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Abstract

Introduction  and  aim:  Ventral  mesh  rectopexy  (VMR)  for  correcting  rectal  prolapse,  rectocele,

and enterocele  improves  obstructed  defecation  syndrome  (ODS)  and fecal  incontinence  (FI).

This procedure  is  popular  due  to  its  minimally  invasive  approach  and  favorable  clinical  out-

comes. Our  aim  was  to  evaluate  the  clinical  response  of  patients  that  underwent  VMR,  focusing

on changes  in  the  ODS  and  FI scores.

Material  and  methods:  A  retrospective,  observational,  cohort  study  was  conducted  on patients

that underwent  VMR  within  the  time  frame  of  May  2019  and May  2024  at  a  high-volume  hospital.

Fifty case  records  were  analyzed,  measuring  the  changes  in the  scores  of  the  ODS  scale  and

CCF-FIS,  before  and  after  surgery.  Statistical  significance  was  set at  a  p  <  0.05.

Results: The  ODS  scores  decreased  from  10.76  to  6.28  and  the  FI  scores  from  9 to  5, showing

significant  improvement.  When  analyzing  individual  items  of  each  of  the  scales  separately,  all in

the ODS  scale  were  statistically  significant,  whereas  in the  FI  scale,  only  pad  use  and  impact  on

social life  were  significant.  There  were  no major  intraoperative  complications  or  conversions  to

open surgery  and  the  mean  hospital  stay  was1.96  days.  No significant  differences  in  outcomes

were found  between  the  conventional  and  robotic  laparoscopic  approaches.

Conclusions:  VMR  is a  safe  and  effective  procedure  for  improving  ODS  and FI symptoms  in the

Mexican population.  Long-term  follow-up  is required  to  confirm  the  persistence  of  benefits  and

evaluate late  complications.
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PALABRAS  CLAVE

Rectopexia  ventral
con  malla;
Obstrucción
defecatoria;
Incontinencia  fecal;
Rectocele;
Prolapso  rectal

Resultados  funcionales  posterior  a  rectopexia  ventral  con  malla  en  50  pacientes  con

obstrucción  defecatoria  y/o  incontinencia  fecal

Resumen

Introducción  y  objetivo: La rectopexia  ventral  con  malla  (RVM),  utilizado  para  corregir  el  pro-

lapso  rectal,  rectocele  y  enterocele,  mejora  los  síntomas  de  obstrucción  defecatoria  (ODS)  e

incontinencia  fecal  (IF).  Este  procedimiento  ha  ganado  popularidad  debida  a  su  enfoque  mín-

imamente  invasivo  y  a  sus  buenos  resultados  clínicos.  En  el  presente  estudio,  se  evaluó  la

respuesta clínica  de  la  RVM  centrándose  en  los  cambios  en  los  puntajes  de  ODS  e  IF.

Material  y  métodos:  Se  realizó  un estudio  de  tipo  cohorte  observacional  retrospectivo  en

pacientes  sometidos  a  RVM  entre  el 2019  y  mayo  del  2024  en  un  hospital  de alto  volumen.

Se analizaron  un total  de 50  expedientes;  midiendo  los  cambios  en  los  puntajes  de  las  escalas

de ODS  y  CCF-FIS  antes  y  después  de la  cirugía.  Se consideró  significativa  una  p  <  0.05.

Resultados:  Los  puntajes  de ODS  disminuyeron  de  10.76  a  6.28,  y  los  de IF de  9  a  5, mostrando

mejoría significativa.  Al  analizar  los  incisos  de cada  una  de las  escalas  de forma  separada,

todos fueron  estadísticamente  significativo  en  ODS,  mientras  que  el  IF,  solo  el  uso  de apósito

y la  afectación  de  la  vida  social.  No  hubo  complicaciones  intraoperatorias  mayores  ni  conver-

siones a  cirugía  abierta,  con  una estancia  promedio  de  1.96  días.  No  se  encontraron  diferencias

significativas  en  los resultados  entre  los  abordajes  laparoscópicos  convencionales  y  robóticos.

Conclusiones:  La  RVM  es  un  procedimiento  efectivo  y  seguro  para  mejorar  los síntomas  de ODS

e IF  en  la  población  mexicana.  Se  requiere  de un  seguimiento  a  largo  plazo  para  confirmar  la

persistencia de  los beneficios  observados  y  evaluar  complicaciones  tardías.

© 2025  Asociación Mexicana  de  Gastroenteroloǵıa.  Publicado  por  Masson  Doyma  México  S.A.

Este es  un  art́ıculo  Open  Access  bajo  la  CC  BY-NC-ND  licencia  (http://creativecommons.org/

licencias/by-nc-nd/4.0/).

Introduction and  aims

Ventral  mesh  rectopexy  (VMR)  is  a  widely  utilized  procedure
for  resolving  symptoms  associated  with  pelvic  floor  dysfunc-
tion,  specifically  rectal  prolapse,  rectocele,  and  enterocele,
which  form  part  of pelvic  organ  prolapse  (POP).

The  exact  prevalence  of  POP  is  difficult  to  establish.
Studies  report  that  approximately  50%  of women  who
have  given  birth  present  with  POP.1 Six  percent  of  women
between  20  and  29  years  of  age  have symptomatic  POP,  as
do 50%  of  women  above  eighty years  of age.2 Eleven  per-
cent  of women  older  than  80  years  are calculated  to  have
undergone  a  procedure  due  to  POP.3

The  most  frequent  manifestations  of  rectocele  and  ente-
rocele  are  the  sensation  of  a foreign  body  at the level  of  the
vagina,  obstructed  defecation  syndrome  (ODS),  and  fecal
incontinence  (FI),  whereas  rectal  prolapse  presents  as  the
sensation  of a foreign  body  at  the level  of  the anus,  FI,  and
ODS.4---6

FI has  a crucial  social  and economic  impact  and signi-
ficantly  affects  quality  of  life.7 There  are several  widely
recognized  risk  factors  for  FI and  the most  important  are
advanced  age,  female  sex,  and  multiparity.8

There  are  several  FI  severity  scales  that  are  useful  in  its
evaluation,  and  the most  widely  used  is  the  Cleveland  Clinic
Florida-Fecal  Incontinence  Score  (CCF-FIS),  also  known  as
the  Wexler  scale9 (Table  1),  which  has  a minimum  score
of 0 and  a  maximum  score  of  20,  which signifies  total
incontinence.10

ODS  is  one  of  the most frequent  causes  of  constipation.  It
may  result  from  functional  questions,  whether  dyssynergic

defecation  or  paradoxical  puborectal  muscle  contraction,11

or  from  anatomic  alterations,  such as  rectocele,  enterocele,
or  rectal  prolapse.12

As  in FI,  there  are  different  scales  for  evaluating  ODS  that
aid  us in  assessing  the response  of the  treatment  provided.
The  most widely  utilized  scale  is  the ODS  score  because  it
is  consistent,  validated,  reproducible,  and easy  to  apply13

(Table  2).  Like the  CCF-FIS,  its score  is  from  0  to  20.
D’Hoore  et  al.  were  the first  to  describe  VMR  for  rectal

prolapse  in 2004.14,15 Since  then,  the  technique  has  been
broadly  adopted,  becoming  the  procedure  of  choice  in  rectal
prolapse  and rectocele.16,17 VMR  returns  the  rectum  to  its
anatomic  position.

Numerous  studies18---21 have  evaluated  the  functional
results  after VMR  performed  laparoscopically  and  roboti-
cally,  but  never  on  a Mexican  population.  Most  of  those
studies  report  significant  improvement  in incontinence
and  obstructed  defecation,  with  a  statistically  significant
decrease,  according  to  the scales  utilized.18 They  also
describe  no  major  complications,  conversions  to  open
surgery,  and  a low  recurrence  rate.14,18,19

The  aim  of  the present  study  was  to evaluate  and
compare  the  functional  results  after  VMR  in patients  who
presented  with  rectal  prolapse  or  rectocele,  with  ODS
and/or  FI measured  using  the ODS  scale  and  CCF-FIS.

Materials and methods

A  retrospective,  descriptive,  observational  cohort  study  was
conducted.  A total  of  140  cases  of  patients  diagnosed  with

13

http://creativecommons.org/licencias/by-nc-nd/4.0/
http://creativecommons.org/licencias/by-nc-nd/4.0/
http://creativecommons.org/licencias/by-nc-nd/4.0/
http://creativecommons.org/licencias/by-nc-nd/4.0/
http://creativecommons.org/licencias/by-nc-nd/4.0/
http://creativecommons.org/licencias/by-nc-nd/4.0/
http://creativecommons.org/licencias/by-nc-nd/4.0/
http://creativecommons.org/licencias/by-nc-nd/4.0/
http://creativecommons.org/licencias/by-nc-nd/4.0/
http://creativecommons.org/licencias/by-nc-nd/4.0/


A.  Rivera-Garcia  Granados,  M.A.  López-Ramírez,  F. Urbina-Alatriste  et  al.

Table  1  Cleveland  Clinic  Florida  Fecal  Incontinence  Score  (CCF-FIS)  (Wexner  scale).

Type  of  leak  Never  Rarely

(< 1/month)

Sometimes

(>  1/month  and

<  1/week)

Generally

(>  1/week  and

< 1/day)

Always

(>  1/day)

Solid  0 1 2  3 4

Liquid 0 1 2  3 4

Gas 0 1 2  3 4

Pad/sanitary  napkin  use 0  1 2  3 4

Lifestyle alteration 0  1 2  3 4

Table  2  Obstructed  Defecation  Syndrome  (ODS)  scale.

Symptoms  or  variables  Never  Rarely

(< 1/month)

Sometimes

(>  1/month  and

< 1/week)

Generally

(>  1/week  and

<  1/day)

Always

(>  1/day)

Excessive  straining  0  1 2 3  4

Incomplete bowel  movement  0  1 2 3  4

Enema or  laxative  use  0  1 2 3  4

Digitalization  or  perineal  pressure  0  1 2 3  4

Abdominal discomfort  0  1 2 3  4

rectal  prolapse  or  rectocele,  who  had  ODS  and/or  FI and
underwent  VMR,  were  analyzed.  Of  those  cases,  5 were  lost
to  follow-up  and  85  had incomplete  clinical  records  because
they  did  not include  the  corresponding  scale  results.

Demographic  and  surgical  data  were  analyzed,  along  with
the  preoperative  and  postoperative  scores  of  the abovemen-
tioned  scales.

Statistical  analysis

For  the  statistical  analysis,  the qualitative  data  were
expressed  as  frequency  and  percentage,  and  as  mean
and  standard  deviation  or  median  and interquartile
range,  according  to  distribution  determined  through  the
Kolmogorov-Smirnov  test.

The preoperative  and postoperative  comparisons  were
made  using  the  paired  t  test  for  parametric  distributions
and  the  Wilcoxon  test  for nonparametric  distributions.

The  least  squares  method  was  carried out to  create
the  linear  models  and  compare  the preoperative  and  post-
operative  changes  in  the scales.  Stratified  analyses  were
performed  for the type of  surgery  and  the presence  or
absence  of dyssynergic  defecation,  as  well  as  a sensitivity
analysis  for  patients  with  previous  FI.

All  tests  were  two-tailed  and  statistical  significance  was
set  at  a  p <  0.05.

SAS® OnDemand  for  Academics  software  was  utilized  for
the  statistical  analysis  of the  data.

Ethical  considerations

Informed  consent  was  obtained  from  the  patients  for  receiv-
ing  the  treatment  described  in this study.  In addition,  the
research  met  the  current  bioethical  regulations  and  was
approved  by the Research  Committee  of the Hospital  Cen-

Table  3 Demographic  characteristics.

Variable  n (%)

Women  47  (94)

Comorbidities

High  blood  pressure  13  (26)

Diabetes  mellitus  15  (30)

Hypothyroidism  4 (8)

Previous delivery  38  (76)

Tear  during  delivery  6 (12)

History of  hysterectomy  28  (56)

Previous  rectal  prolapse  surgery  5 (10)

tral  Militar. This  article  contains  no  personal  information
that  could  identify  patients.

Results

Table  3  describes  the demographic  characteristics  of  the
study  patients.

Of the  patient  total,  38  (76%) had  at  least  one  pre-
vious delivery,  16  of  which  had a complication,  including
tears,  macrosomic  products,  and  prolonged  labor.  Impor-
tantly,  preoperative  manometry  was  performed  on  58%  of
the  patients  with  obstructed  defecation,  9 of  whom  pre-
sented  with  dyssynergic  defecation.

Most  of  the  procedures  (76%, 38  patients)  were  per-
formed  due  to  obstructed  defecation.  Seven  patients  had
concomitant  incontinence.  The  procedure  was  carried  out
in  13  patients  due  to  FI and  in  12  patients  due  to rectal
prolapse.

Twenty-nine  conventional  laparoscopic  procedures  and
21  robotic-assisted  laparoscopic  procedures  were  per-
formed.  Mean  surgery  duration was  207  min,  and  bleeding
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Table  4  Preoperative  and  postoperative  comparison  of  the  Obstructed  Defecation  Syndrome  (ODS)  scores.

Variable  Preoperative  Postoperative  p

Overall  score  10.76  (4.31)  6.28  (4.43)  <0.0001

Excessive straining  4  (2-4)  2  (0-3)  <0.0001

Incomplete bowel  movement  3  (1-4)  2  (0-3)  0.005

Pad or  laxative  use  3  (1-4)  1  (0-3)  0.002

Digitalization  1  (1-4)  0  (0-2)  0.002

Abdominal  discomfort 3  (2-4)  1.5  (0-3)  0.0007

Table  5  Changes  in the  preoperative  and  postoperative  Cleveland  Clinic  Florida-Fecal  Incontinence  scale  (CCF-FIS)  scores.

Variable  Preoperative  Postoperative  p

Overall  score  9  (2-11)  5 (1-9)  0.04

Solid 2  (0-4)  2  (0-3)  0.14

Liquid 0  (0-2)  1  (0-2)  0.24

Gas 0  (0-2)  0  (0-2)  0.57

Pad/sanitary  napkin  use  0  (0-1)  0  0.04

Lifestyle alteration  1  (0-4)  0  (0-3)  0.02

Table  6  Changes  in the  preoperative  and  postoperative  ODS  scores  in patients  who  underwent  conventional  laparoscopy.

Variable  Preoperative  Postoperative  p

Overall  score  10.75  (4.7)  6.28  (4.4)  <0.001

Excessive pushing  4  (2-4)  2  (0-3)  <0.0001

Incomplete bowel  movement  3  (1-4)  2  (0-3)  0.0062

Enema or  laxative  use  3  (0-4)  1  (0-3)  0.0081

Digitalization  1  (1-4)  0  (0-2)  0.002

Abdominal  discomfort  3  (2-4)  1.5  (0-3)  0.0008

was  registered  at  a  mean  of  16 ml.  There  were  no  conver-
sions  or  intraoperative  complications  but  a  case  of mesh
detachment  the same  day of the  surgery was  recorded.  Mean
postoperative  hospital  stay  was  1.96  days,  with  a  range  of 1
to  4  days.

Functional  results  were  evaluated  utilizing  the  scores  of
the  ODS  scale  and  the  CCF-FIS  (also  known  as  the  Wexner
score).  The  first  score  was  registered  the day of  the  surgery
and  the  follow-up  score  at a mean  of  22.5  months  (range  of
3-60  months).

The  ODS  score  showed  significant  improvement,  going
from  a  mean  preoperative  score  of 10.76  (4.32  SD)  to  a
mean  postoperative  score  of 6.28,  with  a  statistically  signif-
icant  p  < 0.0001.  When  breaking  down  the  scores  by  specific
items,  there  was  improvement  in  all  of  them.  Straining
decreased  by  2 points,  incomplete  bowel movement  sen-
sation  by  1 point,  laxative  use  by  2  points,  and  abdominal
discomfort  by  1.5 points,  all of  which  were  statistically  sig-
nificant  (Table  4).

A  separate  analysis  was  carried  out  on  the  9 patients
with  the  manometric  diagnosis  of  dyssynergic  defecation,
and their  results  were comparable  to  those  of  the general
study  population.  Of  those  patients,  4 received  preoperative
or  postoperative  pelvic  floor  rehabilitation.

Regarding  the  Wexner  scale  (CCF-FIS),  the mean  preoper-
ative  score  was  9  points,  and  the mean  postoperative  score

was  5 points.  However,  when analyzing  the items  individu-
ally,  only pad  use  and lifestyle  alteration  were statistically
significant  (Table  5).

In  the  functional  outcome  comparison,  according  to  sur-
gical  approach,  we  found  that  the results  of conventional
laparoscopy  were  similar  to those  of  the general  study  pop-
ulation  (Tables  6  and  7).  In contrast,  robotic-assisted  surgery
showed  no significant  differences  in any  of the CCF-FIS  items
(Tables  8  and  9).

Discussion

The  goal  of  surgical  correction  of  rectal  prolapse  and  symp-
tomatic  rectocele  is  not  only  to  restore  the  anatomy  but  also
to  recover  function.  Currently,  VMR  is considered  the pro-
cedure  of  choice  due  to  the low recurrence  rate  and  better
functional  results  reported.22 Numerous  studies  have  shown
that  that  ODS  and  FI  improve  with  VMR,  but  those  bene-
fits  have  not been  confirmed  in Mexican  or  Latin  American
populations.

The  data  obtained  in  the present  study  revealed  signif-
icant  improvement  in ODS, concurring  with  reports  in the
international  literature.

When  the patients  with  ODS  and dyssynergic  defecation
diagnosed  through  manometry  were  individually  analyzed,
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Table  7  Changes  in the  preoperative  and  postoperative  Wexner  scale  scores  in  patients  who  underwent  conventional

laparoscopy.

Variable  Preoperative  Postoperative  p

Overall  score  10  (4-11)  5 (1-9)  0.005

Solid 2 (0-4)  2 (0-3)  0.05

Liquid 1.5  (0-2.5)  1 (0-2)  0.09

Gas 1 (0-2)  0 (0-2)  0.14

Pad/sanitary  napkin  use  0 (0-1)  0 0.06

Lifestyle alteration  4 (0-4)  0 (0-3)  0.004

Table  8  Changes  in  the  preoperative  and  postoperative  ODS  scale  scores  in patients  who  underwent  robotic-assisted  laparo-

scopic interventions.

Variable  Preoperative  Postoperative  p

Overall  score 10.8  (3.6) 6.3  (4.42) 0.03

Excessive pushing 4  (3-4) 5  (1-9) 0.0007

Incomplete  bowel  movement 3  (1-4) 2  (0-3) 0.03

Enema or  laxative  use 3  (2-4) 1  (0-3) 0.003

Digitalization  1  (1-4) 0  (0-2) 0.002

ODS abdominal  discomfort  3  (2-4)  1.5  (0-3)  0.014

Table  9  Changes  in  the  preoperative  and postoperative  Wexner  scale  scores  in  patients  who  underwent  robotic-assisted

laparoscopic  interventions.

Variable  Preoperative  Postoperative  p

Overall  score 4  (0-11) 6  (2-9) 0.38

Solid  2  (0-3)  2  (0-3)  0.29

Liquid 1  (0-2)  1  (0-2)  0.36

Gas 0  (0-2)  0  (0-2)  0.31

Pad/sanitary  napkin  use  0  (0-1)  0  0.06

Lifestyle alteration  0  (0-3)  0  (0-3)  0.47

there  was  statistically  significant  improvement  in  the  ODS
score  in  both  the  total  score  and in each item  when  eval-
uated  separately.  No  studies  with  comparable  results  were
identified  in a  review  of  the available  literature.  Notably,
dyssynergic  defecation  has  only  been  evaluated  in the
context  of  the Delorme  procedure,  in which  no  clinical
improvement  was  reported.23

The  improvement  observed  in our study  may  be  inferred
to  be  related  to  preoperative  or  postoperative  rehabili-
tation,  but  in the review  of the  clinical  records,  only 4
of  the  9 patients  went  to  rehabilitation  sessions,  and 3
of  them  did  so  in the preoperative  period.  Thus,  it may
be  assumed  that,  in those cases,  the predominant  compo-
nent  of  obstructed  defecation  was  anatomic  rather  than
functional,  which explains  the improvement  seen  in the
patients.  However,  the subsequent  performance  of  a  mano-
metric  control  would  be  essential  for  determining  if there
was  improved  function.

Regarding  the  evaluation  of preoperative  and  postoper-
ative  FI improvement,  there  was  a decrease  in  the score
from  9  to  5  points. However,  when  analyzing  the items
individually,  the  difference  was  not  significant  in relation
to  the  involuntary  leakage  of solid  or  liquid  stools  or  gas

(incontinence).  Similar  results  were  reported  in  the studies
by  Solari  et  al.24 and  Kremel  et  al.25 It could  be supposed
that  incontinence  was  not  resolved  through  VMR  in those
patients  due  to  there  being  a different  pathophysiology,  such
as  sphincter  hypotonia,  but  the low percentage  of  patients
who  underwent  a previous  manometric  evaluation  makes
that  impossible  to  confirm.

In  the  comparison  of  the  robotic-assisted  and  conven-
tional  laparoscopies,  their  results  were similar,  except
in the  difference  in the  Wexner  score, which  was  not
significant  in  the  robotic  procedures.  That is  incon-
sistent  with  reports  in the international  literature,
in which  there  was  no  difference  between  the two
approaches.26,27

A  distinction  was  made  between  anatomic  and  functional
recurrence.  Of  the 4  patients  with  recurrence,  2 were  cases
of  recurrent  complete  rectal  prolapse  and two  were recur-
rent rectocele  with  ODS.  One  of  the cases  of  recurrent
rectocele  was  immediate,  due  to  detachment  of  the  mesh
from  coughing.  The  other  3  patients  had  anatomic  (clini-
cally)  and  symptomatic  improvement,  with  recurrence  at
2-3  years.  In the patients  with  full-thickness  rectal  prolapse,
14.2%  (2 out  of  14  patients)  had recurrence,  one  of  whom
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had  undergone  previous  surgery  for  prolapse,  with  a  perineal
approach.  This  was  a higher  rate than the  8% reported  in the
literature.28,29 However,  in studies  evaluating  prolapse in the
posterior  compartment,  including  rectocele,  recurrence  was
11.7%.30

In the  systematic  review  and  meta-analysis  conducted
by  Emile  et  al.  in  2019,  there  was  a  12.4%  complication
rate.  The  most frequent  were  urinary  complications,  with
the  presence  of postoperative  urinary  tract infections,  uri-
nary  retention,  ureteral  injury,  and  bladder  injury,31 none of
which  were  present  in our  study.

The  most  dreaded  complications  are those  related  to
the  mesh  in the pelvic  hollow. In  a study  by  Evans  et  al.,
more  than  2,000  postoperative  patients  who  underwent  VMR
were  analyzed.  Mesh-related  complications  were reported
in  2%.  Upon  analyzing  the  patients  in whom  a  polypropylene
mesh  (the  same  material  used in our  study)  was  used,  there
was  a 1.7% frequency  of  mesh  erosion.32 In another  meta-
analysis  carried  out  by  Emile  et al.,  there  was  a  mesh-related
complication  rate  of  0.96%.31 There  were  no  mesh-related
complications  in our  study  patients  but our  follow-up  was
short-term.

Few studies  evaluate  the  predictors  of  VMR  failure.24,25,30

In  a  study  that included  61  patients  who  underwent  VMR,
most  diagnosed  with  ODS,  the risk  factors  identified  for
symptom  persistence  were grade  of  prolapse,  presence  of
dolichocolon,  and pre-existing  constipation.  However,  that
study  had  a  maximum  follow-up  period  of  four years.24

Regarding  the  prediction  of  recurrence  in full-thickness
rectal  prolapse,  prolonged  terminal  motor  latency of the
pudendal  nerve  has  been  pointed  out  as a  risk  factor,30 which
in  most  cases  are  pudendal  nerve  lesions  secondary  to  a pro-
longed  vaginal  delivery.33 Nevertheless,  in a study  by  Kremel
et  al.,  they  reported  that the obstetric  history  was  not  a  risk
factor  for  recurrence  following  VMR.25 In addition,  numerous
studies  have  coincided  on  male sex  being  an important  risk
factor  for  recurrence.  This  is  due  to  the surgical  technical
difficulty  in  men  because  of the  android  pelvis,  the  diffi-
culty  in  dissecting  the  prostatic  rectus  plane and  the vesical
rectus  plane,  and  autonomic  nerve  injury  that  can  result  in
sexual  dysfunction.31

Limitations

Our  study  had  several  limitations.  Functional  results  can  vary
over  time,  thus  a single  measurement  may  not  adequately
reflect  those changes;  our  sample  size  was  relatively  small,
given  the  low  response  rate  of  the  scales  utilized,  signifying
that  our  results  cannot  be  generalized;  and importantly,  we
had  no  systematized  follow-up.

The  patients  were  analyzed  assuming  that  anatomic
defects  were  surgically  corrected,  based only on clin-
ical  follow-up.  However,  a more  thorough  follow-up
that  includes  objective  anatomic  and  functional  evalua-
tions,  such  as  defecography  or  anorectal  manometries,
is  recommended.  This  would enable  anatomic  correc-
tions  to  be  compared  with  the  symptomatic  improvement
measured  through  the scales  utilized.  Likewise,  measur-
ing  health-related  changes  in  quality  of  life,  employing
the  appropriate  scales,  such  as  the  SF-12,  would  be
useful.

Conclusions

VMR  is  an  adequate  treatment  for  patients  with  ODS  and/or
FI  and  showed  significant  improvement  measured  by  the
CCF-FIS  and  the  ODS  scoring  scales.

Financial disclosure

No  financial  support  was  received  in relation  to  this
study/article.

Declaration  of  competing interest

The  authors  declare  that  there  is  no  conflict  of  interest.

References

1. Hagen S, Stark D.  Conservative prevention and management

of pelvic organ prolapse in women. Cochrane Database Syst

Rev. 2011 [Internet] [accessed 16 Dec 2023]. Available from:

https://doi.wiley.com/10.1002/14651858.CD003882.pub4

2. Weintraub AY, Glinter H, Marcus-Braun N. Narrative review

of the epidemiology, diagnosis and pathophysiology of

pelvic organ prolapse. Int Braz J Urol. 2020;46:5---14,

http://dx.doi.org/10.1590/S1677-5538.IBJU.2018.0581.

3. Olsen AL, Smith VJ, Bergstrom JO, et  al. Epidemiology of

surgically managed pelvic organ prolapse and urinary incon-

tinence. Obstet Gynecol. 1997;89:501---6, http://dx.doi.org

/10.1016/S0029-7844(97)00058-6.

4. Madoff RD, Mellgren A. One hundred years of rectal

prolapse surgery. Dis Colon Rectum. 1999;42:441---50,

http://dx.doi.org/10.1007/BF02234164.

5. Leal VM, Regadas FSP, Regadas SMM, et  al. Clinical and

functional evaluation of  patients with rectocele and mucosal

prolapse treated with transanal repair of  rectocele and rec-

tal mucosectomy with a single circular stapler (TRREMS).

Tech Coloproctol. 2010;14:329---35, http://dx.doi.org

/10.1007/s10151-010-0649-1.

6. Oruc M,  Erol T. Current diagnostic tools and treatment modal-

ities for rectal prolapse. World J Clin Cases. 2023;11:3680---93,

http://dx.doi.org/10.12998/wjcc. v11.i16.3680.

7. da Silva G,  Mellgren A, et  al.  Fecal incontinence: eval-

uation and treatment. In: Steele SR, Hull TL, Hyman

N, editors. The ASCRS Textbook of Colon and Rectal

Surgery [Internet]. Cham: Springer International Publishing;

2022. p. 1035---46 [accessed 20  Mar 2023]. Available from:

https://link.springer.com/10.1007/978-3-030-66049-9 61

8. Oliveira LCC, Salum MR, Saad RC. Physiology of  continence

and defecation. In: Oliveira LCC, editor. Anorectal Phys-

iology [Internet]. Cham: Springer International Publishing;

2020. p. 19---27 [accessed 20  Mar 2023]. Available from:

http://link.springer.com/10.1007/978-3-030-43811-1 2

9. Jorge JM, Wexner SD. Etiology and management of

fecal incontinence. Dis Colon Rectum. 1993;36:77---97,

http://dx.doi.org/10.1007/BF02050307.

10. Rao SSC. Endpoints for therapeutic interventions in

faecal incontinence: small step or game changer. Neuro-

gastroenterol Motil. 2016;28:1123---33, http://dx.doi.org

/10.1111/nmo.12905.

11. Mellgren A, Zafar MH. Obstructed defecation syndrome. Ann

Laparosc Endosc Surg. 2022;7:18.

12. Agarwal BB. Obstructed defecation syndrome. Apollo

Med. 2015;12:175---80, http://dx.doi.org/10.1016/

j.apme.2015.07.007.

17

https://doi.wiley.com/10.1002/14651858.CD003882.pub4
dx.doi.org/10.1590/S1677-5538.IBJU.2018.0581
dx.doi.org/10.1016/S0029-7844(97)00058-6
dx.doi.org/10.1016/S0029-7844(97)00058-6
dx.doi.org/10.1007/BF02234164
dx.doi.org/10.1007/s10151-010-0649-1
dx.doi.org/10.1007/s10151-010-0649-1
dx.doi.org/10.12998/wjcc. v11.i16.3680
https://link.springer.com/10.1007/978-3-030-66049-9_61
http://link.springer.com/10.1007/978-3-030-43811-1_2
dx.doi.org/10.1007/BF02050307
dx.doi.org/10.1111/nmo.12905
dx.doi.org/10.1111/nmo.12905
http://refhub.elsevier.com/S2255-534X(25)00171-9/sbref0055
http://refhub.elsevier.com/S2255-534X(25)00171-9/sbref0055
http://refhub.elsevier.com/S2255-534X(25)00171-9/sbref0055
http://refhub.elsevier.com/S2255-534X(25)00171-9/sbref0055
http://refhub.elsevier.com/S2255-534X(25)00171-9/sbref0055
http://refhub.elsevier.com/S2255-534X(25)00171-9/sbref0055
http://refhub.elsevier.com/S2255-534X(25)00171-9/sbref0055
http://refhub.elsevier.com/S2255-534X(25)00171-9/sbref0055
http://refhub.elsevier.com/S2255-534X(25)00171-9/sbref0055
http://refhub.elsevier.com/S2255-534X(25)00171-9/sbref0055
http://refhub.elsevier.com/S2255-534X(25)00171-9/sbref0055
http://refhub.elsevier.com/S2255-534X(25)00171-9/sbref0055
dx.doi.org/10.1016/j.apme.2015.07.007
dx.doi.org/10.1016/j.apme.2015.07.007


A.  Rivera-Garcia  Granados,  M.A.  López-Ramírez,  F. Urbina-Alatriste  et  al.

13. Renzi A, Brillantino A, Di Sarno G,  et al. Five-item score

for obstructed defecation syndrome: study of valida-

tion. Surg Innov. 2013;20:119---25, http://dx.doi.org/

10.1177/1553350612446354.

14. D’Hoore A, Cadoni R, Penninckx F. Long-term outcome of laparo-

scopic ventral rectopexy for total rectal prolapse. Br J Surg.

2004;91:1500---5, http://dx.doi.org/10.1002/bjs.4779.

15. D’Hoore A, Penninckx F.  Laparoscopic ventral recto(colpo)pexy

for rectal prolapse: surgical technique and outcome

for  109 patients. Surg Endosc. 2006;20:1919---23,

http://dx.doi.org/10.1007/s00464-005-0485-y.

16. Gunner CK,  Senapati A, Northover JMA, et al. Life after ROSPER.

What do people do for external rectal prolapse? Colorectal Dis.

2016;18:811---4, http://dx.doi.org/10.1111/codi.13255.

17. Brown RA, Ellis CN. Ventral mesh rectopexy: proce-

dure of choice for the surgical treatment of pelvic

organ prolapse? Dis Colon Rectum. 2014;57:1442---5,

http://dx.doi.org/10.1097/DCR.0000000000000247.

18. Ahmad NZ, Stefan S, Adukia V, et  al. Laparoscopic ventral

mesh rectopexy: functional outcomes after surgery. Surg J.

2018;04:e205---11, http://dx.doi.org/10.1055/s-0038-1675358.

19. Randall J, Smyth E, McCarthy K, et al. Outcome of laparoscopic

ventral mesh rectopexy for external rectal prolapse. Colorectal

Dis. 2014;16:914---9, http://dx.doi.org/10.1111/codi.12741.

20. Postillon A, Perrenot C, Germain A, et  al. Long-

term outcomes of  robotic ventral mesh rectopexy for

external rectal prolapse. Surg Endosc. 2020;34:930---9,

http://dx.doi.org/10.1007/s00464-019-06851-6.

21. Mandovra P, Kalikar V,  Patankar RV. Laparoscopic ventral mesh

rectopexy for obstructive defecation syndrome: Follow-up in

the Indian population. J Minimal Access Surg. 2021;17:305---10,

http://dx.doi.org/10.4103/jmas.JMAS 292 19.

22. Hidaka J, Elfeki H, Duelund-Jakobsen J, et al. Func-

tional outcome after laparoscopic posterior sutured

rectopexy versus ventral mesh rectopexy for rectal pro-

lapse: six-year follow-up of a double-blind, randomized

single-center study. EClinicalMedicine. 2019;16:18---22,

http://dx.doi.org/10.1016/j.eclinm.2019.08.014.

23. Park S-Y, Cho S-B, Park C-H, et  al. Surgical correction is inef-

fective for improvement of dyssynergic defecation in patients

with rectal prolapse. J  Neurogastroenterol Motil. 2013;19:85---9,

http://dx.doi.org/10.5056/jnm.2013.19.1.85.

24. Solari S, Martellucci J, Ascanelli S,  et al. Predic-

tive factors for functional failure of  ventral mesh

rectopexy in the treatment of  rectal prolapse and

obstructed defecation. Tech Coloproctol. 2022;26:973---9,

http://dx.doi.org/10.1007/s10151-022-02708-8.

25. Kremel D, Riss S,  Müller C, et al. Adverse obstetric history

is not a risk factor for poor outcome after ventral rec-

topexy for obstructive defaecation syndrome. Colorectal Dis.

2018;20:1125---31, http://dx.doi.org/10.1111/codi.14392.

26. Flynn J, Larach JT, Kong JCH, et al. Robotic versus

laparoscopic ventral mesh rectopexy: a systematic review

and meta-analysis. Int J  Colorectal Dis. 2021;36:1621---31,

http://dx.doi.org/10.1007/s00384-021-03904-y.

27. Mehmood RK, Parker J, Bhuvimanian L,  et  al. Short-

term outcome of laparoscopic versus robotic ventral mesh

rectopexy for full-thickness rectal prolapse. Is robotic supe-

rior? Int J  Colorectal Dis. 2014;29:1113---8, http://dx.doi.org

/10.1007/s00384-014-1937-4.

28. Consten ECJ, Van Iersel JJ, Verheijen PM, et al. Long-

term outcome after laparoscopic ventral mesh rectopexy:

an observational study of  919 consecutive patients.

Ann Surg. 2015;262:742---8, http://dx.doi.org/10.1097

/SLA.0000000000001401.

29. Emile SH, Elbanna H, Youssef M, et  al.  Laparoscopic ventral

mesh rectopexy vs Delorme’s operation in management of com-

plete rectal prolapse: a prospective randomized study. Colorec-

tal Dis. 2017;19:50---7, http://dx.doi.org/10.1111/codi.13399.

30. Fu CWP, Stevenson ARL.  Risk factors for recurrence after laparo-

scopic ventral rectopexy. Dis Colon Rectum. 2017;60:178---86,

http://dx.doi.org/10.1097/DCR.0000000000000710.

31. Emile SH, Elfeki H,  Shalaby M, et al. Outcome of  laparo-

scopic ventral mesh rectopexy for full-thickness external

rectal prolapse: a systematic review, meta-analysis, and

meta-regression analysis of  the predictors for recur-

rence. Surg Endosc. 2019;33:2444---55, http://dx.doi.org

/10.1007/s00464-019-06803-0.

32.  Evans C, Stevenson ARL, Sileri P, et al. A Multicen-

ter collaboration to assess the safety of  laparoscopic

ventral rectopexy. Dis Colon Rectum. 2015;58:799---807,

http://dx.doi.org/10.1097/DCR.0000000000000402.

33. Memon HU, Handa VL. Vaginal childbirth and pelvic floor

disorders. Womens Health. 2013;9:265---77, http://dx.doi.org

/10.2217/whe.13.17.

18

dx.doi.org/10.1177/1553350612446354
dx.doi.org/10.1177/1553350612446354
dx.doi.org/10.1002/bjs.4779
dx.doi.org/10.1007/s00464-005-0485-y
dx.doi.org/10.1111/codi.13255
dx.doi.org/10.1097/DCR.0000000000000247
dx.doi.org/10.1055/s-0038-1675358
dx.doi.org/10.1111/codi.12741
dx.doi.org/10.1007/s00464-019-06851-6
dx.doi.org/10.4103/jmas.JMAS_292_19
dx.doi.org/10.1016/j.eclinm.2019.08.014
dx.doi.org/10.5056/jnm.2013.19.1.85
dx.doi.org/10.1007/s10151-022-02708-8
dx.doi.org/10.1111/codi.14392
dx.doi.org/10.1007/s00384-021-03904-y
dx.doi.org/10.1007/s00384-014-1937-4
dx.doi.org/10.1007/s00384-014-1937-4
dx.doi.org/10.1097/SLA.0000000000001401
dx.doi.org/10.1097/SLA.0000000000001401
dx.doi.org/10.1111/codi.13399
dx.doi.org/10.1097/DCR.0000000000000710
dx.doi.org/10.1007/s00464-019-06803-0
dx.doi.org/10.1007/s00464-019-06803-0
dx.doi.org/10.1097/DCR.0000000000000402
dx.doi.org/10.2217/whe.13.17
dx.doi.org/10.2217/whe.13.17

	Functional results after ventral mesh rectopexy in 50 patients with obstructed defecation and/or fecal incontinence
	Introduction and aims
	Materials and methods
	Statistical analysis
	Ethical considerations

	Results
	Discussion
	Limitations

	Conclusions
	Financial disclosure
	Declaration of competing interest

	References

