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ANATOMY. 15

bear these curves in mind when infroducing instruments
into the rectum. The upper half of the rectum is closely
bound down to the sacrum by the meso-rectum, and is, there-
fore, more or less fixed, while the lower half has no peri-
toneal investment and is more freely movable.

Fic. 8.—CurvES oF THE REcTuM. (Quénu and Hartmann,)

In order fo facilitate the description, it is usual to sub-
divide the rectum into three portions, viz., the upper segment
extending from the left sacro-iliac synchondrosis to the middle
of the third piece of the sacrum ; the second segment extend-
ing from the middle of the third sacral vertebra to the level of
the tip of the coceyx ; and a terminal portion extending from
the tip of the coceyx to the anal aperture.

The Upper Portion of the Rectum.

This measures from four to five inches in length in the
adult, and is completely invested by peritoneum, which forms
a distinet meso-rectum by means of which it is attached
to the posterior aspect of the pelvic cavity., It is directed






ANATOMY. 17

. 9. —MEDIAN SECTION OF THE PELVIS AND ITS VISCERA IN AN ADULT MarE. (J. 8))

The bladder contained about three ounces of urine, and there were some fieces in the lower part
the rectuimn 5th L.V., body of 5th lumbar vertebra; 8. on body of second saeral vertebra; P.S. pubie
physis; TR rectum ;

J plica dextra vecti; A.C. anal canal with its longitudinal folds of mucons
mbrane—the columns of Morgagni ; the tissus batween the anal eanal an

the coceyx constitutes
ano-coceyvgeal body; LS. internal sphincter: E.S. extornal sphincter ; ToA. lovator ani; R.A. recto-
ceygens muscle; Bl bladder; P. P1 P2 prostrategland, P. its middle lobe; between P. and P the
nmnon ejaculatory duct; M. membranous part of urethra; 8. spongy part of urethra; C.C. corpus
vernosum ; G. glans penis ; B. bulb of corpus spongiosum ; B.C. Lulbu cavernosus muscle: F.supra-
bie pad of fat; F'! retro-pubic pad; P. peritonenm. (QuUAIx.)

Lo


















ANATOMY. , 2.3
Paris-cast of the reetal cavity (Quénu & Hartmann).* The
largest of these folds is situated, in front :md. to the r'i;:ht
Hiﬂ(-':, at the level of the reflection of the peritoneum from
the reetum to the bladder or vagina, Two other folds
may be present but are less constant. When existing,
they are situated on the left side, one aboveland the other
below, the main fold (this is well shown in fig. 11). The
mucous membrane of the anal canal, immediately above
the muco-cutaneus junction or white line of Hilton, 18 thrown

F1G. 11.—PLASTER-OF-PARIS-CAST OF THE RECTAL CAvITY.
(Quénu and Hartmann).
into longitudinal folds, three or four on each side, which are
known as the Columns of Morgagni. These are undoubtedly
caused by the constricting effect of the internal sphineter, of
which they are the natural consequence. According to Treitz,
these folds eontain longitudinal muscular fibres. Between these
folds, and situated about 8 to 9 mm above Hilton's white line
well marked pockets or semi-lunar valves are to be seen. These
are known as the Valves of Morgagni and are best seen in
young individuals and new born infants. In the adult, they

* Op. cit., page 21,



24 DISEASES OF THE ANUS AND RECTUM.

are not =0 distinet. The accompanying illustration (fig. 12),
taken from the rectum of a boy 9 years of age, shows these
valves. So far as our observations on this point are con-
cerned, they seem to have a constant arrangement. Thus
in the middle line posteriorly there is no valve, but on each
side of it there is a large one; then follows an interval
corresponding to the lower part of a column of Morgagni;

FFiG. 12,—TrE LowER P:LET oF THE REctuMm Lamp Orex AT THE MIDDLE

LINE ANTERIORLY SHOWING THE VALVES OF MORGAGNI,

then there is another valve followed also by an interval.
Anteriorly there is no valve. Each valve limits a small
saccule or pocket into which a probe may be introduced
in a downward direction for a distance varying from a
quarter to three-eighths of an inch. The use of these
valves is a matter of conjecture. Some consider that they
serve as reservoirs for rectal mucus. Ball, of Dublin, attaches
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82 DISEASES OF THE ANUS AND RECTUM.

T'he superior haemorrhoidal plexus,—This is confined to the
submucous coat of the lower four or five inches of the rectum,
and commences as clusters of small vessels situated beneath
the mucous membrane of the pecten between the saceules of

Fig. 15 —8vrErion H #MoREHOIDAL VEINS AND ARTERIES.
(Quénu apd Hartmann).

N.B.—The sacenlated condition of the tufts of veins is well shown. The darker
lines represent the arteries.

Morgagni. The small veins eompriging these tufts, except in
recently born infants, show distinet sacculations, so that the
general appearance is one of cavernous tissue (see fig. 15). From
each of these tufts a main trunk arises which passes up-




ANATOMY. 35

wards in a corresponding column of Morgagni in company
with & terminal branch of the superior hemorrhoidal artery.
There are, as a rule, six or seven of these main trunks
arranged parallel to one another around the circumference of
the bowel. As they pass upwards, they receive numerous

branches from the plexus in the intervals between them, so

that a free communication between neighbouring trunks 1s

Fra. 16,—DinATEp Turrs oF VEIns BeExeaton THE Mucous MEMBRANE,
CONSTITUTING THE EARLY STAGE OF INTERNAL PILES,

a, the B.A. Internal Pile : &, the R.P. Internal Pile.

established. These trunks pierce the rectal wall at a distance
rarying from four to five inches above the level of the anus,
and, affer forming communications on the lateral and posterior
aspects of the bowel, end in a right and a left trunk which unite
in the meso-rectum to form the superior hgemorrhoidal vein.
A somewhat free communication exists between the superior
and the inferior heemorrhoidal plexuses in the neighbourhood
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ANATOMY. a7

the internal sphincter is much less sensitive—even exfensive
ulceration or carcinomatous infiltration causing little pain
unless the anal mucous membrane also be involved or the
lumen of the rectum be narrowed by the growth. The
fact that the pudic nerve supplies the compressor urethre ;
that the 3rd and 4th sacral nerves give branches to the

FiG. 18.—DissecTioN oOF THE PERINEUM oF THE MALE To sHOW THE Dis-
TRIBUTION OF THE Pubpic AND OTHER NERVES. (Hirschfeld and Leveillé).

On the right side a part of the glutens maximus muscle and the great gacro-sciatic
ligament havebeen removed : 1, great scintie nerve of the right side ; 2, 2% on
the right side, inferior gluteal nerve ; 2% on the left side, gluteal cutaneous
branches of the small seiatic: 3, small sciatic nerve in the thigh; 4, 4, inferior
pudendal nerve; 4 network of this and the superficial perineal nerves in the
sorotum ; 5, right pudic nerve ; 6, superior branch or dorsal nerve to the penis;
7, external snperficial perineal branch ; 7' internal superficial perineal branch ;
8, deep or musculo-bulbal branches: 9, inferior hemorrhoidal nerve ; 10, peor-
forating cutaneons nerve. (QUars.)

bladder, prostate, and vagina ; and that all these nerves are
associated with others arising from the lumbar enlargement
of the cord, such for instance as the lumbar, the great
and small sciatic, readily explains upon anatomical grounds
alone, the pains in the loin, over the crest of the ilium and
sacrum, and down the backs of the thighs and calves; and
also accounts for the oceasional attacks of retention of urine







































510 GENERAL DIAGNOSIS,

exposing the anal region to view (see fig. 19). In this position
the rectum can be more readily explored by the examining
finger owing to the downward direction of the passage.
Moreover, when a speculum is being used, the rays of light
are directed straight into it from above, and the mucous
membrane falls away from the margins and extremity of the
speculum, rather than over its end, and into the gap in its
side which almost always happens when the patient is placed
i the lateral and semi-prone position.

Fic. 19.—SHowING THE PosirioNn RECOMMENDED FOR THE EXAMINATION
OoF MALE PATIENTS,

In female subjects the position recommended is the right
lateral and semi-prone with the right arm and hand drawn
completely behind the back and both knees flexed, the left
more so than the right (see fig. 20). When it 1s necessary
to examme the rectum with a speculum, a pillow shounld be
placed under the right hip in order to raise the pelvis and




GENERAL DIAGNOSIS. ol

cause the rectum to fall forwards and to the right side of
the pelvis, and therefore away from the end of the speculum.

. Fig. 20.—SHowiNG THE PosiTioNn RECOMMENDED FOR THE EXAMINATION
oF FEMALE PATIENTS.

Sub-division of the Anal Region.

For convenience in desceribing the exact position of diseased
. conditions in relation to the anal margin and rectal wall, we
 have adopted the scheme of subdividing the perineal space
| into quadrants by fwo imaginary straicht lines intersecting at
- right angles in the centre of the anal aperture. The first line
18 drawn from the most prominent part of one tuber ischii to
the other. This line we have termed the transverse anal line
rand, by it, the anal ring is divided into an anterior and a pos-
Iterior half. When dealing with the various diseases met with
iin the rectum and anus, we shall endeavour to show that this

& L] " " L] & fre
line is of much elinical importance. The second line runs
E 2



























60 DISEASES OF THE ANUS AND RECTUM.

In addition to the above varieties, abscesses in this region
are occasionally met with which have their origin in suppuri-
tive conditions of the prostate, the urethra, Cowper's or
Bartholin’s glands. Also a subgluteal abscess may find itg
way info the pelvis through the great sacro-seiatic foramen
and thence passing through the levator ani, appear in the
ischio-rectal fossa (see fig. 22).

Fi1G. 22.—AN [SCHIO-RECTAL ABSCESS RESULTING FROM THE BURROWING OF
A SUBGLUTEAL ABSCESS THROUGH THE GREAT SACRO-SCIATIC FORAMEN,

The scar on the bubtock shows the extensive burrowing beneath the gluteus
maximus. The sear in the isehio-rectal fossp shows where the pus pointed
after its course through the pelvis, No track connecting these two openings
outside the pelvis could be found. Thickening in the posterior part of the
pelvi-rectal region was mavked.

The accompanying diagrammatic representation of the
rectum and its immediate surroundings will enable us to
follow the course taken by these abscesses by bringing to





























































=i DISEASES OF THE ANUS AND RECTUM.

the other. It is not sufficient to limit the incision to the
area in which pus has formed because, the tension being
relieved, the margins of the wound will fall together and
good drammage will not be established. Even when the
incision extends well beyond the limits of the abscess cavity,
we recommend that a second incision be made at l‘iglllt
angles from the centre of the first in order to ensure
gaping of the opening (see fig. 29).

Fic. 20.—SHowWING THE WOUND MADE BY A T-SHAPED INcISION.

It will be observed that the T-shaped opening widely gapeg although no manual
traction is being made on its gides,

Accordingly we always make use of a T-shaped or a
erucial ineision, as by this means the wound is given the
best chance of healing from the bottom. Having made
these inecisions, all septa that are found to exist, should be
gently broken down by the finger. When lateral burrowing
has taken place, it should not be laid open, unless it 1s
extensive, as the greater part of it will disappear with the
filling in of the abscess cavity, and unnecessary incisions may
thus be avoided. Even extensive abscesses which, if left to
themselves, would lead to a complex fistula, will often
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ABSCESS. 81

contract down into a single sinus, if freely opened by a T
incision. In making use of the T-shaped or the erucial
ineision, care should be taken that all their extremities extend
beyond the indurated area into healthy tissue so far as the

skin is concerned (see fig. 30).

F16. 30.—ItrusreaTING THE EXTENT OF THE T INCISION.

The dotted line represents the limit of the aren of inflammation.

The points to be observed in opening a peri-anal abscess
are :—

(1) To adopt the T-shaped or erucial incision, where

permissible,
G_ .





















88 DISEASES OF THE ANUS AND RECTUM.

now be converted into a T-shaped incision by making
another across its inner extremity care being taken, in
doing so, not to damage the sphincter muscles (see fig. 83).

e
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Fi1a. 33.—DrAaGcRaM OF A T-SHAPED INcISION INTO A PELVI-RECTAL ABSCEsS
SITUATED POSTERIORLY TO THE TRANSVERSE ANAL LINE.

The dotted line represents the transverse anal line and the continuous line extending
in the R.P. direction indicates the first incision made in opening the absoess,

When the abscess is situated anteriorly to the transverse anal
line, it should be allowed to burrow downwards to within
an inch of the surface before it is opened. When it has
reached this poinf, it may be easily and safely opened by a T
ineision.












































































ANO-RECTAL FISTULA. 113

(h) Secondary openings.—These vary considerably in num-
ber in different cases, the greatest number that we have seen
in a single case being forty-two (see fig. 41).

{ F1G. 41.—8HowING EXTENSIVE BURROWING OF A FISTULA IN WHICH FORTY-
THREE EXTEERNAL OPENINGS WERE FOUND AT THE QPERATION

e 3
e kin of the area involved was ini
| ) il was of a purple colonr, tense, shining and con.
stantly covered with discharge which readily escaped from many nllmu'll::u.‘.s.

[ Photo taken before the operation.]
I









116 DISEASES OF THE ANUS AND RECTUM.

The number of secondary openings depends, to a great
extent, upon the following three causes. First, upon the
size of the internal opening. When large (in some cases,
especially if situated in the middle line posteriorly, it is large
enough to admit the fip of the index finger) liquid fmces
readily pass into such an opening during the straining at

F G. 43, —THE SAME CasE as 1IN Fras. 41, 42, SHOWING CICATRISATION
NEARLY COMPLETED.

i \ noticed that only one incision has been made into the anal canal, viz., in the
i R.P. direcbi:}n!.r and that the discoloration of the skin is fading.

[Phata taken fice weeks after the operalion.]

defmeation. When this feeal extravasation is of frequent
oceurrence, although the quantity extravasated may be very
small, it is sufficient to keep up active suppuration in, the
subeutaneous connective tissue. Secondly, upon the con-
stitutional condition of the patient. In those subjects who
are broken down in health, either as a result of intemperance
or debilitating disease, the original abscess, unless it has been
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124 DISEASES OF THE ANUS AND RECTUM.

main track is entirely subeutaneous, and it is continue d, away
from the anus, in almost the same straight line as that taken

by the track. Hence, should a second opening appear it will

Fia, 465, —SHOWING THE SUBCUTANEOUS BURROWING OF A FISTULA
POSTERIOR T0O THE Transverse Anal Line

The ehief part of the burrowing is over the cocevx and sacrum, but it has also extended
outwards on both sides of the anus.

usually be found in a direct line with the first, and still
further from the anus. But when the main track of a fistula
is submuscular, the burrowing that takes place superficial to

il sl

e
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126 DISEASBES OF THE ANUS AND RECTUM.

The primary external opening, in such a case, 1s usually
from about one inch to one inch and a half from the .-m;ntl
orifice ; occasionally, its distance is as mueh as three to four
mches or even more. It is usually situated midway between
the middle line posteriorly and the vight or left side of the
anus, i.¢., in the R.P. or L.P. direction. The burrowing in

Frg., 48.—THe T-sHAPED WOUNDS oF Two DistiNer FISTULE CAUSED
BY A FOREIGN Boby.

[t will be seen that there has been no division of the external sphincter. A small
roll of cotton wool has been placed in the anal canal with the object of showing that

the anal margin iz intact.
[ Phote taken soon qfter the operation. ]

such a fistula takes place primarily in two directions. First,
it may burrow from the side on which the primary external
opening is situated to the opposite side, the track passing
beneath the ano-coceygeal ligament (see page 11) and eventu-
ally perforating the skin nearly opposite the primary external
opening. Secondly, the burrowing may extend forwards in
two ways on the same side passing either superficially to the
branches of the inferior hemorrhoidal artery (in which case
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ANO-RECTAL FISTULA. 127

this secondary external opening is usually situated on or
near the transverse anal line and about one inch and a half
distant from the anal orifice), or beneath the branches of that
artery and continuing parallel to the outer border of the
extm:ua.l sphincter, perforate the skin in front of the anterior
marain of the anus about one inch to one inch and a half
distant from it. In women it may extend even into the

FiG 49.—THE SAME CASE AS IN FIG. 45, AFTER THE WOUNDS HAD HEALED.

This case illustrates onr contention that the external ephincter need not always be
divided to cure a fistula

cruro-labial fold. This deeper burrowing ‘may take place
on both sides, in women, thus producing the most complete
form of posterior horse-shoe fistula, the connecting track pass-
ing beneath the ano-coceygeal ligament as above deseribed.
In men, lateral burrowing extending forward under the
inferior h@morrhoidal artery on both sides of the rectum,
oceurs less frequently. A still further burrowing, that may
be met with in these cases, is directed both forwards and



















































144 DISEASES OF THE ANUS AND RECTUM.

burrowing has extended to both sides—the typical posterior
hovse-shoe  fistula—all the subeutaneous burrowing on both
sides should be laid open first, and afterwards the sinus
passing beneath the ano-coecygeal ligament from one side to
the other, and the vessels divided by this inecision secured.
[f the internal opening be small, the resulting H shaped
wound may be firmly plugged with cotton wool wrung out
of a solution of Hyd. Perchlor (1 in 500), and the sinus in

Fic. 55.—PostERioR HoRsSE-sHOE FISTULA.
The external lateral burrowing was laid open.
[ Photo taken within e fortnight of the operation.

connection with the internal opening left for subsequent
treatment, if necessary (see figs. 51, 55, and 63). This
may be all that is required to cure the fistula, but in the
majority of cases it does not succeed. Operating in this
way, i.e., by not laying open the main track into the bowel,
has three great advantages :—

(1) That all hamorrhage can be readily eontrolled by
plugging the wound.







146 DISEASER OF THE ANUS AND RECTUM.

as, if left to itself, it will frequently close, on account of the
free drainage established by the H-shaped incision (see figs,
54, 55 and 63). |

In fistule anterior to the transverse anal line,
When the fistula is confined to either the right or the
left side of the anus, the main sinus, when subeutaneous,
should be laid open from end to end together with all

Fic. 57.—AN ANTERIOR HORSE-sHOE FISTULA.

In this case a pnl';ﬁoi-:'l growth was fonnd partially attached to the side of the internal
opening, which was situated abont two inches above the anuz on the LA side.

lateral burrowing, if any. When the main sinus is sub-
muscular and passes no deeper than the external sphincter,
it should be laid open from end to end together with all
subeutaneous and submucous burrowing. Ocecasionally, a
lateral sinus may pass upwards external to the internal
sphincter. This should be treated by injection with nitrate
of silver solution with the object of inducing it to close.
In such a case, division of the internal sphincter always
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produces some permanent loss of power, and, in women,
will be followed by permanent rectal incontinence and, later
on in life, by procidentia of the rectum.

Anterior horse-shoe fistula.—As we have already pointed
out, the position of the internal opening in a case of posterior
horse-shoe fistula, is in the middle line posteriorly between
the internal and the external sphincters. In an anterior

F1g. 58.—THE SaME CisE As 1N Fi1G. 57, SHOWING THE EXTERNAL
Burrowing Larp OpEN.

The extensive burrowing on the right side passed off from the anterior of the two
oxternal openings,

[ Phato taken about a fortnight after the operation, |
horse-shoe fistula, however, the internal opening is usually
found between the internal and the external sphincters
(occasionally also above the internal sphineter) either on the
RA or the LA side of the rectum. In some instances the
internal opening may be met with in the middle line
anteriorly, but this is extremely rare. In operating upon a

case of anterior horse-shoe fistula, all the subeutaneous
L 2



148 DISEASES OF THE ANUS AND RECTUM.

burrowing should be laid open first, and then the main sinus
passing into the rectum between the external and the internal
sphincters (see figs. 57, 58, 59 and 60). Should a polypoid
growth be found to co-exist, its base must be ligatured and
the growth removed. When the main sinus passes into the
rectum through or deeper than the internal sphinecter it
should not be laid open. Should the internal sphincter be
divided, the patient will certainly have more or less per-
manent loss of control over the contents of the rectum.

Fia. 50.—Ax AnTERIoR HorsE-8HOE FISTULA (IN A FEMALE)

The only external opening was LA, one :'m.::hi The lateral burrowing was subeutaneous
only.

[ Photo taken immediately before the operation.]

In some instances, the lateral burrowing of an anterior
horse-shoe fistula will extend backwards beneath the branches
of the inferior hemorrhoidal artery. This burrowing should
be laid open at the time of the primary operation because, in
our experience, if left alone it will not elose, as often does
the forward burrowing beneath the branches of the inferior
haemorrhoidal artery in connection with fistule posterior to
the line. We think the following is the explanation of this
difference. When frces are being expelled from the rectum,
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the mass is at first dviven downwards and forwards against
the anterior rectal wall, until it reaches a point from one to two
inches from the anus when it changes direction and is expelled
downwards and backwards. Accordingly, in the backward
burrowing of a fistula anterior to the transverse line, the
discharge in the sinus is driven backwards, thereby distending
the sinus and so preventing it from healing. On the other
hand, in the forward burrowing of a fistula posterior to the
transverse line, the onward passage of fwces has the beneficial

F16. 60.—THE SAME Cask As 1§ Fic. 59, SHOWING THE EXTERNAL LATERAL
BrerowiNg Laip OrPEN.

The H-shaped wound is perfectly illustrated in this cago,

Photo taken scon after the operatiog,]

effect of emptying the sinus and preventing its distension. thus
promoting healing, especially when a free external opening

- - h
through the skin has been provided.

Method of Operating in Blind External Fistule.

When the patient is fully under the influence of an
anmsthetic, the left index finger should be introduced into the
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(2) The spasmodic contraction of the external sphincter
met with in some cases (the external sphincter 1s usually
relaxed in phthisical patients).

(8) The retention of frecal material in the track and lateral
burrowing of the fistula.

The comparatively large quantity of discharge 1s due to
the extensive undermining of the skin around the primary and
secondary external openings, which favours the retention of

Fig. 62.—THE PARTIALLY HEALED WoUND IN cASE [. SHOWING THE
BILATERAL RFIIRDW[HG 0 A T‘E’I’I{"LL Pl'llﬁ'l'ERIGR HDR:?—E-EHI:}E FIETULA..
[ Photo faken fonrteen daye after the operation.]

All the external burrowing in both ischio-rectal fossse has been laid open together
with the communicating track between the ano-cocevgeal ligament and the
attachment of the levatores ani. That part of the fistula opening into the
rectnm has been left untouched, so that there has been no division of the
external sphincter.

frecal material in the main track and the lateral burrowing.
All these symptoms can be effectually removed by an opera-
tion. Their disappearance is always followed by a great

improvement in the comfort of the patient, and also by an
M



162 DISEASES OF THE ANUS AND RECTUM.

increase in his body weight. The wounds heal soundly, though
less rapidly than in a healthy patient, .

In illustration of our views on this subject, we have
appended the notes of the two following typical cases, in
both of which there was extensive pulmonary tuberculosis
in active progress during the healing of the wound, as
Figs. 64 and 66 :]thii]{'[I}' show.

Fig., (8 —THE saME Ccasg as IN Fie. 62, sHOWING THE WOUND SOUNDLY
HEALEIL,
Phofe fuken nine weeks ofter the operation. |
This case is an excellent exnmple of the cure of an extensive posterior horse-shoe

fistula withont division of the external sphincter. Fig, 6 shows that this
patient had well marked pulmonary tuberculosis, the skiagram having been
taken during the healing process,

Another point to be borne in mind 1 eonnection with
fistule in tuberculous patients, is the readiness with which a
small fistula may, in two or three days, become converted
into a most extensive one. We, therefore, recommend that
these fistule should not be examined with a probe until the
operation is about to be performed, because we have seen
such a procedure lead to extensive increase in the dimensions

of a fistula.

e i i
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Casr 1.

J. G., mt 42, a waiter.

History —Hemoptysis five years previously. In J u!y, 1897, an
abscess appeared in the right posterior quadrant of the peri-anal region
which was opened at a general hospital in London. In March, 1898,
when an in-patient at a hospital for diseases of the chest, an abscess
appeared in the left posterior quadrant and broke apnntanenusl?’. Fn
July, 1899, he was admitted for fistula into another general hospital in
London, but was not operated upon on account of the condition of his

Inngs.

—

F1G. 64.—THE SKIAGRAM OF THE CHEST IN THE SAME PATIENT AS IN Fig.
62, 63, SHOWING THE PRESENCE OF TUBERCULOUS DEPOSIT 1IN THE LUNGS.
Diegeription af Skiagram by D, Hugh Walsham,

Neglecting the shadows formed by the axillary fold on each side, the Skiagraim

shows & well marked and advanced ease of chronic pulmonary tuberculosis.
There are seen to be two cavities situated at the apex of the right upper lobe,
and general tuberculous infiltration of both upper lobes on each side. The
tuberculous stippling on the left side follows fairly closely the division between
the upper and lower lobes. The left lower lobe being apparently elear of
tubercle. q
On Febroary 26, 1900, he was admitted into St. Mark's Hospital
under the care of Mr. Goodsall, and was operated upou on March 1.
Uperation —When the external lateral burrowing and the main
track, except that part of the latter which entered the rectum between
the external and internal sphincters in the middle line posteriorly, had
M 2
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been laid open, the wound presented the appearance of a horse-shoe
(see fig. 62).

Hesult.—The healing of the wound was slow but steady, and on
May 9, 1900, i.e,, 68 days after the operation, the patient left the
hospital cured (see fig. 68). A week before his discharge a skiagram
was taken of his chest (see fig. 64).

Temperature.—0On admission, 99 F.; the following day, 100 F.; the
third day, 101 F.; the fourth day (after operation), 994 F. During
the remainder of his stay in the hospital, the temperature never rose
above 99°6 F., generally being below 99 F.

Case II,
J. R =t 88, coal porter.
History.—In October, 1899, an abscess appeared in the R, P, quadrant

of the peri-anal region, whils he was attending as an out-patient at

Fic. 65.—THE APPEARANCE OF THE PARTLY HEALED WOUND IN ra.r-l? Il.
[ FPhoto taken thivty dieye after Lo aprrrirtion.]
The photograph shows the thickened or cedematons overhanging margins of the wound,

i ivi Tiis eriong, nnd the relaxed
vpsgive hoiviness of the anal and s.pmn_u'l regions, : .
:E:-’ct?ﬁ:l wonditions which are usually met with in phthisical patients.
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one of the London hospitals for diseases of the chest. The abscess
broke spontaneously soon afrer its appearance. On April 7, 1900, he
went to St. Mark’'s Hospital and was admitted under Mr. Goodsall on
May 7.

Operation, May 10.—The main track of the fistula between the
external and the internal openings was laid open, together with all
lateral burrowing. The undermined edges of skin were completely

Fic. 66.—THE SKIAGRAM OF THE CHEST IN THE SAME PATIENT AS IN
Fig. 65, SHOWING THE TUBERCULOUS DEPOSIT IN THE LUNGS.
[ Photo taken three wsaks affer the operation. |
|r_|||_-_||1'-|".i:.-|'.:”_||; i:‘f‘ a'\'.";n'_n';_l':n'.ul Fi::.l ;-II"'. jf”ll'pll ”-n'n'lr.l'llhlillr.
The chest i8 viewed from the front. The skiagram shows advanced tuberculous
disease of both lungs. There iz a0 well marked cavity in the left npper lobe.
The vertical lines geen on each gide must be disregarded. They are caused by
the axillary fold, the patient being skiagraphed with the sternum towards
the sensitive photographie plate,
removed, so that the resulting wound gaped widely (see fig, 65). The
internal opening was of large size and was situated in the middle line
posteriorly opposite the interval, between the external and the internal
sphineters. The external sphincter was completely divided when the
main track was laid open into the rectum.
Result.—The healing process was slow and steady. On June 15,

t.e., 36 days after the operation, the patient left the hospital being
desirous of returning to work.
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Characteristics,
m . * i
The disease consists of one or two external openings, a
main sinus, and lateral burrowing,.

T'he external opening closely resembles that of an ordin ALy
ano-rectal fistula, and has been mistaken for it (see fig. 70).

Fi16. 65.—THE EXTERNAL APPRARANCE OF A TYPICAL CASE OF SINUS OVER
THE SACRUM AND COCCYX.

Though in ontward appearance the external opening often closely resembles that
of an ano-rectal fistola, it will be observed that it is situated on a level with or
higher than the base of the coceyx.

The usual seat of the primary opening is from half an inch to
one inch to the left of the sacro-coceygeal articulation, though
sometimes it may be exactly over it. In other cases, it may
be situated quite an inch above the articulation (see fig. 69).
The second opening, when present, is usually from one to two
inches nearer the anus than the first opening (see fig. 77).
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to pressure in the neighbourhood of the sacro-coccygeal
articulation, serve to show that the disease is then only
quiescent and not completely cured.

Treatment.

The only method of treatment, which we have found to le
uniformly suecessful, is to freely lay open the main sinus from
end to end, together with all the lateral offshoots (see fig, 71).

Fi6. 71.—THE saME casE as Fig. 69, SHOWING THE EXTENT OF THE
LATERAL BURROWING.

[P.ﬁ-ﬂ.fa faken abont thiree weeks rrﬁ‘rr the riltJl‘:rﬁ&h'.]

In this case there were four lateral off-shoots all situated on the left side of the
middle line.

Care should be taken that the incisions are carried well into
healthy tissue beyond the extremities of the burrowing. The
existence of any offshoots should be carefully sought for with
the probe, because, should one be missed, the healing of
the wound will be delayed, or partly arrested. After the
main sinus and its lateral offshoots have been laid open, the
resulting wound should be carefully irrigated with sublimate
of mereury solution (1-500), and afterwards firmly packed
with cotton wool wrung out of some of the same lotion. The
packing should be allowed to come away spontaneously. Hot
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disappeared and gave lLier no trouble until Easter. 1882, The abscess
then re.formed and, after being poulticed for about a week, was broken
by a blow from a fellow-servant. The abscess again quickly dis-
appeared, and gave her no further trouble until February, 1886, when
she was confined with her second child, and was then unable to lie on
her back because of the aching pain over the lower part of the sacrum.
From this date the part gradually became more and more painful, and
at times it discharged. On July 20, 1886, she went to St. Mark's
Hospital where the opening of the sinus was enlarged. On September
11, 1886, she was admitted into the hospital and, on the 13th the
sinus, which extended from about two inches below the posterior

Fig. 72—SHOWIXG THE APPEARANCE OF THE BCAR TWO YEARS AFTER THE
OPERATION IN CasSE I
F".',..,l.__._;_.'._l.,-.,l.l Foodesm BEA Noreoils v, 1888].
It will be noticed that the lateral burrowing was limited to the left side

superior spine of the left ilium to half an inch below the tip of the
coccyx, was laid open from end to end. Four lateral pockets were also
laid open. The granulations, lining the sinus, were removed, and the
wound was then filled with dry cotton wool. No dead or bare bone
was either seen or felt during the operation.









SINUS OVER THE SACRUM AND COCCYX. 147

January 7, 1886.—Left the hospital at her own request, and
veturned to her home. The sinus over the sacrum and the coccyx, and
the sinus in the right thigh were still discharging.

October 27. — The patient was re-admitted into the third hospital,
the sinus over the coceyx still discharging continuously.

l
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F1a. 74—SHOWING THE POSLTION OF THE SCAR IN case IIL
|P|E|ufu fl.l.l:_'l M ;I|||J'|.ll ;1 1‘\!_”: . .I'Ilfr‘.l'.l' .'.""'““"' ||_|':fi'.l' f.'-ll ||||I.' f'l.l'fl-r_r.lr alf Sf. Jfl.l.l'.‘".l' .II-;-'.'F}J”’HI‘.;
It will be noticed that the greater part of the cicatrix is confined to the left side.
Ab the npper extremity, however, it extends to the right side. The foramen-like spot
in the scar is merely a depression, and not an external opening.
April 20, 1887 —The abscess cavity over the sacrum and the
coccyx was laid open for about four inches in an upward direction.
The coceyx was found depressed, and the upper part denuded of

periostenm. All exposed pieces of bone were removed.

April 27.—F=ces were present in the wound.

July.—Wound healed, with exception of a small sinus leading into
the rectum.

August 21.—Sinus leading into the rectum kept about the same.

The patient again returned to her home, and while there an
abscess formed over the left hip, and broke spontaneously.
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followed there. Two or three days after she had left that hospital a
second opening formed, about one to one and a-half inches nearer the
anus than the first and this had always discharged more or less freely.
In December, 1887, the patient was admitted into a second hospital,
where the sinus on the coccygeal side of the second opening was laid
open. She remained in that hospital for six weeks. On her discharge
the part of the sinus which had been laid open had healed. The
remainder of the sinus on the sacral side of the second opening was
still discharging.

Fig, 76.—SHOWING THE APPEARANCE OF THE WOUND IN CASE IV.
IMMEDIATELY AFTER THE OPERATION.

In this case the lateral burrowing is shown to be entirely confined to the left side,

September 3, 1888.—The patient was admitted into St. Is!ark‘a
Hospital with a sinus over the left side of the sacro coceygeal articula-
tion. The first opening was about three-quarters of an inch on the
aacral side of the sacro-coccygeal articulation ; the second being about
an inch on the coccygeal side of that articulation. The sinus extended
for about half an inch on the sacral side of the first opening and to
the left of the middle line. The greater part of the coccyx had

removed.
h%gaptamher 7.—The remainder of the main sinus and the lateral
burrowing on the left side of it, were laid open Ir-:m:_l end to end. The
granulations were removed, and the wound filled with dry cotton-wool.

Neither dead nor bare bone was seen or felt during the operation,




T R T

L

SINUS OVER THE SACRUM AND COCCYX. 201

September 22 —Discharged as an in-patient, the greater part of the
wound having healed.

November 8. —Wound healed.

June 7, 1893.—The part remained soundly healed until DEEEI{:II‘{E!‘,
1891, when the patient slipped on the frozen pathway and fgll, str}kmg
the coccygeal region against a step. For two da._',rs_ u..ftar this BnﬂlﬂFnt
she was unable to walk because of the pain in the injured part, which,
however, gradually disappeared. On May 28, 1893, an a._’usc:ass f-:-rx!md
and broke spontaneonsly in two or three days and was still discharging.

.

Fre. 77.—SHOWING THE TWO EXTERNAL OPENINGS IN CASE V., BOTH OF

WHICH WERE ON THE LEFT SIDE.

[Photo faken bafore the operation.]
It may be noticed Lh_:r.t. one of the two openings is situated below the level of the

)
tip of the cocevx. This is the sccondary opening, the primary being to the left side
of the sacro-coceyvgeal articulation.

The opening was enlarged with a erucial incision.

March 7, 1894,—The part was still discharging. It sometimes

remained healed for a month or two and then broke down again.

April 18,—The sinus was laid open completely, the three wounds

being on the left side of the middle line.

July 18.—Part soundly healed.
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September 19.—Part soundly healed, scars freely movable,

August 28, 1900.—The part had remained soundly h i
September 19, 1804. y healed since

Fig, 785.— SHOWING THE SCAR 1IN CASE V.

The scar in this case shows that the burrowing extended slightly to the rvight side,
but the greater part of it was confined to the left.

[ Fhota faken November 8, 1888, 1.0, fio monthe oqffer the operation )

Case VI

St. Mark's Hospital. W. T., mt. 37, baker.

September 14, 1888 — Admit ed asan in-patient. In April, 1887, his
horse suddenly bolted, and he was thrown back, * striking the end of
his backbone agaivst the box of his cart,”” For a short time the fall
rendered him insensible, but two or tbree weeks after he felt no
discomfort from the accident.

Early in April, 1888, an attack of rheumatic fever came on, and he
was laid up by it for several weeks.

About July 10 an abscess began to form over the sacrum and
coccyx, which, after gathering for about five weeks, was lanced and
about a pint of pus let out. The abscess had discharged continuously
since then. Since April, 1888, he had lost considerably in weight,

On admission into the hospital the opening of the abscess or sinus
was about three-quarters of an inch on the left side, and from three-
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see whether the remainder of the sinus between the sacro-sciatic
foramen and the counter-opening, made on September 17, would nof
close. The whole of the wound made over the posterior surface of the
sacrum had healed, excepting the outer part of the incision over the
posterior surface of the left sacro-sciatic notch. The quantity of
discharge from this part of the wound and from the counter opening
was very small, and was slowly diminishing.

The patient, about a year later, reported that the wounds were

healed and that he had gained forty pounds in weight since the
operation.

Fic. 80.—THE SAME PATIENT AS IN FIG. 79 SHOWING THE WOUND ALMOST
COMPLETELY HEALELD. :
[ Phato daken fifty-tico duys after the operation.]

iti i i shio-rectal part of the burrowing
on of the external opening made into the ischio-rec
pepe is elearly shown,

Case V1L
i ily hi od.
A. K., ®t. 52, domestic servant. Family history go
May 14, 1895.—When fifteen years old she fell ha.t:kw_a.rda ::.]ng
struck the lower part of her back a.gn.infa,t a ﬁhm‘r. The aqmden: 15
not incapacitate her for work, but the injured region was painful for







2006 DISEASES OF THE ANUS AND RECTUM.

June 17, 1808, —Admitted as an in-patient. In July, 1891, she
slipped down a flight of twelve stone steps, striking the sacro coccygeal
region. The pain in the part was very severe, and she fainted,
being unable to return to work for several hours. The pain coptinued,
and a week alter the accident an abscees had formed at the injured
part and had broken spontaneously. As the abscess did not heal, it
was lanced four weeks after the date of the injury. It had never healed
or closed up temporarily. The quantity of discharge had varied from
time to time

Fra. 81.—SHOWING THE BI-LATERAL RURROWING IN CASE IX.

This is the only case we have seen showing well marked lateral burrowing on
the right side.

[Photo faken July 7, 1803, i.e. 18 dinys after the operation. ]

On examination, an external opening was found over the sacro-
coceygeal articulation. From this opening, the main sinus passed
directly upwards for two inches and a-half, and downwards for one













210 DISEASES OF THE ANUS AND RECTUM.

the lateral borders overlap the floor of the fissure, so that its
full width cannot be seen unless they are first drawn apart.
At the lower border of the fissure, or on one side of it, there
is sometimes a small fold of skin, the sentinel pile of some
authors, varying in length from less than an eighth to three-
quarters of an inch, and in breadth from less than an eighth
to half an inch. To this fold of skin we shall agamn refer.

Fic. 52, —SHOWING A TYPICAL FISSURE.

It will be geen that the lower end of the figsure extends well into the skin of the anal
margin, and that the periannal skin 18 corrugated

The most characteristic feature of a fissure, however, is its
extreme sensitiveness, the merest touch ecausing intense suffer-
ing and invoking spasmodie contraction of the sphincters and
levatores ani. 1he exaet location of the sensitive spot varies
i different cases. In some, the floor of the uleer is its seat,








































































































































EXTERNAL PILES. At

Physical evamination.

A swelling, varying in size from one-sixteenth of an inch
to one inch in diameter, is found situated at the anal margin,
its inner border extending into the anal canal, and 1ts outer
margin extending beneath the skin covering the external
sphincter. Although usually single (see fig. 84), and located
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FIli. H-}.-—-SIIG“']H'H A SINGLE ClHE‘I'M.“-E.‘H]I!ED BLD{JD EE'TI{A\'.{HATH}N AT
THE ANAL MARGIN.

Patient, gped 30. His bowels were habitnally constipated. The extravazsation was
completely absorbed in five weeks from the commencement of the pallintive
treatment.

at any point in the anal circumference, there may be two
(see tig. 85), or, very rarely, three present.

Table of single and multiple clots in 104 cases.

Males. Females.
Single elot ... 78 16
Two clots FiER R 2
Three elots ... e 1 —

In shape, the swelling is either cireular or oval. When the
skin over it is tense, the colour is bluish purple, but when



e TN T To] -
“Znb DISEABES OF THE ANUS AND RECTUM.

the skin is loose there may be no discolouration at all. When
seen 1mmediately after its appearance, the swelling is tense
and cystic in character, but after the lapse of some days
it feels like a pea or bean beneath the skin. In the latter
eondition, it is freely movable beneath the overlying skin
and upon the subjacent tissues, and can be u:milv.lii'tn-ni up

Fig. 85.— SHowING TWo CIRCUMSCRIBED BLoOD EXTRAVASATIONS AT THE
Awarn ManaGixs.

The patient, aped & vears, hiad iI|||l.:!|'I ion of fieeceg, The extravasation oceurred during
straining at defrecation. The sphincters wore spasmodically contracted. The
extravasntion was completely absorbed in five weeks from the commencement
of tha pallistive treatment.

I Photo falken fai -r-'_-_.'.< .|_.|":'.- ¥ The exfrapaaalion occn Fred
from the latter. When the clot 18 the seat of inflammation
and impending suppuration, it becomes adherent to surround-
ing structures. In many cases of extravasated blood elot, the
sphincters will be found to be hypertrophied, and, in the
majority of them, the rectum is loaded with hardened fwces.
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piles invariably protrude during defecation, active exercise,
or prolonged standing. The R.A. pile is usually the first to
protrude (see fig. 87), and may always be observed in a case
of protrusion unless it has previously been removed by
operation, or has slonghed away as the result of spontaneous
strangulation. The protrusion next affects the R.P. or the
L.P. pile (see fig. 89). During the second stage of internal

Fic. 88.—SnowiINGg THE R.P. INTEENAL PILE PROTRUDED.

e o M e e oI A o o
piles, the protrusion is reduced spontaneously and, therefore,
causes little inconvenience unless 1t becomes strangulated
by the spasmodie action of the sphineters when, if not
artificially reduced, it will become* gangrenous and either
partially or completely slongh. During the third stage, on
account of the relaxed condition of the sphincters, the pro-
trusion is almost continuous so long as the patient is not
recumbent.






















































































































































