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Telescopic straight ileo-anal anastomosis in dogs

FIGuRE 2 - Preparation of terminal ileum. A. Resection of sero-muscular 
layer. B. Submucosa-mucosa 4cm long graft. Distal end (arrow). Proximal 
end (arrow head).
 

FIGuRE 3 - Telescopic ileo-anal anastomosis. A. The submucosa-
mucosa graft (star) is pulled-through the muscular rectal cuff (arrow). B. 4 
cardinal (arrow heads) interrupted sutures incorporating anoderm, internal 
sphincter, and the mucosa-submucosa of the pulled-through ileum.

The animals were then divided in 3 groups of ten animals. 
Each group corresponded to a specified period of postoperative 
observation (Group 1, 1 week; Group 2, 2 weeks; and Group 3, 
2 months). The post-operative observation consisted of: clinical 
evaluation and anatomo-pathological study of the anastomotic 
zone. 

The pelves of sacrificed dogs were dissected for gross 
observation and fixed en block in formalin for microscopic 
examination. Gross aspect of the anastomoses and diameter of anal 
orifice or ileo-anal anastomoses were evaluated minutes before 
procedure and/or sacrifice when the dogs were already positioned.

Transverse serial sections of 4 longitudinal strips (one of 
each cardinal point) of the pulled-through ileo-anal anstomosis and 
the rectal cuff were studied. They were stained with hematoxylin 
and eosin, and analyzed by a GI pathologist who was blind to 
which group the specimen was taken. The microscopy examined 
the degree of coaptation and ischemia.

We tried to analyse the gross aspect of dog´s defecation 
by cleaning their kennel 3-times a day, and classifying it as liquid 
or solid. The aspect of the majority of defecation episodes was 
considered for analysis. 

Statistical analysis

Comparison of groups were performed by Kruskal-
Wallis test. Functional and technical results were analyzed using 
Chi-square test to test for significant differences.

Results

Surgical morbidity and mortality

Six dogs died before one week (mortality rate: 16.6%) 
and were not considered for analysis. Wound infection rate was 
13.3% and 3/30 (10%) animals developed small (3, 5 and 6ml) 
pelvic abscess discovered during pelvic dissection after sacrifice 
(Table 1).  

TABLE 1 - Pelvic abscess.

*Chi-square test: NS: Non significant differences in pelvic abscess 
occurrence between groups

Cooptation

Gross aspects of cooptation were considered good 
in 7/10, 8/10 and 10/10 in groups I, II and III respectively. On 
microscopy, one-hundred percent of anastomosis, independently 
of the post-operative time, showed a continuous epithelial line and 
were considered good (Table 2).

TABLE 2 - Morphological aspects of anastomosis.

*NS: Non significant difference between groups

Groups Pelvic abscess % pelvic abscess

I 2/10 20%

II 1/10 10%

III 0/10 0%

Total 3/30 10%

I II III

Cooptation – 
Gross aspect
(not cooped)

3/10 2/10 0/10 NS*

Cooptation – 
Microscopic 

aspect
(not cooped)

0/10 0/10 0/10

signs of 
Ischemia
(present)

4/9 (44.4%) 2/8 (25%) 0/9 (0%) NS*





Acta Cirúrgica Brasileira - Vol. 26 (5) 5011 - 395

Telescopic straight ileo-anal anastomosis in dogs

may be done via abdominal or perineal approachs, the later been 
preferred because of less morbidity and better outcomes in most 
series13,14. Dehni et al.14 have proposed two different surgical 
approaches. The trans-anal approach is used preferentially for low-
lying fistulae and for anastomotic strictures as long as the reservoir 
is of satisfactory size and the stricture is not fixed and fibrotic. The 
abdominoperineal approach is used when the above- mentioned 
conditions are not met. However, whenever reconstruction of the 
anastomosis is chosen, the complication rate is higher than for the 
initial intervention.

Telescopic anastomosis are thought to be safe and 
provide good results in difficult surgical situations15. In our 
study, all anastomosis showed a continuous epithelial line, which 
confirmed that  a 4cm mucosa-submucosa graft may be adequately 
perfused by the submucosal vascular net, embebetion, and even 
mucosal regeneration, providing a safe option in this hazardous 
situations. The theoretical possibility that this technique improves 
the functional results of ileo-anal anastomosis deserves other 
studies before come to practice.

Conclusion

Telescopic straight ileo-anal anastomosis show excellent 
early results with complete mucosa to mucosa cooptation and low 
rate of pelvic abscess. 
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