COVER
https://www.midwifery.iocspublisher.org/index.php/midwifery/issue/vie
w/33

Vol. 14 No.3 (2026) : Health Sciences and related fields

&

Scie.n'c:.e‘ Midwifery



https://www.midwifery.iocspublisher.org/index.php/midwifery/issue/view/33
https://www.midwifery.iocspublisher.org/index.php/midwifery/issue/view/33

DAFTAR ISl

Home | Archives / Vel 14 No. 3 (2026} Health Soences and related felds

R
Vol. 14 No. 3 (2026): Health Sciences and related fields ‘: : .Slnta

Published: 2026-07-22

& Revewer
® Focus & Scope
— Articles
@ Author Cuidelive
Combination of slow deep breathing with rose The effect of giving papaya frult on the sufficiency @ Online Submission
th and prog muscle of breast milk in post-post mothers
on blood pressure among hypertensive patients in Fonny Femnanco, Mea Pebrine, Dewl Fransiacs, | s 4, Pulcation Fthics
Manado City Rarah Hayu =
Faratilla Mftah Suranala, Rabmat Hdayat Djalll <. i Gl © Copyrht Nork:
Noifa Fitria Takahapis, Eunga Pakaya POF
¥ Policy of Scecening for P
2 POF
| Finceain
Fioum
of and fe Sigmoid colon perforation complicating neonatal
tablet supplementation on hemoglobin levels of rectovestibular fistula: A case report
pregnant women In the working area of the Partogi Napiupulu, Nodéa Agil, Revalta Wanab
Hajimena Health Center, Lampung Nathata Ningrum
Nur Wachiniah Mawadds, Hamy Cara Pumama. .. g ISSN

Nurul Amada, Gorinah Essningtyns Sakilah Adnan, 3 POF

pISSN: 20867688 | E.
Chynba Haryana

ISSN: 27218453

@ POF
|
TEMPLATE
w Journal
Nutrition care in pediatric patients with severe ying anemia factors  in Tempk
diabetic ketoacidosis, hyperglycemia and adolescent girls to improve productivity: A @
suspected type 1 diabetes systematic review =

Wty Dwl Suzant, Sukmawati Sukmawst, s.o o,

¥ N Putu Wahyu Laksmi Natha Dew, Luh Seri Ar, | o5
Sunani Rauf, Musyawarah Thahir Komarg Ayu Kartikasari

FOF

Factors assoclated with the intention of students at The effect of classical Instrumental music (Kenny
universites muhammadiyah surakerta to quit G-Style) on reducing anxiety in pregnant women
smoking during labor: A literature review

Nown Desfita Agusetiyani, Tanjung Antassd Indoh <. eq Rut Yohana Graang, Dilma'sary Aguatia, Newitn | ... .
Kusumaningrum Adelna Sipayung, Dinda Dian Meidils, Fias Fazelits
_ Gultom

POF

3 POF



EDITORIAL BOARD

https://www.midwifery.iocspublisher.org/index.php/midwifery/about/edi

torialTeam

Editorial Team

Editor in Chief

Dr. dr. D. K. Keliat, Spa, (Scopus Profil), Medan, Universitas Sumatera Utara, Inedonesia

Associate Editors

Dr. Leila Mohammadinia, Ph.D., MS, BS, (Scopus Profil) School of Management and Information
Sciences,Shiraz University of Medical Sciences, Shiraz, Iran

Dr. Malakeh Zuhdi Malak, Ph.D., (Scopus Profil) Associate Professor in Community Health Nursing, Al-
Zaytoonah University of Jordan, Amman

Dr. Satyanarayan Labani, (Scopus Profil) National Institute of Cancer Prevention & Research, Noida,
India

» Joko Gunawan, S.Kep.Ns MN, Ph.D., (Scopus Profil) Chulalongkrong University, Thailand,

Prof. Aytac GUDER, PhD., (Scopus Profil) Department Of Medical Services and Techniques, Vocational
High School of Health, Giresun University, Turkey

Prof. Eileen Savage, (Scopus Profil) School of Nursing and Midwifery, University College Cork, Ireland
Prof. Francesco Carelli, FD, MD, MSc., (Scopus Profil) Professor at University of Milan, Rome and Bari for
Undergraduate Students and Specializing Doctors and Masters, Italy

Prof. Magda Moawad Mohamad Mohsen, PhD., (Scopus Profil) Professor of Community Health Nursing,
Faculty of Nursing, Menoufia University, Egypt

Prof. Urmila Bhardwaj, (Scopus Profil) Principal, Rufaida College of Nursing, Jamia Hamdard, New Delhi
Prof. Yau Sui Yu, PhD., (Scopus Profil) Associate Professor, School of Nursing and Health Studies, Open
University of Hong Kong, Hong Kong

Prof. Denise Fassett, BHS.RN.MN.PhD, (Scopus Profil) Faculty Of Health, Departement Nursing and
Midfiwifery, University of Tasmania, Australia

Prof. John Christian Fox, MD, RDMS, FAIUM, (Scopus Profil) School Of Medicine, University Of California,
Irvine, US

dr.Leo Simanjuntak, SpOG, (Scopus Profil), Medan, Universitas Sumatera Utara, Inedonesia

Prof Dr H Aslim Sihotang,SPM-KVR, (Scopus Profil), Medan, Universitas Sumatera Utara, Inedonesia
Naety, SST., M.Keb, (Google Scholar Profil) Medan, Universitas Darma Agung, Indonesia

Efi Satriana Silalahi, SST, MKM, (Google Scholar Profil), STIKE Mitra Sejati, Medan, Indonesia
Ns. Sumandar, S.Kep, M.Kes, (Google Scholar Profil) STIKes Al-Insyirah Pekanbaru, Riau, Indonesia

Riny Apriani S.Kep., Ns., M.Kep., (Google Scholar Profil) STIKES Binalita Sudama Medan, Sumatera

Utara, Indonesia


https://www.midwifery.iocspublisher.org/index.php/midwifery/about/editorialTeam
https://www.midwifery.iocspublisher.org/index.php/midwifery/about/editorialTeam

ARTIKEL TERAKREDITASI SINTA 3
https://sinta.kemdiktisaintek.go.id/journals/profile/6857

M0 AT AN AT

SERTIFIKAT

Direktorat Jendral Pendidikan Tinggi. Riset dan Teknologi
Kementerian Pendidikan, Kebudayaan, Riset dan Teknologi Republik Indonesia

Kutipan dari Keputusan Direktorat Jendral Pendidikan Tinggi, Riset, dan Teknologi
Ke terian Pendidikan, Kebudayaan, Riset dan Teknologi Republik Indonesia

Nomor: 152/E/KPT/2023

Peringkat Akreditasi Jurnal Ilmiah Periode Il Tahun 2023
Nama Jurnal lmiah:

Science Midwifery

E-ISSN: 27219453
Institute Of Computer Science
Ditetapkan Sebagai Jurnal [lmiah;:

Akreditasi Berlaku selama 5 (lima) Tahun, yaitu:

Volume 11 Nomor 1 Tahun 2023 sampai Volume 15 Nomor 6 Tahun 2027
Jakarta, 25 September 2023

Pit. Direktur Jendral Pendidikan Tinggi, Riset, dan Teknologi
B
[t

Prof. Ir. Nizam, M.Sc.. DIC, Ph.D., IPU, ASEAN Eng
NIP. 196107061987101001


https://sinta.kemdiktisaintek.go.id/journals/profile/6857

BUKTI KOMUNIKASI DAN SUBMISSION

& Db Baru

socspublishor.cra/index php/mid

Round ¥

Round 1 Status

All reviewers have responded and a decision is needed

Review Discussions Add discussion
dame From Last Reply Replies Closed

Accepted subs SonN with minor revision midwifery partogi )
2026-08-04 04:28 2026-08-04 03:34
AM PM

¥ Manuscops after revision 3 d partogi
2026-08-04 06:38
AM

* Manuscript after e slon as s partogi
2026-08-04 03:4
PM

Submission Review Copyediting Production

Round 1

Round 1 Status

All reviewers have responded and a decision is needed

Review Discussions Add discussion

Accepted submission with minor rev midwifery partogi 1
2026-08-04 04:28 2026-08-04 03:34
AM PM

» Manuscript after revision as suc partogi - 0

2026-08-04 06:38
AM




Round 1

Round 1 Status

All reviewers have responded and a decision is needed.

Review Discussions

From

Accepted submission with minor revision midwnfery
2026-08-04 04:28
AM

*  Manuscript after revision as sugested partogi
2026-08-04 06:38
AM

*  Manuscript after revision 25 sugested partogi
2026-08-04 03:43
PM

Add discussion
Last Reply Replies Closed

partogi
2026-08-04 03:34
PM




@ mbox. -

Yy Starred

® Snoozed

[} Drafts "
~D  Categories

B Purchases

v More

Labels +

P

o

J;{q ,‘Cl :} J}\,No (e%

Q  search mail 52

€« B 0@ &8 @0 @ m D

[midwifery] Editor Decision

‘ Juliana Batubara <midwferycfficizizamal.com-
lome -

Partogi Napitupulu:

The editing of your submission, "275 Sigmoid Colon Perforation C:

@actve~r (@ @& P

20f183 <

a B

e01PM(Thorace) o @ €

production,

Fistula: A Case Report." is complete. We are now sending it to

Science Midwifery

(o) (2wt (@) (B )







ARTIKEL

https://midwifery.iocspublisher.org/index.php/midwifery/article/vie

w/2253

Home / Archives / Vol. 14 No. 3 (2026): Health Sciences and related fields / Arlicles

Sigmoid colon perforation complicating neonatal rectovestibular

fistula: A case report

Partogi Napitupulu

Universitas Trisakti, Indonesia

Nadifa Agil

Universitas Trisakti, Indonesia

Revalita Wahab

Universitas Trisakti, Indonesia

Nathalia Ningrum

Universitas Trisakti, Indonesia

DOL hitps://doi.org/10.35335/midwifery.v14i3.2426

Keywords:  Anorectal Malformation |, Bowel Obstruction,
Pneumoperitonuem, Rectovestibular ~ Fistula, Sigmoid Colon
Perforation
Abstract

Anorectal malformation (ARM) with rectovestibular fistula may allow
small amounts of meconium to pass despite ongoing distal bowel
obstruction. We report a three-day-old term female neonate with an
imperforate anus, progressive abdominal distension, bilious vomiting,
and minimal meconium passage through a rectovestibular fistula.
Abdominal radiography showed marked bowel dilatation and
pneumoperitoneum. Emergency laparotomy revealed sigmoid colon
perforation with diffuse fecal peritonitis. The perforation was repaired,
followed by a double-barrel sigmoid colostomy. The infant recovered
well and was discharged on postoperative day eight. At three-month
follow-up, the wound was completely healed and the colostomy
remained healthy and functional. This case illustrates a rare but
serious complication of rectovestibular fistula, in which limited
meconium passage may coexist with significant bowel obstruction and
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Abstract

Anorectal malformation (ARM) with rectovestibular fistula may allow small amounts of
meconium to pass despite ongoing distal bowel obstruction. We report a three-day-old term
female neonate with an imperforate anus, progressive abdominal distension, bilious vomiting,
and minimal meconium passage through a rectovestibular fistula. Abdominal radiography
showed marked bowel dilatation and pneumoperitoneum. Emergency laparotomy revealed
sigmoid colon perforation with diffuse fecal peritonitis. The perforation was repaired, followed
by a double-barrel sigmoid colostomy. The infant recovered well and was discharged on
postoperative day eight. At three-month follow-up, the wound was completely healed and the
colostomy remained healthy and functional. This case illustrates a rare but serious complication
of rectovestibular fistula, in which limited meconium passage may coexist with significant
bowel obstruction and subsequent perforation.

Keywords: anorectal malformation; bowel obstruction; pneumoperitoneum; rectovestibular
fistula; sigmoid colon perforation

Introduction

Anorectal malformations (ARMs) encompass a heterogeneous group of congenital
abnormalities involving the distal rectum and anus, with variable fistulous communications to
the urinary or genital tract and frequent associations with other congenital anomalies
(Amerstorfer et al., 2022; Hageman et al., 2024). Because the anatomical presentation of ARM
varies considerably, accurate identification of the malformation during the neonatal period is
important for determining appropriate diagnostic evaluation and subsequent surgical
management (Amerstorfer et al., 2022). Careful inspection of the anus and perineum should
therefore be an integral component of routine neonatal examination, particularly for identifying
abnormalities in anal position, caliber, or fistulous openings (Amerstorfer et al., 2022).
Although uncommon, ARM occurs worldwide and shows geographical variation in reported
birth prevalence (Kancherla et al., 2023). A large multicountry surveillance study involving
9,438 cases among nearly 29 million births estimated a pooled ARM prevalence of 3.26 per
10,000 total births (Kancherla et al., 2023). Population-based data from Southeast Asia remain
comparatively limited; however, a nationwide analysis using Thailand's National Health
Security Office database reported an ARM prevalence of 2.57 per 10,000 births between 2017
and 2020 (Sirichamratsakul et al., 2023).

Among female patients with ARM, rectovestibular fistula represents an important anatomical
phenotype in which the rectum opens into the vestibule anterior to the expected anal position
(Hageman et al., 2024). Data from the European ARM-Net registry, which included 2,619
patients from 34 centers, showed that vestibular fistula accounted for 31.8% of ARM
phenotypes among female patients (Hageman et al., 2024). Although a rectovestibular fistula
permits passage of meconium and may provide some degree of distal bowel decompression,
visible meconium through an abnormal perineal opening should not be interpreted as evidence
of normal anorectal anatomy or necessarily adequate intestinal emptying (Long et al., 2024).
This distinction is clinically relevant because delayed recognition of ARM continues to occur
despite routine neonatal assessment (Kruger et al., 2019; Long et al., 2024). In a prospective
population-based cohort of 174 infants with ARM in the United Kingdom and Ireland, 39
infants (22%) were diagnosed late, while female sex, a visible perineal opening, and visible
meconium on the perineum were associated with an increased likelihood of late diagnosis
(Long et al., 2024). These findings emphasize the importance of careful anatomical assessment
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and continued clinical observation when meconium is passed through an abnormal perineal
opening (Amerstorfer et al., 2022; Long et al., 2024).

Gastrointestinal perforation is an uncommon but potentially life-threatening complication of
ARM, particularly when diagnosis or effective intestinal decompression is delayed (Kruger et
al., 2019; Singh et al., 2023). Delayed recognition of ARM may be accompanied by progressive
bowel distension and obstructive manifestations, with intestinal perforation documented
among affected neonates (Kruger et al., 2019). Although colonic perforation is rarely
encountered in ARM, neonatal cases have been documented, indicating that this complication
should be considered when abdominal deterioration occurs in an affected infant (King et al.,
2016; Singh et al., 2023).). More specifically, neonatal sigmoid colon perforation has been
reported in association with low ARM, indicating that severe proximal colonic complications
may occur even in anatomically lower forms of the malformation (Parelkar et al., 2016; Singh
et al., 2023). The pathophysiology of perforation is likely multifactorial, with inadequate distal
decompression, progressive bowel distension, and increased intraluminal pressure proposed as
contributing mechanisms (Parelkar et al., 2016; Singh et al., 2023). Therefore, the mechanism
responsible for perforation in an individual neonate should be interpreted by correlating the
clinical course with radiological and intraoperative findings rather than being attributed to
distal obstruction alone (Parelkar et al., 2016; Singh et al., 2023).

Early recognition of an evolving intra-abdominal complication requires integration of serial
clinical assessment and appropriate imaging rather than reliance solely on the apparent patency
of a distal fistula (Riccabona et al., 2017; Long et al., 2024). Progressive abdominal distension,
vomiting or feeding intolerance, and clinical deterioration in a neonate with ARM warrant
reassessment for possible intestinal obstruction or perforation (Kruger et al., 2019; Singh et al.,
2023). Radiological evaluation complements physical examination by helping define anorectal
anatomy, identify associated abnormalities, and provide information relevant to subsequent
surgical decision-making (Riccabona et al., 2017). Despite previous reports of sigmoid
perforation associated with low ARM, published evidence specifically describing sigmoid
colon perforation complicating neonatal rectovestibular fistula remains limited (Parelkar et al.,
2016; Singh et al., 2023). This represents a clinically relevant knowledge gap because distal
meconium passage through a rectovestibular fistula may coexist with significant proximal
bowel pathology and therefore should not be considered sufficient evidence of effective colonic
decompression (Long et al., 2024; Singh et al., 2023). The present case describes sigmoid colon
perforation complicating neonatal rectovestibular fistula, with particular emphasis on the
temporal relationship among clinical deterioration, radiological findings, and intraoperative
anatomy. The clinical value of this report lies in highlighting that continued meconium passage
through a rectovestibular fistula does not necessarily exclude a serious proximal intestinal
complication and that integrated clinical, radiological, and surgical assessment may facilitate
timely recognition and appropriate management of this rare presentation (Long et al., 2024;
Singh et al., 2023).

RESEARCH METHOD

This study was designed as a retrospective descriptive case report based on a review of the
medical records, Clinical information was retrospectively collected from the patient's medical
records, including perinatal history, clinical presentation, physical examination findings,
laboratory investigations, radiological findings, operative findings, postoperative management,
and clinical outcomes. The clinical course was reconstructed chronologically from the initial
presentation through diagnostic evaluation, surgical intervention, and postoperative follow-up,
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with particular attention to the relationship between clinical deterioration, radiological
evidence of gastrointestinal perforation, and intraoperative findings. (Chu et al., 2021)

RESULTS AND DISCUSSIONS

A 3-day-old female neonate, born at term and weighing 3,000 g, was referred to our emergency
department because of an absent anal opening that had been recognized since birth. She
developed progressive abdominal distension accompanied by recurrent bilious vomiting. Her
parents initially reported that she had not passed meconium after delivery. However, further
questioning revealed intermittent passage of small amounts of meconium through a tiny
opening in the vestibule, located just below the vaginal introitus.

The infant was delivered vaginally at term following an uncomplicated pregnancy. The delivery
was uneventful, with no reported birth trauma. The mother had no significant illness during
pregnancy, and there was no known family history of congenital anomalies, anorectal
malformations, or hereditary gastrointestinal disorders.

At presentation, the infant was hemodynamically stable. Her abdomen was markedly distended
but remained soft, with no overlying erythema or edema. Careful examination of the perineum
confirmed the absence of a normal anal opening. A small opening was identified within the
vestibule, from which only a minimal amount of meconium could be expressed. The location
of this opening and the passage of meconium through it were consistent with an anorectal
malformation with a rectovestibular fistula.

Laboratory evaluation showed marked leukocytosis (25.98 X 103/uL) with neutrophil
predominance and an elevated C-reactive protein level of 6.4 mg/L, suggesting an ongoing
inflammatory response. Prothrombin time was mildly prolonged, whereas serum electrolyte
levels were within normal limits.

Plain abdomen foto showed marked gaseous dilatation of multiple bowel loops, consistent with
distal intestinal obstruction. Free intraperitoneal air was also evident, indicating
pneumoperitoneum and raising strong suspicion of gastrointestinal perforation (Figure 1). No
significant abnormality was observed on the chest radiograph.

In view of the intestinal obstruction and pneumoperitoneum, the infant was initially stabilized
with gastric decompression and supportive therapy. Emergency exploratory laparotomy was
subsequently performed.

A transverse supraumbilical incision was made, and extensive fecal contamination was
encountered upon entering the peritoneal cavity. Exploration revealed a perforation of the
sigmoid colon with diffuse fecal peritonitis. The perforation was primarily repaired with a two-
layer closure. A double-barrel sigmoid colostomy was then created to divert the fecal stream
and protect the repaired bowel segment.

After surgery, the infant was transferred to the neonatal intensive care unit for close observation
and postoperative care. She was managed with bowel rest, nasogastric decompression, broad-
spectrum intravenous antibiotics, intravenous fluids, nutritional support, and regular
assessment of colostomy function.

Her postoperative recovery was uneventful. Abdominal distension gradually subsided, and
subsequent abdominal radiography demonstrated resolution of the bowel dilatation with no
residual or recurrent pneumoperitoneum (Figure 2). Enteral feeding was gradually introduced
on postoperative day 4 after bowel function had recovered and was well tolerated.
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The infant continued to improve and was discharged on postoperative day 8 in good general
condition. At the time of discharge, her abdomen was soft and non-distended, the surgical
wound was healing without evidence of infection, and the double-barrel sigmoid colostomy
was viable and functioning well (Figure 3).

At the 3-month follow-up, the patient remained clinically well. The laparotomy incision had
completely healed, and the abdomen remained non-distended. The colostomy was viable and
functioning normally, with healthy-appearing mucosa and no clinically apparent stoma-related
complications (Figure 4).

Figure 1. plain abdominal radiograph obtained at presentation showing marked gaseous
dilatation of multiple bowel loops, consistent with distal intestinal obstruction. Free
intraperitoneal air (pneumoperitoneum) is also present, raising suspicion of gastrointestinal
perforation.

observed bowel dilatation and pneumoperitoneum. An intra-abdominal drainage catheter is

a Figure 2. Postoperative supine abdominal radiograph showing resolution of the previously
visible, with its tip projecting over the left mid-abdomen.
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Figure 3. Clinical appearance on postoperative day 8. Abdominal distension had resolved, and
the transverse laparotomy incision was healing well without clinical signs of surgical-site
infection. The double-barrel sigmoid colostomy was viable and functioning appropriately.

Figure 4. Clinical appearance at the 3-month follow-up showing complete healing of the
laparotomy incision and a non-distended abdomen. The double-barrel sigmoid colostomy
remained viable, with healthy-appearing mucosa and no clinically apparent stoma-related
complications.

RESULTS AND DISCUSSIONS

he findings of the present case support evidence that visible meconium passage through a
perineal fistula does not necessarily exclude clinically significant anorectal obstruction. In this
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neonate, only small amounts of meconium intermittently passed through the rectovestibular
fistula despite progressive abdominal distension, bilious vomiting, and marked bowel
dilatation, indicating inadequate distal decompression. Visible meconium on the perineum has
been associated with delayed diagnosis, and obstructive manifestations are reported more
frequently among patients whose ARM is recognized late (Davidson et al., 2024; Long et al.,
2024). Rectovestibular fistula is also a common ARM phenotype in female patients and may
present with an abnormal opening in the vestibule through which stool or meconium passes
(Hageman et al., 2024). In contrast to the complicated presentation in our patient, selected
patients with uncomplicated rectovestibular fistula can undergo definitive repair without
preliminary fecal diversion with satisfactory outcomes (Amanollahi & Ketabchian, 2016; Aziz
et al.,, 2017). These contrasting findings suggest that the clinical significance of a
rectovestibular fistula depends not only on its anatomical presence but also on its functional
adequacy for fecal drainage, the severity of obstruction, the patient's clinical condition, and
timing of diagnosis (Xiao et al., 2026). Therefore, the distinctive feature of the present case
was the coexistence of limited meconium passage through a rectovestibular fistula with
progressive evidence of functionally significant distal obstruction.

The clinical course suggests a plausible pathophysiological progression from inadequate distal
drainage to progressive bowel distension and subsequent perforation. A small or functionally
inadequate fistulous opening may allow some meconium to pass while remaining insufficient
for effective decompression, and persistent abdominal distension or defecation difficulty
despite conservative management may necessitate fecal diversion in selected patients (Xiao et
al., 2026). In our patient, marked gaseous dilatation of multiple bowel loops on admission
radiography provided objective evidence of substantial distal intestinal obstruction. Persistent
obstruction may increase intraluminal pressure and bowel-wall stress, providing a plausible
mechanism by which an obstructed colon becomes susceptible to perforation; nevertheless, this
mechanism cannot be directly proven from the present case. Pneumoperitoneum on admission
indicated gastrointestinal perforation, which was subsequently confirmed at laparotomy as
sigmoid colon perforation with diffuse fecal peritonitis. Although colonic perforation is rare in
ARM, sigmoid perforation has been reported in neonates with low ARM and represents a
potentially life-threatening complication requiring prompt surgical treatment (Singh et al.,
2023). Delayed ARM diagnosis has also been associated with serious complications, including
intestinal perforation, reinforcing the importance of early recognition of distal obstruction
(Kruger et al., 2019). Accordingly, the sigmoid perforation in our patient should be interpreted
as a severe complication occurring in the setting of unresolved distal obstruction rather than as
a proven direct consequence of the rectovestibular fistula itself.

Delayed recognition provides an important clinical context for understanding the progression
observed in this case. A substantial proportion of neonates with ARM may still experience
delayed diagnosis, particularly when an abnormal perineal opening or visible meconium
creates the impression that distal bowel drainage is adequate (Davidson et al., 2024; Long et
al., 2024). Delayed presentation has also been reported in settings where early neonatal
recognition and access to specialized pediatric surgical care are limited (Bhavsar et al., 2021).
Importantly, the available evidence demonstrates an association rather than a direct causal
relationship between delayed recognition and perforation; therefore, diagnostic delay should
be regarded as a potential contributor that prolongs unresolved obstruction in susceptible
neonates rather than as an independent cause of intestinal perforation (Kruger et al., 2019;
Davidson et al., 2024). In the present case, intermittent passage of a small amount of meconium

(l’—_l turnitin Page 9 of 14 - Integrity Submission Submission ID  trn:oid:::3618:146687734



(ll—_l turnitin Page 10 of 14 - Integrity Submission Submission ID _ trn:oid:::3618:146687734

may have contributed to initial false reassurance despite the absence of a normal anal opening.
This observation emphasizes that the presence of meconium on the perineum should not be
interpreted as evidence of normal anorectal anatomy or adequate intestinal decompression
(Davidson et al., 2024; Long et al., 2024).

The surgical strategy in this patient was determined primarily by the acute complication rather
than by the rectovestibular fistula alone. In uncomplicated rectovestibular fistula, both primary
and staged reconstruction have been described, and treatment should be individualized
according to anatomy, clinical condition, associated abnormalities, and surgical expertise
(Amanollahi & Ketabchian, 2016). In our patient, sigmoid perforation with diffuse fecal
peritonitis shifted the immediate therapeutic priority from definitive anorectal reconstruction
to source control, repair of the perforation, and fecal diversion. Primary two-layer closure of
the sigmoid perforation followed by a double-barrel sigmoid colostomy provided diversion of
the fecal stream while allowing definitive anorectal reconstruction to be deferred until clinical
recovery. Staged repair with colostomy remains an accepted strategy for selected patients with
rectovestibular fistula, particularly when clinical circumstances make immediate definitive
reconstruction inappropriate ( Xiao et al., 2026). Large registry data further demonstrate that
temporary stomas remain part of ARM management, although stoma-related complications
require appropriate surveillance (Hageman et al., 2024). The resolution of abdominal
distension and pneumoperitoneum, successful initiation of enteral feeding, discharge on
postoperative day eight, and a viable functioning colostomy at three months demonstrated a
favorable short-term outcome. Nevertheless, longer follow-up remains essential because
constipation, soiling, fecal accidents, and the need for bowel management may persist after
reconstruction of rectovestibular fistula (van der Steeg et al., 2022; Hakalmaz & Tekant, 2023).

The major clinical and educational implication of this case is that meconium passage should
never substitute for direct assessment of anorectal anatomy in a newborn. In female neonates,
careful inspection is essential because rectovestibular fistula and other ARM phenotypes may
present with abnormal perineal openings through which meconium is visible (Hageman et al.,
2024). Visible meconium may paradoxically contribute to delayed diagnosis when it is
incorrectly assumed to originate from a normally positioned anus (Davidson et al., 2024; Long
et al.,, 2024). Therefore, physicians, midwives, nurses, and other healthcare professionals
responsible for newborn assessment should systematically inspect the perineum, confirm the
presence and normal position of the anus, examine the urethral and genital openings, and
identify any additional perineal opening. When meconium is observed, its exact anatomical
source should be verified rather than assumed. An absent anal opening, meconium emerging
through an abnormal opening, progressive abdominal distension, bilious vomiting, or
inadequate stool evacuation should raise suspicion of ARM with intestinal obstruction and
prompt early pediatric surgical referral. The importance of careful postnatal examination is
further reinforced by the continuing difficulty of reliably detecting ARM prenatally (Huijgen
et al., 2024). Improving neonatal examination and training of healthcare professionals
performing newborn assessment may therefore facilitate earlier recognition and reduce
preventable diagnostic delay (Kruger et al., 2019; Long et al., 2024).

This case is strengthened by the concordance between clinical presentation, direct perineal
findings, laboratory evidence of inflammation, radiographic demonstration of bowel
obstruction and pneumoperitoneum, and operative confirmation of sigmoid perforation with
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diffuse fecal peritonitis. Nevertheless, as a single case report, it cannot establish the incidence
of perforation or prove a causal relationship between delayed recognition, inadequate fistulous
drainage, and sigmoid perforation. The proposed pathophysiological mechanism remains
inferential because fistula caliber, intraluminal pressure, local bowel perfusion, and
histopathological changes at the perforation site were not objectively assessed. Furthermore,
the three-month follow-up is insufficient to determine outcomes after definitive anorectal
reconstruction, particularly constipation, continence, urinary function, and long-term quality
of life, which remain important components of ARM follow-up (van der Steeg et al., 2022;
Hakalmaz & Tekant, 2023). Despite these limitations, the present case demonstrates an
important clinical principle: limited passage of meconium does not confirm normal anorectal
anatomy and should not be considered sufficient evidence of adequate distal bowel
decompression. Systematic perineal examination, confirmation of the actual route of
meconium passage, recognition of obstructive warning signs, and timely referral may reduce
diagnostic delay and provide an opportunity for intervention before severe complications
develop (Kruger et al., 2019; Davidson et al., 2024). Therefore, systematic perineal
examination of every newborn should remain an essential component of routine neonatal
assessment, particularly at primary and maternity care facilities where the first opportunity to
identify ARM commonly occurs.

CONCLUSION

This case emphasizes the importance of systematic perineal examination in every newborn for
the early recognition of anorectal malformations. Healthcare professionals should verify
normal anorectal anatomy and the actual route of meconium passage rather than relying solely
on a history of stool passage. This report reinforces the need to educate healthcare practitioners,
particularly those in primary and maternity care facilities, to perform careful perineal
examination as part of routine newborn assessment, enabling timely diagnosis and referral and
potentially preventing progression to severe complications.
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ARTICLEINFO ABSTRACT

Article history: Anorectal malformation (ARM) with rectovestibular fistula may
allow small amounts of meconium to pass despite ongoing distal
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Accepted Aug 7, 2026 with an imperforate anus, progressive abdominal distension, bilious

vomiting, and minimal meconium passage through a rectovestibular
fistula. Abdominal radiography showed marked bowel dilatation
Keywords: and pneumoperitoneum. Emergency laparotomy revealed sigmoid
colon perforation with diffuse fecal peritonitis. The perforation was
repaired, followed by a double-barrel sigmoid colostomy. The infant
recovered well and was discharged on postoperative day eight. At
three-month follow-up, the wound was completely healed and the
colostomy remained healthy and functional. This case illustrates a
rare but serious complication of rectovestibular fistula, in which
limited meconium passage may coexist with significant bowel
obstruction and subsequent perforation. These findings emphasize
that thorough perineal inspection, high vigilance for obstruction
despite minor meconium passage, and timely surgical intervention
are essential to prevent bowel perforation in neonates with anorectal
malformations.
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INTRODUCTION

Anorectal malformations (ARMs) encompass a heterogeneous group of congenital abnormalities
involving the distal rectum and anus, with variable fistulous communications to the urinary or
genital tract and frequent associations with other congenital anomalies (Amerstorfer et al., 2022;
Hageman et al., 2024) Because the anatomical presentation of ARM varies considerably, accurate
identification of the malformation during the neonatal period is important for determining
appropriate diagnostic evaluation and subsequent surgical management (Amerstorfer et al., 2022).
Careful inspection of the anus and perineum should therefore be an integral component of routine
neonatal examination, particularly for identifying abnormalities in anal position, caliber, or
fistulous openings (Amerstorfer et al., 2022). Although uncommon, ARM occurs worldwide and

Journal homepage: www.midwifery.iocspublisher.org


https://creativecommons.org/licenses/by-nc/4.0/

664 o ISSN 2086-7689 (Print) | 2721-9453 (Online)

shows geographical variation in reported birth prevalence (Kancherla et al., 2023). A large
multicountry surveillance study involving 9,438 cases among nearly 29 million births estimated a
pooled ARM prevalence of 3.26 per 10,000 total births (Kancherla et al., 2023). Population-based
data from Southeast Asia remain comparatively limited; however, a nationwide analysis using
Thailand's National Health Security Office database reported an ARM prevalence of 2.57 per 10,000
births between 2017 and 2020 (Sirichamratsakul et al., 2023).

Among female patients with ARM, rectovestibular fistula represents an important
anatomical phenotype in which the rectum opens into the vestibule anterior to the expected anal
position (Hageman et al., 2024). Data from the European ARM-Net registry, which included 2,619
patients from 34 centers, showed that vestibular fistula accounted for 31.8% of ARM phenotypes
among female patients (Hageman et al., 2024). Although a rectovestibular fistula permits passage
of meconium and may provide some degree of distal bowel decompression, visible meconium
through an abnormal perineal opening should not be interpreted as evidence of normal anorectal
anatomy or necessarily adequate intestinal emptying (Long et al., 2024). This distinction is
clinically relevant because delayed recognition of ARM continues to occur despite routine neonatal
assessment (Kruger et al., 2019; Long et al., 2024) In a prospective population-based cohort of 174
infants with ARM in the United Kingdom and Ireland, 39 infants (22%) were diagnosed late, while
female sex, a visible perineal opening, and visible meconium on the perineum were associated with
an increased likelihood of late diagnosis (Long et al., 2024). These findings emphasize the
importance of careful anatomical assessment and continued clinical observation when meconium is
passed through an abnormal perineal opening (Amerstorfer et al., 2022; Long et al., 2024).

Recognizing signs of bowel obstruction in a neonate with a rectovestibular fistula carries
substantial clinical urgency, because diagnostic delay is consistently linked to a higher risk of
intestinal perforation, sepsis, and mortality, particularly when a patent fistula creates a false
impression of adequate decompression (Oyania et al., 2024; Piperidis et al., 2025). International
reviews emphasize that ARM is a clinical diagnosis that should be actively excluded within the
first 24-72 hours of life through a structured perineal examination performed by trained birth
attendants, including midwives, rather than inferred from spontaneous meconium passage alone
(Murthi et al., 2023; Oyania et al., 2024). Every hour of unrecognized obstruction allows further
bowel distension and wall stress to accumulate, so the interval between birth and a confirmatory
perineal examination represents a critical window for preventing progression to perforation and
peritonitis (Piperidis et al., 2025). However, substantial knowledge gaps persist regarding the
clinical trajectory, warning signs, and monitoring protocols for sigmoid colon perforation in
neonates with rectovestibular fistulas, particularly in detecting early intestinal wall stress before
perforation occurs.

Gastrointestinal perforation is an uncommon but potentially life-threatening complication
of ARM, particularly when diagnosis or effective intestinal decompression is delayed (Kruger et
al., 2019; Singh et al., 2023). Delayed recognition of ARM may be accompanied by progressive
bowel distension and obstructive manifestations, with intestinal perforation documented among
affected neonates (Kruger et al., 2019). Although colonic perforation is rarely encountered in ARM,
neonatal cases have been documented, indicating that this complication should be considered
when abdominal deterioration occurs in an affected infant (King et al., 2016; Singh et al., 2023).
More specifically, neonatal sigmoid colon perforation has been reported in association with low
ARM, indicating that severe proximal colonic complications may occur even in anatomically lower
forms of the malformation (Parelkar et al., 2016; Singh et al., 2023). The pathophysiology of
perforation is likely multifactorial, with inadequate distal decompression, progressive bowel
distension, and increased intraluminal pressure proposed as contributing mechanisms (Parelkar et
al.,, 2016; Singh et al., 2023). Therefore, the mechanism responsible for perforation in an individual
neonate should be interpreted by correlating the clinical course with radiological and
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intraoperative findings rather than being attributed to distal obstruction alone (Parelkar et al., 2016;
Singh et al., 2023).

Early recognition of an evolving intra-abdominal complication requires integration of
serial clinical assessment and appropriate imaging rather than reliance solely on the apparent
patency of a distal fistula (Riccabona et al., 2017; Long et al.,, 2024). Progressive abdominal
distension, vomiting or feeding intolerance, and clinical deterioration in a neonate with ARM
warrant reassessment for possible intestinal obstruction or perforation (Kruger et al., 2019; Singh et
al., 2023). Radiological evaluation complements physical examination by helping define anorectal
anatomy, identify associated abnormalities, and provide information relevant to subsequent
surgical decision-making (Riccabona et al., 2017). Despite previous reports of sigmoid perforation
associated with low ARM, published evidence specifically describing sigmoid colon perforation
complicating neonatal rectovestibular fistula remains limited (Parelkar et al., 2016; Singh et al,,
2023). This represents a clinically relevant knowledge gap because distal meconium passage
through a rectovestibular fistula may coexist with significant proximal bowel pathology and
therefore should not be considered sufficient evidence of effective colonic decompression (Long et
al., 2024; Singh et al., 2023). The present case describes sigmoid colon perforation complicating
neonatal rectovestibular fistula, with particular emphasis on the temporal relationship among
clinical deterioration, radiological findings, and intraoperative anatomy. The clinical value of this
report lies in highlighting that continued meconium passage through a rectovestibular fistula does
not necessarily exclude a serious proximal intestinal complication and that integrated clinical,
radiological, and surgical assessment may facilitate timely recognition and appropriate
management of this rare presentation (Long et al., 2024; Singh et al., 2023).

RESEARCH METHOD

This study was designed as a retrospective descriptive case report based on a review of the medical
records (Chu et al., 2021). Clinical information was retrospectively collected from the patient's
medical records, including admission records, laboratory results, radiological reports, operative
notes, and postoperative records. including perinatal history, clinical presentation, physical
examination findings, laboratory investigations, radiological findings, operative findings,
postoperative management, and clinical outcomes. Clinical, radiological, and intraoperative
findings were correlated according to their chronological sequence and concordance, with
emphasis on the consistency between progressive clinical signs of bowel obstruction, radiological
evidence of bowel dilatation and pneumoperitoneum, and operative confirmation of sigmoid colon
perforation) The case analysis primarily focused on the clinical progression of bowel obstruction
and its correlation with radiological and intraoperative findings.

RESULTS AND DISCUSSIONS

A 3-day-old female neonate, born at term and weighing 3,000 g, was referred to our emergency
department because of an absent anal opening that had been recognized since birth. She developed
progressive abdominal distension accompanied by recurrent bilious vomiting. Her parents initially
reported that she had not passed meconium after delivery. However, further questioning revealed
intermittent passage of small amounts of meconium through a tiny opening in the vestibule,
located just below the vaginal introitus. The infant was delivered vaginally at term following an
uncomplicated pregnancy. The delivery was uneventful, with no reported birth trauma. The
mother had no significant illness during pregnancy, and there was no known family history of
congenital anomalies, anorectal malformations, or hereditary gastrointestinal disorders.

At presentation, the infant was hemodynamically stable. Her abdomen was markedly
distended but remained soft, with no overlying erythema or edema. Careful examination of the
perineum confirmed the absence of a normal anal opening. A small opening was identified within
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the vestibule, from which only a minimal amount of meconium could be expressed. The location of
this opening and the passage of meconium through it were consistent with an anorectal
malformation with a rectovestibular fistula.

Laboratory evaluation showed marked leukocytosis (25.98 x 10°/pL) with neutrophil
predominance and an elevated C-reactive protein level of 6.4 mg/L, suggesting an ongoing
inflammatory response. Prothrombin time was mildly prolonged, whereas serum electrolyte levels
were within normal limits. Plain abdomen foto showed marked gaseous dilatation of multiple
bowel loops, consistent with distal intestinal obstruction. Free intraperitoneal air was also evident,
indicating pneumoperitoneum and raising strong suspicion of gastrointestinal perforation (Figure
1). In neonates with anorectal malformations, finding pneumoperitoneum indicates severe bowel
perforation, signaling an critical need for immediate emergency surgical intervention. In view of
the intestinal obstruction and pneumoperitoneum, the infant was initially stabilized with gastric
decompression and supportive therapy. Emergency exploratory laparotomy was subsequently
performed.

A transverse supraumbilical incision was made, and extensive fecal contamination was
encountered upon entering the peritoneal cavity. Exploration revealed a perforation of the sigmoid
colon with diffuse fecal peritonitis. The perforation was primarily repaired with a two-layer
closure. A double-barrel sigmoid colostomy was then created to divert the fecal stream and protect
the repaired bowel segment. After surgery, the infant was transferred to the neonatal intensive care
unit for close observation and postoperative care. She was managed with bowel rest, nasogastric
decompression, broad-spectrum intravenous antibiotics, intravenous fluids, nutritional support,
and regular assessment of colostomy function.

Her postoperative recovery was uneventful. Abdominal distension gradually subsided,
and subsequent abdominal radiography demonstrated resolution of the bowel dilatation with no
residual or recurrent pneumoperitoneum (Figure 2). Enteral feeding was gradually introduced on
postoperative day 4 after bowel function had recovered and was well tolerated.

The infant continued to improve and was discharged on postoperative day 8 in good
general condition. At the time of discharge, her abdomen was soft and non-distended, the surgical
wound was healing without evidence of infection, and the double-barrel sigmoid colostomy was
viable and functioning well (Figure 3). At the 3-month follow-up, the patient remained clinically
well. The laparotomy incision had completely healed, and the abdomen remained non-distended.
The colostomy was viable and functioning normally, with healthy-appearing mucosa and no
clinically apparent stoma-related complications (Figure 4).

Figure 1. Plain abdominal foto obtained at presentation, showing marked gaseous dilatation of multiple
bowel loops, consistent with distal intestinal obstruction. Free intraperitoneal air (pneumoperitoneum)
is also present, raising suspicion of gastrointestinal perforation
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Figure 2. Postoperative supine abdominal radiograph showing resolution of the previously observed bowel
dilatation and pneumoperitoneum. An intra-abdominal drainage catheter is visible, with its tip projecting
over the left mid-abdomen

Figure 3. Clinical appearance on postoperative day 8. Abdominal distension had resolved, and the transverse
laparotomy incision was healing well without clinical signs of surgical-site infection. The double-barrel
sigmoid colostomy was viable and functioning appropriately

Figure 4. Clinical appearance at the 3-month follow-up showing complete healing of the laparotomy incision
and a non-distended abdomen. The double-barrel sigmoid colostomy remained viable, with healthy-
appearing mucosa and no clinically apparent stoma-related complications
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The findings of the present case support evidence that visible meconium passage through a
perineal fistula does not necessarily exclude clinically significant anorectal obstruction. In this
neonate, only small amounts of meconium intermittently passed through the rectovestibular fistula
despite progressive abdominal distension, bilious vomiting, and marked bowel dilatation,
indicating inadequate distal decompression. Visible meconium on the perineum has been
associated with delayed diagnosis, and obstructive manifestations are reported more frequently
among patients whose ARM is recognized late (Davidson et al., 2024; Long et al., 2024).
Rectovestibular fistula is also a common ARM phenotype in female patients and may present with
an abnormal opening in the vestibule through which stool or meconium passes (Hageman et al.,
2024). In contrast to the complicated presentation in our patient, selected patients with
uncomplicated rectovestibular fistula can undergo definitive repair without preliminary fecal
diversion with satisfactory outcomes (Abdul Aziz et al,, 2017; Amanollahi & Ketabchian, 2016).
These contrasting findings suggest that the clinical significance of a rectovestibular fistula depends
not only on its anatomical presence but also on its functional adequacy for fecal drainage, the
severity of obstruction, the patient's clinical condition, and timing of diagnosis ( Xiao et al., 2026).
Therefore, the distinctive feature of the present case was the coexistence of limited meconium
passage through a rectovestibular fistula with progressive evidence of functionally significant
distal obstruction.

The clinical course suggests a plausible pathophysiological progression from inadequate
distal drainage to progressive bowel distension and subsequent perforation. A small or
functionally inadequate fistulous opening may allow some meconium to pass while remaining
insufficient for effective decompression, and persistent abdominal distension or defecation
difficulty despite conservative management may necessitate fecal diversion in selected patients
(Xiao et al., 2026). In our patient, marked gaseous dilatation of multiple bowel loops on admission
radiography provided objective evidence of substantial distal intestinal obstruction. Persistent
obstruction may increase intraluminal pressure and bowel-wall stress, providing a plausible
mechanism by which an obstructed colon becomes susceptible to perforation; nevertheless, this
mechanism cannot be directly proven from the present case. Pneumoperitoneum on admission
indicated gastrointestinal perforation, which was subsequently confirmed at laparotomy as
sigmoid colon perforation with diffuse fecal peritonitis. Although colonic perforation is rare in
ARM, sigmoid perforation has been reported in neonates with low ARM and represents a
potentially life-threatening complication requiring prompt surgical treatment (Singh et al., 2023).
Delayed ARM diagnosis has also been associated with serious complications, including intestinal
perforation, reinforcing the importance of early recognition of distal obstruction (Kruger et al.,
2019). Accordingly, the sigmoid perforation in our patient should be interpreted as a severe
complication occurring in the setting of unresolved distal obstruction rather than as a proven direct
consequence of the rectovestibular fistula itself.

Delayed recognition provides an important clinical context for understanding the
progression observed in this case. A substantial proportion of neonates with ARM may still
experience delayed diagnosis, particularly when an abnormal perineal opening or visible
meconium creates the impression that distal bowel drainage is adequate (Davidson et al., 2024;
Long et al., 2024). Delayed presentation has also been reported in settings where early neonatal
recognition and access to specialized pediatric surgical care are limited (Bhavsar et al., 2021).
Importantly, the available evidence demonstrates an association rather than a direct causal
relationship between delayed recognition and perforation; therefore, diagnostic delay should be
regarded as a potential contributor that prolongs unresolved obstruction in susceptible neonates
rather than as an independent cause of intestinal perforation (Kruger et al., 2019; Davidson et al.,
2024). In the present case, intermittent passage of a small amount of meconium may have
contributed to initial false reassurance despite the absence of a normal anal opening. This
observation emphasizes that the presence of meconium on the perineum should not be interpreted
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as evidence of normal anorectal anatomy or adequate intestinal decompression (Davidson et al.,
2024; Long et al., 2024).

Several concrete clinical lessons can be drawn from this case to help prevent delayed
diagnosis in similar presentations. First, any meconium observed at an abnormal perineal site
should prompt a complete anorectal examination rather than being accepted as reassurance of
normal bowel patency, since delayed diagnosis is disproportionately common precisely among
neonates who pass some meconium through an ectopic opening (Piperidis et al., 2025). Second,
progressive abdominal distension, bilious vomiting, or feeding intolerance occurring after birth in
an infant with a known or suspected perineal fistula should trigger urgent radiological evaluation
for obstruction or perforation rather than a period of watchful waiting (Oyania et al., 2024). Third,
structured, checklist-based newborn examination performed by trained birth attendants, together
with explicit documentation of the anatomical source of any meconium passage, has been
associated with earlier detection of ARM in national screening programs and should be reinforced
through ongoing training of midwives and other first-line examiners (Murthi et al.,, 2023).
Applying these lessons systematically may not eliminate delayed diagnosis, but it can shorten the
interval between birth and definitive recognition of obstruction, potentially preventing progression
to perforation as occurred in the present case (Murthi et al., 2023; Piperidis et al., 2025).

The surgical strategy in this patient was determined primarily by the acute complication
rather than by the rectovestibular fistula alone. In uncomplicated rectovestibular fistula, both
primary and staged reconstruction have been described, and treatment should be individualized
according to anatomy, clinical condition, associated abnormalities, and surgical expertise
(Amanollahi & Ketabchian, 2016). In our patient, sigmoid perforation with diffuse fecal peritonitis
shifted the immediate therapeutic priority from definitive anorectal reconstruction to source
control, repair of the perforation, and fecal diversion. Primary two-layer closure of the sigmoid
perforation followed by a double-barrel sigmoid colostomy provided diversion of the fecal stream
while allowing definitive anorectal reconstruction to be deferred until clinical recovery. Staged
repair with colostomy remains an accepted strategy for selected patients with rectovestibular
fistula, particularly when clinical circumstances make immediate definitive reconstruction
inappropriate ( Xiao et al., 2026). Large registry data further demonstrate that temporary stomas
remain part of ARM management, although stoma-related complications require appropriate
surveillance (Hageman et al, 2024). The resolution of abdominal distension and
pneumoperitoneum, successful initiation of enteral feeding, discharge on postoperative day eight,
and a viable functioning colostomy at three months demonstrated a favorable short-term outcome.
Nevertheless, longer follow-up remains essential because constipation, soiling, fecal accidents, and
the need for bowel management may persist after reconstruction of rectovestibular fistula
(Hakalmaz & Topuzlu Tekant, 2023; van der Steeg et al., 2022)

The major clinical and educational implication of this case is that meconium passage
should never substitute for direct assessment of anorectal anatomy in a newborn. In female
neonates, careful inspection is essential because rectovestibular fistula and other ARM phenotypes
may present with abnormal perineal openings through which meconium is visible (Hageman et al.,
2024). Visible meconium may paradoxically contribute to delayed diagnosis when it is incorrectly
assumed to originate from a normally positioned anus (Davidson et al., 2024; Long et al., 2024).
Therefore, physicians, midwives, nurses, and other healthcare professionals responsible for
newborn assessment should systematically inspect the perineum, confirm the presence and normal
position of the anus, examine the urethral and genital openings, and identify any additional
perineal opening. When meconium is observed, its exact anatomical source should be verified
rather than assumed. An absent anal opening, meconium emerging through an abnormal opening,
progressive abdominal distension, bilious vomiting, or inadequate stool evacuation should raise
suspicion of ARM with intestinal obstruction and prompt early pediatric surgical referral. The
importance of careful postnatal examination is further reinforced by the continuing difficulty of
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reliably detecting ARM prenatally (Huijgen et al., 2025) neonatal examination and training of
healthcare professionals performing newborn assessment may therefore facilitate earlier
recognition and reduce preventable diagnostic delay (Kruger et al., 2019; Long et al., 2024).

This case is strengthened by the concordance between clinical presentation, direct perineal
findings, laboratory evidence of inflammation, radiographic demonstration of bowel obstruction
and pneumoperitoneum, and operative confirmation of sigmoid perforation with diffuse fecal
peritonitis. Nevertheless, as a single case report, it cannot establish the incidence of perforation or
prove a causal relationship between delayed recognition, inadequate fistulous drainage, and
sigmoid perforation. The proposed pathophysiological mechanism remains inferential because
fistula caliber, intraluminal pressure, local bowel perfusion, and histopathological changes at the
perforation site were not objectively assessed. Furthermore, the three-month follow-up is
insufficient to determine outcomes after definitive anorectal reconstruction, particularly
constipation, continence, urinary function, and long-term quality of life, which remain important
components of ARM follow-up (van der Steeg et al., 2022; Hakalmaz & Tekant, 2023). Despite
these limitations, the present case demonstrates an important clinical principle: limited passage of
meconium does not confirm normal anorectal anatomy and should not be considered sufficient
evidence of adequate distal bowel decompression. Systematic perineal examination, confirmation
of the actual route of meconium passage, recognition of obstructive warning signs, and timely
referral may reduce diagnostic delay and provide an opportunity for intervention before severe
complications develop (Kruger et al., 2019; Davidson et al., 2024). Therefore, systematic perineal
examination of every newborn should remain an essential component of routine neonatal
assessment, particularly at primary and maternity care facilities where the first opportunity to
identify ARM commonly occurs.

CONCLUSION

This case demonstrates that fistula patency must not be equated with adequate bowel
decompression, as visible meconium can coexist with life-threatening colonic perforation. To
improve early detection in primary care settings, four recommendations are proposed: (1) routine,
structured perineal inspection before discharge; (2) explicit documentation of the meconium
source; (3) low threshold for pediatric surgical referral upon detecting abnormal perineal openings
or obstructive symptoms; and (4) continuous training for birth attendants on screening pathways.
Future research should focus on prospective multicenter studies to identify specific risk factors for
colonic perforation in neonates with anorectal malformations and evaluate standardized
management protocols to strengthen current evidence.
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