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Present History

* 3-year-old child with proximal transverse colostomy
* Status post redo-pullthrough

* waiting for colostomy closure



PAST HISTORY

* Modified Duhamel procedure ( single stage ) on May 2019 ( 1 year of age )

* Exploratory laparotomy with transverse colostomy on June 2019

( site of perforation could not be found )

* Distal cologram on January 2020 was suggestive of stricture at the

coloanal anastomosis



PAST HISTORY

* Colonoscopy done under general anesthesia on January 2021 showed the
presence of stricture 1 cm above the dentate line . Balloon dilatation was
done

* Child was kept on serial rectal dilatations
* Colostomy closure was done on March 2021
* On postoperative day 2 child developed features of intestinal obstruction

* Re exploration was done on March 2021 after which a redo colostomy, lysis
of adhesions and rectal stricturoplasty was done .



Past History

* Child was lost to follow up for 2 years and then was taken up for diagnostic
colonoscopy followed by rectal biopsy in January 2022

* As rectal biopsy showed absence of ganglion cells child was planned for a
redo pull through
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Past History

* Child underwent redo-pullthrough on April 2022

* Frozen section was taken at multiple sites.

* Biopsy suggested -

* Transition zone in the rectosigmoid region

* Presence of ganglion cells in the descending and transverse colon

* Mobillization of colostomy , ascending colon and cecum was done with
resection of the sigmoid and descending colon was pulled through with
coloanal anastomosis done just proximal to the dentate line .
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Biopsy of the
resected specimen
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Points to remember -

* Early development of enterocolitis in postoperative patients of Hirschsprung’s
disease

* Stricture of coloanal anastomosis vs transitional zone pull through.



Does the audience suggest an alternative
way of management of this case ?




Present Examination

Fibrotic ring at the anastomotic site approximately 4 cm from the anal verge
Admits index finger easily and 15/16 dilator
Child is on daily dilatations and distal stoma washes

Awaiting colostomy closure .



Question .

* What is the next best step for this child ?
* Colostomy closure or permanent colostomy?

* When should the colostomy closure be done ?



