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The aim of this study was to compare the efficacy of three
forms of cleansing enema for rigid proctosigmoidoscopy.
One hundred fifty five patients referred for
proctosigmoidoscopy to the Department of Surgery at the
FEU-NRMF Medical Center were randomly assigned by simple
random sampling into three groups to receive three forms of
cleansing enema: monobasic sodium phosphate dibasic
sodium phosphate (Fleet Enema ) for Group 1 (n=42), sorbitol
and dioctyl sulfosuccinate ( Clyss Go) for Group 2 (n=38) and
soap sud enema (SS Enema) for Group 3 (n=45). Quality of
bowel preparation was graded as good, fair or poor. The
cleansing enema was administered one hour prior to the
procedure. It was read ministered in case the patient did not
have bowel movements. Another dose ofthe designated enema
was given if the bowel preparation was poor. The reinfusion
rate for the SS enema group was only 17 per cent, significantly
lower than the 45 per cent of the Fleet Enema group (p=O.Ol),
but not statistically different from the 39 per cent ofthe Clyss
Go group (p=O.05). The cost-effective analysis using direct
costs showed SS enema was more cost- effective than Fleet
Enema or Clyss Go enema. The SS enema was a good alternative
for cleansing the bowel prior to rigid proctosigmoidoscopy.
It had a low reinfusion rate and was more cost-effective than
Fleet enema or Clyss Go.
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Rigid proctosigmoidoscope is one of the most commonly
used instruments in the examination of the rectum and
sigmoid. It can provide the examiner with accurate
distance ofthe tumor in relation to the anal verge. It can
be used to assess the relative mobility of tumors and its
relation to the anorectal ring', both of which are very
important in deciding whether a sphincter-saving
procedure or more extirpative surgery is indicated.

Adequate examination of the full length of the
rectum and the distal sigmoid requires good bowel
preparation. Locally available enemas include monobasic
sodium phosphate dibasic sodium phosphate (Fleet
Enema) and sorbitol and dioctyl sulfosuccinate (Clyss
Go). Soap sud enema is still being used in some institutions
for bowel cleansing not only for proctosigmoidoscopy
but even for colon and rectal surgery. Bowel preparation
prior to proctosigmoidoscopy requires administration of
the enema one hour prior to the procedure. However, in
cases of poor bowel preparation, repeat cleansing may
be necessary", thereby increasing the cost of procedure
and adding to patient's anxiety and inconvenience.

It was the objective of this study to determine the
efficacy of a locally improvised soap sud enema (SS
enema) for bowel c leans ing prior to rigid
proctosigmoidoscopy.

Methods

All patients referred for proctosigmoidoscopy to the
Department of Surgery at the FEU-NRMF Medical
Center from January to December, 2000 were randomly
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assigned by simple random sampling using a table of
random numbers into either of three groups: Group 1
received Fleet Enema, Group 2 received Clyss Go and
Group 3 received SS Enema. Excluded from the study
were patients with obstructing distal rectal cancers, anal
fissures, anal strictures, and fecal impaction, which
contraindicated technical maneuverability of the
procedure.

Administration of the designated enema was done
by assigned surgical residents for the duration of the
trial. The enema was administered one hour prior to the
procedure. If bowel movements were not noted within
an hour after administration of the enema, it was re-
administered before the procedure was done. The quality
of bowel preparation was graded as "good" (minimal
liquid stool not hindering visualization), "fair" (moderate
amountofliquid or minimal solid stool requiring suctioning
and washing) or "poor" (large amount of liquid or
moderate amount of solid stool with inadequate
visualization despi te attempts at suctioning and washing)".
Another dose of enema was administered if there was
poor bowel preparation.

Materials needed to produce the SS enema were the
following: one bar of Perla laundry soap, plastic dispensers
and 3 liters of tap water. The solution was made by
dissolving one bar of Perla soap in 3 liters of boiling
water. It was cooled to room temperature and 150 ml of
the solution was placed in each of the plastic dispensers.
Twenty SS enemas in makeshift containers were
prepared.

The patient was positioned on left side decubitus
with the right knee flexed and arms rested comfortably.
The enema was administered after adequate lubrication
of the plastic tip. All its contents were emptied into the
rectum. The patient was kept in a comfortable position
until the urge to defecate was felt.

The proctosigmoidoscopy was done in the same
position, but with buttocks positioned more on the edge
of the examining table. The instrument used was the 1.9
ern diameter, 25 em length Welch Allyn rigid
proctosigmoidoscope. The examination was done by the
authors who were unaware as to the type of enema used.

The three groups were then compared in terms of
the following: 1) adequacy of bowel movement;
2) reinfusion rate, defined as the number of patients in
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the group who needed re-administration of enema (due
to poor bowel preparation or inability to have bowel
movement) divided by the total number of patients in the
group; 3) quality of bowel preparation; 4) cost
effectiveness using direct costs alone and number of
saved re-enernas as the measure of effectiveness.

Results

There were 137 patients referred for
proctosigmoidoscopy during the time period of the study.
Excluded were 12 patients: obstructing distal rectal
cancer (4), acute anal fissures (5), fecal impaction
(1) and anal strictures (3). There were 125 patients
eligible for the trial. The three groups were comparable
by age, gender, diagnosis and length of insertion of the
proctosigmoidoscope (Table 1).

Table 1. Pertinent clinical characteristics of 125 patients for rigid
proctosigmoidoscopy by type of mechanical bowel preparation,
Department of Surgery, FEU-NRMF, 2000.

Variables Group I Group 2 Group 3 p value*
(n=42) (11=38) (n=45)

Mean age (yr) 49.67 45.53 46.36 0.4603
Gender

Male 29 25 30 0.9488
Female 13 13 15

Diagnosis
Normal 18 10 16 0.3016
Polyps 5 9 10 o 3332
Hemorrhoids 10 12 10 0.5905
Diverticu losis 7 4 5 0.6526
Carcinoma 2 3 4 0.7433

Mean length of
insertion (cm) 20.07 20.18 18.84 o 3463

*t test for age and length of insertion
chi square/Fisher exact test for gender, diagnosis

Adequate bowel movements (Table 2) within an
hour of administration were achieved in 23 (55 %),24
(64 %) and 37 (82 %) patients in Groups 1, 2 and 3,
respectively.

Re-adrninistration of the enemas due to poor bowel
preparation and inability to move bowels occurred in 19
(45 %), 14 (39 %) and 8 (17 %) patients in Groups 1,2
and 3, respectively (p=0.01987). The re-infusion rate
for the SS enema group of only 17 per cent, was
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significantly lower than the 45 per cent of the Fleet
Enema group (p=0.005665), but not statistically different
from the 39 percent of the Clyss Go group (p=0.05000).
In comparing the re- infusion rate between the Fleet
Enema group and the SS enema group, the relative risk
was 0.39 (0.19-0.80). In comparing the re-infusion rate
between Clyss Go group versus SS enema group, the
relative risk was 0.48 (0.23-1.03 ).

Table 2. Adequacy of bowel movements and re-infusion rate by type
of mechanical bowel preparation prior to rigid proctosigmoidoscopy in
125 patients, Department of Surgery, FEU-NRMF, 2000

Variables Group 1 Group 2 Group 3
(n=42 ) (n=38) (n=45)

Adequate bowel 23 24 37
movements after the (55%) (64%) (82%)
single dose
Readministration of 19 14 8
enema (45%) (39%) (17%)

The data on quality of bowel preparation (Table 3)
yielded the following results. Good preparation was
achieved for 5 patients in group 1, 2 in group 2, and 2 in
group 3 (p=0.3471). Fair preparation was noted for 16
patients in group 1, lOin group 2 and 13 in group 3
(p=0.4808). Poor preparation was noted for 21 patients
in group 1,26 in group 2 and 30 in group 3 (p=0.1632).

Table 3. Quality of bowel preparation by type in 125 patients for rigid
proctosigmoidoscopy, Department of Surgery, FEU-NRMF, 2000

Grade Group 1 Group 2 Group 3
(n=42) (n=38) (n=45)

Good 5 2 2
Fair 16 10 13
Poor 21 26 30

The prevailing prices of the enemas during the
conduct of the trial was P247.50 for the Fleet Enema,
P293 .00 for the Clyss Go and P 11.00 per dispenser ofSS
enema produced.
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Using the number of re-infusions saved as the
measure of effectiveness, there were 23 enemas saved
for the Fleet Enema group, 24 for the Clyss Go group and
37 for the SS enema group. Using only direct costs, the
average cost-effectiveness for the Fleet Enema group
was PlO.76 per reinfusion saved. For the Clyss Go
group, it was P12.21 per reinfusion saved. For the SS
enema group, the average cost-effectiveness was PO.30
per enema saved. U sing incremental analysis in comparing
the Fleet enema group with the SS enema group, the
marginal cost-effectiveness ratio was computed as -
16.9. In comparing the Clyss Go group with the SS
enema group, the marginal cost-effectiveness ratio was
computed as - 21.69.

Discussion

Although a standard proctosigmoidoscope is 25 ern in
length, the average distance that the scope can be
passed is 20 cm. In men, the scope can be passed to 21-
25 em half of the time, and in women, it can be passed
that distance one third of the time 4. Proctosigmoidoscopy
is suitable only to examine the rectum and distal sigmoid
colon. The diagnostic accuracy without bowel preparation
is adequate in only 50 per cent of cases but by employing
the preliminary enema, this can be improved to 80 per
cent" significantly improving the number of satisfactory
sigmoidoscopic examinations".

Most centers abroad recommend flexible
sigmoidoscopy rather than the rigid scope in initial
evaluation of the distal colorectum. The overall yield
provided by the use of flexible sigmoidoscopy is 3.2
times greater than that of examination with the rigid
scope". More than twice (2.4 times) the number of
polyps and more than three times the number of cancers
could be detected", compared to the rigid scope.

In both procedures, some form of bowel cleansing is
mandatory. The influence of hypertonic enema on the
macroscopic and microscopic appearance of the rectal
mucosa only reveals mucosal edema. A knowledge of
these changes is particularly important in the assessment
of inflammatory bowel disease, where edema of the
unprepared mucosa means slight proctitis".
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Since only the rectum and distal sigmoid colon are
evaluated in rigid proctosigmoidoscopy, the bowel
preparation providing optimum cleansing of the distal
segment with minimal discomfort and inconvenience is
the most ideal I 0-15 _ It should be cheap and locally available.
Fleet Enema and Clyss Go are the two cleansing enemas
which are locally available.

SS enema, by virtue of its sodium and fat proportions
inherent in soap preparations", acts as a surfactant
which decreases the superficial tension of aqueous
solution. Through this action it permits the penetration of
water and fats into the intestinal contents and makes
defecation easier. The same principle holds true for
Clyss Go which contains sorbitol and sodium dioctyl
sulfosuccinate acting as anionic surfactant. Fleet Enema
is a saline laxative. It contains monobasic sodium
phosphate dibasic sodium phosphate, which are
hypertonic salts that attract and retain large volumes of
isotonic fluid in the gastrointestinal tract thus, stimulating
peristalsis and diarrhea per enema.

Incremental analysis showed that SS enema was not
only cheaper, but has a lowerre-infusion rate. Using SS
enema rather than Fleet enema, will not only save a
patient P236.50, but also save an additional 14 cases
from repeat enema due to poor bowel preparation.
Compared with Clyss Go, a patient can save P282.00
and additional 13 cases can be spared re-infusion by
using the SS enema.
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