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Forthcoming Events 2020:
29-31 January 2020

BSPGHAN Annual Meeting
Brighton Dome, Brighton
https://www.bspghan.org.uk/content/bspghan-2020

11th March 2020

5th clinical training seminar– pH impedance and reflux testing
Wingate Institute of Neurogastroenterology, London
http://synecticsmedical.co.uk/impedance-ph-reflux-testing-clinicalseminar/

25-28 March 2020

The Federation of Neurogastroenterology and Motility
Adelaide Convention Centre, Adelaide, South Australia
http://fnm2020.org.au/

2-5 May 2020

Digestive Diseases Week
Chicago, USA
https://ddw.org/register/registration/

15-18 June 2020

BSG Annual Meeting, Liverpool.
https://www.bsg.org.uk/events/bsg-annual-meeting-2020.html

12-17 July 2020

Ascona III Meeting on Advances in Clinical Measurement
of GI Motility and Function
Ascona, Switzerland

26-29 August 2020

50th ICS Annual Meeting
Las Vegas USA
https://www.ics.org/2020

10-14 October 2020

United European Gastroenterology (UEG) Week
Amsterdam, NL
https://www.ueg.eu/week/ueg-week-2020/

17-18 October

3rd London Masterclass: Contemporary Management
of Constipation
Queen Mary University, Whitechapel Campus, London
rbroome@laborie.com

17th November 2020

AGIP Masterclass in Upper GI Physiology
Royal College of Physicians, London
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AGIP News
Travel Awards:
The Graeme Duthie Travel Award is available to sponsor travel to an overseas meeting (likely to be
Digestive Diseases Week, Chicago). The sponsorship is for a maximum of £1500
In addition AGIP are offering 5 travel awards for attendance at the BSG Annual Meeting in Liverpool.
These awards are for a maximum of £500.
Priority for applicants will be given to the following:

Those who have successfully submitted an abstract

Those who have not recently been offered a travel award before
Please write a letter of application detailing your reasons for applying and what you hope to gain from
the meeting to Jennifer Morgan at the address below:
jennifer.morgan21@nhs.net
Applications must be submitted by the end of January
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My Experience on the ASP Pathway
Oliver Smith
Physiology Practitioner, Norfolk Physiology Unit
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My Background
I had previously completed a BSc in Physiological Sciences at Newcastle University and then completed an
MSc in Sport and Exercise Physiology at Leeds Beckett University. I then worked in Point of Care Testing
at Leeds General Infirmary training staff how to use numerous pieces of point of care equipment. I never
really knew about the job as a Physiologist existing until I was moving down to Norfolk and a role as a
Physiology Practitioner came up which sounded ideal for me so I applied and was successful for the position and the rest is history!

The ASP Route

When I first started in the role in November 2016 the ASP was not in existence so I began training in Oesophageal Manometry and 24hr pH/impedance testing with my colleague and training mentor Yvette
Wright. This was a great advantage to me as by the time September 2017 came around and I was enrolled
onto the Upper GI ASP I had already performed over 200 oesophageal manometry so I had a much better
understanding than if I had jumped straight into it.
The Accredited Scientific Practice Programme (ASP) is a scheme to provide in-service trainees with a route
to training and accreditation in healthcare science field. The GI Physiology was the first ASP route to be
implemented and was developed in a collaboration between the National School of Healthcare Sciences and
AGIP. It borrowed substantially from the Science Training Programme (STP) model and consists of elements of the GI Physiology MSc course, on-line workplace-based assessments (OLAT) and end-of-training
Objective Structured Final Assessment (OSFA) exams.
As the ASP pathway was completely new and I was one of only three trainees starting on the program the
start of it was understandably a bit chaotic! I found out about the Upper GI course only a week before it
started. Luckily I have an incredibly supportive training mentor and line manager who allowed me to go
and as my family live 20 minutes from Newcastle University I didn’t have to worry about accommodation.
The first module I attended was a three day course at Salford Hospital which was Upper GI Physiology
short course. The modules at Newcastle University were part of the STP degree so I joined the first year
students for Introduction to GI Physiology which covered the anatomy and physiology of the GI system and
also included some anatomy practical sessions which were really interesting. The teaching was performed
by existing clinical scientists who had gone through the STP pathway themselves which was great. The
module was covered over 5 days which was spread over 5 weeks so there was a lot of travelling up and
down the A1!
In March I attended the Clinical Assessment and Investigation module which was spread over a 2 week period all at Newcastle University. Whilst attending all of these modules I also had to complete the assessment work for them which included essays and exams which were all completed by June 2018.
As well as the academic component I also had to complete an online portfolio submitting numerous documents which were relevant to the day-to-day working of a GI Physiologist. These included submitting
SOPs for procedures performed, health and safety policies, analysis and reporting of upper GI physiology
investigations and many others. This had a deadline of September 2018.
The final part of the ASP was the Live OSFA which was a clinical exam at the RCGP in London. The
OSFA included 4 stations which included 1 generic and 3 specialist upper GI stations. I didn’t know what
to expect from this as I didn’t do a mock exam so I was a bit daunted at first but actually it was a lot better
than I anticipated. I finally completed my Upper GI ASP in September 2018 and was the first person to do
so.
I then transitioned into the Lower GI ASP where I followed the exact same pathway as the upper with the
exception of only having to attend the Lower GI Physiology course and Salford University as the modules I
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completed on the Upper GI Physiology course at Newcastle University were transferrable. I again undertook OSFA examination, this time of the Lower GI OSFA stations of which there were only three.
I completed my Lower GI ASP in September 2019. By this time I had acquired the necessary 3 years of
relevant experience to be considered for accreditation by AGIP. I have recently applied to the AGIP for
accreditation as an Accredited Independent Practitioner in GI Physiology, which is being assessed as I
am writing this!

What I enjoyed most about ASP

The thing I enjoyed the most about the ASP which I think is its greatest advantage is that I was working
in the role performing GI physiology investigations on a daily basis whilst attending university which
allowed me to apply my practical knowledge to the academic components of the training and similarly
the academic knowledge I have acquired through the training to my practical work.

What could have been done better
As I was one of the first ones to enrol on the ASP the organisation at the beginning I was essentially a
guinea pig for this so it was a little bit unorganised. However by the time I started the Lower GI ASP a
more solid pathway for training and courses was in place.

Summary

Overall I feel the ASP is a great alternative to the STP, especially for Physiology departments where
staffing and resources are limited as it is shorter in duration and can be tailored to the needs of your department. I think as more and more students go through this pathway the process will become much
more clear and concise as it has already started to do so. This route does have to be funded by the department where the trainee is working, so
A special thanks has to go to my colleague and mentor Yvette Wright who has helped me no end
throughout the process.
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Highlights of the 11th Pelvic Floor Society (TPFS) Annual
Meeting
Plaza Hotel, Plymouth
Laura Culshaw and Ross Stephens
Poole Hospital
TPFS was held in the splendid seaside city of Plymouth on the 6th, 7th and 8th of November 2019

Endo Anal Ultra Sound Scans (EAUSS):
The first day involved either a study day for allied health professionals or a training course on performing
and analysing EAUSS, which we attended. The training course was engaging and informative, with an
emphasis on practical work using pre-obtained patient scans. This course emphasised the importance of
reporting the scans in a structured manner and having team discussions about the scans is encouraged before approval. we would thoroughly recommend this course for any new comers to the procedure. (more
below)

Anal Plugs:
The two days of talks began with a review on the effectiveness of anal plugs. Anal plugs provide a physical barrier to prevent urge or passive faecal incontinence (FI) and were deemed to be effective if the patient can tolerate the device in-situ; with the Renew device being determined to be the most tolerable. The
tolerability rate however is low with around 50% of patients abandoning studies due to discomfort. Consideration should also be given to the cost of the devices, with each single use device costing around £2.50
and most patients using 1-3 plugs per day.

Bulking Agents:
Andrew Clarke, a colorectal surgeon at Poole Hospital gave a review of how to improve the effectiveness
of bulking agents (SphinKeeper) by utilising EAUSS during implantation. Bulking agents are inserted into
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the intersphincteric space and are hydrophilic, causing their diameter to increase in-situ providing a compliant and rigid barrier.
The treatment is suitable for patients with passive FI, without a
prolapse but must have a functioning external anal sphincter
(EAS), once conservative treatments have been exhausted and a
suitable stool consistency has been produced. Mr Clarke emphasised how a register should be maintained for all patients with this
intervention, allowing their effectiveness to be established and
identify the patient groups which have the most benefit.

Rectal Capacity and Irrigation:
Ellie Bradshaw a Biofeedback nurse from London discussed improving rectal capacity and the use of irrigation systems. Patients with decreased rectal capacity can experience increased toileting frequency and
urge FI. Conservative treatments can include educating the patient to bulk stools by reducing the amount
of insoluble fibres within their diet and the use of medications such as Fybogel and Loperamide. Urge
training with balloon catheters can be used when formed stools are achieved,. While this isn’t realistic it
can illustrate to patients that urges can cease; increasing their maximum tolerable volume. Irrigation systems can be utilised for patients with FI or obstructive defecation syndrome (ODS); with low volume systems being utilised for post defecatory leakage and high volume systems for ODS and FI.

Pruritus Ani:
Pruritus ani is a symptom which involves the patient having an uncontrollable desire to scratch the anus,
this is more commonly found in men than women (4:1) and has an incidence rate of 5% of the population.
75% of these patients have a secondary cause which is usually either anorectal pathology or dermatological, the remaining 25% are said to be idiopathic. Faecal contamination, polished anus, perineal infection,
STI’s, dermatological conditions or a psychological link such as anxiety or stress have all been known to
result in the symptom. Taking a thorough history is imperative. Unfortunately there is no randomised control study data available. The key to a successful intervention is identifying the underlying irritant and
treat it, with the aim being to restore dry, healthy and intact skin. The last resort should be to use methylene blue.

Chronic Anal Pain:
Professor Charles Knowles described a group of problematic patients who present with chronic anal pain
without an identifiable anal fissure. It was stressed to avoid using the term ‘known anal fissure’, even
when a digital examination was not possible. There can be three main causes for chronic anal pain: local
anorectal conditions, functional anorectal pain and chronic perineal pain, with flowcharts available in the
ROME IV classification to specify the sub-category of functional anorectal pain. Professor Knowles highlighted the importance of the specialist physiotherapist working in his department when treating this patient group.

Difficult Fistulas:
An interesting talk concerning difficult fistulas was given by Phil Tozer a consultant colorectal surgeon,
who did recognise he may be in the wrong company when suggesting it can be appropriate to disrupt the
anal sphincters during surgery. It was stated that laying open fistulas is inappropriate when the fistula is
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very high in the anal canal and extends proximally. Fistulas should only be laid open if: the patient is continent with normal bowel habits, a minimum of 2cm of EAS muscle above the fistula is present and the patient is properly consented, being made aware of the risks of FI (1 in 3). If a fistula cannot be laid open,
loose Setons can be used for drainage or sphincter preserving procedures can be performed. Defunctioning
of the anus should not be seen as a failure as can have a dramatic improvement on the patient’s quality of
life. Introducing joint clinics where several options can be presented to the patient by the appropriate clinician, the patient can then make an informed decision.

Surgical Innovations:
Starting the talks on the last day was Karen Nugent a consultant colorectal surgeon at Southampton, discussing the management of surgical innovations and the regulations that should be in place. As always
learning from past events can be greatly beneficial and surgery is by no means any different, the history of
heart transplants was reviewed highlighting how racing to be the first implementer of a technique can often
have detrimental effects to the patient. The implementation of mesh in colorectal surgery began with full
thickness rectal prolapse. Like many interventions, success resulted in diagnosis creep and the intervention
being applied to other areas, e.g. internal intussusception, resulting in sometimes unsatisfactory results.
Surgical modifications are often not revealed to the patient which can pose an ethical dilemma. Miss
Nugent went on to suggest that we as a society must strive to abolish the race to be first to publish and instead have data reviewed by an ‘honest broker’ to establish its efficacy.

Consent:
Two lawyers who specialise in medical negligence cases against the NHS were invited to advise on the
importance of informed consent and how performing this task appropriately can halt claims against your
practice before they begin. Since the Montgomery v Lanarkshire Health Board, 2015 an increased importance has been attributed to consent and has changed the Bolam test which now requires the clinician to
disclose all material risks. This case involved a diabetic women who claimed against the health board after
her baby suffered severe disabilities during childbirth due to the shoulder dystocia which has a 9-10% incidence rate in diabetic women. While the patient did sign a consent form she was not informed of all risks.
The lawyers stressed the importance of open conversations being conducted between patient and clinician
with detailed and contemporaneous notes being taken. Any questions the patient has should be noted and
the response given, this can occur on the consent form with each party being given a copy.
The discussion following this talk highlighted the appropriateness of proving competency in taking consent
for each procedure whilst training; these activities should be documented and regulated.

London Protocol for Anorectal Physiology (ARP):
Emma Carrington presented work from an international working group on the London classification. ARP
investigations are performed in many hospitals and what is evident is a lack of standardisation; differences
in equipment, procedures and reporting lead to data comparisons being inappropriate. What the London
classification provides is a structured procedure protocol and a standardised way of reporting. What the
London classification lacks is normal limits to dictate when functionality is pathological. Useful flow
charts can be found from the paper published by the international working group. Four main functions
should be reported in an ARP investigation: RAIR, anal tone and contractility, recto anal coordination and
rectal sensation. While most centres will have been adhering to similar protocols and reporting methods
prior to these guidelines being released, a standardised method is welcomed to enhance the potential for
data comparison. For this to occur however a large study in normal volunteers is required to establish normal limits, the difficulty within this field is what is a normal patient? Parous women? Non-parous women?
Overall this was a very informative meeting. It also included a chance to eat the conference dinner surrounded by sharks at the Plymouth Aquarium.

Page 9

Belching and Reflux—Symptom or Cause?
A case study
Ross Stephens and S Perring
Poole Hospital

Introduction
Belching is a very common symptom in patients suspected of reflux disease. Gasses vented during
belching can be produced as a by-product of digestion processes occurring in the stomach, but can
equally well be a result of air swallowing or supragastric belching.
The venting process of belching involves relaxation of the LOS which can in tern allow retrograde penetration of fluid stomach contents into the oesophagus as reflux. Belching is often ignored as a symptom because of this tendency for belching to cause rather than being a result of reflux.

Case Study
A 51 year old male was investigated. He reported symptoms of heartburn, chest pains and belching, as
well as a sensation of slow passage of food down the oesophagus. He was taking Omeprazole and Gaviscon, both of which he stopped prior to this investigation. He reported significant but incomplete reduction
of his symptoms as a result of his drug regimen. He was also taking beta blockers and an anti-depressant.
Manometry was completed without incident. Wet and solid swallows were reported as displaying normal
motility (composite images below). Wet swallow Chicago Parameters, mean DCI 610mmHg.cm.s, mean
DL 7.8s, median IRP 0mmHg.

Composite image of 10 wet swallows showing normal
peristalsis

Composite image of 3 solid swallows showing normal
peristalsis.
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24 hour pH/ impedance assessment indicated reflux within normal physiological limits.
pH probe placed at depth (cm):
Number of reflux episodes:
% Time below pH 4.0 Total:
% Time below pH 4.0 upright:
Number of reflux episodes >5 mins:
DeMeester score (Normal <14.72):
Distal MNBI (Normal < 2000 Ohms):
No of impedance refluxes (Normal < 73):

37
35
2.5
2.5
1
10.1
1294.4
57

22
2
0
0

24 hour recording of pH/impedance showing reflux within normal physiological limits

Raw symptom association:
Symptom
Belch
Heartburn
Chest pain
Abdominal pain

Reflux related
18
9
1
2

Occurrences
44
12
4
5

SI
41%
75%
25%
40%

SAP
100%
100%
71%
65%

The results as they stood suggest a significant symptom association between belch and in particular
heartburn with reflux.
However it was noted that for the majority of belch symptoms the belch itself, identified by retrograde
progression of a high impedance bolus, preceded rather than followed a fluid/ acid reflux event. It was
further noted that the majority of the heartburn symptoms were closely preceded by such belch events
causing a subsequent reflux which was then identified as being associated with the heartburn symptom.

A typical example of a reported belch (A) which preceded and therefore likely triggered the subsequent acid reflux event.
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A typical example of a reflux event triggered by a belch recorded by the patient (A) which subsequently resulted in a reported symptom of heartburn (B)

When such acid reflux events were precipitated by a belch, the subsequent reflux event was ignored in a
recalculation of the symptom association. The resulting effect on symptom association was noted:
Symptom
Belch
Heartburn
Chest pain
Abdominal pain

Reflux related
7
2
1
0

Occurrences
44
12
4
5

SI
16%
17%
25%
0%

SAP
28%
87%
80%
0%

The patient was reported as having an issue with functional belching and we commented on his heartburn symptoms
being a consequence of his issues with belching rather than due to reflux per se.

Discussion
Belching is problematic when it comes to assessment of reflux because it can be a precipitator of reflux
rather than a symptom of reflux. There is discussion within the GI physiology community as to whether
belching should even be ignored when assessing reflux and symptom causality. However this case illustrates how recording belching symptoms and using impedance/pH assessment can eloquently illustrate the
significance of belching in actively precipitating reflux and as a result triggering other more typical reflux
symptoms. In such cases treating the belching as the primary cause of symptomatic reflux would reduce
the patient’s symptoms without resorting to anti-reflux treatment.

Take-Home Messages





This example again illustrates the advantages of impedance/pH
over pH alone
Belching symptoms are problematic when assessing cause and
effect between symptom and reflux, with belching as much being
a cause of reflux as a symptom of reflux
Belching can precipitate reflux which in its turn can precipitate
other more typical reflux symptoms
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Report on the South West GI Physiology Group
Meeting
Bristol Royal Infirmary 1st November 2019
Trudi Madden
Royal United Hospital, Bath

“Hi, my name is Trudi. I am training to be a healthcare
scientist, and it is my pleasure to bring to you the review
of November’s South West GI Practitioner’s meeting.”

The first talk of the morning, presented by Ross Stephens, was a
comparison of 2 devices used for breath testing; GastroCH4eck
& Hydrogenius. He eased us in with a comparison of the 2 devices- pros (gastroCH4eck can measure H2 & CH4. Hydrogenius is cheaper…) & cons (gastroCH4eck is higher cost device.
Hydrogenius only measures H2), and then described a comparison of measures obtained from the 2 systems.
Only Hydrogen was compared during this study as only hydrogen was measured by the Hydrogenius system. From the 9 willing volunteers, 68 measurements were taken. It was found that the Hydrogenius underestimated by on average 30% when compared with the GastroCH4eck measurements. There was discussion about the advantaged and disadvantages of breath bags vs direct breath measurement and speculation about the causes of
the apparent discrepancy.
Ross reported that during replacement of the GastroCH4eck system by Hydrogenius while the GastroCH4eck was returned for maintenance, only 1 person was recalled for repeat examination using the
GastroCH4eck system due to lack of any hydrogen response.
The next substantial talk was given by Sarah Kinsella from Clinisupplies Limited. She reported that a recent publication entitled “Development of decision guide for trans-anal irrigation in bowel disorders” has
been published and critiqued it. This was followed by a show and tell of the range of irrigation equipment
available. Topics covered were the factors that need to be considered such as; home environment – how
accessible is the patient’s toilet/commode? What is the tap accessibility like? What are the wall surfaces
like/ Is it suitable for wall mounted water bag? Noise can be a concern especially in public, so privacy and
dignity are top of the list of priorities for patients. The set up of a new irrigation system is just the tip of
the iceberg. We also need to think about the patient’s toilet technique. The ability to teach a suitable method sitting (feet resting on a stool, knees above hips…) or standing, is important for successful evacuation
and it promotes stability when learning to hold the cone in place. Another thing to consider is the patient’s
physical capability. Does the patient have the dexterity/strength/wrist flexibility to use their system? Giving The patients’ symptoms/indications need to be considered when determining which system is needed
(low volume Vs. High volume).
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From a talk about low tech treatments we went to a talk about massive high tech as we dove into anal
sphincter repair by robot
Background: a patient with passive and urge faecal incontinence, as well as symptoms of rectal intussusception was set to have rectopexy surgery for rectocele/ enterocoele repair. Manometry and Endoanal
ultrasound (EAUSS) indicated substantial anal damage (~180 degrees) and very poor anal function. The
decision had been made by the Pelvic Floor MDT to perform the rectopexy surgery by robot and it was
decided to take the opportunity to perform robot anal repair surgery at the same time.
Use of a robot for anal repair obviously came with its pros & cons:

Pro
Approaching from above helps avoid
wounds in skin close to the anus– less chance
of failure
Extra articulation with robot instruments allows approach from above and surgery not
possible with other techniques
3 instruments under surgeon’s control

The robot:

Con
It is a really long procedure (including set up
time)
Costly
New surgical technique. No guarantee of
success

The surgery:
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The result of surgery on manometry parameters:
Parameter

PreSurgery

PostSurgery

Resting Pressure (mmHg)

24

25.5

Squeeze Max Pressure (mmHg)

35.2

52.2

Radial Asymmetry (%)

66

60

Fatigue Rate Index (s)

11

30

Anal Pressure Gradient on Straining
(mmHg)

7.3

4.2

Rectal Capacity (ml)

135*

60**

Rectal Compliance (ml/mmHg)

3.2*

0.8**

* Extended to maximum urgency in spite of continuous leakage
** Abandoned early before substantial urgency due to leakage
Only modest changes in anal function were noted. EAUSS showed a modest improvement in the extent of
anal damage. However the patient reported considerable improvement in her symptoms.
Samantha Leach spoke about the role of different kinds of belching in oesophageal assessment.

Gastric belching is physiological venting of gas from the stomach

Supragastric belching is where air is sucked into the oesophagus and then expelled. Normally no air
enters the stomach. Supragastric belching stops during sleep, speaking or being distracted and is therefore a behavioural problem.

Aerophagia is belching gastric air after a period of air swallowing into the stomach.
She demonstrated spectacularly her ability to supragastric belch, which was very instructive.
We talked at length about the significance of belching when assessing reflux disease, and if belching is significantly related to small bowel bacterial overgrowth or poor oesophageal clearance.
Overall the meeting was very helpful and thanks to the team from the Bristol Royal Infirmary for organising
it.

Samantha and Anne, the organisers of the meeting from
the Bristol Royal Infirmary
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11th Pelvic Floor Society (TPFS) Annual Meeting
Plaza Hotel, Plymouth
Endoanal Ultrasound (EAUSS) Study Day
Naomi Rune
Clinical Scientist, Oxford University Hospitals
This year, the Pelvic Floor Society held a number of informative and engaging pre-conference courses. This
included The Endoanal Ultrasound Study Day hosted by Andy Williams, Consultant Surgeon of Guys and St
Thomas’ and his faculty. The event was held in the Crowne Plaza Hotel in Plymouth, just a short walk from
the very picturesque Hoe park and waterfront. During this course those watching were given the opportunity
to put what was learned in the lectures into practise by reviewing a number of 3D scans on BK imaging machines. As a result, this was quite an interactive learning experience.
The first talk was delivered by Andy Williams, which provided an overview of normal anatomy of the anal
sphincters and some valuable information on the different functions of the imaging machine. Firstly, the adjustment of frequency settings was highlighted, with low frequency the best for deep tissue penetration and
high frequency the best for local tissue penetration and definition. Also discussed was the adjustment of
gain with the panel sliders. Lastly the trade- off of 3D image resolution and file size was considered. Mr
Williams highlighted that many of the functions discussed can be set as programmes with optimised settings
for a number of scanning purposes, such as visualising fistula tracts. If required, this can be done with the
support of the manufacturer. Next, the echogenicity of the tissues and their normal appearance was discussed
with particular focus on distinguishing male from female appearances. We learned that male external sphincters have a more striations and a less defined sling-like appearance.
Scanning techniques were also discussed such as ensuring the gel is
“milked” evenly underneath the
sheath to minimise reverberation
artefact. In addition to this, it was
advised that women be laid prone
rather than left lateral whilst scanning to improve diagnostic accuracy. When the patient is laid prone
this minimises disturbance to anterior anatomy. Mr Williams next
went on to discuss the interpretation of sphincter integrity, demonstrating internal sphincter termination with an insightful analogy of a
“swiss roll”. Much like the sparse
distribution of cream on the end
slice of the roll, the termination of
the internal sphincter may be irregular. This finding is normal and
should not be mistaken as a defect.
Sophie Pilkington followed with a discussion of obstetric anal sphincter injuries (OASIS). Miss Pilkington
explained that the Royal College of Obstetricians and Gynaecologists has reported a worsening in faecal
symptoms in 17% of women after a second delivery following a previous 3rd degree tear. As a result, a full
assessment including endoanal ultrasound is useful in informing the mother of the nature of her injury and
counselling them on subsequent modes of delivery.
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The degree of sphincter injury was discussed and defined as follows:
1st degree – Damage is limited to the fourchette, vaginal mucosa or perianal skin.
2nd degree- Damage extends to the perianal muscles and facia but not the anal sphincter.
3rd degree3a: partial tear of the external anal sphincter involving less than 50% thickness.
3b: greater than 50% tear of the external anal sphincter.
3c: internal sphincter is torn.
4th degree- both internal and external anal sphincters, and rectal mucosa are torn.
Button-hole tear- the tear involves rectal mucosa with an intact anal sphincter complex.
Following Miss Pilkington’s talk we were invited to try our
hand at evaluating some of the saved scans ourselves on the BK
machines brought especially for the study day. Here, we broke
off into groups and a member of the faculty talked us through
the ultrasound images. We were encouraged to evaluate the
scans in a logical fashion. Firstly to do a “fly through” from
high to low canal, examining the symmetry and integrity of the
muscle structures. Secondly, the thickness of the muscles was
assessed. We were told that some consideration should be given
to stratification for thickening of the external muscle with age.
The termination of the sphincters should also be assessed and
lastly, any sepsis should be identified.
Senior Clinical Fellow, Linda Ferrari delivered the final lecture
on fistulas and sepsis. She began with overview of the types of
fistulas and explained these often occur in individuals experiencing proctitis disease. Miss Ferrari went on to explain that
although hydrogen peroxide can aid identification of the tract on
ultrasound there is no current recommendation for its use. From
this talk we learned that the purpose of endoanal ultrasound assessment is mainly to roadmap the sepsis and to guide surgery
and outcome.
Miss Ferrari’s talk was followed by another practical session
where we were shown a series of 3D images of fistula tracts. We
were further shown how to view each of the tracts using the axial, coronal and sagittal planes. We were given the task of describing them as we would do in a report and to do so in the following step-wise fashion. Firstly, the integrity of the muscles
should be established, then the internal opening of the tract identified. Then, using the different viewing planes, the tract should
be followed to find the external opening. Lastly, any additional
sepsis must be identified. Once all of the images had been fully
discussed and feedback provided on our interpretations of the fistula scans, the session was then concluded.
Overall, this was a very valuable and enjoyable course delivered by experts in the field. Reviewing and discussing the ultrasound scans allowed for a more in- depth and applied learning experience and I would recommend this course to anyone involved in lower GI Physiology investigations
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A reminder
Devices such as the Bravo pH monitoring system that are attached to the oesophageal mucosa present a
small but significant risk of reaction (see below). Remember to check for allergies before using.
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