[image: image1.png]// (]‘ World Journal of
¢ Gastroenterology




	Surgery for obstructed defecation syndrome-is there an ideal technique
Stefan Riss, Anton Stift

	CITATION
	Riss S, Stift A. Surgery for obstructed defecation syndrome-is there an ideal technique. World J Gastroenterol 2015; 21(1): 1-5  

	URL
	http://www.wjgnet.com/1007-9327/full/v21/i1/1.htm

	DOI
	http://dx.doi.org/10.3748/wjg.v21.i1.1

	OPEN ACCESS
	Articles published by this Open-Access journal are distributed under the terms of the Creative Commons Attribution Non-commercial License, which permits use, distribution, and reproduction in any medium, provided the original work is properly cited, the use is non commercial and is otherwise in compliance with the license.

	CORE TIP
	Surgical treatment of obstructive defecation syndrome remains a challenging topic. Several approaches have been described, with controversial functional outcomes. Each technique has its risks and benefits, thus careful patient selection is crucial to achieve optimal functional results. It is mandatory to assess not only defecation disorders but also evaluate overall pelvic floor symptoms, such as fecal incontinence and urinary disorders for choosing an appropriate and tailored strategy. Radiological investigation is essential but may not explain complaints of every patient.

	KEY WORDS
	Obstructive defecation syndrome; Defecatory disorders; Rectopexy; Rectocele; Prolapse

	COPYRIGHT 
	© The Author(s) 2015. Published by Baishideng Publishing Group Inc. All rights reserved.



	COPYRIGHT LICENSE
	Order reprints or request permissions: bpgoffice@wjgnet.com


	NAME OF JOURNAL
	World Journal of Gastroenterology

	ISSN
	1007-9327 (print) 2219-2840 (online)

	PUBLISHER
	Baishideng Publishing Group Inc, 8226 Regency Drive, Pleasanton, CA 94588, USA 

	WEBSITE
	http://www.wjgnet.com


Name of journal: World Journal of Gastroenterology

ESPS Manuscript NO: 13977
Columns: EDITORIAL
Surgery for obstructed defecation syndrome-is there an ideal technique

Stefan Riss, Anton Stift

Stefan Riss, Anton Stift, Department of General Surgery, Medical University of Vienna, A-1090 Vienna, Austria

Author contributions: Riss S and Stift A contributed to conception, design, acquisition and interpretation of data; all authors revised the article and approved the final version.
Open-Access: This article is an open-access article which was selected by an in-house editor and fully peer-reviewed by external reviewers. It is distributed in accordance with the Creative Commons Attribution Non Commercial (CC BY-NC 4.0) license, which permits others to distribute, remix, adapt, build upon this work non-commercially, and license their derivative works on different terms, provided the original work is properly cited and the use is non-commercial. See: http://creativecommons.org/licenses/by-nc/4.0/

Correspondence to: Stefan Riss, MD, PD, FRCS, Department of General Surgery, Medical University of Vienna, Währinger Gürtel 18-20, A-1090 Vienna, Austria. stefan.riss@meduniwien.ac.at

Telephone: +43-1-404005621  

Fax: +43-1-404006932

Received: September 11, 2014  

Peer-review started: September 11, 2014

First decision: September 27, 2014

Revised: October 30, 2014  

Accepted: December 1, 2014
Article in press: December 1, 2014

Published online: January 7, 2015 
Abstract
Obstructive defecation syndrome (ODS) is a common disorder with a considerable impact on the quality of life of affected patients. Surgery for ODS remains a challenging topic. There exists a great variety of operative techniques to treat patients with ODS. According to the surgeon’s preference the approach can be transanal, transvaginal, transperineal or transabdominal. All techniques have its advantages and disadvantages. Notably, high evidence based studies are significantly lacking in literature, thus making accurate assessments difficult. Careful patient’s selection is crucial to achieve optimal functional results. It is mandatory to assess not only defecation disorders but also evaluate overall pelvic floor symptoms, such as fecal incontinence and urinary disorders for choosing an appropriate and tailored strategy. Radiological investigation is essential but may not explain complaints of every patient.
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Core tip: Surgical treatment of obstructive defecation syndrome remains a challenging topic. Several approaches have been described, with controversial functional outcomes. Each technique has its risks and benefits, thus careful patient selection is crucial to achieve optimal functional results. It is mandatory to assess not only defecation disorders but also evaluate overall pelvic floor symptoms, such as fecal incontinence and urinary disorders for choosing an appropriate and tailored strategy. Radiological investigation is essential but may not explain complaints of every patient.
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INTRODUCTION
Constipation is a common disorder in the general population with an estimated prevalence ranging from 1.9% to 27.2% in North America[1]. The wide range is mainly due to different definitions of constipation making accurate collection of epidemiological data difficult. Constipation is often multifactorial, but can broadly be divided into 3 categories: slow-transit constipation, normal-transit constipation and defecatory disorders[2].

Defecatory disorders can be a result of functional or anatomical pelvic floor alterations. Functional causes, such as anismus or paradoxical pelvic-floor contraction, are best treated by conservative management, with surgery having a minor role only. In contrast, rectoceles and internal rectal prolapse are generally considered to be an underlying anatomical cause leading to obstructive defecation syndrome (ODS). In general, ODS if often a multifactorial condition, thus a detailed assessment and examination is mandatory for further treatment planning. Conservative management needs to be offered to all patients initially, and only a few patients will finally be considered for surgery.  

ASSESSING ODS

Symptoms of ODS include straining, feeling of incomplete evacuation, repetitive toilets visit, hard and lumpy stools and the need for digital support to expel stool[3]. Additionally, internal rectal prolapse can be associated with fecal incontinence in 50 percent of affected patients. This fact is of clinical relevance and might influence the decision making process for choosing the right approach for surgical management. Notably, it is of great importance to define the main reason for ODS, as poor patients selection leads to dissatisfying functional outcome following surgery[4,5].  

Dynamic defecography is the routine radiological diagnostic tool used to objectively assess pelvic floor anatomy[3]. Rectocele and intussusception are frequent radiological findings in patients with ODS, but can also be found in asymptomatic women[6]. This was also observed by Palit et al[7] who performed evacuation proctography on 46 healthy volunteers. The authors found a rectocele in 93% of female subjects with a mean depth of 2.5 cm; however recto-anal intussusceptions were not detected.

Interestingly, it has been shown by Ting et al[8] that no particular defecographic finding correlated with a higher or lower amount of remaining contrast volume, and the feeling of incomplete evacuation did not depend on the amount of retained volume. The rectocele depth measured by defecography seemed to have no impact on the functional outcome following rectocele repair either[9]. Furthermore, a recent study challenged the common assumption of the etiology of ODS, stating that the correlation of symptoms of obstructive defecation and anatomy were inconsistent. Apart from the need of anal or vaginal digitation, there were no functional differences between patients with and without rectocele. Consequently, the authors concluded that recocele is not the cause but the result of ODS.

Altogether, interpretation of radiological findings needs to be made with caution and the decision to proceed to surgery should be weighted carefully after failure of conservative treatment. 

Choosing the right treatment

There exists a great variety of operative techniques to treat patients with ODS. According to the surgeon’s preference the approach can be transanal, transvaginal, transperineal or transabdominal. 

All techniques have its advantages and disadvantages; thus, we believe that satisfying functional outcomes can only be achieved by offering a tailored approach to each individual patient. Consequently, it is essential for pelvic floor surgeons to focus on more than one operative technique to optimize treatment for defecatory disorders.

A number of studies have been published about the surgical management of symptomatic rectoceles in the last decade. However, high evidence based studies are still lacking, and most data were analyzed retrospectively with a low number of included patients. Additionally, there are few well-designed randomized controlled trials available comparing different surgical techniques. Thus, the interpretation of data should be performed with caution, as selection bias cannot be ruled out. Selection of patients is an essential aspect and poorly described in literature. It is often not stated, whether patients have a symptomatic singular rectocele, or show other associated pathologies such as intussusception and enterocele. This fact needs to be taken into account when choosing the appropriate approach. The use of objective validated measurements is also significantly lacking in the vast majority of studies, but certainly helpful to define and evaluate the role of each technique. Perineal techniques are certainly less common than other procedures, thus are not discussed in detail here. It can be combined with a sphincteroplasty in selected patients with both ODS and fecal incontinence due to sphincter defects[10].

Transvaginal approach

Posterior colporraphy often with plication of the levator muscle represents the treatment modality most favored by gynecologists. Although the transvaginal approach is a safe procedure with a low complication rate, functional results are highly conflicting[11-15]. Moreover, the indication for surgery is often based on the feeling of a vaginal bulge, without assessing all aspects of pelvic floor symptoms. In addition, gynecologists tend not to perform defecography for further detailed evaluation.

One of the largest series on posterior colporraphy was published by Kahn et al[12] including 231 female patients. After mean follow up of 42.5 mo, the authors reported a reasonable improvement of prolapse symptoms due to rectocele. However, constipation, incomplete bowel emptying, incontinence of feces and sexual dysfunction deteriorated after the operation.

One randomized controlled trial with only 15 patients in each group compared the functional outcome between the transanal and transvaginal approach[13]. Both techniques led to an improvement of symptoms. Notably, the need for digital assistance for rectal emptying and the rate of recurrent rectoceles were higher in the transanal group following surgery.

We consider the transvaginal approach suitable for patients with an isolated rectocele without significant internal prolapse. It is associated with an acceptable morbidity rate and improves complaints in selected patients. In addition, it can be combined with further gynecological prolapse procedures if deemed necessary[10].

Transanal approach

The transanal access to treat ODS is routinely conducted by colorectal surgeons, with varying success rates[11,13,16-18]. Arnold et al[16] reported poor postoperative results as 54% of patients still complaint about constipation. The authors pointed out that the disappointing results were probably due to a relatively unselective approach. Roman et al[19] revealed that functional outcome decreased with increased length of follow up, reaching a recurrence rate of 50% at 5.5 years. In addition, new onset of anal incontinence occurred in nearly one third of female patients. In contrast, Murthy et al[5] found excellent results after transanal rectocele repair by operating on patients only with defined criteria: sensation of vaginal mass requiring digital support for defecation, contrast retention on defecography and the presence of a large rectocele. 

The stapled transanal rectal resection (STARR) gained some popularity when it was first introduced for treating ODS caused by both rectocele and intern rectal mucosa prolapse. By using either two firings of the PPH-01® circular stapler or the CONTOUR® TRANSSTAR, a full thickness rectal resection can be conducted[20,21]. A high number of studies reported promising results with significant improvement of ODS reflected by objective scorings systems[20,22-24]. On the contrary, there have also been reports about serious complications including rectal-vaginal fistula and rectal perforation[25]. Moreover, fecal urgency, possibly related to change in rectal ampulla volume and sensitivity, frequently occurs postoperatively, but may decline with time[26]. Fecal incontinence following STARR procedure has been reported as well[26,27]. 

Altogether, STARR is certainly an alternative technique for treating ODS, when performed by experienced colorectal surgeons. Care must be taken in patients with already existing weakness of anal sphincter muscle. Furthermore, patients also need to be aware and informed about the possibility of new fecal urgency or even de-novo onset of fecal incontinence. 

Transabdominal approach

The transabdominal approach is mainly suitable for patients with ODS caused by complex rectocele in association with high-grade intussusception. Different rectopexy techniques have been described with or without mesh application[28-30]. Laparoscopic resection rectopexy is one standard procedure achieving good long term results with an improvement of defecation symptoms[30,31]. Especially patients with a symptomatic sigmoidocele tend to benefit from this operation.  

Recently, laparoscopic ventral mesh rectopexy (VMR) has gained much attraction among colorectal surgeon[32]. This technique has initially been described by D’Hoore et al[33] for treating external rectum prolapse, but its indication has been extended for internal prolapse causing ODS. Here, the rectum is purely mobilized ventrally without division of the lateral ligaments and subsequent rectal denervation. Several centers reported promising functional outcomes with a significant reduction of ODS and a low morbidity rate[32,34,35]. Moreover, in contrast to transanal procedures, lap. VMR is unlikely to impair fecal continence. 

Nevertheless, long-term data are still lacking and late mesh related complications may increase with longer follow-up periods. In addition, laparoscopic VMR seems to have a considerable learning curve if it is not taught in a mentored environment[36]. 

CONCLUSION

Surgery for ODS remains a challenging topic. Careful patient’s selection is crucial to achieve optimal functional results. Not every operation fits to every patient and vice versa. It is mandatory to assess not only defecation disorders but also evaluate overall pelvic floor symptoms, such as fecal incontinence and urinary disorders for choosing the appropriate strategy. Radiological investigation is essential but may not explain complaints of every patient. 

The transabdominal laparoscopic VMR showed good functional results for treating ODS in patients with complex rectocele and might also be the preferred technique in patients with preexisting weak sphincter muscle. However, long term results are still lacking. 

The transvaginal approach can be offered to patients with an isolated rectocele and the need for additional gynecological operations. Notably, the functional outcome is conflicting and postoperative dyspareunia can occur. 

Transanal correction of rectocele is commonly performed, with improved symptoms as demonstrated by several studies. Notably, postoperative fecal incontinence has been reported, especially after the STARR procedure.

Most important, conservative management should be offered to every patient before planning surgical treatment.
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