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ACNES 
 
Anterior Cutaneous Nerve Entrapment Syndrome (ACNES) is a recent identified cause of 
chronic abdominal pain in children and adults. The superficial end branches of intercostal 
thoracic nerves twigs are somehow trapped at the level of the rectus abdominal muscle 
leading to pain, and in a few occasions  vomiting. The exact pathophysiology of ACNES is 
unknown, but is probably related to traction or compression of the anterior portions of 
intercostal thoracic nerves, usually involving intercostal thoracic nerve VIII to XII. 
Pregnancy, abdominal trauma, and chronic nerve root compression caused by 
thoracolumbar or orthopedic conditions are occasionally identified as predisposing factors. 
Diagnosis of ACNES is suspected by a constant nagging localized abdominal pain that 
increases during play or sport associated with a positive Carnett sign. Carnett test is 
performed as follows: the physician localizes the point of maximal pain with his index 
finger, and the child is then asked to lift the head or upper torso or the legs while the 
palpating index finger remains on the painful spot. If this lifting aggravates the pain, its 
origin is probably located in the abdominal wall. Hypoesthesia, hyperesthesia/ algesia or 
sometimes even allodynia may be found by comparison to the normal contralateral 
abdominal side. A positive pinch test is a sensitive and highly underrated sign reflecting the 
presence of a neuropathic pain syndrome such as ACNES. Attenuating the pain using 
trigger point local anesthetic infiltration support the diagnosis. These children undergo 
extensive laboratory and imaging workup which are usually negative and expensive.  
Management consists of pain medication. If pain persists, US-guided transverse abdominis 
plane technique blocking the entrapped nerve using subfascial lidocaine with steroid 
infiltration is utilized. With recurrent or recalcitrant pain an anterior cutaneous neurectomy 
will be needed. The neurectomy removes the affected nerve end twigs. This type of 
surgical procedure is highly successful in children and adults. 
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POEM 
 
Achalasia is a rare motility disorder of the esophagus due to absence of peristalsis in the 
esophageal body impairing relaxation of the lower esophageal sphincter during swallowing. 
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The etiology of achalasia is  likely to be affected by various factors causing 
immune-mediated ganglionitis which results in degeneration of the myenteric nerve plexus 
of the esophageal wall. Achalasia causes regurgitation, dysphagia to solids, retrosternal 
pain and weight loss. The diagnosis of achalasia is first suggested in a barium swallow and 
corroborated using esophageal manometry studies. Achalasia is either managed by 
esophageal balloon dilatation and most effectively with either open or laparoscopic anterior 
surgical esophageal myotomy. Peroral endoscopic myotomy (POEM) is a novel procedure 
developed recently which has ameliorated the symptoms of patients with achalasia. The 
endoscopic procedure, performed in the operating room under general anesthesia, 
consists of entry incision on the mucosa at the level of the gastroesophageal junction, 
establishing a tunnel on the submucosa, performing the myotomy followed by sealing of 
the entry incision. The myotomy is primary performed for the circular muscle fibers or both 
the circular and longitudinal muscle fibers. Leak through the mucosal seal can cause 
peritonitis and/or mediastinitis. Compared with the surgical approach to achalasia, POEM 
has the advantage of minimally invasiveness. POEM can significantly improve esophageal 
motility by decreasing upper esophageal sphincter and lowering esophageal sphincter 
pressure. POEM has no effect on esophageal body peristalsis. After POEM incomplete 
myotomy and gastroesophageal reflux can become a problem. The role of POEM in the 
treatment of other esophageal motor disorders such as diffuse esophageal spasm, 
non-relaxing hypertensive LES and nutcracker esophagus is still debatable. POEM is a 
safe and effective technique for treating pediatric achalasia.  
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Lymphorrhea 
 
Lymphorrhea is an abnormal flow of lymph draining externally from disrupted lymphatics 
vessels or previously retained within a wound. In children lymphorrhea usually occurs 
following a surgical procedure for a lymphatic anomaly, following cardiothoracic surgery, in 
penetrating trauma to the neck or during  removal of lymph nodes for diagnostic or 
therapeutic purposes. Complications of uncontrolled lymphorrhea can lead to 
subcutaneous collection of lymphatic fluid or a draining fistula. High output lymphatic 
leakage is associated with increased mortality when intervention is not initiated in a timely 
fashion due to critical loss of fluids, proteins and electrolytes causing lymphocyte and 
antibody depletion Most cases of lymphorrhea in children occur after surgery for 
lymphangioma or cystic hygroma, a benign condition of the lymphatic system consisting of 
cysts of varying size. Initial management of lymphorrhea consists of diet modification, 
drainage, pressure dressings, and reoperation to stop lymphatic drainage. Octeotride, a 
somatostatin analog has been used successfully to manage port-operative lymphorrhea in 
children after removal of large lymphangioma in the cervical and axillary region. Midodrine, 



 

 
3 

an oral selective alpha-adrenergic drug, can affect contraction of smooth muscle and 
decrease lymphatic flow. Sclerotherapy using either doxycycline, ethanol, bleomycin or 
minocycline has also been successfully used to manage lymphatic leakage. Surgical 
exploration to occlude lymphatic vessels with the use of fibrin sealant has also produce  
benefit in selected patients.   
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