KERBILFRESE 148  H2H
K.CPS. Vol 14, No. 2, June, 1998

24 EH oA FRAY FEALYE

Axoietz el sue lstay

4 5 +-% 3 $8 & o
= Abstract =

Posterior Sagittal Anorectoplasty as a Secondary Procedure

Dong-Soo Park, M.D., Jin-Su Park, M.D.
and Soo-Young Yoo, M.D.

Department of Surgery, Yonsei University Wonju College of Medicine

Eleven patients underwent posterior sagittal anorectoplasty(PSARP) as a secondary
procedure. Two of them had rectovaginal fistula and another two had rectocutaneous
fistula. Six of the rest complained of frequent fecal soiling and the last one had severe
anorectal stricture after perineal anoplasty. Five patients had lived with colostomy until
the second operations were carried out. The ages at the time of the secondary PSARP
were between 7 months and 29 years. Distal colostogram and MRI were taken to evaluate
distal colon, position of the rectum and voluntary muscle. All patients had normal sacrum
except one who had anorectal stricture. Seven patients, six with fecal incontinence and
the other one with rectovaginal fistula had mislocated anorectums. Three patients, two
with rectocutaneous fistula, the other one with anorectal stricture, had abdominal approach
to obtain enough length of colon for pull-through procedure. With the posterior midsagittal
approach, we could manage all the problems, rectovaginal fistulas, rectocutaneous fistulas,
strictures and malpositioned rectums, without difficulty. No patients had serious com-
plications except wound infection in one. All patients were satisfied with the results after
redo-PSARPs even though normal continence has been achieved in only one patient.
Seven patients who had continuous soiling or rectocutaneous fistula, needed no more
diapers even though four of them showed fecal staining under stressful condition and the
other three showed intermittent fecal leaking less than once a day. The rest three of the
patients maintained their continence with support of drugs andfor enemas because of
constipation. The PSARP is a popular procedure as a primary operation; however, our
results suggested that this procedure also gave us a good opportunity for management
of serious complication developed after primary anoplasties.

Key Words: Posterior sagittal anorectoplasty, Secondary procedure, Anorectal mal-
formation
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Fig. 1. A probe penetrates the rectovaginal fistula in
case 1.
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Table 1. Distribution of patents

Age

Problem after

Case (years Sex Type of ARM Frimary operation primaty operation
j iz d Udknowa + RVF PSARP RVF
2. 4 ¥ Unknown RVE FSARP RVY
3 5 ' High + RUF PSARP Anorectal striciure
4 7 M High -+ RUP PSARP RCP
3 8§ F Unkuown + BVF Permeal anoplasty Inconitnence
£ & M High + RUF FSARF Incomtinence
7 g F intermediate + Perineal anoplasty Incontinence
ectovestibuiar fistula
8 i1 M High RUF Abdominosacroporineal Incontinence
anoplasty
g i2 M Cinknown Abdominosactoperineal facontinence
anoplasty
10 15 M High + no fistula Abdominosacroperineal Incontinence
anoplasty
i1 29 g Closesl anomaly PSARYP RCF
Abbe; ARM, anorectal malformation, RVF, rectovagicsl fistula; PSARP, posterior sagittal aunrectoplasty; RUF,
vectonrethral fistula; RCP, rectoowtancons fistula; PSARVP, posterior sagittal anoreciovaginoplasty

Fig, 2, Bariurg study shows the remmant of the recio-
cutaneous fistula{arrows) in case 4(A) snd in case
11(8).
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Table 2. Results after secondaty posterior sagiunl anorectoplasty

fecal continence

Case ,[\?’ﬁ. Sex Positton of rectnm
(year) Before op. After op.

1. T2 ¥ Notmal RYE Continent
2 4 ¥ Abnorwal RYF Constipation
3 5 M Mormal Stricture Cotstipation.
4 7 M MNormal RCE Continent*
S 8 ¥ Abuoreal Soiting | Continent”
G & M Abnormal Seiling ¥ Continent "
7 ] ¥ Abnotmmal Soifing " Comtinent
] 10 M Abnotral Soiting " Soiting |
9 12 B Abnormal Soiting | Suiliog

10, 15 M Abmormal Sailing Suiling |

1t 29 F Notiral RCF Constipsiion

Abbr op., redo-postetior sagital anorecioplasty; RYF, rectovaginal fistuls; RCF, ectocutansous fisuia
* . Continent with support of drogs o enemas, and with winimal soiling only under stress
. Continuous soiling which requires diaphers all day long

; Soiling once per day or two days and keep clean most tims
k Sotiing once per 35 days

Fig. 3. Midsagittal view of MR in case 6. {A) The preoperative film shiows antetiorly tmislocated reetm(RC; rectal
cathotes). () The postoperative film shows the rectum surrounded by ihe extertad sphinoter siuscle(8S). The

levasor ant muscle{LA} is seen between the rectum and the coccys. BL; bladder
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Big, 4. Photogeaphs of perinenm in case 10, A) The snus presperatively looks pendulous and anteriorly misplace:
: preop pe
(8} The postoperative photopraph shows posteriorly repositioned anus. Arrows indicate, the previcns anal site.
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