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The association between late-onset fecal incontinence and obstetric anal

sphincter defects.
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HYPOTHESIS: Endoanal ultrasonographic results have demonstrated that clinically occult anal sphincter damage during vaginal delivery is common. This may or may not be associated with postpartum fecal incontinence (FI). Bayesian meta-analysis of the literature revealed that at least two thirds of obstetric sphincter disruptions are asymptomatic in the postpartum period. Women with postpartum asymptomatic sphincter damage may be at increased risk for FI with aging compared with those without sphincter injury. DESIGN: Case series. SETTING: Tertiary referral center. PATIENTS: After excluding patients with other possible causes of FI, the histories of 124 consecutive women with late-onset FI after vaginal delivery were analyzed. MAIN OUTCOME MEASURES: Endoanal ultrasonographic findings, pudendal nerve terminal motor latency assessment, and anal manometric results. RESULTS: Eighty-eight women (71%) with a median of 3 vaginal deliveries had sphincter defects on endoanal ultrasonographic results. The mean                       incontinence score, squeeze and resting pressures, median age at last delivery, and median duration                      of FI were not significantly different between patients with and without sphincter defects. Pudendal                       neuropathy was more frequent in patients without sphincter defects (10 [30.3%], left side; 12                       [36.4%], right side) than in patients with sphincter defects (12 [14.3%] and 16 [19.3%],                       respectively), with the difference nearly reaching statistical significance (P =.054 and P =.059,                       respectively). The median age at onset of FI in patients with a sphincter defect was 61.5 years vs                       68.0 years in those without a sphincter defect, which was not statistically significant (P =.08).                       CONCLUSION: Analysis of the current patient population revealed that 88 women (71%) with                       late-onset FI after vaginal delivery had an anatomical sphincter defect. Thus, FI related to anal                       sphincter defects is likely to occur even in an elderly population who had experienced vaginal deliveries earlier in life.

Anal sphincter morphology in patients with full-thickness rectal prolapse.
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PURPOSE: The aim of this study was to assess the morphologic change of the anal canal in patients with rectal prolapse. METHODS: The endoanal ultrasound scans of 18 patients with rectal prolapse were compared with those of 23 asymptomatic controls. The thickness and area of the internal anal sphincter and submucosa were measured at three levels. RESULTS: Qualitatively, patients with rectal prolapse showed a characteristic elliptical morphology in the anal canal with anterior/posterior submucosal distortion accounting for most of the change. Quantitatively, internal anal sphincter (IAS) and submucosa (SM) thicknesses and area were greater in all quadrants of the anal canal (especially upper) in patients with rectal prolapse compared with controls. There was  statistical evidence (in a regression model) of a relationship between increases in all measured variables and the finding of rectal prolapse. CONCLUSIONS: The cause of sphincter distortion in rectal prolapse is unknown but may be a response to increased mechanical stress placed on the sphincter from the prolapse or an abnormal response by the sphincter complex to the prolapse.

Patients found to have this feature on endoanal ultrasound should undergo clinical examination and  defecography to look for rectal wall abnormalities.

Anal ultrasound and endosonographic measurement of perineal body  thickness: a new evaluation for fecal incontinence in females.
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BACKGROUND. Perineal body thickness (PBT) is measured by endoanal ultrasonography. The                       literature has shown that women with obstetric trauma to the anal sphincter have decreased PBT,                       and a measurement of 10 mm or less has been proposed as abnormal. Therefore, this study aimed                       to compare the proposed definitions of normal to pathologic findings in patients with fecal                       incontinence (FI) and to correlate PBT with anorectal physiologic findings.METHODS. All female                       patients who had endoanal ultrasonography and PBT measurement for evaluation of FI were                       assessed and divided into three groups on the basis of PBT: 10 mm or less, 10 to 12 mm, more than                       12 mm. The degree of FI (0 = complete continence; 20 = complete incontinence) was correlated                       with PBT. RESULTS. For this study, 83 female patients with a mean age of 59.7 years (range,                       30-88 years) had endoanal ultrasonography and PBT measurement. Sphincter defects were                       suggested by endoanal ultrasonography in 77% of the patients in the three groups as follows: 57                       (97%) of 59 patients, 4 (36%) of 11 patients, and 3 (23%) of 13 patients. The mean external                       sphincter defect angle was 110 degrees (range, 45-170 degrees ), and the mean FI score was 13.8.                       For 89% of the patients there was a history of vaginal delivery. As reported, 35% had undergone one or more prior perineal surgeries, 27% had both, and 4% denied having had either. A significant                       correlation between sphincter defect and PBT ( p < 0.001) was noted. External sphincter defect                       angles were negatively correlated with PBT ( p = 0.001).CONCLUSION. A PBT of 10 mm or                       less is considered abnormal, whereas a PBT of 10 mm to 12 mm is associated with sphincter defect                       in one-third of patients with FI. Those with a PBT of 12 mm or more are unlikely to harbor a defect                       unless they previously have undergone reconstructive perineal surgery.

Ultrasound study of anal fistulas with hydrogen peroxide enhancement.
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PURPOSE: This study was designed to evaluate the effectiveness of hydrogen peroxide-enhanced,                       endoanal ultrasound in the assessment of fistula-in-ano and compare ultrasonographic results with                       the surgical outcome. METHODS: A total of 80 patients with anal fistula were studied                       prospectively by physical examination and endoanal ultrasound enhanced with hydrogen peroxide.                       We used standardized ultrasonography and operation notes. The results of these studies were                       compared with the surgical findings. The ultrasonographic study of the anal canal describes the                       fistula's characteristics, which provides an ultrasonographic classification of the fistula. All endoanal                       ultrasounds were performed by colorectal surgeons. RESULTS: In 94 percent of the cases, the internal opening was identified. In only one case were we unable to obtain sufficient information about the tract and the fistula's level. The endoanal ultrasound was able to correctly identify whether the tract was linear or curvilinear in 95 percent of the cases. The ultrasound level coincided with surgical findings in 85 percent of patients, and chronic fistula cavities were confirmed by surgery in 75 percent of patients. CONCLUSIONS: The use of endoanal ultrasound, with hydrogen peroxide enhancement, by a colorectal surgeon with adequate experience in endoanal ultrasound provides excellent results in the presurgical examination of fistula-in-ano.

Anal sphincter injury after forceps delivery: myth or reality? A prospective  ultrasound study of 93 females.
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PURPOSE: This study was designed to estimate the prevalence of anal sphincter injury after forceps delivery in a large population of females managed by trained obstetricians in a French hospital and to identify factors redictive for anal sphincter injury. METHODS: We performed a prospective study of healthy females older than 18 years with no history of anal incontinence, anorectal abnormalities, or anorectal surgery after their first vaginal delivery. All females were interviewed using a standardized questionnaire concerning intestinal transit and continence status. Physical examination and endoanal ultrasonography were performed after delivery. RESULTS: Between November 1999 and November 2000, 93 females were included in the study after their first forceps delivery. Eleven patients (11.8 percent) had a partial defect involving the external                       sphincter, visible on ultrasonography. One patient (1.1 percent) had a partial defect of external                       sphincter with complete defect of internal sphincter (sequelae of primary repair of a third-degree                       perineal tear). Seventeen patients (18.2 percent) had flatus incontinence, and four patients (4.3                       percent) had liquid stool incontinence. A high daily number of stools was significantly associated                       with sphincter defect visible on ultrasonography (P=0.02). The development of anal incontinence                       was not related to sphincter defect on ultrasonography. There was a strong association between                       perineal tear and sphincter defect visible on ultrasonography (odds ratio, 4.5 (range, 1.2-16.7)).                       CONCLUSIONS: Anal sphincter injury after forceps delivery was identified in <13 percent of our                       large population of healthy females. Our study does not confirm previous observations that anal                       sphincter injury is common after forceps delivery; previously published studies may have                       overestimated the prevalence of this condition. The only factor with significant predictive value for                       anal sphincter injury was perineal tear. Anal endosonography should be recommended after                       obstetric perineal tear.

Primary sphincter repair: are the results of the operation good enough?
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PURPOSE: This study was designed to evaluate the clinical outcome of primary anal sphincter                       repair caused by obstetric tears and to analyze possible risk factors associated with sphincter                       rupture during vaginal delivery. METHODS: A total of 52 females with a third-degree or                       fourth-degree perineal laceration during vaginal delivery were examined. The symptoms of anal                       incontinence were obtained by a standard questionnaire. In addition to a clinical examination,                       endoanal ultrasound, anal manometry, and pudendal nerve terminal motor latency examinations                       were performed. A control group consisted of 51 primiparous females with no clinically detectable                       perineal laceration after vaginal delivery. RESULTS: After primary sphincter repair, 31 females (61                       percent) had symptoms of anal incontinence. Fecal incontinence occurred in 10 females (20                       percent). According to Hardcastle and Parks' and Jorge and Wexner's classifications, the study                       group had more severe symptoms of anal incontinence than the control group (P<0.001 in both                       classification groups). In endoanal ultrasound examination, a persistent defect of the external anal                       sphincter was found in 39 females (75 percent) in the rupture group compared with 10 females (20                       percent) in the control group (P<0.001). Anal sphincter pressures were significantly lower in the                       rupture group than in the control group. An abnormal presentation was the only risk factor for anal                       sphincter rupture during vaginal delivery. CONCLUSIONS: After primary sphincter repair,                       persistent external anal sphincter defect and symptoms of anal incontinence are common in females                        who have had a primary sphincter repair after vaginal delivery. The means of improving the results                       of primary repair should be studied further.

Endorectal ultrasound in the follow-up of rectal cancer patients treated by  local excision or radical surgery.
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PURPOSE: This study was designed to investigate the role of a scheduled follow-up protocol using                       endorectal ultrasonography for the diagnosis of local recurrence after local excision and radical                       surgery for rectal cancer. METHODS: A selected group of 275 patients with invasive rectal cancer                       followed prospectively by endorectal ultrasonography after curative-intent local excision (n = 108)                       or radical surgery (n = 167) was reviewed. For the radical-surgery group, results were compared                       with a group of 176 rectal cancer patients who had similar operations during the same period of                       time and were not entered in follow-up protocol. Excluded were patients with invasive cancers                       removed by snare excision, male patients treated by abdominoperineal resection, and patients                       treated by endocavitary radiation. Student's unpaired t-test was used to compare tumor and patient                       characteristics. Survival curves were estimated using the Kaplan-Meier method and compared                       using the log-rank test. RESULTS: In the local-excision group, 32 patients developed local                       recurrence, 26 (81 percent) were asymptomatic, and 10 of them (31 percent) were diagnosed only                       by endorectal ultrasound. We found no difference in the rates of salvage surgery or survival                       between patients diagnosed of recurrence by ultrasound or other methods. In the radical-surgery                       group, 12 patients developed local recurrence, 5 (42 percent) were asymptomatic, and 4 of them                       (33 percent) were diagnosed only by endorectal ultrasound. More patients with isolated local                       recurrence in the follow-up group underwent salvage surgery (4/9 patients; 44 percent) compared                       with patients without follow-up (3/13 patients; 23 percent), but the differences were not significant.                       CONCLUSIONS: Endorectal ultrasound identifies one-third of asymptomatic local recurrences that                       were missed by digital examination or proctoscopic examination. However, the impact of the earlier                       diagnosis in patient survival can only be determined by a larger, prospective, randomized trial.

Imaging modalities in the preoperative staging of rectal carcinoma 
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Thorough clinical examination, endorectal ultrasound, and magnetic resonance tomography (MRI)                       are decisive tools in the pretherapeutic work-up of patients with rectal cancer. Depth of infiltration                       to the rectal wall as well as involvement of perirectal lymph nodes by the tumor are the key                       questions to be answered. To receive adequate information from imaging procedures, the right                       questions need to be asked. The extent of invasion of the rectal wall and exact location of tumor                       infiltration to neighboring structures can be demonstrated by MRI very well, particularly if imaging                       planes are acquired at 90 degrees to the position of the rectum. Recent developments in computed                       tomography (CT) using isotrope voxels allow three-dimensional reconstructions of tumors without                       loss of imaging quality. Assessment of the primary tumor and its nodal metastases after                       preoperative radio-(chemo-)therapy is still seriously limited. Fusion of positron emission tomography                       and CT could be a step towards solving the problem of response assessment in the near future.

