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he pelvic diaphragm consists of myofaseial-structure:

supported by osteo-ligamgntous attachments
+ Itis pierced by urogenital and anorectal hiatuses

+ The levator ani is tonically contracted to support the viscera
during straining
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mmuhmnectlve tissue fascia that envelops and suspend visceral organs

+ Cross-linkage between fibrin and elastin developing many types of collagen

+ Collagen type | provides tensile strength while Collagen type Il provides more elastic
support —
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“Pregnancy-related ho nn.-m-_n!::—;g_.e‘ es’uTt in decreased collag agen levels with ———

wuent softening of connective tissue

+ Vaginal delivery can tear the fascia, avulse the levator tendons, and can cause a —
|

stretch neuropathy of the pudendal nerve | -
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+ Nulliparous women and men (20% of prolapses): have genetically poor quality of the
connective tissue + habitual chronic straining

————

+ Hlstologlcally the ligaments of prolapsed tissue have lower concentratlon of collagen |
. lll ratio, and greater concentration of lytic proteases
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mxeual.p&dapse(complete/overt)

d Internal prolapse (internal intussusception/occult)

O Complex prolapses: + rectocele, enterocele, sigmoidocele, cystocele, uterine/vaginal
prolapse (colpocele) —

O Recurrent rectal prolapse —

anatomical & functional disorders: Constipation/OD, incontinence,
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+ Anterior compartment descent/prolapse: cystocele, urethrocele

+.Middle.compartment descent/prolapse: uterine/vaginal
procidentia, colpocele, enterocoele, sigmoidocele

+ Posterior compartment descent/prolapse: recto-rectal / recto-
anal intussusception

+ Perineal descent syndromes: combind prolapses, SRUS
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Rectum
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. : rolapse & rectocele .

O While rectal prolapse may be 1ry or 2ry to genital prolapse

———

O Secondary rectal prolapse may be partially or completely reducible by reduction of the
genital prolapse

Ing structures of the p




+ Progressive mechanical stretching of the pelvic floor ms &
internal and external sphincters ==> Anatomic defect +
functional deficit
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+ Association of uterine prolapse:10-25% and cyétbce|e 35%

+ Associated constipation/OD:15-65%

4+ Associated Fecal incontinence: 30-80%

+ Traumatic proctitis and rectal bleeding / SRUS



e —

e ——— A\

« Female patients (90% of cases):

Two peaks —

| ———

« 20 Y : congenital weakness of rectal support and /or chronic straining disorder (primary
rectal prolapse)
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ONSidant-dafiaton

+ Deep pouch of Douglass

+ Absent fixation of rectum —

o-peritoneal rectum & redundan

igmoid

oor and anal sphincter muscles .




+ Pudendal neuropathy
+ Impaired rectal adaptation to distention
+ Impaired rectoanal motility

+ The irritated mucosa of the prolapsed rectum constantly secretes mucus, making the
patient feel to be chronically wet and incontinent.
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s 4. Tissue-protruding from the anus
+ A sensation of incomplete evacuation
+ Mucus discharge and soiling

+ Functional complaints, ranging from incontinence and diarrhea —
to constipation and OD




URINARY DYSFUNCTION

*Lower urinary tract symptoms
*Incontinence

*Voidihg difficulties
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: NCTION
*Protrusion symp

*Incontinence
*Sexual dysfunction *Defecatory-disorders
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Three AXes Perlneal Evaluatlon (TAPE)
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Anal
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Three Axis Perineal Evaluation (TAPE)

Sexuals troubles
Standard [1/2)

Dyschesia . ,  Dysuna
Wesner's scone [2730] A7 | Standard [1/2]

Urinary Incomtinence . ,f “~._|; Anal Incontinence
ICIQ-SF [12/21] ™ _ _~7 StMark’s Hospital score (10/24)
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Prolapse
Standard [01/2)

Perineodynia: moderate pain
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T —E e CO U T AP TY
* - e+ Colon transit time
« Manometry

+ Colonoscopy / Ba enema
+ Endoanal U/S
+ Balloon expulsion test

+ Perineometry p— -

+ Pudendal N terminal latency
+ EMG










+ Biofeedback physical therapy (in pelvic floor dyssynergia)

+ Sacral nerve stimulation (in pudendal nerve neuropathy)




+ Improve anorectal function

+ Avoid recurrence & post-operative functional complications —

+ Avoid operative mortality / morbidity .




+ Incontinence (continence scoring)

+ Constipation / OD (OD scoring)

+ Internal / external prolapse —
+ 1ry or 2ry rectal prolapse
+ Combined prolapses: Uterine prolapse. Rectocele Cystocele Enterocele sigmoidocele




— e . ct——

— ;';'lnu!‘:—‘!!@'ﬁ'm ures. .l!l:-lll‘:.l_fi_.}ii!};. _O E_,'r_ObIC

=S ITE 2 CLOP XY

+ Resection rectopexy (Frykman-Goldberg procedure)

+ Anterior resection (Muir-Mayo clinic)

+ Posterior mesh rectopexy —

+ Ventral mesh rectopexy ( D’Hoor) —————

+ Pelvic Organ Prolapse Suspension (POPS)
' | | Rectopexy (SIR)




+ Altemeier rectosigmoidectomy
+ Levatorplasty (post-anal repair)

Disadvantages
+ Significant recurrence rate
' | ed rectal reservoir; plic




occult (Internal)

~ + Transtar
+ Delorme’s procedure
Abdominal approach —_—
+ Mesh rectopexy S —
+ Suture rectopexy

kman-Goldberg proced




Ant resection 10-29% 15-29% high

— recurrence
Mesh 2-10% 3-29% Imp incontin
rectopexy worsen const
Resection 2-5% 4-23% Imp incontin
rectopexy Imp constip
Suture 10% 3-9% worsen const
rectopexy

LVR 2-8% 8% Imp conten
_ Imp constip
Delorme 5-26% 0-38% Imp incont
Imp constip
Altemeler 0-50% 0-13% levatorplasty
added



Table 7. Results of the Delorme Procedure for Rectal Prolapse
e - ———— )
Mortality, Recurrence, Follow-up,
Source N Design No. (%) Conlinence. % Conslipatien, % No. (%) mo
Pescatorf et 3. ¥ 1998 33 Retrospective 0 (+) 44(4) 6(18) 39
Lachaux &t al ™ 1995 85 Refrospectve 1(1.2) 45 (+) 100(+) 11(14) 3
Agachan et al ™ 1997 s Retrospective 0 (+) NS 3138) 24
Ofever et al ™ 1994 41 Retrospective 1(24) 58 (=) NS 8(22) 47
Yakut e al 7 1998 27 Retrospective 0 NS NS 442) 38
Kling &t al,“ 1996 6 Refrospectve 0 67 (=) 100(+) 1047) 1
Watts and Thompson,™ 2000 101 Retrospectve 4(4) 25 (+) 13(+) 30 (27) 36
Senapati et al ™ 1934 32 NS 0 46 (+) 50(+) 4 (125) 21
Libarman &t al,* 2000 a4 Retrospective 0 321(+) 88(+) 0 43
Tobin and Scott ¥ 1994 43 Prospective 0 50(+) NA 11 (26) 20

Table 8. Results of Perineal Rectosigmoldectomy for Rectal Prolapse
—_— e —
Mortality, Recurrence, | Follow-up,
Source N Design Levatorplasty No. (%) Conlinence, %=  Constipalion, % No. (%) me
Takesue ol 31,® 1999 100 NS Yes (7110)* 0 () NS 0 42
Ramanujamet 1984 72 NS No 0 67 (+) NS 4 (6) 120
Deen ot 31 1954 10 Prospective No 0 80 NS 1(10) 18
Walts et al = 1985 33  Retrospeclive Nu 0 B(+) NS o 23
22 (~)
Williams et al® 1092 56  Relrospective No 0 46(+) NS 6 (6) 12
0{~)
Johansen ot al ™ 1993 20 NS No 1{5) 21 (=) NS 0 26
Apachan et al.» 1997 32  Retrospeciive %o 0 (+) NC 4(13) 30
Alemeier et al " 1971 106  Relrospective No 0 NS NS 3(3) 228
Kim et 3l * 1999 183 Retrospective No NS 53(+) 61 (+) 29 (16) 47
Wiliiams ot al® 1992 11 Retrospective Yes NS 91 (+) NS 0 12
Agachan et al* 1997 24 Refrospective Yes 0 (<) NC 1(5) 30
Prasad of a1 ® 1586 2% NS Yes 0 88(+) NS 0 NS

Delorme’s

0-38%

Altemeier’s

0-16%
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+ Lap resection rectopexy: most popular in USA

+ Perineal technique: mainly for old/frail patients —
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+ STARR, Transstar: for occult prolapses &/or rectocele: mainly in Europe
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“Asiomoid rese ON .rllln.r(ll-'-—':! ' U—_tUre rECtOpexy in pa |en S WILT
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+ Resection rectopexy has become popular technique in the United States in the past 30
years.
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+ Recurrence rates are low, ranging from 2% to 5%, and major. complication rates range
from 0% to 20%

“‘.
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~~+-Gorrect the leadingcause (full thickness intussusception)
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+ Correct concomitant middle pelvic compartment prolapse

+ Preserve rectal ampulla e




+ High grade intussusception with incontinence

+ High grade intussusception with rectocele ———

lon with enterocele
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prolapse muscle layer or elongation of the SIR
rectum
Altimeier
Primary rectal Rectal prolapse with rectal elongation Anterior resection e
prolapse and failure of the muscle layer _ SIR + ATARR
Secondary rectal Totally reducible by vaginal

i@{glapse__-____ suspension

WI Eartlally reducible by vaginal

prolapse suspension POPS + STARR

POPS 4
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e d Transabdomlnal approacﬁ
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-Lap veteral mesh rectopexy for female patients = concomitant prolapses
-Resection rectopexy for constipated patients

-Mesh rectopexy / suture rectopexy for incontinent patients

-POPS and SIR are promising new techniques —

U Transanal approach

-Altemeier's procedure for strangulated prolapse, ..

-[Delorme’ S, proceaure sleyvatorpla DlajfialiscEnStipated patients

“SSTPARRSOFSmallfeccult (internal”) rectal prolapse -
|

-Transtar for large internal rectal prolapse or recctocele




T Biofeedback rehak #{a’ﬁ@ﬁ=»==—

ggﬁEI‘A‘CUUTS%—f pelvic floor training may help patients with
pelvic floor dysfunction

] Teaches the patient to relax the pelvic floor muscles during
straining at defecation — ;

O Trains patients to suppress the non-relaxing activity of
pelvic floor & to coordinate relaxation with pushing during
efecation
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