Dear pediatric surgeons from the Pediatric Colorectal and Pelvic Learning Consortium!

I am always very surprised to read your articles. In 2014, you publish 4 articles every month.
It seems that you do not think about the scientific nature, and therefore the value of your
proposals. I use as an example the article by Kwon et al was on Antegrade Colonic Enema [1].
The article summarizes statistical data from different centers, based on which the authors
conclude that: - “There is variation in practice of ACE channel placement. At specialty pediatric
colorectal centers, age at time of placement and type of channel placement varied across
institutions. Further work is needed to better characterize diagnosis- and age-focused patient
centered outcomes to clarify recommendations for our patients who benefit from these
procedures". Firstly, this is not a scientific work, but a combination of statistical data from
different centers that did not lead to new knowledge. Secondly, it carries false information,
since complications are not indicated among the statistics. Thirdly, idiopathic constipation in
children at the age of 7-9 years cannot be considered a refractory especially if the treatment did
not correspond to the pathophysiology of the disease.

1. What is the difference between an antegrade enema and a retrograde one?

A). From a physiological point of view, there is no difference from which side water enters the
rectum. The volume of water causes an increase in pressure to the threshold level of defecation,
when the feces have not yet had time to become formed, and therefore are easily passed through
a poorly functioning anal canal. An enema allows to get rid of constipation and fecal
incontinence during long-term use. But this is a symptomatic, not pathogenetic treatment of
the disease.

B). Doctor Pena Bischoff wrote on Facebook: - "What is the difference between retrograde and
antegrade enema? We always tell patients and families that the only difference is how the
solution enters the body. One is not more effective than the other. For self-administration
antegrade enemas are a little easier in the majority of cases." An antegrade enema was first
proposed for patients after removal of a rectal tumor, to make it easier for patients to take care
of themselves. However, children aged 5-11 years of age are cared for by their parents, so at
this age there is no advantage to either enema option. For example, Matsuno et al concluded
“that retrograde colonic enema was not inferior to Malone antegrade continence enema on the
fecal continence [2].

C). In children after ACE, stomal incontinence and stenosis are the most common issues
reported, and a surgical revision rate of 17% [3]. Most articles are devoted to ACEs in children
with spina bifida and other neurogenic colorectal dysfunction. Despite the high complication
rate, there is justification for the use of ACE because these children are difficult to care for
otherwise. In adults with functional constipation, use of ACE resulted in a disappointed overall
success rate of 37%. Nine (30%) patients developed a postoperative complication [4].

D). Unfortunately, this is not a mistake, but a systematic approach in which there is no idea of
the pathophysiology of functional megacolon. In the article Knaus et al. post ACE, 35 (90%)
were clean with daily flushes and 6 (15%) eventually successfully transitioned to laxatives only
[5]. The authors concluded "that ACE are successful treatment options for patients with severe
constipation and fecal incontinence... Larger studies are needed to identify predictive factors
of poor outcomes". Without evidence, one cannot say that ACE are successful treatment
options. Firstly, 10% were not clean. Secondly, only 15% transitioned to laxatives. The rest



continued treatment with ACE and there was no mention of complications. Looking for
predictive factors of poor outcomes is a strange goal. Why was this article written if and this
goal was not achieved?

2). On the pathophysiology of functional megacolon (FM)

The cause of chronic constipation in children without congenital megacolon (Hirschsprung's
disease), secondary megacolon (ARM) and acquired stenosis is the discrepancy between the
width of the rectum, in which the feces are formed, and the throughput of the anal canal. Wide
feces cannot pass through the anal canal, if the diameter during it opening is less than the
diameter of the feces. Thus, the key factor is the megarectum, which is always accompanied
by megacolon [6]. In this case, the anal canal changes, which is sometimes defined as achalasia
of the anal canal [7]. WU3-3a atoro the pelvic floor muscles are damaged, which is called
descending perineal syndrome. Stretching of the puborectalis leads to encopresis, and
stretching and weakness of the levator plates does not open the anal canal during an attempt to
defecate, which sharply increases the resistance to the movement of feces [8].

3). Treatment of functional megacolon

It should be borne in mind that laxatives and enemas are to a very small extent a treatment for
the disease (FM), since they do not affect the damaged anal canal.

A). Bischoff et al believed that by prescribing Senna dose of 67mg (range: 5-175mg), which is
tens of times higher than the dose allowed by the pharmacopoeia, they achieved successful
management of idiopathic constipation. The most common side effect experienced by patients
was cramping (n=47). This group of patients required a significantly higher amount of senna
as compared with those that did not complain of cramping (96 mg compared to 62 mg). Out of
the 215 patients who underwent the laxative protocol, 41 (19%), who refused enemas due to
unbearable pain ultimately underwent colonic resection [9]. It is known that Senna causes an
increase in the tone of the intestinal muscles, which in therapeutic doses with intermittent
administration improves rectal emptying. But large doses cause spasm of the intestine and anal
canal, which prevents the evacuation of feces from the rectum. This unfounded cruel
experiment has no justification [10]. Firstly, because there is no point in refusing a cleansing
enema. Secondly, as Duhamel showed, “Recto-sigmoidectomy does not improve these
children” [7]. Thus, the definition of FM as refractory to treatment based on the use of large
doses of Senna is erroneous.

B). At the age of 7-9 years, FM, in principle, cannot be a refractory to treatment disease. The
use of laxatives and enemas is useful, but not sufficient for treatment for rectoanal achalasia.
In stage 3 megacolon, treatment can be long-term with the sequential use of different methods:
1) Anal dilation described in the article by Clayden and Lawson leads to improvement in
approximately 36% of cases [6]. Botox injections into the rectum can be repeated and have
been proven to be effective [11]. The long-term follow-up study shows that «the vast majority
of internal anal sphincter achalasia patients have normal bowel control following internal
sphincter myectomy» [12]. In (62.5%) patients at the time of follow-up had regular bowel
motions without the use of laxatives. In 25% patients had regular bowel motions but remained
on small doses of laxatives. The 8.3% patients who suffered from constipation and soiling
required twice weekly enemas to remain clean [12].



Conclusion Conservative treatment with laxatives and enemas is an effective fight against
constipation and fecal incontinence. As shown above, ACE has no advantage over retrograde
enema, because any enema at this age in patients with FM is performed by the parents.
However, a retrograde enema has a huge advantage, since it is not associated with leakage and
stenosis of the fistula and does not require surgical treatment to eliminate complications.

Based on the above irrefutable evidence, I am obliged to ask the members of the Pediatric
Colorectal and Pelvic Learning Consortium. How can ACE be recommended for children with
functional megacolon without mentioning complications, without comparing it with the results
of a retrograde enema, without indicating the degree of rectal dilatation, without using a whole
range of safe and effective treatment methods?

Dear pediatric surgeons from the Pediatric Colorectal and Pelvic Learning Consortium, I am
writing to you with the hope that you will pay attention to the studies that provide different
approaches to the treatment of children with functional megacolon. You have a responsibility
to choose better methods for the benefit of your patients.

Michael D. Levin, MD, PhD, DSc.

My website: http://www.anorectalmalformations.com
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