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Welcome 

Dear Participants,  

With great pleasure I welcome you to the 11th European Pediatric Colorectal (and Pelvic 

Reconstruction) Congress. As in the past conferences, this meeting will be interactive with 

“live” surgery, intensive workshops, panel discussions on interesting cases and “state of the 

art” lectures. This year we have added debate sessions and the possibility to present (and 

publish) your own work in the abstract session. Furthermore, we’ve added some interviews-

on-stage with key-players in the field.  

We are happy to have a large and great faculty with a lot of expertise in pediatric colorectal 

surgery. But keep in mind that, in some way, all participants are considered experts in the 

field whether this is at home or at any other place. Sharing this knowledge and ideas has 

been the key to the success of our meetings and will be the success in the future. All for a 

better care or cure of our patients. I am sure it can be the same this year and I hope 

everyone comes to Nijmegen with an open mind both to absorb new ideas and to share their 

ideas. 

On behalf of all the people organizing this meeting: welcome to Nijmegen! 

 

Ivo de Blaauw 
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Thanks to our great sponsors who make this all of possible 
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Practical Information about the Congress 

Venue:  

Thursday December 6th and Friday December 7th  

Van der Valk Hotel Nijmegen-Lent 
Hertog Eduardplein 4,  6663 AN  NIJMEGEN 
 

The congress takes place on the first floor: for details see the Congress Venue map 
Start of the program both days at 8.00 a.m. 
 
Social diner Thursday evening at 18.45 p.m. and is located on the first floor. 
 

******************************************************** 

QR-code 
 
For your convenience we created a few QR code’s for easier access to:  
 
QR-code website: pediatriccolorectal2018.com 

 

 
QR-code Socrative:  
During the congress we make use of the app Socrative for more interaction 
 

 

QR-code   European Reference Network 
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During the congress you will receive the complementary book ‘Pediatric Colorectal and 

Pelvic Surgery’, together with your certificate of attendance 

 

We thank Marc Levitt and Nationwide Children’s Hospital for making this possible. 
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Saturday December 8th    

Hands-on Workshop CDL   

Radboudumc  
Geert Grooteplein Zuid 10, 6525 GA Nijmegen 
CDL, route 231 
 

Group 1:  Gathering at 7.45 am at the Main entrance of the Hospital.  

  Start workshop 8.00 a.m. Closure 12.30 o’clock p.m.  

Group 2:  Gathering at 11.45 am at the Main entrance of the Hospital.  

  Start workshop 12.00 a.m. Closure 4.30 p.m. 

 

Besides the Hands-on training there is the possibility to practice your laparoscopic skills on 
several simulators. For group 1 after the workshop, for group 2 before the workshop.  

*************************************************** 

Workshop Sexuality 
 
Radboudumc  
Geert Grooteplein Zuid 10,  6525 GA Nijmegen 
Louis Pasteurzaal, route 618  
 

Gathering at 8.45 a.m. at the main entrance of the Hospital 
Start Workshop at 9.00 am / Closure 12.00 p.m.  
 
************************************************* 
 
Transportation to Radboudumc 
On Saturday there will be a bus shuttle from van der Valk toward Radboudumc 
Times of pick-up:  
∙ 7.30 am: Participants group 1 of the Hands-on Workshop 
∙ 8.30 am: Participants of the Workshop Sexuality 
∙ 10.15 am: Participants group 2 of the Hands-on Workshop (if practice before on 

simulator) 
∙ 11.30 am: Participants group 2 of the Hands-on Workshop 
 
At the end of the workshops the bus can bring you back to van der Valk Hotel or train station 

 
Public transportation: 
There are several busses you can take to Radboudumc or Radboud Campus  
(Bus Stop: Philips van Leydenlaan, Heyendaalseweg, Kapittelweg or Erasmuslaan) 
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General Information about Nijmegen 

Oldest City. 
Nijmegen is known as the oldest city in The Netherlands. The Romans knew what they were 
doing over 2,000 years ago in Noviomagus. The Nijmegen region has it all: a perfect position 
in a magnificent undulating river landscape between the Rhine, Meuse and Waal rivers with 
lush, fertile river soil in which fruit trees flourish and the branches of the vines reach for the 
sky.  
Nowadays, you can still enjoy not only Roman archaeological remains but also Roman 
traditions in the Nijmegen region, such as the excellent custom of completely relaxing now 
and again in a sauna or spa to recharge your batteries. Do you prefer more active types of 
relaxation? You could hike the N70, a unique walk that takes you over eight ‘mountains’ 
through varied countryside and cultural history. Or cycle through the area known as the 
Betuwe, where you will be captivated by the blossom in spring, and where later in the year 
you can buy cherries, apples and pears from roadside stalls. You’ll find plenty of grapes in 
the wine village of Groesbeek: bottled to produce prize-winning wines. 
If you are looking for the buzz of the city, go to Nijmegen itself. Thanks to the Romans, this is 
the oldest city in the Netherlands. Visit a museum or shop to your heart’s content before 
finishing the day at one of the many outdoor cafés for a tasty snack and a drink. The time 
will fly, but that doesn’t matter: the Nijmegen region has plenty of excellent and even 
unusual places to stay the night! 
 
Although Nijmegen is the oldest city of The Netherlands, the city is still young at heart; 
Nijmegen cherishes its historical treasures while simultaneously embracing renewal. 
Nijmegen’s abundant natural beauty, thanks to its riverside location, combined with its wide 
range of sporting and cultural activities mean that this city on the River Waal has something 
for everyone. 
The language should be no problem, beside Dutch most of the people speak English as well. 
 
Nijmegen is one of the largest student cities in the Netherlands. With 40,000 national and 
international students, there’s always a party going on somewhere. 

As far back as 1656 Nijmegen boasted a university that offered lectures in law, theology, 

philosophy, medicine and other subjects. Radboud University Nijmegen was established on 

17 October 1923 under the name Catholic University Nijmegen. With their own university, 

Dutch Catholics sought to promote the emancipation of Roman Catholics in the Netherlands, 

who at that time were strongly underrepresented in public administration, the legal 

profession, medicine and other sectors. The Radboud Foundation was the body behind this 

initiative.  

Today, Radboud University continues its commitment to the emancipation of certain groups. 

For example, the University has an above average percentage of female professors, compared to 

other Dutch universities.  Medicine is one of the larger faculty’s. 
 
For more interesting things about Nijmegen you can view the following site: 
https://en.visitnijmegen.com/  There you can also finds tips for what to see or what to do. 

https://www.ru.nl/english/news-agenda/news/vm/2015/november/above-average-percentage-women-professors-radboud/
https://en.visitnijmegen.com/
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Congress Venue Map First floor  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Zaal1: Waalsprong 1  Nursing session on Friday 

Zaal 2: Waalsprong 2 Plenair sessions / Live Surgery / Parallel session 2 

Zaal 3: Waalsprong 3 Plenair sessions / Live Surgery /Parallel session 3 

Zaal 4: Waalsprong 4 Parallel session 1 / Simulators 

Zaal 5: De Lentse Lus Sponsors 

Zaal 6: De Warmoes Sponsors 

Zaal 7: De Tuinderij Sponsors 

Zaal 8: De Bongerd Video Surgery / Parallel session 4 (Abstracts) 

A: Live cooking Social Dinner 

B: Bar 

C: Foyer  Breaks / Lunch / Closure  
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Thursday December 6th 2018 
Opening 

 

 

 

 

 

 

 

 

 

Lunch 
 

 

 

 

 

 

 

Break 

 

 

 

  

Live surgery 

Room: Waalsprong 3 

 

This will be a live complex ARM case, 

with an interactive discussion 

between the OR and the audience.  

 

 

 

Video surgery/ basic course 
Room: De Bongerd 

 
9:00: Newborn management in ARM 
9:30: Colostomy placement in ARM 
9:45: Quiz with cases/ diagnostics 
10:30: Steps of PSARP with videos 

 
This session is required as a preparation 
for the hands-on workshop on Saturday! 

8:30 

 

8:35-9:00 

 

 

9:00-12:30 

 

 

10:30-11:00 

Break 

 

 

 

 

 
 

 

 

12:30-13:30 

 

13:30-15:30 

 

 

 

 

 

 

 

 

 

 

15:30-16:00 

 

16:00-18:00 

 

 

 
 

 

 

 

18:00-18:30 

 

 

18:45-23:00 

Panel discussion: Anorectal malformation cases 

Room: Waalsprong 2 & 3 

  

“Anorectal malformations: from anoplasty to future innovations” 

Room: Waalsprong 2 & 3 

 

College Tour Ernesto Leva 
 

Interactive debate 
 

TED Talk: ‘Future surgical innovations’  
 

Parallel session 1 

Innovations in 

Pediatric Surgery 

Waalsprong 4 

Parallel session 2 

Quality of life 

 

Waalsprong 2 

Parallel session 3 

Cloacal 

malformations 

Waalsprong 3 

Parallel session 4  

Abstract ARM/ 

incontinence 

De Bongerd 

European Reference Networks for colorectal diseases 

Foyer 

Social dinner 

Room: Waalsprong  
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Friday December 7th 2018 
 

 

 

 

 

 

 

 

 

 
 

Lunch 
 

 

 

 

 

 

 
 

Break 

  

Live surgery 

Room: Waalsprong 3 

 

This will be a live HD case, with an 

interactive discussion between the OR 

and the audience.  

 

 

Video surgery / basic course 

Room: De Bongerd 

 

9:00: Neonatal treatment of HD 
9:30: Basic pathology in HD 
9:45: HAEC 
10:30: Steps of TERPT/ Duhamel  

 
This session is required as a preparation 
for the hands-on workshop on Saturday! 

 

8:30-9:00 

 

 

 

 

9:00-12:30 

 

 

10:30-11:00 

Break 

 

 

 

 

 

 

12:30-13:30 

 
 

13:30-15:30 

 

 

 

 

 

 

 

 
 

 

 

15:30-16:00 

 

16:00-18:00 

 

 

 

 

 
 

18:00-18:15 

 

 
 

18:15-18:30 

 

 

Panel discussion: Hirschsprung’s disease cases 
Room: Waalsprong 2 & 3 

 

 “Hirschsprung’s disease: from etiology to treatment” 

Room: Waalsprong 2 & 3 

 

College Tour Duccio Cavalieri 
 

Interactive debate 
 

State of the Art: Neuromodulation in obstipation and incontinence 
 

Parallel session 1 

Innovations in 

Pediatric Surgery 

Waalsprong 4 

Parallel session 2 

Quality of life 

 

Waalsprong 2 

Parallel session 3 

Cloacal 

malformations 

Waalsprong 3 

Parallel session 4 

Abstract HD/ 

case reports 

De Bongerd 

Traumatic experiences of a patient 

Foyer 

 

Best abstract award & closure of the congress 

Foyer 



16 
 

  
 

Parallel session 1: Innovations in Pediatric Surgery 

 

This session is focused on new techniques and possible innovations in pediatric surgery. 

Several experts will give a presentation on their experience with new innovations and 

innovations that are being developed, which could be useful in pediatric surgery. 

After this first part, there is time to have some hands-on experience with these innovations 

and the possibility to interact with the faculty of this session. 

 

Session moderator: Sanne Botden 

Faculty:  Belinda Dickie, Pini Prato, Roxana Rassouli, Sabine Sarnacki 

 

16:00-16:15  Robot surgery in children: do’s and don’ts 

Belinda Dickie 

16:15-16:30  Italian experience with robotic abdominal surgery in small children 

Alessio Pini Prato 
16:30-16:45  How do you start robot surgery in your hospital 

Sabine Sarnacki 

16:45-16:55 The development of a robotic endoscopic, how will this facilitate 

pediatric surgery? 

 Roxana Rassouli 

17:00-18:00 Hands-on experience with innovations and laparoscopic simulators 

- LaparoscopyBoxx, pediatric laparoscopy simulator 

- EoSim augmented reality pediatric laparoscopic simulator 

- Inanimate models to train colorectal procedures 

- 3D-Simbionix robot simulator 

- Laparosurg, pediatric laparoscopy simulator 

Interact and discuss with the faculty regarding their experience and 

insight 
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Parallel Session 2: Quality of Life 

 

In recent years a lot of research has been done on quality of life,  psychosocial functioning, body 

image, self-esteem and self-efficacy of patients with an anorectal malformation or Hirschsprung’s 

disease. It is time to implement the results of this research in our daily practice.  

 

- What is the best way to define the needs of a patient and the needs of his/ her family? 
- How do we discuss these needs?  
- How do we provide clinicians, patients and families with possible interventions for 

improving their psychosocial functioning.  
- Which interventions are most helpful? 

  

We want this session to be very interactive. It would be great to discuss this very important topic 

from different points of view. The thoughts of the patients and their family, the psychologist, the 

specialised nurse and the pediatric surgeon are all equally important and should be heard.    

 

Session Moderator:  Marieke Witvliet 

Faculty:  Lideke van der Steeg, Kristiina Kirklund, Caterina Grano, Chris Verhaak, 

Michel Haanen, Stefano Eleuteri 

 

16:00-16:10: Introduction on recent quality of life research  

Marieke Witvliet 

16:10-16:20: How to identify the needs of the patient and his or her family  

Chris Verhaak 

16:20-16:30: Self-efficacy   

Caterina Grano  

16:30-16:40: The patient perspective  

Michel Haanen 

16:40-18:00: Interactive discussion on the needs of our patients and the interventions 

that we have provide  

Moderators: Kristiina Kirklund and Lideke van der Steeg 
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Parallel session 3: Cloacal malformations 

 

In this session the focus will be on the complexity of cloaca treatment and the timing of the 

correction. The faculty consists of a multidisciplinary team, including pediatric surgeons, 

urologists and gynaecologist.  

The following aspects will be discussed. 

 

Embryologic aspects of a cloacal malformation 

TUM or PSARVUP: which one to choose 

What is the best abdominal incision during the reconstruction 

Tips and tricks during reconstruction 

What diagnostics are needed or helpful in the preparation of the reconstruction 

Urologic and gynaecologic outcomes after cloaca reconstruction 

 

We want this session to be very interactive and welcome everyone to give their own input and 

insights. 

 

Session Moderator:  Pim Sloots 

Faculty:   Dietrich Klut, Wout Feitz, Richard Wood, Abraham Cherian,   

   Alun Williams, Kate McCracken 

 

16:00-16:15: Embryology of the cloaca  

 Dietrich Kluth  

16:15-16:30: Neonatal approach and diagnostic  

 Richard Wood  

16:30-16:45: TUM or PSARVUP 

 Abraham Cherian  

16:45-16:55: Long term outcome after cloaca repair 

 Pim Sloots 

16:45-17:00: Gynaecologic aspects in cloaca  

 Kate McCracken  

17:00-18:00: Cases and interactive discussion 
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Parallel session 4: Abstracts ARM/ stoma/ bowel management 

  Thursday December 6th, 16:00-18:00 

 

Chairmen: Martin Lacher, Hendt Versteegh 

 

 

16:00-16:10 Feasibility and applicability of fast-track concepts for selected cases of ARM’s in 

neonates  

Makedonsky IA, Vlasov AA, Moroz SV 

Dnipropetrovsk Specialized Clinical Medical Center for Mother and Child Health, 

Dnipro, Ukraine. 

 

16:10-16:20 Salvage Laparoscopic-Assisted Anorectoplasty after Failed Vestibular Fistula Repair 

Using Magnetic Resonance Imaging Guidance  

Ralls MW, Fallon B, Ladino-Torres M, Speck KE, Ehrlich PF, Jarboe MD 

Mott Children’s Hospital, University of Michigan, Ann Arbor, USA  

 

16:20-16:30 Urological anomalies in 546 Dutch patients with anorectal malformations: what to 

learn from screening methods. 

de Wall LL , Kouwenberg MM, Kortmann BBM, de Gier RPE, Goossens WJH, de 

Blaauw I, Feitz WFJ 

Radboud UMC Amalia Children’s Hospital, Nijmegen, the Netherlands 

 

16:30-16:40 Spinal Ultrasonogram for screening of spinal anomalies in children with Anorectal 

malformations  

Soundappan SV, Jehangir S 

Children's Hospital at Westmead, Australia 

 

16:40-16:50 A single Center experience with Laparoscopic-Assisted AnoRectal Pull-through 

(LAARP):  the importance of laparoscopic electrostimulation.  

Lima M, Ruggeri G, Di Salvo N 

Sant’Orsola Hospital, University of Bologna, Italy 

 

16:50-16:55 Protocolised and Multidisciplinary team (MDT) approach in the management of 

cloacal malformations – early experience  

Upasani A, Cho A, Allen L, Morova M, Mann S, Paul A, Desai D, Blackburn S, Curry J, 

Cherian A 

Great Ormond Street Hospital, London, UK 
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16:55-17:00 Cloaca patients in an ARM referral center  

Zanatta C, Scarabellin E, Zannol M, Gobbi D, Midrio P 

Cà Foncello Regional Hospital, Treviso, Italy 

 

17:00-17:05 Urodynamic Profile in operated patients of Ano-Rectal Malformations  

Bawa M, Nayak S, Binu V, Kanojia R, Samujh R 

Post Graduate Institute Of Medical Education And Research,Chandigarh, India 

 

17:05-17:10 Care of the Malone Appendicostomy in the Post-Operative Period  

Moore L, Shann E  

Center for Colorectal and Pelvic Reconstruction,  Nationwide Children's Hospital, 

Columbus, USA 

 

17:10-17:15 Global Pediatric Stoma Care Best Practice Guideline  

Ekkerman E, Forest-Lalande L, Amling J, Bohr C, Creelman G, Sanchez Munoz E, 

Vercleyen S 

VU Medical Center, Amsterdam., the Netherlands 

 

17:15-17:20 Children Using Enemas for Social Continence: Long-Term Adherence Outcomes  

Mantel C, Carlin K, Thomas K 

Seattle Children's Hospital, Seattle, USA  

 

17:20-17:25 Bowel Management Strategies for Children with Hypermotility  

Kreiss J 

Seattle Children's Hospital, Seattle, USA 

 

17:25-17:30 Transanal irrigation in adult patients affected by ARM  

Zanatta C, Scarabellin E, Midrio P 

Cà Foncello Regional Hospital, Treviso, Italy 

 

17:30-17:35 Quality of life of male anorectal malformation patients following bowel wash 

programme – Developing country perspective 

  Bawa M, Nayak S, Binu V, Kanojia RP, Samujh R 

Post Graduate Institute Of Medical Education And Research,Chandigarh, India 

 

17:35-17:40 Development of a Patient Reported Experience and Outcomes Measure in Pediatric 

Patients Undergoing Bowel Management for Constipation and Fecal Incontinence 

 Halleran DR, Lane VA, Leonhart KL, Fischer B, Sebastiao Y, Chisolm DJ, Levitt MA, 

Wood RJ, Minneci PC, Deans KJ 

Center for Colorectal and Pelvic Reconstruction,  Nationwide Children's Hospital, 

Columbus, USA 
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17:40-17:50 Improvement of the management of rare disease patients with incontinence by 

dedicated network NeuroSphinx in the framework of the National French Rare 

Diseases Plan  

Crétolle C, Dion L, Parker F, El Ghoneimi A, Sarnacki S 

Necker-Enfants Malades University Hospital,  Paris, France 

 

17:50-17:55 Transitioning of ARM and HD - the Munich way of growing up  

Malota M, Kabs C, Hosie S 

Klinikum Schwabing, Munich, Germany 
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Parallel session 4: Abstracts Hirschsprung’s disease/ case reports 

  Friday December 7th, 16:00-18:00 

 

Chairmen: Martin Lacher, Hendt Versteegh 

 

16:00-16:10 Twist My ARM Why Don’t You? A Rarely Considered Complication After Repair of 

Anorectal Malformations. 

Halleran DR, Rentea RM, Ahmad H, Levitt MA, Wood RJ 

Center for Colorectal and Pelvic Reconstruction,  Nationwide Children's Hospital, 

Columbus, USA 

 

16:10-16:15 Currarino syndrome in twins: from prenatal diagnosis to surgery  

Zanatta C, Bracalente G, Zanarotti R, Midrio P 

Cà Foncello Regional Hospital, Treviso, Italy 

 

16:15-16:20 Colonic aganglionosis: don’t miss the missing ganglion cells  

Soundappan SV, Jehangir S 

Children's Hospital at Westmead, Australia 

 

16:20-16:25 Multimodal management of HIV-associated anogenital warts in a paediatric patient 

van Heerden Y, Westgarth-Taylor C 

University of the Witwatersrand, Chris Hani Baragwanath Hospital, Johannesburg, 

South-Africa 

 

16:25-16:30 Anorectal malformation in patient with 46,XY DSD. Urethral fistula or cloaca? 

Morozov DA, Pimenova ES, Аjryan EHK, Morozov KD 

Sechenov University, Moscow, Russia 

 

16:30-16:35 Congenital absence of the perineal body: A case report  

Basson S, Cherian A, Curry J, Blackburn S 

Great Ormond Street Hospital for Children, London, UK 

 

16:35-16:45 Recurrent enterocolitis in the diverted Hirschsprung patient 

Halleran DR, Kulaylat A, Ahmad H, Wood RJ, Levitt MA 

Center for Colorectal and Pelvic Reconstruction,  Nationwide Children's Hospital, 

Columbus, USA 

 

16:45-16:50 Hyperspectral imaging (HSI) contributes to the determination of the optimal 

anastomotic region during ileal pouch-anal anastomosis (IPAA) in a patient with 

ulcerative colitis  

Pimentel DV, Merten L, Jansen-Winkeln B, Gockel I, Lacher M, Gosemann J 

University of Leipzig, Germany 
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16:50-16:55 Fetal ascites in cloacal malformation – a red flag  

Cho A, Upasani A, Curry J, Cherian A  

Great Ormond Street Hospital for Children, London, UK 

 

16:55-17:00 The importance of multidisciplinary expertise in the diagnostic process of acute 

abdominal pain: a case-report  

Brooks G, Andreetta M, Fascetti Leon F, Mognato G, Gamba P, Dall’Igna P 

University of Padua, Padua, Italy 

 

17:00-17:10 Laparoscopic endorectal pull-through for Hirschprung’s disease: a 18 years 

experience with laparoscopic-assisted transumbilical mesocolon dissection  

Lima M, Ruggeri G, Di Salvo N 

Sant’Orsola Hospital, University of Bologna, Italy 

 

17:10-17:15  Swenson procedure – a modern role of laparotomy, laparoscopy and endorectal pull-

through   

Morozov DA, Pimenova ES, Ajrapetyan MI, Morozov DD 

Sechenov University, Moscow, Russia 

 

17:15-17:20  Minimally invasive techniques for Hirschsprung’s Disease  

Iacusso C, Leonelli L, Valfrè L, Fusaro F, Iacobelli BD, Morini F, Mattioli G, Bagolan P 

Bambino Gesù Children's Hospital, Rome, Italy 

 

17:20-17:25 Risk of enterocolitis linked to the excluded bowel in patients with long-segment 

Hirschsprung disease  

Tulelli B, Lambe C, Cretolle C, Talbotec C, Lacaille F, Pigneur B, Goulet O, Galmiche L,  

Sarnacki S, Chardot C, Capito C 

Necker Enfants Malades Hospital, Paris, France 

 

17:25-17:30 Induced Mesenteric Ischemia and Intestinal Dilatation in Male Rats  

Pimenova ES, Morozov DA, Luzin AV, Saakjan MS, Zjuz'ko DY, Korolev GA 

Sechenov University, Moscow, Russia 
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State of the art: Medical & Nursing care 
Room: Waalsprong 1 

 
 

Anorectal malformations 
Hirschsprung’s Disease 

Transition in Care & Sexuality 
Room: Waalsprong 1 

 
 

Transition in care in children with congenital colorectal disorders 
Transition in Urology 
Let’s talk about sex 

Sexuality and chronic conditions 
Panel discussion 

All about continence 
Room: Waalsprong 1 

 
 

Urological continence nursing care in ARM children & adolescents 
Case studies  

Story of a parent 
The added value of starting anal irrigation 

Panel discussion 

All about continence 
Room: Waalsprong 1 

 
 

Management of functional constipation 
Bowel Management using Chait & Malone stoma 

The Global Pediatric Stoma Care Best Practice Guideline 
Skin & Ostomy care 

How to live with ARM 
Panel discussion 

Friday December 7th 2018 
 

 

 

 

 

 

Break 
 

 

 

 
 

Lunch 
 

 

 

 

Break 

 

  

9:00-9:10 

 

 

9:10-10:30 

 

 

 

 

 

10:30-11:00 
 

11:00-12:30 

 

 

 

 

 

 

 
 

 

12:30-13:30 
 

 

13:30-15:15 

 

 

 

 

 
 

 

 

 

 

 

15:15-16:00 

 

16:00-18:00 

 

 

 

 

 
 

 

 

 

 

 
 

 

 

Opening program Nurses  

Room: Waalsprong 1 
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Hands-on Workshop Saturday December 8th 2018 

 

Group 1          Group 2 
 

 8:00 – 8:30 

 

 

8:30-10:30 

 

 

 

 

10:30-12:30 

 

 

 

 

12:00-12:30 

 

12:30 

 

12:30-14:30 

 

 

 

 

14:30-16:30 

 

 

 

 

16:30 

 

 

 

Introduction and lecture:  

Tips and tricks 

Wrap up with lunch 

Hands-on training HD surgery 

Three participants on one animal 

model, with one expert supervisor 

Facultative: Laparoscopy training on 

dry models: 

There will be several dry lab models 

to enhance you laparoscopy skills 

Hands on training ARM surgery 

Three participants on one animal 

model, with one expert supervisor 

Facultative: Laparoscopy training on 

dry models: 

There will be several dry lab models to 

enhance you laparoscopy skills 

Introduction and lecture with lunch:  

Tips and tricks 

Hands-on training HD surgery 

Three participants on one animal 

model, with one expert supervisor 

Hands on training ARM surgery 

Three participants on one animal 

model, with one expert supervisor 

Wrap up 
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Sexuality Workshop Saterday December 8th  2018 

   

In recent years a lot of research has been done on quality of life,  psychosocial 

functioning, body image, self-esteem and self-efficacy of patients with an anorectal 

malformation or Hirschsprung’s disease. However, less time is spend on the sexuality 

aspects of these congenital malformations. Therefore this workshop focuses on these 

aspects.  

- What is the best way to define the needs of a patient and the needs of his/ her 
family? 

- How do we discuss these needs?  
- How do we provide clinicians, patients and families with possible interventions 

for improving their sexual functioning.  
- Which interventions are most helpful? 

  

We want this session to be very interactive. It would be great to discuss this very 

important topic from different points of view. The thoughts of the patients and their 

family, the psychologist, the pediatric surgeon and gynaecologist are all equally 

important and should be heard.    

 

Session Moderator:  Roxana Rassouli 

Faculty:  Lideke van der Steeg, Kate McCracken, Michel Haanen, Stefano 

Eleuteri 

 

9:00-9:15  Introduction workshop 

   Roxana Rassouli 

9:15-9:45  How to discus sexuality with a patient 

 Michel Haanen 

9:45-10:15   Sexuality in patient with anorectal malformations 

 Stefano Eleuteri 

10:15-10:45  The meaning of sexuality for the quality of life  

 Lideke van der Steeg 

10:45-11:15   Sexuality from the gynaecologist perspective 

 Kate McCracken 

11:15-12:00  Interactive discussion and conclusion 

 

12:00   Lunch 
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Addendum: Abstracts 

  



28 
 

16:00-16:10 Feasibility and applicability of fast-track concepts for selected cases of 
ARM’s in neonates 

 Makedonsky IA, Vlasov AA, Moroz SV 
Dnipropetrovsk Specialized Clinical Medical Center for Mother and Child 
Health, Dnipro, Ukraine. 

 

Introduction: Fast-track surgery is not well established for infants and children. The aim of 

our prospective study was to investigate the feasibility and applicability of fast-track 

concepts for selected cases of ARM’s in neonatal period. 

Method: Fast-track concepts, including immediate postoperative feeding, early mobilization, 

and opioid sparing pain treatment, were established in a period 2016 – 2018 yy. for 16 ARM 

patients (12 girls and 4 boys). After a standard clinical examination, an overview of the 

abdominal radiography, echocardiography, ultrasound examination of the kidneys, MRI, 

newborn surgery was performed during the first two days of life. The evaluation of long-

term results was carried out in the period of 1,6,12 month using clinical, X-ray and 

urodynamic methods. Newborns with relevant diseases were excluded from fast-track 

protocol. The length of hospital stay was compared with data of the similar cases which were 

treated in the same institution using conventional approach. 

Results: Of a total of 48 patients, 16 (33,3%) were finally treated according to the fast-track 

protocols. All the patients underwent PSARP or mini PSARP. Intra-operative anesthesia was 

achieved by combination of regional techniques (epidural administration of bupivacaine) 

with short acting inhalational anesthetics (sevoflurane). There were no complications 

associated with fast-track surgery. We didn't use mechanical bowel preparation 

preoperatively and the thromboembolism prophylaxis. Oral nutrition and early mobilization 

were started 6 hours postoperatively. Drains, tubes, and catheters were not routinely used 

(except 4 boys with recto-urethral fistula, catheters were used 4-5 days). We used PIPP scale 

as a tool for pain assessment in our patients (0-21 scale points). The intensity of pain during 

the immediate postoperative period was from 6 to 12-point scale. The mean hospital stay of 

fast-track patients was 5.3 ± 1 days and was significantly shorter (P < .01) compared with 

traditionally treated group (16±2 days). Two readmissions due to dilatation problems were 

recorded. 81,3% of patient’s parents considered the fast-track concepts as excellent. 

Discharge criteria were good general condition, normal body temperature, low pain (0-6 

according to PIPP scale), tolerance of full oral nutrition, exclusion of local infection, 

uncomplicated micturition and defecation, satisfaction of parents and consent. Discharge 

was coordinated by a consultant neonatologist. All the patients showed good long-term 

results in the period of 1,6,12 months follow up. 

Conclusion: The feasibility and applicability of fast-track concepts in selected group of ARM 

neonates is excellent, with short duration of hospitalization and high comfort. There is a 

need for creation of procedure-specific fast track protocols for this group of patients.  
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16:10-16:20 Salvage Laparoscopic-Assisted Anorectoplasty after Failed Vestibular Fistula 
Repair Using Magnetic Resonance Imaging Guidance  
Ralls MW, Fallon B, Ladino-Torres M, Speck KE, Ehrlich PF, Jarboe MD 
Mott Children’s Hospital, University of Michigan, Ann Arbor, USA 

Introduction: Patients with vestibular fistula have good functional outcomes. Redo anorectal 

surgery has been associated with worse functional outcomes compared to primary 

procedures. Our group has a growing experience in utilization of intraoperative real time 

Magnetic Resonance Imaging (MRI) for anorectal malformations (ARM). We present a case 

of salvage operation of a failed posterior sagittal anorectoplasty (PSARP) for vestibular 

fistula. 

Method: The patient is a 20-month-old female with DiGeorge syndrome and rectovestibular 

fistula. After repair and recovery from cardiac surgery, the patient was taken for PSARP at 1 

year of life. The child returned to the OR for dehiscence of the anoplasty where a diverting 

loop colostomy was performed. She was then referred for further management.  

Results: The patient was allowed a period of several months to recover from the initial 

operation and diverting colostomy. The patient was taken to the intraoperative MROR suite 

(IMRIS) equipped with a 1.5T Magnetom Espree magnet (Siemens; Erlangen, Germany). A 

Peña stimulator was used to identify and mark the superficial external sphincters. An initial 

MRI scan was performed to delineate pelvic anatomy which was reviewed with a radiologist 

on site in the OR. The imaging was remarkable for post-operative changes along the former 

incision from the superficial subcutaneous tissue to the level of the pelvic floor muscles. 

While in the same position in the OR, an MRI-compatible needle (MR Bard Ghiatas Beaded 

Breast Localization Wire, 20g x 7cm, Bard, Tempe, AZ) was advanced through the superficial 

sphincter complex to above the levators with real time MRI guidance. An interventional 

radiology trained pediatric surgeon performed the needle placement and the diagnostic 

pediatric radiologist aided with image assessment. The retracted neo-anus was deep in the 

pelvis however, laparoscopically, the colon was easily mobilized and readied for redo pull 

through. A wire was placed through the trans-sphincteric needle and was used to dilate and 

create a tract through which the neo-rectum was pulled through. The child recovered well 

and underwent an uneventful colostomy takedown and Heineke-Mikulicz like stricturoplasty 

6 weeks after the redo pull through 

Conclusion: Real time MRI-assisted LAARP is a safe option for redo ARM surgery in select 

cases  
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16:20-16:30 Urological anomalies in 546 Dutch patients with anorectal malformations: 
what to learn from screening methods. 

 de Wall LL , Kouwenberg MM, Kortmann BBM, de Gier RPE, Goossens WJH, de 
Blaauw I, Feitz WFJ 
Radboud UMC Amalia Children’s Hospital, Nijmegen, the Netherlands 

 

Introduction: Screening for urological anomalies is advocated in patients with anorectal 

malformations (ARM). However, the extent and methods used differ with the complexity of 

the ARM and within clinical guidelines. The aim of this study was to investigate the incidence 

of urological anomalies, the screening methods used and their urological treatment 

implications and long term urological outcome in complex versus less complex ARM-s. 

Method: The medical records of 546 patients treated in our hospital between 1983 and 2018 

were evaluated retrospectively. Classification of the ARM, urological screening methods 

used, implications for urological treatment and long term outcome were studied. Perineal 

and vestibular fistula’s (‘low malformations’) were considered less complex cases, all other, 

previously known as “higher”malformations, were considered complex cases. 

Results: The overall incidence of any type of urological anomalies was 57% with a higher 

incidence in complex cases compared to less complex cases (82% versus 42%). The four most 

common anomalies were hydronephrosis (27%), vesico-uretral reflux (VUR) (23%), lower 

urinary tract dysfunction (19%) and urinary tract infections (21%). In 90 % (complex and less 

complex ARM) both ultrasound of the upper urinary tract and voiding cystography (VCUG) 

were performed as part of the diagnostic work up. VUR without hydronephrosis or 

implications for urological care was seen in 14% and was equally distributed between 

complex and less complex cases. Lower urinary tract dysfunction in combination with 

lumbosacral or spinal anomalies occurred in 42% of the complex cases versus 11% of the less 

complex malformations. Treatment invasiveness increased with the complexity of the ARM. 

Conclusion: Over 80 % of complex ARM-s have associated urological anomalies. In our 

population both ultrasound and VCUG were done in almost all patients and in 14% VUR was 

seen despite a normal ultrasound with subsequent therapeutical implications. Urodynamic 

studies should be done in all complex cases with lumbosacral or spinal anomalies to 

promptly diagnose and treat neurogenic bladder dysfunction present in > 40% of cases. 
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16:30-16:40 Spinal Ultrasonogram for screening of spinal anomalies in children with 
Anorectal malformations  
Jehangir S, Soundappan SVS, Goetti R, Fowler A 
Children's Hospital at Westmead, Australia 

Background: Vertebral and spinal anomalies have functional implications on the outcomes 

of children with anorectal malformation (ARM). Spinal ultrasonography (US) is an effective 

screening tool for spinal anomalies. Recently detection rates for spinal anomalies in children 

have improved with the use of magnetic resonance imaging(MRI). This however has not 

translated into increased rates of interventions for the same. In this study we aim to 

evaluate the association of spinal anomalies with ARM and the effectiveness of spinal 

ultrasound as a screening tool translating into the need for neurosurgical intervention. 

Methods: A retrospective analysis was done of all children with ARM operated at the 

Children’s Hospital at Westmead between 2009 and 2017. All children were routinely 

screened for spinal anomalies with a spinal US in the neonatal period. ARMs were classified 

according to the Krickenbeck classification.  

Results: 100 children born with anorectal malformations were treated in the study period. 

There was a slight male predominance (60%). Perineal fistulae were the commonest type of 

anorectal malformation (37%). Vertebral anomalies were seen in 19% patients. A spinal US 

was done in 83 (83%) children; 55 were normal, 28 (34%) showed some anomaly. Of these 

17 had an MRI; 5 were normal, 12 had some abnormality- 6 had surgical intervention and 6 

were treated conservatively. None of the patients treated conservatively deteriorated 

neurologically. An MRI without prior US was done in 13 patients; 5 of whom went on to have 

surgery and 8 were treated conservatively. Two children with a normal US had MRI which 

showed filum cysts which were not operated. US has a sensitivity of 85% and specificity of 

91%. Interestingly 70% of surgically corrected TCA were girls of whom 57% had a vestibular 

fistula and the rest had a Currarino syndrome. 

 Conclusion: Tethered cord occurs in 9% of the ARM patients. Ultrasound screening seems 

an effective screening method with a high sensitivity and specificity. MRI may be reserved 

for children with an abnormality on US or neurological deterioration. 
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16:40-16:50 A single Center experience with Laparoscopic-Assisted AnoRectal Pull-
through (LAARP):  the importance of laparoscopic electrostimulation.  
Lima M, Ruggeri G, Di Salvo N 
Sant’Orsola Hospital, University of Bologna, Italy 

Purpose: We describe our 15 years experience with the laparoscopic-assisted anorectal pull-

through (LAARP) for the treatment of male infants, with high imperforate anus. We want to 

stress out the importance of the internal laparoscopic electrostimulation in order to help 

maximizing functional outcomes of the procedure. 

Materials and Methods: We reviewed all medical charts of patients who underwent LAARP 

from January 2001 to August 2016 and we collected information, associated anomalies, type 

of fistula, pelvic floor muscles tropism, surgery (operative time, conversion to open 

technique, and complications), and follow-up. Follow-up data were obtained through the 

use of validated questionnaires that aim to assess the intestinal function in terms of 

constipation and continence. We want to stress out the importance of the internal 

laparoscopic electrostimulation for identification of the borders of the pubo-coccygeus 

muscle (levator ani muscle mechanism), more or less developed depending on each single 

case. Certainly, the internal stimulation is always associated to the search of the muscle 

complex and parasagittal fibres with an external Pena electrostimulator. The rectal pull-

through is performed, under laparoscopic-surveillance, at the centre of the levator ani 

muscle mechanism, the muscle complex and parasagittal fibres.  Development of these 

aforementioned muscles (well developed or underdeveloped) and the frequent associated 

sacral and medullary anomalies are assessed in our department with a pre-operative MRI.  

Results:  At the Department of Pediatric Surgery of the University of Bologna, 14 male 

patients were operated in the study period (our protocol consisted of colostomy at birth 

followed by delayed LAARP). Mean age at operation was 4.75 months (range 1–14). 

Functional results were acceptable at a minimum 2-year-long follow-up. 3 patients needed a 

second surgical procedure for a complication (1 rectal prolapse, 1 blind endind urethral 

fistula, 1 residual rectal tissue). 

Conclusions: LAARP seems to be a good option for the correction of high imperforate anus. 

Short-term outcomes are similar to those after posterior sagittal anorectoplasty (PSARP). 

Long-term outcomes should be better assessed. We want to stress out the importance of 

the internal laparoscopic electrostimulation in order to maximize functional outcomes of the 

procedure. 
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16:50-16:55 Protocolised and Multidisciplinary team (MDT) approach in the management 
of cloacal malformations – early experience  
Upasani A, Cho A, Allen L, Morova M, Mann S, Paul A, Desai D, Blackburn S, 
Curry J, Cherian A, Great Ormond Street Hospital, London, UK 

Introduction: We present you early outcomes of children with cloacal malformations 

managed through a protocolised pathway of care by a dedicated multidisciplinary team 

(MDT) 

 

Method: A protocol based management was instituted in 2012 from birth through infancy 

and childhood. Combined anatomical & functional classification was adapted to 

prospectively categorize patients, monitor the outcomes and enable future comparison of 

(Table 1). The early results presented relate to perineal anatomy, bladder & bowel function 

and renal outcomes. 

Results: Twenty five patients were treated in 6 years(2012-2018) as per protocol, right from 

birth. 22 had reconstruction and 3 await surgery. Median age at reconstruction was 12 

months(Range 4-36).   

Anatomical outcome:  Six of 22 were unsuitable for perineal urethral channel: 

five[IL(2),III(3)] with poor bladder neck and pelvic floor musculature had bladder neck 

closure with formation of appendico-vesicostomy; one(III) with bladder agenesis had an ileal 

conduit. Of the remaining 16[10(IS),3(IL),2(II)] normal pernieal anatomy was restored in 15. 

One(IL) developed urethral stricture requiring subsequent appendico-vesicostomy.  

Bladder outcome:  Fifteen of 16(93%)[10(IS),4(IL),1(II)] void spontaneously with good 

emptying and no UTI. One of 16(6%) developed urethral stricture(IL) needing subsequent 

appendico-vesicostomy for CIC. One(IS) with recurrent UTI was diagnosed with vesico-

ureteric reflux and responded well to endoscopic correction. Five[3(IL), 2(III)] with primary 

bladder neck closure are on CIC via appendico-vesicostomy and one(III) has an ileal conduit. 

 Bowel outcome:  Two of 22 await colostomy closure. Of the 20, nine (45%) 

[2(IS),4(IL),1(II),2(III)] open bowels spontaneously without laxatives or enema. Eight(40%) 

[3(IS),2(IL),1(II),1(III)] are on regular oral laxative support. Two(IS) (10%) are using a 

combination of laxatives and enema. The remaining two[1(IS),1(IL)] (10%) are maintained on 

an enema program.  

 Renal outcome:  Twenty one (84%) continue to have normal renal function.  Two [1(IS), 

1(IL)] have CKD 2 (eGFR 60-89). One (III) has dysplastic fusion anomaly of the kidneys with 

CKD 4. One (IS) with bilateral vesico-ureteric reflux has very dysplastic kidneys CKD5 and is 

awaiting renal transplant.  Acquired scarring was seen in 4/25(16%). All four had underlying 

renal dysplasia.  

Conclusion: The early outcomes using the pathway and MDT approach are encouraging. 
Further follow up and comparison of long term outcomes with historical data is awaited.  
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16:55-17:00 Cloaca patients in an ARM referral center  
Zanatta C, Scarabellin E, Zannol M, Gobbi D, Midrio P 
Cà Foncello Regional Hospital, Treviso, Italy 

Introduction: Patients affected from cloaca represent about 3% of all patients with anorectal 

malformations (ARM) and need to be followed for many decades. The series of patients with 

cloaca of an ARM referral center is herein presented 

Method: Since 2015 146 patients with ARM have been referred to our center. Fifteen of 

them (10%) had cloaca and 13/15 (86,6%) were referred from outside centers. The patients 

were divided into two groups: group A (6 patients, average age 7 years –pre-pubertal ) and 

group B (9 patients, average age 19 years –post-pubertal). One patient had no uterus, but 

her homozigous twin is menstruated, therefore we consider her in group B. In group A 50% 

of patients have renal anomalies, 66% gynecological and 50% other anomalies. In group B 

44% of patients have renal anomalies, 88% gynecological and 44% other anomalies. 

Results: In group A: 3 patients (50%) are urinary continent, 2 incontinent and 1 is not potty 

trained. Four patients (66%) are fecal continent with bowel management and 1 each is 

incontinent and not potty trained. The majority (5/6) will need some surgery in the future 

for gynecological or urological problems and appropriate transition of care to adulthood. In 

group B: 3 patients (33%) are urinary continent, 3 are continent with CIC, 2 present stress 

incontinence and 1 is incontinent. Eight are fecal continent with bowel management and 1 

has voluntary bowel movement without soiling. Many (6/9) patients will still require further 

surgeries in order to allow sexual intercourse and to complete the transition of care to 

adulthood. Three patients have stable relationships and one is looking for pregnancy. 

Conclusion: Referral centers and multidisciplinary teams, that include colleagues from adult 

specialties, are important to treat and adequately follow up such complex patients from 

birth to adult age.  
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17:00-17:05 Urodynamic Profile in operated patients of Ano-Rectal Malformations  
Bawa M, Nayak S, Binu V, Kanojia R, Samujh R 
Post Graduate Institute Of Medical Education And Research,Chandigarh, India 

Introduction: Incidence of neurogenic bladder reported in patients with anorectal 

malformation ranges from 7 to 29 %. This can be attributed to two reasons-first due to 

associated vertebral or spinal anomalies; second is as a result of pelvic nerve damage 

sustained during definitive procedures. The aim of our study is to study the urodynamic 

abnormalities in male patients who underwent surgery for anorectal malformations. 

Method: 50 high anorectal malformation/pouch colon patients were studied prospectively. 

After basic work up, cytometry was done in all patients who were then categorized into 2 

groups as safe or unsafe bladders. Unsafe bladder was defined as detrusor pressure > 40 cm 

or pressure variability of 15 cm of water or significant post void residue. Patients with 

abnormal urodynamics underwent MRI to rule out spinal causes of neurogenic bladder 

Results: Eighty two percent patients were with high ARM and 18% were with pouch colon. 

Reduction in bladder capacity and compliance was noted in 19.6% of HARM and 22.2 % 

patients with Pouch colon. Detrusor hyperactivity (DH) was noticed in 20%, of which 10% 

had high pressures. All patients with DH without high pressure bladder had normal MRI. 

Amongst these, 25% of HARM had sacral agenesis while 100% of pouch colon patients had 

sacral agenesis. Incidence of unsafe bladder was 19.51% and 22.2% in HARM and pouch 

colon group respectively. 87.5% of HARM group with unsafe bladders, had normal MRI 

findings while sacral agenesis was noted in 12.5% of patients. Amongst pouch colon group 

with unsafe bladders, normal MRI was seen in 50% of patients with the rest 50% having 

sacral agenesis. 

Conclusion: We recommend urodynamic assessment in follow up to detect neurovesical 

dysfunction at the earliest in male children with high anorectal malformation so as to safe 

guard the upper renal tracts. 
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17:05-17:10 Care of the Malone Appendicostomy in the Post-Operative Period  
Moore L, Shann E  
Center for Colorectal and Pelvic Reconstruction,  Nationwide Children's 
Hospital, Columbus, USA 

Introduction: An appendicostomy, or Malone, is used for children who require daily flushes 

to stay clean of stool. The operation consists of connecting the appendix to the umbilicus 

which creates a channel with a valve mechanism that allows catheterization of the appendix 

for the fluid regimen specific to each child. The postoperative care aims to minimize 

complications, including stenosis, infection, prolapse and skin leakage, etc. Herein we 

describe our protocol for the postoperative care of appendicostomies. 

Basic care includes washing the Malone site with soap and water. The family can cleanse the 

umbilicus with a Q-tip to remove any dried drainage. Site should remain clean, dry, and 

uncovered. The tube should be secured with a suture that will remain in place during the 

one month post-operative period. The remaining tubing will be secured to the abdomen 

with a clean, dry dressing.  

At the one month post-operative visit, in order to effectively catheterize the Malone 

appendicostomy site, professionals will need an 8 french coude catheter. The catheter 

should be inserted at least four to six inches with water-soluble lubricant. 

Method: Postoperatively, patients are left with an 8 french foley catheter through the 

appendicostomy which is secured to the skin. This is removed after one month. At the one 

month visit, parents are taught appendicostomy catheterization in the clinic. In patients with 

a neoappendicostomy, a Chait tube is placed and remains until 6 months postoperatively.  

Results: A recent review of our experience with 150 consecutive patients who received an 

appendicostomy at our institution using the above protocol found a stenosis rate of 13%. 

This rate was higher in patients after neoappendicostomy compared to in situ 

appendicostomy (33% vs. 10%, p=0.03). 

Conclusion: A surgical nurse should have the knowledge and comfort level for caring for 

patients with fecal incontinence, soiling symptoms, and functional constipation. The 

increasing popularity for Malone appendicostomies validates the need for more nurses to be 

exposed to the use and care for a Malone. Ongoing study is needed to determine optimal 

postoperative care of appendicostomies, including strategies to prevent complications 

including stenosis, infection, prolapse and skin leakage, etc. 
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17:10-17:15 Global Pediatric Stoma Care Best Practice Guideline  
Ekkerman E, Forest-Lalande L, Amling J, Bohr C, Creelman G, Sanchez Munoz 
E, Vercleyen S 
VU Medical Center, Amsterdam., the Netherlands 

Introduction: Pediatric stoma care nursing is not well known and little literature and 

research is available. Therefore the GPSNAB has been brought together to develop a global 

Guideline for healthcare professionals. 

Method: The purpose of the Guide is to provide a pediatric evidence-based central resource 

to best practice.  The Guide is substantiated with references to provide credibility and 

evidence-based information. The recommendations are based on literature and on the 

GPSNAB’s members expertise. 

Results: The recommendations in the Guide: 

- Therapeutic relationship with child and family 

- Common pathologies and indications 

- Types of stoma 

- Skin characteristics 

- Stoma site marking 

- Basics of pediatric stoma care 

- Recognition, prevention and management of stoma, peristomal skin and 

systemic complications 

- Prevention and management of diaper dermatitis post stoma closure 

- Anal dilation, incision and scar care post stoma closure 

- Pediatric stoma care products and accessories 

-  Stoma care education to child and family 

-  Impact of a stoma 

- Information about daily activities 

Conclusion: The Guide provides worldwide unambiguous information for healthcare 

professionals working with children with a stoma. 
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17:15-17:20 Children Using Enemas for Social Continence: Long-Term Adherence 
Outcomes  

 Mantel C, Carlin K, Thomas K 
Seattle Children's Hospital, Seattle, USA  

 

Introduction: Children born with anorectal malformations, Hirschsprung Disease, spinal cord 

defects and associated conditions can suffer from chronic constipation and fecal 

incontinence. Utilizing enemas for bowel management can help children attain social 

continence in this patient population. Understanding the stigmas associated with rectal 

enemas, along with administration difficulties, adherence to recommended enema program 

is questioned. The purpose of this study is to explore adherence outcomes in children 

prescribed daily rectal enemas following Bowel Management Week. 

Method: A single cohort observational study was conducted. Subjects included children ages 

3-18 years and their parents, enrolled in Bowel Management Week at Seattle Children's, 

from April 2012-December 2017. Data was collected utilizing anonymous REDCap survey. An 

invitation through REDCap was emailed to families to participate in the study. Families with 

no available email address were sent hard copy invitations in the mail. 

Results: Surveys were sent to 112 families. 45 responded to the survey. Of the 45 families, 

32 had completed surveys. Following Bowel Management Week, approximately 50% of 

respondents were giving enemas as recommended. Enema adherence was not associated 

with sex, diagnosis, distance from the hospital, or the amount of time it takes to give an 

enema. Problems reported with enema administration included: child's discomfort during 

enema, time involved in giving enema, child's resistance or refusal, problems with leakage, 

lack of space or available caregivers, and problems with supplies. 

Conclusion: In general, parents reported satisfaction and child acceptance in receiving daily 

enemas, including responses such as enemas were "life changing" and allowed child to "feel 

normal", despite the challenges in administration. Although there is inherent study bias due 

to the small response rate and variance in time since enrollment in Bowel Management 

Week, there is an opportunity for future work to include development of pre-Bowel Week 

assessment tools to correlate with long-term adherence rates. 
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17:20-17:25 Bowel Management Strategies for Children with Hypermotility  
  Kreiss J 
  Seattle Children's Hospital, Seattle, USA 

Introduction: Children with repaired anorectal malformation and Hirschsprung Disease are 

at risk of fecal incontinence. The majority struggle with constipation and are managed with 

laxatives or enemas. A challenging minority struggle with frequent loose stools which are 

difficult to control.  

Method: Through case studies, a treatment algorithm for hypermotility management is 

presented, along with a medication table and nutritional considerations. 

Results: Social continence can be optimized using an individual combination approach. 

Conclusion: Social bowel continence can be achieved for children with hypermotility through 

a combination approach utilizing toileting supports, dietary modifications, fiber 

supplementation, medications, and small-volume irrigations. 



 
 

17:25-17:30 Transanal irrigation in adult patients affected by ARM  
  Zanatta C, Scarabellin E, Midrio P 
  Cà Foncello Regional Hospital, Treviso, Italy 

Introduction: Adults patients with previous history of anorectal malformation (ARM) need to 

be followed in specialized centers. The use of trans anal irrigation (TAI) in adults patients 

affected by ARM and followed up in our referral center is herein presented. 

Method: One hundred forty-six patients with ARM have been referred to our center where a 

dedicated multidisciplinary outpatients clinic has been settled in 2015. Thirty of them (20%) 

are adults, 19/30 are males (63%), the average age is 32 years (range 16-49 years). The 

ambulatory dedicated to bowel management is run by the stomatherapist together with the 

product specialist. Brochures and clips, tutorials, onsite training and online availability are 

part of the program. Need, technique and success of TAI have been analyzed.  

Results: Medium length of follow-up is 22 months (range 3-42 months). The majority of 

patients (22/30) use the Peristeen® system, 3 patients still prefer the “home-

made”technique they have been using since childhood, and 4 (13%) have spontaneous 

bowel movements. Only one patient (3%), who joined the clinic at a very advanced age, 

dropped out the bowel management program and is still incontinent.  

Conclusion: TAI, either with simple or advance methods, is effective to achieve continence in 

patient with ARM. The adherence and, consequently, the success of a bowel management 

program largely depends on presence of specialized and dedicated professionals and the 

possibility to easily reach them. 
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17:30-17:35 Quality of life of male anorectal malformation patients following bowel 
wash programme – Developing country perspective 
 Bawa M, Nayak S, Binu V, Kanojia RP, Samujh R 
Post Graduate Institute Of Medical Education And Research,Chandigarh, India 

Introduction: Thirty percent of patients with high anorectal malformation (HARM) suffer 

from fecal incontinence for definitive repair. In a developing nation like India, where the 

burden of the disease is high,with hardly any dedicated nursing care for bowel wash 

programme (BWP), there seems to be paucity of literature on the outcome of this modality . 

 We aim to assess the quality of life and social continence following bowel wash programme 

(BWP) in male high anorectal malformation (HARM) patients 

Method: A total of 200 male children of HARM within the age group of 4 to 12 years of age 

who had undergone surgical correction were prospectively analyzed over a period of 3 years. 

Patients were categorized into two groups - fecal continent and fecal incontinent based on 

the mean Kelly score (KS). The quality of life was assessed by using the GIQLI (Gastro-

Intestinal Quality of Life Index) questionnaire. Following 1 year of dietary modification and 

BWP, mean KS and GIQLI was reassessed. They were re-categorized into social continent (SC) 

and social incontinent (SI) .The SI patients underwent MRI spine to assess for other 

neurological abnormalities. 

Results: Of the 200 patients, 110 patients (55%) were continent and 90 patients (45%) were 

incontinent. The mean KS was 2.9 and the mean GIQLI score 54 amongst the incontinent 

group. Following dietary modification and BWP for 1 year, amongst the SC HARM (92.8%), 

the mean KS was 5 and GQLI was 132 whereas in the SI group (7.2%) the mean Kelly score 

was 3 and GQLI 91. The mean KS and Average GIQLI in the SC PC group (57.1%) was 4.9 and 

126 respectively and in the SI PC group (42.9%) it was 3 and 80 respectively. MRI spine 

revealed sacral agenesis in all SI patients. 

Conclusion: Dietary modification with bowel wash programme is an integral part of 

management of patients with HARM and pouch colon patients to improve their quality of 

life. 
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17:35-17:40 Development of a Patient Reported Experience and Outcomes Measure in 
Pediatric Patients Undergoing Bowel Management for Constipation and 
Fecal Incontinence 
 Halleran DR, Lane VA, Leonhart KL, Fischer B, Sebastiao Y, Chisolm DJ, Levitt 
MA, Wood RJ, Minneci PC, Deans KJ 
Center for Colorectal and Pelvic Reconstruction,  Nationwide Children's 
Hospital, Columbus, USA 

Introduction: To develop a reliable and valid questionnaire that assesses patient reported 

experience and outcome measures (PREMs and PROMs) of caregivers, families, and patients 

with severe constipation and fecal incontinence requiring bowel management. 

Method: The questionnaire was developed using an iterative process to ensure the brevity, 

relevance, reliability, and validity of the items. 

Results: A 32 statement survey was developed that encompasses important physical and 

emotional health concerns, quality of life, treatment success, financial considerations, 

schooling, parental employment, and social concerns. The final instrument, the Patient 

Reported Experience and Outcome Measure in Bowel Management Program (PREOM-BMP), 

is divided into two separate constructs that assess important patient reported experience 

(21 items) and outcome (11 items) measures.  

Conclusion: The PREOM-BMP offers physicians and nursing professionals a brief and valid 

tool to measure the impact of the bowel management program on both the child and the 

family unit. 
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17:40-17:50 Improvement of the management of rare disease patients with incontinence 
by dedicated network NeuroSphinx in the framework of the National French 
Rare Diseases Plan  
Crétolle C, Dion L, Parker F, El Ghoneimi A, Sarnacki S 
Necker-Enfants Malades University Hospital,  Paris, France 

Introduction: France has been the first state in EU to set up a rare diseases program by 

introducing the 1st national rare diseases plan in 2005, thanks to patients associations. More 

than 130 reference centers for rare diseases (RCRD) throughout France were identified, 

dedicated to targeted rare diseases. Six years later, the 2nd national plan clarified the 

healthcare offer by labelling 23 national french rare diseases networks called "filières", each 

including from 3 to 15 RCRD, specifically dedicated to major groups of pathologies, and 

operational since 2015. 

Method: Among these 23 national networks, NeuroSphinx is dedicated to neurological and 

sphincter complications of rare pelvic and spinal cord malformations. It includes 11 sites of 

reference: one for MAREP (anorectal malformations and rare pelvic anomalies), 8 for  

C-MAVEM (Chiari-syrinx-rare vertebral and spinal cord malformations), 2 for MARVU (rare 

urinary tract malformations) and 87 centers of competence for rare diseases (CCRD) which 

are proximity relays in regions. The missions of RCRD are to facilitate the orientation of 

patients, to clarify the healthcare networks particularly for transition, to organize 

registration of patients in the national data base for rare diseases (BNDMR), to diffuse 

guidelines, to coordinate research works, education and training of caregivers. 

Results: Neurosphinx currently concerns more than 20,000 patients in France, but at least as 

many are not yet included in this network, especially adults. NeuroSphinx collaborates with 

11 patient associations. Three guidelines of C-MAVEM have already been published on the 

Major Health Authority website (HAS), and 5 are in preparation (3 MAREP and 2 MARVU). 

The BNDMR is operational in 26 CCRD out of the 87, and will be deployed in all the CCRD in 

2020. 

Conclusion: Since its creation, NeuroSphinx has greatly improved the readability of the 

French healthcare offer for the patients with rare incontinence (neurosphinx.fr), and is 

currently working to enhance networks for the transition and standardization of practices 

throughout the French territory, based on consensual guidelines. The major objective for 

2019 is to help caregivers to develop therapeutic education programs particularly in 

transition and research projects on non-explored themes as "sexuality and incontinence" 

and "study of the quality of life of incontinent patients". 
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17:50-17:55 Transitioning of ARM and HD - the Munich way of growing up  
Malota M, Kabs C, Hosie S 
Klinikum Schwabing, Munich, Germany 

Introduction: The Problems of ARM and HD are well known by a pediatric surgeon. Different 

ways of operations and perioperative pitfalls are taught and surgical techniques are 

improving continuously. The patients problems are common and understood in the pediatric 

surgeons world. By growing up, things change dramatically: adult proctologists are not used 

to these specific group of patients. Misunderstanding and inadequate treatment lead to 

incompliance and finally loss in transition. 

Methods: At our center for colorectal diseases we have established a transitional concept 

including urologists, gynecologists, pediatric surgeons and adult surgeons. The most 

important part are colorectal surgeons who are well experienced in both age groups. We 

present our concept and the  data of the first transitioned patients. 

Conclusion: Transition still is the most critical and fragile period in the “medical career” of 

ARM and HD patients. Having an organized multidisciplinary concept can help to increase 

the number of adults, being still well treated in higher ages. 
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 The anal position index: A simple method to define the normal position of 
the anus in neonate  
Davari HA, Hosseinpour M 
Isfahan University of Medical sciences, Isfahan, Iran 

Introduction: The purpose of this study was to determine the normal position of anus using 

anal position index (API) and the modified measurement method and to emphasize the 

importance of ectopic anus. 

Methods and Materials: This cross-sectional study was performed on 400 neonates equally, 

boys and girls who were all delivered at full term without any malformations. Anal position 

index, which is the ratio of anus-fourchette distance in girls and anus-scrotum distance in 

boys to the distance between coccyx and fourchette/scrotum, was calculated in all cases. To 

make correct measurements, transparent adhesive tape was used longitudinally on 

midperinum in a way that it covered the anus. Then fourchette/scrotum, anus center and 

the lower margin of coccyx were marked on it. Distances marked on each tape were then 

measured with the standard ruler.  

Results: Mean /SD of API in girls was 0.459 /0.08 (95% CI: 0.440.46) and in boys 0.549 /0.07 

(95% CI: 0.530.55). Mean /2 SD was considered as the normal range for an anus position. Six 

female and five male neonates who had abnormal APIs were investigated further. 

 Conclusions: Our findings suggested a simple method for determination of normal position 

of anus in children, especially those who are referred for chronic constipation. API can never 

be considered as the sole indication for the surgical intervention. 
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 Efficacy of Acacia Senegal for Stoma Care in Children with Colostomy 

Children with Colostomy   

Hosseinpour M, Fazeli A 

Isfahan University of Medical sciences, Isfahan, Iran 

Introduction: The creation of a stoma on the abdomen and the need for appliance on the 

peri-stomal skin make this region vulnerable to inflammatory skin disorders .In this study, we 

introduce a novel protection with Acacia Senegal and compare the protective effects of this 

barrier with zinc sulfate ointment. 

Methods and Materials: To examine the effect of protective interventions, a prospective, 

controlled, clinical study was conducted. Participants were all infants consecutively admitted 

to the pediatric surgery unit of the study hospitals for elective surgery of colostomy creation. 

After laparotomy and double barrel colostomy creation, patients were randomly assigned to 

use one barrier (gum acacia or zinc sulfate ointment) for 4 weeks. 

Results:  In this study, a total of 60 infants (30 as case and 30 as control) were evaluated. 

Results showed that there was a statistically significant difference in peri-stomal skin 

inflammation rate in groups; infants who had Acacia Senegal barrier showed lower and less 

sever inflammation rates (p ¼ 0.05). 

Conclusion: Compared with zinc oxide, we found a lower rate of dermatitis in the Acacia 

group. 
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16:00-16:10 Twist My ARM Why Don’t You? A Rarely Considered Complication After 
Repair of Anorectal Malformations.   

 Halleran DR, Rentea RM, Ahmad H, Levitt MA, Wood RJ 
Center for Colorectal and Pelvic Reconstruction,  Nationwide Children's 
Hospital, Columbus, USA 

 
Introduction: The evaluation of the patient failing to empty their colon after anorectal 

malformation (ARM) repair requires a systematic approach which involves assessment of the 

anatomy of the pull-through as well as the function of the colon. 

Method: We present the case of a patient who presented with fecal incontinence and 

inability to fully empty his colon after enema flushes due to a rare cause. 

Results: The patient is a 5 year old adopted male with a history of a previously repaired ARM 

who presented with soiling. His mother described cyclical episodes of incomplete emptying 

of his enema flush while sitting on the toilet, followed by a gush of liquid stool upon 

standing. She routinely replaced the catheter into the rectum to assist with draining of the 

remaining fluid. An examination under anesthesia demonstrated a well located anus of 

adequate size and no evidence of a previous posterior sagittal incision. An obstruction was 

noted on digital examination of the distal bowel, which was observed on sigmoidoscopy to 

move proximally with insufflation of the colon. A contrast enema noted significant dilation of 

the sigmoid colon with narrowing of the distal bowel (Figures). A PSARP with laparotomy 

was performed, at which time a 180° twist of the distal pull-through below the peritoneal 

reflection was identified. The pull-through was untwisted and the anoplasty redone. The 

patient recovered uneventfully and remains clean of stool on antegrade enemas.  

Conclusion: This case underscores the need for a thorough assessment to determine the 

cause of a patient who is struggling to stool after ARM repair. Although rare in patients with 

ARM with a PSARP, a twisted pull through is possible after transabdominal repair 

(abdomino-perineal pull through), the operation commonly employed prior to the advent of 

the PSARP. Signs that suggest a previous transabdominal repair include absence of posterior 

sagittal incision on examination and haustral markings and/or signs of peristalsis deep within 

the pelvis on imaging, connoting the absence of the rectum. Surgical revision to undo the 

twist is necessary in cases where this complication is discovered. 
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16:10-16:15 Currarino syndrome in twins: from prenatal diagnosis to surgery  
Zanatta C, Bracalente G, Zanarotti R, Midrio P 
Cà Foncello Regional Hospital, Treviso, Italy 

Introduction: Currarino syndrome is a genetic disorder characterized by a variable 

combination of anorectal malformation, sacral anomalies and pre-sacral mass. A case of a 

male twin with Currarino syndrome diagnosed in the second trimester of pregnancy is herein 

presented.  

Method: A woman affected by Currarino syndrome (MNX1 mutation), carrying 

monochorionic-diamniotic twins, underwent prenatal ultrasound at 19 weeks of gestation. 

Sacral anomalies were detected in both fetuses, suggestive for Currarino. The mother was 

referred to our center for counseling and postnatal care.  

Results: At birth both twins had the typical C-shaped sacrum on plan x-ray without presacral 

mass, but only one newborn was affected by anal stenosis. PSARP was performed in this 

patient without colostomy at 18 days of life. The post-operative course was uneventful. 

MNX1 mutation and tethered cord were detected in both twins. At 1 year follow-up the 

operated twin is thriving and passing stools as well as his twin and both are awaiting for 

neurosurgery.  

Conclusion: To our knowledge this is the first case of prenatal diagnosis of sacral anomalies 

suggestive for Currarino syndrome in twins. Careful ultrasound examination of sacrum is 

necessary in fetuses of families affected by Currarino syndrome in order to timely refer 

patients to centers specialized in pediatric colorectal surgery. 
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16:15-16:20 Colonic aganglionosis: don’t miss the missing ganglion cells  
Jehangir S, Soundappan SVS, Krivanek M, Arbuckle S, Graff N  
Children's Hospital at Westmead, Australia 

Introduction: The level of aganglionosis in  Hirschsprung’s disease is determined by 

performing multiple seromuscular biopsies on the antimesenteric border of the bowel. This 

practice is substantiated by the theory by Coventry that vagal neural crest cells colonise the 

gut by intra and extramural migration.  The intramural progression is from cranial to caudal, 

whereas the extramural migration occurs along the mesentery and circumferentially 

innervates the bowel from the mesenteric side. Herein, we described a child in whom this 

practice failed due to the selective absence of ganglion cells in 30% of the circumference of 

the bowel along the mesenteric border for most of the transverse colon. To the best of our 

knowledge, this is the first report of such an occurrence and has significant diagnostic and 

therapeutic implications. 

Case report: A boy baby was transferred for specialist care for abdominal distension and 

delayed passage of meconium at 36 hours of life with a significant maternal family history of 

HSCR. Plain abdominal x-ray showed free air (figure1). He underwent emergency laparotomy 

with repair of a perforation at the splenic flexure, ileostomy, multiple seromuscular biopsies 

of the bowel and a rectal washout and full thickness rectal biopsy. The biopsies showed 

absence of ganglion cells distal to the perforation at the splenic flexure and ganglion cell 

present at and proximal to the perforation. Ganglion cells were confirmed in the doughnut 

at pull through and the splenic flexure was brought down in a Soave procedure. The final 

biopsy however, found absent ganglion cells in 30% of the circumference of the doughnut on 

the mesenteric side (figure2). Intraoperative biopsies at the revision pull through showed 

absence of ganglion cells in 30% of the circumference along the mesenteric border in the 

entire transverse colon. The hepatic flexure was tumbled down.   

We hypothesize the various mechanisms that could cause the pattern of aganglionosis in our 

patient:  

1. Failure of trans-mesenteric migration  

2. Delayed migration  

3. Maternal and placental factors like hypoxia, inflammation, drug intake and nutrition 

The pattern of aganglionosis in our patient emphasizes the importance of doing a doughnut 

biopsy at level of the pull through. 
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16:20-16:25 Multimodal management of HIV-associated anogenital warts in a paediatric 
patient 
van Heerden Y, Westgarth-Taylor C 
University of the Witwatersrand, Chris Hani Baragwanath Hospital, 
Johannesburg, South-Africa 

 

Introduction: Giant Condylomata Acuminata of the anogenital region or Boeschke-

Loewenstein’s Tumour is a rare but debilitating expression of HPV disease. Although referred 

to as a tumour, due to its aggressive growth and grotesque morphology, it is histologically 

benign. It is associated with serotypes 6 and 11, which are low risk oncogenic serotypes and 

therefore has a smaller chance of undergoing malignant transformation.  

 However, HIV has compounded the difficulty in managing these patients, with 

immunocompromise being a risk factor for developing the disease, augmenting the growth 

of the tumour, as well as increasing the rate of recurrence.  

 We present the case of an HIV positive 5 year old female patient, who presented to the 

Paediatric Surgical Unit at Chris Hani Baragwanath Hospital, with severe anogenital warts, 

and in a very poor nutritional and immunological state. 

Method: This is a case report detailing the multimodal approach to the treatment of this 

disease in our setting, as well as the successful result and plan and challenges for follow-up. 

This approach includes addressing the immunological and nutritional condition of the 

patient which equates to a multidisciplinary strategy. 

Results: The patient's initial tumour was successfully treated and although she has needed 

subsequent intervention - the disease remains well controlled. 

Conclusion: The approach to this condition requires extensive counselling, multidisciplinary 

approach and vigilant follow-up. 
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16:25-16:30 Anorectal malformation in patient with 46,XY DSD. Urethral fistula or 
«cloaca»?  

 Morozov DA, Pimenova ES, Аjryan EHK, Morozov KD 
Sechenov University, Moscow, Russia 

 

Introduction: We describe the case of an patient with anorectal malformation, having a 

single perineal orifice and disorders of sex development (DSD).  

Method: A full-term neonate presented to another department from another country with 

complaints of absente of the anus and genital ambiguity. Karyotyping was 46XY, SRY+. 

Colleagues performed colostomy. Ultrasound investigation and MRI after birth revealed 

uterus, cloaca with 3 cm cannel. Human Chorionic Gonadotropin (HCG) stimulation test on 

14 day of life: base line testosterone (T) level 0.6 nmol/l, еhe mean T level after HCG 

stimulation 2.9 nmol/l. Luteinising hormone and Ingibin B level were redused. Female was 

recommended. Family moved in Russia. Investigation in Federal Endocrinology Center 

detected karyotype (FISH) 46XY;, HCG stimulation test: base line T level 0.17 nmol/l, the 

mean T level after HCG stimulation 8.29 nmol/l. Uterus and gonads did not visualized on 

ultrasound.  

Results: We received patient at 1 y.o. investigation: repeated karyotyping FISH- nuc ish 

(DXZ1, SRY) x 1 [330] - 46 ХY; T3, T4, TSH levels were normal, MRI demonstrated single 

abdominal testicle, but uterus and ovary did not visualize. Distal colostogram showed 

«recto-uretral fistula or cloacal canal with hypoplastic vagina». Initially we suspected 

gonadal dysgenesis (DSD), but laporoscopic approach detected absence of uterus and 

fallopian tubes, single abdominal hypoplastic testicle and absent of contralateral gonad. The 

DSD-androgen insensitivity syndrome was suspected, but mutational analysis of the AR 

(DHTR, NR3C4) was negative. DSD diagnosis is 46,XY DSD undifferentiated. Сollective 

consilium recommended rise as female. We performed PSARP and detected the «cloaca»: 

connection of the urethra, vaginal process of the urogenital sinus and rectum into a single 

channel. Abdominal gonad was removed with colostomy closure procedure after two 

months. Next step, we performed feminizing genitoplasty.  

Conclusion: The option of anorectal malformation of this patient has remained controversial 

– «recto-uretral fistula in man with DSD-androgen insensitivity syndrome» or the kind of 

«cloaca with vaginal process of the urogenital sinus».  
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16:30-16:35 Congenital absence of the perineal body: A case report  
Basson S, Cherian A, Curry J, Blackburn S 
Great Ormond Street Hospital for Children, London, UK 

Introduction: The perineal body contributes to the integrity of the pelvic floor. Congenital 

malformations of the perineal body can be associated with anorectal malformations. 

However absence of the perineal body is a rare anomaly.  

Method: We describe our experience of managing a term female infant with a postnatal 

diagnosis of congenital absence of the perineal body. The anal opening was anterior to its 

normal position, but unlike an anorectal malformation with a rectovestibular fistula, the anal 

canal was fully formed and opened in the centre of the sphincter muscle complex.  

Results: The patient underwent a three-stage repair with an initial colostomy, followed by a 

perineal body reconstruction and finally a reversal of colostomy six weeks later with no 

immediate peri-operative complications. 

Conclusion: Congenital absence of the perineal body is a distinct and rare malformation, and 

can be safely managed as a staged repair.  
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16:35-16:45 Recurrent enterocolitis in the diverted Hirschsprung patient 
  Devin R. Halleran, Afif Kulaylat, Hira Ahmad, Richard J. Wood, Marc A. Levitt 
 

Introduction: Hirschsprung associated enterocolitis (HAEC) is rare in the diverted patient, 

although the work up follows similar principles to the patient with HAEC after a pull-through. 

In theory, stasis should not occur as a stoma is a low pressure zone compared to the anal 

sphincter. 

 

Methods: We present the case of a patient with a diverting ileostomy referred to our Center 

for evaluation of recurrent HAEC. 

 

Results: The patient is a 4-year old female with a history of Hirschsprung disease who 

underwent a pull through in the early newborn period but had a diverting ileostomy placed 

within the first year of life for recurrent HAEC. She initially did well, but by age 18 months 

began experiencing recurrent episodes of HAEC requiring frequent hospitalizations. A 

contrast study performed prior to her evaluation at our Center demonstrated a dilated 

segment of bowel just proximal to the stoma. [Figure 1] On examination in the outpatient 

clinic, a 20 Fr. Foley catheter was passed into the stoma, and resistance was appreciated at 

2-3 cm but was able to be traversed. The patient was taken to the operating room for 

ileostomy revision, and a narrow stricture was noted at the level of the fascia [Figure 2]. The 

fascia was incised and the ileostomy was recreated using a tapering technique after 

resection of the distal bowel. No twist was appreciated, and pathology from the specimen 

noted ganglion cells. The patient began passing stool on postoperative day #1 and was 

discharged following an uneventful course. She remains well with no further episodes of 

enterocolitis. 

 

Conclusion: This case highlights that many of the same considerations for patients with 

recurrent HAEC in the post-pull through patients should be entertained in the diverted 

patient, including any mechanical or physiologic obstruction to the forward flow of stool. In 

both groups, a stricture, twist, or transition zone pull through are possible explanations for 

recurrent HAEC. A similar algorithm can be followed which includes contrast enema and 

thorough examination under anesthesia. If enterocolitis occurs in a stoma, obstruction 

should be suspected. Surgical revision to relieve the cause of obstruction is necessary for the 

resolution of symptoms. 
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16:45-16:50 Hyperspectral imaging (HSI) contributes to the determination of the optimal 
anastomotic region during ileal pouch-anal anastomosis (IPAA) in a patient 
with ulcerative colitis  
Pimentel DV, Merten L, Jansen-Winkeln B, Gockel I, Lacher M, Gosemann J 
University of Leipzig, Germany 

Introduction: Anastomotic insufficiency and stricture occur in 10-15% of patients with 

ulcerative colitis undergoing an ileal pouch-anal anastomosis (IPAA). They are caused by 

tension on or reduced blood flow to the anastomosis. Most methods to evaluate blood flow 

are either qualitative or depend on the i.v. injection of contrast agents. Hyperspectral 

Imaging (HSI) is a new, non-invasive technique to objectively quantify blood flow, 

oxygenation and hemoglobin in biological tissue with real time visual feedback without the 

use of contrast agents. Its use in IPAA has not yet been described.  

Method: We utilized HSI during laparoscopically assisted IPAA in an 18-year-old female 

patient with ulcerative colitis. The patient had previously undergone colectomy with 

Hartmann pouch and ileostomy at another institution. To assess adequate perfusion of the J-

pouch and to determine the optimal anastomotic region, intraoperative measurements of 

tissue O2 saturation (StO2), tissue hemoglobin index (THI) and near-infrared [NIR] perfusion 

index was performed prior to IPAA. 

Results: HSI showed that StO2, THI, and NIR perfusion index in the stapler line were similar 

to the surrounding tissue (95%, 95% and 98% respectively, Figure). IPAA was performed 

without early postoperative complications and the patient was discharged at postoperative 

day 10.  

Conclusion: HSI is a useful, safe and non-invasive tool that allows real-time assessment of J-

Pouch perfusion and contributes to the determination of the optimal anastomotic region 

during IPAA. 
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16:50-16:55 Fetal ascites in cloacal malformation – a red flag.  
Cho A, Upasani A, Curry J, Cherian A  
Great Ormond Street Hospital for Children, London, UK 

Introduction: We present a case series of 3 patients with antenatal fetal ascites in babies 

born with cloacal malformation.  

Method: Patients with an antenatal diagnosis of fetal ascites were identified from a 

prospectively collected Cloaca database. Data was collected regarding immediate postnatal 

course, findings at initial laparotomy and renal function. 

Results: Three patients from our cohort with cloacal malformation had ascites on antenatal 

scans.  At present, Case 1 is 8 years, Case 2 is 3 years and Case 3 is 5 months old. Case 1 and 

2 had antenatal fetal abdomino-amniotic shunts to drain the ascites. 

Post-natal care:  Immediate neonatal intensive care admission was required for 

haemodynamic optimisation pre-operatively in all cases. 

Operative Care:  For all three patients, the initial laparotomy and stoma formation was 

associated with difficulties due to common finding of significant adhesions and matted 

bowel loops. Identifying the correct bowel segment for diversion was challenging and at 

times impossible. Case 1 had transverse colostomy. Case 2 and 3 had an ileostomy. Need for 

adhesiolysis resulted in increased tissue handling and operative time. Significant blood loss 

lead to haemodynamic instability and intra-operative transfusion of blood and blood 

products was required. Case 1 and 3 had perioperative cardiac arrest, required ontable 

resuscitation and ionotropic support. They had transient acute renal injury from the episode.  

Renal Function:  Despite initial concerns, at present Case 1 and 3 have normal renal function 

with eGFR>100ml/min/1.72m2. Case 2 has a borderline creatinine 36 umol/L (eGFR of 

97ml/min/1.72m2) on a background of solitary kidney with underlying renal dysplasia.  

Conclusion:  Antenatal finding of fetal ascites in newborns with cloacal malformation is a red 

flag. The surgeon and anaesthetist should be prepared for the operative difficulties 

secondary to bowel adhesions and the higher risk of haemodynamic instability at the initial 

surgery. Laparotomy may be more extensive than anticipated in these patients and should 

not be delegated to most junior surgeon. Ascites may be reno-protective due to the pop-off 

mechanism. 
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16:55-17:00 The importance of multidisciplinary expertise in the diagnostic process of 
acute abdominal pain: a case-report  

 Brooks G, Andreetta M, Fascetti Leon F, Mognato G, Gamba P, Dall’Igna P 
University of Padua, Padua, Italy 

 
Introduction: A particular case of acute abdominal pain is reported, with the aim to highlight 

the importance of the multidisciplinary team expertise in the differential diagnostic process. 

 

Method: Clinical data were collected by examining the patient's medical records. 

Results: A 10-year old Chinese boy was referred to our Center for a suspected acute 

appendicitis. He presented with intermittent abdominal pain localized in the right iliac fossa 

which started two days before our evaluation, associated with vomit. The blood tests 

showed no signs of inflammation. The clinical findings were uncertain for appendicitis so an 

ultrasound was performed. The exam showed an appendix with moderately thick walls and 

demonstrated dishomogeneous and hypervascularized tissue inside the cecum. Since the 

patient was in relatively good conditions and pain could be easily controlled, he was treated 

with iv antibiotics and he underwent an abdomen CT scan two days after admittance in our 

ward. The exam confirmed the presence of a hyperdense ileo-cecal lesion associated with 

lymphadenopathy and free fluid; the appendix had no classical signs of inflammation. 

Suspecting a lymphoma, after discussion with the Pediatric Oncologists, it was decided to 

perform a colonoscopy: the mass was friable, partially occluding the lumen of the cecum, 

and other small lesions were observed at the level of the terminal ileum. Frozen biopsies 

demonstrated a high grade B lymphoma, so the patient was transferred to the oncology 

department for treatment.  

Conclusion: This case wants to underline various aspects in term of diagnosis and further 

treatment of a patient with abdominal pain and lymphoma: the importance of a careful 

physical examination, the choice of the more appropriate diagnostic procedures, the 

importance of an experienced multidisciplinary team in the assessment of the disease. 

Discussions can be raised also considering the choice of the colonoscopy, instead of a 

laparoscopic procedure with resection of the appendix. Given the absence of acute 

symptoms prompting urgent surgical exploration and the high suspicion of malignancy, we 

chose what we thought to be the less invasive option to ensure correct diagnosis and 

adequate treatment. 
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17:00-17:10 Laparoscopic endorectal pull-through for Hirschprung’s disease: a 18 years 
experience with laparoscopic-assisted transumbilical mesocolon dissection 
Lima M, Ruggeri G, Di Salvo N 
Sant’Orsola Hospital, University of Bologna, Italy 

 

Introduction: At present, laparoscopic endorectal colon pull-through, described for the first 

time by Georgeson, is one of the most performed procedure for the treatment of 

Hirschsprung’s disease. According to Georgeson’s first description, the dissection of the 

aganglionic colon is performed laparoscopically. We describe a technical modification of his 

procedure: the laparoscopic-assisted trans-umbilical mesocolon dissection.  

Methods: A retrospective analysis was conducted on all patients undergoing laparoscopic 

pull-through for Hirschsprung’s disease, in our department, from September 2000 to August 

2018. A pneumatic anchorage 10 mm trocar is used for the camera (umbilical) to allow the 

video-assisted procedure. The distal ganglionic zone is initially identified by seromuscular 

biopsies, obtained exteriorizing the colon through the umbilical wound. Mesocolon 

dissection is not realized endoscopically, but progressively exteriorizing the colon through 

the umbilical wound. Then the rectal mobilization is performed trans-anally, using an 

endorectal sleeve technique.  Finally the colo-anal anastomosis is realized, 5 mm above the 

dentate line. 

 Results: 41 patients underwent laparoscopic colon pull-through for Hirschsprung’s disease 

with a laparoscopic-assisted trans-umbilical mesocolon dissection.  Patients affected by long 

segment  Hirschsprung’s disease were also treated with this video-assisted technique. 

Patients’ age ranged between 1 month and 1 year. Intraoperatively no complications 

occurred and the video-assisted dissection stage was easy to perform in all patients. The 

post-operative course was uneventful.  

Conclusions:  Laparoscopic-assisted colon pull-through, described by Georgeson, represents 

one of the most performed procedure in the treatment of Hirschsprung’s disease, but the 

totally endoscopic mesocolon dissection is encumbered by technical complexity and a 

significant learning-curve for surgeons. The laparoscopic-assisted trans-umbilical mesocolon 

dissection allows to simplify this stage, decreasing the rate of intra-operative complications. 

Moreover, this technique is also feasible in patients affected by  long segment 

Hirschsprung’s disease. 
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17:10-17:15 Swenson procedure – a modern role of laparotomy, laparoscopy and 
endorectal pull-through   
Morozov DA, Pimenova ES, Ajrapetyan MI, Morozov DD 
Sechenov University, Moscow, Russia 

Introduction: In Russia, the first Swenson procedure (SP) performed prof. S.Â. Doleckij in 

1955. In the 1960s, pediatric surgeons also began using the Duhamel and Soave procedures. 

In subsequent years, the choice of surgical tactics depended on the preferences of the chief-

surgeon and the surgical traditions of the clinics. We analyzed the experience of using the SP 

for the treatment of children with Hirsprung's disease (HD) of one Team of Surgeons in 

Russia for 50 years. 

Method: Since 1967, 187 children with HD underwent SP (rectal HD - 12 (6.4%) rectosigmoid 

- 145 (77.7%), subtotal - 19 (10.2%), total - 9 (11 (5.7%)). Other surgical technics were also 

used. We did not include these patients in the research, as well as redo-procedures. The 

manifestation of HD were: intestinal obstruction - 16 (8,6%), enterocolitis - 14 (7,5%), 

perforated neonatal peritonitis - 2 (1%), constipation and abdominal distension - 155 

(82.9%). 

Results: Various problems immediately after surgery (anastomotic leak, dysuria, 

incontinence, anastomotic stenosis, infection) were noted in 26 children (13.9%): 9 children 

in the 1967-77 period, 8 in 1978-87, 1 in 1998-07, 4 in 2007-18. Since 2010 we have been 

using the endorectal pull-through procedure De la Torre-Mondragon and Ortega. In 10 cases 

we performed endorectal Swenson-like pull-through. We noted that in infants exstrarectal 

dissection is easier than in older children. Laparoscopic Swenson-like we performed in 7 

patients, and results were satisfactory. The only thing we noted was that these children had 

a transitory anastomotic stenosis. After the classical SP on 10-14 days after surgery, we 

never detected stenosis. 

Conclusion: Orvar Swenson proposed this procedure in 1948. For 70 years, SP remains 

logical, effective and safe. Others operations have the elements of the SP, they are 

essentially Swenson-like. Different colleagues proved the effectiveness of the SP in 

numerous studies and scientific reviews. Our results and experience also show it. Attention 

to the pelvic anatomy during surgery should always be maximum. If the surgeon avoids 

extrarectal dissection, then he is unlikely to be ready for any other surgical procedure. If the 

surgeon promotes other techniques, he must be able to do the classic SP. 
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17:15-17:20 Minimally invasive techniques for Hirschsprung’s Disease  
Iacusso C, Leonelli L, Valfrè L, Fusaro F, Iacobelli BD, Morini F, Mattioli G, 
Bagolan P 
Bambino Gesù Children's Hospital, Rome, Italy 

Introduction: Surgical treatment of Hirschsprung's disease (HD) evolved in the last decades 

with the introduction of new technologies, such as minimal access surgery. The aim of 

present study is to compare the results obtained from two different minimal access 

techniques, transanal endorectal pull-through (TEPT) and laparoscopic-assisted transanal 

pull-through (LA-TAPT). 

Method: Data of all patients admitted between January 2011 and December 2016 in two 

Italian referral Hospitals for Hirschsprung’s disease were retrospectively collected. Exclusion 

criteria were: patients with a failed previous pull-through, patients with total colonic 

aganglionosis (ileostomy), patients lost at follow-up or missing data. Patients who 

underwent TEPT and LA-TAPT were compared for gestational age, birth weight, age and 

weight at surgery, associated malformation, genetic syndrome, length of hospital stay, and 

early post-operative complications (within 30 days). Statistical analysis: Fisher’s test and 

Mann Whitney test; statistical significance set at p < 0.05.  

Results: Table shows the main results. 

Conclusion: Despite the limitation of the present retrospective study, TEPT had longer 

postoperative stay and higher prevalence of perianal dermatitis, maybe due to the lower age 

in this group. Despite the significantly lower age, lower body weight, and a significant higher 

rate of associated congenital heart disease in TEPT group, clinical outcomes were similar in 

the two groups. TEPT allows the same surgical advantages and outcomes as LA-TAPT, 

avoiding pneumo-peritoneum and the trans-peritoneal approach, with no need for 

laparoscopic instruments. 

 TEPT (61) LA-TAPT (46) p 
Group A (0-3 months) 35 (57%) 13 (28%) 

0.01 Group B (3-12 months) 11 (18%) 12 (26%) 
Group C (>12 months) 15 (25%) 21 (46%) 
Median birth weight (gr) 3355 3134 0.989 
Median weight at surgery (gr) 3740 7000 <0.0001 
Median age at surgery (days) 69 189 0.001 

Congenital heart disease 12 (20%) 1 (2%) 0.006 
Genetic syndromes 9 (12%) 13 (28%) 0.097 
Median length of hospital stay (days) 7 6 0.0007 
Median length of cumulative hospital stay (days) 17 7 <0.0001 

Re-do surgery 1 1 1 
Enterocolitis (pre- and post-op) 9 3 0.134 

Mild dermatitis  17 2 0.001 
Severe dermatitis (ulceration) 4 0 0.257 

Stenosis 4 1 0.388 
Other infections 1 0 1 
Table. Main results. (TEPT= transanal endorectal pull-through; LA-TAPT= laparoscopic-assisted transanal pull-through). 
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17:20-17:25 Risk of enterocolitis linked to the excluded bowel in patients with long-
segment Hirschsprung disease  
Tulelli B, Lambe C, Cretolle C, Talbotec C, Lacaille F, Pigneur B, Goulet O, 
Galmiche L,  Sarnacki S, Chardot C, Capito C 
Necker Enfants Malades Hospital, Paris, France 

Introduction: Management of intestinal failure secondary to long segment Hirschsprung 

disease (LSHD) is based on parenteral nutrition (PN) associated to proximal jejunostomy. 

Initial prophylactic subtotal enterectomy (SE) is not recommended since the excluded 

intestine allows growth of the abdominal cavity, which may be needed to host a graft in case 

of intestinal transplantation. In another hand, regarding the improvement in the medical 

management of intestinal failure over the last years, there is a paradigm shift regarding the 

indications of intestinal transplantation in such patients. Intestinal transplantation alone has 

become less frequent and most of the patients are listed when a hepatic failure is associated 

to the intestinal failure. Many factors may lead to intestinal failure associated liver disease 

(IFALD) and among them repeated sepsis episodes. In patients with LSHD, enterocolitis is 

one of these factors. The aim of this study was to evaluate the risk of enterocolitis linked to 

the excluded bowel in such patients. 

Method: The charts of all patients with LSHD requiring PN and enterostomies, managed 

from 1987 to 2017 in our institution, were reviewed. Subtotal enterectomy was performed, 

in our center, only after occurrence of complications due to the excluded bowel. Two 

patients underwent a subtotal enterectomy during neonatal management and before 

referral to our center. They were excluded from this study. 

Results: Twenty seven patients were included. Initial management resulted in totally 

diverting jejunostomy in 26 patients and a loop jejunostomy in one (median length from 

duodeno-jejunal flexure to stoma 30 cm [0-90 cm]. Sixteen patients (59.2%) presented at 

least one episode of enterocolitis (EC). Median age at first EC was 2.2 years [0.3- 7.1]. Fifteen 

underwent a subtotal enterectomy with 4 as an emergency procedure. Median age at SE was 

3.1 years [1.3- 7.4].  

Conclusion: Patients with LSHD carry a high risk of early complications linked to the excluded 

bowel. These data represent a first step to better evaluate the benefice / risk balance of 

preserving the excluded bowel for growth of the abdomen in view of eventual 

transplantation. Next step should be to further assess the impact on liver function in order 

to discuss more rationally the better timing of enterectomy in this population having already 

PN and its associated risk of liver disease. 
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17:25-17:30 Induced Mesenteric Ischemia and Intestinal Dilatation in Male Rats
 Pimenova ES, Morozov DA, Luzin AV, Saakjan MS, Zjuz'ko DY, Korolev GA 

 Sechenov University, Moscow, Russia 
 
Introduction: Ischemia can be caused by arterial obstruction, and might be present in 

aganglionic bowel, atresia, or stenosis. These theories do not fully investigated We studied 

intestinal changes in male rats with induced mesenteric ischemia 

Method: Etic committee of Sechenov University №06-17 (12.07.2017). Eleven outbred male 

rats, weighing 468-865g, underwent laparotomy and intestinal ischemia of the colonic 

segment by ligation of mesenteric branches. We performed second laparotomy and biopsies 

of the colon on 7, 9, 15, 16, 33, 42, 62 days.  

Results: Two animals died on 8 and 21 days after surgery and excluded of the analysis 

(colonic perforation and peritonitis in 1st case; toxic megacolon in 2nd case). Seven rats of 

the nine (77.8%) had the stool on next day after surgery, two (22.2%) – on 2nd day. One 

animal (11.1%) had hemocolitis signs on 3rd day after procedure and then spontaneously 

recovered. Six rats (66.7%) had softened stool, one (11.1%) had diarrhea. On second 

laparotomy segment of colon without mesenteric support was narrow in one rat (11.1%), 

dilated in two rats (22.2%). Six animals (66.7%) had dilatation of the right colon and three of 

them had small intestine dilatation. Four rats (44.4%) had distended stomach. Almost all 

animals (8, 88.9%) demonstrated soft colonic content. Biopsy colonic specimens were taken 

in all rats (the next stage of the research). 

Conclusion: We did not detect focuses of necrosis on colon after ligation of branches of the 

mesenteric artery in rats. Almost all rats after surgery had disturbance of bowel function. 

66.7% animals had distension of intestine and stomach after surgery. The next stage is 

histological examination of the colonic specimens. 
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 Early outcomes of robotic-assisted Soave procedure for Hirschsprung’s 
disease in children.     

  Quynh TA, Hien PD, Hau BD, Hai LT, Du LQ,  Tran NTN 
National Children’s Hospital, Hanoi, Vietnam 

 

Introduction: Robotic surgery offers three-dimensional visualization and precision of 

movement that could be of great value to gastrointestinal surgeons. There were many 

previous reports of robotic technology to perform a Swenson or Soave colonic resection and 

pull-through for Hirschsprung’s disease in infants. 

 The aim of study: to describe early outcomes of Robotic-assisted Soave procedure for 

Hirschsprung’s disease in children. 

Method: Robotic-assisted endorectal colon pull-through was performed using 3 robotic arms 

and a further 5-mm trocar. The ganglionic and aganglionic segments were initially identified 

by seromuscular biopsies obtained Robotically. The rest of the procedure was carried out 

according to Soave procedure. However, we left a short rectal seromuscular sleeve of 1.5 to 

2 cm above the dentate line 

Results: From December 2015 to December 2017, 30 patients were operated upon by the 

group surgeons. Ages ranged from 6 months to 10 years old (37.5 ± 32.1 months). The 

aganglionic segment was located in the rectum in 15 patients, in the sigmoid colon in 13 

children, and in the left colon in 2 patients. The mean of operating time was 117.9 ± 45.1 

minutes (range: 60-220 minutes). There were no perioperative deaths and no conversion to 

open surgery. There was minimal blood loss during the surgery. Oral intakes of clear fluid 

were started 12 hours after surgery and advanced to formula on the second day. Follow-up 

ranging from 6 to 30 months was obtained in 30 patients; 25 patients (83.3%) had 1 to 4 

defecations per day, and 3 patients (10%) had 5 to 6 defecations per day. Fecal incontinence 

occurred in 2 patients (6.7%), enterocolitis in 4 patients (13.3 %), and mild soiling in 2 

patients.  

Conclusion: Robotic-assisted Soave procedure for Hirschsprung’s disease in children is a safe 

and effective technique. 
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 Outcomes of laparoscopic-assisted Duhamel procedure for total colonic 
aganglionosis in children  
 Quynh TA, Hien PD, Hau BD 
National Children’s Hospital, Hanoi, Vietnam 

Introduction: We describe outcomes valuation of laparoscopic-assisted Duhamel procedure 

for total colonic aganglionosis in children 

Method: Laparoscopic-assisted Duhamel procedure for total colonic aganglionosis was 

performed conventionally. We retrospectively reviewed all total colonic aganglionosis 

patients treated by laparoscopy-assisted Duhamel procedure from August 2009 to June 

2017. Postoperatively, all patients were focussed annual fecal continence evaluation scores 

(CES). Stool frequency, stool consistency, fecal soiling/incontinence, growth, and severity of 

enterocolitis were each scored (0–2) to give a total CES (maximum: 10). 

Results: From August 2009 to June 2017, 65 patients suffering from total colonic 

aganglionosis were operated. Mean age and mean weight at laparoscopic-assisted Duhamel 

procedure were 13.5 months and 8.2 kg, respectively. Mean operative time was 135.5 

minutes. Mean length of the aganglionic ileum resected was 15.6 cm. The hospitalization 

mean was 6.4 days. There were no intraoperative complications, no anastomotic leaks or 

strictures, and no intestinal obstruction. No subject has been constipated postoperatively. 

Follow-up was for 9 years. The number of subjects who had CES assessments each year was: 

after 1 year (n = 65), after 2 years (n = 54), after 3 years (n = 41), after 4 years (n = 30), after 

5 years (n = 25), after 6 year (n = 19), after 7 years (n = 13), after 8 years (n = 6), after 4 years 

(n = 3). Average annual CES during follow-up were 4.5, 5.4, 6.3, 6.6, 7.6, 7.7, 7.9, 8.4 and 8.6., 

respectively.  

Conclusion: Laparoscopic-assisted Duhamel procedure for total colonic aganglionosis and 

strict management of postoperative bowel function may have contributed to improving CES 

over time. 
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 Evaluation of Early Outcome of one stage Duhamel Operation without total 
mechanical bowel prep in children with Hirschsprung’s disease  
Hosseinpour M, Etezazian S 
Isfahan University of Medical sciences, Isfahan, Iran 

Introduction: The aim of this study is to evaluate of the early outcome of one stage Duhamel 

Operation without total bowel preparation in children with Hirschsprung’s disease. 

Methods and Materials: In a Case series study in  children consecutively admitted for 

elective surgery of Hirschprung’s disease were selected. Exclusion criteria were: neonates, 

episodes of entercolitis , previous abdominal surgery for Hirschsprung’s disease and infants 

with leveling colostomy . Chemical Bowel prep and one or two sessions of rectal wash out by 

normal saline were performed in the day before the operation. Intra operatively, suspicious 

segment of transitional zone was resected by staplers without any fecal contamination 

.Intraoperative bowel prep of distal segment was done. Pull through was performed by 

Duhamel technique with one stapler. Post operatively, early complications were registered. 

Parents were recalled and defecation assessment questionnaire were filled. 

Results: 32 children were evaluated (23 boys, 9 girls).The mean age of patients was 13.28 ± 

1.32 months. There was no major postoperative complication in our patients. Defecation 

frequency was 1-2 /day in 11 cases, 3-5 /day in 6 cases and numerous in 3 cases. Feces 

consistency was solid in 17 cases and Semi-Solid in 3 cases. Defecation control was normal in 

all over three years old children.  

Conclusion: Our findings suggest that one stage Duhamel procedure without total bowel 

prep with one stapler is an acceptable approach for operation of Hirschsprung’s disease in 

children. 
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 Predicting Factors of Reducibility of Invagination with Barium Enema in 
Children  
Farshidmehr P, Nazem M, Hoseinpoor M 
Isfahan University of Medical sciences, Isfahan, Iran 

Background: Intussusception is the telescoping of one portion of the intestine in to another. 

The appropriate treatment can reduce the complication, mortality and morbities. The first 

line of non-surgical treatment is contrast enema. This study was done to identification the 

clinical and laboratory predictors of success of barium enema. 

Methods: This was a cross-sectional study that considered all the children with 

intussusceptions, who were referred in 2009 and 2010 to Alzahra hospital, Iran. All of the 

needed information including age, sex, fever, leukocytosis, free fluid in sonography, time of 

symptom appearance and positive bloody stool was recorded in a questionnaire. Then we 

committed Barium enema for all of them, and evaluate the relationship between the success 

of barium enema with gathered data by chi square and Student t-test. 

Findings: In this study we evaluated 45 children with intussusceptions. In 18 subjects the 

barium enema treatment was success. The results of this study showed a significant 

correlation between positive blood stool and free fluid in sonography with unsuccessful of 

barium enema treatment. 

Conclusion: According to our results in children with bloody stool or free fluid in sonography 

we recommend only one time barium enema. If the treatment is unsuccessful, it is better to 

advise patients for open surgery. 
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 Comparison of combination of sclerotherapy and Tiersch’s procedure with 
perineal mesh rectopexy for rectal prolapsed in children 

 Hosseinpour M, Memarzade M, Ahmadi B, Etezazian S 
 Isfahan University of Medical sciences, Isfahan, Iran 
 
Introduction: Perineal rectopexy is a method for surgical treatment of rectal prolapse in 

children, but its techniques are different in studies. We investigated the combination 

therapy of Tiersch's operation and sclerotherapy and compared its outcome with mesh 

rectopexy with talc. 

 

Method and Materials: A total of 80 children with rectal prolapse were selected and divided 

in two groups. In control group rectopexy was performed by perineal mesh rectopexy with 

talc. In case group, injection of 30% saline and, Tiersch operation were performed. The 

parameters used to compare the success of interventions were improvement of 

incontinence and constipation and a low rate of recurrence.  

Results: Our results showed that the rate of improvement in constipation and incontinency 

was not significant in groups. The recurrence rate was 1.6 % in both groups in one year of 

follow up. 15 patients (37.5%) in control group had severe anxiety and pain during the 

extraction of the mesh. The length of hospitalization was 6.2± 0.94 in the controls and 0.86± 

0.63 days in case group. 

Conclusion: Our study suggests the combination perineal therapy as an alternative approach 

for children who had limitation for talc rectopexy or payment of hospital charges. 
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