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APPLICATION OF 
LASER IN PROCTOLOGY



NEO LASER



Tissue coagulation in laser hemorrhoidoplasty-Open Med,2020  Donatus Danys

PATHOPHYSIOLOGY 
OF DIODE LASER 
ENERGY
Laser 1470 nm
Affinity for water (dehydration)

Affinity for haemoglobin (coagulation)

Low range of action (3mm)

Interference in the healing process, stimulating collagen synthesis.



HOW 
LASER

WORKS

• THE DIODE LASER (1470 nm) PENETRATES UPTO 
2mm,DETERMINING SUBMUCOUS DENATURATUION & 
CONTROLLED SHRINKAGE OF HEMORRHOIDAL TISSUE.IT IS 
SELECTIVELY & BETTER ADSORBED BY THE WATER  & 
CONSEQUENTLY CAUSES LESS DAMAGE TO 
SURROUNDING TISSUE,PREVENTING ANY SPHINCTERAL 
DAMAGE. IN ADDITION FIBROTIC RECONSTRUCTION 
GENERATES NEW CONNECTIVE TISSUE,WHICH ENSURES 
FULL MUCOSA ADHERANCE TO THE UNDERLYING TISSUE.

• UNDER ANAESTHESIA LASER ENERGY IS DELIVERED BY 
LASER FIBER DIRECTLY TO HEMORRHOIDS & WILL 
OBLITERATE FROM INSIDE & THIS WILL HELP TO PRESERVE 
MUCOSA & SPHINCTER STRUCTURE TO AN EXTREMELY 
HIGH PRECISION.LASER ENERGY USED TO CLOSE OFF THE 
BLOOD SUPPLY NOURISHING THE ABNORMAL 
GROWTH.THE LASER ENERGY INDUCES DESTRUCTION OF 
VENOUS EPITHELIUM & SIMULTANEOUS OBLITERATION OF 
THE HEMORRHOIDS BY A SHRINKAGE EFFECT. 



Fiber for Haemorrhoids Fistula and Sinus Probe Bare Fiber for Fissure in 
Ano & HEMORRHOIDS

Special conical glass tip
Sharp tip for haemorrhoid 

puncture.

Special Radial 360 degree 
round glass tip.

Blunt tip for safe insertion.

These fibers emit a V- shaped 
energy. Cause a little more 

pain post operatively.

TYPES OF LASER FIBERS
CONICAL RADIAL BARE



QUALITY
From the first day of operations, we have placed product quality 
as our number one priority. We believe this is the only viable 
long-term path to success and sustainability. Quality is our focus 
in product efficacy, in product safety, in customer service and 
support, and in any aspect of our company operations. 
neoLaser has established, maintained, and developed the most 
rigorous Quality System possible, leading to product registration 
in many key markets including USA (FDA), Europe (CE mark), 
Australia (TGA), Brazil (Anvisa), Canada (Health Canada), Israel 
(AMAR), Taiwan (TFDA), and many others.

The company holds the ISO13485:2016 certification.

DR. DILIP BHOSALE
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LASER TREATMENT OF 
HEMORRHOIDS, 
FISSURE, 
FISTULA & 
PILONIDAL SINUS



HYBRID Laser 
Hemorrhoidoplasty



Middle Age: John of Ardene
Renaissance: Ambroise Paré
XVIII Century: Lorenz Heister

HISTORY 

Babylon 2250 В.С.
Egypt: 1500 B.С.
Greece: Hipocrates 460 B.C.
Rome: Celsus
Arabian medicine (El-Zahrawy)



Dyssenergic defecation; Turk J Gastroenterol. 2023 March

DYSSNERGIC DEFECATION





EXACT PATHOPHYSIOLOGY IS UNKNOWN. 
LIKELY TO BE MULTIFACTORIAL
• SLIDING ANAL CUSHION / LOSS OF FIXATION
Presenting symptom - Prolapse
• RECTAL REDUNDANCY / INTERNAL RECTAL 

PROLAPSE
Presenting symptom - circumferential prolapse
• VASCULAR ABNORMALITIES
Presenting symptom - Bleeding      

THEORY OF PILES 
FORMATION

Hemorrhoids : From basic pathophysiology  : World 
J Gastroenerology 2012 may : Varut Lohsirwat



THEORY OF “SLIDING ANAL CUSHIONS”
• DESTRUCTIVE CHANGES IN THE SUPPORTING CONNECTIVE TISSUE 
   OF ANAL CUSHION
• DISTAL DISPLACEMENT OF ANAL CUSHIONS



• INCREASED ANORECTAL BLOODFLOW
Aigner el.al.J.Gastrointest.surg.2006
• VASCULAR HYPERPLASIA
Chung el.al.Eur.J.Clin.  Invest.2004
Han el.al.Chinese J. of Gastroint.surg.2005
• DYSREGULATION OF THE VASCULAR TONE(i.e. 

VASODILATATION)
Lohsiriwat el.al.Current vascular pharmacology2008
• INFLAMMATORY REACTION INVOLVING VASCULAR 

WALL & SURROUNDING TISSUES
Morgado P J .dis. Colon  Rectum1988

THEORY OF 
VASCULAR 
ABNORMALITIES



THEORY OF “ REDUNDANCY”

• SOME CLINICIANS POSTULATED A REDUNDANT RECTAL MUCOSA AS A PRIMARY 
ALTERATION OF HEMORRHOIDS

• THIS THEORY PROPOSES THAT PROLAPSED HEMORRHOID IS ALWAYS ASSOCIATED WITH 
AN INTERNAL RECTAL PROLAPSE



HEMORRHOIDECTOMY



A laser is a luring and a fascinating tool. A surgeon feels elated when an influx of 

patients visits him for a laser procedure. But owning the tool does not make one a 

laser specialist. A sur-geon must know; What to do, how to do, and when not to do . 

Thorough knowledge of lasers, with precise energy, and correct wavelength usage 

makes it possible to give satisfactory results.

The success is to ensure we have the right tool with the right man behind the tool.

Lasers in proctology...Kamal Gupta

     
       

       Dr. Kamal Gupta



CHARACTERISTICS 
OF LIGHT



THERMAL EFFECTS OF LASER



THE CONCEPT 
OF POWER 
DENSITY

Power Density =
Power 
---------------
Spot size (area)

• Bare fibers - light diverges on output

• Large distance - low power density

• Small distance - high power density

Power Density = Force of applying a mechanical scalpel



• Local peak absorption in water
• Heat is localized
• Thermal damage of ~2mm
• Good coagulation properties
• A good balance of precision vs coagulation

EXAMPLE OF 
TISSUE 
INTERACTION

H I S T O L O G Y  O N  S O F T  T I S S U E
1 4 7 0  L A S E R



INTEGRATED 
COMPREHENSIVE 
HYBRID TREATMENT 
APPROACH FOR 
TREATING 
HEMORRHOIDS

• TREATING THE PATHOPHYSIOLOGICAL 
FACTORS LIKE SLIDING ANAL CUSHIONS 
,RECTAL REDUNDACY  (INTERNAL RECTAL 
MUCOSAL PROLAPSE) & VASCULAR 
ABNORMALITIES ALONG WITH LASER 
TREATMENT OF HEMORRHOIDS.

• FG-HAL & RECTAL MUCOPEXY WHEN 
COMBINED WITH LASER 
HEMORRHOIDOPLASTY ADDRESSES THE 
UNDERLYING CAUSES OF HEMORRHOID 
FORMATION,OFFERING A MORE EFFECTIVE 
& LASTING SOLUTION.



In FGHAL the vessels can be 
papated above the dentate line 
with the tip of the index finger & 
ligation can be carried out 
effectively.The principle behind this 
is dearterialization by ligating 
branches of superior hemorrhoidal 
artery.Once the vessel is 
palpated,the ligation is done with 
2/0 or 3/0 vicryl suture.Some fibers 
of internal sphincter are always 
taken along.After ligation palpate 
the pulsation to confirm the 
effective ligation has been 
achieved.If possible ligate 4-6 
branches.After ligation a redction 
in size of the hemorrhoids is noted 
immediately.

F I N G E R  G U I D E D  
H E M O R R H O I D A L  A R T E R Y  
L I G A T I O N







LASER 
HEMORRHOIDOPLASTY
First described in 2009 Technically simple,minimally 
Invasive,safe, & effective Procedure for symptomatic
Hemorrhoids(gradeII & III).

PROCEDURE
LHP IS DONE USING DIODE LASER
OF 1470 NM WAVELENGTH WITH
SHARP TIPPED LASER FIBER.
LASER FIBER IS   INTRODUCED 
UNTIL THE LEVEL OF  HEMORRHOIDAL 
PEDICLE & COAGULATION IS ACTIVATED.A TOTAL OF 250 JOULES IS UPPER LIMIT OF ENERGY 
DELIVERED PER HEMORRHOIDAL QUADRANTS.SMALLER HEMORRHOIDS ARE TREATED WITH 
LESS ENERGY.THE PROCEDURE IS REPEATED IN OTHER QUADRANTS,THUS TREATING ALL ANAL 
CIRCUMFERENCE.

ADVANTAGES
NO SIGNIFICANT INTRAOPERATIVE COMPLICATIONS,POSTOP. PAIN IS LOW (VISUAL 
ANALOGUE SCALE-mean value 2),NO POSTOP. SPONTANEOUS BLEEDING,DAILY ACTIVITY IN 
2 DAYS,RECURRENCE IS LESS,NO SPECIAL ANAL HYGIENE & LOW SURGICAL TIME.



PRECAUTIONS
• FIBER TIP SHOULD BE IN SUBMUCOSAL PLANE & LITTLE AWAY FROM 

MUCOSA & MUSCLES.
• EVERY 2 SECONDS THE FIBER SHOULD BE MOVED IN FAN SHAPED MANNER 

,GIVING LASER ENERGY TO PEDICLE,ANASTOMOTIC VESSELS,COLATERAL 
VESSELS & HEMORRHOIDAL TISSUE.

• APPLY ICE AFTER DELIVERING ENERGY TO EACH SEGMENT



PROCEDURE
• POWER:   6-8WATTS
• CONTINUOUS MODE
• LASER FIBER TYPE:  BARE OR CONICAL
• DOSE:  MAX 200 JOULES/SEGMENT OF HEMORRHOIDS  (DEPENDING UPON SIZE)

• ENERGY HAS TO BE DELIVERED IN THE SUBMUCOSAL PLANE ,AVOIDING INJURY TO THE  
MUCOSA  & THE SPHINCTERIC MUSCLES



STEPS
1. FINGER GUIDED HEMORRHOIDAL ARTERY LIGATION
2. RECTAL MUCOPEXY
3. LASER ENERGY TO SUBMUCOUS PLANE
4. LASER ENERGY TO INTRAHEMORRHOIDAL MASS 



FIRST AND SECOND STEP
FGHAL (Finger guided Hemorrhoidal artery Ligation) & Rectal Mucopexy 
if the rectal mucosa is lax & / or If Circumferential Hemorrhoidal 
prolapse





DEARTERIALIZATION 
OF HEMORRHOIDS 
& RECTAL 
MUCOPEXY

• THE LIGATION OF HEMORRHOIDAL ARTERIES & PEXY OF PROLAPSING RECTAL MUCOSA/SUBMUCOSA SEEM 
TO BE ONE OF THE MOST EFFECTIVE THERAPEUTIC APPROACHES .THE TARGETED LIGATION OF 
HEMORRHOIDAL ARTERIES (DEARTERIALIZATION) & THE PLICATION  WITH LIFTING OF REDUNDANT & 
PROLAPSING RECTAL MUCOSA/SUBMUCOSA (MUCOPEXY).

• PROCEDURE:
• WHILE LIGATING,WE DO RECTAL MUCOPEXY TO LIFT THE ANAL CUSHION UP.CONFIRM PROPER LIGATION 

OF VESSELS BY ABSENT PULSE DISTAL TO LIGATURE.WHEN HEMORRHOIDS ARE BIG,PRESS IT WITH BACK OF 
THE FORCEF.WHILE YOU APPLY KNOT,ASSISTANT MILKS UP THE HEMORRHOIDAL MASS TO AVOID VENOUS 
CONGESTION.

COLOPROCT,VOLUME 2 JUNE 2018  CARLO RATTO













THIRD & FORTH  STEPS
• Entry of bare laser fiber about half cm distal to intersphincteric space  go proximal to the 

hemorrhoidal masss directly on to the pedicle.

• Give laser energy to pedicle,then fan shaped movement in submucous plane  & give energy 

to collateral , anastomosing vessels ESPECIALLY THE POSTEROLATERAL & TRANSMURAL BRANCHES 

OF SUPERIOR HEMORRHOIDAL ARTERY.IT ENURES LESS RECURRENCE.

• IN 4TH STEP GIVE SOME LASER ENERGY TO INTRA HEMORRHOIDAL MASS





LESS RECURRENCE
• RECURRENCE OCCURS DUE TO

• 1. FORMATION OF COLLATERALS

• 2.PERSISTENCE OF LARGER CALIBER OF SUPERIOR HEMORRHOIDAL ARTERY IN HEMORRHOIDS

• 3.INABILITY TO LIGATE POSTEROLATERAL  & TRANSMURAL BRANCHES OF SUPERIOR HEMORRHOIDAL 

ARTERY

• HYBRID HEMORRHOIDOPLASTY WITH FGHAL WITH RECTAL MUCOPEXY APPEARS TO BE A BETTER 

CHOICE,LEADING TO LESSER RECURRENCE



Anal Cuhions 
and 
Pathophysiology 
of Hemorrhoids



FORMATION OF 
COLLATERAL 

CIRCULATION



EXT. HEMORRHOID 
BEFORE LASER ABLATION

EXT.HEMORRHOID 
AFTER LASER ABLATION



4th DEGREE 
HEMORRHOIDS

Male 78 year old
Grade IV prolapse with 
bleeding



GRADE IV 
PROLAPSE WITH 
BLEEDING

Fmale 54 year old
Grade IV prolapse with 

bleeding



CONTRAINDICATIONS OF LASER TREATMENT
PROLAPSED THROMBOSED GANGRENOUS
HEMORRHOIDS       



THROMBOSED 
HEMORRHOIDS
• EXTERNAL HEMORRHOIDS ARE FORMED BY THE DILATATION OF THE INFERIOR HEMORRHOIDAL  PLEXUS

• THE IDEAL TRETMENT FOR THROMBOSED EXTERNAL HEMORRHOIDS IS EXCISION

• IN THROMBOSED INTERNAL HEMORRHOIDS,BLOOD CLOT EVACUATION WITH FGHAL WITH RECTAL 

MUCOPEXY WITH LASER HEMORRHOIDOPLASTY IS CONSIDERED.

• IN STRANGULATED,ULCERATED & NECROSED HEMORRHOIDS THE TREATMENT OF CHOICE REMAINS 

EXCISIONAL HEMORRHOIDECTOMY.LASER HAS NO ROLE.



ACUTELY THROMBOSED 
HEMORRHOIDS

HEMORRHOIDAL CRISIS THROMBOSED EXTRNAL 
HEMORRHOID. 



INJECTION HYALURONIDASE IN 
HEMORRHOIDAL CRISIS
• AS AN ADJUCT TO SURGICAL HEMORRHOIDECTOMY FOR HEMORRHOIDAL CRISIS,INJECTION WITH 

LOCAL ANAESTHETIC WITH THE ADDITION OF HYALASE SIGNIFICANTLY REDUCES HEMORRHOIDAL 

OEDEMA,ALLOWING FOR SURGICAL HEMORRHOIDECTOMY TO BE PERFORMED SAFELY WITHOUT 

EXCESSIVE REMOVAL OF PERIANAL TISSUE & WITH PRESERVATION OF SPHINCTER.

• AVAILABLE AS-POWDER FOR SOLUTION-1500 I.U.

N.KOLBE   TECHNIQUES IN COLOPROCTOLOGY 2015



(A). INJECTING HYLASE INTO THE HEMORRHOIDS. (B). IMMEDIATE REGRESSION.



ANAL 
FISSURE
• The eatiology of an anal fissure is debatable.

• Many patients may experience constipation or diarrhea & never develop a fissure.

• A high resting pressure of the anal canal.(hypertonia)

• Lockhart Mummery postulated that anal mucosa  is best supported laterally & weakest post.ly. The external 
sphincter fibers are elliptical that split around the anus.In females the length the ext sph length is 
half,leading to decrease anterior support.This is believed to cause 10% ant fissures in females.

• Goligher proposed that the internal sphincter is spastic. Hence fissures are limited to the dentate line 
except those linked with inflammatory bowel disease.

• On doppler laser flowmetry it is postulated that,the post. Midline had the  lowest perfusion compared to 
other quadrants of the anal canal.

• THE GOAL OF ANAL FISSURE TREATMENT IS TO DECREASE ELEVATED ANAL RESTING TONE.OPERATIVE PROCEDURES 
PRODUCE PERMANENT REDUCTION IN MAXIMUM RESTING ANAL PRESURES.

• LATERAL INTERNAL SPHINCTEROTOMY is the treatment of choice FOR REFRACTORY  FISSURES.

• POST. INT. SPHINCTEROTOMY SHOULD BE AVOIDED.IT MAY RESULT IN KEY HOLE DEFORMITY,which may lead to 
leakage through the this groove & incontinence of gas &/or stool



Acute fissure with clear edges and no signs of chronicity of 
sphincter hypertrophy. (Courtesy of Richard P. Billingham, MD)

Atypical fissure with skin 
changes, broad base, and 
lateral location. (Courtesy 
of Sam Atallah, MD)

Chronic fissure with external sentinel tag. internal hypertrophied 
papilla, and thickened internal anal sphincter muscle



CLOSED LATERAL INTERNAL 
SPHINCTEROTOMY

OPEN LATERAL INTERNAL 
SPHINCTEROTOMY





LASER CLOSED LATERAL INTERNAL 
SPHINCTEROTOMY
• 1.ONE CC INJ.LIGNOCAINE WITH ADRENALINE IS INJECTED AT 4 OCLOCK POSITION 

NEAR MUCOCUTANEOUS JUNCTION TO SEPARATE MUCOSA FROM THE SPHINCTERIC 

MUSCLES.

• 2.INTRODUCE THE TIP OF THE LASER HAND INTRUMENT BETWEEN MUCOSA & 

SPHINCTER HORIZONTALLY AT  4OCLOCK POSITION ,GO UPTO DENTATE LINE.

• 3.ROTATE THE HAND INSTRUMENT 90 DEGREES SOTHAT TIP OF THE LASER FIBER IS 

POINTING TOWARDS THE INTERNAL SPHINCTER.

• 4.THEN GIVE ABOUT 80 TO 120 JOULES ENERGY (10 TO 12W)  FROM DENTATE LINE TO 

MUCOCUTANEOUS JUNCTION TO DO INTERNAL SPHINCTEROTOMY.



LASER OPEN 
LATERAL INTERNAL 
SPHINCTEROTOMY

Fig. 18.5 (a-c) Open lateral internal 
sphincterotomy using laser. (a) 
Fissure in ano-midline posterior. 
(b) Fibers of internal anal 
sphincter up to dentate line 
brought out  through the 
intersphincteric groove at 3 
o'clock position.
(c) Cutting of sphincter fibers with 
a bare fiber



OPEN CLIS
• THE METHOD INVOLVES A DIRECT INCISION & EXPOSURE OF INTERNAL SPHINCTER 

FOR PRECISE CUTTING.THE INTERNAL SPHINCTER MUSCLE IS DIRECTLY VISUALIZED & 

CONTROLLED CUT IS MADE TO REDUCE THE SPHINCTER’S RESTING 

PRESSURE,ALLOWING THE CHRONIC FISSURE TO HEAL.

• COMPARED TO OPEN CLIS ,LASER CLIS OFFER PATIENTS  WITH POTENTIALLY FEWER 

CMPLICATIONS & QUICKER RECOVERY TIMES.



LASER ABLATION OF 
HYPERTROPHIED ANAL PAPILLA



ANAL 
STRICTURE

• ANAL STRICTURE AIMS TO RELEIVE THE NARROWING OF THE ANAL CANAL,WHICH CAN CAUSE 

SIGNIFICANT DISCOMFORT & DIFFICULTY WITH BOWEL MOVEMENTS.TREATMENT OPTIONS RANGE 

FROM CONSERVATIVE APPROACHES TO SURGICAL INTERVENTIONS,DEPENDING UPON SEVERITY 

OF THE STRICTURE.

• 1. BOTOX INJECTIONS INTO THE SPHINCTER TO TEMPORARILY RELAX THE MUSCLES

• 2. BALLON DILATATION UNDER ANAESTHESIA

• 3.INTERNAL SPHINCTEROTOMY

• 4. ANOPLASTY

• 5.ADVANCEMENT FLAP PROCEDURES

• 6.FOUR QUADRANT LASER INTERNAL SPHINCTEROTOMY



ANOPLASTY 
WITH OR 

WITHOUT 
PARTIAL 

INTERNAL 
SPHINCEROTO
MY FOR ANAL 

STENOSIS

• ANOPLASTY IS A SAFE METHOD IN 
RELEIVING SYMPTOMS

• IN SELECTED CASES PARTIAL 
LATERAL INTERNAL 
SPHINCTEROTOMY

• IN SOME CASES ANOPLASTY 
WITHOUT PARTIAL LATERAL 
INTERNAL SPHINCTEROTOMY DO NOT 
LEAD TO RECURRENCE OF STRICTURE 
.PATIENT SELECTION IS CRITICAL



ANAL STENOSIS-FOUR QUADRANT 
LASER INTERNAL SPHINCTEROTOMY
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APPLICATION OF 
LASER IN PROCTOLOGY
FISTULA IN ANO 
LASER TREATMENT



Figure 1 Disease characteristics relevant for fistula 
management. A fistula is a tract of pus and/or granulation 
tissue between two epithelial surfaces lined with a fibrous wall. 
1º Primary tracts are connections between the internal and 
external openings (1-5), while secondary tracts are blind 
extensions (a-c). A tract is defined 'low' when it runs through 
the lower one third of the external anal sphincter. The course of 
the fistula tracts is described by the Parks classification. The 
external sphincter complex, defined by the external sphincter 
and the puborectal muscle, serves as reference: (1) 
intersphincteric: the tract penetrates the internal sphincter and 
runs through the intersphincteric space to the perianal skin; 

(2) transsphincteric: the tract penetrates both the internal and the external sphincter or the ne puborectal muscle; (3) 
suprasphincteric: tract runs first upwards in the intersphincteric space, then downwards crossing the levator ani muscle 
and then reaching the perianal skin; (4) extrasphincteric: tract originates from the rectal wall and runs down through the 
levator ani muscle, without penetrating the external sphincter or the puborectal muscle. Later a fifth category was added 
for superficial tracts (5) that did not involve the sphincter complex. Secondary tracts and their relationship to the levator 
plate (a) infralevator or (b) supralevator and (c) horizontal extension, also known as 'horseshoes', are distinguished. 
Furthermore proctitis and the presence of abscesses with regard to their localisation (A, perianal; B, intersphincteric; C, 
ischiorectal; D, suprasphincteric) are also noted.















































FILAC  FISTULA LASER CLOSURE
• IT IS A NOVEL SPHINCTER SAVING PROCEDURE FOR THE 

TREATMENT OF ANAL FISTULA. PRIMARY CLOSURE OF THE TRACT 
IS ACHIEVED USING LASER ENERGY EMITTED BY A RADIAL FIBER 
CONNECTED TO A DIODE LASER. THE ENERGY CAUSES 
SHRINKAGE OF THE TISSUE AROUND THE RADIAL FIBER WITH 
THE AIM BEING TO CLOSE THE TRACT.

• THE LASER FILAC PROCEDURE FOR FISTULA IN ANO IS 
SAFE,RELATIVELY SIMPLE,MINIMALLY INVASIVE,SPHINCTER -
SAVING PROCEDURE WITH A HIGH CHANCE OF SUCCESS.

P.GIAMUNDO-COLORECTAL DIS. 2014









DLPL-DISTAL LASER PROXIMAL LIGATION
THE LIFT TECHNIQUE IS USED IN ORDER TO DISCONNECT THE 
INTERNAL OPENING FROM THE FISTULA TRACT WHILE AT THE 
SAME TIME EXPLORING THE INTERSPHINCTERIC SPACE FOR 
RESIDUAL FOCI. THEN REMAINING PART OF THE FISTULOUS TRACT 
IS TREATED WITH THE FILAC PROCEDURE. IN THIS WAY,THERE IS 
NO NEED TO CORE OUT THE REMAINING PART OF THE TRACT (AS 
IN LIFT- PLUS),SINCE THE LASER APPLICATION IS ABLE TO SEAL 
THE FISTULA WITHOUT ANY EXTERNAL WOUNDING. THIS IS 
ALLOWED FOR A FASTER RECOVERY WITH MINIMAL 
POSTOPERATIVE PAIN & THE PATIENT BEING ABLE TO RESUME 
NORMAL ACTIVITY IN LESS THAN A WEEK’S TIME.



DLPL PROCEDURE
• A SETON PLACEMENT IS DONE UNDER  LOCAL  ANAESTHESIA & LEFT IN P LACE  

FOR  3 MONTHS, IN  OR DER  TO PER MIT THE SEP SIS TO SUBSIDE  & ELIMINATION  
OF OF THE INTER SP HINCTER IC  INFECTION & ABSENCE  OF SECONDAR Y 
FISTULOUS TR ACTS.

• FIR STLY THE SETON IS R EMOVED  & R EP LACED  BY METTALLIC P R OBE WHICH 
IS USED  AS A GUIDE  IN OR DER  TO FACILITATE  IDENTIFICATION  OF THE 
FISTULA TR ACT. TYP ICAL  L IFT P R OCEDUR E  IS P ER FOR MED  BY METICULOUS 
DISSECTION  THR OUGH THE INTER SP HINCTER IC  P LANE, DOUBLE  SUTUR E 
LIGATION OF THE FISTULA TR ACT USING 2/0  VICR YL  & FINALL Y CUTTING OF 
THE FISTULA TR ACT BETWEEN THE SUTUR ES. THE INTER SP HINCTER IC  P LANE  IS 
FUR THER  EXP LOR ED  FOR  R ESIDUAL  CR YP TOGLAND ULAR  IFECTION FOCI & 
THOUR OUGHLY CLEANSED . ADEQUECY OF L IGATION  AT THE SIDE  OF THE  
EXTER NAL  SP HINCTER  IS CONFIR MED  BY NON- P ASSING OF HYDR IGEN  
P ER OXIDE  SOLUTION WHICH WAS INSTILLED  FR OM THE EXTER NAL  FISTUL A 
OP ENING THOUGH THE CATHETER .



DLPL PROCEDURE (CONTD)
• THE LATERAL PORTION OF THE FISTULOUS TRACT IS THEN OBLITERATED 

USING A DIODE LASER EMITTING ENERGY IN A CIRCUMFERENTIAL MANNER 
(RADIAL OPTICAL FIBER) WTH A WAVELENGHTH OF 1470NM. THE 
GENERATOR IS SET TO 13W PROVIDING PULSE ENERGY SHOTS OF 1SEC WITH 
0.5SEC DEAD INTERVAL DURING WHICH THE FIBER IS PULLED MOVING 
FROM MEDIAL TO LATERAL,AS AN STANDARD FILAC PROCEDURE. TOTAL 
AMOUNT OF ENERGY DELIVERED IS 510 JOULES FOR A FISTULA TRACT WITH 
A LENGTH OF 3.5CM THE EXTERNAL FISTULA OPENING IS LEFT INTACT & THE 
PERIANAL IS COVERED WTH STERILE GAUZES.
GEORGIOS K. GEORGIOU  INTERNATIONAL JOURNAL OF SURGERY & SURGICAL PROCEDURES 2018
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NON GLANDULAR ANAL FISTULA DUE TO ANAL FISSURE



T H E  P R O C E D U R E  C O N S I S T S  O F  D E L I V E R I N G  L A S E R  E N E R G Y  A T  3 6 0  d e g r e e  W I T H I N  T H E  L U M E N  O F  T H E  
F I S T U L A  B Y  M E A N S  O F  L A S E R  F I B E R  W H I C H  I S  S L O W L Y  W I T H D R A W N  F R O M  T H E  E X T E R N A L  O P E N I N G . L A S E R  
A B L A T I O N  I S  L I M I T E D  T O  L U M E N  O F  T H E  F I S T U L A  M A K I N G  T H E  T E C H N I Q U E  S P H I N C T E R  S A V I N G . T H E  G R E A T  
V A R I A B I L I T Y  I N  T Y P E , L E N G T H  & S I Z E  P L A Y  A  M A J O R  R O L E  I N  A F F E C T I N G  T H E  S U C C E S S  R A T E . T H E  
S H R I N K A G E  O F  F I S T U L A  T R A C T  C A U S E D  B Y  T H E  L A S E R  D E P E N D S  O N  W A V E L E N G T H  & T H E  A M O U N T  O F  L A S E R  
B E A M  D E L I V E R E D  W I T H I N  T H E  T R A C T . T H E  S H R I N K I N G   E F F E C T  O F  L A S E R  S H O U L D  S U C C E S S F U L L Y  H E A L  
F I S T U L A S  O F  D I A M E T E R  M A X I M U M  4  T O  5 M M . T H E  D I S T A L  P A R T  O F  T H E  F I S T U L A  , P A R T L Y  C R O S S I N G  T H E  
I S H C H I O R E C T A L  F O S S A  E X T E N D I N G  F R O M  T H E  E X T E R N A L  M A R G I N  O F  E X T E R N A L  S P H I N C T E R  T O  T H E  
E X T E R N A L  O P E N I N G  O F  T H E  F I S T U L A  H A S  L O W E R  P O T E N T I A L  F O R  S U C C E S S F U L  S H R I N K A G E  B Y   M E A N S  
O F  L A S E R . T H I S  I S  M A I N L Y  D U E  T O  S O F T  &  L E S S  F I B R O T I C  T I S S U E  S U R R O U N D I N G  T H E  D I S T A L  & 
S U B C U T A N E O U S  P A R T  O F  T H E  F I S T U L O U S  T R A C T  W H I C H  I S  L E S S  S E N S I T I V E  T O  T H E  S H R I N K A G E  D E L I V E R E D  
B Y  T H E  I N T R A L U M I N A L  L A S E R  B E A M . T H E  C U R E T T A G E   &  I N S E R T I O N  S I A L A S T I C  D R A I N  I N  T H E  L U M E N  O F  
T H E  F I S T U L A  I N  A  F I R S T  S T A G E  O P E R A T I O N  A S  B R I D G E  T O  L A S E R  T R E A T M E N T  M A Y  I N D U C E  T H E  F O R M A T I O N  
O F  T H E  F I B R O T I C  T I S S U E  M O D E L L I N G  T H E  F I S T U L A  A R O U N D  T H E  A R O U N D  T H E  D R A I N I N G  L O O P  . A F T E R 1 2  
W E E K S  T H E  D I A M E T E R  O F  T H E  F I S T U L A  B E C O M E S  4 M M  O R  L E S S  M A K I N G  T H E  F I S T U L A S  M O R E  
S U I T A B L E  F O R  L A S E R  T H E R A P Y . T H E  S H R I N K A G E  E F F E C T  L A S E R  O N  T H E  I N T E R N A L  O P E N I N G  O F  T H E  
F I S T U L A  I S  S U F F E C I E N T  T O  C A U S E  I T S  S E A L I N G . I N  C A S E  O F  W I D E R  I N T E R N A L  O P E N I N G  W H E N  I N T E R N A L  
O P E N I N G  I S  L A R G E R  T H A N  L A S E R  P R O B E , E S P E C I A L L Y  I F  T H E  S U R R O U N D I N G  A R E A  I S  W E L L  
V A S C U L A R I Z E D  & N O T  F I B R O T I C . I N  T H I S  C A S E  I N T E R N A L  O P E N I N G  S H O U L D  B E  D O N E  B Y  S U T U R E , F L A P  O R  
L I F T  T E C H N I Q U E . F I S T U L A S  R E Q U I R I N G  L E S S  T H A N  4 0 0 J O U L E S  H A D  A  H I G H E R  H E A L I N G  R A T E  I F  Y O U  
C O M P A R E D  T O  F I S T U L A S  R E Q U I R I N G  M O R E  T H A N  4 0 0 J .

L A S E R  T R E A T M E N T  F O R  A N A L  F I S T U L A S  :  W H A T  A R E  T H E  P I T F A L L S
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APPLICATION OF 
LASER IN PROCTOLOGY
LASER IN PILONIDAL 
SINUS









Sinus pilonidalis 
Minimally Invasive 
Laser Excision
The procedure is minimally invasive and one of the advantages that it can easily be applied for disease with 
multiple secondary openings and sinus tracts.
These patients, however have a higher recurrence rate, but can be managed with repeated S.M.I.L.E. 
procedure. Despite multiple orifices cosmetic result after the procedure is still very good and patients can 
return to normal activity after 3-4 days.
The need for analgesics is low. Patients usually take them for two days in average, and the average VAS score 
is 3,7 after two days. For acute cases with abscesses we drain the abscess and perform the procedure if the 
primary sinuses are detectable distinctive in the midline, we also prescribe oral antibiotics after operation for 
7 days. In case of not visible sinuses due to abscess we only perform drainage with antibiotics and delay the 
procedure for 3 weeks.

























Release the 
retracted 
buttocks by 
releasing the 
sticking plaster & 
try to bring the 
buttocks together 
during laser 
ablation
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