The following is an overview of certain diseases. It is not a complete information
resource. Remember that the advice of your physician always takes precedent
over any of the following information.

The slides, information, written instructions and facts do not replace a discussion
with and examination by your physician. They may give you other instructions or
information specific to your needs. You should always consult a health care
professional for any symptoms or signs.

The information and pictures in this lecture may not be suitable for young
audiences.
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INTRODUCTION



COMMON PERIANAL SYMPTOMS:
Pain & tenderness

A Sharp / dull / cutting / burning

A Associated with bowel movements
A Constant / intermittent in frequency
A Associated with activity

A Associated with bleeding



COMMON PERIANAL SYMPTOMS .
Bleeding

A Frequency varies

A Bright / dark / clotted in color

A On paper / in bowl / on or in stool
A Dripping or squirting can occur

A Black, tarry stoo
A Assoclated with
A Assoclated with

s imply other source
powel movements

nain



COMMON PERIANAL SYMPTOMS .
Other

A Fever

A Spasm

A Constipation or difficult evacuation

A Urinary difficulties

A Seepage / soilage / mucus discharge

A Pruritis / itching

A Swelling

A Drainage



COMMON PERIANAL SYMPTOMS :
Office evaluation

~ APhysical examination:
Alnspection of perineun
APalpation

ADigital rectal exam
AENndoscopy

APositioning
ALighting
Alnstrumentation




COMMON PERIANAL SYMPTOMS
Office endoscopy

A Colonoscopy or flex. sig. with
contrast enema to rule out
synchronous disease

A Rigid sigmoidoscopyto assess
level

= A Anoscopyto evaluate anal canal

| A Labs & radiology to rule out other
diseases




PROCTOSCOPIC WORK-UP

A Good for most diseases
ADefinitive. Gives | o
A Allows for biopsy if needed

A Easy to use

A Readily available

A Determines level, position & size of tumors
or other disease



COMMON REGIMENS



TREATMENT OF COMMON ANAL DISEASES :
Bowel management

1. Have one stool per day. USslaceM BID

2. Use30cc MOM in the morning if no stool the
previous day. Repeat once Iif needed

3. If not effective takel Dulcolax™ tab.sPO. Use
1 quart apple juice PO immediately after



TREATMENT OF COMMON ANAL DISEASES :
Diet & fluid management

A 30 gm.s fiber each day
I Increase fruits & vegetables.Two servings each meal.
I Use MetamuciM or Konsyl™ as directed.
i 1 bowl of All-Bran™ or other bran cereal each morning

A 1.5- 2.0 liters of fluid/day
I Two 8 o0z. glasses with each meal.
I 1 small(500cc) bottlewhen out of house.
I Increase intake on hot or active days.



TREATMENT OF COMMON ANAL DISEASES :
Peri-anal skin management

A No scratching/rubbing!!!

A Showersif possible instead of bathNlo soapon pert
anal skinUse handnot washcloth.

A If soap must be used, use soaps for sensitive skin like
DovekE

A Use ahair dryer on cool setting to dry perineum

A A&D™ Destin™ or petroleum jelly to perineum
TID & after stools. Use a ¥otton ball & MaxipadE .

A Usebaby wipesor plain lotion on toilet paper




TREATMENT OF COMMON ANAL DISEASES :
Pain Control

A Use aggressive pain control using narcotics if
needed

A Use nonsteroidal antinflammatory drugs like
Ibuprofen or Acetominophen

A Takewarm baths, not nNsi tzo bat
AReduces spasm
A Enhances blood flow



SUMMARY of INTRODUCTION

A History & physical will reveal most diagnoses

I Physicians should ask the right questions

I Anoscopy & rigid sigmoidoscopy performed by a skilled practioner is
key

I A specialist may find a different diagnosis !

A There are general treatments for all anal diseases / symptom

I Treat the inflammation
T Protect & care for the skin

A Getting the correct diagnosis is key to recommending the
appropriate treatment !
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HEMORRHOIDS :
Incidence & Prevalence

lose to 50% of people 50 or older are affected
ational Institues of Health data (1988987)

Incidence: 1 million new cases

" Prevalence: 10.4 million people

" Hospitalizations: 316,000

" Physician office visits: 3.5 million
" Prescriptions: 1.5 million

A 4.4 % of US population seen by physician for
symptomatic hemorrhoids






HEMORRHOIDS :
Introduction

A EVERYONE has them !l!

A Exact cause unknown

A Cause mass itching,
burning, mass, @n, seepage/soilage

A Probably serve to help continence



HEMORRHOIDS .
Purpose

A Normal part of anatomy

A Aid In fecal continence
I Contribute to 1820% of resting anal pressure

I Ensure complete closure of anal canal by acting as a
plug or as a compressible lining

I Engorge with intreabdominal hypertension further
closing anal canal

A Protect sphincters/anus from the trauma of
defecation



EXTERNAL HEMORRHOIDS :
Anatomy

A Below the dentate line

A Covered by modified squamous epithelium
or special skin

A Arise from inferior hemorrhoidal artery
A Usually accompany internal hemorrhoids
A Make skin tags



INTERNAL HEMORRHOIDS .
Anatomy

A Above the dentate line

A Covered by columnar / transitional
epithelium or special skin

A Arise from superior hemorrhoidal artery
A Four (4) degrees



HEMORRHOIDS
Pathogenesis

A Several theories of pathology exist

A Associated with:
I advanced age
I diarrhea/constipation
I Pregnancy

I pelvic tumors

I prolonged sitting

I Increased intrabdominal pressure

A All results in easily traumatized tissue leading to
bleeding



INTERNAL HEMORRHOIDS :

Banov Classifications

Published in 1985; Used by the American Society of Colon and Rectal Surgeons

STAGE SIGNS SYMPTOMS
1 KBl eedi ng 0|?Reeding
Ao prolapse Ao prolapse
Mo pain, itching Mo discomfort
2 leeding Aleeding
AJsually prolapse Mrolapse

ASpontaneous reductiol

\Aruritis, mild discomfort

3 Aleeding Aleeding

AReadily prolapse Mrolapse

Avianual reduction Aruritis, moderate discomfort
A Aleeding Aleeding

Aermanent prolapse | Arolapse

MANon-reducible Mruritis, Pain

Ancontinence




INTERNAL HEMORRHOIDS
Management

r} Grade lll & IV

Surgical Treatments
AFerguson (Closed)
AMilligan Morgan (Open)
ARF (LigaSure)

Grade |, ll, ~lll ESENEEIGER.

Office Treatments %gﬁiﬁmc

ARubber Band Ligation A aser y
Grade | and |l Alinfrared Coagulation

ASclerotherapy
Dietary / Lifestyle Changes ABicap/ultroid

AOintments & Creams

ASuppositories

AFiber Diet & Water

AStool softeners

ABulk agents

ASitz baths



INTERNAL HEMORRHOIDS :

Stage 1




INTERNAL HEMORRHOIDS .
Stage 2 or Stage 3

.......
.......



INTERNAL HEMORRHOIDS :
Stage 4i hemorrhoid crisis




HEMORRHOIDS:
Medical Treatment

A Diet changes & fluids

A Stool softeners & Laxatives
A Warm baths

A Eliminate straining

A Salves and ointments



Topical Therapies for Hemorrhoidal Disease

AGENT

MODE OF ACTION

BENEFITS

COMMENTS

Pramoxine HCI

Rapidly acting local
anesthetic

Local symptom relief

Protective coating over
inflamed tissue

Viscous Lidocaine

Local anesthestic

Local symptom relief

Poor tissue adherence

Hydrocortisone
acetate
(suppository)

Topical anti-inflammatory
agent

Useful in internal
hemorrhoids

Reaches tissue farther
in anal canal unlike
topicals

Phenylephrine HCI

Local vasoconstriction

May be affective when
other local anesthetics
falil

May exacerbate
hypertension

Diphenhydramine

Antihistamine

Reduces itching

Treats only symptoms

5-ASA

Local anti-inflammatory
effect

Reduces pain &
bleeding

Aewer SE than topical
steroids
ANot commonly used

Dennison AR, et al. Am J Gastroenterology 1999.




INDICATIONS FOR SURGER'

Refractdfgd@gree hemorrhoids
Symptom&tgc Bdegree hemorrhoids
Rectal mucosal prolapse

Low grade hemorrhoids with other associated ¢
Failure of conservative treatment
Patient request



HEMORRHOIDS:
Surgical Treatment

A Rubber band ligation A EXxcision
A Sclerotherapy/injectiolA Radi of r equenc
A Infrared A Harmonic energy

photocoagulation AStapling (PPF

A Bipolar diathermy
coagulation

A Laser
A Cryotherapy

A Dilation



Essential elements of surgical
treatment of hemorrhoids

1.
2.

3.

Ligation of arterial flow

Excision of redundant mucosa & dilated
hemorrhoidal blood vessels

Remodeling of anal lining or anoderm
Induction of inflammation & fibrosis



PROCEDURE FOR PROLAPSE & HEMORRH

BEFORE



PROCEDURE FOR PROLAPSE & HEMaQR&}s&HBai

~ PPH

Hemorrhoidectomy
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4h Day One Day Two Day Three Day Four Day Five Day Six Day Seven

Time after surgery

11 patients in each group
Prospective, randomized
P=0.003

Roswell M, Bello M, Hemingway DM. Circumferential mucosectomy (stapled hemorrhoidectomy): randomized, controlled trial. Lance
355, Mar 4, 2000;779 - 781.




PROCEDURE FOR PROLAPSE & HEMORRHaKxs réch

25

20

Days off o

Work -

PPH Hemorrhoidectomy
Procedure

Stapled vs. Excision Hemorrhoidectomy, Long - term Results of a Prospective Randomized Trial, Hetzer N, Demartines N, Handschin AE

Archives of Surgery 2002



INTERNAL HEMORRHOIDS:
Surgical Options-L 1 gasur e

A A form of excisional hemorrhoidectomy
A Safe and effective alternative
A Rapid and nearly bloodless

A No differences compared with standard
surgery in posop
I Pain
I Complications



HEMORRHOIDS .
Rubber Band Ligation

A Most common office procedure
A Band placed using suction or atraumatic clam

A Band draws in excess hemorrhoid tissue,
causes scar & fixation of lining of anal canal tc
prevent prolapse

A Band must be placed above dentate line or
severe anal pain will result



HEMORRHOIDS :
Rubber Band Ligation T Results

I 240 pts. Prospective study w/ 32 month follow uy

I Results:
AGrade 1- 100 % success rate
AGrade 2 97% success rate
AGrade 3 69% success rate
AGrade 4 0% success rate

| Better results & no difference in complications
with multiple bands vs. single band

Rev Esp Enferm Dig. 2003 Feb;95(2):110-4, 105-9
J Med Assoc Thai. 2002 Mar;85(3):345-50



HEMORRHOIDS :
Rubber Band Ligation - Complications

I Delayed hemorrhage: 1% a2lweeks

I Thrombosis of external hemorrhoids: 3%

I Rectal tenesmus or cramps: 11%

I Mild anal pain 7.4% (esp. with multiple bands)
I Pain with urination: 4.3%

I Transient anal bleeding (3.7%) usually &ays

I Rectal sepsis:
ARare complication associated with immunosupression
ASymptoms: Fever, urinary retention, significant pain



Instruments for
Rubber Band Ligation

ANOSCOPE

AT
W) b

N\

RUBBER BAND LIGATOR



HEMORRHOIDS:
Laser treatment

A A form of excisional hemorrhoidectomy

A A large prospective study showed no
difference

A Prospective, randomized study showed higher
cost & prolonged healing

A ASCRS Standards of Practice tasks force doe!
not support its use.

1 Senagore et al, 1993;2Wang et al, 1991



INTERNAL HEMORRHOIDS:
Infrared Coagulation

A Commonly an office procedure
A No anesthesia needed
A Mild or no discomfort

A Best for lowgrade internal hemorrhoids



HEMORRHOIDS :
Infrared Coagulation

A Infrared radiation coagulates tissue protein

A Destruction depends on intensity & duration
of treatment

Decreases hemorrhoidal blood flow
Does not treat excess redundant tissue
Requires more treatments than RBL
_ess painful than ligation

o Do To Ix




OVERVIEW .

Pros & cons of treatment options

TREATMENT OPTION PROS CONS
Over the counter topical AConvenient to carry AMessy, unpleasant to apply
S anywhere AExtremely high recurrence
medications AAffordable ANo permanent effect
APatient has some control ARelief is limited for advanced cases
Almmediate symptom relief
Sitz baths AProvides some relief on ATime-consuming
contact ANot portable
AAffordable ARelief temporary
APatient has some control
Dietary Alinexpensive Ainconvenient
AUseful for other diseases ARequires lifestyle changes
AEasy to comply ALong-term success is unlikely
Sclerotherapy ASimple ALong term success is sparsely reported
AOffice procedure Alndicated where bleeding is main
ARelatively painless symptom
ARequires an injection
AOffice procedure AMay require several visits
AMinimal discomfort AExpensive

Infrared Coagulation AMinimal tissue loss ANot performed commonly




OVERVIEW :
Pros & cons of treatment options

TREATMENT OPTION SNON) CONS
APlaces hemorrhoid in normal ARare & possibly unknown risks
Procedure for position ARectal wall damage can result
A30-45 minute procedure AAnal incontinence

Prolapse and

. ARecovery is less painful APersistence of skin tags
Hemorrhoids (PPH) AReturn to normal activity in 2-3 APersistent urgency
days ACost of stapler??
APerformed under local, regional, AStapler misfires???
or general
ALowest recurrence rate of all office | APainful, depending on location of
Rubber Band Ligation procedures banding
AVersatile AMultiple visits
ARare complications AHard to remove bands
ARemoves hemorrhoid Alneffective against external disease
AOffice procedure AHigh recurrence rate
ACheap
ARemoves hemorrhoid APainful recovery
Excisional ALowest recurrence rates overall A2-3 weeks to return to normal activity
Hemorrhoidectomy AD_urabIe APossibility of wound infection
ATime proven AShort-term incontinence
APerformed under local, regional, ACost of postoperative care?

or general




CONCLUSIONS:
Hemorrhoids

A Hemorrhoids are very common

A Other diseases can be confused for
hemorrhoids

A There are alternatives for treatment

A Some can be treated with less invasive, less
painful techniques

A Office treatment is possible



ANAL FISSURES



ANAL FISSURES

- Ausually young, adult
' . males

ADue to crack in poorly
perfused anal epithelium

ADistal to the dentate line

APain!!, minimal bleeding,
itching




ANAL FISSURES:

Pathophysiology
TRAUMA TO ﬁ [ANALPAIN_ |

ANODERM j:[
‘ \ INTERNAL

I SPHINCTER
| DECREASED | % SPASM
| BLOOD FLOW |

! &ISCHEMIA !
———————— 11 m




COMMON ANAL FISSURE SIGNS

A Sentinel skin tag

A Hypertrophic papilla

A Exposed internal sphincter
A Spastic internal sphincter




ANAL FISSURES:
Non surglcal treatment

ADiet changes

AStool softeners & Laxatives
AFluids

AWarm baths

AAnalpram HC 2.5%

APain medications

ADiltiazem cream
ATopical N,O donor
ANifedipine
ABotulinum toxin




ANAL FISSURES:
Nitroglycerin

AGlyceryl trinitrate is a NQdonor
A Controversial for chronic fissures
A30% can get headaches

A Considered firstine definitive medical
therapy



FISSURES: Surgical treatment

Alnternal sphincterotomy
AExcision

A Botox injection into the sphincter
AAnoplasty / flap

AManual dilationi not done in U.S.



SUMMARY: Fissures

A Pain with defecation is the dominant symptom
A Often confused for hemorrhoids
A Fissures are common

A Most can be treated medically
I 90% success rate
I Should consider avoiding surgery



CONCLUSIONS: Fissures

A Common disorders often present to any
physicianos office f

A Most can be treated medically as an
outpatient

A A good history & physical are the most
Important aspect of care

A Referral to a specialist should be considered
INn complex & recurrent cases
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