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MILITARY COMMI SSIONS TRIAL JUDICIARY 

GUANTANAMO BAY, CUBA 

      UNITED STATES OF AMERICA 

v. 

KHALID SHAI KH M OHAMMAD,  
WALID MUHAMMA D SALIH  

MUBARAK BIN ‘ATTASH,  
RAM ZI BIN AL SHI BH, 
ALI ABDUL AZIZ  ALI, 

MUSTAFA AHMED ADAM  AL 
HAWSAWI  

AE 619D (MAH) 

Defense Motion to Waive 
Mr.  al Hawsawi’s Appearance  

at t he 
Milita ry Commission Session Scheduled to 

begin Mar ch 25, 2019 

Filed:  1  March 2019 

1. (U)  Timeliness:  This motion is timely filed.

2. (U)  Relief Sought:  Mr. al Hawsawi requests to be excused from attending the mili tary

commission session presently scheduled to commence on 25 March 2019. 

3. (U)  Burden and Standard of Proof:  The burden of persuasion on this motion rests with the

Defense. R.M.C. 905(c)(2). 

4. (U)  Facts:

a. (U)  Mr. al Hawsawi has been diagnosed with increased complications that are

repercussions from torture and sodomy he endured during his detention at black sites. The 

prolapsed colon, rectal tears and chronic hemorrhoids suffered as a result of this abuse has had 

long lasting impacts on Mr. al Hawsawi’s health and well -being.  Mr. al Hawsawi underwent 

rectal surgery on 14 October 2016, in an attempt to correct these issues.1 

1 (U) See AE 362P, Defense Motion for Appropriate Relief to Continue December 2016 
Hearing (filed 10 November 2016); 362S Reply in same motion series (filed 18 November 
2016). 
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b.  (U//FOUO)  The medical records most recently provided to the Defense evidence 

that he has been diagnosed with anal stenosis, a tightening of the rectal passage which is 

chronic and painful, in addition to anal verge fibrosis and anal surgical changes. Att. B 

(Medical report of colonoscopy performed by a person who refers to himself in the medical 

records as “Dr. Poopy,”) . Anal stenosis and chronic rectal pain are among the “most feared 

long-term complications”2 of anorectal surgery, as accompanying pain with defecation, 

constipation  and related symptoms can be debilitating and negatively impact the patient’s 

quality of life. See Att. C.  This newest medical complication is sadly unsurprising, given the 

history of trauma and multiple procedures conducted on Mr. al Hawsawi on that area of his 

body. 

c.  (U//FOUO) Mr. al Hawsawi now endures even greater physical pain from the daily 

struggle with having a bowel movement. The most recent records the defense has been 

provided (which date from November-January 2019) evidence that various topical ointments 

which have been tried are of no assistance, resulting in his increased use of Tramadol, a 

narcotic like pain reliever.3   Side effects for Tramadol which Mr. al Hawsawi has experienced 

include a general feeling of discomfort, joint and muscle pain, and tiredness. Beyond the 

chronic anal pain, Mr. al Hawsawi has abdominal pain and sharp lower back pain; his blood 

pressure is also still  not under control. See Att. D, E. F. 

                                                 
2 (U) Kunitake, H., & Poylin, V. (2016). Complications Following Anorectal Surgery. Clinics in 
Colon and Rectal Surgery, 29(01), 014-021. doi:10.1055/s-0035-1568145. 
 
3 (U//FOUO) Mr. al Hawsawi took Tramadol for his pain 15 days in December 2018, and 12 of 
the first 22 days in January 2019 (the Defense does not yet have records beyond that date). 
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d.  (U) The Defense detailed for this Commission in earlier pleadings the surgeries 

performed on Mr. al Hawsawi and his on-going medical problems.4 Before his most recent 

colonoscopy, which occurred on 30 November 2018, he had two surgeries in short order in 

April 2017: a colonoscopy to remove a polyp in his colon that was causing continued rectal 

bleeding, and then – just a week later – a ureteroscopy and laser lithotripsy, to extract a 1.2 cm 

kidney stone. At the time of the colonoscopy, the surgeon observed oozing hemorrhoids and 

perianal skin tags prior to the procedure. The ureteroscopy required general anesthesia.5 These 

2017 surgeries were preceded by two earlier surgeries to the rectal area, one in October 2016 and 

another in 2006.6 

e.  (U//FOUO) As the Defense has informed this Commission in the past, 7 Mr. al 

Hawsawi’s multiple health problems stem from the conditions and treatment he experienced in 

                                                 
4 (U) See AE 362P (MAH); 362S (MAH); see also, AE 565A (MAH), Defense Motion to Waive 
Mr. al Hawsawi’s Appearance at the Scheduled April-May 2018 Milit ary Commission Session 
(Filed 12 Apr 2018); AE 540O (MAH), Defense Motion to Waive Mr. al Hawsawi’s Presence at 
January 2018 hearings (filed 5 January 2018); AE 537H (MAH), Defense Motion to Waive Mr. 
al Hawsawi’s Appearance at the Scheduled December 2017 Mili tary Commission Sessions (filed 
1 December 2017); AE 522D (MAH), Defense Motion to Waive Mr. al Hawsawi’s Appearance 
at the Scheduled October 2017 Military Commission Sessions (filed 3 October 2017); AE 
520(MAH), Defense Motion to Waive Mr. al Hawsawi’s Appearance at the Scheduled August 
2017 Mili tary Commission Sessions (filed 20 August 2017); AE 500R (MAH), Defense Motion 
to Waive Mr. al Hawsawi’s Appearance at the Scheduled May 2017 Milit ary Commission 
Sessions (filed 12 May 2017); AE 487 (MAH), Defense Motion to Waive Mr. al Hawsawi’s 
Appearance at the Scheduled January-February 2017 Milit ary Commission Sessions (filed 24 
January 2017). 
 
5 (U) See AE 565A (MAH), Defense Motion to Waive Mr. al Hawsawi’s Appearance at the 
Scheduled April -May 2018 Milit ary Commission Session (Filed 12 Apr 2018). 
 
6 (U) See AE 362P, Defense Motion for Appropriate Relief to Continue December 2016 Hearing 
(filed 10 November 2016). 
 
7 (U) See AE 520(MAH), Defense Motion to Waive Mr. al Hawsawi’s Appearance at the 
Scheduled August 2017 Mili tary Commission Sessions (filed 20 August 2017). 
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black sites.  In addition to the recently diagnosed anal stenosis and his chronic anal pain, he 

regularly suffers from debilitating migraines and persistent ringing in his ears. It bears repeating 

that Mr. al Hawsawi lived with a painful prolapse in his colon for more than ten years, while 

imprisoned and while remaining in the custody of the same entities that inflicted these injuries. 

The whole time, even as he had to reinsert prolapsing tissue back into his anus, he had to relieve 

himself publicly -- that is, before guards watching over him. The public nature of such a private 

matter continues by virtue of his being in custody. It is exacerbated moreover, when he has to be 

transported to court and sit there for hours because, should he need to suddenly relieve himself, 

he has to publicly request to be excused and temporarily halt the commission proceedings, so 

that guards can escort him to a holding cell  outside the courtroom, where there is a toilet. 

f.  (U//FOUO) A few months after Mr. al Hawsawi’s October 2016 rectal surgery, the 

Senior Medical Off icer then assigned to Camp Seven testified that it takes a prolonged period to 

recuperate from such a surgery.  The officer could not opine precisely how long, conceding that 

recuperation times were averages and depended on many factors personal to the particular 

patient. The medical off icer’s assessment was based on medical averages for similar procedures, 

and did not consider patients recuperating while held in custody, and after the kind of trauma 

Mr. al Hawsawi experienced while in confinement.8  The Senior Medical Officer’s prognosis 

from October 2016, if not entirely wrong, was at least wildly optimistic, and particularly so 

given his chronic anal pain and the November 2018 diagnosis that Mr. al Hawsawi has anal 

stenosis. 

                                                 
8 (U) See United States v. Mohammad et al., Transcript (5 December 2016), at 14080-81. 
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g.  (U) The Commission has advised Mr. al Hawsawi of his right to be present, at the 

onset of over 37 pretrial hearings since the Commission began using the process of advising the 

accused of the right to presence.9 Defense counsel has also explained to Mr. al Hawsawi his right 

to attend commission hearings, and the effect of his waiving his presence. Mr. al Hawsawi 

knowingly and voluntarily chooses to waive his right to be present at the upcoming March 

session of the Commission. 

5.  (U) Ar gument: 

 (U//FOUO) It is not only legally appropriate but also humane to accept Mr. al Hawsawi’s 

knowing and voluntary waiver to absent himself from these proceedings under the current 

circumstances. The recent diagnosis that Mr. al Hawsawi suffers from anal stenosis, or a 

hardening of the tissue around the anal passage, is yet another aftermath of the long history of 

trauma he has had to the rectal area after being sodomized by the CIA at black sites. Put simply, 

Mr. al Hawsawi asks to waive his presence at the hearing because he needs to minimize the 

amount of prolonged sitting he has to do, as well as the time spent away from easy access to a 

toilet.  

 (U//FOUO)The recent diagnosis of anal stenosis demonstrates that the JTF-GTMO’s 

prognoses about Mr. al Hawsawi’s recuperation have proven wholly unreliable.  Mr. al Hawsawi’s 

anal pain is chronic, and his anal stenosis is likely the result of the trauma and multiple procedures 

he has had to endure to that part of his body.  The pain this condition causes Mr. al Hawsawi is not 

                                                 
9 (U) Pursuant to the Commission’s order in AE 37H, Order, Government Motion Regarding 
Accused’s Presence During Commission Proceedings (dated 16 October 2012), at the beginning 
of every series of hearings the Mili tary Judge has informed Mr. al Hawsawi of his right to be 
present, and about the process for voluntarily waiving his presence. There have been an estimated 
37 sessions of the Commission since October 2012, and at each of these sessions, the military 
judge informed Mr. al Hawsawi of his right to be present, and the effect of waiving that right. 
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under control, and he continues to try different medications to alleviate that pain; he is in general 

discomfort, with joint and muscle pain, and tiredness that make it diff icult for him to concentrate.  

Furthermore, the prognoses given to-date have not taken into account the particular conditions 

under which Mr. al Hawsawi lives.10 There are obvious, debilitating factors that severely impact 

the management of his condition: he is under a diet that he does not control; he has a schedule 

that he cannot control; he suffers from unalleviated, chronic head, neck, back and rectal pain; he 

has to relieve himself under the eyes of prison guards at all times. 

(U) The Rules for Military Commission specifically provide that an accused appearing 

before a mili tary commission may voluntarily  waive his right to be present at sessions of the 

Commission occurring after arraignment by securing the permission of the military judge on the 

record.  See R.M.C. 804(c).  Since the Commission began in 2012 to use the process of advising 

the accused of their right to presence, Mr. al Hawsawi has now been advised on the record of his 

right at more than 37 pretrial hearings.11 Since that time, Mr. al Hawsawi has regularly waived 

his appearance after the first day of each session by signing a written waiver; this Commission 

has accepted these many signed waivers as knowing waivers from him. Mr. al Hawsawi thus 

understands fully his right to be present, and the meaning of his waiver of attendance. 

Furthermore, counsel has also advised him of his right in this regard. Accordingly, Mr. al  

                                                 
10 (U) See United States v. Mohammad et al., Transcript (5 December 2016), at 14080-81; Mr. al 
Hawsawi also articulated this point fully in a previous motion, AE 520 (MAH), filed 20 August 
2016. 
 
11 (U) See AE 37H, Order, Government Motion Regarding Accused’s Presence During 
Commission Proceedings (dated 16 October 2012). At each of Commission hearing since this 
Order, the milit ary judge has informed Mr. al Hawsawi of his right to be present, and the effect 
of waiving that right. 
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Hawsawi’s waiver of his presence at the upcoming March hearing is knowing and voluntary, and 

it is legally  appropriate for the Commission to accept it. 

(U) The military commission process has precedent on which to rely for granting a request 

to waive presence at the first day of a multi -day session of the commission. The Military Judge, 

in the commission case of United States v. Abd Al Hadi Al-Iraqi, granted the accused’s request to 

waive his presence on the first day of the proceedings.  In accepting this waiver, the judge 

observed that: 

(U) to date the Commission has required the Accused be present at 
the first session of each scheduled hearing. At the first session, the 
Commission has advised the Accused of his right to be present 
under R.M.C. 804, and allowed the Accused to waive his presence 
at subsequent sessions of the same hearing. 12 
 

(U) The procedures the al Iraqi Commission employed are identical to the procedures this 

Commission uses to advise Mr. al Hawsawi of his right to be present. Just as the al Iraqi 

Commission explici tly recognized the significance of previous rights advisements given to the 

accused there, so should this Commission.   

(U) Neither Mr. al Hawsawi nor the Government will suffer prejudice from Mr. al 

Hawsawi’s voluntary absence from this session. In its Order in AE 037H,13 this Commission 

found that “[t]he MCA 2009 specifically articulates the presence of the accused as a ‘r ight’  not a 

mandate.” As the Commission further held:  

                                                 
12 (U) See United States v. Hadi al Iraqi, Commission Ruling (dated May 5, 2017) (Attachment 
B to AE 500R, Defense Motion to Waive Mr. al Hawsawi’s Presence at the May 2017 Military 
Commissions Session (MAH) (12 May 2017). 
 
13 (U) United States v. Mohammad, et al., AE 037H, Order re Government Motion Regarding 
Accused’s Presence during Commission Proceedings (16 October 2012), at 3. 
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(U) The Commission advised each accused of their right to be 
present at all sessions and of their option to voluntarily  waive their 
right to be present at certain sessions. Each accused, with advice of 
counsel, understands their right to be present and their option, 
under certain circumstances, to voluntarily  waive the right.14 
 

(U) Mr. al Hawsawi has been advised by the Commission and by counsel, and is fully 

cognizant of his rights with respect to attendance, and he is aware of the meaning and effect of the 

waiver of the right. Where counsel has been able to communicate with his client, the client has 

been advised of his right to be present, and there is evidence of a knowing and voluntary 

waiver, counsel can waive the right to presence for a client.15 Mr. al Hawsawi can voluntarily  

waive his presence at this pretrial proceeding, and there is no requirement that such a waiver from 

an accused be compelled through his appearance in open court. See RMC 804. Furthermore, Mr. 

al Hawsawi has the abilit y to waive his right to presence at trial, even without a written waiver, 

since waiver of presence can be implied by conduct.16   In fact, this Commission itself has availed 

of its ability  to imply waiver of presence, when it ordered other co-accused in this case removed 

                                                 
14 (U) Id. 
 
15 (U) See United States v. Salim, 690 F.3d 115, 122-23 (2nd Cir. 2012) (“‘A lthough it is certainly 
preferable that the waiver [of presence] come from the defendant directly, there is no 
constitutional requirement to that effect.’ Polizzi v. United States, 926 F.2d 1311, 1322 (2d Cir. 
1991). A defendant’s lawyer may waive presence on the defendant’s behalf. But a defendant’s 
waiver through counsel, like all waivers of constitutional rights, still  must be knowing and 
voluntary on the part of the defendant.”); cf. United States v. Dunlap, 577 F.2d 867, 868 (4th Cir. 
1978) (approving of trial court’s acceptance of counsel’s representation that client voluntarily  
waived his presence); United States v. Wagner, 280 F. Supp. 3d 811, 815 (W.D. Va. 2017) (court 
accepts of defendant’s sworn waiver of presence at a victim restitution hearing). 
 
16 (U) See United States v. Mackey, 915 F.2d 69, 72 (2d Cir. 1990), citing Illinois v. Allen, 397 
U.S. 337, 359 (1970) (a judge can imply a defendant has waived presence through defendant’s 
disruptive courtroom conduct). 
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due to the Commission’s view that their courtroom conduct was unruly.17 It would lead to a 

nonsensical result to rule that Mr. al Hawsawi might be barred from Commission proceedings if  

he were unruly, yet he must be compelled to attend proceedings when he is not being unruly and 

1.) He is using proper methods to communicate with the Commission his choice to waive his 

presence; 2.)  He has fully and repeatedly been advised of his right to be present and of the 

consequences of his waiving that presence; and 3.) He knowingly and voluntarily offers to waive 

his presence. 

(U) It is legally  appropriate, logical and human therefore, to allow Mr. al Hawsawi to

waive his presence at the March 2019 hearing. 

6. (U) Request for Oral Ar gument:  The Defense does not request oral argument on this

motion. 

7. (U) Conference with Opposing Counsel:  The Prosecution opposes the waiver to the extent

it seeks excusal for the first day of hearings.  

8. (U) Witnesses: None.

9. (U) Attachments:

A. (U) Certificate of Service.

B. (U) Medical Record dated 30 Nov 2018 (MEA-10011-00014691), (U//FOUO);

C. (U) Kunitake, H., & Poylin, V. (2016). Complications Following Anorectal Surgery.
Clinics in Colon and Rectal Surgery, 29(01), 014-021. doi:10.1055/s-0035-1568145;

D. (U) Chronological Record of Medical Care, 04 Dec. 2018 (MEA-10011-00014716),
(U//FOUO);

17 (U) See, e.g., United States v. Mohammad, et al., Transcript (21 July 2016), at 12,594.  
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E. (U) Chronological Record of Medical Care, 10 Jan 2019 (MEA-10011-00014720-21),
(U//FOUO);

F. (U) Chronological Record of Medical Care, 1 – 22 Jan 2019 (MEA-10011-00014727),
(U//FOUO).

//s// //s// 
WALTER B. RUIZ JENNIFER N. WILLIAMS 
Learned Counsel for LTC, JA, USAR 
Mr. al Hawsawi Detailed Defense Counsel for 

Mr. al Hawsawi 

//s// //s// 

SEAN M. GLEASON  SUZANNE M. LACHELIER 
Detailed Defense Counsel for  Detailed Defense Counsel for 
Mr. al Hawsawi Mr. al Hawsawi 

//s//     //s//      
JOSEPH D. WILKINSON II  DAVI D D. FURRY 
MAJ, JA, USAR LCDR, JAGC, USN 
Detailed Defense Counsel for  Detailed Defense Counsel for 
Mr. al Hawsawi Mr. al Hawsawi 
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(U) I certify that on the 1 th day of March 2019, I electronically filed AE 619D (MAH) -

Defense Motion to Waive Mr. al Hawsawi’s Appearance at t he Mil itary Commission 

Session Scheduled to begin Mar ch 25, 2019 with the Clerk of the Court and all the counsel of 

record by e-mail. 

//s// 
WALTER B. RUIZ 
Learned Counsel for Mr. Hawsawi 
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Complications Following Anorectal Surgery 
Hiroko Kun itake, MD, MPHI Vita liy Poylin , MD, FACS, FASCRS2 

1 Boston Medical Center, Boston Univcrsay School of Medicine, 
Bost on, Milss.Jchusclt s 

2 Beth lsr del Dedconess Medical Center, Harvdrd Medlcdl School, 
Boston, M.assac.hu.sf!tts 

Clin Colon RecHI Surg 2016;29: 14- 21. 
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(e-mai l: vpoy11n@bldmc.h¥V¥d.edu). 

Abstract 
Keywords 
- anorectal surgery 

complicalions 

hemorrhage 

urinary retention 

pelvic sepsis 

Anorecta l surgery is well tolerated . Rates o f minor complications are relatively high, but 

major postoperative complications are uncommon. Prompt identification of postoper­

ative complications is ne<;essa ry to avoid significant patienl morbidity. The mosl 
common acute complications include bleeding, infection, and u rinary retention. Pelvic 

seps,s. while may resu lt in dramatic.morbidity and even mortality, is relatively rare. The 

rnost reared lon9-tc1m complications in clude fecal incontinence, anal stenosis, and 

chronic pelvic pain. 

Anorectal pathology is prevalent throughout the world. with 
mo~t anorettal complaints being transient and without the need 
for fonnal medical eval uation. For those that do tequire surgical 
intervention fer their anorect.11 pathology, the surgery can 
usually be done safely in the outpatient setting with minimal 
morhidity. However. no intervention is without risk, and 
complications frequently arise after ;mor=isurgcry, with rates 
upward of SO% in somestudics.1 The purpose of this chapter isto 
review the short- .md long-term complications that can arise 
after ano rectal surgecy, including the diagnostic approach, 
interventions, and prevention strategies for thesecomplications. 

Short-TermlAcute Complications 

Postoperative HemOIThage 
Minor b leeding .:l.ftc r a.n.orect.:il s urgery is common, Since we 

expect patients to continue with normal bowel function. the 
already disturbed anorcctal mucos:al becomes further irritated 
with activity and bowel movements. Since some bloody 
discharge is normal, the patient shou.ld be appropriately 
munseled on what to expect so as to avoid unnecessary anxiety 
and phone calls. It may also be helpful to remove/wash out clots 
from the rECtum whi le still in the operating room to minimize 
confusion aR,er surgery. However, rnajor bleeding can also occur, 

alheit rarely, and may require further intervention. While the 
presentation of major bleeding is not uniform, patients often 
rel)Ort frequent passing of small to moderate amounts of dot and 
bright red blood st.irting after the first bowel movement. 

Issue lheme Approaches to A.norectal 
Disease; Guest Edlto,-: Sean J. Langentt?ld, 
MD. FACS 

Hemorrhoid surgery involves the vascular cushions of the 
anus, so not surprising ly, hemorrhoidectomy is associated 
with higher rates of bleeding when compared with other 
ano rectal proccdures.1- 3 Bleeding after other anorecta.l pro­
cedures such as procedures for anal fistula or ti ssure is very 
low (0.4-1.2%).4•5 

Rates of clirucally signif\c;mt bleeding after hemorrhoid 
surgery vary based on type of the procedure. For conve ntional 
hemorrhoidectomy (Milligan- Morgan and Ferguson) and 
b ipolar energy device hemorrhoidectomy (Ugasure), rates 
of clirucally sigruficant hemorrhage has been re ported in the 
range of 0.3 to 6%. with an average of around 2%.1-3,6,l There 
does not seem to be a significant difference in rates 
of bleeding between conventional h emorrhoidectomy and 
bipolar energy device assiste<l procedures. 

The timing of bleeding afte r hc morrhoid cctomy varies, 

a nd can be generally divided into immediate and d elayed.5 

Immediate b leeding occurs within 24 to 48 hours of a 
procedure ancl is likely related to loss of control of the 
vascular pedicfe_ De layed bleeding i~ deli.nod as bleeding 
reported up to 2 weeks postprocedure, and is more often 
related to infection or local traum a.4·5 Delayed bleeding 
may be influenced by post-operative paio medications. 
Hctnorrhoid ccto my is a ssociated w ith sig nificc1nt 

postoperative pain, and multimodality management is 
routinely employed to help alleviate discomfort. N$AJ0S 
are an integral part of this pain management and can 
increase the incidence ofbleeding.8 

Copyright © 2016 by Thieme Medical 
Pui>llshers, Inc .. 333 Seventh Avenue, 
NowVork, l'IY 10001, USA. 
Tel: +1{212) 5/14.4662. 
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Com plicatio ns Following Anorectal Surgery Kunitake, Poylin 1S 

Th.inkfully, most bleeding w ill resolve spontaneously. For 
bleeding thatdoesnotresolve. t he treatment de pends on the 
location of the bleeding and the degree of blood loss. If the 
bleeding is more external in nature, holding pressure w ith 
gauze, cauterization, or s uture ligation at the bedside are all 
acceptable interventions with high rates of success. Injection 
oflocal anesthetic w ith epinephrine can also be performed in 
clinic or on the w ard; however. th is can be uncom fortable and 
there ore no data available on t.he success of t his approach. For 
bleeding that is located w ithi n or above the anal canal, 
bedside intervention is more difficult, and the fi rsi approach 
is typically to tamponad e the bleed with a fi nger or a piece of 
Vaseline gauze. Often, the p,1tfont's own sph incter tone actsa.s 

a tlmoonade on bleeding vessels within the anal canal. w hich 
can explain the episodic nature of post.operative bleeding. In 
m ore severe cases, tamponade with a Foley balloon cathete r 
can be e mployed, possibly in conj unc..1ion with Vaselinegauz.c 
and Surgicel.4.s Tam ponade can be Quite uncomfortable for 
the patie nt, and is often used as a t.em porizing measu re while 
a more definitive plan is being activated. 

On a n average, 15 to 33% of patients w ith bleeding a fter 
hemorrhoidectomy will require a return to the o perating 
room for control of the hem orrhagc.3·9 Interestingly, most 
will not h ave an identifia ble source or bleed ing by the time 
they arc exam ined in the o perating room. However. these 
bleeding episodes can be significant and a re turn to the 
operating room for the seco nd look may be j ustified. 

Bleeding after stap led hemormoidectomy (procedure tor 
prolapse and hemorrhoids, PPH) is slightly more l"Ommon 
than for excisional he morrhoidectomy, with rates as high as 
9.6%. 1-3 At. the same time, rates of reintervention i:>r bleeding are 
lower for f'l'H compared with conventional hemorrhoidectomy.3 

Bleeding after Doppler-guided hemorrhoidal de-art.erialii.ation 
has been reoorted to be low ( 4.3%): however. this need s to be 
balanced with the ttiance of long-term recurre nce. 10 

Special consideration should be g iven to patients with an 
increased r-isk for bleeding after anorcct.-11 surgery. Pa tien ts on 

hemodi,1lysis have reported rates or post.operative bleeding as 
high as J 1.1 % after conventi onal he morrh oidect.omy. 11 for 
patie nts on systemic anticoagulation. there are limited pub ­
lished data on postoperative bleed ing. A st udy by Nelson et al 
focused 011 rubber band ligation for patients on antithrom­
bot.ic prophylaxis, a nd reported min imal risk of bleed ing for 
patients on .1spirin, nonsteroidal anti- infl a mm atory drugs 
(NSAIOS) or coumadin.1i However, th is group found that 
clopidogrel carried a higher risk of bleeding (8.6%). even if 
it was he ld prior to the banding and restlrted in a delayed 
fashion. Data on newer antit.hrom botic m edications and 
hemorrho id procedures a.re not available. 

l here is signific.int controversy regard ing whet.he r or not 
antithrombotic therapy should be stopped prior to the surgical 
t reatm?nt of hemorrhoids. Most woUlct consider asp irin and 
NSAIDS generally are safe to continue through the perioperative 
period . Coumadin at low doses seems to be safe as well, although 
severa l s urgeons would recom mend s to pping it prior t.o surgery 
and restaning w hen dlance of bleeding afte r tl1e p rocedure 
decreases. The risk of bleeding while on other antiplatdet 
therapy s uch as dopidogrel is significant and these medications 

should be stopped, or the proaed ure should be delayed unbl it 
can be stopped if at all possible. 

Infection 
Infectious complications after anore(tal surgery are thank­
fully uncommon. but can be significant when they d o occur. 
Since painful drainage (including more fibrinous m aterial) 
and swelling is expected afte r most anorectal procedures. the 
diagnosis of a n infec t.ion may be d if ficult. and is often delayed. 
Feve r, worsening pain after initial improvement in 
symptoms, a nd the development of delayed urinary retention 
are three very importan t warning sign s. Pat ients e xhibiting 
these three symptoms should be examined promptly to avoid 
worsening complications. Imaging. including computerized 
tom ogra phy or magnetic resona nce imaging may be 
cons idered especially if a d eepe r a bscess or pelVic sepsis is 
suspected. When an infection followinganorectal surgery has 
been diagnosed, tile surgeon should have low threshold for a 
quick return to the operating room for contro l of infect.ion and 
debride men t of any devitalized tissu e. 

·rrans ient bact.cremin afte r hcmorrho idectomy is common, 
and has been re ported in up to 8% of cases. 13 but clinically 
significan t infections are extre mely uncommon . Given the 
location, it is expected that all wounds w ill get colonized by 
bacteria shortly .1ftcr s urgery. The exact rate of infec tious 
complication s after anorectal surgery is difficult to interpret. 
The development of severe pelvic sepsis (Fournicr 's 
gangrene ) following anorectal surgery has only been 
described as ind ivid ual case reports, with24 published cases 
between 1978 and 2004.14•15 There are a few reports of 
development of liver a bscess and septic e mboli a ft.er ano­
rectal s urgery. 14 Rates of abscess formation afte r hem orrhoi­
dectomy have been reported between 0.5 and 4%1.3Al6. l7 

with most studies re porting a rate of 1 %. Patients w ho are 
immunosuppressed seem to be at higher risk.18·19There d oes 
not seem to be a significant difference between open an d 
closed hcrnorrhoidccton.)Y or bet.w een traditional hcn.1or­

r~~idect.omy and PPH.1•
15 Several studies also report wound 

complications (d rainage, nonhea ling, e tc.), b ut. it is possible 
that these were caused/resulted from infection that was not 
clinically evident. 

There does not seem to be an association between per­
forming a perianal b lock with local a nesthe tic and postope r­
ative infect ion. 14 Ra t.es of infect.ion after proced ures for ana l 
fistula seem t.o be s imilarly low, but. even h arde r to interpret 
since localized infection isan indication for surgery and these 
data are often combined w ith recurrence/reoperation.11•

12 

There has been no convincing ev idence to s uggest that e ither 
preoperative or postope rative antib iotics decrease rat.cs o f 
infectious complications for an orectal surgery.20 Exceptions 
to thi s are d iscussed in article "Perioperative Management o f 
the Ambulatory Anorectal Surgery Patient" on pp. 7 - 13. 

Urinary Retention 
Urin ary retention is the most common complic.it.ion a fte r 
anorect.al su rgery, with rates va rying between 3 and 50%21- 26 

with mos t studies reporting a rate around 15%. 22-25 
Posts urgical urinary rete ntion is multifa ctorial with 
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17 

.l2 

Filed with TJ 
12 March 2019 

Appellate Exhibit 619D (MAH) 
Page 17 of30 

UNCLASSIFIED//FOR PUBLIC RELEASE 



UNCLASSIFIED//FOR PUBLIC RELEASE 

:er f@!Jsl!tt!l!JIPI19PJJ; Pelt e:PPI@MIS 1et!l19 er flS I 

16 Complications Following Anorectal Surgery Kunltake, Poylln 

contributions from irritatfon/blockade of pelvic nerves and 
pain e1KJked reflexes.2427 The multifactorial nature of urinary 
retention makes it a difficult problem to deal with after 
anorectal surgery. Pain is a major issue and pain treatment 
strategies can exacerbate the problem. For example, local 
anesth.etic can significantly improve post.operative pain and 
nerve irrita tion; however. it can also lead to decreased 
sensation of the urge to micturate leading to bladder 
distention.7.7 

Several risk factors have been identified over the years that 
intTease the like lihood of retention. Some of these factors are 
not modifiable. including age. male sex. and type of 
surgery.23-27 Ot.hcrfactors arc modifiable and lead to changes 
in practices associated with anorectal surgery. In general, 
epidural and spinal anesthesia have been associated with 
higher rates of urinary re tention is-i, compared with 
monitored anesthesia care. Opioid s. o ften needed afte r 
anore(tal surgery, can also contribute to the problem. 

Excess intravenous fluid has also been shown to signifi­
cantly increase the risk of urinary retention. and strategies for 
intravenous fluid restriction are typically employed.22.25 A 
more detailed discussion of fluid restriction can be found in 
the chapter on ambulatory anorectal surgery. Of note. several 
med ications have been employed in attempts to reduce 
urinary retention , but the data arc mixed and for the most 

part disappointing. Although well-designed. the previous 
studies on this topic suffered from small numbers and the 
use of older medications. urecholine and prazosin have both 
been shown to be ve.y effective in treating established 
urinary retention. but not in preventing it in anorectal 
surgery.22.24 

Typical symptoms of urinary retention include pain. 
pressure, discotnfort, an unproductive urge to urin ate, and 

frequent, small volume micturit.ion with persistent feeling of 
incom plete evacuation. In patients with good pelvic nerve 
blockade and decreased sensation, abdominal pressure may 
be the only early symptoms. Urinary retention can lead to 
urinary tract infections. If oot addressed in the timely 
manner. retention can result in over distention of the bladder 
that can further exacerbate the problem ,md in some cases 
lead to acute renal injury from post.renal obstructionP 
Clinical symptoms as well as noninvasive bladder sc,mners 
are very effective in diagnosing t.hi.<; problem. 

Thankfully, most issues with urinary retention are self­
Jimit.cd, and will resolve without major intervention. Since 
inflammation and swelling seem to contribute to the 
problem, patients with mild retent ion are oft.en counseled 
to sit in a bath of very warm water. filled above the waist. to 
see if this can alleviate swelling and faci litate u rin ation. When 

this is unsuccessful. patients may require bladder catl\eteri­
zation. This may involve intermittent. straight catheterizat.ion 
or a temporary indwelling cath eter, which can typically be 
removed aft.e r a few d ays w ithout further testi ng. a 1 

antagonists such as tamsulosin can be helpful, and attempts 
to minimize opioid intake is also worthwhile.27 While these 
measures alone will aid most patients. a referral to a 
urologist for further studies is indicated if prolonged urinary 
retention occurs. 

Clinii:s in (olon.'Jnd lit:Ct.'JI Surg""f V¢1. l9 No. l{lCl l (; 

Other Acute Complications 
Thrombosed hemorrhoids and fissures following anorectal 
surgery have been described by several papers1-s.is.i9 and 
are likely related to loca l tissue trauma. inject ion of local 
a nesthetic with epinephrine, and constjpation. Incidences of 
these complications in all the studies reviewed are very low 
(although possibly underreported). so it is hard to make 
meaningful conclusions about true risks and preventive 
s trategies. In general. si.tz. baths and avoidance of const ipation 
can be helpful in avoidi ng fissures and thrombosed 
hemorrhoids, as well as in the treatment of these cond itions 
when they develop. 

Severe constipatjo n is comrnon after a norect.al surgery. 

with rates between 15 and 30%. 1-3 Hemorrhoidectomy has 
the highest rates reported .A fear of bowel movemen ts and th e 
associated pain can lead to functional constipation. Opioid 
consumption also plays a rnajor role. While fecal irnpactio n 
can develop, this is less common. and disimpaction is rarely 
required. with most cases treated on an outpatient basis. A 
solution to postoperative constipation is the combination of a 
s trict bowel regimen wi th a multimodality pain regimen that 
limit~ opioid consumption_ It.is important to note that several 
patients have pre-existing constipation as a cause of their 
underlying anorectal disease, and ,•igilance is needed to avoid 
exacerbating this problem after surgery. 16 

Anal fis tulas have also been reported aft.er anorect.al 
procedures. In cases where fistula-in-ano was not a primary 
problem. it is either the result of infection. trauma to the anal 
canal, or abn ormal healing. The treatme nt of these fistulas 

varies significantly based on the degree of sph.incter muscle 
involvement Rectovaginal and ano-vaginal fistulas have also 
been reported with higher prevalence in PPH procedures. This 
can occur when the rcctovaginal scpt.uf'n incurs daJnagc. so it 

is more common in surgeries that involve the anterior anal 
canal and rectum, including hemorrho idect.omies and full 
thickness I.rans-anal excisions. 3 For I.his reason, careful dis­
section and postprocedure examination of t he rectovaginal 
septum is warranted to avoid fistula. 

Long-Term Complications 

Complications after anorect.al surgery are not. always imme­
diate, and can instead take months or years to fully develop. In 
general, these complications are more severe and more 
diffi cult. to trea t than I.hose that. occur in the acut.c 
postoperative period. We will discuss the most common 
and most feared long-term complicatio ns below. 

Anal Strlcture/Stenosls 

If excludi ng coloanal anastomoses. anal stricture and stenos is 
are most commonly seen after hemorrhoidectomy, but can 
oa:ur aft.er any surgery within t.he anal canal. Stenosis can 
complicate a st..1plcd or radical amput..a tjvc hcrnorrhoidcc­

tomy in I to 7.5%of cases. 10
•
21-29 In these patients, the normal 

pliable anoderm is replaced by cicatrized tissue due to 
excessive removal of the anoderm and d istal rectal mucosa. 
The patient may also suffer from injury to the underlying Mal 
sphincter muscle, leading to severe and progressive stenos is. 
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,s· Cor.nplicati!)ns Followiog Ar.,orectal Surgery Kunita ke, Poylin 

A 

: .. A .. A : 0 
~ . · 

B 

f;g. 1 Aooplosty [A: hou,o flop, B: Y-V flop, C: d;omood flop). 

fig. 2 Al'loplo!>1y. (I mage c()urtesy of W . Brioll Swl::.t:fley, MD.) 

maintain it s subdermal vascular plexus. This is then sutured 
into the vertical limb of the Y incision. If the proximal portion 
of th e fl ap is too narrovv, the patient may have insignificant 
widening of the stenosis. 

V-Y advancement flap is performed by making the V-shaped 
incision with the wide base oriented ooward the dentate line. 
Once again. che nap is mobilized ensuring tllac tl1e subdennal 
vascular plexus is preserved. ·Ille donor sire is cle&ed primarily, 
creating the vertical limb cf the Y. the nap is then :;ecured 
proximally to replace the area of eliCised scar. 

To create a diamond flap. the ~car tissue is in cised and a 
diamond-shaped flap is created on the periaml skin at the 
distal end of the incis.ion .Again, the flap .is advanced over the 
area of incised scar and the donor site is closed primarily. 
Simila.r to the diamond-shaped flap, the U-shaped fl ap is 

Clinl:s In COion and Re<talSur9e,y VOi. 29 NO. 1/2DlG 

created on the perianal skin after the anal stenosis scar t issue 
is incised and the flap is advanced over t he area of incised 
scar. The donor site is left open to heat.ls 

The house flap anoplasty is used for anal stenosis when a 
V-Y aclvancemem flap may not provide adequace tissue 
coverage. (c has the advantage of a larger. fl ac proximal 
segment wlchouc a coroer tbaccan be susceptible to isdlemla. 
A longitudinal incision is made from the dentate line to the 
end of the stenos is. The nap i~ created in the shape of an 
inverted house with the base oriented prox.imally and is 
advanced into the anal canal and secured in place. It is of 
paramount importance that the flap be created with an 
adequate length and width to cover the defect. The donor 
site can be left open or closed primarily. Bilateral house flaps 
can be used for severe stenosis or eccropion. l6 38 

Rotational S flap 
The rotationalS-plasty flap is well suited for coverage of large 
areas but it does not work as well to open strictures as an 
advancement nap. Rotational S-plasty naps are full-thickness 
flaps withcbelengch oCche ba,eequivalenc co its length. After 
the scar ac the anal canal Is excised, the flaps are rotated such 
that the apex is sutured to the opposite side of the anal canal 
and the side of the nap is sum red to the .lateral wall . 

farid et al compared 63 consecutive patients with anal 
scenosis by utiliz.ing the house flap.rhomboid flap, and V-Y 
anoplasty. A total of 91)% of pat ients with a house fl ap had 
clinical improvement at 1 yearcomparedwith 60% of patients 
with a rhomboid flap and 30% of patients w ith Y- Vanoplasty. 
The .incidence of complicat ions was lowest in the h ouse flap 
cohort and included isdlemia of the flap in one patient, 
dela:y,::d healing in one patient, and sepsis in one 
patient. Patient satisfact ion was significantly higher among 
patients with a .house flap compared with a rhomboid flap or 
Y- V anoplasi:y. 3 1 

Fecal lncontln1mce 
fecal incontinence following anorectal surgery can result 
from several issues. In cases such as fistulotomy, sphincter 
muscle may have been intentionally divided w ith an under­
estimation of the functional consequence. At other times, 
damage to the anal sphincter or associated nerves occurs 
unintentionally. This can be due to direct mechanical or 
thermal trauma, or due to subsequent infection. Met iculous 
surgical technique is paramount in avoiding unintentional 
damage to the anal sphincter. (tis also essemial that the risk 
of fecal incontinence be included in the inlormed consent 
prior to surger y . . Incontinence related ro specific anorectal 
procedures, as well as the approach to diagnosis and 
treatmem of incom inence. Is included below. 

To prevent fecal Incontinence after fl stula surgery, the 
Integrity ofehe anal sphincters prior tQ su111:ery must be kept 
in mind, as many patients undergo multiple sucy;eries 10 creat 
their anal fistula. It is extremely important to document an 
objeccive assessment of the patient's pre:,perative fecal 
inoo11tinence, a; th is may aid in your surgical decision 
making, and aim allows a more accurate assessment of 
post operative disturbances .in continence. 
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20 Com plications Following Anorectal Surgery Kunitake . Poylin 

Treatment of chronic:: pain following anorectal s urgery 

should be targeted to the underlyi ng source. Warm s itz. baths 
and nonsteroidals can relieve mild pairt Antispasmod ics s uch 
as d iazepam or cyclobenzapri ne m ay be added if lcvator 
spasm is noted. An ism us tnay be t reated w ith bot.ulinum 
toxin injectio1L 57 Sacral neurom od ulaticn has also been 
described for chron ic pelvic pain after anorectal surgery.58 

If retained sta ples after PPH are identified. an exam under 
anesthesia with staple re moval is appropriate. Thankfully, 
many patients with pain will slowly improve over t ime. 
Overall, chron ic pain after anorectal surgery can be quite 
d ifficult to manage. wh ich reinforces the importance of 
prope r knowledge of the anatomy and use of me ticulous 
surgical tech nique . 

Conclusion 

While anorectal surgery is ge nerally well tolerated .short- and 
long-term complications frequently occur. To battle t his. the 
su rgeon should perform a thorough preoperative work-up of 
the patient's b,1selin e d is,1b ility. a lo ng with a deta il ed 
discussion of complicat ions during the inform ed consent 
process. When complications do occur, prompt identifica tion 
and elimination of the offending pathology can limit the long­
term impact on the patient's quality of life. 
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