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Reoperations

22.1 Introduction

Anorectal malformations are represented by a
wide spectrum of defects. On the good side of
the spectrum, that includes, malformations that
can be repaired with a relatively easy technique
and can obtain excellent functional results, mak-
ing the patient basically a normal individual that
can enjoy a normal life. On the other hand, on the
“bad side™ of the spectrum, one can find complex
defects, associated to very significant anatomic
deficiencies that make the functional progno-
sis rather somber. In these serious and complex
defects, it is almost impossible to restore nor-
mal bowel function, urinary function, or sex-
ual function. Many of these patients are born
without the necessary nerves and muscles that
represent the mechanism of bowel and urinary
control. In the middle of these two extremes of
the spectrum, there are many types of malforma-
tion with variable anatomic setups and different
prognoses. We look forward to the design and/
or discovery of therapeutic methods that allow
obtaining better functional results for patients
that are currently born in the “bad side™ of the
spectrum.

However, it must be considered unacceptable
to see a patient born with a malformation consid-
ered benign, in other words, in the “good side” of
the spectrum to receive a technically deficient
surgical procedure that destroys important struc-
tures and mechanisms of bowel and urinary con-
trol and ends up with a patient that belongs to the
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“bad side” of the spectrum. This is preventable
and totally unacceptable. Unfortunately, it is
something that happens more often than desired.
We do not know if there is a problem related
with our perception, the fact that we feel that
more morbidily occurs during the attempt (o
repair anorectal malformations than the one that
occurs in other congenital defects. The fact is that
at our center, from a total of 2,032 cases of ano-
rectal malformations operated by the authors over
the previous 30 years, 478 are reoperations. One
hundred and fifty-three of those were done in an
attempt to regain bowel control. Three hundred
and twenty-five were done in cases that underwent
an attempted failed repair at another hospital and
suffered serious complications. We are aware of
the fact that we are a referral center, and therefore
the proportion of cases that we see, that had failed
attempted repairs, is not representative of the pro-
portion seen in the general population. Yet, we
still consider this number extremely high. From
a total of 909 male cases we had operated, 223
are reoperations, 93 of them were performed in an
attempt to improve bowel control, and 130 were
done to repair sequelae from injuries provoked by
previous surgical misadventures. Between 1,123
female cases, 60 were reoperated in an attempt to
regain bowel control and 195 for other reasons.
This takes us into a controversial issue of
“reproducible” versus “non-reproducible™ opera-
tions in surgery. We are convinced that some
operations are highly reproducible, such as pylo-
romyotomy, hernia repair, cholecystectomy, and

349

DOI 10.1007/978-3-319-14989-9_22, © Springer International Publishing Switzerland 2015



350

22 Reoperations

other similar procedures. Those operations have
demonstrated the efficiency and efficacy through
many years, performed by all Kinds of surgeons.
Unfortunately, we believe that the operations
designed to repair anorectal malformations are
not very reproducible. This means that to repair
anorectal malformations successfully, the sur-
geon must be familiar with an anatomic territory
that was not well known until recently. For that,
he must be open-minded enough to forget many
of the traditional anatomic concepts and become
familiar with the anatomic spectrum seen in this
complex part of the body, in patients with anorec-
tal malformations. In addition, the surgeon in
charge of repairing these defects must be very
meticulous, careful, and delicate. There are, we
are convinced, many surgeons who are very good
to repair certain types of defects, but not for oth-
ers. Many surgeons have a tendency to be in a
hurry and do not have tolerance or patience o
slow down when dealing with delicate tissues
and complex anatomic arrangements. Anorectal
malformation patients are born with a rectum,
sometimes a vagina, and sometimes a urethra
located in rather unusual places. These three
structures are frequently abnormally attached one
to another, and they share common walls without
a plane of dissection. The separation of these
structures is a mandatory step, in order to recon-
struct the anatomy of these unfortunate patients.
The separation of those structures represents a
technical challenge. Until now, the only way to
do it is observing a very meticulous, delicate dis-
section. This mandatory step (the separation of
the structures) has not been facilitated by new
technologic advances, such as laparoscopic
approach or robotic approach. In fact, we have
seen more complications when such separation
has been attempted through a laparoscope. We
are sure that new advances in the technology will
result in finer, most likely digital instruments that
will allow to perform complex reconstructions
with minimally invasive type of procedures.
Professors of pediatric surgery, all over the
world, are responsible for the surgical training of
the young generation of pediatric surgeons that
will be operating on thousands of babies born
with these defects. We look forward to the time

when all patients born with “benign™ malforma-
tions undergo impeccable operations to repair the
defect and enjoy a normal life.

Perhaps, part of the problem to explain why
these operations are not as reproducible as others
is the fact that the wide spectrum of anatomic
variations found in these patients is not well
known by the majority of pediatric surgeons. In
addition, during the adult general surgical train-
ing of most surgeons, they learn the traditional
anatomic concepts from adult general surgical
textbooks, which are not representative of the
anatomic variations seen in patients with anorec-
tal malformations.

22.2 Reoperations to Improve
Bowel Control

During our early experience with the posterior
sagittal approach [1], we were extremely opti-
mistic and believed that we would be able to
restore the anatomy of many patients that have
been operated with old techniques and suffered
from fecal incontinence. We assumed that since
most of the operations used before 1980 were
performed, at least in part, blindly, one would
expect that the surgeons may have positioned the
rectum in the wrong location and not in the center
of the sphincter mechanism. Based on that, we
thought that by repositioning the rectum within
the limits of the sphincter, the patient may gain
bowel control. Consequently, we accepted to sur-
gically reexplore all patients who underwent a
previous repair and suffered from fecal inconti-
nence. Our initial experience included eight
patients [1]. In these, we found that the most
common mislocation of the rectum was an ante-
rior one (Fig. 22.1). These mislocations could be
total or partial. The second most common
mislocation of the rectum was a posterior one
(Fig. 22.2). In general, the cases of posterior mis-
located rectum were the patients operated at a
time before the Stephens contribution, when sur-
geons believed that the rectum should be pulled
down as close as possible to the sacrum to avoid
damage to the wurinary tract. The cases in whom
the rectum was located too anterior, in general,
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Fig. 22.1 Anterior mislocation of the rectum. (a) Diagram. (b) Perineum. (¢) MRIL. § sphincter, A anal opening

belonged to the era when Dr. Stephens suggested
that the rectum should be pulled down, as close
as possible to the rectum, in order to preserve the
“puborectalis sling™ and give the patient the pos-
sibility of bowel control.

A third type of rectal mislocation was a lateral
one that happened to be very unusual (Fig. 22.3).

The operation consists in opening posterior
sagittally (Fig. 22.4). Multiple silk stitches are

placed at the mucocutaneous junction of the anal
opening in order to apply uniform traction to
facilitate this redissection of the rectum. The
incision is performed exactly in the midline.
dividing all sphincter mechanisms found, poste-
rior to the rectal wall. The incision continues
until we identify the posterior rectal wall. Many
times, what we really find is the colon. In other
words, the surgeons who performed the first
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Fig.22.2 Posterior mislocation of the rectum. (a) Diagram. (b) Perineum. S sphincter, A anal opening. (¢) MRI

operation resected the rectum and pulled down
colon from inside the abdomen. We must be pre-
pared to be able to identify whether the patient
has a colon or rectum.

Originally, we were concerned and thought
that this type of reoperation could be
extremely difficult. Actually, it turned out that

the reoperation was easier to perform than the
primary procedures. Since most of these patients
did not suffer from infections, retractions, and
abscesses (catastrophes). the surgical planes and
the anatomic features were easily recognized. In
addition, it was not necessary to separate the
rectum from the urogenital structures, which is,
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Fig.22.4 Opening
incision. (a) Diagram. (h)

Operative

as we know, the most important challenge in the
treatment of anorectal malformations. Also, there
was no fistula, and finally, there was not a prob-
lem of bowel length, because the bowel was
already connected to the perineum, so it turned
out to be a rather quick and easy procedure.
Once we identify the posterior bowel wall, the
dissection must be extended to the lateral walls of
the bowel and eventually to the distal end at the
skin. The posterior sagittal incision is continued

in a circumferential manner, peripheral to the silk
stitches to mobilize the entire rectum (Fig. 22.5).

Once the rectum has been mobilized, the lim-
its of the sphincter are electrically determined
(Fig. 22.6). Our findings in this type of operation
include patients who had the rectum completely
mislocated and an intact sphincter mechanism. In
those procedures, it was extremely satisfactory
to mobilize the rectum and place it within the
limits of the sphincter. We finished the operation
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Fig.22.5 Diagram showing the dissection of the rectum

with the impression that we really benefited the
patient. Other times, to our dismay, we found
either that the patient was born with no sphinc-
ters and the rectum was surrounded by fat tissue
or we found that the sphincter had been destroyed
during the previous operation and the bowel was
surrounded by scar tissue only. In those cases, we
finished the procedure, feeling that we did not
help the child.

The rectum then is relocated and placed within
the limits of the sphincter mechanism. The previ-
ous location of the rectum is obliterated and
repaired with long-term absorbable sutures. The
rectum is anchored to the sphincter mechanism
as in the primary procedures, and the anoplasty is
done with circumferential multiple, fine, long-
term, absorbable sutures (Fig. 22.7).

The first retrospective review of our experience
with this type of operations showed us that five of
our eight cases had a significant improvement in

terms of bowel control [1]. In other words, they
recovered voluntary bowel movements. We then
analyzed the characteristics of the group of
patients that improved with the operation and
compared with the group that did not improve and
found that, as expected, those patients who
improved were the ones that had a completely
mislocated rectum, a preserved rectum, and a
good sacrum and were born with a malformation
that belongs to the “good side™ of the spectrum.
Based on that experience, we changed the indica-
tions for this type of procedure, and ever since
that time, we only reoperate, with the expectation
to improve bowel control, on those patients that
have a good sacrum (sacral ratio between 0.6 and
0.8), no evidence of tethered cord, and a com-
pletely mislocated rectum with an intact sphinc-
ter; they still have their original rectum (was not
resected), and they were born with a malforma-
tion that we consider a “benign” type. The results
of those reoperations with the new indications
were not as good as we expected; only about 2/3
of our 77 patients improved significantly in terms
of bowel control [2, 3]. Yet, 85 % of them still soil
the underwear significantly.

The review of the history of the reoperations
designed to improve bowel control, in patients
suffering from fecal incontinence, is a demon-
stration of the ingenuity, imagination, and cre-
ativity of surgeons in general. However, the
results have been in general less than optimal.

Those surgeons who believed in the existence
of the puborectalis, soon enough, designed an
operation to recover the “missed puborectalis”
[4, 5]. Others [6-10] believed that they could
improve bowel control by plicating, tightening,
or releasing the levator mechanism from its pos-
terior attachments. These types of procedures
were known as “levatorplasties.”

A few surgeons embraced the idea of using the
posterior sagittal approach to perform a relocation
of the rectum or to perform a “levatorplasty™ [11-
16]. most of them with encouraging results and
others with bad results [12]. One author described
an “anterior sagittal approach” to reoperate incon-
tinent patients [17]. A careful reading of the article
showed that the procedure was actually a posterior
approach performed in lithotomy position.
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Fig.22.6 Limits of the sphincter. (a) Diagram, L limits of the sphincter. (b) Operative view of one side of the incision,
showing the limits of the sphincter and the original anterior mislocation of the anus

Fig. 22.7 Anoplasty. (a) Diagram. (b) Perineum
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Following the original idea of Pickrell [18],
many surgeons ftried the “gracilis sling” opera-
tion, with and without electrical stimulation, with
questionable results [19-36]. The gluteus muscle
was also used to create a voluntary sphincter [37-
41] with variable results.

The possibility of using an artificial sphincter,
capable of giving bowel control, has always been
in the mind of surgeons [42-52]. It has been tried
only in adult patients. The morbidity of this pro-
cedure is high, including infection, rectal stric-
ture, and mechanical failure of the device. In
1988, we implanted in pigs Silastic, hydraulic
devices normally used in the urinary tract (unpub-
lished data). We were able to avoid bowel move-
ments when the cuffs were inflated, but we were
not able to produce bowel movements when the
device was deactivated. That experience contrib-
utes to make us believe that we will not be able to
produce bowel control, unless we find the way to
manipulate the rectosigmoid motility.

In 1975, Hakelius from Sweden suggested
that we could produce bowel control with free
autogenous muscle transplantation [53. 54].
Several surgeons followed his idea, with variable
results [55-59].

Surgeons who believed in the existence of the
“internal sphincter™ and its importance for bowel
control devised ingenious procedures to create a
structure similar to the “internal sphincter” [60—
63]. The lack of long-term results makes us to
suspect that the results have not been good.

Based on the idea that the contraction of the
sphincter mechanism is a response 1o electric-like
stimuli, transmitted by a nerve, some surgeons
have been trying different modalities of electrical,
magnetic, or temperature-controlled radiofre-
quency stimulation to produce bowel control. The
reports describe mainly adult patients, and the
results are rather controversial [64-74].

The extreme example of the rather simplistic
and naive idea of the mechanisms of bowel control
is the use of a tampon-like device [75] or by the
injection of bulking agents in the anus [76, 77].

In summary, we believe that a rational
approach to the problem of fecal incontinence
in children must consist in the regulation of
colonic motility in patients with borderline fecal

incontinence. In other words, patients with mild
degree of incontinence may benefit by the use of
medication and/or diet to slow down the colon,
in cases with tendency to diarrhea and the use
of laxatives in those patients who suffer from
constipation.

In some cases with total fecal incontinence
consecutive to a previously repaired anorectal
malformation, we offer a reoperation to those
patients that have the following characteristics:
Completely mislocated rectum
Have normal sacrum
No evidence of tethered cord
Were born with good prognosis type of ano-
rectal malformation (perineal fistula, vestibu-
lar fistula, bulbar fistula, and absent fistula)
In all other cases, or those who did not respond
to our procedure, we offer them our bowel man-
agement program (see Chap. 20).

eowEp

22.3 Reoperations Performed
After Failed Attempted
Repair (Catastrophes) Males

We have done approximately 130 cases of male
patients born with an anorectal malformation,
who underwent an attempted failed repair. These
patients suffered from postoperative acquired
rectal atresia, anorectal stenosis, dehiscence,
retractions, abscess, infections, and persistent,
recurrent, or acquired rectourethral fistulas.

Interestingly, in all these cases, we found that
the common denominator to explain the failed
operation was the lack of a preoperative high-
pressure distal colostogram or a technically
deficient one. The surgeons did not have accu-
rate anatomic information, which resulted in a
deficient surgical technique.

The lack of a high-pressure distal colostogram
frequently induced the surgeons to look for the
rectum in the wrong place, damaging other
important structures, including the urethra, vas
deferens, and seminal vesicles, or provoking
nerve damage that resulted in neurogenic bladder
and/or lack of erections (impotence). The most
common scenario was a patient with anorectal
malformation with a recto-bladder neck fistula or
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a very high rectal prostatic fistula that was
approached posterior sagittally without a distal
colostogram. The surgeon went straight deep
through the incision, looking for the rectum that
was not there, and in the process of searching for
the rectum, he injured the structures that we
already mentioned.

Another scenario was a surgeon who entered
posterior sagittally, without a distal colostogram,
found the rectum, separated it from the urinary
tract, and tried to mobilize it down unsuccess-
fully. The surgeon was unaware of the fact that
the patient had a very short piece of bowel from
the mucous fistula of the colostomy to the distal
end or fistula of the rectum (see Chap. 5). The
fact that the patient did not have a distal colosto-
gram did not allow the surgeon to predict that he
would find such anatomic limitation. As a conse-
quence, after persistent, unsuccessful attempts to
mobilize the rectum, the result usually was devas-
cularization of the bowel. The surgeons had to go
into the abdomen, resect that damaged piece of
bowel, and take the proximal colostomy down.
This had important negative repercussions for the
patient in terms of bowel control, because we
have evidence that when the original rectum is
resected, the chances for the patient to have
bowel control are significantly decreased.

Other cases had an unnecessarily extensive
operation for a rather benign defect. This happened
when a patient with a benign malformation (such
as perineal fistula) underwent a non-indicated
colostomy and subsequently a technically defi-
cient distal colostogram. The study was done
without applying the necessary hydrostatic pres-
sure in order to distend the most distal part of the
bowel, which we know is surrounded by voluntary
sphincter mechanism (see Chap. 6, Sect. 6.6). The
technically deficient distal colostogram showed
an image that gave the wrong impression; the sur-
geon and the radiologists believed that the patient
was born with “high imperforate anus.” Actually
the patient had a rectum located much lower and
could be easily reached with an incision from
below (posterior sagittally). Rather than that, the
surgeon went ahead and performed a laparotomy
or laparoscopy, which was not indicated. Trying to
separate the rectum from the urinary tract, through

the abdomen. with a laparotomy or laparoscopy
in a case of a very low-lying rectum is a very dif-
ficult task, and occasionally the patients suffered
a urethral damage or were left with a piece of
rectum attached to the urethra (posterior urethral
diverticulum).

22.4 Reoperations
for Postoperative Recto-
urinary Fistula

Fifty-two cases came to us, with a fistula that
connected the rectum to the urinary tract, with a
history of a previous failed attempted repair. This
condition has been reported in the past [78-87].
We classified those fistulas into three categories:

22.4.1 Recurrent Fistula (17 Cases)

In these cases, the surgeon recognized the
presence of the fistula, separated the rectum
from the urinary tract, closed the fistula during
the operation, and then repaired the anorectal
malformation, and yet the patient developed
a recurrent fistula (Fig. 22.8a, b). A careful
and detailed reading of the operative report
of those cases, as well as our findings in the
reoperations, leads us to believe that the main
problem in these type of cases was the fact
that during the separation of the rectum from
the urinary tract, the anterior rectal wall was
damaged more than necessary, as well as the
posterior wall of the urethra next to the fistula
site. In addition, the rectum was not mobilized
enough, and most likely an anterior rectal wall,
already damaged, was left located in front of a
sutured-damaged urethra. As we know, leaving
sutures, in front of sutures, represent the ideal
situation for the recurrence of a fistula.

Our reoperation consisted of a posterior sagit-
tal approach, separation of the rectum from the
urinary tract, which was more difficult than the
original procedure and then performed enough
mobilization of the rectum, so as to be sure that
we left a normal rectal wall in front of a urethral
suture.
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Fig. 22.8 Recurrent fistula. (a) Diagram. (J) ofurethral sutures. (3) Recurrent fistula. (b) Intraoperative
Preoperative. (2) Postoperative. The rectum was not picture showing the recurrent fistula
maobilized enough: sutures of the rectum were left in front
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Fig. 22.9 Persistent fistula. (a) Diagram. (/) Preoperative. (2) Postoperative — the rectum was pulled down, and the
fistula was left intact. (b) Intraoperative — picture taken during the posterior sagittal approach. R rectum, F fistula

22.4.2 Persistent Rectourethral
Fistula (24 Cases)

This occurs when the patient was born with a rec-
tourethral fistula, most of the time located in the
lowest part of the posterior urethra (bulbar)
(Fig. 22.9a, b). In these types of cases, the lowest

part of the rectum bulges down and is seen in the
radiologic diagnostic studies as “low” malforma-
tion. However. the radiologist did not apply
enough hydrostatic pressure to demonstrate the
fistula. As a consequence, the surgeon believes
that he is dealing with a low-lying rectum with-
out a fistula that he can approach from below.
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Fig. 22.10 Acquired fistula. (a) Foley catheter passing
through the penis and coming out through the anus. (b)
Cystogram of a patient born with a perineal fistula, oper-

Consequently, he enters through a posterior sagit-
tal or perineal approach, finds the rectum rela-
tively easily, mobilizes only the necessary part of
the rectum in order to create an anus, and finishes
the operation leaving the rectourethral fistula
untouched and intact (Fig. 22.9).

The reoperation in this type of case is straight-
forward. First, we go posterior sagittally, open
the rectum like we do in a primary procedure, and
deal with the fistula exactly in the same way as
we do in a primary procedure. Again, we must be
certain to leave a completely normal rectal wall
in front of the urethral fistula site.

22.4.3 Acquired Fistula (9 Cases)

In these cases, the patients were born with an
anorectal malformation, without a fistula,
and underwent an operation, and after the

ated without a Foley catheter. The urethra was completely
transected. b bladder, u urethral blind end, p proximal ure-
thral end pulled down together with the rectum

procedure, they passed urine through the
rectum and stool through the urethra!
Obviously, the fistula was created by the sur-
geon. The most common scenario is the one
of a patient who was born with a perineal fis-
tula and underwent an operation; the surgeon
did not use a Foley catheter in the urethra and
damaged or divided inadvertently the urethra
during the mobilization of the anterior rectal
wall (Fig. 22.10).

The operation in these cases consists of sep-
arating the rectum from the perineum and
approach the urethra to close the fistula. Then
mobilize the rectum again to be sure to leave a
normal rectal wall in front of the urethra. These
types of patients frequently have a complete
section of the urethra and require a resection of
the stricture and reanastomosis, which can be
done comfortably posterior sagittally with
good results.
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Fig. 22.11 Posterior urethral diverticulum — operative
view of a posterior sagittal approach. R rectum, D diver-
ticulum, F lacrimal probe introduced in the fistula

22.5 Posterior Urethral
Diverticulum (32 Cases)

We use this term to refer to patients who under-
went a repair of an anorectal malformation and
were left with a piece of rectum attached to the
urethra (Fig. 22.11) [83-88]. That piece of rec-
tum behaves like a diverticulum (see Chap. 23).
It has negative implications, including urinary
pseudoincontinence, formation of stones, uri-
nary tract infections, and orchiepididymitis, and
in one particular case, the patient developed an
adenocarcinoma at the junction of the piece of
the rectum with the urethra.

The great majority of patients, who presented
to us with this condition, originally were born
with a rectourethral bulbar fistula. Most of them
were adolescents who underwent abdominoperi-
neal operations for the repair of a rectourethral
bulbar fistula. It is easy to understand how diffi-
cult it could be for a surgeon working through the
abdomen to reach the lowest end of the rectum ina
case of rectourethral bulbar fistula. Consequently,
the surgeons tried to avoid damage to the uri-
nary tract and decided to amputate the rectum
al a “convenient” location, leaving a significant
piece of bowel still attached to the urethra and
then continue with the pull-through (Fig. 22.11).
This happened very often in the old times, when
surgeons divided anorectal malformations into
“high™ and “low.” For those malformations that

they considered high, routinely they performed
an abdominoperineal operation. In those years,
the distinction between the bulbar, prostatic, and
bladder neck was not recognized. An abdomino-
perineal operation for a recto-bladder neck fistula
turned out to be a relatively easy procedure, and
the separation of the rectum from the bladder
neck was easy, whereas a case with a rectourethral
bulbar fistula could represent a serious challenge,
and that is when these types of sequelae occurred.
In the recent years, we have been seeing again
more cases of posterior urethral diverticula con-
secutive to a laparoscopic approach of a recto-
urethral bulbar fistula (Animation 13.2) [85-88].
We consider contraindicated to approach laparo-
scopically a case with a rectourethral bulbar fis-
tula. One of the reasons for that is to avoid these
undesirable sequelae.

The surgical repair of this condition consists
of performing a posterior sagittal approach,
mobilizing the rectum, identifying the posterior
urethral diverticulum to open it posteriorly, iden-
tifying the fistula, and dealing with it exactly in
the same way as described for a primary case of
rectourethral bulbar fistula.

22.6 Acquired Rectal Atresia
or Stenosis (83 Cases)

These are cases with a history of a previous
altempted repair, and subsequently disappear-
ance of the anal opening or developing a very
severe stricture. This means that the patient
actually suffered from a complete dehiscence and
retraction of the distal rectum.

Reading the operative reports, in these types
of cases, we found that most likely the surgeon
did not mobilize the rectum enough to perform
a non-tense bowel-skin anastomosis. In other
cases, during the mobilization of the rectum, the
surgeon damaged the wall of the bowel, interfer-
ing with its intramural blood supply, which pro-
duced ischemia or duskiness of the distal rectum.
The combination of poor blood supply with a
tense anastomosis explains most of these com-
plications. In other cases, the surgeons obviously
tried to dissect the rectum in the wrong plane.
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When the rectum is dissected and mobilized, we
must be sure that we remove all the fat tissue that
surrounds it, including the extrinsic blood sup-
ply, but being sure not to injure the bowel wall
itself, in order to preserve the intramural blood
supply. Another important aspect of the success-
ful creation of an anus is to be sure that all of
the sutures of the anoplasty are performed under
equal tension. The anastomosis should not be
under tension, yet cannot be too loose, because
then the patient will be more prone to suffer
from prolapse. The sutures in the anoplasty must
include full thickness of the bowel and not only
the mucosa. Another reason why patients may
have retraction and dehiscence is because of a
limitation done by the colostomy that was origi-
nally created too distally. Again, the surgeon did
not have a good preoperative distal colostogram
and did not recognize this anatomic limitation
prior to the operation.

The reoperation in these patients includes a
posterior sagittal approach to find the rectum and
to mobilize it adequately down to the perineum.
Sometimes this is feasible; sometimes it is not.
Depending on the type of complication that
patients suffered from postoperatively, the sur-
geon who reoperates may find different degrees
of technical difficulties. The patient who suffered
from dehiscence, infection, retraction, abscesses,
and fistula generates an enormous amount of
fibrous tissue, creating what we surgeons call
“frozen pelvis” or “cement type” of pelvis. Under
those circumstances, the surgeon would have to
struggle in an “ocean” of fibrosis to find the rec-
tum and to mobilize it adequately.

22.7 Presacral Masses

There is a specific group of patients born with a
perineal fistula who underwent an anoplasty fol-
lowed by simple anal dilatations at another insti-
tution and came to us, suffering from severe
stricture, megacolon, constipation, and fecal
impaction. A meticulous study of the patient
includes an anterior-posterior view of the sacrum
that shows a sacral defect. This indicates that the
patient was born with a presacral mass that was

not detected by the previous surgeons. In those
cases, the narrow portion of the rectum cannot be
dilated using a conventional anal dilatation pro-
gram. The adequate treatment includes the resec-
tion of the mass and mobilization of the
normal-looking rectum above the narrow area.

Pediatric surgeons must remember that the
association of anorectal malformation and presa-
cral mass occurs more commonly in patients with
perineal fistulas (see Chap. 8). The key for the
diagnosis is the AP film of the sacrum. That may
show a specific defect that is always associated
with a presacral mass. These patients, in addition,
need an MRI of the lower spine, to rule out the
presence of tethered cord and/or an anterior
meningocele. If the surgeon has no experience
with this kind of case, he/she must work together
with a pediatric neurosurgeon familiar with this
condition. He/she must be prepared to find a
communication with the dural space and leakage
of cerebrospinal fluid.

When we reoperate patients with anorectal
malformations even in those cases that were born
with what we called “benign malformations,” we
try to be very clear with the parents and explain
that we cannot guarantee the recovery of bowel
function and bowel control. There are many fac-
tors and events that occurred during the original
operation that does not allow us to predict the
functional prognosis of the patient. However, the
results of reoperations in patients with failed
attempted repairs, catastrophes, are in general
very rewarding [3].

22.8 Reoperationsin Female
Patients

We have done 255 reoperations in female
patients. Sixty of those were performed to try to
improve bowel control. The results were not dif-
ferent from those obtained in male patients. One
hundred and ninety-five patients underwent reop-
erations to correct sequelae from failed attempted
repairs done at other institutions; ninety-seven of
them were cloacas (see Chap. 16). Sixty-four of
them were rectovestibular malformations (see

Chap. 15).
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Fig.22.12 Postoperative rectal prolapse

22.9 Prolapse

Rectal prolapse occurs frequently after the
repair of anorectal malformations [89-93]. We
believe it is the result of a lack of fixation of
the rectum to the sphincter mechanism, as well
as an absent or poor sphincter mechanism. It is
more frequently seen during the last 10 years
in cases repaired laparoscopically (see Chap.
13). A potential disadvantage of the laparo-
scopic approach is the fact that the rectum is
not anchored to the neighbor sphincter
mechanism.

The prolapse is exacerbated when the patients
suffer from constipation and spend long periods
of time, pushing, in the toilet.

We reoperate those cases with a prolapse that
we feel interferes with the quality of life of the
patient, for example, when the prolapse is so
prominent (Fig. 22.12) that it bleeds if the patient
rides his bicycle. It also produces mucus that
becomes evident through the dress, provoking
embarrassing moments to the patient. We do not
repair minor prolapses (Fig. 22.13).

Fig. 22.13 Minor rectal prolapse

When we repair prolapses, we explain to the
parents that we cannot guarantee that the pro-
lapse will not come back since we cannot cure
the origin of the prolapse. We have seen recur-
rences in our cases, but never as severe as the
original prolapse.

When the prolapse is detected at the time of
the colostomy closure, we offer the family to
cancel the colostomy closure and rather take care
of the prolapse. Under those circumstances, the
operation does not require bowel preparation
and is painless, and the patient is discharged 24
or 48 h after the operation. When we decide to
repair the prolapse after the colostomy has been
closed, it is necessary to admit the patient the day
before and administer GOLYTELY (see Chap. 7).
The procedure takes approximately 1 h, but we
keep the patient fasting for 5-7 days. receiving
parental nutrition.

The repair is performed in the prone position.
Figure 22.14a~f shows the different stages of the
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Fig. 22.14 Surgical repair of prolapse. (a) Diagram
showing the multiple silk sutures placed at the mucocuta-
neous junction and the beginning of the circumferential
incision. (b) Operative view of the rectum fully dissected.
(¢) Diagram showing a fully dissected rectum and the
placement of the deep layer of sutures and dividing the

prolapsed rectum in the midline. (d) Operative view of the
same stage of operation. (e) Diagram showing the resec-
tion of the rectum and the superficial layer of sutures of
the anoplasty. () Operative view of the same stage of
procedure



Fig.22.14 (continued)
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operation. Multiple silk stitches are placed at the
mucocutaneous junction of the anus, in order to
apply uniform traction (Fig. 22.14a). A circum-
ferential incision is done with the needle-tip cau-
tery, peripheral to the silk sutures (Fig. 22.14b)
The dissection proceeds around the rectal wall
until a reasonable length of rectum has been
dissected (Fig. 22.14c¢). The final goal is to resect
the portion of the rectum that used to prolapse
and reconnect the proximal rectum to the skin,
under mild tension, in order to avoid prolapse and
if possible to invert the suture line (Fig. 22.144).
The bowel-skin anastomosis is done with two
layers of interrupted, fine, long-term absorbable
sutures (Fig. 22.14¢).
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