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AN OPERATION FOR THE RADICAL CURE
OF FISTULA IN ANO BY AN IMPROVED
METHOD, WHICH SECURES PRIMARY
UNION, AND COMPLETE RETENTIVE
POWER, EVEN WHEN TWO INCISIONS
THROUGH THE SPHINCTERS ARE NEC-
ESSARY.

By AUGUSTIN H. GOELET, M.D.,
Gynecologist to the West Side German Clinic, etc.. New York.

HISTORY : The patient, Mrs. I., aged
33 years, applied to me for the
treatment of uterine disease, having
a retroflexion with chronic granu-

lar endometritis. She had also two anal
fistulae, resulting from abscesses seven or

eight years before, and had declined opera-
tion because complete retentive power could
not be promised her. One fistula opened
externally, posterior to the anal orifice, and
about an inch from it, the internal opening
being between the internal and external
sphincters. The external opening of the
other was on the perineum, anterior to the
anus, and an inch and a half from it, being
almost directly opposite the external open-
ing of the other fistula. This anterior fis-
tula passed up, outside of both sphincters,
and opened into the rectum two inches and
a half from the orifice. It had also a pouch
extending upward for half an inch beyond
along the rectal wall. The extent and re-

lative position of the fistulae are well shown
in Fig. I.

After curing the endometritisand displace-
ment, and building up her general health,
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which had been very much impaired, I
obtained her consent to an operation upon
the promise of a satisfactory result. My
favorable experience with the operation
about to be described, where only one fistula
existed, led me to believe that it could be
done with equal success, even where two
incisions through the muscles were neces-

sary. Two days before the operation, the
bowels were thoroughly evacuated, and she
was placed upon a restricted diet. On the

morning of the operation, the bowels were

again cleared out, and, in addition, the rec-

tum and colon were washed out with
copious enemata of hot water.

Technique of the Operation: After the
patient had been anaesthetized, theanus and
surrounding integument, including the peri-
neum, were scrubbed and shaved, and after-
ward rendered aseptic with a solution of
bichloride. The patient was then placed
upon her side, and the sphincters were di-
vulsed. This was done to paralyze the
muscle temporarily, and thus insure in-
activity for the first few days, while the heal-

Fig. I.
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ing process was going on. The rectum was

again washed out, and a large tampon well
vaselined, was inserted high up into the rec-
tum to protect thefield of operation from the

possible escape of any fluid from the bowel

beyond. The entire operative field, includ-

ing the rectum below the tampon, was

then rendered aseptic by a hot solution of
bichloride.

With one finger in the rectum as a guide,
a grooved director was passed through
the posterior fistula into the rectum, and,
by means of a bistoury, the intervening
structures were divided by an incision pass-
ing toward the anus at right angles to the
fibers of the sphincter muscle, thus opening
the fistula into the rectum. The same pro-
cedure was followed out with the anterior
fistula, the whole intervening structures be-
tween the external and internal openings
including both sphincters being severed.
Then the fistulous tracts were thoroughly
curetted with a sharp curette and made raw

and healthy, care being taken to trim off
with the scissors all unhealthy tissue. The
edges of the rectal opening of each fistula
were carefully trimmed to favor prompt
union.

We come now to the most important step
in the operation, viz: uniting these raw sur-

faces by suture so as to secure perfect pri-
mary union of the divided muscles, as well
as of all of the other structures included in
the incisions. To obtain this, it is necessary
to approximate closely and accurately all

opposing surfaces so that no pockets will be
left, and the sutures introduced upon the
mucous membrane of the rectum shall not
extend into the deeper structures. I am satis-
fied that unless this latter precaution is
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strictly observed in suturing the rectal wall
above the anal orifice, leakage of septic
matter from the bowel will often occur

along the track of the sutures, and failure
will result. For a similar reason cat-gut is
to be preferred to silk for suture material.

At the orifice and on the external sur-

face in general, deep sutures are not objec-
tionable, but in this operation deep su-

tures which include all the structures would
obstruct the circulation, increase the oedema,
and thus interfere with primary union.
Therefore, in this operation. I have em-

ployed a buried suture of fine cat-gut for

uniting the deeper stuctures, and have
united the mucous membraneby interrupted
sutures, which include the rectal wall only.

In the present instance, the more exten-
sive anterior wound was brought together
by three rows of buried sutures of fine cat-

gut, the first row beginning at the upper
angle of the incision beneath the mucous

membrane and running continuously along
its base, terminating just inside of the integ-
ument. The second row commenced also
at rhe upper angle, just below the point
where the first was inserted, and continued
along the base of the wound, as it then
existed, completely burying the first row.

This terminated likewise just inside of the
integument of the perineum. A third row,
also of fine cat-gut, andcontinuous, superfi-
cial to the others, covered up thesecond row,
and united all of the raw surfaces except
the mucous membrane of the rectum and
the integument of the perineum. These

parts were then united by interrupted su-

tures of chromic cat-gut, beginning at the

upper angle of the wound, where formerly
the fistula opened into the rectum. The
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Fig. II.
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ends ot the divided muscle were carefully
united.

The posterior wound was sutured in a

similar manner, but required only one row

of buried sutures, and the superficial inter-

Fig. III.
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rupted sutures of chromic cat-gut. After-
ward the rectum was again irrigated with
hot bichloride solution, and the rectal plug
was removed. A flexible rubber drainage
tube wrapped with iodoform gauze, and
covered with vaselin, was inserted, through
the anus, well up into the rectum to allow
the escape of gas, and to serve as a dress-

ing. Finally, a loose iodoform gauze dressing,
held in place by a napkin, was placed over

this. The patient was confined to bed for
ten days, and was kept on a liquid diet for
the first five days. The external dressing
was renewed every day, and the anal plug
was removed at the end of forty eight
hours. The bowels were emptied by enema

on the fifth day after the operation at which
time the sphincter had completely regained
its power.

Result : Both wounds healedby primary
union, and, although the external sphincter
had been cut in two places at opposite
points, and the internal sphincter at one

point, the patient had full retentive power.
Two weeks after the operation, three quarts
of water were injected into the rectum for
the purpose of evacuating the bowel, and it
was easily retained without the slightest
leakage. Any one who has operated by the
old method of simple incision and packing
of the wound with gauze, to allow it to heal
from the bottom, with all its annoyances to
both patient and operator, will readily ap-
preciate the advantages and the immense
saving of time afforded by tne new method,
to say nothing of the prompt and more

satisfactory result.
In conclusion, I would emphasize partic-

ularly the following essential details, viz :
i) Complete divulsion of the sphincter.



8

2) Perfect asepsis.
3) Incision of the muscles at right angles

to the fibers.
4) Thorough curettage of all fistulous

tracts.

5) The use of buried sutures of fine cat-

gut for the deeper structures, and inter-

rupted chromic cat-gut for the mucous mem-

brane and the integument.
6) The rectal tube and dressing.
7) Absolute inactivity of the bowel and a

liquid diet for five days following the ope-
ration.

New York ; 351 West 57th Street.
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