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Laparoscopic ventral mesh rectopexy for obstructive defecation
syndrome: still the way to go?
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Abstract Laparoscopic ventral mesh rectopexy (VMR) has be-
come a popular surgical technique for treating women with full-
thickness rectal prolapse with a low recurrence rate, as demon-
strated by several studies. In addition, it is increasingly applied to
female patients with obstructive defecation syndrome (ODS)
caused by intussusception ± rectocele. Functional improvement
can be achieved in a high number of patients with ODS, but
expectations need to be discussed carefully, as a few patients
may not benefit at all. In particular, long-term data on functional
outcome and complications following laparoscopic VMR for
ODS are still lacking in the literature. Notably, laparoscopic
VMR appears to be better than alternative operations for pro-
lapse, intussusception, and rectocele in terms of efficacy, recur-
rence rates, and adverse effects, but there is a lack of evidence
directly comparing techniques through randomized controlled
trials; thus, its exact role stills needs to be defined in the future.
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Introduction

In the last decade, laparoscopic ventral mesh rectopexy
(VMR) has become a popular surgical technique for treating

women with full-thickness rectal prolapse, especially in
Europe. Although long-term data are still limited, available
studies showed promising results, with low recurrence rates
and improved functional outcomes [1]. In addition, laparo-
scopic VMR has also been applied to female patients with
obstructive defecation syndrome (ODS) due to intussuscep-
tion ± anterior rectoceles [2]. Again, several studies reported
good results with enhanced defecation and less faecal incon-
tinence following surgical repair [3]. Particularly, the preser-
vation of the lateral ligaments and their autonomic nerves by
avoiding posterolateral rectal mobilization is considered to
reduce the risk of postoperative constipation [4]. This is a clear
advantage over alternative abdominal rectopexy procedures,
where posterior rectal mobilization is usually required.

Notably, pelvic organ prolapse commonly affects multiple
compartments including both rectal and urogenital prolapse
[5–7]. Thus, combined procedures of colorectal and
urogynecological surgeons to correct anatomical alterations
are often necessary to achieve the best outcome for the pa-
tients. Indeed, a recent study assessing robot-assisted
sacrocolporectopexy for multicompartment prolapse, per-
formed by both specialities, revealed improved functional out-
come, quality of life, and sexual function postoperatively [6].

New techniques tend to quickly become popular through-
out the surgical community, although clinical outcome, and
especially long-term data, are not available. Therefore, it is of
immense importance to perform clinical well-designed studies
to constantly and objectively re-evaluate the efficacy and the
complication rate associated with the procedure.

Words of caution

In general, laparoscopic VMR is considered to be a safe tech-
nique, which can even be conducted as a day-case operation in
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selected patients by experienced colorectal surgeons [8].
However, complications do occur and can potentially lead to
serious consequences for affected patients. In particular,
mesh-related morbidity needs to be taken into account and
discussed with the patients. A large multicentre collaboration
including 2,200 patients revealed a mesh erosion rate of 2%,
requiring local excision, low anterior resections or the creation
of stomata [9]. In the same analysis, the authors identified that
polyester mesh was associated with a significantly higher in-
cidence of mesh erosion than polypropylene, titanium-coated
polypropylene or biological grafts. In addition, it was specu-
lated that the use of non-absorbable stitches further increased
the risk of infections and subsequently erosion. In a systematic
review evaluating the safety of laparoscopic VMR, no signif-
icant differences between biological and synthetic meshes in
terms of recurrence and mesh complications were reported
[10]. However, current evidence may suggest that choosing
a biological graft with absorbable suture material is the best
option for reducing the risk of certain adverse events.

Another large study comprising patients operated on be-
tween 1999 and 2013 observed mesh-related complications
in 4.6% [1]. In 5 of these patients, laparoscopic VMR was
combined with a perineotomy to correct low rectoceles. Van
der Hagen et al. evaluated transvaginal posterior colporrhaphy
combined with laparoscopic ventral mesh rectopexy for iso-
lated grade III rectocele [11]. They reported improved ODS
scores, but the short-term follow-up and the small number of
patients enrolled limited its clinical conclusion. Overall, it
would be reasonable not to combine perineal or vaginal pro-
cedures with laparoscopic VMR, as the risk of developing
mesh complications tends to be higher.

Ongoing pain was another adverse event revealed by Evans
et al. and was observed in about 2% of patients [9]. Most can
usually be managed conservatively with analgesics; however,
others may undergo detailed radiological evaluation and even
laparoscopic exploration. Notably, no operation is without
risk, but procedures for functional disorders in particular are
expected to cause no harm.

Functional consideration

Laparoscopic VMR for ODS caused by rectocele and/or in-
tussusception can ease defecation disorders and improve fae-
cal incontinence, as demonstrated by several studies [1, 3, 12].
However, functional outcome was measured in various ways,
using either self-reporting questions or scoring systems of
various qualities; thus, the comparison of data remains chal-
lenging. A recent review showed improvement of ODS fol-
lowing surgery ranging from 52% to 84.2% [3]. Furthermore,
a systematic review found the overall weighted mean decrease
in constipation rate after surgery to be 23.9% [13]. It is

noteworthy that new onset constipation was noted in a few
studies as well.

Clearly, there are many other factors crucial to successful
evacuation, including appropriate neurological function—
merely restoring anatomical position is unable to reverse
ODS secondary to neurological dysmotility [14]. Although
laparoscopic VMR is beneficial for many, a significant num-
ber of patients still have significant difficulties with defecation
and voluntary control of their stool, a question is how to select
those patients who will benefit from this type of procedure.
Interestingly, there is a lack of studies aimed at defining risk
factors for a less successful outcome after laparoscopic VMR.
Some patients with a long history of constipation or a consid-
erable birth trauma may develop severe nerve damage poten-
tially because of the extensive stretching, resulting in an Bnon-
functional^ rectum [14, 15]. This group of patients may con-
tinue to have functional impairment, despite correction of an-
atomical alterations. Faecal incontinence can also be caused
by various pathological conditions, such as sphincter defects
following birth trauma or anal surgery, neurological disorders,
diarrhoea or inflammatory changes with subsequent loss of
reservoir capacity and alterations in anorectal sensation [16].
Therefore, careful clinical workup is essential before definite
treatment.

Alternatives to keep in mind

A large number of techniques have been published that treat
symptomatic rectoceles and/or intussusceptions with various
approaches ranging from abdominal, transanal, transvaginal
to perineal [17]. No clear consensus over the ideal access for
optimal management has been reached.

The stapled transanal resection (STARR) has become pop-
ular in the last decades too, with promising functional results
as reported by several studies [18]. A large series from the
Stapled Transanal Resection Registry involving 2,838 patients
revealed a significant improvement according to the ODS
questionnaire from 15.8 before to 4 points 1 year after surgery
[19]. However, complications occurred in up to 36%, includ-
ing septic events in 4.4%. Furthermore, STARR may lead to
persistent urgency and faecal incontinence, which has a sig-
nificant impact on the patient’s quality of life.

Internal Delorme’s procedure is still a good alternative,
with reasonably low postoperative complication rates [20].
However, the recurrence rate seems to increase with a longer
follow-up.

Gynaecologists tend to repair a rectocele through the vagi-
na, with little workup on co-existing intussusceptions. It is
noteworthy that a pilot randomized controlled trial found com-
parable results for transanal and vaginal rectocele repair, al-
though a trend was detected towards fewer symptoms in the
vaginal group [21]. This highlights the importance of joint
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pelvic floor multidisciplinary meetings to discuss patients
with combined anatomical disorders and to find the appropri-
ate treatment for each one.

Conclusion

In general, laparoscopic VMR appears to be a safe procedure,
with a small number of immediate complications. However,
mesh-related adverse events may occur in the years following
surgery and can lead to severe consequences for affected pa-
tients. It can be speculated that choosing a biological graft
with absorbable suture material is the best option for reducing
a complicated outcome.

Functional improvement can be achieved in a high number
of female patients with ODS, but expectations needs to be
carefully discussed and a few patients may not benefit at all.
Its advantage over alternative procedures is not clearly dem-
onstrated and future randomized controlled trials may be nec-
essary to define the role of laparoscopic VMR. Studies of risk
factors for the success or failure of specific procedures are also
required, to guide clinicians and patients to the optimal proce-
dure for each individual.
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