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History Can Help Identify Cause of Anal Pain 

B Y  S H A R O N  W O R C E S T E R

Tallahassee Bureau

F O R T L A U D E R D A L E ,  F L A .  —  Pa-
tients presenting with anal pain pose a di-
agnostic challenge, but a careful, detailed
history will lead to the correct diagnosis in
90% of cases, Dana R. Sands, M.D., said at
a symposium on pelvic floor disorders
sponsored by the Cleveland Clinic Florida.

Ask patients about the quality of their
pain, as well as the location, the presence
of radiating pain, and the duration of
pain, advised Dr. Sands, associate staff
surgeon at the Cleveland Clinic Florida,
Weston.

Also, associated symptoms—such as
changes in bowel habits and bleeding, a
history of similar pain, medication use,
and information about sexual practices—
can help in nailing down a diagnosis.

Among the differential diagnoses are:
� Hemorrhoids. Most patients presenting
with anal pain have been referred for, or
believe they have, hemorrhoids. In some
cases hemorrhoids are the cause of the
pain, but it is important to keep in mind
that only external thrombosing hemor-
rhoids or prolapsed internal hemorrhoids
will cause pain. The pain may be described
as acute in onset, short-term, and associ-
ated with occasional bright red bleeding

and the sensation of a lump around the
anal canal, Dr. Sands said. 

If the pain is severe, excision can usual-
ly be accomplished in the office setting,
but prolapsed, irreducible internal hem-
orrhoids can become gan-
grenous and pose a surgical
emergency.
� Anal abscesses. Pain as-
sociated with anal abscess-
es is insidious in onset and
is usually associated with
fever, swelling, and
drainage. Patients may have
a history of a previous ab-
scess. Evaluation and treat-
ment is entirely dependent
on the location of the ab-
scess, as various spaces
around the anal canal can
harbor abscesses.

The most common type is a perianal ab-
scess, which can usually be drained easily.
Unexplained anal pain is often attributed
to internal hemorrhoids or fissures, but
may be due to an internal abscess. Such
pain warrants examination of the patient
under anesthesia, Dr. Sands stressed.
� Fissures. Patients with anal fissures de-
scribe severe pain, bright red blood from
the rectum, and pain for 3-4 hours fol-
lowing a bowel movement. There is no as-

sociated fever and usually no drainage. Pa-
tients may describe being afraid to move
their bowels, and the history may include
an episode of diarrhea or constipation.
Many patients have had long-term anal
pain, indicating chronic fissures.

Patients with fissures are in agony—and
are “terribly afraid and extremely anx-
ious” about undergoing an anal examina-

tion, Dr. Sands said.
In most cases, the diagno-

sis can be made by visual in-
spection of the anal verge
with the patient in the prone
jackknife position. The digi-
tal examination usually can-
not be tolerated and can be
reserved for after the patient
has been treated and the
pain is improved or resolved.
� Tumors. Pain associated
with anal cancer is insidious
in onset. Patients do not
complain of fever or pro-

lapse, but may describe a recent change in
bowel habits. A lesion may be noted on the
anal margin, or digital examination may
reveal a palpable mass. 

Low-lying rectal cancers can also cause
anal pain, and may be associated with fe-
cal urgency, bloody stool, swelling,
weight loss, and a change in the caliber of
the stool. The tumor may be palpable on
digital examination; pay careful atten-
tion to the posterior midline, which is the
location where rectal cancer is most often

missed, Dr. Sands noted at the meeting.
Patients with unexplained anal pain and

no obvious benign condition who cannot
tolerate an office examination should be
examined under anesthesia, she said.
� Stenosis. This painful condition has a
slow onset and can result from overly ag-
gressive anal surgery, such as hemor-
rhoidectomy. Radiation injury to the anal
canal and Crohn’s disease also can cause
stenosis. The patient complains of painful
bowel movements and a change in the cal-
iber of the stool, but not of fever or pro-
lapse. 
� Infection. Sexually transmitted diseases
are a common cause of anal pain. Ulcer-
ations around the anal canal may signal an
STD. Ask about potential exposures dur-
ing the history, examine external genitalia
for additional clues to the diagnosis, and
follow up with appropriate cultures and
biopsies, Dr. Sands advised.
� Proctalgia. This is a diagnosis of ex-
clusion in patients presenting with rectal
pain and pressure. They describe increased
pain after bowel movement, but not of
bleeding or fever. They may describe long-
term pain.

“I find this is reproducible on palpation
of the levator muscles,” said Dr. Sands,
noting that patients may also have associ-
ated anal hypertonia.

A good endoscopic evaluation is im-
portant in these patients, and once organ-
ic pathology is ruled out, a diagnosis of
proctalgia is appropriate, she said. ■

Information about medication, bleeding, and even

sexual practices can help nail down a diagnosis.

Rectal Prolapse Requires Individualized Approach to Therapy
B Y  S H A R O N  W O R C E S T E R

Tallahassee Bureau

F O R T L A U D E R D A L E ,  F L A .
—  The key to successful treat-
ment of true rectal prolapse is an
individualized approach, and in
many cases that means a multi-
disciplinary approach, Eric G.
Weiss, M.D., said at a sympo-
sium on pelvic floor disorders
sponsored by the
Cleveland Clinic
Florida.

That’s because the
majority of women
with rectal prolapse
have concomitant
genital prolapse
and/or urinary incontinence. In
addition, expanding knowledge
of pelvic floor function—and the
evolution of the concept of the
pelvic floor as a single functioning
unit with anterior and posterior
components—has led to a greater
effort to treat these conditions si-
multaneously. At the Cleveland
Clinic Florida, about 65% of
women with rectal prolapse also
have urinary incontinence, and
about 34% have genital prolapse,
said Dr. Weiss, a colorectal sur-
geon and director of surgical en-
doscopy at the clinic.

The evaluation of women pre-

senting with rectal prolapse,
then, should include a complete
vaginal pelvic examination by a
urogynecologist, he said. 

The evaluation should also dif-
ferentiate between hemorrhoids
and rectal prolapse, which are
often confused. 

Many women are referred for
hemorrhoids when they actual-
ly have true rectal prolapse—or

full thickness prolapse of the
rectum through the anal sphinc-
ters. The reverse is also true,
with some women with hemor-
rhoids being misdiagnosed with
prolapse.

Rectal prolapse will often have
a target-like appearance with cir-
cular folds of tissue circumferen-
tially protruding from the anus—
often up to 10-15 cm. Hemor-
rhoids, which can include mucos-
al prolapse, have radial folds that
rarely protrude more than 5 cm. 

The anorectal evaluation of pa-
tients with suspected rectal pro-
lapse should be performed in the

prone jack-knife position, in
which the prolapse may be im-
mediately evident. 

But in some patients it may
also be necessary to perform the
examination with the patient in a
squatting position, with the pa-
tient pushing down to demon-
strate the prolapse.

Anal sphincter tone at rest and
squeezing should be evaluated

to assess damage
from chronic pro-
lapse, and a digital ex-
amination is neces-
sary to check for
palpable masses.

Conditions such as
fecal incontinence

and constipation—the presence
of which should be elicited during
a thorough history—are sec-
ondary to the prolapse. These will
resolve following correction of
the prolapse unless they are due to
another condition, such as pu-
dendal neuropathy.

To rule out colonic pathology,
perform a complete endoscopic
evaluation, and colonoscopy
should be considered in older pa-
tients.

When the prolapse is not
demonstrable during the evalua-
tion, defecography is useful for
identifying rectoceles and other

pathology that might be affecting
evacuation.

If surgery is being considered,
a cardiovascular assessment is im-
portant to determine if the pa-
tient is a good candidate.

The type of surgery selected
depends largely on patient age
and health, Dr. Weiss said.

Abdominal approaches typical-
ly are more effective, but are asso-
ciated with greater morbidity.
Therefore, they are typically re-
served for younger patients with a
good surgical risk profile. Perineal
procedures are associated with
more recurrences, but usually are
a safer option for the elderly and
other higher risk patients.

The abdominal approaches use
posterior mobilization of the rec-
tum with fixation to the sacrum.
Rectopexy is most common, and
other approaches include anteri-
or resection, and combined sig-
moid resection and rectopexy.
Complication rates range from
15% to 29%, and mortality ranges
from 0% to 2%. Recurrence rates
are low, ranging from 2% to 12%.

A common complication with
rectopexy is constipation, but
some data suggest this may be
overcome by using the combined
rectopexy/sigmoid resection pro-
cedure, Dr. Weiss noted.

The perineal approach usually
involves rectosigmoidectomy.
Studies suggest that perineal rec-
tosigmoidectomy outcomes are
improved when levatorplasty is
also performed. 

In one Cleveland Clinic Florida
series of 84 patients with severe
fecal incontinence and rectal pro-
lapse treated over a 7-year period,
those who were treated with
both had significantly lower re-
currence rates and decreased in-
continence scores, compared
with those who underwent only
perineal rectosigmoidectomy, Dr.
Weiss noted.

The recurrence rate there for
all perineal procedures is about
13%, compared with 5% for per-
ineal rectosigmoidectomy with
levatorplasty, and the recurrence-
free interval was longer in this
group of patients, he added.

Another perineal option is the
Delorme procedure, which in-
volves circumferential incision of
the mucosa of the prolapsed rec-
tal wall just above the dentate
line, and circumferential dissec-
tion in the submucosal layer of
the prolapsed bowel as far up as
possible. This is followed by pli-
cation of the muscular layer of
the prolapsed muscle and
coloanal anastomosis. ■

At Cleveland Clinic Florida, about 65% of
women with rectal prolapse also have
urinary incontinence, and about 34%
have genital prolapse.

Physicians should
pay careful
attention to the
posterior midline,
which is the
location where
rectal cancer
very often is
missed.
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