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   Functional constipation (FC) in children arises in early childhood results from 

intentional withholding of stool following a painful experience with defecation 

[10].  It is believed that not paying attention to the rectal urge and/or suppression 

of the urge to defecation can lead to fecal retention, with the development of the 

rectal hyposensitivities, increased compliance, and megarectum [1,2]. 

Manometric studies have shown that pressure in the rectum, which normally leads 

to relaxation of the anal canal, in patients with FC, causes a contraction of the 

anal canal, which prevents emptying. These conditions are called anismus, 

dyssynergic defecation, or obstructive constipation [3,4]. Gradually, the retention 

of large volumes of feces in the rectum causes megarectum and the expansion 

and lengthening of the sigmoid colon - megadolihosigma (megacolon). Thus, in 

the pathogenesis of FC, both the dilated rectum, which forms large feces and the 

reaction of the anal canal to the introduction of wide feces into the anal canal play 

a role. Obviously, the thickened walls of the expended colon create a different 

manometric picture during its contraction. However, this is not the cause of 

chronic constipation, but a reflection of megacolon. 

  Pediatric colorectal surgeons call it "idiopathic constipation" because the cause 

of the disease is believed to be unknown. Instead of studying the nature of the 

disease before proposing treatments, or at least studying the large body of 

literature available, the authors refer to high-resolution manometry: "Decreased 
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colonic motility is poorly defined and is generally referred to as idiopathic 

constipation" [5].   

  So, for example, in the initial period of their experiments (2005), they have been 

performing a sigmoid resection for the treatment of the17 patients with 

constipation.  "The degree of improvement in these patients varied. Following 

sigmoid resection, 10% of patients did not require any more laxatives, have bowel 

movements every day, and no soiling. Thirty percent of patients decreased the 

laxative requirement by 80%. The remaining 60% of patients decreased the 

laxative requirement by 40%" [5]. The authors are not yet aware of the long-term 

results, but since they are not satisfied with the results described above, they are 

planning new experiments. "An alternative could be to resect the rectosigmoid 

including the rectum, down to the pectinate line in a similar manner as for patients 

with Hirschsprung's disease and anastomose the non-dilated colon (that is 

assumed to have normal motility) to the rectum above the pectinate line" [5].  

   In 2009, these authors reported performing transanal rectosigmoid resection in 

15 patients, after more than 3 months of follow-up. They recommended this 

operation because "transanal rectosigmoid resection for medically intractable 

idiopathic constipation resulted in a dramatic reduction or elimination in laxatives 

use while preserving continence. It is a useful alternative to surgical options such 

as other colonic resections, antegrade enemas, and stomas" [6].  

   In 2017, the previous experiments were summed up. "The senior author (Levitt) 

has previously reported: 1) open sigmoid resection as a surgical option, but this 

did not sufficiently reduce the laxative need, then 2) a transanal approach (with 

resection of rectosigmoid), but this led to a high rate of soiling due to extensive 

stretching of the anal canal and loss of the rectal reservoir".  (3) The authors 

describe the following experiment. Six patients underwent laparoscopic sigmoid 

and left colon resection, or only sigmoid resection (a low anterior resection). Two 
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patients had postoperative colitis treated with oral antibiotics. The median follow-

up was 52 days (range, 8-304 days) [7].   

  As in the previous two unfounded experiments, despite the small number of 

patients and the short follow-up period, the authors write about supposedly good 

results and recommend a third method for the treatment of functional 

constipation. 

   1.  Experiments on humans are not allowed. You cannot advise (publish) 

operations that are not scientifically justified based on a small number of 

observations after a short observation time. 

   2.  The proposed operations were not physiologically justified.  

     A) During transanal resection of the rectosigmoid, down to the pectinate line 

was removed 2/3 of the anal canal length. These patients developed true fecal 

incontinence [8], because of which they became disabled. This is further evidence 

that pediatric colorectal surgeons do not understand the role of the anal canal and 

destroy it as in low anorectal malformations. 

     В) Megacolon is not the cause of chronic constipation, but its consequence. 

Many surgeons have used rectosigmoid resection in patients with FC throughout 

the 20th century. Bernard Duhamel summed up many years of experience: 

"Recto-sigmoidectomy does not improve these children" [9].  Resection of the 

rectosigmoid was performed to significantly reduce the amount of Senna for the 

immediate period after the operation.  However, since the function of the anal 

canal, is disrupted, the megacolon will inevitably develop again over time.  

   C) Children have the opportunity for complete recovery if for a long time with 

enemas, laxatives, or Botox injections, complete emptying of the rectum is 

normalized so that the rectum does not continue to expand. With the growth of 

the child, the age-related expansion of the anal canal occurs, which can lead to 

the correspondence of its width to the width of the stool. 
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  3. Conservative treatment of FC with large doses of Senna is harmful, cruel 

to the child, and contrary to pharmacology and common sense. 

   Abdominal pain, is one of the many side effects of Senna overdose. 

  a) Scientifically Based Doses of Senna.   In children age 12 and over, the usual 

dose is 2 tablets, with 8.6 mg sennosides per tablet, once daily. The maximum dose 

is 4 tablets (34.4 mg sennosides) twice daily. In children ages 6 to 11 years, the usual 

dose is 1 tablet (8.6 mg sennosides) daily. The maximum dose is 2 tablets (17.2 mg 

sennosides) twice daily. In children ages 2 to 5 years, the usual dose is 1/2 tablet (4.3 

mg sennosides) daily. The maximum dose is 1 tablet (8.6 mg sennosides) twice 

daily. 

    b)   Senna doses used by pediatric surgeons (from De la Torre et al) [10] (Figure 

1). 

 

Figure 1. Graph from the article by De la Torre et al [10]. The red horizontal line 
represents the maximum recommended dose for children (drawn by me). 

  c) Prescribing Senna at doses 29 or more times the maximum allowed is child 
abuse (excerpts from De la Torre et al are given below) [10]. 

- “Those patients on daily rectal enemas seek and request other options. 
Unfortunately, the presence of a megarectosigmoid is a lifelong condition in many 
patients. For these patients, the dosage of stimulant laxatives is usually very high 
and can rarely be reduced over time. 

- We operated on a 21-month-old girl. At the time of the operation, she had an 
extraordinary megarectosigmoid. Although she was treated according to our 
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protocol, she suffered from recurrent fecal impaction with severe side effects from 
the laxative dosage. The side effects were abdominal pain, loss of appetite, nausea, 
and vomiting every time she had the laxative. Having to regularly administer 
enemas created significant familial and social problems for the mother. 

- 2 teenagers with long-standing severe pseudofecal incontinence suffered    
depression and anxiety and 1 of them attempted suicide” [10]. 

d) These are not Indications for surgery but are compulsion to an operation.  

- “In 9 patients, indication for surgery was chronic intake (>4 years) of a 
daily high dose of Senna with failed weaning trials. The parents in this 
group refused to continue giving their children the laxative. 

- The indication in the other 4 patients was because they could not tolerate 
the stimulant laxative and rejected the rectal enemas” [10]. 

First, in all operated patients, the use of high doses of Senna was not effective in 

the treatment of FC. Secondly, they all suffered from severe abdominal pain due 

to a chronic overdose of Senna, and cleansing enemas caused great suffering for 

children and parents. Third, the doctors told them they had no choice. They 

were forced to agree to the operation. 

  Against the background of numerous articles by Peña, Levitt, and their 

followers, the number of articles on alternative methods of conservative treatment 

of FC is several times less, which may give the impression that they are of little 

importance. However, treatment with other laxatives [11] and botulinum toxin 

injection is safe [12] and effective in patients with intractable constipation 

unresponsive to medication, regardless of anal sphincter dynamics 

[13,14,15,16,17]. 

   It follows from this that pediatric surgeons tricked children and parents into 

agreeing to surgical treatment, so as not to cure, but to reduce the dose of Senna. 

This is evidenced by both the above results of operations and a systematic review 

of published studies, Siminas and Losty. "Forty-one (91%) studies were case 

series reporting low-quality evidence (level 4). Most studies involved small 

numbers of patients.  Forty studies stated “medical failure” as the primary 
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indication for surgical intervention. Outcomes showed wide variability in the 

many studies published. Success was defined by study authors as (1) alleviation 

of clinical symptoms (58%), (2) reduction in requirement for laxatives (45%), (3) 

improved bowel frequency (43%), and (4) ongoing use of ACE stoma (8%). The 

median length of follow-up in studies analyzed was 1.5 years" [18].  

   There was no justification for causing suffering to a 21-month-old baby, 

especially since the diagnosis was clearly wrong. 

4. Large doses of Senna prevent rectal emptying. 

  Senna, as a stimulant laxative, is known to increase colon tone. Large doses of 

Senna, firstly, cause not peristalsis spasm. Second, the anal canal also responds 

with an increase in tone to the same extent as the entire colon. As a result, large 

doses of Senna not only do not contribute to the emptying of the rectum, but, on 

the contrary, prevent it. An example is the radiograph from De la Torre et al [10] 

(Figure 2).  

                                 

Figure 2. Spasm of the entire colon, including the rectosigmoid around the wide 
stool.  

  Polyethylene glycol and large volume retrograde enema are effective and easily 

tolerated by patients for fecal disimpaction and maintenance therapy [2,11]. 
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Antegrade enema has no functional advantages over retrograde enema. It is often 

forced to use it, despite numerous complications since children taking large doses 

of Senna cannot tolerate retrograde enemas, because a distension of the colon 

causes intolerable pain in them.   

  Conclusion. Teams of pediatric colorectal surgeons led by Drs. Peña and Levitt, 

without doing scientific research and neglecting (or not knowing) the normal 

physiology of anorectum and the pathological physiology of functional 

constipation, make unfounded experiments on children with functional 

constipation and widely recommend their methods in scientific journals. 

1. Not knowing that the pectinate line is located between the lower and middle 

third of the anal canal, they performed a transanal rectosigmoid resection above 

the pectinate line, that is, they removed most of the anal canal. In these patients, 

sometime after the operation, true fecal incontinence developed.  

2. They refuse to admit that the cause of functional constipation is of an 

obstructive nature and neglecting the experience of pediatric surgeons of previous 

generations, they resect an extended rectosigmoid, which is not a cause but a 

consequence of obstructive constipation. They perform serious operations in 

order to reduce the dose of Senna. Dissatisfied with the early results of the 

operation, they each time suggest a different length of rectal resection, different 

approaches (laparoscopic), or in combination with antegrade enema. Long-term 

results are not published because the reduction in laxative doses is temporary. 

3.  The use of high doses of Senna, which are more than 20 times higher than the 

maximum recommended dose, has no scientific justification. Such treatment is 

contrary to the scientific advice of pharmacologists. Chronic consumption of such 

doses causes many side effects, one of which is severe abdominal pain, especially 

during enemas. This leads to non-peristaltic spasm of the colon and an increase 
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in the tone of the anal canal, which does not contribute to the emptying of the 

rectum but prevents it. 

   4. High doses of Senna inflict severe distress on children. Pediatric surgeons 

deceive parents and children that there is no alternative treatment, forcing them 

to agree to surgery to reduce the Senna dose. 

   5.  I have analyzed many articles of these authors and have not found a single 

publication that would contain reliable scientific information. I wrote many letters 

to the editors of the journals of pediatric surgery and radiology with indignation 

about the publication of false and contrary to common sense publications. Only    

4 of them were published because the lack of common sense was overwhelming. 

I am surprised at the silence of the scientific community as pediatric colorectal 

surgery plunges into the darkness of prejudice. 
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