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Intraoperative Endosonography during Laparoscopy -assisted
colon pull-through for imperforate anus
Hiroyuki Koga, Atsuyuki Yamataka, Ryuji Yoshida, Takeshi Miyano

Department of Pediatric Surgery, Juntendo University School of Medicine
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The authors used ultrasonographic endoprobes during laparoscopy-assisted colon pull-
through (LACPT) for the repair of imperforate anus to confirm that the pull-through canal was
surrounded symmetrically by pelvic floor muscles (PFM). An endoscopic probe was inserted
intraoperatively into the proposed route of dissection to assess the thickness and structure of
the surrounding main components of the PFM (pubococcygeus, puborectalis muscle complex,
and external sphincter) and to measure the length of the entire PEM under laparoscopic control.

Intraoperative endosonography during LACPT can greatly enhance the precision of
positioning the of pull-through canal. By confirming the exact position of the probe
laparoscopically, the true size, structure and length of PFM can be determined. However, at
present, there is no consensus on the indications for its use and there is no way of proving that
the colon is pulled-through the centre of the PI'M. Long term postoperative follow-up and
assessment of bowel [unction are required if laparoscopic surgery is to become the standard
treatment of choice for imperforate anus.

Kevwords - Imperforate anus, Laparoscopy-assisted anorectal pull-though,
Endosonography
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Fig.1 Rotating Ultrasonographic scanners :
a proctoscopic probe (RU-75M-R1 ;
OLYMPUS, Tokyo, Japan, 7.5MHz, pene-
tration depth 2 to 5em, 12mm in diameter)
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Fig.2 Endosonographic images show thickness (dotted lines) of the (A) external anal sphincter, (B)
muscle complex, and (C) levator muscle sling. The external sphincter is seen endosonographically
as a hyperechoic band, whereas the muscle complex and levator muscle sling are seen as
hypoechoic bands, All bands are continuous, indicating that the pull-through canal is
symmetrically surrounded by pelvic floor muscles. The asterisk indicates the bladder.

P ! prostate, S : sacrum.




xa =g b (Fig.2A). 7L 20—k
e, TRk 22 /7402 & O muscle complex, JIT
RSy 3 S I R T Y e o 3 2 e el
e LTt X h 3 (Fig.2B, C). Lilkkb, 7
L — 8% Aipelvic floor muscle® HULFHEIZ 4
[EPE, I 6N d Z L EIENL T,
F 70, I RIESE T (2 pelvie floor muscle
O PHERE IO 70 — RO N B A 28 L
%M B, pelvic floor muscle % K 3 % & HTH (NG

Vol.19 No.1, 2003 9
TR, IVE A, muscle complex, YMILM
R DIERE - EAZEFMIZBEL, Ta—~
DH| % i & A 5 pelvic floor muscle® 4 (g
B2 5 AHILPIERE £ T) #5TLTnw 3,

BER B DixET

BEIRAI10611Z 35 0 Tl b AR EEE F Ik Ccahl L
TGS AMITPHE #9100 P B JE X135 12.8 4
0.8mm, AXMH2.8+£0.6mn, THM2.920.5mm, A H

Fig.3
Postoperative magnetic resonance
images from the same patient as in
Fig.1 show that the anorectum
(arrowheads) is positioned in the
center of each of (A) the external
anal sphincter (arrows), (B) the
muscle complex (arrows), and (C)
the levator sling muscle (arrows),
Note that despite the thinness of
the pelvic floor muscles concerned
the anorectum is positioned
perfectly. Small arrows indicate
the prostate. S, sacrum. A small
arrowhead indicates the bladder.
P . pubic bone.
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Table 1. Length of pelvic floor muscle in 3 cases.

Age | Body-weight Length of PFM
a1 | em | 8o | dem
_E 3m _Eﬁg 31mm
[ #s | um | Teske | sm

PFM : pelvic floor muscle
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Fig.4
Postoperative bariumenema of the
same patient as in Fig.1 shows a good
shape of anterior angulation.
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