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FECAL INCONTINENCE AND STOOL OUTLET SYMPTOMS IN PATIEWTS WITH SONOGRAPHICALLY PROVEN 

DEFECTS OF THE ENDOPELVIC FASCIA 

Aims of Study 

Two assumptlons exlst at present about the pathologlc anatomy of the posterlor 

compartment: the support concept accordlng to DeLancey (l), on the one hand, and the 

fasclal defect concept accordlng to Rlchardson ( 2 ) ,  cn the other. 

The following assumptlons were regarded as the null hypothesls: 

1. Defects of the endopelvlc fascla In the area of Ap and Bp ( 3 )  are not deplctable by 

ultrasound and cannot thus be dlfferentlated accordlng to thelr pathogenesis. 

2. It 1s not posslble to demonstrate correlations between fasclal defects, cllnical 

symptoms (obstlpatlon, stool outlet symptoms, fecal incontinence), morphologic changes 

(posterior vaglnal prolapse, external and lnternal anal sphlncter muscle) and functlonai 

disturbances (manometry). A conflrmatlon of thls hypothesls would lmprove declslon-making 

regard~ng the best surglcal approach In patlents In whom conservative measures have been 

unsuccessful. 

Methods 

The control group (group I) canslsted of 20 nulllparous women (mean age 36 + 8.3 years) 
wlth an lnconsplcuous hlstory and no anatomlc abnormallt~es. 

The study group (group 11) comprised 48 women wlth posterlor vaglnal prolapse (mean age 

49 1 15 years). Of the women in the study group, 21- had stool outlet symptoms, 121 

obstlpatlon, 603 fecal ~ncontlnence, and 54" forelgn body sensation. 

The examlnatlons Included a cllnlcal status wlth hlstory, endoanal ultrasound of the 

sphlncter muscle, qynecologlc ultrasound, transvaglnal ultrasound wlth a 360" transducer 

for deplctlon of the endopelvlc fascla, and rectal manometry. Sonography was performed 

uslng a B&K ultrasound devlce wlth a 360" transducer (10 MHz). For transvaglnal 

ultrasound, the transducer was enlarged by means of a condom to ensure coupllng to the 

posterlor and lateral vaglnal wall. The fascla was vlsuallzed from the posterlor vaglnal 

fornix to the perlneal body. Ultrasound deplcted the fascla as a brlght, echodense 

structure that was documented at levels Ap and Bp. 
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Resul to 

Ultrasound demonstrated no fasclal defects In the controls of group I (n=20). I n  group 

11, fasclal defects were ldentlfled sonographlcally in 388 of the cases (n=18) and an 

lntact fascia was found In the other 628. 
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Sonographically proven fascia1 defects were found to show a significant correlatlon wlth 

stool outlet symptoms, fecal ~ncontlnence, posterlor vaginal prolapse, and with restlng 

pressure and balloon defecation test. An assoclatlon between fasclal defects and defects 

of the anal sphincter was not ldentlfled In our lnvestigatlons, and our flndlngs do not 

explaln why fasclal defects correlate wlth fecal ~ncontlnence. The fact that the 30 

patients ln whom a defect at level I1 of the posterlor compartment was found desplte a 

sonographlcally lntact fascla may be explained by the assumption that the defect 

orlglnates In the area of the lateral perlneal connective tlssue body. The two 

hypotheses about the pathogenesls (DeLancey and Rlchardson) are equal m explalnlng 

pathologles of the posterlor compartment. Ultrasound offers the posslblllty to deplct 

both of these aspects of the underlying pathologic mechanisms wlth the pathogenesls 

according to DeLancey representing a sonographlc exclusion dlagnosls. The present results 

suggest that rectocele repalr alone does not make sense. In patients wlth a 

sonographically lntact fascla lntraoperatlvely found to be markedly dlnunished, an 

alternative surglcal technique or even tlssue replacement may have to be considered 

besides conventional rectocele repalr. Should our ongolng lnvestlgatlons ultimately 

conflrm a correlatlon between the sonographlc assessment of the endopelvlc fascia, ~ t s  

lntraoperatlve appearance, and hlstologlc flndlngs and thus prove the diagnostic value of 

ultrasound ln assessing the fascla, then lt would make sense to Include the ultrasound 

frndlngs ln plannlng the surglcal approach. 
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