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Anterior Extrasphincteric Anorectoplasty
with an Illuminating Intrarectal Indicator for
Repair of an Anorectal Malformation

Jin—Yong Sin, M.D., Yong—Hoon Cho, M.D., Hae—Young
Kim, M.D., Nahm—Gun Oh, M.D.

Department of Surgery, Pusan National University College of
Medicine, Busan, Korea

Purpose: This study was conducted to evaluate the func—
tional results of an anterior extrasphincteric anorectoplasty
(AEA) guided by an illuminating intrarectal indicator, in which
a transperineal positioning of the anal canal was performed
without cutting the perineal sphincter muscle.
Methods: Point A which would be a anal orifice in future
was designated 0.3 mm anterior to the anal dimpling site.
A semicircular incision was made in the front of the anus.
The flap, which included from the anal skin to the upper
margin of the external anal sphincter, was everted poster —
lorly. A quarter of the frontal upper rim of the external
anal sphincter was exposed, and the center of the upper—
most portion was designated as point B. From point A
toward point B, a spinal needle was inserted through the
anal sphincter, and needle’s tract was dilated under direct
identification of the sphincter muscle by electronic stimula—
tion. An illuminating intrarectal indicator with a laparoscopic
light source was pushed through the distal stoma of a sig—
moid colostomy toward its distal lumen so that the blind
rectal pouch was perineally exposured. On the blind pouch,
a cruciate incision was made, and it was anastomosed to
the anus.

Results: From 1991 to 2000, 11 patients with imperforate
anus of high and intermediate type were operated by our
method. In one case, the urethral injury was found intrao—
peratively and was immediately repaired. One case of anal
stenosis was improved after serial Hegar dilatation. The
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postoperative bowel function in the Kirwan's clinical assess—
ment at 12 th month was grade I in 9 cases and grade II
in 2 case.

Conclusion: This AEA with an illuminating intrarectal
indicator shows acceptable clinical results and could be
considered to be an effective surgical option for anorectal
malformations. J Korean Soc Coloproctol 2004;20:
80—85

Key Words: Illuminating intrarectal indicator, Anterior ex—
trasphincteric anorectoplasty
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Fig. 1. Preanal extraspincteric incision: Bilateral ischial
= O

tuberosity was marked, and semicircular incion was per-
formed. Preanal extraspincteric incision was deepened up
behind bulbocarvenous muscle.
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Fig. 3. Inversion proctoplasty: The minimal dissection around
rectal fistula and inferior portion of rectal ampulla affords

Fig. 2. Anterior extrasphincteric dissection: Through the
urethral sound palpation, the midline dissection of levator ani

the anastomotic line to be upwardly located as level as

anorectal angle.

muscle is possible, so that point-B (upper most midline area

of anal sphincter) is exposed. Point-A is the anterior portion

of anal dimpling, and instrument-I is an illuminating intrarec-

tal indicator.
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Table 1. The fistula site of anorectal malformation
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Table 2. Assessment of bowel function by Kirwan

Male Female
Without fistula 2 2
Rectourethral fistula 3
Rectovesical fistula
Rectovestibular fistula 2
Rectovaginal fistula 1
Total 6 5
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Condition Symptom

Grade I Perfect

Grade 11 Occasional enema or cannot hold gas

Grade III Use of drug or daily enema or wears
pad or occasional minor leak

Grade IV Frequent major soiling

Grade V Colostomy

Table 3. Clinical results at 3, 6, 12 months after operation

Postopera- Postopera- Postopera-
Condition tive at 3 tive at 6 tive at 12
months after months after months after
operation operation operation
Grade I 7 8 9
Grade I 3 2 2
Grade III 1 1
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