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Pieface

I\ 1916 1 1untiann a hook entitled  Lssentrale of Clinteal Proctol
ogy Thie volume the ontgrowth of lectures on disrases of the anus
rectam and colon given 10 medical and postgradunte students, covesed
i outhne form only the essentials of the entire subject of proctolagy,
from mmphfied embryology and apatomy to preoperatine and post
operative proctologie care Instead of giving many prescriptions and
techmes for the trestment of each condition—whicl would have heen
confu ing nd timeconsuming fo a husy physcrin—I included only the
prescriptions medicinals, office treatment home treatment and oper
atne technies which T had found most satisfactory over a period of
twenty years Each chapter also included practical diagnostic aids, ac
compamed by ample teaching schematic drawings The book was ac
clumed as a rynd and comenient reference of all cwsential practical
and usable proctologic material

However, progress and changes, not only n proctology but
m all fields of medicine, make pertodic reevalurtion necessary and
this newly reviced third edition 19 just such a re-ervaluttion The same
principles that were followed 1n the original book however have agan
been adhered to

A complete chapter on the injection treatment of hemorrhords has
been added that gines the exact simple injection technie, injection solu
tion and rules for ‘what not to do  Alsa added 13 a chapter on pediatric
proctology steps and illustrations 1n the performnce of a sigmoido
<copic examination a complete chapter on ulcerative cohtis giving the
dmgnou; and most recent treatment for cach type a new chapter on

1 )
hy 18 supy va and o B

Iy reviced chapter on pruntus
am with new drugs and schematic drawings for all steps in the ‘clover
leaf operation for the tractable condition There 15 al<o a revised
chapter on the trevtment of postopiratne compheations a complete
chapter on amebiasis 2nd ats relationslup to pruritus am a new «imple
Iisto pathologic classification of polyps and their treatment and =
chapter on coccygedyma and proctalgia fugax showing the relationship
and treatment of both of these frequently undiagnosed, painful rectal
conditions The reader will find sections on making anorectal operations
less panful the enitical angle’ and s relationship to fistula operations
and anorectal mcontinence and the fissure pentad (the five conditions

it



Irerace

usually associated with an anal fissure) Thic edition contams the mo t
complete dissertation 1 the medical literture on the pecten hand
pectenosts and peetenotoray, the last two heing 1 condition and a treat
ment necessary to under-tand if proctologic disenses are to he properly
diagnosed and treated A brief resume of useful diagnostic and thert
peutic procedures for the treatment of carcinomn of the rectum and colon
has been wcluded, and, last but not lexst, 3 schematic drawmn, of the
authors treatment drawer wath a hat of 1l office medicinals found valyable
by the writers over a pertod of thurty years

I wish to give credit and thanks to my ascociate and putner, Dr
I oms Malow, who, through his collahoration contributed <o materally
10 the tremendous task of mahing this tinrd revised edition posable
1 also wish to express grahtude to Mys F McKeown and Mrs G h
Jones of the University of Hhnots Medical Art Department, who prepared
new illustrations, including two color plates on uleertine cohis nd
amebie colitis, and to Miss ith Raewe, our secretary, who spent snum
erable hours typing and retyping new matersal for this book Finally,
thanks are extended ta our publisher, Grune & Stratton, who have
agam uded us in the editing and printing of ths thud ediion

Manuer i Sewrsyan MD

Clicage lhnors
January 1957



Chapta 1 IMBRYOLOGY AND
APPLIED ANATOMY
OF THE ANORECTUM

Fuvnmorory

T uF rectum and anus ate derived from three distinet embryonic strue
tures the ndgut the pouch deseloped from the hindgut called
the postallantoie gut, and the proctodeum

The candal expansian of the hindgut 1 the claser The rectum proper
15 derned from the clorca The cloica ginves off the allantars which
tater forms the gento urmary system and the postallantoie gut which
forms the balance of the rectum and anus The postallantoic gut grows
downward and outward te meet Hie proctodenm which begins te dimple
in tloward the postallantorc gut In“Tius process the anterior or cloteal
opemng leading to the allintos gradtidlly closes disading the rectum
from the genito urinary tract and the! remander of the pelvic viscera

The postallantaie gut (terminatibn of the hindgut) continues to gron
outward to meet the proctodenm and m abiout the fourth intra vienine
month their umon forms a septum known as the anil membrape This
membrane ruptures forming commumeation hetween the bowel and
the extertor Where this membrane ruptures there resulls a very am
portant anatomical lindmark known as the pectinite hne (from the
Laun pectinatus combed, meaning hke the teeth of a comb) (figs
1 1o 1} Should this membrane not ruplure, one of the types of sm
perforate anus results (chap 2)

AL AnNTowmy

To make the anatomy of the anorectal region more interesting and
appheable to dignosis and treatment the wniters have attempted to
explain the chimel and surgienl significance of many of the anatomical
structures 1 this area (see anhspwcc)

As stated above the lindgut grows outward to meet the proctodeum
which invaginites inward 1t 1s where they meet and where the anal
membrane finally ruptures that we find the pectinate line The blood

1



2 Essewtias oF Cuwican Proctorocy

supply, the nene supply, and the Iymphatic supply, as well as the lus
tological structure of the epithelum, are different above and below this
hne A clear understanding of these differences \nll aid one matenally
m the diagnosis and tr of proctel
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ScHEMATIC LONGITLDINAL SECTION OF IHE ANORECTUM
Fis 14 Emenyolocican Fomatiow oF Anorectune (after Penningion)

Fig 1 Formation of rectum and snus

Fig 2 Hindgut preraing the pelvie disphragm and the proctodeum

Fig 3 Communicstion between hundgut and proctodeum formung the anal membysne

Fig 4 Commumranon Letwren hindgut snd proctodenm completed and formshon
of the pecuinate line

Pecnnate Line —The pectinate hine 13 found about one to one and
one half mnches above the anal opeming and 1t dides the postallantoic
gut (entoderm) from the proctodeum {ectoderm) It 35 the dmdx{n"
hine for several important anatomical systems nomely, the vascylar
system, the nervons system, and the lymphatic system Above the pec
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tinte line are found  the superior hemorrhoidal vessels while below
are the inferior hemorthoidals Above the pectinate Iine the structures
are supplied by the sutonomic system wlile helow by the cerchrospinal
nerves Ahove the peetinate hine the lymph drmnage o3 to the decp
rectal pelue and abdommal ghinds helow, the lymph dramage 1
moutly to the ingunl glands Above the pectinate hine the epithehum
1o columnar and below 1t 1 tran ional and squamous

Anal § altes and Cripts —Anang from the pectinate hine are a num
ber of irregular senmlunar folds which are known as the anal vahes
Theee form a pumber of small pockets known as the erypts of Morgagm
These erypts are the common eruse of anal pun o well as the ongin
of abecesses and fictulre

Hilton s Iine —The hineal mtenval hetween the external and internal
aphincter muscle 1« hnown as Hilton s white line This 18 often referred
to as the mucocutancous junchion beeause below this line the anal canal
1« hined by aquamouns epithelium indistingmishable from ordinary skin
while the area between Hilton s line and the pectinate line 1s Iined by
tranational or modified anal skin

Pecten —Between Hilton « line and the pectinate hine 1s an arer known
as the pecten or pecten arer of Stroud {fig 5) which varies an width
from ene thurd to one half tnch and 15 lined by transttional eputhelium
differing from the columnar cells above and the squimous epthelium
below The pecten 1s therefore nesther skin nor mucous membrane and
1« usually referred to as modified anal skin

Columns of Morgagni ~—Above the pectinate line are longitudinal
folds of the snorectal mucosa kuown a« the columns of Morgagm
which are lined by columnar cells

I ascular System —Four hlood vessels supply the anorectum  supertor
middle inferior hemorrhoidal and occasionally a branch from the md
dle sacral Above the pectinite line are found the supenior hemorrhordal
vessels which penetrate the muscular cott enter the submucous tissue
and supply three definite areas with maimn branches and as many as five
secondary arcas with secondary branches These pnmary venous
branches when vancosed produce the three primary hemorrhoids lo
cated above the pectinate line 1n the night anterior right postertor and
left Jateral quadrants wlich are the arens removed during hemorrhodec
tomy Secondary hemorrhoids may develop in between these definite
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HiltonsLage
Tributartes

Ano Culsncous

e
In]enor Hemorrhoudal
lexus

Fic 5 Lovaripmvar SCHEMATIC  SECTION oF 1hE Anorectus
ANATOMICAL LaNowark  Tae PECTEN ARea

The pecten area hes between the pectinate Tine and Hiltons lime This 1 the area
where pathologscal pecten band develop

Suowive  THF

locations according to the secondary branches which supply this area
{see fig 6) Below the level of the pecten area lies a venous ring which
s druned by the nferior hemorrhoidal plexus When hemorrhaids de
relop n this rea they appear n three definite forms the chromc forms
ire the anal verge symptomless bluich varicosities known as the external
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vanicose liemorthoids and the antegumentary hemorrhosds (skan tags)
the acute form 1s hnown ns the thrombotie ple or hematoma am The
internal hemorthoudl arer (above the pectinate hine) 1 draned by the
portal system and the oxternal hemorthmdal aren (below the pecten)
by the anfenior vent easa (fig 7) so that metasta e« from a earcinoms

hic 6 Locastos or Ilrvonrnoms

Sch matic ero s section of reclum just above pectinate hine showing position of mamn
hemorthos Jal vessele and tF iz branch  Th schid Hack d ¢ indicate the mamn branches
R AL RI., snd LL, whie the shaded dots inlicate the location of their branches
Varicosities of the main Eranches form the three [ mary h morrhoids RA, R1., and
L1, while secondary hemorrhoids in the Anterior §osterior RL. and L.P quadrants
may develop from the primanes The IA hemorrhoifal vessel has no branches and
develops 1 secondary hemorrhoid

above the pecten 1s to the hiver wlile below the pecten it may enter the
general crculation and appear anywhere

Aervous System —Above the p line the 18 supplied
by the autonomic nervous system and the sensation of paun 13 absent
which explams why carcinomn of the rectum develops to a considerable
size without producing pamn It also expluns why 1nternal hemorrhoids
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Fic 7 THE VENoLs SurpLY To THE ANORECTUM

Schematic drawing showing the ongin and meertion of the venous blood supply

to the norectum Note the thres pnmary branches of the suprrior hemorrhoidal re

I 2 and 3 The nght antenior hranch 1s a single branch without any off hoots whale
the nght postenior and left lateral branches give off several ofishoots
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cuse bleeding but no pun 1t {« only when hemarrhords prolapse and
tnvade the sensory ares below the pectinate line that pun as expenenced
Below the pectinate hine all patholagical lesions such as eryptitis
papillitie fiesure in ano abacess thrombotic pule, and carcinoma are
asocited with pun

The nenve supply to the anal canal is from the avcral and coceygeal
plesuees The hemorrhoulal branch of the internal pudic supplics the
Iateral walle the perineal beanch of the puthic supplies the anterior
quadrant and 1« known ae the antenior splunetersan aerve, the fifth and
sixth aaeral and coceygeal branches form the lesser splunctentan nerve
or the nerve of Morestin: These nerves and their location are important
to keep 1n mind in giang local anesthewa (fig 8) The sensory nerves
of the anal region are intimately connected with the nerve aupply of the
neek of the bladder urethra sagina and inner sde of the knee and
ap joint and are cypable of producing disturhances sn these parts when

Meosety Lo dor
ot nate [re

ANAL
CANAL

Fn cute

Coowtr smun t

hic. B Memve Suerty 1o Asonzerism
Note that the sensory nerve area enls at the pectinate Lne No pain sensation 14
felt above the pectinate line exeept reflex pain from the coccyx pro tate or female

ofgans. This explains the lack of pain in polyp early carcinoms and internal hemor
thoids.

the anal canal 1s affected An illustration of this 1s the difficulty of urina
tion associated with anorectal abecess or anorectal operations
Iymphatic System —The pecten 1s also the diniding line of the
lymphatic system Above the pecten the Jymphaties dran to the persrectal
sacral shac and aortic glinds helow the pecten dramage 1s to the
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mgumal glands This explains the mn ¢ of
the anal opening and the mgwinal adenttis 1 venereal ulcers of the
anal verge

Anal Canal and Rectum —The anal canal, according, to the American
school, extends from the anal opeming to the pectinate Line a distance
of about an inch to an inch and 1 quarter The rectum extends from
the anorectal lne to the rectosigmoidal juncture at about the level of
the third sacral vertebra and 1s about five to seven inches i length The
anal canal pomnts upward and antenorly, while the rectum follows the
hollow of the sacrum, pomnting upward and backward This 15 important
to heep 1n mind when passing a proctoscope Immediately after the anal
canal 1s passed the scope should be ponted backward to avoid striking
agamst the prostate or uterus The rectum below the pentoneum s

posed of mucosa sub lans and fascia propria, above
the penitoneal reflection the outer layer 15 serosa The muscular coat
15 composed of an nner eircular and an outer longitudmal layer The
thickening of the circular muscles of the lower rectum down to Hiltons
fine forms the internal sphuncter, and the taenia coli of the colon fuse at
the rectum and surround the entire tube The external sphincter unlike
the 1nternal sphincter 1s supplied by the cerebrospinal nerves It 12 under
the control of the will Hilton’s hine 1s the dividing line between the two
sphincters Crescentrie folds which stand out from the rectal wall are
three m number, encircle from one third to two thirds of ats ewrcum
ference and are known as the valves of Houston (fig 9) Ther exact
function 1s as yet not definitely understood In front of the rectum he
the prostate serminal vesicles, vas deferens urethra, and prostate n
the male, 1n the female, the vagima uterus, and adnexa There 1s no
perstoneum on the posterior surface of the rectum The lateral pamon;
of the upper rectum are covered by pentoneum 1o 1 shght extent anc
the upper third of the rectum 1s covered by peritoneum on its antenor
aspect In the male the distance from the perneal shin to the reﬂccnolﬂ
of the penitoneum 1s from two and one half to three inches In the fcma?
the cul de s1c comes down even lower and may be as little as one anc
one half inches away Ilis 1s important to heep 1 mnd 1n proculenl:ﬂ
recti where the perifoneum 1n the female may be included 1n the prolapse
and excision of this mass may result 1 peritonitis and death Also }:“
pssing bougies sigmowdoscopes, etc, or n coagulating tumors on the
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antertar wall of the rectum the perstoneal ety may be entered and
reault an a fatality

Vuseles of the tnorectal hegion —The new conception of the external
aphincter according to Milligan and Morgan as that ot 1s composed of
theee parts namely (1) splancter st externus subentoncoys  (2)

fumate

o3 wmthe Male
o the

1 tols

1 102

2

Fic 9 A~oltecro Sievon
Longitudinal section of the anus sectum an? sigmor | showing the various approx
mate di tances «f the anccutancous hine (o the | ctinate fine  the three rectal rafves
the di tance to the pentoneal reflection and 1o the rectosigmold Junction
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sphincter ami externus superficiabs, and (3) sphincter am externus
profundus The first and third portions are annular muscles not attached
to the coccyx, the second portion 15 elliptical in shape and 15 attached
to the coccyx (see fig 10) In some cases there are only two separate
portions the two deeper lavers being then inseparable The first portion,
the sphincter an1 externus, 1s easily seen and felt beneath the skin of
the anus and hies 1n the same plane as the internal sphincter This 13 the
portion of the sphincter which has heretofore been taken for the enure
external sphincter and 1s the portion most commonly cut 1n fistula oper
atons This 1s important 1o understand and will easily explain why 1t
does not matter at what angle this portion of the sphincter 15 cut Rarely

Profundus or
deep portion ot
ext sphincter

Subcutancous
portion of the
27t sphwneter

Superficial
portion of
ext sphincter

OOO

Fic 10 ExvervaL Seivcrer
Schematic drawing showing the three doughnut shaped portions of
mu cle attached to each other Note that the escond porton (Supe’rr
Sphincter) attaches to the coccyx formmg a space known as Minors Tr

the sphinctet
ficsal Esternal
1angle
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Fig 11 The anorevisl sing iv o f1mmuecular Land composed of the junction of
1) the int mal sphunct v (2 th Digitufina) muacde (31 the puborretalie portion
of the levator ant and (4) profunus portion of the rat mal sphincter Catting all of
the componenit of this ring produces incontin nee in f 1uls ¢ perations,

15 more than the subcutaneous sphincter cut although occasionally the
superficial sphincter ant externus 13 ent and very rarcly the profundus
18 dinsded The second and tlurd portions of the external sphincter en
arcle the Jongitudinal muscle and the nternal sphincter am and join
with the puborectslis portion of the levator am to form the anorectal
nng (fig 11)

Internal Sphincter —In the region of Hilton's winte line there 15 a
sudden thickening of the tireulir muscles of the lower rectum to form
the internal sphincter The mternal sphincter 1s composed of smooth
muscle fibers and 1s therefore an imoluntary muscle

lerator Am Muscle —Next to the external sphincter the levator
an1 1s the most tmportant rectal muscle both together having complete
control of defecation It 1s composed of three mamm portions—the
ihococeygeus the pubococcygeus and the puborectalis—all together
forminy, the pelvic diaphragm During def the levator ani and
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the external sphincter muscles are relaxed and the feces are expelled
by the bowel, assisted by the vol 4 D and of
the abdominal muscles When the fecal mass 15 extruded the puborectalis
portion which surrounds and supports the upper portion of the anal
canal then compresses 1ts sides and draws the postenor portion of the
opening toward the pubis the anterior portion of this section of the
anal canal remainng fixed by the recto urethral muscle The external
sphincter then completes the act by closing the anal canal

Incontinence and the Anorectal Ring—The anorectal ring 1s sutuated
at the junction of the anal canal and the rectum It 15 a fibromuscular
band composed of (1) the lower portion of the mnternal sphincter, (2)
the longitudinal muscle, {3) the puborectalis portion of the levator am
and {4) the profundus portion of the external sphincter (fig 11) The
postertor half of the ring 15 easily recogmzed as a chff, beyond whih
the examiming finger drops off into the beginning of the rectum Only
1f this entire ring 1s cut will mcontmence occur Al of the anal sphincter
muscles below thus ning may be cut at any angle without lass of coutro!
In the anterior haif of the ring the deep external spluncter alone stands
as the last gnardian of continence That 18 why third degree tears are
associated with complete incontinence

Ligaments —The anococeygeal and lateral hgaments are the mam iga
mental support of the anorectum The anococeygeal 1s a cordhhe liga
ment wlich extends from the tip of the coccyx 1o the sphincter muscle
An 1schiorectal fistula on one side frequently burrows beneath this Iiga
ment reaching the opposite sude of the anorectum, and forms what 13
known as a horseshoe fistula [he ve nissue attact upon
either side of the rectum, just beneath the Iateral reflections of the pert
toneum are hnown as the lateral ligaments They help support the
rectum and contain the middle hemorrhordal vescels, which are important
to heep in mind 1n resections of the rectum




Chapter 2 CONGENITAL
- MALFORMATIONS
AND PEDIATRIC
PROCTOLOGY

P rorrotocte dionlers annfante and childeen, although fairly com
mon have not been streased sufficiently except i the field of
congemtal malformatione Many condiions e be teeated simply and
will prevent Jater complications ot problems

Anttomieally the rectum an anfaney 1e straglt the ancral cunve
developing later an elnldliond  therefore a proctologie examimation 14
not as difficult and formudable as many men envasion

All newhorn anfante should he examined for congemtal malforma
tions of the rectum which entuls merely anspection of the anal opeming
and dipital examuinition v ong the httle finger 1 duning infancy or
childhood a prociologie examination 1 necessary 3t shoutd include
m pection digital examunation anoscopy and <igmoidoscopy  After the
infant 3¢ 3 or 1 monthe of age diptal examinition cn be performed
with anandex finger and we beliese no apecial small cahiber instruments
are necessary except 1n speait] erses such as snctures We u e the 7,
Brinkerhoff anowope and the % sigmowdoscope and have had no
difficulties except an stricture crses as mentioned  The anoscopic ex
amination 1« performed in either the hithotomy posittan or the lateral
Sima § n and the sipmotdoscopy n either the Sims posstion in
serted over the edge of n table or over the mother s lap Acaistance 1s
mandatory either from the mother or {ather or nur<e 1o hold the child
<tll and prevent po sible injury wince these patients are extremely agile
and perforation of the howel 15 not unlikely Preparation for examination
15 the s1me as for adults a Fleet enemn given one to tno hours before
examimation and a mild <edative af necessary

DEvFLopursT OF CONCENITAT MATFORMATIONS

It has been shown 1n the <cction on apphed anatomy and embryology
that the hindgut grows outward 1o mect the proctodeum, which imvag

13
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Fics 1215 Tvees or Anar asp Rectar Asvonsavinies (after Ladd and Gross)

Fig 12 Incomplete rupture of anal membrane or stenosis at a pownt 1 to § ems
above anus

Fig 13 Imperforate anus Obstruction due enly to pers: tent membrane

Fig 13 Imperforate anu but with rectal pouch eparated from anal membrane
Rectal pouch ended blindly either in pelvis or above pelvis

Fig 15 Anus and pouch normal Rectal pouch ended bhindly
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nates inward When they meet, continmty between the intestines and
the extenor tesulte I this faile 1o occur however malformations of
the anorectum follow  Such malformations fall intn four man classes
(fips 1215y

1 Congenutal narroring af the anal canal

2 fmpetforate amun, tn which the septum divides the anus from the
rectum

3 Imperforate rectum n wlach a portion of the tube 18 misung
altopether

& -
Fics 1618 Tyres or HicraL Fistuias tv Mates (after Ladd and Gross)
Fig. 16 Rectovesical
big 17 Recto-uretheal
Fig 18 Rectopenines!
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1 Complicated Varieties By complicated varieties we mean restricted
partial function 1n which there 1s an internal or an external ectopic
openmng In males the most common nternal opeming 15 usually n the
antenior perineum at the base of the scrotum In females the internal
communicatton 1s with the vagma, 1f external, the opeming 1s almost
always at the posterior edge of the vuliovaginal onfice (figs 16-22)

There are a great many vanations of each of these classes of mal
formations The frequency of the anomalies 1mong ¢hildren 13 small,
occurring about once m 10,000 births

Fres 1922 Trres or Recrau Fistuias 1% Fesates (aft r Ladd and Cress)
Fiz 19 Rectovesical and Rectovagimal
Fig 20 Rectovagmal
Fig 21 Recto Fo «a Nawculans.
¥ig 22 Rectoperineal
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Crasanoayion

Yeomans has disided anorectal anomalies as follows

Imperforate anus (no function)

1 The proctodenm does not anvaginate at the antd ste and the anal
el 1n abeent

2 Rudimentary or undeveloped anus partly or completely occluded
by persi tent anal membrane

Impetjorate rectum (o function )

1 Postallitore undeveloped intestine does not descend and ends
blindhy sathout function

2 Po tallantoie intestine descends but growe baekward out of align
ment with the proctodenm  the intervening hesues are not aliorhed and
there 1¢ no function

Complicated varieties (restuicted partial funchion)

1 Urorectal partition of the eloaca arrested  rectum commumenting
with the urethra bhdder uterus, vagina or perincum  anus g usally
completely closed

2 Urogemtal outlet in rectum ureters or vagina opening mto rectal
c1aty anus and rectum nonmal

3 Persidence of neurentenic el with opemng of postanal gut n
sterl tegon

Issnronatt Asts

Diagnosis —This 15 the most common form of anal anomaly The
symptoms arc fadure of apperrance of mecomum and desclopment of
symptoms of intestinal obstruction Where there ts no evidence of an
opering the diagnowis 14 facalitated by plicing the patient 1n an upaide
down postion to permit the gas trapped n the colon to rice upward
Also a penny can be placed at the spot where the anal epening <hould
Le and held i plice by adiesne tape This will further aid 1n deter
mimng the approximate distance between the mir bubble and supposed
canal opening An x ray will then reveal the extent of the imperforation
n this type and other types to be discuseed

Treatment —The treatment 1s surgery H the rectal pouch as seen
on xray 1s over onehall inch from the lead marker or penny an
abdominal exploration will most Tikely be necesstry, whereas 1f it 1s
less than one half nch an ncision through the anal dimple with dis
section of the rectal pouch (which 18 hrought down and anvstomosed
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to the sk, 15 the simplest procedure Postoperatively, digital dilatations
of the anorectum plus daily irrigations are necessary to alleviate con
stipation Where there 15 membranous occlucion of the anus treatment
15 a stmple cruciate meision through the membrane and trimming of
the edges

Prognosis —Prognosis 1s usually good

CoNGENITAL NARROWING of THE ANAL Canar

Diagnosts —There 1s an opening but the anal canal 1s of smll caliber
and 35 fibrotie Symptoms develop 1nsid Il

ly with gradually g
constipation, until finally defecation becomes difficult and very pamful
Treatment —Operative treatment 15 rarely necessary Progressie dila
tation will suffice until the child 1s older and then a postertor proctotomy
should be performed, followed by the twice-dmly use of cod hver o
omtment (Desitin) until the wound 1s healed
Prognosis —The prognosis 1s fairly good

IMPERFORATE RECTUM

Duagnosis—The diagnosis 1s made on the symptoms of falure of
apperrance of and subsequent symy of ! ob
struction Xray and penny as previously described establish the
extent of the rectum (see Imperforate Anus)

Treatment —Surgery should be performed at once If the rectum s
not reached by a peranal dissection, a colostomy should be performed

Prognosis —The prognos:s 1s fair

COMPLICATED VARIFTIFS
IATERNAL COMMUNICATIONS

Duag —The<e lies constitute about 10 per cent of anorectl
malformations wsth vaginal commumcations heading the het Chrome
intestinal obstruction with varying degrees of ileus and subsequently,
cystitis and fatal ascending pyelonephritis, usually follows Passage of
mecomum only during urinition and thoroughly mixed with the unne
signifies an opening mto the bladder Continuous intermitent paseagt
of meconum from the urethra strongly suggests a urethral communica
uon (figs 16 22) This rule 1s not infallible

Treatment —Surgery should be performed at once unl

le s the outlet
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1o rufficent 1o dran \he pectu m\n\\n\r\) (‘nmm\m\c'\hm\ with the
Phadder demands anmedinte SUTECTY hectn © of fatal aecending unnry
infecnont

Qperation’ —t Penanal dracection 2 1\\u\um|m\ exploration
and separatie? of the twe organt (3 Pty colostonty {ollowed Yater
By pho ue operationt e dantet method 14 the method of cho

arc the |»oﬂvrtl ke (omm\m\c'\lmn- wath the urethra 8¢ Jean seTIOUS
and commumc'\\umn with the sagint 87F anlt dess weriout The ope ™
whaeh radient [LARLY men wret con bet e ncmm\-\u\\cl\ 1e betweent

famrmnnt Commu™t ATIONS

Ihagnosts —~The external opening m the penincum paee of «crotnm
srepuee OF sulvov apnid onfice The opeming 1e inadequte for the 82t
_factony Arange of the rectal \mur\\
Treatment _Pennetd Jy ection ndicated of there 14 2 hulgni of
(he sectal pouc\l a rome point W the pennenm or i MO aymptoms of
ntesuntt ohstruction are present Pomany © oslomy dould be per
formed ¥f 1ouc aymplom* are preeent

Prognosts —~The pmpmmt 1« not good fut 1 1* Yetter thant with those
having \nternal commumc'\uom

ProaTIC proctoroc?
roxrr\n‘u \ﬂ'rk(‘()\ oN

Congcm\n\ megacolon or larachprund 5 disense 128 dueense of nfancy
1 which there 38 remendous dilatation of the colon awocrited with
shdormmal distention { 1 belly) (hg 2% and serere constipation ©F

cheupation n the past treall wae 3 ed ond weunlly unsuceessit
hut snee 018 when \enson 4 nhed the p:\\\lo\ogy of tns condition
as an oheence of :\uc\ac\l and \ferssner 8 ¥ o the reclu®

and xccloAlgmon\ regrons the treatment and results hme been good
1n those €a<es 1o winch the colon 1* Ailated vp to o point of narrowing
wn the tcc\oalgmold a Inopsy of the sectal mucos? nangular 1" shape
Laken deep enough 10 include the muscul? Jayers 1% pcr!ormc(\ ond
the specimen examined for the gnng\wn cells (20 95 section® should
pe studied) 11 cells or® abeent Gyenson $ operative proccdure consists
of excision of the ug,nng\mmc segment of rectum and recto %\gmou\
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stools 15 essential to prevent stramng Mineral oit by mouth or by
rectal mstillations mghtly to prevent trauma to the vemns, plus several
mjections of a sclerosing agent such as 5% phenol m ol are usually
sufficient to control the hemortherds Surgery ss very rarely necessary

PRURITUS AN

Ttehing about the penanal area has been, 1 our experience, due to
pinsorm infestation or food allergy Fradication of the pmworms 1
plished by oral medication such as Terramyan or piperazine
citrate syrup (Antepar) The dosage 1s as follows Terramyein under 5
years of age, ¥4 Gm daily, 5 to 10 years of age, 1 Gm daily, over 10
years of age, 2 Gm daily Piperiane aitrate syrup (Antepar) 20 mg
per pound of body weight not evceeding 3 Gm In the treatment of
pmworms the entire famly should be given medication Allergy to food
1s diagnosed by exclusion diet with observation of the resulting symptoms

CONSTIPATION AMD DIARRHEA

This 15 primanly a pediatnic problem concerming dietary manage
ment with proper mtake of fluds and bowel truning for good habuts
Allergy to foods may be a cause of diarthea and ahdommal cramps
Acute intestinal fections such as paratyphord and salmonella always
have to he considered 1n cases of conshipation or diarrhea or both and
stool should be examined for ova and parasites



Chapter 3 DIFFERENTIAL
DIAGNOSIS OF
ANORECTAL
CONDITIONS

To t s RsTAND and interpret anosectt] complunts one should review
n few of the practical chinical and anatomical facts of the involved
arca The following brief review should simplify the differential ding
noss of commen anorectal symptoms

ATTHIED ANATOWD

During fetal life the proctodeum pushes up and the hindgut pushes
down Where the two mect, n membrane hnewn as the anal membrane
forme Dunng the fourth month of intra utenine hic this anal mem
brane ruptures forming a communication between the bowel and the
exterior Where this membrane ruptires an arregular hine remuns
this 1s known ax the pectinate hine or dentate hine A clear understand
ing of this line and 1ts conbiguons structures «imphfics the diagnosis
and treatment of the majonity of anorectal condittons

Broon Suvrrry

The pectinate line 15 an ymportant landmark disiding ectoderm from
entoderm 1t s the dividing line hetween the superior hemorrheidal
reasels which form internal hemorrhmds and the infenor hemorrhoidal
vesels which form external hemorrhoide Above the pectinate line the
area 18 drained by the portal system and explains metastases to the Iner
Below thia line the drainage 1s via the wnferior venn cava and explains
metastases to any pirt of the body

NEmvF SupprLy

Above the pectinnte line the sectum 13 supphied by autonomic nerves
while below this line 1t 1s supplied by sensory nerves Tlus evplains
why carcinoma of the rectum may develop to a considerable size

2
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CONDlTlONS WHICH CAUSE RECTAL
PAle :abovwe pectinate line)
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Fic 25 Covoimions Apose THE Fectinate Line wiien Cause Rectan Pary

RECTAL PAIN (ABOVE THE PECTINATE LINE} (fig 25}

Common causes

Coceygodynia pun on sitting, periodic spasm (Proctalgia Fugax)
Prostatiis (rectal pamn and uninary symptoms)

Uncommon causes

Advanced carcinoma (rectal discomfort and backache)
Gynecologic conditions (rectal pam wd “gyne’ complaints)
Proctitis (urgency and frequency of bm's)

Feeal ympnction (obstipation and rectal discharge)
Stricture (obstipation and rectal discharge)
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nEEEDING
Cammon causes
Hemorrhoids (torlet water colored red)
Carcinomn {frequency of bm » and hloody muens)
Ficsure 1n ano (blood seen on tonlet paper—toilet paper type)
Ulceratine proctocolitia (urgency frequency blood and pus)
Polyp polypous polypordoas {blood stmned mucus in stool)

Uncommon causes

Purpurt Tuberculoas

Stricture Foresgn body

Typhord Intuseusception

Uremin Ulceration of Mechel s diverticulum
Tleitia Gastro-enterocolitis

SWFLLINGS
Comman causes

Thrombotic pte {(Blunh hard wwelling covered by «kin)
Alceees (diffuse reddich swelling)

Skin tags

Sentinel pile (<kin tag just distal to fissure)

Prolapuing ple (covered by mucous membrane)

Strangulated pile (a ring of thrombote piles and edematous tags)

DURNING
Common causes
Cryptitss (hurning wath stool)
Papidltrs (burming with <taol)
Fissure 1 ano (buring and pun with stool)
Fistula (burming with stool)
Proctocoliis (frequency of stool and burming)

Uncommon causes
Venereal ulcer

Fietulous papule (small papule with discharging opeming)
Sehaceous cysts {large black heads)
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Uncommon causes

Carcinoma of the anus {fixed hard wvlcerated suellings)
Verrucae (warts) (hke warts elsewhere)
Lipomas (like fatty swellings elsewhere)

ITCHING
Sumple Prurutus (mild dermantis around anal orifice) as a result of
Discharge from

Fistulous opemng (common)  Postoperative discharge (common)
Vagmmal discharge (common) Fissure n ano {common)

Parasure
Yeast (especially following Aureomyein or Terramycin medication)
Amebiasis (common) Pediculosis (uncommon)
Scabies (uncommon) Pin and thread worms (occasional)

Fungus Prunitus (Papulo macular most dermatitis)

Trichophytosis
Intractable Pruruus (Lichemfication of perianal <hin)
Fermentation (common) Chromic proctocohtis
Putrefaction {common}) (uncommon)
Post menopausal estrogenic Constitutional diseases
deficiency (common) diabetes malaria pephntis
Rectal constipation (common) tuberculosis syphilis
Pectenosis {common } gallbladder disease and gout
Allergy {uncommon)
Reflex from pelvic pathology
(uncommon}

Meurogenic Pruritus (localized patch of penanal dermatitis)

DISCHARGE
Common causes
Carcinoma of the anorectum
(mucosangutncous
Fiseure 1n ano {bloody)

Fistula (purulent)

Prunitus am (<erosanguineous)
Prolapsing, piles (mucosanguineous)
Strangulated piles (bloody)
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{ acommaon catses

Feeal ampichion Londyloma accuminnta
Anal incontinence Venereal uleers
Proadentin reeh Stricture

bezema

LROY AR}
Common canees

Iuternal hemorthords (Bluish red swellings covered by mucous mem
brane amd reducible
Uneommen canses

Proadentin recti (prolapee of entire rectal wall)
Pedunculated palvp (redds hoswelling reducsble—on o pedicle)
Peduncutated pallt tpravish reducble swelbing)

PRBICUTIT BOWET MOVEMENTS
Common causes

Reetal con tipation (dshenn) Prognancy
Peetena 1< Rectocele
bic ure i ano Spastic or aloenie calon

U ncommon canses

Strcture L ecal smp ichion

Surchous careioam Adhewons

Intusa ception of the sipmod Angulitions

Cynecolopical tumors Redundaney of the sigmond
Paschoas Sacrococevgeal tumors

A Briy Dottt ob Comyon Asoreeraa Conmttons
FISSUIE 3N ARG
This 14 one of the mowt common an il complasnts canang, and pun or
burmng aftee b which s long Tasting, vantly tho to aght hours
There 1e uaarally Bleedmg of the todet paper tape The fissure o be
seen nt the anal verge mot olten postenorly  and e frequently asso
aated with & sentine] e bt anal openimg oyt and poynlly

ANORECTAL HISTUL A

An anorcetal fduly onsually the end result of an anorectal alwees
or cryphitis and produces momentary prn anal burning prarius am
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and occasionally toilet paper type bleeding The external openin,, of
the fistula 15 visible as a papule with a central opening while the internal
opening 1s to be found as an indurated depression at the pectinate line

ANORECTAL ABSCESs

An anorectal abscess comes on suddenly as a perianal or intra anal
swelling wath constant throbbing pam One can usually see the reddened
tender swelling or at least palpate 1t by bidigital examination It 15 also
associated with an increase m temperature and leukocyte count

THROMBOTIC PIIE

A thrombotic pile comes on suddenly as a firm, tender perranal
swelling d with pamn E 1on disel a bluish
tender swelling at the anal verge which may break open and exude
dark blood or blood clots

INTERMAL HEMORRNOIDS

Internal hemorrhowds are situated above the pectinate line and gie
no symptoms other than bleeding or a feeling of fullness in the rectum
The bleeding 15 seen m the toilet bowl If the hemorrhoids prolapse,
there 1s constant pamn until the prolapse 1s reduced

STRANGULATED HEMORRHOIDS

Strangulated hemorrhoids are the result of prolapsed irreducible
imternal hemorrhoids There 1s an edematous ring of penanal swelling
intermingled with dark purplish protruding srreducible  thrombotic

hemorrhoids
PRURITUS AR
Pruritus ani merely denotes an anal itch whose causes are many
The perranal shin depending upon the etiology, may be just reddened
and wnitated 1t may be hichemfied and gray, it may have many maculo
papular eroded areas or it may be swollen and edematous

CRYPTITIS AND PAPILLITIS

Cryptitis and papillitis are <mall sinuses and papillae at the pectinate
hine causing anal pun with bm of short duration Proctoscopic €%
amnation will reveal the tender erypts and hypertrophied papillae



Chapter 4 PROCTOSCOPY AND
SIGMOIDOSCOPY
EXAMINATION AND
INSTRUMENTATION

HE RFCTOSICMOID Tends steelf well to direet endoscopic visualization
Tody when the famly doctor s office 14 aften set up as o cncer

detection center scientific medienl practice can no longer negleet this
smple eaaly avmlable routtne procedure 1t hae heen esimated tha
75 to 80 per cent of all colome cancers occur an that part of the bowel
which can be reached by a 10 sigmordoscope 1t has aleo been <ty
mated in rehable climes proctologints  offices, and cancer detection
centers that 7 10 10 per cent of all adult patients harhor polyps which
are considered precancerous lesions

Early diagnosis 1s imperative e affections of the anorectum  for
many conditions at first simple and extly corrected with proper treat
ment soon become serious 1f neglected emubing prolonged disalnhiy
and suffering Infections may become extenane imading deeper struc
tures a fissure may go on lo form an abscess and then a fistult, an
adenoma (polyp) may undergo malignant degeneration and a neg
lected rectal carcinoma forms metataces becoming inoperable

It 1s amportant to establish a routine procedure when one attempts
to interpret pathological ehanges in the anorectum The following pro
cedures are advised and should he followed in every complete procto
Jogie examination
History
General physical exanmunations
Inspection of perianal aren
Dignal exammnation of anus and rectum
Proctoscopic examinition
Sigmordoscopic examinahion
Laboratory examination
X ray exumination

D e N

3
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and occasionally toilet paper type bleeding The external opemng of
the fistula 15 vasible as 4 papule with a central opening while the internal
opening 1s to be found as an mdurated depression at the pectinate line

ANORECTAL ABSCESS

An anorectal nbscess comes on suddenly as a periinal or intra anal
swelling with constant throbbing pain One can usually see the reddened,
tender swelling or at least palpate 1t by bidigital examination Tt 1s also
assoctated with an increase mn temperature and leukocyte count

THROMBOTIC PILE

A thrombotic pile comes on suddenly as a firm, tender penanal
swelling associated with constant pain Lxammation discloses a bluish
tender swelling 1t the anal verge winch may break open and exude
dark blosd or blood clots

INTERNAL HEMORRHOIDS

Internal hemorrhoids are situated above the pectinate fine and give
no symptoms other than bleeding or a feehng of fullness i the rectum
The bleeding 1s seen 1n the toilet bowl If the hemorrhoids prolapse
there 1s constant pain untl the prolapse 1s reduced

STRANGULATED HEMORRHOIDS

Strangulated hemorrhoids are the result of prolwpsed wrreducible
mternal hemorrhoids There 15 n edematous ring of penanal swelling
mtermmgled with dark purplish protruding irreducible  thrombotic
hemorrhoids

PRURITUS AM

Prunitus a1 merely denotes an anal itch whose causes are many
The perianal <kin depending upon the etiology may be just reddened
and irnstated 3t may be lichemfied and gray 1t may have many maculo
papular eroded areas or it mty be swollen and edematous

CRYPTITIS AND PAPILLITIS

Cryphitis and papillins are small sinuses and papillae at the pectinate
line, cavsing anal pun with bm of short duration Proctoscopic €%
amination will reveal the tender crypts and hypertrophied ppillae



Chapter 4 PROCTOSCOPY AND
SIGMOIDOSCOPY
EXAMINATION AND
INSTRUMENTATION

1t rEeTosIcMoId lends ataelf well to direct endoscopic visnalization
Today when the famly doctor s office 13 often sct up as a cancer

detection center scientific medical practice cn no longer neglect thie
simple cauly avalable routine procedure It has been estimated that
75 to 80 per cent of all colomc cancers ocenr in that part of the bowel
which can be reached by a 10 sigmoidoscope It has also been esty
mated in reliable climes proctologists offices and cancer detection
centers that 7 to 10 per cent of all adult patients harhor polyps which
are considered preeancerous lesions

Early diagnosis 1s imperatise mn affections of the anorectum for
many condittons at first simple and easily corrected with proper treat
ment soon become <erious if neglected entashing prolonged disabality
and suffening Infections may hecome extensne imading deeper struc
tures a fissure may go on to form an abscess and then a fistulh an
adenoma (polyp) may underge malignant degeneration, and a neg
lected rectal earcinoma forms metatises becoming inoperable

It 1s umportant to establish a routine procedure when one attempts
to interpret pathological changes 1n the anorectum The following pro
cedures are adwised and should be followed 1n every complete procto
logie examination
History
General physical examinations
Inspection of perianal area
Digital examination of anus and rectum
Procloscopic examinition
Sigmordoscopic exammation
Laboratory examination
X ray examination

0N O U e N e
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and accasionally toilet paper type bleeding The external opening of
the fistula 15 visible as a papule with a central opening while the nternal
opening 15 to be found as an indurated depression at the pectiate hne

ANORFCTAL ABSCESS

An anorectal abscess comes on <uddenly as a penanal or 1nira anal
swelling with conctant throbbing pan One can usually <ee the reddened
tender swelling or at least palpate 1t by hidigatal examination It 15 al.o
associated with an increase in temperature and leukocyte count

THROMBOTIC PILE

A thrombotic pile comes on suddenly as a firm, tender penianal
swelling as<ociated with constant pain Examunation diccloses a hlush
tender swelling at the anal verge which may breah open and exude
dark blood or hlood clots

INTERNMNAL HEMORRHOID>

Internal hemorrhoids are situated above the pectinate hne and gne
no symptoms other than bleeding or a feeling of fullness 1n the rectum
The bleeding 15 seen 1n the toilet bowl If the hemorrhoids prolapse
there 15 constant pain until the prolap-e 15 reduced

STRANGULATED HEMORRIOIDS

Strangulated hemerrthoids are the result of prolapsed srreducible
internal hemorrhoids There 15 an edematous ning of perianal swellng
mtermingled with darh purphch protruding wrreducible thrombotie

hemorrhoid~
PRUPITLS AN
many
Jdened

Pruntus am merely denotes an anal itch whose causes are
The penanal <lin depending upon the etiology may be just rel

aculo-
and irnitated 1t may be hehemfied and gray 1t may hate many m
papular eroded areas or 1t may be <wollen and edematous
CRYPTITIS AND PAPILLITIS
ctinale

Cryptii~ and papillitis are small <inuces and papillae at llhe cp:p“: o
hine causng anal pan with bm of <hort duration }:;MD o
anunation will reveal the tender crypts and hy pertrophied pap
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BIDIGITAL EXAMINATION
OF ABSCESS

| ROTATE FINGERS g _
| AROUND ANORECTUAT ™3

UNTIL ABSCESS /5
\ PALPATED
LATERAL VIEW

Fie 27 Ihpeital Fxasmivation

PN ST 49

Frclusive nonviille p ranal al ce  rotatng ! th fingers elickwiee will enable
the examsner 1o Dieate an infurated srea which 19 the al cess

pruritus am swellings su,gesting thrombotic pile <kin tag condylo
mata an abecess a prolipsing hemorrhowd strangulated hemorrhoids
and prolapsing pedunculated polyp fistulous openings a fissure with
its sentinel pile or a pilondal cyst or sinus These are the most common
visible proctologic findings

DiciraL Exastinarion

First a well lubricated index finger should be gently snserted 1nto
the anal canal increased anal tightness bemng noticed The finger {in
the anal canal) should then he maved forward and hackward while the
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History

A bref proctologic Iustory 1s essential and frequently diagnostic
Questions relting to the following often gne clues which help to
establish 1 correct diagnosis Some of the mportant questions asked
m our office pertan to blood 1n the stool anal or rectal pun buring
during defecation, prolapse, external swellings itching discharge, and
change i bowel habit

PrysicaL FxaMInaTioN

Exanunation —Stressing crdine lesion which may explun hemor
rhoids and rectal bleeding enlargements of the Iver particularly ar
rhosts of the Iner or hepanc engorgement assocrated with cardiac de
compensation  winch may also explan anorectal bleeding  abdominal
examination for tenderness and nigidity rebound tenderness masses
superficial veins flud or ingunal adenopathy, and of which may indi
cate the presence of anal, rectal, or colon mahgnancy

INSPECTION OF PERIANAL AREA

The patient should be placed 1 the left Sims posttion with both knees
drawn up towards the chin (fig 26) The patient aids in the examination
by lfting the nght buttock thereby brnging the anal opening imto
better view One looks for ¢hinge in color and excoriations suggesting

! SiM'S POSITION

Pattent lying on side

{

1

{ - - Position of patrent for ¢

L —— examiming and trealing |}

o anorectal condibions |

i - !

i

H .

! |

{ RN

* -
—

[ -

e

o ‘ AMINATEYY
Fic 26 Moniriep “ins Postrion For ANeSCOPic avp Proctoscomic Frawi
Anp TREATMENT
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‘BIDIGITAL EXAMINATION -
- OF ABSCESS
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ROTATE FINGERS _
AROUND ANORECTUAT ™3
UNTIL. ABSCEES /S
PALPATED

\
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[

LATERAL VIEW

Fic 27 Dot Fransanioy
For ela ive nonviille perianal afcces  rotatmg both fing rs elickwise will ensble
the examiner 10 licate an indurated 2rea which 1 the absce <

e e et

pruritus am  swellings suggesting thrombotic pile skin tag condyle
mata, an abscess a pro'hpsm" hemorthoud strangulated hemorrhoid ,
and prolay dunculated polyp fistul a fissure mlh
1ts sentinel pxle or a pilonsdal eyst or sinus These are the most common
svisible proctologic findings

DiciraL ExaMmvaTioN

First a well lubricated index finger should be gently inserted into
the anal canal, increased anal tightness being noticed The finger (1n
the anal canal) should then he moved forward and backward while the
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examiner notes indicated tender depressions at the pectmate line <ug
gesting nfected erypts or fistulous openings—palpable small proj a
which are hypertrophied papillie The finger then adsances into the
rectal ampulla, the exammer noting tenderness around the coceyx sug
gesting coccygodyma  tenderness or enlargement of the prostate, pos
sible tumors usually carcinoma or polvps, and, occasionally a stricture
Digatal examunation, using the left finger with the patient 1n the night
lateral Suns position will sometimes reseal rectosigmordal tumors not
otherwise palpable An irre,ular mass plus blood on the examining finger
usually suggests 1 carcmoma For a suspected nonvisible anorectal
abscess the bidigital exarmination 1s an excellent awd (see fig 27)

Procroscoric EaammaTion

Instruments —The type of instrument 1s 1mportant We prefer the
Barr Shuford or Hinkle James and the Brinkerhoff speculi because they
present for view only one side of the anorectum at a time This well lubn
cated instrument 15 passed gently through the anal canal, and the area1s
visuahized by means of a strong, spothght Crypts and internal openings
of fistulae can be detected by the use of the crypt hook Polyps papillae
hemorrhoids, and other new growths can be visuahzed A fissure 1s best
seen with the aid of the Brinkerhoff speculum (fig 3%j

S16MO01p0SCOPIC LXAMINATION
PREPARATION OF PATIENT FOR SIGMOIDOSCOPY

1 Fleet’s enema —Taken 1 to 2 hours before exammation 15 suffierent

Instruments (fig 28)
1 Any 10 sigmoidoscope with provimal Light preferred
2 Arr nsuffiater
3 Aspirator for removal of hiquid stool gases and blood
1 Cotton tipped appheators 1012 long
5 Biopsy punch 15 long
6 Shdes for ‘Pap stan or direct smear examinations for ameha

Positson of the Patient

The knee shoulder posiion 15 preferable with the left shoulder mmnr
tamed on a pifow and the face turned to the right Fmbarrassment 0)
the patient 15 imimized by hand towel driping so that only the glutea

fold and the anal verge are exposed (fig 29}
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INSTRUMENTS FOR SIGMOIDOSCOPIC EXAMINATION & TREATMENT
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Technic

The anal ¢nal 15 lubricated with the finger before the sigmodoscope
18 passed This aflows for an ewster and less punful passage of the mstrn
ment as well as determinanon of the direction of the an<! cinal The
patient should be instructed to breathe normally with hus mouth apen,
thus facihitating relaration of the reetosigmond

Step 1 —Place the thumb firmly on the end of the obturator, thus
presenting it from dislocating seelf from the sigmoidoscope when
wsertion 18 made inte the anal canal Use 1 stedy pressure nstructing
the patient to bear down at the same tume This combunation factlitates
an easier and more rapid passage through the anal canat {fig, 30)

Step 2 —Grasp the barrel of the <cope 1n the left hand and remove
the obturator with the right hand From this pomt on no further advance
of the scope 1s made without complete visualization

Step 3 —~Awu entering the vmpulla after the obturator 1s removed
balloons out the rectum, making 1t easier to visuahize As one advances
mto the sigmord the collapsed wall can be opened and made more
easily accessible with the ud of a sponge dampened in warm water,
or with the wsufllation of awr (fig 31)

Step 1 —Ths <tep 1s the most dfficult because one has to make the
turn, usually to the night As he does this the exammner shonld mform
the patient that pain 1n the bladder nd abdormnal area and a desire 10
defecate, will be expenienced The patient 1s now advised to teke short
and rapid breaths This produces a negalive pressure i the shdomen
at each respiration which sucks mir into the sigmoid tumen halloontng
1t out 1 htle and at imes actually sucking the scope into the howel
At 11 to 15 cm the process will be slow, and care <hould be tihen 1o

woid perforating the sigmoid (fig 32)

or
Step 5 —From here on use the sponge maistened wn warm water

gentle aneuffiation of mir will complete the dvance to 25 em ({]I';ﬂ:
withdrawal, a more careful suriey of the entiwe crecumicrence ob“1
sigmord and rectum should be wccomphshed This 1s performed by

1se movement (fig 33) [t 1s important to wspect behund

rotary clochw e should

ech rectal valie which may barhor an ymportant leston A not e
he made on the patients record as to the exact locatsan of any ‘:11!
covered lesion Of mahgnant growths 635 per cent ocedr in the r“:ﬂ
ampulln 15 per cent in the rectosigmond, and 10 per cent i the <8

mord flexure
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I hat to do and what not to do

1 Dont pass scope afler obtnratar has been removed, without visual
1zing the lumen

2 Dont atiempt to force scope all the way up to 10 nches unless
prssage 14 necesaible without undue pressure Sigmorda copes eannot be
paseed to 10 inches (25 em } sn more than 757¢ of the e es because
of ahort me<ocolon, adhesions or <evere apism

3 Hf bloody mucus 1% noted at the highest reachable pomt a possible
caremnoma 1¢ present lngher up and the patent hould have an impros ed
xry of the colon

STEP |

STEP 4

1o

hics 3033 Tun Four 5This 1v s Sewotposcoric Fasssarioy
Fig 30 step 1 The nght hand gra pe tle sc pe the thumb pressing on the obturator
while the left hand supports and controls th 1n trument The scope 15 gemly 1n erted
into the anal canal the long. axis yomnting to the wmbiicus
Fig 31 step 2 The obturatcr 1 5 moved 2ad th 1n trument advanced only under
direct viston The proximal end being depres el the scope 1 advanced to po itions
1 and 2 around the valves untl the di tal end lies beneath the sacral promontory
Fig 32 step 3 At thus powt the proximal en! of the mstrument 13 elevated and
the distal enl depres ed and levered unler direct vision to enter the recto 1gmord and
sigmord colon

Fig 33 step 4 The lumen of the sigmoid and rectum 1s carefully exammned during
withdrawsl of the scope Wh n exapuning the rectal ampulls the examner mu t rotate
the scope 80 as 10 encempass the entire circumference of the ampulla as shown above
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Techni¢

The anal canal 15 \ubncaled with the finger pefore the ﬁ\gmmdo:copc

15 passed Thus allows for an €8s1¢T and less puniy pasage of the Wty

ment 3% well a8 etermnatio® of the dwrection of the anal canat The
atient hould be mslmcled to preathe pormally with s mouth ope?
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ned de more
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the paue t pawn ¥ er and and eare 10
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and bre s produce a neganse P e’ hdome
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I hat to do and what not 1o do

1 Dont passscope after obturator has been removed without visual
1mg the lumen

2 Don t attempt to foree scape all the way up to 10 inches unless
preeage 1¢ accesable without undue pressure Sigmotdo copes cannot be
preed to 10 inches (2% cm ) mare than 755 of e eases becaw ©
of short mespcolon adhestons or scverc spsin

7 1f bloady mucus 1s noted at the Jugheet reachible pomnt a posable
creinoma 1e present lugher up and the patient should have an improy ed
vy of the colon

STEP | STEP_2

Fics 3033 Tur Four STies 1v 4 Siestomo corc Exawiinattos
Fig 30 atep 1 The night han gra ps the scope the thumb presaing on the obturater
while th 1 ft hand supports and controls the in trument The scope 14 gently inserted
mto the anal canal the long axis panting to the umliicu
Fig 31 step 2 The olturator 15 yemoved and the instrument advanced only under
ditect vt in The proximal end being depre ed the scope 13 advanced tn po itions
1 and 2 groun] the valves until the di tal enl lies b neath the sacral promontory
Fig 32 step 3 At this pont the proximal end of the instrument 1s elevated and
the di tal end depre ed and levered under direct v110n to enter the recto igmosd and
sigmoid colnn
Fig 33 step 4 The lumen of the sigmnoil and rectum 15 carefully examned during
withdrawal of the scope When exanuning the rectal ampulla the examiner must rotate
the scope so as 1o encompass the entire circumference of the smpulla, as shown above
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Fic 3+ A~orrcrar Orsice Treatsient InsTRuuesTs

PROCTOLOGIC [NSTRUMENTS

Examination and Treatment Instruments —Fig 31 shows the instru
ments used by the authors for the examination 1nd treatment of ano
rectal conditions

Surgical Instruments —Those used by the anthors for hemorrhordec

tomy pectenotomy cryptectomy papillectomy fistula etc are illus
trated 1 fig 35
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Chapter 5 ANESTHESIA FOR
ANORECTAL
OPERATIONS

l_‘ ont proctologic workh general anecdheun and regional anedhean
tanalgean) are the two common methode employed Each operator
becomes adapted to the method mo t «mtable for hns type of procedure
and temperament The patient « temperament al<o h1s to be taken 1nto
conaiderntion and deviation from a routine type of anesthetic 1s occa
«tonally necescary tor eximple local anc<thesia (regional analgesiny
1 uced by 1 great number of men for proctologic work 1< not satisfactory
10 a agh-trung apprehenase mndividun) In such a case general anes
thesa 15 preferable although local 1 still used for regional analgesia

The position of the patient ss aleo of prime importance If he 1s in
lthotomy any type of anesthetic can be uced while 1f he 1s 0 the
prone jack kmfe a general anesthetic should not be used unless an
emdo-trachea) tube 13 1n place This 18 essentinl <o that 1f any respiratory
obstruction takes place the anesthesiologist will have complete control

In genatric patients  premedicition <hould be mmmimal no more
that gr 14 morphine or 50 mg Demerol <hould be ordered Barbiturates
<hould not exceed %y to 1 gr and atropine gr 17150 13 the drug of
chatce rather than Scopolumune which often hes an adverse paychic
eflect on elderly people

Older age group patiente are dramatically tntolerant to hypoxia
Also 1f hypertension is noted 1mmedinte corrective meisures must be
nstitnted

With inhalitien anesthetics the surgeon must be anare of the ex
plosiveness of the ane thetic 1n case he 15 using any electrical apparatus
<uch as an electro coaguliting diathermy machine

The wniters favonte comt n | surgery 1s p hal
sotium for general nesthesia plus povocamn for local with the patient
n the lithotomy position Local analge<ia 1s used 1 conjunction with
general for the following reacons 1 The adrenalin added to the novo-
can cuts down the general operative bleeding by 1ts vasoconstrictine
action making the field less bloody 2 It relaxes the sphincter 3 It

41



16 Essentiats or Cunstear Procroroct

centage of successes 15 obtamed in this manner However, this method
15 also time consuming and not always successful

OIL ANESTHESIA TECHNIC
(For Fissure in Ano Anal Tightness and Intractable Anal Pan)

For the palhative rehef of fissure in ano anal tightness, and intract
7ble anal pain (unexplunable), anesthetic ol 15 used instend of aqueous
local analgesics

Solution —One cc Nupercunal {Ciba) 15 used for the posterior 1
jection and 1 cc 1s used for the anterior mjection

Needles —Twenty gage, 2 ches long

Syringe —One ce tuberculin syringe

Fissure in Ano Techme

Pierce the skin haliway between the coceyx and the anal verge In
Ject subcutaneously toward the coceyx and to the night and the left of
the coceyx {12 fig 36) Now reverse the needle and mnject toward
the fissure subcutaneously (4), then deep into the external sphincter
to the left and right of the fissure (5 and 6) and the balance of the 1
cc under the fissure This last one third of the cc lays down a mice bed
of anesthetic o1l under the fissure This 15 all the anesthetic that 1s used
the first visit At the next visit, two to seven days later, the following
techmic 1s used With 1 ce of Nupercamal, pieree the skin in the anterior
quadrant just vbove the anal verge and nject toward the permeal bods
parallel to the anus but only for a distance of thout ¥ mch Use the
finger n the anus as a gude, and mject parallel to the anus, then into
the sphincter to the left and nght from the same pont The fissure
should be touched up with silver nitrate 25 per cent 50 per cent phenol
or pure ichthyol after each injection

Anal Tightness
The same techme 15 used for anal tightntess as 1s used for fissure
except that the last injection under the fissure 15 omitted

Intractable Anal Pain
Inject under the area of pam and then mto the sphincter mu<ch{(0
the left and to the nght of the area of pam usmng a total of 1 cc for

the entire procedure
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Don ts for the Injection af Anesthetie Ol

Dont inject aneshetic mil antradermally Dont nject ol under pres
sure or if resistance 14 encountered Don't snject o1l an the presence of
tnfection Dont put too much ol an any one place Small amounts arc
all that 1 neceseary and are much safer [T these rules are respected
rapid and prolonged anesthesia 1+ obtained 1n the majority of cases

GrsFRAL ANFSTHFTICS

NITROUS OXIDF AND OXYCEN

Mitrous oxide and oxygen plus premedication of atropine sullate
gr 1/150 and morphine sulfate gr 1/6 gaven onc hour hefore surgery
18 & good general ancsthetic for proctologic work

CYC1 O ROPANE AND FTHYTENE

These are al o valuable gis anestheties favored by many and pre
ferred by some and are satisfactonly used for proctologic work

Fon Coton Surcery

For colon resections and abd I perineal we prefer
«pinal anesthetics the type and amount dependent upon the expected
length of the surgery Tius 1s suppl 1 by sodwm hal or

inhalation anesthesia sf neceseary M there is 2 contramndication to
spinal—hypotension «evere arthritis etc —general anesthesia such as
ether with intratracheal intubation 1s used
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a mineral o1l retention enema on the second mormng aftee the oper
ation prevents the debydeated feeal impactions which occurred wath
the old methed of opum by month for a number of days The patient
shauld he encouraged to uninate or he cathetenized within 8 to 10 hours
following the operation to prevent an uncomfortable first mght and
futnre genito uninary comphietions Plieniphen and codeme before bowel
movements followed by n stz hath  aspanin compound tablets after
meale sedatives and analgesics 2t bedtime or whenever elee indicated
all help to heep the patient comfortable The following outlines are
duplicates of preoperatine and postoperatine routne orders left on
every hospatal floor viated by ue and contain an detul everything the
authors have found helpfu! in saving patients pun

PreorrraTive PREEARATION
THF NICHT DFIOAF SURCFRY

1 An cnem of plun tap water Occasionally patents have severe
pun and cannot tolerate an enema In such cases the enem 1s omitted
2 Sod amytal gr 3 with a glass of warm milk upon retinng

THF MORNING OF SURCF1Y

1 Hasve the patient voud before going to surgery
2 One hour hefore surgery give hypodermically 100 mg Demerol
and gr 1 150 of atropsne depending upon the size of the patient

PostorFraTinve PaFparaTioN

FIRST DAY

1 Flinds as tolerated uch as water hot tex and coffee A general
diet to mnclude everything riw vegetables and raw fruits may be
started the same eveming or as <oon thereafter 1s 15 desired by the
patient

2 A hot water bottle to the permeum on return from surgery well
covered with towel matenal to avord burns

3 Demerol 100 mg by hypodermc on awakemng and as necessary
during the day

4 Fncourage the patient to void the evening following surgery The
patient may stand alongside the bed if necessary If he 1s unable to void
catheterize before retining
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Patients are usually permitied to go home at the end of five days
unless their condition or circumaances warrant a longer stay A copy
of the folloning instructions or home treatment s« to be given to the
patient upon dismsaal wath a week s supply of all medications properly
Tabeled

HOMF INSTRUCTIONS FORR TOSTOIERATIVE 1ATIFNTS

See that all of your medicine are given to you to take lome with
wntten instructions on each bottle and box

1 Take 1 or 2 phenaphen capsules 14 hour before bm’s to mim
muze pun Take more after hm s if necessary to rehese anorectal
diccomfort

2 Take a mtz bath eack morning and mght Try to take the morn
ing «itz bath ymmediately after the bowel movement Sitz baths can be
repeated after all howel movements

3 Incert Surfacmune ane thetic rectal emtment five minutes hefore
bowel movement« and immediatcly after Omtment can be repeated
at any time for pun To promote more ripd healing Desitin rectal
aintment 18 inseried twice duly

t A hot water hottle an infrared heater or hot boric acid com
presees can be used at any time for added comfort

5 No specific diet 1s necessary unless ordered

6 Take !4 ounce of mineral ol on retiing each mght If more
than one bowe! movement a day occurs stop mineral o1l for 21 hours
or adjust the dosage H no howel movement occurs 1n 24 hours increase
the mineral ol and take a plan water enema

7 Any indicated tomce s helpful duning camvalescence (Consult
your famly doctor)

FURTHER OF}ICF POSTOPERATIVE CARF

1 Desitin rectal ointment with pile pipe should be moved laterally
from the posterior raphe to the anterior raphe every other day by
the physician Numerous chimeians 1ncluding ourselses and research
men have found that cod liver o1l 1s a factor 1 promoting tissue repair
with a resulung more rapid healing Desttin omntment 1s also recom
mended for an extra month after healing 1s visibly completed Desitin
omtment also anoints and lubricates the anorectum making trauma
with bowel movements less Likely

2 5% silver mitrate and scarlet red omntment 5% are helpful in
postoperative (realment

3 Patients should be watched until completely healed



54 Essextrais of Cuniean Proctorocy

tically alt of them If catheterization has been performed, 2 Gantrien
tablets 3 imes daily will present a eystitis If difficulty m starting urma
tion stll persists, insert an mdwelling catheter and gve urechohne 15
mg three times daily until voiding 1s normal Catheters can be removed
m two or three days

DiArRHF A

For no apparent reason a patent occasionally develops diarrhea
durmg the first postoperative week Frequent stools cause tenesmus
and added discomfart Wheneser this occurs, our treatment consisis of
& potassium permanganate enema and paregoric drams 1 every hall
hour for 3 doses The potassum permanganate enema 1s prepared by
dissolving a 1 grain tablet 1n a glass of warm water Then one hall of
this concentrated solution 1s poured 1nto an enema bag or can of warm
water and diluted to 1000 cc The patient 15 placed on s right side and
the solution 1s permitted to enter the recto colon slowly This can be
repeated twice a day but 15 seldom necessary The results are most
satisfactory

Frear Inpacrion

Because of a subconscious fear of bowel movements following proc
tologic surgery, some patients accumulate enough stool 1n the rectum

after a number of days to develop a fecal ympaction These patients
rectal d fort and leakage of

come 1n complamning of a
hiquid stool On questioming and examination one finds that all they
have heen passing 15 a small amount of hquid <tool The nsertion of
a gloved finger will provide the diagnosis

Treatment —An o1l retention enema (90 cc ) of mineral o1l or cotton
seed o1l 1s admimstered to soften up the fec1l mmpaction After an hour,
the fecal mass 13 hroken up nto <maller masses with l}j‘e examining
finger This 15 followed by another enema consisting of i tap \\a\xﬂ'
and 14 fiydrogen peroide Recently, we have been having good maut;
with the Fleet phospho soda enema as a substitute for the peroxide an
water enema The above procedure may have to be repested if the
finger locates more fecal masses After the evacuation of the cv;emni;\
Desitin supposttory should be 1nserted twice daly for several days to
reheve the irritation and inflammation cavsed by the impaction



Tostoriaamr Covroicaniovs 5a

BLrenne

Most patients have a natural inmumty to the bacterial flora found
m therr recta just as most human beings possess immunity to the
bacter1n found s their throate However, lowered reustance which s
not eastly detected preoperatively, can be responsble for sccondary
wfection at the aite of operation, reeuling 1 neerosis erosson of a
ves ¢l, and bleeding, or a lighly virulent type of intestinal bactersa
my cu ¢ local infection and necrosis A low prothrembin content may
be responeible for delnyed thromhoss of ligated vessels and result an
postoperative bleeding In spite of all the precautions one may take,
occasionally «omebody will eall during the mght and state that a patient
15 bleeding The first question the writer usually asks 1s, Ihid the patient
paws many clots or did he notice a pool of blood i the bed?  This
question 1% very amportant because internal bleeding occurring at the
«te of the removed mternal hemorrhords will accumulate in the rectum
and «igmoid form clots and produce a desire to have a stool The
patient thinking be has to hue a bowel movement, will instead pass
an abundinee of blood clots and hqumd bleod This type of bleeding
calls for hospstalization whereupon an anesthetic 1« admunstered and
the bleeding pont 1s loeated and hgated or corgulated

On the other hand if the patient s famuly calls and reports finding
a pool of blood 1n the hed 1t usully indicates a bleeding point at the
entrance to the anal canal which cn be visualized and hgated at the
bedside or packed with Gelfoam Tlus should be folloned by a ball
type of packing and a tight binder

If bleeding 15 not excessne an Alum enema 1s tried Alum enema
consists of 2 drams of alum powder to a pint of luke warm water The
solution 13 placed 1n an enema hag a solt urmnary catheter 1s attached
to the hard rubber enema tip, and the catheter 13 inserted 1nto the rectum
The enema 15 given with the pattent 1 the sitfing posstion and the alum
solution runming in and out This enema can be repeated as often as

y In addition, hoag {1 or 2 cc ) 13 injected subcutaneously
twice daily until the bleeding has been controlled

Another helpful remedy for postoperative bleeding 15 a Gelfoam &
milk enema The technic 15 as follows

1 A water or saline enema 1s given to clean bowel of clots and fecal
matter
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2 1t 1s possible that the replcement fibrous connective tissue in
the severil excised anorectal areas anterfere with normal contraction
of the anal sphincters

3 Powble chronic amcbinus with resulting hiquid stool retention
mn the rectum following passage of a formed or partilly formed stool
Thus, plue the inrdequate anal contraction, causes letkage and saling
of undergarments

4 The continuous use of mneral o1l with 1te residual hquid stool
mn the rectum following bm's plus the above inadequate anal con
traction

5 The prolonged anesthesia of the nnorectum following routme
operatine u ¢ of ol ancethetics as used by some proctologists

6 Incicon of portions of the anal sphincter muscles in fistula oper
ations

Treatment —Because any of the above cauces may be preeent all
should be nvestigated and allesiated The stool should be checked for
chromic amebiasis If 1t 1s positine two cour<es each of Mhodoquin and
Carbar<one should be prescnibed If 1t 1s negative and mineral o1l has
been used ths should be ehminated and a <mooth bulk laxative should
be prescribed 1n ts place

Upon examining these patients who complain of soiling we have
found that when they are ordered to close the anus the anal sphincters
are not utilized, instead, the gluter are pulled together from side 1o side
which does not pucher the anal opening and does not produce complete
continence If you will request your next patient complaining of soiling
to contract hus sphincters under your visual observation you will more
readily understand this previous explanation

The fear of complete anal contraction, plus the scar hissue interfer
ence with normal contraction plus an ciced portion of the anal
sphincter causing solling can be alleviated by certain anorectal exer
cises which 1n recent months we have been instructing all our post
operative cases to perform Since doing so we have not had any
soiling complaints

The anal exercises consist of contracting and relaxing the sphincter
ani muscles several times m succession and at least 50 times daily
These exercises performed regularly over a period of weeks control
penianal soiing caused by any of the above factors The patient should be
watched for a few minutes when anal exercises are prescribed to make
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2 It s posable that the replwcement fibrous conncctive trssue n
the several excised anorectal areas mterfere with normal contraction
of the anal apluncters

1 Powible chrome amelnras wath resulting liquid stool retention
i the rectum, following paserge of a formed or partially formed stool
Thie plus the madequate anal contraction, causes leakage and soiling
of undergarmente

1 The continuous use of mincral oif with 1ts residual liquid stool
i the rectum followtng hm s, plus the above nadequate anal con
traction

S5 The prolonged ancdhesia of the anorectum followtng routine
operatine u ¢ of oil ancsthetics as used by some proctologsts

6 Incision of portions of the antl sphincter muscles in fistult oper
ations

Treatment —Because nny of the shove ciuses may be present all
should be investigated and alleviated The <tool should be cheched for
chronic amehiasis If it 1s positne two courses each of Thodoquin and
Carbar<ene <hould be prescibed 1f 1t 1s negatine and mineral o1l has
been used this should be elminated and a smooth hulk laxative should
be prescribed 1n its place

Upon g these y who plain of soilling we have
found that when they are ordered 1o close the anus the anal sphuncters
are not utihized, instead the gluter are pulled together from side 1o side
which does not pucker the anal opening and does not produce complete
contience If you will request your next patient complaining of soiling
to contract Ins sphincters under your visual obsennation you will more
readily understand this presvious explanation

The fear of complete anal contraction plus the scar tissue interfer
ence with normal contraction plus an incised portion of the anal
sphincter causing soling can be alleviated by certain anorectal exer
cises which m recent months we have been mnstructing all our post
operative cases to perform Since doing so we have not had any
sothng complaints

The anal exercises consist of contracting and relauing the sphincter
ani muscles several times in succession and at least 50 times daily
These exercises performed regularly over a period of weeks control
penianal soiling caused by any of the above factors The patient should be
watched for a few minutes when anal exercises are prescribed to make
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certam that he knows the difference between pulbing 1 and puckerng
the spluneters (which 1s correct), and pressing the glutet together (which
1 incorrect) These few minutes spent on wetructing the patient wll

mahe 11} the difference 1n producing good results

Anan STENOSIS

Postoperatne anal stenowis 15 most ommonly cansed by an aver
zealous removal of anai and penanal epitheleum during surgery Oc
cisionally, 1t 15 cavsed by the deselopment of excess fibrous connective
tissue 1 patients having fibroplastic diatheses We have made 3t a habit
to leave a bridge of shin and anal eputhelenm between exch hemorthod
or crypt removed In this way, epithelialization covers the denuded area
and prevents stenosis

Another procedure nsed by us to prevent postoperatsve anal narrow
g 1 the msertion of a pile pipe into the anal eanal duly for the firet
weeh following surgerv and then thrice weekly The pile pipe 15 moved
slowly but firmly from the antenor to the postertor anal cannl breaking
up anv adhesions which may form By using the pile pipe, we have found
1t only rarely necessary to do pamful finger dilatation Patients hare
heard of finger dilatanon from others who hne had anorectal surgerv
and fear w greatly Patients are very grateful when they learn 1t 1s
not necessary

If patuents develop nal stenosis or are seen with 3 postoperatine nal
constricture early finger dilation 3 times weehly by the physiian nd
daily by the patent usually corrects the condition The be.t finger lubrt
cant to aud 1 stretching and <oftenin,, the scar hissue »s eastor oif eng
standing caces of anal stenosis require an notomy followed by the
above castor ot lubrication dildtation teclinsque

Drraven Wourno Heaine

Delayed wound heshng 15 usuaMy caused by chrome amebrss

uleeranne cols  enterniis malnutntion  or Anitimumosis Cases of
awonally

delayed healing are not common, but we do ste them orea:
We feel that such cases are most often | g or low grade

eolitss or ylettis c1ses with no visible ulcers an the recto sigmo
with some low grade nfectrous process possihly fugher wn the calon

d but

or smail ntestine
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Here 1 wisli to emphasize the neecesty of performing a routine «ig,
maidoscopie cxamination before surgery This 1s smportant not only
ta rule out the posable presence of o polyp or o earcinoma higher up
but to determine the presence of an ulecrative proctocoliis If an ul
cesative condition cxasts surpery 1« contr undhicated exeept i emergency
surgery «tch ns an abscess or a complicating fistulr If hemorchods,
ficsures crypte and the ke are eperated apon mn the presence of an
ulcerative proctocolitic the wound may never heal without 2 colostomy

After two weeke followsng, anorcctal surgery, f a wound appears
dolent and hehund schedule in ats hesling progress our treatment 1n
auch e1ses 13 to place the patient on a combnition of empiricnl treat
ment, «uch as Diodoquin gr \ 3 times dmly and <ulfathalrdime 5
tiblete 3 tiumes dmly plus a highly nourishing Idand diet and 4 con
centrated silamm capsule In addition Desiin cod Iner o1 reetal ot
ment or 55 <carlet red emtment inserted mto the norectum with a
ple pipe twice duly 13 advised Tlns added oral and anorectal treat
ment 1 continued until a complete Liealing 15 recomplished Cod Iiner
ol ointment has been found to promote more rapid healing

Conertsion

It may <eem from all of the complieations I have discussed that our
patients hve nothing but comphieations This of courwe s far from
the truth The comphcations previously enumerated occur only occa
stonally but st 13 most umportant to recogmze them enrly and to know
what treatment to institute The treatment given above 1s that which we
have found succe sful 1n n extensive proctologic practice of over thirty
years durition



Chapter 8 CRYPTITIS AND
PAPILLITIS

Cm{m‘ms 1> an wnflammation and hypertrophy of the <emm funar
anal salve and the munute crypt which i outsardly bound

Papillitis 15 an nflammatory hypertrophy of the anal sahes or pre
exsting papillae located at the base of the column of Morgagm, re
sulting 1 pointed toothlike gronths Occastonally these growths are <een
as knoblike f1ps at the end of a short stem (fig 38)

ETi0L06Y
¢ as follows The erypt lumena and con €
4 and are =subject to trauma
< another predie

Predispostng factors ar
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posing factor
The direct cause 15 trauma Recal
these crypts, they are \ulperable The passage
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of a hard <tool of other

prmnee the leaflets This
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trauma results sn an nflimmatory reaction an which bacteria take
part Minute particles of feeal matenial are forced into the lumen of
the crypt and are retained, with the aggravation of an already existing
inflimmatory reaction

Anorectal glind« independent structures, preformed not due to an
inflammatory process, tuhular in shape smple or complex and =everal
in number are present, and usually commumete with the distal ends
of erypts 1t 1« beheved that stool retasned 1n crypts hquifics and druns
into these tubulir glande giving nise to eryptitis and, at times to
abeeess and fistul

ParnocrsEsts

The decompoution of the retuned feeal matenal, together with the
inflammatory changes from bacterinl actinity on the denuded surfaces
of the erypt valve and anal glind results in a eryptiis This produces
a <light discharge which by chrome wntation to the <emilunar salves
results 1n hypertrophy of the salves with resulting hypertrophied papillae
The overlying hypertrophic pipillee then mid 1n preventing the escape
of constantly clogging fecal material Tlis tends to intensify the
condition  Chronic inflimmation 1n this area resulis 1n pectenosis
(fibrous narrowing of the anal canal) Tightening of the anal canal
by pectenons or trauma or clogging of the mouth of the crypt with
food particles may in time clo<e the opemings of the crypts and result
in an sbscess and fistulh Today 1t 1s generally believed that the great
majonity of fistulae start 1n just this way Cryphius 1s also believed to
be an important focal point of infection The di charge emanating from
an infected crypt in conjunction with the p 18 also believed to
be an important etiologic factor 1n the causition of the intractable type
of prunitus anit An infected crypt at the posterior midline may gne
nise to a fissure 1n ano

Syuproms

The patient usually states that there 15 pain which comes on during
a bowel movement this 1s due to the fact that fecal matersal has passed
over and mto an infected tender crypt This pain usually persists for a
short while afterward, generally for about one to five minutes This
may however, vary from a y burning to soreness
and severe pamn depending upon the sensitivity of the patent Sudden
and persodic lancinating pains within the anal canal may occur at any
time and are 1 no way related to bowel movements The pam of cryptitis
may be referred to the buttocks sacrum thighs legs bladder or uterus

Tightening of the anal canal (J )} which 1s frequently referred
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to as hypertrophy of the sphincters usually results 1n and is rccompanied
by constipation Because of the inflammatory process, papille undergo
hypertrophy and may attan unusual size Under these circumstances
the mdividunl may complun of = cravling sensttion 1 the anus sim
ulating worms The papillae mny prolpse from the anus duning defe
cation and give nise to the llusion of n unsatisfactory bowel movement

Discnosts

The diagnosis 1s based upon a lustory of anal pam or anal burming
which comes on with bowel mosements and lasts for only a short perod
of time, also sharp lncinating puns that m1y oceur 1t any tume

Digital examination over the pectinite line reveals tender sndurated
small depressions Adjoiming the small, tender depressions papillie may
be felt as small, firm, movable bodies attached to the pectinate hine
Proctoscopic exumination reveals the valve leaflets of mfected crypts
s being nflumed, edematous, and enlarged A crypt hook e be in
serted nto the nfected crypt with the production of exquisite pun
This 1s differentinted from a normal crypt, which does not recene an
examimng hook The papillte are usunlly seen as small grayich white
tooth like bodies with a wide base and ponted tip If inflamed, however,
the base will appear much wider, the papillae longer, nd the color will
vary from pmk to red depending on the cxtent of the inflammntory
pl’OCESS

DIFFERENTIAL DIAGNOSIS

The pun of eryphiis and papilibs which 15 short 1n duration, differs
from that of fissure m ano which 1s very prolonged n duration A
papilla 1s differentiated from a rectal polyp by the location a papil
1s alwys found at the pectinate hine, while a polyp 1s found above the
pectinate hine (fig 39) Also papille are usually sensitise to mampula
tion whereas polyps are not

TREATMENT

1f no systemtc mfection exists that may have been caused by the
tnfected crypts then palliatine treatment my be tried for two wecks

Palliative Office Treatment —In the office the crypt are11s s\mbl)c;l
with an applicator of 5 per cent phenol 1n olnne o1l Then 1 erypt (10;7
1s 1mmersed 1n 50 per cent phenal in olite o1l and mserted to the

crypt Desitin cod liver oil omtment 1s then apphed with a pile pipe
Home Treatment —At home the patient 1s nstructed to take mineral mll
one hnlf ounce or more 1t bedtime The diet <hould be Bland Hot siz
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Fte 37 Eargar ano PoLyre
Eapillae are frund ot the pectinat lin ¢ ntam sensry nence  ani are covered with
squsm us epith Jiwm b lyps ar founil al we the pectinat line contain no sensory
nnes and ar enver 1 by o lumnar pithebum Tapillae sellom become malignant
while plyps deg 0 rate tn al ut 50 per cent of the case

baths twice duly are benefieial Desitin cod Iiver eil suppositories are i
<erted into the rectum after bm s The Desitin cod hver o1l suppositories
have a soothing and healing effcet on the 1inflimed crypts and papillae
They also lubricate the anorectum resulting in dimimshed trauma dur
g bowel movements

Surgical Treatment —Local and pentothal anesthesi 1s used (see chap
5) A erypt hook 1s in<erted into the erypt and the erypt 1s raiced from 1s
ttachment while a scis<ors snips 1t off from 1ts base below the hook A
hemostat 1s applied to the papilla at 1ts bace and the papilla 1s crushed
The hemostat 15 then removed and the pamlla 1s excised 1n the crushed
area Bleeding can be controlled by applying the active ball point of 2
diathermy unit The «kin or <kin tag at the distal portion of the crypt 1s
excised for proper drunage and healing H pectenosis exists a pec
tenotomy 15 done 1n the area of one of the excised crypts preferably to
the left or the right of the posterior midline A belldonna and opum
supposttory 1s 1nserted followed by the usual cigaret drain  gauze
and ball pack For further postoperative treatment see chapter 6



Chapter 9 PECTEN BAND,
PECTENOQSIS, AND
PECTENOTOMY

AL\msT thirty years have elapsed since W E Miles of London

described a pathologic anal tightness which he called “pectenosis
His associate A Lawrence Abel, elabarated on the above condition
m 1932 m a splendid paper entitled ¢ The Pecten, The Pecten Band,
Pe and Pectenotomy,” but this patholog d
of the anus remains a disputed proctologic entsty to this very day

APPLIED ANATOMY OF THE ANORLCTUM

In order to more clearly understand “pectenosis,” a brief review of
the applied anatomy of the anorectum 1s helpful Durng fetal Iife the
proctodeum pushes up and the huind gut pushes down {figs 1-4) Where
the two meet, a membrane known as the anal membrane 1s formed
About the third month of intrauterime lfe this membrane ruptutes
and forms a communication between the bowel and the extenior Should
this membrane not rupiure, one of the types of imperforate anus recults

Where the anal membrane ruptures n irregular hine remans which
13 known as the pectinate hine {after the Lahin word pecten meaning
comb) This kne 1s also called the dentate hine because 1t resembles
the edges of a row of teeth Arising from this line are the anal papillae
and, above this line, the columns of Morgagm The bases of the anal
papiliae are connected by a number of irregular <emilunar folds which
are hnown as the anal valies These form a number of <mll pockets
or sinuses, the Crypts of Morgagm

In 1863 Hilton descmbed 1 wiite line wiich he beliesed to cor
respond to the lineal mterval betucen the external and snternal sphincter
muscles Between Hilton s ine and the pectenate hine 18 the area deseribed
by Stroud wn 1896 as the “pecten’ Its color 1 mtermedinte between
that of the shin and the mucous membrane of the rectum pre-enhing
sn 2 normal individual a ghetemng smooth appearance Tt s tined iy
modified skin but 1s devord of sweat glands, schaceous glnds and hur
follicles (fig 10) The pecten 1s a most important Tandmark asat = l;lt‘
dnadimg area between the vascular system, the nervous system tie

(2]
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lymphatie system, the shin (ectoderm), and the mucous membrane
(entoderm)
Itiorocy or PreTinosis

Chronse passive congestion from either anternal or external hemor
thoids m1y lend to passne congestion an the pecten area because of
the tnbutanies from the supenior and the anfersor hemorrhodal vens

Mucoss —

Circular M

Longladn) Av

Superficieral g
Ext Sphincter o Cutaneous Lane
Squ.maus Epithdian
Sebent . ebacesus Gland
Syphineter o Falhele

weat Gland

hic 10 Tremx Bass
Schematic longitudinal secticn through an anorectum showing the normal anatomy in
relation 1o a pathologic pecten band Note that the pecten Land (sobid black oval) lies
between the anal epithelm and the musculanis and reaches from just above the pec
tinate Line to Hiltons line below It 1s covered by modified squamous epithehum be
low the pectinate line and by columnar epithelum above the pectinate hine
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ansing from a minute capillary plexus 1n the submucosa of the pecten
Hypertomeity or spasm due to chronie cryptitis or inflammation al o
may produce a local passive congestion Constipation  straiming a1
stools, lacerations resulting from the passage of hard <tools and 1m
tating hquid stools, may lso cause 1 passie congestion 1n the anal
canal Passive congestion 1 this area from any cause 15 followed by
round cell infiltration and a carcular depostt of fibrous connective tissue
i the subpecten area Such a deposit m the area of the pecten pro
duces the condition described by Miles and Abel as “pectenosis " Abel
likens this fibrous tissue deposit to the indurated zone around a varicose
ulcer of the leg, to the fibrous change i the wall of the esophagus
opposite the whole length of the cardinc sphincter n cardiospasm, or
to the dense fibrous tissue in the gastric wall opposite an ulcer, form
ing the hour glass stomach

The longer chromc congestion exists, the more fibrous connectne
tissue 15 depostted and the denser becomes the pecten band The denser
the band, the more difficult 1t hecomes for the sphincter muscles to relax
The liming becomes avascular, 1t loses its elasticity, and the anal canal
becomes rigid and narrower When one examines this area digitally,
the finger feels tightly squeezed by the contracted lumen The size and
caliber of the feces become dimimished and the patient complans of
difficulty 1 obtaming complete emptymg of the rectum The more
difficult 1t 15 to defecate the more the patient struns and the more
aggrasated becomes any exising hemorrhoidal condiion A vicious
ciccle 15 established b with more | there 15 increased
stramng which 1n turn results in 1ncreasmg passive congestion and

a more dense pecten band

Tlus condition must be differentiated from postoperative an1l stenosis
after recent surgery In this condition 1t 1s almost impossible to msert
the examuming finger One <hould also exclude 1norectal stricture caused
by lymphogranulema venereum a specific mfection associated with an
active bloody purulent discharge and a fibrosis which frequently does
not admit the examimng finger The T'rer test in the e cases 18 usually

positne
SFQUELAF OF PECTENo0s1s

band

Owing to fibrous tissue deposit i the submucosa of the pecten :
o acen

the mucous membrine nstead of being freely movable over the adj
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tissue becomes anchored to 1t the eonsequent poor blood nourishment
renders 1t more eaaly vulnersble to traumt Normal erypts of Morgrgnt
may then become traumatized by scede shine and fildrs in the stool
with reulting infection and flammation of the anal glanda producing
the condition known as cryptiie Infected mfluned erypte and anal
glind¢ become a defimte focus of infection and irntation Chrome dis
charge from an wfected crypt cruses mflammation of the <emilunar
valies with resulung by pertraphy of the pimllae terminating as papsd
litie A constipated hard «tool may crick open a erypt or any portion
of the poorly nounched tightly adherent anal eanal with a resulting
fiscure tn ano We agree with Abel when he states that 3t 1s uncommon
to find an anal fiscure without a pecten band

If owing te merersed tomeity fibrons ehangr or occlusion of the
opemng of the crypt or gland by pasticles in the staol pyogenic sub
<tanees are imprisoned an ahecess develops which 15 uennlly followed
by  fistula Abel bebieves that  heeau ¢ of the mucous membrane of
the rectum hecoming avascular and abnormal in patients with long
<tanding pectenosis sccretion of normal mucus 13 apt to hecome ex
cesene bathing the <hin with an arntating hqnd  and the patient
suflers from pruritus am  Abel further ascerts that when no other
pithologic condition exists 1n tlus region prurttus ani may be cured””
by pectenotomy He <peculates that <ometimes the pecten band may
be responaible for the deselopment of careinema 1n the altered mucous
membrane of the anorectum

Persosat Crinicar asn HiSTOPATHOIOCICAT OnsFRVATIONS

Miles and Ahel s interesting data on pectenosis came o our attention
1 1932 thereafter we undertook a more careful search of the anal
cnal 1n all patients presenting proctologic complaits At first 1t was
difficult to change our conception of mcrersed anal tightness stace
we believed 1t 1o be caused by anal spism or hypertrophy of the external
aml spluncter Dut after eight years of obtuning satisfactory clineal
results with pectenotomy 2 coworker Otto Weiss and I decided to
msestigate the normal histology and pathology of the area imvolved n
pectenosis with the um of establishing microscoprcally that the Miles
Abel pectenosis theory concerns a definite pathologic entity For purpo es
of study we utilized 11 adult anorecta 5 newborn recta 2 dogs 2 rb
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buts and 16 sections of pecten bands (fig 42) The techme of remosal of
pecten band sections was as follows With 1 buahe rectal speculum 1n
the anorectum, a section of tissue was removed about 1 cm wide
extending from the anal verge to a hittle above the pectinate ne and
about 1 to 5 mm deep, depending upon visible thickness of the band
The sections were stained with HE  Van Gueson’s (figs 43-14), Mallory
and Mason’s stams These original nvestigations were carned out dur
g the years 1938—1942

To familiarize ourselves with the microscopic histopathology of the
pecten area we set down the following questions which, when answered,
helped establish pectenosts as a definite pathologic entity (see charts 1 7)

Question No 1 IWhat layers of the anal caaal are wolied w
pectenosis®

Answer  Pectenosis 15 essentially a disetse of the subepitheleum of
the pecten area No fibrotic changes were noted m the mucosa or the
musculans mucosa

Question No 2 How thich 15 a pecten band?

Answer The thickest pecten band showed 5,300 microns a Intle
over 5 mullimeters the thinnest showed 1500 mucrons (15 mih
meters) (chart 6) The average thickness was of 2687 microns
(268 mm )

Question No 3 What are the mitations of pectenosis n relation to
the pectenate line?

Answer Although Miles and Abel described the pecten band as
himited to the pecten arra our mveshigations revealed the presence of
pertenosis above the pectenate line 1n three of our 16 cases (cases O
8 14) (chart 6) varying n length from 3,000 microns {3 mm}) to
8000 microns (8 mm ) In some of these cases the full length of the
band could not be determined since the section was cut at the lmis
of the distance noted above This corroborated our clinical impressions
previously reported, that the pecten band extends above the pectinate
line

Question No +  Of what does the pecten band consist?

Answer The subepithelum of the pecten area involved in pec
lenosis revealed polymorphonuclear leuhocytes, Jymphocytes, fibzous
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The above schematic 1llustration shows the location and con ttuents of a patholo,ic
recten band (solid Hiocks Tecten 1and are frund between the anal epitheliym and
the sphincter muscles frem Hilton s hne 13 th pectinate line and vary i thickness
from 1.5 ta 4.5 mm Th soh! Hack (1) in the pecten tand wndicates varyin, amounts
of fibrous connective 1 us (average about 64721 The l.hter stnped bundles (2} are
smooth muacle 11 ue fibers ol the 1 muco @ The
lighter striped 1unil s (3) are t pminal mocth muscle fibers frem the inter-sprinctenc
septa through the intemal sphincter and the intermu cular septum  both onginate from
the | 1 and d 1 dinal muscles

¢ tissue hyal and smooth muscle fibers The fibrous
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Fiz 42 Shows normal muc a mucculans muco a sulmucoss ani mu cles of the
anorectum in the narmal human adult newhorn dog and rabbit The average suby
epithelium an the normal adult was 368 micra in thickne s around the pectinate Tne

A\ Afult Caeno 568 Stam Hand E LP 120 X
B Vewborn Caeno 580 “tan M and F L.P 120 %
C Dog Caeno D1 Stam Hand F LP 120\

D Rablit Caene ¥ “tan Hand B LP 120 X
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Fic 43 (top) Case 11 Starv Van Giesevs LP 120 X
Shows a pecten band 4100 micra 1n thickne s taken from a patient suflenng from
cryputts  hemorrhords and pectenosis one year duration The pecten band presents
fibross  hyalinization and mooth mu cle fibers

Fic 43 (Bottost) Cask 2 Starx Vax Guesevs LP 120 X

Shows 2 pecten band 2,300 micra 1 thickne s taken from a patient suffenng from
anal fi ure and pectenosis of several years duraton The pecten band presents dense

fibro 1¢
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CHART | STWBOR § AND FRFAATLRY CONTROL CANPA RIOWING AYFRACT SUR PYCTPN
ARFA EEFTH AN MICTONS

Cae Degth of Mu en Depth of 11§ tologic Findings
e taris Mucosz Sub d ecten Area
1 10 200 to 500 Arenlar Tis ue Ve
Arteries Fil rol lasts
2 n 200 to 800 Ateolar Ti ave Ve
Anerie Fibirobla ts
3 10 100 10 £00 507 Smocth Muscle Fibers
' 30 200 to 600
S 10 200 to 100
verage Depth | 34 200150 |

Question Mo 2 Doces the musculanis mucosa extend below the pec
tinate hine as described by Peterson Bremer Branca and Verne and
Fine and Lans?

Answer  In come sections of humans newborns dogs and rablnts
the muscularis mucosa appeared to termmate at the pecten area while i
other spectmens smooth muscle bundles appeared to anse and continue
from the muccularis mucosa caudad to the pecten aren

CIART 2. KARNIT CONTROL CASFS SHOWING AVERACF $UR PFCTEN AREA DEPTH IN MICRONS

Case D pth of Museu ! D pih of Hisologie Findings
No Tans Muco 3 SubeTecten Area
1 » 600 Areolar Ts sue Filirobla ts
Ela uc Filers Collag nous
Fibers
t
2 30 €00
Aversg D ph | 30

Question No 3 Is a pecten band ever found in a normal subpecten
area?

Answer  Among our adult control cnses we found only 5 with no
apparent pathologic process mn the submucost and subpecten area
(chart 1) In 9 cses hemorrhodal varicosities were present (chart 5)
Among the 9 cases with hemorrhoidal varicosities an abundance of
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Case Depypy of Muge, Depty, of H tolog,e Flndmgs
No lang Mucos, Sub Pectep, A
1 40 450 Elastye Fiberg Fibro
Areolyy Some Smooty
‘\Iuscle
2 40

500 \luslly Collagennus Fiter,
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3 40 800
A\crage Depy 40 583
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What 45 the depuy, of the g,
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bpeclen areq 1, normal
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Tl
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"as 310 4 760 Mictons o, 33 1o

75 of 4
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to 409 Micropg (chart 4)
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No laryg Mucos, Sub Pectey, Area
1 % 300 o %00 Ela ye Fiberq
Filrobty ,
2 80 400 ¢, 600 Areofay Te ye
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5 60 600 to looo rter)e Ve
Areolsy Ti ye
Filreypy t
_ - e
Yerage Depen 68 I o
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th) Fhe werage thichness of the subpecten aren an the 9 adult control
c1 e« with hemorrhmdal vancosties was 966 to 1641 microns
or 096 10 16 milimeters the maamum being 1500 to 2 200
microns and the nunimum 600 to 1000 microns {(chart 5)

Tt will be seen that the thickness of the subpecten are1 an normal
control cites (m the newborn and premature apecimens) was 250 to
560 microns (25 to 58 mm ) (chart 1) the dog 150 to £00 microns
( 66 mm ) {chart 3} and the rabbit 600 microns (0 60 mm ) (chart 2)
maktng the average about 5 mullimeter wlich compares approvimately
with 033 mm to 0 75 mm found an normal adult control cases

CHART 5 FATHOEDCIC ATLLY CONIRIL CA00% (FRE FNCE OF PATHOIBCIC CIEANGES ABOVY
AND RELOW THE TICTLNATE LINEE MURING AVENSCT STP FEOTEN ARFA DEPTH 1% MICRONS

Case Depth of Musen Degth of Hi 1! mie binting
\ far Muerms Sl lecten Arex
1 @0 a0 160 Iulat d Ve
Fitr v Connectnve
' T ue Muscle
Fibers
2 2] =00 ¢ 150
3 2] £00 1 1900
| |
4 60 1000 10 1800
| .
H ‘ £ 800 1 1000 |
!
6 50 1500 ¢ 2200
|
7 50 o0 e 2000 )’
|
8 (4] 80O 1o 1800
9 0 600 ¢ 1000 |
Gz Dejth 6+ S RTRTITINN -

in the adult control cnses where pathologic changes were evident 1n
the pecten arer the thickness of the subpecten area was meretsed 960
to 1 641 microns ( 96 mm to 1 61 mm ) This was agun found to be
inereased 1n the pecten hand sections where the thickness rose 1500 1o
5300 microns (15 mm to 53 mm )

These figures and facts gne further evidence that pectenosis 15 a
pathologic entity especially since the diff between 5 mm depth
of the subpecten area found 1 the newborn and normal adult control
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cases and 53 mm found n pecten bands was occupred by products of
preenne congestion and chronte mflimmation, filrous connective tisaue
and hyalinization

Qur lustopathologic studics consineed us that pectenoas s not found
in the newborn or 1n the recta of normal adults but i« a pathologic
entity catsed by chrome pa e congestion and inflimmation, as first
suggested by Miles and Abel

CHART / COMPANATISP &P €1T%
Mictons (i) Mltmetey

" be Normal  Pathotogle  Pecten
e ' sadits RGNS Bond
Preca wer L)

Qricts o Suoot Mucctr Emrrs 1N Preres Basns

Although euflicient evidence had been gathered by our mvestigation
1o establish beyond any doubt that pectenoss 19 a definite pathologic en
Uty our imestigitions were discontinued 2nd our findings were not pub
hehed hecatse of the frequent unexplunable discovery (microscopically)
of «mooth muscle fibers in the biopaes of sections of pecten hands We
felt that we <hould wut until we were able to explun the ongin of the e
muscle fibers We were certan they were not portions of the wnternal
sphincter muscle becan e in most biopsies we were able to define the
borders of the nternal apluncter scparated from the band tissue Also
we were certain they were not externil sphincter muscle fibers becau<e
no voluntary fibers of the external sphincter intermingled with a pecten
band or vice versa We were also certan that the sections removed for
study were grayish white fibers which Abel stated were distinguishable
from muscle fibers by their mahogany color Where then did these
microscopic muscle fibers come from? Beciuse of this mussing hink
our findings at that time were never presented for publication We
wrote Abel 1n 1938 about this peculinr di covery and the following
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reply was recerved “T think the answer to your first que hen 1s that
of course fibrous tissue varies a great deal It may be only 1 millimeter,
and immediately under that muscle 1s found So that, unless a very
smll portion 15 removed, you are hound to find muscultr tiscue s
well as fibrous tissues 1 the microscopic evammation

His interesting reply agreed with our findings of muscle fibers 1n
pecten bands, but did not supply the answers we were seehing I con
tinued however, to recognize and incise pecten bands wath the uspal
good results and my enthusiasm never waned Our search and study
was resumed with another coworker Carl Ross, and I am happy to
state that this research was rewarded by the excellent published anatomic
stuches of Levy Gorsch and Milhigan and Morgan as well as by cor
roboration of our findings of unstnated muscle ntermngled 1 our
sections of pecten bands by Abel, Whitney, ] W Morgan, and Fine
and Laws

Milligan and Morgan Levy, and Gorsch have <hown * how the long
tudinal muscle comes down the outside wall of the rectum, ensheaths
the various portions of the external sphineter, and then becomes attached
to the skin at the anal verge and in the mtra anal area at the ‘ntermus
cular septum which 1s the pecten area’ Tlus supphed one explnation
for the presence of smooth muscle fibers 1n the maonty of our pecten
band sections

The interesting studies of Fine and Laws muntam that the smooth
musele bundles i the pecten area are the termmation of the musculins
mucosn amt They quote Bremer Branex and Verne, who concurred
their findings However, they admit in their papers that “all specimens
of sectioned pecten bands contamed invofuntary muscle fibers <ome
consisted of compact muscle bundles with hardly any fibrous connectne
nesue others contuned an equal amount or an excess of fibrous hissue’
Their own findings suggest that they were examinmg pecten bands

d of fibrous tive tisue and bundles of smooth muscle

We agree with Fine and Laws about the constituents of pecten bands
and the possible orign of the contuned smooth muscle fibers but we
cannot agree that this fibromuseular band 15 1 new muscle hecse
all band tissue studied contamned large amounts of fibrous connecttie
tissue products of passive congestion and inflammation

Ievy states that  the submucous longitudinal Tyer of muscle (Sus
tenator mucosae of Ruedinger) with 1ts termmal branches of lh; “u
penor hemorrhoida) vessels fuse at ats lower end with a septum {rom
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the conjomned longitudinal muscles” His gllustration of this anatomy
further shows how fibers from the conpmned longitudinal muscle pres
through the amternal sphuncter muscle at several pomts and then pase
down the submuco<t where they enter the subpecten aret These findings
of Levy offer another sugee tion as to the ongin of the «mooth muscle
fibers commonly found an sections of pecten bande

We hue therefore coneluded that the amooth muscle fibers found
m our peamens of peeten bande as well 1« tho e reported by Wintney
and Fine and Lawe are terminal branches of the conjoined longitudinal
muscle and branches of the muscolins mucosr or both (fig 1)
Hownever, these interesting and valuable anitomic contnibutions explun
only the ongan of this common finding 1n pecten band <cctions but do
not in any w1y detrct from our findings of an abundanee of dense
fibrous connectne ti «uie an pecten bands We are only offerning an ex
planation for part of the constituents of a pecten band o confusing
fact in the past

Grayrsn Winer Finess axn Swootin Miscrr

One more problem <ull remuned to be expluned If these removed
<ections of peeten band« which we were certun, were all grays hwhate
fibere contmned smooth muscle fibers why then did we not <ce inter
mingled mahogany fibers s we cut through pecten bands and removed
<ections? Fine aml Laws supplied the answer by quoting Cajal who
“tates that  un triated muscle can alo appear pale amulating connective
tssue Now we bl an answer to our hst purzhing question 1nd we
realized that some of the grayi<h white fibers which we were removing
were «smooth mu cles simulating connective tissne

We were now defintely satisfied that our histopathologic studies of
the vect of sdulta newborn rblmts and dogs as well ns the staned
shdes of removed pecten bands completed i 1912 proved without a
doubt that true pecten bands are not found in normal recta They
proved alvo that the pecten hand of Miles and Abel 15 a definte fibro
museular pathologic entity consisting of varying stages of fibrous con
nectine tissue intermingled with terminal branches of the conjoined
longitudinal muscle and the musculanis mucosn We feel that these
conclusions will materially change the proctologic conception and
treastment of anal diceases We are indebted to Milhigan and Morgan
Levy and Corsch for their contributions which have helped us to explamn
the source of the exisung involuntary muscle fibers n pecten bands,

o~
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to Abel, Whitney, Morgan, and Fine and Laws for their corroboration
of our findings of pecten bands mtermingled with myvoluntary muecle
fibers, and to Cajal for explaiming the fact that mvoluntary muscle fibers
can and do appear as grayish white fibers similar to fibrous con
nective tissue

INCis10% OF THE EXTERNAL SPHINGTER 1N FISSURE In ANo OPERATIONS

We feel certamn that a proper understanding of pectenosis will render
unnecessary the common practice of mncising the sphincter muscle m
the management of fissure 1n ano and other conditrons associated with
pectenosis We have found over a period of 15 years that the anal canal
will relax just as soon as the grayish white fibers of the pecten band
are meised We also feel that many proctologists and general surgeons
are cutting the pecten band 1n fissure operations believing 1t to be
the external sphuncter This procedure 15 quite understandable because
we, too, thought that the pecten band was the external sphincter before
we understood pectenosis If one will familianze himself with the oper
ation of pectenotomy and note the complete relaxation which occurs
after meision of the pecten band, he will never agan cut the sphincter
muscle 1n fissure m ano operations

AnorrcTAL Drvutsiov

We also feel that a proper understanding of pectenosis will negate
the necessity of disulsion of the anorectum Divulsion 1s an unnecessary
unsurgical procedure which cauces the formation of a worse pecten band
than that which existed before diulsion We beliese that recurrent
fissure 1n ano 1s partially the result of increased pectenosis following
dnulsion Prior to our knowledge of pectenosis recurrence of fissure
i ana followmng dnulsiop was one of our unhappy expenences Since
performing pectenotomies we have not had to repeat 1 single pectenot
omy for fissure n ano We feel that stretching of the 1nal canal ters
the fibers of the pecten band and that the result of this traum1 causes
2 worse band to form Abel (1932) stated that * the old ed pro

cedure of stretchmg the sphinciers produces a ruptu bers
of the pecten band 1n many sually with multpl B ;n
or

\asation of blood among nd consequently

mation of fibrous tissue’

Morgan, 1n 1931, stated t ratton for fis



Preves Basp Frcveso v Dartrsorouy 81

neeesetry toancise any of the fibers of the esternal sphincter In aper
ations upon anorectal conditiona one often has difficulty with a narrow
onfice and mo t surgeons therefore practice divulswon as a routine
procedure Thie 1e always dangerous It produces contusions and may
reault i the development of hematomaty and aheresses but the hrm
hes munly i the teanng of the underlying tissue or even the bowel
wall ateell, producing a fusther fibroais and associnted congestion and
14 a conwdquence the cretion of a vicions cirele which <ull further
desitalizes the part to a1y notling of the po aible damage to the
delicate nerve plexue whieh we have reen must plry an amportant role
in the muntenance of that balance which 19 <o necessary for perfect
function  Ihller an 1931 stated that partial and permanent sphancter

STEP 1

hiec 4> Frersrotouy Stee 1
Mrectly over th mifline po t tiarly an inci wn 14 made through the mucysa parallel
15 the I ng sxie of th bowel extending from sho ¢ the pectinate Jine “ote grayish
white fibers below mucous m mbrane
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mjury following duvulsion has been observed by Melchoir, Clurmont,
and others
OpERATION FOR PECTEMOSIS

The operation of pectenotomy for the relief of pectenosis 1 per
formed as follows With the patient 1n the lithotomy position, the anal
canal 1s exposed with a bivalve speculum and an incision 15 made parailel
to the long xis of the rectum 1n the posterior area, 1 htile to the nght
or left The ncision 1s made from above the pectinate hine to below
Hilton’s hne (fig 45) Immediately below the mncised nal epithelum
the white fibers of the pecten band come nto view (fig 46) The band
usually extends above the pectinate hne and A little below Hilton's line
The mcsion 1s then continued through the full thichness of the band

STEP 2

Fic 46 Pecrisotomy Ster 2

Pecten band expo ed ready to hie mer ed m the miilime
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until the smooth griyish white filirochstic septum (one of the ter
mmal branches of the longtadinal mu cle fiberaj 1s reached (fig
17) I one <hould aceidentally or purposcly cut through this septum
the daek orange or mahogany fibers of the spluncter muscle become
stable No harm i done of the septum 1 incised but 1t 15 not necessary
to do so This aren 1« very va culre and bleeding vessels must be con
trolled As the baml 15 ey ed the ana) canal 1s felt to spread apant
Where only one finger was previously admitted  four fingers now pass
comfortably into the rectum The incision 1a extended to helow Hilton s
line for about 2 em and wadenced at ite outer end to facilitate better

i
H

e AR e

.

INCTER MUSCLES
%%HFASCIA BELOW BAND

STEP 3
e S, -
bic $4 Tecrevorosty Ster 3
The 1nct 1 n 1s carned deeper until complete thickness of the d nee grayish white
Ebers of the pecten tani are dimiled and the fa sa or rellehbrown fibers of the
external an § anterns! of hincter are viaitle
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tendon of the penineum These fibers separate at the posterior aspect
of the anus and umte anteriorly Other fibers completely encircle the
anus Because of this arrangement, a tniangular space 15 created pos
teriorly (Minor’s triangle) and a smaller trangle anteriorly The anal
epithehum overlying these tringles 15 not as well supported s ¢l e
where Other smportant retsons for the development of fissures pos
tertorly are the poor blood supply of the anus, the congenital narrowing
of the anal canal, and the concawity of the saerum which makes the
curvatures of the rectum and the anal canal recene the greatest force
at the posterior commissure during expulsion of the stool

\ FISSURE [@
PENTAD 'i$
Crypt } ﬁ"’:“’g

2 Hypertrophi
[ Yeptal, 12
T

Fic 18 Hissuse Tentap '
al canal It 19 u vally a wocate

1 ple and a pecten band (510
el

Fr ure i ano 1« not only a erack or nlcer i the an

lla a sentine
th four other conditions a crypt a p3pil o
:)Y:c ;‘1 :urre 1t ell) maling a total of fire from which the name Fissare £ entad 1+ de)
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Pathologic Anatomy —Qther predisposing e es are eryptins, papil
litie constipatton and pectenoas

fctite Causes —Fisures are uenally cau ed by traums following a
Inrge contipated «tool passage of a foreign body, instrumentation
strviming sneezing or coughing

Patioct \psts

Chromc eryptitic pipilliis and prssise congestion result an the
formation of a fibrous connective tissue band m the apal eanal known
as the pecten band (<ce chap 7) Tlns band prevents normal relixa
tion of the anal <plincters This, occurring 1n conjunction with a fre
quently exssting friable erypt an the posterior quadrant plus the con
gemtal weakness of thie area (Minor s tringle) and the poorly nour
t<ched modified anal <kin precipitates a erack or <pht of the anal em
thelum (fissure} when tewuma occurs

At first the fissure 1« auperficral and not indurated If not properly
treated carly, secondary infection and further trauma cause the laying
down of more fibrous tiscue around the fissure with a consequent
thickening of the pecten band Tins ctage 1s now known 1s the imitable
chronie fic ure or uleer At the dist1l end of the ficsure a hypertrophy
of the shin results 1n the formation of a <hin tag known as a sentinel
ple completing the five conditions making up the fissure pentad
Extenaion of the tnfection from a fissure and 1t< 1scociated erypt occa
<ionally re<ults 1n n anorectal abscess and fistulx

COMPIICATIONS

Anorectal abscess and a re-ulting fistuln may occur as a rewult of a
deeper extension of the infection Simple pruritus am may occur because
of the presence of an rrrtating discharge from the fissure Constipation
oceurs because of the indnidual s reluctance to have a bowel movement
n vies of the severe altendant pan Beeau e of the nnture of the inner
vation n this region reflex pans to the back postertor thigh< adnexa
and bladder may occur

SvvprTovs

Pain —Tlns 1s the most common and important symptom of fissure
It may occur at the time of defecation with severe Iancinaling pamn
which gradually subsides over a period of from minutes to fours or
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there may be httle or no pan during defecation hut a hustory of burming
pain coming on soon after defecation and lasting <everal hours The
hrst type of pun usually occurs 1 acute ulcers and 15 due to wntation
of exposed nerve endings The second type of pamn 1s usually encountered
m chronic ulcers and 1s due to reflex sphincteric spasm This spasm
persists until the muscle 15 exhausted, hence the Jong duration of pain

Bleeding 1s usually small in amount, streaking the toilet paper and
stools, but 1t may be profuse 1f any small arteries traverse the fissure
and are traumatized If the condition has been present for any length
of tme the patient may complamn of mcreasing anal nghtness which
15 usuaily due to the fact that the pecten band 1s mcreasing 1 thickness
and 15 contracting, as fibrous connective tissue 15 prone to do

Pruritus may occur because of the discharge previously mentioned

Constipation or obstspation 15 the rule 1n long standing cases because
of the associated pamn and anal narrowing

D1acrosts

Thus 1s based on a history of the sudden onset of pam following the
prssage of a hard stool which lasts for several hours with the presence
of 2 small amount of blood on the toilet paper and fecal mass There
15 also recurrence of the pain following succeeding bowel movements

Objective. findings are those of a crack or spht in recent cases or
of a hard indurated ulcer m old caces, located n the posterior or
anterior midline, plus a sentinel pile, an underlying crypt a hyper
trophied papilly, and a pectenosis completing the fissure pentad

DirrerERTIAL D1aenosis

Anal fissure should be differentiated from multiple fissures, which are
usually venereal 1 origin or due to wasting disenses, except for luetic
chancre, which 1s a single lesson Because of the constipaton and obh
pation one must think of a malignant obstruction lugher up Anal caret
noma 1s more indurated and fixed

TREATMFNT
Home Treatment

1 Maneral o1 one half ounce twice a day
2 Bland diet (no taw vegetables and no raw fruit)
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7 Sitr hathe mormung and mpht

1 Desttin omntment apphed with gule pipe anserted before and after
bowel mavements and upon retinng Also Deatin cod biver o suppost
tonies twice duly

S Awpinn compound and codeine to relieve pun

Office Treatment

1 Local applications of 50 phenol i oil three times a week

2 1l this does not velieve the condhition i a few days Nupercane
w ool (Ciba) 1 ee e i tnbuted under the i sure nto the muscle
around the fis ute and about the lesser splinctertan nerve between the
coceyx and the anal verpe (fige 1950) The same injection of Nuper
came in oil 1w made n the anteror quadrant anesthetizing the anterior
portion of the sphincter muscle

Unfortunately very few acute fissures are seen by the phyacian at
their inception when palhiatine trevtment might be successful The lack
of success 1n drugatore treatment of early fiasure 1n the majonity of ca<es
reults in the clironie fissure mote commonly scen by the physieinn
Because the chromic fissure 1s o <ocinted with a tight pecten band a
crypt o sentinel pile and lypertrophied papliae the followsng surgical
treatment 14 in the authors opimon the only satisfactory treatment
for chronsc fissure
Surgrcal Treatment

The complete surgical treatment of fiesure should include the re
moval of the underlying and ascocinted pathology (the fissure pentad)
No divulsion 1s done because the writer considers teanng of the pecten
band unsurgical and 1t usually results 1 more tightness (more pec
tenosis) than that which existed before the operation

1f no abecess exi 18 Jocal and pentothal <odium are admimstered
the usual way (sec chap 5 on Tocal Anesthesia) 1 With the aid of 2
bivalve speculum the fissure aren 19 exposed 2 A crypt hook 1s
placed into the associated underlying crypt and the crvpt with sts
encompasning fissure 1s excised The grayish wiite fibers of the pecten
band can now be easily discerned lying at the hase of the excised fissure
3 A knife 1s then applied incising the pecten band through the middle
of the fissure down to the fascir covering the subentancous external
pt Tlus 13 recog 1 by the A} and softness of the
tissue compared to the cireular indurated grayish white fibers of the pec
ten hand Frequently a few mahogany-calared fibers of the external sphinc
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. ANESTHETIC SOLUTION BEING
' DEPOSITED UNDEPR
~

SYRINGE

Fic 49 Iajection Treatuest of Earty Fisstre 1v Ao
¥ cc of nupercainen-oil 18 depo tted durectly under the K sure uing the fing 7
as a guide Ths produces 2 bed of anesthesta under the §i ure with re ulag rebel
of pain The adjointng mu cle are al o mjected (See fig 50)

ter are wncised along with the pecten hand 1 The hypertrophued papilise
adjoinmn,, the proximal part of the erypt 1re now exosed 5 This 1s
followed by the removal of the lateral sides of the fissure from the
pectmate hne to the anal verge 6 Considerable bleeding occurs which
15 eastly controlled with the aid of = coagulating ball ip 7 Now the
sentnel pile 1s widely excised allowing 1 large enough raw surface to
permit complete drunage of the fissure while healing 8 Any other
evisting pathology can be removed during the sume operation 9 A
belladonna and opium suppository 1s mnserted an the rectums 10 A
ergret dram with the gauze disearded 15 mserted half into the rectum
and half covertng the raw surfaces around the ovtside of the anu<
11 Over the external portion of the cigaret dran a vasehne gauze 3%
spphied which 15 1 turn cosered with two preces of <ponge gauze
12 Oser this three rolls of ganze are apphed to form a ball pack
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The cigaret dran with alt the ganze 14 removed the next morning
Deaitin cod Iner oil oimtment with 1 ile pipe 1< inserted each morming
for three to five mormngs and then every other day untl complete
heatmg occurs This pile pipe bip as moved from antenior to posterior
gently Dreshing up granulting fibers wlick may otherwise cause
undearable anal band« Tlie treatment, continued all through the po t
operitine peniod  mihes 1t unneces 1ty the mayorty of cses to
indulge in punfal finger dilstation

\

} \
| TECHNIC FOR INJECTING ANESTHETIC OIL

'\\/

»

W
V&L amar Assure
Py

Fic 50 Inaretion Teeatusst for Farey Fissinr 1v Ano
1 cc of nupercaine m<il ys lepo sted into the sphincter mu cles jostenorly and
anoth r 1 cc antens rly A 20-pauge x 2 needle and 1 tlercubn yringe 15 weed
The needl 15 kept m ving t avar! pooling of the & lution This put th sphincter
muscles 1o rest smpr ves the b od circulation to the part  and thereby aids healing



Chapter 11 ABSCLESS OF THE
ANORECTUM

Q_ N ABSCESS 1n the anorectal region 1s the same as an abscess i any
other part of the body However anorectal abscesses tend to be
complicated by fistulas

CrassiFicaTion {fig 51)

Infralevator Abscess —This group embraces all those abscesces oc
curring below the pelvic diaphragm (levator am), which are much
more commonly found than those above the pelvic diaphragm The
following are the various types encountered

Supzxg:c%:;/lmctal

Submucous or

[ntertital Abscess

Abscess

Cvfanem':s Abscess Jechteréetal Abscess

Fic 51 Anscisses oF THE \NORECTLM
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Types of Infralerator Abscess

Cutancous
Submucous (marginal)
Ischiorectal
Unilateral
Biltteral (horseshoe)
Supraletator Abscess —Thns group deals only with abecesses occur
ring shove the pelvic diaphragm which are scen only occasionally

Types of Supralerator Abscess

Submucous (tnterstiial or mural)
Supenior rectal apace
Retrorectal
The inflimmatory process may be exrcumscribed (walled off) or at
may be a diffuse persanorectal cellulitia

Etiorocy

Predisposing Causes ~—The following predisposing causes embrace all
types of anorectal abscess cryptiis papillius fissure 1n sno anorectal
strictures  pentanal dermatiis folliculis d g stran
gulated hemorrhoids cancer diabetes xubcrculosxs syphlhs diarrhea
and dy<entery

Age —Most common between the ages of 20 to 50

Sex —More commen 1n males

Exciting Canses —The closure of the entrance of an nfected crypt
by fibrous anal contraction (pectenows) or by a seed fruit pit or
other particles of ingested food embraces an important group of exciting
causes Other important causes are the extension of an infection through
the lymphatics following an abrasion from hard particles foreign bodies
mexpert use of the enema tube « fissure following a hard stool or
extension of an nfection from an anorectal carcinomn stricture etc
or extension nto the deeper anorectal structures following anorectal
surgery m a patient with lowered resistance or highly virulent colome
bacteria The bacterta most commonly assoctated with anorectal abscesses
are B colt staphylococcus and streptococeus Contrary to general opin
1on the tubercle baeillus 1s an infrequent cause of anorectal abscesses
(3 1o 5 per cent} and 15 found only in patents with active pulmonary
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tuberculosis Very rarely one may see - t\llberculous b cess 1 case
of bovine tuberculoms A good rule to follow 15 no Jung tuberculosis
no anorectal tuberculosis

Some 1mportant extninsic causes that should be considered are the
extension of an infection from the urethrr prostite semmal vescles
and uterine adnexa The unusual amount of cellular tissue surrounding
the anorectum, the lavish blood supply, the constant presence of pyogenic
bactena, and the rich lymphatic <upply pliy an mmportant part i the
production and extension of septic mflammation n this rea

Most anorectal abscesses start 1n an mfected crypt and only oces
stonally by sprend from the lymphatics After the abscess has formed
the pus burrows 1n the path of least resistance depending on the ho ts
tissue resistance and the location The swelling redness, fluctuation
creased temperature, and increased white count are the <ame as el e
where 1n the body

GENERAL TREATMFAT RULES

Pain and induration with palpable fluctuahon increased afternoon
and evening temperature and increased wiite count, suggest immedite
neision and druntge Make a crucrate inciston over the most fluctuant
part of the abscess and then trim the corners A stab wound for any of
the various types of abscesses 15 not sufficient dramnage The mcion
should be made mn the quadrant that 15 s closc to the internal opening
as 15 possible to determne Insert the index finger mto the abscess cavity
and break up all tribeculae, converting the many trabeculte wto one
large cauty (fig 52) The crypt or fistulous openmng Jerding into the
abscess should 210 be mcsed at this ime Use sufficient general ane<
thesia to permit fingering of the abscess ecavity Gas or pentothal of both
1s preferred I ocal should never be used Punt the cauty with equid
pasts of tineture of rodine and carholic ae1id Pack the ety with todo
form gauze and remote 1n one to twe d’l)s Do not wnsert any more
gauze heep the opening of the abscess patent 1o snsure proper drunage
and heahing from the bottom up Hot <tz baths morning and mght are
recommended Pemallin 100,000 umts twice datly  Terrimyen 250
mg three imes daly, or Achromyain 230 myg three times duly 18 good
adjunct treaument Desitin cod liver ol omtment should he mserted into
abscess cavity unbil healing 18 completed Tuherculous abeces es are
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tretted ns any other ahecess plus adjuncine tuboreulous trettment
(sce chap 21)

We hae seen many patients who have had an abseess opened and
druned the drnumng continuing for monthe and months with their
physierins u mg vinous types of medicaments and treitments 10 hope
of obtamming n closure On the other hand, we have scen other patients
with abscesses meised and dramned with closures after a few weeks,
only to return with more recurrent ahscessea sn the weehs or months
to follow

TRABECULAE
CONTAINING PUS

FINGER BREAKING
UP TRABECULAE %
CONVERTING ARES :
INTO ONE COMBARTMENT

ISCHIORECTAL
ABSCESS

Fic 52 TRFATMENT OF AN IsCHIORLCTAL ABSCESS
It 1s prt suffica nt Jut to inc) e an sschiorectal ab ce One mu t exci e a skin area
about the size of a milver d Jlar and th n ] reak up the tral eculae mn the ab ce s cavity
converting the ab ¢ into one compartment This shyld Je done only 1n a he ptal
with the patient under a general ane theic We al o jnci e the accompanying fistula

at the same operation making 1t unneces ary for the patient to hawe a econd future
operation



% Essenttats or Civicar Proctorosy

We have found that practically 1ll anorectal abscesces have a crypt
(snternnl blind fistula) leading to and probably responsible for the
abscess We feel that such crypts or mternal bhind fistulae can and
should be incised at the same time the abscess 1s dramed, saving the
patient expense and a second trip to the hospual For the last fifteen
years we have been performing both operations at the same time with
no untoward complications and with only good results

INFRALEVATOR ABSCESSFs

CUTANEOUS ABSCESS (PEIHANAL FOLLICULITIS, FURU]\CLE)

Symptoms —The symptoms are like those of any furuncle

Treatment —The surface of the furuncle and the surrounding area
are punted with tincture of 1odme, permitted to dry, and followed by
90 per cent alcohol The apex of the pustule 1s then scraped off with a
scalpel Following this a fine den applicator dipped m 95 per cent
phenol 15 mserted into the depth of the infection

SUBMUCOCUTANEOUS ABSCESS (MARGINAL, SUDTEGUMEVTARY)

Symptoms —The usual onset 15 that of a sharp shooting, anorectal
pan wluch 1s soon followed by a constant, mcreasing aching throbbing
pun There 15 also an associnted increase n pulse rite nse in tem
pertture, and difficulty i siting and urnating

This abscess may terminate by druning through the mternal opening
in the fissure or crypt, and thus form an mnternal bhind sinus or at m7y
break through the skin, or 1t may be opened surgically forming o
complete fistulr It may spread to the ischiorectal fossie on one or
both sides

Diagnosis —The diagnosis 1s based upon 2 round swelling  red
dened 1n color, with or without fluctuation Occastonally the swelling
and redness 15 not visible Where an abecess 13 suspected becwuse of
continuous pun elevated evening temperature and m'cre’!ﬂcd )\\!xll}c
count a brdigital exanunation will clinch the diagnosis With the t mm;
on the outside and the index finger in the wnorectum the examiner [;c;
pates the entire circumference this reveals an indurated nonvist ;;
swelling (see fig 27) Pus can usually be found upon aspirtion wi
a needle

Treatment —See general treatment principles (p 91)
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ISCUHIORECTAL FOSSAE ABSCESS

Tl 1s one of the most common forms of anorectal abscess

Symptoms —The symptoms here are sumilar to these of a submucocu
taneous abscess but are more severe The patient may deselop chulls
high temperature scvere headaches backache feud breath languor
and more or less prostration The pamn 1s constant and s aggravated
by bowel movements Frequently the patient 1s unable to uninate has
difficulty 1n sitting and has increased pan on coughing

Diagnosis —The dirgnosis 1s hased upon swelling and redness over
one or hoth ischiorectal fosste plus incrcased temperature and white
count Upon palpation fluctustion 1 uaually demonstrated  Aspiration
will reveal pus

Treatment —Sce general treatment principles (p 91)

SUPRATFVATOR ABSCESS
SUBMILCOUS (INTFRSTITIAL OR MURAL)

This abscess occurs in the submucosa between the mucosa and the
muscular coats It 1s usually found 1n the lower three inches of the rectal
wall above the pectinate hine and at any point in the circumference of
the rectum

Symptoms —The patient may complain of a constant dull ache and
a feeling of weight 1n the rectum Bowel movements tend to increase the
discomfort when the abscess 15 far advanced and wntability of the
levators 1s present Accociated with these locihized symptoms are con
stitutional mamifestations such as fever headache languor, and incrensed
temperature and white count

Diagrosis —The lubricated finger inserted wnto the rectum detects an
oval bulging n the rectal wall which 1s exther firm or beggy and very
tender

Treatment —The mucosa over the abscess must be dinided the full
length of the abscess The anal canal 1s dilated the abscess 15 exposed a
groove director 1s inserted to the upper end of the cavity and the overly
g tissues are divided with a kmife The cavity 1s packed with 10doform
gauze which 1s left in place one or two days This 1s followed by daily
hot enemas consisting of 5 drops of tincture of 10dine to one pint of
water Hot sitz baths twice a day and other general treatment as
advised on page 94
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SUPERIOR PELVIRECTAL (PERIRECTAL ABSCESSES )

These abscesses are rather rare and present much greater problems
than the previaus types They develop 1 the loose cellular tyssue
occupying the pertrectal space between the perttaneum above and the
Jevator amt below

Enology —This condition usully follons myury to the rectal wall
by a foresgn body, 1t may be secondary to a rectal stricture or it may
be the result of extension from an nfection of the prostate, urethra
semmal vesicles, it may arse from the broad hgaments or Bartholn
ghinds in the female or 1t may be caused by extension of mfectron 1n
1 postoperatine wound mn a patient with lowered resistance or in one
having hughly virglent bacterta

Pathology —This type of abscess usually burrows upward beneath
the peritoneum and sometimes ruptures mto the peritoneal cawty, or
1t may rupture mto the bladder or urethes, or it may burrow up fo
the postersor abdommal wall around the kidney, cansing a pennephrine
abscess, or 1t may fill the space between the perstonenm and the pos
terior wall of the entire abdenunil chity, or 1t may rupture 1nto
the rectum

Symptoms —The patient may complam of a bearing down weighty
pressure sensation in the rectum, urgency, wnd sometumes frequency
of howel movement Other symptoms wuch as a sudden onset of chills
and urinary retention may oceur There 1s an rccompanying Jeuhoeytosis
Pamn may be present over the swrum, deep m the pefyss, round the
Ardney or even m the chest if the pus reaches the diyphragm We had
one case that simulited acute appendicitis and lung abcess withont
any rectal findings or rectal d {ort

In the chronic drasming state, there 15 a persictent intractable purulent
discharge which emanates from one or more external openings around
the sl verge

In rectal strictures the complicating supertor rectal abscess produces
chronie rectal discharge through one or several rectal opemngs

Dragnosis ~Thus condition 1s duagnosed by palpating a boggy bulgmg
mass on the later] rectal wall, or by a sudden onset of clnlls, pehac pam
temperature tnnary symptoms and mereased winte count and muet
be differentiated from a confined prostatic abscess cystius pyehvs

and adnexal pathology
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Treatment —Deainage s made through the schiorectal Towsn dinad
ing the fascia above and below the levator amt muecle as well as the
muecle steelf The ennity trabeculae are brohen up wath the finger, and
the area 19 packed with 1odeform ganre In a female the abecess may
be drmined by a posterior colpotomy

RETRORFCTAL ANSCESS

Fuology —Among the more amportant causes we m1y mention
eryptitis rectal wleeration atrictures perforations of the rectum from
trauma due to foreign bodics and instrumentation perianal infections
and rectal mahignancies

Symptoms —The onset of this condition m1y be marhed by chills
and feser The patient uwanlly compluns of a feehing of fullness and
diccomfort in the rectum  Accompanying complunts may be those of
scral and <cirtic pun

Ihagnosis —Palpation of the podterior rectal wall revenls a boggy
fluctuant swelling with increnced temperture and wlite count

Treatment —The ahecess 15 approached through the 1cchiorectal fosan
or through the posterior rectal wall The rest of the treatment 13 prac
tically the shme as given in General Treatment Principles (p 91)

Dirrusk INELAMMATIONS

A perianorectal celluhtis <hould he treated wath general and local
measures General measures are the use of pemeillin Terramyein Achro
mycmn  the sullonamudes the admumstration of fnds (orally or intra
venously) and by adequate nutrition When dinbetes 1s present diet and
mnsubin must be carefully watched Tocally we use hot compresses sitz
baths drammage when indicated and xray therapy Advoid anesthenc
wn ol injections duning surgery of the anorectum ns some of the worst
gangrenous inflammations may result



Chapter 12 ANORECTAL FISTULA

Q- N ANORECTAL fistula 1s the suppurating tubular constricted remans
of an abscess

CrAsSIFICATION (fig 53)
1 Internal
A Internal Bhnd Smus (Submucous)
B Superior Rectal Space Sinus {Deep)
C Recto Vagmal (Involving adjrcent organ)
2 External
A External Bhind Sinus {One Opeming)
B External Subcutaneous Fistula (Two Openings)
3 Intero evternal (Two Openmgs—Complete Fistulr}
A Submuco-cutanecus Fistulr {Superficial)
B Ischiorectal Fistula {Deep)
C Horseshoe Fistula
1) Anterior
2) Posterior

Frc 53 Trres or Avorrcrar Fuvctie
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A fistula has two openings and conneets the anus or rectum with the
ahin around the anal outlet ‘There are two mam types submucocuta
neous which 1« uwally the sequel of a marginal or submucocutancous
ahecess and 1echiorectal which follows an 1schiorectal abscess Multiple
fistul1s hve many external opemngs and ocensionally more than one
internal opemng This type 19 usually of the sachhorectal vaniety and 1s
commonly hnown as the watering pot fistul

Horse<hoe fistula 1s juat a special type of complete fistulr which par
tiafly «urrounds the rectum crosung from one mde to the other There
are two types  Anterior Horseshoe and Posterior Horseshoe

A sinus (aleo called an incomplete fituln internal fistulr or external
blind fistula) has only one opening leading into a tract eather externally
or internally There are two types (1) Blind Fxternal “Sinus ™ with
the opemng 1n the perianal shin and (2) Blind Internal * Sinus® with
the opening in the anorcclum

Friotocy

Since a fistula 1s just the tubular contracted remains of an abscess
the etiologic factors are those of an abscess The exceptions to this
rule are penetrating wounds from without perforation of the rectal
wall by carinomatous growths or tracts which drain ahecessed areas
i the wall of a rectal sticture Such fistulie pursue an atypieal course
Contrary to general opinion, tuberculous fistulae occur in less than 5
per cent of the caces and are practically never present without an active
pulmonary tuberculosis the exception to this rule 1s the bovine type of
tuberculens infection which 1s very rarely <een 1 well regulated
communities

PATHOCENESIS

Because of trauma from hard particles found in the stool such as
seeds fish bones shin and rough vegetable fibers a normal crypt 13 1n
jured Infection follows resulting in a eryptitis which in turn produces a
papiiliis and a fibrous connective tissue band (pectenosis) 1If the
opening of the crypt b luded by fecaliths seeds or a con
traction of the anal canal by pectenosis the pus 1s retamned and an
abscess follows The abscess either hurrows to the outside and breaks
open or 1s ncised by the surgeon,) forming a complete fistula in esther
case If the pressure of the abscess forces the opening of the crypt and
emplies s purulent contents into the rectum the result will be an
incomplete or blind internal fistuln or sinus
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Syarerous

The symptoms should be dinided into tno stages
1 Discharging Fistule Stage
2 Abscess Stage
Fust, there 15 the discharging fistula stage which presents a chrome
discharge sometimes associated with pam of shert durttion accom
pnying bowel movements There may be a smple type of pruntus
ant due to the fistulous dischrge
The second, or abscess stage presents an mtersal nondichargmng
peried n which constant pam occurs, which gradually becomes worss
Associated with this 15 suellimg which 1 due to closure of the upen
ings of the fistula and the re formahon of an abscess

Dracnoss

The patient usually gives 2 history of an hscess which has been
massed or has opened spontaneously The nternal opemng of a fi tula
15 practically always n idurated depression at the pectinate hine
The external opeming 35 uspally 1 small papule wath 1 hole m ats
center wineh exudes pus on pressure Upon palpation the fistulons
canil ¢ be felt as + cordlike tract runming from the persanal papule
to the sndurated depression on the pectinate line A siher probe ¢
be paseed m complete fistulae only with a strarght tract Methylene blue
1 per cent {2 parts) and hydrogen perovide (1 part) 1s a good colution
to wyect wmio the external opemng with 1 gliss syringe nd comted up
to demonstente a complete fistuls A lwrge ealiber needle hroken off at
the base of the shaft makes 1n excellent conseal tip A prece of gruze
previously placed m the <norectum will stam blue if the tract 15 com
plete The abeence of stun on the gwze or contan does not preelode
the fact that a complete fistulr may exist Steseascopic roentgenograms
tahen after the mjection of a heated flud pste made of Wismuth «ub
ntrite (1 parts and saschae (2 prts) or the mjection of hpodol
re excellent aids 1n complex multple tract fistulae The hiprodel e
be hept 1n the fistulous tracts if the external openngs of the fistul
are plugged up with gauze Gruze 1s not opaque 1o Y1338

Salmon s Jan 15 1 good law to follaw, although 1t does not hold lﬂ!c[
m 100 per cent of the ewes The I states that when the elers?
openag of a fistula 18 within 2 snches of the ant} opening and antesior
to a trinsserse hne bisectng the anys the nternal opemng 15 at the
b it ol ormoste the edernl opening H eon the other
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hand the external opening s« posterior to this hine the inteenal opeming
1< 10 the posterior commissure at the pectinite bine (fig 51)

Bhind Internal Fistiulae —These present o history of constant or nter
mittent di cherge from the rectum  If the patient struns wlile the
buttocha are <eparated pus frequently oores out

Tuberulous Fistulne ~—These have o large extermnl opentng with
swwregular and undermined edges The surrounding shin has 2 reddish
purple hue and the discharge 18 seant and watery Tuberculous fistulae
are found only in patients with active tuberculosss of the lunga

TREATMFNT 0F FisTUL AR
Anesthetic —Local ane thetic ean be used hut general anesthetics are
preferred beetuse of the presence of infection
Surgreal Measures

Inciston —The tract runmng from the anternal to the external
opening 18 laid wide open over a groove director Al collnteral branches
ate opened The sides are tnmmed off comverting a tunnel into a

Fic 51 Saimons Law

A B transver ¢ anal lme F) tulou openings I 2 2 and 4 b low this line have their
internal opening i the posters r quadrant at the pectinate line openmngs above the
hne such as 5 have their internal openines at the pectinate hne radially eppo ite the
external openmg



Chapter 13 HIDRADENITIS
SUPPURATIVA
(PYODERMA)

THIS EATITY 15 not a proctologic rarity, but 1s @ commonly seen
chrome shin mfection of one or more of the apocrine, sudoriferous
sweat glands of the perianal, genstal 1nguinal mammary, and vallary
areas The disesse occurs only fter puberty when the apocrine glands
and hair develop mn the areas mentioned

Eriovocy

It 1s claimed by R L Sutton that hidradenins suppuratnva 1s caused
by a disturbance of hipid metabolism, and 15 found mostly 1 well
nounshed oily skined individuals It 1s also believed that the condion
ss caused by an obstruction of the duct of the apocrine gland wath sec
ondary invasion by surrounding bactenial organisms

ParnorLocy

The condition stasts 1s « furunclelthe lesion 1round the peranal
area The infection burrows subcutaneonsly and through lymphate
channels spreading from one nodule to another unnl there are many

fected nodules These nodules break down, presentmg fluctuant
undermined areas with multple draming smuses which mvy or mvy
not connect with each other If a sinus becomes occluded an abscess

oceurs )
The normally soft elastie shin and subc tssue
sndurated, thickened and pocked with gronulinion tissue protrudin,,

from some of the rger openings
Srmprovs

The ndurated peninal shin with wnterspersed multiple draming
sunuses and tntermuttent acute recurrng bscesses s ample duagnoshic
evidence ltheu b exrly erses may hne one or twvo discrete nodulea

Dracaosts

Indurated poched persamal skin with interspersed multeple drmmng

1nn
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sintses and nternuttent acite recurning, abscesses 1 an adult usually
makes the dingnoas (g 56) There may be only two diccreet nodules
or the entire perianal are1 may be dotted wath lesions

Probed sinuses mny be long or short revealing marhed destruction
of eubcutneons tissue Smuses may or may not communmicate with
each other

-
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Fic 5 1IyoraorNimis STPPLRATINA

Mot the indnilusl nlurated perianal uppurating  inuces which admit a dull
tipped rrobe Thew sinuces & n | communicate with each oth ¢

DiFFerReNTIAL Diachosis

Hidradenitis suppurativa must be differentiated from multiple ano
rectal fistulae by the ahsence of any internal openings or fistulous tracts
running toward the anal canal This condition must be differentiated
also from lymphopatl which | an anorectal stric
ture and 1 <ome advanced cices watering pot sinuses fistulae and
a positne Frer test It also has to be differentiated from extensne
plomdal disease which wsually confines it<elf to an area around the
coccyx and presents hair protruding from one of the sinus openmgs
over the midhine area







Chaptu 14 HEMORRHIOIDS

I_Ir\mlmnmm are anorectal swellings compo ed of vancosties of
the branches of one or more hiemorthoudal seins The presence of
theee variconties mdicates n degeneratne state of the hemorrhoidal
plexuses in which the vemns have dilated with thinmng of their walls
re ulung in such complications as inflimmation edemn uleeration and
thrombous Hemorrhonts vary i color from blussh red to strawherry
red for the internal hemorrhoids and bluish for the external

CLASSIHICATION
Fxternal Hlemorrhouls (g 581 Internal Hemorrhouds (fig 574
Varncose Varicose
Crannlar (strawhberry) Thrombotic
Thrombotic Integumentary

Prolapsed

Intero external Hemorrhotds (fig 59)
Intero-external hemorrhoids without prolapse
Intero-external hemorrhoids with prolapse
Intero-external strangulated hemorrhouds

INTERNAL HEMORREBOIDS

Classsfication and Deseription —These amolve branches of the su
pertor hemorrhoidal plexus They occur above the pectinate hne and
are covered with mucoar The following types of internal hemorrhoids
are encountered

} aricose —These are simple varicosties 1n which dilatition has
occurred

Cranular (strauberry) —This type 15 similar to the above with the,
addition of the symptom of hleeding due to ulcertion of the mucost

Thrombotic ~Here the vancosity ruptures with the escape of blood
under the mucosa forming a clot or thrombus which 1s blush in
appearance

Prolapsed —In the case of a prolapsed hemorrhoid the hemorrhordal
mass with its overlying mucosa has become loosened from 1ts underlying
attachment with prolapse from the rectum with each bowel movement

109
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EXTERNAL BEMORRHOIDS

Classtfication and Description —~These xancosities mvohe branches
of the nferior hemorrhowdal plexus occurring below the pectinate hne
nd are covered with skin The following types are encountered

Faricose —This type consssts of bluish, soft symptomless varrouties
located at the <nal opening

Thrombotic —These are wdentier] with the mternal vanety exeept
that bleeding occurs under the skin forming 1 blussh clot or thrombus
\arying sn size from 1 pea to 1 wilnut

Integumentary —These ave the hypertrophied symptomiess tr,s cov
ered with <hin and loented around the anal verge

INTERO EXTEPNAL HEMORRHOIDS
Classsfication and Descrption —These include 1 combinition of m
ternal hemorrhowds sntermediite varicosiies and externl hemorrhords
They present thrmsehes in the follosing \ wietres ntero-externil hemor
thowds without prolapse interoexternil hemorshords with prohipee

mtero externt] strangulited hemorrhoids
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The thromlwtic an1 int gumentary hem rthu! shown above are the most common
types. Varienes (ext mal) bemertl 1] are sympiomle  1ln b greas locatel at the
anal opening The Lot { t1e ext mal type 18 1t strangulated Femorthotd  a sociated
with annular ed ma thrombe is and necro s

Anvrovicar Position o Hevonritoins

Because of the arrangement and location of the branches of the
superior hemorrhoidal vein, internal hiemorchoids are usually found
at definte poatsons 1 the rectum These positions are night anterior
nght posterior, and left latcral quadrants As many as five secondary
hemorrhoids m1y develop hetween the three primary hemorrhoids

The external variety may occur at any place on the anal verge and
1t usually indicates the pre ence of the ntern1l vanely in the same
quadrant but higher up

IncipEres

Hemorrhoids are most common between the ages of 20 to 50 and
ate helieved to be more common n the male sex Hemorrhoids are
practically never found in 1nfants or children
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Hereduy —1t 35 an accepted fct that hemorrhawde hihe varicose
tend to run in fanubies and md a lency on the part of
veuns to weaken and gne way when stress or stramn 1s apphed

Anatomical ¥ eaknesses —There are no salves 1 the vens ¢
portal system down to the supenor hemorrhordal vem and tts brar
This combined with man’s upright positson and the attending et
venous pressure in these vessels conshitutes an important set ol
disposing factors contributing to the appeirance of hemorrhot
may also be pointed out that the rectal mucost snd submucosa are p
attached to the underlying circulr muscle contributing to the «
opment of prolapsing hemorrhouds

Occupatton —Oceuprtion may contribute to the development o
snerersed venous pressure Indwiduals who stand for long perioc
tme 1 one position or those who do such work that the ahdon
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contents are compressed anterferning with venous drasnage, are subject
to the development of hemorthods

Freiting Canses —1 xeting eanses may be divided into two categories
those conditione occurring within the lumen or walls of the anus and
rectum and those conditions oceurring anay from the anorectum

Intrinaic eauses are constipation  diarrhea  cathartics  purgatives
and atrazming at stool

Fxtrinue cauees embrace all tho e conditions which tend to raree
the senous pressure 1n the postal system Same of these disease entities
are heart fulure pathologic conditions of the liser such as crrrhosis
and ncoplieme pregnancy tumors of the uterus and ovaries and a
Trrge prostate

Predispoung and exciting causes for the external and ntero-external
hemorrhoids are the stme as for the internal vanety

Patnotocy

Because there are no valves 1n the portal system or in the branches
of the portal vein the unsupported column of blood exerts a hack
pressure at its most dependent point Because of this as well as other
ehologic factors presioudy discus ed vancosities miy develop n the
lower rectal and anal regions and form definite swellings At first hemor
thotds exist as simple uncomphicnted swellinge or varicosities Later
following continuous trauma from stool the mucosa becomes granular
or ulcerated and bleeding occurs Constant stool contact trauma of
the<e swellings plus strmining at stool loosens them from their attachment
to the underlying musculature Tlns in time results 1n protrusion or
prolapee At first the pile retracts spontaneously Constant prolipse
stretches and relaxes the sphincter <o that walking hiting or even
straming finally results 1 prolapse M the prolapse 1s not reduced
quickly atrangulation edema or gangrene may occur

The modern conception of strangulated hemorrhoids has been elart
fied by Bacon and Hirshman on the basis of thrombosis of veins caused
by trauma and inflammation With inflammation 1lready existing n a
prolapsing hemorrhoid failure to reduce 1t after defecation results 1n
treuma and thrombosis Tins 1s aggravated by the contraction of the
<phincter on the protruding mass and 13 further aggrivated by walking
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tifung strunming, et Becwse of the lrerdy eusting thrombosis of
some of the vemns there 15 1n alter iton 1 the normal blood Tymph tissue
balwee, with resulung congestion stasis periwnal edema, wnd more
thrombosts If the condition has not progressed too long the profap wg
mies ean be reduced, but wully after 24 hours reduction 1 possibk
and should not be 1ttempted

The old concept of the anl sphincter s siringuhiting the prolpung
hemorrhords has been disproved, the author, s well s other proc
tologists has been able to msert 1 lubricated finger wto the rectym
with e1se m such cases Howerer we do believe thit the strangulition
or contraction of the sphincters on the prolwpsing hemorthoid does
help to constrict the blood wnd lymph supply cau ing stisis m the venous
wrd lymphatic vewsels nith lteration m the blood lymph tissve halnce
foltoned by edema extenspve thrombosis and e¢ven gingrene

Secondary tnema frequently develops i patients with Jongstanding
hemorrhoids and occasionally exsanguination mny occur With throm
bonie prles there 1s an wtual rupture of 1 vern Consequently, blood oozes
out 1n the Joose areolar tissue 1nd forms 1 single clot or several clots

Syurrous
INTERNAL HEMORRHOIDS

The<e hemorrhoids m1y remamn symptomless for a long time How
ever when symptonts do occur the following are common

Bleeding —The first wkhng of lus condition that the patieat my
trve 15 the discovery of blood virying from 1 small streah on the torlet
piper to fraink hemorrhige to the torlet bonl Bleeding i uquH)y
bright red m color i contrst o the preence of drk blood which
idheates bleeding higher up

Pain —Inasmuch 1s there re no sencory nerse endings w the muco 1
above the pectinate hne pun s absent An exception to this )mnc\;:
1 the case of prolpsing hemorrhoids {see below} which caus;- U‘
comfort while they temporarily myade the sensory nerve supplicd ant
ewal The anl discomfort thus produced distppenrs when the pro
Iapsing hemorrhords are reduced to therr wsual locttion wn the lower
rectom

Prolapse —Owing to the fact thit tal
constantly trwmatized by preang fecal m

erntt hemosrhoids wre buing
asses they tend to be pulled
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away from the underlying mu enlature and stretehed so thi they finally
prolapee outade the anue Duning defee stion the patient will frequently
state that he reduced them manually by pushing than back mto the
anal eanal upon the completion of the bowel movement The e hemor
thotds prolypee on a pedicle and differ from the antero-cxiernd sanety
n this respeet (<oe fips 57 and 59)

FXTFRNAT 101 MORRNEOIDS

Svmptoms —The varco ed saacty are symptomless The ntegumen
tary vaniety moy contribute 1o pruntus ang but are otherws ¢ symptom
less The tlrombotic hiemorrhoids are noted for their sudden onset of
<evere pun a ocited with a swelling at the anal verge The swelling
vanies an «ize from that of a pea to a walnut The pun which 1 con
tinsout my be threblbing i sature and s spgrnvated by <truning
duning defeeation by coughine or by bftng in which the abdominal
contents are compres od

INTFRO FXTERNAT 31 MORRUOIDS

Symptoms —Tlus type 1+ a ocrted with findings of internal and
external hemorshoids with and wathout prolap ¢ Wathout prolap e
bleeding m1y be present but no pun With prolapse pun 18 present
following bowel movements until the probsp ¢ 1s reduced bleeding
may or may not cxi t Prolp e ¢t es a oihing of the underclothing
irtabion of the perinal skin and occasionnlly a comphicating simple
pruntus am A secondary anemiz my develop from the constant loss
of blood Occ 1onally a patient will complain of 4 reflex lumbago or
dull ache over the <1crum

STRANCULATFD 11F MORRIIOIDY

Srmptoms —Strangulated hemorrhouds wsually oceur followng the
patient s neglect to reduce prolipsing hemorrhowds after bowel move
ments After 12 to 21 hours of prolipse an annular ring of edemn
and thrombosis deselops ssociated with marked continuous pamn and
difficulty 1n aitting and wilking  Bleeding and soihing of the under
clothing frequently accompany strangulited hemorrhords  After 21
hours reduction of the prolap ed edematous thrombotic hemorrhoud
1 usually imposaible
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in which hemarthoids occur Anal papillae accur at the pectinate hine
and are pyranudal i shape with a broad hase They are pink with a
pile up and do not bleed Oceasionally they acquire a pedicle and a
ball tip and resemble pedunculated polyps  All anorectal pathology
should be kept m mind in the dingnosis of hemorrhords

TREATMFNT

Prophylactic Treatment —bor all types of hemorthoids this consists
of avoidance of <truming at stool heny hfting coughing and exces
ane sneezing The proper control of con<ipation 1s also helpful n
presenting hemorrhonds

FXTERNAL JIFMORRIOIDS

The <kin tag type of hemorrhoid and the external saricose hemorrhowd
practically never give any <ymptoms and no treatment 1s necessary
or mdicated The treatment of inflimed <hin trgs as found 1n pruntus
am ficsure 1 ano or anternal blind fi tul 1s gnen in the chapters
devoted to the above conditions

THROMBOTIC HEMORRHOIDS

Home Treatment —Thrombotic hemarrhoids present varying sizes of
anal verge swellings with constant pain If small palliative treatment
as follows usnally «uffices Rest 1n bed with the continuous application
of an tce bag for at least 1 hours or unul pun subsides This helps to
prevent congeshion and more thromhosis After the pain subsides hot
sitz baths twice 1 day to help absorb the hematomr Surfacaine (an
anesthetic ointment ) applied to the area at least twice a day mineral oil
by mouth to facihitate easter bowel movements ind awoidance of stran
ing  phenaphen with or without codemne pc and hs to help rehese
discomfort duning first weeh

Office Treatment —Tius consists of the apphcation of 10 per cent
silver mitrate <olution followed by 2n apphcation of a 5% tanmic acid
m 95% alcohol solution until healed Internal hemorrhoids can be
mjected during these office visits

Surgical Treatment —Surgically the thrombotic hemorrhoid 1s 1n
sected above and below with a local anesthetic An oval shaped ncision
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1s mide around 1 hemostat attached to the shin over the thrembus, and
the entire clot with the overlying shin 1s excieed (fig GO} Any bleeders
present are hgated or de~sscated The shin 15 not sutured

Postoperative Home Treatment —Consiats of hot sitz baths ey ery day
mineral o1l as necessary, Desiin cod hser ol omtment pphed
ternally and externally to the operitne wound twice duly and 2 phena
phen caps sfter meals and at hedtime

INTFRNAL HEVORRHOIDS {NO\PROLAPSING VARIETY)

Home Trentment —Palliatne liome trettment for symptomle s or

——
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bleeding sternal hemorthoids consiats of the dasly use of a hemorrhosdal
suppository mneral oil s neeessiry to control conshipation and the
temporary avordance of roughage m the diet to avord trauma to the
alrendy uleerated mucosy

Office Treatment —The simple<t and the best type of office treat
ment 18 myection therapy The advantages of this 1ype of treatment are
as follows The treatment can be done 1 the office with no loss of time
from wark bectuse the patient can go about his buaineas as soon as the
trestment 1s fim<hed No lospital (xpenses are incurred by the pabent
and the doctor does not hue to purchise compheated and time-con
«uming eleetrical apparatus Pam 1e abeent or minimal as injections
are made 1 the non ensory are1 above the pectinate line No anesthetics
are necessary  This treatment may be used n the presence of <evere
orgame diccase such as tuberculows and heart dicer e It may alco be
used 1 the aged

Techme for Injecting Hemorrhords —No enemas are required The
patient 1s pliced n the lefi or nght hteral Sims possion A 5 ce
Tuer Lok a B D long <hfted 20 gage hemorrhoidl needle and a Brink
erhoff or Barr Shuford speculum are the instruments required (fig 61)
(See chapter on Injection Trentment of Hemorrhords )

5 Per Cent Phenol in Olue Oil Techme —About 1 10 2 cc 15 mjected
at the most accessible part of the mle just under the mucosa (not into
the center) untl the small blood vessels stand out on a blinched mucosa
Two or three primary hemorrhoids can be injected at a sitting starting
lngh and mjecting 2 httle lower 1t each vist Treatment can be given
every other day or thrice weekly If mucosal prolapse accompanies
hemorrhoids 2 cc of 5 per cent phenol in ohive o1l 1s deposited between
the submucosa and the musculins Two or four quadrants en be
Jected At each siting starting hugh and njecting a hitle loner and at
opposite quadrants at each successive visit (sce chap 15)

In pregnancy constipation and struning should be avoided as pro
phylrctic measures If hemorrhige and prolapse develop during preg
naney and interfere with the patents normal existence hemorrhoids
may be treated by mjection or removed under local anesthesin Sur
gical treatment for simple mnternal nonprolipsing hemorrhoids 15 not
necessary or indicated

Quinine and Urea Hydrochloride Technic —Some men prefer this
solution 1njecting 5 to 15 mimms slowly Occasionally patients are
sensitive 1o quumne and develop sensitization reactions The authors
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prefer and use almost exclusively, 5% phenol 1 vegetable ol whch
has worked well and produced practically no complications 1n the
last 30 years

INTERNAL PROLAPSING HEMORRNOIDS

The most smtable and most sahsfactory treatment for prolapang
hemorrhoids 1s the surgical treatment If the patient 15 not a good
surgical nisk or absolutely refuses surgery the mjection treatment can
be used, though 1t will giee only temporary relief

Anesthetic —The authors prefer to use sodmm pentathal 1ntrasenous
Iy and 1 per cent novocan local analgesia Three mimims of adrenaln
11000 to each ounce of novocain, helps to constrict the blood eseels
and to diminish operative bleeding For preoperative medication gr 1/6
to gr % morphine sulphite and gr 1/150 atropme one hour before
surgery 1s administered

Surgery —The followin, surgical procedures, except the last one
are commonly used (1) open clamp and cautery method, (2) lgature
method, (3) suture method, (1) Whutehead operation

The Whitehead method 1s mentioned only to be condemued because
of the frequent occurrence of postoperative siricture, partial or com
plete ncontinence, or extrophy of the mucous membrane After trying
many and numerous accepled methods the authors have found the open
clamp and erutery method the most satisfactory

It )5 not the purpose of this book to teach the surical technique of
hemorrhoidectomy but we feel that a few pownts are worth mentioning

Aside from the plastic type of hemorrhod y, most methods con
sist of a dissection of the primary iternal hemorrhord and 1ts removal
by Ligature by suture or by cauterzatton The particular method of
excising these varicosed vems 1s actually immaterial so long as the
dissection 1s properly performed and sufficient arer for dranige of
purulent material 15 allowed Regardless of the method used one should
be sure to leave enough skin between each arex 1o alfow for epithelializa

tion of the raw areas _—
Small bleeders are controlled by electrocorgulition To averd po

operatnve pun suturing of shea edges should not be performed ?ulc{:l
ng may occasionally cause abscesses nd fistulae and therefore <hou X
not be used An oprum {gr 1) and belladonna suppository 13 mserted
to prolong postoperative comfort after the locil wears off ;
Instead of the frequently used rectal whustle (hard rubber “:]”nf
with gruze wound around) a rubber cigaret dramn {gauze removed) 1
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mserted into the anorectum, with the balance covering the raw skin
arers Thie 1 not punful to retmn and s removed the following
mornng with practically no discomfort to the patient 1t 1s a tremendous
improvement over the whistle and even the vaseline gauze, both of
which are excrutiatingly paunful to remove A piece of vaschine gauze 1s
now apphed over the eigaret drain and this as followed by thwo preces
of dry gauze Three volle of gruze (made by rolling three preces of
<ponge gauze together) follow next Owver the three rolls a 1x8 ab
<orhent pad 1s apphied and 1s held an place by three sinps of adhesive
Now while the patient s still in the hthotomy position a double tailed
T binder 1s applied and tied very enugly These external dressing rolls
produce a ball like preseure pad which acts as a hemostatic and sphint,
presenting unnecessary postoperatise paun and bleeding Al dressings
are removed the following morming It will he noted that all the pro
cedures 1n this operation have been planned for safety and for a mim
mum of operatine and postoperative pain

Postoperative Office Treatment —At each visit the Desiin cod liver
ol ointment with pile pipe 1s inzerted and moved back and forth from
anterior to posterior two times to break up granulitions which tend to
narrow the lumen This 1s followed with silser mirate 10% to all raw
surfaces more Desitin and a dressing By breaking up granulations
while the wound 1s young the surgeon obviates the necessity 1n most
c1ses of doing finger diltation or stretching

Home Treatment for all Surgically Treated IHemorrhoids —Sitz baths
twice daily and after all bowe!l movements Insertion of Desitin cod
Iiver o1l omntment nto ana} canal and on external operative wounds
to accelerate healing and to lubrieate the ano rectum facihitating easser
Jess traumatic and less punful bowel movements, mineral o1l on retiring
1 sarying and ind d dosage 2 phenaphen and codeine gr Y. cap
sules one half hour before b m s and more after :f necessary Patients
should be kept comfortable at all imes A 1xd cotton gauze lubricated
with Desitin ointment 1s applied to anus after bm s and at bedtime This
18 kept 1 place with a hotex pad and belt A general diet 1s encouraged

to produce normal sized stools which keep the anal canal and rectum
dilated

INTERO EXTERNAL HEMORRHOIDS (ND'V STRANGULATED TYPE)

The injection treatment does not give a satisfactory result and should
be used only 1f organic disease or debility 1s present or 1f surgery 1s
absolutely refused by the panent
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INTERO EXTERNAL (STRANGULATED TYPE)

Surgical Treatment—In our experience surgery 1s the ndicated
treatment and should be performed at once We see no reason for
treating the patient for two to three weeks and then having to perform
surgery anyway requiring another two to three weeks for convalescence
Immediate surgery accomplishes the same thing, and saves the patient
time, pamn, and much mnconvemence The tissues 1n strangulation are
usually fr1able and the suture method 1s the safest to use in these cases

Home Treatment —In poor nisk, debilitated prtients or those await
ng surgery, the following treatment gives considerable rehief An ice bag
1s apphed to the perinal area contmuously Compresses of lead and
opum wash of equal parts or powdered alum and lead subacetate 1
ounce each to 2 quarts of water may be used with the 1ce bag mimneral
oil ¥, ounce twice daily, phenaphen capsules with or without codemne
pc and hs untl pain subsides



Chapter 15 INJECTION
TREATMENT OF
HEMORRHOIDS

Srirerion o Casts

JRTY years expenence with the injection treatment of hemor
hoids 1n scveral climes and pravate practice has taught the writers
what to do as well as what not to do and which hemorrhoids to nject,
as well ns those which do not respond <atisfactonly to treatment The
type of hemorrhowd that responds most satisfactonly to the wnjection
method 1s the non prolapsing nternal hemorrhoid The next most satis
factory 1s the internal pralpaing type which s sclf reducing and
without fibroais  emorrhoids which prolapeed for years and hue
hecome fibrotic do not respond well to the mjection method The
strangulated  prolapang pile, the <hin tag (integumentiry hemor
rhord) and the thrombotic pile should certatnly not be wnjected The
tnjection of the intero-esternal hemorrhoid with sts 2<socitted <kin tag
will not give good results 1f for varous medical reasons 1 patient 1s
not a good surgical nsk or refuses surgery the injection treatment can
be used though 1t will give only temporary and pallintive relef
1f cases are properly selected proper <olutions are used and ordinary
antiseptic precautions are taken good results can be expected To
avoid recurrences patients <hould be secn yearly and newly desveloping
hemorrhoids injected before they become large and troublesome

INSTRUMFATS

The only instruments necessary for the injection treatment are a
Brinkerhoff Speculum 6 inches long a Brinkerhoff Speculum 4 inches
long a Barr Shuford or Hinkle James Speculum a 5 cc Luer Lok
Synnge a BD hemorrhoidal injection needle and a spothght (fig 61)
Other speculae ean be used but for the best exposure the anthors have
found the above two the most desirable The advantage of the Brinkerhoff
15 the reflecting surface which inclines mward reflecting a splendid light
on the tissue to be treated Another advantage 1s the ease with which the

123
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yet not be so strong os to induce locahized necrous and slough In the
paet the custom was to use strong <olutions nnd produce chemical
necross and slough 10 order to obtain & good result Necrosis, sloughing
and death oceurred too often to make the method safe The sloughing
method has heen abandoned and weker solutions have taken ats plice
These weaker <olutions may require more time and treatment but they
are <afe and will accomplieh what they are designed for Numerous
formulas hue been taed and advocnted, but the twe most popular and
most dependable are 5% quinine urea hydrochloride solution and 5%
to 8¢ phenol in vegetable ol The <olution uced by the writers 18 5%
phenol 1n Wesson a1l Almond o1l oline o1l cottonsced o1l and Mazola
ol can ale he used

Pre1araTioN OF InarcTion Sorution
5%¢ PIFAOL IS WFSSON OIL

Step #1 —Stock <clution {509 phenol in Wesson oil) 13 made as
follows Melt 1n a hot water bath one pound of phenol crystals Add
an equil amount of pure Wesson oil by volume Add to the above 20
gr of menthol to each ounce of the 50 50 solution

Step 32 —Take stock solution (50 50) 3000 cc Add pure Wesson
1l 270 00 ce This makes up 300 cc of a 5% <olution At times the 8%
to 10%% strengths of the above are used especially if there 13 extensive
hemorrhoidal engorgement and distension alse when bleeding con
tinues after the use of a 5% solution These stronger solutions are used
only occasionally

Because of the arringement and location of the branches of the
superior hemorrhordal vein internal hemorrhoids are usually found at
definite positions n the rectum These positions are the night antersor
night posterior and left lateral quadrants As many as five secondary
hemorrhowds may develap between the three primary hemorrhoids A
knowledge of this anatomy will aid n the proper selection of hemor
thoids to be injected

Tecnnic oF INJECTION

The patient 15 placed 1n any position preferred by the operator such
as Iithotomy Sims kneechest kneeelbow right or left lateral The
right or left lateral, a modified Sims 13 the most comfortable and least
embarrassing 1o the patient and at the same time one which affords
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yet not be so strong ns to induce localized necrosis and slough In the
padt the cudom was to use strong solutions and produce chemical
necrosis and <lough in order to obtamn a good result Necrosis sloughing
and death occurred too often to make the method safe The sloughing
method has been abandoned and weaker <olutions have taken sts plice
These wether <olutions m1y require more time and treatment but they
are aafc and will accomplish what they are designed for Numerous
formulas have been tnied and advocated, but the two most popular and
most dependable are 5% quimine urea hydrochlortde solution and 5%
10 8¢ phenol 1n vegetable ol The rolution uced by the writers 13 5%
phenol in Weason o1l Almond il elive o1l cottonaced ol and Mazola
il can alo be veed

PreparaTion oF IngFerion Sorution
5% PHENOI IN WFSSON OIL

Step #1 —Stock solution (509 phenol 1n Wes<on o1l) 15 made as
follows Melt 1n a hot water bath one pound of phenol crystals Add
an equal amount of pure Wesson o1l by volume Add to the above 20
gr of menthel to each ounce of the 50 50 solution

Step 2 —Take stock solution (50 50) 3000 cc Add pure Wesson
o1l 270 00 cc This makes up 300 cc of a 5% solution At times the 8%
to 105 strengths of the above are used especially of there 13 extensne
hemorrhoidal engorgement and distension, also when bleeding con
tinues after the use of a 5% solution These stronger solutions are used
only occasionally

Because of the arrangement and location of the branches of the
superior hemorrhoidal vein, internal hemorrhoids are usually found at
definite posiions 1n the rectum These positions are the nght anterior,
right posterior and left latertl quadrants As many as five secondary
hemorrhoids may desvelop between the three primary hemorrhaids A
knowledge of this anatomy will aid 1n the proper selection of hemor
rhoids to be mjected

Tecunic oF INJECTION

The patient 15 placed 1n any position preferred by the operator such
as lithotomy Sims knee chest knee elbow, right or left lateral The
night or left lateral & modified Sims 15 the most comfortable and least
embarrassing to the patient, and at the same time one which affords
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perfect access to the parts to be treated When he attains the preferred
positon the pahent 1s mstructed to draw both hnees up foward his
chest, with lus exposed shoulder turned shghtly anay from the operator
This further mmproves the accesssbility to the parts to be treated If
a nurse 1s not present the patient can assist the doctor by rasimg
one cheek of the buttocks One towel 15 placed under the patient and
another 15 arranged to cover the buttocks and permeum With the hght
m posttion, the Barr Shuford speculum 1s well Jubricated and iserted
wto the anorectum The obturator 1s withdrawn, bringing the hemor
thoid anto view The speculum 1s supported with ene hand and the
mjection 1s made with the other

The hemorrhoid selected for treatment may or may not he swabbed
with a <olution of equal parts of sodine and alcohol Oser a period of
28 years the wnters have tried both ways and their conclusions are as
follows The rectum has an ymmunity for ats own bactersa and 1s capable
of protecting 1ts tissues against bacterial mnvasion as 1t does during and
after surgery of the rectum Second the 5% phenol destroys any bactena
that may be passed mto the hemorrho:d during mjection The less prep-
aration for this treatment the less the patient 15 disturbed The 1dea of
cleansing cathartics or enemas prior to the trealment 15 grossly erro-
neous since both stir up all manner of infective matenal i the colon
putting 1t 1n an aqueous suspension <o that 1t may be easily comeved
to the minute break n the mucosa One <hould first select the hemor
rhoid farthest away from the anal serge The beat site for injection 1s the
crest of the pile (fig 62) Some texts advise that the needle be passed well
into the pile mase which 1s mcorrect Do not penetrate the pile ma <
at all Instead pass the needle just beneath the mucous membrane at
Its crest When the mjection 1s high the <olution 15 expelled <lowly
until the pile appears distended and the blood sescels stand out prom
wently on a blanched surface {fig 63) The needle s held 1 place
for 2 moment or two and then <lowly removed One to three cubic centy
meters 15 wjected mto each hemorrhord A few drops more or )z"ds
matters little experience will soon teach one when to <top A |\)nltne(
change 10 color at the <ite of injection means that the needle has n‘o
been inserted beneath the mucous membrane (fig ©1) Remore the
needle and select another area for injection

If ane happens 1o nject more of the <olution ¥
the lissue some oozes out and no harm will be done

han will be held Dby
When injected under
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the mucosn, the solution penetrates the whole hemorrhoidal mass with
the resulting contraction and restored tonicsty of the rectal wall Usually,
three hemorrhouds are injected at one ime  Frequently each injection
of the primary hemorrhoids helps to shrink the smaller and adjoining
hemorrhoids as well

It 15 advicable 1o tnject the bleeding hemorrhoids as early as posaible,
<ince patients desire to be relieved of their symptoms The injections
are made from one to three times a week deperiding on reaction and the
patient s general condition

Trenunic ror Provapse

A turgescent hemorrhoul uveually imvolies the mucosil and sub
mucoustl layers 1n many casea <eparating 1tsclf from the musculr

Fic 62 Iviscrioy TREATMENT ofF Hevtormuorps

About 2 cc of 55" phenol m olwve oil 1s injected below the muco a Do not nject
mto center of hemorrhoid.
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Fic 63 INsecriov Treatsst of Hestorritomos (Ricir Tecusic)

A BD hemorrhoidal needle 2 5 cc Luer Lok synnge and 55 phenol 1 oll are
used for injecting hemorrhoid The 1njectson 1s made at the kighest tisible pomt 1
the hemorrhoid just below the muco 2 and sufficient solution 15 injected until white
hines appear on a blanched hemorthoidal urface This 1s known as the stnation sign
and 1s ones guide as to the amount of solution to be injected Three hemorrhouds are

usually injected at one siting this can be repeated three times weekly

wall, carrying downward and outward, the venous plexus with a re
sulting hemorrhoidal and adjoining mucosal prolapse

The mnjection methed for prolapse 1s concerned only with the abose
described condition Any other form nvolving the entire rectum such
as ‘ procidentia rect,” 1s another problem and will not be considered
1n this chapter Also one 13 to keep 1n mind that this treatment 18 given
only to poor surgical risk cases and those who absolutely refuse surgery
with the reminder that relief will be only temporary

The technic for this condition 1s a httle different The injections are
made along with the injection of the hemorrhoids Begin the treatment
as high up as possible 1n the loosened rectal mucosa The same syning€
and needle 15 used The special 6 inch Brinkerhoff speculum enables the
operator to reach the redundant mucosa a good distance above the
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subsided by resolution There mny be some induration which later dis
appears leaving contraction nd adhesion of loose hissue and a res
toration of tomeity of the rectal wall

Patients are mstructed to avord bowel mosements for seseral hours
following trettment and to prevent bearng down at any ume Th
permits ample time for the solution to cause adhesion of the adjacent
parts Good results will be obtamed if the above techmic 15 carried
ont properly

HisToPATHOLOGY BFFORE AND AFTFR TREATMEAT

A hemorrhoid 15 a plexus of many small dilated valveless semns sur
rounded by indurited connective tissue and covered by mucous mem
brane Injecting n irntant substance around such a plexus will excite
productive inflammation 1n the adventitia of the vern and n the tissue
immediately surrounding 1t Tlis results 1 a gradual phlebiis and

Fic 65 Ingrcmox TeraTsEnt sox Provarsine Hrsorruntos

an he ol taine [ 1y mjecting abv ot

1k patients tempe rary relel o
In poor surgical nisk p e e

d the m
2 cc of 5 per cent phennl i ol between the mucea an
quadrants. Thrs should be repeated at varioas Jevels until jrofaper 1y veh veld
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pen phlebitis The progressne fibrous connective tissue changes (figs
66, 67, 68 69) that follow 1nduce 1 sterdy dimmution of the ealiber
of the vein until complete obliteration results The venules are no longer
distended with blood and, s orginization proceeds the hemorrhod 1s
converted mto 1 fibrous mass of tsue Thus, the hemorrhoid plexus of
small dilated venules distended with blood becomes comerted into 2
sa[u% nomvaseulir mass and obliteration 13 ccomplished

CLINICAL CHANGES

Chnically, these various changes can be noted Within a fen hours
following 0 1njection an mflarmmatory reaction 1s evidenced by swell
g wd redness Luttle, s anv heat or pain 1s felt becawse the mflam
mation 1s mild, the solution 1s anesthetic, and the mjection 15 made
above the sensory nerve area In less than 24 hours these changes sub
side, swellmg diminishes, and in 2 few days the hemorrhoid begns to
show evidence of fibrous tissue formation On palpation 1 cordlike or
round sclerotic mass 1s felt directly under the mucous membrane Grad
ually, 1 about six to eight weeks, the sclerotic mass resolves with 1
restoration of softness ind normal tomicrty of the rectal wall Hemor
rhoids that have been bleeding profusely frequently stop after the firt
two or thret mpections

Pos1 INyrerion ReacTions

If the proper techmic has been used all that 15 experienced 1s 2 s[hurl
duration of pun of no great seventy and a dull ache which aiu
<evert hours after the myections Tlis can enstly be reheved by (\lc
admnistration of two aspirin compound tablets immeduately ter each
trentment 7nd esery three to four hours thereafter as long as netﬁ;a';y'
A hot sitz bath s helpful The mjection of flnd with dxstenslm‘\ ° l:c
mucosa may at times cuse the patent 1o be conscious of a @l 1;‘; it e(-r:ul
of fullness mn the rectum This 1s only transient does not snterfere
bowel action nd 1s complamed of only occastonally

Dov’rs ForR THE INJECTION TREATMFNT

t
Some of the things not to do should be stnetly observed Dontinjec

ryphitte
hemorrhoids m the presence of anorectal nfection such as cryy

fissure mn ano fistulr abecess or ulcertine proctitis '{‘I;e [;r:,pchrcrl::f
<afe thing to do 15 to clear up i infection and pnn!lu l.esrl)m” e
njections are started Don t inject below the ]wcxxn'x\(e " e fant
1nto the center of the pile, = solution may enler the circ
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Chapter 16 PROLAPSE AND
PROCIDENTIA

P wotat st of the anorectum 1< a pathologic descent wath or without
protrusion of onc or more fayers of the termunal eard of the bowet
through the anmn

Tyiss
HIRST DEORIE TROT AL (fig YOy

Tius type conuists of a probipse of the mucous membrane of the

anoteelun: such as 1 scen mn prolapang mternal hel hotde

SFCOND DECRES TROLALSF O HUACIENTIC Tt tfig 71)

This entity 13 al o referred to a3 proesdintia recti and consists of a
profapee of all the lnyces of the rectum

FIRST DEGREE PROLAPSE
PROLAPSING INTERNAL HEMORRHOIDS

Fic "0 Pinst Dicnee § norarsr

Note 1ar the prolapng b ae 1 ell muous m mirane Prolapsmg infernal
bemorthoids are 8n exsmple of fir t degree prolap o

13
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TRIRD DEGREE PROLAPSE (fig 72)

This 15 an intussusception of the rectum sigmoid or both

Errorocy
IN CHILDREN

Predisposing Factors —In children these are of an anatomical nature
Among the factors that may be considered 1n chuldren are weak fixation
of the rectum absence of the sacral curve, a high posihon of the bladder
and uterus at birth, absorption of fat in the 1schiorectal fossa following
wasting diseases, malnutrition and weakness of the sphincter muscle

In infants 2 to 5 years of age, second degree prolapse 15 faurly common
and conservative management 1s almost always successful (see injec
tion treatment)

Exciting Factors —One of the most important factors mn this category
1s excessive straming at stools associated with diarrhea Other exciting
causes are constipation, prolonged strammng at stools, thread worms
pedunculated polyps, and whooping cough

SECOND DEGREE PPOLAPSE
PROCIDENTIA RECTI
Fie 71 Secosp Decree TnoLarst

In second degree prolap e the entire rectal wall prolapses with b
¢ submucosa and mu cles of the rectal wail Erocidentia ref

all of ats layers mucous
2n example
membran:
of econd degree prolapse
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THIRD DEGREE PROLAPSE
SIGMOIDAL PROCIDENTIA

f1c 72 Tuwo DecrRer Irovarse
In this conditien the sigmcr] prelapses down inte the rectum, whick 1s vinble
on procto copic and sigmoxdascopic examination

IN ADULTS

Predisposing Factors —Constipation enteroptosis rectal pedunculat
ed polyp carcinoma with stenosis hemorrhoids stones in the bladder
weakness of the sphincter muscle injury to the sphincter during par
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TRIRD DEGREE PIOLAPSE (fig 72)

This 15 an intussusception of the rectum sigmard or hoth

FrioLocy
IN CHILDREN

Predisposing Factors —In children these are of an anatomical nature
Among the lactors that may be considered m chuldeen are weak fixation
of the rectum absence of the sacral curve, a high position of the bladder
and uterus at birth, absorption of fat 1n the ischiorectal fosa followng
wasting d Inutrition, and weakness of the sph muscle

In mfants 2 to § years of age, second degree prolapse 15 fmrly common
and conservative management 1s almost always successful (see injec
tion treatment}

Exciing Foctors —One of the most important {actors in this categery
15 excesstve strammng at stools assotiated with diarrhea Other exaiting
causes are constipation, prolonged strammg at stools, thread worms
pedunculated polyps and whooping cough

o

sl

SECOND DEGREE PPOLAP3E
PROCIDENTIA RECTI

Fic "1 Secowp Decree Tworaese
prolspees with all of sts laye:
1 wall [yocslentia rech 3 B0 €1A%

+ mueous
In second degree prolap e the entre rectal wall e
membrane submuco a and mu cles of the sectal

of cecond degree prolapse
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THIRD DEGREE PROLAPSE
SIGMOIDAL PROCIDENTIA

Fic "2 Tweo Dicary Paotarse

In this confition the sipm 1 prolap &x dywn into the rectum. which ts visible

on pic and sips

P
IN ADULTS

Predisposing Factors —C P rectal peduncul
ed polyp carcinoma with stenasss, hemorrhowds stones in the bladder
wenkness of the splunder muscle njury to the sphincter dunn,, par
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turition, stricture of the urethra, enlarged prostate gland, old age
elongation and laxness of the me<entery of the sigmowd an abnormlly
long sigmord, and a wide rectosigmond angle

Exeiting Foctors —~Among the more mmportant exciting factors may
be mentioned drarrhea, straning, sneezing coughing foreign bodies 1n
the rectum, hemorrhoids, nd hard constipated stoals

Parnocenisis

Normally, during defecation a narrow ring of mucosa prolapers
through the anus to return spontaneously upon the completion of the
act In mucosal prolipse a greater amount of mucost descends with
or without spontaneous return to its normal posstion In second degree
prolapse or procidentia rects 1l of the lavers of the rectal wall prolapse
out of the anal canal In third degree prolapse or intussusception or
concealed prolapse, all of the layers of the upper rectum and rectosigmord

1 s

pralapse nto the yectal ampulla during g or

SynvrToMs

The symptoms are dinded nto the following types
Furst Degree Prolapse —Tlus type may return by atself or it may
have to be reduced dignally by the patient Bleeding during defecation

1s common becquse of mucosal prolapse and ulceration Old protrusions

may b epitheliatized (metaplasta) pale and leathery owing to

constant external exposure, or strangulation miy occur with edema
thng thromboss, and gang In secent prolapse the tiscue 18 piok

and mot when long standing 1t 1s deep red and edematous, f nghtly
compressed purple and f strangulation 1s complete € quickly hecomes
black
Second Degree Pralapse (Prouidenta Reetr) ~This 15 marhed b
the presence of 2 protruding mass from the anus The sphincters hecome
relased with resulting fecl sosting The prolapsed mass may hecome
tncarcernted or strangulated, with the sune <ymptom complex de
scnibed under first degree profapse

Third Degree Prolapse —There 1s 4 feeh
complele emptying at defecation which results 1 more strumay
rany be a heavy dragging <ensation m the umbosacral region e
of the mesentenc tug with referred puns to thighs and perineum

ng of un<atisfactory ot 1
oz There
because
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cinted symptoms are constipation {latulence ndigestion and irritable
colon Somctimes bloody mucus 18 noted it 1+ due to ulceration at the
apex of the prolapsed howel Strangulation or obstruction rarely occurs

Diacnosis
First Degree Prolapse

The prolypse begins at the anal margin and the mucous membrane
can be seen to be continuons with the surrounding <hin There 15 no
aleus but there are radinl stnations

Second Degree Prolapse

The prolap ¢ begne at some point 1n the rectum 1hove the pectinate
line and extrudes through the nonaffected pottion helow  producing a
i tinet sulcus between the prolapsed rectum and the margn of the anus
plus cirenlar stnstions (fig 73)

Third Degree Prolapse

This type does not protrude and 1s felt with the exammng finger
while the patient s atriming The dingnosmis 1s made with the sig
mordoscape tuling out villous tumor a pedunculated polyp and ean
noma of the rectum The bowel prolapses into the tube wiile the patient
strains and vecedes on relaxation

Fic 73 Intzction TREATMENT For }Rocienmia Reerr

Showing points 1n | rolapae | rectum 1o be mjected with 5 p r cent quinine and urea
hydrochlori Je solution
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TREATMENT
Furst Degree Prolapse

1t 15 not possible within the province of this book to descnibe the
various methods of treatment, therefore, we shall bnefly describe seeral
of the most successful techmques used hy the writers

INJECTION METHOD ——In tlus condition the non operative techmque
would consist of the myection of 5% Phenol 1 o1l or quinsne and urea
hydrochlonide between the submucous and muscular fayers at ceveral
levels

Strangulated First Degree Prolapse

An 1ce bag 15 apphed to the protrusion, or compresses soahed 10
11600 adrenahn solution and apphed with firm pressure, or com
presses of lead subacetate and alum {one ounce of each) to a quart
of witer Prolapse should be reduced 1n the first 23 hours, after 2§
hours this 15 usually impossible

SURGICAL TREATMENT —Since profapsing hemarrhowds are almost al
ways associated with first degree prolapse the surgical treatment would
be hemorrhoidectomy

Second Degree Prolapse or Procidentia Rectc

General hygieme measures should consist of removing as much stran
as possible by having the pauient defecate while Iying on his back o
side An alum enema (1 teaspoon to each pint of water) should be gnen
after each bowel movement followmng reduction of the prolspse Then
a hall of cotton 15 apphed firmly agmnst the anal opening and the
buttocks are strapped together with adhesive “Mmeral o should be
gnven orally and muneral ol or olse ol rectal metliations given mghtly

Seseral non operative nd operstne techmques for the treatment of
second degree prolapse will now be desenbed

NG\ OPFRATIVE METHODS FOR SECOND DECREE PROLAPSE

Quimne and Urea Hydracklonde Injection Method —Using a lu).»e:
culin hypodermic syringe and needle, about 2 mumms of § per fc:lrlxc
quinine and wrea hydrochionde are injected tto the cubmnco;a nb“"
prolapsed bowel 2t numerous pomts (fig 73} When this x}ag’dod&
completed the prolrpse 15 reduced and the rectum s pached wit xm“r—
form gouze The patent 1s hept comfortable with morphine sud '~
dosage depending upon the age of the patient—sedaties an
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Quiure rect? pexy —“rcnmmcm\ﬂ\ pnm'\n\y for cinldren and 18 quite
ample 10 petform

A spee wal needle with an €3¢ at the tip Y ulrm\ncc(\ through the
Jan ot the \m\cr border of the arerum A wts 10 teral m-\vg and the
up e P hed throngh 10 the tectum wndet gundance of the left ndes
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9 When the up © of the needle pmmu\u throngh the anu® 1t 18
thrended with thack wik and then withdrand

4 The «1¢ \\mccd sre as above 1 perform® od on the other mide of
the wacrum the eame ¥ ath th rerd hong (hreaded through the eye ©
the needle and withdraw?n

i ends of the «fh ar® ned over the sacrum and alloned 10
remain for 2 weehe and arc then cut and rcmo\cd ace fig (i3 Ths

operation 18 yer formed under gcncm\ anesthesi and 18 umformly sU¢
cesslul and desord of cnm\\\\cu\\ons

{inear Cautert ation

The P quahin cautery 1* another rechmque quie oftel pcr!om\c(\ and
imanably ucceasful 10 o chaldren 1n thae PT rocedure the pm\apﬂc(\ mucost
18 put on atretch and the mucosa 1% c'\n\enzc(\ 4 or 5 Lmes mna cadiil

of natillation® of Desitin cod et ol supposnoncq <oft diet and wntes
nal antieepuics quch 83 «u\(nsuudmc Terramyci? ae The pnncnp\e
of this pmcedmc 18 the {ormation © agar M9sUe petween submucosd
mucosa and muscularns
Exciston and Suture Mclhorll(B;\con\ Consists of

1 extenonang the rectal prolapse

9 making 2" anterio? and postern©r mucosal naiston the tength of

the prolapse
3 separaling the mucos? from the gubmucosd
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4 A suture 15 then placed connecting the two ends of the mesion
thue shortemng the rectum but wcreasing the circumference

5 The excess mucosa 33 trummed off and the edges sutured together
{See fig 75)

Many other formdable proredures have been described for the more
serious cases of second and third degree prolapse many of which require
abdominal, vagmal, or sacral approrches They depend mammnly upon
speatfic findings i each case and therefore the specific operatine
procedure should be based upon mdiidual findings

In the experience of the writer alum enemas correctne hahue
ehmmation of diarthea, strumng, etc , with the nddiion of the mjection
treat and an I simple surgical procedure, have relieved

the majonty of cases

Fic 74 Sutire Recroreny e o
required with s eve pear 100

L et seen ¢ the laters] macgin of b

b bessy stk tres! which 1

Good for brolapse m eholdsen A spreial
The needle 35 na ed through the shin and to the rectum &
§
fower border of the acrum The finpec i ereapry Yo seerun
drawn out of the anu  The procedure 1 sepeated <a the cppn md:“‘.’;:lnul P
The snsl ends of both sutures are tied ¥ pether and the outer en AN
sarrum General ane the 1a 1 required  suture fould be left sn gl

(After hir choer & Cantar)
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he 72 Ormamox por Reetae Trovarse (After Bacon)
Stepl The anal masgin 1 reteacted an ! the pr lapse 1 held taut with Allis forceps
Alnguufinal in v n s then nalesnth Tng ann [ the | wel and the muco a
separate ] 1y Hlunt i st 0

Step 2. The Iat ral edges of the woun] ar drawn apart to 8 ume 8 transrerce poc
tin Central fixaty n evture ¢ antraduce] anl exces noue 19 excised

Step 3 Tle edg « f the muc a ar sew 1 tcgether The anterior half of the opera
ton ss complete)

SCp4 A wmlsrproe fur 1 earned cut nothe 1 oters £ pert noof the prolapse

OTHFR OPERATIVF METHODS FOR
SFCOND AND THIRD DECREE PROLAPSE

The following procedures are mentioned for use in the intractable
recurrent cases Lut are only rarely necessary
Shortening lateral ligaments of rectum (Lynch)
lal foss1 obl ton (Hursl )
Cul-de sac abliteration (Moschcowtz)
Fixation of sigmod to psoas muscle {Martin})
Mobilization of rectum and fixition of recto sigmord {Pemberton)
Fascial repairs (Mayo) (Orr)
Procte Sigmordectomy (Babeock)




Chapter 17 ANAL STENOQSIS

4 NAL »a g ! or acquired narrowing of the anal

opemng or the anal canal This condstron 15 different from pec
tenosis, which 1s an anal tightness rather than a stenosis

Cr asstFicaTiov

Of all the various types of anal stenosis the postoperative 13 the most
common The other types hsted below, in companson, occur only
occasionally

ACQUIRFD

1 Postoperatne {most common type) Tiis condition frequently
follows the Whitehead operation or m hemorrhoidal operations where
teo much anal skin 1s removed

2 Fxcision of condylomas

3 Malignant Anal stenosis associated with squamous cell earcinons

4 Lymphopathua Venereum Anorectal stricture

5 Traumanc Injuries or burns with destruchion of exeessive anal
verge shin and anal epithelum, such a< falls smpalement, huilet wounds,
knife wounds heat burns, chemical burns

CONVGENITAL

See the chapter on congemtal malformations of the rectum and anus

PoSTOPERATIVE ANAL STFN\OSIS

Pathology ~—The excessive amount of shin and anal epithehum 1e
moved at eperation results mn a fibrous connective tissue replacement
and stenosss 1

Symptonts —The most prominent symploms are those of marked
straming At stool with pan both belore and sfter the bowel moyement
The duration of the pam s from several mnutes 1o an hour The fear
of & bosel mosement results 1n constipatian nd intestmal sta«s The
patient may state that the stools are pencil hike or ribhon ke and caa
only be made to move with the i of strong saline cathartics
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Ihagnosts —The dingnonis 1s based on the history of surgery, on the
above symptoms and on the proctologic finding of & bandlike narrow
g of the anal eanal and opening which may or may not admit the
examiming finger

Treatment

Prophylactic —All due precavtions mu t be taken at the time of
aurgery to mvond removal of too much anal shin and anal canil mem
brane The Whitchead operation 1s to be condemned  Postoperatine
omtment tip dilatation of the anal canal every other dy until healing
15 complete Thia 14 done with the patient lying wn the Sims position The
omtment tip (pile pipe) 18 placed an the anal eanal to the lt and 1s
moved from posterior to anterior uung firm pressute breahng up
ony exxsting adhering granulations In most cases this procedure mahes
finger dilatatson unnece<ary

Surgacal Treatment —An mcivon posteriorly through the entire anal
canal folloned by divulsion will relieve most of them The incision
should be extended down through the usually euisting pecten band
and the sphincter muscle 1f it 15 imvolved i the scar tissue

Postoperative treatment conusts of digital dilatation of the anal canal
and <hould he conttnued until the anus ts completely healed Desitin
cod lver o1l omntment <hould be inserted twice duly to facilitate an
casier and less painful hm and to accelerate healing

AMATIGNANT AnL STFNOSIS

This 15 the least frequent lacation for lower bowel malignancies Cases
of this type may desvelop incontinence or stenosis

Etiology —Squamous cell carcinoma basal cell carcinoma and col
umnar cell adenoma malignum

Pathology —See chapter 30

Symptoms —The patient complains of constant pun and discharge

Diagnosts —There 15 a history of constant anal pain and swelling
with the finding of an indurated lesion with an ulcerated center firmly
fixed to the underlying tissue Biopsy confirms the diagnosis

Treatment —Since 1 sq cell mal y respond to radiation
early anal carcinomi responds satisfactonily to surgical excision followed
by radium If the lesion has become very extensnve and has invaded 1nto
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the rectum proper, then an abdomino perineal resection, with a dissection
of the mgumal glands 1 performed

Avnoreetar  StmicTune

This lymphogranuloma venereum mfection euses partal stenows of
the anorectum rather than anal stenosis only For details of tins condition
see chapter 26

TragvaTIC

Enology ~Flls, ympnlements, hnife and bullet wounds chemical
and heat burns

Treatment —Ineision posteniorly folfowed by divujwion Postoperatne
digital lubrication until complete healing occurs

Prognosis —This 1s entirely dependent upon the extent of dhe mpury
and the rapidity with which trewtment s 1nstituted



Chapter 18 ANAL
INCONTINENCE

A. NAL INCONTINESCE 1< a pastial or total loss of control of the fecal
cvacuations

Friotocy

Anorectal Pathology —Prolapang hemorrhowds and procidentin reetr
«treteh the sphincter muscles and are responable for slight incontinence
Carcinomn of the anal canal seems 1o lessen the normal sphincterie tone
by mterfering with the innersation

Injury to the Anal Canal —Tlus may consi t of partunition 1njuries to
the sphincter impalement injurics and sodomy

Operative Injury to the Sphincter —TIns may follow fistula opera
tion Whiteliead operations for hemorchowds or foreeful dilatation or
divulaion of <plincters i the aged

Aerte lesions —Cord anus (tahes) tumors of the cord and cord
Injuries m1y ciuse contnence

Fecal Impaction —A conditson frequently mistaken for incontinence
by the panent 15 a postoperative fecal impaction with accompanying
hquefaction of <tool and cantinuous lethage and soihng of dressings
and underclothing

Following Anorectal Surgery —In some patients difficulty 1n keeping
the anus completely contracted and closed causes partial incontinence
and sothng

Following the Use of Anesthetic Oul or Efocaine —Following the use
of anesthetic o1l or Ffocamne during surgery results n partial incon
tinence for <everal weeks Occastonally a slough will occur with thewe
anesthetic solutions resulting 1n ncantinence

SymMPTOMS

The symptoms vary from partial incontinence s 1n prolapsing hemor
rthoids to a complete incontinence as in fistula operations after the
anorectal ring 1s ncised
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Duenosis

The diagnosts 1s based upon a history of previous hemorthod or
fistula operations, a back snjury syphlss, prolapsing hemeorrhods, <ec
ond degree prolapse, or procdentia Inspechion reveals a patulous o
gaping anal openmng Digtal 100 reveals the same

TREATMENT

The treatment 15 dependent upon the cause and whether or not there
1s complete destruction of the sphmcter—cvidence of mcurable nerve
lesions or carcinoma

Fistulectomy 15 the surgical procedure whnch most frequently gives
nse to incontinence and 1s usually due to merson of the entire anal ning,
or retention of packing within the wound for too long a period of
time postoperatnely

Palliative Measures —These consist of an early excision of prolapsing
piles and the mjection tr for procid rects Antil treat
ment 15 of no value 1 cord anus

Surgrcal Treatment —Surgical treatment for incontinence has not
been satisfactorv because of the great difficulty m keeping the suture
Iime from becoming mnfected The followsng methods have been used
suturing the cut ends of the sphuncter, suturing the postenor tnangle
for patulous anus Wredin Stone method of reconstructing a voluntary
sphincter by passing fascia lata under the penanal sk and attaching
them to the gluteus maximus muscle Thiersch operation, exciston and
radwm for carcinoma of the nal verge and exaision of the tumor of

the cord

Inasmuch as the Wredin Stone operation seems to hold out the most
hope, we herewith present tts techme Tins operation depends upon
the utthzation of the gluteus maximus muscles which are under the
control of the will

Technic —An attempt 15 made 1o stershze the stestinal tract by lh;
uee of sulfaswudine We must try to obtain the greatest degree o
tablets of suMasunidine a day, depending
upon the size of the patient for five days 1s the amount ordmanly! uiezi‘
Aureomvein 250 mg 4 tumes dmly for 3 days or Neomycin Gm tﬂ:'
hour for 4 hours starting at © am, then 1 Gm every 1 hours unts

asepsis Twenty to thisty
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two strong hnes of heavy black «lh which are tied to stnps of facma
tether Koontz facia or faseia lata), obtaned from the patient Each
thread starts from one of the lateral mcisions and 15 made to encircle
the anus sube ly but i opp directions, each forming a
separite loop The sirps of fascia are pulled through these channel
The two corresponding ends of each strip which pass above and helow
the glateal muscle fibers are pulled taut, so as to close the anus, and
are tied together about the muscle It 15 advisable to close the anal outlet
snugly The process 1s repeated on the other side (figs 76 77 78}
The wounds are closed with skin sutuses After heahng occurs the
pitient 1s mstructed to contract the buttocks 50 times a day for a num
ber of months to develap the proper soluntary control Fascia Iita my

§ Fasua Tapz"\\

oatineree (Sreden Stone Technic)

e side with gude thresd st place mn;u::‘
thread are left projecting "
hown tied to ead of #00

Stew

Fic 77 Openation For ASAL Inc

Subeutaneous di  ction ecmpleted for ons
from A to B 1o € and back 1o A Leop of rtdundrant
maron B and € 1o facbtate patliag, throngh of fasoia
thread {After Stone )
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he obtained by stripping the fasein hta of the thigh with the proper
in<truments or by ntiizimg ammal fascia Dt winclh are put up in tubes
by most mnufaciurers of catgut
Thiersch Operation Jor Anal Incontinence

This opertion 10 heneficial for rectal prolapse e elderly patients
The patient 13 pliced 0 the lithotomy posion and local mfiltration
of the perianal aren 1« admimistered A one fourth inch meision 13 made
ntenior and postertor about three fourtha of sa tnch ay from the anal
verge A largecaliber needle 19 pas ed deep nto the subcutineous tissue
from the postenior 1o the anterior ncisions Soft malleable wilver wire
220 13 bent into a U <hape and prssed into and through both needles
from the anterjor end untl they protrude through the posterior portions

Sirip of Fascia tted to Glubeus Masimus

e — —
Fic 78 OpenaTio¥ For ANAL INCONTINENCE (W reden Stone Technic)
B th etrips of fascia m place in subcutancous tunnel as shown by double dotted
lines The ends of the fascia stnips are pulled taut clo ing the anu  and are fastened

with & knot about the bundle of gluteus fikers E beginming closure of the small wounds
(Aft r Stone }
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MW
PN -

STEP 1

Stlver wire
1 00p under
skin

Twisted posterior
lin, ends of wire
\\\\\\.

\_ym}i‘\'\\_/
STEPZ2

Fic 79 Tus Tuierscit OperasioN
Step I Encirching silver wire Joops are passed through anterior and po tenior midhne
wounds A and B and snugged down
Step 2 The twisted posterior ends are turned i
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of both needles The needles are then withdrawn, leaving the silver wire
in place The wire ends are joined and twisted until they feel snug to
the wnserted finger of the assistant The wire 1s then cut short and buned
1n the subcutaneous tissue and the inciaons are closed with one suture
tfig 79)

If breakage occurs the wire must be removed and replaced by an
other If shin necrosis occurs the wire should be removed and the pro
cedure repeated several months later

Enemas as required postoperatively anal 50 times daly,
and continuation of antibiotics for several days following surgery are
important to obtain a satsfactory result




Chapter 19 PRURITUS ANI

P RURITUS AND 15 the term applied 1o stching about the anus and s
actually a symptom and not a disease entity Many forms of treat
ment have been advocated and a multitude of omtments have been
developed and recommended, although very few, if any, hme any
specific value The reason for the many difficulties imvolved 15 the fact
that the etiology of pruritus ani 1s not commonly understood or treated
only symptomatic therapy being advised

It 15 our purpose 1n this chapter to give a new working classification
of prunitus am and to give our mterpretation of its etological factors
and the simple therapeutic measures which we have found to give good
results for each type We are aware that we are omithng a number of
theoretical etiological factors i our classification but we have sim
plified the subject of pruritus am as much as we can for pracuical office,
and chnical working purposes and to 1vord confusing the subject

WornING CLASSIFICATION OF PRuriTUsS AN

A Simple Type

1 Due to discharge from fissure fistula or postoperative wounds

2 Due to Aureomyein Terramycin and other broad spectrum
antibiotics

3 Due to amebic cohtis

4 Due to pinworm mfestation

Fungus T1pe

Intractable Type

Neurogenmie Type

Allergic Type (Dermatitis Venenata)

moaow

GeNERAL HoMF TREATMENT FOR ALL CAsEs OF PRURITUS ANt

The following measures are general rules for home treatment of all
cases of pruntus am and are most important
1 Avod all toilet paper Clean anus wit

after bm s and on retinng
2 Apply a small pledget of cotton to anal verge 1o absorb discharge

Change cotton several times a day N
3 Avord alcoholic beverages and highly seasoned foods
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1 Sedatines especially one half hour before retinng guwe restful
eleep and prevent harmful mght «cratching

These general rules are 1 addition to the specific therapeutic meas
ures to he goen an the following pages for the various types of
pruritus am

SIMILF TYIF

1 Due to i charge From Fiseure Fistulh or Postoperatine Wounds

Any break an the <lan or mucous membrane of the anorectum will
create a purulent discharge whick 1s tmtating to the persanal skin A
fissure 1 drumng fistulh or a postoperatne anal wound will thus emst
diccharges that will give nse to pruritus am

The treatment of this type of pruritus am 1s simply the treatment of
the underlying cause such as <urgery for the fissure or fistula and con
tinuous treatment and <upervicion of the heiling of an operative wound
While the pitient 15 anaiting <urgery or in cases of postoperative
healing pruritus am can be controlled by :nstitution of the following
measutes

Home Treatment

Consists of the general home treatment ginen above plus
a 5% Boric 1eid omtment locally or
b Panthoderm cream {U S Vitamin Corp ) locally or
¢ Rx Phenol 075

Mentho! 0 25

Ung ammonated mercury (105 ) qs ad 300

Sig Apply locally after cotton and mineral o1l cleansing

Office Treatment
An external local application of 10% silver mitrate solution followed
immediately by another application of 5% tanmc acid 1n 95% alcohol
This combmation gives relief of the prurtus protects the dermatitic
penianal skin and promotes healing

2 Due to Aureomycin Terramyein and Other Anhibioties

Since the advent of Aureomycin and Terramycin medication a specific
type of pruritus am has developed According to statistics about 7
per cent of patients taking Terramycin or Aureomycin develop diarrhea
or frequency of bm s gaseous distention and pruritus am This pruritus
am has been described as an infection which affects the lower G 1
tract and anorectum Local findings are those of redness irritation and
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abrasions about the anal canal and perianal skin and sometimes even
ulceration of the rectum (practitis)

Home Treatment
Cessation of the offending medicition
Adequate mtake of vitamun B Comples,
& Abundance of cottage cheese huttermilk, acidophulus sulk or
tablets
d General home treatment, such as substituting cotton and mneral
ol wiping for torlet paper dry cotton to absorh penianal moisture
avordance of aleohobe beverages and <edatives as indicated
e Panthoderm cream, or
{ 5% bonc aud omntment
Office Treatment
a  Local application of a carbofuch pound (Carbo Fung solu
tion) to pruriic skin, or
b Local appheation of 1055 <ilver mtrate solution followed rmme
diately by another apphication of 55 tanmuc actd 1 955 alcohol

oo

3 Due to Amebic Cohitis

This according to our statistics and experience, 1s the most frequent
cause of prunitus am

It 15 only 1n the past several years that we have become cognizant of
the frequency with which we found changes m habit time associated
with prunitus an1 At first when we began stool examintions f.or p"Lx
<tes and ova it was surprising and, to us Jental to find l
istolytica present i the stool of many of these patienis Onee the
aseociation was manifest we began to search for other symptoms and
1 was not 1o find abd I cramps R L Q pans and
tenderness, frequency of bm’s and/or constipation, 15 well a< fatigue
anorevia, and weakness s

Many of these patients had been under therapy for spastic co"
or “chronic 1ppendicitis ant
y, and hemorrhordec

mucous colitis ’  regonal eolitis
decl

had been subjected to app y cryp ! :

tomy only to have therr symploms recur and perss

nd 2
Examination I)SUZI"Y rewﬂs a <1mp)e penanal writation o "
} Oce
S

e

negatine pr pic and $1g] g

sigmodoscopy may reveal amebic wlcerattons or more Irequcr;l }1’1(-]1
%

shght redness of the mucus membranes and =mal] prc[ uleer arr: s

are rased and reddened An tncrease mn secretion 6f mUCHs ¥

noted
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Many a physician has suspected amcbinais on a pitient and has had
repeated stool examunations which were negatne for parasites and
ova Very few techmeians arc sufficiently tramned n parasitology to
perform adequite examimations, and most stool specsmens are allowed
to stand for many hours before examination making 1t almost 1mpos
«ible to find any orgamisms whatsoever

Many amehicides have heen reportedly described with apparently
good results such as Fumdal Terramyein Bacitracin and Magnamyein,
but 1n our experience the above mentioned drugs lave not heen any
more successful 1n alleviating the symptoms or the parasite than the old
relinble drugs to be mentioned under treatment

In our hands diodoquin and carbarsone hue gien umformly good
results 1n about 900 of the cases We do not hesitate to preseribe
diodoquin and earbareone 1n those c1ses in which we suspect amebiasis
although the stoel examtnation 15 negitine Those cases which respond
climcally bat stll have positive stools we feel are carmers and we
advice 7 days of diodoquin therapy every month for 6 months Chromc
amebasis 1s a very intractable disease and very difficult to cure com
pletely One should not hecome discouraged 1f positive stools are
reported after several courses of treatment We occasionally include
the anubiotics 1n intractable caces (See chapter on Amebrasis )

Home Treatment
a  Diodoquin gr X three times a day for 10 days followed by
b Carbarsone 02 Gm for 10 days
¢ Repeat both of the above cour<es
{Carbarsone 1s a powerful arsenical and should not be taken for more
than 10 days at a time It should not be given to patients with Iner
or kidney pathology )
d Panthoderm cream
e 5% Boric Acid ointment
f General home care as deseribed before
Office Treatment
a 10% silver mtrate appheations to penianal skin fallowed at once
by 5% tannic acsd 1 95 alcohol
1 Due to Pinworm Infestation
Although we do see pinworm infestation occasionally 1t has been
paratively m our proctologic practice The pediatnicians

report the p of this cond more ly than the proctolo-
gists The pinworms are usually seen during sleeping hours Proctn
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FUNCUS TYPE

Fic 80 Fevcus Premioes ANt
A papulo-macular dermatiti with nng formation around anal onfice

b Injection of Nupercaine in o1l (Ciba) if the conditson 1s severe
and resistant to treatment The 1njections are made 1n 1 quadrants
covering one quadrant at each siting The 1njections are made
with the md of a 2 20 gauge needle with a 1 cc tuberculin
synnge The injections must he made <ubcutaneously fanning out
to cover the entire affected quadrant (fig 81) If the <olution 1s
mjected 1nto the shin instead of below or if a larger syringe s
used and pooling occurs a slough may result In over 27 years
of experience using Nupercaine 1n o1l and a tuberculin syringe
we have injected subcutaneously keeping the needle moving
constantly and have never expenienced a slough Results with
this treatment are excellent and somehmes even dramatic

INTRACTABLE TYPE OF PRURITUS ANt

Although there 13 no defimte proof 1t 1s our impression that ths
type of pruritus am 1s the end result of a longstanding chronic 1tch
possibly caused by the rrntating end products of putrefaction fermen
tation or chromc amebiasis The constant scratching and dermatitic
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FUNCUS TYPE

Fic 80 Fuvevs Primites Avt

A\ papulo macular d rmatis with ning formation around anal enfice

tatwon or chronic b The

Injection of Nupercune n ol (Ciba) 1f the condition 1s severe
and resistant to treatment The injections are made in 1 quadrants
covering one quadrnt at cach snung The mjections are made
with the md of 1 2” 20 guge needle with 1 1 ce tuberculn
syringe The 1njections must be made subcutaneously, finning out
to cover the entire affected quadrint (fig 81) If the <olution 1s
mjected mto the skin instend of below or if « larger syringe 1s
u<ed and pooling occurs =~ slough may result In over 27 years
of experience using Nupercaine 1 o1l and a tuberculin syringe
we hwe injected subcutaneously keeping the needle moving
constantly and have never expenienced a slough Results with
this treatment are excellent and sometimes even dramatic

INTRACTABLE TYPE OF PRURITUS ANI

Although there 1s no defimte proof 1t 1s our 1mpression that this
type of pruntus am 1s the end result of a long standing chromic 1tch
possibly caused by the irnitating end products of putrefaction fermen

g and dermatitic

e



Fic g1 Insecrrpy Taesrseny FOR Prumrrye Ay
Subcuuneolu Injections of Rupercamg o are mage frawrse from porgyy ¢ 23
and 4 Qg quarter 15 gon, at each sy,

Feaction oyer , Period of yegps results 1p fibrogis, abrasmns, and hely
82

enificaton (fig

Treatmeny of thys type 1s nop specific In othe, words ye attempt
1o give relief by a combinatipn of home, local, and surgical treatments
As the name ¢ Sntractahle Suggests, the condition 15 g,

hydro-

comsane), or
€ 5% bore actd ompmeny
Offrce T reatment
a  Local appheation of 105% sihver mitrte solution folloned mme
diately by 5¢, tannic acid gp 95 aleohol, or
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b Thrice weekly puntings with carbo fung solution

¢ Subcutancous injechions of anesthetic ol

H no relief 1s obtamed, or 1f several recurrences are expenenced
surgery 1o adviced

In our hands the cloverleal operation or  perianal neurotomy
hns given relief to intractable, chrenie recurrent pruritus ant patients
in 955 of the cises Recurrence after this operation 1s rare and can
usually be relieved by the injection of Nupercame 1n o1l and a few
Tocal trentments Fstablichment of the ‘gencril home treatment de
«cnbed previously 1s readvised It 1s very rare that surgery has to be
repeated The intractable type of pruntus am 1s the one type that
mo<t often requires surgery

Surgical Treatment

Patients scheduled for the cloverleaf operation can be told that
they will be free of the itching syndrome from the first day following
surgery All of them are sery grateful We have found this operation
to be one of the most gratsfying of all treatments for pruritus am

% *wié A I -
z T.o- - e
“;;«- - P R ]
a. ~ AN
INTRACTABLE
. TYPE

Fic 8« INtRactaBLe Prumitus ANt

Note the whitish discoloration (lichemification with erosins)

Thse changes are
usually only close to the anus.
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!
1 { Fig 83 step 1 One half nch

i masions are made m four
quadrants as ilJustrated. f
skin tags are present, the ex
cised tag areas may act as
the 1ncy 10n for the first step
i the cloverleal operation

Fig 8% step 2 A scalpel 1s
forced under the shin from
one meiston to the next al
JOUMDE a1 on as ghove

Fig 85 stepr 3 The sealpel
lying on us side 15 moved 1t
sawlike manner stvenng the
nerves as 1t separates the skin
from the subcutaneous i U

The blade cuts n one direc
ton and 1 then reversed
cutting 1n the oppe tte direc

tron unti! all of the nerves 0
the quadrant are seserrd

The knife 1 then removed
and forced subeutanecu Iy 10
the next meicn This pro

cedure 15 reprated until the

entire sul cutaneous prunifi®

area has been reparated fro™

the affected skin above

Fics 8387 CrovenLeaF Orzraion For Prumitus Ant



Irimmis Av 163

1

5 big B0 step 3 A homorat
' as gs ef from ene et on
1 to the n xt and the Joosened
! segment of pruntic skin 13
retracte | outwardly brnging
into siew the anal verge The
scalpel then [roc eds to sever
the nerves close 10 and n the
anal operung (which is alo
commonly affected by the
pruntic condition}

hig 87 step 5 \ finger 1s
dipped into an antiseptic so-
lution and pa <ed under the
skin an all directions to de
termine  whether any skin
and nerve areas are still at
tached to the subcutaneous
u ue

= e e

W

The cloverleaf operition consists of undercutting the penanal
pruniic <hin If there are shin tags fissure 1 ano or crypts the ex
cision of these pathological arens will constitute one of the ncisions of
the clover leaf operation A brief description of the operation 1s here
with given

Usually four rathal meisions ahout Y. long are made <tarting at the
anal margmn The kmfe 15 mserted 1nto the subcntaneous tissues through
one of these incisions 1nd pushed through to the next meision The
skin 1s undermined 1n this wy throughout the area of pruntus thus
severmg the superfici1l nerves i the area mnvolved n the pruntus In
some cases this undercutting 1s extended into the vulva 1n the female
Bleeding 1s controlled by pressure bandages which are removed
21 hours No oxycel or drans are placed under the skin flaps because

we expenenced severil sloughs following this technique (figs 83 84
85 86 87)
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Erunires A 1

Postoperaine Office Treatment

Postoperatise office trestment consists of applications of 10% silver
mtrate solution to surgical wounds, followed by a dressing of Desitin
cod ver omtment

Home Treatment

Home treatment conusts of aitz haths twice daily, Desitin ointment
apphed anternally and externally, phenaphen and codene gr 1, one
half hour before bm s and as necessary for pun theresfter

NFUROCFAIC TYIF

This type 15 characterized by a local patch of perianal dermatitis
which 1s etther rused thickened or weeping It 1s usually found n
ighly emotional neurotic types of indniduals and will frequently he
associated with areas of neurodermatiis 1n other parts of the body
(fg 88)

Home Treatment

o The general home treatment described previously

b Seditines as indicated One of our fvorite preseniptions 1s Lusyn
tablets I gr pe & hs

¢ Frequently these patients have emotional problems which require
the help of a psychiatrist We are not opposed to such treatment
and occasionally advise <ame

d 5% boric acid ointment or

e Panthoderm cream or Pantho F erexm (Panthoderm with hydro
cortisone)

Office Treatment

a Silver mitrate solution applications followed by the tanmc acid
solution thrice weekly

b Carbo Fung applications thrice weekly

¢ Nupercaine 1n ol snjections mto } quadrants 1 quadrant at a

sitting and 2 sittings 1 week (fig 81)
Surgery
If the above treatment 15 mneffective (and 1t frequently 1s) then the

clover leaf operation 1s advised as described before Excellent results
can be expected from this type of surgery
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ALLERGIC TYPES

Dermatiis Venenata (Allergic <ensunaty to anorectal atntments)
Many a patient has developed an acute dermatitis venenata about
the anus and peranal areas due 1o omntments or suppositanies prescribed
by « physician or drug,ist to which he 1s sensitive These patients pre
sent themsehves with areas of edema excornation, and weepmg areas
which may extend 6 to 12 mches about the anus (fi, 89)
Home Treatment
Cessation of all previously used anorectal medications
Pantho F cream (Panthoderm with hydrocortisone)
Bland duet
No alcohohe beverages or haghly seaconed foods
General home treatment of cotton and mumeral o n tead of
torlet paper for cleansing purposes
Weak potassium permanganate solution, ewlernal wrrigation teice
daily or boric acid solution compresses
g Jce bag to pertnal arer during excessive itching periods 1s very
helpful
h  Antihistamnes orally
1 Sedatnes for sleeping and during the day, 1s indwated
| ACTH or Cortisone 1s also gnven if above treatment does not pro-
duce results in a reasonable period of time
Office Treatment
a 0% sibver mitrate solution followed by 5% tanmc acid m 95
alcohal 1s good for local office treatment 3 fimes neekly
b Ths can be substituted by Carbo Fung solution (Carbo Fung
Chemieal Lab ) 3 times weekly

- ® a6 T2

Food Allergy —

Although we recogmze food allergy as a possible cause of
ant we have been able to get excellent results without gnang
problem any more attention than to adiise av ordance of Inghly i
foods and alcoholic beverages Homweer, sf all treatments fal an ‘ﬂ
differential diagnosss suggests food <ensitinly, we refer the pauent o
an allergist who 1s properly qualified to handle such a condition

praritus
the food
ceasoned



Chapter 20 DIARRIEA
FUNCTIONAL AND
ORGANIC

DiFrErENTIAL Diacnosis

W’m‘\ a pitient comes i compluning of a chrome frequency and
and loosencss of stools 1t 1s the duty of the attending physician
to determine whether the condition 18 due to a functional or to an
organic disturbance The results of treatment will depend entirely
upon this determination

FUNCTIONAL DIARRHFA

A paltient who 1s suffering from a functional diarrher will reveal the
following symptoms and findings

1 Frequent loose stools without blood or pus

2 No loss of weight or strength

3 Pr pic and sigmordoscopic examination resveals no ulcera
tive lesions or tumefactions

1 Stool <hows no gross chemseal blood

5 The blood count 1s essentinlly negatne

6 \r1y usually reveals an irntable colon

7 An Fwald meal may or may not present an achyhia gastrica

Although the functional diarrhes do not present any lustory of
anorectal bleeding occrsionally & patient may hase an associated
hemorrhoidal condition which produces periodic or regular bleeding
This condition can be esily ruled out by proctoscopic examunation

ORGANIC DIARRHEA (DYSENTERY)

A patient with an organic diarthea will come 1 complaiming of the
following symptoms

1 Frequent hquid stools with blood and pus

2 Usually a loss of weight and strength

3 Pr py and sigmoid py reveal <ome ulcerative or tume

factive lesion such as ulcerative proctitis polypoidosis pseudopoly
poidosis or carcmoma

167
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Proctoscoprc —lrregular, large, discrete, sloughing ulcers with under
mned edges Normal mucous memhbrane between ulcess

\ray findings~Changes m proximal colon and termnal tleu
most common

TYPHOID FEVER

Historical date —Leuhopema acute severe illness posttive Waidal
enlarged spleen nd rose spots

Digial —Negative

Stools —Bloody mucord, 1solwion of typhoid organsms 1 the stool

Proctoscoprc —Negative

1ray findings —Negitive

UREMIC COULITIS

Historical data —History of renal disease plus retention of nitrogenous
products m the blood

Digaral —Negatne

Stools —May contun blood and are frequently watery

Proctoscopre —Negative

X ray findings —Negative

CospITions Propucing FunerioviL Diarrura

If the patient’s hstory, liboratory findings, and proctoscopic ex
amtnation are negative and fit the outline on page 167 then the pitent
15 suffering from a functional diarrhea and one of the followng con
ditions has to be considered The first three of the following functiontl
condisons to he discussed are the most common offenders The re
marnng conditions are only rarely seen

CASTROGENIC DIARRHEA

Historical data —Hstory of a long <tanding duisrher with no Jo s
of weight or strength No blood noted n stools

Digital ~—Negatine
Stool —Negatnve
Pr pic and sigmordoscopic —Negtine

Y ray —Negane
Enald —Achlorhydria or hypoicidity



Diannnrs m

NEURDCENIC DIARRNE A

Historical data —Mhistory of perodic frequency of loose stools 1 a
pattent with an emotionally un<table makeup No blood in stocls no
loss of weight er strength

Digital —Negatne

Stool —Negatine

Proctoscopic and sigmoidescopic —Negatnve

\ ray —Negatine

Fuald —Negame

SIRUY AND FETLACRA

Iistorical data —Indeterminate wreegular typc of diarrhea wathout
blood plus dictary deficiencies

Digrtal —Negatne

Stools —Loose and watery allernating with normal stoels

Laboratory —Negatne

Proctoscopic —Negatne

\ray findings —Negative

Friorocic Crassitication of THF Diarnnras
AND DASENTERIFS

orcasnic AnD rFracrtionat (Fradhin)

The following 1s another clissification of the etiologic factors 1n
chronic and acute diarrheas and dysenteries by Willam Z Fradhin

which may further help in the dingnosis and treatment of the following
conditions

Troto oa Stropt ceccus
Enfams ba hi tlytiea Bargen diplxcnceus (nonhemolytic)
Balanti Jum col Hem hue
Trchowona int Salm nella lacili (Paratyphoid group)
Guardia lamblia Tu! rcle baaillt
Chiloma ux mesnih Trep n ma allidum
Bacteria Anerebic bacilli
Dysentery 1 aciflh M1 cellaneous group
Shiga Intestinal Worms
Flexner A canis lumi ricoidis
Sonne duval Oxyunis vermiculars
Park Hiss Trchinella  prrahs
Mt Dess nt

Strongyloides stercoralis
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Bacteria Ameba Relationship —It has been found n Isboratory am
mals that the presence of colon bacteria such as Eschenichin colr or
erobacter aerogenes implanted 1n the cecum of germ free guinea pzs
presiously moculated with 1meba produce typical ulcerative amebiacis
This may be mportnt becruse the successful treatment of mtractable
cases of amebisis usually require additional antsbrotic therapy

Influence of Nutrution on Amebuasis —Felsenfeld and Comess behee
amebic parasites are reduced under a high protemn low carbohydrate
diet Whether this mfluence 1s exerted on the amebre or the bacterns
15 as yet not known

Modes of Transmission —It 1s helieved by most ivestigators tht
the amebic cysts are transmitted through infected water, fresh vegetables
and fruns and by food handling carners

ParroLocy

Although the mitial lestons 1n 0 endamoeba Iistolytica infection are
found 1n the colon, extruntestinal mamifestahons are occastonally found
mn the luver, the lungs, and the pleura Rarely are cerebral and spleme
abscesses seen

Chromec Amebiasis —Apparently, asymptomatic cases may or may
not present discreet minute ulcers with normal mucous membrane
betneen The fivonte sites of the nfection are n the 1leocecnl, ascend
mg sigmordal rectal and pertanal regions Most frequently, chrome
amebic patients present only the cyst mn the stool without any visthle
mucosal findiengs

Amebie Dysentery —In acute wmebic dysentery the Jesions are more
exiensne presenting buttonhole ulceritions ringing in suze from just
vistble to a httle less thain 17 in diameter Submucous simuses may
connect the discreet ulcers with eventual conlescence and formation of
larger 1rregular shaped ulcers Bloody mucous 15 <cen but httle pus
unless secondary miaders complicate the nfection

Amebic Granuloma —A sausage shaped indurated tumor 1s occaston
ally found 1 any part of the colon or rectum resembling 1 eircinoma
or a chrome flammatory mass This 13 1mportant to keep 1n mind
when a carcimomatous like lesion presents itselfl on proctosigmoidoscopic
examination or Y1ay A biwopsy plus stool studies help to establish the

diagnosis
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FXTRAINTESTINAT MANHFSTATIONS

Prunitus Ang —The most common  extramtestinal manifestation of
amebineie 1e pruritus ani A mild smount of recurring and intractable
penianal dermanitis with <light erosions has been noted 1n at leat 50%
of our cves of amebn e

Hepantts and irer Abscess —The next most common extruntestinal
mamfestation 1« hepatitss which may be present at any time dunng
the course of infection and 1« the result of amelne infection n the rectum
and colon Abscestes are usually aingle and occur more commonly 1n
the nght labe of the Iiver The abecess contuna chocolate brown matenal
consi ting of hiner tissue and blood 1f secondary bactenal infection
occur< a purulent exudate 1s found on aspiration This 1s 1mportant to
determine hecruse antibiotic therapy as well 1s amebicides are then
ndheated

Pulmonary Abscess —Pulmonary abscesses may develop from direct
extension from a liner abecess or by embolism from the howel the
Iatter being very rare

Pleural Fffusion —1f the hepatic abscess ruptures into the pleura
without extension into the lung 1t may produce pleural effusion

RARF MASIFESTATIONS

Rare mamfestations of amebiacis are cerebral and splenic abecesses
Infection of the <kin occasionally occurs around a druning liver abscess

SyurToMs

D Anton: who has contnibuted a great deal to the <ubject of amebiasis
offers the following symptomatic classification Pruritus ant which we
have found frequently c1used by chronic amebiasis has heen added 1o
A and B of section 2 of the following

1 Asymptomatic amebiasis

Panent not co_nizant of symptoms with lesions not confined to
specific areas

2 Symptomatic Amelnasis

A Asyndromuc (formes frustes) —Mild toserma and vague gas
tromntestinal wntation with lesions wsually not confined to
specific areas Pruritus am may be present



173 Essentiats or Luniest Proetorocy

Bacteria Ameba Relationship —It has been found laboratery 1m
mals that the presence of colon bactena such as Fecherichia col or
terobacter nerogenes implanted in the cecum of germ free guinea pigs
previously wnoculated with ameba produce typical ulceratne amebiasts
This may be 1mportant becauce the successful treatment of mntractable
cases of amebingis usually require additional antibiotic theripy

Influence of Nutriron on Amebiasts ——Felsenfeld and Comess belese
amebic parasites are reduced under a high protemn low carbohydrate
diet Whether this influence 15 exerted on the amebae or the bactena
15 15 yet not known

Modes of Transmission —1t 1s belteved by most mnsestrgators that
the amebic cysts are transmitted through infected water fresh vegetables
and frutts and by food handling ¢arniers

PATHOLOGY

Although the initial Jestons 1n an end ba histolytica nf are
found i the colon, extraintestinal mamfestations are occastonally found
in the hver, the Jungs, and the pleura Rarely are cerebral and splenic
abscesses seen

Chronic Amebiasis —Apparently asymptomatic cases may or m1y
not present discreet mmute ulcers with normal mucous membrane
between The favornte sites of the mfection e 1n the teoceel ascend
1ng, sigmordal rectal and perianal regions Mot frequently chromic
amebic patients present only the cyst m the stool without any viaible
mucosal findings

Amebic Dysentery —In acute amebic dysentery the lesions are more
extensive presenting buttonhole ulcerations rnging m size from just
visible to a hittle less than % i diameter Submucous sinuses may
connect the discreet ulcers with esentual conlescence and formation of
larger iregular shaped ulcers Bloody mucous 1s seen but Intle pus,
unless secondary imvaders compheate the 1nfection

Amebie Granuloma —A sausage shaped mndurated tumor 3¢ occasion
ally found 1n any part of the colon or rectum resembling cnmnom;
or a chromc inflimmatory mass This 15 ymportant to heep 10 min
when a carcinomatous hke lesion presents teelf on pmcmsxgmmdoecomc
examnation or xriy A biopsy plus stool studies help to estabhish the

dingnosis
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FATRAINTESTINAS MANIFESTATIONS

Prunttus {n —The most common extramtestinal mamfestation of
amebitas as pruritus ant A mld amount of recurring and nteactable
penanal dermatitis with shght eronons hias heen noted 10 ot Teast 505
of our ctaes of amelnasis

Hepatinrs and Diwer Abscess —The next most common extruntestinal
mamfedtation 1 hepatttts wlich m1y be present at any time dunng
the course of infection and 1s the result of amebie infection 1n the rectum
and colon Abscesses are usually single and occur more commonly 1n
the right lobe of the hver The abscess contmns chocolate brown matenal
coneisting of hser ssue and blood 1f <ccondary bactersal infection
occur< a purulent exudate 1s found on aspiration Tius 1s important to
determine beeawse antibiotic therapy as well as amebicides are then
idieated

Pulmonary Abscess —Pulmonary abeces es may develop from direct
extension from a liner abscess or by embolism from the bowel the
latter bemng very rare

Pleural F ffusion —If the hepatic ab cess ruptures into the pleura
without extension into the tun, 1t m1y produce pleural eflusion

RARF MANEPFSTATIONS

Rare mamfestations of nmehiacis are cerebril and splenic absces<es
Infection of the shin occasionally occurs around a draning Iinver abscess

SyvpTOMS

D Antom who has contnibuted  great deal to the subject of 1mebiasis
offers the following symptomatic clt sification Pruntus ami which we
have found frequently ctused by chrome amebiasis has been added to
A and B of <ection 2 of the following

v Asymptomatic amelnasis

Patient not cogmzint of symptoms with le 10ns not confined to
specific areas

2 Symptomatic Amebiasis

A Asyndromic (formes frustes) —Mild toxemra and vague gas
tromntestinal irntation  with lestons usually not confined to
specific areas Pruritus ant may be present
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Karyosome
M clear Hemt ane

n..ex-w-/-t-“i‘ Cytoptarm
cmu!c d ‘L’\\:ycy.ﬂ Wall

Amebic Cyst

4 Blood
Cells
g/
ucleus
reudopodia
Amebic Trophozotte
AJvungtd
“18
Amrb-c Ulcer
Amebic Ulcers
Fic. %0 Asteaic Cysts Aminic TRoPnozottes Ao THE Vamiors Staces asp Tyees
or Asestc Utcins
Note that the ulcers are discreet with apparently normallooking mucous membrane
between the ulcers

Dracnosis

The absolute and mo<t important finding 1n amebiasis 1s the visualiza
tion under the microscope of the motile or cyst forms of endamoeba
histelytica (fig 90) Pr pic and sigmoid
help corroborate the dingnosis This 1s usually nccompllshed by the
following

I aboratory Tests

1 Fresh <tool—unstained

2 Fresh stool—stained wuth D Antoms s lodine stain

3 Fuxed smear—using Faust s Hematoxylin stain

1 Zinc Sulphate Ceninfugal Flotation Test

5 Compliment fixation test {still in experimental stage)

These tests are added 1n this chapter so that the proctologist surgeon
and general practitioner will be famihiar with the procedures and will
be in a posttion to intellgently request same from the laboratory or
laboratory techmician

It must be kept 1n mind that a negative stool 18 not proof that ame
biasis does not exist Tests have to be repeated and occasionally sus
pected cases are placed on amebicidal treatment with negitne findings
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Regular Routine Test Procedures

1 One to three normally passed stools exammed for ameba

2 Swab the ulcer of the mntestnal mucosa through the sigmordoscope
and examme for ameba

For Elusive Problem Cases

1A morning stool following 1 sahine purgatne the mght before
(Use Ixboratory tests 1, 2, and 3 7bove )

2 1/ hours before stgmardoscopy an enema conssting of 1 quart
of physiologic sthne (2 drims salt to a quart of water) 1s wdmims
tered After evacuation, repest a similar salt enema nd «ne the
last portion for exammation (Use Iboratory tests 1, 2 3 and 1)

3 Dunng sigmoidoscopy, 1spirate susp areas with long ghss
tube, to which 1» attached a rubber suction bulb (Use direct fecal
film exammation ) It has been found that the abose three pro
cedures produce the Ighest percentage of posinve findings
(90%)

In cecal infections, cysts are usually found while motile trophozortes
suggest recto sigmoidal 1nvolyement Comphiment fixation tests, although
90% efficient, wre still 1n the experimental stage and usually not obtun
ble becnuse of the difficulty n obtaining, preparing wd standardizing
a suitable antigen Clusters of fatty acid crystals i the stool have recently
been shown to be found 1n cases of chromic amebiasis, which do not
reveal amebic cysts and trophozoites

Siemoiposcoric FINDInGS

Chrome Amebiasis —In chrome 1mebiasis there 18 usually no mucosil
findings QOceasionally one does see typreal yellow elevated nodules or
pinhead size discreet uleers with 1pparently healthy non mflamed muco 1
between (fig 91)

Amebic Dysentery —In amebic dy<entery the lestons are minute OF
culir pits or depressions The margins of the typrenl smebic ulcer ar}c
undermuned, and the flaor 1s covered by 1 grayish white matenal which
contuns amebre (see fig 90) The ulcers range from 2 mm to 3 om
1n diameter Submucous sinuses may connect the discrect ulcers with
eventual coilesence and formation of larger irregular chaped uleers
Bloody mucus 1s scen but no pus unless eecondiry 1y iders camphmh;
the nfection As the word ‘histolyticr 1mphes there 1s a hyas ©
tissue the endamoeba Instolytien not heng & pus producing organism
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dicat o oenbie [rouleerane s hie 111 17 arr w oindicate  Jater stage <l
amelic ulcers.

Disrrnesriar Disesosis

Cysts usnally suggest infection sn the cecum winle motile trophozoites
are mostly found tn paticnts where the lesion 1s mn the rectum and
sigmoid In joung, people with acute pulmonary conditions where the
mitl x ray revenls complete obliteration of the lung field on the nght
side cyats are frequently mistaken for an empyemt or a tuberculous
pleural effusion Howerer the demonstration of = chocolate brown viseid
Auid, plus stool findings of end umoeha histolytien estabhsl: the dirgnosis
of amebiirsis with hepatic 1nvolyement
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In older people with chrome amebnasis ruptured hecessev o the
pleurt have heen mistahen for malignancy of the Jung nd plesra The
visual chocolnte hrown flwd obtuned on thoracentesis plus the absence
of tumor cells on smer of the fimd and the esidence of an mlectious
process as shown by 2 ligh wlnte blood cell count wnd mcren ed tem
perature, est1blish the diagnosi~ of amehisis

Some crses of lner bscess have heen mustiken for pneumonin be
cruse the pitient presents 1 pictwre of sudden we chest pim with
vy findings 1n the night Jower Jung simulating primary pneumomtrs
Laterdl views plus other findings establish the diagnoms It has heen
suggested that 1t 15 wise to consider the possibility of amebiasis n any
chest lesion w which the ren of the night dipliragm 1s obscured

If there 15 1 reduction in escursion restricted mobihty or fixation
of the nght leaf of the diiphragm obliteration of the eardiophreme
wngle slight 1cterus elesation of the white blood count Iever with
normal Inver function tests 1mehic 1hscess 15 usually the dirgnosis

TREATMENT

Whenever there are many remedies offered for the treatment of a
disece one can be certun that there 15 no specific drug and that cures
are hard to obtun This 1 true of amebinsis We have excelient remedies,
and we can control the disease, but we sometimes wonder whether we
ever completely eradicate the parasite Thus 15 1lso the optmon of others
who see and treat a great deal of this prevalent condion Howeves by
getting the disese under control and by geting the patients sympiom
free nd hy prescribing Diodoquin for & week once 1 month thereafter,
we can heep the disease under control nd rehere the patients ot therr
svmptoms m about 9 out of 10 cases The combinations of trentment
~nd laboratory examanition used m the treatment and control of acwte
and chronic wmebiisis are given helow .

The drugs are divided nto the following groups nd are presentec (x!x:
each group 1n the order of therr found yilue and tendency towar
systenue reactions they are tbo presented to ard the physician 1,\:
changing courses and medications when reactions occur Dosage
gnven for each

1 10D0QUINOIINE

Diodoquin—6 10 10 tabs (10 gr ) duly for 16 to 26 dnys e
Jioform—15 10 30 Gm duly for 7 to 10 days My proc
undestrable G 1 symptoms)
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2 ARSENICATS
Danot u e thie drug when liver damage or ntolerance to arsemeals
1w known Do not u e thie drug for more than 10 days at a time
Carbarsone—025 Gm BID for 10 «dnye
Welthis—suppo ed to be le<s tovie, 05 Gm 3 times daily for 7
drye (Dot as good i children as m adulte)
Fumadid—not fully evaluated as yet Do e 20 mg 3 times daily
for 10 d1ye

T AMDOGUINOTINES
Chloroquune—Arlen (abeotbed rapidly and has a low tovicity )
Frequently used mstead of Fmetine Good in hepatic amebinsis
not an the colon vanety Dhodogquin can be gnen concurrently or
after chloroquine Dose 1 tabx duly for 2 days Then 2 tabs daily
for 2 to 3 wecks

ANTINOTICS

To eradicte inte<tinal bactenia the presence of which scems
necessary for the growth and multiplication of amebae
Penteillin—600 000 units dauly

Sulfasuaidine—Dose 6 to 10 1abs duly Can be used mnstead or
alternately wath lhn followed by Diodoq
Achromyein—Doc 2 Gm duly for 10 days

Terramycin—\May produce undesirable «ide effects Do e 2 Gm
daily for 10 dnys

Aureomyctn—(1Is absorbed and has a systemic effect) Myemn
drugs <hould not he used when there 13 a history of nausea vomt
ing dirrthea  abdominal pun and pruntus am following the
previous use of such drugs Dose 1 Gm daily for 10 days

FXTRAINTESTINAL AMFBICIDFS
(LIVFR LUNC AND PLEURA REMEDIES)

Emetine—(lughly toxic and should be used with great caution)
Dose—1 gr a day subcutaneously for no longer than 7 days

E B I (ImetmeB: h lodide) P d t for ambulatory
cases because of touiety Considered good by the Enghsh Used in
mntractable cases Dose 65 mg tablets am and pm for 10 days

Milibis wath Aralen—Therapeutic test dose two tablets thrice daly
for 7 days For a quick start and for rapid resulls in troublesome
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dfficult cases, an wjection of 1 gr emetine hydrochlonde and 1 cap-
sule of Carbarsone 6 times on the same day 15 gnen This combination
may also be used s a therapeutic test If the patient recenes prompt
rehief from the above amebiasis should he diagnosed even though the
stools are negative The following are the five types or stages of ame
biasis and the trement for each The prophylsctic treatment 15 abso
mcluded

SuccESTED COURSES OF TREATMENT

1 PROPINLAULTIL TREATMENT

1 Drodoqumn tab gr X t:d

2 CHROVIC AMEBIASIS (COLON TYPE)

1st course
Diodoguin gr X tabs —4 1o 6 tabs dady for 10 days
Carbarsone 025 Caps —1 twice duly for 10 days only {very toue)
Diodoquin—same as aborve for 10 days
Carbarsone-—same as above for 10 days
Bland hugh protein diet
Repeat stool analysis 1 weeh after cessation of medicition

2nd course
If the stool stll shows cysts prescribe
Achremyon 2 Gm duly for 10 days
Aralen Milibis Tabs —2 tabs three tunes a day for 7 days
The bove drugs are gren concursently
Examine stool after course of therapy

3rd course
1f siool 1s still postne prescribe and admumster
Combrotic {Pemieillin and Streptomycmn) 1 ec dally for 6 day¢
Aralen—1I tab twice duly for 11 to 21 days

Alternate courses
Combrotic for 6 days followed by
Achromyem 2 Gm m divaded doses
Aralen and Milibis concurrent with abore 1 tab
for 16 days

four times & day
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ANMFRIC DYSEATFRY

1st course
Fmetine—1 gr daly for 7 days«
Diodoquin—gr \ 2 tabs 3 times duly for 10 days
Bland high proten diet
Check rectal igmoidal mucost with sigmotdoscope and repeat stool
If poutnne findings wart a week and gne the following

2nd course
Aralen Milihis tabe —2 tablets twice duly for 7 days
Achromyein—2 Cm  daily for 10 days

HFTATITIS

Chloroqmine (drug of choice)—1 Gm dmly for 2 days and 05 Gm
daily for 19 dys If toxic symptoms develop discontinue medication
for 21 to 18 hours

Thiamine—100 mg and Rubramin 30 mg hypodermically daily for
30 days

Diet—I ow fat ligh protein Jugh carhohydrate dict

Stool—check six wecks later

HEPATIC ABSCESS

Some absceases will hieal with drugs alone others require needle
aspiration and drugs and sull others require surgical dramnage and
drugs Treatment should be tried 1n the above order

SunMARY

Chrome { b 18 the most form of this disease

and should be suspected when patients complain of pruritus am or
vague abdominal symptoms (The ulcerative dysentery type occurs in
only 5% of the cases ) Where physicians are cogmzant of this disease
and look for 1t they find 1t A negative stool does not rule out amebiasis
Several stools should be examined some after a saline laxative if the
ameba 1s difficult to find Amebie hepatinis should be suspected where
an enlarged and/or tender hver 1s found A liver abscess which 1s not
very common should be kept 1n mind and suspected when xray ex




Essz'vmu OF Curvyey, Pr Torocy
AMmmagop, Teveals an Cont, gl (Imphra"m ray
€Xampg, 101 of 4, col Y also Joe, N amep,, Mseyd Pleura)
ud g, o Withoy loo, ul nsidereq 10 Mebic
Tuptureq bscess
8mord,, Pe 15 Yaly, le 1 Suali, g diser,
With ap, My healyy MUCOUs e,
M obtayy, g by Psies fo,

et amep,e uleers
rane bemeen I
Hlereny;qp diagnoe,,



Chapter 22 ULCERATIVE COLITIS

U s cotttis ol o bnawn acsdiopatine uleeratine colibia and
thrombo ulceratine colitis 19 an acute and chrome disease of the
reetum and colen 1t ax charactenszed elimieally by frequency of bloody
purulent stool crampy abdommal pun fever and ancmin This dise ¢
WMthough quite frequently observed an Targe chme s seen only ocer
<onally i the prvate practice of proctologasts

Uleerative colitia 1s ehramie tn nature and 1« notorsous for its cxacerhy
Tions and temismion Many obsersere believe that the majonty of patients
never pet nd of their disease entieely exeept when aleo tomy and colee
tomy lase been performed Resuratory and mtestinal anfections emo
tional stress overfatigue and jHegnancy tend to produce recurrences
Uleeratne colitis ahould be differentinted from <o-called arntable colon
commonly ealled colitis or  mucous coliie which 1n the true sense
1 not 1 colitis at all Trratable colon ptients do not present o proctologic
eture of bleeding ulcers or pus The mucous membrane in these case
appears tnisct

Friot0cy

Despute extenaine study 1 many metitutions and despite the presa
lence of uch theories as hacterial infection nutestional deficiency Al
lergy metabiolic disturhanees lymphtic obstruction inereased lysozyme
rychogemic and metabohic fretors the cause of uleeratnve colitis re
muns unknown [t may begin at any age but 1t 15 most common n
both cexes hetween the ages of 18 and 10 females predominating shghtly
The disease 13 not mfective or transmssable 1t rarely occurs 1n more
than one member of o fnmly and inherited susceptibility 1s believed
not 1o exist

The diserse may accur at any time of the yewr but 1s thought to
bresent more exacerhations in the fall and winter It may follow respira
tory or enteric infections or eveessive emotional strun However many
cases deny any association between these factors wnd ulceratne colitis

Patnorocy

The mucous membrane becomes studded with pinhead sized abscesses
which break down formuing ulcers The ulcers tend 1o become confluent

18>
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Fic 92 ULceratine Cotrris
Top hall indicate acute stage tfollicley swollen } Bottom hall mdicate chronte stz
¢ uperfi 1al uleer and granular area )

destroying etensie portions of the mucost (fig 92) In milder case
the mucos1 remains peppered with ulcers which bleed ersily and form
2 bloody mucopurulent discharge In the chronic intractable eases
tremendous thickemng of the submucosn and the subseroen hyper
trophy of the muscle coat and 1 .eneral shortening of the wlole length
of the large bowel oceur The complete depth of the glands of Iieber
Lulien are infected Trequently the mouths of these nfected glnds re
temporarily sealed but burst forth to form nleers Becau e this diser e
ffects deep layers of the howel 1t becomes obvious that antieseplic
enemns or wrnigations are of hittle value Where severe muco<] destruc

tion occurs  pseudopolypoidosis re<ults
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TREATMFNT

The patients with chronic ulecrative coliis present a challenge, first,
because the physician 1s expeeted to treat a discase the cause of which
15 unknown and second hecause there 19 no nssured treatment However
there 2re many yrluable treatments which do bring relief and remissions
and afford the patient a fairly normal evistence

The prmary treatment for ulceratne colihs 1s medical Surgery 13
used only for intractable cises for complications and for unresponsive
fulminating evzes Treatment of ulceratnve colitis should be divided nto

1 Symptomatic treatment

2 Supportise treatment

3 Specific treatment

1 Fmergency treatment

1 Symptomatic treatment con<iats of sbundant rest for the mild case
but the patient should be kept ambulant performing Ins regular duties
In <evere cases hospital rest 1s indicated and necessary There 1s usually
a protem nd vitamin deficit due to the poor intake of food increased
nflammatory exudite from the bowel 1ncreased catabohsm during
fever and imparred hepatic function Therefore  blind Ingh protemn
diet for several months 1s necessary o correct the protein deficit
Bismuth compounds Colloid1l Kaolin pecten atropine ke drugs bar
biturates and occasionally for <hort periods the opiates are useful
adjuncts

2 Supportie treatment consists of massive doses of vitanuns Iiver
blood transfusions saline and glucose parenteral alimentation

3 Spectfic treatment includes anbibiotics sulfa drugs and psychoso
matic treatment

4 Emergency treatment should be done for impending perforation
and obstruction and consists of an ileostomy with or without a total
colectomy depending upon the condition of the patient

Tyees of Casts

There are three essenhal types of ulcerative colitis
1 The mild case

2 The ntractable case

3 The acutely 1ll or {ulminating case
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1 wp cases

The mild cases do not appear very 1l and are usually able to carny
on their respective duties The temperature 15 usually normal or shghth
elevted There are few, if any, other general symptoms These patients
have several bowel movements a day, but are not incapacated The
ulcerative cohtss 1s usually confined to the rectum and sigmoid The
disease may last up to 2 or 3 months and then disappear Jf it 15 a
real ulcerative cohtis 5t will probably recur at some future ume, such
mstances constitute about 405% of the cases

Diet —The diet should be hugh n protem and carbobydrates and
low mn fats Swee ther absorption rate 1s decreased, these patients
should be encouraged to eat at least as much as, or more than, a normal
person  All vaneties of food should be mcluded except such gassy
vegetables as garlic, onions and the cabbage fanuly As many as six
feedings a day can be given to accomphsh this result At first, the diet
should exclud h I and ch I irntants such as uncooked
frunts and vegetables Cond mulk, alcoholic beverages nd ex
cessnely hot and cold drinks should also be asorded Vegetables snd
fruts do not need to be pureed Later, when the diarrhea cubsides
cutzus frutts pears bananas apples, and green leafy vegetables can be
added to the Ingh protein high cashohydrate, and Jow fat diet Vitanuns
psychotherapy antibioties, sulfa drugs and cod Iiser o ( Desitin} sup-
postosies as mdicated and described under ntractable type of ulceratne
colitis 1n this chapter should al<o be used

2 INTRACTABLE CASES

Intractable cases are the common variety and constitute about 807
of the number seen They are known for thewr chronic continuous activity
with varymg degrees of sncapacity These are the cases that go on folt
months or years and are stubbornly ressstant to my and all ln:znlm,eﬂl
The entire colon 15 usually nvolsed plus Irequency of bloody purnlen
stool, anemua shght or great debility shight wcrease (emperalucr’c‘
and pulse rate and varymng degrees of weight loss Complications su !
as arthnns fistulae erythema nodosum and hepatic disturbarices ar
found 1n ths grou

Despte clxgxca!precunences roentgen findings do not app;:!rlf“ ;:
change The wmount of 1 alvement noted at the first x ray exam



ULcrramive Conrmit 189

Fie 93 Urceraive Courmis

Noute narrowing and smoothness of the bowel contour 1n the descending and sigmoidal
areas giving rise to what has been called the lead pipe colon
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Fic 91 Utcoarve Coums
Notice the marked hypenrnitabihity lack of hau trations narrcwing and feathrnng of
the Lowel contour See figure 95 for higher magnification of the f sth rel contour of
the descending colon
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ustally remuns unchanged at future studies In some cses, repeted
rocnigen examinations over a period of years show no changes from
normal (figs 93 91 95)

Diet —Tlie diet should consist of bland food appealing to the patient
and <hould be e« entially hugh protan, hegh stamin lugh carbohydrate
and low fat Wilk scems to he troublesome and should be omitted The
cabibage and hean families as well as amon and garlic are best omutted
These patients <hould be encourged to eat more than the average person
beeause their absorption quotient 1s dimimshed  Aleohol 1 any form
15 detrimental

Fatamins —Ramd chminttion and reduced absorption of food also
means a dimimshed vitamun and mineral salt intahe Therefore vitamins
and mmneral s1lts in Iarge quantities 13 good supportine treatment Any
good vitymin and mineral <alt capeule 1n therapeutic doses can be
prescribed

Psychotherapy —Psychotherapy has a plice wn the treatment of
ulceratine colitis to help stabihze the patient = emotional hife  Careful
Listening to the patient s prohlem with 2 bit of good old fashioned family
doctor s advice 1s a benefit The attending physieian <hould constantly
provide encouragement support and sympathy to the patient A patient
should be repeatedly told that he 1s going to be well he should never
be told that he m1y be a permanent sem: nyvabid

Occasionally patients with problems too time consuming for the
attending physician or too complex to cope with <hould be referred to
a psychitnist However treating this type of patient <olely from 1
psychiatric approach witheut <erious considerition to the medical man
agement may lead to disaster

Antibioties —The purpose of antiiotics 1 ulceratne coliis 15 to
keep superfical infection in the howel mucost mlubited thus helping
to mamtain ssue resistince Chloramycetin 1s our antihiotic of chaice
guen 1 doses of 2 caps 3 times daily for 7 dvys on and 7 days off
After the condition 15 under control Chloromycetin should be given
for a long period of time for 7 days once a month At no time have
we noted any evident change in the blood forming organs nor have
we seen any adverse side effects

Sulfa Drugs —Our choice of the sulfa drugs hs been Sulfathaladine
gnen 1n doses of 3 tahs 4 times duly This drug 1s alternated with
Chloromycetin one week on and one week off There 15 a mummum of
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High magnification of a ection of the de cending colon 1 fig 9% showing lack of
haustrations and marginal feathering” or “fnnging” n advanced ca e of ulcerative
colitis
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abeorption with this sulfa drug and no side effects or change in the
blood forming organs

Azopyrine hns been used by us as well as others as another adjunct
in the treatment of the chromie ulcerative coliis patient We feel that
1t 18 beneficial The drug 1s deposited 1n the connective issue of the
inte tine It may cause temporary side effects such as nausen, vomting
headaches fever dermatiis generalized body acling however, if the
drug 15 discontinued, the symptoms quickly subside and the drug 1s
then continued agun The dose 15 2 tahe 3 times per d1y for 2 weeks
Thus 1s followed by rest for 2 wecks and another course of the sime
drug once or twice depending upon the case response and progress

Sterord Therapy —If patienta with chromie vleeritive coliis do not
improrve or have not improved with sulft antibiotics =edatives ant
spasmodics ele , they are hospitalized and given ACTH 1njections 1ntra
musculirly 10 to 200 mg daily or oral admimstration of cortisone 2
tibs 2 to 1 umes duly The thernpeutic response and the stage of
disease determines the dosage It 1s safest and best to start with small
doses such as 10 mg ACTH or 100 mg corticone increasing to the
maxmum dosige as indicated by the climcal response Long term
therapy 1s advicable and gives the best results

ACTH and cortisone treatment <hould be started in the hospital
where the rare complicttion of perforation or psychosis can be met
adequately and promptly 1f the response 13 satisfactory and progress
good the patient may be sent home and maintaned by Achtar gel
njections once duly or oral cortisone until salisfactory and sustvined
chineal improvement 1s obtained In many cases the response 1s dramatic
stmulating a spontaneous rermssion with a rapid disappearance of the
acule symptoms a reduction 1n temperature 1mprovement appetite
marked alleviation of the bloody purulent diarrhea and = feeling of
well beng This improvement of the patient may It for an indefimte
pertod even after the steroids have been discontinued However if a
relapse occurs reinstitution of treatment agamn produces a rapid response
and an alleviation of symptoms

Possible complications such as hemorrhage psychotic symptoms
Cushing s syndrome sodium retentron and edema perforations from
old peptic ulcers and perforations of the intestine should be Kept 1n
mind Local tenderness wnh signs of peritoneal tenderness and marked
d on g Zic e suggest perforation and call
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for immediate surgery However, in our expertence fiormonel treat
ment has been satsfactory and dramatically helpful Wik careful ob
serration complications hate been munmal and of no serious umport

Cortisone by the miramuscular route m some cases produces more
rapud response m acutely il patients I thos proves weffectine intra
venous adnumistration of 20 mg of ACTH every 12 hours sn 500 cc
of dextrose 1in distilled water should be tried Cortisone 100 125 mg
can be guen twice dadly for 10 1o 21 days Gradual reduction 1n do age
for 5 1o 7 days before termmation of esther ACTH or corticane 1s
advisable

H water retention and edema occurs sodwm chloride restriction
should be mstuuted I not effectne postassium chlersde 09 Gm 3
tmes daily should be added

‘The lysozyme titer (mormal 5) 15 mncreaced n wleeratne cohtt
Sterowds have been found to reduce this iter Antilysozyme compound
such as Aerosol OT and henadecyl sulfate do not produce notenorthy
Huprovement

Supposttories —Cod hver o1l supposntorses {Desitin) tend to anay
rectal tenesmus and shonld be wserted several imes duly QOceasionally
we resort to opwm and bellxdonn suppositories but only for a short
pertod of time as they sre habyt formng

3 FULMINATING CASES

Fulminatmg cwes fortunately are the smallest group They wsualls
are the acute exacerbations of the intractable group of cases The oncet
1s usually sudden accompanied by ncreased temperature, tachycardia

emia abd i dist prostration, dehydration and 20 to 30
sangumeons purulent stools a day These patients frequently become
toilet nndden Comphications such 1s hemorrhnge, perforations periton
Itis abscesses and fistulse marhed anemi electrolyte 1mbalwnce and
Iiver damn,e are common The progoosis sn the e cases 1s usually grase
although occasionally <ome have a spontameous unexplunable arre t
These are the cases that requure sleostomy as a Ife swing procedure,
althoufi consen ative surgeons reject them 1s unsafe surgrcal rt ks

The onset of persrectal suppuratine compheations s marhed by an
wtense flare up of fever lugh temperature nd chilis The rectal changes
are not isible =t first nor does digital exammation reveal any poﬂllﬂ(
findings About the ffth day the patient will camplain of some perzany
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pan and an edematous red spot will appear at the perrnal region
making a correct dingnosis posaible

Tosputalization of the acutely all or fulminating case 1s ahsolutely
necessary and <hould include mental and physical rest, restoration and
muntenance of flmd, protemn, blood and electrolyte balince During
the acute fulminating attrck these patients lose Jarge quantities of the
abose mentioned blood constituents and replicements should be made
as quickly as Iihoratory tests determine the deficiencies

Flectrolytes —W hen  deficiencies of potassium, chlondes  <odium
ealerum or albumin have heen determined by Isboratory tests infusions
of glucose m either =aline or distilled water with the addition of the
above supplementary constituents <hould be admintstered until normal
electrolyte lesels hve heen established by further Inboratory tests

Dret and Noursshment —Oral feeding duning these acute episodes 1s
not handled well by the patient Fluxds up to 3000 cc duly including
blood protemns plisma glucose and electrolytes are gven as wndicated
This type of feeding 15 usually hept up for about two weeks or Jonger
if necessary A good time to <top parenteral alimentation 1s when the
<tools have been reduced to 2 to 1 movements a day which 1s usually
around the fourteenth day When the acute symptoms subade farina
botled nice clear broth melbi ton t butter eggs tea jello and custard
are permutted  Later a bland dict and finally 2 gradual relaxation of the
dietary restrictions until the patient 1s permutted to select additional
foads which are appealing The total duly intake <hould be about 3000
to 1000 calones

Blood Transfusions are indicated 1n most ci<es and prove beneficial
The amount to be given 1s determined by the indications

Sed. and Antusy d. Acute fulminating cases do not handle
oral medication well Sedatnnes and antispasmodics are ndicated and
necessary especially 1utonemic ganglion blocking agents such as Pro
banthine 10 mg plus 25 mg of Benadry! mntrivenously three times duly
(Bercovitz} The doses of the drugs are doubled at bedume This com
bination of drugs gives the patient a lugh degree of sedation and ant
spasmodic effect This may be continued throughout the period of
parenteral feeding

Antibotics —Since these patients do not tolerate drugs orally
Chloromycetin 1 to 3 Gm daly added to 1000 cc of glucose or <aline
solution 1s excellent treatment The patient thus recenes the fluds as
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well as the mtibiotics This not only may prevent surgery, but if surgery
becomes 2 necessity as @ hie s2vung measure the patient’s mtestina]
tract 1s prepared and ready for y procedure When the pattent 1s able
to take food and meducation orally Chloromycet should be continued
m 1te 2 Gm dosage for one neek on wd one week off Later, as the
patient 1mproves give 1 to 2 Gm duly for one weeh once a month
This treatment may be continued indefimitely Desprte former reports
about blood changes 1 patients who have taken Chloromycetin, 1t 1s
our impression {as well as that of other mvestigators) that no tovie
or other untowwrd rexctions occur from prolonged use of this drug
wm uleerative coliis patients

Steroid Therapy —This 14 the same for fulmmating cises as for in
tractable cases ncludin, ACTH and corheone treatment, sodum
chleride restriction, and the use of potassium chloride (See page 193)

Vuamin A —Large doses of Vitanun R sometimes helps to control
bleeding even though the prothrombin time 15 withmn normal range

Compl ~~omplications tend to develop mn the myonty of
patients as the disease progresses Local changes uclude pseudo poly
pordoms marvawing of the bowel fumen {figs 93 91 95}, carnoma
hemosrhage, fistulae abscess and peritomtis Systemic changes include
depletion of the electrolytes nutnhonal deficrencies, lows of weight,
anema, depletion of rens] reserve, arthritis, and dermatologieal prohlems

INDICATIONS FOR SURGFRY

Surgery should be hmuted to patients with compheations such 1
perforation mahgnant polypordosis obstruction, chront stricture m1s
sne uncontrollable hemorshage, and extensive unresponsie pusirectl
abecess and fistula This group comprises only a small percentigr of
those afflicted with wlceratsre colins Even the fulmmating type of thi
disease occasionally responds to aggressine medical mana ement The
standard primary operation for ulcerative colitis ss sleostomy ml!;
colectomy tm one stige However m acutely il cases the amount of
surgery performed will depend upon the condition of the patrent 'T';h;xg
out the colon removes hoth the dweased colon and the sonrce of x;c
exterane toxemia In good rish chromsc ntractable cases where ble
becomes utibearble despite all types of medieal treatment W colectomy
1 decrded upan the choice of operition 15 ileostomy and colectomy 39
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one stage The reults 1 these combined procedures have been good
and the patient 1s <aved extensine hospital expenses and time away
from Ins normal activitics

Tlcostomy and total colectomy do not interfere with cluldhearing
Colectomized patients are capable of muntuning their homes having
fanulies, and hnving a furly normal hfe

If a 2 ctage operation 18 done daily irngations of the distal loop with
hydrosulphosol helps to reduce the degree of infection and promotes
healing (Bercovatz) This 1s continued until colectomy 1s performed

COMETICATIONS OF ILLOSTOMY

Before one recommends an ileostomy one should be aware of the
numerous and formidable complications of this operation Most trouble
ome are partin] ilea] obstructions due to stenosis of the stoma or ileal
<erositis Other complications are prolapse cutaneous excoriation hermia
alongaide the tleal stom1 ahscesses and fistulre

Cancrr v Ciirovie Licrratine CoLiTis

The inerdence of development of carcinoma of the colon 1n persons
with ulcerative colitis 1s about 19 1n companson to 065 among
hospital panients 1n general <urgery and general medicine and 006%
n the general population It 1s usually found o all old intractable
recurrent ¢ses with existing pseudopolypoidosis  Although the death
rate from cancer of the colon comphcating ulcerative colitis 1s higher
than that 1n the general population the patient and physician should
not be unduly alarmed <ince the annunl death rate from this comph
cation 1s only one or 2 per hundred We feel that this higher death rate
15 not an mndication for early colectomy as 13 <ometimes advised Watch
ful consenative management with periodic cytological examination of
the bowel content with emphasis on search for malignant cells we con
sider preferable to indisciminate surgieal intervention

PeLvic NEURECTOMY

Pelvic neurectomy 1s performed to place the distal colon sigmoid
and rectum at rest which helps to control bowel movement frequency
and affords the patient a great deal more comfort Bowel moyements
are frequently cut down to one to three a day with a diminution of
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blood mucus and pus There are no comphcations to the procedure
and further surgery 1f necessary, 1s not precluded This operation 1s
contraindicated 1n those patients having pseudopolypordosis, stricture,
or partial bowel obstruction Although we have had no experience with
this procedure 1t 1s worth keeping 1n mind for selected cases

To evaluate the possible benefit to be dernved from 1 pelvic neurec
tomy 1t 1s advisable to admimster 10 mg of probanthine mtramuscularly
followed by a bartum enema, noting the effect upon the colon I existing
spasm present before the ad ration of the probanthine 1s replaced
by a distinct relaxation 1t ean be precluded that 1 y will
be beneficial




Chapter 23 PROCTITIS AND
SIGMOIDITIS
IRRITABLE COLON
(MUCOUS COLITIS),
BACILLARY
DYSENTERY

M AnY factors may cause acute or chreme inflammation of the rectum
and sigmoid In some cases the discase 18 confined to the rectum
only but in the majority of instances the entire sigmosdal and colonte
mucosa are mohed [t 1s therefore difficult to consider one without
the other

An attempt has been made to compile the various factors which
cause proctitis and «igmoiditie <o that the physician may have a clearer
understanding of the possibilities and a hetter conception of the ind:
cated treatment Amebmsis and ulceratne cohiis have been considered
m detail 1n <eparite chapters (21 22 respectnely) Factial proctitis
(radiation proctiis) will also be considered 1n a separate chapter (25)

CLASSIFICATION
SIMPLE PROCTOSIGMOIDITIS

Acute proctins (primary )
Highly <easoned foods
Ptomaine posoning
Spoiled foods
Alcoholic excesses
Chimatic changes
Fermentative indigestion
Fecal impaction
Foreign hodies
Psychogemc



/1lropluc
l{}perlrop/uc
Mucoyg coliyg ( rnitaple colop Spastic coluy)
'eurogemc

OW gTade bac!enal
Pgy chogeny,
Ndocripe
ergic

Ad €stong

ANORECT,, PATHOLoGy
Crypygys and Papiliy,g
€morrho,g,
Fistyl,
Smcture
Poly Posis anq poly Poidocg

DRUCs
E\cessue use of Ixatyy eg and Purgaty g
Melanoﬂs coly
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STFCIFIGC T ROCTOSICMONNTIS

Dacdllary (Shiga Tlexner Strong Hisa Hhes Y, Sonnc)
Acute and chronc stages

Amebre (Endamoeln Instolytica)
Acnte  Dyeentery form
Chrontie  Cystic form

CHRONIC ULCERATIVF PROCTOCOLITIS

Idiopathic ulceratne proctocohtis

Conorrhenl

Syphnlitic

Tuberculous

Lymphogranulama venereum (filterable virus)
Prestricture stage
Stricture stage

Paraaitic
Flagellates
Worms

Ery=ipelatons

Diphtheretic

Po tradition—factitial proctiis (following x ray and radium ther
apy for carcinoma of the cervix}

Acutr SivpLF ProcTOSICMOIDITIS

Pathology —There 1s a hyperemia of the mucosa followed by an
exudation of scrum and leuhocytes with a resulting edema The rectal
discharge changes from a thin imid consistency to 1 blood tinged mucus
and later 10 1 muco purulent or sanguino purulent discharge Usually
only the mucosa and submucosa are imvolved although mn some caces
the muscular coat may also be involved with resulting penproctitis
abscess and fistula

Symptoms —The patient presents a history of acute rectal bleeding
abdominal cramps tenesmus, and frequent stools Proctoscopic exam
nation reveals an uleerative proctitis The culture 15 negatnve Serology
1s negative Direct smears are negahive for trophozoltes cysts and ova

Treatment —Genernl treatment 1s started with an ounce or two of
castor oil for prehmimary cleansing Rest an bed 15 also advised Diet



Chapter 24 TUBERCULOSIS OF
THE ANORECTUM
AND COLON

C ONTRARY to the generil impression tuberculosis of the anus, rectum,
and sigmoid 1s uncommon Even 1n institutions for the tuberculous,
anorectal tuberculosis exists 1 only a small percentage of cases Statistics
range from 3 to 7 per cent mn Amenca In this country a fair sule to
follow 15 No pulmonary tuberculosis, no anorectal tuberculosis

ErioLocy

Mycobacterium tuberculosis 1s the etiological factor In well regulated
commumties where milk 1s pasteurized the bovine type 1s practically
never seen | have seen only one case of hovine tuberculosis n a patient
from a rural commumty

TyrES

Perianal —Tuberculous ulcer lupus vulgans, verrucose ulcer

Anal —Anal abscess anal fistula

Proctocoliis —Ulcerative proctitis, acute diffuse enterocoloproctitis
tuberculous rectal stricture, mihiary proctiis and sigmoiditis tuber
culous granuloma hyperplastic enterocoliis (ileocecal rea), tuber
culous enterocohtis, mihary tuberculosis

" Route oF SPREAD OF INFLcTION

(1) Direct (most common) from swallowed tubercle bacilly, (2)‘
lymphatic extension {relatively rare), (3) hematogenous (rarc and
accompantes miliary tuberculosis)

PATHOLOGY

Tuberculoss of the lower bowel as el ewhere 15 at first a Iympha:c
disease Solitary folliczes become hyperplastic and apper 5 pl::{qu:h(;
areas gray or translucent elliptic or cireular and are elevate f"umh.
a mullimeter wbave the surrounding mucosa Ulceration of the folhc

206
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begins euly, the mucos1 bretks down wath resuling necrosis of its
center Small uleers conlesee forming large ragged sloughing ulcers
The edges of the ulcers are undermined  the center of the base 13 rused
while 11s edges are depressed and covered by irregular pale granulations
Tubercle haaill: are not commonly found 1n the pus hut may be found
i the scrapings from the uleer Contrary to a general ympression that
tuberculous ulcers spread transversely, chnically they hawe been found
to epread m any direction Tuberculous granulitions mucroscopcally
present fibroblasts capillanies fibrn lymphoeytes Langhans gint eclls
tubercle formation with 1 necrotic center fibroblwstic capsule and
monocytic or lymphocytic nfiltration

Prrianal TUBFRCUI 0SS

Tuberculous Ulcer —This 1s the most common of ll of the perianal
lestons It 1s one of the complications of tuberculous enterocolius It
appears either as miliary oval uleers or as an wrregular destruction of
<ksn extending into the anus but not involving the mucosr The diagnosis
18 made by finding tuberculous changes at the hottom of the ulcer or
at1ts edge The ulcer 1s slow growing and usually persists unti the death
of the patient from the pulmeonary mvohement

Treatment local —Treatment consists of cauterization by the electric
cautery or by fulguration or complete excision Dusting powders such
as thymol 10dide or 10doform are helpful Silver mitrate 5 to 25 per cent
Argyrol 20 per cent bal am of Peru 25 per cent and aqueous methylene
blue 2 to 10 per cent Sunhght ultraviolet riy and xr1y hasve helped
Sometimes temporary colostomy 15 done to divert the fecal current from
the intractable ulceration

Lupus Vulgaris —Tlns 1s 2 rare form of perianal lesion which begins
as a small anocutancous nodule which breaks down forms ulceration
and spreads perianally and sometimes intraanally The lesions are not
painful but the discharge from them causes pruntus The finding of
eputheltal pearls 1 the biopsy specimen makes the diagnosis The treat
ment 1s the same as that used for tuberculous ulcer

Verrucose Ulcer —Tlus type of penanal tuberculosis 1s very rare It
appears as an exuditive warty lesion darker than the contiguous skin
Local treatment consists of fulguration and exeision For general and
specific treatment see treatment under rectal tuberculosis
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[ lay.
e ¢ they arc irregulr in outline cdges are tlickened, rawed and
' wuned (fig 96) The base of the ulcer 1s covered with a yellow
tl e’.,uc membrane which bleeds exstly on swablbing and lewes a
nodular or pebbled appearance The mucosa between the uleers
¢ edematous and 33 uenally dry and atroplnc The entire picture
of a diffu ¢ motthng Scrapings from uleers revenl tubercle
and Inopsy from the margin of the ulcer presents gant cells
thereles
erential Mhagnosts —This condition should be differentiated from
c coliis ulceratnne coliis chronic uleeratnve colitis, and bacillary
ery

TREATMEAT

most important prt of the treatment 1s clearng up or arresting
blmonary imolvement Tocal treatment of the wlcers through the
bscope 15 of hittle value

', e
; 3

Perforating Ulcer  RegularTransverse Type

e —
Diminutwe Ulcarﬁﬁpm

Fic 9o Tusercurovs ULcers
The above shows varion tvpes of tuberculous uleers een 1n the rectum and the colon
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Ansr TusrreuLosts

This consists mamly of an anil abscess and fistuls This type of
mitestinal tuberculosts wsually begms an 4 crypt, folloued by abwcess
and fistula The condition 1s characterized by an external opening with
large, gaping undermmed edges and a patulous eaten out tract

Diagnosis —The dirgnasis 15 made from a lustory of pulmonary
tuberculosis and from the finding of tuberculous granulation trsue on
biopsy exammation taken from the gelatinous granulation tisse which
hnes the cnaty or tract

Treatment ~Treatment 15 the same surgical management as for other
abscesses and fistulie (see chaps 11 and 12), and the reults are very
satisfactory contrary to a general smpression The ehmmation of sup
puration and the nenvous relief followmng the removal of a focus of
writation and pain have proved beneficial m the mjority of cases For
general and specific treatment «ee pige 210

Recrar anv Corov TuBercuLosss
TUBERCULOUS ULCERATIVE PPOCTOCOLITIS

This form of stestinal tuberculos:s 1s one of the most common 1ypes
affecting the rectum It 15 practically alwavs secondary to an achie
pulmonary tuberculosts, progressing from the ileocecn] area above
downnard to the rectum

SYMPTOMS

The <ymploms are practically identical with those of other die
eases producmg uleeratne proctitis and cohtis namely abdominal
pam  hackache, urgency and frequency of stool, and the prssage of
Joose feces contuning blood pus and muews The general condstion
of the patient depends upon the degree and extent of tissue mvohement

DIACNOSIS

m bedridden patients with actise
far advanced pulmonary lesions The development of digestnne Jl‘5n
turbances abdomwal cramps, and diarhea with blood and puﬂmm
the stools 15 very suggestise of tuberculous ulceration of the ]"ce o
and colon The ulcers vary from a few mullimeters to severs ©

Tie uleers are usually found
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rl /ay.
tve ¢ they are arregular in outhne, edges are thickened rased and
uned (fig 96) The base of the ulcer 1< covered with a yellow
{l”e me membrane wlich bleeds ersly on swabbing and letves a
*nodular or pebbled appearance The mucos1 between the ulcers
e edematous and e uwsually dry and atrophic The entire picture
of a diffuse motthng Scrapings from ulcers reveal tubercle
and biopey from the margin of the ulcer presents gant cells

bercles

erential Diagnosts —Tlns 1 should be diff 1 from
c cohiis ulceritne coliis chronic uleerative colitis and bacillary
eny

TREATMENT

most important part of the treatment 1s clearing up or arresting
ulmonary imvolvement Pocal trentment of the ulcers through the
sscope 15 of httle value

\
Perforatmg Ulcer RegularTr'ansverszType

o=

—TeEbe
— -~

e
Diminutwe Uleerg,

Fic 95 Tusercvrots ULcers
The above shows various type of tuberculous ulcers cen 1n the rectum and the colon
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General Treatment —For drarrhea, abdommnl dustress, and rectal
tenesmus, rectal installatians such s the follow tng are helpful
Rx —Warm olwe oll, 2 ounces myected slowly to prevent wme
thate expulsion or
cod fiver o1l supposttaries (Desitin) several tunes dady Qces
sionally opium and helladonna supposttortes for a short
pertad of tume 1s helpful
Ry —Bismuth subgdlate (aqueous suspenston), 6 ounces
Sig Iuject once or twice dwily, preferably on retiring
Tr opn 10 drops and bismuth cubewbonate 30 gr four
tmes a diy orlly sometimes helps to control diarrhea symp
toms
Rx —Calewm Carbonate
Collordal haohn
Barium Sulphate 17 30 0 (s for xray purpose)
Sig 1 terspoon m H O severs] times duly

Cnlerum parenterlly m bedridden cases 13 good to rcheve pam to
decrense inflammatory edemq, to reheve errculatory stasis to stmulate
phagocytosis and to hasten healing by stumulting fibrosis and califica
tion Intramuscular mycctions on alternte days for # perrod of months
of calerum gluconate 10 ce¢ of a 1055 solution

Diet should be bland high caloric and huigh vitymm  with espectally
lrge doses of vitammn C and cddesum Cod Inver oif wnd tomato puice
ar haliwer o1l brewer’s yeast and ascorbic acid 50 to 300 mg daily For
anorexta and nausea small feedings of gelitn or gruel Pecton—gar
with vamils malted milk or grave yuce or pineapple juice has been
good over a long peniod to vy hyperpenstalsis

Ultravioles rays preferibly natural sunhght, cold quartz or spect
ultrwolet giving carpon arc lamps 1s good general lreatment

X ray 15 helpful where peritoneal tuberculosis or ascites comphicates
the picture X ray can be gren simultineously with ultrwolet rays

—Chemotherapy, usng Streptomyesn, PAS (Para
R i e IJ]’ 1t Du" not true specifi for tu

1
anunosahieyhe acids and
od sesults
berculoms are hewng used singly and 1 combinations with goot

Chemotherapy should be used for at least a yer and, m advanced ;f.;‘;':
up to 18 to 24 months Some chinsesans feel that the drugs dmu: 4
used for ahout & year fter the patient has achiered an mictie statis
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When <crious intolerance or toxicity desvelops to one drug or pasr
of drugs other antimicrolnal therapy should be substituted

Streptomyein and Iihydrostreptomycin —Each has the <me value
and the dosage 14 the #ame for both, 1 Cm twice weekly intrimuscularly
To avoul sestihular and aunditory comphicntions experienced chimcians
prefer a combination of both 05 Gm each If hypersensitivaty occurs
1o Streptomyen in the form of drug fever rash or exfohative derma
titis switch to dihy drostreptomyein In acutely 1ll cases give Streptomyein
daily 10 Cm for 30 day« then decrease frequency to twice weekly

Isonia.id 1s good treatment When given alone this drug has produced
more fuorable results than any other antituberculous drug The dose 15
300 mg duly Pertpheral neunitis 15 one of the tovuc side effects How
ever Vitamin B (Pyndoxine) in doses of 50 100 mg three times daily
can be given hefore or after neunitis has developed Isomazid may cause
convulsions or psychotic dicorders in patients who previously have had
such difficulies In <uch bark <hould be given at the

<ame lime

P AS (Paraammo<alicylic acid) 1s another antitubereulous drug
of great value The dosrge 1s 12 Gm daly Side reactions of anorexia
nausea or dharrhea may develop Only rarely does dermatiis or a con
ditien simulating infections hepatins develop There 15 a PAS Calcium
and a PAS potassium used to avord side effects In acutely 1ll patients
unable to take medication orally a lyophilized form of PAS can be
given parenterally for <hort peniods PAS 1s only shghily tovic and 1s

being tried b 1on with ptomy

SUCCFSTFD COLR>F OF TREATMENT

1 Isomazid 300 mg duly plus PAS 12 Gm daly or
2 Jsomand plus Streptomycin 1 Gm twice weekly or
3 Streptomycin 1 Gm 1nt larly 2 or 3 times weekly and 12

Gm of PAS or 15 Gm of Pas Sodium orally in 3 doses or
4 Isomazid plus streptomycin 1 Gm twice weekly plus PAS 12 Gm
daily by mouth divided 1n 3 or 4 doses This last combmation
can be used but 1t 15 believed not to be better than the others
and 1ntolerance to one or more drugs may occur
Pyrazinamide (PZA)} and Seromycin are new antibiotics now being
tried for the treatment of all types of tuberculosis but conclusive data
15 not available at this time
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Surgery —The anorectal surgery of tuberculous abscess and fistula
15 the same as for abscess and fistula othernise See Chapters 11 and 12
1f tuberenlosis of the recto-colon 1« progressive  destructive, nd ob
structive, a palhative colostomy may be required

ACUTE DIFFUSE ENTERQCOLOPROCTITIS

This condition s a frequent complication of dsanced pulmonary
tuberculosis and 1> present m 46 1o 80 per cent of the terminal lung
cases as reported by different obcervers The prcture 1s practically the
same 25 that deseribed above under the heading of Tubereulous Uleer
atne Prochiis, only 1 a more advanced, more terminal state with
more extensive ulceration, more aggravated symptoms and marhed
prostration The treatment 1s the same s for proctocolitis

MILIARY PROCTITIS AND SICVOIDITIS

This 1s a rare condition usually associated with = generatized mibary
tuberculoss, which has its primary focus mn esther the Jungs or the
genito urinary system

TURERCULOUs RECTAL STRICTURE

For some yewus prevwous 1o 1925, before Frer pubhished s test for
Iymphogranulom ingmnale strctures of the rectum were thought fo
be syphilitie, tuberculous, gonorrheal nd 1dwpathie In the pist few
that most rectl strictures are dve

yeus however we have discovered
1 lous tubulr rectal

to the lymphog T virus Tub
strictures are very rave even m wstitutions for the tuberculous In 2 senes
of 129 rectal stricture cises studed over @ pertod of three years at
the Cook County Hospital Rectal Clinic we did not find a sngle one
of tuberculous origin Muocosal ning stricture may occur 1t the sie of 3

heiled or henling ulcer

TUBERCULOUS GRANLLOMA

T T, t: h reported by some i the hterature
g gk rep!
revjous to 0 b R e 1h hey were
K that the
P to 1930, re g ble, 3¢ 18 very l ]
!ymphagranuloma venereum stnctures with assocrated pu]l anary nfec

a, and mstitgnons for
tson We have never seen a tuberenlous grinulomn,
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the tuberculons are very evasne in their description of thus condition
n the rectum Granulomas of this kind are more frequently reported m
the tleocecal region under the heading of hyperpliatic tuberculosis

HYPFRI LASTIC FATEROCOLITIS

Hyperplastic ¢ 1518 a rare , usually primary prob
ably of hovine ongin most frequent between the ages of 20 and 10,
and 1n contrast to the destructive uleeratine type hyperplistic tuber
culosis 18 chrome productive infllammatory process This condition
his aleo been called tubereulema” and  fibrous tuberculosis ”

Pathology —The dicease usually involves the ileocecum although
any portion of the colon can be affected In America 1t 1s rather rare
to find this condition tn the Iast foot of the colon The disease 15 char
actenized by a proliferatne thickening of the bowel wall with round
cell and fibrous connective hissue infiliration The lumen 1s usually con
stricted, with dilatation and hypertrophy of the bowel above In some
cases the entire colon 18 1nvolved producing the d frequently
called stovepipe colon

Symptoms and Diagnous —Because of the narrowing of the lumen
digestive disturbances appetr increasing to partil ohstruction Dirrhea
with blood and pus n the stools may be present The condition 1s very
slow growing chrome and progressne On abdominal examination a
large palpable mass can be {elt 1n the cecal region

Differential Diagnosis —Becauce the literature and case reports are
<0 evasive and indefinite 1t 1s the writer s impresston that most of the
deseniptions of hyperplastic tuberculosis are really eases of regional
tleitis and regional cobtis It 1s also possible that 1 small percentage of
them may be lymphogrinulomt ingunnle granulomts similar to the
one the writer desenibed 1n his series of rectal lymphogranulomatous
stnictures Cancer should also be ruled out

Treatment —Palhative treatment consists of o1l by mouth bland diet
normal saline enemas and Kalum 2 drams orally six times daly and
through the rectum or through enterostomy in 2 ounce doses diluted
m 6 ounces of warm water

The most satisfactory form of treatment 1s surgical excision erther
with primary anastomosis or 1n two stages with previous decompression
enterostomy Emergency enterostomy may have to be done 1f obstruction
1s present For specific treatment see page 210




Chapter 25 FACTITIAL PROCTITIS

Wm:m: radium or A ray has been adminsstered for the treatment
of carcinoma of the eervix or uterus, a radiation proctitis or
factitial proctitis, frequently occurs

Patnorocy

This consists of congestion and hyperema, uleeration stricture and
occasionally, fistula formation The pathogenesis follows direct radia
tion 1njury to the mucous membrane and thrombontc oceluston of the
hemorrhoidal vessels with resulting 1nfarction We like Shermans
classification

Grade [—Locahzed erythema and telangectasia

Grade [[—Erythema 1s more diffuse and periprocuitis 15 pre<ent
with marked pain

Grade [11—Ulceration of rectal mucosa with a pearly gray tenactous
slough over lying it, usually found on the antersor wall of the rectum
(fig 97)

Grade IV—Charactenized by proctitis, ulceration, stricture and a
recto vagnal fistulr or howel perforation

SyMPTOMS

The symptoms may come one month or scyveral years after madmm;n
therapy although six months 1s the average In the early stages the or;)
camplawts way be rectal hleeding and the passage of mucus but a‘)l he
condition progresses the patient will expenience lenesmus dm;r 101‘
pressure m the rectum, obstipatten, wnd 1n the ctricture stages bowe

obstruction
TREATMFAT

¢ nd
Diet should consist of high calones and low residue \mm;r;]:o:{
minerals are fo be given i adequate doses Iron B 12 lncrdamm;
transfusions should be admumstered to combat anemia 1f ndics

21
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Pearly-
qray tlcer

Fic 97 Facrimist Deoctirs ULcen of Reemuw
Note the peaely gray Lase of the ul ¢ with t langiectatic markinge rahating from
1 edg & Thi o vually th renlt of roentg o change 1n the antenor wall of the
rectum folowing ratium or xray treatment for malignan! pelvic condirons G(in a
female) ecpecially car inema §th cerux

HOMF TRFATMENT

Enemas Instllations and Suppositories —Follonng each bowel mave
ment enemas with 2 ounces of extract of hamamehs are insulled into
the rectum For tene mus 2 ounces of warm olne o1l or 3 ounces of
an aqu § of } h subgailite are mstilled mte the
rectum as necessary Following the expulsion of the enema the patient
13 mstructed to meert a cod Iner oil suppository This en be repeated
several limes daily

In a recent publication Sherman described lus treatment of 40 pa
trents with topical 1pplications of hydrocorticone applied to the lesion
by means of suppositorses and rectal applicators He had hus pauents
cleanse themselves with warm s1hine enemus twice datly and followed




Iy tenesmys The latter n be yeeq only for , short

AnllblotlcS\ enieiln the treatmen, of choyee d has heey
found 4 € almogy , Specific p, army ang navy hospiag The treatmen,
1s admmxstered mtramuscuhrl; n 300 gog to 609 ggg umts daly o

dayg

Squ’zlluazDIE\ Cm 1 one doge o, the firgy day, followeq by

™ daly fo, 1o days 1 divideq doses

SuI{adzazme m duly for 3 days g dideq doses

Combmahons of the aboye are Sometime, necessary Intractg))e

Cases A ding 4 Combinatigy, of Viamypg with Anlthiotyog te, Terra
myemm § F, Prevents such complicayyong of orq] ntibiones 54 coltts
Proctiyys, nd Prunyg am

arts are treate with dusnng Ponders of €qual pargs of c2lome] gng
2me oyyge Ponder o prelerably €Xaision folloy,eq by Cauterization of
the bage With {ummg nitrie g

CO\OEIHTAL S}PHILIS

Congemlal Syphilis of the anorectuy 4 N0t commop, but g 45 Olllt‘
of the erhest Symptoms of the ney, born, OCCUITIng \ i SIX months
of bireyy

Dmgnosm ~The diagnos;s of Congenstq} Syphulis g
Copper coloreq erythematoys fissured uleera

Syphuilis of the anorecty,
1S rather pare It may pe Primary 1y 41,
fo lues yp, some other bart of the body

m, contrary 1o 4 former Beneral impressgon
m, S e hyy usually 1 49 secondnry
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PRIMARY CHANCRF

The mode of infection 1n men 18 a chancre of the anus or rectum
usunily due to rectal ntercourse In women 1t 1s due to perivagnal
contact with the pemiz The uleer ueunlly appears withmn four to «ix
weehs after exposure Locition of uleer 1s either at the anal margin
or 1n the rectum proper

Symptoms and Anorectal Findings —Vary from <light anal uleer dis
comfort to rectal stneture The symy and find are as
follows anal discomfort or no pun at all dermanhs condylomata lata
seropurulent foulmelling discharge nonsuppuriting mguinal lymph
nodes and hypertrophic proctiis and stricture (rare)

Treatment of Farly Syphilis —600 000 units of pemeillin daily for 2
total dosage of 6000000 unte A dusting pouder locally with equal
parts of ealomel and bismuth

SFCONDARY SYPHILIS

Secondary syphilis appears in the form of mucous patches or venereal
warts about the <ame time that the secondary skin manifestations present
themselves

Symptoms and Anorectal Findings —Mucous patches in the rectum
are seen but do not cause symptoms Venereal warts are foul smelling
and annoying to the patient Rectal ulceration 1s associated with tenesmus
and mucopurulent blood stained discharge

Treatment —The treatment 15 antisyphilitic treatment plus dusting
powders of calomel and | h locally P Ihn (aq ) n doces
of 50000 umts every 2 hours day nnd might for a total dosage of
5000 000 umts

TERTIARY SYPHILIS

Occurrence—The occurrence of tertiary syphilis which 1s rather rare
15 1n the form of either a gumma an ulceration 2 ring stricture or a
patulous anus (cord anus) Onset these terhary lesions occur within
five years of the imtial lesion

Symptoms and Anorectal Findings —A gumma ciuses no symptoms
If ulcers are present a mucopurulent discharge 15 noted Anorectal
stricture which 1s usually a healed gumma presents symptoms of con
stipation and obstipation but no diccharge this differentiates 1t from
lymphogranuloma venereum strictures which are associated with an
endless discharge

Patulous anus or cord anus 1s the result of degenerative changes n
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Diagnosis —The dirgnosis 1s made by a positive Ito Reenstierna skin
test after Wassermann Frer tests Darkfield studies and search for
Donovan Bodies have been found negatne

Complications —Ahscess fistul1, and occastonally condylomas and
cellulitis my complieate the picture

Treatment —Bland diet, mild laxatizes and dusting powders of
calomel and zinc stearate equal parts are helpful If much pun 1s com
pluned of Surfacaine omtment ean be applied Dessication of the ulcer
with the high frequency current 15 often helpful Superficitl lesions heal

with sulfxmlamide powder Stubborn cses require both oral and local
treatment

Suppositories —Cod liner a1l suppositories several times daly are
helpful

Antibiotics —Gantrisin 2 tab 1 times a day for 10 days

Sulfadiazine —2 Gm for the mmtial dose and 1 Gm every 6 hours
for 7 days

Sulfathiazole —1 Gm 1 times duly for 5 days followed by 71 ar
{ times daily for 10 days

Streptomycin —In resistant e1ses 5 to 20 Gm total dosage in divided
doses

Where suppurating ingminal glands complicate the picture excellent
results are obtained by pamung the gland with 35 per cent tincture
of 10dine mn alcohol followed by the insertion of a small cannula 1nto
the point of maximum sof! g the pus 15 asp d with the aid of
manual pressure and 300000 umits of pemicilin 1s nstilled nto the
cavity through the cannula left in situ

LYMPHOGRANGLOMA VFNEREUM
(RecTAL STRICTURE AND PRESTRICTURE)

Lymphopathi venereum 1s often referred to by other synonyms such
as Frers disease strumous bubo Durand Nicholas Favre s disease the
fourth venereal discase the sixth venereal disease and lymphogranu
loma mgwnale It 1s a venereal disease caused by a filterable virus
Frer 1n 1925 introduced the Frei shin test which was a milestone of
great importance This disease spreads by way of the lymph channels
and the Iymph glands and affects both sexes especially the female 1n
the formation of a periproctiis a prestricture state and later 4 rectal
stricture
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ETIOLOCY

In a three year study of 115 Freipositne rectal stncture cases at
the Cook County Hosputal Gastro Intestinal Rectal Chinsc, the folloning
facts wese observed and revealed by the author and s associates

Predusposing Causes —Age The most common age group was found
to be between 18 and 35, during the period of greatest sevual activty
Race 90 per cent were Megroes, 9 per cent were whites and 1 per cent

J RUREICALLY
Fic 93 Lysipnoearins Yeversuw Recrat Smucrers Rmm[:,,,:]“,‘.,:rm,,,,c
Nite (A) anal skin  (B) narvow Jumen {€) the markedly thicke ¢
wall and (D) the dilated vlcersted gut above
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were Mevicws: Sex 89 per cent were females, 11 per cent were males
Venereal factor Most patients were quite promiscuous sexually

Dircet Cause —The direct eause 13 an ultramicroscopic virus which
scems to have a predilection for the lympl mn the area of the
fection

Chipieal Course n the Female —The pnimary leston 1s on the external
gemtalitor cervix The lymphatic drainage spreads by way of the lymph
channels which drun tlus region, and to the glinds of Gerotn which
surroundl the rectum The following are the types of chnieal lesions
produced by the variations i distrihution of the lympliatic by ways
which drun the gemstalin (1} prestricture grainulomatous proctitis {2)
rectal stricture per <e (fig 98), (3) rectal stricture with * cockscomb
anal <hin tags (1) perianal  watermg pot' granuloma with sinuses
and fistulis  (5) elephantiams of the vulva (esthiomene) with or with
out a stricture (gemtoanorectal syndrome) (fig 99), (6) a chrenic
lymphogranulomatous parametnitis or pelvic cellubtis m1y or may not
be present with or without a reetal stricture  (7) stenosis not only of
the rectum but al<o of the lower colon (8) and finally any nnd all com
binatiors of the above m1y be present i1n any one patient

Cliecal Course wn the Male —Since the lymph drunage 1a the male

Fig 99 Lysmpuopatnia VENEREUM ELEPHANTIASIS OF THE Vulva (ESTHIOMENE)
I a stricture 15 also present this condition 13 referred to as genito anorectal syndrome
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Fic 100 LvMPHOPATIIA VENEREUM STRICTLRE
X ray shows a tubular stricture with lateral sinu es leading to small abscess cavities 1n
the thickened fibrotic inflammatory wall of the rectum A 15 the proximal hmit of
the stricture B small abscess cavity € sinuses leading to lumen of stricture D anal
spening leading to the distal portion of the sincture at E

pation  cherry juice rectal discharge strammng and discomfort at
stool lower abdomunal discomfort bloating and feeling of fullness
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effects and 1t can be given for long periods of time It 1s not a specific
and probably aids by keeping down the sccondary invaders The dose
15§ tablets  times dmly for n period of a month A week of rest 13
aduisable after which the course 1s repeated

5 Antibrotic Therapy —Antibioties re most helpful in the prestric
ture stage nssocinted with an nflimmatery proctiis However, some
bhenefit can he obtained mn the fibrous stricture stage This has been
most apparent m the reduction of pus and bload

We have used with benefit Chloromycetin 500 mg every 6 hours for
2 weeks Tlus en be repeated from time to time with periods of rest
between courses Aurcomyein 500 mg every 6 hours for 7 to 10 days
has heen heneficial Terramycin 500 mg every 6 hours for 2 wecks We
hwve our patients tike milk  buttermilk, and concentrated vitamins
when taking ntibiotics

6 Surgery —The following surgical procedures are performed when
necesary fistulectomy removal of shin tags stricturotomy excision of
granulomatous perianal masses excision of elephantitic vulvas and
colostomy for obstruction In some cases complete rescction of the
rectum following colostomy produces a cure
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ELANOSIS 4 a mahogan) Like dxscolor'mon of the Mucosa of 4,
Tectum nd colon referreg to a5 Cracodyle skin, toad bacA, snake
shin e

Eriorogy
Predt:po:mg Cayseg \Moslb ' dults Ty, OCCUrrince 44 rather
€ported | per cent

rare Pigj o, cent of cases, Backus, Wllhrd, nd Bapj, 17
Per cent of € tses Slewarl and Heckman 112 Per cent of Cases, Heuschen

Products such g ndol apg skato} which are bsorbeq nto the myegeq
and changeq mto trye endogen;e melny bresumaply by the action of
n oxidizing fermeny fyrosinase ,p the comectie yggyn cells (Oen
derfer Lubasch and Synnott)

/l:soclalcd Pal/mlag) —~Melanog;q colt waq found 1 Fout of 109 l;f
Cotton, surgieally femoved colong reported by Sy nnott These mef
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anotie colons were excised along with the other 396 beeause they were
believed te he foct of infection 1n psychopathic patients

Pick s study of melanoas coli considered to be the hest obseryations
on this subject describes no secondary nflammatory changes, ulcera
tions <cars or catarrhal states of proliferation

SyvpToMS

There are usually none or there may be the usual symptoms of in
testinal <111, <uch as headache sasomotor disturbances dermographia
nervousness lack of endurance, mental and physical sluggishness etc

Diacrosis

The pigmentation 1s revealed by proctoscopy and 1s usually discovered
accidentally duning a routine examination The mucosa ranges in color
from mahogany to purphsh black usually 1n the pattern of crocodile
skin (fig 101} The entire rectum and colon may be involved or there
may be only segments The pigment 1s most dense in the cecum ap-
pendix ascending colon and rectum

DrrFERENTIAL Diachosts

Synnott presents the following rectal and colon discolorations which
should be kept in mind when considering melanosis cohi  hematic dis
colorations of severe acute or chronic inflammations 1njected con
gested or granular appearance of the mucosa seen 1n certan cases of
procutis and colitis exogenous pigmentation sometimes following
chronic mtoxication from silver mercury or bismuth trophic patchy

1 of tabes dorealis occasionally observed
1 the lower reclum (!\ﬂllelj brownish pseudopigmentation of certain
old cases of coprostasts black di coloration which as Lynch has pomted
out results from the action of sulfurated hydrogen on the feces freckled
pigmentation occasionally seen 1n the rectum probably due to hile
absorption

TREATMENT

Although we have never noted any improvement or aggrasation of
symptoms following any or all types of treatment the following meas
ures may be tried discontinuation of the offending anthracene cathar
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Chaptur 28 BENIGN AND
RARE TUMORS
(OTHER THAN POLYPS)

En1es TovMoRs of the Iarge bowel are bemng found with increasing
frequency s diagnostic methods improse and examination of the
colon and rectum by proctascopic and fnarescopic examimmation hecomes
more widely adopted The cluef importance of these ocnlled hemign
tumors lies m the fact that occasionally they contnn <ome malignant
celle Tt belooves us therefore to dingnese recto-sigmoidal tumors
their early <tages and 10 eradicate them as <oon as 18 feasible A labora
tory exammnation <hould he made of all rumoved specimens to rule
out malignant cells
These bemgn tumors conust of cells and intercellular substances ar
ringed typreally and syctemauceally as tssues  demonstrating normal
relationships but functionally mert They are uaually encapsulated and

have 1 tendency to grow slowly Recurrence ts rare and most of them
do not metastraize

Braies Tuviors SFRN OCCASIONALLY

I arts are found about the anal region 1n two forms

Condyloma Accuminata which are <een 13 muluple pomted tufted
projections of vtrious length Pathologically, they repre<ent an excessne
proliferation of epithehum and connective tissue and are very vascular
These condylomas are frequently scen jut within the anal verge
Treatment conaists of destruction of the lesion preferably by excision
with sciscors and eleciro dessication of the bise There have been re
ports of treatment using podophyllin but our experience with this
drug has not Leen satisfactory

Condyloma I atum 15 a most syphiloderm It consists of brotd moist
flat papulae which frequently hecome ulcerated and macerated Diag
nosis 13 based on ppearance of the lesions plus posine dark field
examination of the sccretion from the lestons Tretment consists of
ants luetic therapy

Hypertrophted Papillae are toothlike projections at the pectinate line,

231
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usully assocrted with cry putis They re sensitive 1n contraet to polyps,
which are mnsensitne and they are covered by transitional or squimous
epithelum m contrast to polyps which are covered by columnar ep
thelum (see fig 39) Treatment consists of excising the papihe and
their 1ssociated crypts (See chapter 8 on Cryputis and Papilinys )

Granulomas —Granulomatous lesions of a bemgn nature are occr
stonally found 1n the rectum 1nd colon 1nd are frequently difficult to
differentiate from carcinoma They may be due to tuberculosts, ame
biasis, or a foreign body \ ray of the colon may reveal this Jesion and
chest xray should be done to establish the presence or abeence of
pulmonary tuberculosis Treatment 1s confined to the specific cause
Surgery plus anti tubercular or ant1 amebic treatment for the granu
Jom and surgery for the foreign body 1 curatne

Sebaceous Cysts are found about the penanal are as small swellings
resembling blackheds, which can be erupted by pressure These gl
dular swellings ¢n also become much larger and need enucleation
surgically

Lipoma may be sessile or pedunculated, may protrude mto the lumen
of the bowel, and may be lobulated rounded oval or pynform or
may be found below the mucos1 Surgical removal 1s curatne

Bemgn Lymphomas —These are benign asymptomatic rectal tumors
If small they can be dessicated If large they should be exeised

Endometriasts usually extends from the rectovaginal septum encircles
the rectum and tends to cause stenosis without muco<al ynvolvement,
or attaches itself to the sigmeid from the cul de sac There 15 progresane
constipation dull aching pun, backache and lower left quadrant pam
aggrnated during the menstrunl period The rectal mucos1 1s not
unvolved The diagnosis 15 established by visuabzation through a g
moidoscope and by pelvic operation which reveals endometriosis Treat
ment consists of androgen therapy sn the mild ¢ es, and excrsion of
imvolved areas with panhysterectomy m <evere cases

Papuloma or Fillous Tumor —This has been termed papillary tumor
wullous careinoma willons polypus, papdlary polypus and papiffary
adenoma

Papillomas re usually sessile vary m <ize ongmnie from the par
titions between the crypts of 1ieberkulin of the intestinl mucosa, and
tend to undergo mahgnant degenerition They bleed eratly secrete a
a1cerd mucus and consist of 1 Jarger number of vilh or fingerhhe pro
jections  The surlace 15 spongehhe or cauhiflonerlike 1n appearance
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The treatment 14 carly exersion  Reseetion of the rectum s rarely
necessary

Carcinoid (nrgentiffinoma) of the rectum 1« usually scen as a benign
«ubmucosn] sesatle lesion m the rectum which 1s symptomless Malignant
degeneration with meta tass may oceur Treatment consists of early
adequate excivion of the lesion before filtration with metastasts has
occursed Treatment of the anfiltrative type of leaton 15 the same as for
any malignancy of the rectum

1yoma —True myomas or pure muscle tumors are uncommon Mot
designated myomas contun varying amounts of muscle glandulr
filrous and connective tissue and have been deseribed as myomn
myofibromn, adenomyoma and fibromyomr  Treatment s surgieal
excieaion

Fibroma anses from the fibrous tiasue of the submucous cotts of
rarying sizes and microscopically may be true fibroma or mictures
sucl as adenofibroma myxofibromt and myofibroma Treatment 1s
surgicl excrsion

Angroma 1s rare i occurrence and varies 1n size from & small nevus
to 1 large pedunculited tumor Complications ulcerations with <erious
hemorrhage or obstruction m1y occur Treatment should be con<erva
tine and directed toward the control of bleeding wath the asd of injecting
clerosing <olutions such as 5 phenol 1n oif or quimne and urea
\ray radum and carbon diouide may be used where indicated If
consersative treatment fuls and surgery 1s necessary 1 temporary pre
himinary colostom) s advisable

Sacro Coccygenl Teratomas sre tumors which consist of all three
germnal Iyers and are generally found in early hife Sacro-coccygeal
gronths hase been classified 23 dermowds lerntomas feda] parsies
terttoids etc  but are better clssified as teritomas They may pursue
one of two courses 1¢ they mty remmn bemgn and well encapsulated
or one of the germinal layers may undergo mahgnant degeneration with
all the findings of invasion and metastasis Treatment consists of early
total excision of the mass

Iydradenoma —Rare benign 1denomas of the apocrine sweat glnds
They are well encapsulated intracystic papillary tumors They may be
mstahen for carcinoma They are hined by a single layer of columnar
epithellum which h1s 1 tendency towards stratficition Treatment 18
excision

Paraffinomas {oleomas) are rre locahzed encapsulated submuc-
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In cincer detechion centers the figures range from 1610 88 per cent
s noted
Ortmeyer of Women s and Children Hospital Cancer Presvention

Chime 167
Christianson of Cancer Detection Center, Unnersity of Minn 1 6%
Yater Chime, Washington, D C 88%
Goldman, Rolow, Altman, Rosenstetn, Les y 23%
haps Bay Yorkville Cancer Detection Center 645
Strang Cancer Prevention Chnics 6 15
Portes and Majarahss 79%

Autopsy figures range from 3 37 to 21 10 per cent as mdicated
Lawrence 7000 autopsies 337¢
Sussman 1100 awtopsies 600%
Hellwig 1460 autopsies 950
Swinton and Haug 1813 autopsies 7005
Klemperer 21 00%
Feyrter 1800 autopsies 21 1090

Frgures 1n proctologic practices range from 12 to 745 1s mdicated
In the proctologic practice of two of us (MGS & LM} the figures
revealed 74% over a period of 5 years

Martin 14%
Bue 25%
Thiel 12%
Bl']l:ﬁle 50%
Pinllips s 0:70
Colbert ; ? {,:
Cnstro Ault Smth 2 0::
Greer a9 v

Spiesman and Malow

The location of polyps 1s of great importance It 1s the consensus n{
oputon and 1t 1s shown by statisties that the majonty of colo rectn
polyps are found within the reach of the 10 sigmordoscope

Mnles seem to be more frequently beset by polyps thin femnles c‘n
the rao of 3 to 2 and when one finds one reetal polyp a dihgent search
should be made for others mismuch s multiple polyps are not

uent
merz(rlne statistics and the cotresponding impreswions of vanous ;uv
geons and proctologists relatne to the malignaney ,Td“ lof these P{?,.i,f:]
are very ealightentng Bacon and Brond teport 155 malignancy
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i thair series of polyps Christianeon reports 705 Castro, Ault, and
Smth 157 Bacon also reports that an the cnses of proven rectosg
mordal malignincies polyps were found 1 31 2% of theer cases and
of these polype, 6 to 11 were mahignant Dukes believes that all rectal
polyps become malignant Fatzgabbon believes that all cancers of the
bowel arsee fram polype Sanyer contends that all polyps of the rectum
are potentially malignant and that the prohalnlity of carcinoma increnses
with the number of polyps pre<ent In support of this last statement 19
the almost certmn development of malignancy 1 cases of polypordosis
of the colon

Biopuce are routinely taken en all polyps exeept those under § mm
but they <houkl not be performed unless the necessary equpment s
on hand 1o control hemorrhage or nepirate smoke and blood from the
arer of bleeding Hemorthage from these polyps following biepsy
can be quite forimidable unlees the operator as properly prepared

A pomnt that should need ne repetition but descrves 1t nevertheless
15 that those patients complaiming of rectal bleeding and having internal
hemorthoids should be sigmeidoscoped before any hemorrhordectomy
1s performed Alco if n sohtary polyp 1s present a search for other
growths ahove thie polyp 18 escentinl

It 35 our practice 1o order a contrast barium enema study on al) patients
having one polyp to rule out the posaibility of colon polyps gher up
(fig 102) This examination as performed in many laboratories or hos
pitals will fail to revenl colome polyps especially i the sigmoid hepatic
and splenic flextures unless a contrast barium study with lateral and
oblique views of the sigmoid hepatic and splemic flexures arc included

Routine proc loscopy 1s urgently r led for all per
sons over 35 years of age because of the wnerersed neidence of colon
polyps above that age The following figures of polyps relatise to age
are from the Strang Cancer Prevention Clinte

TABLF 1

A(F NUMBFR OF FER
(O FARS) POLAPS CFNT
1 1 02
2000 29 1 08
30 10 39 17 9
40 10 19 177 37
50 10 59 18 38
60 10 69 61 12
010 .9 10 2
20 1 02
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the polyp as the enterion for 2% an our clr sifieition 1o polyp wuth
infiltranng adenocarcinoma Thus our suggested cliification of rectal
polyps based on Sclnller s observations i« as follows

CIASSIFICATION OF 10IN0S (AFTER SCHITER)

1 Bengn Polyp
a Reting Polyp
b Aciinely Prohferating, Polyp
2 Polyp wath Carcinoma In Sun
3 Polyp wuh Infilirating Adenocarcinoma

That all pelyps are potentially malignant 15 well borne out 1n current
literature 1t 1% not unusual to <ec numerous pol)ps 1 nssociatien with
frank adenocarcinama of the colon or rectum A study of these polyps
uenally shows the entire pathogenesis of large bowel carcinoma Some
of the polype will be hemgn resting type or actinely prolferating
while <ome will <how earcinoma 1n situ and some will show anfiltrating
adenocarcinoma an the ha<e of the polyp It 1s for this reason thut
multsple carcinomas of the rectum and colon are not infrequent Intra
epithehal carcinomatons changes 1n a polyp may be confined 1o one
portion of a polyp Frequently punch biopsy of a polyp may not
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POLYP WITH INFILTRATING ADENOCARCINOMA L.

Fic 103 Fowyr Wit INFILTRATING ADENOCARTINOMA

“o

Glandular elements can be made out as well as broken-down glands (1) and mnvasion
by earcinoma cells (2)
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mnclude + milignant portion, and 1t 1s for this reison thit a simple
punch biopsy m1y be misleading and that the entire polyp should be
removed for meroscopic study

Sy MPTOMS

Most patients with rectosigmoidal polyps hrve no complunts mdiea
ine of thexr presence altnough bleeding 1s the most pl
occurmng 1p 5055 {according to Swinton and Warren) and 8 to 505
(Strang Clinic) In a series of 301 cases reported by Bacon nnd Brond
63% offered no complamnts referable to their growths Protrusion of
a mass through the anus 15 sometimes noted, as 15 1ba a camplant
of 1 feeling of fullness or pressure 1 the rectum In our experience
rectal bleeding caused by polyps occurs only occasionally The greutest
percentage of polyps was found on routine sigmoidoscopy

DIAGNOSIS

The diagnosis of sectal polyps 1s based primanly upon sigmowdo
scopic exammations  although digrtal eximmation and <ray <tudy
should not be omitted As evidenced by the statistics quoted and pavcity
of symptoms mn these cases, 1t becomes mandatory for every physician
to look for these growths by routme sigmoidoscopy It 1s a refatisedy
safe and simple procedure but only too often omutted from @ genera)
evinnition

TREATMEN OF RECTOSICMOIDAL POLYIPS

The treatment of polyps 1s usually not difficult, but i questionable
cases 1t 15 best determined when the exammer has had yeirs ol expen
ence with tlus type of work To moud confusion the wthors wall refer
to the types of lugh frequency currents commonly used for the remot 2l
of polyps m the following manner The word fulguration, which refers
te etther the si e or the double type of currents will not he yeed
hereafter mstead when discussing the single pole sparking current
we will refer to dessicatton and when discussing the two pole current
we will refer to coagulation X

The biopsy punch followed by dessication 1s the imstrument
current most commonly used (fig 109) Tor low g aceesaible Jewione
excision and suture 15 preferred while lesions beyond the reach of I;:c
sigmardoscape require removal through o colotomy mneision §§ the
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polyp has invaded the wall of the colon a re cction of 4 portion of the
colon 1s indieated Multiple polyps are treated the same as <ohitary
oncs—Ny the bopey punch and desacrtion method —wlhile the famalil
type of polypoidosia which covers the entire tectum and colon <hould
have enly one form of therapy namely colectomy with aleorectostomy
followedd Inter Iy de< 1cation of the rectal polype

For the inexpenienced operator  the desucation current for «mall
ccsule polype 1a the aafest hecu e the current does not penetrate deeply
(fig 110} In the hands of an expenenced operator who has a good
working hnowledge of the high frequency machine and depth of pene

Frokisidt Swers e bigps with Injorchonguble Jaws

Fic 109 [RocToLOCIC INSTRUMENTS

Sigmotjoscopes tiopsy punch Frankfeldt polyp fulgurstor and cosgulator polyp
fulgurstor ani aspirator and Foley rectal hemorrhage bag
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tration of the ball up bemng used, the tnwo pole diithermy eurrent 55
satisfactory for lestons below the peritoneum

SessiLe PoLyrs ABove THE PEriToseaL ReFLECTION

For sessile polyps less than 1 cm 1 dimeter above the pentonenl
reflection our wsual routine 1s to remove most of the polyp with the
biopsy punch and dessictte the base and surroundin, mucosa One
should have electrodes with suction attachments cipable not only of
removing smoke to promote better visibihty and moid small gas ex
plosions but alse for removing blood m cae of extensive hemorthage

For sessile polyps more than 1 ecm 1n diameter above the pertoneal
reflection, circinoma with mvasion should he suspected, espemally of
the least degree ol firmness exists The problem becomes a precanous
one requiring extensive Judgment and experience Because 1t 1s difficult
to reach and examne the polyp, one has to depend upon viston sig
mordoscopic exammnation biopsy, and the “Pap” smear to arrnve at @
proper decision H fixation and mduration 1s felt when the end of the

REMOVTNG SESSILE POLYP WITH DESSICATION
(ONE POLE CURRENT) OR COAGULATION {rwo
POLE CURRENT)

D&;ne "
essicatini
and .

Wy
asprotin
[N \\ lngimmn%
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Sessilebolyp ’ \Sagmordostepe
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agmordoscope ax pressed ngunst an uleerated large bleeding polyp
and the Papamcolion st and opsy  pecimens show malignant de
generation the patient should live an exploration and resectson of a
portion of the colon Careful search should be made for metastatie
ghnde and a thorongh scarch for more exising, polyps

Peninettaren Porvis Anove Tie Peritoseat Reerrerion

Although many men de<enibe the snare mathod of congulation for
polyps personal comversation with many of the<e men reveals a fact
that we hne alwtys known  the snare method s fraught with danger
Pedicles of polyps frequently carry hrge arterscs Umintentional  undue
traction may tear off a pedicle resulling i exeessive hemorrhage at a
point that 1< very difficult to expo ¢ and to reach Fxeessine coagulation
to control hemerthi,e my resull i <lough and perforation of the
sigmord colon

Beeanse of traction by the polyp on the sugmord wall over a Jong
peniod of time the pedicle m1y be a part of the sigmoid wall It s
quite obvious that removing <uch & pedicle with a snare would result
n a perforation of the bowel wall with ensuing penitoniis Fyen omen
tum and small mtestine hmve heen reported in the pedicles of peduncu
lated polyps Using the snare method i such cases may be dsastrous

Inatead of the snare we have found that the Frankfeldt double cup
clectrode u ing the dinthermy (two pole) current and removing the
polyp precemenl by the frictional method s the safest for the greatest
number of men A portion of the polyp 13 grasped by the cups and
corgulated one or more picces being done at one «itting This can be
repeated two or three times weeh When only the pedicle remains care
must be taken not to coagulite too deeply at the base of the pedicle to
avoid slough and perforation Too deep n tretment of the bace of the
pedicle may also result in a long l1sting punched out ulcer When the
pedicle base 1s reached 1t 1s safer to use the dessicating current (one
pole) and repeat, 1f necessary to avoud the above possible complieations
Agam 1t must be repeated one must hive gas and blood suction equip
ment on hand at all times to remove explosive gases 1n the sigmoid
to improve visihility and to control possible hemorrhage If hemorrhage
should occur a good combination suction and dessication (one pole)
electrode could clear the field of blood and smohe—thus exposing the
bleeding vessel—and then seal 1t with sparking dessication (fig 109)
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Sessiee Poryrs Berow THE Perirosean REFLECTION

Sessile polyps less than 1 em 1 dimeter below the peritoneal re
flection can easily be remored with 2 iapsy punch fallawed by dessica
tron of the base nd surrounding mucosa

Palyps larger than 1 em n diameter which are not uleerated do not
bleed easily are not wdurated and fixed, and are accessible to the
operator They should be excssed m toto with a collar of basal mucosa
The evposed wound can then be closed with a suture

Polyps more thwn T em i dimmeter helow the perttonent reflection
not secessible to excrsion and showing ulceration, free bleeding fira
tion mduration, and positive Papanicolaou stan and bropsy findings
are the teal problem cises To remose by frictional congulttion or to
do a complete abdomimnopermenl resection becomes the sertous question
to be decrded These are the cases that tax the conscience of the proc
tologist or sur,eon We have always tried 1o place our elves i the
position of the patient and eur decisions huve always been ba ed on
what we would want done for ourselies if ne had simular Jesions The
followmng 1s our usual conclusion m such eses I 2 polyp with the
above findings 15 not too large and 1s located on the posteror wall
below the peritoneal reflection, we coagulate 2l of the lesion as well
as a good size collar around the base This type of cwe should he
abserved once monthly for years since a recurrence may require radteal
surgery If local recurrence does occur, and 1f no ymasion 15 found on
pathological exammnation further dessication may stll be mdicated
but st 18 d with heavy responsibifity The expenience and jud,,
ment of the proctologsst will have to determine the course of trentment
i these cases If lacal recurrence shows myason radical resection 18
the treatment of chowce

For polyps on the anterior wall of the rectum the decicion for treat
ment 15 assoctted with an even greates responsshshty because of the
close proxtmuty of the bladder, uterus, seminal vehicles and pro~ate
gland Here a,am, ones personal experience with tns type ol Jesion
will determune the type of treatment 1o mstitute

Since vaffous tumors are rrely found above the perttonenl reflection
we have had good results with exciston en mt e buwice u ceriun Pet
centage of these tumors are malignant 2 their ba e, the pmloncra;nfl
periodic obsery ttions are most imporiant Frequently <l residua
areas have to be dessicated or coagubted In our expenence exciion
and suturing of the base has gnen consntently good results In one
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c1e we found an adenocareimomn of the rectougmord ahout 1 em
above an exer ed villous tumor Treatment for this patient was followed
up by an abdominopersneal ve ection

Pimiscriarin Porves Brrow 1 Prmirontar Resvierion

1f pedunculated polyps below the pertoneal reflection are accessible
to the operator they are be t removed by excraon with an accompanying
collar of rectal mucost The wound s sutured by the pursestrang method
H not e11ly reached then the Frankfeld cup fractional method described
above <hould be in tituted

Since some pedunculated polyps present arcas of malignant change
the que<tion anises Shoukd one remove the entire rectum 1n such cases
or use corgultion locally? Our expenience over a period of tuenty five
years has taught us that when palpation reveals a freely movable soft
nomndurated, pedunculated polyp and hi tologic studies disclose malig
nint change confincd to a «ingle aren not imvolvang the stalk or base loeal
excion dessication  or congulation 1s entirely satisfactory  Rankin
and Johnson have recently reported similar expeniences We have ealled
these polyps hustologrcally malignant and chmenlly bemgn We must
heepan mind however the posabibity of a mahignant change in a polyp
being o <ocsated with ¢ tablished metastaais 1n regronal lymph nodes

Covsiinrations Fortowine Pouyr THERADY

One hould be on the lookout for perforation or hemorrhage 5 to 10
d1ys following the use of corgulition Paticnts should not be permitted
1o work or 1o hft heavy objects for at least two weeks after such treat
ment In ques<tsonable polyp c1 es 8 to 10 weeks <hould be allowed to
transpire following coagulation before one decides about the results
accomplished If after such 1 period the aren appears healed becomes
mobile and pliable and adopts the appearance of the adjacent tiwsue
the result will usually be satisfactory Howeser 1f after such a period
the area 15 indurated fived fnable and the biopsy <hows malignant
tissue radical surgery should be mnstituted bestdes further dessication
or coagulition produces pertrectal mflimmation and adhesions to the
vagmal wall and other pelvic structures making radical surgery very
difficult

Any tme after six weeks any suspicious tissue should be biopsied
and the ca e agun reviewed for further considerttion



Chapter 30 MALIGNANT TUMORS

T nE Unsied States Bureau of the Census reveals the fact that eancer
15 on the mcrease Carcmomas of the rectum and the colon con
stitute thout 12 per cent of all the cancers of the body Patients are <ull
reaching the proctologist with carcinoma of the tnorectum following
previous treatment for hemorrhoids, colitis, and operations for hemor
rhoids Rectal suppositories are still bemg dispensed to patients by the
physian and druggist without a proctoscopic examnation The tune
15 not far off when treatment for anorectocolome bleeding or dirrhes
without previous proctoscop gmoidoscopie, and staol eximunition
will be lered gross

1
]

Eriotory
PREDISPOSING CAUSES

Race ~—Yeoman's <tatistics show that caremomn 15 unnersal although
the Negro 15 6 155 of tota}

Age —Carcanomas may occur {rom the early age of 3 up to extreme
old age The 1sertge age is tbout 56 It s most common belween the
ages of 10 and 70

Sev —~Carcinoma of the anorectocolon s more commonly seen in
males (Ratio two to one )

Heredity —An nhertted susceptibality 15 recognzed

ACTIVE CAUSFS

Polyps (Adenamas) —Thew are heliered to be the most nnpor(a!n(
etiologic factor Filty per cent are believed 1o undergo mahgnant de
generation In 25 per cent of carenoma of the rectum and colon one or
more polyps are found 1n the vicamty of the malignancy

Irrutation —~Anal fissures crypts papilae, fistular postoperative sears
syplulis pruritus wn  strictures hemorrhoids ete  although not 'wﬂ:]
mon do resalt 1 cicnomz frequenth enough 1o he mnsurre“
waportant Routine extmnatton of all surgically removed l}m(l"l‘:'“:\’m
reveal a greater frequency than 1+ now commanly recogmzen {.

logic
irritation from constipation although not acceptedt by il as 3n etiolo

2o
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factor 1« being taken seriou Iy by emnent chimenans beeause of the
<umlinty of frequency of eonstipation and ereoma i regions of

the rectum and colon

TATHOLOOY

Ongin —The mabignaney most commonly found s the anal canal
1 the xquamons cell carcmoma In the rectum and the sigmoid and colon
the adenoctrcmomn 1s mo t commonly found

Location —-See fig 111

J---064 %

Fic 111 Praceytace o INciosner of CArcinoMa IN TUF COLON AnD ANamectust
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which spread via the venous dramage system of the infertor or superior
mesenteric venous systems

4 Implantation or trnsportanion 1s another method of spread
which malignant cells are broken off from their mother growth (such
as 1n the sigmoid) and b planted mn the rectum or transportation
during surgery

Gruenrist AND DAVID S STUDIES OF METASTATIC SPREAD
OF Anorectar Carcinoua

The conclusions derived from the studies of these two men are as
follows 68 per cent of all operatively removed specimens of carcinoma
of the rectum will have metastasis to lymph nodes Recogmtion of
mnolved nodes by palpation 1s difficult or mpossible where the nodes
are small Tumors which are questionibly operable becanse of the large
size and bectuse of obesity in the patient may have no lymph node
metistasis Small tumors may hasve very extensive Iymph node metastasis
Tumors having lymph nede metastasis tend to be of a hgher order
according to Broder’s classification than those without metastasis I ow
Iying tumors may have high lymng metastasis There may be retrograde
metastaais befow the tumor Where the tumor 1s near the lesel of the
levator am muscles metastasis along these muscles 1 common Squamous
cell carcinomas metastasize upward along the course of the superior
hemorrhaidal artery as well as Iaterally to the ingwinal nodes when the
mucosa 1s mvolved

SYMPTOMS

Early Symptoms —These may be absent, or there muy be constipation
alternating with diarthea or bleeding Change of bowel habit 1n an adult
wha has always had norml stools should arouse suspicion of carcinoms
There my also be weakness, abdominal pain or anemia

Site of Grouth —Anal carcinomn produces constant anal pun with
metastasis 1o the pgumal glinds, shight bleeding, constipation, and
mcontinence Rectal carcmoma produces urgency and frequency of
stool, passage of bloody mucus heavy sensation in rectum sacral hack
ache, and pams in the hips and thighs Rectosigmondal carcinomn tends
to produce chrome or acute obstruction with alterpating constipation
and diarthea 1f early 1masion of the bladder oceurs the firet symptoms
compluned of by the patient may be urgency and frequency of unna
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non Carcinoma of the transverse and descending colon grves symptoms
amilar to sgmendal lestons Raght colon or cecnl lestons tend to produce
anemtr weakness and Jater bowel ehanges with posaibihty of a palpable
masa tn the abdemen before bowel changes occur

DIAGNOSTS

The drtgnoae 1s hased upon a history of the above symptoms Digital
examimnation m1y reveal a mass in the rectum inasmuch as more than
half of the mahgnancies of this region are within reach of the examining
finger Proctoscopic and aigmerdoscopme examination may reveal a
fungating mass which 14 very friable and bleeds readily Regardless of
location the Inopsy e<tablishes a poutine diagnous and confirms the
chmeal findings The blood picture may be that of a secondiry anemia
due to the lo<s of blood 1n this candstion I the first biopsy in a clinyeally
suspicious case 1+ negitne repeats should be made Any change in
bowel halnte abecure anemia abdominal pune or weight loss should
require birum studies of the colon with oblique and lateral views of
the sigmoid <plenic and hepatic flexures Tlus type of roentgen ex
amination t+ not commonly done by the roentgenclogist unless speer
fically reque<ted Without lateral oblique and spot films the extmination
1s unreliable

Another helpfol aud 15 the Papamcolaon <tun tfig 113) of bloody
mucus remosed from the surface of the lesion or found in the recto
sigmotd during sigmaido copy Tlis test 15 aleo very helpful 1n lesions
above the area visualized by the «ygmoidoscope A positne Pap  stan
of bloody mucus found 1n the rectossgmoid <uggests a carcinomatous
lesson higher up X\ r1y examination ncluding contrast air 1s then made
which will revenl the lesion

Occasionally patients are referred to us by the general practitioner
with completed < rays of the colon reported negitine for a rectocolonic
lesion Thus type of patient will usu1lly hwe a history of a change 1n
halut time and hlood 1n the stool and sigmoidoscopy will reveal bloody
mucus which 1s positne on  Pap’ stain A repeat xray examination
with lateral and oblique views will show the lesion not easily visualized
with the routine A P views This 1s the type of patient who 1s frequently
operated upon for coexisting hemorrhoids—lening an eperable carc:
nom+ neglected until someone else picks 1t up n an moperable state
months later
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DIFFERENTIAL DIAGNQSIS

No case of rectal bleeding should be treated until a proctologic ex
amnation and biopsy establish the correct dingnoss Other conditions
to be looked for wnd to be differentinted from mabignancies of the
anorectosigmord rea are

Amebie Granulome —The finding of amebic puasites plus procte
scopy nd biopsy, which reveal only chrome nflammatory tissue

Bacdllary Granuloma —A history of bacillary dysentery, posttise blead
1gglutinihon proctocopy, and a negative biopsy estiblish the diagnosis

Stricture of the Rectum —Posunve Fret test and 1 negatie Wasser
man make the diagnosts A poutive Wassermm may nlso be preent

Hyperplastic Tuberculoma —Chest findings of tuberculosis

Ad and Papill —Ps py and bopsy mahe the dag

nosis
Enlarged Prostate —There 1s no break m the rectal mucosa on digital
and proctoscopic examination
Retroterted Uterus, Carcinoma of the Uterus, Inflammatory Peluc
Pathology —Present no changes i the rectal mucost

2, % 1

b’ Sl : .
* STAIN- ADENOCARCINGMA oF THE REETUM
" Grars— APENOCUNISOVA DF THE RECTLY

Ongble I wons and 2 & means o} rzamming Bloaly

POSITIVE "Pap
Fic 113 1oty “Iar

This te t 3 very helpful 1a que t
mu as sren dunng gmordo copic examination
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Rrukenbery, s Tumors in the cul-de sac from supposedly dropped metns
taces from stomach or gall blwdder eareinoma present tumefactions on
the anterior wall of the rectosigmond  Proctoscopically the mucost 1s
ntact

Fndametriosis —Oceurs only n the female Surgery reveals chocolate
cyste M tologic examination of a prece of tissue confirms the diagnosts
Proctoccopically  the muco«r 1+ intact

TRFATMENT

Prophylactic —Larly eradiecation of polype anal pathology and alle
viation of chrome constipation

Palhatts e —Surgacal dinthermy an early and adsanced cases followed
by radium or x rvy tmedullsry tumors re<pond better than <cirrhous)
Pre<acral sympathectomy for relief of pan in imoperable cases Subarach
nowd alcohol injection for pun Colostomy 1n obstructive cases Diet
hugh ealoric bugh baer bland diet Tonic lugh sitamn and rron tomes

SLRCFRY

The following operations are in common use in the surgical treatment
of carcinomn of the anus rectum and colon depending upon their loca
tion and spread and the surgeon « experience

1 Resection of any rectal or colon lesion with an1ctomosss (1 stage)

2 Colostomy for pallintion or for stage 1 1n a 2 stage ahdommo-
permeal re<ection (Miles) or Lockhart Mummery resection

3 Exterionzation (Mikulicz Rankin)

1 Perineal excrsion of rectum with prelmunary colo tomy (Lock
hart Mlummery)

5 Abdomnoperineal re<ection of rectum—3Miles (1 or 2 stages)

6 Abd perineal procto ] y with precenvation of the
sphincters
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RECTAL and colonic 1mpaction consssts of the formation and arrest
1n some part of the intestinal canal of a ball shaped mass of harden
ed feces 100 large to escpe through an obstructive barrier or through
the anal onfice Although most mmpnctions occur 1n the rectum occt
sional colonic 1mpaction 1s encountered m the sigmoid (fig 114)

Location —Seventy per cent occur m the rectum 20 per cent occur
1n the sigmoid flexure, 10 per cent occur in the descending, ransverse
or ascending portions of the colon and usually accompany other impac
tions located in the rectum or sigmoid

Stze —Impactions may assume any size, sometimes they are as large
as 10 cm n diameter

Consistency —Fecal mmpactions may be hard, sicky doughy, clay
bke or calcreons

ETIOLOGY

Anything wluch obstructs the normal fecal current or wlich mter
feres with the regulanty of defecation can cause an impaction The most

Fic 113 Fecat Deacmions
ns can be reliesed by mstillations of dilated scloons

These mnspt <ated etool 1mpactio
of peroxide or by Fleet enema and digital reakup of mases.

8
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common canses are excesaive ntake and acenmulation of the mdigestible
shins and seed« concentrated smlk diet coneretions of biamuth or cal
cum  and harum sulfate impactions following x ray examspations of
the testinal tract They alsa oceur 10 the nged and bed ridden cascs
Occasonnlly they are seen asociated with fissure 1 ano patients and
followsng surgery Sometimes a frunt it or gallstone will form the nucleus
of an impaction, sometimes atony of the colonic wall as 1 Hir ch
prung & i eaee or atony of the rectal wall a< in dyschesin, may lead
to ampaction

1ATHOI MY

Preseure and arnitation of the fecal impetion produces first a mucosnl
stntalality aesoerated wathe hypersecretion of mucus followed Inter by
«tercoral ulceration diarthen, bloody mucus and pus

SYMPTOMS

Symptoms are sudden abstipation associated with reetal pun fullness
urgency frequency and intestinal eramps Frequent small watery 1n
titing stools which may or m1y not contain blood mucus and pus
Frequent unination due to reflex and pressure on the bladder Constitu
tional symptoms such as dizzineas headache coated tongue foul breath
general maluse and albdominal distention may be present

DILCNOSIS

Iistory of obstipation Migital examination reveals a clhylike mass
n the rectum Recto abdominal palpation reseals a similar mass usually
m the lower left wguinal region n sigmowdal ampaction A banum
enemn (never a banum meal) will determine the location of the mass
and differentiate from intrinsic and extrinsie growths of the colon 1f
the impaction 1s lagher than can be palpated with the examining finger

TREATMFENT

Rectal Imy Ad an o1l o enema (90 cc ) of
mineral o1l or cottonseed o1l to soften up fecal impaction After several
hours break up fecal mass nto smaller masses with finger followmng
with another enema consisting of two thirds water and one third hydro
gen perouide Recently we have found Fleets Packaged enema a good
alternate trewtment following fingering of fecal mass
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Chapter 32 COCCYGODYNIA AND
PROCTALGIA FUGAX

P Ats about the vegion of the coccyx, referred to as coceygodynia, 13
a chaieal entity only too often misunderstood, commonly over
tooked and amproperly treated Proctalgia fugax 1s a proctologie entity
aleo referning 1o o peaific type of rectal pun We feel that both these
conditions are the sime chmeal entity  proctalga fugax beng the
acute, and coccygodyma the chromc mamlestation of this interesting
syndrome

P bl

1
Pirtformis m '
¢ * ' Levetor amm

Coceyqeus

Fic 11 Cocoveoman
Technique of massage of lerator an coceygeus and piniformia muscles m the treat
ment of coccygodymia and froctalgia fugax With the sndex finger inserted full 1 ngth
o the rectum the muscl s are massaged i the long direction of their fbers apply
ing postero-lateral pressure starting at the spine

261
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The most commonly described of the two conditions mentioned 15
coccygodyma Tlus condition was first deseribed by Sir James Y
Simpson, 1 1859 “When the coceyX or coccygeal joints have been
mjured or when the surrounding structures were the <eat of mflamma
tion any contraction of the muscles connected with the coccyx would
excite the charactenstic pun of coceygodyma ”

ETIOLOGY

The spism may be either traumatic or mfectious We hnow that
injury to any jomt muscle, or igament will bring <bout a defensie
muscle spasm, as evidenced by the ncute scoliosis assocrated with spasm
following a lumbo sacral sprain We therefore feel justified i believing
that any traumn to the coceyx such as a fall, childbrth, etc , might njure
g jomnts, or les and might al<o bring nbout a sprsm of the
Iesator 1m coceygeus, or pirtformis muscles A fall on the coceyx might
alvo tear the lateral sacro coceygeal higament and thus cause pressure
upon the fifth sacral nerve which lies beneath this ligament and wiich
forms part of the ano coccygeil nerve plexus (fig 116—mnsert) Pres
sure upon this fifth sacral nerve will cause pun localized to the ano
eoccygetl region Also njury to this area may imbiate an inflammatory
reaction, proliferation of fibrous connective tissue, and compression of
nerves Any undue pressure or stmulus to the coceygeal area would
thus set up an arex of muscle spasm nd tenderness, which would he
preaipitated by muscular movements such 13 nsing from a sitting
position the act of defecation following the act of cotus, 1nd 1l 0 sitting
for any length of time

An Iy we are cog t of the lymphauc drunige of the
anorectum laterally nto the levator am muscles 15 well as v11 the Interal
higaments and superiorly along the venous networks Thus nfectious
processes such as cryptitis, papillitss fissure in o fistula 1n ano hemor
houds, and pro.tatiis would gne rise to lymphatic dramage mto the
aress of the lesator ant muscles and set up a spism of these muscles
1t 35 1 theoe wnfectious cases that digatal examnations frequently reveal
tender srregular nodules 1n the muscles themselves which we have con
sidered os either areas of fibrositss or lymphademis Therefore mn the e
caces treatment of the coccygodyma necessitates eradication of the areas

H
1

of nfection as mentioned
Proctalgia fugas 1s simlar to coceygodyma except that in this con
duson there 15 a sudden onset of an acute muscle spism such s thw
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which occurs when an wndiadual gets a cramp 1 the deg Tlis acute
sprem 1< mo t hkely brought about by an accumulation of fatas a
prece of stool or contus  etting off a trgeer mechaniam with the reault
mg sprm or at mght any sudden unconseious move on the part of
the patient may hrang into pliy the peluic muscles auch as the gluteus
mmmus or pinformis wlnch 1o tuen would aet as a tngger mechamsm
cruang an acute sprsm of the muscles previoudy mentioned Thus the
pathogenesie belund proctalpsa fugre would be wlentical 1o that of
coccypodymr but natueally to a much le er degree Understanding
the ahove etinlogy and pathology of these conditions makes one better

able to under tand the svnptom complex
y
125
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Fic 116 Coccyconra
Techntque of ingection of coccrgohima Ne dl #1 #2 1 and #5 nject ane thetic
ol 1nto snl about the anococcypesl p! xus while #3 d monsirates the depe ition of
anesth tic a1l int) the mu ¢ Inrert reveals the anatomuc po uion of the fifth acral
B orve a3 1t cour es und 1 th lateral sacrococcygeal ligam nt and joins the coccygeal
B rve te form the ano<coccygral plexus
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injection of a Jong actng ane thetie such as Nupereune i ol 19 ginen
Thi< tnjection 1« given with a tubereuhn ayringe and a 21inch, 20 gauge
needle depouting the anc thetic ot about the coccyx and alwo into the
muscles imolved nang the left index finger ae a guide (fig 116) We
use no more thin 1 ce of ancsthetic ol at one treatment Surgery may
be necesaary to elear up any focus of infection or anfected areas <uch as
eryptitis prnlhitie fissure fistulr anternal hermorthouls or chronic
prurstus sm The prostate should recene any indieated treatment

Following auntgery of the anotectum and sts re<ultant po toperative
purulent drnuntge symptoms of coccygodymin may develop which 13
undoubtedly due to the «ame infections ortgan as mentioned presion ly
One will have to be patient and allow the anorectum to heal and the
purulent drunage to subside before the symptoms will be allesiated In
thote cates of coccypodynin whese surgery 1¢ performed for associated
anorectal pathology injection of the muscles imvolsed with anesthetic
ol an the operating room befare surgery s performed will allevinte
a good number of these complunts We hve «cen many patients with
coccypodyma who limve previousy heen subjected to 1 coccygectomy
with poor results We feel that coceygectomy does not have any plice
i the therapy of coccygodymn The sumple methods of treatment men
tioned sbose have paven us umformly excellent resulis over a long peniod
of ime



Chapter 33 PILONIDAL CYSTS
AND SINUSES

P ILONIDAL cyst 1s 2 congemtal defect that 15 probably due to faulty
mvagmation of the skin (ectoderm) m the midhne over the sacro
coccygeal area during fetal develoy This pathological entity 13
characterszed by the formation of sinus tracts with 1 tendency to undergo
abscess formation Frequently small hairs are seen protruding {rom one
of the midline openings

Stnonyms —Pilomdsl cyst 15 al<o known as postanal dumple wcro
coccygeal dimple, and coccygeal dimple In World War I the Army
nicknimed this condition * jeeps disense® because of the frequency of
its occurrence wn suscephible indmaduals denang or niding jeeps

ETIQLOGY

Predisposing c1uses ire as follons The grealest number are seen 1n
young males 1t 1s peculiar to Caucasians 20 to 30 ts the most common
age, and driers of cars, trucks, and jeeps 1re most susceptible

Among theoretical causes it has been attributed to ectodermal m
vagination followed by traumatism Iater 1 hfe or st may be cused
by the per y of the ygeal vestige of the neural canal or 1t
may be the result of a vestigral skin appendage developing at puberty
{ preen nds,” as in birds) Reverse pohirity and growth of hur
follicles 1s believed to be another theoretical cuse of pilomdal cy«t

PATHOLOGY

Gross The external onfice of a pilomdal cyst m 1ts uncomphicated
form 1s smooth, ether round or oval, barely admitting = probe tip Fre
quently there may be a tuft of hair n the openmng It s commonly
located over the sicrococeygeal arhiculaion or lower sierum Usually
the single sinus extends iwto the subcutneous and fatty usue 1o em!
1n 1 pouch or cyst over the «acrum {fig 117) In the presence of su;lr
puration tno or three Iteral tracts may develop similar to fistulae with
granultting walls and rigged opemings

Microscopre The smus w alls are hned by stratfied squtmous ept
thelium The eyst etaty contins sweat ghinds and har follicles

266
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SYMPTOMS

The quiescent stage 15 usually associated with no symptoms

The suppuration stage presente n lustory of pun and swelling about
the «acrococeygetl area following nding falling or any other triuma
10 this area Later there 1« <oreness morsture and an wrntating purolent
discharge Remissions and exacerbations are common In severe cases
chills fever and general constitutsanal disturbinces are present

DILCNOSIS

The diagnosis 18 made on the presence of one or more small suppurat
g opemings in the doreal midline over the sacrococeygeal region 1nto
which 1 probe may be meerted The opening s usually discharging
seropurnlent matersal a tuft of haie may he <cen in the orsfices

DIFEFRENTIAL DIACNOSIS

In an anorcetal fistuh the opening over the fistult 1s rarely found
over the coceygeal arer The external opemng of a fistula will Irve an
opening within the rectum usually at the pectinate hine Pilomidal cysts
rarely have commumcation with the rectum In a cirthuncle there 15
1o evidence of any hur protruding In the cse of carbuncle, we are
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dealing with one sohd mass which 15 different from that deseribed for
pilomdal cyst Hydrademtis suppurativa with us many suppurating and
nonsuppurating sinuses which do not commumcate with each other has
to he considered Osteomyelitis, tuberculosss, syphalhs, wnd actinomyeoss
are rarely seen but should be kept 1 mmd 1n the differential dagnous
of pllomdal cyst

PALLIATIVE TPEATMENT

Silver murate treatment Following the admimstration of a local
anesthetic, incise down to the cyst remove hmir and other contents
protect susrounding skin with collodion, pack wound with poudered
silver mtrate covered by gauze After three to five days the cyst hiing
separates, leaving a healthy, granulating surface

Carnoy’s solution {modified) After local anesthesa, the cyst 35 1n
cised and ns contents are aspirated Several days later the Carnays
solution 15 used to swab the cavity Ten 1o 15 cc of the following formula
18 placed 1nto the cavity and permutted to remain for about ten minutes
The treatments are repeated every other day at first, and at longer
miervals later

CARNOY S SOLUTION

Ab olute alcob>! - - 60
Chloroform - - . 30
Glacial acetic aaid . e - - 10
Ferne chlonde - . o e 158

Although a fairly good temporary relief can be obtasned with the
ahove palhiative treatment 1t has been our expenence that surgery 1
the only methed that will produce 4 lasting resuft [n years previous fo
the use of the open method every other type of operation closed or
open tned by us was associated with 1 small percentage of recurrence
Since 1939 we have used the open method without a single recurrence

SURGICAL TREATMENT

Open Operation —Following a general anesthetie and the injection
of methylene blue into one of the mlomdal evt openings (fig llﬂ)i
a probe 1s wnserted from the lower to the upper extent of she cy<t, uml
the tissues are incised down to the probe The probe 1s then rc\ew-;
1o the lower extent of the cyst, and the remminung tissues e xlnL‘I!wl
This gives one an 1der of the entire length of the eyt An ell l}p ;c?
points ove half inch 1bove and belos

Tuding
merston 18 then made, including e repremnel e 18 2)

the upper and lower extent of the open ¢
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A probe 15 inserted from the fywer to upper extent of the cyst and the t1 ues are
inersed dywn 1o the probe (I) An elliptical inciston 19 then made including pornts
one half inch above an below the upper an lower extent of the opea cy | respec
tively (2) The incison is continu d & d to the ! 1y 13, excrs
198 the entire cyat and ancluding normal 11 sues above below and to the sides of the
5% (3) The edg a of the skin are then suturel to the bottom of the cyst cavity
ith 8 continuous I avy Hack drayled silk sutare (4) Sulfa powder 1s sprinkled into
the cavity and the cavity is then packed with 1odaform gauze (5)
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The 1nciston 15 continued downwrd to the sacrococeygerl hgaments
exusing the entire ¢yst 1nd to mnclude normal tissues vbove below, and
to the sides of the cyst (fig 118, 3) All bleeding points are coagu
lated The edges of the skin are then sutured to the boftom of the
cyst casity with & continuous heavy blick braided sik suture (fig
118 4) Sulfathiazole powder 1s sprayed m the wound, and 1t 1s then
pached tightly with 1odoform gauze (fig 118 5) The packing 1 re
moved mn two days, and the sutures are removed 1n four to five days

Office Treatment thereafter consists of pamting the wound with
Carnoy’s solution every other day

Home Treatment —A dressing of Desitin cod hver oil omtment or
equal parts of 5 per cent scarlet red oimtment wnd Surfacane omiment
1s apphied daily until the entire cavity has completely closed, which
requires 2bout s1x weeks



Chapter 31 CONSTIPATION

Friorory
FUNCTIONAD CALSES

P FRUAps the preate U perpetuiting eause of constipation s the dis
regard of halat tume To thie should be added the umnviting con
dition of tailets 10 the poorer types of schools shops offices farms
and tenements

Sedentary Haluts and lLack of Fyeresse —Fxerer ¢ veynlly mde
regulainty. Certanly bulding up the abdominal muecles mds materially
mancrey ang intra abdominal pre syre which 1< an mmportant factor
i normal defecation

Insufficient Water Intal ¢ —-A common dietctic error 1¢ the consump
tion of a haghly concenteated dry diet In such ea e« the drnktng of
water on a {1 ung stomacls 1n the mormng as well as before meals may
be all that 1s nece <1y to cure the constipation

Iietetic Deficiencies —A ek of roughage sstamins and mineral salt
1< another common offender Lack of <ufficient roughage for tho ¢ with
atone colon< and an malnlity to et roughage 1n erse of apastie colon
gllMadder dicerce and peptic uleer contribute to con tipation

Lazatie Abuse by habuual duly takers of Inxatives produces n con
tinuous need for Jarger do e« untl bowel movements are of liquid con
tstency and no longer occur except as a result of strong cathartics

Obesity Diets Iehany, i <ufficient mtake <o common amongst women
todry are vesponmible for miny cses of conshipation It 1s quate easy
to make the patsents under 1 that an {Ti intthe will result
10 an msufficient output

Instabality of the I egetative Nervous System —The stress and stran
asoeiated with the demands of modern enihzation plus the American
hahat of hustle and bustle have produced one of the di eses of modern
evilization, namely the unstible eolon Con tipition mamfests steelf on
the <ol which s been prepared through the agency of an unstable
nenvous system This may be congental or rcquired

Endocrine Dysfunctions Iypothyrowdism 3Mild Myxedema —Inwomen
with low metabolic rates 1n the fourth and fifth decades and frequently
of the ales type there 15 1 general lowering of endocrine glandultr

m
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ment of locahized spr me and pockets retunng old fecal debris and
vording only the overflow

The redundant eolon occurs more often 1 men and an the stheme
{stocky} The redundancy may take the form of mmple pleats or re
duplications or of extenanve loaps and twists The most frequent ate
1s the pelvie colon The condition 14 believed to hecome exaggerated
following chrome rectal constipation and strumin,. at «tool

The constipation of colome redundiney often dates hrek to child
hoad The intersal between spontaneous howel movements may extend
from three dve to a week or more There o5 often i comfort s the
lower night quadrant charactenized as dull dragging or sticking
natare and inerersed by badily exertion

Notanfrequently there 13 gas pressure fullne « or pun referred to
the exsct Tocation of the redundant Joop i the left colon Sometimes
precordial dh trews or ancreased helehuing 1e provoked by gas accumula
tion under the left diaphragm The pae age of flatus 19 at imes difficult
but when st doee take plice it 1s often followed by complete relief
of cvmptoms

lou fixed cecum 14 mo t commonly present sn women of the asthenic
(tall) type This 14 the conditson that ocerstonally recenves the dingnoss
of “chrome appendicstis Low ficed cecum s one of the anomalies
responsible for con tipation

Weakness of the Abdomnal Wuscles —Weakness of the abidominal
muscles following ehldbirth obesity abdominal operations advancing
2ge dirstras rects and liek of abdominal exercise dimmmich intraab
domtnal presure  an amportant factor an praducing normal bowel
evacuation

Weakne « of the diaphragm such as that n emphy ema or asthma
occasonally contrihutes to constipation

Dierticulitys —Dysrsyscobtss fespeesally the Iyperplaste sanety)
producing a hy perplastic tumefaction will progres ively narrow the lumen
of the affected howel and ¢ e n progressive constiption Simple divert
cuhtis 15 uaually ascociated with spastic constipation

Intrinsic and Fririnsic Tumors of the hectum and Colon —Carcinoma
of the rectum and colon may produce progres e obliterition of the
bonel lumen with progressive constiption So may pressure on portions
of the sigmoid and colon from tumers in adjornng organs such as
fibrowds ovarian cysts carctnoma of the uterus hrukenberg tumors
and endometriosis Strictures of the rectum due to lymphopathia ven
ereum sypinhs and ulcerative coliis are also causes of constipation
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Megacolon, or Hirschsprung’s disease, 15 a congemtal dilatation of
the colon, charactenized by narrowmng of a segment of sigmord Vany
theonies had been propounded and many th 1c 1gents ad, tered
with hittle success

In 1948, Svenson and others described this condition as cauced by
congenstal absence of the myenteric plexuses 1 a segment of sygmorl
colon He and many others since then have resected this segment and
performed end to end nastomosis with good results

Pseudo megacolon, or 1diopathic megacolon 1s found 1n dults and
1s a frequent cause for constipation In this conditton, there 15 tremen
dous dilatation of the colon and rectum down to the anal canal There
15 no evidence of narrowing anywhere m the colon and rectum and ne
loss of myenteric plexuses pathologically Spinal anesthetic tn these cases
will cause frequent bowel movements thus indicating some autonomic
imbalance Treatment conststs of diet, Inative enemas, and at tmes

P

mecholyl brormde

Rectal and Sigmowdal Prolapse —A condition very seldom mentioned
as a cause of constipation 1s rectal and sigmoidal redundincy Here we
have an excessive amount of rectal nd sigmoidal tissue which causes
an invagmation or partial prolapse on bearmg down at stool

Instead of pushing stool down by the mechamsm of defecation the
bowel wall 1s forced down nstead obstructing the passage of the stool
Ths condition 15 diagnosed during digital palpation by ahing the
patient to bear down when the bowel will he felt to come down and
meet the exammng finger

Organic Dyschesia —Orgame dyschesia frequently develops secondar
ily to amy condition which causes pam during defection such as
flamed or thromho ed hemorrhoids, anil ulcers or fissures pectenotic
and peltic pertontis In women the condition 1s frequently caused or
aggruated by chldbirth Spinal cord lesions may cause 2 stubborn
dyschestn

Aral Pathology —Fissures cryptitis, papilhit
stenosts 1re common cuses of constipation theugh frequent

15 pectenosis and anal
ly averloohed

Tyres OF CONSTIPATIONS

There re three mun types of constiption
1 Spastic constipation
2 Atonsc constipation
3 Rectl constipation (dyschesia)
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Spastie Constipation ot dyskinetie con tipation has i our own ex
pertence bren found 1o be the mo t common vanety The tomienty of
the descending colon 1 anetersed with 4 sub equent deerer 0o the
duameter of the colon and an inerer e an dinmeter of the cccum and
aseending colon Wiath a narrovang of the distal eolon peniatatas 1s
impured and the lu trations are matked and hypermotle with a re
wlting delny an evacuation ume (fig 119)

{tome Comipanon s« characterired by a relixation of the colon
musculsture (g 120} Thie condition 1« ueally found in the aged
the delalitated and the undemours hed and ueuslly follows an the path
of lonz tanding and excr< e tse of eathaetics

Fi 119 Xwmay or a Seasmc Covsmeation Nosz e Costracten Haustrar
Secmrers wirenr Foayt tHe Bare swareo Stoow
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Rectal Consnpation (dyschesia) 1s associated with rectal stasis Stool
1s commonly found 1n the patients’ rect without their being conscious
of 1ts presence It 1s usually the result of years of neglecting to answer
the call of defecation The defecation reflex 15 gradually desensiized
and in time requires a great deal of stimulus before 1t incates 1ts natural
muscular contraction and emptying of the rectal contents It may also
result from long use of cathartics and purgatives which produce hquid

Fic 120 Aronic CoNsTIPATION
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stool and do not produce suflicient bulk 1o 1mtante the required stimulus
to the defeeation reflex In old bededden and paralytic patients Tnck
of actinity anid temporary discontinuation of digestive routine alo pro
duces rectal constipation

Divesosie oF Cosstir aTion

1f the patient complains any of constipation without any abdeminal
pan or bellyconserousneas the findings point to a hypokinetic (atome)
iype of condipation

If on the other hand the con tipation s« accompamed by abdominal
pan excesenve mucus and inereased discomfort when takng laixatines
the conditien 1x usunlly dyshanctic or spastic constipstion

Progressnne constipstion wath abdominal discomfort may be due to
hyperpla tie diverticuliie tumor in the left eolon (fig 121} stncture

P

K/::‘*-s TN

B 121 Owmiramon Cavsen ey Iance Uremve Tustor PREssisg 0¥ Sicmoto



278 Essentiats oF Cunieat Irocrotocy

cremoma of the rectum or sigmoud, or to extrinsic pathology such as
Rruhenberg tumors, fibrouds of the uterus, ovinan eysts Hodgkim’s die
ease, presacral dermords, etc Proctoscope and sigmordoscopic examina
tions are very important in every case of constipation Any recent change
tn bowel habit or abdomnal cramps i a person past 40 should be sus
pected as carcinoma until proved othersise Occult blood, bloody mucus
or black stools suggest mahgnaney as 1 canse of constipation

If the patient 1s obese nd the metabolism 15 low, hypothyroidicm
should be suspected

The carmune test or the barium meal roentgen examinations are very
excellent uds 1n the determmation of an exisuing constipation  Banum
retention 1n the colon fter 36 hours suggests constipation The longer
the retention, the greater the degree of constipation (fig 122} U the
banium meal 1s arrested 1t about the mid transverse colon 1t suggests
the ascendimg type of constipation If the left side of the colon appears
narrow and stringy, spastic colon exists, and if the entire colon seems
dilated, atomic colon can be diagnesed By ad mg two 5 grain
capsules of carmime with breakfast, the red color m the stool should
apperr normally withim 21 hours By noting the color of the stool m

bseq bowel ts, one can determme the existence and
degree of constipation Red appearmng stools after 21 hours 13 indicatne
of constipation This 1s an excellent ud when xr1y 1s not aalable 1t

Normal *) Constipation g
o

asshge oF StooL 1y e Nomiek

Fic 122 Scussaric Itetstaattoy Swowive The I
anp 1v ConsTIPATION
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carcmoma of the rectum or sigmord or to extrmsic pathology such s
Krukenberg tumors fibrowds of the uterus ovanian cysts Hodghin's dis
ease, presacr1l dermoids, etc Proctoscopic and sigmordoscopic examina
tions are very important in every c1se of constipition Any recent change
n bowel habit or abdomnal cramps 1n a person past 40 should be sus
pected as carcinoma until proved otherwice Occult blood, bloody mucus,
or black stools suggest malignancy as a cause of constipation

If the patient 1s obese and the metabolism 1s low, hypothyroidism
should be suspected

The carmine test or the barium men) roenfgen examinations are very
excellent aids 1n the determination of an existing constipation Barium
retention n the colon alter 36 hours suggests constipation The longer
the retention, the greater the degree of constipation {fig 122) If the
barium meal 1s artested at about the mud transverse colon it suggests
the ascending type of constipation If the left side of the colon appears
narrow and stringy, spastic colon exists, and if the entire colon secms
dilated, atomic colon can be diagnosed By ad ing two 5 gramn
capsules of carrune with breakfast, the red color 1n the stool should
appear normally withm 24 hours By noting the color of the stool
subsequent bowel movements, one can determune the existence and
degree of conshipation Red appearing stools after 21 hours is idicative
of constipation This 1s an excellent aid when xray 1s not available 1t

\ -\\) SQhe F,
( Ll
Consttpation

Noryat
Fic 122 Sciesamic [Litstration Smowise e Passiacr of Svoor tn THE D

anp v Covstipamioy
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serves also nn an inevpensive check up from time to time to wateh the
progress of trestment Plhysical exanunation s helpful and s per
formed by abdomnal palpation and by reetal digitalization By the former
method, a contracted or knotted and usuvally tender alac colon may
be rolled over the left 1hite forer 1n cases of spastie constipation In
atome constipation the entire colon ts chlated and 1s recopmzed by 1ts
lack of tone The metaboliem ax frequently fow In dy cheaa a rectum
filled with hard seybalh my be discovered by the glosed finger even
though the patient has no dewire to go to stoel 11 the anal canal 1s very
pranful 1t suggesta that anal pathology 1« contrabuting to the constipatton

Ty arstisnt 0 ConaTinarion

The treatment of con ipation should be directed towards restoration
of calome function and shonld anclide early halnt truming proper diet
exercise and medicinnle

Prophylaxis should provide for repular food antake for routine visits
to the toilet aufficient water intake—especrally on ansing—a balanced
diet contumng sufficient roughage abdoninal exercises and correct
posture

Ceneral Treatment —Patients should be in tructed to go to stool at the
same hour each dvy either before or after breakfast to try for 10 min
utes by strmming at regular imtervals to omit thos of hypertension hernmin
or anorecta] di ease exi ts 1f no result 13 obtuned to meert 1 glycern
suppository

Fnemas —If no result 1« obtuned with the above the patient 1s 1n
<tructed to tahe a glycerin enemn consisting of 1 to 3 ounces of glycernin
to a pint of water In rectal dyeches1r and «igmordal constipation 1t 1s
better to gine an entma than to dsstuth the entire antestinal teact by
alaxatine If anal pathology exists omit the glycerin

Water Intal e ~—Ahout eight glas ¢s of water should be consumed m
a day Donking normal saline or Jemon juce and water on ansing
will frequently n ateelf produce the nct of defecation

Diet —Certan indinaduals habutually omut from their diet those food
<tufls possessing inherent qualities of increasing mtestinal peristalsis Such
foods include the vegetables and cereals with eellulo e residues which
stimulate peristalss chiefly by mechamenl means the fruits which also
act mechameally and the fats which act hoth chemically and mechan
1cally
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Patieny, on yleer dret, Spastie coloy diet, gallbludder diet, apg obes:l)
diets become Constipateq and shoyly hue OF smogy), buli,
0od such ag melamuul, kamya bassorsy 38U agqy,

opro:tamplmbm and I’.\'}c/ml/xerap_) ~In Cases of copmstasophobn
where al Jmeehgalmns Prove Regaty e Patiens should },, showp the
Yray filmg and regy)y of other tests 1o €oninee them of therr Rormaly

o
much o Possible by 3PProprigte mental apq €motiona] Y Biene, by
adequate ‘acationg, fest ang suflicieny sleep, and by sedatn g medicayg,

/Ibdomzmxl Exercys, ~This 15 helpfy} becayge B hghtens the o}
domyp,) wall qng MCreases 1npeq abdomyny) Pressure
Smaallmge Smooyy, Bulj, Producers ( Ihdrop/u/:c C ollords) —~Mechan
amea] laxatyyeq are delimrely replacmg themyca) laxapy e chiefly pe
Cause they Prodyce Smooth pyp. and Jy Tication “ithouy chemicgl
snmulahon, itation, o, absorpuon These ct by absoy] 18 Water,

t
tron of £,y solubje Vitamyng A wmd D The more Commanly used smoqy),
8€ prodyctg are Metamyey], cellothy], Muclose apg sthlip

Moothage laxames e taken 1y, § or 2 deam, doses once or tyice 4
day followeg o glasses of water Patiens who are reducing ang
wish 1o oy, therr fooq ntake shoylg take the 8ums befop, meals Ty,

elps 1o il 1he stomach gpq curh hunger Othery,se " can be togey

after meals
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Phenolphthalesn —Thna is comtaimed i more than 125 proprictary
preparstione an the form of lixative drugs, chewing gums, confections
frute and hiscwte 1t s beliesed 1o produre intestina! eatarrh <kin
eruptions and viseeral dusturhances 1 senatine patients and s best
omitted m the treatment of constipation

Wineral O ~=Thie 1o immishung in popularity beeauee 1t 1s believed
to mix with food and interlere with digestion, abeorh some of the vita
mine tend to leak and ancrevse antestinal fltus However we haue
presenihed mineral eal for sarious conditions over a period of 28 years
and have never noted any untoward effects We advise only one dose
at mght

Lactodestnin Aedophius and Lactic derd Preparations —Any kind
of these frequently ancrease spasticaty by inerenang the acid content of
the bowel do not eorrect constipation in the majonty of cices and lo ¢
therr florichanging effect soon after the preparation s diccontinued

Collordal Anolin —Tns collowdal form of refined Fullers earth has
the property of absorlang and adsorbing bactenia and tovns in the
testinal tract and rendenng them innocuous It 1s anert and 1s not
abeorhed 1n the intectinal tract It soothes the mucous membrane and
ads an changang the teainal flora It does not produce reactions and
aggravation of symptoms as s commonly noted with liwctic aeid
prepaeations It has no contrmndicaions In the wrters hands it
has been 1 mo«t satisfactory remedy an the trertment of many gastro-
intestina) disturliances Two drame to 2 ounces a day discolved 1n water
can be given without reactions For changing the intestnal florn 2
ounces tn divaded doses at first cutting down to 1 dram twice a dvy
18 excellent treatment  Colleadal haohin 1n comlination with phenobar
bital gran 14 extraet of hyoecy1mus grun 14 and magnesium oxide in
rarying do cs (Maohin formuls no 3 Alphaden Co  Chicago) has been
the writers” most satisfactory compound 1n the treatment of spastic colon

Bran —Bran 18 rough tends to pack and 1s contraindscated n spastic
colon gallbladder dicease ulceratine lesions of the wntestinl tract and
anorectal dicense

Futamin B Complex —This 1 behiesed to increase or normalize colon
tone by s effect on the vegetative nervous system or by the fasorable
effect of increased food intake following ncreased appetite produced
by these sitamins

Mineral Salts —Muneral <alts especially caleum end phosphorus
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should be wdded to the dietary m every case of constipation, espeenlly
the atonsc vriety

Endocrine Therapy —According to Lahey, only tho e of the hypo
thyrotdism group (mild myxedema) with 1 blood cholesterosis of 200
or more will respond 10 2 10 6 gruns of thyrord duly Ambrose reported
severtl cases of chromic constipition which were successfully treated
with prtuitrin after other measures had faled

Surgery —The most mdicated surgery m the treatment of constpition
18 that of the anal canal Conditions such s cryphine fissure, peclenosss
md anal stenosss should be corrected The reparr of ventral hermr wnd
dastisis rectt are also aids 1 tncreastng mtrr thdemmal pressure and
correcting constipatton Operations for the relef of visceroptoss, re
dundant colon, idhesions hands, kinks, ete 1n the treatment of con
stipation should be performed only as 1 lst resort and then only after
due consideration and dehiberation Resections of the colon for infectious
granulomas nd car are nd d and s Remov} of
tumors pressing on the bowel, such as fibroids, ovarin tumors endo
metniosis, presicral tumers, etc 1s mndicated and necessary to rehete
extrineic causes of constipation The surgical treatment of Hyrschsprung »
disense 1s diseussed 1 detul in chapter 2

TreaTvENT oF IiE Most Conason Forus oF CorsTipaTion

Spastic constipation 1 successfully trevted by rest, sedatives, intestinal
1ntiseptics, antispasmodics, wnd nontrrtating muld laxaties Such a
combmation 15 the previously mentioned Muchn no 3, made up of

Nordal oxide, phenobarbit), and extrict of

kaalin g
hyoscywnus The wmounts cn be varied according to the needs of the

patient Where smooth hulk 15 desirable any of the gums previously
mentioned plus the following combmmation works well

Powd, extr of hyo cyamus P gr 174
Powd exte of belladanna e Vb
Phenobarbital - rr /4
to g 12

gr /6 up

Powd extr of cacara

(can be added if nece ary)

M et pone 1n capsulam Disp tales doses No —
Sig 1cap 2 or 3 tmes a day

The diet should be bland to help put the colon at rest Cleanung
enems of normal saline And sodwim Iicarbonate <olution are helphad
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to start off the treatment and then are tahen only occasionally as
nece «<ny Ol retention enemas can be used af the atools are very dry
but they are a nueance and are seldom if ever adhered 1o by prtients
for any lengthy persod  Tatrogenie substances are helpful an apasie
colon ¢4 cs gong through the menopau ¢ P'sychotherapy s occasionally
imdicnted Hemoval of anorectnl patholopic changes 18 most important
i miny c1es

Atone constipation s hest treated by stimulating peristaleis in several
ways Farst, o hberal muxed diet including raw segetables and raw fruns
unle<s contrasndicated by the coexistence of galibladder disease In addy
tion the smooth bulky hydrophilic colloids with an abundance of water
twiee a diy  abdominal exereices to inerevee intr abdominal pressure
trychmine 1/60 gran to 1 30 gewn and thyroid extract gram 1,2 and
up three times a day are all helplul aids to stimulate penistalas an atome
comtipition Glyeenin enemnia o start the treatment off and then as
neeessary are helpful

In dyschesia (sectal constipation) all anad pathology <uch as fissures
eryplitic papillitie pectenoas ete  <hould first be alleviated Clycenin
enemas or glycenin suppostonies are more satisfactory than oral lxa
tives A suppo itory contuming 3 to 5 gruns of quinine dihydrochlonide
m ol of theohroma tlow melting point) helps to renew or re<tore the
desenatized defecation reflex (Crahamy I no anal pathelogy such as
eryphitis or fissure 1n ano 1e present the patient <hould be placed on a
general diet that ancludes all the bulk producing 1w and cooked
vegetahles

In rectal and ssgmondal mucosal redundancy enther of two things 1s
mdicated  either a sigmardopexy  pulling the Joose bowel up from
abore and fixing it to the abdominal wall or any other of the recogmzed
procedures ar the injection of o 1 per cent solution of uren quimne
hydrochloride 1 the redundant howel wall through a sigmoda cope

DOXINATH

We have juat recently added n new drug called Doxinate (Dioctyl
sodum sulfosucemnate Tloyd Bros) to our armamentarium for the treat
ment of constipation It presents a new approach to the problem of
constipation since 1t 13 not a laxative a bulh producer or a lubricant
The action—=olely that of fecnl softening—results from greatly im
proved dispersion of immusaible fecal matenal due to decreases n
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should be added to the dietary 1n every case of constipition, especially
the atome variety

Endocrine Therapy —According to Lahey only those of the hypo
thyrordism group (mild myvedema) with a blood cholesterosis of 200
or more will respond to 2 to 6 grawns of thyrod duly Ambro-e reported
several cases of chromie constipation winch werr successfully treated
with piturtrin after other measures had fmied

Surgers —The most indicated surgery m the treatment of constipation
15 that of the an4 canal Conditions such as eryptitis, fissure pectenoas
and anal stenosts should be corrected The repair of sentral herma and
diastasts rectr are also wids 1 increasing intr abdommal pressure and
correcting constipation  Operations for the relief of visceroptosss, re
dundant colon, 1dhesions, bands, hinks etc 1 the treatment of con
stipation should be performed only as 2 last resort and then only after
due consideration nd deliberation Resections of the colon for infectious
granulomas and carcinomns are indicited and necessary Removal of
tumors pressing on the howel, such s fibroids, ovarian tumors endo
metriosts, presicral tumors etc 1s indicited and necessaty to rehese
eutrmnsic causes of constipition 'The surgien) treatment of Hirschsprung s
disense 15 discuseed 1 detl an chapter 2

TRFATMEST OF THE MosT ConyoN Torus of CONSTIPATION

Spastic constipation 1 successfully treated by rest cedatives mtestintl
antiseptics  antispasmodics, nd nomrritating mild faxatives Such a
combination 1s the previously mentioned Msolin no 3 made up of
coliondal kaohn magnesium oude, phenobarhital, and extract of
hyosryamus The amounts can be vaned according to the needs of the
patient Where smooth bulk 13 decirable any of the gums previously
mentioned plus the following combination works well

Powd extr of hyo cyamus - gr M4
Powd extr of belladonna PR
Phenobarbital R LA 2 ]
togr 172
Jowd extr of caccara g 1/6 up

¢ean le added if neces ary)
M et pone in capsulam Disp tales doses No —
Siz 1 cap 2 or 3 times a day
The diet should be bland to help put the colon al rest CICN;‘I;\};
¢nemas of normal saline and <odm bicarhonate solution are helpfu
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1 st ofl the tiestment and then are taken only occwmomlly as
necesaary Ol retention enemas ean be u ed af the stools are very dry
but they are a nusance and are seldom af ever adhered 1o by pauents
for any Jengthy period  Fatrogeme substances are helpful m spastic
colon evces going through the menopause Paychiotherapy 1s ocersionally
indicited Removal of anorcetal pathologic changes 1s most important
n many eres

4tonic eonstipation i« best treated by stimulating peristalas in several
ways hirst a hberal mived diet including raw segetables and raw frnts
unlese contrundicated by the cocxr tence of gallbldder disease In addi
von the smoath bulky hydrophilic collewds wath an abundance of water
tuice a dvy  abdominal exerer ~ 1o snerease intea abdeminal pressure
tnchmne 1760 gram to 130 gran and thyrord exteact grun 1 2 and
up three imes 2 day are all belpful aids to stumulate peristalas in atonie
con tipation Glyeerin enemae to start the treatment off and then as
necesany are helpfol

In dyschena (sectal constipation) all amal pathology such as fissures
enypitie papillitss pectenoss ete <hould first be alleviated  Glycerin
enemas or gheenin suppostories are more <atifactory than oral lixa
tnes A suppositery contumng 3 to 5 gruns of quimne dihydrochlonide
m ol of theohrom (low melting pownty) helps to renew or retore the
decenqtized defecation reflex (Ceahamy I no anal pathology <uch as
cnyplitss of fiecure 1m ano 3+ preeent the patient should be pliced on a
general diet that ancludes all the bulk producing raw and cooked
vegetahlee

In rectal and sigmoidal mucosal redundaney ather of two things 18
wdieated enther a mgmadopexy  pulling the loose bowel up from
above and fixing st 1o the abdominal wall or any other of the recognized
procedures or the anjection of a § per cent solution of urer quimine
hydrochlonde sn the redundant howel wall through a stgmodoscope

DOXINATF

We have juet recently added a new drug called Doxinate (Diocty]
sodium sulfosucenate, Tloyd Bros) te our armamentarium for the treat
ment of constipation It presents a new appreich to the problem of
constipation since 1t 18 not a laxatne a bulk producer or a lubrcant
The action—solely that of feeal softening—results from greatly m
proved dispersion of ymmiscible fecal matersal due 1o decreases 1n
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surface tension One of 1ts most important features 15 that it does not
affect digestion or absorption of nutrients and yitamins

Doxinate should provide, for the first time, an effective oral easily
adminstered safe adjunct for the successful treatment of chromic func
tional atonic or spastic constipation By virtue of its dispersant action
Doxinate permts the passage of soft stools without causing penstalie
stimulation exther through irnitation or distention of the bowel It suffers
none of the disadvantages of chemically irritating laxatives or of ol
admimstration

In many cases, the softemng of the fecal mass may 1n itseli permit
bowel movement and make bowel re-education simply a matter of
establishing proper habit time

Doxinate 15 prepared in a 1% solution for infants and elderly patients,
and in capsule forms (20 or 60 mg ) for all other patsents Dosage 1s
110 2 cc of the solution once or twice per day, or 1 to 2 capsules once
or twice per day as indicated As much as 240 mg per day may be
given, but doses preater than this offer no advantages, although the
drug 15 non toxic

Doxtnate plus Cascara has been found 1deal 1n cases of atonic con
stipation while Dovnate plus homatropine has been found to be
exvellent 1n cases of spastic constipation In rectal constipation, Doxnate
orally plus glycerin suppositories has been very efficacious

Patients who have tried Iterally hundreds of anti-constipation “drugs’
have responded very well to this new preparation Of cource, a proper
selected diet for the individual 8 glasses of water daily, attention to
emotional problems, daily habit tme and correction of anorectal
pathology when present are important adjunct treatments to Dovinate

therapy



Chapter 33 FOREIGN BODIES
AND INJURIES

x”lmnn foresgn bodies and ampunies of the rectum and colon are
not met with feequently they are seen occasionally smong, indasrial
workers Irhorers bnlders farmess and others who ¢ work may result
in falle They are alea seen at times an childeen followng impalement
on & pieket fence The snamne and the perverted present as grent a
frequency, or greater of foreagn bodies as any of the above men
toned group

Fonstes Bonnis s 1ip Asat Caar

Bran papeorn toothbru h bristles seeds Ints of apple core and
sphnters of bone and shelt occraonally lodge in the anal erypts

SYUPTOMS

Foteipn hodies such a« liones seede ete i anl crypts produce
exquiate pun because this area 19 nghly supplied with «encory nerves
Lack of proper and immediate cure may result 1 abscess and fistul
formation

TREATMFST

With the aid of a Iocal apinal caudal or general anesthesia the anal
canil 1s exposed and the foreign body 14 remosed  Antiseptic enemns
and a recta] ointment ase prescribed until the njury 15 healed Com
buottes can be ueed for several days as an extra aid to prevent abscess
formation

Forrics BopiFs asp 1NJuRiks TO THF ANORFCTUM

Foreign Bodves In The hectum —Clothespins pitchforks hoes hottles
tumblers, vases eggs brooms pencils hmives  bolts  door handles
potatoes apples, <tones handles valves of steam radiators hard rubber
and metal enemn tips and thermometers hwe been found

Injuries To The Anorectum —Perforations of the rectum duning sig

oscoy pur by urethral sounds perforations

2.
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while paseing a rectal bougie njunes while performmng a perineal pros
tatectomy 1nd perineorraphy, lcerations by fractures of the pehic
bones, followng ntroduction of compressed ur and perforations fol
lowmng gunshot wounds

SYMPTOMS

In the rectum, foreign bodies produce pam hemorthage secondary
mfection ulceration of the mucosa and urinary disturhances

TREATMFNT

With any of the above mentioned anesthetics the rectum ss exposed
with the aid of a speculum and the object 15 removed For smooth objects
a piece of gauze bandage 1s pushed up beyond the object, formung a
loop after which both free ends are grasped and the object 1s removed
i a shing Obstetnical or alligator forceps sometimes aid 1 removing
objects Objects bke potatoes and apples may be readily removed after
boring a hole through them to overcome suction Broken preces of
gliss and other articles with sharp edges should be covered with gauze
belore vemoval 15 attempted Hemorrhage must be controlled Ant
septic enemas and 1 bland diet should be continued until rehef 13
obtaned For rectal myuries, sulfathaladine tablets 8 to 20 daily <hould
be admmstered, depending upon the size of the panent Tlis dosage
should be gradually tapered off until the wmyury 1s completely healed
To prevent or to treat plication: broties can be ad ed
for several days Extrapertoneal rectal lesions are not closed hut
druned penneally

Home Treatment —Consists of 1 duly enems of 5 draps of it
1odine 1 a pint of warm water, followed by msertion of 1 cod Iner ol
supposttory several imes duly

Foreicn Bopres anp Ingumies 1o THE Coron

Foreign Rodies In The Colon ~Gallstones pms fecal concretsons of
pits bran psyllum seed magnesum or calesm carbonate, bismuth

salel and b of phasphates and cal have been found

Injurtes To The Colon —Gunshot wounds impact during automebile
mjuries compressed asr hose held agamst anal opemng etc
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SIMITOMS

In the colon the symptome of fecal impaction are these of parul or
romplru- obstruction fe, obstipation  abdommal distention  nrusen
and vomuting 1f perforation occure a« from a foresign body eompressed
air bougie or agmordoscape symptoms of shock and peritonitis usually
ensue

TRFATMEINT

Foreign bodies ongmally an the rectum may accend nto the peluc
colon and require calotamy Perforation and pertonttic calle for inds
cited urgieal and antiliotic treatment Tetanue antitoxins intravenous
Aurcomvein and Terramyein should be admimstered

Pruroration or Sicvoin witi Scort

I a spmardoscope should happen to petforate the sigmord lene 1t
in plice fix at to the huttocks with adheane and transport the patient
10 an operating room immediately When the abdomen s opened the
pesforation can be eraly located and repured Without the sigmordo
cope tn place 1t g« most Bifficult to locate the pont of perforation De
pout 1000000 units of pemallin tn abdominal cnity before closing
Combyotics intravenous Aurcomyen and Terramyen should be admn
wstered s needed



Chapter 36 STOOL ANALYSIS

Tnousu\os die yearly of far advanced neglected carcinoma of the
stomach and colon A senuannual examunation of steols for occult
blood would have suggested the further need of « ray examination, which
might have revealed malignant lesions of the mntestinal tract when
surgery w1s shill curative

To 1gnore mformation revealed by the stool 1s tllogical nd neghgent
comparable to ignoring nformation by umnalysis Digestive residues
grve mformation as to the normahity or tbnormality of the vital ergns
assocsated with food digestion A patient complaning of fiatulence may
have abnormal amounts of starch granules and fermentation ndictting
deficient pancreatic enzymes

The presence of excessive € tissues without gross or chemucal
blood suggests 1 gastrogenic dharrher Amebic ova in the stool mv)
suggest the cause of a persistent diarrhea Amebic cysts or trophozoues
may explan the etiology of a chromic pruritus m

A patent complaining of nervous mstallity and weight loss my
have a parasitic or protozoan infection

The followsng chart outhnes the various considerations and exumna
trons vohved n complete stool analyss Each of these items will be
considered 1 detail in the followmng piges

Stool Analysis Chart

1 MACAOSCOPIC EXAMINATION

Color Pus

Odor Mucus

¥orm Foad rc tues
Conastency Para ates
Blood

Upper mte tmal {black u vally}
Rectal (red}

2 WICROSCOFIC EXAMINATION
Vegetable fibers Epithehial cells
Starch granules Pu cells
Muscle fibers lara tic ova

Stnated Tate tmal sand
Nonstriated Crystals
Fars
Neuteal {at
Farty acid ery tals
Soaps
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T CHRMICAL FXAMINATION

Reacti n

llylng oy a © neentrat n

Bhod {occuly

AT TINAL Frora sxastianioyr ((ram  stan)
Vrrcentap  of gramn gaive bactena
Percentagr of gram witive |acteris

-

Nomstat asp Apvonstar Fismines s e Stoos
T MACROSCOPIC FXAMINATION
Color

MNormal —The normal color of tool s Iight 1o dark brown owing
to the decompostion of bacteria and the presence of urohihn Mk or
butter fat dict caues a ight brown to yellowidh stool Meat diet produces
a darker brown color while cocoa and chocolate produce a dark gray
appearance Drugs such as iron and mangane<e ghve a dark greenish
black color bismuth gives daek brown or black calomel green san
tomn thubarh and sennt gine varying shades of yellow and brown

Abnormal ~—Acholie (clay<olored) stool 1s due to an absence of hile
pigments and abnormal f1t composition and may be cauced by an ob
struction $o the bile pacaages by deficient <ecretion due to an incomplete
obstruction or by deficient lnver function Clay-colored stools may al o
occur 1n tuberculowis pertomitis <prue and pancreatic di eates Tarry
<tools may be caused by gastnie upper intestinal or colon hemorrhage
while bright red or bloodatreaked stools are most commonly cau ed
by a lesion in the lower sigmoid rectum or anus

Odor

Aormal —Normal stool 1s odorous owing to the presence of indol
<hatol and carbonic grees Diet determines the odor to a gret extent
it being obeerved that 2 meat diet causes an increase 1n the odor while
a vegetable or milk diet cruces a decrease in odor

Abnormal —Sour lling stools b g frothy and bubbly on
standing are due to carbohydrate fermentation Putrefactne odor 1s
caused by an excesanve amount of protern undergoing decomposition
Exce sive | faction causes an 1 stench Rancid odor 1s
produced by an excess amount of fat Foul odor of stools follows gastro
mtestnal hemorrhages Pungent penetrating nd ammoniacal odor
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appears 1n protozoan infections A foul stench 1s uwsually noted m
mahignancy, syphihitic ulceration, and dysentenes

Form and Consistency

Normal —Normal stool 1s sausage shaped and soft

Abnormal —Following laxatives and cathartics stool 1s generally
mushy and hquid Persistent constipation leads to hard stools Seybalum
(single fecal masses, hard or impacted) or the baled hay type may result
from rectal dyschesia and spastic constipation Anal tumor, pectenosis
lymphogranuloma ingunale stricture, and spastic colon produce flat
tened mibbon or pencil like feces of small caliber Fermentatsse stools
are generally mushy and contain large amounts of gas bubbles and
undigested starches

Quantuty

Normal —Normal stool varies 1 quantity with diet and function
there 1s usually about 150 Gm (4 oz ) n 24 hours Vegetable diets
produce an increase 1 the above amounts

Abnormal —In constipation the amount evacuated may be about one
half normal, with large residues accumulating 1n the colon and rectum
Gastric achyla bile duct obstruction, pancreatic disexse intestmnal
enteritis, and tuberculosis peritomtis increase considerably the quantity
of stool evacuated in 24 hours

Visible Blood

Abnormal —Blood 1n the feces or rectum may be caused by mternal
hemorrhoids fissure 1n ano polyp polyposis polypordosis malignancy,
proctiis, and ulcerative colitis In fissure, blood streaks the feces and
15 noted on the toilet paper In bleeding hemorrhoids the tolet water
will be colored red In mahgnancy, blood and mucus are present In
dysentery, blood and flnd stool are mtimately mixed whereas n

polyposis slimy bloody mucus 1s ever present Tarry stools are generally

d m intestine or
produced by a bleeding lesion mn the stomch duodenu

upper colon See chemical examination for occult blood

Visible Pus

{ an inflammatory
— le pus 15 always indicatine of
Abnormal —Visible p! e ot o

tum  Draimny
process 10 ether the colon or the rectum '3
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perirectal ab cea es apecific dysenteries of the hacillary group, idio
pathie uleeratise colitie secondary anfection of an amebic nvasion
malignaney  snctures hemgn ulceration gonorrhea of the rectum and
fistulre wall reveal varying amounts of pus

Tisthle Mucus

{hnormal —Nomuflimmatory mucus such as 13 found n <o-called
mtcous cohtie or apastic colon presents rbhons, fthes and occrsionally
whole ca t« of the bowel wall unmixed with the feces usually accom
pamed by ecolic and sague abdominal discomfort  Occrstonally the
muens 11 blachs b or browmsh an color and jelly Iike 1n consiatency
Inflammatory mucus 1« charactenzed by the presence of blood and
pus corprseles Small amounts  intimately maxed wath feces indicate
«amill inte<tinal invohement Lasge amounts not well mixed with fecal
masees indicate large bonel inflammation Bile tinted mucus suggests
the small mtestine as its source Stools composed entirely of mucus
and streaked with blood mdicate the varying dysenteries aleocolitis
and antussusception In ulceratine proctitis purulent mucus 19 generally
characterishic

Food Resudues

MNormal —Crosdly there can be detected a few muscle fibers <mall
amounts of connective bisue cellulose particles fruit prts shins and
vegetable readues

Abnormal ~Unueual amounts of reaidue indicate a rapid passage
through the gastro intestinal traet Fxeesanse amounts of muscle nd
tendon filers <uggest mtestinal disturbances Potato parhicles mdicate
pancreaic diserse or nsufficiency  Clay-colored stool or farty scum on
the upper layer of tniturated feces suggests disturhances of the bile
Prsages and pancreas

Parasites

Intestinal parasites arc very common i the Umted States and
Furope although some types are hmited to the tropical countries
Under macroscopte obseration worms or their segments are visible
Segments of the pork and beef tapeworm may be passed with the feces
or separately

Varying types of ntestinal parasites account for unusual digestive
disorders, obscure nervous manifestations and secondary anemas
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Protozoa —Endamoeba histolytica, Endamoeba coli  Balantidiem
colt, Endolimax nana Giardia lambha Clulomastia mesnil, Trichomonas
intestinalis

Parasitic Worms —Nematodes Ascanis lumbricordes (round worms),
Oxyunis sermiculans (pinworms) Ancylostoma duodenale (hookworm},
Trichunis trichwra (whipworm) Trichinell spiralis (trichina)  Stron
gylordes stercoralis Cestodes Taenit saginata (beef tapeworm), Taem
solum (pork tapeworm), Diphyllobothrium latum (fish tapeworm)
Hymenolepis nana (dwarf tipeworm source rats and mice) Trematodes
(flukes) Fasciola hepatica (Irver fluke) Opsthorcins felineus Fascio
lopsis busht Paragonimus westermam (lung fluke) Schistosoma hae
matobium, Schistosoma manson:

2 MICROSCOPIC ENAMINATION
Normal Food Residues

Vegetable fibers, vegetable cells vegetible haurs Starch granules
recognized by their staining revction with Lugel s solution Potato starch
granules are colorless, translucent masses Muscle fibers are yellow and
when poorly digested appear as short, transversely striated cylinders
with rather squarely broken ends

Fats are present n three groups neutral fat fatty acids and sotps
The fats and fatty acids stun chartctensstically with sudan 111 Con
nective tissue appears as colorless and yellowish threads with poorly
defined edges and indefinite longitudinal striations  Elastic fibers e
definite 1n outline and anastomose A few epithehl cells are generally
present cyhndrical in type nd usually 1 varjous stages of degenert
tion (fig 123)

Abnormal Food Residues

Starch —Pathologic starch digestion mndicates a rapid passage through
the gastro intestinal system possible pancreatic enzyme deﬁcl{encwi
enterttis or functional disturbances characterized chnically for ¢

weight Microscoprcally starch and potito

ample by imability to gan v i

granules staned with Lugol s solution appear bl b or purphish

many groups of yeast molds <arcmae and bacill (fig 124)
Connective Tissue and Muscle Fibers—Physiologically 1t has been

obsersed that connectnne tissue 15 digested m the stomach whereas
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muscle fibers are digested in the small intestme With the presence
of an mcreased amount of connective tissue m the feces an achyha
gastrica should be considered, possibly caused by a carcinoma of
the stomach, pernicious anema, gastnc catarrh, or functional de
fictency, or increased gastric motility may be a factor in producing
an increased amount of connective tissue in the stool Presence of
abundant muscle fibers mdicates a disturbance 1n the small intestine
for example, exaggerated penistalsis, absence or insufficiency of pan
creatic enzymes, or a primary absorptive disturbance

Fat —Only a large increase 1n fats can be considered pathologic Ab
normal fat residues (steatorrhea) are recognized by a neutral fat as hight
colored or yellowish drops and scales Fatty acid crystals are long thin
finely curved, and arranged 1n rows Soap appears as yellow amorphous
flakes or rounded masses Climical conditions to be considered are those
mvolvng the bile passages, pancreatic d and disturbances of
mtestinal digestion

Epithelial Cells —Marked excess of epithelial cells indicates an 1n
testinal catarrh The form of the cells, however, gives no clue as to their
source The presence of large groups of squamous cells indicates a lesion
in the anal canal such as carcinoma, proctitis ulceration or <tricture

Pus Cells —The presence of pus cells 1s always pathologic and mndi
cates some form of prochiis bemign ulcerations dysenteries specific
or nonspectfic drammg pelvic or perirectal abecesses nternal blind
rectal sinuses fistulae, and erypts

Ova and Flagellates —\icroscopically feces may contain charactens
tic ova of the d des tr des and protozoal flagellates
and their cysts Detection of the ameba protozoa n acute amebic dysen
tery or therr cystic form n chronie amebiasis 15 dragnostic The detec
tion of ova 1n feces and recognition of their form shape and size leads to
1dentification of the parent host and the diagnosis of a speaific parasitic
infection The presence of flagellates may indicate the underlying etiolog
of some of the chrome diarrheas

Blood —Unchanged red blood cells are present in 1 bleeding le-ton
m the colon «igmord rectum or anus In amebic dycentery clump-
ing of red blood cells 1s charactenstic In ulceratine colibis hrg;c
amounts of pus cells are ever present Presence of excess of eosunophils
15 1ndicatve of intestinal allergy

Crystals —Varying forms may be found but few have any actual
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sgnfiewnee The alender needle like ery tals of fatty acids and trple
ghosphates m1y be pre ent ealelum oxyhite type occurs after ingestion
of vegetable  chole terol ery tale phosphate and bismuth suboxide
ery tal followng bt muth «alt adminestration Chareot Leyden eryatals
are present with intestinal parasiies yellowash or brown needle like or
thrombic ery tals of hematorhin may be found after bowel hemorrhages
Clumps of faty neid ery tale are supge tne of chrone amelntas

Intestinal Sand ~This 1 present ax o sediment following fruit and veg
ctable inge tion Intestinal <and 4 andientive of mucous coliie and
divertseuhites

Conctetions —Gallstones may be found after an attack of iliary colic
Qthier mr <ee prohably prewent ace frumt <cede enterolithe and foreizn
hodiea

T CHEMICAT FXAMINATION

Occult Blood —The chemieal test for occult blood 1< of great salue in
determiming & bleeding leston an the gastrontestinal system  Castric
or duodenal wleer eareinoma of the stomach and carcinoma of the
<mall ntestine and colon mav be detected in their silent or ineipient
dtage tiente should be on a meat  fow! fish free diet for three days
before the stool 1« exrmined Bleeding from the mucous membrane 10
the mouth upper respiratory preerges anus or rectum should be ruled
out for a reliable te<t Traces of blood are present wn polyposis and
mtesinal parasites To mvord confusing anerectal from upper colon
and ante<tinal bleeding at 1« helpful to examine a portion of the center
of «toal <pecinmen

Bile

Iile —Chemical tests may be performed for the presence or 1b<ence of
urobihin tnormal feeal hile pigment) or the unchanged biliary pigment
(hihrubin)

Pancreatic Ferments —Normally amyli e and tryp n myy be de
tected Abnormnlly 1n pancreatic disea ¢ or pancreatic duct obstruction
these ferments arc dimmished or absent

Carmune Test for Moulity —The length of time required for the pas
sage of matenial through the alimentary canl 1s obtumable by the ad
mimstration of 10 grams of carmine wlich gives to the intestinal con
tents an easily recogmzable red color If the stool 15 red wathin 24 hours
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after mgestion of the carmine, no constipation ewsts By notug the color
of the stool in subsequent bowel movements, one can determime the
eustence and degree of red appering stools which after 21 hours 15
indicaine of constipation

Reaction Hydrogen 1on concentraion pfl —The pH 1s an accurate de
termunation of the degree of acidity or alkahmty of the stool and 15 ex
pressed as follows pH 7 0 1s neutral, sbove 7 0 1t 1s alhalne, and below 1t
mdicates acidity It has been observed and reported by 1nvestigators
that pihents with eczema, dermatitis, flatulence, wnd specific ulcerative
colitss show aesd reachions between 55 and 62 A predommanee of
actively fermenting stramns of the colt group 1s present Stools with 1
reaction of 72 nd higher indicate a putrefactne flor1 and mtestinal
stasis

4 INTESTINAL FLORA EXAMNATION
Tipes of Intestinal Bacteria

Monaciduric bacteria
Coly Lihe bacill
B cols
B proteus vulgans
B aerogenes
B fecalis
Welch s bacille
Innerobie and aerobic spore bearers
B purrificus
B butynicus
Cocer
Strep hemolyticus viridans fecilis, micrococct and daplococe
Acrduric bacteria
B Aadophilus
B Bifudus
B Bulgaricus
Types of Intestnal Flora

cable type with a large per

Acadunie Stool —This 15 the most fwo
reme

centage of B acidophnlus and a small percentage of colonhke organ
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Semaerdurie Stool —Tlns type has le « nerduric bactera and more
colon like orgamisme Thse 14 the second be t type of itestinal flora
Mived Hlora —Thia s n maxture of all 1ypes of mtetinal bactena
Semiputrefactine Stool —This contans large amounta of I} coli <mall
amounts of B welehu small of B acidoplnles and a d
of putrefactive hacterin
Putrefactite Stools —There s a predomininee of the BB ecoli group
Spares are present and B oacidophalus as ab ent This s the most un
fworable type of intestingl flora

Herrins Crassproarion o Porniiactine Stoots

Indohe Type —Fxcessne amounts of gram negatine orgrmisme with
marked chimeal indieanuran

Saccharolutirie Type —Cliaractenized by a predommnance of gram
poutne organisms

Mixed Type ~Consists of a combination of the above two varicties
nd e the most common type



Appendn AUTHORS’ TREATMENT
DRAWER, SOLUTIONS
AND DIETS IN
PROCTOLOGIC WORK,
INTESTINAL
PARASITES

T His chapter has been added to afford the busy physicran and sur

geon access to proctologic diets, to give lim a deseription of the
proctologic office treatment drawer used by the authors, and to de cribe
not only the preparation of solutions for the jmjection treatment of
hemorrhoids but other helpful prescriphions used n our proctologic
practice (fig 125 shows treatment drawer)

Des t n Surfacpine Vaseline or
Cod Liver 0 10 niment Ointment Lubricating Jelty

Corneys | |
§ T

Seattp dll
O ntment D

es tin
$°0pss tor 23

5% Phenel}
w ol hort € tton
Appl cators

Lang Cotten,
Apphicators
SlerNirte
Tps
4 N 350X Phenot Carbo fun
A O T \ AT CERIN
102 Aghoy
Fic 125 Tne Auvrnons Trrarsient Diawrn
Shows the of solutions Pp cotton Q g s Iul neating

1elly finger cots elc., as u<ed 1n each treatment foom

298
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Avtitons Tar arsrst Diawin CoNTRSNTS

1 Carbo Fung (Carbo Fung Co )—1 ed for the treatment of mosst
printus fungus pruritne cryphite |»1p|l|m- and po toperative infected
wounide

2 50%¢ Phenol 1n (4 Solution —~(Same as stock solution  ece page

} Used 1o equterire po toperatne andolent wounde  fiesures and
postenior raphac shin cracke

T 107 Sier Atrate —Used mmunly for prantus ant followed by
twnmie acrd solution Al o used 1o swal wounds po toperatnely to
imulate granulition tissue

$ 5% Tanme lod in 907 Aleohol —Uaed an pruntes am manly
a¢ a topecal apphication immedistely after the alver mitrate <olution

5 Perovde Solugion —U sed to clean perinnal postoperatine wounds
i preparation for other medical applications

6 Aleokol —To clean used sntment pule pipes

Tand 8 57 Phenol in (Wl —Ulsed to inject hemorrhouds

9 Searlet Red Ointment (5¢ ) —Ured for stubborn postoperative
wotind¢ and for the nansurgieal tretment of anal fissures Stimulates
granulition b sue and healing Thes 1s the hest medicament for this
purpose the authors have found to date

10 Carnay s Solution (see pape 268) —Leed to swab pilonidal eyt
wounds and andolent postoperatine areas

1T 121nch Cotton Tipped Applicators —Used 1n aigmaesdoscopic
examinition

12 Finger Cots —W e use rubber finger cots for examination and
treatment an preference to gloses They are nexpensive and dispo able

13 Cotion —For clewing and wiping <otled pertanal areas n prep
aration for treatment

1t Siier Mutrate Snels with a up of silher mtrate on the end of
astick 15 used to cauterize wild postoperative granulation tissue and to
control small bleeding pointe

15 Cotton Applicators —Used to apply all colutions and oimntments
mentioned ahove

16 Desitin Suppositories {Desitin’ Chemienl Co ) —Used to insert
after eryptitis papllitis and fissure treatments Promotes healing and
ays anal discomfort
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17 Surfacaine Owtment (Eh Lilly & Co ) —Used with “pile prpe
The pipe 1s mserted nto the anal canal and mosed with gentle pressuse
from anterior to posterior When this 15 repeated duly m the hospital
following rectal surgery and three times weekly m the office 1t first
and twice weekly until healing 1s complete, finger dilatation 1> <eldom
necessary

18 Desiin Ot {Desiin Ch 1 Co ) —Used routinely a3
an appheation 1o postoperative wounds Promotes healing

19 ¥ asehne or Pentacresol Lubricating Jelly or Instrument Lubn
cant —Used as a [ubricant for instruments and digital examimation

20 4 x 4 Gauze to apply to healing postoperative wounds after treat
ment has been adminstered A piece of absorbent cotton {13} my
also be used for the same purpose

21 Barnd Aids

Hemorriomatr Inyecrion Sorurion (Preparatiov)
5% PHENOL IN OLIVF QIL
Step #1
Stock solution (50 per cent phenol i Wesson oil) Melt 1n a hot water
bath 1 pound of phenol crystals Add an equal amount of Wesson ol
by volume Add to the above 20 gr of menthol to each ounce of the
50 50 solution

Step #2
Stock Solution (50 50) '300
Pure olive o1l 2100

This makes 300 cc of a 5 per cent <olution of phenol in Wesson ol

5
Note Save the balance of the stock solution for the next buch of 5%
solution

INSTRUMENT TUBRICANT
1200

Rx Vaseline 20

Menthol
Mix together
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M ETAL S pOsTOnY (Hlll AN AND ST ASA)

Pantapan wr 173
Fatr Belladonnt o 1/t
Coro Batter = sl Suppostory

or

Medicone Suppo tories
or

Anueol Suppoutories
or

Desstin Suppo atories

RECTAL TINISMUES
Bi muth Solgaliste 3 ounces
Mueilige of Acrenn 10 ounces
Siz Inject 3 ounces rectally ance n day

TO DLODORIZE BRONES DOWS CANCFR TISSUF
Swab rectal tumor with formaldehyde 10 to 30 per eent or et 5
per eent urer an tragacanth as A retention enemn
TO TOLCH LT UICERS ASD FISSLRES
50° Phenal tn We «n Odd

or
Silver Natrate 01
Bal<am of Peru 10
Va eline 100
Mix together

or
Comp Tr of Benzain 1 ounce
Bichloride of Mercury 1 gram

IRURITUS AND
Fremas
1 1 dram of 10 per cent sihver nitrate to a quart of warm water
nightly Or
2 Menthol 20 gr
Castor Qi1 V. pint
Sig Instll 1 or 2 drams 1 reetum mightly
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Lotions (for wet prunitus)

Red lodide of Mercury 2 grams
Potassium Todide 2 grams
Alcohol (705%) 30 cc

Mix together
or
Cnlamine Lotion

ConsTiPaTION DiEt

For the treatment of atonie constipaton, the follow wng diet ss recom
mended Immedintely upon ansing drink the juice of two oranges or
one half grapefrunt or a glass of tomato Juice, to which has been added
an equal wmount of cool water unless otherwise advised

Breakfast ~Frmt raw or stewed, sweet or subacid fruits i season
(choiwce of one or twa of the followin,~apples pricots, bananas, black
bernes, dates figs, grapes [sweet], huckleberries cantaloupe, peaches
pears, plums prunes, rasms, raspberries, strawberries, natermelon)

Cereals—choice of the following Allbran, barley, cracked wheat
New oats, Rolled oats, Post bran, Rellogg s bran, Shredded wheat, Pep
Wheat, hrumbles oatmeal, Redicoohed oats whole rice, fanmna

Beverages—choice of milh Kaffee Huag or coffee

Bread—dry toast and sweet butter (whole wheat bread and bran
bread preferred)

Lunch or Dinner —Precede the meal by drnking two glasses of cool
water (preferably ten minutes before the meal)

Salad composed of lettuce 15 a base and one or two raw vegetables
from the folloning cabbage, celery cabbage, celery, tomatoes, currots

turnips  kohlraby, rutabagas, radishes cucumbers cauliflower .

Mayonnuse Thousand Island or French dressing made of olive ot
or <alad o1l and pure lemon juice (no vinegar)

Soup may be dded if desired Select from the followmg bewn soup
Beef broth bousllon celery soup, clucken broth, erem soups fruit ~osp
muiton broth pea soup rice wnd vegetable soups

Vegetables {cooked }—select any tuo of the following aspargus egg

fokes, cruliflower, carrots, celery, chard, eucumbers
heets fo

wash

plnt, sp arnt

parsmps greens kale Brussels sprovis omons, watercress

maloes okra, parsley peppers beans com, lentils pumpkin sq

string heans sweet potatoes turmips, pe1s potntoes
Cheese—fresh cottage or eream cheese
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Meat may be added to the diet once a day unlese othernsse adssaed
(On these days avond egpe ) When eating meat Timit yourself to broiled
Tamb chope chieken broaled steak or fresh fish tnever fried) Sea foods
are puttefsction formets and should be omtied

Fere may be sul tituted for meat Two eppe prepared ae follons
boiled posched slarred (soft) and epg custard

Two shees of hread and butter (tor ted) prefesably whole wheat
Irin or rye

Stewed frunts auch s cranbernes cureants apple wee  quinces
thubash can be usel when erting meat

Descerte—puddings eutard  aee crerm jello plun cake pies with
out the cru 1 frinte (as b ted abore 1

Ceneral Dhetary fads —Omit any of the ahove stems of they cauce dis
tress (Then cansult your doctor ) Drnk at Iea i gl ses of water duly
Woid extremels Dot or exteemely cold drnk Remove 1< completely as
po tble from dict—ter pepper sinegar fried food« and condiments A
good subststute for refined sugars 1< hones and Karo ssrup Take spaning
I of pa tries candies, and soft dnnks Chew food thoroughly cat slowly
and st gegular hours Do not everest lene the able with a <hght
feehng of hungee Rl for thirty minutes after each meal Establich
the habit of zaing to stool regutasly immedintely after erch meal or
at lesst after breakfast and dinner 10 eating stimulites downward
pert 11l casing the rectum o be filled and miking this the 1deal
time to etabli b the habit of having 1 bowel movement A footstool
under the feet while at stool helps to plice the patent 1 1 more natural
position for defecation

Brasn it

Immediately upon snaing denk the juice of two oringes or one nlf
grapefrt or a glaes of tomato juce or grape juice to which has heen
added an cqual amount of cool witer (VModifications of the abore
should Le grven an uleerative coliti b

Breal fast —Faninn eream of wheat corn meal Rolled oats, corn
flakes puffed cereals Stewed frints may he eiten once or twice 1 day
Al roughage and <hin< mu t e discarded In winter the dried pared
frun may be used for stewsng (use sugar spanngly) Apples my be
baked Applesance 19 more nutrittous of made from unpared and un
cored apples and struned later It may he diluted with s3go or tapioca
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to add to ats palatability Canned frins such as pears ind peaches re
permitted

Coffee 1 moderation (if possible substitute haflee Haag), chocalate
cocoa, ter or milk

White bread (toasted dry} or Zwieback, and sweet butter

Lunch or Dinner —Precede the meal by driking two glsses of cool
water {preferably ten mnutes before the meal) omit m ulceratne
colitis

Broths bowllons eream soups

Purees of peas, beans, lentils Lima beans (all shins should be removed
by passing through a ricer)

Small portions of steaks, lamb chops, fish, chicken, squab (broiled
only—avord the fibrous parts and gristle)

Ruce, potatoes (boiled, bahed, mashed hashed brown), sweet pot
toes, and hominy Well-cooked cauhflower tops with cream swee, s
paragus tips Macirom or spaghetti cooked soft together with 2 lntle
cheese or cream sauce

Fresh cottage cheese or cream cheese

Eggs may be added to diet not more than three tunes a week Ino
eggs prepared as folfons soft boiled, poached, custard White brewd
(toasted dry) or Zwiebach, and sweet butter Simple puddings, custards
plain 1ce cream, jelle plan cake camned or stewed fruits

Coffee sn moderation, chacolate, cocor ten, or mulk

General Dretary Ards —Drmk at least sin glasses of water daily Chew
food thoroughly Eat slowly and at regulr hours

Avord cantaloupe nd other melons shredded whet biscuits bran
coar~e breakfast foods, smohed or c1nned fish, pork vesl, erab Jobster,
green vegetables raw frmnts salwds sugar in concentrated forms conds
ments, soft drinks fried foods, mushrooms nuts, rusios, and prunes
Avord eating between meals Do not ent when mentally disturbed or
when m a hurry Avoud extremely hot and cold drinks Do not osereat
Lewe table with a shght feehng of hanger Relax for thuty mlﬂl;ll’S
after each meal (Best position would be lymg on nght side with piffow
under head )

AMEBIASIS DIETS

Chronic 4mebsasis —High protein fow carhohydrate dict

Amebic Dysentery —RBland lugh protem dret

Amebic Hepatitis —Low fat, high protemn and high carholy drate diet
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Isnstsa Pasiney

With the exeeption of the occanoml pnworm et ¢ pabents with
nte tinal worme ate not commonly seen m a proctologie practice How
ver the following treent conmderations i the dingnosis and tre nt
ment of these ante tinal paraates are ineluded for po sible reference

Lsnally the pateent eomes o the pliymeran wath the story that ke or
he hae passed 8 wonn 1 they bung the specimen along  one can
quiekly differentiate st from mucous eadde which resemble intedinal
pary tles A small pece of e mucous €1t plieed under the micro cope
rierls the srrepular formation of the murous en s and many mucons
el Worme on the other hand are flndiy complete round or flat
and repularhy sepmented and ean be dieded only wath a knife or
<t ot The mmplest dispno 14 10 made from the pased sopments of
worms In the evse of pinworms the ditgno s s wnlly made by
wang the moving small theend  around the anus and i the ano
tectum The stoo] specimen may al o tevel the e gs

I no specimen of 2 worn s« brought to the office 1nd worms are
fu peeted a purged stoal specimen 18 neces 1y to demonsteate the 0v2
Beef and pork taprwonm ovs ate difficnlt fo find and may require cveral
purged specimen b1 )y tapewarm egg howeser are plentiful and casy
to Jocate 1n a ool specimen Any chimies] or hosutal hiboratory will
ad sn making the disgnon

o order to determine whether the treatment has been cucces ful
repeated stool evaminations should he reque ted  The iden of looking
for the head of the worm has been discarded by most technicians he
cause the patient may bathor several worms Besides the head 1s soft
and small s eruly eru hed and as difficult to detect 1 1 Iarge quantity
of purged stool

It 18 recommended by expersenced inve tigators that three stools he
examimned three dys apast begnning five days after admintstration
of the worm treatment If no egps are found another specimen should
be examined 1n three months If thye 19 negatne the patient may be
dechred free of worms

FISICAND BEEE TATEWORMS  CIARDIA LAMBIIA
AND THICHOMONOS HOMINIS

In the past  oleoresin 1 carbon tetrachloride, and hexyl

¥
resoreinol have bheen used for the treatment of intestinal worms with
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to add to its palatabibty Canned frmts such s pears and peaches are
permitted

Coffee 1 moderation (:f possible substitute haffee Hang), chocolate
cocoa, tea, or mlk

White bre1d (toasted dry) or Zwiehack, and sweet butter

Lunch or Dinner —Precede the meal by drnking two glasses of cool
water (preferably ten munutes before the meal) omit ta uleeratsse
cohitis

Broths, bouillons cream soups

Purees of peas, beans, lentils, Luma beans (4ll skins should be removed
by passing through a nicer)

Small portions of steaks lamb chops, fish, chicken squab (broiled
only—avoid the fibrous parts and gristle)

Rice, potitoes (boled basked mashed, hashed brown), sweet potn
toes, 1nd hommy Well-cooked cauliflower tops with cream swce as
paragus tps M+caromt or spaghetts cooked soft together with a little
cheese or cream sauce

Fresh cottage cheese or cream cheese

Eggs may be added to diet not more than three times a week tno
eggs prepared as follows soft boiled, poached custard Winte bread
(toasted dry) or Zwieback, «nd sweet butter Simple puddings custards
plain 1ee cream, jello, plamn cake, canned or stewed frusts

Coffee in moderation, chocolate cocon tea, or milk

General Dietary Ards —Drink at least six glasses of water duly Chew
food thoroughly Eat <lowly and at regular hours

Avoid cantaloupe and other melons, shredded whest biscuits, bran
coarse hreakfast foods, smoked or canned fish pork, veal crab, lobster,
green vegetables raw fruits salads, sujar concentrated forms, condi
ments soft drinks fried foods mushrooms nuts rmsins and prunes
Avord cating between meals Do not et when mentally distarbed or
when 1 a hurry Avoid extremely hot and cold drinks Do not overeat
Lewe table with a shght feelng of hunger Relrx for thirty minutes
after each meal (Best position would be lying on right «ide with piffow

under head )
AMFEBIASIS DIETS

Chrome Amebiasis —High protein lon carhohydrate diet
Amebic Dysentery —Bland high protein diet

Amebic Hepatiis ~Low fat, ngh proten and lngh carbohydrate diet
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Intestn g Pansarse

Wath the exception of the occrions) pnworm c1se patients with
mieshinal worme are ot commanly  cenan a proctologic practicc How
ever the followang seeent considerations an the diagnosin and tre
ment of these snte tinal paea ates are ineluded for po able referone

Leually the patient comes $0 the phy 1e0mm with the story that he or
she e paand a worm I they brng the spreimen along one cn
quekly differentaate it from mucou a1 ta which sesemble antestinal
farz tee A small queee of the murons cast pliced under the micro cope
teveal the arrepulae formation of the mucous easte and many mucous
ellv Worme an the other hand ate fleshy, complete round or flt
and tegulathy wepmented and can be dinaded ol with a Amfe or
st ore The simplest diapno 3o 1o made from the p1 ed  egments of
worme In the ease of panwarme the dispno 1oae wually made Iy
sceing the moving small thread  around the anus and an the ane
sectury The stool spresmen may al o revea] the eppe

1 no specimen of a worm brought 1o the office and worms< arr
“u peeted a purped stoo) speepnen 18 neeessary ta demondrate the ova
Beef and pork trpewarm ov s are difficult to find and mry require everal
purged specamens b1 1y Bipeworm egp howeser are plentiful and easy
1o locate th a ston) specimen Any chinieal or hospital laboratory will
ad 10 makang the diagno 1

In order to deternune whether the treatment hie been succes ful
1epeated stool examintions should be tequested The idea of looking
for the hesd of the worm hae bren disearded by most technicimns be
catse the patient may hathor several worms Be ades the lead 1s soft
and small s eraly eru hed and e difficult 1o detect in a large quanbity
of purged ool

It 18 recommended by expenenced investigators that three stools be
exammed three days apart heginnmg five days after admmstration
of the worm treatment If no cgps are found another <pecimen should
be examined 1n three monthis I this 1 negatne the patient may be
declared free of worms

FISHL AND BEEE TANEWORMS CIARDIA LAMBIIA
AND TRICHIOMONOS THOMINIS

In the past, oleoresin aspidium, carbon tetrachlonide and hexyl
resorenol have heen used for the treatment of intestinal worms with
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to add to its pilatabiity Canned frmts such s pears and peaches are
permitted

Coffee 1 moderation (af possible substitute Kaflee Haag), chocolate,
cocoa, te1 or milk

White bread (toasted dry) or Zwieback, and sweet butter

Lunck or Dinner —Precede the meal by drinkin, two glasses of cool
water {preferibly ten minutes before the meal) omt i ulcertne
coltis

Broths, bowllons, eream soups

Purees of peas, beans, lentils, Lima beans (1l shins should be remored
by prssing through a ricer)

Small portions of steaks, lmb chops, fish, chicken squab (broded
only—avord the fibrous parts and grstle)

Rice, potatoes {boiled, biked, mashed hashed brown), sweet pots
toes nd hominy Wellcooked cohfloner tops mith cream swee s
paragus tips Macaromi or spaghetr cooked soft together with a htife
cheese or cream sauce

Tresh coltage cheese or cream cheese

Eggs may be added to diet not more than three tumes a weeh o
e1.s prepared s follows soft boled poached custard Wiite brend
(toasted dry) or Zwieback and sweet butter Simple puddings, custards
plun 1ce cream  jello, plawn cake, canned or stewed frons

Coffee sn moderation chacolate, cocoa tea, or mitk

General Deetars Ards —Drwk at Jeast six glisses of nater daily Chen
food thoroughly Eat slowly and at regulir hours

Avoid cntaloupe and other melons shredded wheat hrsemts bran
coarse breakfast foods smoked or canned fish pork veal ecrab, lobster,
green segetables raw frmts salads ~ugar i concentrated forms, conds
ments, soft drinks fried foods mushrooms nuts, rusins and prunes
Avord eating between meals Do not eat when mentally disturbed or
when 1 < hurry Avard extremely hot and cold drinks Do not overeat
Leave table with a shght feehng of hunger Relax for thirty munutes
after erch meal {Best posttion would be lymg on nght side with pillow
under head )

AMEBIASIS DIETS

Chrome Amebiasis —High protemn lon carhobydrate diet

Amebic Dysentery —Bland lugh protem duet

Amebic Hepatitis —Low fat, lugh protemn and high cashohydrate diet
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InTrarsar Parssirrs

Wath the exception of the occasionsl pinworm crse  patients with
iteatinal worms ate not commonly seen 1 a proctologic practice How
ever the following recent consulerationt an the diagnomis and treat
ment of these intestinal parantes are ncluded for posable reference

Ueunlly, the patient cames to the physician with the story that he or
she hae pased 2 worm i they brng the specsmen along one ean
quickly differentiate it from mucous casts whicl resemble intestinal
partatee A small prece of the mucous east placed under the microscope
reveals the arregular formation of the mucous casts and many mucous
celle Worme on the other hand, are fleshy  complete, round or flat
and repularly ecpmented and cin be dinided only with a kmife or
scpscare The mimplest dingnosis 1s made from the pasced segments of
worme In the case of pinworms the dirgnosis 15 usunlly made by
sceing the moving small threads around the anus and an the ano
rectum The stoal pecimen may alan reveal the egge

1 no speramen of a worm 1« brought to the office and worms are
<uspected a purged stool specimen 14 necessary to demonstrate the ova
Beef and pork tapeworm ova are difficult to find and may require several
purged specamens Fish tapeworm ogps howeser are plentiful and ensy
to Jocate 1n a «tool speeimen Any chnieal or hospital laboratory will
aid 1n makang the dingnoais

In order to determine whether the treatment has been successful
repeated stool examinations <hould be requested The 1dea of looking
for the head of the worm has been discarded by mo t techmerins he
cause the patient m1y harbor «everal worme Beades the head 1s <oft
and small 14 exatly crushed and 10 difficult to detect 1n 1 large quantity
of purged stool

R 15 recommended By expenenced imvestigntors that three <tools be
examined three diys apart beginming five days after admmistration
of the worm treatment 1f no eggs are found another =pecimen <hould
be examined 1n three months If this 1s negatve the patient may be
declrred free of worms

FISH AND BFFE TAJEWORMS CIARDIA LAMDLIA
AND TRICHOMOMNOS 1OMINIS

In the past oleoresin aspd carhon hlonide and hexyl

resorcinol have been used for the treatment of intestinal worms with
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varying ameount of success and occasionally with tovic side effects
Hexylresorcinol has been the least toue, but ats effectivene s has been
questioned Recently, atabrine wd s related dernatne acnmal hos
been used successfully 1n the treatment of fish tapeworms s well as
beef tapeworms It 15 also excellent treatment for the fiagellate wntesnina)
parasttes grardia lambha and 1r b

Treatment —At 3 pm the dy before specific treatment 1s started, 1
ounce of magnesium sulfite i water 15 wgested On the morning of
treatment no good 15 gnen

The patient 1s then guven 2 tablets of atabrine every S mmnutes for 3
or 1 doses, depending upon the patient’s weight The 2 tablets are
swallowed with a glass of water contuning 6 Gm of soda hicarbonate
(to prevent nausea and vomiting) After this water or frint juices are
allowed freely Two or three hours later another dose of magnesium
sulfate (1 ounce in wter) 1s given The segments are expelled alne
and stamned yellow

If patients are considered sensitne to medication, puhenzed and
dissolved atabrine (same dosage) can be pussed through a duedenal
tube One must be eertain that the tube 15 1n the duodenum by demon
straung alkahne bile stained matersal aspirated from the duodenal
tube The duodenl tube 1s fushed 2 few minutes after the drug has
been admimstered and then withdrawn The Matzner polyethylene duo
denal tube 10 preferrable

Hexylresorcinol i crystalline emulsion form has alo been u ed suc
cessfully by bemng passed directly mto the duodenum with the aud of
4 duedenal tube No other 1djunct prepiration 1s necessary

Prvworat Tureap Wonm, or SEAT Wonrwt (Oxyusinas)

This type of parasite tends to sprend from person to per on fre)
quently nfecting an entire famiy This 15 important to keep tnn mnd
because the treatment to be effective should be directed to all members

of the fuimly simulaneously ¢ e
The fernale thrend worm ean frequently be seen ermhing out of th

t Proctoscopie exymmation usualfy reseals the punnorm

anes at mgh et

crawling around 1 the anorectum The resuling pruntus ani freq
causes nervousness, mnsomnia, and detnhity wor
The diagnosts 1s most frequently made by seeing the moving p
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A prece of scotch tape applied around the anal onfice on retining will
uainlly eateh pmworme and help establish the dingnosis If these simple
methode are not succeseful a stool specimen should he «ent to the labort
tory to help loeate the pimworm egpe

Treatment —Our favorste medicina) tretment as Terramyain for 7
days admimstered to all members of the fanuly at the s1me time Dosge
ac follows Under 5 yearsof age—125mg 14, 510 10 yerrs of age—
250 mg qrd duly over 10 years of age—S500 mg q1d

Home and Personal Care Instructions

The following printed anstructions are given to the patient 19 part
of the treatment

Walh the hands often especrnlly before meals and «moking Keep
fingernmls short and well <crubbed  Heavy cotton gloves and <nug
cotton driwere are to be worn at mght particulrly of the patient 1s 2
child kach person should hase his onn bed linen «oap wash cloth
towe] napkin nul brudh toothhrush and shwvang brudh Do not ex
change clothing Sleep alone until the treatment 1s finished

Soiled bed linen (folded carefully without shaking) the cotton gloves
the draners all other underwear naplins tanels and wach cloths are
bosled each morning
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