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Abstract

Background: Complete rectal prolapse is a condition that
greatly impairs the quality of life. Treatment in adultsis
essentially surgical but the optimum method is still achal-
lenging clinical problem in colorectal surgery. The literature
offers abundant publications and there have been turns and
twistsin the evolution of surgical techniques for treatment of
this condition.

Aim of Sudy: To evaluate the outcome of laparoscopic
ventral mesh rectopexy as a procedure for repair of complete
rectal prolapse in terms of recurrence rate and post-operative
improvement of faecal incontinence and constipation. Periop-
erative outcomes, improvement in bowel dysfunction or
appearance of new complications were documented from the
hospital records maintained prospectively.

Patients and Methods: This was a retrospective cohort
study conducted on 20 patients with complete rectal prolapse
underwent laparoscopic ventral mesh rectopexy admitted from
colo-rectal unit clinic of Ain Shams University hospital in
the period from January 2017 to December 2018, were eval-
uated in the present study.

Results: Twenty patients 13 females (65%) and 7 males
(35%) with median age of 47.7. Wexner constipation score
improved significantly from the preoperative value of median
(IQR) 6.5 (range, 2-19) to 6 (range, 2-12) (p-value <0.001).
In patients presenting with faecal incontinence (Fl), significant
improvement in post-operative wexner (Cleveland clinic
incontinence score) (CCIS) from median (IQR) 14.5 (range
0-20) to 0 (range, 0-16) (p-value <0.001). Three cases (15%)
of complete rectal prolapse recurrence were reported within
18 months follow-up.

Conclusion: Despite a multitude of existing operative
techniques for correction of recta prolapse, we believe that
laparoscopic ventral mesh rectopexy has obtained good results
in terms of functional outcome of the abdominal procedures
with low recurrence rate and significant improvement in
constipation and faecal incontinence, offering the advantages
of anterolateral mobilization, mesh repair and of alaparoscopic
approach compared to an open one.
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Introduction

RECTAL prolapse, or procidentiais defined as a
protrusion of the rectum beyond the anus. Complete
or full-thickness rectal prolapse isthe protrusion
of whole the rectal wall through the anal canal. It
is acondition that greatly impairs the quality of
life. Treatment in adultsis essentially surgical but
the optimum method is still a challenging clinical
problem in colorectal surgery. The literature offers
abundant publications and there have been turns
and twists in the evolution of surgical techniques
for treatment of this condition [1].

Surgical approaches can be divided into perinea
and abdominal approaches. In general, abdominal
rectopexy is preferable to a perineal procedure,
because of low long-term recurrence rates and
superior correction of incontinence. However, it
iswidely known for poor resolution and frequent
induction of new constipation. However higher
recurrence rates after perineal procedurestheir
advantage is that they avoid laparotomy, which
makes them well suited for those of very poor risk
or the very elderly patients expected to die before
the prolapseis likely to recur [1].

The different techniques of abdominal rectopexy
may involve rectopexy, with or without sigmoid
resection, with ventral or posterior techniques,
with the use of a mesh to fix the rectum to the
sacrum or not. Finally, the mesh can be synthetic
or biological and absorbable or non-absorbable [2].

If the ideal operation for rectal prolapse was
designed from scratch, it would need to fulfil
several essential criteria. It would be abdominal
rather than perineal for best long-term cure of the
prolapse, laparoscopic for lowest morbidity, and
avoid the risks of an anastomosis. It would improve
anorectal function and even have advantages for
the middle compartment [1].
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L aparoscopic ventral mesh rectopexy has been
introduced as a novel minimally invasive develop-
ment in the treatment of rectal prolapse. Many of
the results achieved with this novel procedure are
unsurprising and consistent with current best prac-
tice for rectal prolapse. In this sense though a
limited anterior mobilization is a somewhat revo-
lutionary technical step, the outcomes it produces
are more evolutionary, building on the advantages
of the current best approaches, whilst eliminating
troublesome disadvantages [1].

Current evidence argues strongly for aroutine
laparoscopic approach to prolapse, alowing more
elderly patients to be offered a definitive repair
with the efficacy and functional advantages of an
abdominal procedure, with the safety of a perineal
one [1].

Aim of the work:

To evaluate the outcome of laparoscopic ventral
mesh rectopexy as a procedure for repair of com-
plete rectal prolapse in terms of recurrence rate
and post-operative improvement of faecal inconti-
nence and constipation.

Patients and M ethods

Sudy design:
This was a retrospective cohort study conducted

on 20 patients with complete rectal prolapse un-
derwent laparoscopic ventral mesh rectopexy ad-

mitted from colo-rectal unit clinic of Ain Shams
University Hospital in the period from January
2017 to December 2018.

Exclusion criteria:

* Patients below 18 years old.

* Patients with recurrent rectal prolapse.

* Patients with complicated rectal prolapse.

* Patients with rectal prolapse associated with mass
in rectum/sigmoid.

* Patients with obstructed defecation syndrome
associated with redundant sigmoid.

* Patients classified 111, 1V, V according to ASA
PS classification (American society of anesthe-
siologists physical status classification system).

Patient evaluation:

A comprehensive workup includes a detailed
history, clinical assessment, contrast imaging and
colonoscopy. It includes the duration of disease,
past history of obstetric traumain females and
history of anal operations, symptoms such as con-
stipation, faecal incontinence (Fl), bleeding per
rectum, per rectal and perineal examination in both
left lateral and squatting position.

For constipation and faecal incontinence, Wexn-
er constipation scoring system [3] and wexner
(CCIS) [4] were used, respectively. Pre-operative
constipation was defined as Wexner score >5, and
pre-operative incontinence as CCIS >5.

Table (1): Wexner constipation Scoring System (Minimum Score, 0; Maximum Score, 30).

Items

Score

Freguency of bowel movements:

Time: Minutesin lavatory per attempt:

1-2 times per 1-2 days 0 Lessthan 5 0
2 times per week 1 5-10 1
Once per week 2 10-20 2
Less than once per week 3 3 20-30 3
Less than once per month 4 4 More than 30 4
Difficulty: Painful evacuation effort: Assistance: Type of assistance:
Never 0
Rarely 1 Without assistance 0
Sometimes 2 Stimul ative laxatives 1
Usualy 3 Digital assistance or enema 2
Always 4
Completeness: Feeling incomplete evacuation: Failure: Unsuccessful attempts for evacuation per 24 hours:
Never 0 Never 0
Rarely 1 13 1
Sometimes 2 3-6 2
Usually 3 6-9 3
Always 4 More than 9 4
Pain: Abdominal pain: History: Duration of constipation (years):
Never 0 0 0
Rarely 1 15 1
Sometimes 2 5-10 2
Usualy 3 10-20 3
Always 4 More than 20 4




Ahmed M. Nafel, et al.

Table (2): Wexner continence (CCIS) Scoring System (Mini-
mum Score, 0; Maximum Score, 20).

Type of Frequency
incontinence
Some-
Never Rarely times Usually Always
Solid 0 1 2 3 4
Liquid 0 1 2 3 4
Gas 0 1 2 3 4
Wears pad 0 1 2 3 4
Lifestyle 0 1 2 3 4
alteration

Never = 0, Rarely = 1/month, Usually = L/week, Always = >1/day.

Pre-operatively:

After full clinical evaluation and preoperative
investigations, patients were scheduled for laparo-
scopic ventral mesh rectopexy. Patients underwent
brief bowel preparation by rectal enemas and re-
striction to liquid diet 24 hours preoperatively.
One gram of cefotaxime and 500mg of metronida-
zole were given intravenously at induction. Written
informed consent was obtained from all patients.
The Wexner continence (CCIS) and constipation
scores were determined before and after surgery.

Surgical technique:

The original procedure was first described by
D'Hoore et a. The rectosigmoid junction is retracted
to the left and a peritoneal incision is made over
theright side of the sacral promontory and extended
in aninverted J-form along the rectum and over
the deepest part of the pouch of Douglas. Special
care is taken not to damage the right hypogastric
nerve. Denonvillier's fasciaisincised and the
rectovaginal septum is broadly opened. No rectal
mobilization or lateral dissection is performed. A
strip of prolene mesh trimmed to 3-0 x 17cm, is
inserted. Using non-absorbable sutures, the mesh
is sutured to the ventral aspect of the distal rectum
and further fixed to the lateral seromuscular borders
of the rectum proximal and distal to the incised
pouch of Douglas. The mesh is fixed upon the
sacral promontory using either sutures or an end-
ofascia stapler. No traction is exerted on the rectum,
which remains in the sacrococcygeal hollow. The
lateral borders of the incised peritoneum are then
closed over the mesh. No drain isleft [5].

Follow-up:

During the next 2 weeks post operatively, lax-
atives are used along with instructions to avoid
excessive straining at defection, thereafter the use
of laxativesis determined according to the degree
of recovery of bowel function. Follow-up was
conducted at 3, 6, 12, and 18 months post-
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operatively. During the visits of follow-up, the
following parameters were evaluated: |mprovement

or persistence of symptoms of prolapse, recurrence
and if present, isit afull thickness or amucosal,

changes in constipation and symptoms of difficult
evacuation, changesin ana incontinenceif itis
present pre-operatively. Effect on sexual and uro-
logic function, asking about: |mpotence in males,

dyspareuniain females & symptoms of urinary
tract infection, retrograde ejaculation in males,

bladder dysfunction.

Fig. (1): Cranio-caudal retraction and dissection along the
anterolateral aspect of the rectum (from our study).

Fig. (2): Mesh insertion along the ventral aspect of the rectum
(from our study).

Fig. (3): Mesh fixation upon sacral promontry (from our
study).
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Fig. (4): Mesh is sutured to the ventral aspect and lateral sero-
muscular borders of the rectum using non-absorbable
sutures (from our study).

Results

Demographics and clinical characteristics:

Twenty patients with complete rectal prolapse
underwent laparoscopic ventral mesh rectopexy
admitted from colo-rectal unit clinic of Ain Shams
University Hospital in the period from January
2017 to December 2018, they were 13 females
(65%) and 7 males (35%) with age ranged from
28 to 71 years. Associated symptoms were consti-
pation (65%) and faecal incontinence (70%).The
follow-up duration ranged from 9 to 18 months
with amean = SD of 17.55%£2.01.

Functional outcomes:
Constipation:

In those patients who had constipation at the
time of presentation, there was a significant im-
provement in post operative Wexner score as com-
pared to preoperative scores. Thirteen of 20 assess-
able patients (65%) were constipated preoperatively.
At 6 months post-operation, constipation was cured
(7) or improved (3) in 10 out of these 13 patients
(76.9%) with asignificant fall in the overall median
preoperative Wexner score from 12 to 5.5. Consti-
pation persisted in 3 (23.1%) with no severe wors-
ening or new onset of constipation.

Faecal incontinence:

No detrimental effect was noted in the six (30%)
continent patients. Before surgery, 14 (70%) pa-
tients had some degree of incontinence. In all but
3 (21.4%) the continence improved markedly.
Seven of the 14 (50%) incontinent patients became
fully continent; 4 others (28.6%) experienced only
aminor degree of incontinence, with an inconti-
nence score of lessthan 5. No patient experienced
worsening or new-onset of faecal incontinence.

Recurrence:

Three patients (15%) experienced recurrence
of complete rectal prolapse within 18 months of
follow-up.

Discussion

Complete rectal prolapseis a severely disabling
condition that greatly impairs the quality of life.
Surgery for prolapse not only aims to correct the
anatomical defect but should also improve anorectal
function and avoid post-operative functional se-
guelae That problem is addressed by several oper-
ative technigues and there is no worldwide consen-
sus on which to use [7].

Abdominal rectopexy appears to be more effec-
tive than a perineal procedure in controlling pro-
lapse also have an advantage of sufficient exposure
not only of the rectum but other pelvic organs as
well so used whenever feasible [5]. However, peri-
neal procedures still remain a suitable option for
avast majority of elderly frail patients with multiple
comorbidities who cannot withst and major abdom-
inal surgery [6].

There have been turns and twists in the evolu-
tion of abdominal procedures and alarge number
of surgical technigques have been described in the
literature. They all claim to cure the problem by
restoring the anatomy and normalizing the physi-
ology of the continence mechanism. But unfortu-
nately, some approaches have even worsened the
functional outcomes. Interference with the nerves,
aloss of rectal compliance, and a slow transit
constipation is a probable explanation of poor
functional outcome especially after posterior and
resectional rectopexies [6].

Minimal invasive surgery for rectal prolapse
seems to be standard of care with advantage of
less post operative pain, early return of bladder
and bowel function, enhanced recovery, lessinci-
dence of adhesions and incisional herniaand small
scars. Furthermore, laparoscopic rectal mobilization
islikely to decrease blood loss in comparison with
traditional open suture rectopexy [g].

The primary endpoint was the incidence of
recurrence of complete rectal during follow-up.
Recurrence was defined as circumferential full-
thickness protrusion of the rectum through the anal
canal on straining. Secondary endpoints included
improvement of incontinence and constipation.

Recurrence rates of prolapse after LVMR are
generally low. Recurrence rate in our study is 15%
of patients. A systematic review reported prolapse
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recurrence of 0% to 15% and mainly reflect differ-
ences in technique and length of follow-up [9],
whereas a recent large series of 919 consecutive
LVR patients by Consten et al., in 2015 reported
their long-term recurrence rate of 8.2% [10].

Randall et al., studied 190 patients with rectal
prolapse who underwent LVMR, and reported a
recurrence rate of 3% which islower than recur-
rences rate in our study. The reason of higher
recurrence rate of LVMR in our study can be
attributed to either technical factors or patient-
related factors [11].

De Bruijn et al. reported recurrence rate of
complete rectal prolapse in 23% of patients at
median follow-up of 5 years and explained this
high recurrence rate as their study population had
amedian age of 66 years, which is dightly higher
than in most studies [7].

The study by Fu et a., showed similar high
recurrence of prolapse of 22.1 % as they have taken
amore liberal definition of recurrence to include
other forms of posterior compartment prolapse,
also (29.6%) of patients who experienced recur-
rence had undergone prolapse repair operations,
and lastly due to relatively longer median follow-
up timein this study of about 4 years [12].

Long-term studies have shown that recurrence
rates after complete rectal prolapse repair increase
over theyears [7]. Consten et a., showed Thirteen
patients with complete rectal prolapse developed
aclinical full thickness external prolapse recurrence
generating a recurrence percentage (Kaplan-Meier
estimates) of 4.2%, 7.2%, and 8.2% after 3, 5, and
10 years respectively. Patients with recurrence may
have an inherent tissue weakness, chronic pelvic
floor laxity and poor anal sphincter function which
contribute to recurrence [10] .

A significant improvement in (78.6%) of pa-
tients presented with FI was found in our study
and can be explained by anatomical correction of
the rectum as before surgery the rectum constantly
presents to the anal canal which, by reflex, causes
the internal sphincter muscle to relax. Thistype
of incontinence often improves after surgery.

In the systematic review by Gouvas et al., six
studies assessed the value of Ventral rectopexy for
complete rectal prolapse reported pre- and post-
operative incontinence in 191 patients which ranged
from 23.3 to 92.9% and O to 28.6%, respectively.
Pooled analysis of the available data from all six
studies demonstrated a statistically significant
difference favouring the postoperative continence
9.
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Slawik et a. showed improvement of inconti-
nence in (91%) of patients [13] . Collinson €t al.,
also focused on improvement of incontinence and
found significant reduction of incontinence in 85%
of patients after a mean follow-up of 12 months
[14].

It should be noted that these results are relatively
short-term and the functional result may not be
borne out over the longer term. Indeed our data
indicate that the initial excellent improvement in
faecal incontinence at 6 months. It remains to be
seen whether there is a further tapering off of
function over time. Nevertheless, many of these
patients are elderly with relatively end-stage pelvic
floors, and cannot be expected to be immune from
deteriorating function in the longer term [1].

In those patients who had constipation at the
time of presentation, there was a significant im-
provement in post operative Wexner score as com-
pared to pre-operative scores. At 6 months post
operation, constipation was cured or markedly
improved in (76.9%) of these patients with asig-
nificant fall in the overall median preoperative
Wexner score from 12 to 5.5. Constipation persisted
in (23.1 %) with no severe worsening or new onset
of constipation.

Similarly, in aseries of 65 patients by Boons
et al., constipation was cured or improved in (72%)
of constipated cohort with fall in the overall median
preoperative Wexner score from 9 to 4 (1). Slawik
et a reported improvement of symptoms of ODS
in (80%) of patients [13].

The cause of incontinence and constipation is
regularly multifactorial and the patients who did
not improve after surgery may have had other
underlying factors causing symptoms of inconti-
nence and constipation, such as anal sphincter
failure or colonic transit disorders. Improved con-
tinence and constipation in patients after LVR
seems to be caused by restored anatomy, probably
resulting in a better function of the rectum, better
sensitivity for faeces in the rectum and less bulging
of the rectal wall, causing ODS [15].

In a prospective randomized study of rectopexy
with and without resection, McKee et a ., showed
that patients with rectal prolapse who underwent
abdominal rectopexy alone had a high incidence
of constipation. They postulated that rectopexy
leaves a redundant sigmoid colon that might kink
over the fixed rectum and delay transit. The advan-
tage of adding a resection to the rectopexy is a
reduction in constipation. This procedure therefore
seems suited to patients with a redundant sigmoid
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colon and along history of constipation [16]. The
major downsides of this popular technique are the
risk of anastomotic leakage and the threat to con-

tinence with a colonic resection, especially in

elderly patients [1].

D'Hoore €t a., have postulated that postopera-
tive constipation was prevented by the avoidance
of posterolateral rectal mobilization, which inter-
rupts the autonomic sympathetic innervation of
the rectum, causing a hindgut ‘denervation inertia
and distal slow transit. They reported that relief of
symptoms of ODS in 16 of 19 (84%) patients may
be attributed to the ventral position of the mesh.
The authors believe that resection rectopexy should
be limited to selected patients with rectal prolapse
and documented slow-transit constipation who
have no major functional anal sphincter deficit [5].

Conclusion:

The principles of Laparoscopic ventral mesh
rectopexy (LVMR) are limited anterior rectal mo-
bilization avoiding the rectal autonomic nerve
supply and support of the anterior rectal wall which
performed through a minimally invasive technique.
The ventral position of the prosthesis may explain
the beneficial effect on symptoms of obstructed
defecation and prevent post-operative worsening
of constipation.

LVMR seemsto be the feasible surgical pro-
cedure for complete rectal prolapse. It has the
advantage of minimally invasive surgery with
minimum morbidity and good functional outcomes
in terms of significant improvement in constipation
and faecal incontinence. Still, the evidenceis
lacking. Further larger prospective randomized
control trials are needed to prove as a gold standard
surgical technique.
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