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A Rectalintussusceptiohprolapse
Internal/external rectabrolapse procidentia

A Telescopid¢nvaginationlike a sleeve of rectal
mucosa and rectakctalwall into the distal
rectum up to the anal canal
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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




ShorvonGrading

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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Assessment of Female Patients With Rectal
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Progressive Spectrum of Disease?
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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?

A.L.A. Bloemendaal®, N.C. Buchs, S. Prapasrivorakul, C. Cunningham, O.M. Jones,

R. Hompes, I. Lindsey

Department of Colorectal Surgery, Oxford University Hospitals NHS Foundation Trust, United Kingdom
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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
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RI, rectal intussusception; MEBIP, maximum resting pressurc.

N, et o G, e,

RI, rectal intussusception; MSP, maximuim squecse pPressure.
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