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Biofeedback therapy teaches patients
how to coordinate and optimise the
use of their pelvic floor and anal
sphincter muscles in order to improve
defaecation.

A device provides visual or auditory
feedback which lets patients know if
they are doing the exercises correctly.

Normal defaecation involves a
coordinated interplay of muscle
movements, one of which is the
relaxation of the puborectalis muscle.
This is the muscle which “chokes” the
rectum to maintain faecal continence.

Normal defaecation also involves
the relaxation of the anal sphincter,
the muscle which surrounds the anus.

Between a quarter and half of all
people with chronic constipation are
unable to coordinate one or more of
these muscles to defaecate normally.

Their inability is not simply due to
hard stools or dietary inadequacies,
but the muscles for normal
defaecation are uncoordinated or the
entire colon moves too slowly.

Biofeedback works better for those
with poor coordination.

The typical symptoms are a
persistent need to strain during bowel
movements and a feeling of
incomplete or blocked evacuation.

Biofeedback therapy comprises
four sessions over two to three
months, conducted by specialist
nurses.

During the first two sessions,
patients are taught techniques to
tighten and relax abdominal and pelvic
muscles, breathing exercises and
proper postures to adopt.

They are advised to practise the
exercises at least 120 times a day,
divided into three sessions of
40 repetitions.

They are also given a stool chart to
record stool consistency, use of
laxatives, number of times the
exercises were done and other
medication taken.

During the third and fourth
sessions, patients’ performance is
assessed with an anal canal pressure
sensor device.

Another machine will give feedback
and help patients correct any
problems during the exercises.

This is either in the form of sounds
which get louder as they squeeze
harder or visual cues in terms of
colours that change, for example,
from blue to red, as they squeeze or
relax and hold for a specified duration
as required.

T he 64-year-old
grandmother of three
had suffered from
symptoms of chronic
constipation and
faecal incontinence for

about four years.
The straining was so bad that

her rectum had prolapsed, though she did not
know it.

Her husband complained there was an odour of
stool about her. She became afraid of going out.

Worried, she went to Singapore General
Hospital (SGH) where she met Dr Mark Wong,
director of the pelvic floor disorder service.

When less invasive treatment failed to have an
impact, he recommended surgery to insert a mesh
into her pelvis that would hold up the rectum in its
proper position.

The operation last October changed her life.
The woman, who wanted to be known only as

Madam S, said: “My quality of life has improved
greatly. I don’t have to worry when I need to go to
the toilet any more. I don’t strain any more and I
don’t worry that I smell any more.”

Though she suffered in private, she was not
alone. One in 10 people are believed to live with
chronic constipation.

They strain to pass stool, feel as though
something is blocking the flow and that they have
not completely emptied their bowels afterwards.

It is a problem that gets worse with age. And it
is estimated that some 10 per cent of this group
will suffer rectal prolapse serious enough to need
surgery. In severe cases, the rectum falls out of
the anus periodically.

But such patients may find relief with the latest
surgical technique, ventral mesh rectopexy, that is
used to treat serious cases of rectal prolapse.

This procedure allows surgeons to restore the
position of the rectum, with minimal side effects to
the patient, through open surgery or by a
laparoscopic (keyhole) approach through the belly.

Five patients have undergone this treatment
since it was first introduced in April last year.
Three of them had open surgery and two had their
surgery done laparoscopically.

All five have reported an improvement in their
constipation. Of them, the three who had faecal
incontinence also experienced an improvement in
their conditions.

For suitable patients with rectal prolapse, this
technique not only corrects the prolapse but has
also been shown to provide significant relief of
symptoms including constipation, faecal
incontinence and vaginal discomfort, said Dr
Wong, who is also a consultant at the department
of colorectal surgery at SGH.

A rectal prolapse is a pelvic floor disorder
characterised by a loss of support to the rectum
so that it descends abnormally through the pelvic
floor.

In mild cases, the prolapse may not be obvious
to the patient; a mild form can show up as a
vaginal bulge.

The loss of support is from the weakening of
the pelvic floor muscles, usually because of the
natural ageing process or an injury during the
process of giving birth, particularly if forceps or
vacuum suction had been used to pull the baby
out.

No studies have been done here on the
incidence, but in the United States, the overall
incidence of rectal prolapse is about 4.2 per
1,000 people.

Colorectal cases now make up more than half

of the 50 cases seen at the pelvic floor disorder
service at SGH.

Among these, the percentage of patients seen
by the service with faecal incontinence has been
steadily increasing from 25 per cent to almost
60 per cent in the last four years. Some patients
come with combined problems, such as urinary
incontinence and womb prolapse.

Last year, the unit attended to 25 patients with
complex rectal prolapse.

Most patients with rectal prolapse are women –
one man has it for every six women.

As the prolapse worsens, patients may
experience constipation and require excessive
straining to pass stool, because of the lack of
support.

Some patients, such as Madam S, may even
have to resort to vaginal digitation, whereby they
insert their fingers into the vagina to help empty
their bowels. This is because, in her case, there is
a weakening of the supporting tissues and the wall
separating the rectum from the vagina causing a
vagina bulge.

Patients also complain of “heaviness” in the
pelvis, painful sexual intercourse or concurrent
faecal incontinence, said Dr Wong.

In the most severe form, the
entire rectum protrudes out of the
anus when the patient strains to
pass stool and this can lead to
bleeding and pain over a period of time,
and significant distress for the patient.

But because of her operation, Madam S
said she no longer strains to move her
bowels, nor does she rely on vaginal digitation.

CONSERVATIVE TREATMENT FIRST
Patients with chronic constipation or rectal
prolapse are usually started on conservative
treatment that includes dietary adjustments to
moderate fibre intake, laxatives and specialised
pelvic floor exercises called biofeedback therapy.

If patients are no better after six months, some
are offered surgical treatment.

This was what happened with Madam S. She
had supervised biofeedback training for six months
to strengthen and coordinate her pelvic floor
muscles. But despite her best efforts, there was
little improvement.

Surgical procedures include Delorme’s
operation, suture rectopexy and now, ventral mesh
rectopexy.

The recommended procedure depends on the
individual patient. For instance,
Delorme’s operation is usually
recommended for those who are elderly
and have other medical conditions.

Delorme’s operation is done
through the anal canal where the
prolapsed lining of the rectum is
removed and the lining above is
sutured back to the anal canal.

Suture rectopexy is done via
the abdomen where the
prolapsed rectum is lifted up
and then stitched against
the spine.

In ventral mesh
rectopexy, the surgeon
makes a single vertical
incision below the
belly button to access
the rectum.

Using the keyhole
approach, four small
punctures are
made on the belly
instead, which

gives better cosmetic results.
The rectum is gently released while avoiding
the surrounding nerves which control
essential bowel and genital functions.

A mesh made from plastic or
biodegradable material, measuring on
average 15 to 20cm in length and 8 to
10cm in width, is then secured to the
pelvic floor muscles on both sides of the

rectum at the bottom, and to the spine at
the top. This provides support for the

rectum to prevent future prolapse.
It can also address multiple organ

prolapses at the same time. Up to
60 per cent of patients will have
concurrent prolapses in the womb
and bladder to varying degrees.

In a study Dr Wong helped conduct
in France – where he spent a year
learning this technique – more than
80 patients who underwent
laparoscopic ventral mesh rectopexy
reported a significant decrease in

vaginal discomfort and constipation
symptoms. There were no new

complaints of constipation, painful sexual
intercourse or faecal incontinence.

Close to nine in 10 patients said their
overall well-being improved.
A study published in 2004 by the Belgians,

who were the first to come up with this
technique, looked at 42 patients who had
laparoscopic ventral mesh rectopexy for total
rectal prolapse between 1995 and 1999.

Of 31 patients with incontinence, 28 had a
significant improvement in the condition.
Symptoms of obstructed defaecation resolved in
16 of 19 patients. New onset of mild obstructed
defaecation was noted in two patients.

The long-term (29 to 98 months) results
showed that there were no major post-operative
complications. Late recurrence occurred in two
patients, which worked out to less than 4 per cent
in seven years.

RISK OF RECURRENCE
Patients who undergo other surgical techniques to
correct rectal prolapse have a higher risk of
recurrence, from 5 to 40 per cent over five years.

One method in particular, resection rectopexy –
surgery to remove a part of the colon, thereby
shortening the intestines overall and “lifting” the
rectum higher – can give patients other problems.

The surgeons have to rejoin the resected
rectum to the rest of the colon, which can lead to
the joined part not healing properly and leaking.
This can result in infection and even death. Some
studies have shown there is up to a 6.7 per cent
risk of death from this operation.

Previously, it was believed that removing this
redundant part of the colon could help but this
was not found to be true and long-lasting.
Furthermore, patients are at increased risks of
complications for an essentially benign condition,
said Dr Wong.

For now, ventral mesh rectopexy is available
only at SGH. Patients stay between three and

five days in the hospital and the estimated
bill size is from $5,000 to $25,000.

Doctors at the National University
Hospital and Tan Tock Seng Hospital

(TTSH) use other surgical methods
to carry out rectopexy. TTSH uses
Delorme’s operation and suture

rectopexy.

wanching@sph.com.sg

Trapped in toilet because
of bowel woes, Page 14

Therapy to
retrain pelvic
floor muscles

ST PHOTO: EDWARD TEO

A rectal prolapse, where the rectum falls out of the
anus in serious cases, is a painful and embarrassing
ailment. But a new surgical technique to hold the
rectum in is providing relief

Holding in
the rectum
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VENTRAL MESH RECTOPEXY

A mesh (a piece of plastic or 
biodegradable material) is secured 
to the pelvic floor muscles on both 
sides of the rectum at the bottom.
The top end of the 
mesh is then 
secured on to the 
spine, lifting the 
rectum upwards to 
correct the 
prolapse. 
In women, the 
mesh is further 
attached to the 
top of the vagina 
to enhance the 
overall support 
structure, as well 
as to prevent 
possible future 
prolapse of the 
womb.
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