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COﬁgenital Anorectal Anomalies in Western Nigeria
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Summary

Adekunle OO and jochnson AOK. Congenital Anorectal Anomalies
in Western Nigeria. Nigerian Fownal of Pacdiaivics, 19835 8:40. Foriv-five
patients with congenital anorectal anomalies are presented. The sex ratio is 1:1.
The high (supralevator) type anomalies are slighily more common than the low
{translevator) anomalies. Associated structural anomalies occurredin only 139, of
all the cases. Resultsof treaiment were good in low anomalies, satisfactory in inter-
mediate, but very poor in high anomalies. Late presentation, high default rate after
colostomy, and paucity of specialised paediatrie units, appear to contribute to poor
prognosis. [tis suggesied thatavoidance of colostomy in low anomalies, and definitive
treatment during the first adimission in intermediate and high anomalies will improve

prognosis.

Introduction

AFTER congenital inguinal hernias, congenital
anorcctal anomalies appear to be the commonest
congenital gastrointestinal anemaly in Nigerian
children. Anorectal anomalies pose peculiar
problems of management in our envircnment
partly because of the socio-cultural beliefs and
practices of the population, and partly because of
the paucity ofspecialised centres where corrective
surgery for these anomalies can be offered. A
previous review of these anomalies at the Univer-
ity College Hospital {(UCH), Ibadan, concerned
twenty patients.! The present communication
presents the study of a larger number of patients
and highlights the problems of management of the
condition. It also suggests a treatment policy
which we belicve Is best suited to the realities of
an unsophisticated socicty.
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Materials and Methods

The case records of all infants with congeniial
anorcctal anomalies admitted into the paediatric
wards of the UCH, Ibadan, between 1g%0 and
1977, werestudied. Information collectedincluded
age at presentation, sex, nature of the anomalies,
associated congenital anomalies, treatment and
cutcome.

Results

Sex, dge and Incidence

Forty-five patients with cengenital anorectal
anomalics were scen during the period covered
by the study. They consisted of 22 males and 23
fernales giving a sex ratio of approximately, 1:1.
In the same period as the study, there were 9,577
admissions into the paediatric wards and 389
of these werc cases of congenital anomalies of the
gastrointestinal tract. Thus the 45 cases of conge-
nital anorectal anomalies represent 0.455%, of all
paediatric admissions and 11.89%; of congenital
anomalies of the gastrointestinal tract.

Table T shows the age at prescnration. Eight
patients (189, ) were admitted on the dav of birth
and 26 (60%) presented in  hospital by the
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TABLE 1

Age af Proseniation of 45 Children with Congenital Anarectal Anomalics

Number of Patients 26 3 4 2 - 1
Age at pregentation
“Weeks) T2 g 4 53 b

;8 o 10 11 12 13 i3 15 6 =16

-

end of the first week. Eight {189 were aged

three months or above before presenting in
hospital.

Trpes of Anomalies
These are summarised in Table IT and have
been classified according te the Internaticnal
- - , Va1
Classifica.jon proposed by Stephens and Smith.“

The 19 patients with the transievator type of

anomaly consisted of 8 males and 11 fernales.

Among the males, there were 2 cases of anal

stenosis, 5 of completely covered anvs and 1 of

anocutancous fistula. In contrast, there were

among the females, 4 cases of anal stenosis, 4 of

anocutaneous fistula and 4 of anovestibula fistula.
The 7

anomaly consisted of 4 females and g males,

childrenn with the intermediate type

while the supralevator tvpe of anomaly occurred
in 11 males and 4 females. The ntermediate and
supralevator anomalies were associated with
recto-urethral and rectovesical fistulae in males
and recto-vaginal fistulae in females.

TABLE IT

Types o7 Defects in 45 Children with Congenital Anorecial
Aroimalies

No. of Palients sy of Tulal

Type of Aremuiie:

Translevaior Lo 19 42
Supralevator (High 18 10
Intermediate - 16
#Not Known : 2
Total 15 100

*Type of defect could not be determined because of
inadequate description in the case records.

Assoctated Anomalies

(13%,) had assoclated
anorectal anomalies, and the nature of these
anomalies are lisied in Table TIT. It is noteworthy
that the two assoclated anomalics requiring

Six  paticnts non-

urgent surgical intervention occurred in patients
with supralevator anomalies. In addinon, three
children with supralevator anomaly had associa-
ted neonatal jaundice; one of these had eryth-
rocyte glucose-G-phosphate dehvdrogenasc 16G-6-
PD. deficieney and Christmas disease, while
another had G-6-PD deficiency onlyv.

Treatment and Qulceme

Thie treatment emploved in the present series
of anorectal anomalies are shown in Table TV,
Among the 1g patents with translevator defects,
the procedures carried out consisted ol anal
dilatation in 2 patlents, perforaton of anal
membrane in 2, and anopiasty in 5. The remain-
ing g patients had inittal calostomy and this was

TABLE I

Associated Alwormalilies in g5 Patients with Anoreclal
Anomualivs

Type of Anorectal  Thpe of Associated No. of Patients
. J IPE G f

Anomaly Anomaly
Supralevator  Intesiinal malvotation r
{High]
Talipes with Omphalocele 1
Translevator Hvypospadias 1
{Low:
Polvdactyly I
Hemivertebrae, Rib defects
and Undescended Testis T
Intermediate  Atrophy of radial border
of left hand 1
Total 6
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followed by anoplasty in 3, abdomino-anal pull-
through in 2 and perforation of anal membrane
in one. All these 16 patients also had subsequent
regular anal dilatation post-operatively and
achieved faecal continence. Of the remaining 3
patients, one died soon after colostomy and 2
were lost to follow-up before corrective surgery
could be performed. Thus 849, of children with
translevator anomalies had good results after
correction of the anomalies.

All the 7 patients with intermediate type
anomaly had initial colostomy. This was followed
by abdominoanal pull-through in 4 patients,
and anoplasty in one. The remaining 2 patients
defaulted after colostomy. One of the 4 patients
who underwent abdominoanal pull-through
died, while one developed faecal incontinence.
The remaining 2 and the child who underwent
anoplasty had good results giving a success rate
of 43%.

TABLE IV

Treatment in 45 Patienis with Congenital Anorectal Anomalies

Treatment Typet of Anomaly
Tr I s U
Dilatation only g o= =
Perforation of Anal Membrane and
Dilatation 3 - - =
Anoplasty 5 = = =
Colestomy only g @ Kg i
Colostomy and Anoplasty 3 1 - =
Colostomy and Abdomino-Anal Pull
Through 2 4 F =
Colostomy and Perforation of Anal
Membrane I - - =
No Treatment - - 2 =~
Total 1ig 7 18 1
T Types:
T — Translevator
I — Intermediate

S ~— Supralevator
U — Unknown

Of the 18 patients with supralevator type of
anomaly, 2 died before any form of surgical
treatment could be offered, while 16 had colosto-
mies initially. Following the colostomies, 2 more
patients died while 11 defaulted from the clinic,
and only 3 returned to have abdominoanal pull-
through operations. Of these 3, one had good anal
sphincteric action but the remaining two develop-
ed inconunence of faeces. Thus, the sucecess rate
for treatment of the supralevator anomalies
was only 69%.

Discussion

The reported incidence of congenital anorectal
anomalies is one in every 5,000 births and rarely
is there any family history.’ Because of the diverse
nature of these anomalies, there has been some
confusion in the classification, but the one
proposed by Stephens and Smith? is now widely
used. This classification, which recognises three
major subdivisions of anomalies, is based on
anatomical rather than embryological considera-
tions. It consists of supralevator (high), transle-
vator (low) and intermediate anomalies. The
translevator anomalies are usually easy to treat
and have good prognosis because the sphincteric
mechanism is intact. On the other hand, the
intermediate and supralevator anomalies are
difficult to treat and almost always require initial
colostomies, a social stigma in the Nigerian society.
In addition, because the sphincteric mechanism
is commonly deficient in these types of anorectal
anomalies, the outcome after definitive surgery
is often unsatisfactory.

The diagnosis of an anorectal anomaly is
usually easy because of the absence of an external
anal opening or the presence of an ectopic one,
and hence most patients present at birth or soon
after. Some patients with wide ectopic external
openings which were initially adequate for bowel
evacuation may present late because the opening
may subsequently become inadequate as the
stools become firmer. Constipation with recurrent
straining prompts the mothers to seek medical
attention in such cases.
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assessed in our patients becausc of the high
default rate after colostomy.

In the present scries as well as in others, the
result of treatment of translevator anomalies was
excellent. Sixtcen of the 19 patients were conti-
nent of faeces after operation. There was ons
death, 5 days afier colostoiny. In the intermediate
variety, the results were satisfactory if the two
cases who defaulted alter inidal colostomy are
excluded, leaving 3 of 5 paticnts completely cured.
The results of the supralevator type of anomaly
were the poorest. Anal continence was satis-
factory in only one of the g patients who had pull-
through operations and there were 4 hospital
deaths. The poor results of treatment in suprale-
vator anomalics in this series is in keeping with
the experience from other centres.” ¢ 10

There was a high default rate after colostomy.
There were 23 colostomies of which g died imme-
diately post colostomy, 15 defaulted (default
rate, 45%,) while the rest had definitive treatment.
Delault after colostomy is perhaps not unexpected
because of the social stigmata generally attached
to this procedure in our environment. For exam-
ple, a recent review of carcinoma of the rectum in
Ibadan revealed that 309, of patients refused
abdomino-perineal resection because coiostomy
was socially unacceptable (unpublished data).
Majority of cases who failed to return after initial
colostomy may have died either from natwal
causes, from associated anomalics, from inter-
current diseases or from neglect by embarrassed
and superstitious parents. In this context there-
fore, the role of the Medical Social Worker and
the Health Visitorin giving the parents of child-
ren with colostomies much needed support and
guidance is of paramount importance. It may
also be worthwhile to consider one-stage definiiive
operations in which the colostomy if anys would
be closed before the child is discharged from the
hospital. Major constraints against this include
late presentation in many instancesresultingin an
acutely ill child, limited anaesthetic facilities and
specialised paediatric nuising care. All these make
a major operation hazardous. Besides, the great
demand for the few pacdiatric beds available
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for other acutely il children makes a leng hospital
stay somerimes impracticable.

Despite these reservations and in view of the
immense social stigma attached to a colostomy,
1t is suggested that colostomy should be avoided
in cases of low anomalies and definitive treatment
carried out at the time of first presentation.
Definitive surgery on children with high anomalies
and without severe asscciated anomalies should
not be delayed beyond 1he first admission. Tt is
hoped that these measurcs coupled with the
support and encouragment of Medical Social
Workers and Health Visitors will considerably
reduce the default rate and improve morbidity
and mortality associated with the treatment of
congenital anorectal ancmalies in a developing
country like Nigeria.

Acknowledgements

We ackrowledge the part played by our
Medical and Nursing colleagues in both the
Departments of Paediatrics and Surgery in the
management of these patients.

References

1. Bankole MA. Anorectal ancmalies in neonates.
Surgical experience with twenty cases in Ibadan.
Afr F Med Sei 1971; 21 179-83.
2. Stephens FD and Smith ED. Anorectal malformations
in children. Chicago: Year Bock Medical Pub-
tishers, 1971; 133.
3. Nixon HH. In: Golligher, JC ed. Surgery of the
Anus, Rectum and Coelon. grd ed. London:
Bailliere Tindall, 1975: 341.
4. Wangensieen OH and Rice CO. Imperforate anus:
a method for determining surgical approach.
Ann Surg 1930; gz2: 77-81.
5. MocPherson AG. Congenital anorectal anomalies.
Br J Surg 1963; 508 515-0.
6. Partridge JP and Gough MH. Congenital abnorma-
lities of the anus and rectum. Br F Surg 1961;

49: 37-50. ) _
Santulli TV, Schullinger JN and Kiesewetter WB.
Imperforate anus: a survey from members of
the surgical section. 7 Pediat Surg 1971; 62 484—7.
8. Greenwood RD, Rosenthal A and Nadas A. Cardiova-
scular malformations associated with imperforate
anus. F Pediat 1975; 86: 576-9.
9. Forster IW. Association of anorectal and other conge-
nital abnormalitics. 7 Roy Coll Edin 1978; 23:
192-5.
10. Miller RC and Izant RJ Jr. Sacrococeygeal perineal
approach to imperforate anus. The Stephens pro-
cedure. Am F Surg 19715 121: 62—7.

~1

Accepted 27 May 1980



