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Surgically Correctable Fecdl IncOn’rinence Associated
with Traumatic Duhamel Operation: A Report of Three

Cases

Wan-Hee Yoon, M.D., Jeong—Hun Choi, M.D.

Department of Surgery, Chungnam National University College of Medicine, Daejeon, Korea

‘We present 3 cases of fecal incontinence associated with
traumatic injury during Duhamel procedure. Three male
patients suffered from persistent fecal soiling and in-
continence for more than 7 years after definitive surgery
for Hirschsprung’s disease by a pediatric surgeon. They
showed grade 4 frequent major soiling, mild patulous anus,
and flattening of the anorectal angle due to traumatic injury
of the external sphincter and puborectalis muscle on the
posterior midline of the anorectal junction. On Parks
postanal pelvic floor repair procedures, the incontinent
symptoms were abated, anatomic changes were normaliz-
.ed, and- postoperative Kirwan classification scales were
markedly improved from grade 4 to grade |. Patients with
fecal incontinence after Duhamel operation for Hirsch-
sprung’s disease may have a traumatic injury of the anal
sphincter. Careful physical and laboratory examinations
should be performed for the confirmation of traumatic in-
jury in these patients, and Parks postanal repair could be
the treatment . of choice for the correction of incontinence.
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INTRODUCTION

The Duhamel procedure using a GIA stapler is believed

a safe and “easy procedure for correction of Hirschsprung’s
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disease, but 5% to 8% of incontinence or soiling was report-
ed after definitive surgery."™ Since this occurrence of incon-
tinence or soiling is frequently considered to be due to in-
complete division of the colorectal septum and retained
feces, other causes of incontinence may not have been rec-
ognized. Although the Duhamel procedure is very safe, the
chance of the injury of anal sphincter during dissection of
the retrorectal space just above the dentate line in perineal
phase of this procedure is still present.

Over the past 5 years, we have experienced 3 cases of

Parks postanal pelvic floor repair of anal incontinence that

- was associated with the injury of the external sphincter and
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puborectalis muscle during the Duhamel procedure for Hir-
schsprung’s disease. We present three cases and describe the

long-term results of Parks postanal repair.
REPORT OF CASES

Three male patients (9, 12, and 12 years of age) suffered
from persistent fecal soiling and incontinence for more than
7 years after definitive procedures (Duhamel operation) per-
formed by a pediatric surgeon around one year of their age
for Hirschsprung‘s disease. According to Kirwan classifica-
tion," they showed grade 4 frequent major soiling (Table 1).
On digital rectal examination, flattening of the anorectal
angle, mild patulous anus, and separation of the puborectalis
muscle on the posterior midline, presumably due to traumatic
Duhamel procedures for Hirschsprung’s disease, were iden-
tified. The patients had no congenital anomalies such as ano-
rectal malformations, Down syndrome, sacral and spinal ano-
maliés, or urogenital defects. Anorectal electromyography

(EMGQG) revealed a defective muscle function of the deep por-
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tion of the external sphincter and puborectalis muscle not pri-
marily due to pudendal nerve lesions in all cases (Fig. 1).
Endoanal ultrasonography showed defects of the internal and
external anal sphincter on posterior aspect of the upper anal
canal. We decided to correct the injured external sphincter
and puborecfalis muscle with Parks postanal pelvic floor
Tepair.

" Patients were anesthesized and placed in prone jack-knife
position to facilitate access to the posterior perineal region.
After povidone iodine preparation of the perineum, a pos-
terior»angulér incision with a gentle curvature extending to
the tip of the coccyx to minimize postoperative wound infec-
tion .wa‘s' made. During dissection of the intersphincteric and
retrorectal space, nearly transected, attenuated fibrotic deep

external sphincter and puborectalis muscle, and densly ad-

hered thick fibrotic Waldeyers fascia probably due to pre-
vious traumatic disruption were encountered. Bilateral levator
muscles including pubococcygeus and ileococcygeus were
loosely approximated medially using 3 to 4 2/0 monofilament
Prolene sutures. The puborectalis muscle was aléo approxi-
mated in the midline using the same suture materials and the
deep external sphincter was plicated medially with interrupt-
ed 2/0 Vicryl sutures. Skin was approximated with interrupt-
ed 4/0 nylon sutures. The patients were discharged from the
hospital 4 to 6 postoperative days with a continent state.
There was no wound infection or dehiscence. The follow-up
periods of postanal repair were 11 months, 2 years, and 5
years. Postoperative Kirwan classification scales were
~ markedly improved from grade 4 to grade 1 (Table 1). On

the findings of digital rectal examination and endoanal sono-

Table 1. Change of incontinence scale and patients characteristics

Age (yp), Previous * Kirwan Date of Postop.
gender surgery (yr) class.* postanal repair Kirwan class.*
1 14, M Duharnel (1987) 4 1995.2 1
12, M Duhamel (1988) 4 1998.2 1
3 12, M Duhamel (1988) 4 . 2000.1 1

Grade 1 = perfect; 2 = incontinence to gas; 3 = occasional minor leak; 4 = frequent major soiling; 5 = colostomy.

*Kirwan classification.
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Fig. 1. Electromyographic findings of the external anal sphinc

repair.
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ter and puborectalis muscle before (A) and after (B) postanal
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graphy, lengthening of the anal canal and normalized ano-
rectal angle due to reconstructed deep external sphincter and
puborectalis muscle were identified. In addition, anorectal
EMG demonstrated normal electrical activities arising in the
external sphincter and puborectalis muscle fibers during con-

traction and at rest (Fig. 1).
DISCUSSION

A significant percentage of fecal incontinence in children
is due to improper operation or failure to recognize a sur-
gically correctable pmblem.5 The long-term results of treat-
ment of Hirsdhspnmg’s disease are not uniformly successful.
Some patients who had undergone the Duhamel operation
showed some degree of fecal incontinence and most surgeons
are prone to regard the incontinence as a pouch problem or
overflow. During the Duhamel procedure, dissection -of the

, presacral’ space and transanal incision of the posterior rectal
wall above the dentate line entering the previously dissected
. retrorectal space should be employed. Great attention is
needed in this abdominal and perineal phase of this pro-
~ cedure because the injury of the anal sphincter and pubo-
rectalis muscle may occur. We experienced 3 cases of anal
incontinence associated with operative injury during Du-
hamel operation. The external sphincter and puborectalis in-
jury should be considered in patients with anal incontinence
patients after ‘Duhamel “operation. In cases of suspicious
sphincter and puborectalis injury, meticulous studies such as
digital rectal examination, endoanal - sonography, anorectal
manometry and EMG may be necessary for the detection of
this type of injury, and Parks postanal repair could be the
tréatment of choice. The original intent of Parks postanal re-
pair was to’ correct an obtuse anorectal angle.6 Postanal re-
pair is usually reserveci for the treatment of neurogenic fecal
incontinence without sphincter injury or for the treatment of
incontinence after.rectopexy or anal dilatation.”® As shown
in ﬂljs ‘repoft, howevet, thiskprocedure might be very useful
in anal incontinence associated with the external. sphincter
and pubbrectalis injury after traumatic Duhamel operation for

Hirschsprung’s disease.
- REFERENCES

1. Suita. S, Taguclﬁ T, Yanai K, Kamimura T, Nakao M,

Tkeda K. Longterm outcomes and quality after Z-shaped
anastomosis for Hirschsprungs disease. J Am Coll Surg
1998;187:577-83. ‘

2. Moore SW, Albertyn R, Cywes S. Clinical outcome and
long-term quality of life after surgical correction of Hir-
schsprungs disease. J Pediatr Surg 1996;31:1496-502.

3. Rescorla FJ, Morrison AM, Engles D, West KW, Gros-
feld JL. Hirschsprungs disease: evaluation of mortality
and long-term function in 260 cases. Arch Surg 1992;
127:934-41.

4. Kirwan WO, Turnbull RB Jr, Fazio VW, Weakley FL.
Pullthrough operation with delayed anastomosis for
rectal cancer. Br J Surg 1978;65:695-8. .

5. Petrino RA, Golladay ES, Mollitt DL, Butler H. Surgi-
cally correctable fecal incontinence. South Med J 1985;
78:130-3.

6. Parks AG. Anorectal incontinénce. Proc R Soc Med 1975;
68:681-90.

7. Stricker JW, Schoetz DJ, Coller JA, Veidenheimer MC.
Surgical correction of anal incontinence. Dis Colon Rec-
tum 1988;31:533-40. '

8. Keighley MRB, Fielding JWL. Management of faecal in-
continence and results of surgical treatment. Br J Surg
1983;70:463-8.

st olghet o)zt
-E,- Q

BRI

Hirschsprung®d Zlololl 4] GIAZ o]-83t Duhamel &4
£ oA slaL Go|dt TEXFHORE IBA o}t =%
oF 5~8%2] ool wWAFo] et &} o]
E5] AAA A 7] Akl o8t WA FrT Aol

A7 3 ot 4 F AT S gk BFEg

- 7é
o g o] Lotel 7| £ 5E Duhamel 4 T2
gl

79 ol F ALHE HAFE FAE L

T

ot
w4

ofoll Al ol Sl% Bk £ % WAFOR
A AEY FAEE Husad Y

AT A5k A HobEe] ol 12~ 14A1g 0]
F 459 WG 9AF FYo] dolch A% A GE

5

4 @

o olsh, GEARAY 24 Fol WAHAT FGE &
3 4
3L

gis

guish TAEAANA T ABAgTe &
o] WAH o] Foll A% Y WAFOE Aet



32 A 1878 A 23 2002

=1
=

Parks postanal pelvic floor repair
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