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PURPOSE: The aim of this study was to review our experi- 
ence with patients with rectoceles using very selective 
criteria for operative repair and to critically review our 
surgical results. METHODS: This is a review of patients 
selected for rectocele repair between 1989 and 1994. RE- 
SULTS: Two hundred seventy-nine patients were evaluated 
for pelvic outlet symptoms in our clinic. Defecography was 
performed in 180 patients; rectocele was seen in 143 pa- 
tients (79 percent; 135 females and 8 males). On physical 
examination, 132 patients had a palpable rectocele (73 
percent). Rectocele repair was recommended for 35 pa- 
tients (13 percent); 33 (32 females and 1 male) underwent 
this procedure. Mean age was 55 (range, 16-78) years. 
Although many patients complained of constipation, incon- 
tinence and pelvic pain, in these 33 patients criteria for 
repair included the sensation of a vaginal mass or bulge that 
required digital support and/or rectal digitizing for evacua- 
tion (58 percent), retention of barium in the rectocele on 
defecography (55 percent), or a very large rectocele with 
internal anterior rectal wall prolapse (6 percent). A hyster- 
ectomy had been performed previously in 47 percent of 
women repaired. Rectocele repair was performed by a 
standard transanal approach in 31 patients and transabdomi- 
nally in 2 patients. Hospital stay averaged 3.7 (range, 1-8) 
days. Few postoperative complications occurred; urinary 
retention was the most common (18 percent). All patients 
were followed postoperatively, and 26 patients (79 per- 
cent) answered a standardized questionnaire. Mean fop 
low-up was 31 (range, 5-64) months. Eighty percent of 
patients questioned who initially complained of a vaginal 
mass or bulge reported complete resolution (significant 
improvement by the sign test, P < 0.5). Subjectively, 92 
percent of patients questioned reported improvement in 
their preoperative symptoms and satisfaction with the op- 
eration. CONCLUSION: Rectoceles are frequently identified 
during defecography, which is performed for pelvic floor 
complaints, yet are often asymptomatic. In contrast to other 
recent reports of rectocele repair, our data indicate that 
careful selection of patients using specific criteria may re- 
sult in very good clinical results. [Key words: Rectocele; 
Constipation; Incontinence; Defecating proctogram; De- 
fecography] 
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A l though rectoceles are bel ieved to be exceed-  

ingly prevalent  in w o m e n  and  n o t  unheard  of  in 

men,  ~ quest ions remain as to the extent  to wh ich  

rectoceles are symptomatic .  Consequent ly ,  decisions 

regarding surgical repair must  be  cons idered  carefully 

because  of  the difficulty in establishing the rectocele 

as the cause o f  patient 's complaints.  Decis ion to sur- 

gically repair a rectocele is difficult for the fol lowing 

additional reasons: 1) 23 to 70 percent  of  unselec ted  

patients with a rectocele on  physical examinat ion 

have symptoms  involving difficult evacuation,  2-5 2) a 

small anterior bulge of  the rectal wall is c o m m o n  

a m o n g  healthy individuals, 5' 6 and 3) results of  recto- 

cele repair have varied widely  a m o n g  groups.  7-1~ The 

aim of  this s tudy was  to examine  our  exper ience  with 

rectocele repair. Our  hypothesis  was  that, by  selecting 

a g roup  of  patients most  likely to benefit  f rom repair, 

w e  could  improve the varied ou tcomes  reported.  

Since 1989, we  have used  very selective criteria for 

r e commend ing  surgical repair. We n o w  report  our  

findings in these patients. 

M E T H O D S  

All patients w h o  presented to the Colorectal Clinic 

at the George  Washington University f rom 1989 to 

1994 with functional pelvic complaints  were  prospec-  

tively fol lowed.  Patients with rectoceles were  identi- 

fied, and selective criteria were  appl ied for recom- 

mend ing  surgical repair. Patients were  d e e m e d  

candidates  for repair if they met  any of  the fol lowing 

condit ions:  1) sensat ion o f  a vaginal mass or  bulge 

that required digital suppor t  and /o r  rectal digitizing 

for evacuat ion that was  conf i rmed to be  a rectocele; 2) 

demonst ra t ion  on  de fecography  of  contrast retention 

in the rectocele; 3) the presence  of  a very  large rec- 

tocele associated with anterior rectal wall prolapse.  

Preoperat ive physiologic  studies included, but  were  

not  limited to, manometry ,  pudenda l  nerve terminal 

motor  latency, defecating proctography,  and bal loon 

compliance.  
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Surgical Treatment 

A standardized rectocele repair was used. A formal 
transanal repair was performed in most patients after 
a mechanical and antibiotic preparation. Patients 
were admitted the same day as surgery. After institu- 
tion of general or regional anesthesia, the patient was 
placed in the jackknife position with the buttocks 
taped apart. The rectum was cleansed with povidone- 
iodine, and exposure was maintained with a Pratt 
bivalve retractor. Apex of the repair was determined 
by manual palpation and was usually adjacent to the 
cervix. This was marked with a 2-0 Vicryl TM (Ethicon, 
Somerville, NJ) suture, which was left long for later 
closure of the mucosa. Base of the repair was at the 
anorectal ring. Submucosal plane was infiltrated with 
a 1:200,000 epinephrine solution. An ellipse of mu- 
cosa was excised with electrocautery, raising an edge 
on either side. Rectal muscular wall was plicated with 
between 8 and 12 horizontal mattress sutures of 3-0 
polydoxanone suture (Ethicon, Somerville, NJ). Mu- 
cosa was then reapproximated with previously placed 
running 2-0 Vicryl. 

In two patients, a transabdominal repair was per- 
formed in conjunction with other procedures by dis- 
secting the rectovaginal septum from the cul-de-sac to 
the perineal floor. Plicating horizontal mattress su- 
tures of 3-0 polydoxanone suture were placed to 
support the anterior rectal wall, and the vagina was 
tacked up to the sacral promontory over the repair. 

Patients were maintained on intravenous fluids and 
antibiotics; they received nothing by mouth for two 
days. During this time, patients received constipating 
agents including codeine and diphenoxylate with at- 
ropine. These medications were discontinued on the 
afternoon of postoperative day 2, and a fiber supple- 
ment and stool softener were started. Most patients 
were discharged on postoperative day 3. 

and noncandidates. The Wilcoxon's two-sample test 

was used to compare scintigraphic evacuation effi- 

ciency on  proctography between candidates and non- 
candidates, and the sign test was used to analyze 
symptom improvement and change in laxative use 
postoperatively. 

RESULTS 

A total of 279 patients (216 females, 63 males) were 
evaluated for functional pelvic complaints in our 

clinic between 1989 and 1994. A rectocele was de- 

tected on physical examination in 132 patients, and 
defecography helped to identify an additional 11 pa- 

tients with rectoceles (135 females, 8 males) (Figs. 1 
and 2). We recommended repair to 35 patients, of 

whom 33 (32 females, 1 male) have undergone the 
procedure. Table 1 lists the presenting complaints of 
all patients; constipation was the most prevalent. Ta- 
ble 1 further breaks down patients' chief complaints 

into those with and those without a rectocele. More 
people with rectoceles complained of a symptomatic 

bulge (P < 0.05). Table 2 subdivides the population 
of patients with rectoceles into those for whom repair 

was recommended and those who did not qualify for 
repair. An even stronger association existed between 
candidates and a symptomatic bulge (P  < 0.01). In- 
dications for surgical repair of a rectocele in our 35 
patients are summarized in Table 3. 

Defecating proctography including scintigraphic 
emptying was performed in all patients who were 
suspected of having a symptomatic rectocele and in 
many patients for other reasons, such as constipation. 

In our laboratory, a scintigraphic evacuation effi- 

Data Collection and Statistics 

Data were obtained from clinic and hospital charts 
and operative reports. A telephone questionnaire was 
used to standardize patients' subjective postoperative 
results. They were asked to detail any persistent or 
new-onset symptoms. Degree of symptom improve- 
ment was graded as 1 = worse, 2 = no change, 3 = 
somewhat improved, 4 = markedly improved, or 5 = 
completely improved. Extent of patient satisfaction 
was graded as 1 = not satisfied, 2 = somewhat satis- 
fied, or 3 = very satisfied. 

The chi-squared test was used when comparing 
presenting complaints between candidates for repair 

Figure 1. A large rectocele with retained contrast on 
defecating proctography in a 62-year-old woman. Ante- 
rior, left; posterior, right. 
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Table 2. 
Chief Complaints--Patients with Rectoceles (No. (%)) 

Candidates Noncandidates Complaint No. 
35 108 

Constipation 11 (35) 46 (41) 
Incontinence 9 (29) 33 (39) 
Bulge/mass 19 (61) 17 (15)* 
Pain 3 (10) 10 (9) 
Bleeding per Rectum 3 (10) 10 (9) 
Other 3 (10) 12 (11) 

* P  < 0.01. 

Table 3. 
Indications for Repair 

N = 35 No. (%) 

Vaginal mass/bulge--confirmed rectocele 19 (58) 
Retention in rectocele on defecography 18 (55) 
Large rectocele with anterior rectal wall 2 (6) 
prolapse 

Table 4. 
Scintigraphic Emptying (Normal, >85%) 

% Evacuation Group No. 
(Range) 

Figure 2. This contrast-retaining rectocele becomes ap- 
parent on defecating proctography only on the poste- 
vacuation film in this 34-year-old woman. A. Filled at rest. 
B. Squeezing. C. Straining. D, Postevacuation. 

Table 1. 
Chief Complaints (No. (%)) 

Complaint No. 

Patients Patients All 
with Without Patients 

Rectoceles Rectoceles 279 
143 136 

Constipation 131 (47) 57 (40) 74 (51) 
Incontinence 109 (39) 42 (29) 67 (49) 
Bulge/mass 54 (19) 36 (25) 18 (13)* 
Pain 28 (10) 13 (9) 15 (11) 
Bleeding per rectum 21 (8) 13 (9) 8 (6) 
Other 34 (12) 15 (10) 19 (14) 

* P < 0.05; rectocele vs. nonrectocele patients. 

ciency of better than 85 percent is considered normal. 

Eighteen patients who had significant contrast reten- 
tion in their rectocele on proctography had a mean 
evacuation efficiency of 63 (range, 25-85) percent. 
This was significantly less than the mean evacuation 
efficiency of 92 (range, 15-99) percent in the noncan- 
didate rectocele population (P < 0.05) and is noted in 
Table 4. Manometry, pudendal nerve terminal motor 
latency, balloon compliance, and other physiologic 
studies helped to reveal associated anorectal and/or 
gynecologic pathology in the rectocele population 
(Table 5). With the exception of defecating proctog- 

Retention 18 63 (25-85)* 
Nonretention 17 88 (87-99) 
Noncandidates 108 92 (15-99)* 

* P < 0.05; retention vs. noncandidates. 

Table 5. 
Associated Anorectal and Gynecologic Findings 

(No. (%)) 

Candidates Noncandidates Condition No. 
35 108 

Hemorrhoids 8 (26) 20 (18) 
Rectal prolapse 7 (23) 18 (16) 
Sphincter injury 6 (16) 17 (15) 
Pudendal neuropathy 2 (6) 11 (10) 
Perineal hernia 8 (26) 9 (8)* 
Nonrelaxing puborectalis 3 (10) 9 (8) 
Cystocele 1 (3) 7 (6) 
Enterocele 2 (6) 6 (5) 
Megarectum 3 (10) 6 (5) 
Redundant sigmoid 1 (3) 6 (5) 
Diverticula 2 (6) 5 (4) 
Uterine prolapse - -  2 (2) 
Other 2 (6) 10 (9) 

* P < 0.05. 

raphy, these studies did not appear to contribute 
appreciably to our recommendations for repair. 

Rectocele repair was performed on 33 of 35 candi- 
dates; mean age was 55 (range, 16-78) years. Seventy- 
three percent of these patients had undergone a pre- 
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vious anorectal or gynecologic operation, with 
hysterectomy being the most common (Table 6). Ad- 
ditional procedures performed at the time of rectocele 
repair are noted in Table 7. Forty-five percent under- 
went a synchronous operation at time of rectocele 
repair, with hemorrhoidectomy performed most com- 
monly. 

Mean hospital stay was 3.7 (range, 1-8) days. Post- 
operative complications were quite uncommon. Six 
patients (18 percent) had transient urinary retention. 
No infectious complications or operative mortality 
were noted. The only major complication occurred in 
a woman who underwent simultaneous rectocele and 
sphincter repairs. She became impacted after dis- 
charge, and rectocele repair broke down, fistulizing 
into the sphincteroplasty site. She required diversion 
and debridement but ultimately did well and is now 
continent and evacuates without difficulty. 

Mean follow-up was 31 (range, 5-64) months. Fol- 
low-up was obtained in all 33 patients who under- 
went surgery, and 26 (79 percent) answered a stan- 
dardized questionnaire. New-onset constipation, 
incontinence, and pain occurred in one patient each 
(Table 8). Complaints of constipation decreased from 
35 to 16 percent, and incontinence decreased from 29 
to 12 percent. Eighty percent of patients who initially 
complained of a vaginal mass or bulge reported com- 
plete resolution (P < 0.05). Table 9 notes extent of 
symptomatic improvement and satisfaction based on 
the questionnaire. Ninety-two percent felt they were 
somewhat to completely improved symptomatically, 
and 92 percent also were somewhat to very satisfied. 
Fifteen patients repaired had used laxatives and/or 
enemas preoperatively, but only two continued to use 
them; no patient initiated laxative/enema use postop- 
eratively (P < 0.05). 

RECTOCELE REPAIR 

Table 7. 
Additional Procedures Performed at Time of 

Rectocele Repair 

N = 33 No. (%) 

Hemorrhoidectomy 7 (23) 
Perineal hernia repair 3 (10) 
Rectal tapering 2 (6) 
Sphincter repair 2 (6) 
Rectal prolapse 1 (3) 
Hysterectomy 1 (3) 
Other 2 (6) 

Table 8. 
Long-Term Symptomatic Results (No. (%)) 

Complaint (n = 26) Persistent New 

Constipation 3 (12) 1 (4) 
Incontinence 2 (8) 1 (4) 
Bulge/mass 3 (12)* 
Pain 2 (8) 1 (4) 
Bleeding per rectum 2 (8) - -  

* P < 0.05 vs. preoperative status. 

Table 9. 
Questionnaire Results--Patients' 

Subjective Improvement 

n = 26 No. (%) 

Improvement in symptoms 
Worse 1 (4) 
No change 1 (4) 
Somewhat 8 (31) 
Markedly 14 (54) 
Completely 2 (8) 

Overall degree of satisfaction 
None 2 (8) 
Somewhat 6 (23) 
Very 18 (69) 

DISCUSSION 

Although rectoceles are commonly found on phys- 
ical examination, ~ Block reported that less than 25 

Table 6. 
Prior Operations 

N = 33 No. (%) 

Hysterectomy 14 (47) 
Hemorrhoidectomy 9 (30) 
Other gynecologic surgery 5 (16) 
Cystocele repair 6 (20) 
Appendectomy 7 (23) 
Cholecystectomy 5 (17) 
Rectocele repair 1 (3) 
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percent of 69 patients with a clinical rectocele were 
symptomatic. 3 Establishing the rectocele as the direct 
cause of a patient's complaints is a difficult task be- 
cause frequently these patients present with numer- 
ous pelvic symptoms and findings. 

Results of surgical repair of rectoceles vary widely 
in the literature. Arnold e t  al .  7 adopted a relatively 
nonselective approach, assuming that when present a 
large rectocele was the cause of a patient's complaints 
of difficulty initiating bowel movements. As they 
themselves noted, this approach was likely to be 
responsible for their "relatively poor" results. A recto- 
cele may be an incidental finding or may actually be 
the result of difficult evacuation and not the cause. 
Patients with nonrelaxing pelvic floor muscles or a 
significant stenosis may develop a rectocele because 
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of excessive straining and increased rectal pressures. 
Rectoceles are also commonly seen in patients with 

internal or complete rectal prolapse. Khubchandani et 
aL  to used a similar nonselective approach and also 

reported disappointing results. 
We felt that careful evaluation could identify a sub- 

set of patients with symptoms directly attributable 
to the rectocele that would be likely to benefit 
from repair. In our  physiologic studies, we did not 
find a significant association between presence of a 

rectocele and manometric derangements, unlike 
Siproudhis et  al. z Defecating proctography has 

proven to be extremely valuable in our selection pro- 
cess. Although physical examination is very sensitive 
for rectocele detection, ~1 it neither quantitates size 

nor  estimates emptying ability accurately. 8 Majority of 
rectoceles are small and empty well. ~' 6, ~2, 13 Defecat- 

ing proctography can identify large rectoceles that 
retain barium. Our data support  the findings of Kelvin 
et  aL ~2 which correlate the size of the rectocele and 
degree of symptoms. Although Meltgren e t  aL p report  
a reluctance to repair a completely emptying recto- 
cele, in our population some patients whose rectocete 

emptied completely could still derive benefit from 
repair in the face of other criteria such as a bulge at 

the introitus. Defecating proctography also helps to 
detect other causes of pelvic symptoms such as en- 

teroceles, sigmoidoceles, and internal rectal pro- 
lapse. 12 Complaint of a mass or bulge obstructing the 

vaginal introRus may be caused by a number  of  ab- 

normalities that become evident on proctography, 
including rectocele, enterocele, or sigmoidocele. 

It has been suggested that thinning of the rectovagi- 
nal septum and/or  pelvic denervation secondary to 

hysterectomy may contribute to development  of a 
rectocele. 2 Seventy-four percent of our patients had 

previously undergone a hysterectomy. Although we 
have not shown this, we hypothesize that vaginal 

hysterectomy is more likely to be associated with a 
rectocele than abdominal hysterectomy because of 
increased rectovaginal septal trauma and denervation. 

Transanal approach to rectocele repair was well 
tolerated and was associated with short hospital stays 
and very few complications. Our inquiries about  long- 
term outcomes were also promising. Symptomatic 
improvement after a mean follow-up of 31 months 
was very good, with a 92 percent rate of improve- 
ment. Clearly, a larger series and longer follow-up will 
be useful in further assessing usefulness of this ap- 

proach. 

MURTHY E T A L  Dis Colon Rectum, April 1996 

C O N C L U S I O N  

We believe these data support our hypothesis that 

careful selection of patients for rectocele repair leads 

to a high likelihood of good clinical results. A com- 

b/nation of  physical examination, proctography, and 

physiologic testing ruled out other underlying pathol- 

ogy and helped to link the rectocele with the patient's 

symptoms. 
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