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Bowel Management 

Fecal incontinence (FI) could be the outcome after surgery for anorectal 
malformations (imperforate anus) or Hirschsprung's disease. FI can be further 
subdivided by history and contrast studies into those with a tendency to constipation 
(megasigmoid) or diarrhea (a non-dilatated colon running straight from the splenic 
flexure to the anus). Bowel management aims to improve the personal and social 
burden inherent to this problem promoting independence in the affected child. The 
most effective regimen consists of regular and complete emptying of the colon 
limiting the episodes of fecal soilage. This is accomplished with the use of a daily 
enema program, dietary manipulation, laxatives and drugs. The enema is 
administered while the child sits in the toilet at a rate of 10-20 cc/kg of weight. To 
avoid spillage the silastic tube must have a balloon to seal the distal rectum. After 
enema administration the balloon is deflated and the child allowed to evacuate the 
colonic content. Leaving the balloon partially inflated encourages the child to expel 
it as a biofeedback mechanism allowing some patients to realize they have some 
minimal control to be exploited. If the enema program is effective in a 3 to 6 month 
period, the child can become a candidate for a Malone procedure (appendicostomy). 
Children with constipation and megasigmoid needs large volume enemas. Likewise, 
the large megasigmoid can cause overflow pseudo incontinence that is only helped 
with sigmoid resection. Those with diarrhea may need constipating diet and anti-
motility drugs. A few children that continue with incontinence in spite adequate 
therapy might benefit from a permanent colostomy.  
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