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TABLE 353-4 Medical Conditions That Contribute to Symptoms of
Fecal Incontinence

and the sacral promontory, allowing for closure of the rectovaginal
septum and correction of the internal prolapse. In both procedures,
recurrence at 1 year was low (<10%) and symptoms improved in
more than three-fourths of patients.
FECAL INCONTINENCE
Incidence and Epidemiology Fecal incontinence is the involuntary passage of fecal material for at least 1 month in an individual with a developmental age of at least 4 years. The prevalence of fecal incontinence in
the United States is 0.5–11%. The majority of patients are women and

Figure 353-6 Laparoscopic ventral rectopexy (LVR). To reduce the
internal prolapse and close any rectovaginal septal defect, the pouch
of Douglas is opened and mesh is secured to the anterolateral rectum, vaginal fornix, and sacrum. (From A D’Hoore et al: Br J Surg 91:1500,
2004.)
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above the age of 65. A higher incidence of incontinence is seen among
parous women. One-half of patients with fecal incontinence also suffer from urinary incontinence. The majority of incontinence is a result
of obstetric injury to the pelvic floor, either while carrying a fetus or
during the delivery. An anatomic sphincter defect may occur in up to
32% of women following childbirth regardless of visible damage to
the perineum. Risk factors at the time of delivery include prolonged
labor, the use of forceps, and the need for an episiotomy. Symptoms of
incontinence can present after two or more decades following obstetric
injury. Medical conditions known to contribute to the development of
fecal incontinence are listed in Table 353-4.
Anatomy and Pathophysiology The anal sphincter complex is made up
of the internal and external anal sphincter. The internal sphincter is
smooth muscle and a continuation of the circular fibers of the rectal
wall. It is innervated by the intestinal myenteric plexus and is therefore
not under voluntary control. The external anal sphincter is formed in
continuation with the levator ani muscles and is under voluntary control. The pudendal nerve supplies motor innervation to the external
anal sphincter. Obstetric injury may result in tearing of the muscle
fibers anteriorly at the time of the delivery. This results in an obvious
anterior defect on endoanal ultrasound. Injury may also be the result
of stretching of the pudendal nerves during pregnancy or delivery of
the fetus through the birth canal.

Diverticular Disease and Common Anorectal Disorders

Figure 353-5 Stapled transanal rectal resection. Schematic of
placement of the circular stapling device.
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Neurologic Disorders
• Dementia
• Brain tumor
• Stroke
• Multiple sclerosis
• Tabes dorsalis
• Cauda equina lesions
Skeletal Muscle Disorders
• Myasthenia gravis
• Myopathies, muscular dystrophy
Miscellaneous
• Hypothyroidism
• Irritable bowel syndrome
• Diabetes
• Severe diarrhea
• Scleroderma

Presentation and Evaluation Patients may suffer with varying degrees
of fecal incontinence. Minor incontinence includes incontinence to
flatus and occasional seepage of liquid stool. Major incontinence is frequent inability to control solid waste. As a result of fecal incontinence,
patients suffer from poor perianal hygiene. Beyond the immediate
problems associated with fecal incontinence, these patients are often
withdrawn and suffer from depression. For this reason, quality-of-life
measures are an important component in the evaluation of patients
with fecal incontinence.
The evaluation of fecal incontinence should include a thorough
history and physical exam including digital rectal examination (DRE).
Weak sphincter tone on DRE and loss of the “anal wink” reflex (S1-level
control) may indicate a neurogenic dysfunction. Perianal scars may
represent surgical injury. Other studies helpful in the diagnosis of
fecal incontinence include anal manometry, pudendal nerve terminal
motor latency (PNTML), and endoanal ultrasound. Centers that care
for patients with fecal incontinence will have an anorectal physiology laboratory that uses standardized methods of evaluating anorectal physiology. Anorectal manometry (ARM) measures resting and
squeeze pressures within the anal canal using an intraluminal waterperfused catheter. Current methods of ARM include use of a threedimensional, high-resolution system with a 12-catheter perfusion system, which allows physiologic delineation of anatomic abnormalities.
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