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Introduction:
Anorectal malformation is one of the common 
congenital problems present with wide spec-
trum of associated anomalies1 . Average inci-
dence is 1 in 5000 live births 2. Imperforate anus 
occurs in association with several syndromes3. It 
is more common in males 4 Th e more common 
defect in males is anorectal atresia with rectoure-
thral fi stul 5 while in females the most common 
defect is rectovestibular fi stula6 Imperforate 
anus without fi stula occure only in 5% of cases. 

A Patients with imperforate anus is thorughly 
assessed by general physical examination, peren-
nial inspection, x-ray abdomen (invertogram) to 

assess type of defect , x-ray spine for any verte-
bral defect, echocardiogram for cardiac defects 
and ultrasound abdomen to evaluate for renal 
anomalies . 

High divided sigmoid Colostomy is usually per-
formed as fi rst stage in neoborn with high and 
intermediate variety.

For defi nite procedure, the posterior sagitt al ap-
proach developed by Penna has proved to be the 
good way of exposure of anatomy of perineal re-
gion and has been used world wide with good 
results.7, 8,9,10
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SSARP is new technique with slight modifi ca-
tions in original Penna repair with much bett er 
results regarding faecal continence.

Th e objective of this study is to analyse the out-
come of this modifi ed procedure In terms of fae-
cal continence and other relevant complications 

Material and method:
Th is descriptive case series was conducted at the 
Department of Paediatric Surgery Bahawal Vic-
toria Hospital Bahawal Pur from January 2007 
to December 2012. 

All the patients with high and intermediate vari-
ety of ARM were included in this study. Patients 
with sacral agenesis, rectovesical fi stula, cloacal 
malformation, major and life threatening associ-
ated anomalies and low variety of imperforate 
anus were excluded from the study. 

Pre operative assessment included complete 
blood picture, urine analysis for puss cells, USG 
for renal anomalies, distal colostogram for level 
of pouch and fi stula with renal system, X-Ray 
lumbosacral spine for sacral agenesis, Echocar-
diogram in suspected cases of cardiac anomalies.

Patient was catheterised and put in Jack knife 
position. Identifi cation of sphincter by nerve 
stimulator done and marked. Posterior sagit-
tal incision is made from tip of coccyx 0 .5 cm 
short of marked neo- anus . Division of levator 
ani without dividing the muscle complex . rec-
tal pouch is identifi ed , fi stula identifi ed and re-
paired 

Rectal pouch is mobilised and tapering of rec-
tal pouch done. Stimulation of muscle complex 
done to identify center of muscle complex. 
Haemostat is passed through center of muscle 

complex ,track is made and dilated with hagerrs 
dilator upto adequate size Mobilised rectum is 
brought out through this canal and cruciate ano-
plasty done. Levator anni repaired and wound 
closed.

Postoperative ano rectal function is assessed by 
clinical Wingspred scoring as excellent, good, 
fair and poor for upto 4 years. 

Results:
A total of 24 cases fulfi lling the inclusion crite-
ria were included to determine the outcome of 
SSARP. Gender distribution showed that 83% 
n=20 were male and 17% N=4 were female 
(Table 1). Results regarding continence showed 
that 70.8% n=17 have excellent, 12.5% n=3 have 
good, 8.3% n=2 have fair and 8.3% n =2 have 
poor continence. In our series 83% had excel-
lent and good continence which is compare able 
with other studies. 

Regarding complication anal stenosis present-
ing with constipation in 4% N=1 due to non 
compliance and managed by anal dilatation, 4% 
n =1 patient had mucosal prolapse which was 
managed by excision of mucosa, 8% n= 2 had 
faecal soiling and 4% n=1 had urinary retention 
and on further investigation i.e. MRI showed 
having tether card syndrome. 

Discussion:
Despite large research and bett er understanding 
of embryology and pathophysiology of ARM , 
the problem of obtaining bett er results still re-
mains unsolved 6,11. It is credit to De Vries and 
Penna who introduced the PSARP, that most 
paeds surgeons fi nd it easy to repair.7 Despite 
performing a technically perfect operation, there 
are subset of patients that require signifi cant life-
long bowel management for constipation and 

Figure 1: Figure 3: Figure 2: Figure 4: 
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incontinence12. SSARP described in this study 
provides bett er results for constipation, inconti-
nence and other complication i.e. anal stenosis , 
mucosal prolapse . 

Our study highlights several advantages of this 
approach 
• Short incision, tip of coccyx to 0.5 cm short 

of neo anus 
• Central placement of pull through bowel 

without dividing the external sphincter 
mechanism 

In our study excellent continence was seen in 
70,8% , good in 12.5% ,fair in 8% and poor in 
8% of cases while excellent and good in 81% a nd 
fair and poor in 19% of cases of study done by 
Barjesh Mishra and RjiveBartuala11 

Another study done by Pratap –A and Mishra B 
et al at Th e Department of Paediatrc surgery in 
Nepal having having excellent and good results 
in 81% which is also compareable with our study 
while in this study there were no rectal prolapse 
and anal stenosis but in our study 1 patient had 
anal stenosis presented with constipation and 
one patient had mucosal prolapse. 

Conclusion:
Sphincter saving ano rectoplasty is a bett er al-
ternative to original Penna procedure with the 
advantage of saving the external sphincter tissue 
and anatomical reconstruction of neo anus with 
satisfactory function and cosmetic outcome.
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Table 1: Sex 

Gender No %
Male 20 83

Female 4 17

Table 2: Age At Time Of Defi nite Procedure 

Age No %
<18 Months 18 75

>18 Months 6 25

Total 24 100

Table 3: Continence

Continence No %
Excellent 17 70.8

Good 3 12.5

Fair 2 8.3

Poor 2 8.2

Total 24 100

Table 4: Complications

Complications No %
Anal Stenosis 1 4

Mucosal Prolapse 1 4

Faecal Sioling 2 8

Urinary Retention 1 4


