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= Abstract=

Preanal Extrasphincteric Proctoplasty on High Type of
Anorectal Malformations

Nam-Keun Oah, M.D. and Sang-Eun Moon, M.I.

Department of Surgery, Pusan National University Hospital

The child is so unfortunate as to be born with high tyvpe of anorectal malformations,
may be saved from a lifetime of misery and social seclusion by the surgeon who with
skill, diligence and judgment performs the first operation. Lately several perineal ap-
proaches for correction of high type of anorectal malformations were developed and
resulted in good progresses.

A clinical analysis was carried out to observe the types of anomalies, preliminary colos-
tomy, operative procedures, postoperative complications and clinical assessment of postop-
erative continence of thirteen cases of high type of anorectal malformations who were
admitted to the department of surgery, Pusan National University Hospital during last 13
VEeArs.

The results were as follows,

1} In =ex distribution, the male to female ratio was 11:2, and in type of anomaly, ano-
rectal malformation with rectourethral fistula was most common{30.0% ).

21 As preliminary colostomy, sigmoid colostomy (69.2%) was more frequently performed
than transverse colostomy.

1) According to incision for operative procedure, preanal extrasphincteric proctoplasty
was most commoni7 cases among total 13 cases: 53.8%) Posterior sagittal anorectoplasty
was 3 cases, and abdominoperineal correction was 3 cases.

4) Prolapse of rectal mucosa was the most common postoperative complication{30%) in 6
cases of massive mobilization of blind rectal pouch, but urethral injury (| case: 143%) was
the most important complication in 7 cases of preanal extrasphincteric proctoplasty.

5) Most cases of preanal extrasphincteric proctoplasty on high type of anorectal malfor-
mations resulted in good status according to Kelly's clinical assessment for postoperative
defecational continence(85.7% & Good),
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Table 1. Site of fistula in high type of anorectal

malformations
Male Female
Without fistula 5 0
With rectourethral fistula 6 0
With rectovaginal fistula ] 2
Total 11 2

Table 2. Types of preliminary colostomy

Types of colostomy No, of cases

Transverse colostomy |

Sigmoid colostomy 9
Total 13




A - B T4 AN A Sy R EE -

3 RE+Ee R

Bgle TASFESE ASHE ozt 34, F4 HER
7212 4) 8 & (Stephan, Pena5)2 A|$ute o7}
3o, 2eja Ak el Y FEFHHEE Aed
a7} 7efle]glrk{Table 3).

1) == AFE

£F FrFosye AvstEe] g S Aule
A ubelgh 645 Fedl(27% )90 4 st Fhad wske
of, AZFHFe] 2o0(18%), T Ee] 14)(9%)% o
sich, =abdd Ae] ubelshrefd w2y
FrgdEE T sF 27 §EF5o= |-l
H oaR Eade] st rig Fag EFeR 4
mEu Agke] A AbsdA g7 S Ao (Table
4],

“

5) vt =F 2|52 YaE "ot
(Kelly's score)

w5 v =" 75 g2 Kelly' 4 43 7
Hhejell 2]slH  Accidents(E2]2] ef#), Staining
(chedel =gk #3554 29), Sphincter squeeze
(Emeke] £28)5S FrGFe R 3o z §
Hofl 4] FHE T 0, Fdvleel 234, 22
b 71EedlA 142 ded Feld 37HA 3549
HeE g5 ghalkale zhabe] fgdeld Kellyd &
F7F 0~23%& poor(shd wWdT A=), I~47E
fair(eful 2 HAFE 57 sy 5 A4 b
25 vl 7] 5E 7kl #), 5~63E good(#2] A4
ol wjwlr)sa 7pal #)e g REsled d)lw P3st
el

sh7] abel] =g el =1 7|2 A e §
Tt 23e wATE 34F 247 poor ZElR e
7} faire]sls goods HFdle EHEF adgaF
o 7] g Eeksbdeh. W &Y doAREYE
3o Foll 4= poors l3lx fair?t 2+ goode=] 1+
2 oopd Ay gdHe|glent b o =H vlg
& @713 Fabg

Hul gebt2)y FFHAYRE L AE HE T4F
God= Wl =8 752 Yaby Hriel good2| 47
o2 A= of§ uatdm Ao e o] =

o

Table 3, Types of definitive operation

Operative procedures No. of cases
Abdominoperineal correction 3
Posterior sagittal anorectoplasty 3
Preanal extrasphincteric proctoplasty T

Taotal 13

Table 4. Postoperative complications

Type of Rectal preanal
COm Fl':‘_‘atiﬂn Mobilizaion® proctoplasty
Prolapse of rectal mucosa 3 0
Rectal inertia 1 |
Anal stricture 1 0
Urethral injury 0 |
Tﬂ'ml 4 9

*6 cases of rectal mobilization means 3 cases of
abdominoperineal correction & 3 cases of posteri-
or sagittal anorectoplasty.

Table 5. Clinical assessment of continence by Kelly's

sCOoTe
Operative procedure Poor Fair Good
Abdominoperineal correction 2 1 ]
Posterior sagittal anorectoplasty 0 2 1
Preanal extrasphincteric 0 | ]

proctoplasty

Total 2 4

b |

Poor: score 0-2, Fair: score 3-4, Good: score 5-6
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Fig. 1. Perineclithotomy position was applicated, it afford excellent operative field in anorectal surgery.

Fig. 2. Preanal extrasphincteric incision: Bilateral ischial tuberosity was marked, and semicircular anteri-
or perineal incision was designed for exposure of bulbocarvenous muscle & puborectalis sling.
Preanal extrasphincteric incision was deeped up behind bulbocarvenous muscle. In this approach,

there is little muscle cutting.
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Fig. 3. Urethral metal sound was palpable, and it was a guide for dissection of retrourethral plane.
(Denonvillier's fascia) Puborectalis sling was identified, and external anal sphincter was retracted

in the =kin flap posteriorly.
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Fig. 4. The lower border of puborectaliz sling was seperated from rectourethral fascia(Denonvillier's fas-
cial, and rectal pusher was applicated through the distal stoma of double barrel sigmoid colosto-
my. Prerectal dissection was performed, and intraluminal irrigation of dye was performed through
the distal stoma of sigmoid colestomy for identification of any rectourethral fistula or injuries.

Fig. 5. A spinal needle was introduced through anal dimpling, and cruciate incision was madden, and
then dilatation of anal pathway was performed through the previous puncture site of the spinal
needle. Rectoanal anastomosis was performed in Gambee suture. Inversion proctoplasty was per-
formed, because minimal rectal dissection resulted in dimpling of rectoanal anastomosis site.
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Fig. 6. Preanal extrasphincteric fascia was sutured to the fascia of bulbocarvomuscle. Hegar dilator(No.
12} was inserted through newly maden anal canalPostoperative dilatation of anal canal was per-
formed with Hegar dilator.
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