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Abstract
Objectives: To synthesise current evidence on modified and extended anorectal myomectomy 
and transanal endosurgical procedures as diagnostic and therapeutic tools in congenital and 
acquired colorectal motility disordersand to clarify their role alongside manometry, radiology, and 
histopathology in contemporary clinical practice [1-4].

Design: Narrative review.

Data Sources: Peer‑reviewed literature from PubMed, MEDLINE, Embase, and major colorectal 
and paediatric surgical journals, including studies on Hirschsprung disease, hypoganglionosis, 
internal anal sphincter achalasia, dyssynergic defecation, anorectal manometry, and transanal 
endosurgical platforms (TEM, TAMIS, robotic TAMIS).

Eligibility Criteria: Studies describing diagnostic evaluation, histopathology, surgical technique, or 
clinical outcomes related to anorectal myomectomy or transanal endosurgeryin paediatric or adult 
colorectal motility disorders.

Data Extraction and Synthesis: Evidence was synthesised thematically across four domains: (1) 
disorder spectrum and pathophysiology, (2) diagnostic limitations of manometry and radiology, 
(3) technical evolution of myomectomy and transanal endosurgery, and (4) therapeutic outcomes 
and patient selection. Emphasis was placed on transition zone pathology, hypoganglionosis, and 
functional outlet obstruction.

Results: Modified and extended anorectal myomectomy provides both diagnostic clarity and 
functional decompression in selected motility disorders, particularly where non‑invasive tests are 
inconclusive. Extended myomectomy enhances histopathological yield, enabling differentiation 
between hypoganglionosis, internal anal sphincter achalasia, and transition zone abnormalities. 
Extended myomectomy improves diagnostic accuracy by enabling full‑thickness sampling of the 
enteric nervous system[7, 11, 12]. Myomectomy also provides functional benefit by relieving distal 
muscular obstruction[11-14]. Transanal endosurgical platforms (TEM, TAMIS, robotic TAMIS) 
offer precise, minimally invasive access for targeted myotomy and biopsy [15-19]. Integrating these 
modalities with physiological and radiologic assessment supports a unified diagnostic–therapeutic 
workflow.Across studies, symptom improvement, reduced obstructive episodes, and preservation 
of continence were consistently reported in appropriately selected patients.

Conclusions: This narrative review synthesised current evidence on modified and extended 
anorectal myomectomy and transanal endosurgical procedures in the diagnosis and management 
of colorectal motility disorders. Modified/extended anorectal myomectomy and transanal 
endosurgery are valuable adjuncts in the diagnostic and therapeutic pathway for complex colorectal 
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Summary Box
What is already known on this topic

•	 Colorectal motility disorders arise from diverse congenital 
and acquired abnormalities affecting enteric neuromuscular 
function, often presenting with chronic constipation, 
obstructed defecation, abdominal distension, or failure to 
thrive.

•	 High‑resolution anorectal manometry, contrast studies, and 
histopathology are central to diagnosis.

•	 Modified anorectal myomectomy has historically been used in 
short‑segment Hirschsprung disease to obtain full‑thickness 
biopsies and relieve distal functional obstruction.

•	 Colorectal motility disorders are diagnostically challenging, 
particularly in borderline or transition‑zone pathology [1-4, 
23].

•	 Manometry, radiology, and superficial biopsies often provide 
incomplete or inconclusive information [20, 21].

•	 Myomectomy has historically been used for biopsy and 
decompression in Hirschsprung disease [11, 12].

•	 Transanal endosurgical platforms offer precise access to the 
anorectal canal [15-19].

What this study adds
•	 Provides the first integrated review linking modified and 

extended myomectomy, full‑thickness biopsy, and transanal 
endosurgery as both a diagnostic and therapeutic tool across 
congenital and acquired motility disorders.

•	 Demonstrates how extended myomectomy improves 
diagnostic accuracy in borderline or inconclusive 
histopathology, transition zone pathology, hypoganglionosis 
and internal anal sphincter achalasia [7, 12-14].

•	 Synthesises emerging evidence on minimally invasive 
transanal platforms as complementary or alternative 
approaches for targeted myotomy, biopsy, and functional 
decompression [15-19, 42-48].

•	 Proposes a unified diagnostic–therapeutic workflow.

•	 Demonstrates how combining physiological assessment, 
histology, and minimally invasive transanal surgery can 
refine patient selection and improve outcomes.

How this study might affect research, practice, or policy
•	 Supports broader use of myomectomy and transanal 

endosurgery in diagnostic algorithmsfor complex motility 
disorders, especially when non‑invasive tests are inconclusive.

•	 Encourages the development of standardised protocols for 
multi‑level biopsy sampling, manometry‑guided myotomy, 
and integration of endosurgical platforms into paediatric and 
adult colorectal practice [20, 36, 37].

•	 Identifies opportunities for future research into robotic 
transanal approaches, POEM‑inspired anorectal myotomy, 
and biomarker‑driven surgical decision‑making [17, 44, 47].

•	 Synthesises emerging evidence on transanal endosurgical 
techniques.

•	 May inform policy discussions on resource allocation for 
advanced transanal platforms in centres managing high 
volumes of functional colorectal disease.

Introduction
Our earlier interest in pediatric and adult colorectal surgery 

in general and anorectal congenital and acquired secretomotor 
disorders particularly with partial functional obstruction to the outlet 
down under of the  alimentary tract in the tail end of the hindgut 
in 1908s and the unbelievable spectacular results in relieving the 
obstruction and decompressing them encouraged us to carry on our 
special interest in the accurate diagnosis and appropriate treatment of 
these disorders [1]. This narrative review synthesises current evidence 
on modified and extended anorectal myomectomy and transanal 
endosurgery, highlights diagnostic gaps, and proposes a unified 
diagnostic–therapeutic workflow.

Colorectal motility disorders encompass a heterogeneous group 
of congenital and acquired conditions characterised by abnormalities 
in enteric innervation, smooth‑muscle architecture, or anorectal 
coordinationof the anorectum,anorectal sensory–motor pathways 
and distal colon [5, 21, 35]. These disorders—including Hirschsprung 
disease, hypoganglionosis, internal anal sphincter achalasia, and 
functional outlet obstruction—can lead to chronic constipation, 
abdominal distension,fecal incontinence, obstructed defecation, 
failure to thrive in childrenandsignificant impaired quality of life 
[5, 6, 10]. In adults, acquired motility disorders may arise from 
inflammatory, iatrogenic, metabolic, or idiopathic etiologies.

Despite advances in physiological testing and imaging, 
accurate diagnosis remains challenging. High‑resolution anorectal 
manometry, contrast radiology, and mucosal biopsies provide 
valuable information, yet each modality has limitations, particularly 
in transition‑zone pathology,patchy ganglion cell distribution or 
subtle neuromuscular abnormalities [1, 3, 20, 23].

motility disordersTheir integration with manometry, radiology, and structured histopathology can 
refine diagnosis, guide personalised intervention, and improve functional outcomes. Standardised 
protocols and prospective studies are needed to optimise patient selection and define long‑term 
efficacy.
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Myomectomy; Transanal Endosurgery; Transanal Endoscopic Microsurgery (TEM); Transanal 
Minimally Invasive Surgery (TAMIS); Robotic TAMIS; Transition Zone Pathology; Enteric 
Neuropathy; Histopathology; High-Resolution Anorectal Manometry; Functional Constipation; 
Outlet Obstruction; Sensory Abnormalities; Rectoanal Inhibitory Reflex (RAIR); Diagnostic–
Therapeutic Workflow
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Histopathological evaluation is central to diagnosis, but 
superficial biopsies may fail to capture deeper abnormalities of the 
enteric nervous system, this is especially relevant in hypoganglionosis 
and internal anal sphincter achalasia, where diagnostic uncertainty 
can persist despite extensive non‑invasive assessment [2, 7, 22]. 
As a result, patients may undergo prolonged diagnostic pathways, 
experience delayed treatment, or receive interventions that do not 
fully address the underlying pathophysiology. Modified and extended 
anorectal myomectomy has re‑emerged as a valuable technique in 
this contextfor obtaining full‑thickness specimens and relieving 
functional obstruction [11-14].

Originally developed for short‑segment Hirschsprung disease, 
myomectomy provides full‑thickness specimens that allow detailed 
assessment of ganglion cell density, nerve trunk morphology, 
and calretinin staining patterns. Beyond its diagnostic utility, 
myomectomy can also relieve functional obstruction by reducing 
internal anal sphincter tone or removing hypertrophic muscle 
segments, offering therapeutic benefit in selected patients.

Parallel developments in transanal endosurgical platforms—
Transanal Endoscopic Microsurgery (TEM), Transanal Minimally 
Invasive Surgery (TAMIS),hybrid endoluminal–submucosal 
approaches, and robotic TAMIS—have expanded the precision 
and feasibility of anorectal interventions and have broadened the 
operative repertoire for functional and structural motility disorders.. 
These platforms offer enhanced visualisation, controlled access, 
and minimally invasive options for targeted myotomy, biopsy, and 
decompression, complementing traditional surgical approaches and 
reducing the need for more extensive pelvic procedures [15-19, 42-
48]. This narrative review synthesises current evidence on the role 
of these procedures across congenital and acquired conditions, 
highlighting indications, technical refinements, diagnostic yield, 
therapeutic outcomes, and future directions.

Despite these advances, the literature remains fragmented, with 
most studies focusing on individual diagnostic modalities or isolated 
surgical techniques. There is a need for an integrated synthesis 
that clarifies how physiological testing, radiologic evaluation, 
histopathology, and minimally invasive transanal surgery can be 
combined to improve diagnostic accuracy and guide personalised 
treatment.

This narrative review addresses that gap by examining the 
evolving role of modified and extended anorectal myomectomy and 
transanal endosurgical procedures in the diagnosis and management 
of colorectal secretory and/or motility disorders. It synthesises current 
evidence, highlights areas of diagnostic ambiguity, and proposes a 
unified diagnostic–therapeutic workflow to support more consistent 
and effective clinical decision‑making.

This review synthesises current evidence on the diagnostic and 
therapeutic roles of modified and extended anorectal myomectomy 
and transanal endosurgical platforms across both congenital and 
acquired colorectal motility disorders. These conditions—ranging 
from Hirschsprung disease and hypoganglionosis to internal 
anal sphincter achalasia and dyssynergic defecation—remain 
diagnostically challenging, particularly when manometry, radiology, 
and superficial biopsies yield inconclusive results.

High‑resolution anorectal manometry (HRAM) has 
demonstrated that up to 79% of patients with inflammatory bowel 
disease in remission exhibit anorectal motility abnormalities, 

including low resting and squeeze pressures, dyssynergic patterns, 
and sensory dysfunction. Altered rectal compliance, hypersensitivity, 
hyposensitivity, and impaired rectoanal inhibitory reflex (RAIR) are 
also frequently observed.

Against this backdrop, surgical interventions that directly 
target the neuromuscular apparatus of the anorectum—particularly 
modified/extended anorectal myomectomy and transanal 
endosurgical procedures—have gained renewed relevance. These 
techniques serve dual diagnostic and therapeutic roles, especially in 
conditions where manometric, radiologic, and histologic findings are 
inconclusive or where conservative management fails (Figure 1).

Methods
A structured search of PubMed, MEDLINE, and Embase 

identified studies examining motility disorders, anorectal 
manometry, radiologic evaluation, histopathology, myomectomy 
techniques, and transanal endosurgical platforms. Eligible studies 
included clinical trials, cohort studies, case series, technical reports, 
and histopathological analyses. Data were synthesised thematically 
across pathophysiology, diagnostic limitations, technical evolution, 
and clinical outcomes. No meta‑analysis was performed due to 
heterogeneity.

A structured search of the literature was conducted using PubMed, 
MEDLINE, and Embase, focusing on studies published in English 
that examined congenital or acquired motility disorders, anorectal 
manometry, radiologic evaluation, histopathology, myomectomy 
techniques, and transanal endosurgical platforms (TEM, TAMIS, 
robotic TAMIS). Additional sources were identified through citation 
tracking and review of key colorectal and paediatric surgical journals.

Eligible studies included clinical trials, cohort studies, case series, 
technical reports, and histopathological analyses that described 
diagnostic evaluation, surgical technique, or clinical outcomes 
related to anorectal myomectomy or transanal endosurgery. Reviews, 
editorials, and expert opinions were used selectively to contextualise 
evolving concepts and technical developments.

Data were extracted and synthesised thematically across four 
domains:

1. 	 Pathophysiology and disorder spectrum

2. 	 Diagnostic limitations of manometry, radiology, and 
superficial biopsies

3. 	 Technical evolution and application of myomectomy and 
transanal endosurgery

4. 	 Clinical outcomes and implications for patient selection

Given the heterogeneity of study designs and outcome measures, 
no formal meta‑analysis was performed. Instead, findings were 
integrated to develop a conceptual diagnostic–therapeutic workflow 
and highlight areas requiring further research.

Results
Diagnostic limitations in current practice 

Across studies, high‑resolution anorectal manometry and 
contrast radiology were informative and valuablebut insufficient as 
standalone diagnostic tools [20, 21, 36, 37]. Patterns such as absent 
relaxation,impaired sensory thresholds or paradoxical contraction 
lacked specificity,, particularly in hypoganglionosis and internal anal 
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sphincter achalasia. Superficial biopsies frequently missed deeper 
neuromuscular abnormalities and radiologic findings were often 
non‑discriminatory [2, 7, 22].

Diagnostic value of modified/extended anorectal 
myomectomy

Modified/extended myomectomy consistently improved 
diagnostic yield by enabling full‑thickness samplingthat allowed 
assessment of ganglion cell density, nerve trunk hypertrophy, and 
calretinin staining across multiple levels [11, 12, 40]. It clarified 
diagnoses in hypoganglionosis, internal anal sphincter achalasia, 
and transition‑zone pathology (Figure 2). Several studies reported 

that extended sampling altered the final diagnosis in a significant 
proportion of patients [7, 12-14, 23, 24].

Therapeutic benefits of myomectomy
Beyond diagnostic clarity, myomectomy offered functional 

benefit in selected patients (Figure 3). Myomectomy by reduction 
of internal anal sphincter tone or removal of hypertrophic muscle 
segments relieved distal muscular obstruction and reduced internal 
anal sphincter tone, improving evacuation and reducing obstructive 

Figure 1: Schematic Overview of Colorectal Motility Disorders.
A conceptual diagram illustrating the spectrum of congenital and 
acquired colorectal motility disorders, including Hirschsprung disease, 
hypoganglionosis, internal anal sphincter achalasia, dyssynergic defecation, 
and post-inflammatory motility dysfunction. The figure highlights shared 
pathophysiological features such as impaired relaxation, sensory 
abnormalities, and transition zone pathology.It visually organizes the 
spectrum of congenital and acquired colorectal motility disorders, including 
Hirschsprung disease, hypoganglionosis, internal anal sphincter achalasia, 
dyssynergic defecation, and post-inflammatory motility dysfunction, along 
with shared pathophysiological features like impaired relaxation, sensory 
abnormalities, and transition zone pathology.

Figure 2: Modified Anorectal Myomectomy Technique.
Stepwise illustration of the modified anorectal myomectomy procedure. 
Panel A shows the transanal approach with identification of the internal anal 
sphincter. Panel B depicts longitudinal excision of a strip of circular muscle. 
Panel C demonstrates preservation of the external sphincter and mucosa. 
Panel D shows the final configuration post-myomectomy.

Figure 3: Transanal Endosurgical Platforms.
Comparative schematic of transanal endoscopic microsurgery (TEM), 
transanal minimally invasive surgery (TAMIS), and robotic TAMIS. Each 
panel highlights access routes, instrumentation, and operative fields. The 
figure illustrates how these platforms enable precise dissection, biopsy, and 
myotomy in the anorectal region.
t compares three transanal surgical platforms:
•	 Panel A: TEM — rigid rectoscope with direct access
•	 Panel B: TAMIS — flexible access port with standard laparoscopic tools
•	 Panel C: Robotic TAMIS — robotic arms with enhanced dexterity and 

precision

Figure 4: Histopathological Findings in Extended Myomectomy.
Representative histological sections from extended anorectal myomectomy 
specimens. Panel A shows normal ganglion cell distribution. Panel B 
demonstrates hypoganglionosis with reduced ganglion density. Panel 
C shows hypertrophic nerve trunks. Panel D illustrates transition zone 
features with mixed pathology. All sections stained with H&E and 
immunohistochemistry for calretinin.
It presents four histopathological panels from extended anorectal 
myomectomy specimens:
•	 Panel A: Normal ganglion cell distribution
•	 Panel B: Hypoganglionosis with reduced ganglion density
•	 Panel C: Hypertrophic nerve trunks
•	 Panel D: Transition zone pathology with mixed features
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symptoms while preserving continence.Symptom improvement was 
reported across both paediatric and adult cohorts, with low rates of 
postoperative complications [11–14, 34].

Role of transanal endosurgical platforms (Figure 4)
TEM, TAMIS, and robotic TAMIS provided enhanced 

visualisation and controlled access to the anorectal canal, enabling 
precise biopsy, targeted myotomy, and minimally invasive 
decompressionfor targeted improved techniques [15-19, 42-48]. 
Early evidence suggested reduced morbidity, improved specimen 
qualityand shorter recovery times compared with traditional 
approaches.Robotic platforms offered superior dexterity, though data 
remain limited.

Integration into a diagnostic–therapeutic workflow (Figure 
5)

Synthesising these findings, a unified workflow emerged 
in which clinical presentation, physiological testing, radiologic 
evaluation, and structured histopathology inform the decision to 
perform myomectomy or transanal endosurgical interventionguide 
personalised management. This integrated approach addressed 
longstanding diagnostic gaps and supported more personalised 
treatment strategies.

Historical Evolution of Anorectal Myomectomy
Anorectal myomectomy was first introduced as a less 

invasive alternative to full‑thickness pull‑through procedures for 
short‑segment Hirschsprung disease. The technique involves excision 
of a longitudinal strip of internal anal sphincter and distal rectal 
circular muscle, enabling:

• 	 Histopathological confirmation of aganglionosis or 
hypoganglionosis

• 	 Reduction of functional obstruction by disrupting 
hypertonic or non‑relaxing muscle segments

• 	 Preservation of continence mechanisms

Over time, modifications—including extended myomectomy, 
tailored length resections, and incorporation of endoscopic 

guidance—have expanded its applicability beyond classical 
Hirschsprung disease.

Pathophysiological Rationale
The rationale for myomectomy and transanal endosurgical 

interventions rests on three core principles:

Relief of Outflow Obstruction: In congenital and acquired 
disorders, hypertonicity or non‑relaxation of the internal anal 
sphincter or distal rectal muscle can create a functional obstruction. 
Myomectomy disrupts this segment, reducing outlet resistance.

Restoration of Sensory–Motor Function: Rectal sensory 
abnormalities—including hypersensitivity and hyposensitivity—
are common across motility disorders. By modifying the muscular 
architecture, myomectomy may improve compliance and sensory 
feedback.

Diagnostic Clarification: Extended myomectomy provides 
full‑thickness specimens from multiple levels, enabling diagnosis of:

• 	 Hypoganglionosis

• 	 Intestinal neuronal dysplasia

• 	 Internal anal sphincter achalasia

• 	 Transition zone abnormalities

• 	 Enteric neuropathies

This is particularly valuable when suction biopsies are 
inconclusive.

Indications Across Congenital and Acquired Disorders
Congenital Disorders:

Hirschsprung Disease (HD)

Modified anorectal myomectomy is indicated in:

• 	 Short‑segment HD

• 	 Internal anal sphincter achalasia mimicking HD

• 	 Transition zone pathology requiring extended sampling

Figure 5: Diagnostic–Therapeutic Workflow.
A flow diagram summarising the integrated diagnostic and therapeutic pathway for colorectal motility disorders. The figure includes clinical presentation, manometric 
evaluation, radiologic studies, decision points for myomectomy or endosurgical intervention, and post-operative follow-up.
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It may serve as definitive therapy in selected short‑segment cases.

Hypoganglionosis and Allied Disorders

Extended myomectomy allows both diagnosis and symptom 
relief in:

• 	 Hypoganglionosis

• 	 Intestinal neuronal dysplasia

• 	 Segmental colonic dysmotility

Acquired Disorders

Chronic Constipation and Outlet Obstruction

Patients with:

• 	 Type I–IV dyssynergic defecation

• 	 Non‑relaxing internal anal sphincter

• 	 Rectal hyposensitivity or hypersensitivity

May benefit from targeted myomectomy when conservative 
measures fail.

Post‑Inflammatory Motility Disorders

IBD patients frequently exhibit:

• 	 Low resting and squeeze pressures

• 	 Absent RAIR (present in only 28% in one cohort)

• 	 Sensory abnormalities

Myomectomy is not first‑line but may be considered in refractory 
outlet obstruction.

Post‑Surgical or Iatrogenic Dysmotility

After anorectal surgery, fibrosis or sphincter hypertonicity may 
contribute to obstructed defecation.

Technical Approaches
Modified Anorectal Myomectomy

Key refinements include:

• 	 Transanal approach without abdominal incision

• 	 Longitudinal strip excision of internal sphincter and circular 
muscle

• 	 Tailored length based on manometric and radiologic findings

• 	 Endoscopic illumination for precise dissection

• 	 Full‑thickness biopsy capability

Extended Myomectomy

Used when longer segments of dysmotility are suspected. 
Provides:

• 	 Multi‑level histology

• 	 Greater reduction in outlet resistance

• 	 Improved diagnostic accuracy in transition zone disorders

Transanal Endosurgical Procedures

Transanal Endoscopic Microsurgery (TEM)

TEM offers:

• 	 High‑precision full‑thickness excision

• 	 Excellent visualization

• 	 Controlled dissection of muscular layers

Transanal Minimally Invasive Surgery (TAMIS)

TAMIS provides:

• 	 Flexible access

• 	 Lower equipment cost

• 	 Ability to perform targeted myotomy or myomectomy

Hybrid Endoluminal–Submucosal Techniques

These include:

• 	 Submucosal tunnelling (POEM‑like anorectal approaches)

• 	 Endoscopic full‑thickness resection

• 	 Combined manometry‑guided myotomy

Diagnostic Utility
Histopathology

Extended myomectomy yields high‑quality specimens for:

• 	 Ganglion cell density

• 	 Nerve trunk hypertrophy

• 	 Interstitial cells of Cajal distribution

• 	 Transition zone mapping

Correlation with Manometry

Manometric abnormalities—such as absent RAIR, low resting 
pressures, or dyssynergia—can be correlated with histologic findings 
to refine diagnosis.

Clarifying Borderline or Inconclusive Cases

Particularly valuable in:

• 	 Suspected hypoganglionosis

• 	 Internal anal sphincter achalasia

• 	 Post‑surgical dysmotility

Therapeutic Outcomes
Symptom Relief

Studies consistently show:

• 	 Improved stool frequency

• 	 Reduced abdominal distension

• 	 Decreased need for laxatives

• 	 Improved quality of life

Preservation of Continence

Because the external sphincter is preserved, continence outcomes 
are generally excellent.

Reduced Need for Major Surgery

In selected cases, myomectomy may obviate the need for:
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• 	 Pull‑through procedures

• 	 Colostomy

• 	 Segmental colectomy

Complications and Limitations
Complications are uncommon but may include:

• 	 Bleeding

• 	 Infection

• 	 Anal stenosis

• 	 Persistent symptoms in long‑segment disease

Limitations include:

• 	 Reduced efficacy in diffuse colonic dysmotility

• 	 Need for experienced surgeons

• 	 Limited availability of advanced transanal platforms in 
low‑resource settings

Future Directions
Integration with High‑Resolution Manometry and Imaging

Real‑time manometry‑guided myotomy may enhance precision.

Endoscopic Myotomy Innovations

POEM‑inspired anorectal myotomy (AR‑POEM) is emerging as 
a minimally invasive alternative.

Biomarker‑Driven Surgical Selection

Molecular profiling of enteric neuropathies may guide 
personalised surgical approaches.

Robotic Transanal Platforms

Robotic TAMIS may offer improved dexterity and visualization.

Strengths and Limitations
Strengths

•	 This review provides the first integrated synthesis linking 
anorectal myomectomy, extended full‑thickness biopsy, and 
transanal endosurgical platforms within a unified diagnostic–
therapeutic framework for colorectal motility disorders.

•	 It brings together evidence across congenital and acquired 
conditions—Hirschsprung disease, hypoganglionosis, 
internal anal sphincter achalasia, and functional outlet 
obstruction—highlighting shared diagnostic challenges and 
complementary roles of physiological testing, radiology, and 
histopathology.

•	 The review emphasises the diagnostic value of extended 
myomectomy in cases with inconclusive manometry or 
superficial biopsies, offering practical insights for improving 
diagnostic accuracy in transition‑zone and borderline 
pathology [7, 23, 24].

•	 It synthesises emerging data on minimally invasive transanal 
platforms (TEM, TAMIS, robotic TAMIS), clarifying 
their potential for targeted myotomy, guided biopsy, and 
functional decompression [15-19, 42-48.

•	 The proposed diagnostic–therapeutic workflow provides 

clinicians with a structured, clinically applicable pathway 
that may support more consistent patient selection and 
management.

Limitations
•	 Evidence base is heterogeneous and largely retrospective [10, 

24, 25].

•	 Histopathological criteria vary across institutions, making 
cross‑study comparisons challenging [2, 7, 24].

•	 Limited long‑term outcome data, particularly in adult 
populations [10, 26, 33, 34].

•	 No formal systematic review or meta‑analysis, which 
may introduce selection bias despite efforts to include 
representative and clinically relevant studies.

•	 Few studies directly compare myomectomy with alternative 
interventions, and there is a lack of prospective trials 
evaluating the diagnostic yield and therapeutic benefit of 
these procedures.

Principal Findings
This review demonstrates that modified and extended anorectal 

myomectomy, when integrated with contemporary physiological and 
radiologic assessment, provides significant diagnostic and therapeutic 
value in both congenital and acquired colorectal motility disorders.

Extended anorectal myomectomy enhances diagnostic accuracy 
by providing full‑thickness specimens [11, 12, 40], particularly 
in borderline or inconclusive cases [7, 23, 24]. Myomectomy also 
offers functional benefit by relieving muscular obstruction [11-14, 
34]. Transanal endosurgical platforms expand the precision and 
applicability of anorectal interventions [15-19, 42-48]. Together, 
these findings support a unified diagnostic–therapeutic workflow for 
managing complex motility disorders.

Our review provides three key contributions:

1. 	 A unified framework linking physiological assessment, 
histopathology, and minimally invasive transanal surgery, 
clarifying how extended myomectomy enhances diagnostic 
accuracy in borderline or transition‑zone pathology.

2. 	 A technical and conceptual synthesis of transanal 
endosurgical platforms (TEM, TAMIS, robotic TAMIS) as 
precise, tissue‑sparing tools for targeted myotomy, biopsy, 
and functional decompression.

3. 	 A clinically relevant diagnostic–therapeutic workflow, 
offering practical guidance for integrating these procedures 
into contemporary colorectal practice.

Together, these findings support a unified diagnostic–therapeutic 
workflow in which physiological testing, radiologic evaluation, 
structured histopathology, and minimally invasive transanal 
techniques are integrated to guide personalised management. 
This approach addresses longstanding diagnostic gaps and offers a 
pathway toward more consistent, evidence‑informed care for patients 
with complex colorectal motility disorders.

Comparison with Existing Literature
Previous literature has focused on individual diagnostic 

modalities,on specific disease entities or isolated surgical techniques 
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[1-4, 20, 21]. While these studies have contributed substantially to 
understanding individual components of motility dysfunction, they 
often treat diagnostic and therapeutic pathways as separate domains. 
This fragmentation has limited the development of integrated, 
clinically actionable frameworks for managing complex or borderline 
cases.

Few studies have explored how full‑thickness sampling through 
myomectomy bridges diagnostic gaps in hypoganglionosis or internal 
anal sphincter achalasia [7, 12-14]. Previous reviews of Hirschsprung 
disease and allied disorders have emphasised the limitations of 
superficial biopsies and the diagnostic ambiguity of transition‑zone 
pathology. Similarly, studies on internal anal sphincter achalasia 
and functional outlet obstruction have highlighted the challenges 
of interpreting manometric patterns in isolation. However, few 
publications have explored how full‑thickness sampling through 
modified or extended anorectal myomectomy can bridge these 
diagnostic gaps, particularly in patients with inconclusive or 
conflicting test results.

Similarly, literature on transanal endosurgical platforms—TEM, 
TAMIS, and robotic TAMIS—has largely centred on their use in 
rectal neoplasia [15, 16, 18, 42], their application in motility disorders 
is only emerging [17, 43-48]. This review integrates these previously 
separate domains, offering a more comprehensive framework than 
earlier publications.These studies demonstrate the technical feasibility 
and safety of transanal access for targeted myotomy and biopsy, but 
they rarely situate these techniques within a broader diagnostic–
therapeutic algorithm.

This review extends the existing literature by synthesising 
these previously separate strands. It highlights how modified and 
extended myomectomy can enhance histopathological accuracy, 
how endosurgical platforms can provide minimally invasive access 
for precise intervention, and how these approaches complement 
physiological and radiologic assessment. By integrating these elements 
into a unified workflow, this review offers a more comprehensive and 
clinically relevant framework than has been previously available.

In contrast to earlier publications that focus on single modalities 
or narrow diagnostic categories, this review positions anorectal 
myomectomy and transanal endosurgery as versatile tools that 
can clarify diagnosis, guide personalised treatment, and improve 
functional outcomes across a spectrum of congenital and acquired 
motility disorders. This broader perspective underscores the need for 
multidisciplinary evaluation and supports the growing recognition 
of transanal surgical techniques as valuable components of modern 
motility practice.

Discussion
Colorectal motility disorders remain diagnostically challenging 

due to heterogeneous presentations and overlapping physiological 
patterns [5, 20, 21].This diagnostic ambiguity contributes to delayed 
treatment, inappropriate management pathways, and persistent 
symptoms despite conservative therapy.

This review highlights the evolving role of modified and extended 
anorectal myomectomy as both a diagnostic and therapeutic 
interventionin clarifying diagnostic uncertainty and providing 
functional benefit [11-14].

Historically used in short‑segment Hirschsprung disease, 
myomectomy has re‑emerged as a valuable tool for obtaining 

full‑thickness specimens that capture the deeper layers of the enteric 
nervous system. Extended myomectomy improves histopathological 
yield by enabling assessment of ganglion cell density, nerve trunk 
morphology, and calretinin staining patterns across multiple levels. 
This is particularly relevant in conditions where superficial biopsies 
may miss patchy or segmental abnormalities. The ability to correlate 
histology with manometric findings—such as absent relaxation, 
paradoxical contraction, or impaired sensory thresholds—
strengthens diagnostic confidence and guides targeted intervention.
Full‑thickness sampling improves histopathological accuracy, 
particularly in hypoganglionosis and transition‑zone pathology [7, 
23, 24].

Beyond its diagnostic utility, myomectomy offers functional 
decompression in selected patients. By reducing internal anal 
sphincter tone or relieving localized muscular hypertrophy, the 
procedure can improve evacuation dynamics without compromising 
continence. Reported outcomes across paediatric and adult cohorts 
demonstrate symptomatic improvement, reduced obstructive 
episodes, and favourable continence profiles when patients are 
appropriately selected. These findings support the concept that 
myomectomy is not merely a biopsy technique but a therapeutic 
option in its own right. 

Parallel advances in transanal endosurgical platforms—including 
Transanal Endoscopic Microsurgery (TEM), Transanal Minimally 
Invasive Surgery (TAMIS), and robotic TAMIS—have expanded the 
precision and accessibility of anorectal interventions. These platforms 
allow controlled exposure, enhanced visualization, and fine dissection 
within the confined anorectal space. Their application to targeted 
myotomy, guided biopsy, and selective muscle resection represents 
a natural extension of their established use in rectal neoplasia. Early 
reports suggest that endosurgical approaches may reduce operative 
morbidity, improve specimen quality, and offer a minimally invasive 
alternative to more extensive pelvic surgeryTransanal endosurgical 
platforms offer precise, minimally invasive access for targeted 
intervention [15-19, 42-48].

A key contribution of this review is the integration of these 
diagnostic and surgical modalities into a coherent diagnostic–
therapeutic workflow (Figure 5). By aligning clinical presentation, 
physiological testing, radiologic assessment, and histopathology with 
the technical capabilities of myomectomy and transanal endosurgery, 
clinicians can adopt a more structured and personalised approach to 
complex motility disorders. This framework is particularly valuable 
in cases where conventional investigations fail to provide definitive 
answers, or where symptoms persist despite standard management.
Integrating physiological assessment, structured histopathology, and 
minimally invasive techniques into a unified workflow supports more 
personalised and evidence‑informed care.

However, the current evidence base is limited by small sample 
sizes, variable histological criteria, and lack of long‑term data [10, 24-
26, 33, 34]. Prospective studies are needed to refine patient selection 
and evaluate durability of outcomes.

Despite these limitations, the emerging evidence supports a 
broader and more nuanced role for anorectal myomectomy and 
transanal endosurgery in the management of colorectal motility 
disorders. When integrated with modern physiological and 
histopathological assessment, these procedures offer a pathway toward 
earlier diagnosis, targeted intervention, and improved functional 
outcomes. As surgical technology continues to evolve—particularly 
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with robotic platforms and NOTES‑inspired techniques—there is 
significant potential to further enhance precision, reduce morbidity, 
and personalise care for this challenging patient population.

Summary
To our knowledge, this is the first review to integrate these 

domains into a cohesive diagnostic and therapeutic pathway. The 
topic is timely, clinically important, and relevant to paediatric and 
adult colorectal surgeons, gastroenterologists, pathologists, and 
motility specialists. Together, these evolving diagnostic and surgical 
strategies have the potential to improve accuracy, reduce morbidity, 
and enhance quality of life for patients with congenital and acquired 
colorectal motility disorders. Integrating physiological assessment, 
structured histopathology, and minimally invasive transanal 
techniques into a unified diagnostic–therapeutic pathway offers a 
more personalised and evidence‑informed approach to managing 
complex motility disorders. While current evidence is promising, 
prospective studies with standardised criteria and long‑term 
follow‑up are needed to refine patient selection, validate histological 
thresholds, and determine the durability of functional outcomes 
(Figure 6).

Conclusion
Modified/extended anorectal myomectomy and transanal 

endosurgery are valuable adjuncts in the diagnostic and therapeutic 
pathway for complex colorectal motility disorders. Their integration 
with manometry, radiology, and structured histopathology can 
refine diagnosis, guide personalised intervention, and improve 
functional outcomes..This review highlights the important and 
often under‑recognised role of modified and extended anorectal 
myomectomy in clarifying diagnostic uncertainty, particularly in 
cases where manometry, radiology, or superficial biopsies provide 
incomplete or conflicting information. By enabling full‑thickness 

sampling and targeted muscle resection, myomectomy offers both 
diagnostic precision and functional benefit in selected patients.

Advances in transanal endosurgical platforms—including TEM, 
TAMIS, and robotic TAMIS—have further expanded the therapeutic 
landscape. These technologies provide enhanced visualisation, 
controlled access, and minimally invasive options for targeted 
myotomy, biopsy, and decompression, complementing traditional 
approaches and reducing the need for more extensive pelvic surgery.

Modified and extended anorectal myomectomy, alongside 
evolving transanal endosurgical techniques, occupies a unique and 
increasingly important position in the management of congenital and 
acquired colorectal motility disorders. These procedures provide both 
diagnostic clarity and therapeutic benefit, particularly in conditions 
characterised by outlet obstruction, sensory–motor dysfunction, or 
inconclusive histopathology. As technology advances and integration 
with physiological assessment deepens, transanal surgical approaches 
are poised to become central components of a precision‑based, 
minimally invasive strategy for complex motility disorders.Further 
research is needed to standardise protocols and evaluate long‑term 
efficacy. 
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Figure 6: Graphical Abstract.
Infographic summarising the role of modified anorectal myomectomy and transanal endosurgical procedures in colorectal motility disorders. The figure includes 
four quadrants: disorder spectrum, procedural rationale, diagnostic utility, and therapeutic outcomes, alongside a cross-sectional anatomical illustration of the 
anorectal region.
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•	 Disorder Spectrum: congenital and acquired motility disorders
•	 Procedural Rationale: myomectomy and endosurgical approaches
•	 Diagnostic Utility: biopsy and manometry correlation
•	 Therapeutic Outcomes: symptom relief, continence preservation, reduced need for major surgery
Plus a cross-sectional anatomical illustration of the anorectal region.
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