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INTRODUCTION X

Patients undergoing operations for minor rectal conditions
such as hasmorrhoids or fistulas are apt to be wprried par—

ticularly of 2 fears that they may suffer intolerable post—

operativs pain, or that they may be left incontinent. Cert—

ainly one of tha foremost considerations in ths mind of

the surgeon in selecting and carrylng out surgical procedu-

res in the anal region is the preservation of normal conbtin-
ence, and defects of this function as a result of operative

treatment ars now relatively rare, which is fortunata becau-
se thears is very littls that can be done to remedy them. In

practice, apal incontinence is far more frequently found to

ba due Lo disease or non~surgical trauma.

Although faecal incontinence is not a life threatening
condition, yet, the socio—psychological purden of faecal so-—
jling can be as crippliag as any physical disability.

Unfortunately, in most of these patisnts such difficult-

jeg ars not amenable to direct repair of the sphincter except
in selected cases where it is possible to create surgically 2

new dynamic sphincter that will restors adaquate control .
Careful attention to past history and physical examina-

tion is reguired %o select those patients who can undargo
reconstruction, Elderly patients who have 2 nistory of

chronic constipation or laxative abuse often 4o not have
surgically reconstructable lesions. However if a previous

injury { due %o traumd, surgery or child birth ) bas occured,
direct rapair of the sphincter may bs possible.

Tt is believed that tha electromography will help in the
choice of the appropriats muscle to be trangferred, the
objective evaluation of the results and also 1T can be
combined with & pbiofeedback techniques for training the

patient in the use of new sphincter.
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Apnatony of the Rectum

At first the rectum proceeds downward, then

downward and forward, closely applied to the conc-~
avity of the sacrum and COCCyX for 5 or 6 inches

(13 to 15 cm).

Tt ends 1 to 14 inches(3 to &cm) infront of

and below the tip of the latter bone by turning
abruptly downward and backward and passing
shrough the levabor muscles to become the anal
canal, which ha&s an averasge lengtn of 14 to Lk
inches (3 to 4 cmJ) and terminates at ths anal

orifice or anus ( Goligher et al, 1984 ).

Relation of Pelvic Peritongum to Rectums

The upper third or so of the rectum has
a complete peritoneal investment except for a
thin strip posteriorly where the peritonsum is
rgflacted off it as the two leaves of The thick
short mesorectum . As the rectuﬁ descends intoe

the pelvis the mesorsctum becomes broader and

shorter and tha peritoneum swesps off not at the
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back but at the sides of vhe rectum, so that ths

uncovered portion posteriorly becomes progr-
essively wider untvil only ths anterior aspsct has

& peritonsal coat, Finally this becomas reflected
forwards at the bottom of vhe rectovesical or

recto— uterine pouch on to the back of +the semin-
8l vesicles and bladder, or the vegina and uterus

in vhe fermale, leaving the lower bthird or so of

the recbum without any peritvoneal covering

( Goligher. ot a1 , 1984) .

The Fascia of the Rectum:

Consists of loose arsolar tissue surrounding

the rectal venous plexus . Posteriorly a sheet

of fascia, more membranous in character, susperds
the lower part of the ampulla to the hollow of the

sacrumy; It encloses the superior rectal vessels

( artery, Veins and Iymphatics). It is known as the

fascia of Waldeyer ( Iast 1979).
Laterally, just above the pel wvic floor, the middle
rectal artery and the branches of the pelvic plexu~

ses are enclosed in a slight condensation of
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areclar tissue that is known %o surgsons as the
Iateral ligament of the rectum. The fascia of
wWaldayer, the lateral ligaments, The pelvie peri-
toneum and the vessels and most of all the pelvic
floor combined to hold the rectum sbtable in its
position.  Anteriorly some muscle fibres leave the
lower part of the ampulla and pass forwards towards
the apex of the prostate and the commencement of

the membranous urethra. They form the recto-ureth
ralis muscle, 2 surgical landmark i operations in

this region ( Iast 1979).

Denonvilliert's fageia: It inbervenss between the

rectum beikind and the prostate and seninal vesicles
or vagina anteriorly but is more closely adhersnt

to the rectum than to these structures; o that

it is more convenisnt to separate it from them along
with the recvum in the course of a rectal excision
and then to divide it transversely at a lower level.
sometimes the fascia consists of fwo layers

( Goligher et al, 1984).
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Other Relations of the Rectum: Behind, oubtside

the fascia of ialdeyer, The rectum is related toltha
sacrum and coccyx, the levator ani muscles,'tha
left,;and sometimss also the right, coccygeus muscle,
the middle sacral vessels and the roots of the sac-
ral plexus on either side. In front, the relations
of the recouaare entirely visceral and a considerable

part of ifs surface is of course covered by perit-
ozeum, which means that direct extension of growth
forward is apt to result in implication of neighbouring
organs or the peritoneal cavity .

Recognition of these serious possibilites has led

french surgeons to call the anterior agpect the

Ry
face dangereuse% of the rectum ( Goligher et al ,1984%

In the male, the extraperitoneal rectum is related
from below upwards +to the prostate, seminal vesicles,
vasa deferentia, urseters and Bladder Wall,

The intraperitoneal rectum has immediately incontact
with it loops of small gut and possibly the sigmoid
colon, and more remcotely across the rectovesical
pouch it is related to the upper parts of the semingl

vesicles and bladder ( Goligher at al , 1984).
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In the Female , the extraperifoneal rectum lies
immediately behind the posterior vaginal wall,

The intraperitoneal rectum is related across the
pouch of Douglas to the upper par'l': of the vagina and

to the uterus, but accupying the pouch and separat-

ing it rrom the structures are frequently coils of

small intestines, the overies, uterins tubes and

ths sigmoid colon ( Goligher €t al , 1984),
Iaterally above .the paritoneal refiection are viscera,
mainly toops of small investine ( small gut ) uterine
appendages and the sigmnid colon, Below the reflection
it is separated from the side.wall of the pelvis, the
ureters and iliac vessels by the connsctive tissue and
fascia of the lateral ligament .

&t a still lower level the levator ani muscle becomes

a c¢lose laveral relation, separated to some extent

by the lower part of the lateral ligament(Goligher et al ,

1984') °

The curves of the Rectum. Antercposterior Curves -

Firstly rectum proceeds downward, then downward
and forward . Iateral Curves usu2lly there are three
of them., the uppermost and the lower most being both

convex to the right, the middle one convex to +ths
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left . The angulation of the bowel on the concave

side of each of thess curves is accentuated by

infoldings of the mucosa known as Houstonts Valve
(Houston,1830) »
There is thus an upper and lower valve on the left

side and a middle valve on the right » The last—
named, which is also known as Kohlrausch's fold,
( Goligher et al,1984)is by far the most prominent
a&s a rule. It is situated about the same level as
the anterior peritoneal reflection . The part of
the rectum lying below The right valve and the

peritoneal reflection has a wide lumen than has
the inbtraperitonaal part; this dilated lower portion
is known &s the. ampulla of the rectum.

( Goligher et al ] 1984)0
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