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I. Anatomy 
TWo sphincters guard the anal canal, the ex- 

ternal sphincter and the internal sphincter. 
The external sphincter.?The external 

.sphincter is composed of the subcutaneous part, 
the superficial part, and the profundus or the 
deep part. The subcutaneous part is composed 
of muscle fibres surrounding the anal orifice, and 
is intimately connected with the skin. It is 

supplied by perineal branches of the fourth 
sacral nerve. 
The superficial part is composed of muscle 

fibres which rise from the coccyx, sweep 
round the anus and are inserted in the perineal 
body. Some fibres curve round the anterior 

margin of the anus to form a sling. It is 

supplied by the inferior hsemorrhoidal and the 
fourth sacral nerves. 
The profundus part is a true sphincter muscle. 

It is composed of non-striped muscle fibres. 
It has no bony attachment. It is in intimate 
contact with the pubo-rectalis portion of the 
levator ani. It is supplied by the inferior 
hsemorrhoidal nerve. 
The internal sphincter.?The internal sphincter 

is a thickening of the circular non-striped 
muscle fibres of the gut, and is continuous with 
the circular muscle-coat of the rectum. It 
surrounds the upper two-thirds of the anal canal. 
It is supplied by the second and third sacral 
nerves and the hypogastric plexus. 



Jan., 1943] HEMORRHOIDS : R AMD AS 33 

,, 
inferior hemorrhoidal nerve from which 

, . 
main nerve supply of the anal sphincter is 

uenved traverses the ischio-rectal pad of fat 

and, after its exit from Alcock's canal, passes 
along the outer surface of the fascia lunata up 
t0 its insertion between the pubo-rectalis and the 
profundus part of the external sphincter. Here, 
about the middle of the outer surface of the 

sphincter, it breaks up into branches to supply 
the sphincter. 

II. Procedure 
With the patient in the lithotomy position, 

the perineum is painted with iodine and towels 
are arranged. The index-finger of the left hand 

lubricated with vaseline and introduced 

gently into the anal orifice. The finger is then 
hooked over the internal sphincter, with the tip 
Pointing towards the left side of the pelvis. 

The margin of the levator ani (pubo-rectalis 
Part) can be distinctly felt impinging against 
the finger. This is the place where the pro- 
fundus part of the external sphincter is in 
intimate contact with the levator ani, and also 
the place where the inferior hsemorrhoidal nerve 
enter,s the sphincter. The finger inside the 
rectum is now so adjusted that the free margin 

of the levator ani lies against the proximal 
interphalangeal crease. 
With a fine needle on a 10 c.cm. Labat syringe 

(loaded with 10 c.cm. of 2 per cent novocain 
and adrenaline) an intradermic weal is raised, 
one inch to the left of anal margin, on a 

horizontal line passing through the centre of 
the anus. The syringe is ,so held that the tip of 
the needle is directed towards the middle of the 
interphalangeal crease. 
The needle is then gently pushed in the 

horizontal plane, through the ischio-rectal pad 
of fat, which it traverses easily. A slight 
resistance is felt when the needle touches the 
fascia lunata, and the patient complains of pain. 
At this stage the tip of the needle can be vaguely 
felt by the finger in the rectum. With the 
needle held steady, 3 c.cm. of the solution of 
novocain is injected steadily, the aspiration test 
having been done first to avoid an intravenous 
injection. (There are only very small veins in 
the region.) A distinct bulge is felt by the 
finger when the injection is correctly made; at 
the same time the muscle is felt relaxing against 
the finger. 
The needle is then withdrawn up to the skin 

and a subcutaneous weal is raised, anteriorly 
towards the perineal raphe and posteriorly to- 
wards the coccyx. This step is necessary only 
when external haemorrhoids are present. 

. The procedure is repeated on the other side. 
Either the same finger is used or the correspond- 
ing finger of the other hand. 
Within five minutes the sphincter relaxes 

and the operation can be started. 
The mucosa of the lower part of the rectum 

is anaesthetized and the internal sphincter is 
relaxed by the solution percolating inwards. 

III. Precautions 

Not more than two punctures are made for 
carrying out the procedure, as infection is apt 
to occur at the point of injection. 
The rectal mucosa should never be punctured. 
The injection i,s made close to the fascia 

lunata. Injection into the ischio-rectal pad of 
fat is a common cause of failure. 

jIV. Advantages 

The procedure is very simple, and the 

technique is easily learned. My colleagues who 

formerly operated under spinal, general, caudal, 
or perirectal infiltration anaesthesia have now 

adopted this method. Discomfort during anaes- 
thesia is slight, and because of this, patients do 
not refuse operation. Adequate relaxation of 

the sphincters is possible without the lea,st 
danger. Post-operative discomfort is very 

slight, as the effect of the anaesthetic lasts for 

more than six hours. The period of acute pain 
is thus tided over. 

This method was worked out with the help 
of my colleagues, Dr. S. G. Talwalker, now 
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lecturer in anaesthetics, Grant Medical College, 
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