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Background: The authors report the treatment of three female patients with severe actinic rectitis, with stenosis or perforation,
submitted to anterior proctosigmoidectomy and transanal coloanal anastomosis. Methods: In all cases surgery consisted of total
proctosigmoidectomy, mucosectomy of the anal canal, lowering of the left colon through the pelvis and transanal anastomosis
performed manually at the level of the pectineal line using separate absorbable sutures. A protective intestinal shunt was performed
in all cases. Results: The three patients did not present transoperative or immediate postoperative complications, but the first
patient developed deep venous thrombosis of the leg that was submitted to successful clinical treatment. The intestinal shunts were
later closed in all three cases. Sphincter function was considered very good in the first case and regular in the remaining two.
Conclusion: The surgical technique utilized was considered to be adequate for the cases reported and is the first option for the
maintenance of transit in patients with severe actinic rectitis since the anastomosis is performed using non-irradiated colon with the
pectineal line, practically outside the pelvis.

UNITERMS: Actinic rectitis. Coloanal anastomosis. Proctitis. Surgery. Sphincter preservation. Cervix carcinoma.

INTRODUCTION

The sequelae of radiotherapy in the gastrointestinal
tract represent a problem of difficult solution even
after control of the primary tumor (I). The damage

of ionizing radiation is progressive and cumulative and is
caused by hyalinization of the arterial vascularization of
the affected organ, leading to chronic ischemia with
vascular neoformation of the telangiectasia type, which
may be an attempt to compensate for the lack of oxygen
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in tissues. This phenomenon, however, is responsible for
the bleeding observed in patients with actinic sequelae
(2,3). During the acute phase or the chronic phase, clinical
treatment consists of symptomatic relief and palliative
measures. Surgical resection of the affected organ is
indicated in cases with more severe alterations, such as
stenoses, fistulae or intractable bleeding (4).

PATIENTS AND METHODS

Surgery was indicated for patients with no evidence
of active neoplasias, in adequate clinical condition, with
good sphincter function and aware of the operative risks,
including the possibility of needing a permanent intestinal
shunt.
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Surgery consisted of rectosigmoidectomy, including
mucosectomy of the anal canal, lowering of the left colon
through the pelvis and its manual anastomosis at the level
of the pectineal line using separate absorbable sutures.
Since this is a high-risk anastomosis, a protective intestinal.
shunt was performed and closed as soon as the patient
was in adequate clinical condition. Anal endoscopy,
peranal contrasted radiologic examination and clinical
evaluation of sphincter function were performed before
shunt closure in order to diagnose possible fistulae or other
alterations that might contraindicate the reconstruction
of intestinal transit. Patient follow-up by a nurse with
specialization in stomotherapy was of fundamental
importance.

CASE REPORTS AND RESULTS

Case 1

A 41 year old woman with spinocellular carcinoma
(SCC) of the cervix invading the parametrium up to the
pelvic wall (clinical stage Illb) was treated in 1981
exclusively with radiotherapy. The total dose was 7500
cGy at point A (tumor), with 4000 cGy applied externally
to the pelvis using a 4 MeV linear accelerator and 3500
cGy with Fletcher intravaginal applicators. The source
was cesium 137. In February 1989 she presented hematuria
which was treated clinically, with improvement of signs
and symptoms. In March 1990 she presented an increased
number of evacuations with cramps, mucus and blood in
the feces. Rectosigmoidoscopy showed mucosa which was
friable to instrument touch, with edema and vascular
neoformation of the telangiectasia type. She was submitted
to clinical dietary treatment. In March 1992, symptoms
and endoscopic appearance became worse. A biopsy
revealed actinic recti tis. In May 1993 she presented acute
abdominal pain. Exploratory laparotomy revealed sigmoid
necrosis and perforation. Anterior sigmoidectomy was
performed, the rectum was closed and a terminal
colostomy was carried out. In December 1993 the
endoscopic appearance of the rectum was unchanged but
the patient had no symptoms. In November 1994 the
patient stated that she would not accept her colostomy
condition while having no tumoral activity. We proposed
surgery and explained its risks to the patient, who accepted
the procedure. She was then submitted to anterior resection
of the rectum with manual transanal coloanal anastomosis

and protective ileostomy. Her immediate postoperative
course was free from complications. Anatomopathological
examination of the surgical piece revealed chronic rectitis.
In December 1994 she developed deep venous thrombosis
in a leg which was treated clinically. The ileostomy was
closed in February 1995, with no complications.

She currently has good sphincter function and
sensitivity to solid or liquid feces and gases, with no
nocturnal losses and 1 to 2 evacuations a day. She
continues to have actinic cystitis with sporadic dysuria
and hematuria, controlled by clinical treatment.

Case 2

A 71-year old woman with cervical SCC, with
invasion of the parametrium up to the pelvic wall (clinical
stage Illb), was submitted to exclusive radiotherapy in
October 1978. The total dose was 8500 cGy at point A
(tumor), with 4000 cGy applied to the pelvis with a 4
MeV linear accelerator and 4500 cGy with Fletcher
intravaginal applicators. The source was cesium 137. In
June 1993 she presented an increased number of daily
evacuations, with liquid feces without blood or mucus
and was submitted to clinical treatment. In May 1995, a
colonoscopy revealed actinic rectitis with thickening of
the mucosa, which was pale, with vascular neoformation
of the telangiectasia type, easy bleeding upon instrument
touch and stenosis of the rectosigmoid transition. In
August 1995, in the absence of tumoral activity of the
cervical SCC, the patient was submitted to anterior
rectosigmoidectomy with manual transanal coloanal
anastomosis and protective colostomy. Her postoperative
course was free from complications. Anatomopathological
examination revealed chronic rectitis with vascular
hyalinization and intense fibrosis. The colostomy was
closed in December 1995 with no complications. She
currently has regular intestinal function with 3 to 4
evacuations a day and feces varying in consistency
according to the diet. She presents no diurnal incontinence,
with control of gases and feces. At night she has sporadic
involuntary losses, especially when the feces are liquid.
She sporadically presents urinary symptoms, dysuria or
hematuria, which are controlled by clinical treatment.

Case 3

A 49-year old woman with a cervical SCC with
invasion up to the pelvic wall (clinical stage Illb) was
treated in November 1992 by exclusive radiotherapy with
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8000 cGy at point A (tumor), with 4500 cGy applied to
the pelvis with a 4 MeV linear accelerator and 3500 cGy
applied with Fletcher intravaginal applicators, using
cesium 137. In August 1995 she felt abdominal cramps
accompanied by vomiting and acute diarrhea.
Colonoscopy revealed a rectum with thickened mucosa,
obliteration of submucosal vessels, easy bleeding upon
instrument touch and stenosis at the level of the
rectosigmoid transition preventing passage of the
instrument. The intestinal subocclusion improved with
clinical treatment. In December 1995 she was submitted
to loop sigmoidostomy due to acute intestinal obstruction,
with improvement of signs and symptoms. In April 1996,
in the absence of tumoral activity of the cervical sec,
she was submitted to anterior rectosigmoidectomy with
manual transanal coloanal anastomosis and protective
transversotomy. Her postoperative course was good and
her colostomy was closed in May 1996 with no
complications. She currently has regular intestinal
function without incontinence and with sensitivity for
feces and gases.

COMMENTS

Approximately half the patients with malignant
neoplasias are submitted to radiotherapy at some time
during treatment, and chronic complications may occur
in 2 to 50/0 of these cases (5). Intestinal changes may occur
from 3 to 15 years after radiotherapy. (6).

Some factors have been reported to be predisposing
to post-therapy complications, among them previous
laparotomy, arterial hypertension, diabetes or emaciation
(7). Complications should be mainly prevented by
appropriate treatment planning, preferably with the aid
of a computer, respecting the maximum dose tolerated by
the small intestine (4500 cGy) and by the rectum (5500

cGy) on. The use of tissue-protecting substances seems to
have produced good results in experimental studies (9).

Most pelvic complications after radiotherapy are due
to carcinoma of the cervix (1,5,10,11), which is more common
in countries where socioeconomic conditions favor the
development of this type of tumor. There seems to be no
significant correlation with the occurrence of a second
primary tumor among patients submitted to pelvic
radiotherapy, although a greater incidence of tumors of
the rectum and bladder and of leukemia appears to tend
to occur among these patients (12).

The major signs and symptoms of the three patients
described here are the same as those reported in the
Iiterature, i.e., abdominal pain, diarrhea, bleeding and
intestinal stenosis (13). The classification of these rectal
symptoms may be clinical, such as that proposed by
Aeberhard (14) (Table 1), or endoscopic, such as that
proposed by Sherman (15) in 1954, in which grades I and
II are characterized by edema, easy bleeding and
superficial ulcers of the mucosa, and grades II and IV are
characterized by important bleeding and deep ulcers that
may even lead to the development of fistulae or stenosis.
Table 2 shows a clinical-endoscopic classification used
in this Department for actinic retitis.

Urinary symptoms such as dysuria and hematuria
usually accompany the picture of rectitis, as described for
two of the three cases presented here, and can be clinically
controlled in a palliative manner since their evolution is
also chronic and of difficult treatment, as is the case for the
rectum (9). Furthermore, there may be symptoms related to
the small intestine such as cramps and abdominal
discomfort. In cases in which the terminal ileum is severely
involved, surgery may be indicated, such as ileum resection
together with the right colon and ileum-transverse colon
anastomosis (16). In cases of small intestine obstruction,
whenever possible it is better to perform a bypass than a
segmental resection with anastomosis, since the former
procedure seems to have a lower complication rate (17,18).

Grade 1
Grade 2
Grade 3

Grade 4

Grade 5

Table 1

Clinical system used to score the morbidity of radiotherapy

Few symptoms requiring no treatment
Treatment with no need for hospitalization or a change in patient lifestyle
Important symptoms that change patient lifestyle, requiring hospitalization for
treatment, including small surgeries .
Symptoms requiring major surgery (colostomy, laparotomy) or prolonged
hospitalization
Fatal complication
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Table 2

Clinical and endoscopic classification used in the Department of Surgery for actinic rectitis

Grade 1

Grade 2

Grade 3

Grade 4

Slight symptoms of easy clinical control
Edema of the rectal mucosa/obliteration of submucosal vessels
Moderate symptoms with a good response to clinical treatment
Easy bleeding upon endoscopic examination/superficial ulcers
Marked symptoms of difficult clinical control
Diffuse bleeding of rectal mucosa/deep and diffuse ulcers
Clinically uncontrollable symptoms
Fistulae/stenoses

Treatment of severe actinic rectitis symptoms simply
by an intestinal shunt may improve the clinical picture,
but the tissue process in the irradiated area continues and
when the shunt is closed the symptoms come back, at times
more exacerbated than before (1,19).

Treatment of rectal bleeding with intraluminal
formalin may be indicated, especially in acute and
uncontrollable cases, but may also lead to stenosis, without
changing the chronic post-irradiation process (20,21). Laser
may be used in cases of moderate actinic rectitis in order
to control localized bleeding in areas of telangiectasia (5).

The use of systemic corticoids may also be indicated in
selected cases of actinic rectitis (22).

Proctosigmoidectomy with peranal coloanal
anastomosis is definitive in relation to actinic alterations
as the lowered colon is not irradiated. The technique was
first described by Parks (23) and later used for treatment of
cancer of the rectum (24,25,26). It is a technique of difficult
execution, especially in terms of pelvic dissection since
significant pelvic fibrosis without defined anatomical

limits is usually present years after radiotherapy, and
besides this, there is an increased post-operative infection
rate (1,27). The rates of operative complications may be high,
often with the need for the patient to keep a permanent
intestinal shunt despite surgery (27,2R). In the three patients
reported here the complications were not significant but,
in view of the small number of cases, this result should
be considered with caution.

In conclusion, proctosigmoidectomy including the
mucosa of the anal canal and reconstruction of intestinal
transit with a peranal coloanal anastomosis is the first
treatment option for patients with severe actinic rectitis.
The physician should always take into consideration the
absence of. tumor activity, the clinical condition of the
patient and his/her willingness to submit to the surgery
proposed after being fully informed about all of its possible
complications, including keeping a permanent intestinal
shunt, or the presence of such intense pelvic fibrosis that
the procedure proposed cannot be carried out.
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