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A longitudinal study of asymptomatic
rectocoele

ABSTRACT
The aim of this study was to reassess symptoms
and signs of asymptomatic rectocoele in
women five or more years post initial diagnosis
and to determine any factors associated with a
worsened condition. Women diagnosed with
asymptomatic demonstrable rectocoele and
seen at one centre between 1992 and 1999, were
recruited via letter, which included information
about the study. Once consent was received,
participants were sent the Birmingham Bowel
and Urinary Symptoms Questionnaire and
invited to attend for reassessment of their
condition and examination. At this appointment,
the main outcomes were the questionnaire,
pelvic organ prolapse examination, and BadenWalker scale.
Of the 316 consecutive women diagnosed with
asymptomatic rectocoele who were contacted,
130 letters were returned “address unknown”, 18
declined to participate, 49 had died and 19 did
not reply. Of 100 replies, 4/100 (4%) declined
because they had had prolapse surgery, 96/100
(96%) returned the questionnaire, of whom
6/96 (6%) declined further consultation. Of
the 90 remaining women who returned the
questionnaire, 62/90 (69%) were examined
at a median of 5.9 years (IQR 5.1 to 7.3) and
11 women had undergone prolapse surgery,
leaving 51 women in the cohort. In 31/51 (61%)
remaining patients, the rectocoele findings were
unchanged: all remained asymptomatic; 20/51
(39%) had a more advanced rectocoele on
examination but only 5/51 (9.8%) had developed
overt symptoms. Rectocoele progression was
not associated with age, body mass index,
oestrogen status, pelvic floor muscle training,
or a history of constipation. Rectocoele
progression was associated with greater
median bowel symptom scores on Birmingham
Bowel and Urinary Symptoms Questionnaire
18.7 (8.2 to 23.7) than non-progression 12.3 (4.2
to 16.7), p=0.027. In most patients (89.2%) with
asymptomatic rectocoele, symptoms and signs
were unchanged at five years.
Keywords: Asymptomatic rectocoele,
constipation, obesity, longitudinal study.
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INTRODUCTION
The natural history of asymptomatic rectocoele, that
is, a prolapse of the rectum outside its normal confines
into the vagina or beyond the introitus without
symptoms of “bulge”, has received limited attention.
Although several studies of uterovaginal prolapse have
been reported2-6, a study of the natural progression
of an asymptomatic rectocoele does not appear to
have been published. Therefore, it is difficult to advise
women with this problem as to whether the condition
will inexorably progress to a state warranting treatment,
or whether simple observation may be appropriate, or
whether attention to presumed exacerbating factors
such as constipation or obesity is definitely indicated.
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Thus, the purpose of this study was to assess the
onset of symptoms over time, to re-evaluate clinical
examination at a minimum of five years after the
first exam, and to ascertain the impact of suspected
risk factors such as constipation or obesity upon the
development of worsening symptoms or signs of
rectocoele.

MATERIALS AND METHODS
A consecutive series of women seen over an eight-year
period (1992–1999) and diagnosed with asymptomatic
rectocoele were re-evaluated at a minimum follow-up
duration of five years.
At the first clinic visit, a standard medical history was
recorded onto a database, and the question “Do you
have any symptoms of a bulge into the vagina?” was
asked. Those women who responded in the negative
were included in the current study. Questions about
bowel habits and constipation were also asked.
Constipation was defined as straining to defecate
and infrequent passage of stools (less than alternate
daily). Note that constipation was not considered to
be a “symptom” of rectocoele. Height and weight were
recorded. Vaginal examination was conducted using the
then-standard Baden-Walker Halfway Scoring System
of rectocoele, cystocoele and uterine descent7. This
consists of degrees of descent: mild descent bulging
toward the introitus, moderate descent to the level of
the hymenal remnant, severe, descent outside hymenal
remnant. Asymptomatic rectocoele was diagnosed in
women who had no overt symptoms of prolapse but a
demonstrable rectocoele on examination.
As the main focus of the Pelvic Floor Unit was urinary
incontinence, and conservative treatments were
provided as first-line management8, the urine leakage
often responded to conservative therapy, and patients
were discharged. Even if they came to surgery for stress
incontinence, the unit’s policy was not to operate upon
asymptomatic rectocoele, especially if it was scored as
mild to moderate on examination.
For this study, ethics approval was obtained from
South Eastern Area Ethics Committee (reference

Box 1 : Evacuation Domain of the Birmingham Bowel and
Urinary Symptoms Questionnaire3

number 04.127). Re-evaluation of the index cases,
women diagnosed with asymptomatic rectocoele
1992–1999, commenced in late 2004. Each woman
was sent a letter signed by the original consultant
gynaecologist seeking their consent to participate in
the study. Upon gaining consent, a letter containing
a validated questionnaire, the Birmingham Bowel and
Urinary Symptoms Questionnaire (BBUSQ)9 was sent
to assess prolapse and bowel dysfunction symptoms.
Box 1 lists the questions in the Evacuation Domain of
the BBUSQ, which focuses on obstructive defecation
symptoms9. The BBUSQ was not given when baseline
data were obtained because it was not yet available.
At the end of the questionnaire, women were asked
if they wished to attend for re-examination. Women
whose letter was returned “address unknown”, or
who declined to participate were removed from the
study. For those women who did not respond to the
initial mail out, enquiries were made to the general
practitioner listed in their patient notes to determine
their whereabouts.
Women who indicated a desire to attend for further
assessment were sent a letter explaining the nature of
the assessment visit and provided with an appointment.
If they did not attend the appointment but phoned
to ask for further appointments, these were given.
Owing to concerns regarding privacy, patients were
not actively pursued if they did not attend their
appointment.
At the re-assessment visit, data such as weight gain,
onset of menopause, chronic cough, and defecation
function
were
noted.
Obstructive
defecation
symptoms were recorded from the BBUSQ. Because
of the known association between colposuspension
and subsequent recto-enterocoele7, details of previous
and intervening surgery (including colposuspension)
were also obtained. A full POP-Q5 examination and
pelvic floor muscle assessment was performed by a
single observer, a urogynaecology research fellow.
Details of the level of the rectocoele were recorded
in centimetres with respect to the hymenal remnant
and the findings were compared with baseline BadenWalker scoring system results. The POP-Q score of
the rectocoele was entered onto the database with a
notation as to whether the rectocoele had worsened,
remained the same, or improved.
We hypothesised that rectocoele was more likely to
worsen in those women who:
a) were older (at the time of the first visit) than women
with subsequent unchanged rectocoele
b) weighed more at the first visit
c) had discontinued pelvic floor muscle training in the
interim
c) became menopausal in the interceding years.
d) had a history of chronic cough at the first visit
e) had a history of constipation at the first visit
f) developed a new history of constipation in the
interim.
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