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ABSTRACT

Introduction: The goal of this project was to develop a joint European clinical practice guideline for the diagnosis and
treatment of obstructed defecation syndrome (ODS), based on the best available evidence. These guidelines are intended to
support all healthcare professionals involved in the care of patients with ODS, such as general practitioners, colorectal surgeons,
gastroenterologists, gynecologists, radiologists, physiotherapists, and psychologists, as well as to provide accessible information
for patients themselves.

Methods: A multidisciplinary Guideline Development Group representing seven European scientific societies and including
patient representatives formulated PICO-based clinical questions. Evidence was identified through a systematic literature review
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and assessed using the GRADE approach. Recommendations were formulated according to the available evidence and, where
evidence was insufficient, as expert opinions.

Results: The final guideline includes 28 statements (1 moderate grade evidence, 2 low grade evidence, 3 very low grade evi-
dence, 22 expert opinion) covering the diagnosis, conservative and surgical management of ODS, including indications for
various imaging modalities, functional tests, and both transanal and transabdominal surgical approaches. Multidisciplinary
assessment is recommended throughout the diagnostic and therapeutic pathway. Conservative treatment represents the initial
management strategy, with biofeedback recommended before surgery in patients with ODS and dyssynergic defecation who fail
dietary and laxative treatment. Surgery should be reserved for selected patients with persistent symptoms after conservative
treatment and considered following multidisciplinary pelvic floor evaluation.

Conclusion: These multidisciplinary European guidelines offer a comprehensive and evidence-based framework for the
diagnosis and management of ODS. They are intended to promote standardized, high-quality care across Europe and to improve
outcomes and quality of life for individuals affected by this complex condition. Given the limited quality of evidence supporting
many interventions, individualized decision-making within a multidisciplinary setting remains central to ODS management.

Evidence (Continued)
Domain Recommendation level Evidence
History taking Domain Recommendation level
4.1.1. Diagnosis A thorough history ~ Expert treatment.
and history taking is pertinent opinion Any other validated
taking and specific elements disease-specific score
that may contribute may be considered
to obstructed according to the
defecation syndrome patient's clinical
should be covered, characteristics and
including prior associated pelvic floor
anorectal surgery, disorders.
and child-bearing 4.2.3. Oxford The oxford Expert
trauma. classification classification can be  opinion
4.1.2. Psychological =~ Anxiety, depression, Expert considered in
assessment psychological distress opinion assessing the severity
and history of sexual of prolapse and
abuse should be consequently in the
taken into choice of a tailored
consideration when approach.
35;282;3 rlittlchllts 4.2.4. Endoanal Endoanal ultra.sound, Expgrt
defecation syndrome. ultrasound anorectal physiology, opinion
and transit and shape
Physical examination and diagnostics studies can be
4.2.1. Digital Digital rectal Expert considered to
rectal examination could be opinion diagnose and assess
examination used for diagnosing any potential
dyssynergic functional and/or
defecation. organic diseases.
4.2.2. Scoring Obstructive Expert 4.2.5. Radiological Evacuation
systems defecation syndrome opinion diagnosis: proctography is
score and Cleveland recommended as first
Chronic constipation line tool in the
score could be used for detection of
an objective functional and
assessment of structural
symptoms and quality abnormalities in
of life as well as to patients with
evaluate response to symptoms of
(Continues) (Continues)
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Conservative treatment

surgeons,
gastroenterologists,
radiologists, pelvic
floor
physiotherapists,
urogynecologists,
nurses, general
practitioners and
psychologists.

(Continued) (Continued)
Evidence Evidence
Domain Recommendation level Domain Recommendation level
obstructed defecation. 4.3.1. Dietary Fiber-rich diet, Expert
If available, modification increase in liquid opinion
MR-defecography and uptake and bulking
transperineal laxatives can be used
ultrasound could be as first-line
used as triage tests in treatment.
the evaluation of 4.3.2. Biofeedback Biofeedback therapy
women with should be considered
symptoms of before surgery in
obstructed defecation, patients with
espec.ially when a obstructed defecation
multlcorr%partmental syndrome and
prolapse is suspected. dyssynergic
4.2.6. Evacuation Expert defecation who have
Multidisciplinary proctography and opinion failed conservative
decision MR-Defecography are treatments (diet,
on useful means for laxatives).
multicompartmental multidisciplinary 4.3.3. Botulinum Botulinum injection
issues decision making and injection and and bilateral posterior
of confirming the electrostimulation tibial nerve
consequences of stimulation can be
obstructed defecation considered in patients
syndrome surgical with obstructed
treatment. However, defecation syndrome
both the pre- and and dyssynergic
post-operative defecation.
findings may not 4.3.4. Emptying Rectal emptying Expert
always be correlated o N . ..
with patients’ strategies strategies, including  opinion
symptoms. F:nr.ema.s and transanal
irrigation, may be
4.2.7. Balloon The balloon Expert considered in selected
expulsion expulsion test cannot opinion patients with
test be con.sidered as a obstructed defecation
screening test, syndrome who
especially when used continue to
in the left lateral experience impaired
position. rectal emptying
4.2.8. The management of Expert despite optimization
Multidisciplinary obstructed defecation opinion of stool consistency
approach need syndrome requires a and conservative
multidisciplinary measures.
?Etig;iigs ttlllit Surgery-indication
expertise of colorectal 4.4.1. Surgery Surgery can be Expert

considered in patients opinion
affected by obstructed
defecation syndrome
who fail conservative
treatment. The
guideline
development group
recommends a step-
wise approach from
conservative to
medical to surgical

(Continues)

(Continues)
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(Continued) (Continued)
Evidence Evidence
Domain Recommendation level Domain Recommendation level
after pelvic floor approach may lead to
multidisciplinary better results.
meetings. 4.5.6. Sacrocolpopexy Sacrocolpopexy could Expert
Surgical approaches: Transabdominal approach be combined with opinion
4.5.1. Ventral Ventral mesh Very low ventral rectopexy to

mesh
rectopexy

4.5.2. Robotics
and laparoscopic
ventral mesh
rectopexy

4.5.3. Resection
rectopexy

4.5.4. Type of
suture to be
used

4.5.5. Solitary
rectal ulcer

rectopexy could be level of
offered to patients evidence
with ODS caused by

posterior pelvic floor
anatomical

dysfunctions.

Both robotic and

mesh rectopexy can
achieve good
anatomical
correction. Robotic
ventral mesh
rectopexy should be
considered because of
the better functional
results, significantly
shorter length of
hospital stay, lesser
intraoperative blood
loss, and lower
postoperative
complication rate,
when both robot and
laparoscopic
approaches are
available.

Resection rectopexy  Expert
could be considered  opinion
in patients with

obstructed defecation
syndrome associated

with internal rectal

prolapse.

Absorbable sutures
can be used to fix
mesh during ventral
mesh rectopexy
because of the lower
risk of mesh erosion.

Ventral mesh Expert
rectopexy could be opinion
considered in patients

with solitary rectal

ulcers and obstructed
defecation syndrome.

The combination

with a transanal

Low level
laparoscopic ventral  of evidence

4.6.1. Internal
delorme's

4.6.2. Transperineal/
transvaginal

4.6.3. Stapled
transanal
rectal
resection

achieve short- and
long-term successful
results in patients
with obstructed
defecation syndrome
due to rectal prolapse,
rectocele, or
enterocele and
associated
multicompartment
prolapse (anterior,
apical, middle and
posterior
compartment
prolapse).

Surgical approaches: Transanal/transperineal approach

Internal Delorme's Expert
can be considered as opinion
the transanal

procedure of choice

due to the low rate of
complications,

especially in patients

with impaired anal

function and with a

risk of post-operative

fecal incontinence.
Biofeedback can be
performed in the
post-operative period

of those patients to

improve the

functional outcomes.

Transperineal or Expert
transvaginal repair opinion
can be used in

patients with

symptomatic simple

rectocele.

Stapled transanal Expert
rectal resection and  opinion
its variations can be
considered for

patients with good

anal sphincter

function. However,

high complication

and reintervention

rates highlight the

Conti .
(Continues) (Continues)
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(Continued) (Continued)
Evidence Evidence
Domain Recommendation level Domain Recommendation level
need for cautious mesh considered a feasible
patient selection, rectopexy and safe approach.
thorOUgh' 4.9.2. Redo Redo-surgery for Expert
preoperative for mesh mesh erosion and opinion
asses.sment, anFl erosion and chronic pelvic pain
surgical expertise. chronic may present
Safety and special considerations pelvic pain significant morbidity
4.7.1. Complications Patients should be Expert risks and may often
and informed informed and opinion be less effective.
consent adequately counseled Note: Green, expert opinion; Blue, very low level of evidence; Orange, low level
regarding all mesh of evidence; Red, moderate level of evidence.
benefits and potential
harm. A patient- 1 | Introduction
ta%ilored approach Obstructed Defecation Syndrome (ODS) is a distressing condition
dlscuss.ed t.hroughout characterized by difficulty or inability to empty the rectum despite
this guideline should a normal urge to defecate and often normal stool consistency. It
be adopted and the results from anatomical or functional abnormalities that impair
procedures should be anorectal emptying, reducing lumen caliber without an identifi-
performed by . able mechanical obstruction. Many patients require manual
adequately trained . . . . .
assistance (e.g., digital evacuation or perineal/vaginal pressure),
Surgeons. and dependence on adjuncts such as pessaries, laxatives, sup-
Surgical failure positories, or enemas is common. Typical symptoms include
4.8.1. Surgical Small rectal diameter, Expert repeated unsuccessful defecation, anorectal pain, hard or pellet-
failure low anal sphincter opinion like stools, and occasional rectal bleeding due to straining.
squeeze pressure,
increased pelvic floor Patients commonly report anorectal blockage or heaviness,
descent at rest, pelvic floor pain, tenesmus, or slow transit; fecal incontinence
redundant colon, and (FI) and post-defecatory soiling may also occur. These symp-
connective tissue toms can significantly impair quality of life (QoL), requiring
disorders and pre- comprehensive, individualized management [1-10]. More than
existing constipation 30% of patients with chronic constipation report straining,
are potential incomplete evacuation, perineal heaviness, and the need for
predictors of self-digitation [1, 9, 11]. In the general population, ODS affects
unfavorable 7%-18%, rising to up to 50% among patients with chronic con-
outcomes after stipation in specialized colorectal or gastroenterology settings. It
stapled transanal is likely underreported in primary care [12], and prevalence
rectal resection or varies with population and diagnostic criteria [7].
ventral mesh
rectopexy procedures. ODS is more prevalent in women, particularly those who are
482, Enterocele The radiologic s mpltiparous or.have had vaginal d.eliveries, reflecting compro-
as a risk factor presence of an opinion mise of the pelvic floor and anal sphincter complex. Prevalence is
for transanal enterocele is not approximately 18% in adult women and 12.3% in middle-aged
. . f ical women, increasing to 23% in postmenopausal women [1, 7, 8,
procedures pr.edlctlve of surgica 13,14,
failure nor does it
represent an absolute . ... . . .
contraindication to Functional abnormalities are a major cause of ODS. This guide-
surgery. line uses the term dyssynergic defecation (DD) to encompass
pelvic floor incoordination disorders, including paradoxical
Redo surgery puborectalis contraction and anismus [1, 3, 6, 15-17]. A concise
4.9.1. Safety Redo-surgery for Expert overview of definitions and pathophysiology is provided in
of redo obstructed defecation opinion Appendix S1.
following syndrome following
ventral ventral mesh This guideline presents recommendations on the value of multi-
rectopexy can be disciplinary management of ODS and is structured as follows:
(Continues) e History taking and symptom evaluation
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Obstructed
defecation

*
History taking

syndrome
questionnaire

if positive

4

Perineal inspection and "
anoscopy including
vaginal evaluation

Digital rectal *
examination

if negative for
Dyssynergic
Defecation

Rules out
if negative

dyssynergic
defecation

) *
Magnetic resonance and
Transperineal Ultrasound

if positive for
dyssynergic defecation

l

if positive

l

Anorectal Dyssynergic
manometry defecation

Evacuation proctography

v

Balloon
expulsion test

if positive

Functional abnormalities

detection

A 4

Enterocele

Intussusception

N

Rectocele

FIGURE 1 | Diagnostic algorithm. * In case of multicompartmental involvement (referred symptoms or clinical/radiological signs) a

multidisciplinary assessment is recommended.

e Physical examination and diagnostics

e Conservative treatment

e Surgery

e Surgical approaches: transabdominal

e Surgical approaches: transanal/transperineal
e Safety and special considerations

e Surgical failure

e Redo surgery

Surgical techniques are grouped by approach for clarity, with
variations in availability across countries and institutions
(e.g., robotics) noted in relevant sections.

This guideline is intended for healthcare professionals involved
in ODS management (general practitioners, gastroenterologists,
radiologists, colorectal surgeons, gynecologists, and nurses), as
well as patients seeking further information.

An evidence-based treatment algorithm (Figure 1, 2, 3) sum-
marizes the key recommendations and should be used alongside
the main text to guide clinical decision-making.

The Guideline Development Group (GDG) had full editorial
independence without any influence from the funding body.

Full methodological details are provided in Appendices S2-S5
(Search Strategy, Review Clinical Questions, Grading Tables,
KSR evaluation).

2 | Rationale

ODS is a complex, multifactorial condition requiring a
comprehensive understanding of its underlying mechanisms
and an integrated management approach. Although it encom-
passes a range of structural and functional abnormalities, in-
ternal rectal prolapse (IRP) is a central factor in its
pathophysiology and clinical presentation. The interplay be-
tween anatomical defects—such as rectocele and descending
perineum syndrome (DPS)—and functional disorders, including
paradoxical puborectalis contraction and pelvic floor dyssy-
nergia, underscores the need for thorough evaluation and tar-
geted treatment [6, 18, 19].

The complexity of ODS highlights the importance of a multidis-
ciplinary approach to its assessment and management. It
spans multiple specialties, including radiology, physiotherapy,
gastroenterology, urogynecology, and surgery, requiring close
collaboration across disciplines. To address this, a concerted effort
was undertaken to develop a standardized and evidence-based
framework for ODS care, involving seven European societies
representing the key disciplines engaged in its management.
Together, they provide the expertise needed to address the
structural, functional, and psychosocial dimensions of the con-
dition [6, 20].

By integrating perspectives across specialties, this initiative aims
to establish unified guidelines that reflect the multifactorial
nature of ODS, promote best practice, and ensure consistency in
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Obstructed defecation
syndrome diagnosis

Rapid short term results

Botulinum
toxin injection

( Dyssynergic Han
defscation rela?(lng/hypotomc
pelvic floor muscles
) %
| ,(T'a'fc_sa“"l"t, Bulk Fiber-rich '"Clze':?j n
SIECuOsUIMUiation laxatives diet q
uptake
\ 4
associated with

Biofeedback

if failure l if failure
Surgery
FIGURE 2 | Conservative treatment. * Biofeedback is potentially associated with the initial medical assessment.

Posterior pelvic floor
anatomical
dysfunction

Young fertile Young fertile
female male

Anal
sphincter
weakness

e
v
Ventral
combined with
Rectopexy
4

SURGERY

If obstructed defecation syndrome associated with

Multicompartmental High take-off Low take-off
prolapse Recto-rectal Recto-anal
intussusception

intussusception
Genital prolapse
Low and high Good anal Poor anal
take off recto- sphincter sphincter
anal
intussusception

Solitary
rectal ulcer

Rectocelet

Isolated (simple) rectocele

Good anal sphincter ]

Transvaginal or
transanal repairt

Poor anal sphincter

Transanal
approach

Full thickness
rectal prolapse

Solitary rectal
ulcer

. Internal Delorme
Rectal Resection

+after falure.

POPS or Transperineal
combined with 4 repair
*robotics should be preferred Ventral rectopexy
Y
Ventral e
OR Resection Rectopexy S With internal rectal
rectopexy prolapse/intussusception

+ consider the risk of de novo dyspareunia
POPS: Pelvic Organ Prolapse Suspension

FIGURE 3 | Surgery.

Ventral mesh
rectopexy
With multicompartmental
prolapse
Sacrocolpopexy +
ventral rectopexy
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care across Europe. This collaborative approach supports clini-
cians in delivering patient-centered multidisciplinary care, with
the goal of improving outcomes and QoL for individuals
with ODS.

The primary aim of this guideline is to consolidate current ev-
idence on the assessment and management of ODS. Previous
guidelines have often focused on specific patient groups or
related conditions, such as post-oncological colorectal surgery
complications, leaving a gap in the management of primary
anorectal and pelvic floor dysfunction. Apart from individual
scientific contributions, this represents the first guideline to
specifically address ODS as a multicompartmental disorder and
its associated management strategies.

This joint European effort provides a focused, evidence-based
framework for the evaluation and management of ODS, equip-
ping clinicians across specialties with practical tools to manage
this challenging condition effectively.

3 | Methodology

This European guideline on the multidisciplinary management of
ODS was developed using the GRADE (Grading of Recommen-
dations Assessment, Development and Evaluation) methodology
[21] and adheres to the Appraisal of Guidelines for Research and
Evaluation IT (AGREE II) standards. The process was overseen by
the GDG, comprising multidisciplinary experts from multiple
countries, supported by United European Gastroenterology
(UEG), European Society of Coloproctology (ESCP), European
Society for Gastrointestinal and Abdominal Radiology (ESGAR),
European Association of Gastroenterology, Endoscopy and
Nutrition (EAGEN), European Society of Gastroenterology and
Endoscopy Nurses and Associates (ESGENA), European Society
of Neurogastroenterology and Motility (ESNM), and the Euro-
pean Society of Primary Care Gastroenterology (ESPCG).

The scope focused on the diagnosis, assessment, and manage-
ment of ODS, including clinical and radiological evaluation,
conservative and surgical treatments, and patient-reported out-
comes such as QoL, recurrence, and complications. Key domains
included symptoms, diagnostics, therapeutic interventions, and
follow-up strategies (Phase I: setting the scope).

An international GDG of 20 experts—colorectal surgeons, gas-
troenterologists, a radiologist, general practitioners, endoscopy
nurses, and methodologists—from 12 European countries was
convened. Selection prioritized expertise and geographical di-
versity to ensure broad applicability. Patient representatives
contributed to ensure alignment with patient priorities and
approved the final manuscript. Methodological support and
quality assurance were provided by Kleijnen Systematic Reviews
Ltd (Phase II: GDG formation) (Supporting Information S1).

Review questions were developed using Population, Interven-
tion, Comparator, Outcome (PICO) frameworks, addressing
diagnostic, therapeutic, and follow-up aspects of ODS. Out-
comes (e.g., QoL, symptom resolution, complications, and
recurrence) were prioritized as critical, important, or less

important to guide evidence synthesis and recommendation
development (Phase III: formulating review questions).

Systematic literature searches were conducted in the Kleijnen
Systematic Reviews (KSR) Evidence database, MEDLINE,
EMBASE, PubMed, and the Cochrane Library up to December
2025. Searches targeted predefined PICO questions using terms
such as “obstructed defecation syndrome,” “pelvic floor disor-
ders,” and relevant interventions (Appendix S1). Evidence
prioritized systematic reviews, randomized controlled trials
(RCTs), and high-quality observational studies. Data extraction
was performed by methodologists with independent verification.
Risk of bias was assessed using ROBIS (systematic reviews) and
the Cochrane tool (RCTs). Evidence was synthesized and graded
(high to very low) using GRADE, with meta-analyses updated
where appropriate using ReviewManager (Phase IV: literature
review). An additional search update during drafting did not
identify evidence sufficient to change recommendations.

Recommendations were developed during two consensus
meetings. Where evidence was available, recommendations
were graded as strong or conditional; where evidence was
limited, expert opinion was provided.

The draft guideline underwent a 4-week stakeholder consultation
via the ESCP website. Registered stakeholders provided feedback,
particularly on recommendations with potential cost implications,
which was reviewed and incorporated into the final document.

Cost considerations were addressed qualitatively. Although formal
cost-effectiveness analyses were not performed, the GDG consid-
ered resource use, availability, and feasibility of diagnostic and
therapeutic interventions across European healthcare systems.
Stakeholder feedback further informed the assessment of eco-
nomic impact, particularly for resource-intensive interventions.

A detailed protocol is available at:

https://www.escp.eu.com/images/guidelines/documents/Deve
lopment-Guideline-on-multidisciplinary-management-of-
ODS.pdf.

4 | Diagnosis
4.1 | History Taking and Evaluation of Symptoms

4.1.1 | A Thorough History Taking is Pertinent and Specific
Elements That May Contribute to Obstructed Defecation
Syndrome Should be Covered Including Prior Anorectal Surgery,
and Child-Bearing Trauma

Expert opinion: Comprehensive history taking plays a signifi-
cant role in the initial clinical evaluation of patients affected by
ODS. Women are more frequently affected by ODS because of
the anatomical and physiological changes caused by childbirth,
as previous vaginal deliveries can lead to rectal prolapse or
intussusception, conditions closely linked to ODS [22]. How-
ever, there are no large cohort studies exploring risk factors with
control groups [22-24]. The factors considered here are largely
based on clinical experience and anecdotes.
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4.1.2 | Anxiety, Depression, Psychological Distress, and History
of Sexual Abuse Should be Taken Into Consideration When
Assessing Patients With Obstructed Defecation Syndrome

Expert opinion: Anxiety, depression, and a history of sexual
abuse should be carefully considered in patients with ODS, as
these factors can significantly influence both treatment de-
cisions and surgical outcomes.

Psychological counseling may play a beneficial role [25, 26].

4.2 | Physical Examination and Diagnostics

4.2.1 | Digital Rectal Examination Could be Used for
Diagnosing Dyssynergic Defecation

Expert opinion: The digital rectal examination (DRE) is the most
routine and cost-effective method for diagnosing defecatory
dysfunction. DRE allows for the assessment of anal sphincter
tone, relaxation, and pelvic floor dysfunction, which are crucial in
the diagnosis of DD and are relevant in the daily clinical practice
of the health care system. The reported sensitivity and specificity
are 77% and 80%, respectively, compared to anorectal manometry
(ARM), indicating that it offers reasonably accurate results as a
preliminary diagnostic tool. It may be of particular value in
healthcare systems with limited access to advanced diagnostic
methods.

However, DRE findings are subjective and depend on examiner
expertise [6, 20, 27-30].

4.2.2 | Obstructive Defecation Syndrome Score and Cleveland
Chronic Constipation Score Could be Used for an Objective
Assessment of Symptoms and Quality of Life as Well as to
Evaluate Response to Treatment. Any Other Validated Disease-
Specific Score May be Considered According to the Patient's
Clinical Characteristics and Associated Pelvic Floor Disorders

Expert opinion: Incorporating scoring systems both preopera-
tively and postoperatively will enable standardized evaluation of
symptoms over time, allowing clinicians to objectively measure
treatment outcomes and improvements in patients’ QoL. The
ODS score (ODSS) [31] and Cleveland Clinic Constipation Score
(CCCS) [32] are the most frequently used tools for assessing the
severity of ODS among the others [33, 34]. Both ODSS and
CCCS are valued for their ability to evaluate multiple aspects of
defecation disorders, including symptom severity, frequency,
and impact on QoL. Although the choice of scoring system may
vary based on clinician preference or specific patient charac-
teristics, the consistent application of a validated scoring tool is
universally recommended to ensure accurate symptom tracking
and treatment evaluation. In patients with associated FI, vali-
dated disease-specific questionnaires, such as the Vaizey Score
(VS), may complement ODS-specific Patient Reported Outcome
Measures (PROMs). Although validated outcome measures for
FI are available, the recent development of an international
Core Outcome Set highlights the ongoing effort to standardize
outcome assessment in this field. Appendix S6 summarizes the
various available scoring systems.

4.2.3 | The Oxford Classification can be Considered in
Assessing the Severity of Prolapse and Consequently in the Choice
of a Tailored Approach

Expert opinion: The Oxford classification is a radiological grading
of anatomical prolapse, including internal prolapse [35]. Its
adoption enables stratification of internal and external rectal
prolapse into discrete grades (I-V), offering a consistent frame-
work for diagnosis, treatment planning, and outcome prediction.
It provides a common language to describe prolapse severity, and
is particularly relevant in complex cases involving multi-
compartment pelvic organ prolapse. It has been widely used in
literature.

4.2.4 | Endoanal Ultrasound, Anorectal Physiology, Transit,
and Shape Study can be Considered to Diagnose and Assess Any
Potential Functional and/or Organic Diseases

Expert opinion: Endoanal (EAUS) and endovaginal (EVUS) ul-
trasound, anorectal physiology tests, and colonic transit studies
are pivotal tools in the diagnostic work-up of patients with ODS,
allowing clinicians to distinguish between functional and struc-
tural abnormalities and tailor treatment accordingly. EAUS, in
particular, plays a crucial role in ruling out sphincter defects,
which may have a therapeutic implication. Importantly, the
presence of sphincter damage may contraindicate certain surgical
approaches that involve manipulation of the anal canal, such as
Stapled Transanal Rectal Resection (STARR), thereby directly
informing surgical decision-making [36, 37]. Similarly, ARM
helps uncover functional abnormalities such as reduced volun-
tary contraction pressure, abnormal straining patterns, or
impaired rectal sensation—hallmarks of DD [38-41].

3D EVUS may serve as a valuable adjunct in the diagnostic
pathway, especially when traditional imaging is not feasible [37,
42, 43]; whereas colonic transit studies also serve in ruling out
slow-transit constipation (STC), which may not benefit from
surgical correction of ODS-related anatomical defects, as STC is
characterized by infrequent bowel movements without evidence
of outlet obstruction according to the Rome IV criteria. It can be
differentiated through radio-opaque marker studies, wireless
motility capsules, or alternatively, scintigraphy [17, 44].

4.2.5 | Evacuation Proctography is Recommended as First Line
Tool in the Detection of Functional and Structural Abnormalities
in Patients With Symptoms of Obstructed Defecation

If available, MR-defecography and transperineal ultrasound
could be used as triage tests in the evaluation of women with
symptoms of obstructed defecation, especially when a multi-
compartmental prolapse is suspected.

Low level of evidence: A Cochrane review published in 2021
showed that evacuation defaecography/defaecating proctogram
is better in both sensitivity and specificity in identifying
anatomical abnormalities such as rectocele, enterocele, intus-
susception and pelvic floor descent compared to both MRI-
defecography and trans-perineal ultrasound (TPUS) [37, 45]. A
small comparative study showed that TPUS may be a valuable
screening tool [45-47], particularly the dynamic evacuation
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proctography/defaecating proctogram remains the definitive
diagnostic modality and is crucial for tailoring effective treat-
ment strategies in ODS management.

4.2.6 | Evacuation Proctography and MR-Defecography Are
Useful Means for Multidisciplinary Decision Making and of
Confirming the Consequences of ODS Surgical Treatment.
However, Both the Pre- and Post-Operative Findings May not
Always be Correlated With Patients’ Symptoms

Expert opinion: A number of studies have shown that clinical
symptoms do not necessarily correlate with radiological findings.
Normal defaecography and symptomatic patients, symptom
improvement despite residual abnormalities post-operatively,
reflecting radiological evaluation are not absolute measures that
correlate with symptoms. Clinical findings and patient-reported
outcomes must remain central to individualized therapeutic
strategies [48-52].

4.2.7 | The Balloon Expulsion Test Cannot be Considered as a
Screening Test, Especially When Used in the Left Lateral Position

Expert opinion: Balloon Expulsion Test (BET) is a simple pro-
cedure used to assess a patient's ability to expel a filled balloon
[53], and failure to expel the balloon could be a sign of defaecatory
disorder [54, 55]. However, the test could cause discomfort and
given the lack of comparative studies and inconsistencies about
the sensitivities of the test, it is unlikely to be a suitable tool for
screening patients [56].

4.2.8 | The Management of Obstructed Defecation Syndrome
Requires a Multidisciplinary Approach, That Integrates the
Expertise of Colorectal Surgeons, Gastroenterologists, Radiologists,
Pelvic Floor Physiotherapists, Urogynecologists, Nurses, General
Practitioners, and Psychologists

Expert opinion: Given the multifactorial etiology of ODS,
which includes both structural and functional components, its
management cannot rely solely on surgical correction. A
multidisciplinary evaluation is essential to identify the pre-
dominant mechanisms involved, whether anatomical, neuro-
muscular, or psychological, and to tailor the therapeutic
strategy accordingly.

Surgical treatment should follow a multidisciplinary evaluation
and should be reserved for patients with clear and complicated
structural abnormalities.

A comprehensive pre-treatment assessment of patients with
ODS should systematically include the evaluation of urinary,
bowel, and sexual function, as well as the presence of pelvic
pain and associated psychosocial symptoms, to allow clinicians
to better capture the multifactorial nature of pelvic floor
dysfunction and to identify overlapping disorders that may in-
fluence treatment outcomes.

The physical examination of patients with suspected ODS
should include a combined anorectal and vaginal examination

to ensure a comprehensive evaluation of pelvic floor anatomy
and function. This assessment should systematically encompass
vaginal wall integrity and the presence and extent of rectocele,
pelvic floor muscle function, including the puborectalis and
transversus perineal muscles, and the integrity of the perineal
body and detection of levator ani defects [20].

4.3 | Conservative Treatment

4.3.1 | Fiber-Rich Diet, Increase in Liquid Uptake and Bulking
Laxatives can be Used as First-Line Treatment

Expert opinion: Approximately 50% of ODS patients can achieve
meaningful symptom relief through dietary and behavioral
modifications alone. Given the absence of major complications
with the conservative treatment, these interventions should al-
ways be prioritized over surgical approaches [57-59].

4.3.2 | Biofeedback Therapy Should be Considered Before
Surgery in Patients With Obstructed Defecation Syndrome and
Dyssynergic Defecation Who Failed Conservative Treatments (Diet
and Laxatives)

Moderate level of evidence: The systematic review by Koh et al.
analyzed RCTs evaluating the effectiveness of biofeedback ther-
apy in adults with pelvic floor dysfunction (PFD) [60]. Biofeed-
back demonstrated a sixfold increase in treatment success (OR
5.861,95% CI: 2.175-15.794) compared with other treatments and
should be prioritized before more invasive approaches. The long-
term effectiveness, significant symptom relief, and ability to
directly address pelvic floor dysfunction make biofeedback a su-
perior alternative to early surgical intervention [61].

4.3.3 | Botulinum Injection and Bilateral Posterior Tibial
Nerve Stimulation can be Considered in Patients With Obstructed
Defecation Syndrome and Dyssynergic Defecation

Very low level of evidence: Botulinum toxin (BoNT) type A in-
jection represents a potential therapeutic option for patients with
ODS associated with DD, although the current evidence remains
of very low quality. Two recent systematic reviews reported var-
iable symptomatic improvement (29.2%-100%), indicating sub-
stantial heterogeneity in treatment response. The absence of
RCTs and high risk of bias limit the strength of these findings [62,
63]. In addition, BoNT's efficacy significantly declines within the
first 1-2 months to reach one third of its efficacy after 12 months.

Furthermore, adverse effects-including transient FI and local
discomfort-were observed in up to 70% of cases. In light of the
variable efficacy and limited evidence, BoNT injection may be
considered as a second-line or adjunctive treatment, especially
in patients unresponsive to conservative therapy or pelvic floor
biofeedback.

Bilateral tibial nerve stimulation has been explored as an option
of treatment in small underpowered RCTs and may be benefi-
cial in a selected group of patients [64, 65].
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4.3.4 | Rectal Emptying Strategies, Including Enemas and
Transanal Irrigation, May be Considered in Selected Patients
With ODS Who Continue to Experience Impaired Rectal
Emptying Despite Optimization of Stool Consistency and
Conservative Measures

Expert opinion: Rectal emptying strategies may represent an
important component of conservative management in selected
patients with ODS. Available options include digital assistance,
rectal suppositories, enemas, and transanal irrigation (TAI) [66].
The choice of the most appropriate strategy should not rely on a
“one-size-fits-all” approach but should be individualized ac-
cording to the underlying pathophysiology, symptom severity,
patient preferences, manual dexterity, and local expertise.
Comprehensive counseling is essential to discuss the advan-
tages, limitations, acceptability, and practical implications of
each technique, allowing patients to actively participate in
shared decision-making and select the strategy that best fits
their needs and lifestyle. Among the available options, TAI is
currently the most-studied technique and has shown promising
results in improving bowel function, symptom burden, and
quality of life in selected patients [67].

4.4 | Surgical Treatment

4.4.1 | Surgery can be Considered in Patients Affected by
Obstructed Defecation Syndrome Who Fail Conservative
Treatment. The Guideline Development Group Recommends a
Step-Wise Approach From Conservative to Medical to Surgical
After Pelvic Floor Multidisciplinary Meetings

Expert opinion: Surgery could be considered as the treatment of
choice for ODS when conservative measures fail. Most patients
with ODS and rectocele (including those with co-existing
intussusception) can be effectively managed through intensive
conservative treatment.

Surgical intervention should be reserved for selected cases
who fail structured bowel retraining and remain symptomatic
despite multiple sessions of pelvic floor rehabilitation [68].
The durability of symptom relief, high patient satisfaction
rates, and improvements in QoL make it a compelling choice
in appropriately selected cases [69-71]. Furthermore, surgical
repair (posterior fascial repair and ventral mesh rectopexy)
may improve dyspareunia associated with rectocele [72, 73].

4.5 | Surgical Approaches: Transabdominal
Approach

Transabdominal approach could be considered for those who
are fit to undergo abdominal procedure with full thickness
prolapse or internal rectal prolapse, which may or may not have
concurrent anterior and/or middle compartment issues.

4.5.1 | Ventral Mesh Rectopexy Could be Offered to Patients
With Obstructed Defecation Syndrome Caused by Posterior Pelvic
Floor Anatomical Dysfunctions

Very low level of evidence: Ventral mesh rectopexy (VMR) could
improve symptoms of constipation and fecal incontinence, as
well as overall QoL, with sustained benefits over time [74, 75].
Evidence also supports the use of VMR in elderly patients, as it

has been shown to have comparable safety profiles and effec-
tiveness in this population, with no significant increase in
morbidity or mortality [76, 77]. A small randomized controlled
study showed that it is superior to STARR in elderly patients [77].

A large case series showed sustained long-term (over 10 years)
improvement in FI and obstructed defecation. The recurrence
rate for external rectal prolapse (ERP) was 8.2%, while mesh-
related complications were rare (4.6%) [78].

4.5.2 | Both Robotic and Laparoscopic Ventral Mesh Rectopexy
can Achieve Good Anatomical Correction. Robotic Ventral Mesh
Rectopexy Should be Considered Because of the Better Functional
Results, Significantly Shorter Length of Hospital Stay, Lesser
Intraoperative Blood Loss, and Lower Postoperative Complication
Rate, When Both Robot and Laparoscopic Approaches Are
Available

Low level of evidence: Both robotic ventral mesh rectopexy
(RVMR) and laparoscopic ventral mesh rectopexy (LVMR) offer
effective anatomical correction for ODS and associated pelvic
floor disorders, with no significant differences observed in post-
operative MR defecography. However, evidence from several
studies highlights distinct advantages of RVMR over LVMR in
terms of functional outcomes, postoperative recovery, and
complication rates [79-83]. Compared with LVMR, RVMR pro-
vides enhanced benefits for surgeons, such as three-dimensional
imaging, improved resolution, a clearer surgical field, motion
scaling, and tremor elimination. Additionally, it has the potential
to shorten the learning curve for performing mesh rectopexy and
may be cost-effective in the long term.

4.5.3 | Resection Rectopexy Could be Considered in Patients
With Obstructed Defecation Syndrome Associated With Internal
Rectal Prolapse

Expert opinion: Resection rectopexy has been shown to offer
improvements in the CCCS, ODSS, and VS. A systematic review
and meta-analysis, that included 14 studies with 1301 patients,
showed weighted mean improvement rates for obstructed defe-
cation and FI were of 73.9% and 60.2%, respectively. Resection
rectopexy demonstrated lower recurrence rates, whereas VMR
was associated with better symptom improvement, shorter
operative times, and lower complication rates (15%-25%) [84-87].
Careful patient selection following multidisciplinary assessment
and treatment in specialized pelvic floor centers by experienced
surgeons are key prerequisites to optimize outcomes and mini-
mize the risk of failure.

4.5.4 | Absorbable Sutures can be Used to Fix Mesh During
Ventral Mesh Rectopexy Because of the Lower Risk of Mesh
Erosion

Very low level of evidence: As stated in the methodology, our
literature review was updated prior to publication. The most
recent systematic review by Hess et al. does not provide addi-
tional relevant evidence, as it has been assessed as having a high
risk of bias [88]. A case-matched study showed an overall mesh
erosion rate of 2% (6/296) in the non-absorbable suture group
(four cases of rectal erosion and two cases of vaginal erosion),
whereas no cases of mesh erosion were reported in the
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absorbable suture group. The type of suture, rather than the
type of mesh, may play a critical role in reducing mesh-related
complications, specifically erosion [89].

4.5.5 | Ventral Mesh Rectopexy Could be Considered in
Patients With Solitary Rectal Ulcers and Obstructed Defecation
Syndrome. The Combination With a Transanal Approach May
Lead to Better Results

Expert opinion: VMR has emerged as an option for patients
suffering from solitary rectal ulcer syndrome (SRUS) and ODS.
Evidence remains limited although a case series has reported
improvement in ulcer healing and functional outcomes
following ventral rectopexy. Concurrent perineal repair using
STARR may be beneficial in those with posterior compartment
prolapse [90, 91]. A multimodal, stepwise approach, should be
ideally managed in expert centers with multidisciplinary teams
capable of tailoring treatment to the individual patient's func-
tional and anatomical profile.

4.5.6 | Sacrocolpopexy Could be Combined With Ventral
Rectopexy to Achieve Short- and Long-Term Successful Results in
Patients With Obstructed Defecation Syndrome Due to Rectal
Prolapse, Rectocele, or Enterocele and Associated
Multicompartment Prolapse (Anterior, Apical, Middle, and
Posterior Compartment Prolapse)

Expert opinion: Careful selection of candidates for combined
procedures should be performed within a multidisciplinary
setting, involving colorectal surgeons, gynecologists, pelvic floor
specialists, radiologists, and physiotherapists, in order to tailor
the surgical strategy to the dominant compartment and symptom
burden.

The combination of minimally invasive sacrocolpopexy and
ventral rectopexy has been shown to benefit patients in a
number of case series [92-99].

The indication for combined minimally invasive sacrocolpopexy
and ventral rectopexy should always derive from a patient-
centered, multidisciplinary shared decision-making process,
taking into account symptom severity, compartment involve-
ment, comorbid pelvic floor disorders, patient expectations, and
quality-of-life priorities.

4.6 | Surgical Approaches: Transanal/
Transperineal Approach

4.6.1 | Internal Delorme’s can be Considered as the Transanal
Procedure of Choice Due to the Low Rate of Complications,
Especially in Patients With Impaired Anal Function and With a
Risk of Post-Operative Fecal Incontinence. Biofeedback can be
Performed in the Post-Operative Period of Those Patients to
Improve the Functional Outcomes

Expert opinion: Internal Delorme's procedure, the so-called
“endorectal proctopexy (ERPP)” [85, 100], can be considered
in patients with impaired anal function, due to the reported low
rate of complications and a low recurrence rate (6%) [100-104].
Biofeedback therapy in the postoperative period seems to aid
sustained symptom relief [100, 104].

When compared to STARR, ERPP was associated with a better
profile for maintaining continence, making it a preferable op-
tion for patients with impaired anal function [77, 102].

4.6.2 | Transperineal or Transvaginal Repair can be Used in
Patients With Symptomatic Simple Rectocele

Expert opinion: Transperineal repair should be considered in
patients with simple rectocele, as it offers a direct approach to
reinforce the pelvic floor without the additional stress on
compromised sphincter muscles. While transperineal repair re-
mains a suitable option for patients with simple rectocele and
poor sphincter function, emerging evidence suggests that in cases
with preserved sphincter integrity, other approaches such as
transvaginal or transanal repairs may offer anatomical and
functional benefits.

There is limited evidence to guide us between transperineal or
transvaginal repair. Underpowered RCT suggests that trans-
vaginal repair may offer better results [105]. Additional trans-
vaginal rectopexy may be beneficial according to the limited
evidence [106-108].

However, the potential new onset of sexual dysfunction as de
novo dyspareunia has to be considered when dealing with
transvaginal repair; therefore, surgical choice has to be carefully
tailored to the patient [109-112].

4.6.3 | Stapled Transanal Rectal Resection and Its Variations
can be Considered for Patients With Good Anal Sphincter
Function. However, High Complication and Reintervention Rates
Highlight the Need for Cautious Patient Selection, Thorough
Preoperative Assessment, and Surgical Expertise

Expert opinion: STARR can be considered an alternative treat-
ment for patients with good anal sphincter function, particularly
after the failure of conservative measures such as biofeedback
training [113]. STARR has been demonstrated to be safe in
appropriately selected patients [51, 114], whereas postoperative
anal incontinence is reported to be an adverse symptom [77,
115-117].

Reintervention following failed or complicated STARR proced-
ures is challenging, as issues such as proctalgia, rectal pocket
syndrome, and FI are unlikely to be amenable to further surgical
procedures.

The presence of psychoneurotic disorders, rectoanal intussus-
ception (RAI), and altered rectal sensation have been identified
as key predictors of poor surgical outcomes. Failure of STARR
may result not only from persistent or de novo anatomical de-
fects but also from functional disturbances such as altered rectal
sensitivity or dyssynergia, which can often be undetected in
standard imaging [51, 118, 119].

These findings support a selective approach to STARR, where
detailed functional and psychological evaluations are performed
preoperatively to minimize complications and optimize long-
term results.
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Careful patient selection following multidisciplinary assessment
and treatment in specialized pelvic floor centers by experienced
surgeons are key prerequisites to optimize outcomes and
minimize the risk of failure.

4.7 | Safety

4.7.1 | Patients Should be Informed and Adequately Counseled
Regarding All Mesh Benefits and Potential Harm. A Patient-
Tailored Approach Discussed Throughout This Guideline Should
be Adopted and the Procedures Should be Performed by
Adequately Trained Surgeons

Expert opinion: Most reported problems with the use of mesh
pertain to its use in the transvaginal approach for pelvic organ
prolapse (POP) and stress urinary incontinence (SUI). The re-
ported rates of mesh erosion and chronic pain are in the region
of 4%-7% [120].

The cornerstone of the high-profile issues is not the numerical
complication rate but patient dissatisfaction of not being fully
informed of potential complications. These concerns contrib-
uted to increased regulalatory scrutiny, culminating in the 2019
US Food and Drug Administration (FDA) order to stop the sale
and distribution of synthetic mesh intended for transvaginal
repair of POP.

With a much shorter history of using mesh for posterior com-
partments, the reported rate of complications associated with
mesh during VMR is much lower (< 4%). There are a handful of
studies suggestive of a low complication rate, particularly with
biological meshes. However, all of the studies are either case
series or not truly comparative due to practice change; hence,
evidence is limited [91, 121-124].

As this topic has been extensively addressed in the ESCP guide-
lines, it will not be discussed in detail in this document [125].

4.8 | Surgical Failure

4.8.1 | Small Rectal Diameter, Low Anal Sphincter Squeeze
Pressure, Increased Pelvic Floor Descent at Rest, Redundant
Colon, Connective Tissue Disorders, and Pre-Existing
Constipation Are Potential Predictors of Unfavorable Outcomes
After Stapled Transanal Rectal Resection or Ventral Mesh
Rectopexy Procedures

Expert opinion: The above factors were suggested as potential
predictors of STARR or VMR failure in small case series [51,
126-128]. These anatomical and functional factors should be
carefully evaluated preoperatively to optimize patient selection
and surgical planning. Moreover, integrating postoperative
rehabilitation may mitigate some of these risks and enhance
long-term functional outcomes for patients with ODS.

4.8.2 | The Radiologic Presence of an Enterocele Is Not
Predictive of Surgical Failure Nor Does it Represent an Absolute
Contraindication to Surgery

Expert opinion: Pre-operative identification of an enterocele is
essential for accurate patient selection and surgical planning. In
particular, when considering STARR, the presence of enterocele

may pose the risk of visceral injury [129-134]. It is common to
see radiological persistence of enterocele despite symptom
improvement post-VMR [131, 133].

4.9 | Redo Surgery

4.9.1 | Redo-Surgery for ODS Following Ventral Mesh
Rectopexy can be Considered a Feasible and Safe Approach

Expert opinion.

4.9.2 | Redo-Surgery for Mesh Erosion and Chronic Pelvic Pain
May Present Significant Morbidity Risks and May Often be Less
Effective

Expert opinion: Multiple studies have evaluated the safety and
efficacy of redo surgery for rectal prolapse and ODS. LVMR has
been widely accepted as an effective technique for treating pos-
terior pelvic floor disorders, yet recurrence rates range between
5% and 15% [135]. The primary indications for redo surgery
include recurrent rectal prolapse, mesh erosion, and therapy-
resistant pelvic pain. Redo VMR has demonstrated favorable
outcomes in treating recurrent prolapse and does not carry
significantly higher morbidity than primary VMR [136]. Recur-
rence rates following redo VMR are acceptable, with reported
success rates exceeding 75% [137]. In some cases, additional
sacrocolpopexy is necessary to ensure long-term stability [138].

However, redo surgery for mesh-related complications—such as
erosion and infection—is associated with significantly higher
morbidity. Mesh erosion can result in rectovaginal fistulas,
chronic infections, and severe functional impairments, often
requiring complex reconstruction or stoma creation. Similarly,
redo surgery for chronic pelvic pain—though sometimes
indicated—is only effective in about 50% of patients and carries a
notable risk of complications [139].

Several technical and patient-related factors influence the risk of
recurrence. These include insufficient distal fixation, mesh
detachment from the sacral promontory, and inadequate mid-
rectal support [140], as well as the use of synthetic mesh
instead of biological grafts [135].

While redo VMR is justified for recurrent prolapse, the decision to
reoperate for mesh erosion or pelvic pain should be carefully
weighed, ideally involving a multidisciplinary team and per-
formed in high-volume centers with specific expertise [136, 139].
Reintervention is more technically challenging and should be
performed in specialized centers with multidisciplinary expertise.
Moreover, outcomes may be less favorable in patients with un-
derlying functional disorders or connective tissue disease,
underlining the importance of individualized planning and long-
term follow-up in this complex cohort [141].

5 | Discussion

This is the first European guideline specifically dedicated to the
multidisciplinary management of ODS, developed through the
collaboration of seven leading scientific societies, including
ESCP, UEG, ESGAR, EAGEN, ESGENA, ESNM, and ESPCG. It
integrates the perspectives of colorectal surgeons, gastroenter-
ologists, radiologists, general practitioners, physiotherapists,
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and specialized nurses to provide a comprehensive and
evidence-based framework for the diagnosis and treatment of
ODS. Unlike previous recommendations that often addressed
isolated aspects of pelvic floor dysfunction or were limited to
post-oncological or surgical sequelae, this guideline offers a
structured, stepwise approach that reflects the multifactorial
nature of ODS. It emphasizes the importance of integrating
anatomical, functional, and psychosocial dimensions of the
syndrome, acknowledging that treatment success depends not
only on correct diagnosis but also on personalized, often com-
bined therapeutic strategies.

Conservative management should always be the first-line strategy
for ODS management. Beyond improving pelvic floor function,
preoperative rehabilitation and defecatory training may also
reduce recurrence risk by correcting behavioral patterns, such as
inappropriate straining or any other functional diseases that can
compromise long-term surgical success. Furthermore, functional
outcomes are strongly influenced by anatomical complexity:
multicompartment prolapse requires a multidisciplinary assess-
ment and often a combined surgical strategy tailored to each
compartment. Pelvic floor MR, dynamic defecography, and ano-
rectal physiology testing are essential tools to assess sphincter
function, which in turn plays a decisive role in selecting the most
appropriate surgical technique. As Reichert et al. showed,
anatomical improvements after VMR were paralleled by func-
tional recovery and increased QoL, but success was contingent on
accurate diagnosis and comprehensive preoperative work-up
[142]. TAIL among the conservative treatment options, has
demonstrated benefits in the management of chronic con-
stipation and FI. However, several studies report limited long-
term adherence, with only about one-third of patients with
slow-transit constipation or ODS continuing TAI over time [143].
Moreover, the literature suggests that outcomes in patients
treated for ODS are generally less favorable compared with those
observed in patients undergoing TAI for low anterior resection
syndrome (LARS) [144, 145]. The same considerations apply to
sacral neurostimulation, the role of which in ODS has never been
fully established [146]. Sexual function was not included in the
original search strategy or predefined scope of this guideline and
was therefore not specifically assessed. The GDG nevertheless
acknowledges the relevance of accompanying sexual dysfunction
in patients with ODS and pelvic floor disorders as an important
area for consideration in future research and guideline updates.

Surgery should only be considered in patients with a clear
symptom-anatomy correlation. In asymptomatic individuals,
incidental findings such as rectocele or intussusception on im-
aging do not warrant surgical correction. Indeed, despite
numerous attempts to classify RAI and correlate radiological
findings with clinical severity or surgical indication, no uni-
versally accepted standard exists. Some authors defined inclu-
sion criteria based on quantitative thresholds, such as an RAI
greater than 10 mm or an RAI exceeding 10 mm, but these
parameters have not been validated in prospective trials. As a
result, while such measures may support surgical decision-
making, they should be interpreted in conjunction with clin-
ical symptoms and functional impact. The lack of standardized
diagnostic criteria complicates patient selection and contributes
to the variability of outcomes reported in the literature [109].

Experts agree that restoring normal anatomy is not equivalent to
curing the patient, and that a standardized, multidisciplinary,
and stepwise approach is the cornerstone for durable and
meaningful outcomes in ODS management [11, 50, 96, 142].

Lastly, managing complications after surgical treatments for ODS
is challenging and for this reason, the role of surgeon and center
experience and careful patient selection are crucial. As discussed
in Section 4.9, redo surgery for recurrent prolapse after VMR can
schieve favourable outcomes, whereas reoperation for mesh-
related complications or chronic pelvic pain carries significantly
higher morbidity and should be performed in high-volume cen-
ters with multidisciplinary expertise [136, 139]. These findings
reinforce the necessity for high expertise in any surgical approach,
whether abdominal, transanal, transvaginal, or perineal [11].

The methodology followed international standards (AGREE 1II,
GRADE) and included rigorous literature review, structured
PICO-based review questions, and multi-stakeholder consensus.
The development process involved a wide geographical repre-
sentation and included patient representatives to ensure align-
ment with real-world needs and values. This guideline also
addresses relevant clinical challenges such as the differentiation
between slow-transit constipation and outlet obstruction, the role
of psychological comorbidities, the management of surgical fail-
ures, and the appropriate use of diagnostic imaging and scoring
systems. A key strength is the inclusion of an evidence-based
treatment algorithm to support clinical decision-making and
improve the standardization of care across Europe. In future
updates, the guideline should integrate evolving areas such as
Al-assisted diagnostic tools, patient-reported outcomes, and
stratified treatment pathways based on phenotyping. Moreover,
we suggest that national societies adapt the recommendations to
local contexts through specific implementation tools, audits, and
training programs, as outlined in the “Implementation” section.

5.1 | Patient Forum

The development of this guideline actively involved patient
representatives to ensure that the recommendations reflect the
real-life needs, concerns, and expectations of those living with
ODS. Patients contributed to discussions regarding symptom
burden, diagnostic experiences, and the physical and emotional
impact of various treatment options. The Patient Forum
emphasized the importance of clear communication, early
recognition of symptoms, and access to multidisciplinary care.
Contributors highlighted frequent delays in diagnosis and the
psychological distress often associated with ODS, including
embarrassment, anxiety, and reduced QoL. These perspectives
informed several key recommendations, such as the integration
of psychological assessment into the diagnostic process and the
prioritization of non-invasive treatments whenever appropriate.
Patients also expressed a strong preference for shared decision-
making, tailored to individual lifestyle, values, and expectations.
In response, the guideline emphasizes personalized care plans
and encourages clinicians to involve patients in every step of the
diagnostic and therapeutic journey. Educational materials
tailored to the lay public should be developed in parallel with
this guideline to help patients better understand the nature of
ODS, available diagnostic tests, and the range of conservative
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and surgical treatment options. Improved patient engagement is
expected to enhance adherence, satisfaction, and clinical out-
comes. Moving forward, continued patient involvement in
future updates of this guideline will remain a priority, ensuring
that the voices of those affected by ODS continue to shape the
direction of care.

5.2 | Implementation

To ensure the practical adoption of this guideline, structured
implementation strategies are recommended at both national
and institutional levels. Professional societies and healthcare
systems should promote the integration of these recommenda-
tions into routine clinical workflows through the development
of local protocols, multidisciplinary care pathways, and educa-
tional materials tailored to their context. Audit tools, bench-
marking systems, and key performance indicators should be
established to monitor adherence and identify areas for quality
improvement. Regular clinical audits will facilitate tracking of
outcomes such as symptom resolution, QoL, reintervention
rates, and patient satisfaction, while also supporting research
and registry-based data collection. Training programs and
workshops should be developed to disseminate core concepts
across specialties, particularly focusing on standardized diag-
nostic criteria, appropriate use of imaging, and conservative
versus surgical treatment algorithms. These initiatives will help
bridge variations in practice, foster interdisciplinary collabora-
tion, and ultimately improve patient outcomes.

Future revisions of the guideline should consider implementa-
tion feedback and real-world data to refine recommendations
and address potential barriers to adoption. We encourage in-
stitutions to use this guideline as a foundation for continuous
improvement and harmonization of care in the management
of ODS.
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Disclaimer

These guidelines were developed with due diligence and based on the
best knowledge available to the authors at the time of preparation. They
are intended to serve as an educational resource for medical doctors and
allied healthcare professionals, offering information that may support
them in patient care. Patients or other community members should only
use these guidelines in consultation with a qualified healthcare pro-
fessional, and should not interpret them as a substitute for professional
medical advice. These guidelines are not intended to replace the need
for seeking medical advice from a licensed professional.

These guidelines may not apply to all situations and should be
interpreted in the light of specific clinical situations and resource
availability. It is up to each clinician to adapt these guidelines to local
regulations and to each patient's individual circumstances and needs.
The information in these guidelines shall not be relied upon as being
complete, current or accurate, nor shall it be considered as inclusive
of all proper treatments or methods of care or as a legal standard of
care.

UEG makes no warranty, express or implied, in respect of these
guidelines and cannot be held liable for any damages resulting from the
application of these guidelines, in particular for any loss or damage
(whether direct or indirect) resulting from a treatment based on the
guidance given herein. UEG shall not be held liable to the utmost extent
permissible according to the applicable laws for any content available on
such external websites, which can be accessed by using the links
included herein.
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