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fundamental to the evaluation of patients with anorectal disease.
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on examination!

Tightly closed puckered anus

By gently parting the anal
margin the

Digital examination is so
painful.

is impossible
unless under anesthesia

Skin tag




Anal fissure management
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1 chemical sphincterotomy
-topical
-Injected

1 surgical sphincterotomy
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Anal fissure surgery
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Anal fissure treatment

0 GTN guuineaenteie 40-50% successful
{_.W-b Rv dil-kien Semeylend £ g/ar gevere  headaches

hea dathe - hafoh;:; {ov Se +e av
1 Dlltlazem‘;..\.t\‘m..mxMm 60-80% successful

(*35-—
s/e: nil generally

1 BOtOX wuei wasow  60-90% SUCCESSTUI 4 mas dramatee eFleck

G ma lead) do “'k“ﬁ‘ aluj . . ‘
et Lemt sh dissichiond- s/e transient minor_leakage

1 Sphincterotomy 98% successful
6 Besd method o 4 s/e
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Ano-rectal sepsis
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Supralevator §
abscess

Ischioanal (ischiorectal)
External abscess
sphincter

Perianal Internal
abscess sphincter
Intersphincteric (intramuscular
or submucosal) abscess

Sx: perineal pain (throbbing), possible prior history of similar

Exam: tender fluctuantmass +/- discharge, may be toxic

Beware: diabetics (risk of rapidly progressive infection & Fournier's gangrene)

skin necrosis (possible Fournier’s gangrene) wg:“:;f‘ﬁ“;:ﬁ:ﬁ;‘;ﬂ:

Treatment: I&D Cinusion and dramage 4o aveid -pofm'ma A dne Bordala - 2
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 Gornmunicadion between internal ofening and Skin Calleel Sinus Lret £istalecd.

anal abscess and fistula

1 Anal fistula : it is an abnormal ~

communication between opening
inside the canal and opening in
the peri-anal skin .

caned Bslala o= J CWimic ablstes =l EF cre
~and abCsses o= k atde Diatula et - poame—
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Perianal fistula

* DN ma \eadl Pesiphtal neuciliy
J uCine INConnints duwe do Newe dvy [ned '.""P“M st“Z"‘“‘ M\

30-40% of all perineal sepsis once drained goes on to develop a fistula
i\l nad Clase afle¢ drainase

Goas - Eco\i~ K\ebielu- pfetess.




Fistula in ano

AR
1 95% crypto glandular.-
- I.e. origin in

1 5% rarities
- Crohn’s
- 1B
- hidradenitis suppurativa
- traumatic
- malignancy
- complicated diverticular dj
- radiation
- anastomotic leakage




¥ wa pud Cedon Lor ary Lisdule invobred . exdernul sphincier.-

» classification of fistulas

% al anal Pistule ofen inthe dendsde line  [indemaliy

escept the cxdm sphinchesic fisdula open niwe
geCkum...

1 Inter-sphincteric: 70%

(ol.g.\m,. 2 s‘)\n'\n(.'kl&
[irealed ba one 3-]434, afcfu-\-\’on")

2 Trans- sphincteric: 25% N8\
(’ neeel mote dhan one °fu.-|,:m.. “

o e nde I\
we fud Caen +o Change i sphiny ke mudcle n

inGntinanta )|ef-'l."'&5p £: beo . U C\L- :
1 Supra-sphincteric: 5%
G fomed \obe and reatr above Yha
leve dor ani and 4han open in e dendnte

“‘Mu 0

1 Extra-sphincteric: 1%
cofCM inHhe Rectum..

Anorectal ulcers
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Classification

Supra- i \ | Extra-

sphincteric | sphincteric
i /

Inter- Trans-
sphincteric sphincteric




Goodsall’s rule

* External opening posterior t
o'clock position open in posterior—s carved 2istula
midline of the anal canal

Ristala-
s¥fig

® External opening anterior to 3-9
o'clock position open radially in the
anal canal

¢ E80'90°/osaccu rate Se 1S amle Nek alaw -~

30



symptoms

FIGURE 2

1 Peri-anal discharge. IS
lglzvg“in L 4k opening clasedl - P

1 Swelling .

1 Bleeding ~

21 Diarhhea—

o
*

Perianal abscess is the most common type of
anorectal abscess and is typically caused by
infection with staphylococci, although other
organisms can be responsible. This abscess
occurred in a 12-year-old boy.

221 / Photo Ress

2 Dr, P. Mara
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on examination
¥ The Sistule cli'ﬁwen, c..\;nic.d\a....

1 Digital e&amination Is usually all that is
required.

1 It may reveal

[

\.
1 [n complex cases flstulo
endorectal ultrasound-

employed M)\o""\"

¥ MRT we exclucle Y exita SPhinckeric Pistula.-

Anorectal ulcers
Fistula



treatment

1 Divide tissues overlying track ( to allow healing by
2y intent) -
lay open
cutting seton

drainage .
- anal fistula plug / T

abscess

draining seton




Management of fistula in ano

« Strike a balance
between

lQCure of fistula

4 i 1 L \
: ] K
-y : | g
| % e a4
{\. A™ ST e T = .
: N .
F e 29 ‘ ’ )
i . =
4

1 -Prevention of further
anorectal abscess

l@-Preservation of
continence

KZ



hemorrhoids
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naaehemorrhoids

They are engorgement of venous
pIeX| Qu;iP_LO s” that sit in the
anorectal(junction.

v B: b rovascular fissue.

could be :
External below the dentate line.
Internal : above the dentate line.
mixed hemottwaids-:

While the patient is in the
lithotomy position]

Hemorrhoids are commonly
situated at :
* S mother Cushionsi-
3 o'clock “left lateral” «~
7 o’clock “right posterior’s
11 o’clock “ right anterior”«

External
hemorrhoid

Usual position of anal cushions and sites

of prolapse for internal hemorrhoids

Prolapsed “rosette” of internal hemorrhoids




classification

11st degree:

- Small hemorfaeids

‘! h.
N o 1
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classification

212nd degree:

Prolapsed and can be

reduced either : s dey'et

- Spontaneously &

{Manually} in another
classification these are
considered as(3rd degreé

hemorrhoids.
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classification

Y\

1 4 degree :
Prolapsed but can't be
reduced : in another
classification these are
considered as 4th degree
hemorrhoids.
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possible causes

®©
1 Constipation * most important *

@
1 Straining (raised intraabdominal pressure)

> as he(nia.

l@%\ltered bowel habits

@
1 Anorectal Carcinoma x anyps peted win Bftne shoud d-
PR 4o excluch e Rectul CarCinemsn-

@ R 11 (11
1 Portal hypertension “ rare cause

(’dw.-\v pPeto -Sas-krm‘c anaitromo 3& w34
hich \eced do:- c.so\o\m'&e-\l Vanas - hwalucd T3 - Vaiitode Vein ~ &Y 40




{ : 0 ine- C Somad mefune Su "\a'\..-
% The exdelnal hemotr hoidl —» may asseciated withh fain :
RBad At is ne Pain in A indetnal hwmarr heed CAutonemic newe b (A B

/“5\»\\\3 Painleds
_ Bleedlng v aflec defecution + Fresh Rleodl Cnot ml"le.J orth $dwal )

1 Prolapse«
2 Pruritis

‘°d\u o Mwlwy..

1 Soiling of underwear "mucous”—
1 Discomfort on defecation«

1 If pain is present with absence of
stranqulation look out for other conditions “

fissure-hematoma-abscess’”—
o¢ Com Plicated Pile [ hemsrohad @81~ Hhowbasis ..

% The Temothoid ke dh o e.\o!u'-a@ 5o /. oCtur abave Soy /o .
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diffrential diagnosis

1 Anal polyps .~

1 Fissuresv

1 Peri-anal hematoma -—
1 Rectal prolapse—
11BD .-

1 Dermatitis «—

1 Ano-rectal carcinoma

G5e e Showd do PR or Sigmatdascepe 4o exclude e Gunts-
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diagnosis

a1 History .-
1 Examination =

1 Proctoscopy —

1 Sigmoidoscopy or colonoscopy to rule out
other causes such as CARCINOMAS

_ indicate anal | ST WA PY (_Z“Q\a:g, o2 Q5s 6o AL Qes A\ L) —
Jo.-?ecds‘on J, > OV (| Qo s\e ~E
43
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complications

Eﬂea!:na may \ead s Anemia
21 Hemorrhage .-

1 Strangulation «—
2 Thrombosis—
2 Ulcerations—
1 Gangrene.-

2 Fibrosis—

2 Suppurations.—




treatment

2 Advise the patient to :
- Receive a high fiber diet -
- Use bulking laxatives—
- Avoid straining-
- Keep a good anal hygiene

—5 Sw( 3§Ca\ .
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treatment

1 The definite treatment varies according to the
degree of hemorrhoids.

1 1st degree:
Usually in the outpatient clinic by
- Sclerotheragz e JUp——

e, molnec BRE Jus teaed 4o Riboosis andh Preveat \ve Rleealivy

ww-<Injection of a sclerosing agent such as 5% g
~: > phenolin oil, 4% polidocanol = ,acg&,n'f

A file s

- Infra-red photocoagulation

oud Bide Yhe VEMTY
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treatment

W
sAws T
‘A,a““ ,,.(G."ﬁ

2 2nd degree: vl
/ C

-

2 Rubber band ligation :

- Tighterubber band is applied

over the pedicle— awiwse- Internal |
lesnd > T SC,E'\'\‘ neetaly 4 ;\pusw«vhue f\\ﬂ-'- hemorrhoid

- It will draw the prolapsing
hemorrhoids back up

into the anal canal and may
lead to its

destruction.
- This is done in the outpatient
clinic :
2 bands per session
4 weeks between each session

. Rubber bands

47



Surgical t

3rd degree:

3 For 3 /4 degree
haemorrhoids

c\e (oo
Mo Qeebic
et 9‘“‘\"“ v EFCos
\eas® Rt Ty 5 L/':‘"\h wacsin 1WE

e.w X ¢ R

a Opeh haemorrhoidectomy .-
1 Closed haemorrhoidectomy .~

% Ligasure haemorrhoidectomy.-

| TH L7 stk T2 by Qrecheicefe + defples uS...
/ : .
gE‘( ranona\ haeme( heidat Al-\ua& .‘LVqsc..\«nsq\xm‘s.

1 Stapled haemorrhoidopexy—
(PPH) C e, poin - gtk Aisabitihy - Shardec

Yot grhmNizatiom - caQidh feimin Su it bl
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treatment

1 Complication of Hemorrhoidectomy:

e St b . S creA S

- Acute urine retention.

- Exsanguinations “ bleeding may pool <
proximally in lumen of colon”. e wrerge.

- Pelvic infection. -

- Incontinence.~

—9 Sevese ?u'w\

- anal Dichwe.
- (e clulan Ca...
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Painful prolapsed haemorrhoids

1 natural history (worst pain days ~ 3-7, then settles)

i1 most resolve with conservative Rx #
- lactulose / topical anaesthetic GIE2IHISVAICE
paracetamol & NSAIDs / "
m
-,-";.l,:-}‘) s." v

1 relief of anal spasm (GTN or diltiazem .
failure to resolve > haemorrhoidectc rr/ b e

- refer gangrenous or those that fail (/s

1 interval haemorrhoidectomy if still rooJam‘z ‘i

F / ‘;' '.
o Y 1 -

i
-
L i
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Anal Cancers
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Anal cancers

C’ {reated ba raelvo o Chemo -\M‘«PJ fngnee_o} L
&M’&itﬂ\ - ..

* Perianal and anal canal malignancies are
accounting for only 2% to of GIT

Malignancies b«} win WLy and Wems sexual may intreaie e

weidante £ Anal Cancor..

«(75%\are in anal canal itself,|25%, are

marginal tumors
(‘SCM abCiund I anal uuae..-.
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Anal cancers

S
Anal Anatomy e Nl

from junction of the
Rectal puborectalis portion
mucosa - |

= Rectal : of the levator ani

| \slandular : s énth‘:(r:rI\Zla:l?’atlhe
Levator - mucosa g 3 C

) F Morggan .
ani muscle . % Vd éphlncter,.and
2 ' extends distally to
the anal verge

«ternal anal { 11" d’,
= i
>hincter muscle

1wernal anal | ! , Dantate
>hincter muscie ' Squameus : _ . (pectinate)

- line
r: 1 \ TTee— )
AN \ J Ny y .
Yy

i ! ~
Anal Marging begins at the \( |-
anal verge. Itirepresents :
the transitionffrom the Perianal skin \ %, Transitional zone- from
squamous mucosa to the True Epidermis  'Squamous glandular (columnar) to
epidermis-lined perianal squamous mucosa- at
sKin. dentate line

——— Anal “verge”
or margin




Cont....

™me
* The commonest type is a squamous c.\

( epidermoid ) carcinoma@0%

Most anal cancers arise from:

- [keratinized squamous

anal margin .
- The Pecten.

epithelium of the

- Non- keratinized squamous epithelium of
the anal canal transitional zone
immediately above the ( dentate ) line.
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Cont....
= f anal tumors are adenocarcinomg which
arise from the glandular epithelium of the
upper anal canal.

Most patients ( with adenocarcinoma ) presentin
the 6" and 7" decades.

* Other rare tumors include malignant
melanoma, lymphoma and Kaposi's sarcoma

( often associated with AIDS ).
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Causes and Risk Factors

Is not fully defined. CmwWiple factess]

Human papilloma virus infection is the most causative
agent, HPV types 16 & 18 have been identified in more
than 50% of the anal carcinoma.

HIV infection is also a predispoSiIREEHOMOWINONIS
iImmunosuppression and suscejsiiisIiWAONIralN STl




Cont....

* Other risk factors:
- Receptive anal intercourse:

- Hx of cervical, vulvar, or vaginakcancets:

- Smoking appears to be a 2-5



Clinical Presentation

The most common symptom is bleeding.

Anal pain and painful defecation, mass, discharge into
underwear, or Pruritis(2)

Advanced tumors that have spread tORfieEnal Jornncrar
may present with incontinence, fistili&

© q

presentation.



Cont....

Hard, irregular, ulcerated mass.

The inguinal lymph nodes are the most commonly involved. canal
tumors can spread proximally to the mesorectal or the internal
iliac LNs.

Examination under anesthesia is necessary in almost all cases to
allow tumor biopsy and Sigmoidoscopy.

Biopsy is essential to confirm the Dx and to determine the tissue
origin.
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Staging

T1

<2 cm

T2

2-5 cm

T3

>5 cm

T4a

Invading skin, rectal or vaginal
mucosa

T4b

Invading structures other than the
skin, rectal or vaginal mucosa (i.e.
local spread to muscle or bone )
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Cont....

®* The staging is important for prognosis and direct
treatment approaches.

®* Examination under anesthesia is an important part
of clinical staging as the tumor is often painful and
anus Iis very tender.
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Cont....

 Endoanal US also performed under anesthesia.

« CT scan and MRI are now standard because they are
highly accurate and widely available.

« CTPET
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Treatment

* Treatment for anal SCCis a radiotherapy to the anal canal and

inguinal LNs, combined with 5-flurouracil and mitomycin c.
NIGRO regimen

®* Surgery ( APR ) is indicated in cases in which residual tumor
IS present after radiation and chemotherapy.

* Also, surgery plays an important part in management of
advanced disease after radiotherapy treatment failure.
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Prognostic Factors:

® Tumors < 2 cm have > 90% 5-years survival.
® Tumors > 5 cm have < 50% 5-years survival.

® Patients with positive lymph nodes involvement
regardless of tumor size, have = 50% 5-years
survival.
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CPNSD

E?ilon_i_olal sinus / & abscess
|PORX'¢ ('o-ﬁ-‘-

Coceyx

| Fluid

[ncision and drainage Excision

Abscess often deep-seated — do not respond to antibiotics
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Pilonidal sinus / & abscess

G595, th!awl-,\ L) S des o
21 Pilo = hair Nidal = nest

M. F
1 More common In Men 4:1 ,mewe commen nobese p3-

v Loy 2o

2 Acquired theory ?
21 Peak incidence 15 -35

with midline pores 2-3 in [gUiggoes;
1 5 cm away from anus

p 4 P&&Cﬂw in e nidalcle ft briween Ywe
2 Bodbocky -




Treatment

1 Early conservative treatment remeve 4 v am undectve sk
ent.a) may leack o ivn Plevment..

2 Natal cleft hygiene

1 Removal of hair outside and inside

1 Early infection Antibiotics for anaerobic bacteria

1 80% phenol injection

1 Abscess drained away from midline
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Pilonidal sinus disease

Treatment is surgical 2 Closed method

1 Open method a Excision and primary
a1 Excision, cavity left open closure

2 Daily dressing 1 Many options
a1 Healing 6-8 weeks
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Healing by 2y intent
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http://www.worldwidewounds.com/2003/december/Miller/images/pilonidal-no-2.jpg
http://www.worldwidewounds.com/2003/december/Miller/images/pilonidal-no-3.jpg
http://www.worldwidewounds.com/2003/december/Miller/images/pilonidal-no-4.jpg
http://www.worldwidewounds.com/2003/december/Miller/images/pilonidal-no-5.jpg

Uli Szymanovski

Developed ‘Z' plasty wound closure
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Rhomboid flap

Healing by 1y intention ~90% of time as with Z plasty
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http://www.emedicine.com/ent/images/834279-879923-366.jpg

Healing using Vac Therapy
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Pruritus ani

Night > day male> female

Rule out coexistent dermatoses / renal failure / liver disease
Fungal,parasitic,bacterial disease.

Ano-rectal examination & proctoscopy.

Treat ano-rectal pathology (haemorrhoids / faecal incontinence /
anal tags etc).
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Pruritus treatment

Avoid synthetic / tight underwea
Avoid perfumed soaps etc
Avoid scratching

Use hairdryer to dry skin
Avoid steroid creams .
Treat anal pathology / diarrhoea’
Dermatology involvement

1 Methylene blue injections
> ~80% successful

1 -s/e occasional cellulites/ ulcer/
incontinence



Rectum

Pectinate -
ine £ A

('




Faecal incontinence
- understand continence first!

1 Brain / higher centres

1 Spinal cord

1 Reflex arcs

1 Pudendal nerves

1 Ano-rectal sensation ‘'sampling’
1 Stool consistency

1 Rectal compliance

1 Anal sphincter complex
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Faecal iIncontinence

Causation
Obstetric injury (8-30% sphincter injury rate at childbirth)

Post-surgical

Faecal impaction

Neuropathy / MS / Parkinson'’s
Poor mobility / impaired cognition
Diarrhoea

IBS / rectal non-compliance
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Treatment incontinence

1 dietary measures
1 treat diarrhoea / impaction / IBS

i non-operative
- collagen injections
- anal plug

1 sacral nerve stimulation
1 sphincter repair

1 artificial sphincters

1 graciloplasty
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Assessment of incontinence

1 Cleveland clinic score
- severity of soiling
- frequency of soiling
- use of pads
- lifestyle disruption

1 History of back injury / neurolgical disorder
8 Urinary incontinence

1 Saddle anaesthesia
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Assessment of faecal incontinence

1 History
1 Examination

1 Endoanal USS (sphincter injury)
1 Anorectal manometry (rest & squeeze strength)

1 Pudendal nerve terminal latency (sensation)
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