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Abstract Background Rectocele is a frequent finding in women and is usually asymptomatic.
However, it is sometimes associated with symptoms of obstructed defecation syn-
drome (ODS). While most patients with ODS due to rectocele respond well to
conservative treatment, some may require surgical treatment. The aim of the study
was to determine the predictors of failure of symptom improvement after rectocele
repair.

Methods The study included adult women with rectocele who underwent surgical
treatment by transperineal repair (TPR) or transvaginal repair (TVR). The preoperative
and postoperative assessment was done using the Wexner constipation score,
anorectal manometry, and defecography.

Results A total of 93 female patients with a mean age of 43.7 years were included.
Among them, 65.6% of patients underwent TPR and 34.4% underwent TVR; 22 (23.7%)
patients reported failure of significant improvement in ODS symptoms after surgery.
The independent predictors of failure of improvement were higher preoperative
Wexner score (odds ratio, OR: 1.4, 95% confidence interval, Cl: 1.09-1.84,
p=0.009), larger residual rectocele after repair (OR: 2.95, 95% Cl: 1.43-6.08,

Keywords p=0.003), and lower postoperative maximum tolerable volume (OR: 0.949, 95% Cl:
= rectocele 0.907-0.992, p=0.02). The predictive cutoff point for the preoperative Wexner score
> repair was 15.
= predictors Conclusions Patients with a preoperative Wexner score higher than 15 and larger
= outcome residual rectocele after surgery may experience little improvement in symptoms after
= ventral mesh rectocele repair. Although TPR was associated with a poorer relief of symptoms than did
rectopexy TVR; it was not an independent predictor of failure.

received DOI https:/[doi.org/ © 2022. Sociedade Brasileira de Coloproctologia. All rights

April 20, 2022 10.1055/5-0042-1756146. reserved.

accepted after revision ISSN 2237-9363. This is an open access article published by Thieme under the terms of the

August 1, 2022 Creative Commons Attribution-NonDerivative-NonCommercial-License,

permitting copying and reproduction so long as the original work is given
appropriate credit. Contents may not be used for commercial purposes, or
adapted, remixed, transformed or built upon. (https://creativecommons.org/
licenses/by-nc-nd[4.0/)

Thieme Revinter Publicagbes Ltda., Rua do Matoso 170, Rio de
Janeiro, RJ, CEP 20270-135, Brazil

245


https://orcid.org/0000-0001-7854-5244
https://orcid.org/0000-0002-7658-0596
mailto:Sameh200@hotmail.com
https://doi.org/10.1055/s-0042-1756146
https://doi.org/10.1055/s-0042-1756146

246

Outcome Predictors of Rectocele Repair Emile et al.

Introduction

Rectocele represents one of the abnormalities of pelvic
organ prolapse (POP),' which is a common condition and
represents the indication for corrective surgery in more
than 200,000 women in the United States every year.” It
has been estimated that approximately 67% of parous
women develop some form of POP.> Although anterior
rectocele is a common finding in parous women; it can be
also observed in women without a history of vaginal
delivery.*

The relation between rectocele and obstructed defecation
syndrome (ODS) is rather contentious. While some inves-
tigators proposed that rectocele is actually a secondary effect
of chronic straining that results in weakening of pelvic floor
muscles, other researchers suggest that rectocele causes ODS
by shifting the vector force of defecation away from the
normal physiologic direction.”® It has been noted that the
main etiology of rectocele is loss of integrity of the rectova-
ginal septum, which can be secondary to childbirth, aging,
connective tissue disorders, and straining.” Although recto-
cele is asymptomatic in many women, some women com-
plain of defecatory difficulty symptoms, namely ODS, and
sexual concerns.®

Most patients with anterior rectocele would respond
positively to conservative management, which includes a
high fiber diet, the Kegel exercise, and pelvic physiotherapy.’
However, when the symptoms fail to improve with conser-
vative treatments, surgical intervention maybe indicated.
Surgical correction of rectocele has been associated with
varying outcomes in the literature. This observation can be
explained by either inadequate repair of rectocele or failure
to address other associated anatomic or functional problems,
such as internal rectal prolapse and pelvic floor
dyssynergia.1 0

Potential indications for surgical treatment of rectocele
are a rectocele >3 cm, significant barium entrapment on
defecography, and frequent need for digital assistance of
defecation.!" Various techniques of rectocele repair exist, the
rates of symptom improvement tend to vary according to the
technique, and no consensus has been reached on the opti-
mal surgical technique.'?

A wide variation in the rates of symptom improvement
after surgical treatment of rectocele has been observed.
Improvement in ODS symptoms after transperineal repair
has been noted, ranging between 53% and 91%.'> Therefore,
the present study aimed to identify the predictors of failure
of improvement in defecatory symptoms after surgical treat-
ment of rectocele to help counsel patients and tailor future
treatment.

Patients and Methods

Study Design and Setting

This was a retrospective case-control study on female
patients with anterior rectocele who were surgically treated
in the Colorectal Surgery Unit of the Mansoura University
Hospitals between February 2016 and January 2020. Ethical
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approval for the study was obtained from the Institutional
Review Board of Mansoura Faculty of Medicine.

Eligibility Criteria

Adult female patients who were surgically treated for ODS
associated with anterior rectocele after failure of conserva-
tive management with fibers, stool softeners, and biofeed-
back therapy were included. We excluded patients with
associated anismus or slow-transit constipation, patients
with coexisting internal rectal prolapse, those with less
than 12 months of follow-up, and those with incomplete
records missing vital data on the outcome of surgery.

Cases and Controls

The cases were defined as patients with anterior rectocele
who did not report significant improvement in ODS symp-
toms after surgical treatment. The controls were patients
with anterior rectocele who experienced significant symp-
tom improvement after repair. The significant improvement
in symptoms of ODS was defined as the reduction in the
preoperative Wexner score by 25% or more after surgical
repair, as reported in other studies.'®1?

Assessments and Interventions
Patients were assessed as per our unit policy by a compre-
hensive approach that included detailed history taking and
clinical examination, including digital rectal examination
(DRE) and proctoscopy. Constipation was assessed with the
Wexner constipation score.'®

Patients were investigated with fluoroscopic defecogra-
phy to depict the rectocele, measure its size, and exclude
enterocele and internal rectal prolapse, as well as anal
manometry to measure anal pressures and sensory thresh-
olds, and colonic transit time using the Sitz marker study
with films at day 3 and 5 to exclude slow-transit constipa-
tion. Anismus was excluded based on the findings of DRE,
anal manometry, and surface EMG studies.

Surgery

Patients with rectocele who were admitted during the study
period had bowel preparation before surgery and were
treated with a transvaginal repair or transperineal repair.
The procedures were performed by three expert colorectal
surgeons. Some patients were part of a previous randomized
trial that compared transvaginal and transperineal repair,'’
whereas the selection of procedure for the remaining
patients was made based on patient-related factors, and
surgeon’s and patient’s preferences. Transperineal and trans-
vaginal repairs were performed under spinal anesthesia with
patients placed in the lithotomy position. No synthetic
material or mesh was used for either technique.

Transperineal Repair

The procedure was performed under spinal anesthesia with
patients placed in the lithotomy position. A transverse inci-
sion was made in the perineum, and dissection of the plane
between the external anal sphincter and the posterior vagi-
nal wall was conducted by sharp and blunt dissection. The
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dissection extended up to the vaginal apex to expose the
rectocele, the perirectal fascia, and the levator arc. The upper
limit of the rectocele was identified as divarication of the
longitudinal muscle of the lower rectum. The repair started
at this point and was completed in layers. As the first layer
was plicated in the midline in a downward direction, the
rectocele was obliterated, and the longitudinal muscle of the
rectum was approximated. The second layer involved plica-
tion of the levator ani muscle. Finally, the skin was closed
using polyglactin 3/0 sutures without drain.'®

Transvaginal Repair

The procedure was performed under spinal anesthesia with
patients placed in the lithotomy position. A transverse inci-
sion was made at the muco-cutaneous junction, and the
posterior vaginal wall was incised at the midline and ex-
tended upwards to the level of the proximal border of the
rectocele. Afterwards, the dissection extended laterally then
the musculofascial components on both sides were approxi-
mated with intermittent polyglactin 2/0 sutures. The excess
vaginal mucosa was excised, the remaining mucosa was
approximated with polyglactin 2/0 sutures, and both sides
of the lateral border were sutured without inserting drains.'®

Follow-up

Patients were followed up in the outpatient clinic at 1 week,
and at 1, 6, and 12 months after surgery. During follow-up,
wound healing was evaluated by a surgical resident and a
consultant of colorectal surgery, and any complications were
recorded. The improvement in ODS symptoms was assessed
using the Wexner constipation score. Follow-up anal ma-
nometry and defecography were performed at 12 months
postoperatively. Recurrence of rectocele was detected clini-
cally by DRE and was confirmed by fluoroscopic
defecography.

Data Collection
The following data were collected from the medical archives:

 Baseline characteristics: Patients’ age, gender, duration of
symptoms, associated urinary symptoms, number of vag-
inal deliveries, preoperative Wexner constipation score,
anal pressures, sensory thresholds, and rectocele size in
defecography.

* Outcome data: Operation time, complications, Wexner
constipation score at 12 months, anal pressures and
sensory thresholds at 12 months, rectocele size in defe-
cography at 12 months, recurrence of rectocele in defe-
cography, and failure of improvement in symptoms.

Study Outcomes

The outcome of the study was the predictive factors of failure
of symptom improvement at 12 months after rectocele
repair.

Statistical Analysis

Data were analyzed by the Statistical Package Social Sciences
version 23 (SPSS, IBM Corp., Armonk, NY, USA). Continuous
data were expressed as mean =+ standard deviation (SD) if
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they were normally distributed or, otherwise, as median and
normal range. The Kolmogorov-Smirnov test was used for
data normality. Categorical variables were expressed as
numbers and proportions. The Student t-test and Mann-
Whitney U test were used to process continuous data, and
the Fisher exact test or Chi-square test was used for process-
ing of categorical variables.

A multivariate binary logistic regression analysis was
conducted to identify the predictors of outcome after rec-
tocele repair. The failure of improvement in symptoms was
modeled as the dependent variable, and the risk factors
significantly associated with failure of symptom improve-
ment in the initial univariate analysis were considered as the
independent variables. The area under the curve (AUC) was
calculated to assess the discriminatory ability of the test. The
variance inflation factor (VIF) was used to assess for multi-
collinearity of the variables included in the analysis. AVIF =1
indicated no correlation between the independent variable
and the other variables, and a VIF > 5 indicated high multi-
collinearity between this independent variable and the
others. Finally, p-values < 0.05 were considered significant.

Results

Patients’ Characteristics

The present study included 93 female patients with anterior
rectocele. The mean age of patients was 43.7 +10.7 years.
The patients had symptoms of ODS for a median duration of
48 months (range 6-180). Among them, 84 (90.3%) patients
had a history of one or more vaginal deliveries. The median
number of vaginal deliveries was 2, ranging from 0 to 6. The
mean preoperative Wexner constipation score was 16.9 +2.8
and the mean size of rectocele in preoperative defecography
was 4.6+0.81cm. The mean preoperative resting and
squeeze anal pressures were 61.7+8.1mm Hg and
130.9+17.4mm Hg, respectively. The mean preoperative
volume required to elicit an urge to defecate was
130.9 4 23.4 ml and the mean preoperative maximum toler-
able volume (MTV) was 205.5 +44.7 ml.

This study’s groups were divided into 61 (65.6%) patients
who underwent transperineal repair and 32 (34.4%) who
underwent transvaginal repair. A significant improvement in
symptoms was noted in 71 (76.3%) patients, whereas 22
(23.7%) patients did not report significant improvement in
symptoms. A statistically significant reduction in the mean
Wexner score at 12 months postoperatively was noted
(17.8+3.1to 9 £4.05; p < 0.0001). The mean size of rectocele
in defecography showed a significant reduction postoperative-
ly (4.64+0.81 to 1.534+0.9cm; p<0.0001). Complications
were recorded in 20 (21.5%) patients and included wound
dehiscence (n=15), bleeding (n=2), and SSI (n=3). Recur-
rence of rectocele was recorded in 8 (8.6%) patients.

Comparing the Outcomes of Transperineal and
Transvaginal Repair

The transvaginal and transperineal repair groups had similar
baseline characteristics, except for a greater median number
of vaginal deliveries in the former. Transvaginal repair had a
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Table 1 Characteristics and outcomes of transperineal and transvaginal procedures

Emile et al.

Factor Transperineal (n=61) Transvaginal (n=32) p-value
Mean age (years) 44.7 £9.34 41.84+12.9 0.223
Median number of vaginal deliveries (range) 2.0 (0-5) 3.0 (0-6) 0.001
Associated urinary symptoms (%) 5(8.2) 2 (6.2) 1
Failure of improvement (%) 16 (26.2) 6(18.8) 0.456
Complications (%) 16 (26.2) 4(12.5) 0.184
Mean operative time in minutes 80.16 £27.83 55.16 £5.46 <0.001
Mean Wexner score Preoperative 17 £2.51 16.75+3.27 0.683
Postoperative 9.87+3.44 7.34+4.64 0.004
Resting anal pressure (mmHg) Preoperative 61.82+9.31 61.62+5.28 0.913
Postoperative 64.64+10.32 63.12+6.93 0.458
Squeeze anal pressure (mmHg) Preoperative 128.9418.43 134.78 £14.83 0.123
Postoperative 131.8 £16.89 138.03+£16.54 0.092
Rectocele size (cm) Preoperative 4.7 +0.81 4.56+0.82 0.436
Postoperative 1.77 (0.95) 1.06 (0.71) <0.001
Median hospital stay, in days (range) 2 (1-4) 2 (2-3) 0.126

significantly shorter operative time (55.16 vs. 80.16 minutes,
p <0.001), and was followed by a significantly lower Wexner
score (7.34 vs. 9.87, p=0.004) and smaller postoperative
residual rectocele (1.06 vs. 1.77 cm, p <0.001). Symptom
improvement and complications were comparable among
both groups (=Table 1)

Univariate Analysis of Factors Associated with Non-
improvement in Symptoms

As shown in =Table 2, the factors that were significantly
associated with failure of symptom improvement after sur-
gery were the number of vaginal deliveries (p =0.03), pre-
operative Wexner score (p=0.05), postoperative rectocele
size (p < 0.001), preoperative MTV (p = 0.048), postoperative
MTV (p =0.002), and operation time (p = 0.0).

Multivariate Analysis of Predictive Factors of Failure of
Symptom Improvement

A higher preoperative Wexner score (odds ratio, OR: 1.4, 95%
confidence interval, CI: 1.09-1.84, p=0.009), larger residual
rectocele after repair (OR: 2.95, 95% CI: 1.43-6.08, p =0.003),
and postoperative MTV (OR: 0.949, 95% CI: 0.907-0.992,
p=0.02)were the significant independent predictors of failure
of symptom improvement (=Table 3). The predictive cutoff
point for the preoperative Wexner score was 15 (sensitivity
95.4%, specificity 76%). The AUC of the model was 0.859 (95%
CI: 0.767-0.951). There was no significant multicollinearity in
the model used, as the VIF was lower than 5 for all factors.

Discussion

In the present study, we included 93 women, 90% of whom
had a history of vaginal delivery, and 10% nulliparous,
which concords with another study that reported a 12%

incidence of rectocele in young nulliparous women.?? To
avoid the confounding effect of other associated conditions,
a thorough comprehensive assessment of patients was done
to assure the absence of anismus, since undiagnosed anis-
mus may eventually lead to failure of symptom
improvement.

About two-thirds of the patients underwent transperineal
repair of rectocele, which is a popular technique among
colorectal surgeons,?! whereas the transvaginal repair was
chosen for one-third of the patients. The transperineal repair
was followed by a higher rate of failure of improvement,
exceeding 25%. This reflects what has been documented in
the literature on the disparate rates of improvement in ODS
after transperineal repair, which range from 53% to 91%."3
Failure of symptoms improvement after transperineal repair
may be attributable to inadequate plication of the rectal wall
or development of hypertensive anal canal postoperatively,
as suggested in a recent study.' Although several technical
modifications/additions to improve the outcome of TPR have
been described, there is no consensus on the optimal indi-
cations for each modification.??

Although a significant improvement in the ODS symptoms
was reported by the majority of patients, almost one-quarter
of patients complained of persistent symptoms and lack of
satisfactory improvement after surgery. To elucidate the
causes of lack of improvement in symptoms after rectocele
repair, we performed univariate and multivariate analyses to
shed light on the predictors of poor outcome after rectocele
repair.

Patients with a higher Wexner score before repair were
more likely to experience failure of symptom improvement.
This observation is quite reasonable, because patients with
more severe ODS symptoms may be more likely to have
partial rather than full resolution of symptoms after repair.
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Table 2 Univariate analysis of the characteristics of patients with and without significant improvement in symptoms after surgery
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Variable No improvement in Improvement in p-value
symptoms (cases =22) symptoms (controls =71)
Age (years) 41.6+10.3 44.4+10.8 0.29
Median number of vaginal deliveries (range) 2 (0-4) 2 (0-6) 0.03
Median duration of symptoms (months) 36 (12-72) 48 (6-180) 0.13
Associated cystocele (%) 3(13.6) 5(7) 0.5
Technique of repair (%) Transperineal 16 (72.7) 45 (63.4) 0.58
Transvaginal 6 (27.3) 26 (36.6)
Preoperative Wexner score 17.91+2.69 16.61+2.75 0.05
% Reduction in Wexner score 21+7 55+18 <0.001
Rectocele size (cm) Preoperative 4.68+0.78 4.65+0.83 0.88
Postoperative 2.17+0.85 1.33+£0.87 <0.001
Resting anal pressure (mmHg) Preoperative 62.6+7.3 61.5+8.4 0.56
Postoperative 65.4+7.1 63.7+£9.9 0.44
Squeeze anal pressure (mmHg) Preoperative 125.6 +£20.2 132.58+16.3 0.1
Postoperative 130.7+14.8 1349+17.5 0.3
Maximum tolerable volume (ml) Preoperative 189.1+41.4 210.5+44.7 0.048
Postoperative 161.4+37.4 190+37.3 0.002
Mean operation time in minutes 84.7+28.4 67.5+23.5 0.005
Complications (%) 7 (31.8) 13 (18.3) 0.29
Table 3 Multivariable logistic regression analysis of predictors of failure of improvement in symptoms
Variable 0Odds ratio 95% confidence interval p-value
Number of vaginal deliveries 0.744 0.456-1.21 0.237
Preoperative Wexner score 1.41 1.09-1.84 0.009
Postoperative rectocele size 2.95 1.43-6.08 0.003
Preoperative maximum tolerable volume 1.03 0.99-1.07 0.094
Postoperative maximum tolerable volume 0.949 0.907-0.992 0.021
Operation time 0.994 0.97-1.02 0.647

The analysis found that patients with a preoperative Wexner
score greater than 15 were more likely to experience unsat-
isfactory improvement in symptoms after repair. Therefore,
surgeons may counsel patients with a preoperative score
>15 about the possibility of poor improvement in ODS
symptoms, which may warrant further interventions post-
operatively such as an adjuvant biofeedback therapy.

While the preoperative size of rectocele was not predictive
of the outcome after repair, the postoperative rectocele size in
the follow-up defecography was associated with a lack of
significant symptom improvement. Larger residual rectocele
as depicted in follow-up defecography may be the result of
either inadequate plication of the rectovaginal septum or
dehiscence of sutures used for repair as a result of continued
postoperative straining; both can be associated with persistent
or recurrent ODS symptoms. A previous study23 used 3D/4D
ultrasonography to determine how large a rectocele has to be
to cause significant symptoms and concluded that a rectocele
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of > 1.5cm in depth is usually associated with significant
symptoms.

Interestingly, the MTV in patients who did not experience
improvement in symptoms was lower than that of the
improved patients, both before and after surgical repair. It
has been formerly reported that the MTV may be reduced in
patients who have a non-compliant rectum, which may
factor in the pathogenesis in constipation.”* The reduced
compliance of the rectum, as reflected by decreased MTV in
our report, was originally present in non-improved patients
before repair and seems to have increased after surgery,
perhaps secondary to the effect of rectal wall plication that
might have reduced compliance further.

Limitations of the present study include its retrospective
nature that is associated with the risk of selection bias and
the short-term follow-up of 1 year. Longer follow-up of the
improvement in ODS after surgical intervention is essential,
as long-term studies showed decreasing success and
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improvement in symptoms with time after procedures for
ODS such as stapled transanal rectal resection (STARR).2+2°
Therefore, prospective studies with longer follow-up are
needed to ascertain the clinical utility of the predictors of
failure reported in the present study.

Conclusions

Patients with a preoperative Wexner score higher than 15
and larger residual rectocele after surgery may experience
little improvement of symptoms after rectocele repair. Al-
though TPR was associated with poorer relief of symptoms
than did TVR, it was not an independent predictor of failure.

Author Contributions

Sameh Emile designed the study, and contributed to data
collection, analysis, and writing of the manuscript. Ahmed
Elfallal contributed to data collection, analysis, and writ-
ing parts of the manuscript. Mahmud Abdelnaby and
Mohamed Balata contributed to data collection, drafting,
and critical revision of the manuscript.

Funding
The authors have no sources of funding or support to
declare.

Conflict of Interests
The authors have no conflict of interests to declare.

References

1

N

w

(%]

[e)]

~

] Coloproctol

Shaw HA. Rectocele. Medscape. Accessed on July 25, 2020 online
at https://emedicine.medscape.com/article/268546-overview#a6
Boyles SH, Weber AM, Meyn L. Procedures for pelvic organ
prolapse in the United States, 1979-1997. Am ] Obstet Gynecol
2003;188(01):108-115

Bump RC, Norton PA. Epidemiology and natural history of pelvic
floor dysfunction. Obstet Gynecol Clin North Am 1998;25(04):
723-746

Dietz HP, Gémez M, Atan IK, Ferreira CSW. Association between
vaginal parity and rectocele. Int Urogynecol ] Pelvic Floor Dysfunct
2018;29(10):1479-1483. Doi: 10.1007/s00192-017-3552-8

Ellis CN. Treatment of obstructed defecation. Clin Colon Rectal
Surg 2005;18(02):85-95. Doi: 10.1055/s-2005-870889

Van Laarhoven (], Kamm MA, Bartram CI, Halligan S, Hawley PR,
Phillips RK. Relationship between anatomic and symptomatic
long-term results after rectocele repair for impaired defecation.
Dis Colon Rectum 1999;42(02):204-210, discussion 210-211.
Doi: 10.1007/BF02237129

Patcharatrakul T, Rao SSC. Update on the Pathophysiology and
Management of Anorectal Disorders. Gut Liver 2018;12(04):
375-384

ol

o

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

Iglesia CB, Smithling KR. Pelvic Organ Prolapse. Am Fam Physician
2017;96(03):179-185

Tso C, Lee W, Austin-Ketch T, Winkler H, Zitkus B. Nonsurgical
Treatment Options for Women With Pelvic Organ Prolapse. Nurs
Womens Health 2018;22(03):228-239

Pescatori M. Rectoceles and the “iceberg syndrome. Urodinamica
2003;13(01):15-22

Ellis CN. Stapled transanal rectal resection (STARR) for rectocele. ]
Gastrointest Surg 2007;11(02):153-154

Barbalat Y, Tunuguntla HS. Surgery for pelvic organ prolapse: a
historical perspective. Curr Urol Rep 2012;13(03):256-261
Zimmermann EF, Hayes RS, Daniels IR, Smart NJ, Warwick AM.
Transperineal rectocele repair: a systematic review. ANZ ] Surg
2017;87(10):773-779. Doi: 10.1111/ans.14068

Sileri P, Franceschilli L, Cadeddu F, et al. Prevalence of defaecatory
disorders in morbidly obese patients before and after bariatric
surgery. ] Gastrointest Surg 2012;16(01):62-66, discussion 66-
67. Doi: 10.1007/s11605-011-1705-5

Emile SH, Balata M, Omar W, Khafagy W, Elgendy H. Specific
Changes in Manometric Parameters are Associated with Non-
improvement in Symptoms after Rectocele Repair. Int Urogynecol
] Pelvic Floor Dysfunct 2020;31(10):2019-2025. Doi: 10.1007/
s00192-020-04444-9

Agachan F, ChenT, Pfeifer ], Reissman P, Wexner SD. A constipation
scoring system to simplify evaluation and management of con-
stipated patients. Dis Colon Rectum 1996;39(06):681-685
Balata M, Elgendy H, Emile SH, Youssef M, Omar W, Khafagy W.
Functional Outcome and Sexual-Related Quality of Life After
Transperineal Versus Transvaginal Repair of Anterior Rectocele:
A Randomized Clinical Trial. Dis Colon Rectum 2020;63(04):
527-537. Doi: 10.1097/DCR.0000000000001595

Elfeki H, Emile SH, Omar W. Transperineal repair of third degree
perineal tear and anterior rectocele with complete perineal body
reconstruction - a video vignette. Colorectal Dis 2017;19(05):504
Shalaby M, Elfeki H, Omar W. Transvaginal repair for anterior
rectocele - a video vignette. Colorectal Dis 2018;20(07):
647-648

Dietz HP, Clarke B. Prevalence of rectocele in young nulliparous
women. Aust N Z ] Obstet Gynaecol 2005;45(05):391-394. Doi:
10.1111/j.1479-828X.2005.00454.X

Beck DE, Allen NL. Rectocele. Clin Colon Rectal Surg 2010;23(02):
90-98. Doi: 10.1055/s-0030-1254295

Fathy M, Elfallal AH, Emile SH. Literature review of the outcome of
and methods used to improve transperineal repair of rectocele.
World J Gastrointest Surg 2021;13(09):1063-1078. Doi: 10.4240/
wijgs.v13.i9.1063

Dietz HP, Zhang X, Shek KL, Guzman RR. How large does a
rectocele have to be to cause symptoms? A 3D/4D ultrasound
study. Int Urogynecol ] Pelvic Floor Dysfunct 2015;26(09):1355-
-1359. Doi: 10.1007/s00192-015-2709-6

Asteria CR, Bellarosa S, Chiarioni G, et al. Long-term follow-up of
after STARR for obstructed defecation. Tech Coloproctol 2014;18
(02):213-214

Diamant NE, Kamm MA, Wald A, Whitehead WE. AGA technical
review on anorectal testing techniques. Gastroenterology 1999;
116(03):735-760

Vol. 42 No. 3/2022 © 2022. Sociedade Brasileira de Coloproctologia. All rights reserved.


https://emedicine.medscape.com/article/268546-overview&x0023;a6

