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OBJECTIVE: To study the anatomic and functional efficacy
and assess long-term success of the fascial technique in the
repair of rectocele.

METHODS: Forty-two women with symptomatic posterior
vaginal wall prolapse of at least stage II underwent a
surgical repair using the technique of reconstruction of the
rectovaginal septum. These women were evaluated at 6
weeks and 18 months postoperatively for anatomic im-
provement in the grade of their rectocele and a functional
improvement in their vaginal, bowel, and sexual symp-
toms.

RESULTS: Ninety-five percent (40 of 42) were assessed at 6
weeks and 78.5% (33 of 42) attended follow-up at 18
months. Preoperative symptoms included 1) vaginal pro-
trusion (78%); 2) defecation symptoms (76%), which in-
cluded fecal incontinence alone in 9.5%, evacuation diffi-
culties in 57%, and both fecal incontinence and evacuation
difficulties in 9.5%; and 3) sexual dysfunction (33%). At
6-week follow-up there was resolution of vaginal protru-
sion in 87.5%, and bowel symptoms in 87%. At 18 months
there was anatomic cure in 92%, improvement in defeca-
tion in 81%, and improvement of sexual dysfunction in
35%. No major complications were seen.

CONCLUSION: This technique is effective in providing rela-
tively long anatomic cure of the rectocele and resolution of
its symptoms. (Obstet Gynecol 2003;101:320–4. © 2003
by The American College of Obstetricians and Gynecolo-
gists.)

Rectocele may result from tears in the rectovaginal sep-
tum, detachment from the perineal body, or attenuation
and thinning of the septum. Various surgical techniques
have been used in the past for the repair of rectocele,1–6

including the traditional vaginal approach with plication
of the levator ani muscles, different meshes and collagen
implants, graft reinforcements, and the transanal plica-
tion of the rectal muscularis used by the colorectal sur-
geons. Each of these methods has its limitations7,8 in
terms of their different cure rates, postoperative de novo
complications, and relapse or worsening of the initial

symptoms. Marek9 in 1969 proposed a transverse repair
of the rectovaginal septum for midvaginal rectoceles
found more commonly in younger women. Richardson
more recently10,11 described the site-specific repair of the
rectovaginal septum for the surgical correction of the
rectocele. We believe that the traditional levator ani
plication hides rather than cures the prolapse, whereas
the technique of fascial repair of the rectovaginal septum
appears anatomically more rational and improves the
accompanying symptomatology.

Cundiff et al,12 Kenton et al,13 Porter et al,14 and
Glavind and Madsen15 have evaluated this fascial tech-
nique, but the majority of their cases have had rectocele
repair combined with other pelvic floor repair surgery. It
is difficult to evaluate a surgical procedure if it has been
combined with other concomitant pelvic floor surgery
due to the existing anatomic interrelation between the
different compartments of the pelvic floor. We have
therefore prospectively evaluated this fascial technique
of vaginal wall repair where it has not been combined
with any other concomitant pelvic floor surgery. We
have studied the anatomic and functional efficacy and
long-term success of this fascial technique in the repair of
a posterior wall prolapse.

MATERIALS AND METHODS

Forty-two consecutive women presenting with a symp-
tomatic rectocele were prospectively recruited from Oc-
tober 1997 to October 2000 for this study after ethical
approval by the Ethics Committee board at the Royal
Free Hospital was obtained. They were evaluated pre-
and postoperatively for bowel, sexual, urinary, and pro-
lapse protrusion symptoms using a standardized pro
forma used in our pelvic floor clinic. At the time of this
study no validated questionnaire was available. This
standard pro forma enumerated the different symptoms
associated with prolapse (Table 1). These women’s pel-
vic floor dysfunction was evaluated by their history and
clinical examination in the left lateral and dorsal position.
In women whose symptoms of prolapse did not correlate
with the examination findings, prolapse was then exam-
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ined in the standing position with maximal straining.
International Continence Society staging16 of their pro-
lapse was performed and grouped as follows: Interna-
tional Continence Society grades of the posterior wall
from �3 to �1 were classified as stage I, �1 to �1 as
stage II, and �1 to total vaginal length–2 as stage III, and
any prolapse greater than stage III was classified as stage
IV. A bimanual rectovaginal examination was per-
formed to identify any areas of defects in the rectovagi-
nal septum. Anorectal manometry (Table 2) and endo-
anal ultrasound were preoperatively performed to
identify any associated functional and anatomic defects
in the anal sphincter. Patients were excluded if they had
symptomatic multicompartmental prolapse or required
any concomitant urinary incontinence or anal sphincter
surgery. Women with asymptomatic less than grade 2
prolapse of any of the other two compartments were
included.

A transverse incision was made in the vagina at the
level of the hymen, which corresponds to the apex of the
perineal body. The rectovaginal space was sharply dis-
sected with a finger in the rectum to prevent any acciden-
tal rectal injury. The vaginal flap was elevated until the
area of maximal bulge was reached. The tears in the
septum were either obviously visible or bimanually pal-
pated by rectovaginal examination. The edges of the
septum (Figure 1) were grasped with Allis forceps and
approximated in the direction of the tear with 2-0 de-
layed absorbable suture. If the septum was detached

from the perineal body, it was reattached. If there were
no clear defects but only attenuation of the septum, then
thick septal tissue was grasped from its lateral edges and
buttressed in the center. External plication of the rectal
wall was also performed if there was an obviously dilated
rectum, usually in women with long-standing rectocele
and constipation. Perineorrhaphy was performed to re-
constitute the perineal body if this appeared to be thin
and flattened.

Note was made of the defects identified and type of
septal repair done. Any immediate complication was also
recorded. These women were mostly discharged on day

Table 1. Showing the Improvement in Various Symptoms After Rectocele Repair at 6 Weeks and 18 Months of Follow-up

Symptoms Preoperative 6 wk postoperative 18 mo postoperative

Vaginal protrusion 78% (33/42) 87.5% (29/33) 92% (24/26)
Defecatory symptoms 76% (32/42) 87% (27/31) 80% (21/26)

FI 9.5% (4/42) 50% (2/4) 50% (2/4)
ED 57% (24/42) 87.5% (21/24) 62.5% (15/24)
Both FI and ED 9.5% (4/42) 100% (4/4) 100% (4/4)

Sexual dysfunction 31% (13/42) — 38.4% (5/13)
FI � fecal incontinence; ED � evacuation difficulties.

The denominators in parentheses indicate the follow-up attenders.

Table 2. Preoperative and Postoperative Staging of
Rectoceles

Preoperative

Postoperative

Stage
0

Stage
I

Stage
II

Stage
III

No
follow-

up

Stage I 0 0 0 0 0 0
Stage II 13 9 2 0 0 2
Stage III 27 18 2 1 0 6
Stage IV 2 0 0 1 0 1
Total 42 27 4 2 0 9

Figure 1. A surgical photograph showing a central defect in
the rectovaginal septum (asterisk) and the margin of the
septum all around (arrowheads). The inferior edge of the
septum is grasped with Allis forceps.
Singh. Fascial Technique in the Repair of Rectocele. Obstet Gynecol 2003.
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2 after they had opened their bowels and were given
laxatives (lactulose with or without glycerine supposito-
ries) for 14 days postoperatively.

All patients were assessed at 6 weeks and again at 18
months when they were reevaluated for their bowel and
sexual function and symptoms of prolapse. International
Continence Society grading of their prolapse was again
performed. They were also asked by one of the doctors
not directly involved in their surgical repair about satis-
faction after surgery and whether they would recom-
mend this operation to others.

Outcome measures concerning changes in binary vari-
ables pre- and postoperatively were analysed using the
McNemar test. Exact confidence intervals for propor-
tions were calculated using the Confidence Interval
Analysis program. Changes in stage of the disease were
analyzed using the Wilcoxon signed rank test. Statistical
significance was regarded as P � .05.

RESULTS

This is a prospective longitudinal study where each
patient becomes her own control. Our cohort consisted
of nine premenopausal and 33 postmenopausal women.
They were all parous, with a mean parity of 3 (range
1–7). Their mean weight was 69 kg and 51.5% (17 of 33)
of the postmenopausal women were taking hormone
replacement therapy preoperatively. Primary indication
for surgery was either perception of vaginal protrusion
or evacuation difficulties in the presence of a clinically
diagnosed posterior vaginal wall prolapse. Associated
anal incontinence and sexual dysfunction were symp-
toms also observed in this case series. Symptoms are
listed in Table 1.

Preoperative staging of rectocele is shown in Table 3.
There were two stage IV, 27 stage III, and 13 stage II
rectoceles. No stage I rectocele was entered for opera-
tion. All of the premenopausal women had a primary
rectocele. Fifty percent of our study group had under-
gone previous pelvic floor surgery.

Defects, detachments, and attenuation of the septum
were noted at the time of surgery (Table 4). There were
14 central, three left lateral, and four right lateral defects
noted in the rectovaginal septum. Detachment of the
septum from the perineal body was seen in 14 of 42
women and attenuation of the septum was seen in 21 of
42 patients. Combination of more than one type of defect
was also noted in some women. Reconstruction of the
perineal body was done in nine of 42 cases. No immedi-
ate or early complications were noted apart from infec-
tion of the vaginal sutures in one woman, which was
successfully managed with antibiotics.

The 6-week follow-up was attended by 95% of the
women (40 of 42). There were resolution of the symp-
toms of the vaginal protrusion in 87.5% of the women
and improvement of bowel symptoms in 87% of the
women; improvement in sexual difficulties was not as-
certainable as it was too soon after the operation for
many women to resume sexual intercourse (Table 1).

The second follow-up visit at 18 months was attended
by 78.5% of the women (33 of 42). Of 33 women who
had initially complained of feeling of vaginal protrusion,
26 attended the follow-up and 24 of these women (92%,
P � .01) had resolution of this symptom. If the nonat-
tenders are included in the failure group, then 73% had
resolution of their symptom of vaginal protrusion. The
true success in relieving the vaginal symptoms with this
repair method should therefore be between 73% and
92%. Two women who had stages III and IV rectocele
preoperatively had persistence of stage II rectocele post-
operatively (Table 2). There was an overall improve-
ment in bowel symptoms in 81% (P � .01) of the
attendees (26 of 32). If nonattendees (six women) were
included in the failure group, then bowel symptoms
would improve in 65%. The true resolution of bowel
symptoms would be between 65% and 81%. Women

Table 3. Type of Defects Found at the Surgical Correction
of Rectoceles

Central 14
Left lateral 3
Right lateral 4
Attenuated rectovaginal septum 21
Detached rectovaginal septum from perineal body 14
More than one defect was present in some patients.

Table 4. Comparison of Results of Fascial Repair of Rectocele in Various Published Studies

Authors

Total no. of
rectoceles
repaired

Isolated
rectoceles Follow-up

Anatomic
cure (%)

Improvement in
defecation (%)

Improvement in
sexual

dysfunction (%)

Cundiff (1998)12 67 5 1 y 82 63 66
Porter (1999)14 125 8 6 mo 82 44 73
Kenton (1999)13 66 0 1 y 90 54 92
Glavind (2000)15 67 29 3 mo 100 85 75
Present study — 42 18 mo 92 65 38
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with anal incontinence associated with evacuation diffi-
culties had higher symptomatic relief than women who
had isolated fecal incontinence (Table 1). This may be
because the isolated fecal incontinence is secondary to
abnormality of the anal sphincters, whereas fecal incon-
tinence associated with evacuation difficulties may be
secondary to a large rectocele compromising the func-
tion of the anal sphincter (Table 2). There was improve-
ment of sexual function in 35.7% (five of 14) (P � .05) of
patients. Two women (14.2%) had worsening of their
sexual discomfort after surgery, and 21.4% (three of 14)
did not experience any change postoperatively. Four
women initially presenting with dyspareunia did not
attend follow-up. No woman had de novo dyspareunia
or bowel symptomatology after her surgical repair. All
except two women who had persistent stage II rectocele
were satisfied with the surgery and would recommend it
to others.

DISCUSSION

Rectocele is prolapse of the rectum through the posterior
vaginal wall, which may result from either anatomic
defects in the rectovaginal septum or follow intrinsic
rectal wall dysfunction. A defect or detachment of the
rectovaginal septum results in an anterior rectal wall
rectocele and has been referred to as a displacement
rectocele.17 This type of rectocele improves with the
reconstruction of the rectovaginal septum. The second
type of rectocele due to intrinsic rectal wall dysfunction is
associated with a circumferential enlargement of the
rectum and results in a “distention” rectocele, which is
mostly associated with chronic constipation and an in-
creased maximum tolerated volume on anorectal ma-
nometry. The distention rectoceles because of the en-
larged rectum may be clinically diagnosed by rectal
examination when there is a failure to touch all the walls
of the rectum with a single sweep of a finger. The
distension type of rectoceles may not dramatically im-
prove with rectovaginal septal repair. These distension
rectoceles may be associated with pelvic floor dyssyner-
gia and have an impaired rectoanal inhibitory reflex.17 It
is beneficial to do a preoperative anorectal manometry in
these cases to not only identify any abnormal function
but also give a prognosis to the patient regarding which
of the bowel symptoms will not resolve with vaginal
repair of the posterior wall prolapse.

The site-specific repair of rectocele was proposed by
Richardson,11 who recommended three steps in the rec-
tocele repairs: 1) repair of defects in the rectovaginal
septum, 2) levator ani plication if the levator hiatus was
enlarged, and 3) colpoperineorrhaphy. All of these steps
are complementary to each other but cannot be individ-

ually replaced. Therefore evaluation of rectoceles should
require assessment of the grade of rectocele prolapse,
transverse diameter of the levator hiatus, and assessment
of the perineal body. We, however, do not agree with
levator ani plication in front of the rectum. Magnetic
resonance imaging study of the levator ani muscles from
our center shows that there is no proximation of the
puborectalis in front of the rectum (Singh K, Reid
WMN, Berger LA. MRI study of levator ani anatomy
and functions [abstract]. Neurourol Urodyn 2000;19(4):
276), and therefore plication of the levator ani muscles is
nonanatomic and may cause more harm than benefit to
the patient. Puborectalis forms a belt or a U-shaped band
encasing the urethra, vagina, and anorectum and con-
tributes towards formation of the external anal sphincter
and thereby its continence.18 Plication of the levator ani
muscles would not only make a functional muscle dys-
functional but would also cause pain and affect the
function of the external anal sphincter. The levator
hiatus is widened because of the weight of the prolapse,
and reducing the prolapse will prevent the stretching of
the levator ani muscles and thereby reduce the size of the
levator hiatus. Colpoperineorrhaphy is required in
women with a dysfunctional perineal body. The perineal
body needs to be assessed for length of its base, its height,
and its mobility. A shortened and hypermobile perineal
body is associated with detachment of the rectovaginal
septum from the perineal body. The women may then
present with low or perineal rectocele. The size of the
genital hiatus is also dependent on the integrity of the
perineal body, and if the superficial muscles are detached
from it, a widened genital hiatus may result. Reconstitu-
tion of the perineal body therefore results in a decrease in
the size of the hiatus, as has also been shown by Cundiff
et al.12

Among the various studies that have looked at the
effectiveness of the rectovaginal septal repair, Cundiff et
al12 noted an improvement in the International Conti-
nence Society staging in 82% of the rectocele repair at
12-month follow-up, with improvement in bowel symp-
toms in 63% and sexual dysfunction in 66%. Reduction
in the size of the genital hiatus was also noted without
any pereniorrhaphy, which may be secondary to stabili-
zation of the perineal body by resuspending it from the
rectovaginal septum. Porter et al14 did a retrospective
review of the case notes of 125 women who had under-
gone rectocele repair and also noted an anatomic im-
provement in 82% on their 6-month follow-up. Kenton et
al13 noted a 90% resolution of the vaginal protrusion and
92% resolution of the dyspareunia, but only 54% of the
bowel symptoms improved after their fascial repair of
rectocele. Partial improvement in bowel symptoms high-
lights the fact that all the bowel symptoms may not be
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because of the rectocele itself, and it is therefore appro-
priate to do preoperative anorectal manometry and en-
doanal ultrasound to exclude rectoanal dysfunction. The
majority of the rectocele repairs in the above studies
have been combined with other pelvic repair surgery.
Concomitant surgery in one pelvic floor compartment
can influence the repair of the other compartments. We
therefore recruited patients with only isolated symptom-
atic posterior vaginal wall prolapse. More than the stated
number of the posterior vaginal wall repairs have been
performed in our unit during this period, but only those
that were not combined with any other pelvic floor
surgical procedure were recruited for this study.

We feel that the International Continence Society
grading of prolapse alone is not sufficient for the assess-
ment of rectocele, as it is not only the descent of the
rectocele but also the area of the posterior vaginal wall
involved that influences the clinical presentation and
outcome of prolapse. Assessment of any rectal dilatation
and the integrity of the perineal body is also useful.

In conclusion, the reconstruction of the rectovaginal
septum appears to be a suitable technique for the repair
of the posterior vaginal wall prolapse. Colpoperineor-
rhaphy is a useful adjunct to this repair if there is a wide
genital hiatus with a low rectocele. We acknowledge that
the small sample size may be a limitation in this study,
but this is due to the difficulties experienced in the
recruitment of women presenting with isolated symp-
tomatic posterior vaginal wall prolapse.
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