 PHOENIX BAPTIST HOSPITAL
Operative Report
Date: XXxXXxxXX
Patient Name: JohnOrJaneDoe
Proctologist: Dr. Rick Shacket                    
Anesthesia: Staff 
Preoperative Diagnosis: Anal-rectal Fissure and Tags and Papillae and Spasm or Stenosis and Hemorrhoids and Partial Prolapse and Prolapse and Abscess and Fistula and Condyloma and Rectocele and Pilonidal Cyst. 
History of anal-rectal fistula with prior seton placement. 
Postoperative Diagnosis: Same and Anal-rectal Fissure and Tags and Papillae and Spasm or Stenosis and Hemorrhoids and Partial Prolapse and Prolapse and Abscess and Fistula and Condyloma and Rectocele and Pilonidal Cyst
Specimen: None or Warts or Anorectal Wall Biopsy or Hemorrhoids
Procedure: Repair of the Abovementioned Condition

Fistulotomy, Seton Placement, and Repair of hemorrhoids

Seton removal and Biodesign Fistula Plug placement to treat anal fistula

Description: Greater Than Unusual Service and Extended Time: 200% the normal period of time was spent on this surgery to remove an extensive number of lesions, and to control extensive bleeding throughout the operative area.
(Anal Under General Anesthesia)
The patient was placed in the lithotomy position, then prepped and draped in a sterile manner. Under monitored anesthesia care, the anus was infiltrated with a mixture of 1% lidocaine hydrochloride and 0.25% bupivacaine hydrochloride with epinephrine. A rectal operating speculum was inserted into the rectum through the anal canal. Unusual anal pathology, if present, was noted.  
(Anal Biopsy) 

A single raised lesion about 2mm was identified at the inferior anal margin. The lesion was biopsied and the laser was used to completely vaporize the base and flatten it to the level of the surrounding tissue.
(Rectal Mucosal Lesion or Trans Anal Tumor Excision) 

A chronic 1 to 2 cm mucosal ulcer appeared above an area of anal fissuring. The mucosal lesion was undermined using blunt dissection. This tissue along with margins of the nearby anal skin was sent to pathology.
(Stricture or Stenosis) 
Anoscopy with dilation was performed using graduated Chelsea-Eaton Anal Speculums . First a small to medium size speculum was inserted, followed by a slow insertion of the large speculum. 

(Spasm) 

In the right or left lateral quadrant, a small incision was made at the intersphincteric groove. A scalpel was inserted with the blade parallel to the internal sphincter and then advanced along the intersphincteric groove. The scalpel was then rotated towards the internal sphincter, dividing only the lower one third of it. The anus was gently dilated.

(Fissure) 

A fissure was evident in the posterior midline and anterior midline and left and right and lateral quadrants. (With Fistula) The fissure edges were probed with a straight-probe and then a hooked -probe. A fistula tract extending superiorly under the mucosa was incised a distance of about 1-cm along the surface of the probe. A fistula tract extending inferiorly under the skin was incised a distance of about 1-cm along the surface of the probe. The fissure edges were edematous and sharply defined. With a palmar surface against the gluteal wall, the fissure was pulled outward. The entire pathologic tissue was vaporized and excised and the fissure base was cauterized.

(Hemorrhoid around a fissure) 

Small hemorrhoids were identified as irregular ovoid sac like protrusions, bluish-pink in color at the lateral and deep borders of the anal fissure. The internal hemorrhoids in these areas were banded, and the external hemorrhoids were vaporized and cauterized below the dentate line to decrease venous reflux and promote fissurectomy healing.
(Hemorrhoid around a fistula) 
· A hemorrhoid protruding around the fistula internal opening was laser vaporized and cauterized.
(Hemorrhoids) 

· Hemorrhoids were identified as irregular ovoid sac like protrusions, bluish-pink in color; circumferentially surrounding the anorectal areas; or in the right anterior and right posterior and left lateral and left posterior and left anterior and right lateral and anterior midline and posterior midline anorectal areas. 

· An electrosurgical-atomizer was used to treat the affected areas. 
· An electrosurgical atomizer and a CO2 laser were used to treat the affected areas. 

· A CO2 laser was used to treat the affected areas. 

· The internal and external hemorrhoids in the affected area(s) were vaporized and cauterized above and below the dentate line.
· The external hemorrhoidal mass in the affected area(s) were clamped and excised. Band ligation was performed on the internal hemorrhoid(s) above, and the resulting pedicle(s) vaporized 2-3 mm in depth. Absorbable suture was then tied between the pedicle and the dentate to reinforce the ligation(s) and to prevent bleeding.

· The dermal edges were approximated with Adson skin forceps and sealed together with derma-bond adhesive glue.
(Partial prolapse) 

Prolapsing and redundant mucosal tissue was observed immediately distal to and beside the hemorrhoidal venous plexus in the left posterior-lateral quadrant. An Allis forceps was used to grasp the redundant mucosa and a curved tissue clamp was placed beneath it. Tissue was vaporized or dissected along the top of the clamp. Loose absorbable suture was placed around the clamp and then pulled and tied tight after the clamp was removed. 

(Mucosal Prolapse CPT 45541 (2886.)
A recto-anal proctopexy/mucopexy repair procedure was performed through the pullout window of the Muir proctoscope. Using 2.0 Vicryl suture on a UR-6 needle an anchor figure-of-eight stitch was placed approximately 4 cm proximal to the Dentate line deep into the prolapsing submucosa, including a few fibers of the internal sphincter muscle. Then a running stitch was made from the top to the bottom, while elongating the proctoscope window caudally a bit at a time for each successive stitch. Only the prolapsing mucosa was caught by the needle in each stitch. The stitches were placed not in the anus but in the lower rectum, where there are almost no pain nerves. This procedure was performed twice in the right lateral area where the prolapse was greatest // This procedure was performed in X-multiple distinct areas, and repeated once or twice in the area | those areas where the prolapse was greatest. The ends of the thread were pulled together and knotted at the top after each run. This had the effect of lifting up the hemorrhoids and prolapsing mucosa that were hanging down, with the intention that the suture line would soon scar over and integrate “seamlessly” back into the surrounding anal-rectal mucosa. 

(Deep Prolapse) 

A protrusion of the deep rectal mucous membrane and submucosal tissues were also noted. A perineal transrectal approach was used to correct and repair the prolapse. Excess mucous membrane in the deep rectal area was grasped with a Baby Allis forceps.  The deep rectal mucosa and submucosa were then transfixed by suture to the puborectalis and pubococcygeous of the levator ani musculature. Absorbable suture was used to approximate the rectal mucosa to the underlying musculature.  The suture was approximated at the apical hemorrhoidal margin, and securely tied.  

(Doppler Guided Hemorrhoidal Artery Ligation Procedure, CPT 46946 (967.) 
A Doppler Guided Hemorrhoidal Artery Ligation procedure was performed to locate and ligate the hemorrhoidal arteries. Ultrasound gel was put on the A.M.I. (Agency for Medical Innovations) HAL-Doppler Proctoscope before it was fully trans-anally inserted. The proctoscope was inserted slowly and gently turned until a typical Doppler sound of arterial blood flow was heard, in X distinct locations. The identified arteries were ligated one at a time using 2.0 Vicryl suture on a UR-6 needle, at a distance 3 to 4 cm proximal to the Dentate line through the ligation window of the A.M.I. proctoscope, thus reducing the blood inflow to the inner hemorrhoidal plexus.

(Doppler Guided Recto Anal Repair Proctopexy ‘Mucopexy] Procedure’ 
CPT 45541 (2886.) and CPT 76872 (284.)
To perform the Doppler guided recto-anal proctopexy (mucopexy) repair procedure, an anchor figure-of-eight stitch was placed deep into the prolapsing submucosa, including a few fibers of the internal sphincter, through the ligation window of the A.M.I. proctoscope at approximately 4 cm proximal to the Dentate line. Then a running stitch was made from the top to the bottom, while rotating the inner proctoscope to elongate the ligation window caudally, a bit at a time for each successive stitch. The device being designed so that only the prolapsing tissue is caught by the needle in each stitch. The stitches were placed not in the anus but in the lower rectum, where there are almost no pain nerves. This procedure was performed in X distinct areas, and repeated once or twice in the area | those areas where the prolapse was greatest. The ends of the thread were pulled together and knotted at the top after each run. This had the effect of lifting up the hemorrhoids and prolapsing mucosa that were hanging down, with the intention that the suture line would soon scar over and integrate “seamlessly” back into the surrounding anal-rectal mucosa. 
(Tags & Papillae) 

· A Few enlarged anal papillae and tags were identified above and below the dentate line. The enlarged hypertrophied areas were completely vaporized and flattened to the level of the surrounding tissue.
· A Few enlarged anal tags were identified at the inferior anal margin. The enlarged hypertrophied tags were completely vaporized and flattened to the level of the surrounding tissue. 

· A single enlarged anal tag was identified at the inferior anal margin. The enlarged hypertrophied tag was completely vaporized and flattened to the level of the surrounding tissue. 
· A Few enlarged anal papillae were identified at the dentate line. The enlarged hypertrophied papillae were completely vaporized and flattened to the level of the surrounding tissue. 
· A single enlarged anal papilla was identified at the dentate line. The enlarged hypertrophied papilla was completely vaporized and flattened to the level of the surrounding tissue. 

(Fistula) with (seton placement 46020 (846/720)
· A mixture of H2O2 and methylene blue dye was injected into the external opening through a plastic catheter. The internal opening was identified at the dentate line just above the external fistula opening. A slightly curved probe was inserted externally into the fistula channel, exiting through the corresponding crypt above. The internal and external openings were desiccated and back-cut back cut at both ends up to and including a couple of muscle fibers, to a point where the external sphincter muscle could be identified and the thickness of that muscle ascertained. 
· A rubber band was tied to the probe and then pulled through the wound by withdrawing it. The rubber band was then tied at both ends and used as a seton. 
· A 5.0 metric Ethibond Excel green braided thread was tied to the probe and then pulled through the wound by withdrawing it. The thread was then tied at both ends and used as a seton. 
(Fistula) 

There was an external fistula opening anterior or posterior to Goodsall’s line in the posterior midline or anterior midline left anterior and left lateral and left posterior and right anterior and right posterior and right lateral area of the perianal skin. 

· A mixture of H2O2 and methylene blue dye was injected into the external opening through a plastic catheter. 
· The internal opening was identified at the dentate line just above the external fistula opening
· A crypt hook was gently inserted into a crypt above the external opening, where it could be palpated through the skin and or muscle inferior to the dentate line. The fistula tract was incised along the surface of the crypt hook. No further extension of the opening could be found.

· A slightly curved probe was inserted externally into the fistula channel, exiting through the corresponding crypt above. The fistula was back cut at both ends up to and including a couple of muscle fibers. The fistula tract was incised along the surface of the probe. The wound was left open to heal by second intention
· A CO2 laser at 15 watts was used at close range to drill a hole into the abscess cavity to a point where clear fluid (probably mostly an accumulation of lidocaine anesthetic) was expressed. A mixture of H2O2 and methylene blue dye was injected into the external opening through a plastic catheter. The internal opening was identified at the dentate line in left anterior quadrant where it could be seen that the bubbling methylene blue dye mixture was extruding. A slightly curved probe was inserted externally into the fistula channel, exiting through that corresponding crypt above. 
· Seton Placement (46020 (846/720)
· A rubber drain was tied around the probe in the internal opening, and then was pulled back through the external opening, where the drain was then tied at both ends around the sphincter muscle and used as a seton. Care was taken not to damage the anal sphincters and to leave adequate skin and muscle tissue.
· Patient follow-up: See paragraph at the end of this report.
(Fistula Plug Placement, CPT 46707 (1454.); and Debridement, CPT 11043 (693/477) 
Biodesign Fistula Plug Placement. There was an external fistula opening with a seton in place anterior | posterior to Goodsall’s line in the posterior midline area of the perianal skin. First, the seton was cut and removed. Then, the tract surrounded by dermis, subcutaneous tissue and muscle fascia, was flushed with H2O2. Then, gently debrided with a cylindrical brush, and flushed again with H2O2. The fistula plug with button was positioned from the inside of the anorectal line with suture on the buttoned end and through the plug itself. A submucosal indentation was made to fit around the external portion of the superior buttoned end of the fistula plug. The inferior portion of the plug was trimmed below the skin line and the external opening was slightly widened. Care was taken not to damage the anal sphincters. Meticulous homeostasis was achieved via pressure and electrocautery. The operating speculum was removed. The wound was dressed with 2.5% hydrocortisone cream. The area was then covered with a thick gauze pad and hypoallergenic tape was applied. The patient was sent to recovery in satisfactory condition. Typewritten aftercare instructions and prescriptions were given to the patient previously or while in recovery. The patient was discharged in a stable and alert condition.

· 46030 (427/278) = seton removal - 10 day global period.

· 46020 (846/720) = seton placement - 10 day global period.

(Abscess - apocrine) 

There were multiple apocrine abscesses numbering approximately 15-20 pustules, containing caseous exudative material. The lesions were incised superficially with a CO2 laser or a number-11 blade scalpel. Using wood stick cotton tip swabs and a curved Baby Pean surgical forceps, pustular material was bluntly expressed until the abscess cavities were emptied. 
(Abscess - perirectal) 

There was a perirectal abscess bulging anterior or posterior to Goodsall’s line in the posterior midline or anterior midline left anterior and left lateral and left posterior and right anterior and right posterior and right lateral area of the perianal skin. The abscess cavity was incised at its outermost apex by rotary cutting with a large bore needle or with a number-11 blade scalpel, and approximately 10 cc of Pustular material was expressed. The wound was left open to heal by secondary intension. A latex or nitrile rubber drain was sutured in place.
(Condyloma) 

· First a lesion on the dorsum of the penis was biopsied. Then extensive penile lesions were destroyed by laser vaporization. Next, greater than 2cm of combined lesions were shaved from the trunk just above the penis, and greater than 2cm of combined lesions were shaved from the scrotum using a CO2 laser.
· A rectal operating speculum was inserted into the rectum through the anal canal. Extensive and multiple condylomas of various shapes and sizes (0.1 cm. to 1.5 cm.) were observed perianally from the peripheral anal margin below to the dentate line above including out about 3 inches over the buttocks on both sides. The larger condylomas were grasped with an Allis forceps and excised by electrosurgery; the base then desiccated and vaporized. Smaller condyloma was vaporized with a CO2 laser without excision. Bleeding was extensive, but was eventually controlled by electrocoagulation. Multiple lesions >10, were sent to pathology. Hemorrhoids were laser vaporized and electro-cauterized where condyloma lesions once attached had been removed.
· Extensive and multiple condylomas of various shapes and sizes (0.1 cm. to 1.5 cm.) were observed perianally from the peripheral anal margin below to the dentate line above. The larger condylomas were grasped with an Allis forceps and excised by electrosurgery; the base then desiccated and vaporized. Smaller condyloma were desiccated and vaporized without excision. 

· Next, greater than 2cm of combined lesions were shaved from the gluteal area just lateral/posterior to the perianal area

· Description: Greater Than Unusual Service and Extended Time: 400% the normal period of time, 1.5 hours was spent on this surgery to remove an extensive number of lesions, and to control extensive bleeding throughout the operative area.
· Note: Unusual Service and Extended Time. 1.35 hours was spent on this Surgery to remove an extensive number of lesions, including biopsies, and for the additional time it took to control extensive bleeding in the operative field.
(Rectocele) 

On digital palpation, with pressure on the anterior wall of the rectum; there was a weakness of the recto-vaginal septum with bulging of the vulva externally. The weakness was oval shaped, its long axis extending from just above the anorectal muscle ring cephalad to approximately 4 cm. The rectocele was repaired with an obliterative suture technique. A running Vicryl 3.0 suture caudalward draws together the submucosa and muscularis layers of the anterior wall of the rectum, preserving the blood supply at the base of the suture. Then returned cephalad as a reinforcing locked-stitch; the obliterative suture, essentially a strangulating suture, will remove redundant tissue by cutting off it's blood supply, causing it to slough.

(Pilonidal Cyst) 

The patient was prepped and draped in a sterile manner. Between the muscles of the buttocks, a sinus opening directly over the coccyx and lower sacrum was observed. Approximately 0.5cc of a 25% methylene blue dye solution; a mixture of H2O2 and methylene blue, was injected through a plastic catheter into the superficial sinus opening into the cystic space beneath. A probe was inserted deep under the skin of the gluteal furrow, into an abscessed cavity. Using electrocautery, a superficial skin incision was made, and deepened to extend along the length of the probe. The probe was removed. The pilonidal sinus cavity was irrigated with saline, and the walls were debrided with a gauze sponge. The midline incision was extended slightly both dorsally and ventrally beyond the fibrous casing. The pathologic tissues on the right and left sides of the sinus cavity were vaporized. The skin edges were beveled. Care was taken to work within the outer layers of the fibrous wall, and to preserve as much healthy skin as possible. Parallel incisions to relieve lateral tension and promote approximation of the sides of the midline wound were made through the skin. These parallel incisions were made, one on each buttock, approximately 2.7 cm. lateral to the edges of the midline wound. The cavity and parallel incisions were | was dressed with antibiotic ointment, and filled lightly with petroleum jelly impregnated gauze. The area was then covered with a thick gauze pad and hypoallergenic tape was applied. The patient was sent to recovery in satisfactory condition. Typewritten aftercare instructions and prescriptions were given to the patient previously or while in recovery. The patient was discharged in a stable and alert condition.

Note: Due to the circumferential nature of this patient’s prolapse and some skin bridges that were left over to affect healing, it may be reasonable to expect some postoperative external hemorrhoidal tag formations. If these tags become symptomatic, they can and should be removed.
(AmnioMatrix®) 

Amniogenic tissue therapy implant: Through a syringe with a 25 gage needle, I implanted Amniomatrix, a biologic amniotic tissue allograft for soft tissue reinforcement of wound healing, through antimicrobial and anti-inflammatory processes. It was implanted in multiple areas circumferentially, 0.25cc in each area around the wound(s), to positively effect late and complex secondary closure of the wound due to fecal contamination of the anorectal area during the regenerative phase of wound healing.
· CPT 13160: Secondary closure of complicated surgical wound (2433).

· CPT 15777:  Implantation of Biologic Implant for soft tissue reinforcement (642).
(End) 

Care was taken not to damage the anal sphincters and to leave adequate skin and or mucosal bridges where necessary. Meticulous homeostasis was achieved via pressure and electrocautery. The operating speculum was removed. The wound was dressed with 2.5% hydrocortisone cream. The area was then covered with a thick gauze pad and hypoallergenic tape was applied. The patient was sent to recovery in satisfactory condition. Typewritten aftercare instructions and prescriptions were given to the patient previously or while in recovery. The patient was discharged in a stable and alert condition.

(Skin Bridges) 

Note: Due to the circumferential nature of this patient’s prolapse and some skin bridges that were left over to affect healing, it may be reasonable to expect some postoperative external hemorrhoidal tag formations. If these tags become symptomatic, they can and should be removed.
__________________________

Rick A. Shacket, DO, MD (H)
Diplomate American Osteopathic Board Of Proctology

3543 N. 7th Street, Phoenix Arizona 85014, (602) 492-9919
Note: Greater Than Unusual Service and Extended Time: 200% the normal period of time was spent on this surgery to remove an extensive number of lesions, and to control extensive bleeding throughout the operative area.
Note: Unusual Service and Extended Time. 1.5 hours was spent on this Surgery to remove an extensive number of lesions, including biopsies the time it took to control extensive bleeding in the operative field.
Note: Greater Than Unusual Service: The fistula was separate from the fissure and fistula combination. The fistulotomy was not a bundled procedure with the hemorrhoidectomy and necessitated 200% of the normal time for this procedure.
Postoperative instructions after placement of a seton:
The patient is asked to call my office ASAP to schedule a fistula plug surgery and removal of the seton in 30 to 60 days from today. Please inquire with my surgery scheduler: 
1) A prescription of postoperative antibiotics after your fistula plug surgery is necessary. If you don’t have this medication, please ASK FOR A NEW PRESCRIPTION. 
2) A prescription of postoperative pain medication after your fistula plug surgery is necessary. If you don’t have this medication, please ASK FOR A NEW PRESCRIPTION.
Postoperative instructions for the Biodesign® Fistula Plug

· Liquid diet for 48 hours (i.e., soup, ice cream)

· Begin high fiber diet after 48 hours

· Use docusate stool softeners

· Use Bathroom once a day.

· Do not get constipated, if you do use single, double or triple dose Miralax®
· Do not use topical steroids. Use Calmoseptine® or A&D Ointment.
· No strenuous activity for two weeks.
· Lift nothing over 10 lbs for two weeks.

· No exercise beyond a gentle walk for two weeks.

· Shower standing up and bathe the area with water to sooth and keep it clean.

· Expect some drainage for 2-4 weeks. Drainage can continue for up to 12 weeks after the procedure as the fistula plug is incorporated into the tract as it closes.
· Make a follow-up appointment with your surgeon in 100 days, or sooner if symptoms worsens.
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