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Abstract

Iatrogenic rectal diverticulum is an unexpected complication after 
stapled transanal rectal resection. We herein report a case of a fe-
male patient presented with severe recurrence of obstructed def-
ecation after the surgery for obstructed defecation syndrome. No-
tably, an isolated rectal wall diverticulum with impacted fecalith 
was confirmed at 34-months follow-up. The patient experienced 
progressive improvement after operative reintervention. Therefore, 
risk of rectal diverticulum following the procedure should not be 
underestimated.
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Introduction

Stapled transanal rectal resection (STARR) has been advo-
cated for the treatment of obstructed defecation syndrome 
(ODS) associated with symptomatic rectocele and intussus-
ception. Although initial reports confirmed the effectiveness 
and safety of the novel technique [1-4], serious complica-
tions have nevertheless been described [5]. Herein, we report 
an unusual case of a huge rectal diverticulum with impacted 
fecalith developed after STARR surgery, followed by a re-
view of the relevant literature.

Case Report

A 55-year-old female was admitted because of a 5-year history 
of obstructed defecation. The patient presented with a sensa-
tion of incomplete evacuation requiring enemas and digital as-
sistance. Moreover, she had been medically treated with diet 
(1.5 L/d of water, high fiber diet), laxatives (10 g/d of lactu-
lose) and physiotherapy for 12 months with no results. De-
fecography confirmed the diagnosis of third-degree rectocele 
and second-degree intussusception. Anorectal manometry re-
vealed increased threshold and maximum tolerated volumes. 
Additionally, there were no underlying contraindications for 
STARR in accordance with the consensus statement published 
by Pioneers group [6]. The operation was performed accord-
ing to recommendations for the performance of STARR [1], 
and the patient was discharged on the fourth postoperative day.

At 3-months follow-up, constipation improved and no 
obvious complications were found. The patient complained 
of recurrence of preoperative symptomatology with a wors-
ing of obstructed defecation even though an intact staple ring 
was detected by digital rectal examination and endoscopy 
at 6-months. Intriguingly, a perirectal, rigid, painless mass 
was palpable at right lateral staple suture at 34-months af-
ter surgery. Computer tomography (Fig.1a) showed a 34 x 
23 mm lesion in the right supralevator space, communicated 
with rectal lumen at the level of the staple line. Colonoscopy 
(Fig.1b) confirmed an isolated diverticulum cavity of rectal 
wall without obvious inflammation. Then, transanal diver-
ticulectomy was performed and an impacted fecalith was 
removed in the diverticulum cavity (Fig.1c). Neither staples 
nor abscess in the perirectal adipose tissue was found, and 
the rectal wall was directly reconstructioned. The pathologic 
examination (Fig.1d) showed a true diverticulum involving 
the entire rectal layer. The postoperative course was un-
eventful and the symptoms of defecation were significantly 
improved during 12-month follow-up.

Discussion
  
Rectal diverticulum disease is extremely rare with an inci-
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dence of 0.07 - 0.08% [7, 8]. The pathogenesis of this condi-
tion is still not completely understood. Some predisposing 
factors include congenital defects, constipation, recurring 
impaction, relaxed rectovaginal septum, infections, ulcer-
ations and rectal trauma leading to weakening of the rectal 
wall [8-11]. Recently, the occasional development of iatro-
genic rectal diverticulum following STARR procedure has 
been described by sporadic reports [12, 13].

Rectal diverticula are typically located along the lateral 
walls of the rectum [10]. Consistently, our case demonstrated 
that an isolated rectal diverticulum was actually located on 
the right lateral rectal wall. There may be several possible 
factors contributing the development of rectal diverticulum 
in the area after STARR surgery. Firstly, the longitudinal lay-
er of rectal wall tends to be thicker at anterior and posterior 
locations compared with lateral locations [10]. Secondly, the 
lateral rectal wall is the location where anterior and poste-
rior suture lines cross one over the other. Thirdly, the lateral 
part of the rectal wall remained probably outside the staple 
casing during the second resection. Therefore, complications 
including dehiscence, perforations, diverticulum or rectal 
wall exclusion could happen in the weakness area [14]. Fra-
scio F, et al, proposed that diverticulum can be due to an in-

complete section of the mucosal band [13]. Nevertheless, in 
our patient, the anastomotic ring was performed with a full-
thickness manual suture and any “posterior staple bridge” 
was divided with scissors. Indeed, the precise mechanism of 
rectal diverticulum following STARR procedure need to be 
further elucidated.

The unexpected complication of rectal diverticulum 
might be often asymptomatic in the short term, but contrib-
ute to recurrence of preoperative symptomatology in the long 
term. Furthermore, the diverticulum cavity may become in-
flamed with impacted faeces and progress to abscess forma-
tion and even perforation, which similar to “rectal pocket 
syndrome” has been described after stapled prolassectomy 
[15]. Surgical reintervention consequently becomes neces-
sary in the event of these serious complications associated 
with rectal diverticulum. In conclude, risk of iatrogenic rec-
tal diverticulum after STARR surgery should not be underes-
timated by colorectal surgeons.
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Figure 1. (a) Computer tomography: a 34 x 23 mm lesion, in the right supralevator space, was identified. The lesion was communi-
cated with rectal lumen at the level of the staple line. (b) Colonoscopy view: an isolated diverticulum cavity in the rectum. (c) Surgical 
specimen: an impacted fecalith in the rectal diverticulum cavity. (d) Histologic examination: the entire rectal layer with the mucosa, 
submucosa, and proper muscle (H and E stain, x 5).
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