulating teaching and teadership
of the staff I acknowledge with gratstude the work of Dr Cuthbert Dukes
Mr W B Gabniel Mr £ T C Milligan Mr Naunton Morgan Mr O V
Lloyd Davies Mr J C Goligher and Mr Henry Thompson

Since I returncd to Melbourne 1 have been fortunate indeed 1n hasing
the co-operation and goodwill of many doctors which has provided me with
cvery opportunity (o continue mv study 1 this specialty Very gencrowly
2 number of my scmor colfeagues at the Royal Melbourne Hospital have
made avartable facilities for the treatment of certan of their patients suffenng
from unusual proctological conditions and my special thanks are due to Sir
Victor Hurles Str Albert Coates Mr W D G Upjobn Mr Orm Smuth
M G R A Syme and Mr Gryton Brown In developng operative
technique 1 have been lucky 1n having assstance and helpful critscism (m$
a number of firstclass registrars and house surgeens 19 particular T wou
Iike to mention Mr R hernutt Mr H Stanstreet Mr Kenneth Cox and
\Mr A R Waterhouse

in armnoing the subject mat
method of clasafsing disorders into sepirite sections

ter of the book 1 have followed the arthodot
This 18 apphicable i

i



PRLFACE

this regton beciuse as 1 rule the diagnosis can be made by chimcal examina
tion I have not included chapters on trwuma or on congenital abnormalities
because my person il experience 1s limited

‘This book would have taken much longer to prepare 1f 1t had not been
for the uireless encrgy of my sceretary Miss Jein Lister  She has spent many
long cvemngs and weck-ends typing and re typing the manuseript The final
copy w1s a beautiful piece of work She also was responsible for gleaning
the information mn the Historical Appendix 1nd for much other and consider
able help

1 hnve done the drawings myself and have recetved cvery co-operation
from the Department of Visual Aids Umiversity of Melbourne 1n photo-
graphing the drawings as they were completed Most of the photographs
were also my own work and 1t 1s a pleasure to achnowledge the assistance
1 have had from the theatre staffs of the Royal Melbourne Hospital St
Andrew s Presbyterian Hospital (Sister Johnson) and Bethesda Salvation
Army Hospital (Sister Stewart)  Most of the pathological specimens have been
photographed by Mr Ingls of the Department of Medical Illustration the
Royal Melbourne Hospital to whom my thanks are due whilst Dr J D Hicks
very hindly supplied the photomicrographs

The Australtan and New Zealand Journal of Surgern the Medical
Journal of Australia the Briush Journal of Surgery and the Briush Medical
Journal have very hindly granted permussion to reproduce illustrations from
my articles which have appeared from time to time

1 wish also to express my sincere thanks to the following for permission
to use illustrations

The Australian and New Zealand Journal of Surgery (Frewdin 1955) for
Figure 22 The Umversity of Leiden Holland for Figure 35 The Wellcome
Historical Medical Muscum for Figure 40 The British Museum for Figures
81 aand 126 La Press Medicale for Figure 127 Messts G Bell & Sons Ltd
London for Figure 273 which 1s taken from Rest and Pan (1950) edited by
E W Wallsand E E Philipp Messrs Hutchison & Co Ltd London for
Figure 274 which 1s oniginal to Disceples of Aesculapius (1900) by Sir B W
Richardson Messrs W B Saunders Co London and Philadelpma for
Figure 275 which appears mm An Introduction to the History of Medicine
(1929) by F H Garnson The Lancet and the Anthony Buckley Studios
Ltd for Figure 276

The manuscript has been read for me by several friends Dr Gordon
Houseman Dr D G McLeish Dr A R Waterhouse and Miss Barbara
Stubbs receive my special thanks for this work Dr Tan Wood and Professor
E S J king have always been generous in their help in these matters and
mn the preparation of this book I was able to take full advantage of their
experience  Professor Maurice Ewing Professor of Surgery in the University
of Melbourne very kindly gave me some valuable advice

1xX
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I am indebted to the publishers Messs E & S Livingstone Fdinburgh
for the excellent way tn which they have produced this work 1t 1s a special
pleasure to record my personal sincere thanks to Mr Charles Macmuillan
Managing Director and to Mr James Parker Director

E § R Huans

Melbourne Australia
1957
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THE SURGERY OF THE ANUS ANAL CANAL AND RECTUM

relatively constant level that sigmordosco
g pic measurements should
rather than from the vanable level presented by the buttoch be made

THE ANAL CANAL

The anal canal extends from
the anus to the ano-rectal ring and
1s about three to four centimetres 1n
length The anorectal nng 15 1
strong muscular ning formed by
various muscles and represents the
upper end of the muscular sphincters
which guard the lower end of the
large bowel The ano-rectal ring 1s
not an embryological boundary and
may not be acceptable to the am
tomust whose material 1s formalin
hardened but nevertheless 1t 15 a
structure which 1s easily recognied
on climcal examnation and it pos
sesses considerable climeal stemfi
cance The pectinate line represents
the upper it of the anatomical
Fic 2 anal canal and the anorectal ring

Normal anus :;’é":“‘l‘:fg ?3?5;2?2?7,. anal verge  ho ypper imit of the surgical anal
canal (Fig 3)

The Mucous Membrane of the Anal Canal

The mucous membrane of the upper half of the surgical anal canal has
a pink colour 1n the lower half 1t 1s plum
coloured changing to bluish purple just
mnside the anal verge The mucous mem
brane 1s lined by columnar and cubodal
epithelium and 1s arranged 1n longitudinal
folds known as the columns of Morgagm e
(Fig 4 these columns arc jomned at their ora rectat 19
lower ends by delicate sermilunar  folds
known as the anal valies The small pochets
between the columns and just above the
anal valves arc known as the cripts of Mor
gagnt The columns of Morgagm probably
possess no special sigmficance other than Fo 3
representing 2 mechamsm  whereby  the D.neuncc’ubellc:fc;:ma::’xsrnnl and
mucous membrane can accommodate con "-‘
siderable stretching 1n the course of defaccation
to be the level of the embryological junction of the

2

onal verge

The anal valves arc behiesed
post allantoic gut and



SURGICAL ANATOMY OF THE ANAL CANAL AND RECTUM

the proctodael ingrowth and correspond roughly to the transiion from
glandular to stratified epsthelum It has been suggested that the crypts of
Morgagn are concerned with
the lubrication of the anal
canal but this 1s doubtful

_oror td ring
Y e (M The pectinate line 15 the
Wiy o M e name given to the level at
\"\n ryls of Morgogn which typical rectal mucosa
%:wwm o of pe wrew W) changes to the stratified ept
et oo thelum of the anal skin  As

mentioned above this transi
tion 1s at about the level of the
Fic 4 anal valves but may be a little
Anatosmucal structures m anal canal above it In some individuals
papilae develop from the tips of the faces of the pectineal indentations and
these project into the lumen of the anal canal These anal papillae do not anse
from the valves (Fig 5)
A constant feature of the Itving anal canal 1s the presence of a groove
five to ten millimetres in width extending around the anal canal just within
the anal verge (Fig 4) It ts difficult to dentify thus groove after the anal

Fi

1G5
Hypertrophy of anal paptllae

canal has been removed A few mullimetres above the groove are the anal
valves and pectinate line This groove separates the internal from the
external haemorrhoidal zones and corresponds Toughly with the band referred
to as the pecren Stroud used this term to define the narrow area bounded
by the pectinate line above and Hiltons white line below Ewing (1954)
has recommended that the latter term be discarded because 1t 1s so unusual
to see a white line 1n the anal canal This anal groove or pecten 1s covered

3



THE SURGERY OF THL ANUS ANAL CANAL AND RLCTUM

by stratified epithelrum and has a dense connective tissue matrix wath thick
muscular and elastic components suggesting firm support and anchorage
of the mucous membrane, 1t forms a contrast to the mucous membrine of
the upper half of the anal canal which 1s supported by lax arcolar tnsue and
thin and regular mucous membrane

A special serzes of anal elands opens 1nto the crypts of Morgagn (Fig 6)
There are rarely more than six or eight of these glands in the human but they
appear to be a constant feature and are most concentrated 11 the posterior
segment of the anal canal They anse only from the narrow transitional
circular zone 1 which the rectal mucosa changes from columnr to strnfied

Fic 6 i 7
Fic 6 Anal gland
Fic 7 Components of musculature of anal sphincter Dugram
represents average finding 1n twenty three dissected specimens

cptthehium  An anal glar d possesses a narrow duct and up o si1x 1ubul-;r
branches which extend into the submucosa nearly alw 1ys1n a direction toward ;
the anus (Walls 1956 These plands have been traced into the mtcrn‘l
sphincter and occastonlly have been scen penetratme the longnudinat m\:sccncl
They were formerly regirded as morphologicl rudiments but mc]arc lrI cm
investiztions suggest some definite function and in the lower animals 2 . ih-ﬂ
it s lﬂought that the glands are connccted with scxual achvitics and

they secrete odonferous substances

78910
The Musculature of the Anal Canal (Figs

The nal canal 1s surrotunded by 1 comphicated sphincter \shlmc lmuu.‘:‘c
structure has been the subject of many i estieations There a&c{l:':lc:'::r unta
and involuntary muscle components with smoothly co-ordinte

EXTERNAT SPHINCTER Muscrr —This muscle ts cnmposcdhnr ?1’1;‘;;\,:2{(‘7:1
although fusion of adjrcent portions of the muscles mahes the
artificial

4
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THE SURGERY OF THE ANUS ANAL CANAL AND RECTUM

those of the pubo-rectahs portion of the levator am muscle (Figs 8 9)
Anteriorly the fibres of the muscle decussate and join with the transverse
perineal muscles and also merge with extensions from the pubococevgeus
muscle which fuse with one another i front of the rectum (Luschha s musclc)

INTERNAL SPHINCTER MusCLE —The internal sphincter muscle ts 1 direct

continuation of the circular coat of the large bowel (Figs 7 8) Ttas thirty to
thirty five milimetres 1n length and five to seven millimetres m width The

Fic 10
Lower border of ternal sphincter muscle (
mucosa (M M) exposcd duning operation for in

15) and musculans
ternal haemorthoids

muscle 1s sharply delineated bounded on the outer side by a continuation of
the longitudmal muscle and on the mner side by the musculans mucgs:!:l
which 1s lso well-defined at this lesel Extensions of these two k;nm;unlcr‘lﬂ
muscle layers ntermingle around the tower border of the mllcrn'\c :ﬁ‘x‘;md
muscle The pale compact fibres of the internal sphincter m]usc ctnl:a i
by thin sheets of tissue passing from the outer longutudmna ‘c\ml to the et
musculans mucosae  Because 1t extends to the nat \crgcb; f (::ous e of
this well-developed muscle has been confused with the subcutin po
of the external sphincter muscle (Fig 10 by fbres

LonaiTupisat Muscre —The tongitudinal muscle 15 rcmfoiifc x:"oc‘cmls
recened from the levator am muscle but as this conjomt(rr?; ; 8['1 e
distally the muscle fibres are replaced by fibro-cthstic ms}\:c (Ties ot sphncter
sheets and bundles separate off medially and pierce the

¢ to jotn with the musculans mucosae ,
muscl\l‘ct'l:c level of the lower border of the mternal ssllj\:\r(\lclt;{ :‘ll:::}lcplal:
longtudinal muscle splits up 1nto numerous sheets (or

6



SURGICAL ANATOMY OF THL ANAL CANAL AND RECTUM

through the subcutaneous portion of the external sphincter muscle dividing
1t into fasciculr and finally merging with the dermis of the skin

One of these prolongations of the longitudinal muscle passes between the
Iower border of the internal sphincter muscle and the subcutaneous external
sphincter muscle and has been termed the anal intermuscular septum  but
apart from 1ts situation there 1s nothing to distingwish 1t from the other
termnal sheets of the muscle

MuscULARIS MucoSAE MUSCLE —As the muscularis mucosae proceeds
distally 1t recetves remnforcing strands from the longitudinal muscle coat which
prerce the internal sphincter muscle The muscularis mucosze becomes a
well-defined structure and reaches maximum development in the region of the
anal valves and continues in this way to the lower border of the internal
sphincter (Figs 7 8) At this level many of the fibres are attached to the
epithelial layers and appear responsible for the groove attributed by Milhgan
and Morgan to the attach of the anal inter lar septum  Some fibres
continue distally immediately under the skin of the anus to form the corrugator
cutis am muscle  ‘The more laterally placed fibres mingle around the lower
border of the internal sphincter with the inner septa of the longitudinal muscle
(Fig 10

The muscularis mucosae muscle 1s so well-developed that 1t has been
given a special name by various investigators Kohlrausch 1n 1854 suggested
the term musculans mucosae am The musculans mucosae muscle forms the
dense matrix of the pecten zone of the anal canal

CORRUGATOR CUTIS ANI MUSCLE —This term was given by Ellis (1878)
to a thin layer of involuntary muscle 1n the subcutaneous tissue and extending
outwards from the anus This muscle 1s almost certamnly derived from a
continuation of the muscularis mucosae muscle and 1s responsible for the
characteristic puckering of the skin of the closed anus (Fig 2)

THE RECTUM

The rectum 1s the lowermost portion of the colon 1t extends from the
recto sigmoid junction to the ano rectal ring The latter 1s a fixed level and
15 easily recognised The recto sigmoid junction however 1s not marked by
muscular sphincters and 1s difficult to define

The endoscopst finds that after passing the sigmoidoscope approximately
fifteen centimetres from the anus he encounters a zone a short distance above
the upper valve of Houston beyond which 1t 1s difficult to negotiate 1t almost
seems that there 1s a narrowing of the bowel at this site To the endoscopsst
therefore the recto sigmoid junction 1s about fifteen centimetres from the
anus (Fig 1)

The surgeon tends to regard tumours of the bowel situated as high as
the promontory of the sacrum as recto-sigmoid 1n situation whalst anatormsts
place the recto-sigmoid junction opposite the third piece of the sacrum  Here

7



THE SURGERY OF THE ANUS ANAL CANAL AND RECTUM

the rectum s considered to end at about
sigmordoscopys and at the third piece of the sacrum at operation

levels correspond roughh

Fic 11
The finger reaches a level ten centimetres

from anus An important function of the

sigmoidoscope 1s to reach lestons situated

in 2 rdiologically blind zone situated

between ten centimetres and fifteen centi
metres from anus

fifteen centimetres from the anus on
the mo

The rectum follows the cune of

the sacrum  Gorsch (1955} pomts out
that the posterior wall 1n contrast to
the straighter anterior wall cunes
abruptly forwards over the ano-cocey
geal raphe  this 1s responsible for a
blind spot® n the rectum i the
course of endoscopy The rectum also
possesses lateral flexures corresponding
with the rectal valves of Houston
there are usually two flexures on the
night and onc on the left At the ano-
rectal ring the lumen of the bowel
cunves sharply so that whilst the lower
third of the rectum 1s directed down
wards and forwards the anal canal
proceeds downwards and backwards

The rectum has a wide casly
distensible lJumen The mucosa lined
by columnar epithchum s pink and
vessels large and small can be scen in
the submucosa  this 1s known as the

vascular pattern and 1s lost in certain pathological conditions wherein the

mucosa becomes abnormally thickened

Three folds project into the
lumen of the rectum They were
well descnibed by Houston 1n 1830
and are referred to as the rectal
valves of Houston Although there
are usually three such valves they
may be absent altogether or there
may be as many as five  The lowest
of thesc valves 1s just above the
ano-rectal ning and about five centi
metres from the anal verge as
measured on the siemoidoscope
(Fig 12) It 1s situated n the left
posterior  quadrant  The muddle

valse 15 usually the most prominent and s somectimes called
ts nto the lumen from the ncht or neht antenor aspect

plica 1t projec

of the anus This valve 1s about sesen to cight cen!

sigrnond eolon
LR

owdde vabve
8 ems

LEFT

e 1.
\alves of Housten

Rohlrausch s

tumetres from the
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SURGICAL ANATOMY OF' THE ANAL CANAL AND RECTUM

anus and corresponds very approximately to the level of reflection of the
peritoneum off the anterior wall of the rectum Tumours below this valve
he 1n the lower half or extra peritoneal portion of the rectum which has some
prognostic sigmficance The third and uppermost valve of Houston 1s about
ten centimetres from the anal verge and 1s situated on the left side  Immediately
above this level 1s a cul-desac and above this again the relatively narrow
sigmoid colon The rectal valves of Houston contain extensions from both
muscle coats and fibrous connective tissue They are not present in all
mammals and theirr function 1s not clear It was once thought that chronic
constipation mught be caused by promiment Houston s valves and mstruments
were designed to reduce their size by pressure necrosis

LEVATOR ANI MUSCLE
(Fig 13)

The levator ant muscle 1s intimately related to the rectum and anal canal
It 15 doubtful 1f the levator am has any important role 1n support of viscera
other than the anal canal and
rectum because 1t 1s largely
excised with the rectum and
anal canal n radical surgery
for carcimoma and complica
tions rarely follow The levator
am muscle consists of two main
parts the idiococcygeus and
the pubo-coceyvgeus the latter
has a specialised portion
referred 1o as the pubo rectals

Fig 13
Levator am muscle

Tho coccygeus Muscle

This portion anses from the 1schial spine and from the lateral pelvic
wall as far forwards as the obturator canal Its onigin 1s fascial and the whole
muscle 15 usually thin and degenerate although 1t may hypertrophy quite
considerably duning pregnancy The muscle fibres pass downwards and 1nwards
to gam insertion 1nto the sides of the coccyx and ano-coccygeal raphe

Pubo coccygeus Muscle

This portion of the levator ant muscle anses from the posterior aspect of
the pubis the deep layer of the trrangular igament and from the fascial arch
or white line of the levator am muscle The fibres pass mamly backwards
and shghtly inwards and on either side of the visceral canal to jom m a
V shaped manner to form a raphe attached to the front of the coccyx and
lower sacrum The muscle fibres of the pubo-coccygeus run in a different
direction from those of the iliococcygeus the former run backwards and

9



THE SURGERY OF THE ANUS ANAL CANAL AND RECTUM

the latter downwards and mwards  this differcnce 15 partly due to the more
posterior onigin of the ihio-coccy geus and partly to the obliqurty of the pelus

In 1ts medial and anterior portron the ptibococeygeus 15 thicker and
more vascular than the remainder of the muscle and forms the pubo-rectalis
muescle At ats origin the pubo-rectalis hes nearly horizontal with an uppcr
and lower surface but as 1t passes backwards 1t appears to twist so that ats
upper edge now becomes medial and 1ts medial edee inferior The pubo-rectalis
fuses with that of the opposute side to form a continuous shing passing behind
the ano rectal junction  This U shaped muscle forms with the pehac arch
anteriorly the pehvic aperture four centimetres long and two and a half cents
metres wide The pubo-rectalis has an important sphinctenc action  when 1t
contracts 1t increases the ano-rectal angulation and narrows the pelsic aperture

RECTO URETHRALIS MUSCLL
(Fig 14)
The recto-urethralis muscle 1s a band of smooth muscle continuous with
the longitudinal coat of the rectum and extending forwards to the apex of the
S, prostate and decp tnangular hgament
The muscle 1s ntimately related to the
fascia of Denonvilliers and must be

divided to enter the correct plane n the
course of cxeision of the rectum
Oveen v SPACES IN RELATION TO THE
m"“’"‘f‘m‘m"?"“‘* Post ANAL CANAL AND RECTUM
In close relation to the anal caml

and rectum are certain anatomical spaces

N of considerable chimea) sigmificance
e " 1 Submucous Space (Mg 15

e o betwneen
The submucous space fres

Deromither hs"c‘l"’“?:d reco vrehrhs the mucous mcmbranc and the mlcrn::
sphincter  inferiorly 1t ends at the level of the lower edee ‘l:{l:(h:u;;‘rfrrv!;b
sphincter muscle 1n the dense matrix deep to the anal groove w e
1t 15 conttnuous above the ano-rectal ning with the submuco‘m R T ele
1t contains the micrnal haemorrhoidl plevus of \csv:l} 3]m1Pn rborrcng
which tend to course up and down the spce rather lhar‘lj om“:uh)ns o

network as they do 1n the rectum and the well<luveloped mu

muscle

2 Penanal Space (Fig 16)
The pertanal space surrounds the anus 1tss
of the composte longitudinal muscle into the 1<

10

fimated above by the extension
chio-rectal fossa to form the



SURGICAL ANATOMY OF THE ANAL CANAL AND RECTUM

pertanal fascia and nearer the anus
by the termination of the muscularis
mucosac muscle Inferiorly the space
1s bounded by the penianal skin and
the corrugator am muscle  medially
by the skin of the anus and the anal
canal whilst on 1ts outer aspect 1t
becomes continuous with the sub
cutaneous f1t This space contains the
subcutancous external sphincter muscle
and the external haemorrhoidal plexus
of vemns the latter commumicates with
the nternal hacmorrhoidal plexus by
means of sewns passing through the
dense matrix of the anal groove The
lower portion of the internal sphincter
muscle extends into the space The fat
of the perianal space 1s arranged 1n
small compact locules and the vascular
1ty 1s apparent 1n, operations nvolving
this space such as haemorrhoidectomy

3 Ischio rectal Space (Figs 17 88 89)

The 1schio-rectal fossa 15 divided
tnto the penanal and 1schio rectal
spaces by the perianal fascia which
extends laterally from 1ts onigin 1 the
composite longitudinal muscle towards
the 1schial tuberosity In contrast to
the closely packed and finely granular
fat of the perianal space that of the
1schio rectal space 1s 1n the form of
large locules and 1s relatively avascular

The 1schio rectal space 15 wedge
shaped lying antero posteriorly with
the apex forwards The base of the
wedge 1s directed backwards as well as
downwards here the sschio rectal
space 1s broadest and s partly over
lapped by gluteus maximus muscle and
himited by the penanal space and skin
The apex of the wedge 1s situated above
the triangular ligament between the
side of the pelvic aperture and the
descending pubic ramus The floor of

11

FiG 15
Submucous space

A\

rternal
sphncter m

| 2 mosculans
7 micosae
i
corrugator
L. eutis o m
P
subcutoneous
external sphncter B\ e teral
emorThoidal vencus
fong tignal m ol va
Fic 16

Penanal space

Fic 17
Ischip rectal fossa  Apex of this pyra
midal shaped fossa situated anterjorly
and extends above trrangular higament
base situated postero inferiarly



THE SURGERY OF THE ANUS ANAL CANAL AND RECTUM

the space posteriorly s formed by perianal fascia which separates 1t from
perianal space  the trtangular igament and the perineal muscles form a shelf
below the anterior extension of the 1schio-rectal space

The inner wall of the 1schio-rectal space 1s formed by the pubococer geus
and pubo-rectalis muscles together with the twe deeper portions of the external
sphincter muscle Posteriorly and behind the anus the inner wall disappears
and the 1schio rectal spaces communicate between the ano-coccy geal riphe
of the levator am muscle and the coccygeal attachment of the superficial part
of the external sphincter muscle This space has been termed the deep post
anal space (or posterior communicating space) by Gorsch (Fig 8

The outer wall of the :schio-rectal space 1s linmited by the obturator fascia
covering 1ts muscle and by a small portion of the tnner aspect of the 1schium
which hes below the falciform attachment of the sacro-tuberous ligiment

The roof 1s arched and 1s formed by the fibres of the levator am muscle
as they pass inwards towards their msertton The roof 1s broadest n the
postertor part of the space and becomes narrow anteniorly above the triangular
higament At the apex the inner wall and roof merge with one another because
the tho-coccygeus and pubo-coccygeus muscles are m apposition at their ongins
from the white hme  The outer wall and floor also approach the nner wall
and roof at this point  Some anatonusts have described the presence of a
layer the lamuna terminalts passing across the ischio-rectal space from its
nner to outer walls at the base of the trangular higament  this would limit
the 1schio rectal space to the level of the base of the triangular ligyment  but
such exclusion of the anterior extension of the space has not been supported
by chintcal observation and operative findings mn cases of mfection i the
1schio-rectal fossa

RECTOGENITAL SCPTUM
(Fig 14

Separating the rectum from the prostate nd scminal vesicles m the male
and from the vagmna m the female 15 a welldefined fascial septum known as
Denomilliers fascia Some 1nvestigators belicve this fascia 1s dernved from
the peritoncum but others favour a strictly fascial ongin

In the male the septum 1s ncarly always clearly demarcated and 15 ]coml
posed of anterior and postersor layers  the anterior Tayer 15 intimately rcdm;
to the posterior capsule of the prostatc whilst the postenior Jayer exten :on
the apex of the prostate and deep trngular ligament tn closc associly |
with the recto-urethralis muscle The potentinl soace between the two f1scial
Jyers 1s filled with loose arcolar tissuc and 1s known as the rrlml”("’“’;‘l"'
space of Proust  The rectogemtal septum 1s wtached above to the ‘pc:;l:f;:‘w
pelvic pouch whalst laterally st cxtends 1cross the pels  In lhcl 'IY;L‘CC )mcm
layers of the septum arc 5o well-defined that when scparated ’r}nlp The
the appearance of a serous surface 1 the female this 18 Jess appl lc'm: .
septum and the potential space betwcen the two hyers which form
important in the surgery of circinoma of the rectum
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SURGICAL ANATOMY OF THE ANAL CANAL AND RECTUM
BLOOD SUPPLY O THL ANAL CANAL AND RECTUM
(Figs 18 19)

1 Supenor Haemorrhodal Artery
The superior haemorrhoidal artery 1s a continuation of the inferior mesen
teric artery wiuch anses from the abdominal aorta opposite the third lumbar
vertebra four centimetres from the
bifurcation of the aorta and sevea
centimetres above the prominence of beond fhoc_
the sacrum
The inferior mesenteric artery
surrounded by lymphatic channels
and glands and enveloped by fatty
ussue  descends over the termunal
portion of the aorta and over the
prominence of the sacrum For the
first seven to eight centumetres of its
course 1t lies behind the pentoneum
covering the postertor abdomtnal
wall but more distally st enters the Fio 18
base of the mesentery of the lower Blood supply of rectum
sigmoid colon rectosigmord junction and upper rectum 1 the meso
rectum 1t becomes the superior haemorrhowdal artery and divides 1to 1ts
terminal branches which are closely applied to the middle third of the rectum
before finally disappearing mto the wall
of the lowest part of the rectum The
artery and 1ts branches supply the rectum
and the anal canal as far as the anal
groove Pulsations of the terminal arteries
can be felt 1n the pedicles of the internal
haemorrhotds when these are large
Apart from the terminal branches
the inferior mesenteric and superior
haemorrhoidal arteries supply branches
to the descending colon and the sigmoid
colon These branches are important mn
the surgery for carcinoma of the rectum
The left colic artery and the first sigmoidal
artery anse comomntly i about fifty
Fic 19 per cent of individuals * the conjoined
Inferior mesenteric artery origin 1s opposite the bifurcation of the
aorta Sometimes the second sigmoid artery arses from the same onigin  In

* In this book the fust branch of the infertor mesentenic artery 1s referred to as the left
colic artery and the second as the first sigmoid artery

13
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forty per cent of cases (Goligher 1949) the left colic artery 1s the first branch
with the first sigmoid artery ansing half to threequarters of an inch below
whilst 1n the remaning ten per cent the first sigmord artery definutely anses
from the left colic artery The left colic artery ascends afmost drectly upwards
towards the splenic flexure There are usually two three or four siemordal
branches but there may be as many as stx  The space in the mesentery between
the left colic artery and the first sigmouwdal artery 1s much farger than the
mesenteric windows between the sigmordal artenes

The left colic artery diides into branches as 1t approaches the colon
to form an arcade with the descending branches of the middle colic rtery
the anistomosts 1s good and sufficient to supply the descending colon and
sigmaod colon 1f the inferior mesenteric artery s hgated at the aorta (Golicher
1954} The left colic artery anastomoses distally with the first sigmoid artery
with which it helps to {orm an arcade two to four centimetres from the sigmowd
colon This arcade 1s carried on by the lower sigmordal artenies  The anasto-
mosts between the lowest stgmoidal artery and the terminal branches of the
supertor haemorrhoidal artery 1s not so well-defined  Sudeck (1907 observed
gangrene 1n the upper rectum in two patients whose superior hacmorrhoidal
arteries had been hgated just distal to the last sigmoid artenat branch duning
penneal resection of the rectum  He established the ongin of the last sizmoid
artery as a critical point for mamtaimng the blood supply of the reetum fter
Igating the superior haemorrhowdal artery (Fig 20) The superior haemor
rhowdal artery has been regarded as the most important blood supply to the
anal canal and rectum  yet the artery can be ligated and the marginal vessels
of the sigmoid colon removed without the anal canal or the rectum undergoing
necrosis Viable bowel extends up to five centimetres above the peritoneal
refiection and further 1f the anastomosts at Sudeck s point 15 adequite  The
blood supply m these circumstances 1s dernved from the middle haemorrhoidal
and infertor haemorrhotdal artenes

2 Middie Haemorrhotdal Artery

This vessel of v rying size anses from the anterior trunk of the m:crn )‘I
\iac artery or from onc of is two mun termimal vessels the infenor zilulcl1
artery or the internal pudendal artery The vessel runs medilly (omr] s the
rectum 1n assoctation wath veins and lymphatic vessels  these \c«c")'uc
surrounded by fibro-fatty connective tissue swhich constitutes the Ialtl:rm rllcé:
ment of the rectum The lateral higament 1s situated above the upper e
of the levator am from which 1t 1s separated by loose nrc(;lar ns;n:‘cof The
Tigament 1s divided duning the course of an abdomino-peninca CFC“: n o ihe
rectum and the contnned artery 1s somelimes so small that no l::\:d:m'unl)
s necessary  The middle hacmorrhoidal artery 1ppears mhbc COEE; ;nasmmmc
with supplying the muscles of ll;c an;\llc::m:\lI ::g :ccz:::: ut m

with the other artenes of the 1nal cand

rrcd)l‘rcx:mh(cl(;SS) observed that when the middle hacmnrrhmd:‘lraycl)clrzj:::
present the terminal branches penctrte the rectum over an arca Win
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from one to three square centimetres This zone extends from four centimetres
to eight centimetres above the anal margin (Fig 22)

g i lﬁr
1 J H—
-
1™ = ;i
/ /X LW
Lowest sigmod N
art ligated
Wo dolicwral N
circutation
SWwinp not viable
Fic 20
| | pa — A-—Sudeck s critical anasto
[ - mosss
5
= B—If Jlowermost sigmoid
/e R branch be lgated the col
Collaral / N = Iateral circulatton through
b-swm“?‘ \ N Sudeck s cnitical point may
be so weak as to be respons

1ble for an anastomosis deep
n pelvis

C—If lowermost sigmord

branch 1s preserved the

length of viable pelvic colon

15 such that amastomosis

can be accomplished at a

comfortable level for the
surgeon

g

3 Infenor Haemorrhoidal Artery

The 1nferior haemorrhordal artery 1s a branch of the internal pudendat
artery and arises as this artery enters Alcock s canal It may be represented
by two or three smaller vessels The artery crosses the i1schio rectal space in
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THE SURGERY OF THE ANUS ANAL CANAL AND RECTUM

assoctation with sts veins and 1s distrsbuted to the lower anal canal and penanal
space It anastomoses freely with the supenor and muddle haemorrhoidal
arteries  The wnfersor haemorrhoidal artery 1s always encountered n the pen
;u::xl dissection of an abdomino-penineat excssion of the rectum and requires
1gation

4 Miscellaneous 'V essels

The nuddie sacraf artery and some of the other branches of the internal
thac artery (¢ g the supenor vesicular artery) and termunal branches of the
mternal pudendal artery may provide small branches to the anal canal and
rectum which become evident to the surgeon when he exeses the rectum for
tumours

VENOUS DRAINAGE OF THE ANAI CANAL AND RECTUM

There are two main groups of veins which dram the anal cana) and
rectum  the iferior mesenteric vewn which passes to the spleme ven and
hence the portal vern to enter the Iner and the middle and mfenor haemor
rhordal veins which pass to the systemic veins and so to the snferior venz cava
and the heart without entening the lner Nearly all blood borne secondany
mahgnant deposits from a carcinoma of the rectum are found i the fner
smcicating that the nferior mesenteric vein s the most important drayming
the rectum

The tnibutanies of the inferior mesenteric vem accompam the branches
of the superior hiemorrhoidal artery  the mun venous trunk hies 1o the teht
side of the artery and 1s closely applied to it but opposite the level of the
ifuccation of the aorta the two vessels separate and the mterval between them
gradually wcreases as the artery proceeds to the anfenior aspect of the aorty
and the vein to the splemc vern to the left of the aorta

LYMPHATIC DRAINAGFE OF THE
ANAL CANAT AND RICTUM
(Fies 21 22)

The lymphatic vessels of the anad canat
and rectum dratn ato the regronat hymphatie
glands There are three main scis of nodes
those alone the superior haemorrhoudal
wessels  those accompanying the mddle
haemorchordal vewsels and those i the
incwinal region There is {ree anstomaosss

fio 21 between the sarious lymphatie pletus groups
Lymrhatic draynage of rectum so accounting for such a phenomenon as the

t tvmph nodes n the grow from priman
. 7 t apparenthy molung the anal

occasional appearance of mahgna
tumours situated within the rectum and 0o
\erge
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SURGICAL ANATOMY OF THE ANAL CANAL AND RECTUM

1 Supernior Haemorrhoidal Lymph Glands
The lymph vessels and nodes follow the course of the superior haemor
rhoidal vessels A group of glands 1s situated just above the levator ani 1n the

FiG 2.

A—Mucosal surface of spect
men cut anteriorly showing
bisected tumour (Mr P R
aged S8 years Combined ex
csion on 8th Apnil 1952 Four
years later well and without
sign of recurrence )
B—Posterior aspect of spect B
men to show dissected vessels

region of the ampulla of the rectum and n very close relation to the rectal
wall these are known as the pararectal lvmph glands (Gerotas nodes)
Larger glands are situated around the bifurcation of the superior haemorrhordal
vessels at about the level of the third piece of the sacrum and further glands
are found at the ongins of the sigmoidal vessels from the superior haemor
rhowdal artery  Some of these nodes recetve thew lymph direct from the Iower
rectum by afferent channels by passing the nodes at a lower level so that these
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association with its veins and 1s distributed to the lower anal canal and penanal
space It anastomoses freely with the superior and middle haemorrhowdal
artenes  The inferior haemorrhoidal astery 15 always encountered n the pert
rcal dissection of an abdomno-perineal exersion of the rectum and requires
1gation

4 Miscellancous Vessels

The middle sacral artery and some of the other branches of the internal
shac artery (e g the supenor vesicular artery) and terminal branches of the
snternal pudendal artery may provide small branches to the anal canal and
rectum which become evident to the surgeon when he excises the rectum for
tumours

VENOUS DRAINAGE OF THE ANAI CANAL AND RECTUM

There are two main groups of vens which dramn the anal canal and
rectum  the mferior mesentenic ven which passes to the splenic vein and
hence the portal vein to enter the ner and the muddle and nferior haemor
rhoidal vesns which pass to the systemic veuns and so to the mferior vena etva
and the heart wathout entering the Iner  Nearly all blood borne secondary
mahgnant deposits from a carcinoma of the rectum 2re found n the hner
indicating that the snferior mesenteric vemn s the most 1mportant druming
the rectum

The tnbutaries of the infertor mesenteric vein accompany the branches
of the supenor haemorrhoidal artery  the mun venous trunk hies to the left
side of the artery and 1s closely applied fo it but opposite the level of the
bifurcation of the aorta the two vessels separate and the mierval between them
gradually mcreases as the artery proceeds to the antersor aspect of the oty
and the vetn to the splentc vein 1o the Ieft of the aorta

LY MPHATIC DRAINAGF OF T
ANAI CANAL AND RrCTUM
(Fres 21 22

The lymphatic vessels of the amat canal
and rectum drain nto the regtonal lymphatic
glands There are threc mun sets of nodes
those along the superior haemorrhoidl
vessels  those accompanying the mddle
haemorchotdal sesscls and those i the
mgwnal regon  There 1s free anastomoss

Fia -t between the various lymphanc plesus groups
Tymphatic dranage of sectum so accounting for such a phenomenon as the
from pnmary
occastonal appearance of malignant fymph nxdes 1n the grom
tumours situated within the rectum and not apprently ysoluine the anal
serge
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! Superior Haemorrhoidal Lymph Glands
The lymph vessels and nodes follow the course of the superior haemor
rhoidal vessels A group of glands 1s situated just above the levator an: 1n the

Fic 22

A—Mucosat surface of spect
men cul anteriorly showing
bisected tumour ( P R
aged 58 years Combined ex
asion on 28th April 1952 Four
years later well and without
sign of recurren e)
B—Posterior aspect of spect B
men to show dissected vessels

region of the ampulla of the rectum and in very close relation to the rectal
wall these are known as the pararectal lvmph glands (Gerotas nodes)
Larger glands are situated around the bifurcation of the superior haemorrhoidal
vessels at about the level of the third prece of the sacrum and further glands
are found at the onigins of the sigmoidal vessels from the superior haemor
rhoidal artery  Some of these nodes receive their lymph direct from the lower
rectum by afferent channels by passing the nodes at a lower level so that these
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upper glands are occasionally mvolved by mlignant disease when the Jower
ones may be free The uppermost glands are grouped around the ongin of
the inferior mesenteric artery from the aorta  the frequency of their imyolve

C (2]
e L background introde ed
€ Postenior aspect of sprcimen to show dissected vessels wath d:‘l e i
between vessels and muscle coat \lmcd “lr:\’!:‘!‘ resse s o
related gla .
D —Scheme of dissection of vessels with nodes in right Lateral ligamen

sents no
ment 10 carainoma of the rectum 1s uncertun but their ;cn::?;ll):r:‘“cmmn
technical difficuluies of the inferior mesentenic artery s g
from the aortn
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2 Middle Maemorrhoidal Lymph Glands

Lymphatic ch Is and often recognisable glands accompany the muddle
Faemorrhoidal vessels 1n the lateral ligaments of the rectum  their importance
has been re-cmphasised recently by several independent observers These
glands are difficult to recogmise at operation because of their depth 1n the
pelvis and there has been a tendency for the surgeon to overlook their sigmfi
cance 1ndeed 1n cancer surgery much emphasis has been placed on wide
excision of the levator ant and with comparative neglect of the lateral igaments
(Sauer and Bacon 1952) In an excellent and panstaking study conducted
1n the Pathology Department of the University of Melbourne Freidin (1955)
demonstrated the frequency with which Iymph nodes 1n the lateral ligaments
are nvolved when a carcinoma 1s situated 1n the lower part of the rectum
(Fig 22) From the glands 1n the lateral ligaments channels pass into the
lymph nodes which accompany the internal 1liac vessels

3 Ingumal Lymph Glands

The lymphatics of the anus anal verge and lowermost portion of the
anal canal collect into trunks which follow the perineo scrotal and perineo
labial folds and end in the ingunal nodes Efferent vessels from these nodes
dran nto the glands along the external thac vessels

NERVE SUPPLY OF THE ANAL CANAL AND RECTUM
(Fig 23)

The nerve supply 1s derived from the sympathetic and parasympathetic
systems and from the third fourth and fifth sacral nerves and from coccygeal
filaments

According to Gask and Ross (1937) the sympathetic fibres origmate m
the lower thoracic and upper two lumbar segments of the spinal cord and
pass via the thoracic and lumbar sympathetic chain and splanchnic nerves to
jomn the aortic plexus Some fibres then proceed along the presacral nerve
this divides 1nto right and left branches which combine wath the parasympa
thetic branches from the second third and fourth sacral segments to form the
pelvic plexuses and supply the pelvic organs Other fibres pass from the aortic
plexus to the inferior mesentenic plexus which accompanies the infersor mesen
teric artery and 1s distributed along with the branches of that vessel

The parasympathetic supply comes from the second third and fourth
segments of the cord some fibres proceed direct to the pelvic plexuses and
are distributed from these others as Telford and Stopford (1934) have shown
form a trunk which passes upwards to join the inferior mesenteric plexus and
are conveyed i 1ts branches to the left half of the colon and rectum

The nfertor haemorrhoidal neryes and branches of the pudendal nerves
(8 2 3 4) cross the 1schio rectal fossa with the corresponding vessels and
supply the external sphincter muscle they also contain sensory fibres from
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the shin and perhaps from the mucosa of the anal canal and lower rectum
An anterior splincteric nen e arises from the pudendal nenve Just behind the
postertor border of the triangular heament and suppltes the antero-lateral
aspect of the sphincter muscle and adjacent shin The perineal branch of the
fourth sacral nen ¢ prerces the cocey geus muscle to supply the posterior aspect
of the perinal shin and some minor tw 125 to the sphincter muscle Coces ceal
filaments ramify 1 the shin antertor to the coccyx but do not reach the
musculature

—————— T
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fic 23
Ferineal nerve supply
a—Pudendal nerve  b—Perincal nene  c—Antenor
sphinctenie nenve  d—Infenor haemorrhodal nene
e—Fourth sacral nene f—Anterntor coccygeal nenves
Aft 1€ rsch (10 1 Proct 1 g1 An € my )

Experiments have been conducted 1n which the patient s scnmno’r]n"a;:
recorded while the lower sigmoid colon and rectum are distended by ml;Sh
of 1 batloon 1ntroduced through 1 stgmordoscope (Goligher and Hughes

Distension of the rectum within fifteen centimetres of the anus (occ'm:‘r:
ally only within ten centimetres or sometimes s high as twenty five }:c "
metres) causes 1 sensation of fullness tn the rectum giving the panent "s‘:"c'ﬂn"
o pass wind or a monon  this 1s referred to as rectal npe of J“!mc\l
Distension above this level produces a purely abdominil <cn<:xlm: r:;n .
to the hypogastrium or left thac fossa and this simulates a \n;i |r.-':rupnﬂn
mtestinal colic  this 1s referred to as colonc npe of sensation ‘n A
of the nerne supply to the rectum and colon by anaesthetie bloy
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operative division showed that the colonic type of sensation 1s mediated by the
sympathetic and the rectal type by the parasympathetic system Balloon
distension causing rectal sensation evohed a contraction of the sphincteric
mechanism of the anal canal which appeared to be partly reflex and partly
voluntary This was never produced by colonic distension (Goligher and
Hughes 1951)
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Chapter Two
THE SYMPTOMS OF ANO RECTAL DISEASE

THE outstanding symptoms of ano-rectal discase are bleeding pam a lump
discharge imtation and alteration of the bowel habit  In most instances
the diagnosis of ano-rectal disease can be made after ehimeal examinaton
;ladmlugtcal and pathalogical tnvestigations are racely helpful o the procto-
ogist
BLEEDING

The most common and the most alwrmung symptom s bleeding (Fig 24
Blood from a leston at the anal verge such as an apal fissure 1s noardy
always accompanted by severe patn The blood 1s small in quantity  bright
red sn colour and 1s most often observed on the toilet paper Blecding from
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Commen causes of blecding from anal verge anal canal
and rectum

first degree haemorrhoids tends 1o be profuse and blood muy spurt or drp
away quickly wnto the pan  Bleeding and a mucous discharge are chiracter
wstic of a prolapsed third degree hacmorrhoid and 1n such cases the patient
15 often unaware of the presence of 1 prolapsed hemorrhord  Bleeding from
the rectum 1s not usully associited with anat dwscomfort nd the dlood 16
more often abserved on the surface of the monons  Lesions responsible for
rectal bleeding may also cause an alteration of bowct habit but the combin
tion of these symptoms 1s 15 common m bemgn conditions s af 15 18
malignan
; PAIN

The mucos of the rectum and upper anal camal s wscasine ml;vrlzn:-nrr)
sumult and therefore Jesions m this zone are rekatvely ;mrl\lc« ! (:\ cmi-d
lestons below the Jevel of the anal vahes ase chracterostically 'u;u gyg;nmc
by severe pan Therefore the susgeon 1s able n most m“a"“-;‘" n(l‘cnmxm
the cause of a panful anus by mspection (Nig 25) Premiature dher
tion of the rectum must be resisted
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THL SYMPTOMS OI ANO-RECTAL DISEASE

Penanal and anal haematomas termed by Milligan the * five-day paunful
self-cuning lestons of the anus’ are the most common painful lestons  An
anal fissure 1s almost as common  Thrombosed 1nternal haemorrhowds are
acutely painful because of the associated engorgement and oedema of the
peranal space A prianal abscess 1s extremely panful i contrast to the
1schio rectal abscess where toxic symptoms are more tn evidence  Character
stically mahignant lesions of the rectum are pamless but the less common

\ \
fssure s\romaxsmd

penianel  per anal oplostm
T faemorhod

obscess  hozmotos

Tic 25
Common causes of pain n regron of anus.

)

sin tag  YuRd degee  neoplasm second degree  poiyD
opse of
c Fig 76 Fic 27 Pm:!m
ommaon causes of 2 persistent lump Comman causes of a pre
3n region of anus at .musp slapung lump

neoplastms of the anuy may cause severe discomfort  In a few cases the pam
1s atypical and no cause can be fourd  n such cases the conrdition 1s referred
toas proctalg fugax but this dmgnoss chould be made reluctantly

A LUmP

Not uncommanly the patient 1s worried by the appearance of 4 lump
the anal region The lump mav be persistent when 1t anses m the perianal
tissues  or it may be present intermutiently appearing with the bowel actions
and between wmd g an ongmn from withun the anal canal or
rectum (Fyys 26 27
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Chapter Two
THE SYMPTOMS OF ANO RECTAL DISCASE

THE outstandmng symptoms of ano rectal disease are bleeding pam a fump
discharge 1rritation and alteration of the bowel habit In most instances
the diagnosts of ano rectal disease can be made after climcal examnation
Radiologieal and pathological tmvestigations e rarely helpful so the procto-
logist
BLEEDING

The most common and the most alarming symptom 15 bleeding (Fag 24)
Blood from a leston at the anal verge such as an anal fissure 15 pearly
always accompanred by severe pam  The blood 1s small 1n quantity bright
red 1 colour and 15 most often observed on the toilet paper Bleeding from

BLEEDING —
DEFAECATION ~ ﬂ gﬁ@mﬂ%d
\ \\\\ ohen profuse Toms

CANAL
g [Ee
AL VERGE Tl Sty wit m
rssare)
Fic 24
Common causes of bleeding from anal verge anal canal
rectum

first degree haemorrhowds tends to be profuse and bleod may spunh of dtn;l
away quichly nto the pan Bleeding and a mucous discharge are lf ar:xlcmcﬂ A
tstic of a prolapsed third degree haemorrhord and 1n such cases the pa( ent
15 often unaware of the presence of a prolapsed haemorrhoid Blccdltr)\lg, :i "
the rectum 15 not usually associated with anal discomfort and the !So p (:r
more often observed on the surface of the motions Lestons responsi lc: o
rectal bleeding may also cause an alteration of bowel habit but lhz:s c'ﬂ(mlsl .
ton of these symptoms 1s 4S common i bemgn conditions 1
malignant PAIN

The mucosa of the rectum and upper anal canal 55 mscnsulnc tn};:;ﬁncn‘ag
stimuht and therefore lestons 1n this zone arc relatwely Pmlfl‘ cssccompamcd
lesions below the Jevel of the ana) valves are chiracteristicd )ﬁam e
by severe pamn  Therefore the surgeon 1s abfe m most ms(acn‘clmmt .
the cause of 4 patnful anus by inspection (Fig 25) Premature dig
tion of the rectum must be resisted
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THE SYMPTOMS Of ANO-RECTAL DISEASE

Penanal and anal haematomas termed by Milligan the five-day painful
self-curing Jesions of the anus are the most common painful lesions  An
anal fissure 1s almost as common Thrombosed internal haemorrhoids are
acutely punful because of the associated engorgement and oedema of the
perianal space A pernanal abscess 15 extremely panful 1n contrast to the
1schio rectal abscess where toxic symptoms are more 1n evidence  Character
istically malignant lestons of the rectum are pamless but the less common

\

\
ranat sanal neoplasm ') ate
Wnbscnsmhonnmcmu a rsure nslg"ﬁz?mm((dmorrhmd

Fic 25
Common causes of pain 1n regton of anus

ond  skn trd kasm secord degree  polyp
themoma >0 8 m&m e haemorrtiod
prolopse of
Fic 26 Fic 27 rectum
Common causes of a persistent lump Common causes of a prolapsing lump

m region of anus

neoplasms of the anus may cause severe discomfort In a few cases the paimn
15 atypical and no cause can be found 1 such cases the condition 1s referred
toas proctalgia fugax but this diagnosis should be made reluctantly

A LUMP

Not uncommonly the patient 1s worried by the appearance of a lump 1n
the anal region The lump may be persistent when 1t arises in the penianal
tissues  or it may be present intermittently appearing with the bowe} actions
and sometimes between indicating an onigin from within the anal canal or
rectum (Figs 26 27)
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THE SURGERY OF THE ANUS ANAL CANAL AND RECTUM

The most common of the persistent lumps are perianal haematomas shin
tags and chronically prolapsed third degree haemorrhords  Tumours benten
and malignant do occur mn this region but are rare Intermuttent lumps are
usually internal haemorrhowds prolapsing with each act of defaccation and
sometimes between returning spontaneously or after a push Fibrous polyps
may form on the mucosa dragging the mucosa with them New growths
may prolapse with defaecation even when situated in the rectum but mostly
such tumours are bemgn m nature The uncommon complete prolapse of
the rectum 1s responsible for a large ‘ lump * 1n the perineum

DISCHARGE
Discharge as the major symptom 1s
suggestive of an anal fistulr In such cond:
tions the discharge 1s purulent usually shght
but persisting for long pertods It causes a
— s penanal rmitation (Fig 28)
a,m't,,'"f, : ﬁ'::_,,q n oo A discharge 1s present when mucous
'hhﬁ“mfd membrane 1s prolapsed outside the anus
FiG 28 eg chronmcally prolapsed third degree
Common causes of discharge from  haemorrhords  The escaping mucus 1s

anal region responsible for perststent discomfort and
soled underwear
A serous discharge 1s charactenstic of the weeping scaling shin of scvere
pruritus ani

IRRITATION

A persistent itchiness around the anus may comphicate a recogmsable
Iesion such as an anal fistula or third degree haemorrhoid  but 1 many
cases no assoctated lesion can be found
and the cause 1s often never ascertamned ANAL AR

(Fig 290 The symptom may appear
after some bowel upset or may be pre \
cipitated by antibiotic therapy  Persist

ence of the symptom worries the patient

and leads lim to believe that cancer CAlIJsE NO CAUSE
has developed or 1s about to do so OBVIOUS FOUND
Whatever the cause the itchiness 1s e
often worse at mght and hecps the PRUR
patient awake although when the
symptom ts the patients chief worry

¢ 1n Fic 29
1t often proves to be wdiopath Common caunes of anal tation
ongin

\

g:‘
2118

24



THL SYMPTOMS OF ANO-RECTAL DISEASE
ALTERATION OF BOWEL HABIT

A regular daily bowel habit 1s acquired by most individuals Once
and sometimes twice each day a sensation of fullness 1s felt in the
rectum and this tends to persist until the bowels have been evacuated
Irregulanties developing 1n the dailly bowel rhythm direct attention to
the bowel especially 1f accompanted by bleeding pain or the presence of a

S

CARCINOMA OF ANTENOR WALL PROLAPSE
RECTUM FAECES OF RECTUM

Fic 30
Common causes of unsatisfied defaecation

lump Constipation may be caused by an obstructing tumour but 1t 1s most
often due to some dietetic fault or domestic difficulties Constipation alternat
g with diarrhoea 1s more suggestive of necplasm particularly when some
blood has been observed Dharrhoea with the frequent passage of blood
stained liquid stools may be assoctated with a carcinoma or with some
inflammatory Iesion of the rectum and colon

Alteration of bowel habit assumes a special significance to the procto
logist when associated with a feeling of unsatisfied defaecation (Fig 30) If
the sensation of rectal fullness persists after defaecation the patient may
regard limself as suffering from constipation  Alternatively he may make
frequent attempts to gamn relief from the sensation and claim that he has
diarthoea Unsatisfied defaecation usually has a cause that can be discovered
by physical examinatton of the rectum because the sensation arises from
within the anus It 15 to be distingwished from the unsansfactory defaecation
associated with a condition such as rectocele
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Chapter Three
THE INVESTIGATION OF ANO RECTAL DISEASE

THE cause of the patients symptoms 1s often apparent from the history
after an ano rectal examimation an accurate dragnosis can nearly always
be made
A general physical examination 1s not omitted 1t ancludes the respira
tory and cardiovascular systems and especially the abdomen The findings
may not nfluence the diagnosis but may constderably modify the course of

Fic 31
Examining room (used by author)

action to be adopted to obtain a cure It v a matter of comemcnzc C::ng
mdividual routine whether this general physical examemation be conducte
before or after the ano rectal examination

REQUIREMENTS FOR ROUTINLC ANO RECTAL L\AMINATION

It 1s not far to embark upon an anofectal cmmmauoln “:ls‘:?l:;pz
powerful light capable of easy adjustment (Fig 3{} Ax angncmon e
of light mounted on a stand and placed at the end of the c;mgx‘ ton eouch
15 mfmlrablc for this purpose No spectal couch 15 require g’ :lﬂ:c' eeret
10 have 1 shding ledge on the side of the ordinary couch so ;:;) (hr's, hems
buttocks can bc'hroﬁght beyond the edge of the couch (Fig I; e
the surgeon to move his head forward without difficulty :}x’s s,c oS
sigmoidoscope through the upper part of the rectum into the sig
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THE INVESTIGATION OF ANO-RECTAL DISEASE

A glove or fingercot protects the finger 1t should fit closely and without
folds which mught interfere with the smooth passage of the finger mnto the
anal canal and rectum Petroleum jefly 15 not a satisfactory Tubnicant 1t 1s
too viscous 1n cold weather 1t adheres to and mats together the hair of the
anus and 1s difficult to remove Proutoscopes and sigmoidoscopes are
difficult to clean after the use of petroleum jelly On the other hand paraffin
and olive ol are too hiqud by the time the finger has reached the
anus most of the Jubricant has dripped away The best Jubricant 1s a mucilage
which 1s water soluble It can be wiped off the anus after exammation and

Note shding ledge incorporated in examenmg couch Tt 1s useful for
resting buttocks In sigmoidoscopic examinations

provides excellent lubrication for the sigmoidoscope from which 1t 1s easily
washed The mucilage 1s prepared in bulk.  one ounce of tragacanth powder
and mmne ounces of glycerine are rubbed together and hot water quickly
added (or a hot solution of mercuric perchlonide strength 1 1000) to make
forty ounces

A proctoscope and sigmoidoscope ready for use are kept on a tray best
olaced by the head of the couch (Figs 31 32 33) Three sizes of cotton
wool swabs should be on a tray the largest are used to wipe the anus
after the e 10n 15 leted  the med swabs are used for cleaning
the rectum through the proctoscope and the smallest are used tn association
with the sigmoidoscope  Long alligator forceps are avarlable for using
the small swabs whilst a parr of long plain dissecting forceps 1s most suitable
for the proctoscope swabs
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THE SURGERY OF THE ANUS AN4L CANAL AND RECTUN

A set of probes of Varying sizes ts kept m a dish on the tray Tale pow der
in a contawner with a perforated Iid 1s avatlable to sprinkle over the penneum
after the exarmnation 1n order to Jessen the discomfort The surgeon should
be so equipped as to be able to proceed to wnjection of haemorrhoids or other
minor procedore without delay

Position of the Patient for Ano Rectal Exannnation

The patient must be postured correctly for g satisfactory ano-rectal exam
waton  he rarely adopts the proper position without advice Thorough ano-

Fis 33
Routine ano rectal examunation tray
1 Small cotton wool swabs for sigmosdoscope 2 larff colr(zl: :gg:
swabs for proctoscope 3 Finger cots 4 Wool to ryﬂ:nr plaio
examination 5 Lubncant 6 Talc powder for anus after dry
7P pe 8 D

forceps for
eyepiece {0 Foreeps for sigmmdoscope

The left lateral position a modification of that xnlrod;ccﬁﬂhysfu?cf;:?:;
Sims in 1845 15 adopted as a routine The patient fies mﬁ t cmc e s
both legs flexed at the hips the upper nght leg more ll:mI o
The buttocks should overlap the edge of the table so {a?(llmﬂll’:l‘l? Subscquent
stgmatdoscopy  The shoulders are fotated to bning thcr ‘l:hc o e
the pateent This position gives maximum expasure of th f;':ll s fronn
relative comfort to the patient and affows the usccr{a Ooeh phaee of the
the pelvis  The patient remains 1n the stme position for
ano-fectal exammation
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THL INVLSTIGATION OF ANO-RLCTAL DISEASE

Ano-Rectal and Colomc Examination

inspection

Palpation

Proctoscopy

oy
N

Sigmoldoscapy

15
Cms.

Barjum Clysma

Fio 34
Ano rectal and colanic examnation sheet used by anthor
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THE SURGERY OF THE ANUS ANAL CANAL AND RECTUM

This position 1s far more preferable to the patient than the awkward and
undignified “knee-chest posttion This latter positton 15 unsuited to the
female patient and in the male patient 1s not often used because examnation
15 just as eastly performed mn a left lateral position The Lneechest position
1s useful when the colomc contents are flmd as 1n ulcerative coliis because
on proctoscopy air enters and fills the rectum and the flmd runs back mto
the sigmord colon  with subsequent sr'gmoidoscopy the wall of the bowel

Rectal examination of female patient
(Theod nc Libran Ln =1y {1 yde 1)

the ncreased gravity 15 a
from the sigmodoscope I
hould be taken when adjust
st tn contact with the couch

1s more readily scen As a routin¢ however
disadvantage because 2 tumour may fall away
the hneechest position 15 10 be employed cnrclf
ing the panient to have the legs apart and the che;
and not the elbows or forearms

Inspection
The surgeon places a warmn,
after reassuring the patient proceeds g€
30

¢
the paticnt s uppermost fup an
L onml) Il’)m fismly to scparate the



THL INVESTIGATION OF ANO-RECTAL DISEASE

buttocks Some lesions are seen at once The fingers are gradually moved
nearer the anal onifice and by gently applying traction 1t 1s possible to expose
the anal verge sufficiently to see an anal fissure The diagnosis of an anal
fissure at this stage 1s important If a fissure 15 overlooked digital palpation
of the anal canal and rectum causes severe and often agonising pain and the
patient s confidence 15 lost and often never regamed An anterior or posterior
shin tag may be suggestive but they are not invariably present A fissure
can always be demonstrated by gentle traction on the anus It should be sought
and diagnosed before the surgeon passes from inspection to palpation

Palpation

The chnician should palpate both outside and inside the anal canal
Palpation of the perranal tissues discloses 1nvisible nduration  most fistulous
tracks are low or lugh anal in situation and are surrounded by sufficient fibrosis
to permut palpation Furthermore patpaton of
perianal palpation serves to warn o recid rng
the patient of the pending rectal
examination

The finger can be introduced
into the anal canal almost imper
ceptibly by flexing the termunal
phalanx of the index finger as 1t
lies over the anal onfice (Fig 36)
As the finger 1s passed up the anal

patpation of

canal the patient 1s reassured that al goove

no embarrassing accident can

occur Certain landmarks are at

once sought so that the orienta /

tion of the hidden finger 1s made FiG 36

clear Palpation of anal groove and ano rectal ring

1 ANaL Groovi —This groove 1s situated just inside the anal verge It
corresponds with the visible groove which separates the nternal and external
haemorrhordal zones and 1s situated at the lower border of the internal
sphincter  On palpation the lower border of the imternal sphincter muscle
1s felt agamst the supporting external sphincter muscle (Fig 36)

2 Ano-RecTAL RING —Situated at the junction of the anal canal and
rectum 1t 15 @ composite fibro muscular band composed of the upper part of
the internal sphuncter muscle the longitudinal muscle the pubo rectalis muscle
and the deep part of the external sphincter muscle (Fig 4) The posterior
and lateral portions of the ning are easily palpable because of the sling like
arrangement of the fibres of the pubo rectalis muscle Anteriorly where there
1s little or no pubo rectalis muscle the ring 1s formed by the deep external
sphincter muscle and 1s not so easily defined The palpating finger has no
difficulty recogn sing the smportant ano rectal ring  the finger tip 15 level
with 1t when the proximal interphalangeal jomt 15 at the anal verge therefore
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THL SURGLRY OF THE ANUS ANAL CANAL AND RECTUM

when the finger 15 mserted 2 Itle further the distal mterphalangeal jomt can
be flexed over the upper surface of the muscular rng (Fig 36)

3 Lowrr VALVE oF HOusTON —Above the ano-rectal ning the finger
enters the roomy lower rectum and frequently the finger can wdentify the Towest
rectal valve of Houston and 1n some cases the middle valve can also be
recognised as such 1t 15 important to appreciate that tumours on the upper
surface of these valves seem to be outside the Jumen of the rectum until the
finger 1s passed around the free edge

On 1nsertton of the index finger these landmarks can be recogmsed 1n
most wmstances The average finger 15 about seven centimetres fong by

™ pushing on the perineum
anextra two or three centi
metres can be reached
Therefore lesions within
ten centymetres of the anus
can be palpated with the
finger (Fig 37) Alter
reaching the upper palp-
able humt the finger s
withdrawn slowly fechng
the whole arcumference
of the walls of the rectum
and anal cap1l Fimlly
the digit seeks any patho-
logical condions outside
Fi¢ 37 . - the anal cann] and rectum
B S on perean shen plgieg e 8% and s gradually e
anus  of chmcan does not do 1his his finger will reach  jpserted fethngantenorly
only seven c¢entimetres from anus and will nuss tumours postcrmrl) and on cither

situated just above thys level
side

In the male patent it 1s difficult to define anatomucal structures above
the base of the prostate In the female pauent the cervix of the utcrus should
not be mistaken for 2 mobile tumour a mistahe made the more tihely when
the cervix 1s wrregular

Therefore digital palpation 15
secondly wrthin the anal canal and rec
and rectum Landmarks should be recognise
within and without the lumen of the bowel note
landmarks

carnied out firstly around the anal yverge
tum and thirdly outside the aml canal
d and the relat onship of lestons
d with reference to these

PROCTOSCOPY
n of the lower thud of the rectum

visualisatio
The proctascope permits ( to sec through the long sigmordo-

and the anal canal  this region s difficul

scope
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THE INVLSTIGATION OF ANO-RLCTAL DISEASE

The main tubular part of the proctoscope 1n most common use 1s about
1wo and a half inches (a hitle more than seven centmetres) long 1t 1s carried
on a handle sct at an angle to the tubular portion A proctoscope widely used

Fic 38

Milligan Morgan proctoscope
(Scale half size )

Tic 39
Milligan Morgan proctoscope The lamp socket need not be used
because excellent 1llumination can be obtmined from an angle poise
hight (Scale half size)

1s that designed by Milligan and Morgan 1t has a special socket for a light
but with a readily adaptable and strong light mounted on a stand at the end
of the couch this Iight 1s rarely needed (Figs 38 39)
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THE SURGERY OF THE ANUS ANAL CANAL AND RECTUM

The proctoscope 15 passed blindly The mstrument 1s held 1 the right
hand and after lubrication 1s gently pushed 1nto the anus Owing ta the bend
of the anal canal and rectum at the ano rectal ring the passage of the wstru
ment 1s carried out i the following way The wnstrument 18 pushed 1 the
direction of the umbilicus until the point enters the lower third of the rectum
this 15 conveyed to the hand as 2 gentle gne 1 the resistance offered 1n
the imtial passage  The handle of the mstrument 1s then moved forwards so
that the pomnt of the jnstrument s directed towards the holtow of the sacrum
at right angles to the ymtial directton  the instrument 1s then pushed further
mto the fower third of the rectum The proctoscope 1s steadicd and the
obturator removed

On removal of the obturator air usually fills the lower rectum and 1f 15
possible 1n many cases to visualise not
only the lower third of the rectum but
also the muddle tturd 1 part  As the
proctoscope 1s slowly withdrawn the
mucosa of the bowel suddenly falls mto
the open end to reduce the lumen in the
same way that a camera aperture 15 nar
rowed (Fig 135) Ths pomt represents
the anorectal ring 1t 15 the strong anal
musculature which pushes the mucosa
nto the proctoscope On further with
drawal of the proctoscope the walls of the
anal canal beyond the mouth of the
proctoscope are seen to come together
completely As the wnstrument s with
drawn beyond the anal orifice 1t 15 not
uncommon to sce a ring of anal canal
mucous membrane brought momentaniy
beyond the anal verge

1t 15 necessary o pass and re pass the
proctoscope  several times before  the
surgeon 1s satisfied that he has seen all
that there 1s fo see The degree of
enlargement of the haemorrhowdal plevus

Fie 40 be determined onlv by

Anal speculum found n rums of €30 usually be lower

proctoscopy ~ Tumours i the lowe

third of the rectum are best visutlsed

through the proctoscope Faecal material is casier 1o Temosve through the

wide and short proctoscope than through the sigmoidoscope Thcrci;;)r:‘
facces hikely 10 obstruct the passage of the sigmosdoscope can be TCMOoME

this stage
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THE INVISTIGATION OT ANO-RECTAL DISLASE
SigMoIDOSCoPY

Sigmotdoscopic examination 1s an essentia) pars of the routine investiga
tion of diseases of the anal canal and rectum The sigmoidoscope was first
developed by kelly of Baltimore (Norbury 1923) his snstrument was a
straight tube thirty five centimetres Jong which was passed blindly by feel
Although this was dangerous 1t was less Iikely to cause sertous comphications
than passing a hand and forearm into the rectum as sometimes done by
Allingham (1881) Kelly s mstrument 1llumination was obtained by reflected
light from a murror on the forehead This has been replaced by electric hight
with the source of the light proximally situated 1nd incorporated 1n the eye
piece or distally at the end of the instrument

rar e

Fiu 41
Lloyd Davies stgmoidoscope with authors battery handle This medium sized
15 with larger

(see Fig, 12)

All simordoscopes possess a tubular portion usually twenty five to thirty
centimetres in fength an eye picce with or without a telescopic attachment
bellows and a hghting system A surtable sigmordoscope 1s the Llovd Davies
sigmotdoscope which has two tubular metal parts a narrow one which 1s one
and a half centimetres 1n diameter and twenty five centimetres 1n length and
a wider tube two centimetres 1n drameter {Figs 41 42) For routine examina
tion the smaller tube 1s used The same eye piece 1s interchangeable for both
tubes It carmes the hight globe which 15 sitnated proximaily and has the beam
directed distally down the tube by a metal cap The necessary voltage 1s
provided by a lead from a separate battery or transformer An alternatwve
source of voltage 1s from a battery within the handle fitting on the light plug
(Hughes 1953)
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THE SURGERY OF THE ANUS ANAL CANAL AND RECTUM

Although most of the modern sigmoidoscopes possess proxumal hghting
some chmcians prefer the distal ighting supphed 1n such instruments as the

Fic 42
Lloyd Davies sigmoidoscope fitted with authors battery handle (Large sized
sigmordoscope §

Fig 43
Sigmardoscopre examination  Elbow of clin

cian rests on buttock so
lete control over nts of patient w relation to
sigmoidoscope

prouiding

ctter 1llumination than the

ol b
Strauss However distal highting provides no the plobe 15 blurred

proximal and has the major disadvantage of fading out as
sith faeces mucus or blood
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THE INVLSTIGATION OF ANO-RECTAL DISEASE

Prep for Sigmoid Py

Prelimtnary enemata or bowel washouts are unnecessary except in occa
sional cases Bowel washouts are uncomfortable for the patient time
consuming for the staff and may remove an important clue 1 the form of a
tell tale scrap of bloody mucus

Techmique of Sigmoidoscopy

The sigmordoscope 1s smeared with lubricant and 1s nserted a distance
of four or five centimetres along the anal canal 1nto the lower third of the
rectum The obturator 1s withdrawn and the eye piece with hghting apparatus
and bellows 1nserted

Fic 44
Elbow does not touch buttock and sudden movement by patient may
perforate rectum

The mstrument 1s held i the left hand with the examiner s left elbow
resting slightly on the patients night hip This gives complete control over
the movements of the instrument during its passage and 1s a safeguard against
gamage from an unexpected movement from an apprehensive patient (Figs

3 44)

The first landmark may be the lowest valve of Houston The instrument
1s passed over the edge of this valve and under that of the middle valve which
1s constantly seen and 1s approximately six to eight centimetres from the
anal verge (Fig 45) It corresponds with the refiection of pentoneum from the
muddle third of the rectum Between four to seven centimetres higher the
upper rectal valve 15 seen on the left side of the rectum During the passage
of the instrument through the rectum 1t will be noticed that the direction
changes In the lower third of the rectum the instrument ponts towards the
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THE SURGERY or THE ANUS ANAL CANAL AND RECTUM

hollow of the sacrum but later the €ye piece moves Jorsally o allow the
up of the SigMO scope olow the curve of the sacrum SO that by the ume
1t has reached the tecto S\gmmd )\mc\\on it points wards the umbtlicus
Fig 4 A httle arf needs 10

e p\lmped into the rectum
s \mponam for the patient$
comfort that ths not done
The

colont
of Houston pasung
nder the fargest at any um a
with most endoscop\c examind
wons 1he S\gmoxdoscope may be vanced only when the 15 seen With
1o this stage of the ms\mmemauon certaint obseryd

S\gmo\doscop\. ncgo\mcs v
1eft s1de an

over the two O
mddie valve situate!

reg
g
out wenty five per cent
cases e chinic i aufficulty at
1 The st tume appears 1o bie
o dwrect contt ton with the rectum /
and the 1nstr sh as fu
{ength straght the S\©& colon
Just after passing to th col puls?
ions traf ated the 1¢ ommon
shac af when
the it § nstry pas beent
reached 1t 15 SO A ossible 10 €& P
som d h sn_:mo‘d i
colo H !
1 ther twenty five P tthe / {e—
assAEe o130scOP! ond ' 7
the rcC\0~5\gm0\d tegon 15 1 ss1oiC
OccaS\ona\\ \teratt the posmon fic 46 -
of the pauen or 1e€ nation o semed @:\‘\{‘:3“{\““;‘::“" ¥
days e Wil permit 4 comP ete
mo1doscOPY o e e oren e s (;:‘cct(;:‘z“\i
ter1of scgmcm put not found ausé

these cases 15 10
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THE INVLSTIGATION OF ANO-RECTAL DISEASE

so sharply hinked This may be of purely anatomucal ongin but 1t 1s not
uncommon 1a diverticulitis and carcinoma of the lower sigmoid colon

In the remaiming fifty
per cent of examinations
the clinician 1s able to ne
gotrate the recto sigmod
junction but only after
some difficulty In about
half of thesc the opening
appears to be on the left
side and 1n about half on
the night side  The tip of
the nstrument 15 manipu
lated 1nto the rectal cul
desac which lies above Fia 47
the upper valve of Hous can be passed al
ton the rectosigmord junction 1s sought with patience and when found
the tip 1s gently manoeuvred through and further passage for the full length
of the sigmordoscope becomes possible

It 1s important to record the distance from the anal verge that the mnstru
ment 1s passed the fact that
tbe 1nstrument reached only
fifteen or eighteen centi
metres that therecto sigmoid
Junction could not be nego
tiated 1s not an admussion
of lack of skil but a state
ment of fact which assists
the radiologist who sub
sequently performs a barium
clysma and which might lead
the surgeon to advise laparo

sohd faecal matenal

FiG 48
1f Lkquid faecal matenal 1s present in Jumen of rectum
cotton wool swabs are introduced and left 1n bowel [OMY IN a suspicious case

(Fig 50}

Compl of Sigmoidoscopy

1 PAIN —A certain amount of discomfort 1s imevitable 1n these investiga
tions There are however two common causes of patn which may be avoided
or d by careful tech

The first 15 over-distension of the bowel with air (Fig 51) 1n the rectum
this produces an urgent destre to defaecate and in the sigmoid colon a griping
abdominal pain which might be severe Excessive introduction of air 15
unnecessary

Secondly patn may anse from forcible stretching of the anus duning the
negotiation of the recto sigmoid junction This may be relieved by placing
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THE INVLSTIGATION OF ANO-RECTAL DISEASE

the fingers of the left hand on the mstrument at the anal verge thereby trans

fernng the fulcrum for the necessary leverage from the anus to the fingers
(Fig 52)

2 PLrroration of tht BowriL —Fortunately this 1s rare and ususily

oceurs anteriorly above the pentoneal reflection A gentle technique and

especial care m cases of ulcerative colitis

should avowd the danger of this complication

SPECIAL INVESTIGATIONS

4
2

E: tion under A th

in some patients a satisfactory ano rectal
examunation is not possible because of extreme
apprehension on the part of the patient or
because of wntense discomfort In these crrcum
stances the exammation should be performed
under general anaesthesta Examination under
anaesthesia may also provide some addittonal
mformation when the problem under mvestiga
tion 15 obscure

%
5

o 52 Radiologieal Examinatson
As sgmordoscope Totates pressure Radwological mvestigations are  rarely
on wccysca‘}‘sc;ﬁml may cause pecessary 1n ano rectal disease A plam fitm of
the pelvis may reveal a suspected osteomvelius
or chondroma Filmts taken after the snstiilation of barnum into the rectum
or 1odine solutions 1mto sinus or fistulous trachs supply useful information
only 1n exceptional cases

Biapsy

In the dragnosts of some lestons a biopsy 1s wseful but rarely ss 1t of more
than confirmatory value In the btopsy of lesions below the anal valves a
local anaesthetic 15 necessary

RFFERENCFS

ArtvoaaM W (1881) Diseases of the Recium  London Charchifl
Hugues E 8 R (1953) Med 7 Aust 1 14
Norsury 1. £ C (1913} Practiorer 110 156
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SURGICAL WOUNRDS OT' THE ANAL REGION

Inaccessibihty
Ano rectal wounds situated as they are n the loose skin of the anus
partly within and partly without the anal canal are relatively inaccessible
and this 1s especially so when the anus 1s situated more deeply than usual
between the 1schial tuberosittes The most maccessible part of the wound
15 the anal extension becanse not only does 1t open into the anal canal but
1t 15 further concealed by contraction of the anal sphincters The only way
to visualise this zone satisfactorily and to keep 1t under direct vision 1s to extend
the wound nto the perianal regton (Fig 53) This presents no difficulties
when treating an anal fistula because the Y
wound nearly always has to have such an |
extension to include the whole length of the
fistulous track When excising a fissure on the
other hand a deliberate back-cut 1s neces
sary to make the anal end of the wound more
accessible

Lack of Immobihisation

Immobilisation 1s a valuable aid to wound
healing but this cannot be achieved mn ano
rectal wounds for longer than about a week
unless a prehminary colostomy has been per
formed (Fig 54) Such a step would not be
welcomed by the patient if there were other
alternatives Little difficulty 1s experienced n

Fig 54
To 1mmobilisc an ano rectal
heeping the bowels mactive for as long as a2  wound for longer than a week a

week but to ask for longer than this 1s unfair colostomy s necessary

Deceptive Size

The anus 1s normally closed and remains so even when the patient 1s
anaesthetised  Fine folds of skin radiate outwards from the closed anus  On
defaecation the anal onifice proves itself capable of considerable stretching with
obliteration of the folds of the skin but at the completion of the act the
anus immediately closes with the reformation of the skin folds (Fig 55 o B}
A wound made 1n the margin of the resting anus may seem small enough until
the anus 1s stretched when the wound will appear of much greater size than
was thought

Formation of Anal Fistula

An 1nfected wound usually proceeds to abscess formation and once this
has discharged healing takes place by second intention However if an abscess
develops in an ano rectal wound 1t may be followed by the formation of a
fistula Ths 1s of no particular consequence with superficial wounds such as
haemorrhoidal wounds because a fistula although annoying can be treated
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SURGICAL WOUNDS OF THE ANAL REGION

with minumal inconvensence to the patient But for the deeper wounds a
fistula 15 a most unfortunate comphication

TREATMENT OF ANQO RECTAL SURGICAL WOUNDS

Following excision of the lesion whether it be a fistula fissure haemor
rhowd or shin tag the surgeon directs all hus attention to securing an epithelsal
covering in tne shortest space of ttme but wathout wound 1nfection

Second Intention Healng

The oldest method advocated by most proctologists past and present
and one certamnly practised by the majonty of surgeons amns at second
intention healing (Fig 560 The epithelium advances from the edges of the
wound which 1s soon covered by granulation
tissue which contracts as st matures so reduc
ing the size of the wound Imtially the wound
55 made as smooth as possible and sub-
sequently 1s carefully watched to ensure that
it remans flat and does not form pockets
Although heavily contaminated an open ano
rectal wound rarely shows any sigmificant
evidence of chimcal infection

Second mtention healing is sure but it
stow Furthermore sf any part of a fistulous
tract has been left belund it is often not
apparent that something 1s amuss ontd the
wound has almost healed and a persistent situs
remams 1n the wound Subsequent exploration
shows the fistula to be st present The Fig 56
operation takes but a few munutes but the Wound lnmmed for healng by
efficient management sn the post-operative sniention
penod requires patience as well as highly shilled nursing  The peniod m
hospital may extend for some weeks Attempts have been made to hurry
on the healng of these wounds by the application of free skin grafts to
the granpulation tissue  But such modifications come at a time when the
patient wants to be on his way and not commutted to a further period 1n bed
Varous lotions have been suggested to stimulate the growth of epithehum but
none have yet been shown to be effective i thss regard

Perhaps second intention heating 15 the method for the occasional surgeon
to follow but all the same 1t 15 2 procedure which demands constant super
vision and reviston 1n the post-operative period Tt must be a bitter experience
for a patient to undergo an operation which 1s followed by weeks in hospital
with daily panful dressings only to find that at the end of it the operation
was a farlure
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SURGICAL WOUNDS OF THL ANAL REGION

Fig 59
A—Fresh wound right postersor quadrant of anus  Too extenstve for pnmary
suture  can be left to heal by granulation tissue but process takes a long
ume to complete
B—Application of primary free skin graft most sausfactory treatment
case illustrated there was complete take and patent left hospital on seventh
post-operative day with wound healed

In
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SURGICAL. WOUNDS OF THE ANAL REGION

overlying tissue but a millimetre or two in thickness  such a recurrence could
be treated under local anaesthesta without the need for readmission to hospital

Sometimes bleeding from the wound 1s so steady that 1t 1s not possible
to place the graft over the wound with safety In these circumstances the
wound should be covered with dry gavze which 1s left undisturbed for two
days at the end of which time the patient 1s returned to the theatre the dressing
removed the wound wngated clear of adherent clots and the graft apphied
The wound 1s sull fresh in appearance and free from granulation tissue  This
modified method 1s referred to as delayed prunary shin grafting

In some cases part or whole of the graft fails to take and when the
dressings are removed the skin comes away to leave a raw wound ‘This 1s
allowed to heal by second mtention Prmarv skin grafting has proved so
successful 1n the treatment of fistulae fissures pruntus am and other lesions
of the anus and anal canal that as far as the author 1s concerned 1t has aimost
completely supplanted the other two methods of obtaining wound healing  If
the wounds are small and superfiual a skin graft may not be considered
necessary The operation may be inadvisable for certain elderly male patients
who should be out of bed as soon after the operation as possible 1f urinary
retention 1s to be avorded

REFERENCES
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Chapter Fue
ANAESTHESIA FOR ANO RECTAL SURGERY

by
G Houseman MRCS LRCP FFARCS,FFARACS DA

FROM the anaesthetist s pownt of view the types of operation performed

on the anal canal and rectum may be divided 1ato three main groups

1 Short won travmanc operations ¢g haemorchowdectomy, excisiont of
anal fissure and persanal fistula

2 Long non trauwmatic operations ¢ g excision and shin graft of schio-
rectal anal fistula

3 Radical rrawmanc operations reqinring blood replacement eg exct
sion of the rectum

Nearly all operations on the anal canal and rectum are performed with
the patient i a lithotomy position although the prlomdal sinus 1s excised with
the pateeat Iy ing almost vertically on hus left side

SHORT NON TRAUMATIC OPERATIONS

Anaesthesia of short duration and producing moderate refaxation of the
anal sphincter 18 required for short non traumatic operations

General anaesthesia has almost completely replaced spmal analgesa
which was once constdered the anaesthetic of chowce by many anaesthetists
and surgeons  As a rule patients prefer 1o be asleup during thewr operations
Further the nish of post spinat sequelae does not yustify the use of this method
for runor surgical procedures

Technique of Anaesthesia for Short Non Tranmatic Operations

Edentulous patients should refam their dentures so that the cheeks d(;
not fall i and provent the anaesthetie face piece from making 7 pas-hght sut
with the cheehs (Fig 61

Intravenous sodwm thiopentone (025 10 075 2
of a muscle refaxant such as 40 to 107 mill s of s,
(Flaxedst May & Bakert which 1s frecly mixable i afi proportions wi e
pentone are admimstered and as soon as the patiecnt1s as!c?plm cro‘y!r::g’hmc

intaned with an
arway & meerted  Anaesthesia 1s Lane he
using carbon diovide bsorption  Nawrous oude supplemented 1f necessiny

t least povt
by c«yelopropane 15 preferred because i disturbs the patieal o
aperatively  Respirations should be assisted as long as 15 necessary {rom the

commencement of anacsthean

) and a moderite d,o:c
Galt Trieth
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ANALSTHFSIA FOR ANO-RECTAL SURGERY

LONG NON TRAUMATIC OPLRATIONS

These operations are performed in the hithotomy position  Anaesthesia
producing moderate muscle relaxation may be required for several hours
Blood loss 1s usually small 1n amount but st 15 wise for the anaesthetist to
watch this as the surgeon 1n his concentration may overlook even a consider
able haemorrhage

+

~—
.
[ %

Fig 61

A gas ught fitting facepiece 13 essential for good anaesthesia
A—Patient with dentures
B-—Same patient without dentures  note the cheeks have fallen 1n
C~Facepiece fits closcly when patient wears dentures
D—Removal of dentures allows cheeks to fall s Facepsece fits badly

Techmque of Anaesthesia for Long Non Traumatic Operations

General anaesthesia as already described for the shorter procedures may
be sufficient but the msertion of an endotracheal tube may be considered
necessary to ensure a perfect auwway throughout what may prove to be a
lengthy anaesthetic (Fig, 62) The surgeon may from time to time during
the operation request contraction of the anal sphincter and this can be effected
by an intravenous injection of two to three miligrams of nikethamide (Ana
cardone Coramine) or 1f an endotracheal anaesthetic 1s being admimstered

$1



THE SURGERY O THE ANDS ANAL CANAL AND RECTUM

the tube may be pushed down to the canmna to produce coughing and con
tracture of the anal sphincter

RADICAL TRAUMATIC OPERATIONS REQUIRING BLOOD
RLPLACEMENT
Lxtreme relaxation of about one hours duration ts required for an
abdomno perineal exaiston of the rectum  Blood replacement therapy duning
the course of the operatton ts essential and for this purpose an ntrasenous
wnfuston ss placed i the right arm

Fio €2
Tndotracheal anesthests in progress for esgiston and skin graft of 1schio rectal
anal Astuls

Mid spinal analgesia with hight generil anacsthesia 1s suudpogn‘x)l:: 'x)n l;%rxg
centres  The adsantage clmmed for this techmaque 15 the rc‘ uacnnwhchc o
Yoss as 1 result of the hypotension produced by the sp;n::: e ised
clsmunting havmogenic shock  However the end rcsu:}ts ol 5 ls:& e eduene
by the xhachmonc/wbnrmcfcndotmchca‘ niteaus oxide an

chnique
are just as good as those following the morc comphcn(;c\\ fﬁ?blaff :fth.\h?\on
Further there 15 no nsh of post spnal sequelae W P

techngue

ns
Technsque of Anacsthesa for Radtcal Traumabc Opcr-;n:; e ot <
Gener il aniesthesia combined with 2 mus':lc‘;c 2 o e wibe
factory  After induction ith mtrmenoys thopeaton
5



ANAESTHESIA TOR ANO RECTAL SURGERY

15 passed with the aid of a muscle relaxant  Intubation 15 essenttal to avoid
mflation of the stomach with gas from posttive pressure D tubocuranine
chloride 15 the most suitable relaxant as unlike Gallamine Triethiodide 1t
does not influence the pulse rate so that this can be used as a guide to
the patients condition during operation  Anaesthesta 15 maimntamed with
endotracheal nitrous oxide and oxygen If diathermy 1s to be used an explosive
anaesthetic agent 1s of course excluded from use

When settled under the anaesthetic the patient 1s lifted from the trolley
and placed on the operating table with the legs supported 1n an abducted and
shghtly flexed position by means of the Lloyd Davies Jeg preces  During the

Fia 63
Combined excision of rectum n progress Anaesthetist seated at one side of
table has access to patient under instrument tray

transfer of the patient from the trolley to the table the anaesthetist should
disconnect the endotracheal tube from the amaesthetic machme to avoid
accidental extubation

‘When 1n position on the operating table padded shoulder rests are placed
1n posttion 1n such a way as to take the weight of the patient on the acromio
clavicular joints  The arms are kept to the sides by boards fitted to the table
Posturing of the patient 1s carefully supervised to prevent nerve lesions caused
by stretching of or diect pressure on the brachial plexus Flexed elbows
overhanging the edge of the operating table may result in an ulnar nerve 1njury
especrally 1f the surgeon should lean inadvertently agamst the arm  Side
boards on the table prevent this and also protect the miravenous tubing from
becoming occluded

The anaesthetist takes up a position to the nght of the patient s head
leaving the head of the table for the wnstrument sister (Fig 63) She has
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THE SURGERY OF THE ANUS ANAL CANAL AND RECTUM

then a clear view of the operation field and can anucipate the surgeon's
requirements

During the operation the anaesthetist records blood pressure readings
at regular ntervals  These readings should be constant throughout provided
adequate blood replacement and pulmonary ventilation have been maintamed
Blood transfusion 1s started if the surgeon decides to remove the rectum
Inadequate blood transfusion anoxia or carbon dioxide retention are the
greatest dangers to the patient from the aniesthetists pownt of view It s
most 1mportant with surgery of this nature that the anaesthetist keeps a close
watch for early signs of these developing so that appropnate measures ¢n
be taken immediately

At the end of the operation the table should be brought back to the
horizontal position slowly so that the alteration 1 posture will not afect the
patient s condition  this also applies to the lowering of the patientslegs It1s
a wise plan to have the patient s bed brought to the theatre so that he can be
transferred directly from the operating table to the bed so avoiding the extra
movement necessary with a trolley
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ANAL FISTULA (FISTULA IN ANO}

abscess and the track s confined to the submucosa The track runs up and
down the length of the anal canal with the ligher opening m the region of
the ano-rectal ring or above and the lower at the anal groove

2 Secondary Submucous Anal Fistula
There 1s a submucous fistulous track but
m addinon 1here 15 @ prianal of schiosectal
anal fistula Such a fistula 1s secondary to a
collar stud abscess one locule of which was
in the submucosa and the other n the pen
anal space It 1s 1mportant to recogmse this
secondary variety because one component
might escape attention

RectaL Fistora

Rarely a fistulous track passes from an
external opeming to the rectum above the ano
rectal nng This fistula does not pursue an
mtramuscular course at any ume The track Fic 92
has no charactenstic situation and unlike the Rectal fistula
ischio rectal fistula 1ts internal opeming 1s not necessarily 1n the midline
posteriorly (Fig 92)

COMPLICATIONS OF AN
ANAL FISTULA

1 Recurrent Abscess

From tume to time the fistulous track
tends to close Cessation of free dramnage
favours the formation of an abscess which
may discharge spontaneously but some
times requires ncision (Fig 93)

2 Caranoma

The occasional association of carctno
ma of the rectum or anal canal with an
anal fistula 18 recogmsed The carcinoma
may have been present mmtially and the
fistula developed secondanly or it 1s
suggested the fistula may predispose to
malignant change Certamly the occasional
fistulous track 1s patchily Iined by epithelial
tissue and 1t 1s possible that such tissue

Fio 93
Recurrent perianal_abscess (left pos
1enor) with anal fistola formation mught become neoplastc (Fig 94

s



THE SURGERY OF THE ANUS ANAL CANAL AND RECTUM

Fic 94
Extensive penianal d with fistula f

CLINICAL FEATURES OF ANAL FISTULA
1 Symptoms (Tables 1 1V)

Discharge intermittent or persistent 1s the most common symptom The
discharge 1s purulent or sero purulent and occasionally tinged with blood  The
mosture around the anus s responsible for anal smtaton A panful Jump
due to abscess formation appears from time to time The bowel habit 15
normal

2 Inspection

Inspection of the anus usually reveals the external opening of the fistula
although 1t might be concealed 1n the radiating folds of pemanal shin (Fags
97 99 103 109 The onfice 1s small and 1s filled with granulation tissue
which projects slightly above the surrounding shin  Epithelium may grow
over the granulation tissue and f the fistula should remain closed in this
way for some weeks the site of the external opening becomes hard to sce
With the perianal fistula the external opentng 1s often within three to five
centumetres of the anus  with 1schio rectal anal fistulae the opening 1s typically
more than five centimetres outside the anal margin  The surrounding shin
may show evidence of persistent chafing or scratching
3 Palpation

After careful palpation of the penanal tissues diagnosis in mos
can be made Leading from the external opeming 1s th c
by grinulation tissue and surrounded by fibrous tissue
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THE SURGERY OF THE ANUS ANAL CANAL AND RECTUM

When the digital exammanon within the anal canal 1s combied with
palpation outside nearly all the necessary information for diagnosis can be
obtamned The finger 1s mserted 1nto the anal canal and the internal opening
can often be felt as a dimple an trregulanty or as a fibrous  pin head projec
tion  Induratron within the tschio-rectal fossa will usually be apprectated by
palpation above the level of the ano rectal ring because the stoping Ievator
ant muscle 1s responsible for that fossa extending abore the level of the ano-

- =

Fic 95
Set of lachrymal duct probes used by author for anal fistula

rectal ring  Intra anal palpation will permit recogmtion of the Jongitudinal
track of the submucous fistula which often extends well above the ano-rectnl
ring into the rectum  care 15 taken to exclude a persanal fistult 1n association
with the submucous fistulous track

The Use and Abuse of the Probe pota Frobing 1 carls
Many clinicians proceed to probe every anal fistula  Probn,

always 2 panful procedure It travmanses the trach nnd may crc:}:tc‘a fal:;

passage into the anal canal  Palpation permuts the dingnosis of the )Irc o

anal fistula 1n about mine of every ten cascs so that probing can usually
ded

e However probes of varying drimeter should alsays be mﬂtl\m:h :{'mmi::’

The appropriate probe 1s selected and pnsscxl! :fc:rl‘l‘bf;sx;:"cgl;xccp::bc s

finger 10 the anal canal In perianal an

?g,r)?,(]);hql;cl; 0 the high penanal fistula the probe passes lm;lnnisccl‘h‘(; ::j;

canal at an angle of about forty five to sixty degrecs  In the ;;’c “:naml an!

fistula the prcl;c passes verticatly upwards at right angles to the p et

lsd rallel to the anal canal  a finger within the anal canall\u et

:}?e u[;> of the probe i the 1schio rectal fossa above the level of the an

ning
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ANAL TISTULA (FISTULA IN ANO)

PErIANAL FISTULA {LOW AND HIGH ANAL FISTULAE)
Thas 1s the most common type of anal fistula and accounts for etghty per
cent of cases (Figs 82 83) The track passes from the perranal skin to the

———— anal canal which 1t enters about the
",’--‘\‘:\\\ level of the anal valves or approxi
/\‘{\ \\; mately at the muco-cutaneous junction

/ The track passes above the sub
cutaneous components of the external

\ - sphincter muscle but below the remain

! — /; der of that muscle 1t passes through
/ 7 the lower fibres of the internal sphincter

//,/ muscle A typical perianal fistula might

A } PRl be seen in anv quadrant of the anus

N \‘\\__::’,/ there 1s usually just one external open

Fro 84 g from which the track runs radilly
Penianal anal fistula Atypical course  to enter the anal canal Some perianal
pursued by tracks fistulae are aty prcal
1 Curved I'enanal Fistula
The track may not course radially towards the anal canal from an
external opemmng the fistulous track curves towards the internal opening
situated etther in the midline anteriorly or postertorly (Fig 84)

2 Complicated Perianal Fistula
Occasionally a perianal fistula has two separate openings closely related
to one another sometimes there are two separate pertanal fistulae tracks
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Fic 85

‘Two separate perianal fistulae Both wounds were grafted and this view

on seventh post operative day shows complete take 1n left anterior

wound but a haematoma has lfted central part of graft in right
posterior wound
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without any communication between them (Fig 85) A perianal fistula mght
be present as part of an ischio rectal anal fistula or 1n association with 2
submucous fistula

3 Bhnd Peranal Fistula

An external opening may be visible but no mnternal openung 15 to be
found even at operation this type 1s known as the blind external fistula
If there 15 an nternal opeming but none externally the sinus 1s referred to asa
blind nternal fistula (Fig 86) A blind internal fistula 1s not uncommonly
associated with a chronic dorsal anal fissure

4 Subcutaneous Pertanal Fistula
Sometimes the track of the perianal fistula 1s more superfictal than usual
and does not appear to traverse the lowermost fibres of the internal sphincter

Fio 86

Fia 87
At I penanal fistula Blind external (A) and
ppical p nternal (B) varseties High perianal fistula

muscle at all The retation of this fistula to the subcutancous external Sphmclcl;
muscle 1s often uncertamn and 1 anv case of no nmportance Such an ;u:‘nc
fistula 1s sometimes referred to s a subcutancous anal fistula or fistule
(Esmarch 1887)

5 High Penanal Fistula el

If the track penetrates more deeply 1t ts hnown as a lugh perianl I:J;C]c
The track passes through or deep to the superficial external sphmctir ;nm‘ .
nd through the tnternal sphincter muscle ~ The mucosa of the ;m(a “c"hl 5
usually puchered around the internal onfice so obscuring s rulatio (0"2 b
the anal valves but it 1s very close to that level (Fig 87  This dc;p H
low perianal fistula 1s entitled to special consideration because t'c e
such a fistula requires diviston of a considerable part of the anal sp!
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muscle and the surgeon must determune very carcfully whether or not sufficient
sphuncter muscle will reman for adequate function after the fistula has been
fasd open

Ischio RecTal Anat FistuLa {ANO-RECTAL FISTULA)
This term 1s gaven to the anal fistula which is the sequel of an ischiorectal
abscess The mam trach of the fistula lies 1 the sschio rectal fossa on one
or both sides if bilateral a commumictting track passes through the deep

Fic 88
I ko rectal (o ano rectal anal fistula
Internal opeming 18 in mudline posteriorly
external opemng may be at any suualion Fie si
Techeo rectal track hes a 1schug rectal fossa lsuhuo rectal (or ano rectal) anmal fistula
above level of ana rectal ring Bilateral type

postanal space  From one or more external onfices a trach leads almost
vertically to the mamn hstulous frack and meets it erther m the 1schio rectal
portion or in the postertor communication  There 1s an internal openng m
the midiine postersorly and from this a short track joins wath the postertor
commurncatiy, track (Figs 88 89 100)

1 External Onfice

The external opeming 15 usually placed about five centumetres or more from
the anal onfice It may be closer or alternatively more remotely situated
as m the thigh (Fig 900 The external onifice oc the fistula may be single or
multiple if the latter a separate opeming on cuther side of the anus s
charactensstic but somettmes multiple openings puncture the penanal skin

2 Internal Ornfice

The internal orsfice is situated posteriorly erther m the mdhine or Just
1o one side 1mmedately below the ano rectal nng  The relation to the muco
cutaneous junchion 1s difficult to deterrune becaunse the mucous membrane 15
puckered around the granulating orifice  An opening above the ano rectat
nng 1s vry rare and 15 usually the result of some previous mexpert surgery
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although sometimes a submul
[ co!
altho us trach carries the internal opening above this
3 The Fistulous Track

In most cases the track 15 horsesh
oe in shape The two hmbs of
horseshoe  extend 1nto the ischio-rectal fossa and may reach almost to ;}}]12

Fig 90
Ischio rectal ;m::l(ﬁslula with external openung in left thigh
)

Tatuent of Mr Graeme Gr ¢
pubs anteriorly (Figs 89 100) The base of the horseshoc 1s situated poster
10ty and hes 1n the deep post anal space If the track 15 untlateral 1t curves
from the 1schio-rectal fossa mto the decp post
anal space and thence nto the internal onfice
The fistula may be associated with a superficial
trach and be mustaken for a perianal fistuln
rarely there 15 an extension through the levator
am muscle
SuBMUCOUS ANAL FISTULA
The submucous anal fistula 1s uncommon

The trach YMes n the submucost of the anal
canal but may continue 1N the submucosa
beyond the ano-rectal ning nto the rcum
Two vameties of the submucous anal fistuly
are seen
} Pnmary Submucous Anal Fistula (Fig 91)

The fistula s 1 sequel of 2 submucous
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The Imp of Pre py and Sigmoidoscopy

Proctoscopy and sigmordoscopy must not be omutted Haemotrhords
may be found and these can be treated at the same time as the fistula or an
anal polyp may be unexpectedly visualised  The discovery of ulcerative colitrs
or a carcinoma of the rectum or lower colon will completely change the
surgtcal approach to the problem

The Place of Radiology in the Diagnosts of Anal Fistula

As a general rule radiology has no place m the investigation of an anal
fistula In the occasional atyprcal case 1t may prove mnvaluable  osteomyelitis
of the 1schial tuberosty or of the infertor 1schto pubic ramus may be responsible
for a sinus 1n close relation to the anus and the pathological changes in the
bone will be disclosed by a straight X ray of the pelvis

The track 1itself can be demonstrated after radio opaque material has been
mjected nto 1t but the interpretation of the resulting films even with stereo
scopic ard 1s not easy and 1n any case 1s of very hnnted value

An X ray of the chest should be done if the hustory and physteal examna
tron are suggestive of tuberculosts  In this regard a fistula appearing painlessly
should be regarded with susprcion

The Significance of Goodsall s Rule

Goodsall an honorary surgeon to St Mark s Hosprtal from 1871 to 1903
suggested that if a [ine be drawn transversely across the centre of the anus
external openings antenior to this ne will usually have tracks proceeding
directly towards the anal canal whilst external openimngs behind this line often
possess trachs which curve to enter the anal canal 1n the midhine posteriorly
The rule serves to direct attention to the different directions that may be
followed by a fistulous track /

DIFFERENTIAL DIAGNOSIS OF ANAL FISTULAE FROM OTHER
PERINEAL INFECTIONS

The diagnosts of an anal fistula usually presents no special difficulty The
previous history of abscess followed by intermuttent discharge and the presence
of a small granulating area near the anus from which leads a fibrous trach
directed towards the anus are diagnostic features Occasionally difficulty
may be encountered with suppurative hidrademuis perianal pilomdal sinus
periurethral infection and osteomyelitis

Suppurative Hidradeiutts

This condition 15 associated with infection of the penianal apocrine glands
The mflammation anses m multiple glands covers a vartable area of skin
and extends nto the subcutaneous tissue  There are often numerous sinuses
discharging a thin seropurulent matertal (Fig 114)  Palpation discloses a
certamn nodulanity of the surface of the indurated area which 1s caused by
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many fact of infection  There 15 no palpable extension nto the anus  The
leston may extend forwards between the scrotum and thigh mto the grom
There may be similar lesions 1n the axilla

Persanal Pilomdal Sinps

This condition 15 probably a sequel to a long standing anal fistula  Hasr
enters the external onfice and the resulting foreign body reaction which 1t
excites as 1t lies in the deep tracks 1s responsible for dense fibrosis of Almost
cartilaginous consistency The patient will state that the fistula hns been
present for years whilst palpation will disclose 2 well defined densely hard
area alongside the anus  one or more sinuses may be visible on the surface,
but a probe cannot be made 10 enter any distance There 15 no nvolvement
of the anus or anal canal (Fig 113)

Urethral Tistula

Infection 1 the postersor portion of the pemile urethra may be responsible
for abscess formatton and subsequent appearances of discharging stnuses or a
urethral fistula Such infection 1s often associated with some stricture forma
tion so that urinary symptoms are nearly ilways present The external
opemngs are sitvated well forward i relation to the anus and there 15 no
suggestion of any tnduration between the orifices and the anus

Osteomyehitis

QOsteomyehus of the ischium or 1schio-pubic ramus may be responsble
for a stnus situated 1n close relationship to the anus  There may be no ndica
tion 1 the history as to the onigin of this sinus and the absence of any palpable
track leading to the anal canal may suggest a diagnosis of ischio rectal 1nal
fistula  Anal palpstion may isclose some tnduration i the ischio rectal
fossa but a perfectly normal anal canal may arouse the suspicion of the
clhimeian  Radological examination should reveal the source of the nfection

DIFFCRENTIAL DJAGNOSIS OF THE TYPL OF ANAL FISTUL A

Penanal Fistula

There 1s a palpable track Jeading from the externat orifice mto the sl
canal and the internal opening can often be Wentfied  There are no other
indurted areas 1 the anal canal or n the surrounding sissue  If the fistula
15 a hugh perianal one the trach 1s not so casy (o feel but tn most cases it Czbl:
be traced 1nto the anal canal where the iernal opemng 1s palpable A prol

passes obliquely into the anal cnal

Ischio Rectal Fistula
This type of fistula may be hard to recogmise parucularly 111'_ 1t 1¢ horse
shoe 1 ntture because 1n such circumstances there :;hno \\2:)“21 f’;rcn";:;n‘::mﬁ
tal fossy e cxter I
the degree of induration 1n one 1schio-Tec!
situated often about five centimetres or more from the anus 1o fibrous track
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can be palpated leading mto the anal canal and a probe mserted mto the
external onifice passes almost vertically upwards

Submucous Fistula
Ths fistula can usually be appreciated by anal palpation but 1f consider
able nduration 1s present 1t

~——— e
may be almost impossible i f L i
to distingmsh 1t from 2§ L kS

Bhind 1nternal fistola pene | « L e N

trating deeply mto the st » 1B N i
sphincter musculature (3 . e R ;

+ & ¥ -
- 7 M {" {‘ Y
Rectal Fistula - - e, .
The external opening e P Y e

may be situated at some
distance from the anus
whilst a probe passes dir
ectly nto the rectum above
the anorectal ring The
site of the mternal opening
1s marked by the presence
of granulation tissue on the
reetal mucosa
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DIAGNOSIS OF o
TUBERCULOUS ANAL D -
FISTULA S ]
The patient with a 7‘ ‘_\“ (
tuberculous anal fistula 1s AN i
usually a proven tubercu — v
lous subject The fistula Fia 9
may follow the appearance External opemng of tuberculous anal fistula 1n patient
of a relanvely pamless with actrve tuberculous Iesion of lung

lump The discharge 1s thin and moderately profuse The external orifice 1s
relatively large with ragged discoloured undermined edges and palpation
discloses little induration (F1g 96} Tubercle bacilli may be identified in the

discharge and tuberculous granulation tissue recogmsed on biopsy examuna
tion

TREATMENT OF ANAL FISTULA

The treatment of an anal fistula presents a challenge to the surgeon The
recurrence rate 1s high the stay 10 hospital prolonged the financial burden
heavy and the penalty of 11l judged surgery may be a colostomy
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If the fistula should enter the upper end of the anal canal the unwary
surgeon may divide the anorectal ring with disastrous effects on the anal
sphincteric and supportive functions  On the other hand should the tumd
surgeon unfamubar with this region muss the wnportant fistulous track
recurrence 1s mnevitable Further, the ischio rectal fistula with an internal
opemng above the ano rectal ring an exceedinglv difficult condition to treat
15 often the end result of poor surgery

An anal fistula results from failure of an abscess m thus region to heal
by what Milligan called third intention that 1s to say by adherence of the
walls of granulation tissue It 1s common experience to see suprapubic vestcal
fistulae and caecal fistulae close without assistance  But this 1s uncommon
with the long and relatively narrow anal histulae because the granulation
tissue comes together along the fistulous track to form pochkets and these
become the source of recurrent sepsis and persistent discharge

Ano rectal wounds heal well by second ntention however and an anal
fistula can be cured by laying open the fistulous track and converting 1t into
a flat wound The fistula s 1ncised along its whole length with complete
diviston of all the overlymg tissues from external to ternal opeming  The
overhanging shin edges are excised so that a flat wound 1s obtaned

A superfictal penanal fistula (a subcutaneous anal fistula or fistulette}
presents no difficulty because the overlying tissue contains practically no
muscle Similarly the tissue which overlies a submucous anal fistula 15
practically free of muscle

To cure the typical perianal fistula the functionally ummportant sub-
cutaneous external sphincter muscle and a small portion of the mternal
sphincter muscle are all that need be dvided so that this type of fistula can
be converted 1nto a flat wound without the division of any important muscle
and the surgeon therefore has no fear of leaving any sphincter weakness
His chief concerns are the identtfication of the whole of the track of the fistula
at operation and the prevenfion of recurrence by ensuring that the wound
remans flat and does not form bridges and pockets and revert to third intention

healing

High pertanal and ischio rectal fistulae are more difficult problems The

matn track usually enters the anal canal at its upper part in the posterior
segment just below the ano-rectal ning the tracks are often curved horsesho.
or serm horseshoe 1n shape  One of the most tmportant steps n the opcm“;‘m
1s the determmation of the exact selationstup of the lglcrnaldopcn,ng to the
anorectal ring  The ano-rectal ning must not be dx;]« ed l]ln er l;m)"c;:l;nl,[
stanices A probe passcd along the mam trach into the ana c:u:a “u,, e ';’L
to lic just below the ano-rectal ring but il requires “coqu;::i: ”:;!L'm ! ihe
muscles down to the probe when the snternal opening lie o

level
81



ANAL TISTULA (TISTULA IN ANO)

The Ano rectal Ring must not be Divided

The ano rectal ring must be preserved If there 1s any uncertainty at all
about the relationship of the internal opening or of the track to the ano rectal
ring the fissues must not be completely divided at the mittal operation  The
probe 15 passed 1nto the anal canal the overlying tissues partially drvided and
the probe partly hberated but the operation must not proceed further if
there 1s any doubt Repeated examinations n the convalescent phase will
decide the true relationship of the opening to the ano rectal ing  This opeming
can be 1dentified more easily 1n the post operative phase by loosely mserting
a ligature down the track and through the internal opening and leaving 1t m
sitt It seems that most of the external and nternal sphincter muscles may be
cut with relative impunity

Management of the Wound Remainmng after Excision or Incision of the Fistula

The fistula 1s not necessarily excised on the contrary 1t 1s usually simply
ncised leaving the walls intact  After the fistula 1s la1d open the wound which
remans 1s large  the surgeon ams to have the wound as flat as possible and
free from projecting tissue and pockets To lay open the fistula and leave
a flat wound may prove relatively easy But the subsequent management of
the wound may well determine whether or not the fistula will recur The
surgeon has three alternatives from which to choose

1 THE WOUND MAY BE SUTURED —The wound 1s searched for secondary
tracks the granulation tissue curetted off the walls of the track which has been
laid open and the wound sutured With the availability of chemotherapy
and antibiotics the method has been advocated more strongly

It 1s unsound however It 1s unsound because haemostasis after excision
of the fistula 1s difficult and haematoma formation no matter how small must
be the rule rather than the exception A contammated haematoma will cause
infection and 1nfection a recurrence of the fistula The most intenstve course
of antibiotic therapy will not abolish contaminating orgamsms completely
Therefore although the edges of the wound will heal by first intention the
patient cannot be guaranteed that the fistula will not recur

Primary suture 1s unsound for another reason Exploration of the depths
of the wound for secondary tracks 1s rendered more drfficult if the edges of
the wound have not been cut away f the edges are cut away the shin must
be approximated under tenston This is an unwise practice particularly if
there 1s unduly heavy contamination of the wound

The method 1s unsound for a third reason  An internal opening 15 not
always identified with certainty  If the internal opening escapes mersion and
the wound 15 treated by primary suture recurrence of the original fistula 1s
certan

2 THE WOUND MAY BE LEFT TO HEAL By SECOND INTENTION —This 15
the standard operation  prior to the mtroduction of chemotherapy 1t was the
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onlv safe method The fistulous track 15 incised and the overhangng edges
of the wound trimmed so that it 1s as flay as possible  1n an ischio-rectal fistula
a considerable amount of tissue must be excised and the resulting wound 15
very large  The wound 1s dressed in such a way as to prevent the edges fafling
together when the patient 1s taken off the Iithotomy postion  The wound 1s
covered by granufation tissue within seven to ten days and epithehum can be
seen growing in from the edges over the granulation tissue between the tenth
and fourteenth days The surgeon cannot relax his attention on the wound
4 granulating wound 15 a contracting wound and this may be responsible for
the formation of pockets which become engulfed 1 the fibrous tissue and undo
all the good that has been done at the operation The most difficult part of
the wound to observe 1s the anal portion the persanal skin especially of
redundant, tends to fall over the wound and so the surgeon must cut 1t away
generously to allow him to keep a particularly careful watch on the less access
wble anal end of the wound Moreover free excision of the penanal shin
prevents the formation of a ndge of tissue  such a nidge forms the tower edge
of a deep pochet and a deep pocket at the anal verge may lead to a bind
mternal fistula

Therefore the major disadvantage of this method 1s the need for a
relatively large wound which may take several weeks or more to heal

3 THE WOUND MAY BE ShiN GRAFTED IMMEDIATELY OR WrThiN A FEW
Days —The most satisfactory method of treating wounds such as these is to
apply a thin sheet of skin as a graft  The fistula 15 treated m the same m‘)i
as 1t would be 1f 1t was intended to leave the wound open to heal by secon
intention A sheet of thin  split thichness * skin 15 taken from the leg o z!srn;
and after haemostasis has been secured 1n the anal wound the graftis apprlfih
and firmly secured  postion  The graft 15 mnspected on the fourl}!‘\ clx'Cdl -
day 1n most cases the graft ‘takes completely and the wound 1§ wcssful
neatly healed within a week  Even if the graft 15 only partially sfl::i:rn o
wound healing ts hastened  If the whole graft should stough r\ol i
been done  the wound is treated as though no graft had been nppI 1! e
alfowed to heaf by granulation tissue 1 after exciston of the ﬁs(ut ﬂshgu!d e
larly a complicated fistula haemostasis 1s unsatsfactory no attcm[;‘ e
made to graft the wound as a primary procedure  Itis drcsszd wit nmrcyand s
and the patent is returned to the theatre 1n two or (hree aysl ssue by this
delayed primary graft apphed  there 15 no visible granulan:r;) \ lad o the
nime and after gently washing asay the mmitial dressings and blo
wotind has the appearance of one freshly made

TREATMENT OF PERIANAL TISTULA

order W

On admussion to hospital the patient may be given an c::sr,r:n :)nr hontl
obtatn a good evacuation of the colon and so avord the nccomny phlematie
action 1n the first few days after the operation The casy gong
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individual has little trouble 1n controlling his bowels for the desired period
post-operatively and may not need an enema

A light diet 1s prescribed and 15 continued into the post-operative period
until the bowels have opened this avoids the accumulation of excess faecal
material wrthin the colon

An 1 sulphonamide (succinylsulphathiazole May & Baker) 1s
ordered before the operation The prescription for the tablets 1s given to
the patient when the dectsion 1s made 1n favour of operation and the patient
starts taking the tablets five days before admisston to hospital the dose of
succinylsulphathiazole prescribed 1s 2} g four times daily This intestinat
sulphonamide reduces the bacterial content of the colon and the rectum and
1t 15 hoped that the more virulent orgamsms are destroyed so favouning wound
healin;

Tghe patient 1s admitted on the evemng prior to the operation and 1s
shaved A pubic shave prevents blood clotting in the hair but 1n the majonty
of fistula operations this 1s not a potential source of discomfort 1t 3s an
unnecessary preliminary for fistulae in the posterior half of the anal canal
but for large fistulae and for those situated anteriorly 1t may be required
1f a skin graft 1s contemplated the thigh or arm should be shaved 1n readiness

OPERATION

After anaesthesia has been induced the patient 1s placed in the hthotomy
position and followng preparation of the skin stenle drapes are applied
{Fig 60)

A probe small enough to enter the fistula opemng 1s selected and passed
gently along the track into the anal canal If the external opeming of the
fistula has closed the track should be first exposed by an incision over the
mdurated part

The relationship of the probe to the ano rectal ring 1s determined In
most cases 1t 1s clear that the probe 1s well below this level 1n which case the
operation can proceed The overlying tissues are divided by sharp incision
and the probe 1s liberated (Frg 97 oA B ¢} The edges of the wound are cut
away and the vertical sides replaced by sloping ones which are made as
smooth as possible and free from pockets and projecting tissues  Secondary
tracks are sought and laid open  The unhealthy granulation tissue 1n the roof
of the fistulous track 1s curetted away The wound 1s given a triangular shape
by removing skin from the outer end The subsequent management of the
wound depends on whether the surgeon elects to leave 1t open to heal by
second intention or whether he decides to apply a skin graft

1 ‘Healing by Second Intention

If the surgeon decides 1n favour of healing by second intention he proceeds
to dress the wound with gauze Petroleum jelly gauze 1s preferred by some
but 1t tends to cover the wound with a film of petroleum jelly under which
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gr%i?::?;n?ay b;x: responsible for multiple smalf pockets of sepsts Dry gauze

mer a thk ;esutlgebeedzgshtbf' {a};'mked 1m0 the wound  the purpase of this
o €s ot the wound apart and 1t 15 not

1 10 be pressed firmly into posiion  The whole is covered \\ﬁ;cc:s;?d fg;

e 97
Penanal fistufa
A~External opening in night postenior quadrant of penanat region
8- lnternal opemng demansteated at level of anal papilac
{—~Track 1:d open edees inmmed and wound enlar.ed at its outer end
D~-Free shin groft sutured 1010 postion weth 44 \Mersih threaded
oty No 16 half-ciecle needle Fnds of the higatures feft long

wool which can be changed as often as s required by the aursie sll the
deeper dressings are left undisturbed

The patient s returned to the ward  Morphia 35 sequired for pun nd
restlessness s the effects of the anaesthene wear off  Some pitients hne
difficulty weth mectunon after operation bt this nearls always responds
to sumple measurcs such as standing out of bed to sord so that cath~terranon
s raely necessan

The first dresstng 15 done on the thied day after operation followiny the
first bowel action The dressmes applied at the time of operation usually
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come away with this bowel action The wound 1s 1ngated with Eusol and
then re-dressed with dry gauze lubricated at one corner with a water soluble
lubricant  the lubncated corner 15 nserted along the fistula wound and well
nto the anal canal If the bowels have not acted by the fifth day after
operation despite the admimstration of aperients an enema 1s given and the

Fia 97 (cont)
Perianal fistula

E—Long ends of sutures tied over
dressings applied to graft

F—Wad of absorbent wool placed
aver wound and dressings legs taken
down from lithotomy posttion and
held together whilst adhesive tape
strapped across buttocks

G—Seventh post operative day
Wound 1s healed

dressings are done after this has been returned By the end of the first week
after operation a daily routine 1s developed after breakfast the patient opens
his bowels has a bath returns to bed for wmigation of the wound and dressings
and 1s then comfortable for the rest of the day

By the seventh day granulation tissue has appeared at many different
spots 1n the wound and by the tenth day the whole wound 1s covered Soon
after epithelium can be seen advancing inwards from the edges  The surgeon
must watch the wound intently to avord pocketing or bridging 1n the anal
portion  There 1s a tendency to place the dressings on the part of the wound
that can be seen whereas actually the most important part of the wound 1s
that which cannot be seen and which lies 1n the anal canal 1t 1s difficult for
the nursing staff to appreciate this and therefore the surgeon himself should
do the dressings as often as possible
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It 15 only when the wound can be seen w its entirety  that 15 to sy
1t 1s only when the anal portion has healed that it 1s possible for the surgeon
fo permt the patient s dischirge from hospital  But the wound should be
hept under observation until 1t 1s he iled completely

Tius method of treatment has disadvantages  The operation atself t2hes
but a few pusites but the postoperative treatment 1s prolonged 1t 15 unwise
to discharge the pauent early so that the usual period hospital 15 about
two or three weeks and st takes as long agun for the wound fo heal com
pletely  Dressings for the first seven to ten days are uncomfortable to the
patient despute the gentlest handhing by the surgeon  The ibrosis consequent
upon a wound healing by second intention complicates a second operation
should 1t prove necessary Surgeons mn the past endeavaured to shorten the
convalesceace by applying skin grafts usually n the form of pinch grafts
the post operative peniod (Gabriel 1927  Wnght 193435 It means mter
rupting the ambulatory state of the patient for five or srx days and the take®
1s not always satisfactory

2 The Apphecation of a Pnimary Skin Graft

A method that has proved very satisfactory m practice 15 the application
of a free split thichness ’ graft at the time of the it} operaton (Hughes
1952 1953 1954)

The operation proceeds m the same way as before The fistula 1s cxaised
and the edges are fashioned and haemostasis ts secured

A thun sheet of shin 1s cut from the inner aspect of the left thigh which
1s the most accessible for the purpose (Fig 60) The shin should be cut thin
{t 1s transferred to the wound and suturcd to the edges with fine blach sih
(size 4/0 Mersilk) threaded on small half-circle needles (size 16)  The ends
of the sutures arc left st mches long (Frg 97pY  Sahine s fushed under the
graft to remove all blood clot (Fig 98) a picce of tulle gras 15 apphied to the
surface of the grafted wound and small pieces of cotton wool previousiy
moistened with sahine are placed sery firmly i position to heep the gr;‘((
immobilised The Jong ends of the silk sutures are ficd over the back of the
dressings which are moulded nto the wound (Fig 971)  Further <c<:\mft\ h“
obtuned by placimg a stap of gauze i the anal cinal over the log obi f
fistuta dressing and the buttocks are strapped together over a pece of absorben
catton waal after the legs have been faken down from the bithotomy posiion
(g 9710

The patient ts not pecmutted to get out of be
although n certamn cases 1t 1s possible 10 allow
s difficulty with micturtion He s advised to be careful when
10 bed asa further precastion aganst the graft shufting posttion -

Morphiz s given for the first twenty four hgurs bu:);:s: hn-:‘.cm; ;““m[
gesic ts necessary unless the patient 15 apprehensie 1
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spasms of the sphincter muscle A light deet 1s ordered and the bowels are
kept confined

The first dressing 1s done on the fourth post-operative day a day or two
later if the patient 1s quite comfortable The strapping 1s removed the absorbent

Fic 98

Dental chip synnge used for synnging saline under skin graft
to remove clot prior to application of dressing

o e tes et rimem b L 12

Fi, 99
A—Penanal fistula (right Iateral position)
B—Pertanal anal fistula excised and grafted  Wound healed on seventh post operative day

cotton wool released and the piece of gauze in the anal canal 1s gently removed
The sutures tied over the fistula dressings are cut and the pieces of cotton wool
packed 1nto the wound are removed piece by piece  Finally the tulle gras
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1s lifted off the graft and 1n most cases 1t 1s found that except perhaps for the
edges the wound 1s healed (Figs 976 994 B) The whole 1s painted with
ten per cent mercurochrome any overlapping edges of the graft are cut anay
and a single piece of cotton wool snugly mnserted over the grafted area

The patient resumes a normal diet and the bowels are allowed to act
The patient gets out of bed and on the seventh day has a bath and 1s allowed
home

Antibiotics are not necessary and should be avorded unless there 15 some
special dication for their admimstration

After exciston of a large fistula 1t may be difficult to control haemorrhage
sufficiently to justify placing a graft on the wound immeduately In such
circumstances a delaved prunary skin graft 1s advocated The 1nitial wound
is dressed with dry gauze and 1s left undisturbed for three days when the
patient 1s returned to the theatre Under general anaesthesia the dressings
are removed and the wound nspected adherent blood clot 1s washed away
and tissue of doubtful viability 1s removed with scissors A graft 1s then
applied to the wound The wound 1s dressed on the fourth day and the bowels
allowed to act after a total confinement of seven or eight days

TREATMENT OF ISCHIO RECTAL (ANO RECTAL) FISTULA

The principles underlying the treatment of ischiorectal (ano-rectal
fistulae are the same as those which govern the treatment of smaller fistulae
But there are features which are peculiar to 1schio rectal fistulae

1 Complicated Course of the Ischio Rectal Fistula

The usual 1schio rectal fistula has three mamn component parts cach
coursing 1n a different direction The main track 1n the 1schio rectal fols;:;
runs horizontally the track which leads from the external opening to .
main track 15 more or less vertical whilst the short track leading from II:
internal opeming passes backwards to meet the mamn track at a right :(l:rﬁnl
It may or may not prove possible to mampulate a probe from the ¢x
opening through the 1nternal opening mnto the anal canal and rectum

2 The Depth of the Ischio Rectal Fistula d owing

The part of the track 1n the 1schio-rectal fossa hes very dcepl};l“"bo:’c the
to the sloping direction of the levator am muscle 1t extends wel falhe rack
level of the ano-rectal ring The anterior extremity of this part ]c:’lr ligament
passes deep to the transversus pertner muscle and the mangu‘ The usual
(Figs 89 100) Postertorly the track lies at the Jevel of the coccymn but such
way to improve exposure 1n a deep wound 1s to extend the mncis " e pubis
extension 1s lumited here by the 1schial tuberosities the °°;:Cy ter muscula
and by the presence of the anal canal and rectum with their sphinc

90



ANAL FISTULA (FISTULA IN ANO}

ture However the wound 1s widened as much as these boundartes will permt
and the edges of the wound made to slope towards the depth

3 Proxumity of the Internal Opeming (o
the Ano Rectal Ring

The track which leads from the
miternal opening to the posterior com
municating portion of the ischio rectal
track lies very close to the ano-rectal ring
and the small amount of muscle which
remarns after 1t has been laid open might
disturb the surgeon

4 Danger of Inpury to the Rectum above
the Ano Rectal Ring

The rectum above the ano rectal ring

15 capacious and the lumen s separated

from the ischiorectd portion of the

fistulous track by only a thin layer of

FiG 100

tissue  Unless the surgeon ss particularly  Jschio rectal (or  ano rectal}  anal
fistula  Antertor extension of ischio

careful the rectum 1s hable to be injured  J50S part of track shown extending

and the resulting rectal fistula nught defy above triangular hgament

all attempts at cure A rectal fistula 15

nearly always the end result of such an operative mushap (Fig 101)

5 Extenston through Levator Ani Muscle
From the ischio rectal portion of the
track there my be an coxtension upwards
which dwsappears from wview through the
levator am muscle This portion of the
fistala need not recesve attention because 1t
will heal spontaneously after the mam fis
tulous track has been laid open (Fig 105)

6 Blood Loss during Operafion
The extensive incision necessary to lay
Fa 101 open ths fistula mav result in a considerable
In depth of 1schio recta] anal fistula  loss of blood The conditton of the patient
mound reetal wall may beRured requires a special check during the long
operation and 1f the blood loss appears
excesstve 1t should be replaced without delay
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7 Length of Qperation

Operations for ischio-rectal fistulae are ume-consumung procedures By
the tume the fistula has been laid open and the wound trimmed and a shin
graft applied to the surface three or four hours or even more may have clapsed

It 15 not possible to proceed faster and attempts to do so might welt prove
disastrous

Fic 102
Ischio rectal ang! fistuta
ternal opening

A—Arraws indicate direction of incisions from exl
B—External openng laid open and shin within dotted area cemoved 10 improse

exposure

nto posteniof com
— chio rectal trach lmd open A probe passes @

CrRaght uschy municating trac

ok
D—Postenor communicating trach faid open  Probe eaters ischio sectal tra
on left side

8 Prolonged Stay in Hospstal Juch
After an ischio-rectal fistula has been lad open the Ia;{gc \:g:mi!:;r;m

remamns will take wecks to heal by granulation tissue . ‘:l;r(x o o

(1949) reviewed the St Mark s Hospital figures and foun J
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time hospiegy for gyt Such cyges SO treateq Was eighe Weeks Whilst 1
approxxmarely one thirg ;¢ was tep Weeks or More

\Infcmal Opening an, ck pag,
to Posteryor commumcatmg track
dentfieq
G~Whore of 1schyy reg

H\“ound Prepareg for Eraftng by
sumnng !rmge skin and
skin of ! canap 0 fasciy Over
Outer aspect of anat sphmcrcr
TSk grafy 2pDlied ¢4 Woung and
Sutureq into Posion

OPERATIOV
The Patient ¢ Prepareq Or oper,y tion 4y the 5, y descnbed for ¢,
Perianay fistujae t 8hs shonjg Shavey €Cause arge amoypg of
N may pe necessary 10 coyep the W“oung ood be faken fo, Yping
and hejg for Cross typin n case g, nsfugyo, S requ d



THE SURGERY OT THE ANUS ANAL CANAL AND RECTUM

As the patient will be held 1n the lithotomy position for several hours
1t 15 important that the posture should be comfortable For this purpose the
Lloyd Davies abdommo perneal stirrups are admirable

There are three stages 1n this operation  the first imvolves laying open the
fistulous tracks the second the preparation of the wound for grafting and
the third the apphication of the graft

Laying Open the Trachs of an Ischio Rectal Fistula

A probe 15 passed mto the external opening and a finger inserted 1ato
the anal canal and rectum to ascertain the relntionship of the up of the probe
to the ano rectal ring The external onfice 1s enlarged with the scalpel and the
incision extended forwards and bachwards (Fig 102 4)  anteriorly the maision
should reach 1n the first place the level of the anterior margin of the anus
and posteriorly a point about haif way between the tip of the coccyx and the
posterior margin of the anus This incision 1s deepened through the ischio-
rectal fossa to expose the trach indscated by the probe (Fig 102 B) A finger
must be serted repeatedly nto the rectum 1f inyury to this viscus 1s to be
avoided The mncision 15 then extended forwards or backwards as 1s necessary
and to obtain better exposure the edges are cut back to give a sloping wall
(Fig 102 ¢) To reach the antenor hmit of the 1schio rectal track 1t 1s nearly
always necessary to cut the mferior haemorrhotdal vessels and not un
commonly a portion of the transversus periner muscle The portion of the
ischio rectal track curving into the postersor communicating space m1y be
difficult to follow and assistance can often be obtaned by inserting a probe
nto the iternal opentng and after ascertaimng the relationship of the probe
to the anorectal ring cutting through the superficial sphincter musculature
down to the probe This will leave then only a very short portion of the
rack to find and lay open (Fig 102 D-G)
! Extension to the ﬁpposxi side 15 most carefully sought because induration
1 the ischio rectal fossa 15 not always easy to appreciate and it must be
remembered that umlateral horseshoe fistulae are not as common as those
with bilateral extensions When found 1t 1s lad open by cutting 1l the oser
lying tissue

Preparation of the Wound for Skin Grafting he walls

When the 1schio rectal fistulous track has been Ind open and lc]Lc ot
sloped away as much as possible to render the depths of the tra“a”s o
accessible the wound should be prepared for grafting The d‘:‘l‘]"';c mainder
the wound need no special attentson  1n the floor of the wound the The wnner
of the fistulous track 1s curetted of unhealthy gr’muhtlor; tlssu‘c arc particu
walls of the wound formed by the outer aspect of the ana ‘c_‘ﬂl’l’:: cut penanal
larly unsuited for grafting because of the ragged “"“";c or of fiscir which
tissuc  However good advantage can be taken of 3T";‘)crr nge of perranal
covers the outer aspect of the anal sphncter muscle The frng
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skin which remains after laying open the fistulous track 15 sutured to the fascia
with fine interrupted plamn catgut so excluding the wrregular vascular perianal
space as a surface for graftin, The same manoeuvre 1s adopted along the
depth of the inciston through the sphincter musculature extending from the
perianal shin to the internal opening  the shan of the anal canal and the
fascia covering the outer aspect of the anal sphincter muscle are sutured
together with 1nterrupted plamn catgut over the ragged edges of the cut
sphincter muscle (Figs 1021 1048 )

Skin Grafting the Wound

Fine tnstruments are needed for this phase of the operation which 1s the
longest and the most tedious

Sheets of skin are cut from the mnner aspect of the thighs the graft
should not be taken from the posterior thigh because of the discomfort this
causes 1n the postoperative peniod The skin should be cut thin and the
individual sheets kept large The donor site should be kept covered with a
moist pack and not dressed until the conclusion of the operation because 1t
might be necessary to obtain more skin

The sheets of skin should be sutured in plice with fine black silk (4/0
Mersilk) threaded on small half-circle cutfing-edged and round bodied needles
(No 16) The ends of the individual sutures are cut long to help anchor
the dressings into place at the conclusion of the operation The whole wound
1s covered with these sheets of skin and to prevent their displacement when
the dressings are applied individual sheets are sutured to one another in the
depths of the wound (Figs 102 B 103) Blood clot collecting under the graft
1s removed with saline flushed under the graft from a dental chip syringe A
layer of tulle gras 1s applied to the surface of the grafted wound and over
this are laid strips of cotton wool mosstened n saline  these cotton wool
strips are gently but very firmly pressed into the wound and are finallv held
1n place by the lenpths of black silk sutures tied across the surface

Cotton wool pads are placed over the perineum and further support given
to the graft by adhesive strapping and crepe bandages The patient 55 hifted
from the operating table into bed so mamtainmg more or less the posture
when the dressings are apphed
T fol 0

g Up

Morphia 1s given for pan and restlessness The patient 1s nursed with
the legs slightly flexed at thighs and knees There 1s surprisingly httle difficulty
with voiding from this position but 1n a female patient a catheter may be
necessary to keep the dressings dry

A hght diet 15 allowed the bowcls are kept confined Pentcillin and
streptomycin are given because of the extent of the wound but the value of
these antibiotics 1s hmited and they should not be used to cover poor surgery
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Ischio rectal anal fistula
A-—External opening  Considerable scarning on outer side
B —Unilateral trach lad open
€ —Wound covered with skin graf

t
D—Graft 15 kept 1n posttton by fayers of cotton wool soxked 10 safine
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Fio 103 (cont)

Ischio rectal anal fistula
E—Long ends of sub sutures tied aver dressings

F—Appearance immediately prior to removing patient from hithotomy position
Donor site on left thigh has been bandaged
G—Wound on seventh day after pnimary skin grafung Practically completely

ea
H—Wound twelve months after operation
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Fic 104
Ischio rectal anal fistuls
A—With hilateral external opemnes,
both discharging a small quantity «f
thin pus
B—Lard open and wound bang
prepared for skin graft by sutunog
fringe of punianal skin to fasca on
outer aspect of anal sphincter rusle
C—Wound ready for grafung
D—Grafted wound on seventh pst
opcrative day  Wound complteh
healed except for small isclstd
pitches of granelation tissue
E—Four months after operation Are3
has reduced 1 size and holl ws at
sides of anal canal have partaih
filled in
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Fic 105
Right sided 1schio rectal anal fistula (left lateral positton) six months after
primary grafting Cavity has become more shallow with passage of time
Fistula’ had an extension through levator ani muscle but healed spon
taneously after main track was removed

Fi6 106
Ischio rectal anal fistula (right side) fourteen
months after operation  No mucosal prolapse
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The dressings are not disturbed for five to seven days the acteal time
depending on the appearance of the dressing or the restlessness of the patint
The first dressing 1s done 1n the lithotomy position in the theatre An anaes
thetic 1s not necessary but adds to the patients comfort The suturcs are
cut and the dressings gently lifted out of the wound An almost complete
‘take of the graft 15 usual although patchy areas mught escape along
the edges of the mdividual sheets of shin Al sutures are removed and loosc
pieces of shin cut The whole wound 1s swabbed with mercurochrome ten
per cent and hghtly dressed with tulle gras and cotton wool

The patient 15 allowed a full diet and the bowels permutted to 1ct A
dressing 15 done each day by the surgeon occasionally sutures overloohed
at the first dressing appear tn the wound and small preces of loose shin arc
tnmmed away 1f the passage of a few days shows that they have not taken
The patient 1s allowed to the bath on the tenth post-operative day By the
fourteenth post operative day the graft has consolidated and the patient 15
allowed to leave hosputal It 1s advisable to keep a pad of cotton wool owr
the wound for a week or two and contraction exercises of the levator ant and
rematnng sphincter muscles should be encouraged (Figs 103 6 104 p 105
106}

TREATMENT OF SUBMUCOUS ANAL FISTULA

The submucous anal fistula differs from the previous amal fistufae
discussed 1n that no sphimcter muscle 1s divided
when the fistula 15 laid open The submucous
fistulous track may be a long one extending weff
1nto the rectum with the upper end out of seach
of the probe But so long as the track below
the ano rectal ring 1s destroyed the patient will
be relieved of symptoms A persisient trickh
above the ano-rectal ring closes spontancously
and remamns closed but 1n any case discharge
collecting above the anorectal ning will not
trouble the conhinent pabent

OPERATION
The patient 15 prepared n‘z lhlc same
1 fistulac
as for operation on other and )
After the pauent has been :macs;]h l::;c;:
and placed n the Iithotomy posstion the e
fio 1o canal 1s gently dilated A probe s Pﬂ“k
1 t of bmucous anal o trac
g:'ﬁ;n “Trock can be iad open  through the lower opeming and along th e
i sections To aved primary fi the probe entails an ncision
hacmorrhage overlying  tissue To free o he restltng hacmorthag.
ligated on either side pror fo yascular mucosa and the « e enon 4
duvision may be difficult to control For this

de of
Irgature 1s threaded down the fistulous tsach and s nghtly tied on one
100
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the track a second ligature 1s tied on the other side and the fistula laid open
by cutting between the ligatures (Fig 107)

No special post operative management 1s needed but the patient must
be observed for secondary haemorrhage 1n the second week after operation

TRLATMENT OF RECTAL FISTULA

Fortunately this type of fistula 1s most uncommon because 1t cannot
be treated by the methods employed for the anal fistulac To lay open this
fistula the whole of the sphincter musculature must be divided and this 15 not
permussible

The patient should be observed for a period of time and operation advised
only 1f the symptoms warrant 1t The wrter has had no expenience in the
surgical treatment of this type of fistula because none of the three patients
under his care has demanded surgical treatment

COMPLICATIONS OF THE TREATMENT OF ANAL FISTULA
1 Recurrence of the Fistula

This 15 the most common comphcation The chief reason for recurrence
1s probably incomplete excision of the fistulous track whilst a second cause
for failure 15 to be found in the convalescent pertod when a wound 1s healing
by second ntention

If the excision has been incomplete and the wound has been skin grafted
the resulting recurrent anal fistula will be smali and can probably be laid open
under local anaesthesia If the wound has healed by second intention the
remamning fistulous track 15 buried under the granulation tssue and the
recurrent anal fistula will be simlar to the one for which the imitial operation
was performed

If the excision of the fistula has been complete and the surgeon elects
to treat the wound by the open method he must watch 1t carefully to ensure
that the wound remains flat and that 1t heals evenly from the edges

2 Incontinence

Although the anal sphincters can be divided almost completely without
apparently interfering with the continence of the patient there are some who
are left with a permanent weakness which might prove a serious handicap

The subcutaneous external sphincter and part of the internal sphincter
muscles can be divided with impumty n all patients In many others the
subcutaneous and superficial components of the external sphincter muscle
together with part of the deep external sphincter muscle and the related part
of the internal sphincter muscle can be divided without mmpairing rectal
continence although most of these patients are conscious of a weakness
when the motions are loose for any reason Diviston of the puborectalis
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muscle will leave the patient incontinent Before embarking on any operation
ivolving division of the anal sphincters the surgeon and the patient must
be appreciative of the necessity for the operation together with the possible
outcome If there be any doubt mn the surgeons muind at the tume of the
operation as to the safety of dividing the muscular tissue superficial to the
probe he must not proceed

Fic 108
Ischio rectal anal fistula R .
t
A—Fifteen months after excision and primary skin gral
B (inset}—Close up view to show mucosal prolapse after operation this was symptomiess

In the wrter s cxpertence it 15 safe to divide the amount of s;';?"ﬂr?:"'
muscle necessary to cure an 1schio rectal anal fistula There 15 st;m: -.F‘x(’hout
able weakness at first but within two or threc weeks conu;gfc( cam:\\cd by
exception proved adequate In Cheseldon s Anaton (I] m: ‘at other
D Arcy Power in 1929) the same observation was made ‘t ﬁccmcu“"~s e
surgeons have been less fortunate howeyer because severs . ted that the
been described to mimmise ncontinence Gabriel “9;9) ;;:)’ff:ﬂ wa ochs
internal opening be lard open at a separte opgmnonh f{u 1‘1““ e desclops
to clapse between the two operations he hoped that the ]' T Thorgerson 19D
1 this time would stap retraction of the sphincter muuhc b hcf&llm it would
favoured 2 mucosal flap to close the nternal onfice mi c' :h escs throne
avoid the need for laving open that part of the track which p
the muscle
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Chapter Eigh
SINUSES RELATED TO THE ANUS

SINUSES leading to cavities hined by granulation tissue may be found
close relation 10 bat without connection with the anus or an1l canal
The sinuses under considerauon are disnct from the bhind  external aml
fistula

PILONIDAL SINUS

In 1880 Hodges suggested that the term pilomdal sinus” be uscd to
describe the chronic sinus contating hawe and found between the buttocks
(pidus hawr  mdus nest) He thought that the basis of the condtion was 1
congenital coccygeal dimple in which detached body hair and other dibns
todged Three mun viewpoints have been expressed concerming the ongm
of this remarkable condition

1 Congemtal Ongin

Until quite recently it was believed that these pilonidal sinuses were
caused by some form of developmental anomaly This theory of origin was
based on certain crrcumstantial evidence  For example it 1s known that there
1s a connection between the shin and neural canal m early foetal hfe m the
sicral region  that in some young ndividuals decp sinuses extend into the
vertebral canal  that sacrococcygeal dimples occur in some babes  that the
rudline 1s the common site for congenital lestons  and that hur 1s often to
be found tn the stnus

King (1947) after critical analysis of thus evidence concluded that the
congenital theory was untenable and this recerved special support from the
observations of Patey and Scarff (1946) and others who described typical
pilonidal sinuses in other parts of the body

2 Acquired Ongmn

It 1s now widely held that the fully developed pilomidal sius 15 due 10
the antrusion of hur from the exterior  Professor E S § Kz (1947 ha;
gnven a conaise description of the pathological chinges that take place aroun
these forcign bodies such as sccondary infection and deep abscess fm'mmo;
Hueston (1953) suggested that enlarged hase follicles sn the mudline were the
portals of entry for the hairs

3 Congenital and Acquired Ongin
Haworth and Zachary (1955} have found congemtal dermal sml:luﬁn::
1 4 per cent of 500 children exammed by them  untl puberty these do
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Chapter Eigh
SINUSES RELATED TO THE ANUS

SXNUSES Ieading to cavities lined by granultion tissue may be found in
close relation to but without connection with the anus or anal canal
The stnuses under conuderation are distinet from the blind” external Anal
fistula

PILONIDAL SINUS

In 1880 Hodges suggested that the term  pilomdal sinus” be used to
describe the chronic sinus containing hair and found between the buttocks
tprdus hair sudus nest)  He thought that the basis of the condition was a
congenntal coccygeal dimple tn which detached body hair and other dubris
fodged Three mun viewpoints have been expressed concerming the origin
of this remarkable condition

I Congemtal Onigm

Until quite recently 1t was believed that these prlomdat sinuses were
caused by some form of developmental anomaly This theory of ongm w1s
based on certain crrcumstantial evidence  For example 1t 1s hnown that there
1s 4 conncction between the shin and neural canal 1n early foctal hfc i th
sacral region  that 1n some young individuals deep sinuses extend 1nto the
vertebral canal  thut sacrococeygeal dimples occur tn some babes  that the
midlme 15 the common site for congemtal lestons  and that hair 1 often to
be found n the sinus

King (1947) after entical analysis of this evidence concluded that the
congenital theory was untenable and this recened speernl support from the
observations of Patey and Scarff (1946) and others who described typrcal
prlonidal stnuses an other parts of the body

2 Acqured Ongin

1t 1s now widely held that the fully developed pitomdal sinus 15 due to
the mntrusion of hair from the extertor  Professor £ § J hung (1947) haL;
given a concrse description of the pathological changes that tahe phace “'“"“n
these foreign bodies such as secondary infection and deep abscess Iormml(; R
Hueston (1953) suggested that enlarged harr follicles m the mudhine were th
portals of entry for the hairs

3 Congemtat and Acquired Onigin "
Haworth and Zachary (1955) have found concenital dermal sxm&\;‘nm
1 4 per cent of 500 children examined by them unnit puberty thewe
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cause symptoms and are not noticed From the age of puberty hair grows
from the eprthelial hined trach sebaceous glands become active the buttocks
enlarge and finally the orfice blocks and secondary infection develops In
Iis onginal description Hodges (1888) advanced a simular theory but suggested
that the hair came from without rather than from the sinus 1tself

SURGICAL PATHOLOGY

One or more simuses with pit like external surfaces extend down to the
mamn pillomdal cavity This cavity has a longitudinal direction s 1n the
midhine and 15 about five centimetres 1n length It contamns purulent and
necrotic materral Hairs may or may not be present they are usually in
bundles composed of 2 dozen or more separate hairs of two or three centt
metres 1n length but sometumes finer and shorter hair occurs m 1solated
strands The cavity 1s lined by granulation tissue and has dense fibrous walls
Epithelial elements and harr follicles in the pilonidal walls are very rare
Secondary trackhs may extend laterally from the pnimary one and open on to
the surface of the skin one or two centtmetres from the mudhne

CLINCAL FEATURES
Males are more commonly affected than females and the average age
of onset 1s twenty five years (Table V)
Tame V

PILONIDAL SINUS
Author 5 senes 195 1923

Number of cases Male 41

Female 7

Total 43
Average ar  of onset 15 years
Lowest age of onset 11 years
Hihest age of onset 43 years

The most common symptoms produced by the pilomdal infection are
recurrent abscess formation discharging sinuses and pessistent discomfort
An abscess may develop over the lower end of the sacrum at the upper end
of the natal cleft and this may be the first indication of the presence of the
pitonidal infection  Such an abscess does not usually contain hair and after
mncision may subside completely But in most cases recurrent abscess
formation 15 the rule often occurming 1 associition with a discharging sinus
The pilomdal sinus may be single or multiple and may discharge a small
quantity of purulent flud if the smus obstructs an abscess follows A
persistent  deep-seated discomfort accompames the pilomdal infection and
nterferes with the patient s activities
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The lesion 15 so constant 1 its situatu
on that 1t 15 difficult to overlook
the congenital theory of origin - with an acquired condition the local patholo..y
might be more haphazardiy arranged (Fig 109 One or more sinuses are

Fic 109
Pilontdal infections arc sttuated 1n upper end of natal ckft When
patient 1s sitting there 1s no pressure on this area

4 B

e

N - -

A Fic 110 B
Pilontdal sinus

A—Twa tracks leading from external onfice
B -These laid open and wound skin gralted

situated n the midhne (Fag 1100 and have the appearance of smull holes
punched 1n the skin  a fine probe can be introduced 1nto a sinus and pissed
vertically down nto the main granulation tissuc lined cavity “l 15 n?l; un
common to find a sinus opening on the buttock aboutan inch from the mudline
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the orifice of this Iateral sinus 1s usually filled with granulation tissue
unlike those 1n the midline The underlying induration extends a variable
distance upwards but 1t 15 exceedingly uncommon for 1t to approach closer
than three or four centimetres to the posterior margin of the anus

TREATMENT

Although this lesion 1s not a serious one the discomfort which 1t causes
1s usually sufficient to justify operative treatment Once the pilonidal infection
has developed conservatve treatment 1s unlikely ta prove successful

Pilomidal Abscess

The abscess should be drained as soon as 1t has formed This can often
be done under local anaesthesia and without the inconvemence caused by
preliminary admmssion to hospital The mcision should be placed mn the
mudline and should be generous 1n length 1t must extend nto the abscess
cavity 1n the whole of its length and it should include stnuses situated 1n the
midline The cavity should be inspected carefully for hair and other debns
Thereafter the wound should be dressed each day In a2 number of cases no
further trouble 15 expertenced by the patient

Pilonidal Sinus

1 SMaLL SiNvs —The small sinus may be completely excised together
with the cavity nto which 1t leads and the resulting wound closed by primary
suture The operation 1s best performed with the patient lying on his left
side after a preparation sumtlar to that advocated for anal fistula  An 1ncision
n the midline passes Just to either side of any external simus opemngs and 1s
deepened 1nto the subcutaneous tissue m close relation to the fibrous tissue
walls A wide excision 15 unnecessary  As the excision proceeds a careful
watch 1s kept for unsuspected extensions These are easily seen and do not need
a prehmmary 1njection of dye such as methylene blue It 15 not necessary to
dissect as deep as the fascia over the sacrum  Following excision meticulous
haemostasis 1s necessary No deep sutures are mserted and the wound 15 closed
with interrupted silk sutures passed deeply into the fissues Dressings are
marntained in position with the aid of adhesive strapping  The patient 1s kept
n bed until the sutures are removed on the seventh post operatine day

Following this operation some superficral wound infection 1s not un
common but does not appear to be of any consequence Deep wound 1nfection
1s unusual and may signify an incomplete removal of the pilomdal sinus
Haematoma formation may complicate the more extensive excisions and be
responsible for secondary infection If any of the track 1s left belund the
resulting recurrent sinus will be much the same size as the onginal (Fig 111)

2 LARGE anD EXTENSIVE Sivuses —Excision and primary suture 1s not
a satisfactory procedure for the more extensive cases which extend half way
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up the dorsum of the sacrum and laterally 1nto the neighbouring buttocks
because the defect wn the ussues after excision 1s too great to close by approy
mating the edges This can sometimes be achieved by tying the hgures
tightly and so forcing the edges of the wound together but closing any wound
under tension 1s undestrable  Furthermore although the shan edges mght be
apposed 1t 15 very difficult to obliterate the space deep to st This has been
done by mobilising the gluteal fascia and by the use of rotation flaps but the
writer does not believe that these more complicated procedures should replace
ssmpler and perhaps more effective measures
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Fic 11
d for
ent pulomdal sinus followtne two previous operations Scars of suiures use
s:nf(:l,;\rrr‘,“clo‘;‘urc[cnn be seen This was treated successfully by faying open residual sinus
and pnmary free shin prafting

Exesion of Pilorudal Sinus and Free Skan Graft

The patient s prescrebed the same pre-operatine treatment gmn‘f?lrh'l‘f;;’;l
fistula The operation 1s done preferably undir genural anaesthesta ;“cm .
patient lying on his left side  (When long gluteal extensions :\!rlcﬂ;;“d A
prone postion may be preferred) The thighs are moderately “‘;c e b
pack placed between the buttocks presents soiling of the pu
clotted blood

A fine probe 15 sclected and mserted mto one of the smu;cs [:tjc‘gd“"lll}hi
sharp scalpel the tough overlying shin 1s sncised and the T::nh o et
sinuy cavity 1s exposed and the har and debris are rcmo,\ e the smus
spoon  The walls of the cavity are probed and the whole cnlgmnt the cav 1y
and any fateril extensions lard open  The geanulation “““ccémca with fine
walls 15 removed with the curette spoon H:xcmnsx:zsnshls‘f;l“S  the snus
plnn catgut hgatures  No attemps 1s made to cxerse the

2 S

N e e o e oms it {20
placed around the wound These sutures pass throuch the
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THL SURGERY OF THE ANUS ANAL CANAL AND RECTUM

;Z};?‘rfsc.:juc‘n; mdn;]tum home after about fourteen days n hospsal  The skin
wound has not proved to be a vulnerable o

ne be
weight bearing arca and 1s well protected seause it s ot 2

, PERIANAL PILONIDAL SINUS
erianal prlonidal sinuses are uncommon and only a few cases h:
reported  The lesion 1s almost certamnly an 1cqu1rc()i one Thccsus::‘":i l:f;:

Fic 113
Presented with discharging

years One sius discharging an
bout five centimetres 1 drameir

atca on nght side of anus wheh
J several others present put closed

A Mr B fifty two years
extendett at ogh 2 feve!

had been Trcunl for turty

An underlying imdunted area &
of ano rectal nng

August 195¢ Dense fidrous bisuc enclosed mnus traths §oed

y granulation tissuc and contxrmng hxr

thigh and sutured rto woun

h August 1958 and nincty
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B ~Lesion excised on -Sth
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SINUSES RELATED TO THE ANUS

of perranal infuction may be followed by a discharging sinus into which hair
progects wnd which finally comes to he free within the tracks  these tufts
of hatr become responsible for a foreign body reaction and cause dense fibrosis
In the two cases treated by the wrter the climcal features were sumilar
both patients were males and both had hnd dischirging sinuses for many years
The patients were of dark complexton and locally irsute 1nd 10 both sinuses
were situated 1n areas of very dense induratior of irregular outhine (Table V)

TasLe VI
PERIANAL PILONIDAL SINUS
Author s cases

Case { Sex ( Age ( S:‘{;'(',‘,":'x l Swuation (Treulmznl l Result
DGR S |
E (9
(&31\}5?) \ M 52 years 30 years lnghllalemlJ s;f:‘g";n ke
5 i e e
wfn | e | e o | Soee | B

The lesion should be excised and the large resulting wound covered with
a free skin graft (Fig 113)

CHRONIC SUPPURATIVE HIDRADENITIS

Chronic suppurative hidrademtis 1s the term gnen to infection of the
cutaneous apocrine glands These glands are larger than the usual sweat
glands and unltke them are concentrated 1n cerian regions particularly the
axlla gromn scrotum persneum and anus  Apocrine glands extend deeply
nto the subcutaneous tissue are found only 1 association with hair follicles
and can actually be seen with the naked eye The clump of glands tn the
region of the anal onfice has been termed the anal organ (Woollard 1930)

It 15 not known how infection starts but once 1t 15 established other glands
1 the neighbourhood become involved with the formation of multiple foci of
mfection the centres of which break down to result 1n discharging sinuses with
thick fibrous walls which coalesce with one another Ulttmately the normal
soft elastic skin and subcutaneous tissue are replacea by mdurated chromcally
wnflamed tissue over which are scattered numerous sinuses discharging thin
purulent matertal (Fig 114) Indwvidual sinuses may or may not communicate
with one another or with the anal canal and rectum

The diagnosis can be made clintcally when there 1s a relatively superficial
chronc inflammatory lesion with considerable fibrous tissue reaction studded
with muitiple sinuses 1 one or more areas i which the apocrine glands are
found
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Non surgical measures such as vaccine therapy and chemotherapy ulte
violet hight superficial radiotherapy ecteetera are effectine  For small
1solated lestons inciston and drawnage 1s satisfactory
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Fic 114
A—\lr H forty three years Abscess mcised near
1o discharge b ly oth b

anus fifteen months previously contmued

¥ er pr § and drscharged spontancoust: Patient

n constant discomfort unable to walk am distance and forced 1o abandon wor Fatent

of superfical leston showa A number of discharging sinuses Tead 1nto tracks which may
remam drscrete or may yntercommumeaie

B Post operatne view (twelfth day) to show consoltdated prafied »red 10 places where

sheets of shan were not 1n good apposition there was delay n heahny,  On noer aspects ¢

both thighs are tho ssolated areas treated by simple unroafing  Postenor peramf area
hidden from view

ng short of radical exciston will cure the

ritent of the discasc (Hughes & hernvtt 19541 The leston extends 1o the
deeper 11yers of the subcutincous tssue and the saetsion must be down 1o this

level  The resulting wound m1) be very large and o 1t s liowed 0 h;’lll
by sceond ntention will ke weeks 10 close  For ths reason 1t 15 advssable
e writer hus done this opertion

(o coser the wounds with free shin grafts  Th i
on three occastons (Table VID with a complete 1ake 10 one privent and
almost complete take 1n the remaining tho thg 1A
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TasLe VII

SUPPURATIVE HIDRADENITIS

Author s cases

Duration

Case Sex Age symptoms Sttuation | Treatment Result
1 M 4yyears | 1jyears | Bilaterat |Exesion& o %0
2 M 2years | Ipyears [Rightlatesal| Bromond | 90
3 M 29 years 2vears | Left lateral E:":;‘s';g(‘% 1‘03(1)‘ S
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Chapter Nine
ANAL FISSURE (TISSURE-IN ANO)

AN anal fissure 15 a trrangular ulcer situated at the anal verge and extending
into the anal canat The lesion 15 usually assoctated with severe pun
and untreated 1t tends to run a course of exacerbations and remisstons

ALTIOLOGY
A fissure begins as a simple sphit 1 the anal canal shin at and Just
within the anal verge (Fig 115 It 1s nearly always situated 1n the medline
posteniorly much less frequently in the mudlne anteriorly and very occasion
ally 1n other quadrnts

\’\f

T
PURS
>

| LTSRS PN
o 15 Tic
F16 115—Dorsal anal fissure with shin tag

formed five
116—Dorsal anal fissure without shin tag  Haemorrhoidectomy pet!
gxxgnlhs prevm{xsly was followed by partial anal stenosis which was responuble for fissure

One cause of a chronie fissure 1s known A carelessly performed haerar
rhordectomy 1n which too much skin has been excised results tn a ught l'mu);
which tears when a motion 1s passed once thus happens a vicious cu;f ¢
cvents follows with aggrasation of the anal stenosts and the anal fissure

Tig 116
e But 10 the majority of cases the cause of the spht and the rc1sng 2;&:‘1‘ toh;
preference 1t shows for the mudime 1s uncertam  Most theories art by

view that the leston 1s mechanical in orsgin
the ! Stratming at defiecation causes intense engorgement of t:!‘cn?::;:1r:11r:,
venous plexus and this may be so great as 1o cause a split m ¢ an‘cnml.‘
thin anal shin Such 1n explanation accounts for the common sl
of wternal hacmorthowds and anal fissure  The vsual sitwation

14



L risgy, (nssum: IN ANg)
fissure 0 the p, line postcnorl ust due me spe. 1al vy, erablllty
ere such as Mmay N arigiy man 4y lr.zland butm Y be relate, tmp]
the, tero 10 linegy dire 1on of NS 1n € Perine
2 ¢ passy € of upy ualjy harg €Ces o the ntr N of harq
Ehemy gy, ng been thougp, Capap], roducmg fissure, aring ¢h
anaf cap shi 28ngt 1S theory IS the facy that 3¢ 1$ aj, tmposstble
to produccafi Artificyyyy, bys:mply neygy, lheanal erge
31 as b, Bested that the an; al ary ngemen; CXternag
Sphy Cler respo, bl The Uperficyy Part of eexremal Sp. T Muscle
s ellxpncal and the subey Aneoyg Portioy bel, t1s ¢y, ular |, be s, e
ry mcoﬂrdmanon Of the ¢ erng SPhinctey With sjoy relaxanon of
the Subeyy, u Ulnerappe ledge TMS 1n 4 € Midlype eriorly and
Mleriorg Wever thesubcuran ssphmcter Is hargy, noy,
ve thyg effecy
I’ATHOLOG}
A Wpicay anaj fissure IS aboyy %o cep Metres 1 lengtp, and gpe ang
haje Centy, €S 1n Wwidth Wi the anug ;¢ 8ently Parte, With ¢, Ngers 4
Ippears 1o ha mangular shape With the apex evtendmg {0 the j of ¢,
mucocurancous Junctoq

Anat fissure

fibres of musculans Mucosae
‘ag ar dista) end



THE SURGERY OF THE ANUS AMAL CANAL AND RECTUM

{sentinel pile) 1t 1s small  There 1s no mduratton of the base but the fissure
1s extremely tender and 1s associated with much sphincter spasm

The daily episodes of persanal venous engorgement the persistent move
ments of the anal sphincters the trauma caused by the passage of facces and
chronic infection hinder any tendency to natural healing  The ulecr devpens

Fic 118
{
Aanal fissure with transsersely directed fibres of Jower border of interny
sohincter muscle i floor skin tag at distal end and mucosal pseudo
polyp at proumal end

A
cELLUnS ABITESS HITUL

e 119
Anal fissure complicated by nfection

bres of the mternal sphncier

and the floor 1s then formed by the pale crcular fi e end of

scle (Fig 1181 A skin tag 1s nearly alwys present 2t o
:?12 lcixsiurc ﬁnd 1s due to oedema of the redundant shin - at the p:(:;lmal cn‘«;i
the mucous membrane forms a pscudo pohvp for the samc“;ués, " found
secondary mucosal pseudo-polyp first demonstrated by Lanco o prolame
1n a high pereentage of anal Gssures and 1t may be large enoun

on deficcation
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Infection 1s an important comphication of the fissure this 1s always present
but 15 usually confined to the region of the fissure by the mflammatory response
1t 15 possible that the nfectton of an anal gland was actually responsible for
the development of the fissure 1n the first place  The degree of inflammation
vartes but may be severe and end 1n suppuration with abscess formation
this usually discharges nto
the anal canal to form a
blind internal fistula but
may open on to the perianal
skin with the formation of a
peranal anal fistula (Figs
119 120)

SYMIrTOMS

Females are affected
more frequently than males
(Table VII) Pain 1s the
main symptom The pain 1s
described as burming shoot
g or aching 1n nature and
15 related to defaecation e bt -
sometimes the act 1s ex
tremely pamnful but more
often the pain commences
half an hour afterwards and persists for another hour or two If the patient
opens his bowels 1n the morning he 1s often uncomfortable until md afternoon

Fic 1.0
Dorsal anal fissure assoctated with perianal fistula

TasLe VIII
AUTHOR S CASES OF ANAL FISSURE TREATED BY SURGERY

Female Fissure only 14
Fissure associated with haemorrhords 14

Total 28

Male Fissure only 13

Fissure associated with haemorrhoids

7
Total 20

Passage of blood with the motion 1s alarming to the patient even though
1t 1s slight 1n amount 1t 15 usually observed on the totlet paper as well as on
the motion

If the patient has associated haemorrhoids their prolapse might be to
the patient the obvious cause of the discomfort
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The pam 15 50 severe that the patient tends to become constipated rather
than go through the daily agony  but 1 most cases there 1 no real alteraton
10 the bowel habst

SIGNS

The fissure can afways be seen without subjecung the patient to the
severe discomfort of rectal palpanon  The buttocks are firmly parted and
the anal verge wnspected  this i turn 15 gently drawa apart with the wdey
finger of each hand  If the surgeon has secured the confidency, of hus patient
the anal sphuncter will relax to reveal the fissure wq most of its length

A shin fag will arouse the suspicion of the chiican  but 2 skin tag 15
not mvanably present (g 1161 The fingers must actually open the anal
orifice by thts sumple manceuvre the fissure 15 seen at once (Frg 121)

hie 124
Anal fissure (nght pastenor) ta sifuation sith related shin tag Lower borde?
of wternal sphincter muscle 1510 floor

Anal Tissure 15 Diaenosed by Inspectsan —A routne step i Wl afn,::'zi?,:
cxamunations should nclude snspection of the il onfice after :;{ ‘4n ot
disphiyed by digital tmction on the roal verge The “‘“‘“"J A pdpation
fissure 15 at once observe.d 1nd shoutd serve to warn the chmenn th pﬂpalmﬂ
within the nal canil will prove pamful  In these cucumiinees gf et
must often be confined (o the praml region scarching for :1';":0 push the
mfection  In the more patulous 1ype of anus it may bcxp(::r(mn the lincer
finger upwards along the antefror scgment and by “:“cim d{u;ll cvrmr
feel the upper end of the fissure for @ polyp  Butn mos of 4 ReLCsan TP
ton of the apal canal should not be atfumpted 1t he mont 2cuie pUA
i miking 1 diagnosss nd it mny be sesponsible for the o

HE



ANAL FISSURE (TISSURE IN ANO)

Further exammation with the proctoscope and sigmoidoscope must wait until
the fissure pain has been relieved or the patient 1s under an anaesthetic If 1t
1s felt that more nformation 1s destrable at this stage pain and tenderness
can sometimes be eased sufficiently by the local application of a surface anaes
thetic such as Xylocaine five per cent (Astra Sweden)

DIAGNOSIS

A history of pamn accompanying or appearing shortly after defaecation
the presence of a little blood on the paper and inspection of the anus after
gentle traction on the anal
verge enables a diagnosis
to be readily made 1n most
cases

It may be difficult to
detect associated pathol
ogy Haemorrhods may
co-gxist with an anal fis
sure their presence might
be suspected but final
proof may not be avail
able until operation 18 per
formed on the fissure and
m such cases the treat
ment of the haemorrhoids
<hould recewve prionty A
carctnoma of the rectum
mght be present but the
assoctation 1s very uncom TG 122
mon because the tumour Asus affected by secondan, syphibis Skin folds vedematous

and accentuated Ulcer on left lateral aspect of anus
reduces the size of the Petianal skin posterior to anus rough and friable
motions and softens their

consistency The clinictan will not muss such a chance assoctation if he makes
it hus practice to sigmordoscope all pauents although this may not prove
possible at the imtial examnation when the patient has an anal fissure

A lesion resembling anal fissure 1s sometimes observed as a mamifestation
of secondary syphilis  The syplhtic fissure may be seen 1n any quadrant of
the anus It 1s superfictal and appears elevated above the surface It 1s not
very tender  the glands in the grom are enlarged and firm (Fig 122)

Caretnoma of the anus 1n an early stage of development may simulate
a fissure A tumour 15 not necessarily situated i the nudline antenorly or
posteriorly nor s 1t confined to that part of the anal canal below the muco
cataneous junction A neoplasm develops an iwregular shape and the foor
1s uneven and typical structures cannot be seen  the ulcer feels hard
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TREATMENT

The treatment of an anal fissure depends on the type of fissure the nature
of the patient and the preference of the surgeon

The type of fissure Acute fissures shallow fissurcs and lissures with
minimal surrounding mnflammation may respond to simple and conservatie
measures  Chronic fissures, deep fissures and those assoctated with a bhnd
smtern il fistula wall require surgieal treatment

The nature of the panent Some patents sech Just sufficient selief to
contmue therr work without interruption  others desire a permanent cure no
matter how 1t be attained The phlegmatic patent with a high threshold for
pain 15 able to withstand such panful procedures as mjections around the
anus  the apprehensive wdwadual may object even to palpation outside the
anal canal

The preference of the surgeon Dfferent surgeons have different methods
of treatment of fissures Success can be claimed for each method so that
standardisation 1 difficult

CONSLRVATIVE TREATMENT

A number of patients will respond to conservative treatment  fissures
which are acute superficial and not associated with much mflammation are
suitable for such treatment provided the panent s willing and s able 0
co-operate with the surgeon The aim of conservative treatment is to rduce
the amount of stratming at defaecation >0 minsmsing the degree of penant
\enous congestion { and

The importance of regular bowel actians 1s explamed to the patient an:
he s advised to fahe the necessary steps to ensure ndequate facilities
This may entas] some adjustment to the daihy routine of hfe nd somc\n"n:;
means domestic changes to secure toilet prisacy The deet i muﬂlp&t( "
make sure there 15 sufficient bulk to stmulate peristalsis and yet wsu mt‘h‘x‘s
residue to leave a large and hard moton M despate careful '\mmmn:so( e
matter of obtatming a regular bowel action constipation should perss
apertent may have 1o be prescnbed

’ Just pr}:or to the lx)’o\\cl action the patient 1s advised o m“{;rl‘l‘tilllc
lubrieated finger along the anal canal into the ructum in md;r ’:g s
the cscape of the motion A water soluble lubnicant <uc! oy for
(Burroughs Wellcome) 1s much more comfortable 1h'm‘pﬂm L:lcnci 1 -
this purpose because the latter 1s difficull to remose :xml i PrIL e s
discomfort It 1s more satisfactory ((farlubx;ncﬂc the ) cana
han 0 do so by the aral 1atake of paraffin 01 «
’ if <:‘mp)c& bland lubnication proves pamful some ‘:uld( l(u“;::“{i{w
sometimes oblained with surface apalgesics cln!mcn: cc:::\ Sn‘mc paticnts
caine five per cent (Astra Sweden) or Nupereance ten pu“h o ot the anus

prove sensitise to such preparations nd desclop a G
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whilst others continue to be disturbed by the pain and by the slowness of
the cure and seeh more active treatment

If the patient suffers from prolapsing haemorrhoids 1n addition to the
fissure derable temporary 1mpro can often be obtained by injecting
the haemorrhouds 1f a proctoscope can be nserted along the anal canal

DILATATION OF THE ANAL CANAL

A very popular method of treatment 1s simple digital dilatation of the
anal canal Digttal dilatation serves to reduce at least temporanly the
resistance offered by the anal sphincter muscle during defaecation the
amount of straimng and accordingly the degree of perianal venous engorge
ment 15 less Digital dilatation may be advised for those patients who do not
respond to conservative measures and yet who are unable or who do not wish
to have the more certain and more satisfactory operative treatment Digal
dilatation may be performed either under local or general anaesthesia

Digital Dilatation under Local Anaesthesia

This can be done at the surgery and success when 1t comes 1s often
dramatic  Either water soluble Novocaine or the oily solutton Proctocaine
may be used The effect of the latter 1s said to last longer but this 1s disputed
and certainly complications following its use are seen in cases referred to
the proctologist

The mjecton 1s best made with the patient lying in the right lateral
position (for the right handed surgeon) After cleaming the skin a subcuticular
weal 1s raised with two per cent Novocaine two to three centimetres behind
the anus A small syninge fitted with a very fine needle 1s used for this purpose

For the mjection of Proctocame {or Novocaine) a ten cubic centimetre
syringe fitted with a needle five centimetres mn length 1s used The pomt of
the needle 1s introduced into the weal previously raised The needie 1s then
advanced obliquely forwards at an angle of forty five degrees with the saggital
plane and 1t reaches its forward limit when the tip of the needle 1s just past
the anal canal The 1njection 1s made 1nto the 1schio rectal space where the
nerves 1t seeks to paralyse are situated Four cubic centimetres are placed
n one side and four on the other side 1n sumilar fashion  the remaining two
cubic centimetres 1n the syringe are mjected nto the base of the anal fissure
with the left index finger in the anal canal

The mjection 1s made whilst the needle 1s moving to avoid the formation
of pools 1n the tissues which otherwise predispose to nfection This techmque
1s particularly important 1f Proctocaine 1s used furthermore 1if an oily
solution 15 used the greatest care should be taken to avoid mjecting into the
superfictal penanal tissues otherwise a slough may form

After a minute or two the sphincters will relax 1n some cases to such an
extent as to allow visualisation of the whole length of the anal canal A second
finger can now be gently inserted into the anal canal alongside the first  the
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zone of inelasucity due to the fissure can usually be appreviated as the
sphincters are very hightly stretched

Injections m thus region are usually aculely pamnful so that a falure
1> the more disappointing to the patent And failure 1s not unacommon s
the fissure ulcer heals by second intention with fibrosis theee emmns a wuak
area which may spht agmn  the force with which the anal canl can be
siretched safely 1 difficult to judge and alier Jocad anaesthesta 1t 1s often
done adequately Injection treatment does not remove the sha g noc
the mucosal polyp which 1s often present Injections n such an ara may
cause abscess and fistula formanon and 1f Proctocane 1s tjected superficrally
an ulcer may result

Digital Dilatation under General Anacsthesia

If the fissure 1s too pawnful or the patient oo apprehenswe to pormut local
tnjections digital dilatation can be performed under genera) anaesthesia This
can be done m the surgery provided adequate faciiies are vailable

The dilatation should be performed verv gently because over stretching
13 beliwved to cause permanent damage to the sphincter muscle whilst under
stretching, will not cure the fissure  As with digntal difatatton under local
amiesthesia the procedure 1s uncertmn and has the disadyanmage of Jening
befhund skin and mucosal tags

ExcisioN or THe FISSure

Radical cure of an anal fissure entails cxerston of the ulcer with divssion
of portson of the internal sphincter muscle Goodsall practised stmple
sphtucterotomy sixty years 1go with satisfactory results Goodsall s opcr;t;;\;
consisted of sunple division of the sphuncter muscle without exciston o the
ulcer  Although there was a wound for some weeks after the Upcm“(’?wr ¢
severe pam cansed by the fissure submded  In patients with chr]omc 10 « ;.0
who are unwilling to undergo hospital treatment this procedure has iy
commend 1t than digatal dilatation

o The r;:dzcal aperation wsolves more than simple division of the c;y:\)::x:
fower border of the mternal sphincter musclke  The fissure and a&coglyn‘crnn‘
skin fag and mucosal polyp are removed The formation ofa n:!“cnmhmui
fistula 15 prevented by carcful construction of the opcrauo}r: “ou\muon e
with watchful post-operative management of better by the app!
shin graft at the time of the excision

Pre-operatis¢ Treatment for Exasion of Anal Fissure o o frals AR
The patient has the same pre-operitne mam\cn;\ ;15 cz&r ‘;hkcr) da An
intestinal sulphonamide (e suceinyisuphathiazol” a{ e e
for five days before the operation  Admission to hospita ‘; i pg
day preceding operation  No spectal treatment 13 FEQUISL
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and bowel washouts are contra indicated because of the pain produced by
such treitment - A suprapubic shave 1s unnecessary

Techmque of Lxaision of Anal Fissure

Under general anaesthesia the patient 15 placed in hthotomy position and
a triangular piece of shin 1s outhined with the apex at the anus and the base
outwards nd which includes the fissure (Fig 123 ) This piece of skin

—_

/ Zas

Excision of anal fissure  A—Line of incision outhined  B—Skin flap
rased  C-Skin flap and fissure excised  D—Iower border of
internal sphincter muscle incised

together with the fissure 1s dissected off the underlying tssues commencing
at the base and ending 1t the apex and including the skin tag and the mucosal
pseudo polyp at the anal end of the wound (Figs 123 8 ¢) The lower border
of the nternal sphincter muscle 1s divided 1n the centre of the wound (Fig
{23 D) as the ends of the divided muscle retract a smooth wound approxt
mately four centumetres long and four centimetres wide remamns Jf the

123



THE SURGERY OF THL AVUS ANVAL CANAL AND RECTUM

wound 15 to be left open to heal by granulation tssue a dressing 1s apphied
and the patient returned to his bed

Post operative Treatment if the Wound 1s Left Open

The pauent 1s given morphia for pun and of necessary 1s sllowed to
stand out of bed to vord A hght dict 1s preseribed untl the bowdds have
openied and every endeavour 1s made to secure this first action by the thied
or fourth d4y after operation The dressings applied at operation will come
aw iy with the motion  the wound 1s then cleaned with saline and a dey
dressing applted n such a way as to heep the wound as flat as possible  Thre
after a bowel action each day 1s followed by a hot bath and 1 dressing The
wound requires the same strict supervision by the surgeon as 1s 1dopted for

Fic 124

Pamary skin graft following ¢xciston of anal fissure
rmary g covered by thin sheet of s\in apphed  C—Graft in posstion

A—Guy sutures mserted  B—Mould

the hstula wound if a uight anus and the possibility of recurrence 15 to I:’z
avorded The surgeon should dress the wound as frequently as possible an
for this reason the pattent should be kept m hospual vt healing cn r:'l:
jonger be influenced by the dressing techmque  Usually the p:mcnlkxs‘m
hos;‘nm for about two weeks but it tikes another two or thice \\:cl ; y
heafing to be complete  In good hands the results of the excision nrr:‘&lmgzd
\wumf techmque are excellent but the post-operalnie :rcarmn;:nu)‘il 1;d“ o
and usually requires a fortmght m hospital 1f supenision ; oanus o
wound may heal incorrectly and cause partial senosis 2 the

responstble for recurrence

Exciston with Primary Shin Graft
The best treatment 1s to apply
wound after exciston (Figs 1244 p €
way as outhned above  but instead of a
tntentton a shin graft 1s apphied as a prim
124
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free  spht tuckness sk £r

Y r)c Thrc) fissuire 16 exened 1 the snmj
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ANAL T'ISSURL (TISSURE IN ANO)

After excision of the fissure a thin sheet of shin somewhat larger 1n
size than the wound to be covered 1s cut from the inner aspect of the left

Fi¢ 125
A—Low apal fistula assoc1ated with dorsal fissure (not seen)
B—Fistula and fissure excised
C—Size of wound after placing traction on anal verge
D-Fafth post operative day showing wound covered by viable skin grait

tlugh After haemostasis has been secured the graft 1s placed over the wound
and the edges sutured to the edges of the wound fine black silk or fine
chromic catgut (s1ize 4/0) threaded on a2 small round bodied or cutting-edged
needle has proved satisfactory and as the interrupted sutures are 1nserted
their ends are left Iong
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Before the dressings are apphed my blood clot 1s synnged anay from
under the graft A layer of tulle gras s placed over the surface of the graft
and small picces of cotton wool moistencd in normal saline are carefully
and firmly placed 1nto position m such a way as fo heep the graft in posivon
without movement and to prevent haematoma formation under the graft The
dressings are retamed n place by tymg the long ends of the mterrupted
sutures across the surface of the dressing  Further support 1s gien by 1
prece of gauze partly mserted mto the anal canal and the whol 1s £inen
protection with elistoplast strapping crossing from one buttock to the other
Another way of fixmg the praft in position 1s ilustrated 1n Figure 1244 5 ¢

Post operative Treatment

Bed rest 1s maintamed until the graft 1s mspected although f 1t 1s difficult
for the patient to void 1t may prove desirable to allow im to stand carcfully
on his feet A light diet 1s permtted The patient rarcly has trouble hecping
the bowels confined until the fiest dressing s done  Chemotherapy s not
necessary

The graft ts inspected on the fourth or fifth post-operitive day A nervous
patient may require a guneral hetic  The clastoplast 1s removed from
the buttocks the sutures cut and the dressing hifted gently off the wound
In most cases the graft has ‘taken  satisfactonly (Fig 125} Amy excess
overlapping shin s removed after which a small prece of cotton wool
placed over the graft but no other dressings e required  The patient 1
allowed out of bed and the bowels usually act of their own accord the same
or the next day and he can then be discharged from hosptal No further dress
ings are required although the patient 1s advised that the new skin 1s thin and
should be treated with care for 1 week or o Aftier 2 bowed action 3t 18
cuggested that he has a kot bath after which he does the anal remon “"H
cotton wool he heeps 1 wisp of cotlon wool m posiion owus the S"“L“
area until he sces the surgeon two weeks after the operation In nerly
¢ 1ses 1t 15 then possible to discharge the patient 15 cured

TREATMENT WHEN OCCURRING [N ASSOCIATION WITH mwommomsl

If the fissure occurs i association with internal lncmorrhmd;c ll(x:n:::;r
<hould be treated by higation and exciston  The fissure mlcif C:'\'I’mn iy
wunless 1t 1s assocnted with skin tag nd mucosal p€cudop{0 yp el fhe
be excised Whether or not the fissure 1s exeised the lower

ded

miternal sphuncter muscle should be do i ouble

If the fissure alone be treted small hnemorrhouds :)ccor::c{:;:c:’;m <
«ome becuse with the remosal of sphincter spasm  thewr eng
reduced
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Chapter Ten
HAEMORRHOIDS

LARGE proportion of the population of ctvilised countries suffers from
A haemorrhotds 1t seems that haemorrhoids are related to the tnconstancy
of the human diet and to the social obligations demanded by civilisation
Haemorrhoids are rarely fatal in themselves but they can cause considerable
discomfort and may force the sufferer to bed and be responsible for absence
from work with consequent economic strain

There are two type. of haemorrhoids

1 Internal Haemorrhoids —Internal haemorrhoids are redundant portions
of the mucous membrane of the anal canal above the anal groove

2 External Haemorrhotds —External haemorrhoids are certain swellings
occurring at the anal verge and in the anal canal below the anal groove

HISTORY

The word haemorrhoids 1s derived from the Greek (harma blood rhoos
flowing) Hippocrates (born 460 B¢ and died at the age of 104 years) applied
this name to the flow of blood from the vemns of the anus The term piles
(Latin—pia a ball) refers to the haemorrhoidal swellings  the word seems
to have been widely used by the public at the time of John Arderne (b
AD 1307) although this surgeon was one of the first to use the word 1n hus
writings In his treatise 1ssued m AD 1370 he remarks that the common
people call them piles and the aristocracy call them haemorrhoids the French
call them figs (from figer—to clot) what does 1t matter so long as you
can cure them

In therr treatment the msertion of suppositories the application of
leeches and other non operative measures have been practised since the eatliest
tumes 1n Galen s time 1t was suggested that the stone of India worn around
the neck an emerald 1 the navel or the black leg of a toad n the armpit
would check bleeding

The surgral procedures practised by Hippocrates are notably stmilar
n principle to those advocated by some surgeors at the present tme  for
example he recommended that the patient be placed on s back the anus
everted as much as possible with the fingers and the piles burnt until dried
up The patients heads and hands were held but they were encouraged to
cry out to make the rectum project further (Figs 126 127)

Injection therapy appears to be a relauvely recent procedure It was
first practised by Morgan of Dublin 1n 1869 using ron persulphate 1n 1874
William Colles also of Dublin mnjected a case of piles with iron perchloride
Carbolic acid was first used by Mitchell 1n 1871  at first a number of climcians
advised strengths up to ninety five per cent 1n the hope of causing the whole
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Fic 126
Eleventh or twelfth century Pauent stands on edge of bucket haemorrhoid are pulled
down with a hook and excised with a broad bladed Amife
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HAEMORRHOIDS

pile to slough but now the solution 1s used in strengths of about five per cent
and the objective 15 to cause fibrosis sufficient to hinder prolapse with
defaecation

INTERNAL HAEMORRHOIDS

Internal haemorrhoids derved from the anal canal above the anal groove
are the most cauge of bleeding with defaecation and may be respon
sible for heavy blood loss For this reason they have been regarded as
primarily vascular i origin

Surgical Anatomy

The mucosa of the upper anal canal lined by cubordal and columnar
epithelium  secretes mucus and
normally 1s possessed with some
redundancy When this redun
dancy becomes excesstve internal
haemorrhoids result The redun
dant prolapsing mucosa does not
form a regular ning of mucous
membrane but 1s arranged 1n
three main columns known as the
primarv haemorrhotds These are
situated m the right anterior nght
posterior and left lateral positions
(Fig 128) Smaller secondarv
haemorrhoids also occur between
these pnmary haemorrhoids the
most common of which 1s situated
n the mudline posteriorly The
reason for this orderly arrange
ment of the haemorrhoidal zone

Fic 128
1s not certatn but two explana Redundant penanal skin associated with third
tions have been offered degree haemorrhoids

I The trbutaries of the superior haemorrhordal vein have their origin
n the anal canal and gather as a plexus 1n the submucosa of the anal canal
The plexus 1s arranged 1n three man columns before passing through the
muscular coat of the rectum  These clumps are said to correspond to the

haemorrhoidal redundancy of the mucosa of the anal canal It 1s the enlarge
ment and engorgement of these vewns which 1s believed by some to be the
cause of haemorrhotds

2 The longrtudinal muscle coat of the large bowel 15 arranged nto three
mamn taemae This arrangement tends to disappear 1 the rectum but 1t has
been suggested that taemal thickenings may persist and that between them
the bowel 1s not well supported and prolapses as haemorrhowds
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The haemorrhoids 1ppear with defaccation they may return spon
taneously anto the anal canal but the sphincteric muscle of the anal canal

Fig 129
Redundant perranal shin corresponding to a third
degrie nght antertor haemorrhod

L. .

tic 130

Thurd degree nght anteeror and night postenor internal oo \

the ana

When the hacmorrhowds prolapse st 13 possible ta sccl;logro‘(;:cu g(mmc "
groose) a1 the lower end of the mternal hacmorrhoid  above

130

closing over the end of a motion
may prevent the internal haemor
thod from returming  dis
comfort pmn and blecdine
result

Whatever be the cwse of
haemorrhoids ther prolapse
causes intense engorgement of
their vessels because ‘enous
return 35 obstructed The internal
haemorrhotdal plexus of vens
anastomoses freely with the pent
anal or cxternal haemorrhowdal
plexus of veins so that engorge
ment of the former 15 1ssoctated
with staulir engorgement of the
latter Repeated episodes of
venous congestion soon results
m redundancy of the mucous
membrane and of the pernl
shin (Frig 129}
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the reddish mucosa of the internal haemorrhord whilst below 1t 1s the bluish
skin of the anus and lower anal canal (Fig 130

14Deg

Fig 131
of internal ds

The three stages 1n devell

Surgical Pathology of Internal Haemorrhoids
There are three degrees of severity of haemorrhoids (Fig 13D

FirsT DEGREE INTERNAL HAEMORRHOIDS —The mucosa prolapses just
sufficiently to be caught by the closing anal sphincter muscle  Arteral blood

continues to enter the haemorrhoidal
plexus within the prolapsed haemor
rhoid but the venous return 1s obstruc
ted The veins distend rupture as does
the thin overlying mucosa and haemor
thage occurs The haemorrhage may be
quite severe with blood streamung nto
the closet but stops as soon as the
haemorrhoid returns whrch 1t does spon
taneously The patient 1s unaware n
many cases that there 1s any prolapse

the haemorrhage draws his attention to
the condition

SECOND DEGREE INTERNAL HAEMOR
RHOIDS — If the mucosa prolapses
further the patient realises that there 1s
a protrusion but 1t usually disappears
spontaneously after the bowel action 1s
completed The sphincter may however
prevent 1ts return to the anal canal and
the veins within the haemorrhoid may
become traumatised and rupture or

Fig 132

Psolapsed third degree haemorrhods with
much cedema of perianal space

thrombose Thrombosed 1nternal

haemorrhoids project beyond the anal verge they are associated with oedema

of the related part of the penanal space (Fig 132)
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s0 grasp the prolapsing haemorrhoid that the blood supply 1s cut off completely
1o cause 1schaerma and necrosts of the haemorrhord

THIRD DEGREE INTERNAL HAEMORRHOIDS —In long standing hacmor
rhoids the anal sphincter relaxes and the internal haemorthoid 15 chromcally
prolapsed The haemorrhoids can be pushed back into place mamnilly bm
they reappear on the shightest effort they prolapse not only with defaecrtion
but also when the patient coughs or bends  The support given to the haemor
rhoid at the anal groove 1s weah and the anal groose iself prolapses (Fig 133)

Fic 133
A—Redundant perianal shin opposite three pnimary haemorrhoids
B-—Traction on anal verge brings internal hacmorrhowds to anal verge

The mucus from the mucous membrane of the anal canal wntates lhcl sL:cr:’
After 1 ume the mucous membranc cavering the lower part of l:c( Pmaallc’hcc
internal haemorrhord becomes the seat of metaplasia and white p:

resembling leuhoplakia appear

Symptoms of Internal Haemorrhods

’ ,;Mmmc —The most common symptom nd certunly the n:;:scx ;11;:1
ing 1s haemorrhage  Blood 1s usually noticed in the clo;cl ncrsnnn“mc i
the loss may be si:ght or so severe ﬂ}:ld pcrsn;:::;i ;l);c::(’,ln(ﬂ: :s gxcn e only
chronic anaemia Wit first degree haemorr] 2
symptom although there may be some discomfort on defaccation

are
Parn —Hacmorrhowds are assoctated with some dns:(:)rg&:x:d !;:x)(1 ;hﬁ?‘ o
not usually punful  Scvere pain ts suggestive oll; a:nz\l’:phmcm " e
Strangulation of the mternal haemorrhoids by 1 c[or oy
sible for acute pan requirng bed rest and analeestcs
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Lump —In second and third degree haemorrhoids the patient 1s aware
of a lump 1 the region of the anus  This may appear only on defaecation and
disappear spontaneously  but 1n advanced cases the lump 1s prolapsed continu
ously although 1t can be pushed back by the patient Thrombosed ternal
haemorrhoids cause a panful and tender lump which cannot be reduced

DisCHARGE —A mucous discharge 1s usual with chromcally prolapsed
third degree haemorrhoids but not with those of lesser degree

IRRITATION —A certain amount of perianal irntatton 1s not uncommon
with haemorrhoids but 1t 1s rarely severe In most cases of prunitus an:
haemorrhords are either absent or small

Bowkr HamiT —The daily bowel habit 1s usually undisturbed by the
presence of haemorrhoids  Associated constipation 1s common but 1t may
be an effect rather than a cause A number of patients with haemorrhoids
complain of unsatisfied defaecation

Ano Rectal Examination

INSPECTION —It 1s uncommon to find internal haemorrhords without an
mdication of their presence vissble mn the perranal skin at the anal verge
Nearly always the perianal skin 1s redundant 1n relation to the corresponding
mternal haemorrhoid (Figs 128 129 133) Third degree haemorrhoids can
be brought to the anal verge by gentle traction on the anal verge whlst the
patient strains

ProcToscory —Proctoscopy enables an accurate dragnosis of haemor
rhouds as well as the degree of prolapse The proctoscope 1s mnserted the
obturator withdrawn and the proctoscope itself gradually removed The
mucosa at the ano rectal ring falls mnto the mouth of the proctoscope on
reaching the lower end of the anal canal there 1s a normal tendency for slight
prolapse of the anal canal mucosa In first degree haemorrhotds the mucosa
prolapses a httle further It 1s momentanly caught by the anal sphincter and
may sometimes be seen to become congested and plum-coloured Occaston
ally the vessels and mucosa rupture to give a sharp haemorrhage with blood
spurting away from the anus  Second degree haemorrhotds prolapse further
and remain outside but they return when the vatient allows the sphincter
to contract Third degree haemorrhoids require manual reposition  they can
be pushed back but tend to prolapse again and to remarn chronucally prolapsed

SIGMOIDOSCOPY —S1gmordoscopy 1s not necessary for the diagnosts of
haemorrhoids but 1t forms a routine part of the examination The surgeon
cannot reassure the patient that cancer s not responsible for the bleeding until
the sigmordoscope has been passed The patient with bleeding from the anal
canal may believe that haemorrhoids are responsible  but he wishes cancer
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to be excluded with certainty  Some patients with extremely large puies seek
reassurance that there 15 no tumour rather than actual treatment for the
haemorthoids

TREATMENT OF INTERNAL HAEMORRHOIDS

Not all patients with haemorrhoids require actine treatment some on
learmng that haemorrhods are responsible for the symptoms and that thue
3s no mahgnant tumour present dechine treatment

Haemotrhowds are common m pregnancy wnd no actnne treatment i
required  The situation should be expinined 10 the patient the dret adjusted
to ease any tendency towards constipation and advice gnien as to correct
habuts of defaecation and how to replace prolapsed haemorrhoids

Active treatment should not be demed to the elderly or otherwise nfirm
but should such teeatment be declined simdar advice may help

If the surgeon performs a general examnation i afl cases he 1s unhhel
to make the error of operating on patients with bleeding tendencres or on
those with chronte hiver disease {nutritional and virus hepiitis)

INsECTION TREATMENT Of INTERNAL HAEMORRHOIDS

When varicose veins are mjected the solutions are placed into the veim
themselves so sclerosing the intima and causing thewr thrombosis  The usual
solutions used for mjecting hacmorrhowds are wscrted wnto the miersuis
ussue of the submucosa and not mto the vems of the haemorthoid  This
causes fibrosis withun the submucosa ind adherence of the mucosa to the
musculars

Injection of haemotrhoids lessens the degree of prolapse at ICI:;!S( (gm“pf:'!l'S
arilly but especially n first and second degrec haemorrhoids " :ko r‘r h%x s
reduced and often stopped completely  this Frvourable cffect on hac )m‘ o
)5 not due to thrombosss of the haemorrhordal vetns but to the smierstl

fibrosis preventing prolapse

Selectian of Cases for Inyection Treatment o ah
1 Farst degree wternal haemorrhoids which bleed can be njected W

ood results )
S 2 Secand degree internal haemorrhoids arc not c;:‘c:lc ;l?xcly:);;g;?l,\
although the bleeding 1s stopped for fong periods and pr(:‘ r’:gurrcncc poran
reheved A further course of injections may be ewven o L ement
this way 1t ts sometimes possible to tde the paucn(’;_:’:cmrmc et with
causcd by the haemorrhoids at feast for some ume cf fore P eatment
second degree haecmorrhoids should be given the o;:juon ?xs o} o e for
o€ they are troubled by bleeding or if shey ase not desiro

operatnve treatment
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3 Third degree haemorrhoids should not be injected unless the patient
15 much troubled by bleeding and there 15 to be some delay before operation
The prolapse 1s not noticeably improved by 1njection

The Injection Syringe

The injcctions are given with a ten cubic centimetre syninge fitted with
a locking needle (Fig 134) Considerable force 15 required to push the viscid
fluid down the necdle and if the needle does not lock firmly on to the syringe
much of the 1nyection may escape at the unton of the syringe and needle

The needle should be ten centimetres long 1t may be straight or curved
although the former seems to be casier to manipulate and control The aver
age proctoscope has a tubular portion about five centimetres long so that
the needle must be longer than
this 1 order to keep the
synnge clear of the mouth of
the proctoscope  this enables
the clinician to observe the
end of the needle continu
ously The needle should have
some marhing device similar
to the ureteric catheter at the
lower end so that the surgeon
always knows just how deep
the needle has penetrated
The needle of the Gabrel
synnge 1s surrounded by a
sheath which terrmnates about
one and a half centimetres !
from the bevel of the needle
This sheath does not prevent Method of flling b Flﬁh”:l
the neadle from perforating  eiPod oLl Raemerthol yncs v fe er
the anal canal and 1t should

be used as an identification mark rather than a shield

&

The Ingection Solution

The most widely used solutton 1s five per cent phenol in almond or peanut
ol A few drops of menthol removes the unpleasant odour of the solution
It 15 non toxic to the body and harmless locally 1t appears to cause a satis
factory interstitial fibrosis with mimimal tissue necrosis  Large amounts can
be njected Jocally up to ten cubic centimetres can be pushed into the one
haemorrhoidal zone without danger and all three haemorrhoids can recerve
this same vofume at the one ttme with 1ttle or no discomfort A useful routine
1n practie 1s to fill 2 ten cubic centimetre syringe and nject four cubic cents
metres mto the left lateral haemorrhoid three cubic centimetres nto the right
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anterjor and the remaimng three cubic centtmetres 1nto the night postenior
haemorrhowd

Techmque of Injecting Internal Haemorrhords

The patent 15 placed in the left lateral postion  The proctoscope 15
passed the obturator removed and the ano rectal nng wdentified by shding
the proctoscope up and down within the anal camal and lower third of the
rectum  The mucosa at the ano rectal ring closes mn on the mouth of the
proctoscope and just below this level the upper ends of the three primary
mternal haemorrhotds can usually be identified (Fig 135)

Fig 135 TG 136
Fig 135—Sute for tngection of internal haemorrhords
Fig 136—Injcctton of tnternal haemorrhotds n submucosa at fevel of ano rectal nng

Obstructing faecal material 1s pushed away with a par of forceps sf
the faccal matenal 1s hiqud a cotton wool swab 1s pushed snto the lower
third of the rectum and 1s left there  No attempt is made to sterhise the over
Iying mucosa
¢ gThc syringe 1s held n the nght hand the needle passed down the ggoc(‘:::i
scope 1nd the pownt of the needle 1s brought to he on the mucosa just . (‘xunh
the distal end of the proctoscope  The point 1s then gently thrust llrm h
the mucosa 1nto the submucosa at a sue corresponding to the left 1“‘;
haemorrhowd (Fig 136) Four cubic centumetres are injected at ’xhc snrlr}x)cm“h
withdrawing the proctoscope shghtly to permit diffuston of the sclv u“m:forlabh
the anal canal submucosa  The find should flow down the n“ddc(;ﬂ"nccdlc '
even though pressure 15 necessary  if undue force 15 Fequsrd : lchc e
probably m the wrong plane whilst of the fluid runs in (uc; c'!;l ;d e
mechanism has come adrift or the needle hos penctrated a xum o
membrane so that the pomnt projects into the wnal canal of re : T metrcs

The needle 1s moved to the nght ntersor zone and lhrcicu “1 o yretine
are iyected 1nto the submucosa  Particular care should be t ; ;:1; e the
the night anterior haemorrhord because of the proximity XO( th el 1nto
mtale 1nd sagmna in the female  The remainder of lhclmdu on Ji
the submucos at the top of the right posterror haemorshor
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The proctoscope 1s removed and o1l which may have soiled the perianal
skin 1s wiped off and the patient allowed to get up off the couch after an
hour or two the o1l gravitates under the sensitive anal canal skin causing some
soreness The actual injection 15 not painful but 1s associated with an uvncom
fortable feeling of rectal distenston

The patient 1s advised not to pass a motion for twenty four hours after
the injection but thereafter may resume a normal bowel habit He 1s given
an appomtment for three weeks later

If a further injection 1s given at this second appomtment the chmcian
must appreciate that the first injection causes submucosal fibrosss so prevent
ng subsequent 1njections from flowing easiy  whereas four cubic centimetres
was easily injected at the first occasion less than a cubic centimetre might be
possible at the second An over-enthusiastic clinician may damage the bowel
wallif he tries to repeat the volume used at the first injection

The first njection 1s the most umportant —The first injection given for
haemorrhods 1s the one most hikely to give a good result  The response of
the patient to this injection will be a fairly relinble indication as to whether
or not such treatment should be continued

Compl of Inpection Treatn

1 Pain —Pain 1s not a feature of the mjection and the patient 1s often
surprised when told that the haemorrhoids have been treated Some discomfort
1s to be expected but severe pan indicates in error n techmque The
mjection has been made too low or too deep The injections should not be
as low as the anal papillae and certamnly never below the anal groove they
should not be placed into or through the muscle layers of the anal canal

2 HAEMORRHAGE —The pomt of the needle sometimes punctures a
branch of the superior haemorrhoidal artery so that on withdrawal of the
needle a pulsating stream of blood 1ssues from the wound  The proctoscope
should be removed and the patient exammed 1n ten minutes The bleeding
has by then nearly always stopped but i1f still n progress digital pressure
will have to be applied and mamntained until 1t has stopped

3 UrceraTioN —Sloughing at the injection site 1s rare with the phenol
in o1l solution recommended above even when the njection 1s madvertently
placed 1n the mucosa and allowed to cause a white weal Some other solutions
have bad reputations  glycenne solutions for example have been responsible
for deep mjection ulcers and serious secondary haemorrhage Attention to
techmque and the avoidance of unproven solutions will prevent ulceration  If
an ulcer does form no special treatment 1s required but 1t should be kept
under observation until healed

4 HAEMATURIA —Occasionally a sharp haematuna follows mnjection of
haemorrhoids  This complication follows the njection of the night anterior
haemorrhoid 1n the male and 1s caused by direct trauma to the unnary tract
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at prostatic level from advancing the needle too deeply It 1s a serious com
plication because 1t necessitates investigations and hospralisation for scver)
days Treatment 1s symptomatic

5 MisCLLLANTOUS —Sensttivity to the tojected agent may cause a tem
porary proctitts although this 1s uncommon  Occasionally an extensive venous
thrombosts causes acute discomfort 1n these circumstances palpation discloses
lumpy induration outside the anal canal  Sometimes the mjection app.ars
responsible for abscess formation 1 relation to the anal canal  Jaundice has
been reported and has been atinbuted to mjection nadvertently into the
wmferior haemorrhordal veins (Dichson Wright 1950)

OPERATIVE TREATMENT OF INTERNAl HAEMORRNOIDS

The most popular and perhaps the most satisfuctory operation for haemor
rhouds 1s that which has been developed at St Mark s Hospit1! for Discases of
the Rectum 1n London and which 1s hnown as the Ligation and Excision
Operation  The operation 1s designed 1o remove the prolapsing mucosa of
the anal cnal and at the same time produce 1 smooth anus by exciston of
the corresponding redundant perianal shin - The results of the operation are
excellent

Selection of Cases far Operafive Treatment

I Second degree wternal haemorrhosds are switable especutly if the
corresponding pertinal shin presents tags

2 Thid degree nternal haemorrhoids should be trented by operatne
means njection treatment rarcly brings more than very temparary rehief

Occasionally patients presenting for treatment hase some gener 1l phy sicl
infirmity which may be decmed a contr indication 1o operation under peneral
anaesthesia  The surgeon however should not be deterred from adsiune
operation under local anacsthesta because third degree haemorrhowds cannot
be treated satisfactorily by ingectton or other conservative means

Pre Operative Treatment -
When the deciston to operate 1s made and accepte ¢
a supply of an intestnal sulp&ommxdc (succiny lsutphathnzole Moy & lh{l}lc‘r:
and 1s advised to start oral adminstraton five dhys befare opv.rausn e
tablets of succimylsulphathiazole four times datly) Such preme ur‘x‘uﬂ{
reduces the bactertal flora within the anal canal <o lessemns the w\;ncc
wound snfection and the mcdence of postoperame sccondar h.xc:norr 5] "
Admston 1s arranged for the day preceding operation I\:’QK:-«! "
encmata or bowel washouts are necessary although the p;ll’u.'m x‘ e are
have a bowel action a short while before the operation  No restrs
placed on the ciet  Qaly the hair around the anus 1s shwved
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11 Hood

Techmique of the Ligation and Exciston Operation for 1

After he has been anaesthetised the patient 1s placed 1n hithotomy position
The perineum 1s swabbed with an aqueous solution of an antiseptic and drapes
are placed 1n positon (Fig 137)

. Sy
- e
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Fig 137
Instruments laid out ready for hgature and excision of internal haemorrhoids

FiG 138 B
Third degree mternal haemorrhoids

A par of straight artery forceps 15 placed on the perianal shi
n o
each of the three internal haemorthords 1n the left lateral right amcn[:)I:c;::g
right postertor segments (Figs 138 139} Traction on these foreeps opens
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the anal orifice and at the same time displays the lower end of the correspond
g 1nternal haemorrhoid  The forceps are held by assistants  each forceps
should be held i a separate hand

Curved artery forceps arc placed firmly on exch of the mucosal folds
representing primary haemorrhowds  Curved artery forceps are used to enble

Fia 139
Internal haemorrhaids displayed be’ tractton on corresponding penanat
shan

o 140
The sntesoal hacmorrhouds are drawn

outside  anus o form Ahlligan s
triangle of exposure

on the

rapid distinction from the three straght forceps which l\;cr‘:."pl ;:}c,dnr e

nanal shin By gently pulling downwards and ou(uahr )[arm T antle

?(;NCps the pink rectal mucosa 1s brought 1ato view in ¢ cnnal o e and

known as Milhigans * tnangle of exposure Bath lh(r:' gc;cad)us(mcn! b fore
the hacmorrhofdal (curved) forceps may requure sor

exposure 1s satisfactory (Fig 130
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underlying sphincter musculature by deliberate sharp dissection with the scissors
aided by traction on the penianal straight artery forceps  The skin to be excised
1s carefully planned to include tags and wregular shin - The weli-defined lower

Fic 143
Exciston of right antenior haemorrhoid A—Frst skin cut B~%econd cul

Fic 134
1 ower border of internal sphuncter
muscle and musculans muocesas
displayed

e of this
border of the internal sphincter muscle 15 evposed alc \‘ni‘atr ::::&c::)i o O e
muscle are the longtudinally disposed fibres of the m“l»skm O Eroouc
which come 1nto imtimate relation W ith the anal can:‘ e pecune e
(Figs 10 14%  Further dissection up\\ard; b cx(\’ o
pro]apsmg haemorrhord does not melude rectal m
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One or more pieces of rauze may be wserred into the anal canal at the
conclusion of the operation and left there to come aut with the Grst bowed

Fic 146
Each haemorrhod ligatured and !cgund:ml tissue distal to hgature
ACISA

Ligatured haemorrhosdaf stumps pushed back into anal canst and she
p he Il
£ wdaf

1 Ry e
action but thewr presence probably increases the :xmounlth cvi :‘(;sc:vtrl‘:‘ o
discomfort  Some surgeons prefer to pice a wwbe nk;‘nf s pticata value
the rectum and to leave 1t there for two days butat by
and )s uncomforiabie
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Post operative Treatment

Pain may be severe and require morphta for relief No restrictions are
placed on diet although for a day or two the food mntake 1s naturally less
The patient may get out of bed when he feels like 1t and this usually means
the day after operation

The bowels are permutted to act when the urge for defaecation anses
some patients actually have a bowel action within twenty four to thuty six
hours after operation In most cases however there 1s no bowel action before
the end of the second day after the operation when the patient may be given
an apertent If the patient has his own special mixture this may be prescribed
the addition of paraffin will ubricate the surface of the motions which are
sometimes a little hard

On the third day after operation the patient 1s permmtted a hot bath
The gauze plugs may then be thoroughly soaked and withdrawn by the patient
timself without undue discomfort Should a bowel action have occurred on
the morming of the third day the gauze dressings may already be out before
the patient enters the bath

Following the bath the anal region 1s dried with cotton wool the only
dressing then required 1s a small piece of cotton wool the corner of which
15 hghtly tucked into the anal canal to prevent 1t from falling out This
dressing may have to be changed several times during the day because 1its
purpose 15 to keep the penianal shin dry to avoid srmtation

A routine 1s then developed for the remainder of the patients stay n
hospital  After a normal breakfast the patient has a bowel action a bed
pan is unnecessary as the patient 1s quite mobile and can visit the lavatory
After the bowels have opened the patient makes no attempt to clean the
anus but proceeds to the bath after which the anus 1s dried and dressed
If the bowels have not acted by the fourth day the patient should be strongly
persuaded to attempt this he may be given an injection of morphia and a
small olive o1l enema to aid him

Some surgeons order the daily passage of a finger 1nto the anal canal
commencing a day or two after the first bowel action Such a procedure
causes discomfort and to many patients 1s an unpleasant procedure In any
case 1t 1s unnecessary because a daily bowe! action will give sufficient dilata

tion 1t that 1s required whilst an operation performed with skill requires no
treatment of this kind

Discharge from Hospital after Operation

An unpredictable complication following operation for internal haemor
rhoids 1s secondary haemorrhage In most cases it commences within ten days
of the operation and therefore 1deally the patient should be kept 1n hospital
dunng this post operative period However 1f this length of stay m hospital
1s not acceptable to the patient he may leave hospital after the bowels have
acted satisfactonly provided his smmediate readmussion to hospital can be
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arrnged 1f necessary  If the patiemt should be discharged on the fifth o
sixth day he should be seen again by the surgeon on or about the fourtecnth
day so that the wounds can be reviewed Healing 15 not complute at ths
stage and defaecation 1s sulf accompamed by some discomfort

The pauent 1s examuned three weeks after operation by which time the
wounds are healed or almost healed A rectal exammation will reseal a
smooth anal canal although the site of the ligated stumps can be recogmsed
The perianal zone should be smooth and although oedematous shin tags mav
be present the surgeon should be n no hurry to remove them becausce they
usually become s0 small as to be msignificant

Complications of Operafive Treatment

The higatton and evaision operation performed carefully should rarch
be followed by any serious complication [t 5s unfortunate howerver that the
operation 1s regarded by some as a minor procedure because 1t may end 1n
a major trigedy Like all operations 1t should be done with 1 gentle touch
and with attention pad to the smallest detasl

{ HaeMORRHAGE —Post-operative haemorrhage may be early or fak
Early primary and reactionary haemorrhage 1s nearly always from the \md}:
m the perianal skin wound and the bleeding vessel 1s casy secured .ﬂthouc,
the patiunt may have to be returned to the theatre and anaesthetised Ear;{
haemarrhage from the hgated pedicle ts most uncommon but may occor )
the surgeon ties the higature without asking the assistant to remose the h{wcmo i
shodal (curved) forceps n1s the higatare ss tightened  sf the tp of the um‘!pc
1s tncluded the lgature will be too loose If the hacmorrhage 1s fm;n ‘lre
internal haemorrhoidal plexus the pauent should be returned fo the thea

he pedicle retied
and ‘S;cgnd”try haemorrhage mav be sery severe and 1s practically ?{:;;};
from the internal haemorrhordal plexus 1t commences s the nguurfc doue?
off usually around the tenth post-operatne dvy but m1y be nsxcafr glnod i
fifth or as late as the twenteth day The loss of a smll amous! ‘:rhc o
this tme 1s very common but fortunately 1 severe bleed 15 ;m et pavsaee
passes nte the rectum and acts as an enema  causing the ruqkd AP
of fresh blood  the wmount of blood lost my be alarming 2

) thst
'le!lfhz)\trmtmcm of secondary hacmorrhage 1 mnucnct;;!c by lrf;fx:x‘:(‘l ﬂf‘x“
the bleeding usually stops spontaneoushy althoueh it must 'xr:r;mn imce of
the p‘xucm'm:x) lose o very large quantiy of blood 1 .(1 ‘(:?nd)c’llcd o b
tume At the tirst suggeshon of severe hacmurrh;,gc ’;\ ::Lc T btood fof
passage of a cupful of fresh blood the surgeon ng:f) e contiawes
typing and have it held sn readmess for cross l‘yr‘ml o 2 watm ik nd
The fort of the bed should be rased the p'u!\);;l(‘ d? hrccsare afe clit dat
an myection of morphaa  the pulse rate and

fiftcen minute ntervals
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TasLe 1X
INCIDENCE OF SEVERE SECONDARY HAEMORRHAGE
FOLLOWING HAEMORRHOIDECTOMY

(Author s Scnes)

Ligature and Excision of Internal Haemorrhoids

No of patients with
No of cases severe secondary
haemorrhage

Female 114 1
Male 107 2
Total 221 3 (14%)

If the patient should continue to pass blood or if the appearance of the
patient and the pulse and blood pressure recordings suggest that bleeding
continues transfusion 1s commenced at once and two pints of blood given
fairly quickly In most instances the bleeding stops and no further treatment
15 necessa

If the bleeding should continue despite the transfusion of two pints of
blood the patient 1s transferred to the operatirg theatre and after anaesthetis
ing and posturing 1 the lithotomy position the anal canal 1s gently dilated
the bleeding vessel located and underrun with fine chromic catgut on a small
round bodied needle

Bleeding can be controlled bv means of pressure exerted by gauze wound
around a tube (Lockhart Mummery) but the insertion of this plug 1s panful
without an anaesthetic and if the latter 1s to be given a direct attack on the
vessel should be attempted

2 INFECTION —Some nfection 1s inevitable with an open wound 1n such
a contaminated area but this 1s usually mimmal Occastonally the wounds
become 1ndolent and three or four weeks after operation there may be httle
evidence of healing  These wounds should be cultured and antibiotic sensivity
tests done because the slow progress 1s due to the infecting orgamsm

Rarely one of the haemorrhoidal wounds becomes abnormally pamful
and tender and an abscess forms and discharges to leave a penanal fistula
This complication may be due to a more virulent infection than usual but 1t
1s more likely that a fistula (e ¢ a blind internal fistula) was present but was
overlooked at operation

If the skin wound s sutured 1nfection of the wound may persist for some
months and be responsible for a tender and discharging scar at the anal verge
which 1s disappomnting to the patient The surgeon should not be i a hurry
to intervene because spontaneous recovery 1s usual
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3 STENOSIS —Stenosis will not occur after carefu] surgery but in
degree 1s not uncommon followtng operations performed by the oceasy
ano-rectal surgeon The narrowed portion may be at the anal \eTgEe orite
be within the anal canal

Stenosis at the anal verge 15 due to the removal of too much shin
Temaming mterveming shin bridges are too small and as the wounds heal
secondary mtention the onifice contracts (Fig 148) With each bowcl act
the skin sphits and a fissure forms  each act of defaccation causes great p
and the patient diets in the hope that the number of visits to the torlet ¢
be reduced so impairing s general health The anal onifice 15 trregular a

Fio 148
Anal stenosis following haemorthoidectomy six months previously

greatly contracted and a fissure C'mbbc llilcmoni;rl':(l;duln)‘gl)cﬁﬁx‘; x}l”o;;as::;l
ental dilatations are unsuccessful but the cond
['Phc stenosed onfice can be enlrged to a normal size :y c‘l,;:"?;n::rlzar:
portion of the fibrosed ring which forms the marem and 1 cdcgcmgu\c i can
be made permanent by applying a shin graft to the \\o:n;ﬂc it
alloned to heal by second mtentton recurrence is mcx;]1m e s
mittent dilatations  The results of this operation are execdle: s of
Stenosts within the anal canal s due to the m.(])_lpcnf O
wnal canal mucosa n the haemorrhordal heature ’I;ccsmr,m.n AN
short and 1s confined to the mucosa and submucosa xl"" e on hone
small to 1deut a finger tp and the mucosa of the e ‘nl e tion
the strcture may be inflamed with secondan ﬂb*;“ au“ recular dil i ston
If the stenosis ss within reach of manipulation from lhc -:;:l;mxmn\ o wath
mmn prove a sausfactory palhatise measure but the
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a finger or Hegars dilators may have to be performed for the rest of the
patients hfe It may prove a feasible alternative to mncise the strictured area
{internal proctotomy) and apply a skin graft to the vascular wound m the anal
canal as a delayed primary procedure

4 RECURRENCE —Recurrence 1s uncommon after the ligation and
exctston operation The recurrent haemorrhoid 1sa  secondary haemorrhoid
and 1t can often be controlled by injections but 1f operation 1s necessary 1t
should merely entail removal of the single recurrent haemorrhotd

So uncommon 1s recurrence that n the event of symptoms reappearing
the surgeon must carefully re-examine the anal canal and rectum to ensure
that no complication such as fissure has supervened or that no associated
lesion such as carcinoma polyp or fistula 1s present

5 IMPACTED FAECES —Faecal mpaction follows incomplete bowel
actions The patient claims to have opened his bowels each day but in
actual fact the evacuation has been far from complete The faecal matenal
remaimng within the rectum becomes inspissated to form a large hard mass
the mucosa of the rectum 1s wntated and secretes mucus The patient has
a continual sensation of rectal fullness but straining produces faecal mucus
only

The dragnosis 1s readily made because digital examination 1mmediately
discloses the impacted faeces It requires a general anaesthetic to break up
and remove a hard mass

Ligation and Exaision Operation under Local Anaesthesia

In some patients 1f general anaesthesia be refused or thought inadvisable
operation must be done with the aid of local anaesthesta

Premedication 1s so prescribed that the patient 1s extremely drowsy on
arnval 1n the theatre  He 1s placed 1n a night lateral position (the nght lateral
position 1s much easter for the night handed surgeon performing a penianal
mjection) and with a fine needle 2 weal 1s raised two or three centimetres
behind the anus with a local anaesthetic The needle 1s then replaced with
one that 1s longer and shightly stouter and local anaesthetic 15 mjected mnto
the tissues on either side of the anus The patient 1s then turned into the
lithotomy position and 1nto the perianal skin opposite each of the three primary
haemorrhoids two cubic centimetres of local anaesthetic are introduced after
which the operation proceeds 1n the usual way

OTHER INDICATIONS FOR TREATMENT
Excision of One or Two Haemorrhords

Not ali three primary haemorrhoids may be of the same degree one
or two may be chromcally prolapsed whilst the third ts very small In
these circumstances the surgeon should confine his excision to the offending
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haemorrhotds because post-operatine discomfort is less and the end result very
satisfactory

Secondary Haemorrhoids

Between the three primary haemorrhoids the surgeon may obserye small
secondary ones the most common of which 1s situated in the midline pos
teriorly If these secondary haemorrhoids are Jarge they should be removed
The one in the mudline postersorly 15 best remosed by a scparate hgature but
others which are closer to the primary haemorrhod can be included m the
man hgature

Internal Haemorrhoids and Pregnancy

Internal haemorrhotds may be troublesome during pregnancy but they
do not often call for special treatment Surgery should be avouded but
mjections with five per cent phenol 1n 01l can be given if bleeding 1s persistent

Internal Hacmorrhoids and the Workers® Compensation Act

As mternal haemorrhoids increase 1n size they prolapse more and more
easily and a stage 1s reached where they may come down even with moderate
effort If prolapse occurs during manual labour the patient may be tempted
to claim compensation from the employer but this 15 not bikely to succeed
because 1nternal haemorrhoids are not caused nor aggravated by such

exertion

Thrombesed Internal Haemorrhords

1t ts impossible to distinguish between a thrombosed internt haermorrhowd
and a haematoma of the submucous space A thrombosed miermf haemor
thoid may or may nol require subsequent higtture and excision whilst a
hrematoma 1s usually an wsolated event The condition should be Wowed
to subside and a decisron made subsequently as o whether or not sureeqy

1S necessary

Internal Haemorrhords compheating Anal Fissure
If the patient suffers from both anal fissure and waternal hae

d and the lower cdee of the ternal sphincter
e the dapth ¢ posterior heaorrhoidsl wound The

porrhouds

muscle divided 1n the depth of the nght
anl fissure can be ignored but should be excrsed if there 15 1 related shin 3¢
or mucasal pscudo polyp
1¥istula
Internal Hacmorrheds complicating Ana houl ) be made

sipfa 2 carefu] exumnation «

 snternal hacmorrhowds becse thes <hould

If the paticnt has tn an? fi
to detect the presence of asso0iale
be remoned wath the fistula
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EXTERNAL HAEMORRHOIDS

Various skin tags papillomata etc have been called external haemor
rhoids but the term 1s best kept for the common anal {or perianal) haematoma
The lesion 1s usually caused by straining which ruptures one of the thin walled
blood vessels 1n the perianal or submucous space close to the anal verge
(Fig 149) A haematoma varying in size from that of a small pea to that of a
cherry forms 1n the tissues and assumes a loculated shape

1 If the haematoma 15 superficial 1t forms a bluish lump just under
the skin  this occasionally ulcerates and the blood clot 1s partially extruded
spontaneously

A B E F
Fic 149
A-~Cross section drawing demonstrating vascular relation of internal and external
2emorrhor
Bl of nternal dal plexus with nt of

external plexus
C—Vessel may ruoture 1nto submucosa with formation of a blood clot
D—Vessel may ruptuse into perianal space just under shan
E —Haematoma may form tn deeper portion of perianal space
F—End result of such episodes may be a skin tag

2 If the haematoma is more deeply situated the superficial tissue
becomes ¢ yus and the Ihng 1s accordingly more diffuse and may

mvolve half the circumference of the anus

3 The haematoma may form in the lower part of the submucous space
and the resulting oedema causes the mucous membrane to appear at the anal
verge and so simulate a thrombosed 1nternal haemorrhoid

Symptems of Anal or Penanal Haematoma

The outstanding symptom 1s pain which has a fairly abrupt onset and
1s associated with the appearance of a tender lump Sometimes a superficial
haematoma ruptures through the skin and the patient notices blood In some
cases the pain 15 not particularly severe but because of the presence of the
lump the patient fears a growth
Signs of Anal or Penanal Haematoma

In the localised superficial variety the lump 1s bluish purple 1n colour
well defined and projects above the surface of the surroundng skin (Fig 150)
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Occasionally there 15 ulceration of the overlying sk In the deep diffuse
type the overlying skin 1s ocdematous and causes a duffuse suelling occupying
one half or more of the ana) verge I the hwematoma forms 1 the Tower
part of the submucous space oedematous mucosa can be seen presenting
above the swollen perianal skin at the anal verge

Ano Rectal Examination

Complete ano-rectal exanunation must not be neglected Although the
cause of the patents symptoms 1s obvious on inspection of the us 3
complete no-rectal exammnation must not be neglected  Some of these patients

Fic 150 h o
as
undant perianal skin Two small superfical penanal haemato
Redunda ;?rgcscn( 1a teft lateral and right postenior positron

have a low Iying carcinomn of the rectum cusing congestion Jmundlth; ;r’\:s
and predisposing to the haematoma A complete ano-rectal cmmm: ;:ﬁna!lg
not be possible at the fiest visit but should be mde before the patien:

ducharged from the clinician s care

TREATMENT OF ANAL OR PERIANAL HALMATOMA

s
Untreated the pain subsides and the haematoma absn;blshcl\:u[:::::a'n’[l_lt?c
termed the leston  a five-day self<unng panful leston ;’\o T e the
paticnt does not usuatly report for treatment for onc or b‘g el ol
onset so that 1t the ume of the first visit the panent cu:th" e aepnn
that the pain will soon subside A cooling lotion app)mc;“c uzc i ore
codemne or a hittle morphia given orally m1y hclx;x to e a1
wchlv  Cven large hacmatomas subside althouzh a ‘pc e
?nn) remun  The pan disappears 1 long time before the lump
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Operative Treatment of Anal or Penanal Haematomas

Some surgeons prefer operative treatment and evacuate the blood clot
Large superficial haematomas can be so treated but the small and the deep
ones should be left alone The operation 1s done under local anaesthesia

The patient hies on his left side and the anus s shaved of neighbouning
hair  After swabbing the skin with an aqueous antiseptic a local anaesthetic
is mnjected into the skin overlying the haematoma An incision 1s made nto
the clot which 1s shelled out of the tissue the clot 15 usually made up of
several smaller locules separated by strands of tissue and these smaller portions
must be removed otherwise symptoms will persist The overlying and now
redundant skin should be trimmed conservatively to avoid skin tag formation
if the skin 1s cut away too radically the wound takes a long time to heal It
15 dressed with a piece of gauze one end of which s tucked into the anpal
canal Daily dressings are continued until the wound has healed

RECURRENT ANAL OR PERIANAL HAEMATOMA —In some patients anal or
pertanal haematomas recur at frequent imtervals and within a period of a year
or more there may have been a dozen episodes These patients should be
treated conservatively because removal of the penanal tissues in association
with internal haemorrhoids may not cure the condition The patient should
be advised as to the nature of the condition and warned to keep the motions
soft and regular and to avoid straiming

ANAL OR PERIANAL HAEMATOMAS COMPLICATING ANAL OPERATIONS —
Sometimes the post operative convalescence after a fistula fissure or nternal
haemorrhoid operation 15 complicated by the sudden appearance of an anal
or perianal haematoma The treatment should be the same as for the haema
toma appearing without previous ano rectal suigery
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Chapter Eleven
PROLAPSE OF THE RECTUM

IN haemorrhoids the anal canal mucosa prolapses and 1f this be advanced
the rectal mucosa may appear at the anal verge On oceasions rectal
mucosa prolapses independently of the haemorrhoids and the condition 15

FiG 151
Prolapse of rectum in child  (Patient of Mr
Douglas Stephens )
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A- Partial prolapsc (mucosal) of rectum I eflt Iiteral scgment p ¢ Tipses tutsadly

B~ Further strmning produces annular prolapse

C—Continued strumng produces blood stained mu s
rferred to as o parnal prolapse of the rectunt Rarcy the wholc rccxu,n(r
mvaginates itsell outside the anal onfice to form & camplute prolapse of th

rectum  Dichson Wright (1950) <avs of this Iatter condition 1t 15 hard
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PROLAPSE OF THE RECTUM

to think of a complaint more calculated to bring one s grey hairs with sorrow
and relief to the grave

PARTIAL PROLAPSL OF THE
RECTUM

Surgical Pathology of Partial Prolapse of the
Rectom

The cause of partial prolapse of the
rectum s uncertain 1n many cases Typically
the prolapse appears to be independent of
haemorrhotds It 1s more common m child
hood than n adult life  childhood prolapse
usually corrects 1tself spontaneously although
occastonally 1t persists and erther remains as
a partal prolapse or develops into a complete
prolapse (Fig 151) In these cases of 1dio
pathic prolapse of the rectum a complete ring Fic 153
of rectal mucosa might protrude but in others  parral protapse of rectum Mucous
1t 1s half or less of the circumference (Figs  membrane appears on right side of
152 153) anal onfice

If the anal sphincter 15 badly damaged a localised prolapse at the site
of myury ts common  such an mmjury could occur from beng mmpaled on a

Fic 154
Mucosal prolapse following completellear with childbirth forty years
usly

spthe from complete perineal tears 1n childbirth (Fig 154) or as a result of
the treatment of 1schio rectal anal fistulae where a large portion of the muscle
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has to be divided during operation for radical cure (Fig 155) In these Iatter
cases the prolapse docs not seem to change with the passage of years
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PROLAPSE OF THE RECTUM

Inspection usually reveals a normal anus but palpation may detect a
weakness 1n the contraction powers of the anal sphincter muscle On straming
particularly when the proctoscope 1s passed the reddish pink rectal mucosa
appears independently of nternal haemorrhoids but no amount of stramning
by the patient will cause more than two or three centimetres of mucous
membrane to appear

Diagnosis of Partial Prolapse of the Rectum

A partial prolapse of the rectal mucosa should be distinguished from
mnternal haemorrhoids because the results of operative intervention are less
satisfactory 1n the former condition further
more 1t should not be confused with complete
prolapse of the rectum because the method of
treatment 1s different

INTERNAL HAEMORRHOIDS —In partial pro
lapse of the rectum any segment may be affected
and not necessanly the left lateral right antertor
and night posterior zones so constantly involved
n haemorrhoids The prolapsed rectal mucosa
has a wide pedicle (Fig 153) and 1s pink or light
red in colour whilst the prolapsed anal canal
mucosa of a haemorrhoid has a narrow pedicle
and 1s more plum-coloured

COMPLETE PROLAPSE OF THE RECTUM —A
nng prolapse of the rectal mucosa may cause Fic 156
some confusion but 1t 1s unusual for 1t to Goodsalls ligature for prolapse
be greater than two to three centimetres n O ™UCOSt With wide pedicle
length  Proctoscopy fails to reveal any significant antertor wall prolapse

Treatment of Partial Prolapse of the Rectum

When the nature of the patients condition has been explaned to him
and he has been reassured that there 1s no malignancy present treatment may
be deemed unnecessary by the pattent

If however active treatment 1s demanded the prolapsed mucosa may
be excised 1 the same way as 1s done for internal haemorrhoids The broader
attachment of mucous membrane may make 1t unwise to apply a simple
ligature unless 1t be applied 1n the way recommended by Goodsall wherern the
ligature 15 accomplished 1n three sections (Fig 156) In complete ring prolapse
the surgeon may excise the prolapse and perform an endto-end suture
although this procedure must be done carefully otherwise the sphincter
mechamsm will be damaged and the functional result prove unsatisfactory

PARTIAL PROLAPSE OF THE RECTUM IN CHILDHOOD —After explaining
the nature of the condition to the child s mother she 1s reassured and 1s told
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m simple language the physiology of defaecation Defaceation should be
encouraged when the desire 15 there and not at some time deaided upon by
the mother The chuld ts placed on the seat with the buttocks more or Jess
together and the act kept as brief as possible  Constipation my need correc
tron but this 1s done by atiention to dret rather than by prescuibing aperients

K desprte these measures the patient should continue to cxperience
discomfort more active steps can be taken to control the prolepse  {njection
of the submucosa with five per cent phenol m the same way as 15 done for
internal haemorrhoids will usually bring relief In the very young child this
mught have to be done under anaesthesta but most older children tolerte
the passage of the proctoscope and the subsequent myection without distress

COMPLETE PROLAPSE OF THE RECTUM

Surgseal Pathology of Complefe Prolapse of the Rectum
Although the miating cause of a complete prolapse of the rectum is
not known the manner in which 1t progresses 1s reasonably clear

Fic 157 N .
dominal pressure
A—If pelvic aperture be normal an size ntra a
pushes l’:c anterior wall of rectem against posterror wall pubo rectahs
anl coccypeal raphe in the midiine . y
B—As pelvic aperture and apal onfice widen intra abdnmlr'u pressure
15 drrected towards defect rather than jevator muscle

The abdominal cavity has been constructed to withstand hich }2;3:1?;?1
created by the plunging draphragm and tight contractions of ll;,c a g
wall musculature  With the fluctunting intr t abdommal pressure € c;pf et
onfices transmutting such structures as the oesophagus !rcclx:]m“.;n;; “ﬁ" Tt
cord requre additional protection and this 15 usurlly ac ucv.kc! P e
by some sphincteric mechamsm  Hf this mechamsm shou 1: e ok ptt
ortfice sufficiently peritoneum lf)]ulgf]s into 1t an the same way
of a balloon bulges when 1t 15 1nflte A floor

The pelvic aperture 15 the gap n the pelvc muscu?z!ur\c(’:;w;lhf:\g‘mnd
through which the rectum passes to the exterior The ¢ LLLU‘ e
apdll;rc are formed by the pubo-rectalis and pUhM“cl)fi et three
apesture 15 crowded forwards between the pubic ram nc
centimetres wide and four centimetres long
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Fig 158

Complete prolapse of rectum 1s a hernia through

antenor wall of rectum

The unprotected part of the
aperture 15 situated posteniorly
and transmits the rectum 1n the
male and rectum and vagina in
the female If the aperture 1s
small (Fig 157 A) there 15 an
effective shutter mechamsm but
when 1t becomes enlarged there
1s no longer a barner for the
downward fall of the anterior
wall of the rectum (Fig 157 B)
For a while the anal sphincter
muscle acts as an efficient truss
Sooner or later gradually or
suddenly 1t gives way and the
rectum prolapses beyond the
anus At first only the anterior
wall of the rectum 1s involved

but with repeated prolapse the posterior segment 1s dragged down and the
rectum #nd anal canal finally turn completely nside out (Figs 158 159 160)

The daily prolapse widens the pelvic
aperture and the patient often becomes
incontinent  although this may not be
noticeable to the pauent because of the
plugging effect at the pelvic aperture

Although some surgeons refer to
partial prolapse as first degree prolapse
and to complete prolapse as second degree
prolapse or third degree prolapse this
does not seem to be the sequence of events
because generally a partial mucosal pro-
lapse does not proceed to a complete
prolapse In the eatly stages of the latter
the anterior wall of the rectum prolapses
mto the lumen of the rectum sub-
sequently 1t may or may not progress
outside the anal orifice  With this imtial
antertor wall prolapse of the rectum the
patient complains of unsausfied defaeca
tion because the more he strains at stool
the more completely 15 the rectum filled
by the herma 1n the anterior wall

159

Fic 159
Complete prolapse of rectum



THE SURGERY OF THL ANUS ANAL CANAL AND RECTUM
Actiology of Complete Prolapse of the Rectum

This 15 uncertin but 1t seems
concerned

that one or more of three factors are

1 FAILURE Of FaSCIAL SUPPORTS O Tip RECTUM —The rectum 1s
supported by several well-defined fascial structures Condensation of fscia

around the middle haemorrhodal vessels forms the strone
Anteriorly the fascia of Denonvilliers 1s arranged n sheet
the peritoneal reflection to the levator ant and laterally fusu

.
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Fic 160
Complete prolapse of rectum 1n male
forty two years

of the complete meso rectum results 1
rectum procecds more or less stragh

lateral hgaments
s extending from
ng with the lateral
higaments  the lateral and inferior cdees
of this fascra are particularly strone and
require sharp division tn removal of the
rectum A defect 1n these fascial sup.
ports from congemtal or acquired
reasons may represent the mtial phase
n complete prolapse of the rectum

2 Deep Pruvic FLOOR —At opxra
tion the rectum s found to have almost
a complete peritoneal 1nvestment down
to the sacro-coccygeal region  further
more there 1s a well-developed meso-
rectum along the whole length of the
rectum The sacral cavity 1s covered by
perttoneum whilst the postertor wall of
the vagm s smmlarly covered to the
level of the levator am muscle It 1s
possible that this unusual arrangement
of the peritoncum 1s an acquired charac
terisic  but this might not be so
certainly the peritoneal reffection 1s
closer 10 the Jevator am muscle m the
early stages of embryonic development
and this disposition might persist Muir
(1955) points out that the presence
n obliteration of the sacral cunve and the
t to the pelvic aperture so favounns the

development of the prolapse In the early embrios the peritoneal reflection

extends to a lower Ievel thant doesin

3 EnLARGED Privic APLRTUR
transouts the vagina in addition t0

relatnely wider and the fact that for every mle patient wath pr
es sugeests that this 1s import it

the rectum there re five or six femall

theless 1t 1s intercsting to observe that amongst the femal

the adult

£ —The pelsic perture in the fumale
the urethrt and rectum and hence 15
ol ipse of
Never

cs suffering from
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PROLAPSE OF THE RECTUM

this condition there 1s relatively high mncidence of non parturition  1n fact
one of every three female patients with complete prolapse have not borne
children (Hughes 1950

4 WEAKNESS OF THE MUSCLE SURROUNDING THE PELVIC APERTURE —
No primary muscular leston affecting the levator amt has been discovered but
such has been suspected  Old age does not seem to be sigmficant from this
pomnt of view because the lesion 1s not confined to the elderly 1n males the
maximum age incidence 15 1 the second and third decades although 1n
females 1t 1s later

Complete rectal prolapse may complicate organic lesions of the spine
Butler (1954) described two young women 1n whom the condition developed
after removal of a cauda equina lesion

Symptoms of Complete Prolapse of the Rectum

ProLapse —The patient 15 nearly always aware of the prolapse which
appears with def: and dependently of 1t and which may or
may not return spontancously Nevertheless despite the large size of the
prolapse some seem gemunely 1gnorant of its presence so that the absence of
this symptom does not mean that a prolapse can be excluded The prolapse
1s usnally about six inches long (Figs 159 160) and whilst the patient might
find that 1t descends with 1ncreasing ease it does not become larger as a rule

after 1t has first appeared  Very rarely the prolapse becomes strangulated
(Neve 1953)

INCONTINENCE —Incontinence 1s a common symptom but often does not
trouble the patient unul after an operative intervention on the prolapse The
patient comgplatns that flatus escapes uncontrollably and that faecal pellets fall
from the rectum without warning

BLEEDING —A small amount of blood 1s lost with the motion and blood
stained mucus may soil the underwear 1f the prolapse appears with an effort
not related to defaecation The presence of the bleeding often alarms the
patient and leads hum to feel that a cancer has deve'oped

PaN —A large prolapse 15 usually responsible for considerable discomfort
especially when 1t returns suddenly and spontaneously at the end of straiming
at defaecation

UNSATISFIED DEFAECATION —An antertor wall prolapse of the rectum
which does not project beyond the anus 1s responsible for unsatisfied defaeca
tion  and repeated attempts are made to expel what seems to be a motion
The more the patient strainy the less satisfactory 15 the evacuation of the
bowels because the anterior wall of the rectum obstructs the passage of the
faeces The patient sometimes learns to msert a finger into the anal canal

and IﬁSh away the wall of the rectum so that satisfactory defaecation becomes
possible
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Physical Examination in Prolapse of the Rectum

If the history 15 short the anus may ook normal and there £
detectable weakness of the anal canal (Fig 1614) Butmmnc

Fic 161
AissL B twenty six years Prolapse of rectum six months du
A——Anus prior to straiming (left lateral position)
B—On strammne  penneum bulges.
C—Continued straming causes rectal mucosa 10 appear
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\issL B twenty six vears. Prolapse of rectum of six

A—Pauent restine "
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o tort
certunly m those of longer duration the anus 15 jurppany
fult in the sphincter muscle and digital traction 2
wnnl eanal to gape open

When the patient strains the penneum
markedhy (Figs 161 B 162) the anus opens and th -
161 ¢} As the straning continues the whole prolapse
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PROLAPSE OI' THE RECTUM

reaches 1ts full length of some six to mine inches 1In a small rectal prolapse
the orifice of the prolapsed bowel lies a little posteriorly but n large complete
prolapse 1t 1s at the apex of the prolapse (Figs 159 160}

Proctoscopic examination reveals a normal mucosa but 1f recently re
placed after prolapsing the mucosa of the rectum may be oedematous and
possess multiple petechial haemorrhages When the patient strains with the
proctoscope 1 place the clinician can appreciate the bulging in the anterior
wall of the rectum as the imtial step 1n the appearance of the prolapse  Procto
scopic examination 1s the only satisfactory way of detecting the anterior wall
prolapse of the rectum which does not descend any further than the anus
1 such a case the anterior wall can be brought to the anal verge and sometimes
just beyond but as soon as the patient relaxes the prolapse promptly disappears

Diagnosis of Complete Prolapse of the Rectum

The typical prolapsed rectum offers no diagnostic difficulties  The pro
lapse has a comcal shape with the onfice at the apex on the sides of the
cone are circular ridges in the mucosa which 1s bluish red 1o colour  at the
base of the cone the mucosa becomes continuous with the skin  Although
tumours may prolapse and simulate rectal prolapse the difference between
the two conditions 1s obvious

D1AGNOSTIC ERRORS MAY BE MADE IN Two CIRCUMSTANCES —Prolapse 15
not a symptom of the patient 1f the patient 1s not aware of or does not
admit to any prolapse the only mndication of 1ts presence may be an ab
normally relaxed anal sphincter muscle The condition might be overlooked
even on the most careful examination Useful signs in these cases are the
patulous anus as demonstrated by traction on the anal verge with the fingers
the bulging penineum when the patient strains and the descent of the anterior
wall observed at proctoscopy

Anterior Wall Prolapse of the Rectum —Anterior wall prolapse which does
not descend beyond the anus may escape recogmtion The patient complains
of unsatisfied defaecation but a rectal examination may seem to be negative
Proctoscopy however 1s dragnostic for when the nstrument 1s passed and the
patient stramns the descent of the anterior wall 1s obvious

TREATMENT OF COMPLETE PROLAPSE OF THE RECTUM

History

Treatment of complete prolapse of the rectum has passed through three
phases  The first ended at the beginming of the nineteenth century up to
this time treatment consisted for the most part of advice as to how to prevent
the prolapse from appearing John Arderne referred to prolapse of the rectum
as gomg out of the Jure  he advised the local application of unguentum
apostolorum so called because 1t had twelve ingredients and claimed that with
1t king Henry of England was cured Thomas Vicary (1626) wrote
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A remedie for falling out of the fundament Furst beware of taking cold m that rlace

::::hbe:::euof costilfnesse and heep the Arse and Buttocks warm and st not on the cold
pon stone or stones nor upon any hard thing but take somewhat under the

buttocks not only for falling out of the Loneation or Arsegut but for all other infirmings
that may be in the Longation engendered
(quoted by Muir 1955) Wiscman 1n 1676 suggested that 1wo stichs be
carved n such a way that they could be used to prevent prolipse dunng
defaecation and Morgagnt 1n a book written by hum when he was eighty years
of age described a truss made of soft leather and iron wings which was
designed to hold up the prolapse

With the development of surgery in the mneteenth century the second era
of treatment of prolapse of the rectum saw more active attempts made to cure
the leston but the cause and mechamsm of the prolapse were not understood
so that the opcrations were mostly unsatisfactory i practice  S1lmon (1831)
fixed the prolapse by trnsfixing 1t with two long pins inserted at ight angles
to one another whilst he excised the mucous part of the prolipse but was
careful not to mjure the muscle Mikulicz (1888) and Miles (1933) populir
1sed perineal amputation of the prolapse a procedure that came to be known
as rectosigmordectomy  This very radical amputation was widely practised
untsl recently when the poor results of the operation were realised  Lockhart
Mummery (1910) attempted to fix the rectum to the anterior will of the
sacrum by dissecting upwards between the coceyx and sacrum and the rectum
and allowing the resulting cavity to heal by granulation tissue  thrs operition
proved a complete fmlure  Thiersch 1 1891 narrosed the anus with a sifver
wire placed in the penanal space a procedure revived by Gabriel 1n 1948 and
still occasionally used in very snfirm patients  Diathermy of the mucowa
exaision of stnps of mucosa submucous penrectal and retro rectal injections
and Attachment of the colon to the ilnc fossa are some of the numerous
procedures which have been advocated

The tiird era in the trextment of prolapse of the rectum began with an
account of rectal prolipse by Alexis Moschowitz in 1912 He pointed out
hie where the rectumt lefe the abdomnal cazaty there w s a piturally wesk
potnt 1n the transversahs or pelvic fascia An increase in the wtea 1bdommr::
pressurc might force the pentoneum 1nto the sheath formed by the outwa "
prolongation of the pelvic fascia Thss would come to indent the anterior » ¢
of the rectum and with continued pressure the path of Jeast ressstance to the
hernition was through the anal onifice through which the antenor \\111(!0;
the rectum appeared followed by the complete rectum Moschowitz procee ':l
1o 1dvocate obliteration of the hermt sac through an abdomunal JFP"‘:'ICd .
1n dotng this he Jad particular stress on the pliic fascia and did m:; g\rr;\m;,

Rosc
that the e rtor a1 muscle played much part in the pralipse
(1937} sutured the levator any muscles together from above  The pentoncum

in the pouch of Douclas was mcised the anner cdges of the two lc\nljr :;1;
muscles were identified and then sutured together with mterrupic ! ok
sutures  The pentoneal floor was resutured at a ugher fevel  The proc
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was techmeally difficult because of the distance of the levator am muscle
from the operator Lloyd Davies (1949) also advocated an abdomunal
operation and adwised obhterauon of the deep pelvic pentoneal pouch
and the reformation of the rectovaginal septum with floss silk sutures placed
between the rectum and vagina these sutures take the form of shings
whch are firmly attached to the sacrospitous igaments at the sides of the
rectum Muir (1955) describes another abdominal procedure  the deep pouch
of Douglas 15 exctsed the pelvic peritoneum 1s stripped up the rectum mobil
1sed and resected or otherwise fixed so that 1t can obtain a secure attachment
10 the pelvic walls

McCann (1928) described a procedure performed through a perineal
approach which was designed to repair the defect in the pelvic aperture
through an nciston 1 the posterior vagimal wall the levator am muscle
was defined and sutured anterior to the rectum Cohn (1942) and Gabrel
(1949) have both added to the standard perineal amputation or recto-
sigmoidectomy suture of the levator am muscle in front of the rectum

From observations made at operation for complete prolapse of the rectum
and from a study of the investigations undertaken by others 1t seems that
removal of the hermal sac and repair of the defect are essential steps in curing
a complete prolapse of the rectum But 1t does not seem practical to accom
plish this satisfactonily by an operation conducted entirely either through a
perneal or an nbdominal approach For this reason a number of surgeons
have described combined procedures

COMBINED ABDOMINO-PERINEAL REPAIR OF COMPLETE PROLAPSE
OF THE RECTUM

In half of Moschowitzs patients some type of perineal operation was
combined with the closure of the pouch of Douglas (Moschowitz 1912)
Dunphy (1948) powted out the difficulty of dealing with the hermial sac from
below and of performing a switable repair of the defect 1n the pelvic aperture
from above He described an operative, procedure done in two stages  through
a perineal approach the prolapsed scgment of the rectum was excised the
hernal sac removed and the levator ani muscle anterior to the rectum sutured
Some days later the abdomen was opened the rectum mobilised the trans
versalts fascia sutured the hermial sac and pouch of Douglas closed by circular
sutures and the pelvic colon fixed to the lateral wall of the pelvis He quoted
four cases treated sansfactonily by this method although twenty months was
the longest period of time that any patient was observed Butler (1954)
reported that he had performed a combmed rectosig] tomy on five cases
without recurrence (longest follow up was two years) he recommended a
Iithotomy Trendelenburg position mobilisation and excision of the sigmord
colon and rectum from above end toend anastomosis from below repair of

the levator am muscle from below and complete obliteration of the hermal sac
from 1bove
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SYNCHRO\OUS COMBINED ABDOMINO-PLRINEAL REPAIR OF
PROLAPSE OF THE RECTUM

In association with his colleagues Leslic Gleadell FRCOG and John
Turner FRCS the writer has treated twenty-onc patents sufferng from
complete prolapse of the rectum
by a synchronous combined
Abdomino-petineal repair with
one surgeon operating on the
penneum 1nd the other on the
abdomen This  synchronous
combined repair s greatly
facilitated by the lithotomy
Trendelenburg  position  pro-

Fic 163
Camplete prolapse of rectum  Pertoneal sac mvagmn tuded by the Llo}d Dres
ates antersor wall of rectum shrrups

Steps n the Synchronous Combined Abdommno Perineal Reparr

[ ExcisioN or THE HERNIAL SaC~—The fundus of the sac s first freed
by the perineaf surgeon and 1s then passed through to the abdomnal surgeon
for a more complete dissection and excision 1t has been observed at operation
that attempts to remove the
hermal sac entirely from below
are very imperfect (Figs 163
164 165 166)

2 RePAIR or THE PELVIC
FLoOR —The pelvic aperture 1s
widened by the repeated descent
of the prolapse and 1l 13 reason
able to reparr this defect because
cven 1f 1t 1 not actually respons
1ble for the prolapse 1t may play

164
an important role 1n recurrence LTS

Complete prolapse of rectum  Fundus of pentoneal
This repair s comparatively riee § ch‘:dgnuﬁ:d from penncum

easily effected by the penneal
surgeon suturng the levator am together anteror to the rectum (Fu 167
3 Suture or THE PrLvic Fascia —After mobitsing the rectum the
pelvic fasera s sutured anterior to the rectum  This fasaal repat cxtends
from the upper surface of the sutured levator ant to the level of the uenne
cervix m the female and the upper portion of the seminal vesicles 1n the mile
(Figs 167 168 169)
4 INCREASING THE FORWARD ANGULATION OF THE ANDRICTAL JUNC
11os —As the pelvic aperture mncreases 1n size the forward angufation nwr
sectum at the ano rectal junction caused by the puborectalis shine 18 decrea
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as a result direct pressure on the anterior wall of the rectum meets with little
resistance because the force 1s directed directly upon the anal orifice (Fig 157)
By suturing the pubococcygens together belnnd the rectum this angulation 15
restored (Fig 170)

Pre operative Treatment
These patients recewve the same pre-operative treatment advised for
carcinoma of the rectum and should be admutted to hospital some three to five

77

post wall
vagina

FiG 165
Perineal dissection tn combtned abdomino permeal repatr for complete prolapse of
the rectum Posterior wall of vagima held forward and fundus of sac dissected from
surrounding structures

days before operation depending on whether they are robust or frml The
operation 1s not as formdable as 1t seems but nevertheless intravenous infusion
during the course of the operation 1s a wise precaution  a pint of blood should
be avaifable and if the haemoglobmn concentration 1s low mmtially thus should
be supplemented by a second pint  The bladder 15 emptied and 1 the male
patient a catheter 1s retained n the urethra before commencing the operation

Techmque of Operafion in the Female Patient

An ncision 1s made by the perieal surgeon between the vagina antertorly
and the anal canal posteriorly It 1s deepened through the skin subcutaneous
tissue and the fibrous tissue of the perineal body and almost at once the
perttoneal sac 15 seen related to the anal canal posteriorly and the vagina

anteriorly The sac 15 partly separated from both these structures and the
fundus opened

167



THE SURGERY OT THE ANUS  ANAL canaL AND RECTUM

SITE OF PASCIA
REPAIL

Fic 168 Fis 169

Fi6 166—Complete prolapse of rectum  Sac withdrawn anto abdynunal cavny
Fiu 167—Complete prolapse of rectum 1 evator am muscle sutured peluc (s
reparred and pentoneat sac oblierated
Fic 168~ Repar of profapse of rectum  Suture of pelvic (asqa between rectum
and vagina  Suture embraces fateral higaments of rectum and tissue on either
sude of vaging
F16 169—Repair of prolapse of rectum  Pelvic (330 sutured Pevheen fectum
andsapra The first sutuse has been tied
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THE SURGLRY OF THE ANUS ANAL CANAL AND RECTUM

and finaily the fascia on either side of the vagina (Fags 168 169) If this 1s
not possible sutures of heavy silk can be passed through this ussue from one
stide across m front of the rectum to the other side and tied Yooscly

The redundant peritoneum 1n the floor of the pelvis 1s overlapped with a
continuous fine stk suture so obliterating the pouch of Douglas The omentum
1s brought down over the pelvic floor and the abdomen 15 closed n layers

Techmque of Operation 1n the Male Patient

A transverse 1ncision i the perineum 1s made just antersor to the anus
and 1s deepened through the subcutaneous tissue just behind the transverse
perineal muscles A catheter 1n the urethra rdentifies this structure as the
dissection proceeds upwards 1n search of the penitoneal sac When 1t 1s found
1t s separated off the rectum posteriorly and the prostate anteriorly and 1s
passed through to the abdomunal surgeon The edges of the levator am are
sutured together anterior to the rectum

The abdominal dissection and the post anal perineal dissections proceed
1n the way described for the female patient

Post operative Treatment

The patient will require morphia to relieve the pun At first the foot
of the bed should be elevated on low blocks and these should be retuned
for two or three days to reduce pressure on the reconstructed pelvic floor The
catheter 1s hept n the bladder unul the patient ts moving freely  The nir
venous therapy need not be mamtamned for more than an hour or two fter
the operation The ncidence of infection 1n the perincal wounds 1s relitivedy
migh but prophylactic pemcillin and streptomycin 1s effectsse 1n reducrng the
severity of such infection The patient should be hept in bed for ten divs
after the operation and then allowed home on the fourteenth day but s wvised
to avoid arduous exercise for two or threc months

ExcisioN or THE UppER RECTUM AND Sicvoln Cotoy

The apparent redundancy of the rectum and sigmoid colon have prompted
surgeons to excise the affected portion of the bowel This has been 1cclom
plished by Mikulicz Miles 1nd Gabrniel by meins of perineal ampul'ldmn
whilst Muir and Butler carry out the excision from above The witer does
not behieve this step 1s necessary for a good result but realising lhnxhncl :;n
be accomplished without nercasing the mortality of the m»cml;nlnhc e ;
kept an open mund on the matter for u\olr:u::::c cl%‘cf::sr:?r:c;m e ofp{:c

s moid colon may permy

;!Ln.cr'nul:‘l ::: l\o\\hnclrsts:ﬁ addition 1t might help to lower the incidence of mucos!

rolapse which he post-operatine riod when a combine
ch 1s the jud pe n
P! psc v often scen in p d

r 15 done without excision of the bowel
Zf:lx:“bc effected through the abdomunal mmcision without otherwise modifyine
the procedure adopted
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PROLAPSE OF THE RECTUM

Post operative Sphuacter Funchion

The constant stretching of the anus by the prolapse 15 respensible for a
grossty patutous orifice with bittle power of contraction A finger placed o
the anal canal can feel the contractions of the levator ani but those of the
anal sphincter muscle seem non-cxstent It 1s not uncommon for the patsent
to complun of complete e after op for prolapse of the
rectum This defect 15 probably due to the removal of the prolapse whih
acts 45 a plug mn the anal canal 1t does not seem hikely that the over stretched
sphincter muscle could be damaged much more by surgery H there has
been an excision of a large segment of the rectum 1t means the loss of an
important sensory receptor and comphicated reflexes are thereby disturbed

TREATMENT OF ANTFRIOR WALL PROLAPSE OF THE RECTUM

Antentor wall prolapse of the rectum 15 treated 1n the same way as the
complete prolapse because the former appears to be a phase 1n the develop-
ment of the latter The results of treatment in these cases are excellent

RECURRENCE AFTER TRFATMENT OF RECTAL PROLAPSE

Recurrence after simple amputation of the prolapse 15 most common
the first twelve months after operation but 2 number remain apparently cured
for three four or five years and occamonal cases do not recur untl ten years
or more hase elapsed so makang evaluation of any method a difficult pro-
cedure The most that can be sud of the synchronous combined repar without
rectosigmordectomy 1s that the recurrence rate m the fint three years after
the operation 1s very low The longest period of tme such a case has been
followed up 15 five years and the result has remained excellent
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THE SURGERY O THE ANUS ANAL CANAL AND RECTUM

and finally the fasca on either side of the vagina (Figs 168 169)
not possible sutures of heavy silk can be passed through this tissue
stde across n front of the rectum 1o the other side and tied loosely

The redundant pentoneum n the floor of the pelvis 1s overlapp
continuous fine sk suture so obhiterating the pouch of Douglas The
1s brought down over the pelvic floor and the abdomen 15 closed 1n [

Technique of Operation in the Male Patient

A transverse tnaston 1n the perineum 1s made just anterior to
and 1s deepened through the subcutancous tissue just bohind the 1
penineal muscles A catheter in the urethra wdentifies this structy
dissection proceeds upwards in search of the peritoneai sac When 1
1t 1s separated off the rectum posteriorly and the prostate antenor
passtd through to the abdominal surgeon The edges of the levate
sutured together anterior to the rectum

The abdomsnal dissection and the post anal perineyl dissection
1 the way described for the female patient

Post-operative Treatment

The patient will require morphia to relieve the pam At first
of the bed should be elevated on low blocks and these should be
for two or three days 1o reduce pressure on the reconstructed pelvic fl
catheter 1s hept 1n the bladder until the patient 1s moving frecly 1
venous therapy nced not be mantamned for more than an hour or
the operation  The incidence of infuction 1in the perineal wounds 1s
hich but prophylacuc pemcillin and streptomycin 1s cffective in red
sevenity of such infecion The patient should be hept 1n bed for
\fter the operation and then allowed home on the fourteenth day butt
to noid arduous exercise for two or three months

Exciston or THE Upt £R REcTuM AND SiGyoip Cotov

The apparent redundancy of the rectum and sigmoid cofon have |
surgeons to excse the affected portion of the bowel This has bec:
plished by Milulicz Miles and Gabnel by means of perincal am
whilst Mwir and Butler carry out the excision from 1bose The wr
not believe this step 1s necessary for a good result but reahsing th
be accomphished without increasing the mortality of the operation
Lept an open mind on the matter for two reasons  Excision of tl
rectum and lower sigmord colon may permit a more efficient remov
hormad sae whilstin addition it nught help to lower the incidence of
prolapse which 1s often seen tn the post-operative petiod when a4 ¢
rupair 15 done without excision of the bowel  The excision and an1
can be effected through the abdominal meistion without otherwise
the procedure adopted
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THE SURGLRY Of THE ANUS ANAL CANAL AND RECTLM

and finally the fasma on either side of the vagina (Figs §65 169) I this 1
not possible sutures of heavy «ilk can b passed through this tssue from one
stde across in front of the rectum to the other side and tied foosely

The redundant pentoneum 1 the floor of the pelus 1 overlpped with a
continuous fine silk suture so obliteraung the pouch of Dougls The omentum
15 brought down over the pelvic floor and the abdomen 1s closed 1n Iyen

Techmque of Operation in the Male Patient

A transverse mcetsion 1 the perineum s made Just anterror to the anus
and 15 deepened through the subcutancous ussue just bound the transverse
penineal muscles A catheter an the urethra identifies this structure s the
disseetion proceeds upwards sn search of the perstoncal sac When 1t s found
1t 1s separated off the rectum posteriorly and the prostate antertorly and 1»
passed through to the abdomunal surgeon  The edges of the kiator ant 1
sutured together antertor o the rectum

The abdominal dissection and the post anal peninet! dissections procend
in the way descnibed for the female patient

Postoperatise Treatment

The pauent will require morphia 1o rehese the pun At first the foot
of the bed should be clevited on low blocks and these should be retained
for two or threc days to reduce pressure on the reconstructed pelvic floor The
catheter ss hept an the bladder unti} the pauent 1s moving freely  The anir
venous therapy need not be mantained for more than an hour or two after
the operatton  The meidence of infection in the perineal wounds 1s reltively
hugh but prophylactic pemicillin and streptomyein s effectne in reducine the
severity of such nfection The patient should be kept mn bed for ten davs
Hfter the operatton and then alfowed home on the fourtcenth day but 1s idvised
to nard arduous exercrse for two or three months

Excision or THE UpPER RIcTUM AD Sicvoip Coron

The apparent redundancy of the rectum and siemosd colon hnve prompted
surgcons 1o excrse the affected portion of the bowel  This has been accom
plished by Mikulicz Muiles and Gabriel by means of perineal amputation
whilst Mwr 1nd Butler carry out the excision from above The wnter does
ot belicve this step 1s necessary for 1 good result but reafmang that it &
b tccomphshed without ncrersing the mortality of the operation he ha¢
kept 10 open mund on the matter for two reasons  Lyeron of the vpper
rectum and lower siemord colan may permut @ more efficient removal of the
hormal <ac whilst in addition it mucht help to Jower the meidence of mu;*mn:
prolapse which 1s often seun 1n the postoperative peniod when 3 C‘T:n;g\::\
repue s done without cxciston of the bowel The cxcwston and anadl (mmw
can be effected throuch the abdominal mcision swathout otherwise Mo
the procedure 1dopted
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PROLAPSE OI' THE RECTUM

Post-operatne Sphuncter Function

The constant stretching of the anus by the prolapse 1s responsible for a
grossly patulous onfice with little power of contraction A finger placed nto
the an1l canal can feel the contractions of the levator am but those of the
anal sphincter muscle seem non-custent It 1s not uncommon for the patient
to complain of complete incontinence after operations for prolapse of the
rectum This defect 1s probably due to the removal of the prolapse which
acts as a plug 1n the anal can1] 1t does not seem likely that the over stretched
sphincter muscle could be damaged much more by surgery If there has
been an exoston of o large segment of the rectum 1t means the loss of an
important sensory receptor and complicated reflexes are thereby disturbed

TREATMENT OF ANTERIOR WALL PROLAPSE OF THE RECTUM

Anterior wall prolapse of the rectum 1s treated 1n the same way as the
complete prolapse because the former appears to be a phase in the develop-
ment of the latter The results of treatment 1n these cases are excellent

RECURRENCE AFTER TREATMENT OF RECTAL PROLAPSE

Recurrence after simple amputation of the prolapse 1s most common 1n
the first twelve months after operation but a number remain apparently cured
for three four or five years and occasional cases do not recur until ten years
or more have elapsed so making evaluation of any method a difficult pro-
cedure The most that can be satd of the synchronous combined repair without
rectosigmordectomy 1s that the recurrence rate in the first three years after
the operation 1s very low The longest period of tume such a case has been
followed up 1s five years and the result has remained excellent
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Chapter Twehe
PRURITUS ANI

NUMBER of lesions of the anal canal and rectum cause an stchiness
around the anus which 1s reheved as soon as the cause 1s found a
1 ound and
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PRURITUS ANI

1s given to that condition 1n which the anal stehiness 1s the symptom causing
the patient to seck rehief but when examined no cause can be discovered

o e e -

B
Fig 17.
A—Chremc prunitus am surrounding anus but most extensive
posteriorly
B—Close up view to show thickened skin oedematous folds of
skin radiating from anus and superficsal abrastons

Surgical Pathology
There are two main manifestations of the disease acute and chronic
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THE SURGERY OF THE ANUS ANAL CANAL AND RECTUM

AcuTE PRURITUS ANt —Surrounding the anus there 1s a dermatitis patchy
or diffuse dry or weeping and which extends forwards on to the postenior
aspect of the scrotum or around the vagina Laterally and posteriorly 1t
wnralses only the skio w tppositon in the natal cleft

CHRONIC PRURITUS An1—In chronic prurstus an the changes are more
closely related to the anus but again may be patchy or diffuse m distsbution
Three degrees of severity can be distingusshed

U Furst Degree Chrone Prunitis Ant —The shin has an lmost normal
appcarance but on closer tspection three changes may be obsenved The foldy
of skin radating from the 1nus are more accentuated than normil owins to
oedema  the shin possesses a distinct pallor because of ¢pidermal thickening
and scattered around the 1nus are
small very superficial uleers often
hinear in shape and which appeir to
have been caused by scratching or
chafing

2 Secand Degree Chrome Prur
s An -=The changes are simir
to the abose but are more v anced
The ocdema of the shin folds and
the thickemng of the shin 2rc veny
marhed (Mg 172}

3 Third Desree Chrome Prur
s Am —In advanced long stind
ine cases the appearances are those
{ of leukoplakin clsewhere  The shin
s coarse and white The chanees
my be localised or ddffuse and ma2y
cxtend to the lesel of the muco
cutancous junction within the nnl

¥

3 4 cmmattFig 179
.
fro 173 Mucroscopic Pathology
Advanced chronic pruntus ant The cpxd(.‘fm!\ 1 thickened this

15 caused by prohiferation of the prickle culls hyperheratoss and prichy f;:!‘?:!
heratosts The rete pees are clonzated whilst the dornus shows a penerily

but muld nhiltration with wflammatory cclls

Symptoms of Pruritys Ant red

The wehimess 15 usually most marked m the cvening and all:;‘n;hl!‘::m "
During the day when the patient 15 occupied a1 »work the cg(v:gu“dm(m
troublesome  Warm weather ang woollen clathes arerasate ¢
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THE SURGERY OF THE ANUS ANAL CANAL AND RECTLM

A positive assurince that there 1s no malignancy and simple advice on
the subject of anal hygiene will satisfy a very laree number of suffrers with
pruntus am  Symptoms persist but they no longer assume a place of import
ance 1n the patients thoughts In a few cases examination will disclose an
obvious cause such as anal fistula third degree haemorrhosds threadworms
etc and naturally such will be attendcd to without delay

2 The Application of Soothing Lotions and Otntments

If symptoms continue to trouble him the patient 1s ashed to return in
four wechs time  An antiprunitic osntment such as \ylocaine five per cent
(Astra Sweden) 1s prescribed or a lotion such as lotio calaminae which
conttns one per cent phenol  As a rule the ndividual chimetan has his own
special preparation but it 1s wrong to order any apphcation without a complete
anorectal examination and without advising the patient on anal hyoiene
Anthistiminies fungicides antibiotics and hydrocorusone may be tried at this
stage but the results vary (Brossy 1953)

3 The Application of Elastoplast Strips fo the Buttochs to Prevent Chafing
Those whose symptoms persist require more active treatment  Relicf may
be obtamned and sometimes 1n drama
tic fashion by applying elistoplast
strps to the buttocks m such a way
as 1o hold them apart <o preventing
the continual chafing around the 1nus
Two or three strps of adhesine
strapping each about ten inches 1n
length arc apphed on each side  the
mner side of cach strip 1s placed yust
outside the pruntic area and with
teaction on the buttocks the strapping
15 gradually attached to the sk with
the outer end of the siip 1n the reglon
of the greater trochanter Patients ¢an
tolerate this strappine for severt dnvs
before discarding st Some re pply
- the strappne on thar own nitiatine
Adhewre urnp\’:lt: l:ép buttocks apart “"}L‘-)n and 1 symptoms return thie
way has proved a very useful pro-
L e 3.-“ n‘"lculc It should be tn~d
hen 1 wide area s ffected and
difficult 10 keep the battonks

Strapping the buttocks apr!
cedure 1n some cases esprenally when the pr
also i chrome prurtus am particularhy w
the surface 1s moist  In some obese subjects at 1s
apart without ordering the pauent to bed
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Chapter Thirteen
PROCTITIS (NON SPECIFIC)

HE term  sonspecsfic proctinis s gien to an anflammatory condition

affecting the mucosa and to a lesser extent the submucosa of the rectum
The symptoms of ths disease are charactertstic and the dragnosts readdy made
on ssgmoidoscopy It pursues a relatinely bemgn course despute the fact that
itappears to be allied to ulcerative colitis

On sigmotdoscapy, the leston 15 seen as o duuse inflammatory process
molvng the rectal mucos1 and extending upwards to a fevel which vanes
from about esght centsmetres to about fifteen centimetres from the anal verce
The transtion from mflamed to normal mucosa 1 well defined and takes
phee at about the same level around the circumference of the rectum  The
mucosa 1s red and friable and thichened so that the delicate sussely seen
normally i the mucosa standing out against the yellowish bachground ar
no longer vistble  Sometumes the mucost appears roughened and in such
cuses the term  granular proctitss” 15 used  Although the mucous membrane
1s friable actual ulceration is rarely seen

The lumen of the bawel contains blood starned serous flusd some mucus
and a htfe purulent exudite  The rectum 1s casily distensible suggesting that
the inflammatory lesion has not extended deeply

Histological cxwmnation of fragments removed for biopsy shows the
sucous membrane to be itact and the mucosa diffusely but not heavily
mfiltrated with smali round cells

Course Taken by Proctitis

Qf forty four cases observed by the wnter on one otcasion only dltd
the nflammation spread upwards to mohe the more proumal colon 03
the remasnder 1t remamned confinied to the rectum and after & vaniable pers
of tume usually resolved spontancousty

ALTIOLOGY

Certatn abscniattons lend support 1o the vt that proctitss a!l‘xli‘: :g
ulcerative colitis The sigmardoscopic appearanees i prochis are ;;r:m e
thos. 1 the non ulceratese phase of proctocolstis  Aran there 1s no o
A proctitis may sprend g mvolve the colon although this cauncn‘ s
Furthermore sp proctocolits the Jesion 35 wsualls of m;mm:xm ma:um -
the left half of the cojon ndeed 3t 15 not uncommon forl;;c(c;:tt“ priini
Ascemding colon to be relunely normal in appearince (Fes
and hine 1955 g b

It maght be postulated that when 1

us when
of ruduced intensity the resufting leston 15 1 proch FA
1 causcs 1 left sided proctocolis but when of maumum tatensty
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PROCTITIS {NON SPECIFIC)

Fig 177
Mr McD forty eight years Ulcerative proctocolitis of twenty years
duration recurrent exacerbations Banum clysma i November 1953
showed colon above recto sigmoid junction’ to be normal second
banum clysma in September 1954 revealed extension upwards to
mvolie whole of sigmoid colon On 1ith October 1954 one stage

pr performed C uneventful Note normal
appearance of caccum and proxumal ascending calon
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THE SURGERY OF THEL ANUS  ANAL CANAL AND RECTUM

diffuse ulceratine cohitis 1s the result (Fi.
g 179 T
from the histological studies of Lumb and Prothcroct(nlsgggfor} feceines support

Fi 178
Mr L D forty four years Ulceratne proctocohius of fen years duration
recurrent exacerbations  Barium elysma examination revealed typical insolvement
of rectum and sigmoid colon but remainder of colon appeared normal radio-
logically On 23rd December 1954 one stage proctocolectomy performed  Duning
apparently uneventful convalescence patient suddenly coflapsed and died from
pulmonary embolism on 4th January 1955 Notc wlecratnve proctocolitis extending
to descending colon non ulceratne colitis afecting transverse coln and normal
appearance of caccum

CLINICAL FEATURES

In the author s scrics of forty four cases women were more commonly
ifected than men  the average age of onset i the former was foriy three to
forty five years and m the latter thurty-cight to forty-onc years The yountest
patient was mineteen and the oldest seventy two (Table \)

The most common symptom 1s the passzge of blood with the motions
The amount lost ts small and ts mixed with the motions  Howcver b 18
persistent and by statmng the water in the closet cach diy eruses the patent
some alarm

The patient often complans of drrrhoca
that there 1s usually one relatinely normal bowel ac!
passage of a formed motion lthourh 1t may be corver
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THE SURGERY OF THE ANUS ANAL CANAL AND RECTUM

This 1s followed by two or three other attempts 1o defrecate usually tn the
mornng. but on cach occasion only a small quantity of bloodstained faccat
flud results  The cause for this darrhoea 15 as follows  when the patient
passes flatus a small amount of blood staned faccal fluid escapes msoluntanly
to avoid this unpleasant expeticnce the patient visits the Invatory wheneser
rectaf sensation demands it The patient may voluntecr the statement that he
feels unsausfied after defaccatian but this 1s not common

Tanr \
PROCTITIS (Non Spectfict
Author s series of forty four cases of procutis (non specific)

Female— 26cases  Averageage 43 to 45 years
Male— 18 " 8todl
Totaf 43 cases
Youngest patient 19 years
Qldest .

Average distance from anus to which proctitis extend d—12 em

These patients are usually of healthy physique A reclal examination finds
the rectum empty of faecal material The mucosa feels warm and smooth
although tn the hypertrophic granular form the roughness of the surfice can
be appreciated  There 1s some blood on the examuning finger  Proctoscopie
ind sigmordoscopie exanunation reveal the mflamed mucosa of the recium
this 1s red and friable but there 1s no ulceration  The upper finwe of the
iflamed mucosa can be reached and abose st the normil mucosa of the
sigmord colon can be scen A barium clysma examnation 15 normal

PDIFFERENTIAL DIAGNOSIS

‘The symptoms are very suggesine of a rectal neoplasm b\;l ;;lhr::::r!
cxamnation excludes this condittor  There are certam conditrons wiich aug

cause confusion

Proctocolitis
This term 1s used to designate inflimmitory festons nd( mc, r;ic:?;n:::]
colon the upper lesel of which cannot be reached on qcmmr::::(f; e
tion tFip 180 4 0 This dstingwishes the condition from y; Ot e
whale of the mflamed zone ts vistble A banum chsma ic(‘ha( e o)
of proctocolitts may be normal and it might be l\su;nc( e w0
of the wft immation s just out of reach of the uLmox o[sf:;;:: e et
but 1t 15 most important to remember that the lvr{v(ur r:xr AT
wunohed tn the acute stase o] proclocols and snff app
"
Innmll’l:)::Zc”gll:;:i"z::yll{ﬂﬁ' :ssg;ccm\cd and non ufcerated {un:\:” x::!‘ }33:
appcar{$ to be 1 phasc of the other  the presence of uleers +
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proctitis but the non ulcerative phase of proctocolitis has a similar appearance
to proctitts

Suppository Proctitis

Before vistting the surgeon some patients msert 2 suppository of glycerine
m order to clear the bowels The mucosa appears oedematous and 1s a little
friable a clear visctd fld 15 often present in the rectum but there 15 no
blood Further questioning reveals the nature of the proctitis

9]
A
Fic 180
A—Proctiis 1 Usually m'm ulcerahvc 2 Sigmoidoscope passes above
3 Rarely extends
B—Pmcmcolms 1 Ulc:muvc or non ulcerative 2 Sigmoidoscope does

ot pass above lesion 3 Barnium clysma may be normat

Antibiotic Proctitis

After the adminstration of antibrotics proctitis may supervene and may
last for some months before clearing Aureomyecin appears to be the one most
Iikely to cause this complication On sigmoidoscopy the appearance of the
mucous membrane 1s similar to that seen 1n the idiopathie form

Complete Prolapse of the Rectum

Complete prolapse of the rectal walls causes oedema of the rectal mucosa
and petechial haemorrhages Stamoidoscopy shows the mucosa to be pale
and 1n places friable and the vascular pattern is lost The patulous anus and
the scattered petechral haemorrhages are suggestive of prolapse of the rectum

Proctitis Arfefacta

In assoctation with Dr John Bolton the author has seen a patent
which a proctitis had been inflicted by the pauent herself It was not the
only lesion 1n this case as she developed multiple brutses over the legs and
arms The rectum showed a patch of proctitis in the muddle third caused by
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the mpmgement of a pencil on the under surface of the muddle sabwe of
Houston There was an exuberance of granulation tissue at this sie

Venereal Proctitis

This 1s an unusual leston The symptoms of proctitis follow exposure
to tnfection ether gonococcal or syphaitie Exarmnation may reyeal palpable
glands 1 the hollow of the sacrum There Mmay or may not be imohement
of the pertand shin Sigmosdoscopy shows scattered areas of proctitis wathin
the recium  the mucosa remans fairly pale 1 colour but m the arcas of
mflammation 1t 15 ocdematous and friable and 1 one of the author s c1ses
there were ulcers up to a cenfimetre in diameter

TRFATMENT

Since the cause 1s unknown there 1s no specific cure for prochns 1t i
tmportant that the paticnt be completody reassured that there 1s no malinancy
and this can only be done after a sigmoidoscopic examination At the same
ume the nature of the condition should be carelully explained to the patient
and he should be warned thar Ius svmptoms will persist jor a tume Y can
be reassured that it will not develop into a malignancy and that the Iikelthood
of a severe ulcerative proctocolitis supery ening 1s small

Chemotherapy antibtotics and such treatment have not proved of any
value at all 1o the writer s expertence nor have local applications i the form
of suppositories or retention enemas  The patient 15 advised to readjust b
mode of linmg to provide Jonger periods of rest and 15 gien mslrucuons Js
to how to mantun his hefth at a maximum level by these means natural
resistinee 1s increased and the progress of the discase cheched

Over the past twenty five years emotonal distusbances and personthity
traats have been regarded as important factors m colihis i proctis {Grace
Wolf and Woollf 1951} When a discase such s this continues to dt!yl
\1rious non-operative measures an cxplanation is sought m the patient sr:ccr;; lC
atstude  But any pecultanities 1n prochitis and proctocobiis appear to

11e of the incessant bleeding and pseudo-drarrhoca rather than the cause
sequel e o reon
in this disease the patsent should be regarded as a norm reacting P‘~] it
the diserse should be explasned to the patient who should be rc[;l\swrc( it
there 15 no malignancy present and told that the condstton will cure
without crusing permanent harm (Hughes 1956
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Chapter Fourteen
BENIGN TUMOURS OF THE RCLCTUM

THERE are two mmportant varicties of bensgn tumour 1 the rectum the
villous papitloma and the adenoma  Other types occur, but are either rare
or msigmificant

Cuthbert Dukes (1947) made a clear distinction between the papilloma
and the adenoma  he demonstrated the manner 11 which the papilloma arose
from the surface epthelium and the adenoma from the more deeply situated
mucosal glands However although the typical villous papilloma and the
typical adenoma have distinctive appearances f s usual to find features
of both i the same tumounr

Willis (1948) pointed out that the structures of these tumours are deter
mined by the size of the field of ongn of cell prolferation if the field of
ongm 1s imited the tumour will be pedunculated if extensive the tumour
will be sesstle A villous tumour s the natural result of a process of disordered
growth affecting uniformly a comparatively wide but nevertheless strictly
defined area of mucosa (Ewing 1950}

VILLOUS PAPILLOMA

Holmes in 1860 first gave these tumours their name They are usually
sessile and cover an area which vanes from a centimetre or two mn diameter
to one larger than the palm of the hand Charactenstically the tumour 1s
single but occasionally multiple discrete areas of mucosa are affected The
tumour 1s not often seen 1n typical form outside the rectum or lower sigmord
colon

Macroscopic Pathology

The typical villous tumour has a wnnkled folded or convoluted surface
and s raised above the surface epithelium flattening out towards the periphery
(Figs 181 182) The tumour has almost the same colour as the surrounding
mucous membrane and close 1nspection of the surface shows 1t to be composed
of minute vill: usually no more than a few mllimetres 1n length A layer
of mucus covers the surface and 1s responsible for the shiny appearance on
endoscopic examination

Micrescopre Pathology

The tumour has a connective tissue framework supporting a single con
tinuous layer of epithelial cells  The delicate branching villous structure 1s
only recognised as such when the plane of dissection happens to pass vertically
through the central stalk Deep 1n the supporting connective tissue 1t 1s not
uncommon to find typtcal glandular acim of the mtestinal type
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Fic 18)
Villous paptlloma of rectum  Tumour almost enaircled
middle third of rectum  Abdominal cxcision and trans
anal anastomosts (Mrs C fifty five years)

v

——d

Fro 18-
Villous floma of rectum  Tumour situst & en Joweu
third of ’r':crx‘um Was flaated off musie with ad emilin and
saline solutron (1 250000) and excred  Two and 3 hall years
Later no sign of focal recu ren ¢ (Mrs YV )
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BENIGN TUMOURS OF THL RECTUM

Climcal Features

‘The tumour usually develops n later adult Iife and cighty five per cent
arc found over the age of forly five years Men and women are equally
affected

1 Diarruora —The most characteristic symptom s the frequent passage
of mucord material derived from the mucus secreting cells of the tumour
the mucus may be mixed with brown faccal material or 1t may be quite clear
This profuse discharge of mucus s almost diagnostic of a villous tumour  1f
the tumour 15 low 1n the rectum 1t may be responsible for the feeling of
unsatisfied defaccation

2 RreraL BLeLpiNG —The mucus 1s often tinged with blood but severe
bleeding 15 most unusunl

3 PamN —If the tumour 1s situated 1n the upper part of the rectum or 1n
the lower sigmord colon 1t may form the apex of an intussusception and may
be responsible for severe lower abdominal pain  In one such case referred
to the wnter recurrent episodes of this type of pamn were investigated but
despite repeated sigmordoscopic examinations and barium clysmas no cause
was found sigmoidoscopy during an attack of pamn in the muddle of one
night revealed the tumour intussuscepting into the rectum

Physical Examuination

Most of these tumours can be felt with the finger and very few are beyond
the reach of the sigmotdoscope  The tumour 1s quite soft and could be missed
altogether with careless examination 1t 1s slippery and difficult to define and
therefore the area nvolved 1s hard to estimate 1t 1s mobile and superficral
It 15 not friable and if there 1s any blood on the examining finger 1t 1s merely
a frace

On nserting the proctoscope and withdrawing the obturator a quantity
of mucus may flow out of the rectum The mucus on the surface of the protu
berant tumour glistens n the light of the proctoscope or sigmordoscope The
colour of the tumour 1s that of the surrounding mucous membrane no indura
ton 1s noted when 1t 1s palpated with the end of the sigmoidoscope and 1t 15
not particularly friable

Diagnosis

The most important differential diagnosts 1s from malignant disease The
villous tumour 15 bemign and can be cured by local excision but treatment of
amahignant tumour 1n such a conservative way nearly always fails

The presence of an area of mduration however small must be accepted
as a definite indication of malignant change if sigmoidoscopy reveals an
ulcerated surface a diagnosts of malignancy can be made with equal certainty
A biopsy might be taken from the suspicious area but 2 neganve result will
not exclude malignancy

189



THE SURGERY OF THE ANUS ANAL CANAL AND RECTUM
Treatment

The tumour shoutd be remo ed because of the distressing symptoms which
1t causes and because of the possibihty that t may become rfx:lltgmut Simple
ablation of the tumour without damage to the anal sphincters should be. the
surgeon s am but the manner 1 which this objective 1s atratned will depend
on the circumstances

SuaLL TUMOURS IN THE Lowir RECTUM —A small tumour t the lower
half of the rectum can be removed through the anus  The 1nal canal 1s gently
dilated the tumour 1s serzed 1n sponge holding farceps and 1s withdmwn beyond
the anal verge  sometimes 1t 1s possible to treat tumours as high as the recto-
sigmoid junction 1n the syme way but this 1s not <o e1sy  The adjacent mucous
membrane 1s drawn down with the tumour which 1s excised with 1 Jar nm
of normal mucous membrane  This 15 usully done after teansfivion wnd hea
tion of the pscudo pedicle

LarGt TUMOURS 1% THE LowrR Rictust—Ths ss perhaps onc of the
most difficult problems the proctologist encounters  Undoubtedly the eastest
way to effect a permanent cure is 1o excise the rectum and give the pihient
acolostomy but this should only be advised as 1 last resort

In two cases the writer has achieved success by floating the tumour off
the musculanis with a solution of adremaln in normal sahne istrencth
1 250 000 injected into the submucosa  The tumour s then excised and the
edges of the resuling mucosal defect are sutured together as far as possible
whtle the tumour 1s withdrawn towards the anus A regular post-operatine
cheek 1s mawntained and of a recurrence should develop it can be treated with
dithermy or by further exctsion

Suatt Tumours v Tir Upper RECTUM —Smnll tumours in the upper
rectum may be withdrawn sufficiently to permit satisfactory removal by hgn,
ture and exciston but most hugh tumours cannot be treated in this way and
will require removal through an abdomina) approach ™

The abdomen 15 opened through a lower Ift paramedian mcmﬁn T!:
antenor aspect of the upper half of the rectum s incised Tongitudinally h‘c
edges of this icision m the rectum afe retracted by means of guy ‘“";m ';)w
tumour 1s grasped and excised and the mucous membrane ulzlurs e
mnersion 10 the bowe) 1s closed in two layers and the tbdomen closed wi
without dromnage A caccostomy or coloslom) 15 UNRECessary

Larce Tuvours v Tie Uprte Rectuv —Extensne ullou;::gl::;sﬂ:
the uppec half of the rcc’trl;,m are b‘cst‘ :lrc;m:“}?( ;:(zﬁféf;m::;cc e betore

} e rectal stum
3’0”5 ‘“ﬁ:?;,‘? 3 1 because if exciston Ix:;sﬁcnul;:c‘zm‘s}fc;; Ja;l;;'r’::
poction will have to be exersed  If the m;h:;cldnm’ li:suixc ta perform an
anastomos are formuable the sureos 0T fect function 3t 15 preferble
abJomino-anal anastomosts because despite tmper

to 1 permanent colostomy
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ADLNOMA
The term adenoma 1s given to compact bemgn tumours composed of
glindular tissue  they are cither sessile or pedunculated and vary from a few

Fic 183
Pale sessile adenomas

Pale sessile n d of ulcer of rectum

11 q

res to five €s Or more 1n The tumour appears to
be most common 1n the rectum and lower sigmoid colon but this 15 probably
due to the ease with which 1t 1s seen with the sigmordoscope when low 1n the
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bowel and the difficulty 1n demonstrating 1t when at a higher fevel  The
tumour may be single or multiple  when the whose of the mucous membrane
of the large bowel 1s covered 1t 15 referred to as famhial intestinal poly posis

Macroscopic Pathology
, Adenomas are either sessile or pedunculated and erther pale or red 1n
colour

PALL SESSILE ADENOMAS —These tumours are usually about a centimetre
or less in diameter They are
well defined and have smooth
unbroken surfaces projecting jJust
above the level of the mucous
membrane  Onc or more are
nearly always in the neighbour
hood of a carctnomr of the
rectum but they are also com
monly scen i the absence of
mahgnancy (Figs 183 184}

PaLE Prouncutaten Aor
NoMAS — These  tumours  arc
small and wregular and have a
comparatinely broad stalk  Both
tumour and stalk hne the same
colour as the mucous membrine
(except whea the lwter s pio
mented as o melanosis coh
when the tumour remains pale)
and convey the impression that
they are the result of some early
meonsequenty] growth deform
iy (Fig 185)

i 185 RFD SESSILE ADENOMAS —
Pedunculated pale adepoma  Several pale sessle  These tumours may be of am
adenomas in region size  they are attiched to the
mucous membrane by a broad bse and project a sarable du[l:m;‘i- 'f";(:{.:bc:
lumen of the bowel (Figs 186 187y They possess a red and r}a 3 jurface
which may be smooth or rough  close mspection may show a velvely
caused by vallous processes
— = umour
RID PIpuscuLIaTrn Aprsosas —These por
appreciable size  They arc wimilar 10 appearan ¢ o the ;C“dcl‘l‘\‘:x{:;l? Y
are suspended fram the mucosa by & sisapdike pedicle l(}{‘ xs]“‘
and allaws the tumour 1o lie frech 1n the lumen of the bowel (Fie
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Fic 186
Red sessite adenoma of recto sigmoid junction Segmental resection and

primary anastomosis

Fie 187
Benrgn adenoma close to large carcmoma of

recto sigmoid  Junction

Palliative resection

and pnimary anastomosts
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Microscopic Pathology

On microscopic exammmation the tumours will be found to possess a delt
cate stroma supporting groups of cells arringed n regular fashion around
actm  The pale varteties have a sohd and relatively avascular stroma with
nuttle glandular ussue  the red adenomns have a finer and much more vascular
stroma and the cell groups are more abundant (Fig 1894 8}

Tio 188 .
Pedunculated red adenoma of recto sigaord guaction Scgmenta

and primary

Clinteal Features
Adenomatous polyps re sce
monly unti! later m adult hife In most mstances they m:’::,,:
and are discovered mn the course of routine ano-rectal examiny )
na
BLI EDING ~~The commongst symptom is blecdhing  this 1 usually <
1n quantity and the blood smears the surface of the motion oy
um
Provarst —Pcdunculated adenomas in the fower par:c 051 :i‘:a:;;:m o
prohipse through the anus duning defaccation and c;;‘ur§ e replaced
prolapscd tumour may return spontancously but somch
by the patient

cade of hife and then uncom
n mn the hrst dei e s
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Physical Cxanination
Tumours situated n the lower rectum are usually palpable  The pale

o iy sl p
g h)

S o IR, v o \.‘_f
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Fio 189
A—Pale adenoma  Stroma dense and glandular formation scattered
B—Red adenoma  Delicate vascular stronia supports a regular atrange
ment of cells

sessile adenoma 1s firm and feels like a gritty nodule whilst the pale peduncu
lated adenoma 1s difficult to feel the red sessile tumour 1s soft relatively
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mobile and hard to define whilst the pedunculated red adcnoma ts extremeds
mobile and elustve although soft smooth surface can usually be appreciated

Endoscopic exanunation will enable a dingnosis to be made  Jt 1s mot
useful n visuahsing those tumours i the upper part of the rectum out of
reach of the finger  As the mnstrument 15 passed up the rectum streaks of
blood and mucus can often be seen on the surface of the otherwise normal
mucosa and thts will proside a valuable clue as to the presence of a tumour
at a lgher level  Sometimes 1t 1s not posstble to visualise the tumour but sf
the exammation s repeated a day o two later 1t may be obvious Peduncy
lated red adenomas tn the upper rectum appear to lie freely tn the lumen and
denuification of the paler pedicle strap may be impossible ~ such tumours can
be moved about very castly with the tp of the sigmordoscope

Diagnosis

The presence of an adenoma 1s easily established by endoscopic exammna
tion but two errors may be made in the diagnosts

An adenoma may be seen and nmught be regirded as the cause of the
patient s symptoms when 1n actual fact there may be a carcinoma at a hicher
Jevel  When the rectum 15 lard open post-operatively after removing 1t for
malignant disease 1t 1s common to find an adenoma m close proxumity to th=
ncoplasm (Fig 187)

A malignant adenoma mught be regarded as a betugn tumour and treated
madequately by a purely local removal  as a result there may be an aveidabl
delay 1n the recogmition and adoption of more appropriate radical treatment
If all red adenomas are viewed with suspicion espectilly when sessile mstakes
of this nature should be less common (Chap 15)

TRLATMENT
houch

Pale 1denomas whether sessile or pedunculated seem innocuous alt o
they are commonly seen as satellites tn the neiehbourhood of In (c!g;ccl:\ i
Therr presence should mitensify the chmean s search for ”}fyfc e able
apart from this these fumours can be rgnored althaugh it woul
to susgest an annu 1) examination hencelorth

Sessile Red Adenomas

These tumours should be treated by excrsio
of the surrounding tissuc bee tuse of the difficulty in dcmdm:m
these tumours arc bemgn or mthgnant If the lumnu;'1 " e pedicle 1
low in the rectum 1t can usually be withdrwn nn.i; :»ur:“(m o be
formed transfixed and ligated If the tumour 1s st B o T
so treated 1t should be scrzed by the l(r;nchvcmo:]do‘mm P

d the stump of the pudicle gently diathermic vl

o alnarglc ;cssllr,c adcnomas should be treated by 2 y'm:::‘?x::\(u::mt"hl
which should nclude the regronal lmph ficld aithour!
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BENIGN TUMOURS OF THL RECTUM

be found bemgn even with repeated biopsy examunations the writer regards
them with suspicion  If the tumour encroaches on the anal sphuncter region
combuned excision of the rectum with permanent colostomy should be advised

but 1n most cases 1t 1s possible to perform an anterior resection and end to-end
anastomosss or an tbdomno anal anastomosis with preservation of the anal
sphincter

Pedunculated Red Adenomas

These tumours should be excised by division of the strap like pedicle after
hgature  In most instances endoscopie removal 18 possible  Pedunculated
tumours low i the rectum can be brought outside the anus and here transfixed
ligated and excised  Small tumours at a higher level can be twisted off and
the pedicle touched with the dathermv in order to reduce the amount of
bleeding Large pedunculated tumours in the upper rectum will be best
treated by a trans abdominal approach  the rectum 1s opened by an anterior
longitudinal ncision and the adenoma excised after which the ncision 1n the
rectum 1s closed 1n two layers

Duathermy n the T of Papill and Ad of the Rectum

Some surgeons favour destruction of the tumour with diathermy ~ Sessile
turmours are removed piecemesl whilst pedunculated tumours can often be
completely removed by severing the pedicle with the diathermy  Frankfeldt
of New York 15 2 leading exponent of this method but 1s selective 1n hus choice
of cases and for the large tumours advocates surgical excision (Frankfeldt
1952) A diathermy excision may later prove to be incomplete  haemorrhage
primary and secondary and perforation are important complications Instances
of explosion complicating diathermy within the rectum have been reported
(Galley 1955) In one such case the surgeon had placed two cotton wool
tampons 1nto the rectum above the level for the diathermy an electrode was
passed down the proctoscope to the mucous membrane and as the foot switch
was closed there was a loud report and an explosion which wrested the procto
scope from the surgeons hand and ejected the tampons with considerable
force Fortunately for the surgeon the deflection of the proctoscope pre
vented lum from recenving the full force of the ejected tampons and they
hurtled past lum and hit the wall belund hum  The patient was shocked and
complained of abdommal pain  the abdomen was explored but apart from
bruising of the walls of the sigmoid colon no perforation had taken place and
the patient recovered (Moutier 1946) Complications of this nature can be
prevented by ntroducing a steady stream of some mert gas such as mitrogen
or carbon dioxide by means of a fine catheter passed to the end of the
mstrument

FAMILIAY INTESTINAL POLYPOSIS

Famihal 1ntestinal polyposis 1s a hereditary disease characterised by the
development within the colon and rectum of Jarge numbers of sessile and
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mobile and hard to define whilst the pedunculated red adenoma 1 evser !
mobile and clusive although soft smooth surface can usually be approca &

Endoscopic exarinatton will enable a diagnosts to be made It 1s o
useful n visuahsing those tumours wn the upper part of the rectem out
reach of the finger As the mstrument 1s passed up the rectum streaks of
blood and mucus can often be seen on the surface of the otherwise norre!
mucosa and this will provide a valuable clue as to the presence of a twrow
at a lgher level  Sometimes 1t 55 not possible to visuahse the tumour bu' ¢
the examination 15 reptated a day or two later 1t may be obvious Pedu v
lated red adenomas n the upper rectum appear to e freely 1 the fumen ard
denuficauon of the paler pedicle strap may be impossible  such tumours ¢*.
be moved about very easily with the tip of the sigmoidoscope

Diagnosis

The presence of an adenoma 1s eastly established by endoscopie cxamie
uon but two errors may be made 1n the diagnosis

An adenoma may be seen and mught be reparded as the cause of t
patient s symptoms when n actual fact there may be a carcinoma at 3 Prebt
lesel When the rectum s laid open post-operatively after removing 1 T;‘f
mahgnant disease 1t 15 common to find an adenoma tn close proumity fot
neoplasm (Fig 187) N

A malignant adenoma might be regarded as a bemgn tumour and "(?:;l'
madequately by a purdly local removal  as a result there may be an 2ol ot
delay m the recogmtion and adopuion of more appropnaie radical (rcalm; N
1f all red adenomas are viewed with suspicion especially when sessife mista
of this nature should be Jess common (Chap 15)

TREATMENT

Palc adenomas whether sessile or pedunculated scem gho
they are commonly seen as satelhies m the nershbourhood of o casc y
Thesr presence should intensify the chimeans search for mhmm:;?mb!
aprt from thus these tumours can be tgnored aithouth 1t would b @
to sugeest ah annual examination heneeforth

ANOCLUOUS althouth

Sessile Red Adenomas ort "
These tumours should be treated by excision neludinga gcncm:\rf‘ot rd
of the surrounding tissue because of the ddficulty 1n deaidine “h;“ ;d furh
these tumours are bemign or mahignant  If the tumour is «mal ;cd‘dc a0
fow 1n the rectum 3t can usually be withdrawn and the WCUdC;“ch o be
formed transfived and higated If the tumour 15 small but w00 o et
so treated 3t should be seized by the longhsngmo‘x!dowﬂr’c forceps 3
ofl and the stump of the pedicle gently diathermic ol
Large scw]‘:- 'u)cnc’:mas should be treated by a more md‘:“:}u::f; o~
which should taclude the regional lymph ficld although these (U
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be found benign even with repeated biopsy examinations the writer regards
them with suspicion  If the tumour encroaches on the anal sphincter regton
combined exciston of the rectum with permanent colostomy should be advised

but 1n most cases 1t 1s possible to perform an anterior resection and end to-end
anastomosts or an abdomino anal anastomosis with preservation of the anal
sphincter

Pedunculated Red Adenomas

These tumours should be excised by diviston of the strap like pedicle after
higature In most instances endoscopic removal 1s possible  Pedunculated
tumnours low 1n the rectum can be brought outside the anus and here transfixed
hgated and excised  Small tumours at a higher level can be twisted off and
the pedicle touchea with the diathermv in order to reduce the amount of
bleeding Large pedunculated tumours tn the upper rectum will be best
treated by a trans abdominal approach the rectum 1s opened by an antertor
longitudinal ncision and the adenoma excised after which the cision 1n the
rectum 15 closed 1n two liyers

Diathermy 1n the Treatment of Papill and Ad: of the R
Some surgeons favour destruction of the tumour with diathermy  Sessile
tumours are removed | I whilst ped lated tumours can often be

completely removed by severing the pedicle with the diathermy  Frankfeldt
of New York 15 a leading exponent of this method but 1s selective 1n his chorce
of cases and for the large tumours advocates surgical excision (Franhfeldt
1952) A diathermy excision may later prove to be imncomplete  haemorrhage
primary and secondary and perforation are important complications Instances
of explosion complicating diathermy within the rectum have been reported
{Galley 1955) In one such case the surgeon had placed two cotton wool
tampons 1nto the rectum above the level for the diathermy an electrode was
passed down the proctoscope to the mucous membrane and as the foot switch
was closed there was a loud report and an explosion which wrested the procto
scope from the surgeons hand and ejected the tampons with considerable
force Fortunately for the surgeon the deflection of the proctoscope pre
vented lum from recewving the full force of the ejected tampons and they
hurtled past lum and hit the wall behind hum  The patient was shocked and
complained of abdominal pain  the abdomen was explored but apart from
bruising of the walls of the sigmoid colon no perforation had taken place and
the patient recovered (Moutier 1946) Complications of this nature can be
prevented bv introducing a steady stream of some mert gas such as mtrogen
or carbon dioxide by means of a fine catheter passed to the end of the
instrument

FAMILIAL INTESTINAL POLYPOSIS

Famthal intestinal polyposts 1s a hereditary disease charactenised by the
development within the colon and rectum of large numbers of sessile and
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pedunculated adenomatous tumours caused by an excessive proliferation of
the glandular epithelum 1n the mucous membrane of the colon and rectum
It 15 a rare condition which does not usually mamfest stself unnl luter chuld
hood or carly adult hfe

The disease appears to be mhertted as 2 Mendelian domimant  In twenty
two of thirty three families wn which the condition occurred and which were
investigated at St Mark s Hospital morc than one member of the family were
affected  Analysis of this group of wenty tho farmihies showed that the sexes
were equally affected and that either transmitted the disease  that in most
poly posts families only haif the children were likely to inhent the abnormaliy
the remander bemg normal  that wsually only those who inhented the
polyposts transmutted 1t to the next generation  The severity of the disease and
the hiability to cancer of the rectum or colon vaned considerably 1n diffcrent
famulics  In fanulies in which the polyposts developed carly n hfc cancer
frequently followed within ten to fifteen years whereas 1n families 1n which
polyposts occurred later the precancerous meubanon period was longer so
that patieats might dte fromt natural causes  before intestinal cancer had time
to develop (Cuthbert Dukes 1952)

In the remaiming efeven families only one member was affected  Althouch
such cases have been regarded as different from the typical familial examples
Dules could not find any diffcrence in size number and distribution of the
tumours nor any difference in the age of onset symptoms or course of the
diserse  Solutary cases of polyposis also tend to develop caremoma after the
same period of fifteen years  The average age of death from carcmnoma proved
10 be the same for both soltary and familial cases  Duhkes suggested that
further observation might show that these cases are the first mamfustation of
a gene mutation and although these patients have not inhenited the discase
they may eventually transmit st to their offspring

Surgteal Pathology

rgThc mucosa of the colon and the rectum 15 diffusely studded with palyps
of all sizes  some are sessile and others pedunculated  The mucosa between
the tumours appears normal

The tumours are at first non mahgnant and

fter an interval of a few months or yecars carcinoma devclops 1 one @ more
of these adenomas the onset of mahgnaney bene indicated by incresse
size darher colour firmer consistency and fater frank vlceration

most of them Temasn <o but
T More

Chmical Features

The patient complatas of
the amount of blood which 1s |
noma has supenened

Digutal examination of the 1
althaugh «f the cxamuner 15 hasty |

dirthoca with the passaze of blood and mucth
ost 15 inconsiderable untess an uheratine Qo

cctum discloses the aumerous smalt whn
hey mas casity be overlooked Siemo d
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scopy permuts visuahsation of the tumours and barium clysma examation
will confirm the diffuse nature of the disease

Dufferential Diagnosis

1t 1s not uncommon to find four or five pedunculated and sessile adenomas
in the rectum but they are separated from one another by an appreciable
distince  These cases should not be classified as famihal ntestinal polyposts
where the tumours are present in very large numbers

In vlcerative colitis pseudo polyps appear on the mucosa and closely
simulate famihal polyposis  In these cases the symptoms are severe and the
patient often seriously 11l The intervemng mucous membrane ss inflamed
and friable Barium clysma examination may show relatively httle disturb
ance i the caccum and ascending colon but 1n the left half of the colon there
1s lack of haustration and filling irregulanities caused by ulceration of the
1ntervening oedematous mucous membrane

TRLATMENT

The danger of carcinoma supervening on this disease 1s so great that the
bowel should be removed The experience gained at St Mark s Hospstal
ndicates that active surgical treatment certainly prolongs ife  One of two
procedures 1s performed

Abdomino Perineal Excision of the Rectum, Total Col y and P
Teostomy

This 1s the more radical procedure and 1s followed by permanent relief
from the possibility of carcinoma developing The operation 1s done 1n one
two or three stages but the writer prefers a one stage pnimary procto-colectomy

Colectomy and Ileo Rectal Anastomosts, after Cleaning the Rectum of Polyps
by Previous Diathermy

The rectum 1s first cleared of polyps by endoscopic diathermy this
requires repeated vistts to the theatre but it s not necessary for the patient
to stay n hospital during the whole of this period  When the surgeon 1s
satisfied that the rectal mucosa 1s free of polyps he can proceed to colectomy
and anastomosis of the ileum to the upper third of the rectum  The patient
will subsequently require regular re-examnation of the rectal stump sp that
new polyps may be detected and diathermied and any tendency towards
neoplastic changes diagnosed at the earliest stage of development

FIBROUS POLYP OF THE ANAL CANAL

Pedunculated fibrous tumours are not uncommon 1n the anal canal These
tumours appear to be excessively enlarged anal papillae which have gradually
developed a stalk probably as a result of efforts to extrude them at defaecation
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They are usually rounded or oval 10 shape with a diameter which vines
from one 10 three centimetres  they are attached to the mid portion of the

Fiu 190 b
f anal canal semened by excruon 3
A Tibrous polyp of o

frer figatr n e f

B \licroscopc examination reveals chicfly fitrous tost

ars he o yellonphubite

anal canal by o thick vascular stalh The lumomn S b ey

colour and possess a thich  coarse outer caventng
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avascular on section (Fig 190A)  Microscopic examination shows them to be
composed chiefly of fibrous tissue (Fig 190 p)

The chief symptoms are firstly the presence of a lump and secondly
panful and uncomfortable defaccation  Bleeding may be observed by the
patient but this comes not from the polyp but from the anal canal mucous
membrane which 1s dragged down by the prolapsing polyp The polyp can
be palpated casily and can be seen with the proctoscope

If the polyp causes discomfort 1t can usually be removed under local
anaesthesia and without the need for the patient to enter hospital  The polyp
15 first withdrawn through the anus and a few drops of a local anaesthetic
mjected 1nto the pedicle  After a few minutes have elapsed the polyp may
be grasped with a pair of forceps and withdrawn sufficiently to permit a
ligature to be tied around the pedicle and the polyp removed Post-operatively
the patient should be warned that he will experience discomfort when the
effects of the local anaesthetic have worn off and also that some bleeding 1s
not uncommon about a week or ten days afterwards
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Chapter Fijtcen
CARCINOMA OF THE RECTUM

CARCINOMA of the rectum has been recognised by physicians since the
very earhiest times Galen (oD 138) wrote  Scirrhous 1s a hard heavy

immobile and painful tumour carcinoma 1s a very hard malignant tumour
with or without ulceration  Its name comes from the ammal callcd the erab

John Arderne gave an excellent description of the disesc. 1n the fourteenth
century and was unable to recall any case which survived for more than a
relatively short ime after diagnosis had been made

Although sporadic attempts were made to treat the discase by local
extirpation at was not untd late 1n the ninetcenth century that the surgical
treatment of carcinoma of the rectum became definitely established and has
now wmproved o such an extent that the rectum s recogaised as one of the
more favourable organs for cancer from the pomt of view of prognosis

The rectum s one of the common sies 1n which carcinomn develops
(Fig 191}  Only breast stomach lung colon and uterine cervix arc more
frequently wnvolved The rectum and sigmoid colon together account for
about three-quarters of the tumours occurnine i the large bowel (Fig 192)
Carcinoma notifications reveal that approximately one hundred new cases of
carcinoma of the rectum are registered cach year from six public hospitals
in Melbourne  In about four per cent of instances carcinoma of the rectum
15 assocrated with a second neoplasm csewhere 1n the Jarge bowel {Table \I

Taste Al
INCIBENCE OF TUMOURS OF THE LARGE BOWEL ASSOCIATED WITH
CARCINOMA OF THE RECTUM AND ANAL CANAL IN 227 CASES
9 cases 4%
Carcinoma of the rectum associated with car@inoma of the caecum 2

Carcinoma of the rectum associated with carcinoma of sigmod of Fectosgmend 7

ALTIOI OGY OF CARCINOMA OF THF RFCTUM

Rectal Polyp o

Whether or not a bemgn rectal polyp can become maliznant ss unc;‘r:gm
1t 1s impossible to decide whether a polyp ts bengn or malmr:!nnl O(Ir‘nlm:m
scopic exammation A polyp might be regarded s bemign an nlomﬂmmnl
adwised  the subscquent replacement of the polyp by = 1\‘pnca i
neoplesm mught be considered as evidence of maliznant trany ogn O e
presiously bemgn tumour when n actual fact st represents m:-; } o et
ment of a precustine focus  With this quilificanon a rec pa
be regarded as a pre malignant lesion (F1z 259
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v
.

Fic 191
Cancer notfications Melbourne 1940/41—1946 51
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Fio 192
Incidence of carcnoma of large bowel and rectum in a consecu
tive sertes of cases treated at the Royal Melbourne Hospital
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Farmbal Intestinal Polsyposis

This 1s an smportant pre-disposing condition Carcnoma duvelops about

Fua 193
Carcinoma of rectum comphicatng muluple poly

pous (Mr S thuryy (our years  Twebe days

abdminal pain Framunation revealed carainoma

sn upper third of rectum and multiple polyposts

Heostemy rrlormcd on 6th Apnl 1990 combined

evayon of rectum on ISth .‘{ 1950 Alve and
well afrer five and a half yeary)

nimes more common as 4 cuse of detth un this d

asa whole (Fix 193)
204

ten or fiftcen years after the first
onsct of symptoms The averice
age of patients with carcsnoma
of the rectum assocrated with
polyposis operated on at St
Mark s Hospital was thirty wo
years 1s compared with fifty
seven years for those without
polyposis (Fig 193)

Chronie Ulcerative Calitis
This disease 1s now accep-
ted by nearly all authonitics as
an amportant predisposing con
dition and the risk of cancer of
the colon and rectum s preater
i uleerative cohtis than an the
normal  bowel (MacDouesll
1954 Cuthbert Dules 1954
Zetzel (1954) after reviewine
current oprmons  observed that
cancer developed tn three per
cent of 1l patients with colstss
wn clesen per cent of those
treated surgically and n twenty
per cent of those with cohns of
ereater than twenty years durs
tion There s no way of predict
e which pient will develop
carcinomt and even those wath
muld disease arc more prone (0
crctnoma  thain those  wuh
normal bowels (Wheelocd and
Warren 19550 Followinz an
andysis of 1.500 cres Bargen
and hrs assountes at the Mayo
Chmic (Bargen eral 1959 con
cluded that carcnomt of tle
large bowel 15 fwenty §o thirty
e 1se than i the popuhition



CARCINOMA OF THE RECTUM

PATHOLOGY OF CARCINOMA
Or THE RCCTUM

Macroscopre Pathology of Carcinoma of
the Rectum
Cuthbert Dukes (1949) distinguishes
sic varieties of mtestinal carcinoma and
his classification applies to those found in
the rectum

1 MALIGNANT ADENOMA — This
refers to a ¢iramoma In a pre-existing
adcnoma  The adenoma may be sesstle or
pedunculated when 1t 1s suspended by a
strap-hke attachment  Tymcally a mahg
nant adenoma has a darker colour than
the bemign and 15 indurated and ulcerated

2 MALIGNANT PariLroMa —Villous
papillomas have a characteristic convol
uted surface and they are composed of
masses of delicate vilh which give the
tumour a velvety appearance When
malignant changes supervene the greater
part of the tumour remarns bemgn whilst
the affected portion becomes irregular and
ulcerated and the vilh short and ngid

3 PROTUBLRANT CARCINOMA —This
tumour differs from the malignant papil
Joma 1n that 1t 1s malignant throughout
It projects into the bowel and although
it may be large there 15 often lttle
nvasion through the wall of the rectum
(Figs 195 196)

4 ULCERATING CarciNoMa —This 15
the most common variety the tumour
may be quite small and yet show distant
metastases  As the tumour ncreases in
size 1t spreads around the bowel m a
crrcumferential manner (Fig 197)

5 STENOSING CARCINOMA —This
type of tumour 1s more frequently seen 1n
the recto sigmord region than lower 1n the
rectum  The tumour 1s relatively small
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Fic 194
Multtple carctnomas m rectum  super
vemng on ulcerative cohtts (Mr D
fifty seven years Ileostomy performed
for ulcerative coliis of thirteen years
duration Colon not removed and eight
years later developed mass alongside
apus  On §th March 1955 combined
exasion of rectum performed Two
other primary tumours noted in speci
men  Remained well for twelve months
Died few days after sudden onset of

ascites )
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Fre 19§ Fro 195

Fr 195 —Small protuherant caranema of rectum (Mr BB waty-enght yea s
Two weeks prior to consultation pasted quaniity of M~ with 3 rction Lo
pined cvaisron of rectum perfc rmed on €t Apnil 1954 Dicd of congestive cardisc
failure on 13th December 19¢4 There was no sign ¢ f recurren~  Tum sar 14 3
protuberant csremnoma of low grade tstol gcal actsny and witheut gland s
prea
Fre 196—1arge protuberant caran ma in midd'e theed ¢ { the rectum (M W
utly o years  Fuche months blood in mchions Combined ercruon of rectam
on 28th \fzy 1953 Th ce years later no spn oF recurree ¢y
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Fig 197 Fic 198
Fio 197-Ulceratng caramoma Jower thud of rectum (Mc B, sixty two years Eight
months unsausficd defaecation and blood sn motions At operation on 8th November 1954
massive glandular deposits and extensive wvolverrert of liver found Gamed three stones 1n
weight over nett twelve months sivieen months after operation stil a excellent bealth )
Fig 198—Stenosmg _carmnoma  (Mss C  seventy years Increaung constpation of one
month s duranon  Combined exasion of rectum performed on 6th May 1954 Erghteen
months later well without sign of recurrence )
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and dense and fibrous tn structure and 15 responsible for a very tight strcture
(Fig 198) )

6 Ampicat CARCINOMA —Tumours which do not comply with the 1bove
charactenstics may be classificd as aty pical

Prognostic Significance of Macroscopic Appcarance

Protuberant tumours are usually of Jow grade mahignancy in contrast to
the much more actne deeply ulcerating tumours

Cuthbert Dukes (1949) observed that many of the veny large neoplasms
extended widely over the surface of the bowel but possessed httle tendency
ta mvade I a consccutive series of 1500 cases of rectal cancer he found
thirty 1n which the primary tumour was more than four inches 1n diameter
the ncidence of lymphatic metastases 1n these was ten per cent less than thn
found with average size tumours At the other extreme he noted that very
small tumours often proved to be aghly mahgnant and were found 1o pne
nise to widespread metastases The records from St Mark s Hospital show
that [ymphatic metastases are more common 1t tumowrs Jess than an wnch
m diameter

Microscopic Pathology of Carcinoma of the Rectum

Cuthbert Dules has diided rectal carcinoma into three main histologsen)
groups
1 Aorsacarciosta —The tumour 15 compased of columnar or cubordal
cells arranged fof the most part in a tubular or acinir pattern surrounding
glandular spaces which may be wregular n shape and cither emply or partly
filled with cellular debris There 1s no sign of mucus 1115 the most common
Iustological vancty and may be divided further nto low merage and high
grades of malignancy according to the degree of anaplasia present (Fig 1993

2 Cotrom CARCnOMA —This has a sumlar structure to the adeno-
catcinoma but differs 1n that mucus 1s present 1T stored in indinidual cells
the mucus gies @ signet oing  apperance but of sccn.{::d ntoe the fissue
spaces the cells arc found sn groups within the mucus (Fig 200)

3 CaRCINOMA StatpLiy —This term describes an anaphste type of car
cinoma composed of polygonal and spheroidal cefls wathout ghndu;ar du!P("’
ton or evidence of mucus secreton The cells might be scattered sinely or
m clusters of arranged mn solid trabecular or afveolar pattern There 15 2

special tendency towards metaplasit

Prognostic Signtficance of Microscopie Appearance
The adenocarcimoma s casily the most common histolopcat tpe of

bous esehity per cent of the
wmour found Cuthbenn Dukes has found that & renont lur}noun e

high grade and twenty per cent of the low grade ma "
mfl:lﬁaccs and that gbr:scul thirty per cent of patients \mr‘n hlg:j xi?ii:n;::i
nanctes and aixty per cent of those with low crate mibirare
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five years fater  Broders (1920) also showed the importance of the microscopic
appearances in estimating the prognosis and his classification has been widely
used the tumour 1s classified as Grade 1 when 100 to seventy five per cent
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Fio 199
A—Adenocaranoma of rectum  Well differentrated tumoue
B—Adenocarcinoma of rectum  Poorly differentrated tumour

of the tumour shows histological differentiaion Grade II with seventy five
to fifty per cent differentration Grade III with fifty to twenty five per cent
differentiation and Grade IV with twenty five to ml per cent differentiation
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Carcinoma of rectum
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B~Adenocarcinoma with areas of collad toemancen
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Patients with tumours showing Grade I differentiation have an excellent prog
nosts whilst those with Grade IV tumours rarely survive long

When the tamour has a collow) microscopic appearance the prognosis
1s uncertain whilst tumours which belong to the carcinoma simplex group
are of 1 high grade of malignancy

RN
——— CC:;G“\OI‘“G

Fic 201

Fic 201—Carcmoma of rectum invading uterus {Mrs McM  sixty two years Carcnoma
of rectum with local wnvasion of body of wterus Combined excision of rectum and hyster
ectomy performed on Sth Abnl 1950 Convalescence uneventful but died of pentoneal
secondarses on 8th Janvary 1951 )
Fig 202—Carctnoma of rectum invojving sigmoid colon and uterus Numerous polyps above
and below tumour {Mrs P thurty two years Four months duration of symptoms  Abdomino
perneal exciston of rectum and hysterectomy on 28th May 1954 Died March 1955 from
perstoneal secondaries)

Local Invasion by Carcinoma of the Rectum

The tumour spreads through all coats of the bowel 1nto extrarecta] tissues
Intramural spread from the tumour 1s rarely a feature of carcinoma of the
rectum and occurs almost exclusively in annular tumours of high grade mahg
nancy with node metastases and vein invasion (Grinnell 1954) The effect of
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spread to the extrarectal tissues will vary according 10 the site of imavon
Adherence of the tumour aren 1o a neighbounng 15CUs or structure does not
necessanly indicate malignant ynvasion and although published figures van
1t seems that actual ivasion 1s present 1n less than fifts per cent of such cases
(Kmght Waugh and Dockerty 19520 In the female imolvement of the
vagma and uterus (Figs 201 202) 15 relatnels uncommon despite the
proximnv of the tumour and symlarly 1t ss very upusual to find mvasion of
the prostate semimnal sesicles and bladder in the male Occaconally the
primary tumour mvolses one or both ureters and sometimes a loop of small
intestine 1s adheren’ 1o the pentoneal aspect of a tumour n the upper hatf
of the rectum

Prognostic Sigmficance of Local Invasion by Carcinoma of the Rectom

In about fifteen per cent of cases the tumour will not have completely
snvaded the full thickness of the bowel wall  the prognosis after resection of
such a tumour 1s excellent  About esghty to minety per cent of patients with
this type of tumour are alive and well five years fater Cuthbert Dukes Tabelicd
such cases A cases In thirty five per cent of tumours he found that all coats
of the rectum had been imvaded but no Jymphatic metastases were found
about sixty to seventy per cent of patients with such tumours were afise five
yearslater In Cuthbert Dubes classification these are B cases

hmght Waugh and Dockerty (1952) have made a special study of the
prognostic effect of vaginal myasion 1n the female and 1t s probable that the
conclustons derived from the study are more or less appheable o 1nvaaon of
other neighbouring organs  They found that mere prouimity of the tumour
to the vagina did not affect the prognosis 1€ the saginal imolement i purely
snflammatory the prognosis 15 a Intle better than if malignant masion n
present  When there 1s gross msoh vaginal wall the sunvinal rate
15 less than half that found shen such 1{') nt



CARCINOMA OF THE RECTUM

)

Combined

[+

pestneal

1954 with

Fie 20
y s1¢_sears  Unsatisfied defaccrtton for four weeks

Dred on I9th

(Mrs T fift

exoison of rectum on 24th Aprrd 1952

Retrograde ymphane iavolvement
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fibrous coat of the rectum  These para rectal nodes for Gerota s nodes) numbcr
between four and seven and are practically always the fiest imvohed by
tumours in the Jower part of the rectum

The glands along the main trunk of the supertor hacmorrheidal vessels
are usvally mvolved next and in sequence from below upwards so that n
a typical specimen of advanced carcinoma of the rectum lymphatic metastasts
may extend in a chun from the para rectal glands to the site of the Iigature on
the pedicle  Occasionally a case 1s met with in which glandular metastases
are siuated an one of the upper glands without apparent involsement of the
lower ones  this 1s almost certanly duc to the presence of abnormally long
lymphatic pathways which by pass the glands nearer the tumour It 1s sen
cxceptional to find downward lymphatic spread from a carcinoma in the upper
half of the rectum (Fig 203)

Lymphatic metastases along the superior haemorrhoidal vessels my reach
4 considerable size and become attached to the pelvic fasea or pentoneum

2 MippLE HAEMORRHOIDAL GLANDS —Glands are to be found i associa
ton with the middle haemorrhowdal vessels  these are distinet from the par
rectal nodes because they are not decp to the fibrous coat of the rectum and
therefore tend to e i the plane of dissection when the rectum 1s exciced
Efferent vessels from these nodes proceed to glands along the nternal thac
sessels (Figs 21 22)

If the tumour lies within the field of the middle hiemorrhoidal sessels
that 1s to say from four to esght centimetres from the anus these glands ml:;)
be imvolved primanly as has been demonstrated by Fredin ll955$‘ df
dissected forty-cight tumours m this tegion and 1n two found affected iar‘\] N
m the middle haemorrhoidal group although the superior hm’;\on (:;d?c
Iymphauc chain was clear In five others he noted metastases i the 'nh\:“ o
tremorrhodal group with mimimal molvement of the supertor hacm:)lr (:;ur
group He dissected thirteen specimens in which the tumour lay \u‘ ‘m;\ our
centimetres of the anus 2nd 1n two cases (both squamous €elt crranom? i
middie hacmorrhowdal glands were affected and i one of these lhc“slut[;:‘m‘
haemorrhotdal chain was free of metastatic deposits  Frexdin dl:;f!?ct rcmor
nine specimens th which the tumour was situated aborve the n\; e umbl
thoidl vessel ficld (above eight centimetres from the anus) but he

to find anv glands affected
arct
3 InGUINAL GLANDS ~—The mguma) ghnds are rarcly aI’ILch:l,;:dt" "
noma of the rectum although very occasionally 1 large sccon::gour T ades
be found just below the mgunal hrament If the prm[!r'u)l e then
the anal cinal the sngumnal ghinds are more hikely to be affecte
1t 15 unRcommon

Pr tie Signefi e of T ympt Spread

he fné
”Thc influence of Tymphatic spread on the pmnnmul 1 d;nlx:ln ::;c:x’mm
year survial rate at St Mark s Hospital  Of cases with limphitie
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Prognostic Significance of Venous Spread

The presence of tumour cells within the lumen of the vemn would seum 1o
be of grave sigmificance but Cuthbert Dukes has found that 1t 1s not as serious
as might be expected although naturally the possibihity of visceral metastases
1s greater  Extension 1o the Iner occurs n only half of those with venous
imaston whilst hepatic metastases have been found when exammation of the
specimen has faited to reveal any such vascular insvolvement

Sunderland (1949) concluded that the survisal rate of patients with
posttive lymph nodes was much better when no venous 1nvasion was present
m the Iner are
gute companble with prolonged
sunvival an good health  Abd
(1950} recently quoted a small
senes of cases in which resection
was performed in the presence of
secondary deposits i the hver and
m which there was sunvnal fer
peniods up to eight years

Imvasion of Peritoneum by

Carcinoma of the Rectum
Carctnoma of the upper hilf
of the rectum may mvade the
peritoneal coat immediately 1t has
penetrated the muscular layers In
advanced cases 1 similar pen
toneal tmvasion from secondary
deposits in the supenior ha mor
rhordal lymph glands m1y be ob-
served When the tumour amvolves
the peritoneil coat these 1s 2
distinet Tihehhood of widespread
Fra 208 pentoreal  melastases ammm;i

Carainoma of upper thrd of cectum with pertareal  Peritonenl  metastases miy

secondary deposits - Pallatise antenor exasion of o ng pefore wny  evidence of
rectum and primary anastomosis (Mrs § scventy e
cight years Four months history of blood in hepatic mClnslﬂSC\r l;ul ﬂ;tll:: Tm
monons  Rescction and antertor anastomosis on sence o mphatic
3nd dunc 1953 Dicd Tebruary 1955) i the ab y
volvement

Macroscopic penitone 1l metastases vary in apperrnce from
cxcrescences tn the neighbourhood of the primary mmnurtl:'l the e
hard white nfiltraung plaques of varable size and scatter

el
the pentoneal cavity (Fig 205) 1 o aran tumour wh ch

Occasianatly secondary spread 1s responsible for a o
mv actually be of such size as to be responsible for the pitient seching
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trentment  These secondary tumcurs m1y represent blood borne metastases
but as visible peritoneal secondary deposits arc nearly always to be found in
the neighbourhood 1t seems more Ithely that they onginate in the same way
s do the pentoneal secondary deposits (Fig 206)

Prognostic Sigmficance of Pentoneal Invasion

Invasion of the penitoneal surface with macroscopic peritoneal secondary
deposits remote from the primary tumour renders the outlook hopeless and
within a few months at the most ascites develops and the peritoneal tumours
develop mnto larger masses and cause intestinal obstruction

Secondary deposit_right ovary which avpeared fifteen months
after resection of a carcinoma of rectum wath glandular
spread

CLINICAL FEATURES OF CARCINOMA OF THE RECTUM
Sex

Carcinoma of the rectum affects the male <ex more commonly than the
female In the wnters series of 242 cases 139 were men (57 4 per cent) and
103 women (42 6 per cent)

Age

The youngest patient 1n the writer s series was a boy of twenty one years
and the oldest a woman of eighty s;x The majority of cases are fo be
found tn the sixth and seventh decades of lfe (Fig 207) De Peyster and

Gilchrist (1955) found fifty three cases of large bowel carcinoma n children
reported 1n the literature
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Mode of Presentation of Carcinoma of the Rectum

! CARCINGMA OF THE RECTUM WiTi ThPICAL SivproMs or Suomy
DuraTION —Most patients present wih one or more symptoms tspreally
associated with carcinoma of the rectum such as bleeding with the motions
unsausfied defaecation and altered bowel habit The discovery of 2 tumour
does not occasion surprise

The most common symptom 1s blecding The amount of blood Tost 1s
small and 1s usually mingled with or 1s on the surface of the motrons When
flatus 15 passed smafl quantities

® of blood mucns ang freca) ma

e terial tend to escape 1nvoluntanly
» Severe haemorrhage 1+ upusual

With twmours of the Tower

8 / half of the nctum  unsansfied

e defaccation 1s 1most mvanably

® e present  So persistent  does 1t

\ become that some patients per

e form their own digital cvrmng

tion of the rectum and may feet

© ® ¥R % 0w he mass themsches
- ,?-",07 Tumours of the rectosiemond
e on and of the upper third of
Ag“mdcm‘o‘{“m'mn“:TJ ofrectum :fcxg :cC!:m are ru[g;cnsxbrc for
mcreasing, constipation although the pabient usually mahes frequent but com
paratively unsuccessful attempts to pass a motion  If the Jesion 15 10 obqru;(
ing tumour huge quantities of insprssated faccal matertal may coffect 1lc
colon above and there 15 often a scvere hypochronuc anaem despite the
ibsence of any cxcess blood loss or of secondary deposits (Fig 261 Tumo;:r:
1n the lower half of the rectum may be associated with normil motions ur
the bowels are opened many times cach day because of the scmal{x(;‘n':;
unsatisfied defaccanion and because of the fear of soshing underwear if fMatus
SSC
° p‘ll’m‘/]r 1s not a feature of carcinoma of the rectum n the carly stages i;uv
10 advanced cases 1t 1s practically impossible to relieve  Some are ware ;’d.:
dull discomfort 1n the rectum and an occasionit patient has scu;c mhm ::nm
1s reficved with removal of the rectum  One patient treated by ilirc o
complnned of pun raditting down the mner aspect of the leg from llhc ]:“"
of the Ieft 1s~hial tuberosity  there was a very biree fixed tumour m, re et
thued of the rectum  Removal of the umour sus followed by com;;[;'“ Tier
of pun and there wis sull no sien of recurrence eihieen hmou e
Abdominal pan may complicate an obstructing tumour n the up

of the rectum tose practically all
Digual ¢xamnanon sathin the anal canal will duscl lmd[:“ the rectum

caretnomas of the rectum althourh a wmour an the upper t
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of an obese individual may be hard to feel By pressure on the pertneum 1t
15 posstble 1o reach tumours ten to cleven centimetres from the anus  Character
istically a carcinoma feels hard shapeless and 1s friable and the edge 1s usually
ratsed 1nd everted The tumour extends a variable distance around the lumen
of the rectum  After a preliminary examination the clinician may suspect that
the tumour 1s completely annular but subsequent more careful palpation
usually reveals that one segment has not been involved  Protuberant tumours
of lower grade malignancy may not feel hard but they still possess an mdura
tion lacking mn bemign tumours and different from that presented by inflam
matory masses The tumour may be freely mobile or may seem fixed

Proctoscopy enables tumours 1n the lowest part of the rectum to be
visuahised and will reveal blood stained faecal material 1n the lumen if the
tumour 1s at a higher level

Sigmoidoscopy permuts mspection of tumours i the upper portion of
the rectum thts proves of great value n those tumours in which only the
lower border can be felt A tumour does not look as large as 1t feels an
ulcer has no typical shape but 1ts edges are usually rassed and the floor 1s
necrotic friable and haemorrhagic A tumour feels very hard when 1t 15
touched with the end of the sigmoidoscope

Biopsy of a tumour can usually be done without difficulty The tumour
1s visuahised through the proctoscope or sigmoidoscope and a piece removed
from the edge with cutting forceps Severe haemorrhage and perforation of
the rectum are very rare complications of biopsy (Gabriel Dukes and Bussey
1951) and there 1s no evidence to show that biopsy favours dissemiation of
the tumour Biopsy exanmunation will give positne confirmation of the
diagnosis

Radological exannnation 1n the form of a barnium clysma 1s not un
commonly conducted However 1t 1s not only of no assistance but may be
fallactous The diagnosis of carcinoma of the rectum can always be made
without 1t

2 CARCINOMA O THE RECTUM DISCOVERED UNEXPECTEDLY IN THE
COURSE OF ANO-RECTAL EXAMINATION —Most patients presenting with ano
rectal disorders have a history typical of some benign condiion  For example
the patient may seek treatment for prolapsing third degree haemorrhords of
several years duration or for a perianal haematoma which has been present
for a day or two There may be nothing m the history to suggest the presence
of a carcinoma and when subsequent digrtal and endoscopic examnation
discloses a tumour the clinician 1s surprised

Patients with ano rectal symptoms should always be gnen a methodical
e not only b a tumour may be discovered but also because
the patient wishes a complete reassurance in the event of negatne findings
For example on finding a penanal haematoma the chmeian out of respect
for the patient s comfort may omut digital and endoscopic exammation because
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the cause of the patient s symptoms 1s apparent on snspection but this may
prove a disastrous concession

3 CARCINOMA 01 THE RECTUM CAUSING LARGE BowiL ORSTRLCTION —
Malignant tumours mn the capactous lower rectum rarely cause obstruction
bat those situated 1 the upper part of the rectum and at the rectosiemord
junction may be responsible for larce bowe! obstruction and the patient
presents in an acute attack (Table A1)

TasLe Al
INCIDENCE OF ACUTE LARGE BOWEL OBSTRUCTION
DUE TO CARCINOMA OF THE RECTUM
No of cases 216
Bouel obstruction 6 (282}
Caecostomy 2
Transverse colostomy 2
Ingnal colostomy

1
Heostomy 1

There 1s a short pertod of mncreasing constipation followed by recurring
atticks of calicky abdomnal pain and distension The attach which causes
the patient to scek adsvice 1s one which fails to subside spontancously amd
accordingly he presents wath severe colichy abdominal pan of 1 d1y or (wos
duration and which s associated with vomiting and abdomns] distension
tFig 208

Although some such patients may have been so neglected as to be mon
bund when first seen the magority are n reasonably good condition Examma
pon of the abdomen Icaves no doubt as to the presence of a farge bowel
obstruction whilst digital examunation of the rectum sl disclose the consinet
tng ncoplasm uvsually some distance from the atus

4 CARCINOMA OF THE RICTUM WITH ATYPICAL MODE 0F PRESENTATION

(@) Difficulns wiuh Mictuniion —Some  patients agnonng the :ro‘;*htcl
disturbances present with wrological symptoms  Rectal cxammation
prostate and bladder will unexpectedly disclose the tumour ™

th) Drarrlioca of Long Duration —A v patieats present with t‘l“'( ;l e
of some years durathon Rectal cxanunition wilt drsclose the 1wmour
aigmodoscopy may revcal poly posis of viceritive colitis e the

() Rectoragmal Fraulg —The tumour tn the yecium m:]) m\a(; iure
vagima causine a fistulr and ncontinence  This represents an :{ sanlcr;'m‘m
of the diserse and hence s rarcly a cause of the panent sechns
sntsally
(o) Perforation and Peritonin —A constncune lumgur ;:cq x
of the rectum may be responsible for a stercoraf uleer and w
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T

tion of the bowel or the floor of a malignant ulcer of a structure may
slough and cause perforation Patients with perforation are usually too il to
give a satisfactory history but the tumour 1s felt on rectal examnation

(¢} Cachevia —Occasionally patients are admutted to general medical
and surgical wards 1n an advanced state of cichexia  Investigation reveals a
carcinoma of the rectum with distant metastases

S R R
[\ \ : t";:*,\

Fic 208
Carcinoma of rectum causing large bowel obstruction (Mr R
sixty three years Carcinoma of upper third of rectum responsible
for large bowel obstrucnion Caecostomy performed on 22nd July
1953 rectum removed bv combined operation on 4th August 1953
Patient suffered from tertiary syphilis of central nervous system
and developed asoiration lung abscess which was responsible for
death four weeks after operation )

DIFFERENTIAL DIAGNOSIS

The typical case of carcinoma of the rectum presents no difficulty in
diagnosis but some conditions may cause confusion

1 Villons Papilloma

Typically the villous papilloma has a relativelv extenstve origin from the
surface of the mucosa It 1s soft and may even pass unrecogmsed on digital
examination The tumour 1s clevated above the mucous membrane and
possesses almost the same colour as the normal mucosa  the surface 1s glisten
mg and convoluted (Fig 181) A biopsy will reveal the benign nature of the
tumour

It must be appreciated however that a tumour of this nature will some
tumes possess an area in which malignant changes have supervened If the
surface of the tumour be methodcally palpated this zone can be appreviated
by the induration mmparted to the finger and a biopsy should be taken from
this area 1f this precaution 1s ommtted there s 2 danger that a malignant
tumour might be treated conservatively
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2 Adenoma
A similar problem arses with an a

denoma particular]
when o
or large size Bemign and malignant adenomas may have sn)mnlar marc::i:

i "o
§ ndometetoma of rectum  (Miss Mo fwenty -cighl years
Mifie months diarrhoca Reotal exammnation dikho udd
lirge hard mass in antenor wall of rectum  Anterior
reseciion and anastomous performed on L (h Jasuary
(9% Convafescence uncventfil 3

appearinces 1f the tumour 1s two centimetres or more n dameter fects firm
and has 1 deep red colour with ulceranons on the surface 11 s more bilkeh
1 be maltenant thyn benign (Mg 186
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Mucroscopie sections will have to be taken from varous places in the

7 f ’

tumonr because one section may show 0 changes although all others
are negative

3 Bemgn Stncture

Benign strictures often complicate ulcerative colitis but are sometimes
seen without any apparent responstble cause Bemgn inflammatory strictures
are produced by fibrosis within and without the rectal walls and although
lacking the stony hardness of carcinoma  are firm and may prevent the passage
of a finger A sigmoidoscopic examination shows little 1f any mucosal ab
normality and biopsy will indicate inflammation as the cause

A carcinoma may be complicated by a simular stricture and a biopsy may
fail to reveal malignancy If the svmproms show a fairly marked progression
and palpation reveals a stricture thes should be regarded as malignant even if

a

repeated biopsy e rons show 'y tisstte only

4 Amoebic Granuloma

An amoebic granuloma s easily confused with carcnoma There 1s
usually a considerable disturbance of the normal bowel habit and on digital
examiation a fawly soft mass can be felt in the rectostgmoid region
Sigmoidoscopy shows an ulcerated surface but the tumour 15 less frable than
1s a carcmoma A biopsy and a smear should be taken A small sharp spoon
with a suitable long handle to allow mtroduction down the sigmordoscope 1s
the best instrument with which to collect the specimen This should consist
of the actual slough or secretions from the floor of an ulcerated area and 1s
placed directly on a warm shde and mixed with warm saline A cover slip
1s then placed 1n position and a microscopie exanmnation made at once (Nevin
1949) If a reasonable doubt about the diagnosis persists a saline purge or a
provocative dose of emetine may cause cysts of the amoeba to appear n the
stools

An amocbic granuloma of the rectum mav be found 1n a patient who has
never been in a country i which the disease is prevalent and 1 such cases
1s most often seen tn those living 1n old people s institutions

5 Miscellaneous Conditions

Qccasionally unusual condrtions such as oleogranuloma or endometrioma
are encountered which closely stmulate a carcinoma  Distinction 1n these cases
may be possible only after careful pathological examination (Fig 209)

TREATMENT OF CARCINOMA OF THE RECTUM

There 15 no way of cunng a carcinoma of the rectum other than by
surgical excision but whether or not such treatment will be advised depends
upon the state of the patient and the stage of the tumour
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I No Treatment

A small number of patients exammned for the first ttme and found to
have a carcmoma of the rectum are 1n a sem monbund or cachetic state and
actine surgical treatment cannot be contemplated (Table NIID  Some such
patients are first seen in the termynal stages of large bowel obstruction and
die a0 hour or two later, others 1re grossly cachetic as a result of diffuse
metastatic deposits and chronic blood loss

Tasee AN
RESECTION OF THE RECTUM FOR CARCINOAA
242 cases
No resection 15

Resection 27(94%)

Onc patient was referred to the tuthor from 1n old people s home becruse
2 nursiny, sister had noticed blood n the bedpan after a mogion  the patient
was blind of poor mental health 1nd did not complan of any bowcl symp-
toms so that although there was an easily removable tumour 1o the Jower
third of the rectum it was felt that a permanent colostomy would prove an
impossible hardship mn the circumstances

The occasional patient refuses operation  some believe they can cure
themselves others find 1t imposaible to behieve that their discase requires
radical treatment and doubtless scek advice clsewhere whilst a2 very smll
number cannot face a colostomy life

Now and again a paticnt 1s seen with 3 carcinoma of the rectum and in
whom the anticipated hfc expectaricy 1s very short by reason for example
of advanced cardiac fadure  these patients should be assessed very carefully
on the ability or otherwise 1o tolerate excision and on the amount of discomfort
which may follow 1f the tumour ts not removed  In a number of su-h cases
it will be decided not to intervene surgically

2 Laparotomy Neo Excsion
In another sery small group of patients operation Is advied and accepted
but on cyplorion of the abdomcn 1t opcration ot g< found that condiions
do not favour removal  The deaaston o lene the rectum as made only after
ost careful consideration of the circumstances
the mA ;;mrlclfplnmgry twmour of the recivm cwsing munmal dn‘cnlm(o‘rl‘ ;n
the patient but associated with extensne metastatic spread to md);\ "
perttoncum or elsewhere does not necessanfy call for cm«rmn :r}:vrh;m"m
require a palliatine colostormy The end will come long before the
reaches a size sufficrent to cause mechanical embarracsment ' he
A tumour infiltrating bevond the imuts of the rectumt and im0l ‘l‘(nfhcrr
entire pelvic confents cannot be removod without munlanre surgery
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are no secondary deposits 1n the liver or elsewhere the surgeon may seriously
consider proceeding with such pelvic evisceration as s required  but 1t 1s
doubtful 1f 1t 1s fair to give a patient both a colostomy and an artificial bladder
if there are peritoncal or hiver metastases

The more experienced the surgical team the greater will be the number
of patients who are given the benefit of excision of the rectum At the same
time temoval of the rectum should not become a point of honour The surgeon
must realise that the most he can give the average patient with metastases 1s
a year or two of rel1tive comfort and 1t 1s sometimes a matter of fine judgment
as to whether this 1s obtained by palliative excision with or without conserving
the sphincters by palliative colostomy or by simple closure of the abdominal
wound

3 Pallative Exasion of the Rectum, with or without Colestomy

Malignant tumours of the rectum are responsible for unteld discomfort
to the patient and should be removed 1n the majonty of those who seek treat
ment Of 227 patients subjected to abdomino permeal excision of the rectum
eighty four were obviously incurable at the ttme of operation Secondary
depostts 1n the hiver peritoneal metastases and extenstve Iymph node nvolve
ment gave these cases a hopeless prognosis Despite the presence of this
dissermnation of the tumour the rectum was removed and the patient given a
permanent terminal left 1hac colostomy or an anterior resection was performed
with end toend anastomosis

In the majonity of patients so treated there ts a pertod of considerable
improvement 1n general health It 1s not surprising to see remarkable gains 1in
weight Tenesmus and frequent haemorrhages from the malignant area are
absent In some the relief 1s short lived and withmn a few months the patient
rapidly dechines  but 1n a few nstances the patient survives for years despite
the presence of proven hiver secondary deposits

Palliative excisions do not call for extensive operations At the same
tume the operation must be done with care because a poorly done palhative
procedure will not achieve 1ts object

4 Radical Exasion of the Rectum

Irt 143 cases (sixty three per cent of resected cases) 1t was felt that by
radical excision of the rectum a cure was possible Of course 1n many of
these cases the tumour had spread beyond the Iimuts of surgical excision but
at operation there was no evidence that this was so The pamnstaking work
of Cuthbert Dukes (1949) and others indicates that survival and perhaps a
cure may be expected tn at least fifty per cent of these cases

It 15 very difficult for the surgeon to estimate the sigmficance of nodes
which feel large and irm  Some glands are enlarged and hard and seemmngly
wwvolved beyond question by mahgnant change and yet examination of sections
fals to reveal any abnormality other than inflammation Therefore the
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surgeon should not abandon 1 case because of apparent Iymph node extension.
On the other hand 1t 1s not uncommon to find microscopic evidence of infiltra
tion 1n glands which feel normal

EXCISION OF THE RECTUM FOR CARCINOMA

In the radical surgrcal treatment of carcinoma of the rectum one of two
procedures has been employed by the wniter i nearly every case

I Abdomino Perineal Excision of the Rectum with Permanent Colos
tomy

2 Abdomina} Resection of the Rectum with End to End Anastomoss
and Preservation of Anal Sphincters (Restorative Resection)

ADDOMINO-PERINEAL EXCISION OF THE RECTUM WITH
PERMANENT COLOSTOMY

In this procedure the rectum and superior haemorrhaidal lvmph nodes
are completely removed and the sigmoid colon 1s brought through the
abdominal wall to form a terminal colostomy This 1s the standard operation
which s based on the important researches of Ernest Miles published n 1903
and 1t 1s often referred to as the Miles operation

The carhest radical operations for carcinoma of the rectum were per
formed through a perneal approach mded by removal of the coccyx and
perhaps a portion of the sacrum  After exciston of the tectum the sigmoud
colon was brought through the perineal wound ususlly at its upper posien®
or sacral end to form a colostomy this perineal or sacral colostomy proved
exceedingly ankward to manage as far as the patient was concerned .

In 1884 Czerny whilst attempting (o remove a carcinoma mumt:d(rm l“°
upper part of the rectum by this conventional approach cneountered di m‘iu:h:
m reaching the upper himuits of the tumour  he thereupon complet S
operation through the "bdomen so becomung one of the first to do a com c:! \
abdomino perineal excision of the rectum (Faget in 1739 Pﬂf‘”“‘wrt
combimed exaision of the rectum whilst Lisfrane n 1828 reported “rid he
But the procedure was not gencrally adopted unul Miles rucml‘h:;“hc d hes
logical nature of the combined abdomino-pertneal excrston 10d publid eos
work 1 1908 At first the mortality was high 1nd 1 number of sur o
followed the lead of Lochhart Mummery and persisted wth permeal ?::x:mr)
although constructing a formal 1bdominal cotostomy either at a pre I\mdmc
operation or at the same time as performing the pcnnc;xl cxcn;:n \Sz(;:;mmm
a perineal artifictal opening  In a series published m 1926 Loc! grhnd (193
reported a three per cent mortality  However Mites and later I\l ool
continticed to stress the advantages of the combined operahion oves x;nc1p:xm|11r
exciston and when they demonstrated that st could be carried 0‘;:;:,:;:!\ \anous
fow mortality 1t bee ime accepted as the operation of clection alth
modificanions in techmque have been introduced
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To perform this operation most surgeons follow the lead of Bloodgood
(1906} Clogg (1923) karschner (1934) and Devine (1940} and place the
patient 1 the lithotomy Trendelenburg positton  The average abdomino
perineal exciston of the rectum 15 a relatively easy procedure for the surgeon
working on his own especially 1f he be tramed n this field of surgery How
ever 1if the tumour 1s Jarge and fixed 1n a small pelvis the surgeon may be
forced to abandon an attempt to excise the rectum unless he has the assistance

Fig 210
Patient postured on Lloyd Davies stirrups tmmediately prior to prepanng skin
and draping

of a surgeon working simultaneously with im It was 1n 1938 that Lloyd
Davies of St Mark s Hospital London suggested this synchronous combined
exciston of the rectum performed by two surgeons working together with the
patient mn the lithotomy Trendelenburg posiion By posturing the patient
on special Lloyd Davies lithotomy sticrups botn abdommnal and perineal
surgeons can work in comfort and with good exposure (Fig 210)

Although an abdomino permeal excision of the rectum 1s a formidable
procedure 1t 15 now performed with a low mortality rate and few patients are
regarded as of such poor physique as to be unable to withstand the operation
(Table XIV) Successful excisions have been carried out by the writer n
sixteen patients over the age of eighty years two of these patients were over
eighty five years of age Nor have the very obese patients been unduly dis
turbed by the operation  the heaviest patient 1n the writer s series was a man
of sixty-eight years weighing twenty one stone at the ime of operation Several
patients have had successful resections despite recent attacks of coronary
occlusion or the actual presence of cardiac failure
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Tape XIV
POST OPERATIVE MORTALITY FOLLOWING COMBINED
EXCISION OF THE RECTUM FOR CARCINOMA

227 cases 10 deaths 440,
Ileus (10p 7p) 2
Bronchopneumomia (8p 10D) 2
Pulmonary embolism {40 120 8p) 3
Pulmonary abscess {16 D} 1
Pericarditis Qo) 1
Uncertamn (7o) 1

A carcinoma of the rectum may seem to be large and fixed and may gne
the impression that 1t has alrerdy 1nvaded adjacent viscera  Stenosing tumours
in the rectosigmord zone may be responsible for a chronic large bowel obstruc
tion and an anaenua which might be very marked and lead to the belief that
the patient 1s wmoperable especrally if faecal masses i the abdomen are
mustaken for tumour deposits A surgeon will encounter many cases in which
chntcafly the tumour appears irremovable but at operation 1t has not only
been excised but the post-operative survival has been long cnough to justily
clumung an apparent cure  Few paticnts should be disnussed as incurable
without laparotom

The disadvantage of the combimned abdomino-perineal exciston of the
rectum 1s the necessity for a permanent colostomy — Nevertheless 1t s the
procedure of election for all malignant tumours of the rectum 1n which there
15 no evidence of spread beyond the boundary of excision and which e withimn
ten centimetres of the anus  Such tumours are very closc to the laterl field
of spread (four to crght centimetres from the anus) and this together with
the relatnvely scattered distrsbution of the pararectal lymph ghinds 1s a rule
makes them unsuitable for any procedure designed to retain the anal sphincters
Occastonally a4 combined excision of the rectum ts necessary for fumours at
1 hugher level when techmeal difficulties are very considerable as for cxample
m the very obese

1f f}?crc 1s estdence of secondary spread from the primry tumour of such
an extent as to render the condition incurable the surgeon will accept tumour
extending to within eight scven or even six centimetres of the anus as i’ml
able for restorative excisions but care must be taken both 1n sclection .mh n
technique because local recurrence may prove much more dsstressine than
more distant metastases
Pre-Operative Treatment

The patient should be admutted 10

operation to provide a prelimmnary fest to hcxh(nlcbgrjopcrnl
and to give an opportunsty for certain iy estigations to ane
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Many of these patients have had httle rest in the preceding months on
account of darrhoen and rectal discomfort Hospital rest during the day
may peemit a sound slecp that mght but a sedative may have to be prescnibed
and should be sclected to swit the patient A series of light books to read
often produces the most refreshing sleep

To promote a feeling of well being and to stmulate an appetite the
patient 1s urged to engage 1n a short period of exercise in the mornmings after
noons and evenings  If the patient has a poor respiratory excursion a physio
therapist may be employed usefully both before and after operation If a
normal diet 1s permstted as 1t should be vitamin supplements such as vitamin
B and vitamin C are unnecessary If the operation 1s to be a combined
abdomno penineal excision of the rectum and there 1s no possibility of any
restorative exciston no bowel preparation 1s necessary and the omussion of
enemata and bowel washouts will be appreciated by the patient 1 however
the tumour 1s sttuated 1n the upper half of the rectum and there 1s a chance
of restorative exciston the bowel should be emptied to facilitate anastomosis
Such a pauent entering hospital five days before operation 1s given a bowel
washout on admission an enema on the fourth pre-operative day a bowel
washout on the third pre-operative day an enema on the second pre-operative
day and a bowel washout on the day before the operation In these cases
the 1ntestinal sulphonamide succinylsulphathiazole (May & Baker) 1s given—
two and a half grams four times a day—to reduce the virulent bacterial flora
of the bowel some of the broader spectrum antibrotics used singly or
combination are undoubtedly more effective 1 this regard but their use has
not proved necessary 1n the author s expenience

If the pauent has some medical condition such as cardiac farlure which
might complicate the operation or post-operative pertod 2 consultation should
be arranged with the anaesthetist and 1if necessary a physician soon after
admusston so that any spectal measures which may be advised can be put
mto effect without delay  to postpone such consultation until the night before
operation 1s unsatisfactory - Blood should be taken for typing and cross typing
because transfusion will be required during the course of the operation 1f the
haemoglobin 1s below eighty per cent of normal on admission 1t should be
restored to a more satisfactory level by a blood transfusion given two or three
days before operation

The nature of the colostomy should be explained to the patient before
operation ‘The author does not mention this matter at the 1itial consultation
unless 1t 15 specifically raised by the patient  On the day following admission
to hospital a booklet describing the colostomy and 1ts management 1S given
to the patient and the problem 1s discussed A surpnising number of patients
have already suspected that this may be required while to others the 1dea of
a colostomy comes as a shock but from which they usually recover quickly
when they are made to realise how little 1t will nconvemence them and how
anything short of such surgery may well prove disastrous
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e

e 211
A—Operation about to commence  Note poution of anacsthetist 1o cne sid
of patient and mstrument tray over the hea
B- Operation sn progress  Anacsthetist contsels putient from one sad «f es
of table nstrument wister 11 at head of table behind instrument tray surgecn
13 on pastsents left with first asustant oppowte  penneal surgeon hav (w
aswstants
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Preparation in Theatre I diately Before C g Op

The patient 1s given a gencral anaesthetic (Chap 5) If an intravenous
transfuston has not already been commenced 1t 1s now set up 1nto 2 vemn on
the radial side of the night forearm so that st will be on the opposite side to
the surgeon  The bladder 1s emptied with a catheter and 1n the male this 15
tied 1nto posiion  'The bedclothes and all binders and other drapes apphied
1n the ward are removed and the patient hifted on to the operating table fitted
with the Lloyd Divies Ithotomy stirups  The buttocks are so placed that
the coccyx projects not less than three inches beyond the edge of the perneal
rest The legs should be flexed not more than forty five degrees at the
Iips and are widely abducted althoush the extent to which this 15 possible
varies The Lloyd Davies stirrups were designed to give maximal exposure
and comfort in both the abdominal and perineal dissections without altering
the posture of the patient during the course of the operation  if the thighs are
too flexed the abdominal surgeon s cramped whilst if the legs are not ab
ducted enough the perineal dissection will be hampered

The arms are placed alongside the patient and the shoulder rests are
adjusted to fit snugly In male patients the scrotum 1s strapped to the right
away from the operating field

It 1s useful to do a rectal exammation at this stage as 1t will help decide
the operation to be performed If the tumour 1s 1n the Jower half of the
rectum and a combined excision 1s to be performed 2 purse string ligature
(No 16 hollow woven silk) 1s inserted around the anus and tied tightly If the
tumour 1s situated 1n the upper part of the rectum and a restorative excision
1s contemplated an angled self retaining catheter of the Winsbury Whte type
15 inserted 1nto the anal canal  mampulation of the bowel during the operation
will often push faecal material down the tube and out of the rectum so
reducing sorling after cutting through the rectum below the tumour

The abdomen and perineum are swabbed with a lotton contaimng Zepht
ran acefone and alcohol but in contact with the scrotum or vulva this may
cause a skin reaction so that aqueous solutions only should be used for those
parts  Sterile drapes are applied 1 a way that will leave the abdommal and
permeal operative fields uncovered The abdominal dissection 1s most easily
accomplished from the patient s left side  the assistant surgeon stands on the
opposite side  The mnstruments are placed on a tray over the patient s head
the theatre sister stands at the head of the table directly behund this tray of
mstruments and thereby has the operative field constantly under observation
The anaesthetist 1s placed at the side of the head of the table (Fig 211) ‘The
pertneal dissection 1s facilitated 1f the surgeon can sit opposite the pertneusm
and a spare hand from assistants should be avatlable on esther side

Abdorminal Dissection

The wmctsion may be ether a lower left paramedian or an obhque 1 the
left ihac fossa (Fig 212) The lower left paramedian should extend from
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the pubis to about an nch above the level of the umbilicus It provides an
excellent exposure not only for the surgeon but also for the ssstant and the
latter 1s much more nsefut when he ean se what 1s happening  If the pedicle
1s to be igated at 1ts uppermost Ievel the tneiston can be c.ml; cxtended This
1s the inciston preferred for all operations tn which a restorative exciston of
the rectum 1s contemplated

The oblique incistion extends from the pubie tubercle upwards and out
wards and passes just lateral to and ends a short distance above the midpoint
on the line which joins the umbilicus to the left anterior superior 1hac spine
1 The meiston follows the direction of the fibres
of the cxternal oblique aponcurosis which 1s sphit
} in the length of the wound The iternal and
transversus abdomims muscles are dinided to-
gether at night angles to the muscular bundles
The nferior eprgastric vessels are wentificd 1n the
extra peritoneal fat an the Jowest put of the
inciston and they require division between hiea
tures The pertoneum 1s mcised to the lower
Limuts of the wcision avording the bladder The
oblique nciston facilitates construction of the
colostomy and 1s preferred when there 15 no posa
biity of performny, 1 sphincter saving operahion

The Iner s fult for metastases and the colon
throughout ats length for an unsuspected sccond

[ RN,

_

}/’\\

fa 212 primary neoplasm  The perttoneum of the mum

Obligue 1natsion m left ihac qni pefyic peritoneal cavities ts palpated for metr
b

e e e e thar%e  static nodules The explorng hand finally moses

tubercle upwards and outwards
and erosses pust lateral 1o the
mdpoaint in the line which
oms  umbtheys o anterior
supertor ciac spine

down to the tumour n the pelis  The tumour
15 not handled untl the pentonenl cavity has
been cxplored becruse of the possibibny of

spreadmg tumour cells The refavon of the curcinoma ta the pentoneal
reflection 1s noted because 1f 1t Ties bdow this lesel and 1 the Niteral rectal
ficld loc recurrence 15 more dikely and as wide an exaision s posable of
the pedsic fasen 1s destrable  af the tumour lies abase the peritancal r:nal
tion the mumn lymphatic spread »s vpwards wnd the pedicle should be g ;m
at the highest level possible although the need for close dissection of the pel v‘;‘
fascrr s absent  The size of the tumour m refation (o the pedsas is estim el
a small turmour 1 a 1irge petys 15 wsually compinble with 1 quick Opcfalm;ll
but a large tumour 1n a small pelus may mean 1 seny difficult nmm!mn‘ p
the tumour imolies an adjacent organ an cvended form of vperition 1:;,:
be required and one which may well result in 2 wide pelvic rccc;:ngnl e
Iymph nodes along the infenor mesentenc sessels are pelpated bu
enlargement docs not influcnce the operation
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The stgmoid colon 15 held by the assistant whilst the small ntestine and
omentum ate piched away sto the upper peritoneat cavity  Some Trendelen
burg, tilt 15 usually required for this manoeuvee but should not be any more
than 1s necessary

Fio 213

Fio 21§ Fie 216

Fic 2313-—Division of developmental adhesions on outer_aspect of sigmowd colon
Duvision should be made on mesentenc side of attachment
FiG 214—Line of ractsion to Jeft of mesosigmord and mesosectum
Fis 215—Incsion atong left side of mesosigmoid and mesorectum with exposure
of feft ureter Finger passed under wnferror mesentertc vessels taking special care
1o avord ureter
Fio 216—Inastan on right side of mesosrgmoid and mesorectum

Developmental adhesions are neasly always present on the outer side of
the sigmoid colon and require division (Fig 213)  With care this can usually
be done without causing any defects 1n the pertoneum on the lateral side of
the sigmowd colon  The assistant now holds the free sizmod colon to the
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ngnt and an incision 15 made at the base of the mesentry  Just below the
sigmoid pentoneal fossa (Fig 214)  This mciston 1 entarged nto the fossa
and distally along the base of the mesosigmord and mesorectum for a short
distance  The ureter 1s tdentified 1n the retro perttoneal fat and s freed from
any relation to the inferior mesenteric vessels as far proximally as possible
Unless this 1s done there 1s danger of 1t becoming, sncluded 1n the hgatur,
placed around the wnferior mesenteric vessels (Nig 215 A simular incision
1s made on the right side of the mesosigmord 1nd mesorectum after the siemond
colon has been swung back to the left side (Fig 216 j115not usuatly necessary
to dissect out the ureter on the night side although of the tumour 15 lrge 1t
should be done at this stage

The sigmotd colon 15 swung back to the right side and 1 finger passed
from Icft to right under the snferior mesenteric vessels and superticial to the

e 217 Fic 218 ra 219

f aorta
Fic 217—Ligation of pedicle abose level of bifurcation o
Fic 218—After hgation and dimwon of infondr mesentenc \:w\sl ":mm,“,,ﬁ::,‘;d through
* mesosigmosd 1n such a way 31 1o ensur¢ adequate blood supply to cole ) csentery
Fic 219~—After ligation and division of nfenor mesentenc ’\cmlsdl:: oo
carned directly acress to sgmod colon if redunda

ureter  the up of the finger 15 thrust through the rclmpcnmncgl u;::c :nn!:;
the petitoneal 1ncision on the right of the mesovugmord hml‘kdl :31 :\rm’;: e
blunt dissection this finger 15 gently moved upwards m‘( c ‘c\c e
pedicle s to be hgated  For tow lying (um}xlou‘r:r the E’cd“mo(; ‘l‘hcl}‘;‘(:f:l) Ao
he left colic vessels about the levet of the ifurcatio

:t::rxocurs situated above the peritoneal mﬂscu‘:n \\:;‘crc ":.cl n:::x:;g;:zr’t;:;;

t cntirely 1n an upward cirectron and whefe there 46 3 ¢

?&“L‘:l(:’:c::cl lch)c pcdxc]cpls hgated 1bove the left cohe vessels to m’cl‘::::h ;;;:1:
resected spectmen |y mph nodes at this jevel  The pedicle s lm:x:;md e
st (No 44 wiweh 1o passed around and tied 1n continuts 1
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15 piaced below the first and the pedicle divided between the higatures (Fig 217)
It 15 most umportant 10 check the position of the left ureter before each ti
1s placed tn posiron and again before the pedicle 15 finally divided  This 1s
one of the places where this important structure may be wnjured

From the divided pedicle an mcision 1s continued through the sigmord
mesentery towards the marginal artery at the site at which the bowel 1s to be
dwided (Figs 218 219)  (hus site will be decided by trial and esror with a view

Fic 220-Incision in pentoneum

Fic 22t—In female patient masion
i peritoneum  antenior 10 rectum
should be made in depth of pouch of
Donglas In male should be about
two centtmetres above this level on
postertar surface of bladder

Fic 222~—Exposure of semual ves

wctes  Antenior wncision n pertoneum

deepenad to expose tip of vesicles

and dissection deepened 1mmedsately
behind them

10 ailowiny, the bowel to be brought up to the skin without any tension The
margwnal attery 1s divided and tied and 1t ss usually necessary to hgate at Jeast
one other set of vessels between the pedicle and margal vessels  Having
dealt with the mam pedicle of the tumour the affected bowel can be mantpu
Tated with less fear of detachwng tumour embolt

The incisions 1n the perttoneum at the base of the mesosigmord and meso
rectum are carfied distally and at the penitoneal reflection m the depth of the
pelvis curve forwards and then medually to run transversely and meet in front
of the rectum (Fig 220) In the male patient this transverse meision sn the
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night and an mcision 1s made at the base of the mesentery just below the
sigmoid perttoneal fossa (Fig 214)  This wncision 1s enlarged snto the fossa
and distally along the base of the mesosigmold and mesorectum for a short
distance  The wreter 1s dentified 1n the retro perttoneal fat and 1s freed from
any relation to the inferior mesenteric vessels as far proximally as possible
Unless this 1s done there 15 danger of 1t becoming ncluded 1n the hgator.
placed around the nfertor mesenteric vesscls (Fig 215) A similar incision
1s made on the right side of the mesostyymoid and mesorectum affer the sigmord
colon has been swung back to the left side (Fig, 216) st is not usually necessary
to dissect out the ureter on the right side although if the tumour 1s Jarge it
should be done at thss stage

The sigmaid colon 1s swung back to the right side and a finger passed
from feft to right under the inferior mesentenic vessels and superficial to the

2
Fic 217 Fic 118 FiG 219
f aorta
F1G 217—Ligation of pedicle above level of bifurcation of e
Fio 218—After higaton and diviston of inferior mesentenc \:ssds‘ ‘““';’Q‘fl,sﬁ,',f;‘d throug]
" mesostgmandin such a way as 1o ensure adequate blood supply 10 ™ esenters
Fic 219—After higation and diviston of infenor mesentenc \cssﬁlsdlh: inaiston
carned directly across to sgmord colon if redundan

ureter the up of the finger 1s thrust through the rclrupcn:‘ogc;‘ isx;';\;; ;t:‘tz
the peritoneal snciston on the right of the mesosigmond All e ' ymhxch e
blunt dissection ths finger 1s gently mosed upwards to the [c‘clc::’ e ion
pedicle 1s to be ligated  For low lying tumours the pedicle s lg: mj o
the left colic vessels about the Jevel of the bifurcation of the ::an( pread
tumours situated abose the peritoneal reflecton where (hc‘ m]iéx:l S Tocal
almost entirely tn an upward direction and where therc 1s |(u o mcsl!udc e
recurrence the pedicle 1s Iigated above the feft colic \\;s% <' o beats
resected specimen lymph nodes at this fevel The pedicle s e N nture
stk (No 4) which 1s passed around and ted m contintity g
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18 placed below the first and the pedicle divided between the Inatures (Fig 247)
11 15 most imporiant 1o check the poson of the left urcter before each tie
o placed w poutton and agau bejore the pedicle 15 finally dnided  This 1s
one of the plces where this important structure may be njured

From the divided pedicle an oiston 1s contmued through the sigmoid
mesentery towards the marginal artery at the site at which the bowel 15 to be
dnaded (Figs 218 219)  this site will be dectded by tnal and error with a view

W

V7
i

i
4
Fic 221

Fic 220-—Incision 1 pentonecum

Fic 22i—~in female patent wnciston
m pertoneum antertor o rectum
should be made wr depth of pouch of
Douglas  In male should be about
two centinetres above this level on
posterior surface of bladder

Fic 222—~Exposure of sermnal ves

scles  Anterror mncizion in perntoneum

deepened to expose tip of vestcles

and dissection deepened immediately
behiad them

10 allowing the bowel to be brought up to the skin without any tension The
marginal artery is divided and tred and tt 3 usually necessary to hgate at least
one other set of vessels between the pedicle and margmal vessels Having
dealt with the main pedicle of the tumour the affected bowe! can be mampu
Jated with less fear of detachung tumour emboly

The sncisions i the perstonenm at the base of the mesossgmord and meso
rectum are carned distally and at the perstoneal reflection 1n the depth of the
pelvis curve fornards and then medially to run transversely and meet i front
of the rectum (Fig 2200 In the male patient thus traneverse meision m the
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pentoneum of the pelvic Roor should be placed just above and anterior to the
floor of the pelvic pertoneum on the posterior aspect of the bladder 1 the
female patient however it should e 1n the deepest portion (Fig 221) 1 thus
ts done 1t will be found that the surgeon will enter the correct plane for the
anterior dissection below the level of the perttoneal reflection  After dividing
the perttoneum 1n the male the vesicles will be observed and by cutting o fow
fine strands of ussue the surgeon will find
himself between the layers of the fascia of
Denonvilliers (Fig 222) Two fingers inserted
wto this space can be gradually pushed
without difficulty as far distally as the apex
of the prostate and laterally almost to the wall
of the pelvis If a retractor 1s taserted 1t will
be observed that the walls of this plane are
smaoth white and glistening and resemble the
penitoneal covering In the female subject a
sumlar plane 1s entered and two fingers
wserted wnto the potential space can be thrust
well down behind the posterior walf of the
vagina and laterally towards the pelvic walls
the antenior and posterior layers of the fascia
of Denonvilliers are not nearly so well defined
as n the male and the resemblance to the
s recium and eritoneum s less marked The antener dis
f&’ﬁ?“&f"mi&"&iz&"ﬁf&?’:‘"ﬁﬂﬁg spechon from the abdomen 15 completed when
these structures this anterior plane has been defined
The posterior dissection 15 performed comparatively quickly  The lower
end of the divided pedicle 1s held forward
and by a combation of sharp and blunt
dissecion 15 separated from the antenior
aspect of the sacrum (Figs 223 224) As
the rectum and pedicle are retracted for
ward the presacral space partly obliterated
by areolar ssue 1s eastly displayed This
separation of the rectum from the sacrum s
contitued 1n the mudhne to the coccyx
where the tendinous ongin of the pubo
coccygeus can de felt The plane of separa
tion extends laterally to the side \\.;l[l off l)i;c s
tvis although over the lower half of 1he pygerar  dissccuon  sompl ted by
sp:crum sharp dissection 15 required and 1t passing hand dowmuacds befund rectum
ight be found more satisfactory to avant
::Zuiplcnon of the lateral dissection 1o obtmn better upos:x;c‘hcl:m 1‘21;;
posterior dissection care should be taken nat to dissect too close
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If the combined excision of the
rectum s performed by two surge
operating synchronously one on the perineum and the other O}n the abdémi?:

Fic 227
Long curved artery forceps useful for securng middle haemorrhordal
vessels in excistons of rectum

the rectum will now be freed and 1s delivered tato the abdomunal wound
1f the surgeon 15 performing the combined operation on hus own he will place
a pack 1n the abdominal wound and move to the perincum  after completing
the perineal dissection he moves back to the abdomen to delner the rectum
into the abdominal wound

The pentoneum of the pelvic floor 1s sutured with a continuous layer of
fine chromue catgut Ths stitch commences
at the anterior end of the defcct and
proceeds backwards finally to cover the
higated pedicle stump (Fig 228) The pent
toneal flaps can be approximated without
tension 1f they are first freed from the
underlying retroperstoneal fissuc At anter
vals interrupted sutures should be mserted
and tied to the continuous sulure  One of
the most common causes of post-operatie
mortalits and morbuhis  following  ab-
dommno-perineal excision is an iadequately
sutured pelsic floor

The omentum 1s brought down from
the upper abdominal cavity afier the packs

Fiu 228

¥entoneal floor sutured h\mh ::ommud have been rumosed and 1s placed over the
tgut with it 1

ous chromue catgut with interrupies sutured floor of the pclVlC pcmoncum I

sutures placed at ntervals  Usually
Tomblc to suture penitoneal defectin a0 oblique ncision has been made the
{

ur’l’gg;m?cs‘;":gd 'I{nc':';ﬁm::‘? rl)’;l;sg’ rectum and lower sigmowd cofon sull

fissue attached 1o the proximal sigmoid colon arc
drawn out of the wound and are held supported on the abducted and ficsed l:(ll
thigh  The space betwecn the emergng colon and the penitoneum of the mcml
wall 1s closed with caigut (Fig 229y If this 15 not done a potential herma
onfice within the abdomen remamns Closure of this space 18 effected by mter
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amputated through the line of demarcation separating viable from non viable
bowel If this hne 15 selected bleeding 1s mmim1l  The proximal cut end of
the colon s then sutured to the shin of the upper end of the wound 1n such
a way as to obtain mucosa
\/ toshin appositton (Figs 233
- ;\, 234) The colon passes
/\ _ . through the layers of the
~ ¢ \/ abdominl wound with just
" / - sufficient room to permut a
/\r /\,_ finger to be mserted 2long
side the colon into the pen
ul. /f toneal cavity the only
/,(z sutures between the colon
7?/7/ FE and the abdommal wall are
( Z, - those joiming the mucosa to
the shin
Fic 233 Fic 234 I a left paramedsan
Fic 233—Mucosa and skin sutured with interrupted  CIS10N Was made )nll)')“)’ the
2/0 chromic catgut on straght cutting edee heedle colon and rectum are brought
Fi6 234—Wound at completion of operation through a second obhque
meision 10 the left tiac fossa two or three mches long and placed at nght
angles to the line jormng the umbtheus
R W~
to the left antenor superior thac spine ~ 3
just lateral to the middle pomnt The 3 ’
lateral space 1s closed after exposing
it through the paramedian ncision and
the colostomy constructed 1n the same
way as described for the longer oblique
maision  The paramedian nciston s
closed 1n layers The wounds and the
colostomy are dressed with tulle gras
no precautions are needed to prevent
contammnation of the abdominal
wounds from the colostomy because
these wounds have always sealed
although not healed by the ttme the
latter works

—
Perineal Dissection U
The 1ncssion 1s tniangular m shape Fic 235
; (i rineal disection tn combincd
:;lnh 'hcc bas:“lag‘:lnf\r ;:)sll};:l::\;; ::?12 ‘“:::!‘:!‘:n"‘:(‘;‘xrl‘ntﬂ exosion of pectum
e apex immediatel
up of the coccyx  The posterior end of the wound heals better 1f 1t dcwaug
to one side of the mudline out of the natat cleft The arcy of skin excise
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related to the rectum and ana

! canal A finger pa
on to theit upper and maer 5er passes oves therr fateral edge

surface and the muscle 1s dvided with scissors

Fig 238
Finger placed under thn sheet of ileo
caccygens muscle which 12 then dsvided
on outer aspect of finger Fie 239

Fioger  hooks over pubo
coccygeus and pubo rectahs
muscles

Fic 240 Fig 241
2
Anal camal and rectum retracted to one side  fasma Antertor dissection commencs
comamon to prostate aad rectom wncised 10 expose Postenor border of (r:m‘;mc
space between two sthuctuses pertneal muscle expote

anterolaterif 1o the finger  This division 1s contimued towasds the mudline unnf
1t seems that the muscles have been completely divided (Fig 239
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Denonwilliers  the operation 1
s rendered more

rectum 1s i danger of perforation et Jess rdieal 2nd the

In the female patient a simdar d

Issection routine 15 effectne altho
L}::S ;;:e;atno;h 15 I{nade easter if a finger 1s hept 1n the vagwa ta derect ‘:ng:
10n e fa "

fomseet scia of Denonvilliers 1s not nearly so well defined 1n the

The rectum 1s now virtually free but if th

e pelvis 1s small and a large

t;x]mour has prevented complete dissection from above the lateral lmameng(s
1s ould be divided from below The finger 15 passed upwards behnd the lateral
igament and by flexing the up through the areolar tissue continuous with

Fio 245
N Skint sutured with nterrupted silk sutures
Fic 244 placed in such a way as to obtain accur
Diviston of nght lateral hgament ate appositton of skin edges No deep
Bleeding vessels secured with long sutures mnserted  Drain tube  brought
through anterior cnd of wound

artery foreeps

1t above the higament can be hooked down  When the lateral higament »s
divided from below 1t 1s easier to clamp 1t with a pair of long artery forceps
before division because the muddle hacmorrhoidal vessels retract from view
when divided from above however this 1s not necessary because the vessel
can be secured quite easily from this aspect (Fig 244)

When the rectum has been freed a rubber glove 1s tied around the anal
end and the specimen 1s passed into the abdominal cavity  Haemostasis s
secured and a drmnage tube inserted so that the tip lies i the hollow of the
sacrum  The perineal wound s sutured with 1 single layer of interrupted silh
sutures placed 1n such 1 way as to allow the dramnage tube to 1ssuc from the

anterior end of the wound (Fig 245

Post Operative Treatment
RESUSCITATION —Any Trendelenburg tilt which may have been neces<any

15 gradunlly corrected  Dressings anv applied to the wounds and the patient
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THE SURGERY OF THE ANUS ANAL CANAL AND RECTUM

should be re nserted and tied 1n for a secopd period of thirty six or forty-eight
hours and then removed  Sometimes this manoeuyre has to be repeated a
thied time  If after two or three weeks voluntary micturiion has not been
re-established more active measures such as prostatectomy will have to be
considered

Corostomy —The colostomy nearly always remains quiescent unhi the
third or fourth day and then for a day or two it tends to overact I there
has been no colostomy action by the fifth day two glycerine suppositories
are wnserted and are repeated daify unul a colostomy action has been obtained
Rarely 15 1t necessary to presenibe an aperient If the colostomy 1s over
active the patient must be reassured that it will soon settle agamm it 1s
unusual for this to be so troublesome as fo require special treatment On
the teath post-operative doy following removal of the sutures the patent
may be supplied with a disposable bag outfit and 1s given advice on how
1o tegulate the bowels by dietetic means  If this proves unsansfactory and the
bowels remun uregular a colostomy washout should be considered as a
dauy procedure  Colostomy washouts should not be inststuted immediately,
but only after a trial period of two or three months with dispesable colostom)
bags

GENLRAL NURSING ~—~Patn 1s relieved by morphma (gr 3) or petimdmne
(100 mg) Nothing 1s permitted by mouth uni! bowel sounds can be heard
through the stethoscope mdicating a return of penistaltic actvty  the sl
fiurd diet 15 repinced by a serm solid one and by the seventh dyy after operation
the patient should be on a full dier The sutures ase removed from the
perineum on the seventh post-operative day and {rom the “bdorunal wound
ont the tenth post-operative day It 15 not necessary to remove the calé'\l“
sutures 10 the colostomy The patient 15 allowed out of hed when he fcls
uke 1t which 1s usually around the fourth or fifth day after operation LMI?:(
patients Tetuen home at the end of the second week or n the third week after

operation
COMPLICATIONS OF COMBINED LACISION OF THE RICTUM

Shoch
A certasss amount of blood loss 1s meviable and the dLL(:C‘L;]eOf‘Os‘}:::’C‘t
which accompanies the operatton seems dhrectly proportionale

any of these operitions shock 18
of bload lost  Despite the magmtude o:ﬂr‘r;‘c)m"cm it complication

rarely fatat and the water has not losta ot
H(r)“z\cr 1t cannot be dened that lesser deerees of h)l::’““’_::;f 'L‘:n:‘;’"‘;'é’:l"'(”‘m
and may be responsible for senous and subsequentiy T 1 sats ctory
Prevention 1s all important  The hacmoglobin 1 lbm:x%j Lo
level before operation so that blood loss 15 better to flﬁzhcs requnpes the doves
at the mte at which 1t 1s lost during the operation an o~ L T ent hould
co-operation n the surgical team durmg the operatt
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be removed from the lithotomy Trendelenburg position gradually and gently
becnuse the blood return from the lower extremities may prove sluggish if
they arc allowed to become suddenly dependent and this will lower the effective
circulating blood volume The amount of blood drasung from the perineum
1n the first twenty four hours after the operation must be kept under continual
observation and replacement effected volume for volume

Prevention and prompt correction of shock 15 important and the wrter
achnowledges his tndebtedness to Dr E B Dreverman who has personally
supervised so many of these patients before during and after operation

Haemorrhage

Bleeding from the inferior and middle haemorrhoidal vessels and from the
muddle sacral artery may be brisk and accordingly these vessels should be
specially sought and individually higated during operation

A severe haemorrhage usually comes from the thin walled vemns on the
side walls of the pelvis and from the plexus of veins on the posterior aspect of
the prostate and vagina The bleeding vessel may be difficult to localise and
difficult to secure with artery forceps and tie If the vemn cannot be 1dentified
it may be necessary to leave packung gauze 1w the cavity  1f the vessel can
be secured but not ligated the patient may have to be returned to the ward
with lony, artery forceps 1n place Packing or forceps are removed twenty four
to forty-eight hours later

Annoying and sometimes considerable loss of blood from the superficial
tissues can be prevented by prehminary infiltration of the area with adrenalin
1n saline solution (I 250 000) this does not have any 1ll effect on wound
healing nor has 1t disturbed the anaesthetist

Rarely after the patient s return to the ward there 1s a severe reactionary
haemorrhage and unless this shows early signs of stopping spontaneously
the patient should be returned to the theatre and anaesthetised the penneal
sutures removed and blood clot evacuated Bleeding vessels should be secured
and ligated

Urological Complications

Urmiary FISTULA —In the course of excision of the rectum the dissection
proceeds very close to the ureter 1n both sexes and the bladder and urethra
m the male If the ureter 15 damaged and not reparwred a unnary fistula will
develop which will require nephrectomy to close A portion of the bladder
will have to be excised 1f the tumour 1s adherent to 1t and the defect sutured
although qute large holes will close spontaneously provided continuous
suction 1s kept on the bladder postoperatively A suprapubic cystostomy
should be done 1f 1t 1s anticipated that catheter drainage will be required for
some time  Damage to the membranous urethra 1s rare  The jury should
be repaired at the time and 2 catheter left n the urethra for about fourteen
days after operation 1f 1t 1» not detected at the time of the operation the
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resulting fistula will only be observed when the catheter 1s r

bladder The catheter should be replaced and kept in posnflrgx?\t?:r f;:;f;‘:;
days and thereafter regular dilatations with sounds may be required to prevent
stricture  formation Occastonally local recurrence of the malignancy 15
tesponsible for a delayed appearance of a urinary fistula -

URINARY RETENTION —After removing the catheter on the second or third
post-operative day forty per cent of the patients have no further trouble with
mucturttion whilst another thirty per cent recover after an mtial delay of
tweaty four to forty-eight hours The temamming thirty per cent of patients
may have a residual urine of 150 cubic centunetres or more on the tenth post
operative day but practically all of these are emptying ther bladders satisfac
torily at the end of three weeks from the tume of the operation (Watson 1951

RETENTION DUE ToO ALTERATION OF POSITION OF BLADDIR FOLLOWNG
OPERATION —Willlams (1951) demonstrated that n the male the whole of the
prostatic urethra drops back with the bladder after excision of the rectum
Although this will hinder the urinary outfiow 1n the recumbent patient particy
larly if he 15 debilitated 1t 15 probably not wmportant when the patient 1s
ambulatory

RETENTION DUE TO PROSTATIC ENLARGEMENT —Retention of urine with
more than shght degrees of prostatic enlargement 1s frequent and often pro-
longed but the outlook 1s very good Once the patient ts up and tbout agan
micturition returns to the pre-operative state occastonally (he pateent notices an
improvement m the stream whilst very rarely prostatectomy 1s required Before
the rectum 15 removed tt 1s 1mposstble to sclect the patient in whom a prostatec
tomy will be required and the surgeon should not be hurried into making 2
decision 1n favour of prostatectorny before or after excision

RETENTION DUE TO PELvIC NERVE DawvAGE —The pelic nerves (nertt
erigentes) may be mjured near their ongin from the second third and fourth
sacral nerves Such an ingury may follow remosval of & tumour m the upper
half of the rectum which s adherent 1o the sacrum or may be duc to drssection
deep to the fascia of Waldeyer rather than anterior ot When the catheter
15 withdrawn no urme 1s passed  the bladder becomes progressively distended
and if allowed osverflow tncontinence occurs  After a vanable pertod auctun
tion 1s reestablished by e the abd laturc  the unne 1s
infected and the patient incontinent but fater spontancous umprovement allest
ates discomfort

Urinagy INFECTION —Urinary nfection after excision of the rectum 15
not particularly important Most patients show some such evidence alter the
operation and 1n seventy per cent it 1 sull present when the patient 1s dis
charged from hospual but 1t rarcly persists more than a month or tho  Acute
episodes of cystiuis myelonephnitis and epidsdy mites accastonally complicate

the restdual infection
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Disturbance of Sexual Function

The majority of patients have perfectly normal sex function after excision
of the rectum although ntercourse 15 rather less frequent and with the passage
of the years becomes even less so  Goligher (1951) nvestigated the matter
and found that one third of the patients are mmpotent after the operation and
of those retaining potency one third are sterile The cause of this disturbance
1s probably 1mjury to the parasympathetic (pelvic) or sympathetic nerves as a
result of freeing the rectum from the sacral bed

Intestinal Obstruction

Symptoms of intestinal obstruction are not infrequent after combimned
exciston of the rectum Usually these are due to muld paralytic ileus from
which spontaneous recovery 1s usual but a true mechamcal obstruction may
be present In a consecutive sertes of 1302 cases from St Mark s Hospital
Goligher Lloyd Davies and Robertson (1951) noted an incidence of approxi
mately three per cent (Table XV) Most cases of mechanical obstruction man:
fest themselves within a month of the operation

TasLe XV
POST OPERATIVE SMALL BOWEL OBRSTRUCTION FOLLOWING
EXCISION OF THE RECTUM FOR CARCINOMA IN
227 CASES

7 cases 31%
Operation and recovery 4
Operation and died 2
Discovered autopsy 1

The obstruction may be due to adhestons or other lesions not specifically
related to the nature of the operation but the majority are caused by adhesion
to or hermation through the pelvic pentoneal suture line or by adhesions or
hermation 1n the vicimity of the colostomy Gabriel (1928) drew attention to
the danger of small bowel hermation 1n the space between the colostomy and
the lateral abdomunal wall but now that most surgeons follow his advice
and close this space obstruction from this cause 1s rare

Recognition of obstruction developing m the early post-operative period
may prove very difficult Thus 1s espectally so if the symptoms appear immed:
ately after the operation or 1f symptoms and signs are atypical For example
if pamn 1s absent or 1f pain 1s not accompamed by exaggerated penstalsis the
surgeon might prefer 10 observe the patient 1n the expectation of spontaneous
recovery only to discover and too late perhaps that mechamical obstruction
ts present The surgeon should be constantly alert for this complication and
should not hesitate to perform a laparotomy 1f there 15 any suspicion of obstruc
ton  The diagnosis of late obstruction ansing after the patient s discharge
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from hospital 1s usually easy, but rhere 1s a danger that « will be treated
consenarely under the mustaken umpression that recurrent mahgnancy 1s
the cause

Colostomy Complications

COLOSTOMY STENOSIS —Previously 1t was the practice to deliser the colon
on to the surface of the abdomen so that the mucosa of the colon was at
some chstance from the shin  the intervening serosal surface becomes covered
by granulation tissue which contracts as 1t matures and by the time mucosa
and shar come 1nto apposition 2 tight fibrous ring has formed Colostomy
stenosts 1s responsible for considerable local discomfort nterferes with colon

]
v i ,‘é

-]

A B

16 2
A—Dr 8§ Rectum exased and sacral colostomy fastwoned twenty six years previously
Prolapse gradually increased i size eft angmnal segson
B—Dr S Prolapse reduced with difiiculty  Colostomy transferred to ;lmrs
(Carctnoma of caccum also found and right hemicolectomy perfa

15
evacuations and worries the patient info the belel that mahignant stenosis

mcug::;is(omy stenosts can be prevented by suturing the muct;:.a 31’;}::]\20:22

to the shin edges It can be corrected once st has devcloped by di

fibrous ring and suturing the mucosa to the divided shin "
CoLoSTOMY PRoOLAFSE —This 15 rarely so severe as to fequtre spec

niod of years but does not
e stor helpotiont T he severe ease pc]c co!os(i:my may profapse

th
usually disturb the patient In the severe cases Tt
SIX lnzhce or more and prove difficult to replace 30 thcctc ICS‘“:; ::)clmi o
the calon prolapse and the only satsfactory 1rcalmcn” e rolapeine
colostomy stoma tn a new position stmple ampuiatio!
bowel 1s unsatisfactory (Fig 247)
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CoLosTomMy HERNIA —It 15 usual for some weakness to develop around
the colostomy stoma and twelve months after the operation the colostomy
often appears to be 1n the centre of a shight bulge 1n the abdomunal wall These
hermac usually have broad necks and are easily reducible 1 over 3000
patients with colostomies at St Mark s Hospital there has been only one case
of strangulation of a loop of ileum 1n a colostomy hernia

The incidence of this complication can be reduced by meticulous suturing
of the abdomunal musculature around the emerging bowel When the hernia
appears the patient may be concerned about a recurrence of malignancy
espectally 1f 1t should increase in size Reassurance 1s necessary but active
treatment 1s rarely required

CoLoSToMy BLEEDING —TIt 1s not uncommon for a patient to observe a
trace of blood on the motion or on the dressing which covers the colostomy
It 1s not unreasonable for them to be concerned about this but 1n practically
every case 1t 1s possible to demonstrate the source of the bleeding from granula
tion tissue at the edge of the stoma No special treatment 15 required

Abdominal and Penineal Wounds

ABDOMINAL WOUND —Mild wound infectton 15 not uncommon and
although 1t may be deeply situated 1t 1s usually confined to tissues around the
sutures A hernia may appear later but the mncidence 1s no higher than with
other wounds If chronic retention of unine 1s allowed to develop and the
bladder becomes grossly distended complete wound disruption 1s Itkely

PERINEAL WOUND —The skan mesion usually heals by first mtention and
a fortmght after operatton there 1s only a small sinus where the drainage tube
was placed This may close over early but if a deep abscess should form
as a result 1t usually discharges spontaneouslv There may be some discharge
from this stnus for months and even a year or more particularly if the original
tumour was large and the remaimng cavity considerable In hirsutie individuals
tufts of harr may turn imnto the sinus and be responsible for a secondary type
of pitomdal infection Rarely the perineal wound becomes the site of an
meisional herma  a very large bulge develops and the overlying skin may
become very thin  Although this 1s an uncomfortable complication for the
patient special treatment 1s not required and n any case operative inter
vention might be difficult and prove unsuccessful

Pain

The patient often complains of very severe aud persistent discomfort n
the permneal wound in the post operative period This 1s particularly so when
the coccyx has been removed For this reason the manoeuvre should be avoided
when dealing with tumours 1n the upper third of the rectum but for those
nearer the coccyx a more radical excision 1s obtained after excision of that
bone Pain developing a few months after the operation 1s ominous and very
often means a perineal recurrence
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MODIFICATIONS OF THE STANDARD COMBINED
ABDOMINO PERINEAL ENCISION OF THE RECTUM

Previous Colostomy

A patient presenting with an acute large bowe] obstruction causcd by a
carcinoma of the rectum will usually requirc a prefiminary colostomy or
caecostomy If a caecostomy 1s performed subsequent aperation presents no
problems  If the stigmoid colon has been used to form an sngunal colostomy
1t 15 exersed wath the rectum An oblique incision should include the colostomy
stoma and the operation then proceeds mn the usual way If a trapsverse
colostomy has been performed it 15 closed at the conclusion of the combined
operation if the patient s condution 1s satisfactory

Combined Exciston of the Rectum ncluding the Uterus

A hysterectomy should be performed if the tumour involves the uferus
cervix or upper vagina No attempt should be made to dissect between the
uterus and vagina and the rectum The meisions tn the pentoneum on exther
side of the meso rectum are carrted forwards to meet anterior to the uterus
Bath ovaris are included mn the resection The urcter is traced forwards on both
sides and the uterme artery secured as 1t crosses the ureter  The vaginal wall
may be dwided from above or below whichever 1s the more convenient It
may be difficult to reconstitute the peritoneum 1n the floor of the pelvis but
by heeping the possibility of thus difficulty in mind during the operation by
extensive undesmmng of the pernitoneum aad by departing from the single
strmght midfine suture 1n the pelvic perttoneum and replicing 1t with a
T shaped suture hne closure can nearly always be achieved

Combined Lxcrsion of the Rectum Including the Posterior Wall of the Vagina

If the tumour s closely related to the recto vagmal septum  the postestor
wall of the vagina 1s excised with the rectum f the tumour 15 obvioushy
nvading the vagina a hysterectomy s also done

The antenor dissectton 1s not done until the Jateral dissections have been
completed The postersor fornix of the vagina 1s mcised just behnd the utcr\;l\c
cervix The permeal dissection Ithewise dacs not extend upwards bcl\:]ccn lh:
anal canal and vagina but 1s carmed directly nto the yagin1 so including rm
perineal body The cisions in the postero fateral corness of the ;;lgl‘uc::] am
carried upwards and meet in the posterior formx There 1s considera llcd " 0 ”
oozing from the cut wall of the vagina but tins cin be comrg c(o d)(fm
continuous suture along the cut edge  No attermpt need be made o
the defect n the vaginal wall because it can be left open f(!\; dr;l;mdcc ol
perincal wound per vagina whilst the penineal shn s completely close

,

Combined Excision of the Rectum Inchsding the Sermnal Vesicles el ©

A tumaur wn the Jower half of the rectum may be so c)o:jc\? :g[c mﬂ'c
the seminal \esicles as t0 make an ntempt 1t separation 1;1:: v.:(houl aft
antenor dissection can proceed antenor to the cggraat vesicle
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THE SURGERY OF THLC ANUS ANAL CANAL AND RECTUM

MODIFICATIONS OF THE STANDARD COMBINED
ABDOMINO PERINEAL EXCISION OF THE RECTUM

Previous Colostomy

A patient presenting with an acute large bowel obstruction caused by a
carcinoma of the rectum will usually requirc a preminary colostomy or
caccostomy 1f a caecostomy 15 performed subsequent operation presents no
prablems If the sigmoid colon has been used to form an ingwinal colostomy,
1t 15 excised with the rectum  Au obligue 1ncision should saclude the colostomy
stoma and the operation then proceeds m the usual way If a trigsverse
colostomy has been performed it 15 closed at the conclusion of the combined
operation if the patient s condition 1s satisfactory

Combined Excision of the Rectum including the Uterus

A hysterectomy should be performed 1f the tumour 1nvolves the uterus
cervix or upper vagina  No attempt should be made to disscct betucen the
uterus and vagina aad the recture  The wctstons o the pertoneum on cither
side of the meso rectum are carried forwards to meet anterior to the uterus
Bath ovaries are included in the resection The ureter ss traced forwards on both
stdes and the uterine artery secured as it crosses the ureter The vaginal wall
may be divided from above or below whichsver 15 the more convement I8
may be difficult to reconstitute the peritoneum 1n the floor of the pelvis but
by keepmng the possibility of this difficulty in mund duning the operation by
extensive undermumng of the peritoneum and by departing from the single
strmght mudiine suture in the pelvic peritoneum and replacing N with 2
T shaped suture Iine closure can nearly always be achieved

Compined Excision of the Rectum Including the Postertor Wall of the Vagina

If the tumour 15 closely related to the rectoraginal septum the posterior
wall of the vagina 15 excised with the rgclum if the tumour 15 obviowsh
vading the vagina a hysterectomy 1s also done

Thi amenﬁr dxsse)c(uon 15 noi’ done untt] the lateral dissectrons have been
completed The posterior formix of the vagina 1s imcised just b&:hmi the ulcr:;‘x:
cervix  The penneal dissection lthewise does not extend upwards c‘u:‘ecn e
anal canal and vagwma but s carmied directly mnto the vigma o nchu :n: the
perineal body  The incisions m the postero-lateral corners of ‘l‘hc :;g\r;mus
carried upwards and meet in the posterior formx ‘There 15 consy eir::’ sz A
oozng from the cut wall of the vagina but this can be cnnrd e
continuous suture along the cut edge No attempt aeed be madw e
the defect tn the vaginal wall because 1t can be left open for‘ dr;u?::c
perineal wound per vagina whlst the perineal shin 15 compleiely clo
Combined Exeiston of the Rectum Including the Semtnal Vesicles \ selaed 10

A tumour n the lower half of the rectum may be 50 clo:,; yqrgl;\ e
the semnal vesicles as to make an atiempt at separation x;\i :xluhout o
antertor dissection can procecd antenor 10 the seminal vesicle
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THE SURGERY OF THE ANUS ANAL CANAL AND RECTUM

The earliest operations performed for carcinoma of the rectum were
simple local removals and although the sphincters were presenved recurrence
was almost inevitable Kraske commenced a new era tn 1885 when he
suggested that a more radrcal excision of the rectum could be obtamed by
improving the exposure of the operative field by removal of the lowermost
pieces of the sacrum  after exciston of the part of the rectum contaiming the
tumour either continuity was restored by suture or a sacral colostomy was
established In 1932 Grey Turner related hus expernience wath seventeen Cases
of posterior resection and anastomosis with preservation of the anal sphincter
there were no serious operative complications and the function was excellent
but he admutted that only about two per cent of patrents presenting with 2
carctnoma possessed a tumour small enough to permut this procedure The
operation 1s now rarely performed because the extent of resection 1s too hmited
and there may be great difficulty 1n approximating the upper scgment to the
rectal stump without tensjon

In 1892 Maunsell advised routine Japarotomy to loosen the upper rectum
and sigmoid colon from their attachments to the sacrum whilst Giordno 1nd
Quenu at about the same time found that this approach aliowed better control
of haemorrhage and wider excision of the affected glands Maunsell and later
Weir (190D dscarded the sacral approach altogether and after excising the
tumour from above restored continnly by imaginating the bowel through
the anal sphincters In 1896 Tuttle advocated a combined operation utihising
both abdonunal and sacral approaches he performed an abdomtnal rescction
and then turned the patient on his side and performed the anastomosis throuzh
a sacral inaision  This operation 15 advocated by some leading surgeons of
today notably Aylett of London (Aylett 1949)

When Miles introduced the combined abdommino-perneal exciston of the
rectum m 1908 he produced evidence of such convincing nature to suppgr(
fus view that the tumour spread laterally and downwards as well as u;;\\ar s
that he virtually put an end to procedures designed to presene i}hc c;:‘g;
am and anal sphincters There 1s no questton that 1n 1dnncch fa:m’ms
carcinoma of the rectum downward sprerd 1s a feature bgu(o)suc,o :]hm\cd
are virtually yncurable by any operation It was Westhues {1 3‘ “\\dr o the
the 1naccuracy of Miles s arguments and he dumunsira‘;cdhc?nc |\:Ic\rc¥nmal of
spread 15 neatly always in an upuard ducelon a“b : » “armnlcd by the
issue below the gm;\lh o ;1 Otr 1(;1"l’rc:k':)r;;c\fne\tap?occ:urt?\\\hnch has gained
facts This sumulated a revival of the conal Series
moment m ecntcars. Nawon Moo 7.8 o e
of casts subjected to operation betwecn rocedure was done
105 of 388 cases (twenty scven per cent) 1 restorative p he anus gycision

For tumours situated ten centimetres of Jnm‘c ::01';:3: &mmc 8 by the
through an abdomnnal snciston can bci ﬂ; fi:_céc(’:“m Furthermore with the
combined abdomino-perineal excision ¢ aesthetics Wt has been found
excellent relaxation obtamable with modern an
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be told of the nature of a colostomy and thit s permussion be obtawed to
proceed to this step if the need anse In some patients the cimcran will be
decerved and what he thought to be a suitable case for restoratnve excision
may prove at operation fo be too ettensive and requining a permanent
colostomy 1n others a temporary colostomy or caccostomy may be con
structed at the conclusion of the operatton 1n order to provide some protection
to the anastomotic suture hine

Preparation iz Theatre 1 diatels Before C g Operafion

The same posture and the same preparation as that discribed for the
combined excision 35 used The perimeal end 15 not prepared at this stage
but an angled self retatming tube 1s placed nto the rectum During the
operation the rectum 1s irnigated with 1 500 perchlortde of mercury  this e1n
be done from a flid comtamer possessing a long rubber tube which can be
passed down the angled catheter 1nto the rectum

Operation

A lower left paramedian mcision 1s preferred 1o the ablique meision
because of the better exposure obtamned and
this may prove vitally important m the per
formance of a good anastomosis  The incision
should extend from the pubis to a point tho
or three centimetres above the umbilicus

The operation proceeds m the same way
as described for the abdommnal part of the
combined exciston of the rectum The pedicle
contarng the superior hiemorrhotdal {or
taferior mesenteric) vessels 15 hgated and
duided above the left colic branch The
inciston 1n the mesentery should be planned
50 as to diude the marginal arteny as low as
possible 1 arder to presene the miimum
lengath of sigmotd colon  The marginal artery
1s divsded carly so that the surgeon ¢n be
certain of the lne along which the bowel
chanes from the srable to the non viable

The perstoncum 15 duided alongside the

Fic 248
Anterior resection of caranoma of
rectum Rectum tottacted forwards  peso gromaid and meso-rectum and - the
supertor haemorrhotdai ves: <
?!f\:dcl:im short  distance  abose  InCIsions cunve to meet antenor to the re tum
fevator amt muscle) and secvred The anterior and then the postenior dissections

hage 1y
{v’ns’l:“;n'f::lg:;g oy;:.,m?" A or  are completed as far distally as possible Thc{’
sulahon through nferier haemof  ayqea peritoneal tissue on the fateraf side o

chevdal vessels the meso-sigmond and meso-rectum and the
fateral hgaments are divided  The mddle hagmorrhodat vessels are hm(lccld
The rectum will then be free down to the susface of the fev itor aas fuie
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The rectum should be sectioned not less than five centimetres below the
lower cdge of the tumour and 1t 15 advisable to mark this Jevel with a black
ligature at this stage  The superior haemorrhoidal vessels civide into numerous

Fi 249
Right angled clamp applied to rectum below tumour when
performing anterior resection and anastomosis

branches which enter the walls of the rectum The branches are m two man
groups right and left and 1t 1s usually possible and certainly deswrable to
secure them deep 1n the pelvis at the level of the proposed section of the rectum
before this section 1s done (Fig 248) 1If this 1s not done profuse bleeding will
take place because of the free anastomosis with the infertor haemorrhoidal
vessels It 1s not uncommon to find a group of vemns on the antertor aspect
of the rectum on either side of the midline
which will also need hgation before the
rectum 1s divided

After the rectal stump has been prepared
a rightangled pedicle clamp 1s applied
across the rectum at the site of the proposed
section (Figs 249 250) Rectal stump iriga
tion with a solution of mercuric perchlornde
{1 500 1s now commenced Morgan (1955)
believes this has reduced the imcidence of
recurrence in the suture line from 214 to
208 per cent The irngation must be done
thoroughly and accordingly the surgeon
should not become mmpatient  He can occupy
his attentron by returming to the proposed
site of division of the sigmoid colon Guy Fic 250
sutures (No 2/0 silk) are applied to the bowel Anteror resection of carcmoma of
Just proximal to the line of demarcation jfes e oy ingled clamp placed at
separating the blue non viable colon from the Two guy sutures 1n position on lower
pink  viable bowel above These sutures "C"™ SUpPort after bowel has been
should be placed on erther side mdway
between the 1c and anti 1c borders A straight Kochers
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THE SURGIRY OF THE ANUS ANAL CAMAL AND RECTUM
;lamp 15 applied and the colon divided just above it but below the guy sutures
! aecal m;ten:ll presenting i the lumen 1s gently swabbed away and the bowet
s covered with a pach whilst the surgeon returns to the distal end

A pack 15 placed behind the rectum do
wn to the level of the 1
and 15 left undisturbed until the anastomosts has been completed Gﬁ;aslsfu:rl:sl

Fig 251
Fic 252

Ftc 25t—Antenior resection of carcinoma of rectum  Posterior Tow of interrupted fine
silk sutures placed n position and sutures hied

Fic  252—Anterior resection of carcinoma of rectum  Inner fayer of vontinyous 270
chromic catgut nearing completion  An mverting sich used for antenor haf

(No 2/0 silk threaded on No 16 halfcircle mtestmal needles) are snserted
on either side of the rectum one centumetre below the rightangled clamp
When the irrigation has been completed the rectum s divided  any flnd
remasnng 1n the Jumen ss suched out and bleeding vessels are secured and
hgated
A senes of mntecrupted fine sk hgatures (No 2/0) threaded on small
half-cirele intestinal needles (No 16) are now placed m position 1n such a way
that when ued the postenor susfaces of the bowel are approuimated (Fig
251) These hgatutes penetrate deeply into the musculans but not into the
mucosa and should be nserted just less than one centimetre from the cut
edge of the bowel Ther should be at least eight of these sutures and all
should be 1n place before the first 15 hied  When placing these suturcs 1nfo
the posterior wall of the rectal stump 1t 1s of constderable help 10 hasve the
postertor wall held forward 18 a pawr of Babeoch s forceps

After completing the posterior layer of wterrupted silh sutures a con
tinuous atraumatic fine chromic calgut suture s used to approximate the
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CARCINOMA OF THE RECTUM

mucosa and submucosa (Fig 252) f the outer interrupted sutures have been
imserted with care 1t 1s unnecessary for this continuous suture to include all
coats of the bowel The writer prefers to commence this stitch n the middle
of the postertor suture hine 1t 1s carried to and just around one corner before
a second atraumatic catgut suture s started again from the midpoint pos
teriorly but extends to the other corner Both atraumatic catgut sutures are
continued along the anterior wall as an inverting anterior Connell stitch 1n
place of the over and-over stitch used on the posterior wall When two
atraumatic sutures are used in this way they meet in the mdpomnt on the
anterior wall of the anastomosis thus avoiding a fimish at a corner where
accuracy 1s sometimes difficult

Fic 253
Long toothed dissecting forceps useful for work deep i pelnis

The anastomosis 1s completed with a series of interrupted fine silk sutures
threaded on half-circle intestinal needles and placed deeply mn the muscle
but avording the mucosa of the bowel (Fig 253)

The pack behind the rectum 1s now removed and haemostasis established
Usually 1t 15 not possible to suture the pelvic peritoneum satisfactorily and no
attempt should be made if 1t 1s possible the peritoneum should be sutured
behind the sigmoid colon A drainage tube or sheet of corrugated rubber s
mserted 1nto the pelvis through the lower end of the mcaision The omentum
1s brought down from the upper abdomen and wrapped over the site of the
anastomosis The abdomen 1s then closed in layers

Before the patient 15 removed from the operating table the anal sphincter

1s gently dilated to facilitate the passage of flatus post-operatively so relieving
early tension on the suture Itne

The Place of Colostomy or Caecostomy m Anfenior Resection of the Rectum
with End to End Anastomoss

Some surgeons are reluctant to do this operation unless about ten or
fourteen days before the resection 15 done a transverse colostomy has been
constructed  The writer does not favour this course because complications
without a colostomy are almost neghgible provided that there 1s no tension
on the anastomosis that the blood supply to both ends 1s liberal and that
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THE SURGERY OF THE ANUS ANAL CANAL AND RECTUM

clamp 15 applied and the colon dyvided Justabove 1t but below the guy sutures
Faecal material presenting 1o the lumen 1s gently swabbed away and the boue
i covered with a pack whilst the surgeon returns to the distal end

A pack 1 placed behind the rectum down 1o the level of the levator an
and 1s left undisturbed until the anastomosts has becn completed Guy suture:

Fic 252

Fi16 2% ~Aatcrior resecuon of carcitoma of rectum  Posterior row of mtersupted fine
stlk sutures placed 1n posittont and sutures hed

Fie 252~ Antersor resection of carcnomy of rectum Inner fayer of continuous 2/0
¢hromic catgut feanag completion  An wnverting stitch used for anterior half

(No 2/0 sl threaded on No 16 hali-circle ntestmnal needles) are wserted
on cither side of the rectum one centimetre below the right angled clamp
When the wrigation has been completed the rectum 1s divided any flud
remaning i the lumen 1s sucked out and bleeding vessels are secured and
heated

A series of miterrupted fine silk Iigatures (No 2/0) threaded on small
halicircle intestinat needles (No 16) are now placed m position in such a way
that when tied (he posterior surfaces of the bowel are approumated (Y;‘ﬁ
2510 These higatures penetrate deeply into the muscularis but not into ¢ :
mucosa and should be inserted Just less than one centimetse from the c‘;l
cdge of the bowel Thete should be at least eight of thesc sutures and 2
should be 1 place before the first 35 tied When placing these sutures m‘:o
the posternior wall of the rectal stump 1t s of considerable help to have the
postertor wall held forward in a parr of Babcock s foreeps

After completing the posterior layer of interrupted sk sutures 2 C\Ohnc
0ORUOUS atrumatie fine chrome catgut suture 1s used to approumaie
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CARCINOMA OF THE RECTUM

mucosa and submucosa (Fig 252) 1f the outer mnterrupted sutures have been
inserted with care 1t 1s unnecessary for this continuous suture to nclude all
coats of the bowel The wrter prefers to commence this stitch 1n the mddle
of the posterior suture line 1t 1s carried to and just around one corner before
a second atraumatic catgut suture 1s started again from the midpoint pos
teriorly but extends to the other corner Both atraumatic catgut sutures are
continued along the antertor wall as an mverting anterior Connell stitch n
place of the overand over stitch used on the posterior wall When two
atraumatic sutures are used n this way they meet 1n the midpomt on the
anterjor wall of the anastomosis thus avoiding a fimsh at a corner where
accuracy 1s sometimes difficult

Fic 253
Long toothed dissecting forceps useful for work deep 1n pelus

The anastomos:s 1s completed with a series of interrupted fine silk sutures
threaded on half-circle intestinal needles and placed deeply in the muscle
but avording the mucosa of the bowel (Fig 253)

The pack behind the rectum 1s now removed and haemostasis established
Usually 1t 15 not possible to suture the pelvic peritonenm satisfactorily and no
attempt should be made f st 1s possible the perttoneum should be sutured
belund the sigmoid colon A dramage tube or sheet of corrugated rubber 1s
mnserted 1nto the pelvis through the lower end of the incision The omentum
15 brought down from the upper abdomen and wrapped over the site of the
anastomosis The abdomen 1s then closed 1n layers

Before the patient 1s removed from the operating table the anal sphincter

15 gently dilated to facthtate the passage of flatus post-operatively so relieving
early tension on the suture Iine

The Place of Colostomy or Caecostomy in Antenier Resection of the Rectum
with End to End Anastomosis

Some surgeons are reluctant to do tius operation unless about ten or
fourteen days before the resection 1s done a transverse colostomy has been
constructed The writer does not favour this course because complications
without a colostomy are almost neghgible provided that there 1s no tension
on the anastomosis that the blood supply to both ends 1s liberal and that
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THL SURGERY OF THE ANUS ANAL CANAL AND RECTUM
clamp 1s applied and the colon divided just above it but below the guy sutures
Faccal matertal presenting 1n the lumen 1s gently swabbed away and the bowel
ts covered with a pach whilst the surgeon returns to the distal end

A pack 1s placed behind the rectum down to the level of the levator am
and 15 left undisturbed until the anastomosts has been completed Guy sutures

Y
Fia 252

F1G 281~ Antentor resection of carcinoma of rectum  Posterior row of interrupied fine
ik sutures placed in positton and sutures ted

-
Fic 252—Anterior resection of carcinoma of rectum Inner layer of contmnuous 2/0
chromye catgut neaning completion  An inverting stitch used for anterior haif

(No 2/0 sk threaded on No 16 half-cucle 1intestinal needles) are tnserted
on either side of the rectum one cenimetre below the gt angled clamp
When the imgation has been completed the rectum 1s divided any flund
rematung 10 the lumen 1s suched out and bleeding vessels are secured and
Iigated

A senes of nterrupted fine sk hgatures (No 2/0) threaded on small
half-circle 1ntestinal needles (No 16) are now placed in position 1n such a way
that when tied the postertor surfaces of the bowel are approumated m!f
251 These ligatures penetrate deeply into the musculanis but not into i
mucosy and should be tnserted just less than onc centimetre from the C‘;l
cdge of the bowel There should be at least eight of these sutures and 2
should be 1n place before the first 1s ied  When placing these sutsres m;‘o
the posterior wall of the rectal stump it 1s of considerable help to have the
posterior wall beld forward 1n a pair of Babeock s forceps

n
After completing the posterior layer of interrupted silk sutures :: C:‘b:
tinuous atraumatic fine chromic catgut suture 15 used (o approumaic
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THE SURGERY OF THE ANUS ANAL CANAL AND RECTUM

clamp 1s apphied and the colon divided Justabove 1t but below the £Uy sutures
Faecal matenal presentng in the jumen 15 gently swabbed away and the bowel
15 covered with a pack whilst the surgeon returns to the distal end

A pack 1s placed behind the rectum down to the level of the levator 2n
and 1s left undisturbed untif the anastomosts has been completed Guy sutures

Fig 25§

Fic 252

¢
Fie 251—Anterior resection of carcinoma of rectum  Postenior row of wterrupted fin
stk sutures placed tn position and sytures tied

ous 2/0
Fie 252~ Antenior resection of carcinoma of rectum  nner laver of! c"canru;x\;r i
chromic ¢atgut neaning completion An mverbing stich used for ame

(No 2/0 sul threaded on No 16 halfcircle intestinal ncedles) are xn;c::d
on either side of the rectum one centimetre bulow the nghtangled c:‘sY mx:!
When the wngation has been completed the rectum 1s divided :m)d o
remawung i the lumen s sucked ont and bleeding vessels are secure
higated "
A scrtes of wterrupted fine silk hgatures (No 2/0) thrcadcdu:!r\:;:‘:n)
half-circle intestinal needles (No 16) are now placed 1 position in ;md i
that when tied the posterior surfaces of the bowel are :xpy;)ml‘l o the
3510 These hgatures penetrate deeply into the musculans uﬁr‘x) o e cut
mucost and should be inserted just less than one centimetre o and al
edge of the bowel There should be nt least esght of !hcs; ts:Cl o s 100
should be in place before the first 15 tied  When pIaangl ‘hclp e the
the posterior wall of the rectal stump 1t 1s of considerable
posterior wall held forward 1n a parr of Babeock s foreeps | urures 2 con

After completing the posterior layer of m:crrupt;d(:la ;m“m:ﬂc he
tinuous atraumatic fine chrome catgut suture 15 use P
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CARCINOMA O THE RECTUM

mucosa and submucosa (Fig 252) 1if the outer mterrupted sutures have been
inserted with care 1t 1s unnecessary for this continuous suture to mclude all
coats of the bowel The writer prefers to commence this stitch 1n the middie
of the posterior suture line 1t 15 carried to and just around one corner before
a second atraumatic catgut suture 1s started again from the mudpoint pos
teriorly but extends to the other corner Both ntraumatic catgut sutures are
continued along the antertor wall as an snverting anterior Connell stitch 1n
place of the overand-over stitch used on the posterior wall When two
atraumatic sutures are used in this way they meet 1n the mudpoint on the
anterior wall of the anastomosts thus avoiding a fimsh at a corner where
accuracy 1s sometimes difficult

—_—

I

Fig 253
Long toothed dissecting forceps useful for work deep 1n pelvis

The anastomosts 1s completed with a sertes of interrupted fine stk sutures
threaded on half<ircle ntestinal needles and placed deeply in the muscle
but avoiding the mucosa of the bowel (Fig 253)

The pack behind the rectum 1s now removed and haemostasis established
Usually 1t 1s not possible to suture the pelvic peritoneum satisfactonly and no
attempt should be made if 1t 15 possible the peritoneum should be sutured
belund the sigmord colon A drainage tube or sheet of corrugated rubber 1s
nserted into the pelvis through the lower end of the inciston  The omentum
15 brought down from the upper abdomen and wrapped over the site of the
anastomosis The abdomen 1s then closed 1n layers

Before the patient 15 removed from the operating table the anal sphincter

15 gently dilated to facilitate the passage of flatus post operatively so relieving
early tension on the suture Iine

The Place of Colostomy or Caecostomy mn Anterior Resectron of the Rectum
with End to End Anastomosis

Some surgeons are reluctant to do thts operation unless about ten or
fourteen days before the resectton 1s done a transverse colostomy has been
constructed The writer does not favour this course because complications
without a colostomy are almost negligible provided that there 1s no tension
on the anastomosis that the blood supply to both ends 1s liberal and that
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THE SURGERY OF THE ANUS ANAL CANAL AND RECTUM

the technigue has becn menculous Furthermore a transverse colostomy may
prove a nusance should the surgeon find that the stemond <olon 15 ve1y short
and that n order to bring 1t down to the rectat szump~ 1t 1s necessary to Iiberite
::};?Oducendmg colon and splentc flexure and the left hall of the transyerse

n

If for any reason the surgeon 1s d; fied with the it imght
be wise to perform a transverse colostomy or a caccostomy at the conclusion
of the operation of resection and anastomosss A caecostomy for a few d1ys
15 a very wseful procedure as 1t will offer some protection to the sutur hne
and will close spontaneously shortly after removal ot the tube

Post-opesatsve Treatment

Antenior 7esechion and end to-end anastomosss 1s very widl tolersted by
pauents  blood Joss and shock are rasely troublesome despite an operation
which may take as long as three hours to complete  Ommopon or morphia
are preseribed for pamn and the patient s nursed w a comfortible position
m bed

Nothing 15 permitted orally unts! the bowel sounds have returned and
there 1s some cvidence of active peristalsts as shown by the passage of fitus
or a bowel action  The fluid balance 15 mamntamned by wntrarvenous therapy
2000 cubic centimetees of five per cent dextrose water and § 000 cubic contt
metres of normal saline are gven tn cach twenty foor hour peniod after the
operation  Aspiratton of the stomach 1 not necessary unliss the patient com
mences vomiag

Penivlfin and streptomycin are ghen w the first five days after the
operation  the dramage tube 1s shortened on the fifth day and s5 out by the
seventh day A catheter 1s hept in the bladder until the intravenous wfusion i
discontinued which is usually about the third or fourth diy The pauent 15
allowed out of bed on the seventh postoperatne d1y and to the bath on
the tenth day after removing the sutures  1(a caccostomy tube has been pliced
in position 1t can be removed as soon as s clear that the anistomosss has
hented without infection and this 1 usually about the sevemth or crghth dvy

COMPLICATIONS OF RESTORATIVE RESE CTION

Infection

1§ the "nastomosis remans intact general peatonitis wil not duc!;:p
Localised snfection around the se of anaslomosis j¢ prohabl)‘ mua!’ ( ::
15 farely severe Y an abscess does form i 15 ofen too sma ‘l k:\ ‘nc fm:
chmcally although 1ts presence 38 apprecnted by the pclrimt,:\ nnx rfw\x
pyrexia  Such 2 temperature chart need not cause a!a;m x::xrscl lmcn n
mstances the abscess ulmately discharees spontincous y o the lu
the bowel
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and their conclusions are similar to those reached by Fisher and Turnbull

MUCUS SECRETING ADENOMA

FOCAL CARCINGMA

INVASIVE  CANCINOMA
WITH FREE HARGIN

s

(NVASIVE CARCINOMA
WITHOU? FXEE MARGIN

L)
Fio 234

»ﬂ“({f f‘:f
$)
LN
Classification of rectal polyps according
to Lockhart Mummery and Cuthbert
Dulkes (1952)
Consultation between the pathologist and surgeon shoul

an important decision

26

(1952) following an entirely indepen
dent research 1n Cleveland US A

No Radical Treatment Required

v Carcinoma it siu which re
presents an imtial stage of malignancy
there 1s no evidence of nfiltration or
invasion

2 A focal carctnomamplies 1
tumour almost completely confined to
the region of the mucosa and 1s nearly
always of low grade Histological
malignancy

3 Imasine carcinoma does not
require further treatment af there s
an adequately free margin clear of the
tumour and provided the carcinoma
15 of low or average grade mahgnancy

If 1t 1s decided to observe the
patient he should be warned of the
necessity for remaimng under close
observation The surgeon should
watch for local recurrence but should
remember that 1n the series reported
by Lockhart Mummery and Cuthbert
Dukes (1952) enlargement of glands
i the mesorectum was the first sien
n one casc indicating that more radh
cal treatment was required

Immediate Radical Exaision Required

| *Focal carcinoma and n
vasive carcinoma of Jugh grade husto-
losical malignancy

2 Imasne carcinoma of aver
age grade mahgnancy f there 1
microscopical evidence of spread nto
the bowel wall or if the focal removil
has left only a sm1ll and madequate
margin of normal tissue around the

mafignant tumour
Id precede such

’



CARCINOMA O THL RECTUM

COLOSTOMY AND MANAGEMENT

In 1710 Lattre proposed the formation of an artificial anus by opemng
the colon 1bove the site of an obstruction but it appears that a surgeon nmed
Pitlore of Rouen was the first to have accomplished a procedure of this nature
when n 1776 he performed a caecostomy for 2 complete obstruction due to
cancer of the rectum  his patient lived twenty-cight days before dying from
causes unrelated to the operation  Sporadic reports of abdomunal colostomies
followed but after Amussat 1n 1839 demonstrated that he could perform a
colostomy from behind without entering the peritoneal cavity the Littre opera
tion fell into disuse  The abdonunal colostomy was revived at the end of the
mneteenth century when 1t was realised that opening the peritoneal cavity
did not increase the mortality and Amussat s lumbar colostomy was then
discarded

The essential requurements of a colostomy have been appreciated for over
fifty years It has been recognised that a colostomy must provide an effective
outlet for faecal discharge 1t must be convemently situated for the patient
to manage and 1t must be neat and free from such complications as prolapse
By careful techmque by mucocutaneous suture and by placing the colostomy
1n the 1hac fossa or in the mudline each of these requirements has been largely
satisfied

The chief problem has always been colostomy incontinence The un
controlled escape of gas and faeces from the artificial anus has made the
operation unpopular with both patients and surgeons and strenuous efforts
have been made to overcome this difficulty

1 Colostomy Plugs —Weir over fifty years ago devised a double inflat
able bulb one end of which fitted 1n the colostomy although such an apparatus
has been re introduced 1t has not proved satisfactory because 1t 1s so uncom
fortable to wear

2 Colostomy Pouches —Various apphances have been designed to catch
faecal matenial after 1t has escaped from the colostomy Some have been
constructed of metar (usually heavy and cumbersome) or of rubber (difficult
to keep free from an unpleasant odour) whilst recently plastic disposable bags
{Wagner Dispos I Pouches) have been placed on the market and have proved
particularly successful (Fig 255)

3 Surgical Procedures —With the revival of the abdomnal colostomy
towards the end of the mineteenth century some ingentous procedures have been
suggested and practised 1n the hope of securing control over colostomy
function  Gersuny rotated the intestinal loop and Tuttle attempted to make
a sphuncter by pleating the bowel so producing an aggregate of circular fibres

ata pont Howse brought the sigmord colon through the fibres of the rectus
abdommms Witzel Bailey Braun and others gave the ternunal few inches
of the colon an intramuscular or subcutaneous course

The author s colleagues Mr B K Rank FRCS and Mr Julan Orm
Smith FRCS designed an improved permanent colostomy (Rank and Smith
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Fic 255
Drsposabie bag in positton over a colostomy opening just below

umbtlicus
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Fic 256 Fia 287 ;
" Al
Combined excision of rectum Small incision made )uslhl';!o:nurlr;'?;noiyt:h
with preservation of marginal 'ill:t: :nogn;c’vg"::la:n‘:&m;mm hrough
artery  so conserving an extra Supeutan
length of sigmord colon for termina
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operation and these may cause considerable mental depression  The patients
should be given every assistance to overcome therr disabihity and resume
normal social and economic Jives
The advice given to these patients 1s as follows  Meals should be taken
at absolutely regular hours It does not matter what tmes of the day are
finally decided upon but once
sclected these times should not
vary Breakfast at 8 am lunch
at 1230 pm and dinner at 630
pm are the hours often chosen
1T the patient wishes to partake of
nourishment between meals the
times must agmn be absolutcly
identical each day If the patient
cats the same foodstuffs each day
and always at the same time
within a few wecks he would find
the colostomy acting at exactly the
same time each day So much so
that a few mnultes before such an
action 1s antictpated the patient
can retire to the lavatory
“ Naturally hfe would become
monotonous if the same food had
to be eaten each day But this ss
unnecessary because once regular
ity has been achieved sanations
m the dict can be permutted  such
vaniations must be ntroduced
cautiously and any llcffects
Fi 259 noted For cxample some patients
Subcutancous colostomy (Mr A sixty four years  with colostomies find that pump-

f ) canal  Combrned excision of re
rccac:fllr;on;fr[gm?c"(: on nd Fcbm'::nry 1943 Diet hin should be avoided but lilcm
December 1955 from carcinoma of bladder thought s no harm in attempting a retu

to have been a further pnimary tumour) to such a commodity later when
the bowel may prove more accommodating Tomatoes rhubarb  apples
oranges cabbage lettuce omions and chocolate are foodstuffs which some
have learnt to avoid ——

Once regular evacuations have been achieved 1t s surpnsing how

attention the patient need pay to hus diet  He must keep rcgul:xrdm;ﬂ 111’:7;::
and avoid certn foodstufTs which disagree with lum  but beyond t N'ycnnn
are no restrictions  Under this regime most patients have a colasr;w;n:, e
a short while after breakfast and then perhaps nothing appcaﬁ!un |l n:jx newt
day at the same tiume  Somctimes there s  very small action afier lu

after tea at night
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THE SURGELPY OF THE ANUS ANAL CANAL AND RECTUM

n place by a bt The bag 1s applied before Ieaving home and can be Jeft
in place until the end of the day when 1t 1s temoved and washed out or
discarded depending on the type of bag used The selection of the bag and
sts fitting to the pattent requires advice from the surgeon  the panent should
be very particular in the choice

By assiduousty following simple dictetic common sense combined with
a neat colostomy bag all but a very small minority of patients return to full
work and enjoy practically normal soctal relations '

ANTERIOR RESECCTION WITH ABDOMINO ANAL ANASTOMOSIS

It an anterior resection 15 performed and if the tectal stump which remans
15 too short and too low 1n the pelvis to permit an anterior end toend ansto
mosis the divided colon can be passed through the remamming rectum apal
canal and anal onfice and after tnvaginating the rectal stump the end of the
divided colon can be anastomosed to the pronimal end of the rectum outside
the anal canal and the anastomosis 1s finally pushed back mto the puivis The
pelvis 1s dramned through the lower end of the abdommal incision  In the
writer s expertence sphincter function after this procedure has proved imperfect
but adequate

OTHER OPLRATIONS FOR CARCINOMA OF THE RFCTUM

Occastonafly the surgeon will set out to do an anterior resection for
carcinoma of the upper third of the rectum only to find the proximal colon
grossly distended and loaded with mspissated ficcal matenal Tt ts not wise
to pracecd to anastomosis n these urcumstances  The excision can be com
pleted 1 the normal way but the proximal colon should be brotight out as
a colastomy openung whilst the distal rectal stump s closed This operation
Lnown as Hartmann s operation can be folfowed by anastomosis of the colon
1o the rectum at 1 later stage (Fig 261)

In one casc the winter performed an antersor rescetion with amastomosts
through an wasion 1 the posterior wall of the vagina This exposure perants
anastomosis after resection of low fyng tumours but holds no particular

advantage over the abdommo anal method

RESULTS OF TREATMENT OF CARCINOVA OF Thil RICTUM
Few large scries of untreated cases of carcinoma of the rectum have been

1 of Daland Welch and Nthanson
e 100 paents. ho did not recaive treatment for

(1936) They found that in 100 patients &
various rc.lsgns the average duration of hife from the onscxrnlt; ?(Trﬁ(:;n:[ \'\hx:
fourtcen months one patint was dead within 2 month o h(l omet of the
diness whilst another Ined for forty mne months o cﬁmz e e
palliative cofostorny 1he average durauon of hife was the S ot
one patient survised fifty six months most were dead within
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Sign of r:currencc two Years 1. er Ostomy o

269



THE SURGERY OF THE ANUS ANAL CANAL AND RICTUM

the construction of the colostomy Coller and his assoctates (1952) found that
about six per cent of patients with palliative colostomies will sunne two to
five years

PALLIATIVE EXCISION FOR CARCINOMA OF THE Recruv

The most satisfactory treatment for incurable cases of carcinoma of the
rectum 15 palhiative excision of the rectum with either a permanent colostomny
or an end to-end anastomosts and preservation of the anal sphincter muscle
The removal of the ulcerating mass 1n the rectum 1s the only way to present
the unbelievable distress caused by the frequent bowel actions in the terminal
stages A colostomy seems to increase discomfort although Daland Welch
and Nathanson (1936) believed 1t to help

The writer has pracused a palliative exciston of the tumour wherever
posstble and has been gratified by the temporary improsement which 1n some
cases 1s of an astomshing degree  The least satisfactory cases are those with
peritoneal metastases and n these the end usually comes within three to sic
months of the operation although some patients survine for a Jonger period
In the early stages the patient js well but peritoneal metastases mcrease m
stze and intestinal obstruction ascites and abdomuinal masses necessitate
mcreasing doses of pain rebieving drugs but apart from occasional paracentess
of the abdomen there 1s nothing more that can be donc for these sdividuals

If the penitoneum 1s free but metastases are present in the Iver palliative
excision might be followed by a relatively fong survival and several of the
writer s patients have remained mn good health for several years despite large
wregular hivers  In view of the longevity of survival in these cases no good
purpose 1s served by telling the patient or often the relatives

CuRrATIVE EXCISION FOR CARCINGMA OF THE RrCTUM

In a number of patients laparotomy shows that the lesion 1s one that
rmught be cured by ra(ll):cal exciston  In these cases Dukes (1948) has found
that about fifty per cent were alnve at the end of five years and most fofiow :l.p
studtes have served to confirm these results  Coller and Ins assocr ies (l‘)i,
for example noted that fifty five per cent sunvaved for five years b(m | Si
noted that a number of patients will devilop a recurrence between (I(\i :'tm
ten years after the operation  They had not obsenned recurrence aftel

mterval has elapsed

If the tumI;ur 1s an carly onc and has no spread (Dfu‘\l‘fs A c(“a‘::)“n;:;:;
erghty five per cent are alne and well after five years ; "l r-;;uén; A
advanced with shightly greater local spread sunvnval fal I; 0 638 et
(Dules B group)  whilst of those with lymph node nvolie o D
group) only 33 3 per cent are abve and well after fise )carlsm {no{:ml:ﬂc e
of tumours sifuated n the ower half of the rectum n}:u;' e L
those 1n the upper half (Ewing 1953 Tumours wiich hnie
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appearance mdicative of low grade actwty have a much better outlook than
those 1n which poor differentiation suggests abnormal activily

Tavte Xvi
SITE OF FATAL RECURRENCE IN 22 PATIENTS
Pertneum 14
Abdomen 5
Central nervous system 2

Lung

»n

Total

In none of the 22 patients in this table was there evidence
of spread of the tumour at the ttme of the 1utial opera

tion

In each case an abdomino pernesl excsion of the

rectum was performed

Coller and Iis associates have summansed the position by finding that
of all patients with a carcinoma of the rectum scen for the first me fifty per
cent are suitable for defimtive treatment and thirty three per cent are alve

Fic 262
Perweal recurrence protruding from penneal
scar with some ulceration

and well 1n five years Of these patients
i whom 1t 15 belteved that a cure can
be obtamned by radical excision over
one half survived five years and shghtly
less than a third reached the tenth anmt

versary

Nafure of Recurrence

Following resections performed
for apparently curable lestons recur
rence 1s most frequently found deep
in the pelvis whether an abdomino
permneal excision of the rectum with
permanent colostomy or an anterior
resection with preservation of the
sphincters has been done (Table XVI)
Occasionally the recurrent neoplasm
protrudes from the skin of the perineum
(Fig 262) or can be felt on vaginal
examnation but usually mn the imtial
stages and especially 1n the male 1t 1s
neither seen nor felt but makes 1ts
presence known by causing a constant
deep seated pain 1n the perineum which
later becomes almost unbearable This

1s as common a mode of recurrence as that involving pentoneum or hver and
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B (4
fic 263
Recusrent nodute alonp: A N, thiny
duration  Combed

three years  Symptons of tuelve monthy

excryon of re-tum performed on 7k Apnt 195, Section showed

average grade twmour  dhssection thowed no plands ansolved

Nodule evased on rd December 1952 (Nosgmber )9% alse
sithout s1g1 of recurrence )
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1t 1s much more unfortunite beeause usually the patient retains reasonably
good health and only gradually deterrorntes as the persistent pamn produces
slow exhaustion (Fig 263)

Treatment of Perutetl Recurrence

1 Enxcision —If the recurrence seems to be ‘implantaton 1n onigin
and 1s responsible for an 1solrted mobile mass 1t can be excised Such a
recurrence may be found i the perineal wound or at the anastomotic suture
Iine following a restorative resectton 1 the latter case 1t will be necessary
to perform an abdonuno perineal excision of the remaining rectum 1n order
to remore 1t

2 WANGINSTLEN S SEconD Look ——Because of the frequency of perin
eal recurrence the surgeon mught be tempted to follow the advice of Wangen
steen and his associates and perform an exploratory operation about six months
after the imitial resection 1n the hope of finding a resectable secondary tumour
In thirty five cases 1n which this was done secondary mahgnancy was dis
covered 1n fiftcen cases (forty threc per cent) but the results of resection of the
recurrences have not been tmpressive (Wangensteen ez al  1954)

3 Dcrr X ray Turrary —Ailthough these tumours are generally very
resistant to irradiation 1t sometimes happens that this form of therapy produces
some relief from the constant pain  But very large doses are required and
these might be above the skin tolerance dose for the area In general these
cases are not sahsfactory for deep Xray therapy or for other methods of
wradiation

4 SACRAL INTILTRATION (by Russell Cole DA FFARACS)-—The
severe pan which accompanies perineal recurrences can sometimes be drama
tically relieved by an extra thecal ingection of absolute alcohol into the posterior
sacral foramina of the second and third sacral segments and occastonally 1nto
those of the first and fourth Injections are made 1nto one or two foramina
on the same or opposite stdes (Fig 264}

The patient 1s placed 1n a prone position with a pillow under the pelvis
and the affected nerve root previously localised 1s injected with a short acting
local anaesthetic such as xylocaine two per cent If the correct segment 15
mjected the relief obtained 1s instantaneous Twenty four hours later the
patient 1s placed m the same position and after recetving 1 sleep dose of
thiopentone 1s given an 1njection of two or three cubic centimetres of absolute
alcohol into the appropriate sacral foramen It 1s important that at Jeast
twenty four hours elapse between the mjection of the local anaesthetic and the
absolute alcohol otherwise there 1s 1 higher 1ncidence of unsatisfactory results
presumably because of the dilution of the alcohol A second mnjectron of
alcohol should not be given within a week of the first

There 1s often quite a severe neuralgic pam over the corresponding derma
tone for a day or two Retention of urine 15 unusual unless both the second
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and third sacraf SEEMENts are gnven bilateral injections  The best results
are obtamed 1n patients suffering from a welt-defined pain fatly lozalised
and without radiation down the leg
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A--Disposition °rgt_‘_‘¥;: xx:’mslr;;mr sacral forarmine
} —Fxtra
5 Coroorous (by J Bryant Curtis MS FRCS rx;{ A“C‘zc s
thecal sacral ingection of alcohol may fa fo reltese the pa
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condition shows no sign of carly deterioration so thit several months may
clapse before the end and 1f the recurrence remains localised 1n the pelvis
upper thoracic cordotomy should be considered

The fibres carrying the various types of sensation are sorted out in the
spinal cord after leaving the posterior sensory root  Those carrying pain and
temperature cross to the opposite side of the cord and pass upwards in the
fateral spinothalamic tract  Thus crossing ts gradual taking place over several
segments  The posterior border of the spinothalamic tract 1s at the denticulate
ligament  As fibres from upper segments cross those from the lower ones
come to be arranged posteriorly so 1n general there 1s an orderly arrange
ment of sacral lumbar and thoracic segments from behind forwards commen
cing at the denticulate ligament  The normal sensations arousing desires to
micturate and defaecate pass up in the same segment of the cord

With the patient 1 the prone position and 1nchined at an angle of about
sixty degrees to reduce bleeding an upper thoracic mudline incision 1s made
The Jaminae of the third and fourth thoracic vertebrae are removed as well
as the lower part of the second if bilateral section 1s intended  The denticulate
ligaments are divided and whlst the ligament on one side 15 grasped and the
cord rotated a cordotomy kmife 1s introduced at a sntable bloodless point
immedsately antertor and adjacent to the denticulate hgament The kmife 1s
inserted at an angle of ten degrees to the transverse plane of the cord to a
depth of 4 5 millimetres and 1s then moved round to leave the cord anterior
to the point of emergence of the anterior nerve root  If a bilateral operation
1s performed the second cut 1s made a segment lower The dura s closed
tghtly after haemostasis 1s assured and the muscles and skin are sutured 1n
the usual manner The operation takes about one and a quarter hours to
complete and although 1t may be accompanied by shock has a low mortality
With tilateral cuts upset to bladder function 1s invarable but 1t 1s unusual
for senous disorder 1o persist 1f the patient is given adequate traiming to
overcome the difficulty associated with emptying

6 PREFRONTAL LEucoTOMY —In cases where pain cannot be controlled
by drugs but where the malignancy shows widespread dissemination or where
the operative nish 15 very poor either on account of age or cachexia prefrontal
leucotomy might give good relief of patn  Pain 1s not abolished but 1t no
Jonger worres the patient
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Chapter Stxteen

SQUAMOUS CLLL CARCINOMA OF THE ANUS
AND ANAL CANAL

QUAMOUS cell carcinomas of the anus and anal canal are uncommon
tumours but they possess the same typical general features of similar
neoplasms occurnng 1n other parts of the body Their situation at the anal
verge or 1 the anal canal introduces certain features of spectal 1mportance
1n regard to treatment

Surgical Pathology
The tumour 1s comparatwvely rare In the author s sertes of 227 excisions
of the rectum for carcinoma there were eleven cases of epithelioma of the anus

RECTUM

Fic 265
Summary of squamous cell carcipomas of anus and anal
canal treated by author

or anal canal an tncidence of 4 9 per cent  Grinnell (1954) found an incidence
of four per cent Sweet (1947) four per cent and Gabriel (1949) 3 35 per cent

In Gabriel s sertes the sexes were equally affected 1n Grinnell s forty
nene cases there were thurty one female patients  wiulst i the author s smaller
series of eleven cases there were seven male patients

Squamous CELL CARCINOMA OF THE ANUs —The tumour 1s seen
commonly n elderly male patients (Fig 265} It 1s confined largely to the
anal verge although 1t may extend into the anal canal The tumour has
an ulcerated surface with raised everted edoes (Figs 266 267) and as 1t
increases 1 size tends to surround the anus There 1s considerable secondary
infection which may be responsible for anal fistula formation The tumour
frequently possesses a well-differentiated histological structure
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Squamous CrLL CARCINOM
A OF THC ANAL CANAL —This tumour
1s seen
most often in women (Fig 268) Occasionally the lower edge of the tumour

Aware of lump mncreaing in sue for
Nosember 199

A—Carcinoma_of anus (Mr M sevenly one years iy
six_months  Abdomino penineal caiston of rectum performed on 17th
Convalescence uncventful }

B—Close up of tumour

C—Specimen after removal showing tumaour spreading upwards 1
1s vistble on 1nspection of the anus (Fig 269 A} The tumour vlcerates deeply
and nat uncommonly 1nvolses the vagina with fistula formation ihc, \:Iccr
also spreads around the anal canal and upwards 1nto the rectum (Fig 269 m
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THE SURGERY OF THE ANUS ANAL CANAL AND RECTUM

SQuaMoUs CILL CARCINOMA OF THE

ANAL CANAL —Tluis tumour 1s seen
most often in women (Fig 268)

Occastonaliy the lower edge of the tumour

fe 5 nereasing an sure for
A—Carcinoma_of anus (Mr A seventy one years A\\r?n: cvtl;,lu“r:pﬁ(h qumg 1n e
onths  Abdomuno perineal excision of rectum perform
e Convalescence uncyventful )

—Close up of tumour Ive ol canal
g—Spccnme"n after remosval showing tumour spreading upwards to mvche

ates deephy
1s visible on 1nspection of the anus (Fig 269 A) Thcllur;lm:r:;lllls;r lmc mgﬂ
and not uncommonly tnvolves the vagina with ﬁs(u:; c;:cxum o
also spreads around the 1nal canal and upwards into the
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Fia 267
A-~Squamous ecll
carcmoma of anus
(Mr M eighty-one
iears Aware of
ump at edge of
anus for sixmonths
Combned exeiston
of rectum and
tumour _ performed
on 23rd Februan
19¢%6 Convales
cence  uneventful
Examination of
speaimen  revealed
no cxtension mto
amal canal
B—The specimen
after remosal
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MippLE HAEMORRHOIDAL Ly vipjy Nobts —Squamous cell tumours of the

anal canal hie very close 1o the region drained by the middle hiemorrhoidal

Iymphatic vessels

Fia 270
A—Carcinoms of the anal camal
with very small ulcerated surface

«\Mrs M osixty years ncreasing
rectal discomfory of (wo months
duration  Comtincd excision of
rectum and tumour  performed
on 2st December 1955 Exten
sive local and hepane spread
present  Panient survived four
months after operation)

often causes severe prun and endoscopic pr

In Grinnell s serres of forty mune cases there was one with

lateral spread only four with lateral and u
spread and a further case with m\ol\im}:r‘:: ;‘:
the lateral glands 1n ssocration with the supcerior
haemorrhordal and igmnat groups  Grinnel)
suggests that this lateral spread might at least
be as important as the upward spread  Frewdin
(1955) also demonstrated this same lateral
spread occurning with squamous cell tumours

Spread by the venous system appears to be
much less common than s found with neoplasms
onginating within the rectum  Both Sweet
(1947) and Grinnell (1954) obsenved only the
occasional case with lver metastases whilst
secondary deposits 1n the lungs and bones were
very rare

Chmical Features

When the tumour s sitwated at the anal
verge the chief symptom 1s the presence of a
lump which blecds eastty When the lewon
mvolves the anal canal pain 1s a prominent
symptom The pamn 15 constantly present and 1s
aggravtted by deficcation  The patient nearly
always notices blood with the motions and
blood stained faecal discharges on the under
clothes which become worse as the disese pro-
gressively destroys the anal sphincter

{f the tumour 1s af the anal verge mnspection
Jeases hitile doubt as to the draenosis An ulcer
with hard «erted edges and fnable necrouce
base hardly needs a biopsy etamnation 1o
confirm the dtagnosis 1T the tmour s within
the anal canal a digial examunation will disclose
the ulcerated area but such an examsnation
ocedures may have 10 wat uatil

the patient has been anaesthetised

Differential Dhagnosis

In most cases the diagnosis 1s
ts encountered which s confused with an eprthelioma of

canal

not 1n doubt but occassonalls a candition
¢ the anus or 11l
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Non srrciric ULCLR —A non specific ulcer
verge and involve the anal camt The cause of
The lesion remains superficial despite 1ts extent

may develop on the anal
the condition 15 uncertain
The edges arc scarcely

rused at 2l the floor 15 covered by clean granulation tissue whilst the base
1s not indurated Biopsy examination shows no evidence of neoplasm
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Fi6 270 (cont )

B—Histological examination reveals very poorly differentiated tumour

TusercuLous ULCER —This 1s rarely seen It resembles the non specific

ulcer but 1s more 1rregular 1n outline and the flo
tissue  Bropsy discloses the diagnosis

or 1s covered bv unhealthy

DorsaL ANAL FISSURE —A long standing dorsal anal fissure may be
confused with an epithelioma of the anus The position i the mudline
posteniorly the charactenstic elliptical shape the white circular fibres crossing
the floor and the sharply defined edges are typical of anal fissure

PruriTUS ANI —Chronic prurttus ant 15 oft

en associated with grossly

thickened and roughened perianal skin which may lead one to suspect that
a carcinoma has developed Prunitus ant 1s usually assocrated with changes

affecting most of the perianal skin and there 1s no
tion

evidence of deeper infiltra

ANAL CoNDYLOMATA —Anal condylomata present as multiple tumours
which surround the anus and extend 1nto the lowermost part of the anal canal
They vary in size from tiny elevations of the skin to fairly large pedunculated
irregular masses with finely granular surfaces The indwvidual tumours are

dry and are not friable The muluiple foo are sep:
283
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the absence of ulceration and evidence of mvasion enable a diagnosis to be
made on Macroscopic appearances despite the Alarming appearance of some
of the more advanced cases (Fig 271)

i 21

Fie 272

Basal cell carcinoma of anus  Second tumour seen anre‘r\l:»nr ’K;a?lm::v
Both tumours treated by local excrsion and primary fd
W oun

ADINOCARCINOMA —A carcrnoma ansing in the lower lhsrﬂx?ll;!:’h;:hr:c::::
may mmade the anal canal and present as a fungating mass ;)ormanon A
(Fig 194 Such a tumour often shows evidence of mucou;mn'mm“0rl e
surface but a final diagnosts can be made only on bmp:)o“lc“ o s
differentiation 1s not particularly 1important from the pomn
because the prineiples of treatment are the same
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BasaL Crrr Carcinova —These tumours are rare in this region  Most
of the reported cases have been seen 1n the neighbourhood of the anus without
actually involving 1t (Fig 272) The tumour 1s circumseribed superficial and
mobile Despite 1 long history the ulcer remarns small

MALIGNANT MELaNOMA —This tumour also simulates a thrombosed
mternal haemorrhord (Raven 1948) when examned 1t 1s hard and relatively
non tender on palpation  The surface 15 pigmented as well as ulcerated whilst
biopsy examination tndicates the true nature of the tumour

TRLATMENT

Surgical exciston 1s the treatment of choice Radiotherapy 1s a popular
method of treatment but 1t cannot be relied upon to destroy lymph node
metastases especially those situated 1n the meso rectum It 1s a particularly
painful form of treatment with unsatisfactory end results  many of the patients
50 treated require a colostomy to rehieve the agony associated with defaecation
whilst the recurrence rate 1s high  As the result of the development of surgery
m recent years few patients need be refused surgery on the grounds of poor
general condition or because of wide extent of the tumour

Treatment of Squamous Cell Carcinoma of the Anus

Adequate local removal of these tumours will require excision of portion
of the anal canal and of the sphincter muscle and usually to such an extent
as to require a permanent colostomy on account of incontinence Therefore
with the exceptron of small tumours situated at some distance from the anus
an abdomuno perineal resection 1s required It 1s doubtful if these tumours
metastasise to the superior and middle haemorrhoidal lymph glands unless
there ts direct invasion of the anal canal

Treatment of Squamous Cell Carcinoma of the Anal Canal

The surgical treatment of these tumours entails combined abdomino
penneal excsion of the rectum The superior haemorrhowdal lymph glands
are removed with the rectum and the surgeon should excise as much of the
pelvic fasma as possible 1n the hope of secuning all potential metasases in the
lateral field of spread The glands along the common 1ihac and along the
external and internal iliac vessels are removed 1n the course of the abdominal
dissection

REMovAL OF THE INGUINAL LimpH GLANDS —Some surgeons do not
think that these glands should be dissected unless there 1s clinical evidence
of their mvolvement However 1n the authors opimion a prophylactic dis
section should be done because of the high incidence of metastases 1n these
glands and because of the great suffering caused by malignant infiltration 1n
the groin  Neoplastic tissue ulcerates through the skin  the femoral vein
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becomes obstructed with massine ocdema of the leg  the femoral nene 15
ymaded causing severe pun  whilst episodes of secondary haemorrhage add
to the patient s misery

The glands can be removed at the ime of the excision of the priman
tumour but this 1s an extensive procedure taking three or four hourts 1o
compicte and should not be undertaken unless the patient s condition 55 quite
satisfactory The perineal excision 1s extended nto the mgwnal region and the
tngwinal glands are removed en bloc with the primary tumour If the patient
15 not able to wathstand this estended one stage operation the glands should
be removed about two or three weels after the ininial operation

Techmaque of Removal of the Inguinal Nodes en Bloc with the Priman
Tumour —The ncision n the perincum 1s extended by straight sncisions nto
the inguinal regron and continued fo the antenior superior thac spmes  These
extensions should be placed just distal to the groove demarcating the thish
from the perineum The dissections can be performed synchronously The
shin flaps are dissceted up as thinly as possible to expose the fatty tssue
containing the ingumal nodes The area exposed should extend from the
ingurnal higament to a distance of about seven or eight centimetres down the
leg At the periphery of this mass of tssue the dissection 1s decpened down
to and then through the deep fascia so exposing the ilacus psoas and pec
tincus muscles At the lowest mit of the dissection the long saphenous vun
will be dentified and hgated This block of tissue together with the decp
fascia 1s Iifted off the underlying muscles and the femoral vessels  all the
fatty tissue and nodes tn the femoral canal arc included untl finally the
spectmen remains attached by the termimation of the Jong saphenous vein mto
the femoral vern and by tissue continuous with the anus The former attsch
ment 15 severed between hgatures and the mass of tissue remosed wath the
anal canal and rectum  The glands along the thac vessels are removed during
the course of the 1bdommnal dissection conducted i the combined excision

Results of Treatment of Eputhelioma of the Anus and Anal Canal '
Grinnell (1954) m his review of the results of treatment fou_r#‘ lhai‘::cz

compared favourably with those for carcinomas of the rv:c(uml urc:cntc »

five year survnal rate of 36 8 per cent and 2 five year chr;lca' ¢l o e o

361 pes cent  The author s experience has not been so satisfac ?zmw ¢ oma

plastic nature of the anal canal tumours and the age incudence nn ihote

fing at the anus 1s responstble for very few threc or five yeur su
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ARDERNE, John

John Arderne was born in England in about 1306 He studied at Mont
pellier and served n the Hundred Years War as a miltary surgeon under the
Dukes of Lancaster and successively at Antwerp Algeciras in Spain and 1n
Aquutaine He practised in France and later went to Newark where he practised
for twenty years In 1370 he went to London where he was admitted to the
Fratermty of Surgeons

Working chiefly nmong the Iugher classes he was a sound practical
surgeon using the best practices of lis day He revived the operation for the
cure of fistula which had fallen into disuse for nearly 500 years His various
treatises on the practice of medicine and surgery haemorrhoids and fistula
mnano were wnitten 1 Latn 1in fus own hand  Enghsh transltions were
published at various times and the treatise on fistula printed 1n abndged form
in 1588

It 15 not certain when he died but 1t 1s beheved to have been about 1380
to 1390

DENONVILLICRS Charles Pierre D

Charles Prierre D Denonvilhers the famous Parisian anatomust and surgeon
was born 1n Pans on the 4th February 1809  He studied medicine from 1836
and became a Doctor 1n 1837 He applied four times for the post of Dissector
in Apatomy and became Associate Professor in 1839 He was appointed
Surgeon to the Central Bureau of Hospstals in 1840 and Chief of Anatomical
Works 1n 1841 He was chief of the School of Practical Anatomy of the Hotel
Dieu in 1842 and succeeded Malgaigne as Professor of Surgery 1 this hospital
n 1856

From 1833 he conducted almost without interruption courses 1n Dcscnp
tive and Surgcal Anatomy as well as in surgical jue and was af
to the Chair of Anatomy 1n 1849 after the death of Breschet havmg pnor to
this enniched the Museum of the Faculty by his many beautiful and excellently
fixed preparations and also having made the effort 10 mtroduce more order
and cleanhiness in the preparation rooms

His anatomy lectures were outstandingly clear and concise  Although
he was an excellent operator excelling particularly 1n plastic operations
he was little known to the public because he did not seek private practice
He wrote a number of books and articles and 1n 1858 was promoted to the
post of General Inspector for Public Instruction 1in Medicine and to the
wmportant Supertor Council which gave lim the opportumity to take part 1n
the efforts to improve medical teaching

Domestic misfortunes clouded the last years of his Iife until his sudden
death in Paris on the 5th July 1872
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GEROTA, Dumitru

Dumutru Gerota was born on the 17th July 1867, at Craiova Roumama_';:
He was Professor of Surgery at the Umversity of Bucharest He studied ot
lymphatics by the injection method and contributed to our knowledge of lhc:‘\t
lymphatic drainage and the lymphatic glands  He ded 1n May 1939 -

ot

HILTON, John (Fig 273) =
John Hilton was born at Castle Hedingham mn Essex on the 22nd Sep-'-5>
tember 1805 He was educated 75T
at Chelmsford and Boulogne <%’
and entered Guys Hospital 1n
1824
He became a Member of
the Royal College of Surgeons
on the 22nd May 1827 and was
elected a Fellow of the Royal
Society on the 16th January
1839 and a Fellow of the Royal
College of Surgeons on the
11th December 1843
He was appointed Denon
strator 1n Anatomy at Guys
Hosprtal 1n 1844 and became
Demonstrator 1 Anatomy 10
Bransby Cooper He was ap-
pointed Lecturer 1n Anatomy
1 1945 and Full Surgeon 1n
1849 He senved as a Member
of the Council of the Royal
Fi 273 College of Surgeons from 1854
John Hilton untl 1878 he was Huaterian
Professor of Human Anatom)

and Surgery at the College from 1859 until 1862 a Member of the Court of
{ Examiners

Exuminers from 1865 until 1875 and 1 Member of the Board o
in Dental Surgery from 1868 untl 1875 He was Hunteran Orator and
President n 1867

1871 and Prest

He became Surgeon Extraordinary to Queen Victoria n
dent of the Pathological Society 1n that year He wrote  Rest and
1862 He died at Clapham London on the 14th September 1878

Pain 1

HOUSTON John

John Houston was barn 1n Northern Ireland
at the City of Dublin Hospital and Lecturer Surgery at Dublin
there on the 30th July 1845

10 1802 He was a physion
He died
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VIM DICZRadeekl Jokann Yon

He was born on the 16th May 1850 1n Bukovina then part of Aust 1
Harein He qudied under Hyetl Rokstanaky Hebra ind Billeoth - He s
raraand organ lesons from S 4ty untl R o to carn the money (o complt
Hsmedical courve

He graduated in 1875 and beeame asustant to Billroth In 188 b
s3s apportited (o the Char of Surpeny af the University of Cricon  In 1t 0
* went 1o the Bredau Chime 1o December 1904 he found that b
#Tenne from an moperible earcinoma of the stomach and dicd on the
'te 1905 at the ape of fifty five

Pannes By wa Meqagus

Tig 274
John Bapast Morgagne

(Portratby R B kb y S¢ 1 1 1719 Facsmle tgnrhfem
Arch s of the 1 o3al Sor1 1y )

MORGAGNI, John Baptist (Fig 274)
on “{ohn Baptist Morgagm belonged to the Italian School He was born
stat, ¢ 25th February 1682 at Forli i Romagna capital of a little Papal
€ southeast of Bologna at the foot of the Appentnes
to thls father died whilst he was a child but his mother devoted her ILfe
e education of her mited son At the age of fifteen he began to study
medicine under Atbertim and Valsalva making his way with singular success
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Ir 1701 he took the degrees of MD and Philosophy  There followed a
time as President of an ndependent school and a visit to the schools of
Venice and Padua  However he was forced to ane up his studies for some
time because of his health

In 1715 he was elevated to the Char of Anatomy at Padua one of the
highest positions n the world as a medical teacher and which he held for
fifty mine years  Anafomy was fus first study and the part of science which
he uhed best  He revised amatomy and corrected many errors made by his
predecessors  He founded the study of Pathological Anatomy and wrote a
number of books  His first essays were issued n his twenty fifth year 1nd
his famous Sears and Causes of Discase he fimshed 1n the year 1763 at the
age of eighty three  He became a Feliow of the Royal Society i 1724 and
was similarly honoured m Pacis St Petersburg and Berlin - He died 1 Padua
m 1771

PROUST, P T

Proust described the retro vesical pouch i his doctoral thesis Sur Ie
Peritonite pubhished in Paris in 1822

THIERSCH, harl

Karl Thiersch was born 1n Mumch  After studymg af Berlin Vienna
and Parss he obtaned his medical degree at the Unnersity of Munich  In
1850 he took part mn the war between Prussia and Denmark serving under
the great orthopaedic surgeon Stromeyer whose leaching and example had
much influence on lim

After the war had fimshed he was appamnted Professor of Surgery at t:c
Unsversity of Erlangen a post which he held for thirteen years 1n 1857 he
was transferred to the Chair of Surgery at Leipzig which he held for h\?nl)
eight years  Duning the Frinco-Prussian war of 1870 he was made Consulting
Surgeon to the 12th Army Corps . smbations o sureen

jersch made compiratively few c
but J:;orruzsr:::rl;‘r:s as the imventor of the Thiersch graft which he described
ata meeting of the German Surgtcal Society m 1874 —
2 considerable reputation as a practcat surt

c:xrly”lelr::]cr of the anusepncpmcxhod of Lister  He died at Lepzt
age of seventy three

jie was an
e 1 the

WALDEYER Hartz, Heinnch YWithelm Gottfned von (Fig 275 e @
He was born on the 6th October 1836 at the wiflaze nlfn,gnuf;rcn
Brunswich  He took up the study of seience and mmhmlxla::‘cli e
but switched oser under the nfluence of the anatomust
which ke studied 1n Gottingen Greifswald and Berlin
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He gradunted m Berhin 1n 1861 and sn 1862 became Assistant at the
Phystology Institute 1n Komgsberg (capstal of East Prussia at present incor
porated 1 the Soviet Umon under the name of Rahmnetad) and n 1864
obtamed a higher degree n anatomy and physiology at the Unwversity of
Breslau where he became Associate Professor of Pathological Anatomy, tn
1865 and Ordinaty Prolessor in 1867

Fia 205
Hewnneh Withelm Gotfned van Waldeyer Hartz

Reprad b prm nfmGuwson F M UN) Hito vof M Ter  Lond n Caunders)

In 1872 s wish to be able to turn exciusively to the study of normal
anatomy came good with the appointment to that chair at Strassburg  He
was active in 2 simufar capacity from 1883 10 1917 1n Berlin where he achieved
great credut for the efforts he made 1n the extension of the Anatomy Insutate

Waldeyer who enjoyed the unquestionable reputation of an acadermc
teacher and research worker worked manly on comparative dnatomy embryo
fogy microscopic macroscopic-systerme and topographic anatomy and anthro-
pology apart from hus pathological anatomcal publications
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He won great credit for hus work on anatomy and developmental Tistory
He enriched the termmology with such new scientific ferms as chromosome
neurone etc  He ynvestigated the anatomy and physiology of the sex glands
He died 1n Berlin on the 23rd January 1921

MILES, William Emest (Fig 276) (MR CS 30/7/1891 FRCS 8/2/1894
LRCP 1891 TD Hon FACS 1930 Hon FRCSI 1934)

Willtam Ernest Miles was born on 15th January 1869 in Trnimdad
and educated at Queens Royal College Port of Spamn of which his father

Tic 276
William Ernest Miles

Willam Mies BA Oxford JP was headmastes  He (30& f::“gnﬂr:xc::
training at St Bartholomew s Hospital where hie scr\fdras Cmg((ord : of
'""”0";5 and was then house surgeon at the Radchffu rl\;rm:gl Oxlord ane
at the Metropolitan Hospital London and St Mark s Hosp fal for Duseres
of the Rectum under David Goodsall  Miles was appomtcdt:n S e
at the Royal Cancer Hospital n 1899 and became s&:}r}ﬁﬂcs In I
eventually consulting surgeon  with his colleague Sir y
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much to ruse the prestige of the hospital and establish a tradition of first
class surgery there

He was particularly interested in the surgical treatment of carcinoma of
the large intestine and rectum and after prolonged anatomical and pathologt
cal research nto the mode of spread of cancer of these organs he introduced
n 1907 the abdomine perineal operation known by his name which revolu
tiomsed this branch of surgery and established lus reputation as a supreme
scientific and operative surgeon 1n his chosen field He clanfied the patho-
logical anatomy of haemorrhoids by emphasising the distribution of the
superior haemorrhordal vessels  winle his complex classification of fistulae
revtvified the work of Peter Thompson and mnspired that of E T C Milligan
FRCS and C Naunton Morgan FRCS

Miles paid much attention to the traiming of his assistants many of whom
rose to distinction and he perfected the team work and techmque 1n hus theatre
so that without any appearance of hurry everything went forward with the
utmost speed and smoothness Mules devoted much time and work to the
Gordon Hospital for Diseases of the Rectum both as a surgeon and 1 promot
g 1ts development from a small collection of converted houses to an up to
date special hospital  He was also consulting surgeon to the Royal Hospital
Richmond and the West Hertfordshire Hospital

He was a keen territorial soldier and won the Territortal Decoration
On the outbreak of war 1n 1914 he went to France with the British Exped:
tionary Force and held a number of military appointments

Miles contributed to the professional societies several important records
of his work particularly to the annual meeting of the Briish Medical Associa
tion 1n 1910 and to the Mediwcal Society of London tn 1923 where his
Lettsomian lectures surveyed the whole problem of rectal cancer He served
as president of the sub section on proctology 1n the Royal Society of Medicine
He was an Honorary Fellow of the Royal College of Surgeons m Ireland and of
the Amenican Proctological Society and a foreign associate of the French
Academy of Surgery He served on the National Radium Commussion and the
executive commuttee of the Brutish Empire Cancer Campaign  He was the
defendant 1n a legal action brought against hum 1 1930 for neghgence i an
operation  although he could have claimed the techmcal protection that
the action was brought more than seven years after the alleged neghgent
act he preferred to defend his reputation by contesting the action and was
successful He had a very large private practice

Mules was a keen player of games excelling at tennis 1n his younger days
and later in golf Horse racing was his chief amusement and he liked to
entertain colleagues and old patients 1n his box at Ascot A man of real
onginality of mind he was also possessed of uncompromismg drive and
perseverance and was somewhat mrascible but a staunch friend He died at
106 Hallam Street London on the 24th September 1947
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