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Abstract

One hundred and four cases of ano-
rectal anomalies treated by us in the iast
ten years are presented. The classification,
maoddle of operation and results are discuss-
ed. A perineal approach for an interme-
diate variety and a one stage ahdoming-
perinecal rectoplasty for a high variely are
stressed.

Anorectal anomaly, so called imperforate
anus 15 one of the commonest neonatal mal-
formations admitted in the general hospitals.
The orthodox classification of high and low.
still given in most text books. i3 not satisfac-
tory. Accordingly many authors have presented
their own classifications which have proved
confusing (lable 1L In 1970 Pediatrie Surgical
Congress formulated an intermational classifi-
cation of anorectal anomalies (Table 11). 1 con-
sider this classification 1o be the best illustrated
hoth anatomically and pathologically and to
be the best gunle w a surgical approach, I
divides anarectal anomalies into 5 classification
of high, imermediate and-low, The first (wo
present above the levator ani known as th,

supralevator and the third one presents below
the tranglevator,

Table: 1: Classification of Anorectal and Malies

Ma,  darbor Year
I, Ladd & Gross 1934
. Dennis — Biowoe 1333
1. Bill & lohnwon 1938
4. Lowwe 1959
% Mixon 1359
6 Seott & Swenson 1359
T Pariridge & Gough 1361
B, Cianz et al 19461
9 Santulli et al 19635
. Iaternational 1970

*  Punjab Medical College and
## %1 Raphael’s Hospital, Faizsalabad,
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Table 1. Imemational Classifcation of Imperforated Anus
Male Female

High A) Anorectsl A.nﬁll with- A) .ﬂn-nnﬂll ﬁpﬂu Iﬂlh
oul fetuls oul fistula
B) Anomectal Agnesis  with
By Anorectal Agnesisc with fuiiula:
fistula;
a)  Hladder
al Bladder b} Vagina
¢l Cloasa

Cy  PRecta]l Atresia

C Itnml Alrcsia

without Al ml

Intermediate A) Anal Agncis Agnesis mmnm
flsmuia fistuls
BY Ana)l Agnews with fistula Bl Anal Agneus with fistuls
wilh wrethira wilh
8] WYagna
l.l'l "'!"nubuh;
Low X M MNormal nm*r Site Al Hnmu Anal 5ite

a) Covered wpu <om- Bi

plcia

by Anal Stenociy nl

s) Cowvered Anus Complete
Anal Stenoti

Bi At perinesl Silc

Anterior Permeal Anus
b} Ano-cutanecvs fistuls

B} Al peninenl hie

al  Anienon Ferineal ) YVulvar
al  Ano-Vulvar fistula
ey b)  Ana- Vedibular fistula
bl Ancculsneous Rstuls <) Wulwsr Anus

Material and Method

104 cases of anorectal anomalics were ad-
mitted and treated by us from 1968 10 1978 in
St. Raphacl's Hospital, Faisalabad, Aziz Bhatu
Shaheed Hocpital. Gujrat. DH O Hospital,
Faisalabad, Pakistan. The baby s usually
hrought for examination with » history of com.
plete comstipation since birth or the passage of
gas or meconium per urethra or per vaginam.
Yomiting, which is a lawe sign. may also be
present. On examination the abdomen s dhs-
tended and the anal opening in the perineum
15 absent.

A small speck of mecamum (Stenosed
anus), a black or green pearly thin line in the
perincum {cclopic anusl, antenor position of
the anal opening or a bluish bulging membranc
at the site of the anal opening denote the low
vanety. The presence of a rectovaginal fiswula
and absence of the hymen in the female are
wonsidered to be signs of a lugh vanety ano-
maly (Rill e1 al | 1975)

The most imponant investigation apan
Irem perineal examination, 15 the plan X-ray
of the pelvis which is routinely done in the

up and down position (imvertogram) with 2
radio pague indicator at the anal site. A coin,
metal button, bougie or barium paste can be
employed for thus purpose. lhis exerQisc 15
carricd out to measurc the distance of the gas
bubble in the rectum from the penneal skin
The X-ray is donc in cither the AP or latcral
view. In the lateral view when the gas shadow
is present above the pubococcygeal line it s a
sign of the high vanety anomaly When it s
present below this line as (ar as the inter ischial
line it is a sign of the intermediate and below
this is the low varicly. We also check for gas
in the bladder which would be an indication of
recio-vesical fistula, Gastrograffin or thin ba-
nium can also be injected through the fistula of
it can be located or through the colostomy if
already done and an X-ray taken to judge the
extent of the rectal descent. Urinary examina-
tuon 15 done 1o check for the presence of meco-
nium epitheli, pseudomonas and E. <oh o
order 1o exclude anyvrecio-vesical fistula.

a wide bore
miciurating cystogram, ure-
VIRIDOSLUPY  are nol  routing

Perincal  aspuwatom wath
needle. 1. V. P,
theoscopy  and
proceduras
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Treatment

The operation is performed as an emer-
gency after the proper investigations are com-
pleted. The treatment of the low anomaly may
consist of simple dilatation of the stenosed
anus, cutting back and proper repair of an
ectopic anus, and cutting of the anal membrane
in cruciate fashion followed by regular dilata-
tion. Perineal repair is always done for the
intermediate variety and abdomine — perincal
repair for the high vaniety

Hesults

Out of 104 cases of anorectal anomalies,
61 were males and 43 were female (Table V1)
26'% weie of high, 43% intermediate and 30°%
of low vanety (Table [11) only 44% had recto-
uripary or vaginal fistuli (Table 1V} much less
in cccurrence than reported by Adkins in 1976
Surgery was performed i all eacept six cascs
who were admitted dying. Abdomino perineal
carried the highest mortality of 56%, volustomy
had S0, perineal repair 17% and dilation had
no mortality (Table V). Overall mornality was
12% with post operative deaths 27%. The
causes ol death (Table VIIT} were hypovolae-
mic shock, volvulus neonatorum, mucovicido-
sis, Septicaemia. but cause of the death could
not be confirmed in majonty of the cases due
to lack of cooperation from the parents lor
the posimoriem cxamination. Perhaps other
serions associated anomalies might be the cause
which we missed during preoperative examina-
tiong. The postoperative complication were
volvulus peomstorum,  injury w small cut,
urethra and ureter, retentions of urine, recur
rent fistula and anal siricture (Table VI11). We
blame the ignoramt parenis for postoperutive
anal strinctures who did not carry on the regu-
larly dilatation of anus at home after the ope-
ration as advised and perhaps this is the cause
of the recurrence of the fistuli. All of them had
a follow up from few months to ten vears.
Only two had incontincnce of the sphinctlers,
in others the continence was fairly satisfactory.

T_n!:ll: I Imperforate dnus E'Ilnuiﬁuli'nn_

Yox Mgl Fargrmsdesrs — = LI?H-" =
Membrgng Covérrd  Ectapic
MMale 17 H ) [ T
Feaminle I 17 7 1 |
Total a7 45 ] o 14
Yk
Percentage 10 43 K & 13

Table IV: Imperforate Anus Recto-Yasical or Yagi-
1|!!_F|:.Iulu

LT I _'.i"_l.-r!.g' caie Fiitula F.'EFT.!‘_I:I:!_-H:,E:I
Male LY 11 13°%
Female 43 13 Bl=
Tuotal Tind 4 g4
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Table V. lmperforated Anus Opsrations

Fex Nuthing Abdoming Perineal Dilsts Crelais
Perineal Iiup:n-__ Fimy
Male s 16 30 6 3
Femalc 1 9 i i 1
Touwl (] 15 &0 k] 4
Lheath 4] 14 (L1 — 4
Percentage :
Mortality 100 56 11 — 50
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Tahle ¥I: Imperforate Anus Monaiity

e }"-;;ﬂ&-rr ! Dreatls Percemtwrs
Caril Morialuy

Male 6l 6 a2

Female 41 M 19

Tatal 1004 u %

Table VII: Imperforate Anus Complication of Opera-

Linms

olvalue Mecnatorum
Injury Smallcu

Cul Ureter

Injury Urethra
Ketention Lirine
Kecurpent Fistal
Anal Strciure
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Table VII: Imperforate Anus Causes of [eath

e A T T

Volvulus Meonatorum
Homorrhagic Hypovolaemic Shock
Inhalation Preumonia

Extremis

Lnknown

M v isiclosis

Sepricaemia

Triscussion

| l——:l'? (RN

Onorectal anomaly occurs in 1 5000 births,
were common in male children (2}, In our per
sonal experience its incidents are more com-
mon in Pakistan about 1:3000 to 1:4000 live
births, 25 — 75% are accompanied by other
unomalies which usually contnbute to the loss
ol hfe. Emergency surgery is usually necessary
in order 1o save the infant's life. Correction of
the low variety it quite a simple procedure. For
the intermediate and high vatiely apomaly
there are three possible procedures: —

1} Perinen-plasty
2}  Abdomino perineal approach.

3 Sacro perineo abdominal approach (no
komyer in usc).

These operations are done either i ons
stage or in more than one step ie. colostomy
in the first stage, either sigmoid or transverss.
followed by definitive repair after 6 — |2
months, We agree with the opinion of Trylor et
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al. (1973), Scout et al. (1960), Partridge and
Gough (1961), Mixon (1959), Woolam (1974}
and Soane (1909) who believe that imperforate
anus should be repaired in one stage. The fol
lowing points are io s favour: —

1} In mewborms the dilated bowel is more
casily freed with minimum  disturbance of
blood vessels. nerves and grealer preservation
of bowel sensations. The fistula is casily acces-
sible from above for repair.

2)  After colostomy the distal sigmoid colon
and rectum tend W shiok, There are more
adhesions in the pelvis after the first operation
which make the second more difficult, Apan
friom this the eolostomy itself presents problems
with which the neonates find it difficult 1o cope.

3 In the presence of a fistula there is always
a chance of urinary infection.

4}  Dilatation of the rectum is a routine post-
operative procedure. Psychologically it 15 much
moge disturbing for the older child than for the
NeQnaes.

3} The neonates learn normal evacuation and
use of a new sphincter more quickly than old
children and there 15 less skin excoration in
the mmitial period.

6) In the phased repair the baby has to
undergo three operations. First cologtomy, then
proper repair and finally closure of colustomy.
Each has 1ts own morbidity and mortality. The
complications of the onc stage rectuplasty are
less than the collective complications of all
three operations. Colostomy is reserved only
tor patients who are grossly distended, wvery
sick, prematuic with & weight less than 5
pounds and those with other anomalies,

There is no controversy at all about the
abdomine perineal approach being the ideal
for a high anomaly, However there is differcnce
of opinivn concerning this approach for the
intermediate variety, The perineal approach s
techiucally easier, blood loss and shock is less,
complications are fewer, mortality rate is lower
uid the resulis are reasonably satistactory.
Schnauffer et al. (1967), Cozzi and Wilkinson
(1968), Trusler and Willanson (1962) and
Arhan et al. (1976) have all admittied that con-
tinence is much better after perineoplasties than
after the abdomino perineal approach, We have
not expenenced any difficulty in the perineal
approach for an intermediatc anomaly and the
morbidity and mortality rate has been low,
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we try to preserve the puborectahs as stressed
by Stephen (1953) but usually it is not possible
to do 80 as Trusler and Wilkinson (1962) have
pomted out,
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