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EowTtepikn tpontwaon opbou

ECWTEPLKOC EYKOAEOQOUOC
E€¢wtepkn mpomtwon (mAnpng) opBou

Rectal intussusception/prolapse,
internal/external rectal prolapse, procidentia

Telescopic Invagination like a sleeve of rectal
mucosa and rectal rectal wall into the distal
rectum up to the anal canal
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BaBUc oAlkoU Tayouc eYKOAEQLOUOC 0To U OC TOU
nPwkKTIkoU kavaAlou (Oxford Il) obnyet o€
arnodppaktikn duoyxeoia (obstructive defecation)
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Oxford grading

1anie 2
Oxford internal rectal prolapse grading system.

Radiological characteristics of prolapse

Internal rectal prolapse
Low-grade Grade |
Grade I
High-grade Grade Il
Grade [V
External rectal prolapse
Grade V

Descends to proximal limit of rectocele

Descends into level of rectocele, but not onto anal canal
Descends onto anal canal

Descends into anal canal

Descends through anal canal, protrudes from anus




Shorvon Grading

TABLE 1. The Shorvon grading system for mucosal

intussusception and prolapse

Grade Description

1 Noncircumferential infolding <3 mm

2 Circumferential infolding <3 mm

3 Noncircumferential infolding 23 mm

4 Circumferential infolding >3 mm that remains
intrarectal

5 Edge of circumferential infolding impinges on the
internal anal orifice

6 Circumferential infolding descents into the anal canal

7 External rectal prolapse
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Cc D
Figure 1 Defecography. The rectum is filled with high density, barium paste. In the seated position, static images are taken
(A) at rest, (B) during straining, and (C, D) evacuation. The enfolding of the rectal wall is visualized in the evacuation images.




Oxford Grading

Grade | Grade Il
Grade Il Grade IV Grade V
Figure | Oxford radiological grading of rectal prolapse.
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intussusception. Within 2 years, 19.2% and 3.8% ot
patients with rectorectal intussusception on the initial
proctogram demonstrated progression to rectoanal
intussusception and external prolapse.

LIMITATIONS: This study was limited by its retrospective
nature.

CONCLUSION: Rectal intussusception may be an initial
abnormality leading to external prolapse, but this appears
to happen infrequently. Long-term observational studies
are required to fully understand its natural history.



Internal Rectal Intussusception Seldom
Develops into Total Rectal Prolapse
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PURPOSE: This study was designed to analyze how often
internal rectal intussusception develops into total rectal
prolapse. METHODS: Repeated investigations with defecog-
raphy were performed in 312 patients because of persisting
symptoms. In 79 patients who had a rectal intussusception
at the first defecography, results of the second defecogra-
phy and the patients’ records were studied. RESULTS: A
total of 38 patients had not undergone any surgical treat-
ment of rectal intussusception or rectal prolapse between
the first and second defecographies. One of these patients
had a rectal prolapse at the second defecography, and
another developed a clinical prolapse after the second de-
fecography. CONCLUSIONS: The present study demon-
strates that the risk of developing a rectal prolapse in pa-
tients with rectal intussusception is small. This risk should,
therefore, not be used as an indication for surgerv. [Key
words: Rectal intussusception; Rectal prolapse; Defecogra-
phy; Surgery; Rectal procidentia; Evacuation proctography]|

Surgical treatment of rectal prolapse is often indis-
pensable. Indications for treatment of patients with
rectal intussusception are debated because postoper-
ative functional outcome is frequently unsatisfacto-
ry.”” Sometimes patients with rectal intussusceptior
are treated to avoid development of a rectal prolapse
However, there are no longitudinal studies on the risk
of developing a total rectal prolapse in these patients
The aim of the present study was to analyze how
often internal rectal intussusception develops into to-
tal rectal prolapse.

MATERIALS AND METHODS

Patients



ODS symptoms

Box 1
Rome lll criteria for the diagnosis of constipation

e Must include at least 2 of the following
o Fewer than 3 stools per week
o Hard stools in at least 25% of defecations

o Manual maneuvers to facilitate at least 25% of defecations (eg, support of pelvic floor or
digital stimulation)

o Straining during at least 25% of defecations
o Sensation of incomplete evacuation for at least 25% of defecations
o Sensation of anorectal blockage for at least 25% of defecations

e Loose stools rarely present without the use of laxatives

¢ Insufficient criteria for irritable bowel syndrome

Symptoms must be present for at least 3 months with onset of symptoms 6 months before
diagnosis.
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High-grade internal rectal prolapse: Does it explain so-called

“idiopathic” faecal incontinence?
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Table 3
Prolapse numbers,
Low-grade IRP High-grade IRP ERP
(irade No [RP Anismus (rl Grll Grii Griv Grv
Frequencies 38 (21%) f(3%) 13(7%) 29(16%) 38 21%) 50 (26%) 6(3%)

Table 4
Incontinence type vs. IRP grade.

Urge incontinence

Passive incontinence

Yes No Yes No
Prolapse
Mo prolapse 23 (61%) 15 (39%) 27(N%) 11 (29%)
Low-prade 18 (43%) 24 (57%) 31 (74%) 11 (26F)
High-grade 10 (80%) 18 (20%) 43 (49%) 45 (51%)
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FIG 3 » A-C. Defecography displaying redundant
sigmoid progressively intussuscepting into the rectum
(block arows) and thereby causing obstructed
defecation
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Rectal intussusception and unexplained faecal incontinence:
findings of a proctographic study
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Abstract

Background The actiology of faeccal incontinence is
multifactorial, yet there remains an approach to assess
ment and treatment that focusses on the sphincrer. Rectal
intussusception (RI) is underdiagnosed and manifests
primarily as obstructed defecation. Yet greater than 50%
of these patients admit to faccal incontinence on closer
questioning. We aimed to evaluate the incidence of RI at
evacuation proctography selectively undertaken in the
evaluation of patients with faecal incontinence.

Method Patients with faecal incontinence seen in a pelvic
floor clinic were evaluated with anorectal physiology and
ultrasound. Where the faecal incontinence was not fully
explained by physiology and ultrasound, evacuation
proctography was undertaken. Studies were classified as
‘normal’, ‘low-grade RI” (recro-rectal), *high-grade BI7
(recto-anal) or ‘anismus’.

Results Forty patients underwent evacuation proctogra
phy (33 women, 83%). Median age was 63 years (range
3477 years). Seven patients (17%) had a normal proc-
togram. Three (8%) had recto-rectal RI. Twenty-five
(63%) demonstrated recto-anal BRI Five patdents (12%)
had anismus.

Conclusion Becto-anal intussusception is common in
patients undergoing selective evacuation proctography
for investigation of faecal incontinence. The role of recto-
anal intussusception in the multifactorial aetiology of
faccal incontinence has been largely overlooked. Evacu
ation proctography should be considered as part of
routine work-up of patients with faccal incontinence.

Keywords Roctal intussusception, occult rectal prolapse,
internal rectal prolapse, evacuation proctography
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Table 3 Characreristics of recroccle (#2 = 40

T ey iy g 4

RI, rectal intussusception; MEBIP, maximum resting pressurc.

N, et o G, e,

RI, rectal intussusception; MSP, maximuim squecse pPressure.
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HRAM - Investigation
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HRAM — Balloon expulsion (50 ml)
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Table 4 High-grade RI and maximum resting anal canal
pressure (# = 40).

Table 5
Anorectal physiology vs. IRP grade.
RI, rectal intussusception; MRP, maximum resting pressure. ARP (cmH,0) No prolapse  Low-grade IRP  High-grade IRP
i test, P> 0.1
Max resting pressure 55.7 66.3 54.4
_ _ ‘ Peak squeeze increment  52.5 60.1 620
L":':;vmgh'm RI and maximum squecze increment Endurance squeeze 211 220 245
Threshold volume 480 46.1 46.5
Urge volume 106.7 824 924
Maximum volume 1523 1308 1380

RI, rectal intussusception; MSP, maximum squeeze pressure.



ALopOLKO Kol TLEPLVEIKO
urtepnxoypadnua

YPnAn Stayvwotikn afia o e€elOLKEVUEVA
KEVTOL

EAEyY0OC KOl aKEPALOTNTAC OPLyKTRPO
Awadopodlayvwon pe opBoknAn-evtepoknAn

Avo paoelc (SlopBika yior opLyKTNpEC,
TEPLVELKAL N KoL SLOLKOATILKAL YLl LECOLLO KOt
omtloB1o mueALKO SLapepLopa)

XWpLC TIPOETOLUAOLO EVIEPOU






Anal endosonography (AES)

B & K 10 Mhz probe 1850
6 — 16 Mhz 2050




Endoanal- transperineal US




Transperineal us




Transperineal us

Intus-
susceplen

Anal canal




ESCP guidelines

-

=




2UVTNPNTLKA aywyn

Atatto vpnAn oe vec
Effecol
Biofeedback

Low grade Rl Sucouvepyela

Choi et al Am J Gastroenterol 2001
Rao SS et al Am J Gastroenterol 2010
Chiarioni G et al Gastroenterology 2006



XELPOUPYELO TIOTE;

2€ AIOoTUYLlol cUVTNPNTLIKAC AYWYNC
Anapottnta peta ano biofeedback
Oa emtakoAouBnoel veo biofeedback

2€ OUMITTWHATLKOUC ApPWOTOUC, TIOTE
nPodUAAKTLKA, TtoTe o€ grade I-Il, mote Baoel
LLOVO QTLELKOVLONG



Endoanal Delorme

Anatomic Specificity in the Diagnosis and
Treatment of Internal Rectal Prolapse

IRWIN R. BERMAN, M.D., D. HUBERT MANNING, M.D., KELLY DUDLEY-WRIGHT, R.N.




Endoanal Delorme
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Short-term results after STARR versus internal Delorme for obstructed defecation: a non-
randomized prospective study.

Ohazuruike NL1; Martellucci J, Menconi C, Panicucci S, Toniolo G, Naldini G.

@ Author information

Abstract
Obstructed defecation syndrome due to internal intussusception and rectocele is a common disease, and various transanal surgical

techniques have been proposed. Aim of the present study was to compare the internal Delorme (ID) and the stapled transanal rectal
resection (STARR) results in the treatment of patients with obstructed defecation syndrome. From September 2011 to May 2012, 23 patients
were operated with STARR procedure and 12 patients with Delorme's procedure for obstructed defecation syndrome. All patients underwent
preoperative assessment: clinical evaluation (Altomare ODS score, Wexner constipation scoring system), proctoscopy, defecography,
anorectal manometry and endoanal ultrasonography. Surgery was proposed with: failure of medical therapy, incomplete defecation, and
unsuccessful attempts with long periods spent in bathroom, defecation with digital assistance, use of enemas and defecography findings of
rectoanal intussusception and rectocele. The average operative time was 28 min (range 15-65) for the STARR group and 56 min (range 26-
96) for the ID group with a mean hospital stay of 2 days for both the procedures. The Wexner scare significantly fell postoperatively from 17
to4, 7in STARR group and from 15.3 to 3.3 in the ID group. The Altomare score postoperatively fell from 16.2 to 5.5 for STARR group and
from 16.5 10 5.3 for 1D group. No statistically significant differences were observed between the two procedures considering the outcomes
parameters and the complications. Both 1D and STARR procedure seem to be effective in the treatment of 0DS.
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Laparoscopic ventral recto(colpo)pexy for rectal prolapse: surgical
technique and outcome for 109 patients
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LVMR
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LVMR

Table 12.2 Outcome data for laparoscopic ventral mesh rectopexy

Patients OD (% FI (% Recurrence
Author (N) Indication FU (m) improvement) improvement) (%)
Auguste (2006) 54 ERP 12 70 72.4 74
Samaranaya 223 ERP/IRP 3-61 66-90.3 69-90
(2009) (review)
Collinson (2009) 75 IRP 12 86 85
Wong (2011) 84 IRP 29 37 3.5
Laurette (2012) 30 ERP(n=2) 30 57.9 76.2 3.3
IRP (n = 28) 76.9 65.4
Maggiori (2013) 33 ERP 42 72 90 6
Gosselink (2014) 91 ERP(n=41) 12 50 2.3
IRP (n = 50) 48
Rondall (2104) 190 ERP 29 93 3.2
MacKenzie 636 ERP (n=149) 21 56.7 89.7
(2014) IRP (487)
D’Hoore A 919 ERP (n=242) 44.3 70.5 80.2 8.2
Consten E (2015) IRP (n = 687)
(accepted)

FU follow-up, OD obstructed defecation, FI fecal incontinence, ERP external rectal prolapse, IRP internal rectal
prolapse
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Current status of laparoscopic and robotic ventral mesh
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Abstract

External and internal rectal prolapse with their af-
filiated rectocele and enterocele, are associated with
debilitating symptoms such as obstructed defecation,
pelvic pain and faecal incontinence. Since perineal
procedures are associated with a higher recurrence
rate, an abdominal approach is commonly preferred.
Despite the description of greater than three hundred
different procedures, thus far no clear superiority of
one surgical technique has been demonstrated. Ventral
mesh rectopexy (VMR) is a relatively new and promising
technique to correct rectal prolapse. In contrast to the
abdominal procedures of past decades, VMR avoids
posterolateral rectal mobilisation and thereby minimizes
the risk of postoperative constipation. Because of a
perceived acceptable recurrence rate, good functional
results and low mesh-related morbidity in the short
to medium term, VMR has been popularized in the
past decade. Laparoscopic or robotic-assisted VMR is
now being progressively performed internationally and
several articles and guidelines propose the procedure
as the treatment of choice for rectal prolapse. In this
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Surgery for constipation: systematic review and practice
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Results II: Hitching procedures for the rectum (rectal suspension)

U. Grossi*, C. H. Knowles*, ]J. Masont, J. Lacy-Colson} and S. R. Brown§ on behalf of the NIHR
CapaCiTY working groupy and Pelvic floor Society**

*hlational Bowel Research Centre, Blizard Institute, Queen Mary University London, London, UK, fUniversity of Warwick, Coventry, UK, fRoyal
Shreswsbury Hospital, Shrewsbury, UK, §Sheffield Teaching Hospitals, Sheffield, LK, YMNational Institute for Health Research: Chronic Constipation
Treatment Pathway, London, UK, and **Affiliate section of the Assodation of Coloproctology of Great Britain and Ireland, London, UK

Abstract

Aim To assess the outcomes of rectal suspension proce
dures (forms of rectopexy) in adults with chronic con
stipation.

Method Standardised methods and reporting of bene-
fits and harms were used for all CapaCiTY reviews that
closely adhered to PRISMA 2016 guidance. Main con-
clusions were presented as summary evidence statements
with a summative Oxford Centre for Evidence-Based
Medicine (2009) level.

Results Eighteen articles were identified, providing data
on outcomes in 1238 patients. All studies reported only
on laparoscopic approaches. Length of procedures ran-
ged berween 1.5 to 3.5 h, and length of stay between 4
to 5 days. Data on harms were inconsistently reported
and heterogeneous, making estimates of harm tentative
and imprecise. Morbidity rates ranged between 5-15%,
with mesh complications accounting for 0.5% of
patients overall. No mortality was reported after any
procedures in a total of 1044 patients. Although

inconsistently reported, good or satisfactory outcome
occurred in 83% (74-91%) of patcnts; 86% (20-97%)
of patients reported improvements in constipation after
laparoscopic ventral mesh rectopexy (LVMR). About 2

7% of patients developed anatomical recurrence. Patient
sclection was inconsistently documented. As most com-
mon indication, high grade rectal intussusception was
corrected in 80-100% of cases after robotic or LVMR.
Tealing of prolapse-associated solitary rectal ulcer syn-
drome occurred in around 80% of patients after LVME.

Conclusion Evidence supporting rectal suspension pro-
cedures is currently derived from poor guality studics.
Methodologically robust trials are needed to inform
future clinical decision making.

Keywords Rectopexy, chronic constipation, laparo-
scopic ventral mesh rectopexy (LVMER), robotic ventral
mesh rectopexy (RVMR), laparoscopic resection recto-

pexy (LRR), open rectopexy (OR)
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European TRANSTAR registry
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STARR with CONTOUR® TRANSTAR™ device for obstructed defecation syndrome: one-year real-
world outcomes of the European TRANSTAR registry.
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Abstract
PURPOSE: Stapled transanal rectal resection (STARR) in patients with obstructive defecation syndrome (ODS) is limited by the capacity of

the circular stapler used. This prospective cohort study was conducted to assess real-world clinical outcomes of STARR with the new
CONTOUR® TRANSTAR™ device, shortly named TRANSTAR, at 12 months postoperatively.

METHODS: From January 2009 to January 2011, consecutive patients who underwent TRANSTAR in 22 European colorectal centers were
enrolled in the study. Functional outcomes and quality of life were assessed by the changes in a number of scoring systems (Knowles-
Eccersley-Scott-Symptom (KESS) score, ODS score, St. Mark's score, Euro Quality of Life-5 Dimension (EQ-5D) score, and Patient
Assessment of Constipation-Quality of Life (PAC-Qol) score), at 12 months as compared to baseline. All complications were recorded and
analyzed.

RESULTS: A total of 100 patients (98% female), mean age 60 years, were entered in the study. Statistically significant improvements were
seen in the KESS (median 18 vs. 6; p<0.01), ODS (median 15 vs. 4; p <0.01), and PAC-Qol scores (median 2 10 vs. 0.86; p <0.01). 5t.
Mark's and EQ-5D scores improved nonsignificantly. Complications were reported in 11 % of patients, including bleeding (5%), staple line
complications (3%), urinary retention (2%), and persistent pain {1%). No major complications or mortality occurred.

CONCLUSION: TRANSTAR facilitated a tailored, real circumferential full-thickness rectal resection, leading to improved patient functional and
quality of life outcomes at 12 months postoperatively. It represents a safe and effective treatment for ODS in local clinical practice, although
the sustainability of real-world results needs to be proven in the long-term follow-up.



ODS study group
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Abstract
PURPOSE: This study was designed to assess the safety and outcomes achieved with stapled transanal rectal resection vs. biofeedback
training in obstructed defecation patients.

METHODS: A total of 119 women patients who suffered from obstructed defecation with associated rectocele and rectal intussusception wi
randomized to stapled transanal rectal resection or biofeedback training. Stapled transanal rectal resection was performed by using two
circular staplers to produce transanal full-thickness rectal resection. Primary outcome was symptoms of obstructed defecation resolution a
12 months; secondary outcomes included safety, change in quality of life score, and anatomic correction of rectocele and rectal
intussusception.

RESULTS: Fourteen percent (8/59) stapled transanal rectal resection and 50 percent (30/60) biofeedback training patients withdrew early.
Eight (15 percent) patients treated with stapled transanal rectal resection and 1 (2 percent) biofeedback patient experienced adverse even
One serious adverse event (bleeding) occurred after stapled transanal rectal resection. Scores of obstructed defecation improved significa
in both groups as did quality of life (both P < 0.0001). Successful treatment was observed in 44 (81.5 percent) stapled transanal rectal
resection vs. 13 (33.3 percent) evaluable biofeedback training patients (P < 0.0001). Functional benefit was observed early and remained
stable during the study.

CONCLUSIONS: In this controlled trial, stapled transanal rectal resection was well tolerated, was more effective than biofeedback training
the resolution of obstructed defecation symptoms, and improved quality of life, with minimal risk of impaired continence. Thus, stapled
transanal rectal resection offers a new treatment alternative for obstructed defecation after failure of conservative measures including
biofeedback training, a noninvasive approach.



ODS/STARR

Acta Chir Belg, 2014 May-Jun;114(3).189-97.

Relief of obstructed defecation syndrome after stapled transanal rectal resection (STARR): a
meta-analysis.

Van Geluwe B, Stuto A Da Pozzo F, Fieuws S, Meurette G, Lehur PA, D'Hoore A,

Abstract
OBJECTIVES: Stapled transanal rectal resection (STARR) is a promising new treatment for obstructed defecation syndrome (ODS)
associated with rectal intussusception and/or rectocele. The aim of this work was to assess the efficacy of STARR to treat OD5.

METHODS: Outcome data after STARR for ODS were pooled according to the used constipation score. As different types of constipation
scores were reported, and standardized effect sizes were calculated before performing a meta-analysis.

RESULTS: Twenty-six publications were identified with a median follow-up of 12 months (range: 3-42)_In total 1298 patients were included.
Six different scoring systems were used. In total 43 estimates of the effect STARR were analyzed. All studies showed a significant
improvement in ODS yielding a combined standardized effect size of 3.8 (95% CI : 3.2-4 5)_ Although a very high degree of heterogeneity
between effect sizes has been observed (12 = 93.3%), suggesting an overestimation of this improvement. This is partially due to the use of
various instruments, but largely originating from (unmeasured) study characteristics.

CONCLUSIONS: The consistent finding of a decrease in the various ODS-scores confirms that STARR can reduce ODS but the effect is

overestimated. This meta-analysis clearly highlights some methodological shortcomings in published data. Heterogeneity in QDS scoring
implies the need for standard effect size calculation to compare published results, and underlines the urgent need for a more uniform and
accurate data reporting.



ASCRS practise guidelines

CLINICAL PRACTICE GUIDELINES

4. Transrectal stapled repair of rectoceles and rectal in-

The American Society of Colon and Rectal Surgeons’ tussusception are typically not recommended because of

Clinical Practice Guideline for the Evaluation and the high rate of complications. Grade of Recommenda-

Management of Constipation tion: Weak recommendation based on moderate-quality
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UK Recommendations
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Surgery for constipation: systematic review and practice

recommendations

Results III: Rectal wall excisional procedures (Rectal Excision)
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Abstract

Aim To assess the outcomes of rectal excisional proce
dures in adults with chronic constipation.

Method Standardised methods and reporting of bene-
fits and harms were used for all CapaGiTY reviews that
closely adhered to PRISMA 2016 guidance. Main con-
clusions were presented as summary evidence statements
with a summative Oxford Centre for Evidence-Based
Medicine (2009) level.

Results Forty-seven studies were identified, providing
data on outcomes in 8340 patients. Average length of
procedures was 44 min and length of stay (LOS) was
3 days. There was inadequate evidence to determine vari-
ations in procedural duration or LOS by type of proce
dure. Overall morbidity rate was 16.9% (0-61%), with
lower rates observed after Contour Transtar procedure
(8.9%). No mortality was reported after any procedures in
a total of 5896 patients. Although inconsistently

reported, good or satisfactory outcome occurred in 73—
80% of patients; a reduction of 53-91% in Longo scoring
system for obstructive defecation syndrome (ODS)
occurred in about 68-76% of patients. The most common
long-term adverse outcome is faecal urgency, typically
occurring in up to 10% of patients. Recurrent prolapse
occurred in 4.3% of patients. Patients with at least 3 ODS
symptoms together with a rectocoele with or without an
intussusception, who have failed conservative manage-
ment, may benefit from a rectal excisional procedure.

Conclusion Rectal excisional procedures are safe with
little major morbidity. It is not possible to advise which
excisional technique is superior from the point of view
of efficacy, peri-operative variables, or harms. Future
study is required.
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