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Choi, M.D.

Purpose: A Malone appendicostomy and a Monti ileostomy
are effective surgical modalities for treating children with con-
genital intestinal dysfunction or fecal incontinence. However, a
left colonic antegrade continence enema (ACE) has been
reported as an alternative. This paper evaluated the effi-
ciency of ACE, using a retubulized sigmoidostomy (RS), for
maintaining fecal continence, and its acceptability as a first
line surgical treatment.

Methods: 11 patients underwent surgery between March
2002 and July 2003: 8 meningomyelocele, 1 cloacal anom-
aly, 1 anorectal malformation and 1 lipoma of the spine. An
RS tube was fashioned, and then implanted using a segment
of the sigmoid colon, and exteriorized through the umbilicus.
An enema was begun 12 days after surgery using only
normal saline. The outcome were assessed after adjusting
the appropriate enema regimen for the 11 cases.
Results: The mean duration of the enema was 22.0+8.4
minutes, with 250 ml (80 ~800 ml) as the median volume
of fluid used. The enema interval ranged from 1 to 3 days.
No patient showed any abdominal discomfort or soiling epi-
sodes, with the exception of one that experienced day-time
fecal staining, but this occurred less than once per month.
The self-cosmesis for the umbilical stoma was satisfactory.
Conclusion: The RS procedure provided excellent conti-
nence control, with a shortening of the duration of the
enema, a lower fluid volume and good cosmesis, without any
ACE related abdominal pain. This procedure can be used
as the first choice surgical treatment for intractable con-
stipation and fecal incontinence. (J Korean Surg Soc
2003;65:420-424)
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Fig. 1. A segment of the sigmoid colon with a 3 cm width isolated
with its vasculalture.
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Fig. 3. The Monti tube was fashioned around a size 12 to 18 Fr.
Foley Catheter.

Fig. 2. The Monti plate was developed with a longitudinal incision
through the antemesenteric taenia coli.

Fig. 4. The retubulized sigmoidostomy stoma was exteriorized
through the umbilicus and well maturated.
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Table 1. Patients’ characteristics

Patient  Age . . Follow up Slmultané.:ous Enema

No. 1) Diagnosis (mo) urologic )

procedure Volume Duration Interval Outcome Set up
(ml) (min) (day) period (mo)

1 MMC 17 SC 80 30 1 Clean 2

2 5 MMC 16 SC 250 30 1 Clean 2

3 19 MMC 9 SC 800 30 3 Clean 5

4 MMC 9 SC 250 30 1 Clean 2

5 8 CA 9 no 250 15 2 Clean 1

6 10 ARM 7 no 500 10 2 Clean 1

7 4 MMC 5 SC 200 10 2 Clean 2

8 25 LS 4 Ne 300 30 2 Clean 1

9 12 MMC 4 IC 250 30 1 Clean 2
10 7 MMC 3 Ne 200 15 1 Clean 1

11 9 MMC 2 SC 200 15 1 Clean 1

MMC = meningomyelocele; CA = cloacal anomaly; ARM =
SC = sigmoidocystoplasty; IC = ileocystoplasty.

Table 2. Outcome of the sigmoid colonic ACE procedure in 11

patients
Outcome Scoring Numper of
patients

Soiling between 0, never 10

the enemas 1, <1/month (rarely) 1

2, <l/week (occasionally) 0

3, >1/week (frequently) 0

4, daily (always) 0

Abdominal discomfort 0, never/no discomfort 11

during the enema 1, intermittent discomfort 0

2, intermittent painful 0

3, always painful 0
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anorectal malformation; LS

= lipoma of the spine; N/S = normal saline;

Table 3. Types of complications

Type of complications Number of patient

Peristomal fistula
Stricture of the stoma

Regurgitation during the enema

—

Poor self-cosmesis by scar
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