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26 Proctology

26.1 Introduction

Few peoplerelish examination of the recturwhether
the patientor the doctor!As a result, many timesoy
may | ear n o f pilesd(hdemargnaids)sniade
without any foundation whatsoeveflhe difficulty of
proctolgy i s described as
similar amidst the great

of

Indeed, the rectum and anus can be the sourceuoh
disability and discomfort. Where HIV disease is
common, the anorectal area will feature frequently but
pahology will differ whether or not homosexual practice
occurs.Acquaint yourself with the particular prevalence
of anorectal disease in your area: it may be different to
what you are used to!

In the presence of severe leucopeaibsolute neutrophil
count<100£& L }here is a real danger of introducing a
bactememia by performing an anorectal examination.
If it is essential, administer prophylactic ciprofloxacin
and metronidazole.

You should have little difficulty diagnosing anorectal
abscesses (b7), fistulae 263), fissures Z265),
warts @66), cancer (26.7), prolapse 2638),
haemorrhoids 46 .9), pilonidal sinuses26.10), juvenile
polyps, rectal strictureylcerationor lymphogranuloma
venereum Z6.11), and imperforate anu836) because
all you need is an examining finger and a proctoscope!

But you do need to become familiar with anorectal
conditions, and the only way to achieve tligsalways to
examine thanug Sometimes you will need histological
support to confirm adiagnosis, but not always.
You may need technological help, though, in finding out
the cause of rectal bleedingg(4).

Remember the common causes of anal pain:
(1) anal fissure or ulcer,

(2) perianal haematoma,

(3) perianal absces

(4) excoriated or eczematous perianal skin,
(5) worm infestation,

(6) thrombosed prolapsed haemorrhoids,

(7) coccydynia,

(8) anorectal carcinoma.

Because the anus is always a contaminated area,
any surgical wounds neardte prone to become infected
but the infection seldom spreads except in the presence
of HIV disease or diabetes. The blood supply is hormally
good so wounds readily hedlyou let them granulate
from below make sure your nurses understand this.
Only rarely attempt primary sutureand instead make
wide, shallow saucdike wounds.

Do not let the subcutaneous tissues or the skin edges fall
together and unite prematurelpefore thedepthof the
wound has healed. A shallow open wound witmmed
edges heals better than one with much redundant skin
and fat.

PHYSIOLOGY. The purpose of the anal musculature is continence.
If it fails in this respect it is a social disaster. Continence is mostly
maintained by the external sphinctared thelevator anj especially its
deeppuborectalispart, which forms a sling at the anorectal line, in the
angle between the anus and the rectum. The tone in the external
sphincters is increased by reflex and voluntary contraction.

6 t h e Theidtdrnél shhacrerewhich i$ uadér dutandmic canifotespdndible
di voe fn@ntpir’g’ng}, ang fresting hpeessuigng paiafuy conditions,

both the sphincters are in spasm. The lower part of the anal canal is
sensitive enough to discriminatehat is in the rectumnothing, gas,
liquid, or solid. Receptors in the smooth muscle of the upper rectum
and the voluntary muscle of the pelvic floor alert when the rectum is
dilated. Filing of the corpus cavernosa recti (the source of
haemorrhoids) makthe anus gaight. The rectal mucosa is one cell
layer thick, so is easily damaged (unlike the vagina which is 40 cells
thick).

EQUIPMENT. A rectal tray containing a proctoscope,

gloves, cotton wool, long applicators, short biopsy
forceps and the lightource. If you are going to pass a

sigmoidoscope, you may need a suction tube,
long biopsy forceps and a sucker. Have a waste bin
nearby, and preferably water and towels for washing

and cleaning instruments.

PROCTOSCOPE, Galaf, 64x25mmThis is the standard instrument
for examining the rectum. The problem with it is that it needs a
separate light source. A simple instrument that circumvents this
problem is Di pankar Rayds proctos
which uses a langoscope handle and a cone speculum with a groove
for the light. You will also find an ordinary Sims' speculum useful for
examining the anal canal undeA.
SPECULUM, bivalve, Goligher pattern with detachable third blade.
Use this for doing minor rectal emtions, such as division of the
internal sphincter.
SIGMOIDOSCORPE, Strauss, 330mm, Luer fitting, in case with bellows,
cord and standard endoscope bulb complete with biopsy forceps, etc..
Keep sigmoidoscopes and proctoscopes in a case so that thaisvario
parts do not get losThis also needs a light source: a pen torch usually
fits snugly in the sidaccess of the light source if this does not work.

N.B. Fibreoptic endoscopes are very much more expensive!!
SPONGE HOLDER, for sigmoidoscope, 430mm.
FORCEPS, for biopsy through sigmoidoscope, Officer pattern.
These are the most expensive part of the outfit. If necessary, you can
use them to remove foreign bodies from the oesophagus, or even from
the urethra.
SUCTION TUBE FOR SIGMOIDOSC@&PYou can make this from a
piece of ordinary copper tube, 15cm longer than the sigmoidoscope,
with a right angle bend at one end.
BELLOWS, spare for Strauss sigmoidoscope, Luer fitting.
BULBS, endoscope, standa@#(l), small fitting.Endoscope bulbs are
very easily blown.
BATTERY BOX, for endoscopes, holding D type dry déiis. must be
the same voltage as the standard endoscope bulbs, and have a lead
which fits the endoscopes.
PROBE, mediursized, malleable silver.
DIRECTOR, probgointed.This has agroove on it. Pass it through a
fistula and then cut down on the groove.
PARKS6S ANAL RIEsT weriadilé Ceactor is almost
essential if you want to do any anorectal operatidfsj.
LONE STAR RETRACTORNhis is a simple, but effective, self
retaning retractor virtually essential for good vision in more advanced
anorectal surgen26-17).
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The anatomist @ The proctologist

. i

Fig. 26-1 THE ANORECTUM. A, anatomist's (cut coronal) view to
show the bony pelvis (1)inside which is obturator internus (2).
Below the pararectal fossa (B lies the pelvirectal space (4).
This is separated from the ischiorectal fossa (5) by thievator ani
muscle(6). The external sphincter has three parts; a subcutaneous
part (7), a superficial part (8), and a deep part (9).
Inside the external sphincter lies the internal sphincter (10).
This is continuous with the circular muscle of the bowel (11),
outside which is the longitudinal muscle (12). Two other muscles
are also shown,semitendnosus (13), and gluteus maximus(14).
The rectal venous plexus (15), is drained by the superior rectal vein
(16) and the inferior rectal vein (17).

B, a proctologist sees things more simply and has three reference
points. First is the anal verge (18), wére the anal and perianal skin
join. Second is the dentatdor pectineate)line (19), where the anal
columns (20 and sinuses end. Red, loosebttached rectal mucosa
lies above this line, and pale, tightlstretched anal lining lies below
it. Third is the anorectal line (21), which is the palpable upper
border of the complex of anal sphincters. This is something you can
easily feel with your examining finger, provided the patient has
adequate muscle tone, and has not been anaesthetized or given a
relaxant. It is about 2cm further in than the dentate line, and the
rectum balloons out above it. Note that the external sphincter (7)
comes down a bit lower than the internal (10)The anal canal is
c.35cm long and extends from the anal verge to the dentate line.
The anal glands (22) are an important site ofinfection, and the
origin of fistulae and sinuses. They open into crypts just above the
dentate line.

C, view of the rectum to show how thepuborectalis muscle
connected to the sympisis pubis (illustrated dvided: 23) pulls the
anorectal junction upwards and forwards when it contracts.
You can easily feel it doing this when you do a rectal examination.
During defecation, it allows the anorectal angle to straighten out
D, relation of the arorectal line to the external sphincter.

N.B. The classical description of theites around the anusare
with the patient in the lithotomy position, according to the clock face
the 120 6 c Ipesitidn being in the midline anteriorly, ® 6 ¢ low ¢ k
theleft laterally, 60 6 c lindhe kidline posteriorly, and ® 6 ¢ lom ¢ k
the right laterally. This clockface nomenclature is confusing ande
donot recommendt.

A, after Gray's AnatomyChurchill Livingstone, 8.127. Bafter
MacLeod JH A Mettod of Proctology, Harper and Row 1979Fil.1
with kind permission. ©, kindly contributed by Brian Hancock.

THE DENTATE (PECTINEATE)
AND ANORECTAL LINES
ARE IMPORTANT LANDMARKS

PREPARATION. Put a drape over the patient and keep
the instruments duof sight. Explain what you are
going to do, and that it may be uncomfortable.
Be gentledo not hurry and use warm instruments.

DIGITAL EXAMINATION OF THE RECTUM

Lie the patient on his left side with the buttocks
extending well over the edge of the bed#6-RA).
Flex the hips fully, but keep the knees at 90° so that they
are out of your way. It is convenient to have the right
upper hip and knee a little more flexed than the left,
and a pillow undr the head and between the knees.

Draw the buttocks apart and look at the anal region for
skin tags, excoriation, eczema, lumps and the openings
of fistulae @6-2B). Feel any abnormalities, such as the

tracks or openings of fistulae, or tumou2$-@C).

RECTAL EXAMINATION A

knees flexed
buttocks over the edge of the bed

start by looking,
& part the buttocks

r{ %, opening of fistula

fistulous trac ! l

feel the lower part
of the anal canal
as you insert your finger

examine pelvic masses

feel the coccyx with 2 hands

Fig. 26-2 EXAMINING THE RECTUM.

A, have the knees well flexed and the buttocks over the edge of the
couch. B, start by looking. C, then feel: you may feel the track of a
fistula. D, feel the anal canal as you insert your finger.

E, feel all round the anus.F, feel the coccyx. G, if necessary,
examine the abdomen between your two hands.

After MacLeod JH. A Method of Proctology, Harper and Row 1979
Fig.2.1,2.8,2.9 with kind permission.
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Lubricate the end of your finger well. Insé so that its
larger broad dimension lies in the ant@@sterior axis of

the anal canal. When you touch the sphincter, it will
contract. Wait, give it a few seconds to relax or if it does
not, ask the patient to strain as if he were about to pass a
stool, as this will also relax the sphincter. Then press
firmly and gently in the axis of the anal canal.
Keep pressing, until you can feel your finger suddenly
slip easily into the anus26-2D). Note the tone of the
sphincter and the presencef stenosis or spasm,
which may prevent gu doing a rectal examination.

In this case, you must administer an anaesthetic and do
it: otherwise you might miss an intsphincteric abscess
(6.17) or carcinoma2@.7).

As you put yourfinger into the anus, feel for lesions
below and above the anorectal line. Then palpate the
entire circumference of the anus between your two
fingers @6-2E).

In a man feel each of ti&lobes of the prostate separated
by a mediargroove

In a woman, lookto see if she has a rectocoele,
feel her cervix and uterus rectally, and feel for swghi

in her rectovesical poucht may be helpful to feel a
mass bimanually through the vagina with one finger of
the right hand and the rectum with ookethe left hand:

be sure to change gloves before you do this!

Sweep your finger round and examine the coccyx
between two finger26-2F).

Finally, if you suspect an intraperitoneal mass,
a bimanual rect@bdominal examination wilbe useful
(26-2G).

PROCTOSCOPY (GRADE 1.1Examine the anus with
your finger first. Lubricate the proctoscope and push it
firmly with its introducer in place in the direction of the
umbilicus. Remove the introducer. Examine the lining of
the anal canahs you withdraw it slowly, looking for
fissures, polyps, ulcers, or haemorrhoids as you do so.

SIGMOIDOSCOPY (GRADE 1.1).
Performa sigmoidoscopy just after normal defecation,
or after an enema. There is no need for a GA, unless it is
too painful for tke patiente.g.for carcinoma.

N.B.Always do a digital examination first.
Ask the patient to breathe in and out while you gently
insert the sigmoidoscope, lubricated and warmed with its
introducer in place. You will feel the resistance of the
anal spincter suddenly diminish26-3B) as it enters the
rectal ampulla. Remove the introducer.

Watching where you are pushing the sigmoidoscope,
turn it 90° posteriorly46-3C), as you gently manipulate

it past the mucosal valves of the rectuks.you advance
the sigmoidoscope gently pump in enough aiby
squeezing the bellowts distend the lumen in front of it.
Do not blow the sigmoid up with too much ,air
or the patient will feel urgency and cramps.

The first 1215cm, as far as the reesmgmoid junction is
usually easyHowever, it is easy to miss a lesion in the
rectal ampulla.You will then see the smooth rectal
mucosa giving way to the concentritigae of the
sigmoid colon. At this point the bowel passes over the
sacral promontory, andnay turn in any direction.
Proceed anteriorly and to the left. You should be able to
reach 2530cm, butdo not force the passage of the
instrument!Be sure you can distend the bowel with air,
and see where you are going before you push the
sigmoidoscope fither in.

If you are clumsy, you can perforate the bowelso:
(1) Never push irm sigmoidoscope further, if you cannot
see the lumen in front of iEollow the lumen at all times.
(2) Never force itIf there is a pocket or a blind area in
the way,withdraw it a little, and then advance it again.

If your view is obscured by faecesremove them with
cotton wool on a swab holder, or if this fails, withdraw
the sigmoidoscope, clean it and start again. If the stool is
very loose or there is copious eeding or mucus
make sure you have a good suction available.

Concentrate on getting the sigmoidoscope as far up as
you can; note the presence of lesions by their position
(in cm) from the anus, and review them as you withdraw
the sigmoidoscopeRotate the sigmoidoscope, as you
withdraw it, so that you inspect every part of the mucosa.
Be careful to examine the posterior wall of the rectal
ampulla. This lies at 90° to the anal canal, and you can
easily miss it.

N.B. You can use the sigmoidogpe to deflate a
sigmoid volvulus (12.4).

SIGMOIDOSCOPY A

anterior

insert the
sigmoidoscope
in this direction

anterior \gi# W posterior

swing it " Y
like this U\

o
A\

Fig. 26-3 PASSING A SIGMOIDOSCOPE
(A) enables you to inspect the last 25cm of a patient's colon.
With your finger you can only feel the most distal 8cm.
B, introduce the sgmoidoscope, pointing it towards the umbilicus,
and when it is through the anal sphincter (C) swing it backwards
and to the left.

After MacLeod JHA Method of Protology Harper and Rowl979
Figs 2-12-14 with kind permission.
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If you think you may have perforated the rectum or
colon, (when you see Igs of bowel at the end of your
sigmoidascope) or there are signs of peritonitis after a
sigmoidoscopy, start an IV infusion of saline, commence
gentamicin and metronidazole, and get an erect chest
radiograph to look for free suldiaphragmatic air.

If there was a clean bowel with good bowel
preparation before the sigmoidoscopy particularly if

the perforation has occurred in the distal retroperitoneal
section of the rectum (<iP5cm from the anal verge)
ard symptoms and signs settle within 12hrs, continue
this conservative treatment for a further 48hrs.
Otherwise, do not hesitate to perform a laparotomy and
try to close the perforation with interrupted sutures;
you may add a defunctioning stomahéte is significant
soiling.

PROCTOLOGY

Position of haemorrhoids Anterior

A 11 o'clock

site of primary
haemorrhoids

secondary haemorrhoids

Lt.

3 o'clock

‘anorectal
fing

D
ARy

C Parks anal retractor

Fig. 26-4 PROCTOLOGICAL SURGERY.

A, diagram for recording abnormalities around the anus. This has
3 lines, an inner one for the anorectal line, a middle wavy one for
the dentate line, and an outer one for the anal margin26-1).
Record your findings in relation to these 3 linesNote the sites of
the 3 primary haemorrhoids, and the common sites o2 accessory
onesa e shown witbd ¢ bpesitienk, acsrespoodangg 6
to left & right, anterior & posterior. B, arrangem ents for operating
on a patient's anus. You must also have a light on a stand which
will direct its beam horizontally into the wound. C, the Parks anal
retractor. D, a T-bandage tied up after the operationUse this only
for 24hrs.

After Goligher JC. Surgery of the anus, rectum and coloBalliere
Tindall 4" ed, 1980. Figs 64,65itk kind permission.

PREOPERATIVE CARB-OR ANAL OPERATIONS
Performa proctoscopy or sigmoidoscopy before all anal
operations to exclude coexisting rectal lesions.
For this to be possible, the bowel must be empty, so use
an enema or a glycerine suppository-pperatively.

POSTOPERATIVE CAREAFTER ANAL OPERATIONS
BATHING is more effective than irrigation. Encourage
soaking in a warm bath; you can add sanéseptic to

the water if you are not sure about the cleanliness of the
tub!

DRESSINGS are much less important. Soiled dressings
will perpetuate sepsis, so encourage frequent bathing or
douching.

BOWEL ROUTINE. Treat with a laxative od from the
day of the operation for a maximum of 2wks.
Encourage mobilization from the first ddyo not use an
enemaas introduction of the funnel will be pdul and
may disrupt the woundf there is no stool passed by the
39 day, gently insg a glycerine suppository.

262 Anorectal pathology in HIV disease

Almost 25% ofHIV+ve patients will havesome kind of
anorectal lesion.These are particularly numerous in
homosexuals, especially in those that practice anal sexual
intercourse, buthiey adopt a rather different pattern.
Their severity relates to the CD4 level.

The healing of anorectal lesions lifiV+ve patients is
particularly poor, especially if their CD4 levels are
< 2 0 0aha they are therefore particularly difficult to
treat; moreover the aetiology of many of the HBlated

anal conditions is natasily diagnosedrhese conditions

will probably not heal properly, and almost certainly
recur.

It is exceptionally risky to perform incisional anorectal
surgery onHIV+ve patients, unless they are receiving
antiretroviral therapy (5.8), and so you should use
different, more conservative methods:

For fistulae (26.3), use a setolo not lay open fistulae

For fissures(265), avoid a sphincterotomy

For haemorrhoids (26.9), use sclerosant injections with
oily phenol.Avoid a haemorrhoidectomy
For anal skin tags, and perianal
adopt a conservative approach.

For frank daily uncontrollable faecal incontinence
consider a defunctioning colostomy (11.6).

haematoma

Some anorectal lesions are tyal, almost pathognomic,

of HIV disease,whilst others are found in HRie
patients. They are, however, often more extensive and
complex.
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(a) ldiopathic anorectal ulcer (265). This starts as a
mucosal laceration within the anal canal, ginkes rise

to symptoms identical to the classical anal fissure.
It is virtually pathognomnic of HIV disease.
However,no anal skin lesion igisible on gentle parting

of the buttocks, because the lesion is internal, usually
just proximal to the dentate line. Furthermore there is
rarely anal sphincter spasm, aofien diarrhoea rather
than constipation. Pain is persistent, usually associated
with some intermittent bleedinger rectum particularly
after defecation.

The mucosal defect then deepens and becomes palpable
as an ulcer with smooth benideeling edges.

As this ulcer deepens further, it may penetrate into the
vagina or appear as a large fistula externally. Often pus
collects in the ulcer crater and dischargl®ugh the
anus.No specific agenis oftenimplicated in this lesion,
although in some casesytomegalovirusand herpes
simplexvirus are found.The ulcer edge is smooth and
round, unlike the syphilitic ulcer which is irregular.
Treatment with byceryl trinitrate is unsuccessful,
because there is no anal spas®@phincterotomy,

or worse, anal stretch, is a disaster, resulting in faecal
incontinence. If there is pus, use nalidixic acid,
or ciprofloxacin with metronidazole.

N.B. A shallow triangular ulcer posteriorly placed,
without spasm or bleeding, may thee to syphilig26.5).
Check also for gonococcal infection especially if there
has been anoeceptive sexual intercourg26.11).

(b) Superficial breakdown of perianal skin with
excoriation is often occurs with chronic diarrhoea.
There is often also erciation in theinterglutea cleft,
which may be due to excessive sweating. Vesicular
excoriation is due toherpes simplexOtherwise the
causative agents are usualtandida and/or trichuris
(whipworm). It is vital to examine patients carefully to
excludefistulae and abscesses.
Use nystatin ointment bd, or miconazole 2% cream bd
for 2wks or itraconazole 200mg bd for 1wk and
mebendazole 2mg/kg bd for 3dayZinc oxide or
manganese sulphate paste is better than mercurochrome.
You must try to control diahoea and sweating.
These patients are wusually grossly cachectic,
S0 encourage higlprotein, highcalorie diets.

N.B. If cortisone preparations have been used,
the perianal skin becomes pajplein, andatrophied and
readily damaged.

(c) Sinuses and Fistulag26.3) in HIV+ve patients &
often complex and multiplélhey arefrequently high or
intersphincteric (intermediateMany fistulae arise from
sepsis, but some as a result of extension of the itlimpa
anal ulcer described above. In these cases, the fistula is
wide and may realli admit the examining finger.
Fistulation can occur to the outside skin, but also to the
vagina or bladder.

This is found both in adults and small children,
where the history of whether the fistula is congenital or
acquired is diagnostic.

Because these fistulae are complex, multiple and often
high or intersphincteric, they cannot be simply laid open.
In fact, even for low superficial fistulae, the layingen

may result in nothealing perianal wounds, espélyiaf
CD4 count sl Taeatment<by Pabsing one or
more seton$26.3) is not only simple, but very effective.
You need to be patient, however: these wounds may take
8-12wks or even more to hea

(d) Proctitis (26.11). Just as in colitis, the rectum may

be affected by a severe inflammatory process:
cytomegalovirus, herpes simplex, chlamydia or
enteropathice Coli may be the caus&.ou will have to

treat blind with broagpectrum antibiotics,as it is
unlikely you will have the resources to make a specific
diagnosis.Avoid steroids and swbalazine unless you

can confirm ulcerative or Cr

(e) Anal and perianal warts (266) are often very
extensive and may eexist on the urethrand external
genitalia, and even elsewhere on the body; their excision
or diathermy ablation surprisingly results in rapid wound
healing, presumably due to an epithelial growth factor in
the causativepapilloma virus, despite other types of
anorectal swery having poor healing in HIV+ve
patients. Contact tracing in the developing world is a
pipedream, and therefore recurrendy reinfection

is frequent. Moreover, if you do not remove all
condylomata, including penoscrotal ones, and they can
extend far up in the anal canal, they quicklyestablish
themselves. They may become infected and ulcerated,
and if chronic, develop into squamous carcinoma.

They may occur in children through cresgection by
sleeping in the same bed, and do natessarily imply
sexual abuse, although this should always be kept in
mind and investigated.

If the warts are extremely voluminous (then grandiosely
known as Buschké&oewenstein tumours), you may
renove them in staged procedurédways use lidocaine
with adrenaline infiltration, &cause they can bleed
heavily. There is a risk of anal stenosis if you remove
crops of warts right up to the anal verge, or even inside
the anal canal. In this case, get the patient to use a
plastic anal dilator bd for 6wk#lake sure heakesbaths
postoperatively; a shower is not really adequate.

(f) Squamous carcinoma(26.7) may be the result of
neoplastic change seen in anal irgmithelial neoplasia
(AIN), or be the result of chronic infestation by
condylomata, especigllif florid, or arise de novo
There appears to be much greater risk of developing
malignancy if anereceptive sexual intercourse is carried
out.

You must establish a histological diagnosis; it is rarely
possible to perform a local excision without seug
stenosis, or resulting in inadequate tumour excision.
This means that an abdominoperineal resection will be
necessary (12.11) which is a formidable undertaking in a
patient with HIV disease.
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Lymphoma and Kaposi sarcoma may also be found at
the anus,but you will only make this diagnosis by
biopsy. Very rarely, a malignant melanoma is found at
the anus: it looks like a thrombosed haemorrhoid.

(9) Rectal Prolapse(268) is often the resulbf a very

lax anal sphincterAlthough this may occur in patits
with chronic diarrhoea or neuropathy, it is much more
common in homosexuals who practice invasive rectal
procedures for pleasure.

Local perineal operations do not correct the essential
problem of laxity; you can amputate redundant
prolapsing fulithickness rectum but you will need to be
careful that you restore bowel continuity.

Doing a laparotomy tdift up the rectosigmoid is an
alternative: you should avoid using any foreigmplant
material for fixation, anddo this only if the patient is
gettingARYV treatment

26.3 Anorectal sinuses &fistulae

Anorectal abscesses (6.17), sinuses and fistulae are
usually part of the same disease process. An abscess is
the acute phase, and a sinus or fistula the chresidts

Both sinuses and fistulae are kadined by granulation
tissue, which open on to the skin near the anus.
The difference between them is that a sinus has no
internal opening, whereas a fistula opens into the anal
canal, or occasionally into the rectum. Usually, there is
only one internal opening, but there may be several
external ones. These can either be insignificant little
holes, or prominent little nodules of granulation tissue,
which heal over temporarily. With HIV disease,
they may be complex, multipland chronic.

Likewise, if tubercular in origin (up to 15% in India),
they may be complex, multiple and chronic, and often,
but not always associated with HIV disease. The cause
may bemycobacterium tuberculosisr mycobacterium
ulcerans

Occasionally, the ause may be
the appearance is very similar to tuberculosis.
Other infections may also give rise to fistulae:
actinomycosis, gonococcushlamydia schistosomiasis,
mycetoma and amoebiasis.

Another inflammatory processeshich may also give
rise to fistulaeis so-called hidradenitis suppurativa
(Verneuil 6s di sease) or
(fox-d e n 6 s : 84.9s Ehase eesult in quite marked
skin thickening and multiple skin bridges, but are
essentlly superficial &in problems, and are related to
smoking.

Crohnos

Typically, a fistula starts with a papule, abscess, nodule,
or ulcer, which either bursts and fails to heal, or is not
drained properly, after which there is a chronic painless
discharge which soils the d¢hes. The fistula is only
painful when it becomes temporarily blocked, when pus
builds up inside it.

Fistulae can take any of the paths show&6-%);
they can be subcutaneous (common), low anal, high anal,
or intermuscular (rare).

Rather wideristulae exist as extensions of the idiopathic
anal ulcer of HIV disease262): these are usually
superficial and have a significant absence of granulation
tissue

A fistula seldom heals spontaneousligdalmost always
needs surgeryThe options are pasg a seton, laying
open the fistula track (fistulotomy), or fashioning a
defunctioning colostomy.

The aim of surgery is to obtain a permanent cure while
preserving sphincter function; you therefore must know
the relationship of the fistula track to thensgters, and
cause minimal damage to them.

Fistulae which have external openings anterior to the
anus enter diregtlinto it by the shortest patiRosterior
fistulae usually curve round, so that they enter the anus
posteriorly in the midline (Goodsall'sule: 26-6l).

In doing so they follow a horseshoe path, and are often
bilateral, one side communicating with the other.
There are exceptions, and very superficial fistulae behind
the line may occasionally track directly into the s&nu

The track of a horseshoe fistula hugs théorectalis
part(26.1D)of thelevator animuscle, as it forms a sling
round the sides and back of the anorectal junction,
external to the external sphincter. Fortunately,
the internal opning of such a horseshoe fistula is usually
at the dentate line, although the fistula itself may go
much deeper.

dRERIANAY ABSGERSIES,SINUSES, AND
FISTULAE
ARE NOT HELPED BY ANTIBIOTICS!

EXAMINATION. Prepare for light GA or ketamine.
(Spinal anaesthesiar using relaxants is unhelpful
because you will not then readily feel the anorectal ring.)

p yBetbre yom start, fwiars that lyeu rare goigd ta exaniine a

under anaesthesia to try to find where the fistula runs.
If you use ketamine, be sure to put tlegs up on
lithotomy poles first before you start anaesthasi
as muscle rigidity may prevent you doing so afterwards!
Introduce the Parks anal retractor well lubricated with

jelly.
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ANAL FISTULAE

anorectal line.

Subcutaneous ~
fistulae

pectinata line

Low anal
fistulae

externat
sphincter

internal sphincter
Some more high fistulae

commonest
problem D s '

fistula

Fig. 26-5 PATTERNS OF FISTULAE.

A, 2 subcutaneous fistul@, 1 opening at the dentate line, and. just
below it. B, two low anal fistulae. C, several high ones.
D, some more high fistulae. Fistula (1) is the commonest high
fistula; it goes high towards thelevator ani but does not penetrate
it. The high extension is often missed, but it must be explored and
laid open. Fistulae (2) and (3) penetrate thelevator ani
E, high intermuscular fistulae (rare) may exist alone (4), or be an
extension of a low anal fistula (5).

After Goligher JC Surgery of the anus, rectuand colon Balliere
Tindall 4" ed1980Figs 1216 with kind permission.

If the opening is <5cm from the anusthe fistula is
perianal; if it is >5cm away, it is probably high. Multiple
openings suggest a horsesHistula. Record the position
of all external openings carefully on a copy of the
diagram R6-4A).

Feel for the thickened track which runs from the external
opening(s) towards the anus. If a fistula is superficial,
you can usually feel its firm, fibrousack quite easily.
As you press it pus may exude from the external
opening.

Put a finger into the anus and try to feel the internal
opening: you may be able to feel an induration at its
internal end. Feel the entire circumference of the rectum,
as far as gur finger can reach. Determine particularly
where the fistula might be in relation to the anorectal
ring and the dentate line. Try to feel the track between
your two fingers. Does it appear to come to an end low
down, or high up in the anus? If you fealuration at
the level of thepuborectalisor above (rare), there is a
complex high fistula.

Examine the anal canal with a proctoscope. You may be
able to see the internal opening of the fistula, usually
posteriorly in the midline on thegentatdine.

Insert the proctoscope as far as it will go, withdraw the
introducer, and then gradually withdraw the instrument
itself. As soon as its end becomes obstructed and closed
by the anorectal ring, stop. If you can still see the
opening of the fistula, it isadely below the critical level

of the anorectal ring.

PROBING. Do not do this until you have finished your
initial inspection Decide where a track is probably going
to go before you start probing. Pass the probe as far as
possible towards the anal carehd feel for its end in the
anus. It may pass through into the lumen, or it may stop
before getting there. If the fistula is superficial it will
pass horizontally, if it is deep, the probe will pass almost
vertically, parallel to the anus.

CAUTION!
(1) If the probe passes vertically, and not towards the
mid anal canal (even though there is an opening there),
it is probably a high complex fistula or a deep sinus.
(2) Only pass a probe into the rectum through a fistulous
track do not force it throuly normal tissues
In 50% of cases you will find the opening easily, in the
other 50%, it will be present but tiny. A probe may show
it, but if it does not, inject methylene blue (or similar
dye) into the external opening, and look for this flowing
into theanus finding the internal opening is the key to
all fistula operations!
You can add hydrogen peroxide to the dye: its bubbling
froth will help show the opening more easily.

PASSING A SETON (GRADE 2.2) is one of the oldest
operations in history, first deribed by the Indian master
surgeon, Sushrute. 6000BC.Tie a thread to the probe
and withdraw it through the fistula track, release the
probe and tie the thread looselBy slow, progressive
inflammatory response, allowing simultaneous drainage,
fibrous healing from deep to superficial parts occurs.
This method does not divide sphincters and so preserves
their function, and so can be used for low or high
fistulae. Furthermore as there is no wound, ideal in
HIV+ve patients. It is also delightfully simple!

The disadvantages are varying degrees of discomfort,
and prolonged treatment needing usualil28vks or
more.

You can use any neabsorbable thread suchethibond
though silk will stimulate more of an inflammatory
reaction;corros v e  O6appliedpostidread such as the
latex of Euphorbia neriifola or solution of ash of
Achyranthes aspermcrease the efficacy but may result
in excessive inflammain and surrounding cellulitis.
A nylon suture is sharp and painful, andt nweell
tolerated.

For best results, replace the threadddy by tying a
new one to the old one and pulling it through the track,
and tying it looselyRemove it when the distal hole is
almost completely closed.

If the fistula is complex or indurated, take a biopsy for
histology.
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LAYING OPEN (DEROOFING) THE FISTULA
(FISTULOTOMY) (GRADE 2.2).

You should now know where the fistula runs. Only open
a simple low fistula, superficial to the dentateel if
there is no HIV diseasd&o not open high ocomplex
fistulae you may render a patient permanently
incontinent. If there is untreated HIV disease,
the wounds may never heal.

cutting down on
the probe

NS
AN

curetting the
E granulations

P PN
trimming
the skin

\\\ if the fistula
track is very fibrous, 7>
excise it.

e
/////li\

>

. i
\:2224{-2::::99

Fig. 266 LOW ANAL FISTULA can have several tracks,
A,B, oronly one. C, pass a probg@ointed director along the track
from the external to the internal opening, and out through the
anus. D, cut down on the director. E, scrape away the granuian
tissue with a sharp spoon.F, trim the edges of the wound.
G, final pear-shaped guttered wound. If there is much fibrous
tissue round the track, excise it. H, pack the wound with gauze.
I, Goodsall's rule: in 60% of cases, fistulae anterior to the anus
usually pass directly into it; fistulae posterior to it curve ound it to
enter in the midline. After Goligher JC,Surgey of the anus, rectum
and colon. Balliere Tindall 4" ed 1980 Figs 13940 with kind
permission.

Pass a probe or director through the track, from the
external opening towards the anal canal, eithe
completely through to its lumen, or as far as it will go.
It may enter the anal canal, or it may stop before doing
so. Confirm that the probe enters the anus superficial to
the dentate line, cut dowthrough the skinon all
structures superfial to it, and lay the track open.
If you are using a directd26-6C,D), cut downonto its
groovethrough the skinLook at thepurplishtrack of the
opened fistula.If there is no such track, you have
probably opened up a false passage. Lcaefally for

any side openings, and feel among the fatty tissue for
nodules of indurationwhich might be branchesof the
fistula. As a general rule, all fistulous tracks
communicate with one another. Using a sharp spoon,
curette the tracksso as to leavenly healthy tissue, and
trim away any overhanging skin.

Alternatively, make a narrow peahaped incision to
include both the internal and external openings.
Excise both of them, and the track of tissue that still
clings to the probe.

Control bleeding with diathermy, or tie off bleeding
vessels with 2/0 absorbable sutuBevelthe skin edges

by making an inclined cutso as to leave a conical or
pearshaped concave raw area. Be sure that there will be
no pockets or overhanging edges, whenosae tone
returns.

Always send tissue for histology if possible to exclude
tuberculosis or other pathology

POSTOPERATIVE CARE.Make sure you keep the
wounds clean: dressings may simply retain sepsis,
or worse, stool and urine which lWwsewndarily cause
soiling. A douche is essential afudetsare very useful:
there is no advantage in using special solutions
soap and warm ater are all that are requirddo n 6t s
the perineum for a long timehis will cause magaation.
You may have to insist, though, on this tid or gid.
For complex fistulae, it is wise to-examine the fistulae
after 6wksunder GA to see if they are healing well,
and no new fistulae have formed.

Use a laxative i€onstipation ensues.

DIFFICULTIESWITH ANAL FISTULAE

If the probe enters the anus deep to the dentate line
pass a setonDp not cut deep to the dentate line, or you
will cut too much sphincter.

If the probe does not enter the anal canal
there is a sinus. Lay it open in the same way, but without

opening into the anus.

If you find any other sinuses or fistulag pass setons.

Do not try to lay open complex fistulae
(26-8).
If a fistula passes forvards from the anus

it may be an URETHRAL FISTULA Z2711),
or originate in Bartholin's gland235).
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If a fistula is posterior, do not confuse it with a
PILONIDAL SINUS26.10).

If the external opening is far from the anus
look out for a long curved fistula, or a high one.
Its thickened track will usually show you its course and
destination. Probe it; you will probably need dye &
hydrogen peroxide to show its internal opening.

A HIGH POSTERIOR

HORSESHOE A anal margin
anterior
ISCHIORECTAL
FISTULA
. dentate line
anorectal line
internal opening onto
the dentate line
posterior
external __~
opening
sagittal

B coronal C

section

section

anorectal

dentate line

Fig. 26-7 HIGH POSTERIOR HORSESHOE FISTULA ().

A, fistula shown on a standard diagram of the anus. B, coronal
section. C, sagittal sectionSee also 24.

After Goligher JC Surgeryof the anus, rectum and coloBalliere
Tindall 4" ed1980Fig 128 wth kind permission.

If there is hydradenitis suppurativa, the infected sweat
glands will need deroofin34.9).

If haemorrhoids are also presentinject them with oily
phenol and defer treatment of the fistula for at least
6wks.

If there is a recurrent discharge from the track
the wound has healed over extelpalvithout healing
from below. It will not heal with antibiotics.
Consider the possibility of tuberculosis. Pass a seton.

If there is gross faecal incontinenceespeially with
HIV disease, counsel appropriately and fashion a
defunctioning  sigmoid loop colostomy (11.6).
The wounds may heal in time, bdb not close the
colostomyunless you can start asrétroviral therapy and
the CD4 count impnees.

If there are multiple fistulae, consider HIV disease
with  or without tuberculosis, ymphogranuloma
venereum 2611), ol | oi d anal
disease. Check the HIV status and take a biopsy before
starting treatment, though using setondl wot cause
harm and may effect a cure.

carcind

A POSTERIOR HORSESHOE A
ISCHIORECTAL FISTULA v

B outline of
fistula T——

external
opening

left anterior
part of track
opened

director in
transverse
posterior

§ director passing
B\ anteriorly
final wound
sphincter cut

director
passing

through

into anus

original site of
external opening

Fig. 26-8 HIGH POSTERIOR HORSESHOE FISTULA (ll).

This is the same fistula 26-7) laid open for demonstration
purposes. A, pass the director forwards. B, cut down on the track
on the left side. C, pass the directoalong the posterior part of the
track towards the right. D, expose the track on the right side.
E, pass the director forwards through the posterior communication
into the patient's anus. F, final horseshoshaped wound, with part
of the sphincterdivided. N.B. Passing a seton is simpler and causes
less morbidity. After Goligher JC,Surgey of the anus, rectum and
colon.Balliére Tindall 4" ed1980. Fig 147 with kind permission.

264 Rectal bleeding(Haematochezia)

Bleeding from the rectum may bsudden and very
alarming, ut is usually not very copioudt often stops
and starts again, with the result that a patient may not
seek attention until he is profoundly anaemic.
You should try to distinguish fresh rectal bleeding,
ard blood mixed with the faece$his may actually be
bloody diarrhoea (dysentery) or just traces of blood that

out with d ign, _sometimes assedatvith
change in égtgwel a'i)?é:(?gs grg:tal bleeding may be
spots on toilet paper or moderate volisme
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Obviously, patients who defecate in pit latrines are
unable to describe much about the blood they pass,
and therefore you have the obligatito find out as best
you can.There are clues, and you must try to distinguish
lower intesthal from upper gastrtestinal bleeding:
the latter is usually dark purplish and sticky with a sweet
pungent odour (melaena) or, if the bleeding is more
rapid, comes out as dark red burguudyoured blood.
This bleeding is not necessarily from the stmim or
duodenum (13.4) although that is the most common site,
and may come from the small boweldararely from the
large bowel.lt is often severe, is usually more serious
than it looks, and frequently threatens the life.

There are clues:

Fresh blood sgarate from stool:

(small amount with pain): anal fissure

(moderate amount, intermittently, without pain):
haemorrhoids

(at monthly intervals): endometriosis

Fresh blood mixed with stool:

(loose motions) proctitis, colitis, dysenteryincluding
typhoid, 14.3), necrotizing enteritis (14.4)amoebiasis
(14.5), or schistosomiasis,

(no change in bowel habit);polyp

(change in bowel habit) carcinoma, diverticular disease
(with  mucus). intussusception, juvenile polyp,
chlamydia, gonorrhoea, rectal prolapse

The major mistakes are:

(1) To misjudge the severity of the bleeding.

(2)To fail to use your finger, a proctoscope and a
sigmoidoscope, to label the cause as ‘haemorrhoids'
without a proper examination, to fail to investigate fully,
and so to miss the djaosis.

(3)To miss the more treatable diseases, such as
amoebiasis, as the following case shows.
(4) To confuse irorblack stools(from ingestionof iron
supplementsyvith blood.

POUL (53yrs) had assed several bloody stools since the morning,
but had no other gastrointestinal symptoms. He was neither anaemic
nor hypotensive, but during the next few days he continued to bleed,
and the haematocrit fell to 23%. Sigmoidoscopyvetd friable,
oedematous, reddigfellow areas in the rectum, but no obvious ulcers.

A smear from the rectal mucosa showed amoebae. Metronidazole cured
him dramatically.

LESSONS (1) Amoebiasis is readily treatabiie you diagnose it.

(2) A severe bleed in the absence of previous symptoms of amoebiasis
is unusual.

EXAMINATION.

Assss the degree of hypovolaemiand anaemia.
Does sitting up in bed cause lightadedness,
or exercise produce breathlessness? Do aergen
abdominal examination.

Examine the rectum with your finganda proctoscope,
anddo not forget to look at the stool

CAUTION! Never forget toperform a proctoscopy
and/orsigmoidoscopy in an adult presenting with rectal
bleeding.

If attempted rectal examination is exquisitely tender
stop and ddt under anaesthesia.

If you palpate a polyp, try to pull it down through the
anus, tie the stalk, and cut it off. you cut the mlk
without tying it first, it may bleed massively

If you feel a @aggy mass or stricturg examine under
anaesthesia and take a biop&8.7)

If you see a prolapsed lesiandistinguish between
haemorrhoids 469), rectal prolapse 268) and
intussusception (12.7). Try to reduce it.
(The intussusception needs adaotomy)

ON PROCTOSCOPY,
If you find haemorrhoids (26.9), inject oily phenol.

If you see inflamed mucosatake a biopsy, a smear, and
examine the stools. Enquire about the usehefbal
enemas Only use steroids and satidazine if you ca
confirminflammatoryu I c er at i v eolits. r

If you see a polyp try to hold it with a biopsy forceps

and pull itdown so you cantieits stal y ou canot
this, try to diathermy it taking care that you do not touch
the metal sides of the proctoscopethif is not possible,

twist it by 360° and hold it twisted fom3ns so that it

will thrombose. Do not pull it off: it may bleed
massively.

ON SIGMOIDOSCOPY,

If you see blood coming from proximally
investigate for a peptic ulcer (13.4pnd if that
is unhelpful ly Barium enema or colonoscopy.
| f y ou ¢ ayow may Have ta thyitcs find out
where it is coming from at laparotomy.

If bleeding continues from the rectum, and you are
not sure why, you will have to decide:

(2) if you are going to operate,

(2) when, and

(3) what you are going to do when you get inside.

Try to distinguish between upper gasintestinal and
colorectal bleeding. In most areas, the commocesse

of massive bleeding is a peptic ulcer; but in some areas it
is bleeding from the terminal ileum, or ascending colon,
due to typhoid or amoebiasi¥ou may be able to tell
quite easily if the bleeding is from the small or large
bowel, but it may be nmre difficult to determine if it is
from the right or left colon: if you establish a transverse
loop colostomy, and blood comes from the stoma rather
than the rectum, it must be rigsided bleeding!
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INDICATIONS FOR LAPAROTOMY FOR RECTAL
BLEEDING.
(1) Loss of >1500m of blood with unknown cause.
If he isin extremis surgery may be life saving.
(2) The presence of a mass.

N.B. Most colonic bleeding stops on its own, so do not
operate too early.

PREPARATION. Resuscitate with IV fluids $hocked,
and tranfuse blood to get a Hb level of at {eBg/d|,
and have more blood in reserve for operation.

LAPAROTOMY. Make a long midline incision.
Look at the stomach and duodenum and feel for
irregulaities and signs of akration.Then examine the
entire bowel from the duodefjejunal flexure dowrto

the rectumNote the colour of the contents of the bowel,
which is purplish if it has blood inside.
What is the highest site in the bowel to shioleeding?
Look for abnormal vessels going to the bleeding area,
and feel for induration or an ulcer. If necessary, open the
bowel (11.3), or stomach (13.5) fimd the level of the
bleeding.Using an endoscope (13.2) through the opened
bowel is very helpfu

If you are confident you have found the lesion, perform a
localized resection (11.3), but if there is severe bleeding
from the right colon, you do not find a lesion, and there
is no bleeding more proximally, perform a 'blind' right
hemicolectomy (12.1). This will not be easy, so do not
do it lightly. Afterwards, open the specimen to see where
the blood is coming from.

If the bowel is severely inflamed resection may be
more hazardous than a conservative approach
(12.34).

26.5 Anal fissure

An anal fissure causes suffering out of all proportion to
its size. There are essentially two types,dlassical and
the HIV-related.The latter is internal and not seen by
gentle parting of the buttocks, and not usuaksocited
with muscle spasnBoth types present as a defect in the
mucosal lining in the lower part die anal canal, which
makes defcation, and the halfour following it, acutely
painful. Even the thought of a bowel movement may fill
the patient with such dad that he suppresses the urge,
so that the hard constipated stools that he eventually
passes make the fissure worse, analy roccasionally
make it bleedWith HIV disease, however, he often has
a loose stool.

The classical fissureusually occurs posternily in the
midline, between the anal verge and the dentate line,
directly over the distal end of the internal sphincter.
A small oedematous skin tag commonly forms on the
anal verge,just posterior to the fissurelhis is the
'sentinel skin tag'

Later, the fissure may become indurated and infected,
and may lead to a low perianal abscess (6.17). This may
discharge through the fissure, and externally, to produce
a low aral fistula. The internal sphincter lies directly
under the fissure, and afteeveral months of exposure
this becomes fibrosed and spastic.

The HIV-related fissure arises often posterolaterally
proximal to the dentate line, and develops into a smooth
shallow ulcer, which deepens and may collect pus.
This may then fistulat with a wide track @3)
externally or into the vaginahe cause of this problem

is rarely clear, and its treatment is unsatisfactory.

EXAMINATION.

An acute fissure is very painful, so do not try to do a
rectal examination if you thereby hurt the ipat even
more. You may not be able to pass a proctoscope until
you have gently introduced a submucosal inject

of LA or administered a GA.You can, however,
usually see a classical fissure by parting the buttocks
gently; therds often a sentinel skin tagh& HIV-related
fissure feels like an irregulariipsidethe anal canal; you
may see pus discharging from the anus. Distinguish this
from pus discharging from an adjacent fistula.

If there is more induration, a larger ulcer,
and perhaps enlarged inguinal nodes think of a
carcinoma or sexualyransmitted infection: grimary
chancre (the P! sign of syphilis)has indurated margins,
a symmetrical lesion on the opposite margintef anal
canal, andho pain Secondary syphilispresents with a
moist, pruritic anus, with flat, slightlyaised lesions,
which are usually symmetrical on both sides.

TREATMENT depends on how long the fissure has been
present.

If it is acute (<10days) orly the epithelium is involved
and it will heal, if you keep the stools soft fawks with

a laxative. When it has healed, warn that it may return,
if constipation recurs. So advise a high fibre diet.
To reduce severe acute painyaauce a condom (or the
closed inger of a rubber glove) filled with water and
frozen, into the anal canal. You can also help with LA
ointment (5% lidocaine): this should be smeared over the
sphincter inside the anusot outside it Injection of
submucosal A, though effective, is rarely tolerated by
most patients.

If the fissure is chronic (>30days), fibrosed, of classic
type, and has a sentinel skin tagand especially if you

can see the exposed fibres of the internal sphincter under
it, it will probably not respond to nooperative
treatment, though it may improve with glyceryl trinitrate
0.2% or diltiazem 2% creaftocally. If symptoms persist

for months and there is anal spasmdthe HIV test is
negative, consider a lateral sphincterotomy, or exgisio
of the fissure and skin tag. Thi&condis a delicate
procedure best left to an expert, though.
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If the fissure is the HIV-related variety, treat with
laxatives if there is constipatiofunusual),and nalidixic
acid or ciprofloxacin with metronidazoleif there is a
purulent discharge from within the anal canal.

Advise against wusing jelly with the spermicide,
nonoxylor9.

LATERAL ANAL SPHINCTEROTOMY (GRADE 1.3)

Do not do this operation in an untreated HIV+ve
patient; it may well not heal, and is uk#ly to help!

Use laxatives before the operation. Use the lithotomy
position and administer a GA. Examine the fissure to
excluce an intersphincteric absceskisert either a
bivalved operating proctoscope, or LockRsittmmery
anal retractors, and rotathese to show the lefateral
wall of the anal canalPalpate the edge of the internal
sphincter Make a lcmradial incision into the mucosa
over the sphincter and, with scissors separate the
epithelial lining of the anal canal from the internal
sphincter and the internal from external sphincters.
Open the scissors with blades either side ofitkernal
sphincter and divide itDo not make a large cut,
which might render the patient incontinent: a partial
division of the internal sphincteusually suffices.

If you cannot define the anatomy, do not proceed!

LATERAL ANAL SPHINCTEROTOMY

radial incision

mucosa

/J‘\\;

Anal fissure exposing internal & external sphincters
_proximal limit of
(o] internal sphincter

division

Cross-section of anal canal

Fig. 26-9 LATERAL ANAL SPHINCTEROTOMY.

A. appearance of chronic anal fissure. B, Radial incision exposing
internal & external sphincters, and scissors inserted between
internal & external sphincters, with one blade below and another
above the internal sphincter, before division of theinternal
sphincter. C. Position of incisionof internal sphincter with the
index finger at the dentate line. After Morris PJ, Malt RA Oxford
Textbook of Surgery, OUP 1994.p41.

N.B. NEVER PERFORM AN ANAL STRETCH!
(It is a crude wuncontrolled way of doing a
sphincterotomy and may well result in permanent
incontinence, or even anal gangrene, especially in
HIV+ve patients.)

26.6 Perianal warts

These are most commonly discreteltiple cauliflower

like lesions in the perianal area, knowncasmdylomata
acuminata They are caused by a papilloma virus,
transmitted sexually or through close physical contact
(e.g. sleeping in the same bed) and may extend inwards
as far as the dentate line, andchme infected and
ulcerate. There is a very strong but not absolute
association with HIV disease, where if untreated they
develop into squamous carcinoma.

Less common, they are large verrucous lesions with a
pale brown centre, composed of many smooth warts,
known ascondylomata lata They are caused by syphilis
(treponemapalliduin and respond to penicillin,
doxycycline and azithromycin.There is frequent
associatiorwith HIV disease.

EXCISION OF PERIANAL WARTS (GRADE 1.3)

Make sure you
accuminata.
Infiltrate the perianal skin with dilute lidocaine with
adrenaline. Carefully remove the growths with cutting
diathermy or scissors. Tre#tie raw areas that are left
with hypochloritediluted 1:100for a week, then with
saline dressings, like any other perianal granulating
lesion. If the warts are extremely voluminous, you
should remove them in staged procedures in order to
prevent the devepment of anal stenosis, which occurs if
you excise warts at or inside the anal verge.

Treat with laxatives and adequate analgesia
postoperatively, and insist on a daily douche and every
time after defecation Try to trace sexual coatts,
and examine them for genital or perineal warts.

are dealing withcondylomata

26.7 Anorectal carcinoma

A malignant ulcer at the anus is usually a squamous
carcinoma if arisingde novoor as a result of chronic
infestation with condylomata accuminata (26.6);

it may be an adenocarcinoma if extending inferiorly from
a low rectal carcinoma. Rarelyyou may find a
malignant melanoma at the anus.

In HIV+ve patients a tumour related to the papillonta 1
virus, called anal intrepithelial reoplasm AIN),
may develop.This looks like patches of rdéned skin
i ke Bowenods -adncacsa saly red
ulceration), which it resembles, and progresses to
sguamous carcinoma.
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If you see suspicious areas like this early, and can excise
them locally, you may be able to prevent the
degeneration to invasive carcinoma.

Anal Kaposi sarcoma, andonH o d g k lynmpbosna
also occur irHIV+ve patients.

These lesions may be extensive and fungating on
presentation, when you will be unable to ack
excision with adequate clearance. Special techniques in
well-equipped centres may still effectively deal with
such tumours; therwise the alternative is abdomine
perineal resection, which many such patienils vot be

able to tolerateConsider ceefully if a defunctioning
sigmoid colostomy (11.6) will benefit; biopsy is essential
to make a diagnosis.

Occasionally if the lesion is small and near the anal
margin, you can infiltrate it with LA solution containing
adrenaline, and excise the tumoudaly. You will need
anal retractors and an assistant to achieve this.

Differentiate between an anal carcinoma an@V,
chancroid, schissmmiasis, amoebiasis & donovanosis,
all of which can produce a destructive ulcer

N.B.Rectal carcinoma, whiclriges above the dentate
line (12.11 26-1) where the rectal mucosa starts.

26.8 Rectalprolapse(Procidentia)

Occasionally, the rectum prolapses out of the anus.
It may prolapse incompletely, so that only a pink fold of
mucosa shows, or it mgyrolapse completely, so that the
whole thickness of the rectal wall is turned inside out
(procidentia), and may ulcerate. At the same time the
anal sphincter may stretch and become patulous,
so that incontinence results. At first the rectprolapses
only with defecation later it does so on minimal
coughing and straining; finally it is outside all the time.
Although the rectum can prolapse at any age,
it commonly does so in children of -Brs
(usually incompletely), and occasionally does sdhe
aged (usually completelyProlapse is more common in
malnourished children, perhaps because of poor tone and
weakness of the anal sphincter mechanism, and is also
associated with diarrhoea as well asaiming when
seriously constipated. If a child's diarrhoea and
malnutrition is treated, the prolapse is usually cured also.
A chronic cough, especially with whooping cough and
cystic fibrosis, whipworm ¢richuris) infestation and
coeliac disease(reaction to gluten) predispose to
prolapse. Prolapse often occurs in babies witimasp
bifida (33.11) and ectopia vesica€33.15) Prolapse
occurs also in those who practice anal intercourse.

A child's rectal prolapse is usually noticed by the mother
who saysthat something red appears ditet anus after
defecation When she brings him to you, there is usually
nothing to see.

If there is, you can usually replace the rectum manually,
but it is likely to prolapse again. If it remains prolapsed
too long, it ulcertes.

The prolapse will however correct itself with age and
improved nutrition. You should make sure the child sits
properly during defecation rather than squatting,
and you can also strap the buttocR6-10). If this does
not prevent pulapse recurring, apply gallowskin
traction (pulling the buttocks up off the bednd watch
the prolapse reduce spontaneously.

An adult's rectal prolapse is much more difficult to treat.
Symptoms are the result to the prolapse itself.
However, it may be due to chronic large bowel
obstruction from malignancy or Schistosomiasjs
so ask about a history of constipation.

EXAMINATION.

If the prolapse is intermittent, the history may bk
'something coming downbut there Wl be nothing to

see. In an adult, pass a proctoscope and ask the patient to
strain down. The anal mucosa will prolapse into the
hollow of the proctoscope, and extend beyond the anus
as you withdraw it. If the prolapse is complete, the whole
thickness ofthe rectum slides out all round, sometimes
for several centimetres.At rectal examination,

the anal sphincter feels weak.

To find out if the prolapse is partial or complete
put you finger into the rectum, and feel the protngdi
ring of mucosa between your finger and thumb.
If all you can feel i layers of mucosa, it is incomplete;
if you can feel more tissue than merely mucosa,
it is complete.

In a child, distinguish a prolapse from ractal polyp,
or anileorectal intussusceptionExamine immediately
after defecation. Feel the outer aspect of the swelling,
up to the anal orifice. In an ileorectal intussusception,
you can pass your fing&etweerthe intussuscipienand
the andh wal | you canobt do
A rectal polyp is mobile and dangles from the anorectal
wall, and you can flick it with your finger: make sure it
cannot be squeezed like faeces.
N.B. Strictly speaking, a
recto-rectal intussusception.

rectal prolapse ia

In an adult, you may find that the prolapse is reduced
when you start your examination, but appears with
straining The anal orifice may be widely open, and the
sphincters abnormally lax. Assess their tavigh your
finger, because this is an important determinant of
treatment and prognosis. You may feel very little
contraction. If it is very lax, you may be able to put 3 or
4 fingers into the anus without discomfort.
This is especi@y so amongstthose who practice anal
intercourse.
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(A) CHILDREN WITH RECTAL PROLAPSE

If a child has diarrhoea, tretitat If the nutrition is poor,
treat that first. These are the common causes of prolapse,
and treaing them usually provides a curadaavoids an
operation.

Regular small doses of a mild sedative helps; put the
child on a pottychair, not sitting on a pot on the floor.

MANUAL REPLACEMENT AND STRAPPING.
Using a glove andubricant jelly, replace the prolapse
manually. You may have tequeeze it for 15mins to do
so.If it is very oedematous apply gauze with icing sugar,
which will soak up the oedema fluid and allow you to
reduce the prolapse later.
Strap the buttocks securely together with the large gauze
pad up against the anus. If thisethod is to work,
the strapping must be adequate, painless, and easily
applied. Apply a large square to each buttock. Join these
with a 2%5cm transverse strip, so as to close the
buttocks, and leave this strip on durimgfecation
Afterwards, emove it, clean the buttocks, and replace it
with a fresh strip Z6-10). Ask the parents to repeat this
after each bowel movement, and give them some
vaseline gauze, plain gauze, and strapping, with which to
do it. After a time, the rectum will stay up wikeit
belongs. Strapping is often all that is necessary.
If, after 34 reductions the prolapse soon recurs after
defecation put up gallows traction.

CAUTION! Too much trauma trying to reduce a
prolapse causes bleeding; in this case proceed to gallows
traction.

A Rtem-alt |
Correct Sitting

€
e B Wrong Sitting Strappin
Position Rl

Position the buttocks

Fig. 26-10 CORRECT SITTING POSITION FOR DEFECATION
& CORRECT METHOD OF STRAPPING FOR RECTAL
PROLAPSE. A, correct sitting position. B, avoid the squatting
position. C, anly the transverse strip requires replacement after
defecation. After Jones PG, Woodward AAClinical Paediatric
SurgeryBlackwell 3 ed 1986 [824.

GALLOWS TRACTION usually allows the prolapse to
reduce: use this for a maximum of 2wks

SCLEROSING PHENOL INJECTIONS.

Put 0-5mL of 5% phenol in almdn oil into the
submucosatahree equally spaced pasn2cm above the
dentate line.This will cause some fibrosis; use this
method only if strapping and gallows traction fail in
those cases with loose stools and flabby tone.

A

THIERSCH'S OPERATIONFOR RECTAL PROLAPSE
(GRADE 2.1)

This method is really only applicable to children with
severeanal hypotonia or other neurological problems:

it is absolutely contrandicated in cases of constipation!
Use the lithotomy position and give ketamine;
replace lhe prolapsed rectun2§-11A). Put your finger

in the anus and feel the sphincter. It may be so loose that
you can hardly feel it.

THIERSCH'S
PROCEDURE
passing \‘\
the the suture ; |
j round on ]
protapse the right v
making\
the two
cuts
D E
tighten the
1 suture enough

but not too tight
"

the suture
buried

/
“ passing the
suture round
an the
left

your assistant’s
little finger

Fig. 26-11 THIERSCH'S PROCEDURE.

A, child's prolapsed anus. B, make two cuts in the skin 2 cm from
the anus. C, pass thewture material from anterior to posterior on
the right hand side. D, now pass it round on the other side.
E, tighten the suture material with your assistant's little finger in
the child's anus. F, finally bury the sutures.After Goligher JC
Surgey of the anus, rectum and coloBalliére Tindall 4" ed 1980
Fig 187 with kind permission.

Make short incisions in the anteriorly and posteriorly in
the midline 2cm from the anu2&11B). Then, put a
large curved rountbodied neeld with #1 absorbable
suture into the skin anteriorly in the midline 1cm from
the anus. Pass it subcutaneously round the anus lcm
from it and out again posteriorly in the midline
(26-11C). PUi the suture material througRut the needle
back into the posterior hole from which it has just come.
This time pass it round the other side of the anus and out
at the anterior incision26-11D). Ask your assistant to
put the little finger into the child's anu6&11E).

Tie the sutue round the finger. Secure it with several
knots, cut the ends 1cm long and bury them. Close the
2 skin wounds.
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CAUTION!
(1) You must be able to get the tip of your little finger
into a child's anus. Getting the tension of the suture
material right is difficult. If it is too tight, it will interfere
with defecation, and cause faecal impaction, or the wire
may cut out. If it is too loose, it will not cure the
prolapse.
(2) Do not forget to make sure that he can pass stools
normally beforedischarge
The major complications are breakage of the suture,
and difficulty in passing even a soft stool, if the suture is
too tight.

(B) ADULTS WITH RECTAL PROLAPSE

If there is an incomplete prolapse and the tone of the
sphincter is fairly normal, you can treat it in much the
same way as large third degree haemorrhoRE9Y.
Reduce the prolapse and inject 2mL 5% oily phenol at
three equally spaced points under the redundant mucosa.

If there is a complete prolapse try to reduce it
manudly with adequate lubricationlf this proves
difficult because the prolapsed rectum is very
oedematous, injeciOmL solution of 300 units of
hyaluronidase submucosally, and squeeze gently after
2-3mins.

If the prolapsed recurs frequently, you can either
excise the prolapsing bowel leaving no more slack to
allow further prolapse (perineal rectosigmoidectomy),
or pull up the rectum from inside the abdomen fixdt
(abdominal rectopexy)he Thiersch procedure does not
work well in adults, beig either too tight causing
constipation(when often the suturereaks on straining),
or too loose resulting in recurrent prolapse.

'/ PERINEAL
/4 RECTO-
SIGMIDECTOMY

| B

Fig. 26-12 PERINEAL RECTOSIGMOIDECTOMY.

A, after putting stay sutures and dividing the outer tube of rectum,
pull down the inner tube to bring the sigmoid to the pelvic floor.
B, divide the redundant bowel superiorly and sutureouter and
inner rectal tubes.C, after dividing the redundant bowel inferiorly,
complete the suturing by fixing the anal remnan to the sigmoid,
leaving no slack for further prolapse to occur.

After Morris PJ, Malt RA Oxford Textbook of SurgerDUP 1994
p.1106 Figs 6-7

PERINEAL RECTOSIGMOIDECTOMY
(ALTERMEIER OPERATION)(GRADE 3.2)

Administer bowel preparation and use ththdtomy
position with the legs elevated. 4¢ LA or spinal
anaesthesiaather than GAas these patients are often
old.

Do not reduce the prolapséut rather pull it fully out;
put 4 stay sutures anteriorly, posteriorly, left and right
through the owr rectal wall 1-5cm abovehé dentate
line and divide thewo layes of prolapsed colectl
tube circumferentiallyZ6-12A).

Then hold the inner colonic tube with Allis forceps and
pull it down till no more protrudes; it is important that
you take up k the slack in order to prevent further
prolapse. Close any gap or laxity in theborectal sling
(the levator ani) posteriorly, if necessary byverlapping
the muscldayers Place 4 stay sutures on the inner tube
in the same way as before, just proxin@lwhere you
intend to cut off the redundant bowel, and then divide it
anteriorly, preferably with diathermy. Clip the anterior
stay sutures together, and likewise the others: this aligns
the 2 rectal tubes nicely. Then suture the remaining
pats of both rectal tubes anteriorly with continuous
long-acting absorbable sutur&12B). You can then
safely divide the remaining posterior part of the inner
tube and complete the suturir@p{12C).Finally, pull on

the stay sutureso check your anastomosis, and when
you are satisfied, cut them and allow the bowel to retract
inside the anal canal.

CAUTION. Do not ket go ofthe innercolonic tube
if you do and cannot retrieve it, perform a laparotomy to
find the retracted ption of bowel in order to bring it
down again.

ABDOMINAL RECTOPEXY. (GRADE 3.3)

Expose the pelvis through a lower midline incision, and
pack away the bowel. Mobilize the rectum down to the
pelvic floor, anteriorly and laterally by incising
the peritoneum, but not dissecting posteriorly.
Do not divide the lateral ligament&he sacreuterine
ligaments in a womarg1-18), but use them to keep the
bowel up out of the pelvis when you pull up the rectum.
Using nonrabsorbable #1 multifilamergutures, pull the
rectum firmly upwards towards the sacral promontory,
and fix it there. Then
the presacral fascia.

CAUTION!
(1) Do not penetrate the wall of the rectum
(2) Be guire to put all the sutures in first and then tie them
later.
(3) Make sure the rectum is pulled up well out of the
hollow of the sacrum.
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26.9Haemorrhoids (Piles)

The arterievenous haemorrhoidal plexuses of the anal
canal may become swollen and stap protrude.
They form in the left lateral, and right anterand
posterelateral {.e. the 3, 7 &11 o 6 c ) positions,
and although they wusually cause no symptoms,
they can bleed and cause severe anaemidil¢leding is
painless, fresh and not mixed with stool, coming
especially after defecation. They can also cause an
irritating mucous discharge.

They can prolapse, and spontaneously reduce,
being known as 2° haemorrhoids, or prolapse
permanerly as 3° haemorrhoidsThese may then
thrombose and become very painful.
Untreated, however, 1° (ngorolapsing) haemorrhoids
usually eventually shrink. They may be the site of
portasystemic blood shunting in portal hypertension:
check for this before you decide to operate!

N.B. Haemorrhoids are NOT painful unless prolapsed.
Pain is usually due to an anal fissure or ul@85).
Do not treat normal anal structures when there are
minimal symptoms.
A simple andvery effective treatment of haemorrhoids is
by sclerosant injection®26-13).

EXAMINATION.

You cannot see haemorrhoids unless they are prolapsing,
except through a proctoscope. Prolapsing haemorrhoids
form large projecting bluish swellings protruding rito

the anus, only their outer parts covered with skin, and
their inner parts with purple anal mucosa, separated by a
groove, at the three main positions. There may be
accessory haemorrhoids in between.

You may see distended veins at the anorectal junation
portal hypertension: these do not look exactly like
haemorrhoids.

If you see a single tender bluish swelling
c.lcm diameter at the anal vergetally covered by skin,
this is a perianal haematomaot a haemorrhoid

If it is <24 hrs old, you can incise and drain it under LA.
Otherwise leave it to organize and resolve, providing the
patient laxatives and analgesia.

Never incise prolapsed haemorrhoids: the bleeding is
catastrophic! Do not confuseskin tags with
haemarhoids, which have an internahucosal lining.

PROCTOSCOPYZ6.1) is the only satisfactory way to
diagnose 1° and 2° haemorrhoids. They bulge into a
proctoscope like grapes, as you withdraw it and ask him
to strain Withdraw it just 6 the anus, and then ask him
to continue straining.

SIGMOIDOSCOPY 26.1) must be a routine if there is a
history of bleeding to exclude serious pathology,
especially a carcinoma, particularly after age 40yrs and
you cannot see any haemorrhoids!

SCLEROSANT INJECTION OF HAEMORRHOIDS

Fig. 2613 SITE OF INJECTION OF SCLEROSANT FOR
HAEMORRHOIDS . Site of injection under the mucosa.

After Geile D, Scheidter KHProctological CompendiunPMS Munich
1981

SCLEROSING PHENOL INJECTIONS.

Put 2mL5% phenol in almond or peanut oil under the
mucosa just proximal to the haemorrhoids at each site
(26-13): you will need a proctoscope and a light to do
this, and it helps to have an assistant. The oil is viscous
and so you need a long widb®re needleattach this to a
syringe small enough to fit inside the proctoscope.
The procedure should be virtually pdiee; if you are
causing pain, it may be you have injected deep into the
prostatewithdraw and rensert the needle.

You can use tlsi method safely with HIV+ve pants,
where other methods (such @gen haemorrhoidectomy
or tying with rubberbands which anyway needs special
equipment are not advisable. With large haemorrhoids,
the injections may need to be repeated after 6wks,
and again at 12v& If this fails, you should think about
haemorrhoidectomy.

Do not use sclerosants on prolapsed haemorrhoids;
you should wait till they are reduced.

PROLAPSED 3° HAEMORRHOIDS

Do not rush into recommending haemorrhoidectdory
these the surgery may be difficult and bloody.

Try to reduce thenmafter applying gauze with fingsugar
and vaseline to absorb oedema fluid, and using sedati
and laxatives, for -&days.This will, however, not work
if the haemorrhoids are alreadydmbosed.

NEVER PERFORMAN ANAL STRETCH

HAEMORRHOIDECTOMY (GRADE 2.3)
INDICATIONS.

(1) Irreducible3™ degree haemorrhoids.

(2) Chronically thrombose®8¢ degree haemorrhoids.

CONTRAINDICATIONS.

(1) HIV+ve patients.

(2) Septic haemorrhoids.

(3) Acutely thromlmsed haemorrhoids
(4) Portal hypertension.

RELATIVE CONTRAINDICATION
Severe constipation.
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TYING & EXCISING HAEMORRHOIDS

hasmostats
on the

skin of

.. each

N, haemorrhoid

injecting
dilute
adrenalin

haemostats on
the mucosa
. of each haemorrhoid

applying
the
ligature
internal

making the sphincter

skin cuts

cutting the
tissue beyond
the ligature

pulling the
ligature
tight

the final
trimming
complete

Fig. 2614 TYING AND EXCISING HAEMORRHOIDS.

A, inject adrenaline in saline or lidocaine tocontrol bleeding.
B, apply forceps to the skin of each primary haemorrhoid. C, apply
a 2™ pair of forceps to each haemorrhoidwhere it is covered by
mucosa D, make the skin cuts for the left lateral haemorrhoid.
E, snip the mucocutaneous junction at the neck of each
haemorrhoid and tie it. F, pull strongly as you tie a haemorrhoid,
release the forceps as you do so, and allow the ligature to sink into
the tissues. G, after you have tied aB haemorrhoids, excise the left
lateral and then the right posterc and antero-lateral
haemorrhoids, taking care to leave adequate stumps and skin
bridges. H, final skin wounds trimmed.

After Goligher JC, Surgs of the anus, rectum and coloBalliere
Tindall 4" ed 1980Figs 80-7 with kind permission

PREPARATION.

Treat with bowel preparation (an ema is usually too
uncomfortable) and metronidazole rperatively.
Check the HIV status, and cancel the operation if the test
comes backve.

You can use LA (with sedation) if you are gentle:
infiltrate 3060mL 1% lidocaine with 1:200,000
adrenalindgn the peranalskin, ischiorectal fossa@6-1),
retrorectal space and haemorrhoidal pedicles.

Use the lithotomy position, with the buttocks well
beyond the end of the table. A sandbag under the sacrum
helps exposure. Clean the anal region, and do dutare
digital examination to make sure that thés really no
other pathologyPerform a sigmoidoscopy if you have
not already done so.

If you do not have diathermy, infiltrate the subcutaneous
tissues round the anus with 1:1000 adrenaline in
saline orlidocaine @6-14A).

METHOD.

Push some dry gauze into the rectum, and slowly pull it
out. The haemorrhoids will prolapse with @rasp the
skin at the mucocutaneous junction of each haemorrhoid
with haemostats,and pull them outwardg26-14B).
Take tke purple mucosaovered part of each
haemorrhoid in other larger haemostats, anéwdr
them downwards and outward3his will bring all

3 haemorrhoids well out of the anus, so that you see the
pink rectal mucosa at the upper ends 36-14C).

Pull on all6 haemostats until you see the rectal mucosa,
not only at the upper end of each haemorrhoid, but also
between them, and secure the haemostats with towel
clips to give you a clear field. Draw the haenhoids

out as far as they will go, which will allow you to tie
them at their upper poles, rather than around their
middles.

With cutting diathermy make a-$haped cut in the anal
and perianakkin opposite the left laterdlaemorrhoid
(26-14D). The ends b the V should reach the
mucocutaneous junction, but nottemd into the mucosa
beyond it.The point of the V should lie 222cm from the
junction. You will see the lower edge of the internal
sphincter laid bare. This is a firm, whitish ring which
should beclearly visible and you should avoid damaging.
If you hold the haemorrhoid aside (2@E), you will see

it quite clearly.

Transfix the pdicle of each haemorrhoid using #r #1
long-acting absorbable suture (2@F), cut off the
haemorrhoid 1cm beyond hé transfixion suture
(26-14G) and transfer the haemostats holding the
haemorrhoid to hold the ends of the ligature, cting
them laterally once mord.eave the ligature ends long.
Cut them short after 24hrs.

CAUTION! A slipped ligature can cause fearsome
bleeding, so alwaysansfixthe haemorrhoid!

Treat the other haemorrhoids in the same way,
leaving 1cm skin and mucosal bridges between each
pedicle but do not be tempted to remove any accessory
haemorrhoids
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Push some dry gauze into the anus, and examine for
haemostasis; you may need a lubricated speculum to
look at the ligatures. Infiltrate 2nfdupivacaine into each
pedicle for posbperative pain relief. The endesult
should look like a cloveleaf (2614H). Apply petroleum

jelly gauze to each of the three raw areas on the anus,
and cover this with cotton wool. Hold it in place with a
T-bandage.

Remove the dressingsn ithe baththe next day.
Use showers on subsequent dayseat with laxatives
and adequate neconstipating analgesiparacetamol or
NSAIDs. If no stool is passed by the?3ay, use a
glycerine suppositoryDo not dischargethe patient
before he passesstool because otherwise faecal
impaction may result!

DIFFICULTIESWITH HAEMORRHOIDECTOMY

If there are accessory haemorrhoidspnly excise the
main ones, so that that you only make 3 skin wounds.
Leave the accessory haemorrhoidlsey will shrink of
their own accordDo not try to excise separate skin tags
outside the main skin wounds.

If there is an associatedcanal fissure treat it (26.5) and
leave the haemorrhoids alone.

If there is postoperative PAIN, treat with pethidine.
If severe pain followslefecation, a hot bath will soothe
the discomfat.

If there is difficulty passing urine, try using pethidine
and encourage passing urine in a warm bath. If this fails,
catheterize the bladder, and remove the catheter after
48hrs. Or, alternatively perform a suprapubic aspiration.

If there is bleeding within 12hrs (reactionary
haemorrhage), usually due to a slipped ligature,
adrenaline wearing off, or a rise in Bgull down on the
ligatures, which you left long deliberately for this
eventuality, and try to secure the bleeding vessel with
artery forcep in the ward. If this fails, return to theatre
to perform a formal proctoscopy find and ligatethe
bleeding vessealnder GA.

N.B. There maybe torrential bleeding from portal
hypertension if the remorrhoids are the sites of porta
systemic shuntsn this case use Vitamin K, fresh frozen
plasma and tranexamicid if you can get these.

If there is bleeding between 7 & 10dayg{secondary
haemorrhage) this may occur into the rectum,
appearing as clotted blood with the next stool.
It is due to infection eroding into a blood vessel.

Bleeding may stop spontaneously; if it does not,
try pushing a lubricated, adrenalineaked pack into the
anus and lower rectum. If this is inadequate or
impractical, insert a largedkey catheter, inflate it, tie a
500gweight to it, and exert traction on the bleeding site.
If bleeding persists after 24hrs, prepare theatre as above.

If the stools become impactedthis is probably the
result of being allowed home without adequatewith
constipating analgesi&/ou will need to extract faes
manually under anaesthesifithe wounds are still raw,
start metronidazole and use sufficient laxatives.

If a stricture develops you probably did not leave
adequate bridges of tissue betwedhe excised
haemorrhoids. Provide the patient with an anal dilator
and show him how to pass this daily for 3months.

If there is mucous prolapse post-operatively,
do not rush in to excise further tissudealing will in
most cases cause eth anal mucosa to retract

spontaneously.

26.10 Pilonidal infections

Long straight hair sometimes warits way into the skin;

this occurs especially in the natal cleft just posterior to
the anus but also at the umbilicus to form an abscess,
sinus or fistla. This occurs in people with copious long
straight hair, most commonly young males. There may
be one or more openings, sometimes with hairs coming
out of them, exactly in the midline 5cm posterior to the
anus. Often, there is another sinugc2n superidy, and
slightly to one or other side of the midline,
with an indurated track joining it to the first one.

Do not mistake a pilonidal sinus for a subcutaneous or
perianal fistula(26.3). If you are in doubt, remember:
(1)In a pionidal sinus there will be no induration
between the lowest sinus and the anus.
(2) There will be no fistulous opening inside the anus.
(3) When you probe the lowest sinus, the probe will pass
towards the sacrum, not thaus.

Aim to excise the sinus witlut anysurrounding tissue,
make sure thathe wound heals properly, amtevent
hairs growing into it as it heals.

If there is no infection, excise the affected area,
otherwise if infected,aim initially only for simpé
drainage The most important part of the postoperative
care, after either method, is to make sure that new hair
does not grow into the granulating wound.
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Fig. 26-15 EXCISION OF A PILONIDAL SINUS.

A, strap buttocks apart to show openings of the sines.

B, excise all the sinuseen bloc.C, close the wound with a Zplasty

without tension (34.2) After Rob C, Smith ROperative Surgery:
Abdomeril, Butterworth1981with kind permission.

ACUTE INFECTION. Incise and drain the aless
through a short incision, taking particular care to remove
all hair and granulation tissue with a curette. Insert a
drain. Treat any sinus developing later.

EXCISION OF PILONIDAL SINUSESGRADE 2.4)

INDICATIONS.

At least 2 episodes of infection, andh persistent
discharge. Be sure to operate at a time when the
symptoms are quiescent, and infection absent.

PREPARATION.

Advise the use of depilatory creamsr to pull out
offending hairs individually Shave the area near the
buttocks. Use gentamicin nd  metronidazole
perioperativelyDraw lines on the lines of contact of the
buttock edges when they are pushed together.

Use the left lateral position, with the buttocks over the
edge of the tabl€glf you use the prone position, yawill
need intubatiorand GA).Put a piece of gauze soaked in
an antiseptic, such as chlorhexidine, over the anus,
andtowel up carefullyAsk your assistant to stand at the
other side of the table, and to retract the right buttock
(or use strapping26-15A). Injection of methylene blue
dye makes the tracks much more visible, although this
might not be necessary.

ANAESTHESIA.

If the area is limitedyou can operateunder LA,

otherwise with the patient on hiside, with the hips
flexed, there is no need for intubatjoyou can use
ketamine or GA.

Do not use spinal or epidural anaesthesis there is a
potentiallyseptic lesion too close to the injection site.

METHOD.

Probe all the openings to fird which direction the sinus
tracks run.If this is difficult to elcidate, gently inject
methylene blue dyeinto the tracks to mark their
pathways beware not to inject too brusquelgtherwise
the whole area will be coloured blue!

If there are individual sinuses,remove a core of tissue
5mm around each pit, so that tirédline defect remains
<7mm wide. Clean the track you have made, if possible
with a very small brush (as made for electric razors),
or a small curette. Treat all side openings in the same
way. When you are sure that there are no more
pockets that might contairhairs, close thewounds
primarily and apply a gauze dressing.

N.B.Do not try to pack the cavity

If you cannot excise all the sinus tracks individually
because there are lateral extensions, lay open the main
sinws track and cut round the subsidiary sinus openings.
Excise the whole affected area, down to the sacral
periosteum(26-15B). Do not leave any hairy sinuses
behind because recurrence is then inevitable.

Avoid a midline closure An effective way to do fils is

to perform the Bascom llicleft lift procedure;
separate the skin from the side of the wound nearest the
midline from its underlying fat, and advance this across
the midline as an advancement flap.

If there is a wide area involved, which a simple
advancement flap will not closggespecially if your
excision goes beyond the lines yowaaron the buttock
edges)perform a Zplasty 6-15C, 342) to alleviate
tension whichwould give rise to ischaemia aral high
risk of reinfectionand wound failure

If you can, mobilize the gluteal fascia off the sacral
edges, and resuture it over the sacral bone, so that skin
closure above is neat antbtally without tension.
There is no indication for deep tension sutures!

Close the wouth only if there is really no infectign
otherwise leave it open for several dayse daily
showes and perform a delayed closunden there is no
longer any sepsis.

For more complex extensive sinuses, you can achieve
tensionfree closure using the Limbgrflap: make a
rhomboid incision, with an extension arm as a
transposition flapZ6-16).

Postoperatively, regular sitz battes douche or shower
are importantKeep the back and buttocks shaved free of
hairs while the wound heals, or the sinus will recur.
Eventually, the scar will become strong enough to
withstand them.
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