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Defecation :

* the normal process of evacuating stool from the rectum.

It involves a complex interaction of normal motility of the
gastrointestinal tract, contractile function of the rectum, coordination
of the pelvic floor musculature, and relaxation of the anal sphincter
mechanism.



Obstructed defecation

Anorectal outlet obstruction, also known as obstructed defecation
syndrome (ODS)

it 1s a pathological condition due to a variety of causes
It is characterized by an impaired expulsion of

the bolus after calling to defecate.



POPS

It is a complex disorder due to anatomical changes in the pelvic
support structures which results in the downward descent of any
of the pelvic organs through the muscular pelvic floor.

S. R. Steele et al. (eds.), The ASCRS Textbook of Colon and Rectal Surgery, Springer e
Nature Switzerland AG 2022 https.//doi.org/10.1007/978-3-030-66049-9 1 \f .
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Etiology

* The etiology is multifactorial.

Table 65.1 Established risk factors for primary and recurrence pelvic

organ prolapse

Primary POP | Recurrent POP

Vaginal Age younger than 60 years at time or primary
parity vaginal repair

Advancing | Obesily

age

(besity Stage Il or IV prolapse at initial presentation

Primary POP is defined as symptomatic POP with clinical evidence of

prolapse beyond the introitus. Recurrent POP is defined as the need for
surgery following primary repair

(D. Patterson et al.,Middle and Anterior Pelvic Compartment: Issues for the Colorectal
SurgeonThe ASCRS Textbook of Colon and Rectal Surgery, Springer Nature Switzerland

Other risk factors for primary or recurrent POP:

| chronic constipation

2. connective tissue disorder
3. Menopause

4, Smoking

5. family history

6. pulmonary disease, diabetes

AG 2022 https://doi.org/10.1007/978-3-030-66049-9 1)
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Approach to Patient with Prolapse

A proper_history and physical exam should focus on
urinary, defecatory, and ____sexual __ function

Three-axis perineal evaluation

(TAPE) Evaluation of the patient with
"8 R. Farouk EI Sayed: Urogynecclogieal side of pelvic floor MR POP

Table 65.2 Symptoms associated with pelvic organ prolapse

Osehesi Pelvic organ

A Dysowrwants
Dyschesin 1 5
'ﬂ'\\\' ; function Symptoms
% \ % Bulging, heaviness, pressure, pain, decreased
N j >.... ;i - pleasure, decreased body image
PN S Leaking, urgency, frequency, weak stream, feeling
e —— of incomplete emptying, splinting, positional

whh sepresents a contnuum of problems, lom cxcess 10 twee lovals of severity: O » no protlem, 1 = mid grodlem, \r{]iding. pai“

Gobooncy. The gynecologhe dxid is in mod, al the eaosss end & 2 = serire protlem. B TAPE in a pasent with problons on al

dyipieunss, ind M Ihe deliiency end i prolipse. The uo- oo ieis. mdd dySpAncu, Sewere e Iscontingncn, and - . .

o e .yl 0 ace o .y, 30 0n o 53 . ¥ Ih Qynacolog o ok sk e 1 qacions Stool or flatus leakage, feeling of incomplete

aobcnncy end & urmary nconboence. The cobprocialog e patinnt wel harvs 10 v with Bt prodlers for sy yoars. N .. . .

O N T o evacuation, straining, urgency, splinting or
digitizing lo evacuale, pain

(R. Farouk El Sayed: Urogynecological side of pelvic floor MRI Abdom Imaging (2013)
38:912-929 DOI: 10.1007/5s00261-012-9905-3), (D. Patterson et al., Middle and Anterior

Pelvic Compartment: Issues for the Colorectal SurgeonThe ASCRS Textbook of Colon and - c
Rectal Surgery, Springer Nature Switzerland AG 2022 https.//doi.org/10.1007/978-3-030-
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Obstructed defecation

is sometimes troublesome for the patient and surgeon,

and it can be difficult to manage even for the most

experienced clinicians.




Obstructed defecation

e The anatomical and pathophysiological changes that occur with

obstructed defecation are varying, often incompletely understood,

and in many cases without ideal outcomes.




Obstructed defecation

* Patients usually present with a general complaint of constipation and
have previously tried the medications in an effort to relieve their
symptoms.

* Patients frequently resort to laxatives, suppositories, or enemas in an
effort to relieve symptoms but sometimes with only limited
improvement.



Obstructed defecation

* Physicians need to have an organized approach to manage these
patients optimally.

* Improvements over the past few years in our understanding of the
complex process of constipation and defecation, along with the
increasing use of radiological and anorectal physiology studies, have
led to improved treatment results.



Patients complain of different symptomes,
including:

* incomplete evacuation with or without painful effort,

* unsuccessful attempts with long periods spent in bathroom

e return visit to the toilette,

* use of perineal support,

* manual assistance (insertion of finger into the vagina or anal canal),
* Straining

* dependence on enema and/or laxatives.



The pathogenesis of ODS

* The main interest in the pathogenesis of ODS 1s between
functional and mechanical causes.

* In ODS, anatomical findings must always be matched with
patients’ complaints and quality of life.



Causes of ODS

Anismus:

1. Failure to relax the anal sphincters or paradoxical contraction of the
puborectalis muscle

2. It 1s considered the main and most frequent functional causes of
ODS.




Causes of ODS

Rectocele:

1. defined as a herniation of the rectal wall through a defect in the
posterior rectovaginal septum in the direction of the vagina.

2. Rectocele may be classified according to its position (low, middle,
high), size (small <2 cm, medium 2—4 cm, large >4 cm) and degree
(using Half-way system or POP-Q system).

3. It is very frequent in healthy asymptomatic women and it should
not be considered a pathological condition only because it is
evident at clinical examination or at the defecography.




Causes of ODS

Intussusception:

1. defined as an invagination of the rectal wall into the rectal lumen.

2. It may be described as anterior, posterior, or circumferential.

3. It may involve the full thickness of the rectal wall or only the
mucosa

4. 1t can be classified as intrarectal, intra-anal or external.



Causes of ODS

Enterocele and sigmoidocele :

.

it 1s a hernia of the small bowel or sigmoid colon into the pouch of
Douglas, which protrudes into the posterior vaginal wall and needs
to be differentiated from a true rectocele.

It may be symptomatic, causing symptoms of outlet obstruction,
and it can also lead to voiding dysfunction.




Causes of ODS

SRUS:

Which is a combination of:
1. intussusception
2. anismus

3. intra-anal digitation.



Integrated Coloproctology

Pressure

Resistance I

Flow




Investigations for POP:

Anorectal manometry.

Defecography.

Pudendal nerve terminal motor latency.
Colonic transit time.

Urodynamics.

Dynamic Endorectal Ultrasound
MRI defecography

(Victor W. Fazio, James M. Church, Conor P. Delaney and Ravi P. Kiran, Current therapy in colon and rectal

surgery, third edition, 2017, p 107.)
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Investigations of ODS

Table 59.7 Physiological and imaging lesting Tor obsbrocied delioca-
Lion syndromme
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Ultrasonographic imaging in
ODS
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DEFECOGRAPHY for ODS




MRI defecography

A B C

Fig. 7—Sagittal steady-state images in different patients during defecation. B = bladder, R = rectum, V = vagina.

A, Solid arrow shows invagination of anterior and posterior rectal walls into more distal rectum for short distance, consistent with intrarectal intussusception. Large fat-
containing peritoneocele is seen (dashed arrow).

B, Arrows show invagination of anterior and posterior walls of rectum into anal canal consistent with intraanal intussusception.

C, Sagittal image during defecation in third patient shows widened anal canal (brackets) with complete rectal inversion and external (extraanal) prolapse (arrows).
There is also sigmoidocele behind inverted rectum nearly extending into anal canal (dashed arrow).



MRI defecography

Consensus Definitions and Interpretation Templates for
Magnetic Resonmnance lmaging of Defecatory Pelvic Floor
Disorders: Proceedings of thhe Consensus Meeting of the Pelwic
Floor Disorders Consortium of the American Society of Colon
and Rectal Surgeons, thhe Society of Abdominal Radiocologwy., the
Intermnational Continmnence Society, the AAmerican Urogynecologic
Society, the International Urogynecological Association, and the
Society of Gynecologlc Surgeons

Brooke H. Gurlamnd, MDY, M, Roopa Ram, MED3, Tracy L. Hall, miD*, Ervin Kocjamncic, iD=,
Lieschemn H. Quiroz, M l- MDD, Kedar R Jar‘nbhekar M=, Wictoria Chernvak, MDD, MSS,

Raj Mohamn Paspulati, MOSs . = T MDD, PRD™, Al MO Steimner, MDD, Aaomita Kamath, moee

S. Abbas Shobeiri, ML, MBA‘:" MMilemna M. Weinstein, MO Liliamna Bordeiamnow, MO, MPHTS,

omn behalf of the Members of thhe Expert Workgroup omn Magnetic Resomance lmaging of Pelwic Floor Disorders

MRI defecography

IMPRESSION
1. [Anatomic findings)
2. [Anterior compartment findings)
3. [Middle compartment findings)
4. [Levator hiatus and anorectal junction/perineal descent findings)
5. [Posterior compartment findings)

doi.org/10.2214/AJR.21.26488 AJR 2021, 217:800-812 ISSN-L 0361-803X/21/2174-800
© The ASCRS 2021, © 2021 American Urogynecologic Society. All rights reserved.; ©
American Roentgen Ray Society; © The International Urogynecological Association 2021 ) o
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MRI defecography

A B ¢
Figy 04yl woman wth estoryof blacesanduerne rfase, B = b A= ectum V= g Fig. 7=Sagitalsteady stae images in dferent patients uring defecaion B = bladder, R= ectum, V= vagina
and B Al ) andsagita ) T2 weghted images of et rest show esocenvialpope, Vaginalwlls e weldelested rcurforetally fong o A, Sold artow shows invaginaton of antero and posterior ectal walnto more dstal ectum forshort istance,consistent with intrasectalintussusception. Large ot
sutounding audally prlapse ce otk Al larly sl are symmetsc thinning an balloningoflevatranimuscls on axalimage (ot arows A\ contaning perkoneocele s seen (dashed o)
€, St e st g efocationshow gyt o) movesgfcant terin rofase (st and el usscepton oshed B, Avtoms show invaginaton f anteror and posterio walsof ectum ko analcanal consistent with traanlintussuscepton,
) C, Sagtalimage during dfecaton i thipatent shows widened aal canl ket it competrectal versionand eteal etraanal) roapse s,

These i aso simordocele behindinverted retum neary extending into anal canal eshed arow)

El Sayed R, MR Imaging PFD Current Implications and New Horizons, Radiol Clin N Am ( %E
58 (2020) 305-327 https://doi.org/10.1016/j.rcl.2019.11.007 7 cwum



ThHhree-dirrrensional WMrodelfmg VIR Irnmaginmng of
Ttfre Fornctiomnal F-part Peflwvic Sorpopyoritirvcy
Systaearrms

El Sayed

- 1A, 2D Modeling of the predomiimnant pelvic supporting systerm defect. (A) Static axial T2WIil of a normal healthy
unteer with Nno pelvic floor dysfunction shhowws straight posterior urimary bladder wall indicatimg normal level |
dopelvic fasca (green arrows). (8) The corresponding 3-D reconstruction post imaging processing using rmanual
prmentation of seqguential source IMmages, shhowvws that thhe intact fascia is reflected on thhe urinary bladder posterior
I Gwwrbhirte arrowvw) imthe SD modelsameasinthe 2D MR image . (O) Static Aoaal T2VV MR image of female patient with
P shows sagging of the posterior urinary bladder wall, to fill the gap caused by detachment of the pubocervical
cia from the lateral pelvic wall red arrows=)_. (D) Is thve corresponding 2 D modeling of thhve MR image effectively

El Sayed R, MR Imaging PFD Current Implications and New Horizons, Radiol Clin N Am
58 (2020) 305-327 https://doi.org/10.1016/j.rcl.2019.11.007 st S A YT 0 ROy
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* Device used to measure anal canal pressures

* Rectal pressures

* Rectal sensations

* Rectoanal reflex

* Biofeedback therapy

Helps in diagnosis and management of patients of anal
incontinence and obstructed defecation syndrome




Anorectal Manometry

||||||||||||||||||
|||||||||||||




Functional Luminal Imaging Probe j_é/
(FLIP)

* The EndoFLIP System is used in a clinical setting as a pressure and
dimension measurement device.

* The EndoFLIP System can measure and display diameter. The
system can also measure and display balloon pressure



8
£

PR puborectalis, IAS internal anal sphincter, EAS
external anal sphincter, EE excitation electrodes, RE
recording electrodes, B bag, C catheter.




PATIENT HAME: PATIENTID:  Paliert12i




Management of obstructed

defecation syndrome

Treatment of outlet obstruction
is _often disappointing, and
many authors reported non
encouraging _ results __after
surgery.

| Totally Disagree.
PROF: Ahmed Faragqg




Management of obstructed
defecation syndrome

* As a consequence, an initial conservative approach has been
encouraged. high-fiber diet, biofeedback, and rehabilitation
of the pelvic floor muscles can help to reduce symptoms of

outlet obstruction.



Management of obstructed
defecation syndrome

* When it has been demonstrated that the predominant alteration is the
rectocele, repair of the anterior rectal wall through the different
approaches described (transvaginal, perineal, or transanal) should be
performed.

* The simplest operation is the transanal suture of the anterior rectal
wall, with satisfactory results in more than 80% of patients.

* rectocele and rectal occult mucosal prolapse may be also resected
with a GIA stapler (STARR or TRANS-STAR procedures) with
satisfactory short-term results.

* Alternative approaches are represented by discrete fascia repair or
mesh (biologic or synthetic) positioning



Management of obstructed

defecation syndrome

* Rectal prolapse surgery can be performed by a perineal, abdominal or
laparoscopic approach.

* Nevertheless, recurrence rates up to 58% and persistent bowel
dysfunction are commonly reported.

* The perineal approaches (Delorme or Altemeir) are reserved for
elderly patients with significant comorbidity.

* The abdominal approach is considered to be the choice for patients in
good health condition.



Management of obstructed
defecation syndrome

The decision on whether or not to perform sigmoid resection is based
on bowel function and sphincter muscle status ( MANOMETRY AND
TRANSIT TIME)

If the patient has normal bowel function or constipation associated
with normal anal tone, a resection is preferred.

Whenever diarrhea or sphincter damage is suspected, the maintenance
of the sigmoid colon (suture rectopexy; Ripstein technique — anterior
sling rectopexy; Wells technique — posterior mesh rectopexy) seems to
be correlated with better functional results.




Management of Anismus

e Biofeedback.
*Botox injection.
e Obturator internus muscle



The Forgotten Partener in ODS

Rectal Inertia.



Rectal Inertia.

°IRP

* Normal => or 50 mmHg.

* Mild Rl =40 -50 mmHg.

* Moderate Rl = 30 — 40 mmHg.
* Severe Rl =20 —-30 mmHg.

* Rectal Atony = < 20 mmHg.

All pressures measured as mean IRP during defecation in 3 occasions with
abdominal straining, without abdominal straining and urge extreme urge.




The Management of Rectal

Inertia

* Prokinetics.
 Pharmaco-behavioural treatment.

* STARR and trans-STARR procedure.

* Rectal excision and replacement with a Colonic pouch (J-
pouch, Coloplasty or Teniectomy pouch.)



Review Of The Treatment Options
For POP

* There 1s no solid consensus about which surgical approach is superior.

* Anatomical failure rate can be as high as 25%.
* 13% will require a redo operation in 5 years, and 30% 1n their lifetime.

* A multidisciplinary approach allows proper preoperative assessment of all

the three compartments.

* A multidisciplinary surgical approach may improve surgical outcomes,

patient satisfaction and cost.

S. R. Steele et al. (eds.), The ASCRS Textbook of Colon and Rectal Surgery, Springer
Nature Switzerland AG 2022 https://doi.org/10.1007/978-3-030-66049-9 1 =
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Multidisciplinary Approach to the Treatment of
Concomitant Rectal and Vaginal Prolapse

Karl Jallad, MD'" Brooke Gurland, MD*

I Center for Urogynecology and Reconstructive Pelvic Surgery, Address for correspondence Karl Jallad, MD, Center for
Obstetrics, Gynecology & Women's Health Institute, Cleveland Clinic, Urogynecology and Beconstructive Pelvic Surgery, Obstetrics,
Cleveland, Ohio Cynecology & Women's Health Institute, Cleveland Clinic, A&1, 9500
2pepartment of Colorectal Surgery, Digestive Disease Institute, Euclid Avenue, Cleveland, OH 44195 (e-mail: karljallad@gmail.com).

Cleveland Clinic, Cleveland, Ohio

Clin Colon Rectal Surg 2016;29:101-105.

Abstract Rectal prolapse and vaginal prolapse have traditionally been treated as separate entities
despite sharing a common pathophysiology. This compartmentalized approach often
leads to frustration and suboptimal outcomes. In recent years, there has been ashift toa
more patient-centered, multidisciplinary approach. Procedures to repair pelvic organ
—prolapse are divided Tnto thiee cateqories: abdominal, perneal, and a combimation of
both. Mast commonly, a combined minimally invasive abdominal sacral colpopexy and
ventral rectopexy is performed to treat concomitant rectal and vaginal prolapse.
Combining the two procedures adds little operative time and offers complete pelvic

Keywords floor repair. The choice of minimally invasive abdominal prolapse repair versus perineal
= sacral colpopexy repair depends on the patient’s comorbidities, previous surgeries, preference to avoid
= rectopexy mesh, and physician’s expertise. Surgeons should at least be able to identify these
= pelvic organ prolapse patients and provide the appropriate treatment or refer them to specialized centers.
ot I AT o DAy
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International Journal of Colorectal Disease (2019) 34:189-192
https//doi.org/10.1007/s00384 018 3149 9

SHORT COMMUNICATION

Complex pelvic organ prolapse: decision-making algorithm
Gabriele Naldini' - Bernardina Fabiani ' () - Alessandro Sturiale’ - Tommaso Simoncini”®

Accepted: 14 August 2018 /Published online: 27 August 2018
@0 Springer Verlag GrmbH Germany, part of Springer Nature 2018

Abstrac

Purpose T pelvic ooris considered a  single anaomical and Fnclonal uni,conssng o seven st suspnd
nclvic organs maifaining their funchion For his reason, & muli-compartmental prolapse 15 & common discase that necds
mulfichscoplnary pelvic floor fcam 1 order fo be freated. The am of the authors 1 to suggest a teatment algonthm fo beffr
approach complex pelvic organ prolpse
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Treatment Approaches for Anterior and Middle
Compartment Prolapse

e Asymptomatic patients should be reassured.

* Many symptoms can be managed initially with lifestyle modifications and
Pelvic floor exercise.

* Non-operative options for symptomatic patients are limited.
* Surgery is indicated in stage [I-1V symptomatic patients.

 The goal of any operation is to restore normal anatomy and improve
function.

SurgeonThe ASCRS Textbook of Colon and Rectal Surgery, Springer Nature Switzerland

(D. Patterson et al.,Middle and Anterior Pelvic Compartment: Issues for the Colorectal m
KAk c
AG 2022 https://doi.org/10.1007/978-3-030-66049-9 1) ot W fiF0 3%
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Operative Approaches for Anterior and Middle
Compartment Prolapse

* Surgery may be abdominal, perineal, or both.

* Type surgery is based on the extent of prolapse, prior surgeries,
comorbidities, and surgeon’s training.

* Surgery 1s whether an obliterative or reconstructive.

Reconstrucitive Surgery.

BG €3] Sewypmens hoomes Y ome a0 Scved 1 kst segossoe W

/7 A

(D. Patterson et al.,Middle and Anterior Pelvic Compartment: Issues for the Colorectal '3 :%
SurgeonThe ASCRS Textbook of Colon and Rectal Surgery, Springer Nature Switzerland 4 o Unit
AG 2022 https://doi.org/10.1007/978-3-030-66049-9 1) Vr
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Treatment Approaches for posterior Compartment
Prolapse (Rectal Prolapse)

 Rectal prolapse aggravates surgeons because of the
proliferation of operative techniques that can be used for

freatment.

* Treatment 1s nearly always surgical with over 100 procedures
reported to treat rectal prolapse.

(Catanzarite Tatiana T. Recurrence of rectal prolapse after surgical repair in women with pelvic r.(\;' cs
A R
ase A [0 3 ok

organ prolapse. Dis Colon Rectum. 2018;61(7):861-7. )
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Surgical treatment

* Prolapse repair may be:
1. perineal
2. abdominal
 The abdominal approach may be :
1. open
2. laparoscopic
3. SILS
4. Robotic




Waorld J Surg
hittps o g 10 100 T/As002 68020055850

Laparoscopic Pelvic Organ Prolapse Suspension (Pops) Versus
Laparoscopic Ventral Mesh Rectopexy for Treatment of Rectal
Prolapse: Prospective Cohort Study

Ahmed Farazs' - Abdrabou N. Mashhouour"' - Mohamed Raslan® - Mohamed Tamer" -
Mohamed Yehia Elbarmelgi®

2 SocicdnE Intcrmationale de Chimorgic 20020

Pelvic organ prolapse suspension (POPS) surgery is a
rccent surgical procedure Tor one-stage treatment of multa-
compartmental female pelvic prolapse. The technigue is
much ecasier than traditional treatments with significant
improvement of the preoperative sympitomatology | 3.
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Pelvic Organ Prolapse
(Evaluating the many Choices)

MDT Management

Evaluation for Functional
disorders and TAPE

Behavioral treatment (Urge
Defecation & treatment of proctitis)

Success

High Operative Risk, Complete procendia or Good Experiencein
Perineal approach in absence of Vaginal Prolapse or bladder Neck

Prolapse

Perineal
Repair

Failure Abdominal Approach (laparoscopy)

Resection rectopexy for Mesh Rectopexy for

Ventral cysto-vaginal rectopexy _ _ _ .
constipated patients incontinent pg

for2 or 3 Axis Prolapse

Cariou de Vergiea,b,1, A. Venarac,1, E. Duchalaisa,E. Frampasd, P.A. Lehura Internal
rectal prolapse: Definition,assessment and management in 2016. J Visc Surg. 2016:16.3016.
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- Ddorme procedure
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Fig. 59.8 Treatnent algonthm for paticnis with ohsinscied defecation
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CONCLUSION

* Obstructed defecation syndrome is a subtype of constipation

* where in patients usually complain of straining; incomplete,
unsuccessful, or painful evacuation; bowel infrequency; abdominal
pain and bloating; and the possible need for digitation.

* Initial management is lifestyle advice, laxatives, and bowel retraining
programs, including biofeedback and psychological support.

 Diagnostic testing may point to a diagnosis, but clinical correlation
should always be used.



CONCLUSION

* Dyssynergic defecation is a clinical diagnosis and requires knowledge of
anatomy and physiology for management.

* Patients with overt rectal or anterior compartment prolapse and symptoms of
obstructed defecation should be managed surgically.

* Rectoceles, when symptomatic, require a surgical option.

* Enteroceles and sigmoidoceles need a multimodal approach for effective
symptom relief.



Conclusion

There are multiple procedures and approaches for surgical
treatment of POP, the choice between them is regulated by
multiple factors.



Key Concepts

The pelvis 1s divided into three compartments which are
intertwined.

Multi-compartmental disease 1s more common.

Considering surgical intervention, looking at the pelvis as one
unit.

A multidisciplinary approach is recommended.

Colorectal Unit
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