Case Report

J Med Cases * 2013;4(11):762-764

The Malone Stoma With Antegrade Colonic Enemas for
Chronic Constipation in Adults
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Abstract

The Malone stoma with antegrade colonic enemas (MACE) is a
procedure predominantly described in the European literature for
treatment of chronic constipation refractory to medical manage-
ment. Chronic constipation may be secondary to colonic or rec-
tal inertia, or a condition known as pelvic floor dysfunction. We
describe a case of a 22-year-old female with chronic constipation
secondary to severe rectal and colonic inertia. She had an unex-
pected congenital anatomic anomaly discovered intra-operatively
which made a restorative proctocolectomy impossible. The MACE
procedure was performed after an initial proctectomy with coloanal
anastomosis, and the patient has now lived free of constipation for
6 years with an acceptable bowel regimen.
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Introduction

Chronic constipation refractory to medical management is a
life altering condition. There are several surgical options to
consider that have been well described in the United States,
such as a total or segmental colectomy [1]. Morbidities and
mortalities are associated with these invasive procedures.
European literature describes a minimally invasive proce-
dure that has been successfully used to treat children and
adults with chronic constipation called the Malone stoma
with antegrade colonic enemas [2, 3]. Here we present a case
where a laparoscopic Malone stoma with antegrade colonic
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enemas has resolved the patient’s chronic constipation.

Case Report

L. K. is a 22-year-old African American female who present-
ed with chronic constipation and recurrent fecal impaction
for several years. Her past medical history, surgical history
and social history were unremarkable. She was scheduled
for a colonoscopy. Under sedation, fecal material in the rec-
tum was palpable as a large abdominal mass extending to
the level of the umbilicus. The patient was disimpacted and
required hospitalization for further treatment. A gastrografin
enema and computed tomography (CT) scan were normal
except for a large dilated atonic rectum.

Further outpatient workup included a colonic transit
study, defecating proctogram, and anal manometry. On the
colonic transit study, all 24 markers were identified in the de-
scending colon on day 5, consistent with abnormal hindgut
transit. The patient was unable to evacuate on the defecat-
ing proctogram. Anal manometry showed normal sphincter
function, but reproducing a rectoanal inhibitory reflex was
difficult due to the megarectum. The patient remained on a
bowel regimen of 17 g of polyethylene glycol daily for two
months. She had another episode of severe impaction requir-
ing bimanual disimpaction under anesthesia. An anal myec-
tomy was done. Ganglion cells were present throughout the
specimen, which ruled out Hirschsprung’s disease.

She was scheduled for an elective proctocolectomy with
a J-pouch and diverting ileostomy. When the peritoneal cav-
ity was opened, the anatomy was found to be abnormal. The
bladder and uterus were intra-abdominal. The rectum was
extremely dilated and full of hard stool. The sigmoid was
very redundant. The small bowel was noted to be infantile
and poorly developed with the mesentery too short to create
a J-pouch. The procedure was changed to a total proctectomy
with coloanal anastamosis and a diverting loop colostomy in
the proximal redundant sigmoid colon. Her post-operative
course was uneventful and the colostomy functioned well.
However, a colonic transit study that was performed with
the loop colostomy in place was abnormal. After explaining
the inherent risks, she underwent a colostomy reversal two
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months later. Her chronic constipation returned as expected,
and another colonic transit study was performed. Twenty-
one rings were retained in the transverse colon on day 5,
again consistent with colonic inertia. A gastrografin enema
was done because the patient had not had a bowel movement
in 2 weeks. There was no mechanical obstruction, but there
was an anastomotic stricture. She had a sigmoidoscopy with
dilation of the coloanal stricture. Her bowel regimen with
daily polyethylene glycol was continued and she was symp-
tom free for 6 months. She developed fecal incontinence, so
her bowel regimen was modified. Her severe constipation
returned and continued for the next 3 months. A laparoscopic
Malone stoma was performed for antegrade colonic enemas.

Six years have passed since the laparoscopic Malone os-
tomy was created. The appendiceal ostomy has been used
with a bowel regimen of one liter of warm water irrigation
on days | and 2 followed by polyethylene glycol on the 3rd
day, then repeated on a continual basis. The patient has had
successful treatment of her colonic inertia with this regimen
with no residual constipation or fecal incontinence.

Review of literature

The Malone stoma was first described for children in 1990 in
England. The 21 children studied had either chronic consti-
pation or fecal incontinence. Mean age of the children in the
study was 12 years old, ranging from 18 months to 18 years.
Fifteen of 21 children showed significant improvement, with
12 of these patients showing complete resolution of consti-
pation or fecal incontinence [4]. Other studies have shown
success rates of treatment with the Malone stoma with ante-
grade enemas to vary from 50-95% [5-9]. This technique has
been shown to be a safe and acceptable treatment option for
chronic constipation and fecal incontinence. Many children
also achieve high functional scores with this technique. Ac-
cording to Schell et al, 85% of patients achieved the maxi-
mum benefit from the surgery with a 6-year follow-up period
[10]. Although the original surgery was conducted in chil-
dren, adults have had successful treatment with this proce-
dure in repeated studies [3, 5, 11].

The stoma may be created by either laparoscopic or open
surgical procedures. Two 5-mm ports may be used to eviscer-
ate the appendix in the right lower quadrant. One port is for
the camera, and the other port is for a bowel grasper. A third
port may be placed if needed. A small Rocky Davis incision
may be used in an open technique to eviscerate the appendix.
The appendix is brought out through a skin incision and an
ostomy is fashioned by securing the mucosal surface to the
skin with absorbable 3-0 sutures. If an appendectomy has
been previously done, a cecal flap or sleeve may be created
with a stapling device and used for the stoma. There are sev-
eral different techniques for creating the stoma [5, 12, 13].
An 18 Fr catheter is used to intubate the lumen of the appen-
dix and is left in place for 2 - 4 weeks until a well healed tract
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is established [14, 15]. The stoma requires daily intubation
in order for the tract to remain patent. The patient intubates
the stoma and allows the bowel irrigant to lavage the colon.
After the lavage is complete, the catheter is removed and
either a band aid or small gauze is used to cover the stoma.
Stomal stenosis is the most common complication associated
with this procedure and is most often treated by dilating the
tract with Hegar dilators [11]. Other complications include
stomal leakage (3%), channel obliteration (3%), stomal pro-
lapse (1%), infection, pain and bleeding [6, 16].

The bowel regimen is individually tailored. Some pa-
tients require 500 to 2000 mL of water to be flushed through
the stoma daily [3, 11]. This is usually alternated with poly-
ethylene glycol ranging from every other day to once every
several weeks [6]. The bowel regimen is altered until a suc-
cessful treatment is established [5]. The average time from
instilling the solution until complete colonic emptying is 30
to 60 minutes [3, 5, 10, 13].

Discussion

The Malone stoma is a rarely utilized surgical procedure
in the United States for chronic constipation, however this
technique should be in every surgeon’s armamentarium. This
procedure is safe and effective for the treatment of chronic
constipation [10]. Patients with significant health comor-
bidities tolerate this minimally invasive procedure well. This
makes the procedure more attractive for elderly patients who
may not be able to undergo a major abdominal operation,
such as a total colectomy. This is also an option for patients
with pelvic floor dysfunction, and combined colonic and
rectal inertia. The author has performed several restorative
proctocolectomies for inertia; however the patients often
have significant morbidity from continued pelvic floor dys-
function [17]. These patients show little to no improvement
in symptoms from a traditional proctocolectomy.

This procedure is well described in Europe and several
studies have been conducted to evaluate the long term ef-
fectiveness of the surgery. Most of the literature describes
the surgery on children; however the Malone stoma has been
successfully used to treat constipation in adults [3, 5, 11].
The procedure can have a fair number of complications, and
as always, the risks need to be weighed against the benefits
for every individual [6, 16]. More studies need to be con-
ducted in the United States to determine the patient popula-
tion that would have the most benefits from the surgery.

In conclusion, the Malone stoma with antegrade con-
tinence enemas is an effective treatment for adult patients
with chronic constipation and fecal incontinence. This
22-year-old patient’s medical options for her chronic con-
stipation had been exhausted. Surgery was her only chance
for a normal lifestyle. Her infantile anatomy made the initial
proposed surgery impossible to perform. This patient was an
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ideal candidate for the Malone stoma with antegrade colonic
enemas. She has now been free of constipation for 6 years
and enjoys a normal lifestyle with her daily bowel regimen.
This technique has been utilized for pelvic floor dysfunction,
as well as colonic and rectal inertia with good results. The
bowel regimen is tailored for each patient. More studies need
to be performed in the United States, but this European sur-
gery should be considered for the treatment of intractable
chronic constipation.
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