
Correspondence 

Ectopic anus in the adult 

Sir 
Professor Keighley in his article about ectopic anus in the adult (Br J 
Surg 1986; 73: 974-7) states that patients with high anorectal agenesis 
are commonly advised to have a permanent stoma. This is certainly not 
our experience, or that of other paediatric surgical units with which we 
are familiar. Standard textbooks of paediatric surgery’ do not support 
this statement either. 

Although the results obtained following pull-through operations for 
high lesions are not as satisfactory as those following procedures for low 
lesions it is standard practice to offer a pull-through to almost all babies 
with rectal agenesis. The only babies in whom a permanent colostomy is 
usually considered as a first procedure are those with other severe 
congenital defects (usually cardiac) who have a very limited life 
expectancy. 

Kieswetter and Chang’ in their analysis of a series of 284 patients 
with anorectal malformations identified 127 patients with high rectal 
agenesis. Of these 36 died early in life. At follow-up, continence of the 78 
surviving children who could be traced was assessed at between 5 and 30 
years. Forty children were found to have a ‘good’ result (occasional 
soiling with diarrhoea or unusual physical stress). Twenty had a ‘fair’ 
result (occasional soiling or staining with a normal consistency stool 
with a socially acceptable degree of continence). Only 18 had a ‘poor’ 
result (frank incontinence with only occasional control, or a permanent 
colostomy established after failure of definitive therapy). 

This suggests that although a significant number of children have a 
disappointing result, the outlook is not as gloomy as it may at first seem. 
Indeed many children gain continence over the years, especially when 
passing through puberty3. 

It is also reasonable to assume that with recent refinements in 
operative technique the proportion of poor results should be even lower 
than quoted above. 
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Author’s reply 

Sir 
I accept the optimistic remarks from Mews Gordon and Spicer, 
concerning the outcome of patients with high rectal agenesis. It is, of 
course, possible that my own experience is coloured by patients seen in 
adult life who have had operations 20 to 30 years ago for high 
defects. In this age group I have now seen ten patients with severe faecal 
incontinence despite previous reconstructive surgery all of whom have 
eventually required an end stoma. Many of these patients have struggled 
for years attempting to achieve some semblance of continence and the 
relief achieved by simple stoma construction has been uniformly 
welcomed. My views of this subject are undoubtedly biased by the 
referral of patients with impaired incontinence in adult life. Nevertheless 
many would agree that the functional results of reconstruction for high 
rectal agenesis is often disappointing. 
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Recurrent small bowel obstruction 
associated with piroxicam 

He had been taking Rheumox” (azapropazone) for 3 years, and also 
nifedipine. The obstruction was clearly food induced, clear fluids 
relieving it. Subsequent laparotomy revealed small bowel dilated to 
within 30 cm of the ileocaecal valve and a congenital adhesion in the 
pouch of Douglas which was divided. He appeared better 
postoperatively and was discharged, but returned 4 weeks later with 
a recrudescence of symptoms, at which time a small bowel enema was 
performed. It was entirely normal with no point of obstruction or 
dilatation. 

Further laparotomy revealed dilated small bowel from the mid- 
jejunum to 30cm from the ileocaecal valve with a visibly sharp 
transition to intestine of normal diameter distally. On holding up a loop 
of dilated bowel we noted the contained fluid did not flow distally with 
gravity, but appeared to be held up by an intraluminal ‘valve’. Firm 
pressure on the loop ejected fluid beyond the obstruction, audibly and 
visibly as a finejet. An enterotomy was performed at this site and a short 
mucosal ‘diaphragm’, admitting only a 2 mm probe, was found and 
excised. 

Exploring the rest ofthe small bowel with a Foley balloon catheter in 
the lumen revealed a further ten such ‘diaphragms’. Resection of most of 
the small bowel was obviously not advisable over such a length, so we 
treated these diaphragms by multiple stricuroplasties, in which a 
longitudinal enterotomy is sewn up transversely. 

The patient is well 9 months later, histology showing only 
mucosal oedema. 

I wish to point out the unhelpfulness of the small bowel enema, the 
difficulty in identifying these diaphragms by inspection of the bowel at 
operation, and suggest stricturoplasty with balloon location as the 
treatment of choice, especially when a significant length of bowel is 
involved. 
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Oxygen inhalation induced changes in 
skin 
Sir 
The article by McCollum, Spence and Walker (Br J Surg 1986; 73: 882-5) 
represents the latest step towards a good idea whose time is coming. 
They note that failure of transcutaneous PO, (PtCo,) to respond to 
oxygen breathing correlates with failure of healing. They modestly 
decline to speculate on a mechanism. An explanation is available. In 
short, failure of Ptco, to respond to an elevation of arterial Po,(P,o,) 
says something important about perfusion. 

Tissue oxygenation is one aspect of the Fick equation in which: 

Oxygen consumption 
Arteriovenous oxygen difference 

Flow = 

Of these three variables, consumption (skin) is constant, and 
arteriovenous oxygen difference can be estimated by tissue oximetry. As 
a result, flow can be estimated. 

Transcutaneous oximetry measures mean PO, in the tissue beneath 
the electrode, not arterial PO,. Heating the electrode assures maximum 
blood flow under the electrode; thus mean tissue PO, approaches 
arterial PO,. However, if flow is limited, Ptco2 falls because PO, in local 
veins falls. 

The oxygen extraction ratio of skin in normals is approximately 
0.6 volumes per cent (Evans and Naylor’). Since this is so low, the 
transcutaneous oximeter is able to ‘solve’ the Fick equation for flow. If 
P,o, is 100 (torr), venous oxygen tension ( P V 0 , )  (skin) is about 70, and 
Ptco, is usually about 80. If Pao, rises to 300, Pyol (skin) rises to over 100 
and Ptco, rises to an intermediate figure. Both PlCo, and PVo2 are above 
the steep portion of the haemoglobin-oxygen dissociation curve. In 
poorly perfused feet, Pa0, remains constant, but PVo,  (skin) falls and 
PlCo, falls with it into the range of haemoglobin-oxygen association. 
Responsiveness to elevated Pa0, falls because at those levels added 
oxygen is bound more tightly to haemoglobin. 

Though McCollum et al. don’t specify it, I dare say that in patients 
with low Ptco, in the foot, Pao2 can be estimated as equal to Plco, in the 
thigh or chest. Ptco, in the foot could be substituted for PVo2, The Fick 
equation would become 

Constant 
Sir Flow (foot)= . 
I read with interest the case report by Sukumar on recurrent small bowel thigh (CaO, )-foot (Go2) 
obstruction associated with piroxicam (Br  J Surg 1987; 74:  186). I 
recently experienced a similar case. A 62-year-old man was admitted with 
a three-month history of intermittent symptoms of bowel obstruction. 

Unfortunately, the authors do not give haematocrits. Assuming 
haematocrits were approximately 40 per cent, the oxygen content of 
arterial blood of patients (calculated from Ptc0, measured in the thigh 
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