Colon, Rectum, and Anus

Seuth; Coellege PA Surgicall Course



Colon and Rectum

Ferminal portien off Gl tract

WO functions

x Albsorption: of water, electrelytes
s Storage: of feces

Biclegically: net essential
[DISease Is Very: common
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Anatomy/

Multipler parts
Retreperitoneal and perteneal portiens

External longitteinal muscle’ layers—teniae
00)|

Rectum—15 cm, external layer contintious

Anus—3-4. cmi frem dentate line te anal
Verge
Above dentate line--Insensate






Anatomy/

Bloed supply te’ celen| firom SUPEreR and
INTErOK MESERLErC arteries

Junction—relatively pooi: kloed supply:

Rectum—three sources—IMA;, 1nternal
iliac, intermal pudendal

Veneus drainage off rectum; to: liVIV/pertal
and ter systemic cikculauoen

Connected by Venous cushions--rrhoids



Middle colic artery
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DIagnosis

Pigital rectal exam
Endescopy—reutine after 50, @l 3-5 years

Aldeminal series—pneumeperteneund,
ehstitction, Velvulus

Contrast studies
CT scan
Angiegraphy/nucliear study.



Ferminoloegy.

Ostemy~—external pening

s Colestomy, lleestomy.

Distal segment

x Mucus fistula, Hartmann's pouch), 100

-ECiomY/~—resection

s Colectomy, prectecoelectomy,
abdominopenneal resection (APR); Iow
anterior resection



End colostomy

 a

The rectal StUMP e}’

remains in place

This part of the
large bowel is
removed




Diverticular Disease

True diverticula=—all-layers, rare in; colen

Acguired (fialse or pseude-) diverticlia—
mucesal herniation threughrmuscle

x Related te diet; straining, age
Diverticulesis—presence of diverticula
Piverticulitis—Infectious pProcess



Vascular

Structure Diverticulum

Antimesenteric

Mesenteric
Taenia

Epiploic = Antimesenteric
Appendage Intartaenial Area




Diverticulosis

Muluiple false diverticular of-colen
Moest: commonly inisigmoid

0% asymptematic finding; on’ BE, Gther
study,

Symptems—LLO pain, change: in howel
laits; hleeding

Treatment=—high filker diet







Diverticulitis

Obstructed), infected diverticula
MICIe! O1f MacrKo perieration
1/6 ofi patients Withr—osis will-have —Itis

Pain, chiange inrvoewel hanits; poessikliermass, fever, Wilte
count, peritoneal signs

Complications—44% peri: o alscess) 8% fistula, 4%
ERSrUCHIeN

Diagnesis—Cli, BE, scope later
Treatment—antibiotics; hydration, NPO
Surgery for severe complication or repeated houts









Fistula formation

Colovesical' mest comnmon; (4%)
x Ul fiecaluifa; preumaturia

s Other causes—cancer, Crohn's, radiation,
trauma

Diagnosis—contrast=—BE, cysto, IVP,
methylene biue

Treatment--surgical






Piverticular Bleeding

Bleeding prinmary symptom in 5-10%

Oceasionally, massive (=4 Unitsiinr24
AEUrS)

Bleeding distal te; Ligament: of Tireitz—70%
diverticular,, 25%; IS massive

Diiferential—angioady/splasia; selitary
Uicers, varices, cancer, rarely 18D

DIagnoesis—enaoscopy, angio



Colenic Polyps

Iafiammateny pelyps (pPseudopolyps)—I1BD

IHamartemas: (Juvenile polyps, Peutz-JERgers
Syndrome)—henign, may: regress

Adenomas—premalignant, esp. >2-3 cm
5 [Ubular-7%, tubtlovilleus-20%, Villous-83%

Pedunculated—on stalk; remoeyve By scepe
Sessile (flab)-remove surgically

Familial poelyposis o Gardner's syndrome-—total
abdominal colectomy, mucosal proctectomy,
lleeanal pullthreugh




Colon Cancer

59,0001 deatis annually,

140,000 New Cases each year
Mere eccur on lewer lefit side?
SymRchreneus; (simultaneous) inr 5%

Metachrenous (Second develops: afiter resection)
I 8-5%

Beak at 70, start in 4" decade

=amilial pelypesis, Gardner's, UC, Crehn's,
0]0) )\ 0Js




Colon Cancer

Sryear sunvival—60%
Effiective screening

Effiective screening strategies;, hased on sk

a Vild risk factors—age, diet, physical Inactivity/,
ehesity, smeking, race, alcohol

a Intermediate sk fiactors—persenal Mistony i colon
CANCEN Or adenema or strengl framily histery

a High risk facters—rftamilial polyposis, Gandner’s;
patients with UC er Crohn’s fer = 10 years



Screening—Mild Risk

Beginning at age 50, one of below:

 Yearly fiecal occult blood test plus fiexikle
SIgMeIdesScopy. @ S Years

s Flex sig g 5 years

x Yearly fecall ocecult blood test
s Colenescopy g 10 years

» Double contrast BE @ 5 years



Screening—Greater Risk

Intermediate risk
a Beginiat 40
s Do moere flieguently—g 3-5 years

IHIgh! risk=—functien ef duration

x Bloed tests for familial polyposis, HINPCE

m SCHEening Pegin IR teens

s UC/Crohnrs fier 10 years, annual colenescopy
x Consider prephylactic total celectemy



Colon Cancer—Signs and
Symptems

RIght=Sided—occult bleod less, anemia
Left=sided—onstruction, macrer bleeding

Rectal-—hleeding, opstruction, altermating
diarrhea and constipation

Change In vewel haniits and/er kleeding:
a Rectall exam,, eccult bleod test

x BE or celonoscopy.




Colen Cancer—Preop Evaluation

(C0leNESCOPY~—SYNCAKeROUSHESIONS
Cl— = Of —
CEA blood test

Treatment—surgeny to remeVve: prmany,
evaluate extent ofi spread, allew: staging
and plan fiurther therapy.



Colon Cancer--Staging

Pukes-Astier-Coller System
FIVINEStaging

Both evaluate: extent off penetration
through colen, nedaliinvelvement, anad

distal mets
Adjuvant chemotherapy—5EU, others

Radiatien, especially in pelvis



AJCC/TNM Dukes Astler-Coller
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Colon Cancer--Follewup

Curative resection, ne adjuvant therapy.
ndicated

s Vionthly exam, bimonthly: CEA, Scope or BE g
6 MERLAS oK St tWo, years

m PET scan
m CT scans



IBD—UIcerative Colitis

Mucesa and sulbmucosa of colen and
rectum

Bimoedal distribution—2/3! ecculr at 15-30,
remainder at' 55

10/100;000 pepulation

Eamily: Risteny/ inf 20%

Rectum: invelvedtint =90% with proximal
extension



Ulcerative: Colitis

Presentatien—Vvarianie

n \Watery diarriea with Bloed, pus, mucus

x Cramping, abdeminalipain, tenesmus, UGENCY,
a Weight loss, dehydration, pain, fever

x EUulminant—texic megacelen, Sepsis, Shock

a Extraintestinall signs: ankylosing spendylitis,
PElpheral arthniis, Uveitis, pyoderma gangrenesum,
SCleresing chelangitis, perichelangitis, pencardits

a Complicatiens: toxIC megacelon, celon perieration,
massive hemorrhage, anorectal complication, cancer



IBD—Crohn’s Disease

ransmural disease, anywhere in Gl tract
Minenty—limited 1o colorectal

Alser bimoeaeal distrputien

Commoenly inrterminaliieum

Diifiers frem UC: rectal sparing), skip
lesiens;, aphtheus seres, linear Ulcers



Colon Obstruction

10-15% o Intestinall epstructions
Mest: commenly: sigmoid

Adenocarcinoma—65%, adiverticullitis
scaliing=—20%, Volvulus—5%

Intilammatery diserders, Benign tUmers,
iereign bedies; fecal impaction

Adhesive bands—rare In colon



Colon Obstruction

Presentation—alkdominal distention;, cramping
aldominal pain;, Nausea and Vomiting;
ehstipatien

Radiographs—distended proximal celen, air-fluid
levels, nerrectal ail

Banitim enemal 01 SCOPE: may/ define: area of
ehstruction

IV fluids, NPO, NG suction

Emergent lap for cecum = 12 cm; or periteneal
sIgns



Colon Obstruction

Ogilvie’s syndreme—nonoehstructive
dilatien

Voelvulus—rotatien on: axis of Mesenteny
s 5-10%) of large howel epStrUCHIoNS

2 SIgmoeId—70%

s Cecal—30%

Moere commonin eldernly






Cecal Volvulus




Sigmeid Velvulus

L o




Anus and rectum

Pain,, protrusion, bleeding, discharge
EVERyene complains o REmorreids
MUst examine, but e gentie

Inspection—fissures, skinitags,
Remorields, fistulae, tumers,
dermatelogic or Infectious conditions

Digital exam=—tumors, Pelyps; Sphincter
Weakness



Rectal Prelapse

Procidentia

EUll thickness Intussusception; of rectum
thAreughr analiepening

Viore commen In thin Wemen

Symptems—rectall pain, mild Bleeding,
INCONLIRERCE, MUCOUS discharge, meistire






Hemorrhoids

Precipitated 19y constipation, straining,
Pregnancy, Increased pelvic pressure

(ascites; tumer), portal hypertension,

diarrea

Eeundlin; 3 positions: left lateral, nght
antenor, ngnt pesterior

Internal—aboyve dentate: ine, external
pelow



Usual position of internal
hemorrholds, or anal cushions
Internal hemarhoidal plexus
Dentate line

External hemorheidal plexus

i Qrigin above
dentate line dentate line
{external plexus) W \  linternal plexus)

Internal hemaorrhoid

Esternal hemarrhoid

Crigin above
and below
dentate line
{Internal and
axternal plexus)

Mixed hemorrhoid



Hemorrhoids

Presentation—protrusion, bieeding, pain

Protrusion—4' degrees;, 1°t don't, 2% do
withi steol, then reduce, 3™ must be
reduced, 4" woen't reduce

Bleeding usually: minimal, coats steo)
Paiin With thremeesis, UICer, gangiene



Formation of hemorrhoids
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Anoderm
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Pain in the -

Perianal or perrectal alscesses—pain;, ever,
swelling

Eistula-In-ano—CoRnECLoN PEMWEENR anus anad
skin—chrenically drain pus
Anal fIsSsUres—most COmMOon: CalSE; Off anoerectal
pain

s [inear tears i lining off anal canal

s \Worse with' defecation

2 SphinRcter spasm



Other Anorectal Conditions

Analimalignancy—3-4%) ol celerectal CA
s Epidermoerd CA eor malignant melanema
SliD's—anall condyloma (HPV), Chlamydia

and lymphoegranulemas VeRereum,
gonerea, Rerpes simplex



