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صخلملا

،يمضهلازاهجلانمديعبلاءزجلايفيقلخذوذشوهغنوربسشريهضرم
تحتوةيوعملاةيلضعلاةريفضلايفةيبصعلاةيدقعلاايلاخلابايغبزيمتيو
ةرغافمككفتربتعي.بيرقلاءزجلايفزاربلامكارتيفببستيامم،ةيطاخملا
غلبت.)تبيت(جرشلاربعميقتسملالخادبحسلاةحارجتافعاضمدحأنولوقلا
تاونستسرمعلانمغلبتةاتفيفغنوربسشريهضرمةلاحنعةقرولاهذه
دعبرغافتلاككفتببسب.تبيتةحارجلاهعوضخدعبرغافتزارفإنمتناع
نوسنيوسبةهيبشةقيرطمادختسابةرركتمبحسةيلمعانيرجأ،تبيتةحارج
يف.اهتلازإمتيمث،نيعوبسأةدملعذجلابظافتحلاامتي.تقؤمعذجمادختساب
جئاتنو،لوبسلسلاو،ةيعيبطةيمضهةفيظوكانهتناك،دملأاليوطمييقتلا
عمنوسنيوسهبشتيتلاةلدعملابحسلاةقيرطنوكتنأنكمي.ةزاتممةيجرش
عم،تبيتةحارجلشفدعببحسلاةداعلإةليدبةيحارجةينقتةتقؤملااهعوذج
.ةيضرمجئاتن

ربعميقتسملالخادبحسلاةحارج؛غنوربسشريهضرم:ةيحاتفملاتاملكلا
تقؤمعذج؛بحسلابمايقلاةداعإ؛نوسنيوسلثمبحس؛جرشلا

Abstract

Hirschsprung’s disease is a congenital anomaly in the

distal part of the gastrointestinal tract, characterised by

the absence of neuronal ganglion cells in the myenteric

and submucosal plexus, causing the accumulation of

faeces in the proximal portion. Dehiscence of coloanal
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anastomosis is one of the complications of Transanal

Endorectal Pull-through (TEPT) surgery. This paper

reports a case of Hirschsprung’s disease in a six-year-old

girl who experienced anastomotic dehiscence after un-

dergoing TEPT. Due to post-TEPT anastomotic dehis-

cence, we performed a re-do pull-through with the

modified Swenson-like method using a temporary

stump. The stump is maintained for two weeks, then

removed. On long-term evaluation, there was normal

digestive function, no incontinence, and an excellent

anal outcome. The modified Swenson-like pull-through

with temporary stumps can be an alternative surgical

technique for re-do pull-through after failed TEPT, with

satisfactory results.
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Introduction

Hirschsprung’s disease is a congenital abnormality in the
distal portion of the gastrointestinal tract, characterised by
the absence of neuronal ganglion cells in the myenteric and
submucosal plexus.1,2 This causes the accumulation of faeces

in the proximal part.2 Generally, the chief complaint of
patients is prolonged constipation; sometimes, patients
present with acute bowel obstruction.2,3
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Figure 2: Dehiscence in the posterior side of the coloanal

anastomosis.

Z. Haikal et al. 151
The incidence of Hirschsprung’s disease ranges from 1 to 2
per 10,000 live births.4e6 Short-segment Hirschsprung’s

disease, in which the aganglionic segment is confined to the
rectum and rectosigmoid, is the most common type, account-
ing for more than 80% of the total cases.3,7 Hirschsprung’s

disease incidence in males is two to four times higher than in
females.4e6

The definitive therapy for Hirschsprung’s disease is sur-

gery to resect the aganglionic segment, including the transi-
tion zone, and bring the ganglionic colon downward to the
dentate line while maintaining anal sphincter function.2,3

There are various commonly known recent surgical

methods to treat Hirschsprung’s disease. The most widely
recognised are the Swenson, Duhamel, and Soave proced-
ures.3 Transanal Endorectal Pull-through (TEPT) is

currently the leading pull-through procedure. One of the
complications that can occur after TEPT is coloanal anas-
tomosis dehiscence, and operative management of this

condition remains a challenge.
In this paper, we report our experience of the manage-

ment of coloanal anastomosis dehiscence after TEPT surgery
using a Swenson-like pull-through procedure followed by the

maintenance of a temporary stump.

Case report

A six-year-old girl came to the Paediatric Surgical
Outpatient Polyclinic with the complaint of difficulty defe-

cating since the age of four years. The patient had a bowel
movement usually once a week. On physical examination,
there was no abdominal distension or darm contour; however,
faecaloma was palpable. Laboratory studies showed prom-

ising results. There was no anaemia or impaired coagulation
function. Thyroid hormone examination also showed normal
results, which ruled out the possibility of constipation due to

hypothyroidism. There were no signs suggestive of diabetes or
other systemic diseases. The contrast enema (CE) showed a
short-segment Hirschsprung’s appearance (Figure 1). A full-
Figure 1: Preoperative contrast enema showing colo
thickness rectal biopsy was performed, and there was no
ganglion found on histopathological examination.

After preoperative preparation, a definitive treatment was

performed with Transanal Endorectal Pull-through (TEPT)
surgery. The postoperative laboratory evaluation showed
promising results. There were no signs of bleeding immedi-
ately after surgery. The rectal tube was postoperatively

maintained for three days. After the procedure, the patient
maintained took nothing by mouth for 24 h, followed by a
gradual diet. Intravenous ceftriaxone 100 mg/kg/day was

administered preoperatively up to five days postoperative. In
addition, intravenous metronidazole at 10 mg/kg was given
three times per day for five postoperative days. Postoperative

pain was managed with intravenous paracetamol. Subse-
quent to an evaluation five days after surgery, the patient was
discharged. Before discharge, an early postoperative
nic dilatation proximal to the aganglionic colon.



Figure 3: Temporary stump.
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evaluation showed good defecation function, no abdominal
distension, and no complications during post-TEPT treat-
ment. Oral antibiotics and analgesics were given as a home

medication for one week. The parents were advised not to
perform any procedures/manoeuvres on the anus.

On postoperative day 11, the patient came to the Pediatric

Surgery Outpatient Clinic, complaining of defecation mixed
with bloody mucus and abdominal pain, especially in the
lower middle quadrant. On physical examination, there was
distended abdominal tenderness and muscular defences,
especially in the suprapubic region. A digital rectal exami-
nation found that the coloanal anastomotic was dehisced on
the posterior side. Mucus and blood were observed on the

gloves. A plain abdominal radiograph showed the appear-
ance of a pneumoperitoneum, whereas laboratory studies
showed mild anaemia, a mild increase in white blood cell

count, and coagulation function within the normal range.
The patient then underwent an emergency exploratory

laparotomy. There was bowel retraction leading to dehis-
cence in the posterior side of the coloanal anastomosis
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(Figure 2). All coloanal anastomoses were removed, and the
distal residual rectum was carefully resected to the proximal

dentate line without leaving a muscle cuff in the previous
operation, as in Swenson’s procedure. The proximal
punctum was released, then a re-pull-through was per-

formed through the canal created during the first operation.
The proximal bowel then passed through the anus to be used
as a temporary stump (Figure 3). It would be complicated to

re-do the pull-through in the future if the canal created in the
previous operation was closed.

The stump colon was maintained for approximately two
weeks, and then an operation was conducted again to remove

it to the extent of the previous coloanal anastomosis.
The coloanal anastomosis was performed using a 3-0 multi-
filament absorbable suture thread.

The patient was admitted for eight days after removing
the stump and showed no symptoms of constipation or
other complications. The patient was then allowed to be

discharged from the hospital.
In long-term evaluation, there was normal digestive

function, no incontinence, and an excellent anal outcome.
The patient continued to undergo anal dilation using Hegar

dilators for approximately six months after the last surgery.

Discussion

Since De la Torre first introduced it in 1998,8 TEPT has
become the leading definitive surgical procedure for

Hirschsprung’s disease. Various modifications have been
made to achieve the best results; however, despite significant
advances in surgical techniques, complications remain
common after pull-through surgery. One of the early post-

operative complications of TEPT is dehiscence of a coloanal
anastomosis. The incidence of anastomotic dehiscence after
TEPT varies from 1.5% to 24%.9,10 In our case, constipation

that occurred after surgery resulted in the accumulation of
faecal material and triggered a retraction. This could occur
if the mucosa is damaged during dissection, when there is a

proximal retraction of the anastomotic, or when the blood
supply is inadequate to the pull-through segment. The risk
of anastomotic dehiscence is associated with anastomotic

ischemia. Problems with poor blood flow can be caused by an
anastomotic that is too tense.10

Anastomotic dehiscence usually occurs in patients who are
diagnosed late with Hirschsprung’s disease.11 In a study

conducted by Peng et al. (2018) on 213 patients who
underwent the pull-through procedure due to Hirschsprung’s
disease, five (1.9%) patients experienced anastomotic dehis-

cence with a mean onset of seven days after the pull-through
procedure and an average age of 6.8 years.12 This is
consistent with our case, in which the patient was diagnosed

with Hirschsprung’s disease after six years of age.
As previously mentioned, dehiscence generally occurs in

patients diagnosed late and undergo surgery at the age of
more than three years. Anastomosis dehiscence is associated

with a moderately severely dilated colon in patients diag-
nosed late with Hirschsprung’s disease. The proximal
portion of the highly dilated aganglionic colon makes sur-

gery difficult, especially in surgical procedures that use a
transanal approach. All of these factors can cause inadequate
haemostasis, which ultimately leads to postoperative hema-
toma formation.12

In suturing with anastomotic dehiscence, the previously
pulled-through colon is fragile and easily torn due to inflam-
mation.12 To overcome the complications of anastomotic

dehiscence in our patient, we performed a re-do pull-
through with a modified Swenson-like method by passing the
colon through the anus and using it as a temporary stump.

Temporary colostomy or ileostomy in Hirschsprung’s
disease patients is performed to protect the anastomosis from
the risk of leakage, fistula, or infection. In this case, the
stump was maintained for two weeks, then removed. It

functioned as a perineal stoma to prevent dehiscence in the
anastomosis. Bio-adhesion between the colon and the
surrounding tissue is expected to prevent retraction and

dehiscence after re-anastomosis.
However, there is also a risk of dehydration, electrolyte

imbalance, and patient discomfort as well as a psychological

impact and inhibition of daily healthy activities.13,14 A case
report study conducted by Handaya et al. argued that the
use of a temporary coloanal stump is safe and has
advantages over colostomy because it can avoid colostomy-

related complications. In addition, the use of a coloanal
stump shows a faster recovery time, reduces the risk of
retraction, and optimises postoperative defecation function.14

Long-term evaluation needs to be performed post-
operatively to monitor any complications, such as con-
stipation or incontinence. Nearly 10% of patients require

repeat surgery to treat complications of constipation and
postoperative incontinence.2 The long-term evaluation of
our patient showed promising results, normal digestive

function, no incontinence, and a good anal outcome.
The limitation of this study is that it is a case report of a

single patient; therefore, the level of effectiveness cannot be
determined. Further studies with a larger sample may be

required.

Conclusion

The modified Swenson-like pull-through method with a
temporary stump can be an alternative surgical technique for
re-do pull-through in paediatric patients after failed TEPT,

with a satisfactory outcome.
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