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Introduction

Anterior, apical, and posterior vaginal wall defects are 
usually combined in pelvic organ prolapse (POP). In an 
epidemiologic cohort study in which 395 women identified, 
reported types and frequencies of defects were 40% for 
anterior compartment, 7% for posterior compartment 
only, 6% for apex only, 16% for anterior and posterior 
compartments, 9% for anterior compartment and apex, 
5% for posterior compartment and apex, and 18% for all 

three compartments (1). Besides, to occur with other pelvic 
support defects, posterior vaginal defects may be associated 
with rectocele, sigmoidocele, and enterocele. POP often 
coexists with internal rectal prolapse or external rectal 
prolapse (ERP). In physical examination, distinguishing 
these entities are difficult. Besides, vaginal topography does 
not reliably predict the position of the associated viscera on 
pelvic floor fluoroscopy in POP patients (2). In addition to 
these diagnosis difficulties, Fenner found that the degree of 
anatomic distortion did not always correlate with functional 
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impairment (3). To make things more complex, Altman  
et al. showed 15–60% of total vaginal prolapse cases also 
had some degree of rectal prolapse present (4).

Vaginal childbirth, advancing age, and increasing 
body mass index are the most common risk factors for 
any form of POP. Besides, chronically elevated intra-
abdominal pressure and collagen vascular disease are 
other known risk factors (5,6). Hysterectomy may be 
involved in apical prolapse but it is not clear as a risk factor 
for posterior vaginal defects (5-7). Posterior POP may 
associate symptoms such as constipation, splinting, pelvic 
pressure, fecal incontinence, and sexual and/or defecatory 
dysfunction. Increased symptomatology does not necessarily 
with increased prolapse severity (8-11).

The combination of clinical findings of posterior 
wall defects and posterior vaginal bulge during straining 
and palpation of breaks in the rectovaginal fascia on 
rectovaginal examination make the diagnosis for posterior 
POP. In addition to the history and physical examination, 
imaging which is not routinely used in the evaluation of 
posterior wall defects might be a supportive diagnostic 
tool for patients whose symptoms are not consistent with 
examination findings or who have recurrent posterior 
vaginal wall defects. Therefore, there is no standardized 
method of establishing a radiological diagnosis of a 
rectocele; however, several imaging techniques such as 
defecography, contrast studies of the bowel, and magnetic 
resonance imaging (MRI) have been used. In addition 
to the imaging, there are some physiology ancillary tests 
such as colon transit study, endoanal ultrasound, anorectal 
manometry, and pudendal nerve latency.

Material and methods; treatment modalities for 
posterior POP

If the patient has symptomatic prolapse than treatment 
should be considered. There are 3 alternatives for treatment 
such as expectant management, nonsurgical options 
(pessary, physical therapy), and surgery. The patient should 
be counseled regarding the potential outcomes of these 
options. It is crucial to determine what the patient wants 
and expects from any intervention.

If the primary complaint is constipation, the patient’s 
dietary modifications should be considered as a first step. 
The patient should be encouraged to increase fluid intake, 
consume more fiber, and use laxatives. Rectocele repair 
might not be an option for women who describe life-long 
infrequent bowel movements (less than one per week) and 

the absence of a daily urge to defecate.
As aforementioned, the extent of the prolapse does not 

necessarily correlate with the extent of bowel symptoms. If 
the patient does not have bulge as a primary complaint, and 
defecatory dysfunction or fecal incontinence is her main 
complaint, ancillary testing should be pursued based on the 
woman’s complaints. In this scenario, surgical correction 
of a perineal body defect or rectocele may improve her 
symptoms, but it may not correct them (12-15). In a recent, 
nationwide longitudinal cohort study with 3,515 women 
who underwent POP surgery (16). In the same study, 
Karjalainen et al. concluded that obstructed defecation 
symptoms are dependent on the posterior wall anatomy. 
Besides, obstructed defecation symptoms improved more 
in women undergoing posterior compartment procedures 
compared with women undergoing repair of other 
compartments (16). Surgical repair tends to improve outlet 
dysfunction, where the stool gets trapped in the rectocele 
but does not address issues such as slow transit constipation, 
which can be associated with abdominal bloating. 

Expectant management

In a longitudinal study of postmenopausal women who 
enrolled in the Women’s Health Initiative estrogen and 
progestin trial concluded that grade 1 (Baden Walker) 
posterior vaginal prolapse had a regression rate of 22 percent 
per 100 woman-years annually. However, grades 2–3 
stages were unlikely to regress (17). Therefore, for mildly 
symptomatic women, observation with yearly examinations 
is appropriate. Surgical interventions for asymptomatic 
patients are not indicated but pelvic floor muscle exercises 
can be recommended. If the patient develops vaginal 
erosions which could not be treated with conservative 
methods, hydronephrosis due to urethral kinking, or 
obstructed urination or defecation, expectant management 
should be discontinued and replaced with appropriate 
treatment methods.

Non-surgical options

Pessary
Supportive and space-occupying are two main categories 
for pessaries. In a prospective, observational study, Clemons 
et al. concluded that seventy-three women (73%) with 
symptomatic POP had a successful pessary fitting trial. 
There were 2 risk factors for unsuccessful pessary fitting 
trial, a wide vaginal introitus, and a short vaginal length (18). 
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Pelvic floor muscle training
The purpose of pelvic floor muscle training is to increase 
the strength and endurance of the pelvic muscles. 
Therefore, it ameliorates support for pelvic organs. Its 
effectiveness has been shown in the treatment of urinary 
and fecal incontinence, but its role in the treatment of 
prolapse is unclear (19). Although there are minimal 
adverse effects, its cost can be seen as the main drawback. 
An experienced physical therapist or nurse practitioner 
may apply the most effective therapy with one to two visits 
per week for 8 to 12 weeks, with ongoing maintenance 
exercises in a supervised program. Advanced prolapse is 
unlikely to resolve with physical therapy alone.

Surgery

If surgical management is pursued, constipation should be 
managed in women with posterior wall prolapsed to avoid 
progression of the prolapse or recurrence.

The preoperative examination before the surgical 
admission should be done by the surgeon to find any 
evidence of an enterocele, sigmoidocele, or associated 
apical defects. If the pelvic examination does not support 
the patient’s symptoms or there is significant defecatory 
dysfunction, then pelvic f loor MRI or defecation 
cystoproctography may reveal one or more of these other 
defects, or occult rectal prolapse or intussusception. If such 
defects are detected, the surgeon should counsel the patient 
about possible management options.

In some trials, bowel preparation before gynecologic 
surgery does not improve visualization, also in the transvaginal 
approach, a bowel preparation may contaminate the operative 
field (20-22).

The goal of rectocele repair is to relieve symptoms 

relevant to the anatomic support defect in the posterior 
vaginal wall. This repair can be performed by transvaginally 
with the patient in the dorsal lithotomy position, or 
endoanally with the patient in a prone or jack-knife 
position. In the transvaginal route, the traditional posterior 
colporrhaphy and the site-specific repairs are 2 main 
methods and their success rate is 76–96% and 82–100%, 
respectively (23,24). A perineorrhaphy, when indicated, 
completes the vaginal approach to a rectocele repair.

In addition to widely used surgical techniques for 
posterior compartment defects repair, graft augmentation 
and endorectal repair are other surgical options. The 
colorectal surgeons typically operate on the distal rectocele 
from the endoanal or endorectal approach. For women with 
an absent perineal body, anal sphincteroplasty is required 
and needs extensive dissection and repair.

Minimally invasive rectopexy during apical 
support treatment

Ventral rectal defect repair utilizing mesh

In most cases, posterior POP is secondary to loss of apical 
support or in some cases after correcting the apical support 
if the posterior wall is restored without a separate rectocele 
repair. The sacrocolpopexy is a procedure that attaches 
mesh to the anterior and posterior surfaces of the vagina 
to suspend the apex of the vagina to the sacral promontory. 
An open or minimally invasive approach may be performed 
when the rectocele is accompanied by apical prolapse. This 
article is mainly focused on the need for rectopexy during 
the apical vaginal repair.

The pelvis is examined first, the end-to-end anastomosis 
(EEA) sizer vaginal manipulator is used as for vaginal 
manipulation (Figure 1). The sigmoid is reflected in the 
peritoneum and mesentery to expose rectovaginal space. 
The vagina is positioned anteriorly, and the posterior 
vaginal wall is dissected from the ventral rectum to the 
pelvic floor. 

Digital palpation of the distal rectum is performed to 
determine the extent of the dissection. A mesh is secured to 
the ventral rectal serosa with 3 interrupted permanent (2-0 
silk) sutures (Figure 2).

The anterior longitudinal ligament is exposed. Two 
2-0 silk or Gortex sutures are placed into the anterior 
longitudinal ligament. The mesh is held at the desired 
location over the sacral promontory (Figure 3). The sutures 
are passed through both sheets of mesh in the access mesh 

Figure 1 Creating a rectovaginal space. *, EEA sizer delineates vaginal 
apex; #, rectovaginal space. EEA, end-to-end anastomosis.
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is trimmed. The vaginal stand is used to minimize tension 
on the mesh as it is secured in the anterior longitudinal 
ligament. The vaginal stand is removed after securing the 
mesh to the anterior longitudinal ligament.

Posterior rectal defect repair with suturing technique

A peritoneal incision was made from just above the sacral 
promontory while preserving the right hypogastric nerve. 
This incision was extended along the right side of the 
rectum and over the bottom of the pouch of Douglas in 
an inverted J-shape. Denonvillier’s fascia was incised, and 
the rectovaginal septum was broadly opened. Its distal 
extent, usually 3–4 cm from the anal verge, was confirmed 
by digital rectal examination. It was sutured as distally as 
possible on the rectal muscular wall with six interrupted 
2-0 non-absorbable sutures. The first suture will be placed 
in the pelvic floor to the rectal area; the second set of 

sutures approximates the rectal area to the S2–3 level of 
the longitudinal sacral ligament. Final sutures will be in the 
sacral promontorium level (Figure 4). 

Discussion

In our clinic, clinical management and decision making 
follow the algorithm summarized below. If the patient has 
posterior defect identified based on POP quantification 
(POP-Q) exam, the next question will be to assess the 
correlation of gastrointestinal symptoms with the stage of 
prolapse. If there is a discordance between two, defecogram 
proceed it. Defecogram helps to identified good rectopexy 
candidates especially for high-grade internal rectocele and 

Figure 2 Rectopexy; corporation the mesh to the peri-rectal area. *, 
indicates separate sutures from distal peri-rectum towards to sacral 
promontorium.

Figure 3 The relation of the mesh with rectum and sacral 
promontorium. *, mesh at rectal level; #, corporation of the mesh to 
longitudinal ligament at sacral promontorium level.

Figure 4 Rectopexy; lateral rectal ligament corporates in longitudinal 
ligament at the level of S2–3. SC, sacral promontorium; R, rectum; 
SCP, sacrocolpopexy mesh (previously placed).

Figure 5 Defecogram. Arrow points out both posterior rectal prolapse 
and enterocele.
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obstructive rectocele (Figure 5). 
Considering high-grade internal rectocele present 60% 

of the patients have both obstructive recto-sigmoid and 
fecal incontinence, defecogram served a great volume of our 
pelvic floor disorder patients (25,26). During the manual 
exam, any abnormal anal sphincter tone findings will lead 
to anal ultrasound imaging to evaluate the level of sphincter 
deficiency.

Pre-operative surgical decision making summarized 
below in our clinic (Figure 6). Our perception to minimize 
to use of total mesh utilizing during combined surgeries. 
Based on pre-operative evaluation patients classified based 
on the predominant symptoms and stage of defects. If 
rectocele is more predominant compare to apical vaginal 
defect, then mesh preferred to use for ventral rectopexy. 
The high uterosacral suspension (HUSS) will be performed 
for apical vaginal repair in this patient group. However, 
in the cases of apical vaginal defect is more predominant 
to rectal prolapse; rectopexy will be proceeding it as a 
primary suturing technique so that mesh will be utilized for 
sacrocolpopexy.

Conclusions

Pelvic floor disorders are complex problems and all the 
anatomical structures are connected. It requires a very 
meticulous workup and strong collaboration between 
urogynecologists, gynecologic surgeon, colorectal surgeons, 
urologists, gastrointestinal specialists, physical therapists, 
radiologists, and dieticians. This combined effort projects 
a strong possibility to decrease the failure rate of our 
treatment modalities in prolapse patients.
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