C 1
Laparoscopic ultralow anterior resection  - sphincter preservation is possible for low rectal cancers. K JANI, Sigma Surgery, Baroda. 

Introduction: Patients with low-rectal cancer (lying with 7 cm of the dentate line) are usually subjected to an abdomino-perineal resection with a permanent colostomy. There is poor acceptance of permanent colostomy in most patients due to cultural and social factors. In certain cases of low rectal cancers, it is possible to perform an ultra-low anterior resection using laparoscopic techniques and re-establishing bowel continuity, thus avoiding a permanent stoma. Methods: Between Oct 2006 and February 2009, we performed a total of 15 laparoscopic anterior resections and 6 laparoscopic abdomino-perineal resections. Of the anterior resection 5 patients had the lower edge of the tumor lying less than 7 cms from the dentate line. Four of these had well-differentiated adenocarcinoma and 1 had moderately differentiated adenocarcinoma on pre-operative biopsy. These were offered an ultra-low anterior resection with colo-anal anastomosis. Video of the procedure is included. Results: The patients included 3 females and 2 males. The average age was 64.2 years. The mean operating time was 222 minutes. The distal resection margin ranged between 2-6 cms. Average number of lymph nodes in the specimen was 12. The tumor and nodal status of the patients on final histopathology was T2N0, T2N0, T3N1, T2N1, T3N1 respectively. The average follow-up has been 20, 17, 15, 11, 8 months. The node-positive patients are on chemotherapy regime. All the patients are recurrence-free. Conclusion: In selected patients, ultra-low anterior resection with colo-anal anastomosis helps in preserving the sphincter and avoiding a permanent stoma.

C 2 
Rectal GIST: rare tumour with atypical presentation. AA Desai, DM Belekar, VV Dewoolkar, KJ Somaiya Medical College, Mumbai.
Gastro-intestinal stromal tumors (GISTs) commonly occur in stomach and duodenum. Only 5% of the GISTs are found in the rectum. Gastrointestinal stromal sarcomas in anus and rectum account for only 0.07% to 0.1% of malignant tumors in this region. These tumors are universally associated with a mutation in the tyrosine kinase c-kit oncogene. Rectal GIST presenting as acute retension of urine is also very rare entity, with very few reports in literature.
We would like to present a case of rectal gastro-intestinal stromal tumor with liver metastases, presenting as case of acute urinary retention.

C 3 
Anorectal anomalies in adults - Laparoscopic management and review of literature. RK Miglani, D Murthy, R Bhat, KV Ashok Kumar, Banglore Medical College and Research Institute, Bangalore.

Introduction: Anorectal malformations(ARMs) are one of the most common congenital anomalies dealt by surgeons. The reported incidence of ARMs range between 1:3300 and 1:5000 live births. These defects are invariably detected and treated in infancy or early childhood. Although there is a group of patients who have fistulous external opening from the rectum may not present in child hood and may continue to live with fecal incontinence till adult hood. One of such anomalies is rectovaginal fistulas which comprises of only 4% of all anomalies.  Delayed management increases surgical and functional complications of the patient. Traditionally high and intermediate anorectal anomalies has been treated by posterior sagittal anorectoplasty (PSARP) which involves cutting of sphincter muscles in the midline and then placement of rectum in the sphincter complex. The continence results of this operation are less than ideal. Laparoscopically assisted anorectal pull-through (LAARP) has potential advantage of precise placement of the rectum inside the sphincter complex without dividing and weakening the muscles, diminished soft tissue scarring around the rectum leading to improved rectal compliance. Methods: 3 adult female patients with ARMs were managed through LAARP. Procedure which involves dissection around rectum, identification and ligation of fistula tract, creation of neoanus and pull through of rectum into neoanus. Results: Continence was good in all our patients, which they regained after 3 to 4 days of surgery.  On follow up which ranges from 6 months to 2 years all our patients are passing formed stools 1-2 times a day and have symmetric anal contraction and strong squeeze on digital rectal examination. Conclusion: LAARP offers an excellent option to the patients of ARM over conventional posterior sagittal anorectal approach because if its theoretical advantages of early recovery and better continence. Long term follow-up is needed to substantiate these results
C 4 
Usefulness of hydrogen peroxide enhanced endoanal sonography in pre operative assessment of fistula in ano. C Nagendranath, V Mathai, Global Hospital, Hyderabad.

Introduction : A knowledge of the anatomic characteristics of complex anal fistulas is necessary in planning successful surgical treatment, with recurrence prevention and preservation of continence. Some fistulas can affect an important part of the sphincters and may have highly curved tracts, chronic fistulous cavities or secondary tracts. Such characteristics are criteria that define complex anal fistulas. This study is designed to evaluate the effectiveness of H2 O2  - enhanced endoanal ultrasound in the assessment of fistula–in– ano and compare ultrasonographic result with the surgical outcome. Aims and Objectives: 

To evaluate the effectiveness of hydrogen peroxide enhanced endoanal ultrasound in the pre – operative assessment of fistula– in–ano. Patients & Methods: A total of 135  patients  presented with fistula – in – ano during the period from February 2008 to May 2009 were studied prospectively and total of  68 patients who satisfied the inclusion criteria for EUS by physical examination were taken up  for H2 O2 enhanced  endoanal ultrasound. The result of these studies are compared with the surgical findings.  All patients included in the study had an external orifice that allowed injection of H2 O2 and complied with at least one the following criteria of complexity: a) Recurrent fistulas, b) Fistula with more than one external opening, c) External opening located > 2cm from the anal margin, d) High internal opening on clinical examination, e) Associated secondary tracts / abscess cavities, f) Fistula tract involving sphincter complex. Results: Clinical examination had accuracy (79.41%) in determining the type of primary fistula and 77.94% accuracy in determining position of secondary tract and 80.88% in detecting associated abscess cavities. Physical examination was 85.29% accurate in locating site of internal opening and 95.59% accurate in determining whether the fistula is high or low. H2O2 EUS was 94.12% sensitive in locating the site of internal opening, superior to clinical examination. In all the 68 patients studied, we could identify accurately whether the tract is radial or curvilinear. Fistula position either high or low was accurately determined in 97.06 percent of patients. H2O2 enhanced endoanal ultrasound was 88.24% accurate in identifying primary fistula type. The site and position of secondary tract were identified in more than 90% patients far superior to clinical examination. Conclusion: EUS, especially when applied with H2O2, increases accuracy of preoperative evaluation including identification of secondary tracts, abscess cavities and thus helping in planning the surgical strategy. 

C 5 
The effect of preoperative carbohydrate loading in major colorectal resections: a randomized controlled trial. S Bandyopadhyay, MR Jesudason, S Nayak, M Ponniah, P Sanjeev, J Ramya, B Peraketh, CMC, Vellore.

Objectives: Surgery induces a catabolic response with stress and insulin resistance leading to protein loss and delayed recovery. Our aim was to access the effects of preoperative oral carbohydrate supplement on outcome following elective major colorectal resections. The primary outcome measurement was the length of postoperative hospital stay with secondary outcome being return of gastrointestinal function and grip strength. Methods: Forty-two patients undergoing elective major colorectal resections were randomized into two groups. Group A received preoperative oral carbohydrate supplementation (560 Cal, 1200 ml). Group B received equivalent volume of preoperative oral water. All other aspects of the patient care were standardized. Time to first flatus, first bowel movement and hospital stay were recorded. Muscle strength was measured preoperatively and on alternate days thereafter in the postoperative period for four readings, using a hand grip strength dynamometer. Results: The median time to fitness for surgical discharge for patients in the carbohydrate group was 6 days and the water group 8.5 days, with a trend towards early discharge was seen in the carbohydrate group (p = 0.2). The median time to passage of first flatus was 3 days in those patients who received carbohydrate and 3 days in those who received water (p = 0.08). The median time to first bowel movement was 3.5 days in those patients who received carbohydrate and 5 days in those who received water (p = 0.11). There was a significant reduction in grip strength on day 6 in the water group when compared with their preoperative values, with a mean drop of 9.5% (p = 0.04) for the right hand and 17.3% (p = 0.04) for the left hand. In an exploratory adjusted cohort analysis, when compared with a retrospective cohort of similar patients, the postoperative hospital stay was significantly shorter (p = 0.02) in the carbohydrate group. Conclusion: Preoperative oral carbohydrate supplementation leads to significantly improved muscle strength recovery in the postoperative period in comparison to preoperative water supplementation. There is a trend towards earlier return of gut function and shortened hospital stay with preoperative carbohydrate supplementation.  

C 6 
Effect of colostomy on the dietary intake and nutritional status in patients operated for colorectal cancer. N Singh, B Pottakkat, A Kumar, VK Kapoor, R Saxena, SGPGI, Lucknow.

Background and aim: Various factors may affect the dietary intake in patients with colostomy. This study analyzes the effect of colostomy on the dietary intake and nutritional status in patients operated for colorectal cancer. Methods: Patients operated for colorectal cancer who have colostomy reported for follow up visits to the out patient clinic between January 2006 and October 2006 were recruited for this prospective study. A 24 hour dietary recall before the operation and at the time of follow up visit was done. Results: 30 patients were recruited for the study. There were 21 (70%) males and 9 (30%) females. The median age was 40 (17- 74) years. 22 (73%) were vegetarians and 8 (27%) were non-vegetarians. 25 (83%) were taking a normal diet at the time of assessment. The mean weight before the operation was 60.27 kg where as it was 52.63 kg at the time of assessment (p=0.001). Mean Body mass index (BMI) before the operation was 22.95 compared to 20.23 at the time of assessment (p=0.000). The mean pre-operative and post-operative calorie intakes were 1788 KCal/day and 1463 KCal/day respectively (p=0.005). The mean pre-operative protein intake was 48.7 g/day compared to 41.2 g/day (0.035) at the time of interview. 11 (37%) patients complained of anorexia, 9 (30%) had occasional vomiting, 15 (50%) had nausea and 13 (43%) had various abdominal symptoms. 9 (30%) patients complained of disturbances from faecal smell. 26 (87%) had psychological depression. Nausea was found to be a factor associated with low body weight (p= 0.054), low BMI (p= 0.036), low protein intake (p=0.053) and smell of the stool (0.054). Conclusions: Presence of colostomy negatively affects the nutritional intake in patients operated for colorectal cancer. Nausea because of the smell of the stool is the most important factor associated with the low nutritional intake.

C 7 
Anal manometery in surgery for fistula in ano. S Garg, M Andley, A Kumar, G Saurabh, V Gautam, Lady Hardinge Medical College, New Delhi.

Introduction: The classical treatment of fistula in ano is to lay it open or excise it.  One of the most dreaded complication of this surgery is fecal incontinence with its incidence ranging from 8 to 50%. This wide variation is due to the inability to accurately characterize and assess fecal incontinence. Anal manometry is an objective method that can be used to assess outcome of these surgeries. Method:  Total of 30 patients with intersphincteric low type fistula in ano were evaluated. Resting anal pressure (RAP) was assesed using a 16 channel water perfusion type anal manometer preoperatively, followed by fistulectomy and postoperative (6 weeks) anal manometry. All patients were asked to fill up a questionnaire to assess their level of continence and clinical scoring (0 – 20) was done. The changes in RAP were compared with clinical incontinence scores. Results: A statistically significant fall in RAP (9.28%) was noted. 13 patients (43.3%) had no change in the clinical score while 17 (56.7%) had some change. However the change in clinical scoring was not found to be statistically significant. On comparing the change in RAP with the change in  clinical score, there was a linear increase in fall of RAP with increase in clinical score but statistically, two were not corelating. Conclusion: There is a definite fall in RAP following surgery for fistula in ano. However on comparing the clinical incontinence score with RAP, we conclude that anal manometry is a very sensitive investigation and it can document even small fall in RAP which may not clinically manifest. Preoperative anal manometry can identify patients with low RAP and guide the surgeon to decide the extent of excision and thereby making anal manometry essential before planning surgery for fistula in ano.    

C 8 
Sigmoidoscopy for Haemorrhoids:  A prospective Study. RS Bhandari, PJ Lakhey, Tribhuvan University Teaching Hospital, Kathmandu, Nepal. 
Background:  Many patients with haemorrhoids are investigated because of fear of missing colorectal cancers. Previous studies have advocated routine flexible sigmoidoscopy to properly investigate patients presenting with primary symptoms of rectal bleeding, citing significant coincidence of haemorrhoids and colorectal carcinoma. So this study was carried out with the aim to find out whether the routine nonselective use of flexible sigmoidoscopy on every patients with haemorrhoids is really necessary or not. Patients and method: This was a prospective observational study carried out between 2005Sept- 2008Oct, over three years duration. All patients with primary diagnosis of haemorrhoids referred to GI endoscopy room were selected for study. Any patients who had high index of suspicion of other colorectal diseases clinically were excluded from the study. Important parameters like age, duration, associated symptoms, investigation finding were studied. Results: Total 352 case were eligible for analysis. Majority of patients (43.6%) were between 40- 60yrs. M: F ratio was 2.2: 1.Average duration of symptoms was between 3-6months.There were total of 12 cases (3.4%) of colorectal malignancy detected by sigmoidoscopy. Commonest tumor site were upper rectum and sigmoid colon. While analyzing the symptomatology of patients found to have malignancy, it was found that almost all case of malignancy had some form of combination of symptoms like altered bowel habits, altered blood mixed stool, discomfort. Majority of patients with colorectal cancer (75%) were above 40yrs of age and had a shorter duration of bleeding per rectum. In 270 cases that had only complained of fresh bright red bleeding PR without other associated symptoms, none of them had malignancy except few cases had colonic polyps. Conclusion: Although from this small study strict recommendation cannot be made; it can be concluded that nonselective use of sigmoidoscopy for all haemorrhoids is not necessary. Combinations of factors like older age, shorter duration of symptoms and combination of different symptoms along with bleeding per rectum may guide in selecting patients for sigmoidoscopy and thus reducing unnecessary morbidity, cost and shortening long waiting list and providing care to those who really need it. 

C 9 Laparoscopic Hartman’s Colostomy Reversal. P Kumar, N Mohan, R Ardhanari, Meenakshi Mission Hospital, Madurai.

Background: Colostomy closure after a Hartmann’s procedure typically requires a laparotomy. It also carries the risk of significant morbidity including anastomotic leak, wound infection, and incisional hernia. The aim of this study was to review our experience with laparoscopic restoration of intestinal continuity after Hartmann’s procedure. Methods: we retrospectively reviewed the medical records of all patients who underwent laparoscopic colostomy reversal between Jun 2001 – Jan 2009. Results: Twenty nine patients underwent laparoscopic colostomy closure, all were left sided procedures. The laparoscopic approach was successful in 24cases (82.75%). There were four conversions, due to dense adhesions to rectal stump. The mean time for colostomy closure was about 144 days (100 -193 days). The mean operating time was about 140 min (110-190min). All patients underwent single layer hand sewn anastomosis. The estimated blood loss was about 150ml. The average time for bowel function was 4 days. The mean hospital stay was 7 days. There were no anastomotic leaks or mortality. One patient underwent covering loop ileostomy, due to low anastomosis. Three patients (10.3%) developed wound infection. Conclusion: Laparoscopic colostomy reversal after Hartmann’s procedure can be performed with low morbidity and a short hospital stay. The need for conversion to open surgery is uncommon despite patients’ previous surgeries. A laparoscopic approach to colostomy takedown is safe and feasible and may result in a reduction in complications and length of stay as has been seen with other minimally invasive procedures.

C 10 
100 Stapled Ileoanal Pouches for Ulcerative Colitis. S Lalwani, A Singh, A Chaudhary, Sir Ganga Ram Hospital, New Delhi.  
Introduction: Approximately 30–45% of patients with ulcerative colitis will at some point require operative treatment. Ileal pouch anal anastomosis (IPAA) is the gold standard of surgical management for ulcerative colitis (UC). This study shares our experience with this procedure. Patients and Methods: Between September 2003 to May 2009, 100 patients underwent IPAA for ulcerative colitis. Operative procedure included Total proctocolectomy (TPC) and J pouch ileoanal anastomosis and ileostomy. No mucosectomy was performed. All pouches were constructed using staplers. Data of all patients were collected and analysed to determine short and long-term outcome. Cleveland Clinic Global QOL score was used to determine quality of life. Results: Indications for IPAA were intractability, side effect of steroids and cancer.With age ranging from 11 to 74 years, 69% patient underwent 2 stage (TPC with IPAA and loop ileostomy, ileostomy closure) and 31% undergone 3 stage (subtotal colectomy with end ileostomy, IPAA with loop ileostomy, ileostomy closure ) procedure. Thirty-one patients developed complications. Follow up was available for 88 patients. There were 4 deaths (3 perioperative and 1 in follow up). On a follow up of 3 months to 5 years, 14 patients developed pouchitis, 7 patients had pouch dysfunction necessitating reileostomy and 3 patients needed pouch excision. Average length of hospital stay was 5 days. Using Cleveland Clinic Global QOL score 85% patients reported excellent quality of life and 15% adjusted with minor modification of life style. Conclusion: Total proctocolectomy and ileal pouch anal anastomosis has good functional results and quality of life but has potential for complications.

C 11 
ODS  (Obstructive defecation Syndrome) A predictor of poor results after anorectal surgery. A Upasani, S Prabhudessai, VV Shetty, R Patankar, Joy Hospital, Mumbai.

ODS is defined multifactorial syndrome characterized by excessive straining for passing stools but resultant poor evacuation. We have evaluated 17 patients with ODS. The symptoms are characterized by blockade of stools, excessive straining, rectal digitations, associated fissures and piles, SRUS (solitary rectal ulcer syndrome).These patients were evaluated with flexible sigmoidoscopy and anorectal Manometry. In these patients rectal pressure, rectal sensation, squeeze pressure and basal anal pressures were normal. In this patients there increase in basal pressure after straining and hence feeling of obstruction. Three patients tend to behave in poor fashion post surgery with persistence of symptoms. Therefore we conclude that patients with symptoms of ODS should undergo preoperative Manometry because it is predictor of poor results after anorectal surgery.

C 12 
STARR : Stapled Transanal rectal resection for Obstructive defecation.
R Patankar, V Thakre, P Shaikh, Joy Hospital, Mumbai.

ODS remains a challenge with biofeedback and laxatives giving mediocre results. We have performed a STARR procedure in 21 yr male patient with ODS. Preoperative colonoscopy revealed a bleeding SRUS which was treated with Argon plasma coagulation. Patient gave a long history of digital evacuation. A detailed workup with anal Manometry, defecography and EUS was performed and patient was taken up for A STARR operation with good results. Technical details and literature will be discussed.

C 13 
A 12 year experience in managing complicated sigmoid diverticulitis. M Hussain, KP Balsara, C Dubash, CR Shah, Jaslok, Breach Candy and Bhatia Hospitals, Mumbai.
Introduction: Diverticulitis of the sigmoid colon is an uncommon problem in India. Complicated diverticulitis is difficult to manage and is associated with a high morbidity. We retrospectively analyzed our data of complicated sigmoid diverticulitis, managed over a twelve year period.  Methods: From 1997 till date, 56 patients with complicated diverticulitis have been managed in one surgical unit. Methods of presentation included localized pain with a lump, generalized peritonitis, fistulae, progressive constipation and bleeding.  CT scan was the most frequently used imaging modality, followed by ultrasound and barium enema. Colonoscopy was used to identify bleeding and rule out malignancy. Fifty one patients underwent a surgical intervention. Ten had a Hartmann’s resection, 16 a resection anastomosis with a colostomy, 23 had a one stage resection of which 2 were by laparoscopic access, 2 patients had a 3 stage procedure.  Three patients were conserved and 2 refused surgery. Results: Three patients died within 30 days of surgery. Five of 23 with a one stage resection had an anastomotic leak, which needed re-exploration and a colostomy. Wound infection occurred in 15/51 patients. Nine patients developed a hernia from the main wound, 5 from the site of the colostomy. One developed a para colostomy hernia before closure of her Hartmann pouch. Seven of the 10 Hartmann’s procedures had their bowel continuity restored. The mean hospital stay was 45 days with a range from 12 to 90 days. Conclusion: Complicated sigmoid diverticulitis is a difficult problem to treat. It carries a high morbidity and is associated with a prolonged hospital stay. A majority of these patients are old and total rehabilitation is often not possible.

C 14 
Retro rectal tumors - experience from a tertiary care centre.
SV George, B Perakath, S Nayak, MR Jesudasan, Christian Medical College, Vellore.  

Background: Retro rectal tumors are rare. Most are asymptomatic. Retro rectal tumors should be suspected in patients who have had multiple operations for  perianal fistula or pilonidal sinus. Surgery is the treatment of choice. Post operative recurrence is known for these tumors and more often for chordomas. The aim of this study is to study the profile and outcome of patients with retro rectal tumors who presented to a tertiary care centre. Methods: A retrospective review of patients who were diagnosed to have retro rectal tumors between September 2003 and June 2009. Results: Thirteen patient records were available for analysis. The male: female ratio was 5: 8.  The age group of the patients ranged from 19 – 65 years with an average age of 40 years.  The tumors included 6 benign cystic lesions, 3 teratomas, 2 chordomas, 1 yolk sac tumor and a malignant spindle cell tumor.  MRI confirmed the diagnosis and helped in planning of surgery in all patients.  Seventy percent of the patients had an operation, 4 by anterior approach, 3 by posterior approach and 2 by combined approach. Sixty one percent of the patients had had multiple operations for perianal fistula, pilonidal sinuses and retroperitoneal tumors. Follow up was available for 10 patients from 2 weeks to 9 months with an average follow up of 2.8 months. One patient developed a persisting sinus requiring excision via the posterior approach. Nine patients were well on follow up and three were lost to follow up. Conclusion: Surgical treatment with wide local excision or en bloc resection is the treatment of choice. Pre operative imaging (MRI is preferable) is essential for proper planning of surgery. In those who have had repeated operations for perianal fistula or pilonidal sinus a retro rectal tumor should suspected.
C 15 
Chronic constipation - Surgical management.  HM Lokesha, A Kumar, UC Ghoshal, Sanjay Gandhi Post Graduate Institute of Medical Sciences, Lucknow. 
Introduction: Chronic constipation is very difficult to manage medically. Surgical options have been advocated when conservative medical management fails to relieve the symptoms. The aim of the study is to assess the results of surgical procedures in patients with constipation who have been refractory to medical therapy. Methods: Retrospective analysis of prospectively maintained data of  thirty four patients, who were managed surgically for refractory chronic constipation in  a tertiary referral center in north India between  year 2003-2009. Results: There were 24 males (71% ) and 10 females (29%) with the  mean age of  45years (range 18-77yrs). These patients had symptoms for  a mean duration of 118months (range 12-360 months); had already been treated medically, including biofeedback. Preoperative evaluation included barium enema, colonoscopy, colonic transit study,  defecography, and anorectal manometry. Eight patients (23%) had slow transit constipation, 4 patients(12%) had Hirschsprung’s disease and 22 patients (65% ) had complex anatomic abnormalities like  rectocele and  rectal prolapse . The  surgical procedures performed were- total colectomy and ileo-rectal anastomosis, anterior resection, Delorme’s procedure, resection rectopexy and Duhamel procedure. 20% of the patients had one or more complications but there was no mortality. One patient developed recurrence of symptoms following anterior resection and improved following total colectomy and ileo-rectal anastomosis. All  patients had satisfactory outcome on follow up (3-60 months) with mean stool frequency of 1-4 per day. Conclusions: Surgery should be considered in patients who have severe refractory constipation after medical management . It can be performed with   acceptable morbidity. The surgical option depends on underlying etiology of the constipation and the expertise available.

C 16 
Our Experience of Anal Sphincter repair At CMC Hospital. S Nayak, B Perakath, MR Jesudason, R Mittal, S Chase, Christian Medical College Vellore. 

Fecal  incontinence can result from disruption of the anal sphincter due to trauma, obstetric or iatrogenic injury. A review of the spectrum of anal sphincter injuries and the effectiveness of surgical techniques performed in a tertiary care centre was carried out. Materials and Methods: This is a retrospective study of 37 patients who underwent an anal sphincter repair at Christian Medical College Vellore during the period January 2004 to January 2009. Patient data was obtained from in-patient as well as out-patient medical records. Results: Thirty seven patients with anal sphincter injuries were seen, of which 21 were obstetric injuries, 8 were trauma-related and 7 iatrogenic.  Twenty one patients underwent overlap sphincteroplasty alone while 14 others had an additional procedure   i.e., anterior levatoroplasty (6 patients) and graciloplasty (8 patients). A primary repair was performed in two others.  A defunctioning stoma was performed in 31/37 patients. A good  outcome was determined based on the atients’perception of improvement, clinical examination and   by  anal manometry.  The outcome was good in 17 of the 21 patients where an overlap sphincteroplasty alone was performed and in 11 of the 14 who received an additional procedure (5 levataroplasty and 6 graciloplasty). One of the 2 patients who underwent primary repair had good outcome. Twenty six of the 37 patients had first attempt at repair with good outcome in 21 patients. Eleven patients   had undergone   prior   attempts   at   anal sphincter repair, of which 7 patients had a good outcome  at our centre. Conclusion: Obstetric injury is the most common cause of anal sphincter injuries in our practice. Overlap   sphincteroplasty was successful in the majority. Results are poorer in cases that require reoperation.

C 17 
Role of definitive management in emergency presentation of colorectal malignancy. P Dutta, PC Mohanty, VMMC Safdarjang Hospital, New Delhi.

Background: Management  protocol of colorectal emergency patients remains controversial. Emergency colorectal surgery has been associated with a high morbidity and mortality rate.  However there has been an increasing trend towards primary definitive surgery. The main dilemma remains appropriate patient selection for primary anastomosis. Method: A case series report of six cases which presented to emergency of VMMC Safdarjung hospital  in between January and June 2009 ,with comlications of colorectal malignancy and were taken up for definitive primary surgical management without bowel preparation with encouraging outcome. Results: cases aged between 15 yrs to 75 yrs in which 5 cases out of 6 presented with  features of obstruction 1 with intestinal perforation;3 cases had right sided colonic malignancy,3 left sided . Four of them were taken up for primary resection anastomosis ,of them 2 underwent proximal defunctioning ileostomy.Mean hospital stay was 14 days,only one case had wound infection ,one case had anastomotic leak. Conclusion: Emergency primary staged operations.  without any bowel preparation in colorectal malignancy  can be done in selected patients, even in the presence of a free perforation with diffuse peritonitis with lower morbidity and mortality than staged operations/Hartman’s operation.Cases with comorbid conditions or high risk cases should preferably be taken up for staged operation.

C 18 
Role of preoperative  anal manometry in reducing post  anal sphincteromy incontinence rates. SRV Gunturi, K Chandrika, S Sharma, V Mathai, Global Hospitals, Hyderabad.
Background & Aim: Chronic Anal Fissure(CAF) is a distressing cause of anal pain. Both medical and surgical therapies are available for this condition. Surgery in the form of Lateral Anal Sphincterotomy (LAS) has been the gold standard for many years. However the reported incidence of incontinence has led to a debate regarding the treatment options. The Aim of this prospective study is to analyze the role of preoperative anal manometry in reducing post anal incontinence rates. Materials and Methods: Fifty consecutive patients with CAF in eight months period underwent either Tailored (7) or Standard (43) sphincterotomy. Tailored sphincterotomy was done when resting anal pressure was less than 50mm of Hg. 

Results: In 48 subjects the sphicterotomy site had healed well at 6 weeks and in  the other 2 healed at 10 weeks. Temporary incontinence was seen in 2/50 patients (4%) at 6 weeks. Both patients were multiparous women, one of whom had low pressure and the other had high pressure on preoperative manometry. At 6 months follow-up, none of the patients were symptomatic or had incontinence. Forty four patients were followed up to 1 year and 6 were lost to follow up and all these 6 had undergone standard LAS. There was no recurrence at the end of 1 year. Conclusions: Preoperative manometry identifies patients at high risk for post operative incontinence and tailored sphincterotomy minimizes the incidence of incontinence without compromising the results of surgery.
C 19 
Transanal excision of anorectal lesions: A single centre experience. R Mittal, B Perakath, MR Jesudason, S Nayak, Christian Medical College, Vellore.

Aim: Transanal excision is a common method for treatment of benign and a few carefully selected malignant lesions of the rectum. It avoids the morbidity and mortality of radical pelvic surgery, at the same time allowing for complete histopathological examination of the lesion. The aim of this study was to look at the spectrum of disease treated by transanal excision, and their outcomes, in a tertiary care institute. Methods: Hospital records of all patients who underwent transanal excision in the department of colorectal surgery in the last 6 years were reviewed. Patients were divided into three groups. 1) Resection for benign disease 2) Curative resection for malignant disease 3) Palliative resection for malignant disease. Results: Forty six patients underwent transanal excision in the last 6 years. There were 21 resections for benign disease and 25 for malignant disease, 20 with curative and 5 with palliative intent. Tubulovillous adenomas and hyperplastic polyps were the commonest benign lesions. The mean follow up was 18.6 months (4-49). There was one recurrence and one patient returned with liver metastasis. Seventeen patients with adenocarcinoma, two with melanoma and one with verrucous carcinoma underwent curative resection. Three required a second local excision to achieve a negative margin and two were advised abdominoperineal excision.  Mean follow up for these patients was 28 months (4-63). There were three recurrences, one requiring a local excision and two abdominoperineal excision. Four patients with malignant melanoma and one with adenocarcinoma underwent palliative resection. These patients had good symptom palliation, but went on to have progressive disease.
Conclusions: Transanal resection, when technically feasible, remains the treatment of choice for benign disease of the rectum. It offers good palliation of local symptoms in advanced malignant disease. It can be used in a carefully selected group of patients with early rectal cancer. 

C 20 
An alarming rise of colorectal cancer incidences in young adults- a series of 63 patients at a tertiary care institution of india. R Kumar, T Singh, KK Singh, RN Roy, Medical College and Hospital, Kolkata.

Objective: Colorectal malignancy as such is uncommon in young adults. There is a little documentation on colorectal cancer in young adults in India. The aim of this study is to determine the relative incidence of colorectal malignancies in young population of our country and to identify the variation in terms of gender distribution, religion, histological grade and pathological stage between younger and older cohorts. Method: We included all adult patients presenting at our Surgical unit with primary adenocarcinoma of the colorectum from June 2006 till May 2009. Patients were divided into two groups: 30 years and younger and older than 30 years. Genders were also taken into consideration. Patient’s clinical assessment, therapy and tumor grade were obtained from our databases. Results: Out of the total 132 patients we studied, 63 patients (47.73%) were 30 years of age or younger at the time of first meeting. Of these 63 patients 45 were male (71.42). 26 patients (41.26%) were Muslim and rests were Hindus (58.74%). Younger adults had histological features of poor prognosis. Conclusion: The relative number of young patients with colorectal malignancies is found to be much higher than the developed countries and it is imperative to consider this age group as the most vulnerable group needing serious attention and the risk factors responsible for such association needs to be actively searched.           

C 21 
Reconstruction during low anterior resection using “single stapling technique”. K Kuruvilla, Mother Hospital, Thrissur. 
Reconstruction during low anterior resection is done either by hand-sewn colorectal anastomosis or by stapled anastomosis (double stapling technique by means of a circular stapler and a linear stapler). Both reconstruction methods may be technically difficult in distal lesions especially in a narrow male pelvis. Therefore one might have to resort to trans-anal colo-anal anastomosis for sphincter preservation. An alternative method is described using one circular stapler alone. The technique: instead of stapled closure of rectal stump, a purse-string suture is placed trans-anally after transaction of rectum with the help of PPH circular anoscope. Purse-string suture is tightened over the stem of the circular stapler trans-anally and the rest is similar to the standard stapled anastomosis. In this pilot study between Jan 2005 to Dec 2006, 5 patients (3 males and 2 females) of low rectal lesions within 5-7cms from anal verge were included; 2 were benign lesions and 3 were well differentiated adenocarcinomas (T2N0M0). Covering colostomy also were added which were closed at 3 months. At median follow up of 30 months, all are alive and well and the anal sphincter functions were well preserved. Conclusion: Single stapling technique can be used as an alternative to trans-anal colo-anal anastomosis. It is technically easier and the sphincter function is better preserved. Moreover, low anterior resections can be made ultralow thereby improving radicality. Cost effective too as only one circular stapler is enough. Randomized studies are required to validate the study.

C 22 
Laparoscopic total proctocolectomy with ileal pouch anal anastomosis. C Palanivelu, P Palanivelu, R Ravindran, P Senthilnathan, R Parthasarathy, A Ramanujam, Gem Hospital, Coimbatore.

 Aim: Total procotocolectomy and ileal pouch anal anastomosis is an morbid procedure especially in terms of the large incision required for the extensive dissection and mobilisation. Methods: Since 2005 we have done 17 laparoscopic total proctocolectomies, 10 for ulcerative colitis and 7 for FAP. The surgery starts with the mobilisation of the right colon and the ligation and division of the vessels. Transverse colon is then mobilised by dividing the gastrocolic omentum  and the middle colic vessels. The inferior mesenteric artery is then divided at the origin and the whole of the descending and the sigmoid is mobilised. Rectum is then mobilised along the TME plane upto the levator ani all around taking care not to compromise the hypogastric nerves. Rectum is then divided with a linear cutter. Specimen is brought out through a pfannesteil incision and an ileal J pouch is made. Alternatively we made the pouch intracorporeally and extracted the specimen pervaginum in female patients. The pouch is returned back and under laparoscopic guidance and ileal pouch anal anastomosis is done with a circular stapler .Covering loop ileostomy is then performed. Results: Average time of surgery was 210minutes. Average blood loss was 170 ml. Average hospital stay was 8days. There was one case of anastomotic leak diagnosed during routine contrast study which was managed conservatively. Two cases of adhesive obstruction was noticed which settled conservatively. Pouchitis was noticed in four cases. None of the male patients had erectile dysfunction. There was no mortality in this series. Conclusion: Laparoscopic total proctocolectomy with ileal pouch anal anastomosis is an excellent procedure with low morbidity and should be the procedure of choice for total proctocolectomy
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Staged laparoscopic rectal resection is technically feasible in obstructed presentations. R Bhojwani, M Jain, Santokba Durlabhji Memorial Hospital, Jaipur.

Three cases of rectal carcinoma presenting with acute intestinal obstruction not responding to conservative treatment. Method (technique): The patients admitted with acute intestinal obstruction and the diagnoses of rectal carcinoma were undertaken for a staged minimal invasive approach towards resection. In the first stage, all the patients were given a sigmoid loop colostomy through the stoma site incision only. The second stage followed in the next four to seven days wherein a laparoscopic anterior resection with a laparoscopic intracorporeal stapled colorectal anastomosis was performed. In the third stage, the diverting stoma was closed in the subsequent six to eight weeks. Results: All the three patients were females in the age range of 46 to 55 years. Two patients had middle rectal and the third patient had a sigmoidorectal junction carcinoma. A sigmoid decompression colostomy was done in all the three patients in the first stage. Laparoscopic low anterior resection with TME was performed in the two patients with the middle third carcinoma and the lap anterior resection was performed in the third patient. The decompression sigmoid stomas were taken down in patients with the low AR, and a covering loop ileostomy was performed in the second stage. In the patient with AR without TME the sigmoid stoma was not taken down and was maintained through the second stage. All the three stomas were closed in the third stage. All the three patients completed the surgical treatment within two months of presentation. The approach was feasible in all the patients without increasing the operative time. There was no conversion. None of the patients had a wound infection.

Discussion: about the existing strategies for managing obstructed rectal carcinomas and how they compare with our strategy with minimal invasive approach. Conclusion: Obstructed rectal carcinomas are not a contraindication for a laparoscopic approach
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Has preoperative bowel preparation made a difference to early outcomes after low anterior resection?  B Abraham, MMS Bedi, M Jacob, B Venugopal, H Ramesh, Lakeshore Hospital & Research center, Cochin.

Background: Bowel preparation has traditionally been considered necessary to reduce the septic complications after low anterior resection. However prospective data has not supported this treatment policy. Aim: Retrospective analysis of outcomes after low anterior resection (anastomosis in extraperitoneal rectum) depending upon whether preoperative bowel preparation was performed or not.

Materials and Methods: 113 patients underwent low anterior resection during a 3 year period 2006-2009. There were 74 males and 39 females with ages ranging between 32 and 92 years (median 60). Bowel preparation was performed in 39 cases whereas no preparation was used in 74 cases. The frequency of colostomy (performed at the discretion of the surgeon) between the bowel prep group and the no bowel prep group was similar (28/46 versus 18/21; ns). In fact, more patients in the bowel prep group had covering colostomy. Results: 13 patients had demonstrated or suspected leak while 100 had no leak. One patient died due to multiple complications related to anastomotic leak on the 13th postoperative day in the no bowel prep, no colostomy group. Two other patients died due to cardiac causes without bowel complications on Days 10 and 11 respectively. Anastomotic leaks occurred in 9 out of 74 cases where bowel was not prepared, as compared to 4 out of 39 cases where bowel was preoperatively prepared (ns). Wound infection and other complication rates were also similar. Conclusion: Mechanical bowel preparation prior to low anterior resection did not decrease anastomotic leak or other complications.
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Changing trends in fistula in ano-Our experience over period of 5 years. S DeBakshi, CV Raghavendra,CMRI, Kolkata. 

Aim of the study: Several techniques have been described for the management of fistula-in-ano, but all carry their own risks of recurrence and incontinence. Technology has evolved over the past 2 decades that may enable surgeons to deal with this troublesome issue with greater success. This retrospective study summarizes the changing trends in the management of fistula in ano. Materials  and Methods: Patients with an anal fistula presenting to different surgeons over a 5-yr period(between 2004-2009),at CMRI, Kolkata were analyzed in this study.  111 patients were included. Cause of the anal fistula was cryptoglandular in 96 patients, Crohn's disease in 5 and miscellaneous in 10.Under general or spinal anesthesia, 60(66.6%) patients, underwent fistulotomy/fistulectomy, (Conventional fistulotomy was done in 29 cases and 31 patients underwent fistulectomy).42(46.62%) patients underwent conventional seton placement as they were high anal fistulas.9(9.99%) patients underwent plug/glue injection.  2 patients had recurrent history of fistula in this group, who initially underwent a seton placement and later underwent a fibrin glue injection. Follow-up visits were scheduled for 1 week, 6 weeks and 12 weeks. Results: There were 9 recurrences in patients with fistulectomy/fistulotomy, 3 with seton placement and 2 with  fibrin glue injection.(total failure rates-14(15.54%).The overall success rate was 84.5% after a mean follow-up of 12 weeks. None of the patients suffered from postoperative continence problems, and no other complications were recorded. Bowel function and fecal incontinence were not altered by the fibrin-glue treatment.  Conclusion: Conventional fistula surgery techniques have their place, but new technologies such as fibrin glues and the anal fistula plugs offer an alternative approach, with initial studies reporting good success rates.     New technologies provide promising alternatives to traditional methods of management. There is, however, a real need for high-quality randomized control trials.
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A rare childhood tumor. D Chopra, Command Hospital, Central Command, Lucknow. 

ABSTRACT

Adenocarcinoma colon is extremely rare in children. A 15 yr old child presented to Command Hospital, Lucknow on 21.11.08 with lump abdomen, CT abdomen showed growth arising from ascending colon and infiltrating the small bowel and duodenum. Surgical excision with lymphovascular excision was done. HPE revealed, moderately differentiated adenocarcinoma T4N2M0. The patient made an uneventful recovery. He is being followed up and has received 6 cycles of FOLFOX, and is still surviving. 

