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MILITARY COMMI SSONSTRIAL JUDICIARY
GUANTANAMO BAY, CUBA

UNITED STATES OF AMERICA
AE 619D (MAH)
V.
DefenseM otion to Waive
KHALID SHAIKH M OHAMMAD, Mr. al Hawsawi's Appearance
WALID MUHAMMA D SALIH atthe
MUBARAK BIN ‘ATTASH, Military Commission Sessin Scheluled to

RAM ZI BIN AL SHIBH, begin Mar ch 25, 2019

ALI ABDUL AZIZ ALI,
MU STAFA AHMED ADAM AL Filed: 12 March 2019

HAW SAW |

1.=6=8= Timeliness This motion istimely filed.
2. =4=8= Relief Soudit: Mr. al Hawsawi requess to be excusedrom attending the military
commpbsionsessbn presently schedledto commerce on 25 March 2019.

3. =&===Burden and Standard of Prodf: The burden of persuason onthis motionrests wih the

Defense. R.M.C. 905(c)(2).
4, === Facts:

a. =&=8= Mr. al Hawsaw has keendiagnosedwith increased corplicaionsthat are
repercussonsfrom torture and sodorng he endued during hisdeention atbladck stes. The
prolapsedcolon, redal teass ard chronic hemorrhoids sifered as a resutif this alusehas rad
long lstingimpacts on M. al Hawsawi’s hedlth and well-being. Mr. al Hawsaw underwent

rectalsugery on 140ciober 2016, inan atenpt to carectthese ssies?

L= Soe AE 362P, Dedrse Moton for Approprite Relief to Continue December 2016
Heaing (filed 10 November 2016);362S Rely in same motion seiies (iled 18 Novembe
2016)
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b. ==a44a The medcal recadsmostrecertly providedto the Defense evderce
that he has bendiagnosedwith aral sterosis,a tightening d the rectal passag whichis
chronic and painful, in additionto anal verge fibross and anakurgicd changes. Att. B
(Medicd report of mlonogsopy peformed by aperson who efers to hmself in the medcd
recadsas ‘Dr. Poopy;). Anal sterosis ard chronic rectal pain are anong tre “mostfeaed
longtem conplicaions” of anoedal surgery, as accompanying pan with deecdion,
condipation and elated symptans can be déilitating and regatively impad the patient’s
quality of life. See Att. C. This newest medicd complicaionis sadly unsurprising, given the
history of trauma and multiple procedures condwcted on Mr. a Hawsawi on that aeaof his
body.

C. =dmmi=@diu@ /1. al Hawsaw now erdures een greaer physcd pain from the daiy
struggle with having abowel movenent. Themog recent records he defense has been
provided (vhich dat from Novembe-Januay 2019) evidencethatvarious topcd ointments
which havebeentried ae d noassstance,resulting in his hareased use of Tramadol, a
naraotic like pain reliever.®  Side efects for Tramadol which Mr. al Hawsawi has eyerienced
includea geneal feding of discomfort, joint and muscle pan, and tiredness. Beyond he
chronic anal pan, Mr. d Hawsawi has abdominal pain ad slarp lower back pan; his blood

presaure is also gill notunde control. See Att. D, E F.

2-48-Kunitake, H., & Poylin, V. (2016. CamplicaionsFollowing Anorectal Surgery. Clinicsin
Colon and Rectal Surgery, 29(01), 014-021. doi10.1055/s0035-1568145.

Sell=e4e3-Mr. al Hawsaw took Tramadol for his pain 15 diys in Decenbe 2018, and 12 of
thefirst 22 chys in Bnuay 2019 (he Defense does notyet haverecords keyond hatdate).
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d. €3The Defensedetaied for this Commissionin eatier pleadngs tte sugeries
performed on M. al Hawsawi and hison-goingmedicad problems* Before his mostrecert
colonogopy, which occurred on 30 Nbvembe 2018, he haitwo surgeriesin short orde in
April 2017:acolonogopyto remove a polyp in his colon thatwas catsing continued rectal
bleeding, and lhen —justa weeklater — a ureteroscopy and éser lithotripsy, b extrad a1.2 an
kidney sone. A thetime of the mlonogopy, thesurgeon obseved oozing henorrhoidsand
perianal skintags prior to the procedure. The ueteroscopy required geneal aneshesia® These
2017sugeries vere receatd by two eatier surgeries D the rectal areapne in October 2016ard
another in 2006°

e. =Hu=@i@=A s the Defense hasformed this Canmission in tle past’ Mr. al

Hawsawi’ s muttiple hedlth problems gem from the onditionsand reament he expeenced in

A ufimin Soo AE 362P(MAH); 362S(MAH); see also, AE 565A (MAH), DefenseMotion toWaive
Mr. al Hawsawi’ s Appeaiarnce atthe Schedled April-May 2018 Mlitary Conmisson Sesson
(Filed 12 Apr 2018; AE 5400 (MAH), Defense Motonto Waive Mr. al Hawsawi’s Reserce at
Januay 2018hearnings(filed 5 Bnuary 2018); AE 537H(MAH), Deferse Motionto Waive Mr.
al Hawsawi’s Appearance atthe Scheduled Decenber 2017Mili tary Commisson Sessons(filed
1 Decembe 2017); AE 522D (MAH), Defense Motonto Waive Mr. al Hawsawi’ s Appeaiarnce
atthe Schediled October 2017Military Commisson Sessons (fled 3 October 2017); AE
520MAH), DeferseMotion to Waive Mr. al Hawsawi’s Appeaiarnce atthe Scheduled Augug
2017Mili tary CommissionSessbns(filed 20 Augug 2017); AE 500R MAH), Deferse Motion
to Waive Mr. al Hawsawi’ s Appeaiarce atthe Scheduled May 2017Milit ary Commisson
Sessins (fled 12May 2017); AE 487 (MAH), Defense Maionto Waive Mr. al Hawsawi’s
Appeaarnce atthe Scheduled Jaruary-February 2017Military CommissionSessons (filed 24
Jaruary 2017).

5 € See AE 565A (MAH), Defense Motionto Waive Mr. al Hawsaw’ s Appeaiance atthe
Scheduled April-May 2018 Mlitary Conmisgon Sesson (Filed 12 Apr 2018)

648 See AE 362P, Deénse Moton for Approprite Relief to Continue December 2016Heaing
(filed 10 Novembe 2016).

" 48-See AE 52QMAH), DeferseMotion to Waive Mr. al Hawsawi’s Appeaarce atthe
Scheduled Augug 2017Mili tary Commisson Sessons(filed 20 Augug 2017).
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bladk dtes. In addition to herecently diagnosd anal genoss and hischronic anal pan, he
regularly sufers from debilitating migraines and persistent ringing in hiseass. It bears repeating
thatMr. al Hawsawi lived with apainful prolapse in hiscolon for mare than tenyeas, while
imprisoned and while remaining inthe cusody of the same entities thatinflicted theseinjuries.
The whole time, even as he ddo reinsert prolapsng tisaie bak into hisanus he hal to relieve
himself pubicly -- thatis, before guards watching over him. Thepubic naure of such a privae
matter continues by vitue ofhisbeing in cugody. It is exaetbaked moreover, when he ha o be
trangported to court ad st there for hours because, shoutl heneed to suddenly relieve himself,
he ha to pubicly request to be exased and temporarily halt the @mmisson proeelings, so
that guads can escort him to aholding cll outsde the courtroom, wherethereis atoilet.

f, =dei=@ub@=/\ fe\v months afer Mr. al Hawsawi’s Cctober 2016rectalsurgety, the
Senior Medicd Officerthen asgned to Camp Seven testified thatit takes a prolongel period to
reaupeate from such asurgery. Theofficercould not opne pedsely howlong, ®nceding that
recyperation timeswere awerages ad deperded on mary fadors persoral to the particular
patent The medcal officer’'s assessmemtasbasedon medical averages or similar procedures,
and didnot congder pateents reaupeating while held in cusgody, and ter thekind of trauma
Mr. al Hawsawi experienced while in confinement® The Senior Medical Officer’s prognoss
from October 2016, if not entirely wrong, was at least wildly optimistic, and particularly so
given hischronic anal pain ad the Novembe 2018 dagnoss thatMr. al Hawsawi has anal

sterosis.

8 LB-See United States v. Mohammad et al., Transcript (5 Decanbe 2016) at1408081.
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g. &7 The Commission las adisedMr. al Hawsawi of his rightto be presentatthe
onst of over 37 pretrial hearingssincethe Commisgon beganusing the processof advising the
accisedof theright to presere? Deferse cainsel has asoexplainedto Mr. al Hawsawi his right
to atterd commeasion feaings,and the dfectof his waiving his preseice. Mr. al Hawsaw
knowingly and voluntiily chooses towaive hisright to ke present atthe upcoming March
sesson d the Commission.

5. =8=Ar gument:

ebbdmialile |t |S NOtONIy legally appropréte butalso humaneto accept Mr. al Hawsawi’s
knowing and voluntry waiver to ésent himself from these proceedings undethe arrent
circunstances. The recehdiagnosis tlkat Mr. al Hawsaw suffers from anal sterosis, @ a
hardening ofthetissue aound he anal pssge, is yet another aftemrmath of thelong higory of
traunma he haes hadto the rectal area &dr beng sodmnized by he CIA atblad stes. Put snply,
Mr. alHawsaw asls towaive his preserte d the heaiing because ke need to mnimize the
amountof prolongel sitting hehasto do, as vell as the time spenaway from easyacces toa
toil et.

=SH#=S8S3The recendiagnosis @ anal sterosis eemonstates hatthe JT--GTMO’s
prognogs about Mr. alHawsawi’s recyperation have prova wholly unreliable. Mr. al Hawsawi’s
aral pain ischronic, and his anal sienosis isikkely the resultof the rauma and multi ple procedures

hehas had to endure to thet part of his body. The pain thiscondtion causes Mr. a Hawsawi is not

9 43~ Pursuant to the Commission's order in AE 37H, Order, Govemment Motion Regarding
Accuseds Reserce During Commisson Proceadings(dated 16 Octobe 2012), atthe beginning
of every seies ofhearingsthe Mili tary Judgehas informed Mr. al Hawsawi of hisrightto be
presentand aboutthe process fo voluntarly waiving his preserce. Therehavebeenan estimated
37 sssonsof the Commisson snce Octobe 2012, ad at e@d of these sesgons,the military
judgeinformed Mr. al Hawsawi of hisright to be present, and the dfect of waiving thatright.
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under control, and e continues to ty different medicaions toall eviate that pan; heis in generd
discomfort, with joint and muscle pan, and iredness hatmake it difficult for him to con@ntrate.
Furthermore, the prognogs given to-date have nottaken into account he particular condtions
unde which Mr. al Hawsawi lives!® Thereare obvious, dbilitating factors that severdy impaa
the managenent of hiscondition: he is under a diet thathedoes notcontrol; he ha aschedule
that hecannotcontrol; he sufers from uralleviated, chronic head neck back ard rectalpain; he
hasto relieve himself under theeyes ofprisonguards atall times.

=“=5-The Rules for Military Commission spcifically provide that anaccisedappearing
before a military commisson may voluntarily waive hisrightto bepresentat sessons ofthe
Commissionoccurring after arraignmentby secuing the pemissionof the military judge onthe
record. Se2R.M.C. 804(). Sincethe Commisson beganin 2012 to usthe processof advising
the acusedof their right to presence, Mr. al Hawsawi has now been advised on hereoord of his
rightat more than 37 petrial hearings!! Sincethat time, Mr. al Hawsawi has regularly waived
his apeararce after thefirst day of each sessbn by signinga written waiver; this Canmission
has accepedthesemany signed waivers as knaving waivers from him. Mr. al Hawsawi thus
undestandsfully his right to be present, and the meaning of his waiver of aterdarce.

Furthermore, coungl has also advised him of hisright in thisregard. Accordingly, Mr. a

10ulei=Soe United States v. Mohammad et al., Transcript (5 Decanbe 2016) at1408081; Mr. &
Hawsawi also aticulated this poirt fully in a previous moiton, AE 520 (MAH), filed 20 Augug
2016.

1-a=B=Soe AE 37H, Order, Government Motion Regarding Accuseds Rreserce During
Commisson Procealings(dated 16 Octobea 2012). At eat of Commisson haring snce this
Order, themilitary judgehas informed Mr. al Hawsawi of hisrightto bepresent, and te effect
of waiving thatright.
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Hawsawi’s waiver of his preserce atthe up@ming Mardh hearing isknowing and vduntary, and

it is legally appropriate for the Commission toaccept it.

=&=3-Themilitary commisson proesshas precalent on which to rely for granting arequest
to waive preseme atthe first day of amulti-day sessin ofthe @mmisson. The Military Judge
in the commssioncaseof United Sates v. Abd Al Hadi Al-Iraqi, granted the acciseds requestto
waive his presere onthefirst day of the procealings. In acceting thiswaiver, the judge

obsved that:

-£5-to dae the Commission has required the Accusedbe present at

thefirst sessonof eachschedled hearing. At the first session,the

Commisson has advisedthe Accusedof his rightto be present

unde R.M.C. 804, anl allowedthe Accusedto waive his preserce

at subgquent sessdns ofthe same hearing.*?

=4=i=The procedures the al Iragi Commisgon employed areidenticalto the proceduresthis

Commissionuses toadvise Mr. al Hawsawi of hisrightto be presentJustas he al Iraqi
Commisson explicitly reamgnized the significarce of previousrightsadvisemers given to the

acaised there, so shouldhis Canmisson.

=&=5-Neither Mr. al Hawsawi nor the Government will suffer prgjudice from Mr. d
Hawsaw's vduntary absese fom this sessn. In its Orderin AE 037H*2 this Conmisson
foundthat “[tjhe MCA 2009 sgcffically articulates he presence d the acused as aight’ nat a

mandak.” As the Conmisgon further held:

12-L=h=Spe United States v. Hadi al Iragi, Commisson Ruling (dated May 5, 2017) (Attachment
B to AE 500R, DefenseMotion toWaive Mr. al Hawsaw'’s Preserte atthe May2017 Miitary
Commissiors Sessin MAH) (12 May 2017),

13453-United States v. Mohammad, et al., AE 037H, Order re Govemment Motion Regarding
Accuseds Resereduring Commisson Proceedings (16 Octobe 2012) at 3.
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=&3-The Commission advisedeachaccusedof therr rightto be
presentat all sessons ad of their optionto voluntarily waive their
rightto bepresentat cettain sessbns.Eachaccised with advice of
counsl, understandstheir rightto be presentand their option,
unde cettain circunstancesto voluntarily waive theright.1#

=&=5-Mr. al Hawsawi has been advised by he Commisson and by cound, and isfully
cognizant of his rights with resged to atterdarce,ard he is anareof the mearing and effect of the
waiver of the right. Wherecounsl has beenable to communicae with his client, the client has
been advised of hisright to be pesent, and there is evidence of a knowing and volunary
waiver, counsel canwaive therightto presemre for a client.r® Mr. al Hawsawi canvoluntarily
waive his preserme atthis pretrial procealing, and there isno requirement that such a waiver from
anaccsedbe conpelled throughhis appeaarncein open court See RMC 804.Furthermore, Mr.
al Hawsawi has the ahility to waive his rightto presemeattrial, evenwithoutawritten waiver,
since waiver of presere canbeimplied by condua.® In fact, this Commission itslf has availed

of its ability to imply waiver of presence,when it ordered other co-accisedin this caseremoved

1 i (],
15eeel= Spe United States v. Salim, 690 F.3d 115, 1223 2" Cir. 2012)(*‘A Ithough t is certainly
preferable that the waver [of presence] come from the defendant diredly, thereis no
conditutional requirement to that effect.’ Polizz v. United Sates, 926 F.2d 1311, 1322 (2drC
1991) A deferdant s lawyer may waive presemreon the deferdant s behalf. But a ceferdant s
waiver through woungl, like all waivers of conditutional rights, gill mug be knowing ad
voluntary on the pat of the déendant.”); cf. United Satesv. Dunlap, 577F.2d 867, 86&4th Cir.
1978)(approving oftrial court s acceptance of counsl’s represenation that client voluntarily
waived his presere), United Satesv. Wagner, 280 F. Supp. 3d 811, 819/(D. Va. 2017)(court
acceps d defendant s svorn waiver of preseme ata victim restiution heaing).

16-48-See United States v. Mackey, 915F.2d 69, 72 (2d Cir. 1990), citing Illincis v. Allen, 397
U.S. 337, 3591970)(ajudgecanimply a defendant has waived presere throughdeendant' s
disruptive courroomcondua).
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dueto the Commission’s view thattheir courtroom condud was unruly.!’ It would lead to a
nonsensical resultto rule that Mr. al Hawsawi might be barred from Commission pocealingsif
hewereunmuly, yet hemud be @mpelled to atend proeedingswhen heis not being unuly and
1.) Heis usng prope methods tocommunicae with the Canmisgon hischoiceto waive his
presence; 2.) He has fully and epeatedly been advised of hisrightto bepresent and d the
consquenes of hiswaiving that pesence; and 3) He knowingly and volunaiily offers to waive
his preserme

55t is legally appropriate, logical and hunan therefore, to alow Mr. d Hawsawi to

waive his preserce d the March2019 leaing.

6. Y5 Request for Oral Argument: The Defense does nat request oral argument onthis

motion.

7. €55-Conference with Opposing Counsel: The Prosecution opposs the waiver to the etent

it seeks excusabf the first day of heaings
8. d=R=\\itnesse:. Nore.
9. =d=i= Attachments:
A.3Cettificateof Seavice.
B. #=3~Medicd Record daed 30 Nov 2018 (MEA-100110001469 1 )kebbkmaita ,,

C.=g=3-Kunitake, H., & Poylin, V. (2016) CamplicaionsFollowing Anoredal Surgery.
Clinicsin Colon and Rectal Surgery, 29(01), 014-021. doi10.1055/90035-1568145;

D. =8=3=Chronologrd Record of Medicd Care 04 Dec 2018 MEA-10011-00014716),

\Ulll VU\JI,

17it= Sop, .9, United States v. Mohammad, et al., Trarscipt (21 July 2016, at 12,594,
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E. =d==Chronologicad Record of Medicd Careg 10 &n 2019 MEA-10011-0001472@-1),

\Ulll VVV/,

F. ==8-Chronologcd Reaord of Medicd Care 1 — 22 an 2019 MEA-10011-00014727),

\MITT U ),

/18l

WALTER B. RUIZ
Learned Counsl for
Mr. al Hawsaw

11l

SEAN M. GLEASON
Detailed Defense @un<l for
Mr. al Hawsawi

/1l

JOSEPH D. WILKINSON I
MAJ, JA, USAR

Detailed Defense @unsl for
Mr. al Hawsawi

/sll
JENNIFER N.WILLIAMS
LTC,JA, USAR
Detailed Defense ©@un<l for
Mr. al Hawsawi

/sl
SUZANNE M. LACHELIER
Detailed Defense ©@ung! for
Mr. al Hawsawi

18l

DAVID D. FURRY

LCDR, JAGC, USN

Detailed Defense @unsl for
Mr. al Hawsawi
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CERTIFICATE OF SERVICE

=5 certify that on the 12th day of March 2019, | electronically filed AE 619AH) -
Defense Motion to Waive Mr. al Hawsawi’'s Appearance atthe Military Commisson
Sesson Scheduled to begin Mar ch 25, 2019 vith the Clerk of the Courand al thecouns! of

record by e-mail.

11sl]
WALTER B. RUIZ
Leaned Coursel for Mr. Hawsaw
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14  Review Article
Complications Following Anorectal Surgery
Hiroko Kunitake, MD, MPH! Vitaliy Poylin, MD, FACS, FASCRSZ
! Boston Medical Center, Boston Univarsity School of Medicine, Address for correspondence Vitally Poyling, MD, FACS, FASCRS, Beth
Boston, Massachusetts Israel Deaconess Medical Center, Harvard Medical Schoo!, 330
ZBeth lrael Deaconess Medical Center, Harvard Medical School, Erooidline Avenue, Boston, MA 02215
Boston, Massachusetts {e-mail vpoylin@bidmic. harvard. edu).
Clin Colon Rectal Surg 2016;29:14-21.
Abstract Anorectal surgery is well tolerated. Rates of minor complications are relatively high. but
Keywords major postoperative complications are uncommon. Prompt identification of postoper- g
=~ anorectal surgery alive complications is necessary to avoid significant patienl morbidity. The most %
= complications common acute complications include bleeding, infection, and urinary retention. Pelvic =
= hemarrhage sepsis, while may result in dramatic morbidity and aven martality, is relatively rare. The ﬁ'
= urinary retention most feared long-term complications include fecal incontinence, anal stenosis, and E
~ pelvic sepsis chronic pelvic pain. g
2
z
=
Anorectal pathology is prevalent throughout the world, with Hemorrhoid surgery involves the vascular cushions of the '§
most anorectal complaints being transient and without the need  anus, so not surprisingly, hemorrhoidectomy is associated =
for formal medical evaluation. For those that do require surgical  with higher rates of bleeding when compared with other %
intervention for their anorectal pathology, the surgery can  anorectal procedures.' Bleeding after other anorectal pro- =
usually be done safely in the outpatient setting with minimal  cedures such as procedures for anal fistula or fissure is very 5
morhidity. However, no intervention is without risk, and  low (0.4-1.2%).%° §
complications frequently arise after anorectal surgery, with rates Rates of clinically significant bleeding after hemaorrhoid =
upward of 50% in some studies.” The purposc of this chapteristo  surgery vary based on type of the procedure. For conventional §
review the short- and long-termy complications that can arise  hemorrhoidectomy (Milligan-Morgan and Ferguson) and 2]
after anorectal surgery, including the diagnostic approach,  bipolar energy device hemorrhoidectomy (Ligasure), rates 8
interventions, and prevention strategies for these complications.  of clinically significant hemorrhage has been reported in the §
range of 0.3 to 6%, with an average of around 2% 257 There §
Short-Term|Acute Complications does no_t seemn to be a Sl{;nlﬁt‘a.l‘lt dlffere_nceh in rates §
of bleeding hetween conventional hemoerrhoidectomy and =
Postoperative Hemorrhage bipolar energy device assisted precedures. z
Minor bleeding after anorectal surgery is common. Since we The timing of bleeding after hemorrhoidectomy varies, 5
expect patients to continue with normal bowel function, the  and can be generally divided into immediate and delayed.r‘ E
already disturbed anorectal mucosal becomes further irmitated  Immediate bleeding occurs within 24 to 48 hours of a .§
with activity and bowel movements Since some bloody  procedure and is likely related to loss of control of the =
discharge is normal, the patient should be appropriately  vascular pedicle. Delayed bleeding it defined as bleeding =
counseled on what to expect so as to avoid unnecessary anxiety  reported up to 2 weeks postprocedure, and is more often
and phone calls. It may also be helpful to remove/wash outclots  related teo infection or local trauma®” Delayed bleeding
from the rectum while still in the operating room to minimize  may be influenced by post-operative pain medications.
confusion after surgery. However, major bleeding can alsooccur,  Hemorrhoidectomy  is  associated  with  significant
albeit rarely, and may require further intervention, While the  postoperative pain, and multimodality management is
presentation of major beeding is not uniformy, patients often routinely employed to help alleviate discomfort. NSAIDS
report frequent passing of small to moderate amountsof dotand ~ are an integral part of this pain management and can
bright red blood starting after the first howel movement. increase the incidence of bleeding.®
Issue Theme Approaches to Anorecta Copyright © 2016 by Thieme Medical DOl Attpef/dwdol.orgf
Dizease; Guest Editer; Sean |. Langenfeld, Pulishers, Ine., 333 Seventh Avenue, 10,1055/ 0035-1568145.
MO, FACS Mew York, NY 10001, USa 1SS 1531-0043.
Tel: +1{212) 5844662,
. ___________________________________________________________________|]
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Complications Following Anorectal Surgery  Kunitake, Poylin

Thankfully, most bleeding will resolve spontancously. For
bleeding that does not resclve, the treatment depends on the
location of the bleeding and the degree of blood loss. If the
bleeding is mere external in nature, holding pressure with
gauze, cauterization, or suture ligation at the bedside are all
acceptable interventions with high rates of success. Injection
oflocal anesthetic with epinephrine can also be performedin
clinic or on theward, however,this can be uncomfortable and
there are no data available on the success of this approach. For
bleeding that is located within or above the anal canal,
bedside intervention is more difficult, and the first approach
is typically to tamponade the bleed with a finger or a piece of
Vaseline gauze Often, the patient' sown sphincter tone actsas
a tamponade on bleeding vessels within the anal canal, which
can explain the episodic nature of postoperative bleeding. In
more severe cases, tamponade with a Foley balloon catheter
can be employed, possibly in conjunction with Vaseline gauze
and Surgicel.*” Tamponade can be quite uncomfortable for
the patient, and is often used as a temporizing measure while
a more definitive plan is being activated.

On an average, 15 to 33% of patients with blecding after
hemorrhoidectomy will require a return to the operating
room for control of the hemorrhage’® Interestingly, mast
will not have an identifiable source of bleeding by the time
they are examined in the operating room. However, these
bleeding episodes can be significant and a return to the
operating room for the second lock may be justified.

Bleeding after stapled hemorrhoidectomy [procedure for
prolapse and hemorrhoids, PPH} is slightly more common
than for excisional hemorthoidectomy, with rates as high as
9.6%.173 At the same time, rates of reintervention for bleeding are
lower for PPH compared with conventional hemorrhoidectomy.”
Bleeding after Doppler-guided hemorrhoidal de-arterialization
has been reported to be low (4.3%); however, this needs to be
balanced with the chance of long-term recurrence.'

Special consideration should be given to patients with an
increased risk for bleeding after anorectal surgery. Patients on
hemadialysis have reported rates of postoperative bleeding as
high as 11.1% after conventional hemorrhoidectomy.'! For
patients on systemic anticoagulation, there are limited pub-
lished data on postoperative bleeding. A study by Nelson etal
focused on rubber band ligation for patients on antithrom-
hatic prophylaxis, and reported minimal risk of bleeding for
patients on aspirin, nonsteroidal anti-inflammatory drugs
(NSAIDS) or coumadin.'? However, this group found that
clopidogrel carried a higher risk of bleeding (8.6%), even if
it was held prior to the banding and restarted in a delayed
fashion. Data on newer antithrombotic medications and
hemarrhoid procedures are not available.

There is significant controversy regarding whether or not
antithrombotic therapy should be stopped prior to the surgical
treatment of hemorrhoids. Most would consider aspirin and
NSAIDS generally are safe to continue through the perioperative
period. Coumadin at low doses seems to be safe aswell, although
several surgeons would recommend stopping it prior to surgery
and restarting when chance of bleeding after the procedure
decreases. The risk of bleeding while on other antiplatelot
therapy such as clopidogrelis significant, and these medications

should be stopped, or the procedure should be delayed until it
can be stopped if at all possible.

Infection

Infectious complications after anorectal surgery are thank-
fully uncommon, but can be significant when they do occur.
Since painful drainage (including more fibrinous material)
and swelling is expectzd after most anprectal procedures, the
diagnosis of an infection may be difficult and is often delayed.
Fever, worsening pain after initial improvement in
symptoms, and the development of delayed urinary retention
are three very important warning signs. Patients exhibiting
these three symptoms should be examined promptly to avoid
worsening complications. Imaging, including computerized
tomography or magnetic resonance imaging may be
considered especially if a deeper abscess or pelvic sepsis is
suspected, When an infection following anerectal surgery has
been diagnosed, the surgeon should have low threshold for a
quick return to the operating room for control of infection and
debridement of any devitalized tissue,

‘Transient bacteremia after hemorrhoidectomy is commaon,
and has been reported in up to 8% of cases.” but clinically
significant infections are extremely uncommen. Given the
location, it is expected that all wounds will get colonized by
bacteria shortly after surgery. The exact rate of infectious
complications after anorectal surgery is difficult to interpret.
The development of severe pelvic sepsis (Fournier's
gangrene) following anorectal surgery has only heen
described as individual case reports, with 24 published cases
between 1978 and 2004.'*'° There are a few reports of
development of liver abscess and septic emboli after ano-
rectal surgery. ™ Rates of abscess formation after hemorrhoi-
dectomy have been reported between 0.5 and 43341817
with most studies reporting a rate of 1%. Patients who are
immunosuppressed seemto be at higher risk.'® ' There does
not seem to be a significant difference between open and
closed hemorrhoidectomy or between traditional hemor-
rhoidectomy and PPH.""'* Several studies also report wound
complications (drainage, nonhealing, etc.), but 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 block with local anesthetic and postoper-
ative infection.' Rates of infection after procedures for anal
fistula seem to be similarly low, but even harder to interpret
since localized infection isan indication for surgery and these
data are often combined with recurrence/reoperation.'’:'?
There has been no convincing evidence to suggest that either
precperative or postoperative antibiotics decrease rates of
infectious complications for anorectal surgery_) g Exceptions
tothis are discussed in article “Perioperative Management of
the Ambulatory Anorectal Surgery Patient” on pp. 7-13.

Urinary Retention

Urinary retention is the most common complication after
anorectal surgery, with rates varying between 3 and 50%°1
159, 22-25

with

rate around
is multifactorial

with maost studies reporting a
Postsurgical urinary retention

Cinics in Colon and Rectal Surgery Vol 29 k. 1/2016
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contributions from irritation/blockade of pelvic nerves and
pain evoked reflexes.?**” 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 preoblem. For example, local
anesthetic can significantly improve postoperative pain and
nerve irritation; however, it can also lead to decreased
sensation of the wurge to micturate leading to bladder
distention.?”

Several risk factors have been identified over the years that
increase the likelihood of retention. Some of these factors are
not modifiable, including age, male sex, and type of
surgery. 23727 Other factors are 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 retention” ™" compared with
maonitored anesthesia care. Opicids, often nceded after
anorectal surgery, can also contribute to the problem.

Excess intravenous fluid has also been shown to signifi-
cantly increase the riskof urinary retention, and strategies for
intravenous fluid restriction are typically cmployed?lzu A
mare detailed discussion of fluid restriction can be found in
the chapter on ambulatory anorectal surgery. Of note, several
medications have been employed in attempts to reduce
urinary retention, but the data are mixed and for the maost
part disappointing. Although well-designed, the previous
stuclies on this topic suffered from small numbers and the
use of older medications. Urecholine and prazosin have both
been shown to be wery effective in treating established
urinary retention, but not in preventing it in anorectal
surgery.22.24

Typical symptoms of urinary retention include pain,
pressure, discomfort, an unproductive urge to urinate, and
frequent, small volume micturition with persistent feeling of
incomplete evacuation. In patients with good pelvic nerve
blockade and decreased sensation. abdominal pressure may
be the only carly symptoms. Urinary retenticn can lead to
urinary tract infections. If not addressed in the timely
manter, retention can result in over distention of the bladder
that can further exacerbate the praoblem and in some cases
lead to acute renal injury from postrenal obstruction?’
Clinical symptoms as well as noninvasive bladder scanners
are very effective in diagnesing this problem.

Thankfully, most 1ssues with urinary retention are self-
limited, and will reselve without major intervention. Since
inflammation and swelling seem to contribute to the
problem, patients with mild retention are often counseled
to sit in a bath of very warm water, filled above the waist, to
sec if this can alleviate swelling and facilitate urination. When
this is unsuccessful, patients may require bladder catheteri-
zation. This may involve intermittent straight catheterization
or a temperary indwelling catheter, which can typically be
removed after a few days without further testing. o
antagonists such as tamsulosin can be helpful, and attempts
to minimize opioid intake is also worthwhile.”” While these
measures alone will aid maost patients, a referral to a
urologist for further studies is indicated if prolonged urinary
retention occurs.

Clinics in Colan and Rectal Surgery Vol 2% Ne 1j2016

Kunitake, Poylin

Other Acute Complications

Thrombosed hemorrhoids and fissures following anorectal
surgery have been described by several papers'=1819 and
are likely related to local tissue trauma, injection of local
anesthetic with epinephrine, and constipation. 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
strategies.In general, sitz baths and avoidance of constipation
can be helpful in avoiding fissures and thrombosed
hemorrhoids, as well as in the treatment of these conditions
when they develop.

Severe constipation is common after anorectal surgery,
with rates between 15 and 30%.'* Hemorrhoidectomy has
the highest rates reported. A fear of bowel movements and the
associated pain can lead to functional constipation. Opieid
consumption also plays a major role. While fecal impaction
can develop, this is less common, and disimpaction is rarely
required, with maost cases treated on an outpatient basis. A
solution to postoperative constipation is the combination of a
strict bowel regimen with a multimodality pain regimen that
limits opicid consumption. It is important to note that several
patients have pre-existing constipation as a cause of their
underlying anorectal disease, and vigilance is needed to avoid
exacerbating this problem after surgery.'®

Anal fistulas have also been reported after anorectal
procedures, In cases where fistula-in-ano was not a primary
problem, it is either the result of infection, traumato the anal
canal, or abnormal healing. The treatment of these fistulas
varies significantly based on the degree of sphincter muscle
involvement. Rectovaginal and ano-vaginal fistulas have also
been reported with higher prevalence in PPH procedures. This
can occur when the rectovaginal septum incurs damage, so it
is more common in surgeries that involve the anterior anal
canal and rectum, including hemaorrhoidectomies and full
thickness trans-anal excisions.” For this reason, careful dis-
section and postprocedure examination of the rectovaginal
septum is warranted to avoid fistula.

Long-Term Complications

Complications after anorectal surgery are not always imme-
diate, and can instead take months or years to fullydevelop. In
general, these complications are more severe and more
difficult to treat than those that occur in the acute
postaperative period. We will discuss the most common
and most feared long-term complications below,

Anal Stricture[Stenosis

If excluding coloanal anastomeses, anal stricture and stencsis
are most commonly seen after hemorrhoidectomy, but can
occur after any surgery within the anal canal. Stenosis can
complicate a stapled or radical amputative hemorrhoidec-
tomyin 1 to 7.5% of cases. """ In these patients, the normal
pliable anoderm is replaced by cicatrized tissue due to
excessive removal of the anoderm and distal rectal mucesa.
The patient may also suffer from injury to the underlying anal
sphincter muscle, leading to severe and progressive stenosis.
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Complications Following Anorectal Surgery  Kunitake, Poylin

Patients with anal stenosis often report straining to have a
bowel movement, smaller caliber stools, and pain with
defecation. Anal stenosis may also lead to fecal impaction
and overflow incontinence.

A review of the patient’s previous operative reports along
with a detailed anorectal exam can confirm the diagnosis.
Office evaluation with a digital exam, anoscopy, and
proctoscopy are usually adequate, but patients with severe
stenosis or pain may require an exam under anesthesia. An
examination under anesthesia may also be helpful in deter-
mining how much of the stricture is from anatomic distortion
wversus a functional problem leading to muscle hypertonicity.
With functional stenosis, the anus will relax under anesthesia
while anatomic stricturing will not change. If the etiology of
the stenosis is unclear, biopsies of the area are appropriate to
exclude neoplastic or inflammatory etiologies.

Anal stenosis may be classified by the severity of the
stricture as well as the level of involvement of the anal canal
{~Table 1).** The management of anal stenosis is determined
by the degree of symptoms rather than the degree of stenosis,
and an asymptomatic patient does not necessarily require
intervention, given that a malignant cause of the stenosis has
been excluded.

Mild strictures can often be treated with dietary modifi-
cations, stool softeners, or fiber supplements. The regular
passage of stool provides the most “natural” stretching
possible. Digital dilatation or the use of anal dilators can be
part of the treatment plan if medical management is not
sufficient. The initial dilation should be performed under
anesthesia and patients should continue daily dilations using
a digit or a plastic dilator at home. The author recommends
the use of the plastic insert from a disposable anoscope with
lidocaine jelly as an effective dilator for home use. If patients
remain symptomatic with these measures, it is important to
ensure that the symptoms are not due other causes, such as an
anal fissure.

Patients with moderate or severe strictures who have failed
conservative management require surgical intervention. To

Table 1 Classification of anal strictures

Sewverity of stricture

Mild Tight anal canal can be examined by a
welHubricated index finger or a medium
Hill-Ferguson retractor

Maoderate | Forceful dilation is required to insert the
index finger or a medium
Hill-Fergusan retractor

Severe Neither the little finger nar the small

Hill-Ferguson retractor can be inserted
without forceful dilation

Level of stricture

Low At least 0.5 cm below the dentate line
Middle 0.5 cm proximal or distal to the dentate line

High More than 0.5 cm
proximal to the dentate line

determine the proper surgical procedure, the differential
involvement of the anoderm compared with the underlying
anal sphincter complex must be determined. A patient with a
healthy ancderm and underlying fibrotic internal sphincter
may only need a unilateral or bilateral sphincterotomy.'?
Treatment of a fibrotic anal sphincter with sphincterotomy
alone is most successful if the stricture is mild and low in the
anal canal. Results of sphincterotomy alone for anal stenosis
are limited but good results have been reported in up to 67% of
patients3®

Patients with stenosis of the anoderm require the intro-
duction of healthy tissue into the anal canal, replacing lost or
diseased nonpliable anoderm with elastic and compliant
neoanoderm.*~? Several advancement flaps are described
below. Patients with scarring of the anal sphincter muscle as
well as stenosis of the anoderm should undergo a flap
procedure combined with an internal sphincterotomy. Simple
release of a stricture may provide temporary relief of
symptoms but generally should be avoided because of the
high rate of recurrent stricture.

There are multiple types of flaps for anal stenosis, which
are generally classified as advancement, rotational, or adja-
cent tissue transfer flaps.* The choice of flap is influenced by
the location of the stricture. Mid and upper anal canal
stenoses are optimally treated with mucosal advancement
flaps. For stenoses below the dentate line, a dermal advance-
ment flap anoplasty is recommended. The V-Y advancement
flap is used for strictures at the dentate line. Longer stenoses
are best treated with diamond or house flap. Very large
defects may require multiple house flaps or an $-plasty.?1-32

Mucosal Advancement Flap

Mucosal advancement flaps are best suited for treating
midlevel and upper anal canal stenosis. The scar tissue is
excised and a unilateral or bilateral internal sphincterotomy
is performed if the underlying anal sphincter complex is also
scarred and stenotic. A flap of healthy proximal rectal and
anal mucosa with the underlying muscle is then undermined
for 2 to 5 cm and advanced over the defect. Advancing the flap
too far and suturing it to the anal verge may result in
ectropion, leading to difficulty with incontinence and mucus
discharge. Studies demaonstrate success rates of up to 90%
with the main complications being abscess, fecal leakage, and
restenosis.>

Anoplasty

Several options for flap configuration exist, of which the most
common flaps will be described below (=Figs. 1 and 2). In
general, the operative techniques include adequate mobiliza-
tion to avoid tension and the maintenance of a healthy blood
supply to the flap. The pedicled flap should typically retain a
wide base, with care taken not to cone in when dissecting
deep to the anoderm.

The Y-V advancement flap is performed by making a
¥-shaped incision with the vertical limb of the Y extending
into the area of stenosis and the two arms of the Y extending
widely out onto the perianal skin to form the V. The V flap is
mobilized, generally down to the underlying fascia to

Clinics in Colon and Rectal Surgery Vol 28 Moo 1/2016
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Fig. 2 Anoplasty. (lmage courtesy of W Brian Sweeney, MDY

maintain its subdermal vascalar plexas. This is then sutured
intothe vertical limboithe ¥ incision. If the proximel portion
of the flap is too carcow, the patient mey have iosignificant
widening of the stanosis.

W¥-¥ advancement flap is performed by mzking the v-shaped
incision with the wide base oriented tward the dentate line,
Once again, the Qap is mobilized ensuring that the subdermal
vascular plexus is preserved. The donoe site 5 closed primarily,
creating the wertical limb of the % The flap is then soired
preximalhy t replace the area of excised scar

Tn create a diamond flap, the scar tissue (g incised and a
diamond-shaped flap is created on the perianal skin at the
distal end of the incisinn. Again, the fap is advanced over the
area of incised scar and the donor site is closed primarily.
Similar to the diamond-shaped flap, the U-shaped flap is

€linke in Colon and Rectal Surgeny wol. 23 ho. 1/2006

created nn the perianal skin after the anal stenosis scar tissue
is incised and the flap is advanced over the area of incised
scar. The donot site is lef open to heal 3%

The house lap anoplasty is used for anzl stenosis when a
Yo¥ advancement llap may oot provide adeguare tissue
coverage, [0 bhas the advantage of a larger, flat prodmal
SegmEnT withour a corter that can be susceptible v ischermia,
A longitodinal incision is made from the deatate line t the
enid of the stennsis. The flap is areatad in the shape of an
inverted hoase with the base oriented proximally and is
advanced intn the anal canal and secured in place. [t 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 steansis of ecteapion, ™ 38

Rotational 5 Flap

The rotational S-plasty flap is wellsuited for coverage of large
areas but it does not work as well to open strictures as an
advancement [L2p. Roterional 5-plasty Daps are wil-thickoess
flaps with thelengrh ofthe base equivalent o ics leaech. Altet
the scar atthe anal canal is excised, the flaps are covated such
that the apex is surared o the npposite side of the anal canal
and the side of the flapis sutured to the lateral wall.

Farid et al compared 63 consecative patients with anal
stenosis by atilizing the house dap, rhomboid fap, and V-Y
anoplasty. A total of 90 of patients with a hoase flap had
clinical improvement at 1 year compared with 602 of patients
with a rhomboid flap and 30% of patients with ¥-V anoplasty.
The inddence of complications was lowest in the house flap
chort and included ischemia of the flap in one patient,
delayed healing in one patient, and sepsis in one
patient. Patient satisfaction was significantly higher among
patients with a bouse fap compared with & rhomboid flap or
Yoy anoplasey.?’

Fecal Incontinence

Fecal inconfinence following anorectal surgery¥ can rasalt
from several issues. In cases such as Astalotmy, sphincter
mscle iy have been intentionally divided with an ander-
estimation of the functional consequence. At other times,
damage o the anal sphincter or associated nerves occues
unintentionally. This can be due to direct mechanical or
thertmal trauma, or due to subsequent infection. Meticulous
surgical technigue is paramouant in avoiding unintentional
damage to the anal sphincter. [t is also essential that the risk
of fecal incontinence be included in the informed consent
prior to surgery. Incontinence related o specific anorectal
proceduores, 2% well as the approach to diagnosis and
weanment of incontinence, is included below.

To prevent fecal incontinence after Ostula surgery, the
integrity nfthe anal sphincters prine o s0rgery mu st be kept
it mindg, a3 many patients ancde reo mualtiple sargeries o teeat
their anal fstula. it is extremely important o docoment an
objective assessment of the patient's preoperative fecal
incortinence, as this may aid in your surgical decision
making, and also allows a more accurate assessment of
postoperative disturbances in contineace.
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20 Complications Following Anorectal Surgery  Kunitake, Povlin

Treatment of chronic pain following anorectal surgery 1
should be targeted to the underlying source, Warm sitz baths
and nonsteroidals can relieve mild pain Antispasmodics such
as diazepam or cyclobenzaprine may be added if levator
spasm is noted. Anismus may be treated with botulinum
toxin injection.”’ Sacral neuromodulation has also been 12
described for chronic pelvic pain after anorectal surgery™®
If retained staples after PPH are identified, an exam under
anesthesia with staple removal 15 appropriate. Thankfully,
many patients with pain will slowly improve over time.
Owerall, chronic pain after anorectal surgery can be quite
difficult to manage, which reinforces the importance of 14
proper knowledge of the anatomy and use of meticulous
surgical technigue, 15

2

Conclusion 6

While anorectal surgery is generally well tolerated, short-and
long-term complications frequently occur. To battle this, the
surgeon should perform a thorough preoperative work-up of
the patient’s baseline disability, along with 2 detailed
discussion of complications during the mformed consent
process. When complications do occur, prompt identification
and elimination of the offending pathology can limit the long-
term impact on the patient’s quality of life. 8
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