Ann Coloproctol 2022;38(5):376-379
https://doi.org/10.3393/ac.2021.00157.0022

pISSN 2287-9714 elSSN 2287-9:
www.coloproctol.org o

Transperineal rectocele repair is ideal for patients
presenting with fecal incontinence
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Purpose: Rectocele can be associated with both obstructed defecation and fecal incontinence. There exists a great variety
of operative techniques to treat patients with rectocele. The purpose of this study was to evaluate the clinical outcome in a
consecutive series of patients who underwent transperineal repair of rectocele when presenting with fecal incontinence as
the predominant symptom.

Methods: Twenty-three consecutive patients from April 2000 to July 2015 with symptomatic rectocele underwent trans-
perineal repair by a single surgeon.

Results: All patients had a history of vaginal delivery, with or without evidence of associated anal sphincter injury at the
time. The median age of the cohort was 53 years (range, 21-90 years). None were fully continent preoperatively. However,
continence improved to just rare mucus soiling or loss of flatus in all patients 6 months after their surgery. There was no
operative mortality. Postoperative complications including urinary retention and wound dehiscence occurred in 3 pa-
tients.

Conclusion: Fecal incontinence associated with rectocele is multifactorial and may be caused by preexisting anal sphinc-
teric damage and attenuation. Our experience suggests that transperineal repair provides excellent anatomic and physio-
logic results with minimal morbidity in selected patients presenting with combined rectocele and anal sphincter defect.
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INTRODUCTION

Pelvic floor disruption among females is generally attributed to
childbirth. If there is anal sphincter damage recognized at the
time of delivery, it is usually addressed by the attendant obstetri-
cian. However, patients often present with symptoms of fecal in-
continence and difficulty in evacuation much later. A rectocele
represents a pulsion diverticulum of the lower anterior rectum
caused by a defect in the midline anterior rectal muscle wall [1].
The rectal mucosa herniates through this defect and may extend
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into the internal and external anal sphincters. In general, obstruc-
tive defecation is related to the rectocele while fecal incontinence
is attributed to the anal sphincter defect.

These disorders socially and psychologically torment patients
and significantly impair their quality of life. Medical and behav-
ioral therapy with a high fiber diet, laxatives, enemas, and bio-
feedback are the initial management strategy for these patients.
Surgery is considered when conservative therapy fails particularly
for those with severe symptoms and have repairable anatomic de-
fects. There are several surgical approaches to manage this includ-
ing the traditional transanal vertical and horizontal plication of
the rectovaginal septum, rectal resection using endostaplers,
transvaginal posterior colporrhaphy, and transperineal anterior
levatorplasty.

The surgical management of rectocele and anal sphincter defect
is a significant challenge for the patient and the surgeon. It is im-
portant to balance the anticipated improvement in the quality of
life with a minimal acceptably low surgical morbidity. No single
surgical technique has so far emerged as the optimal approach to
repair rectocele in patients with postpartum fecal incontinence.
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The transverse transperineal approach is a strategy that allows
wide mobilization of rectal and vaginal tissues, and simultaneous
repair of the rectocele and anal sphincter defect. This paper will
outline the key surgical steps for transperineal rectovaginal rein-
forcement and repair of the external sphincter using the overlap-
ping technique. We have used this technique in patients with rec-
tocele and anal sphincter defect for the past several years and re-
cently reviewed our results.

METHODS

This is a retrospective cohort study of consecutive patients from
April 2000 to July 2015 who underwent transperineal repair of
both rectocele and anal sphincter defect by a single surgeon. Data
collected for patient characteristics include age, indication for sur-
gery, and postoperative complications. Patients’ data were obtained
from their hospital records and the consulting surgeonss office.

Preoperative anorectal manometry and endoanal ultrasonogra-
phy were performed in all patients. Electromyography and nerve
conduction studies were also used to evaluate atrophy of the pel-
vic floor muscles or pudendal terminal motor latency to deter-
mine causes of pelvic floor weakness. Preoperative defecography
was performed at rest and on maximal squeeze and strain. For
patients with obstructed defecation associated with anal inconti-
nence, the transperineal approach was performed to repair the
rectocele with either an anterior external overlapping sphinctero-
plasty or levatorplasty.

Operative technique
Prophylactic antibiotic was given to all patients on induction of

Fig. 1. The transperineal dissection is extended to the vaginal apex
(yellow arrow) to expose the rectocele, the perirectal fascia, the leva-
tor arc (green arrows), and the anal sphincters (blue arrows). The
upper limit of the rectocele is identified as divergence of the longitu-
dinal muscle of the lower rectum.
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general anesthesia. With the patient placed in lithotomy position,
a transverse perineal incision is made. The plane between the ex-
ternal anal sphincter and the posterior vaginal wall is developed
with diathermy ensuring adequate hemostasis. The dissection is
extended to the vaginal apex to expose the rectocele, the perirectal
fascia, and the levator arc (Fig. 1). The upper limit of the rectocele
is identified as divergence of the longitudinal muscle of the lower
rectum. The repair starts at this point and is plicated from proxi-
mal to distal in the midline until the rectocele is obliterated, the
longitudinal muscle of the rectum approximated, and distally the
internal anal sphincter reconstructed. This external anal sphincter
is approximated using an overlapping repair in which the dis-
rupted ends of the sphincter were mobilized and wrapped around
each other (Fig. 2). Skin closure is done using interrupted absorb-
able sutures (Fig. 3).

All patients were seen routinely in the consulting room and re-
viewed initially after 6 weeks then after 6 months. Patients were
subsequently followed up on an ad hoc basis or during consulta-
tions for other complaints.

This study was approved by the Sydney South West Area Health
Service Ethics Review Committee (RPAH Zone; No. X18-0355).
Waiver of consent granted by the Committee as the research pres-
ents no more than minimal risk of harm to subjects and involves
no procedures for which written consent is normally required
outside the research context.

RESULTS

A total of 23 female patients aged 21 to 90 years underwent trans-
perineal repair of rectocele and anal sphincter defect from April

Fig. 2. After approximation of the longitudinal muscles of the rec-
tum (green arrows), the external anal sphincter is approximated us-
ing an overlapping repair in which the disrupted ends of the sphinc-
ter were mobilized and wrapped around each other (blue arrows).
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Fig. 3. Skin closure is done using interrupted absorbable sutures.

2000 to July 2015 by a single surgeon (Table 1). All patients had a
history of vaginal delivery, with or without evidence of associated
anal sphincter injury at the time. The median operating time and
length of hospital stay were 2 hours and 7 days respectively. Two
patients developed urinary retention postoperatively which re-
quired temporary bladder catheterization. One patient had wound
separation which was managed by absorbent dressing applied by
the patient and her carer. There was no operative mortality.

In all patients with rectocele, there was a concomitant anal
sphincter disruption. None of the patients were fully continent
preoperatively. In all cases, it was deemed socially unacceptable
and had restricted the patient’s lifestyle preoperatively. The pa-
tients with difficulty in evacuation used various forms of vaginal
digitation or perineal support. After surgery, incontinence scores
improved to just rare mucus soiling or loss of flatus. The
mean + standard deviation of recorded Wexner score (preopera-
tive, 17.09 £ 1.31 and postoperative, 5.83 +1.90) showed that
transperineal levatorplasty resulted in an improvement in fecal
incontinence #23) =-20.00, P <0.00001, 6 months after surgery.

DISCUSSION

Rectocele is common in parous women and is assumed to be due
to distension or tearing of the rectovaginal septum in labor and
vaginal birth. A minor rectocele has been reported in as many as
93% of females [2]. However, the overall prevalence of rectocele is
not well defined as many women are asymptomatic and do not
seek medical consult. Known risk factors include primiparity,
high fetal birth weight, prolonged second stage of delivery, instru-
mental vaginal delivery, and midline episiotomy [3, 4]. Defects of
the rectovaginal septum have also been found to occur in asymp-
tomatic, young nulliparous women [5]. However, parturition and
childbirth seem to compound the size of such defects by the con-
stant increased downward displacement of the pelvic floor and
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Table 1. Baseline characteristics of patient undergoing transperineal
levatorplasty

Characteristic Data (n=23)
Duration of symptoms (mo) 43.6+14.2
Preoperative Wexner score 171+£1.3
Rectocele size in defecography (cm) 47+09
Anal manometry
Rest pressure (mmHg) 56.3+7.7
Squeeze pressure (mmHg) 112.4+13.8
Desire to defaecate volume (mL) 80.3+12.6
Maximum tolerable volume (mL) 154.5+35.9

Values are presented as mean =+ standard deviation.

rectum. Other possible etiologies of rectocele are chronic increase
in abdominal pressure, prolonged orthostatic posture, or congeni-
tal or inherited weakness in the pelvic support system.

Surgical intervention is reserved for patients who have anatomi-
cal defects, pathologic conditions that can be corrected surgically,
and those in whom conservative management has failed. The rec-
tocele and anal sphincter defect when present should be repaired
at the same time. The transperineal repair appears to be ideal for
such cases. In this approach, addressing the rectocele first makes
the anal sphincter anatomy easier to demonstrate, and extensive
lateral dissection is avoided. Postoperative complications may in-
clude constipation, incontinence, incomplete rectal emptying,
splinting, pain, bleeding, and sexual dysfunction. Early recurrence
of a rectocele is most likely the result of missed and unrepaired
support defects. Rectoceles that occur late after repair are usually
due to constitutional factors, such as weakening of the supporting
tissue because of advancing age, chronic straining, postmeno-
pausal atrophy, and other factors.

Overlapping sphincteroplasty restores the anatomical integrity
of the anal sphincter complex and is ideal for patients with
sphincter defect secondary to traumatic childbirth or prior anal
surgery. Associated risks of the procedure include bleeding, infec-
tion, pain, dyspareunia, and occasionally may cause fistula to the
vagina [6]. One randomized trial comparing operative techniques
for patients who had end-to-end and overlapping sphincter repair
reported flatus incontinence in 39% and 61% respectively at 6
months, and 39% and 43% at 3 years [7]. The extent of sphincter
damage, operative vaginal delivery, older age, and high body mass
index are associated with the risk of fecal incontinence after pri-
mary repair. Despite worsening results over time, most patients
remain satisfied with their surgical outcome after repair. A sys-
tematic review of 16 studies comprising of nearly 900 repairs re-
ported a poor correlation between the patients’ quality of life and
the severity of fecal incontinence after anal sphincter repair. Over-
all, there was high patient satisfaction even if the fecal inconti-
nence declined with time or adaptive measures were needed [8].

In older women, there is a tendency to recurrence of pelvic floor
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weakness, and surgery has been associated with worse functional
outcomes [9]. Reinforcement with an absorbable mesh seems an
attractive option to help strengthen the middle pelvic compart-
ment and prevent subsequent prolapse. A prospective study of 25
patients who underwent transperineal repair of rectocele, 5 of
which with prosthetic mesh, demonstrated that patients reported
improvement in terms of feeling of incomplete emptying, pro-
longed and unsuccessful straining at stool and digital assistance
after a median follow-up of 45 months, with acceptable morbidity
[10]. However, this aspect requires further careful study.

There are little data concerning patients with rectocele who have
associated fecal incontinence. Our experience suggests the trans-
perineal repair provides excellent anatomic and physiologic re-
sults with minimal morbidity. However, because none of the pa-
tients gained full continence postoperatively, pelvic floor rehabili-
tation might be also needed to achieve better sphincter function
in patients with fecal incontinence.
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