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Laparoscopic ventral pouch pexy with biological mesh
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Pouch prolapse is a rare complication and there is limited
data regarding the prevalence and surgical management
of this condition. The prolapse can be mucosal or full-
thickness.

Pouch prolapse was first described in the literature in
2004 by Ehsan et al who estimated the prevalence through
a survey among members of the American Society of
Colon and Rectal Surgeons. Eighty-three patients out of
23,541 patients (0.4%) presented with prolapse-related
symptoms (1). Most of the recent literature following this
paper consists of case reports and small cohort studies (2).
In 2010 a retrospective review including 3,176 patients
reported the incidence to be 0.3% (3). Eleven patients were
diagnosed with pouch prolapse of which 7 patients were
classified as full-thickness prolapse and 4 patients as mucosa
prolapse. The median time from pouch surgery to prolapse
was two years.

The management of full-thickness pouch prolapse is
definitive surgical treatment but since it is a rare condition
no consensus on a treatment algorithm has been established.
The surgical procedures described in the literature include
perineal approach to reduce the prolapse tissue, pouch pexy
with or without a mesh, new pouch reconstruction or pouch
excision with permanent ileostomy.

In the survey among ASCRS members 52 of the
symptomatic patients underwent surgical repair—52% had
a perianal approach and 48% a trans abdominal approach.
Only in 6 pts (12%) a mesh was inserted. The pouch was
preserved in 49 of the patients. Two patients had a new ileoanal
pouch construction and only one pouch was converted to a
permanent ileostomy. There were no data on long-term follow
up and no report of associated recurrences (1).
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In the study by Joyce all 7 patients with full-thickness
pouch prolapse were treated with pouch pexy and only in one
patient the pouch was fixated with a biological mesh. In three
of the six patients who underwent suture pouch pexy the
pouch prolapse recurred while the patient who had a mesh
repair was evaluated after nine months had no recurrence.
The patients with failure of the procedure were converted
to a continent ileostomy formation (3). There are no data
reporting possible recurrences on long-term follow up.

The most recent publication on surgical management
of pouch prolapse is a case report of a laparoscopic ventral
pouch pexy using acellular dermal matrix (ADM) to fixate
the pouch. The pouch was mobilised and the ADM was
sutured to the levators on both sides and to the ventral
pouch. The pouch was raised by attaching the ADM to
the promontory. The postoperative course was uneventful,
and at 12 months follow up there was no symptoms or sign
of recurrence. Based on the presented case and a review
of the literature the authors concluded that laparoscopic
ventral pouch pexy with a biological mesh performed by an
experienced surgeon is recommended as a treatment option
for full-thickness pouch prolapse—especially in fertile
young women (4).

The etiology behind pouch prolapse is not well
understood. In line with rectal prolapse, pouch prolapse
is thought to mainly originate anteriorly (5). Low body
weight and a family history of IBD are predisposing factors,
whereas gender seems of no importance (6). Prolapse
seems to occur as a fairly late complication after pouch
construction, presumably with the stretched small bowel
mesentery preventing prolapse in the early postoperative
period. Whether straining during defecation plays a role is
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not clarified, but it is an important question since abdominal
reconstruction will not correct obstructed defecation due to
a long rectal cuff.

Once a patient presents with symptoms of a prolapse,
efforts should be made to clarify whether it is a full-
thickness prolapse or just a mucosal prolapse. The
evaluation includes endoscopy and a pouch defecography.
It is important to notice the length of the rectal cuff, since
reconstruction may require correction of a long rectal cuff
if present.

When advocating a patient with pouch prolapse
reconstructive surgery, it is important to inform him or her
that damage to the pouch may occur during the procedure,
and that this may require excision of the previous pouch
and construction of a new one with the consequence
of loosing some 30-40 cm of small bowel. Moreover,
disconnection and reanastomosis of the pouch will impose
a risk of anastomotic complications, which may later lead to
permanent pouch failure and/or poor function (7,8).

Simple suture pexy seems insufficient for management
of pouch prolapse because of a high recurrence rate (3).
Accordingly, some kind of mesh reinforcement should
be included in the repair. Synthetic mesh has been used
extensively for both ventral and posterior rectopexy, with
an acceptable risk of mesh erosion around 1% (9). It is not
known if a similar figure can be reproduced when dealing
with pouch prolapses. As demonstrated in a recent paper by
Hardt and Kienle, laparoscopic ventral pouch-pexy using
a biological mesh is technically possible (4), and may be
attractive due to a presumed low risk of mesh erosion and
infection. The long-term stability of a biologic mesh in
terms of preventing prolapse, is still unknown. The final
question to address is whether the pexy should be ventral or
posterior. It would seem logical to perform a ventral mesh
pexy, since prolapse seems to originate here. On the other
hand, a posterior mesh pexy seems effective in preventing
recurrence (3), and this position would preclude erosion
into the vagina. Posterior mesh rectopexy has largely been
abandoned due to risk of constipation and obstructed
defecation (10). To what extent a posteriorly positioned
mesh would lead to obstructed defecation in pouch patients
is yet unknown, but it is one of the questions that need to
be addressed in the future.

The low incidence of pouch prolapse makes it impossible
for a single institution to obtain scientific evidence for any
of the technical issues raised above. We suggest that an
international collaboration is established to ensure that
any future patient with pouch prolapse is enrolled into a
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prospective database, so that we, at some stage, will be able
to advice our patients better about risks and benefits of the
different types of reconstruction.
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