easiest and most efficient form of rehydration, especially in severe
cases.

Nutrition should be started as soon as possible after completion
of initial rehydration. Early refeeding is safe, well tolerated, and
clinically beneficial. Because breast-feeding reduces diarrheal
losses and the need for oral rehydration in infants, it should be
maintained in the absence of contraindications (e.g., maternal HIV
infection).

NONSPECIFIC, SYMPTOM-BASED THERAPY

Antimotility agents have been implicated in prolonged fever in
volunteers with shigellosis. These agents are suspected of
increasing the risk of toxic megacolon and are thought to have been
responsible for HUS in children infected by EHEC strains. For
safety reasons, it is better to avoid antimotility agents in bloody
diarrhea.

TREATMENT OF COMPLICATIONS

There is no consensus regarding the best treatment for toxic
megacolon. The patient should be assessed frequently by both
medical and surgical teams. Anemia, dehydration, and electrolyte
deficits (particularly hypokalemia) may aggravate colonic atony and
should be actively treated. Nasogastric aspiration helps to deflate
the colon. Parenteral nutrition has not been proven to be beneficial.
Fever persisting beyond 48—-72 h raises the possibility of local
perforation or abscess. Most studies recommend colectomy if, after
48—72 h, colonic distention persists. However, some physicians
recommend continuation of medical therapy for up to 7 days if the
patient seems to be improving clinically despite persistent
megacolon without free perforation. Intestinal perforation, either
isolated or complicating toxic megacolon, requires surgical
treatment and intensive medical support.

Rectal prolapse must be treated as soon as possible. With the
health care provider using surgical gloves or a soft warm wet cloth
and the patient in the knee-chest position, the prolapsed rectum is
gently pushed back into place. If edema of the rectal mucosa is
evident (rendering reintegration difficult), it can be osmotically



