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Abstract
Sacral nerve modulation has become an established treatment for fecal and urinary incontinence, and sexual disorders. The 
objective of this study was to evaluate the long-term outcome of sacral neuromodulation in patients with fecal or combined 
fecal and urinary incontinence (double incontinence), assessing its safety, efficacy, and impact on quality of life and sexual 
function. This was a multicentric, retrospective, cohort study including patients with fecal or double incontinence who 
received sacral neuromodulation at seven European centers between 2007 and 2017 and completed a 5-year follow-up. 
The main outcome measures included improvements of incontinence symptoms and quality of life compared with base-
line, evaluated using validated tools and questionnaires at 1-, 6-, 12-, 36- and 60-month follow-up. 108 (102 women, mean 
age 62.4 ± 13.4 years) patients were recruited, of whom 88 (81.4%) underwent definitive implantation of the pacemaker. 
Patients’ baseline median Cleveland Clinic Incontinence Score was 15 (10–18); it decreased to 2 (1–4) and 1 (1–2) at the 
12- and 36-month follow-up (p < 0.0001), remaining stable at the 5-year follow-up. Fecal incontinence quality of life score 
improved significantly. All patients with sexual dysfunction (n = 48) at baseline reported symptom resolution at the 5-year 
follow-up. The study was limited by the retrospective design and the relatively small patient sample. Sacral nerve modulation 
is an effective treatment for fecal and double incontinence, achieving satisfactory long-term success rates, with resolution 
of concomitant sexual dysfunction.
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Introduction

Fecal incontinence (FI) is a humiliating and devastating 
condition, which deeply impacts quality of life to an extent 
difficult to quantify, as it is often hidden and results in social 
stigma [1–3]. Any treatment attempt for FI, even when not 
completely satisfactory, can be justified if able to improve Luigi Brusciano and Antonio Brillantin have equally contributed to 
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the patient’s quality of life [4, 5]. Among the possible sur-
gical approaches, repairs of any anal sphincter defect are 
considered effective only in the short term, whereas anal 
sphincter replacement procedures, which might prove effec-
tive in the long term, are usually burdened by a high rate of 
adverse events or re-operations [6–8].

Medical treatment and rehabilitation are strictly indicated 
only in FI associated with functional–physiatric impair-
ments, and show disappointing results when used as an iso-
lated rather than a combined or integrative treatment [9, 10].

Sacral nerve modulation (SNM) has become an estab-
lished treatment for several functional disorders of the pelvic 
organs such as FI, urinary incontinence (UI) and sexual dys-
function, acting by neuromodulating the nerve roots pertain-
ing to the involved nervous districts [11, 12]. However, data 
on long-term results of SNS are still scarce, and its impact 
on sexual function needs to be elucidated.

The aim of this study was to evaluate the long-term out-
come of SNM in the treatment of patients with FI, either 
alone or combined with UI, assessing its safety, efficacy, and 
impact on quality of life and sexual function.

Methods

Patient enrollment and design of the study

The research consisted of an international, multicenter, ret-
rospective cohort study including data on patients with FI 
observed between 2007 and 2017 at seven European centers 
(University of Campania “Luigi Vanvitelli”, Naples, Italy, 
“A. Cardarelli” Hospital, Naples, Italy, Hospital Universitari 
“Vall d’Hebrón” Universitat Autònoma de Barcelona, Barce-
lona, Spain, Groene Hart Hospital, Gouda, The Netherlands, 
Imperial College NHS Healthcare, London, UK, Universi-
tary Hospital of Pisa, Pisa, Italy, Medical University Vienna, 
Vienna, Austria) who underwent treatment with SNM. All 
the participating centers were required to have at least 5-year 
follow-up data available.

The study is reported according to the STrengthening 
the Reporting of OBservational studies in Epidemiology 
(STROBE) statement for cohort studies [13] and was con-
ducted according to the Declaration of Helsinki. All the 
patients provided written consent for surgical intervention.

Inclusion and exclusion criteria

Inclusion criteria were: patients over 18  years of age, 
affected by clinical FI (defined as at least one incontinence 
episode per week reported for a period of time longer than 
6 months) or affected by both FI and UI, who had received 
re-education and physiatrist consultation (see below).

Patients with any condition potentially responsible of 
temporary FI (active anal fistula, recent rectal resection or 
anal sphincterotomy, recent proctologic surgery), or patients 
with a complete rectal prolapse, inflammatory bowel dis-
ease, diarrhea refractory to drugs or diet, or who had had 
vaginal or cesarean delivery in the previous 12 months were 
excluded from the study.

Clinical assessment

All candidates to SNM underwent a baseline physi-
cal examination by an expert coloproctologist. A clinical 
assessment consisting of a bowel habit diary with severity, 
onset, duration, and clinical subtype of FI (passive or urge 
incontinence) was routinely performed at all centers. Stool 
consistency was evaluated at first examination according to 
the Bristol scale [14]. Severity of FI was assessed with the 
Cleveland Clinic Incontinence Score system (CCIS) [15, 
16], and its impact on quality of life was evaluated with the 
Fecal Incontinence Quality of Life (FIQoL) [17]. Patients 
affected by urge incontinence were asked about the time to 
postponing defecation, counting the seconds from the def-
ecation stimulus onset to the actual defecation time or incon-
tinence episode following the stimulus.

Patients were asked about sexual and urinary function. 
In case of symptoms attributable to UI, they were further 
evaluated with the International Consultation on Inconti-
nence Questionnaire‐Urinary Incontinence Short Form 
(ICIQ-UI-SF) [18]. In detail, values greater than one were 
considered diagnostic for urinary incontinence, identifying 
patients with double incontinence (DI), defined as a combi-
nation of FI and UI.

All patients underwent an instrumental evaluation with 
recto-sigmoidoscopy, anorectal manometry, and three-
dimensional endoanal ultrasound [19–22] and a physiatrist 
assessment. In addition, all the patients with additional 
symptoms attributable to obstructed defecation syndrome 
(ODS) underwent defecography.

Re‑education phase and physiatry assessment

As first-line treatment, all patients underwent a re-education 
phase consisting in diet counseling, measures to augment the 
pelvic floor self-perception, and to provide the right posi-
tion or breathing dynamics during defecation, with the aim 
of correcting the first steps of a physiologic defecation and 
reaching a complete and satisfactory emptying of the rectum.

Along with the re-education phase, patients were evalu-
ated according to the physiatric parameters indicating tho-
rax–abdominal–sphincter harmonization [15]. If any of 
those parameters were abnormal, patients were addressed 
to pelvic floor rehabilitation. All patients with persisting FI 
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or DI following the re-education phase and/or rehabilitation 
were offered peripheral nerve evaluation (PNE) test.

Operative procedure

A consistent approach is used for PNE and SNM at all cent-
ers and consisted of the following steps.

Patients are positioned in the prone position with but-
tocks taped apart so that the anus can be observed during 
electro stimulation. After local anesthesia infiltration, the 
needle is placed in correspondence of the S3 or S4 foramen. 
With the needle in place, a lateral radiographic scanning of 
the sacrum is performed to confirm the needle position and 
allow further adjustments where appropriate. Testing stimu-
lation is then performed with the external pulse generator, 
to achieve an anal motor response or toe/forefoot response 
at a low current (< 2 mA). The needle stylet is removed to 
insert the directional guidewire, the electrode is placed, and 
its final location is checked with fluoroscopy. Once the tined 
lead is positioned, the electrode is tunneled to a pocket in the 
contralateral buttock, together with the percutaneous exten-
sion used for the external stimulation during the test period. 
The patients are given a remote to control the amplitude of 
the device stimulus.

After 1 month from the PNE test, in case of reported 
improvement of symptoms as confirmed by the decrease in 
CCIS, the definitive pacemaker is implanted (Interstim, code 
3023, or Interstim II, code 3058 devices, Medtronic, Dublin, 
Ireland). A subcutaneous pocket is created to contain the 
device, making sure it is large enough to fit it comfortably. 
The electrode is then connected to an impulse generator [19].

Follow‑up and outcome measures

For the purpose of this study, only patients who received 
SNM for at least 5 years were considered. The presence, 
severity, and frequency of FI episodes were evaluated dur-
ing outpatient visits by CCIS score 1 month after the PNE 
test, and 1 and 6 months after pacemaker implantation. Sub-
sequent evaluations were performed after 1 year, and two 
times yearly thereafter, and they were conducted by email-
ing patients dedicated forms to be returned within 6 days. 
This follow-up timing was also used for the quality-of-life 
assessment with FIQoL. Patients affected by DI were fur-
ther evaluated with ICIQ-UI-SF questionnaire at the same 
follow-up intervals.

The manometric evaluation was repeated in all the 
patients 6 months after pacemaker implantation.

The primary outcome of the study consisted in improve-
ment of FI or DI symptoms and quality of life over time 
and at the 5-year follow-up; outcome measures consisted of 
CCIS score, ICIQ-UI-SF, and FIQoL.

The secondary outcome was the evaluation of post-proce-
dural sexual function in those patients who reported sexual 
dysfunction during preoperative examination.

Statistical analysis

Statistical analysis was performed using Excel 2011® 
(Microsoft, Redmont, WA). Categorical data are reported 
as absolute numbers with percentages. Continuous data 
are reported as medians with ranges or means ± standard 
deviation (SD), according to data distribution. The differ-
ences between paired results were analyzed by the Wilcoxon 
matched pairs test or by the paired t test, when indicated. P 
values < 0.05 were considered statistically significant.

Results

Study population

Out of 278 patients assessed for eligibility, 221 (79.4%) 
met the inclusion criteria and were enrolled in the study. 
Of these, 117 (53%) patients with persisting FI or DI fol-
lowing the re-education phase and/or rehabilitation were 
offered PNE test. Out of them, nil required removal of the 
pacemaker, but nine (7.7%) were lost to follow-up. Hence, 
108 (92.3%, 102 women, 6 men, mean age 62.4 ± 13.4 years) 
patients completed the 5-year follow-up and were included 
in the analysis (Fig. 1).

Baseline features

Among the analyzed patients, the most frequent registered 
comorbidity was hypertension (44.4%), followed by diabe-
tes mellitus (35.1%), other cardiovascular diseases (19.4%), 
chronic obstructive pulmonary diseases (18.5%), autoim-
munity (17.5%), renal failure (11.1%), and neurologic dis-
eases (11.1%). Of 102 women, 62 (60.8%) were sexually 
active.

No patient showed signs of proctitis at endoscopy.
Twelve (11.1%) female patients with associated ODS 

symptoms underwent defecography, showing in all the cases 
signs of rectal intussusception combined with rectocele in 
83.3% (n = 10) of them. All the patients with fecal inconti-
nence associated with ODS symptoms showed endosono-
graphic signs of anal sphincter lesions.

The main manometric and endosonographic characteris-
tics of included patients are shown in Table 1.

At endoanal ultrasound, 28 (26%) examinations were 
negative for sphincter injuries, whereas 80 (74%) patients 
had external sphincter lesions. In detail, 45 (41.6%) patients 
presented external sphincter lesions with transversal exten-
sion ≤ 45° and mean longitudinal extension of 15 ± 2.17 mm; 
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23 (21.2%) patients had external sphincter lesions with 
transversal extension between 45° and 70° and mean length 
of 16 ± 3.09 mm; 12 (111.1%) patients had injuries to the 
external sphincter with transversal extension between 82° 
and 105° and mean longitudinal extension of 16 ± 4.4 mm. 
Out of 80 patients with external sphincter damage, 28 (35%) 
had associated internal sphincter lesions.

Baseline anorectal manometry recorded a median rest-
ing pressure of 52 (40–65) mmHg and a median maximum 
voluntary contraction of 95 (80–100) mmHg, with a median 
duration of 10 (8–12) s. In terms of rectal sensibility, the 
median first threshold was 25 (20–30) cc, the second was 50 
(40–60) cc, and the third was 90 (70–100) cc.

Overall, fecal incontinence was ascribable to anal sphinc-
ter lesions in 74% (n = 80) of cases, whereas it was con-
sidered secondary to neuropathy or autoimmunity in 14.9% 

(n = 16) and idiopathic in 11.1% (n = 12) of the cases. The 
anal sphincter lesions were attributable to previous obstetri-
cal trauma in 20 (25%) cases.

Surgery

Among the 108 patients who underwent testing, 88 were 
implanted a definitive pacemaker (61 of these were diag-
nosed with FI and 27 with DI) resulting in a total SNM 
screening success rate of 81.4%. Of the 108 patients 
screened, 86 (80%) had the electrode implanted at the S3 
root (80% on the left and 20% on the right side) and 22 
(20%) patients on the S4 root.

Among the 88 patients permanently implanted, the SNS 
was removed in three (3.4%) for infection at the implanting 
site and in three (3.4%) for the need of undergoing pelvic 
MRI. All these patients maintained anal continence after 
pacemaker removal. In nine (9%) patients with perma-
nently implanted SNM, the pacemaker was removed and re-
implanted because of pain at the implanting site, and in four 
of these patients the pacemaker was permanently removed 
because pain was not resolved after re-implantation. Of 
these patients, two (50%) maintained anal continence after 
removal of the pacemaker. Overall, 78 (72%) patients main-
tained the pacemaker implantation at 5 years follow-up. A 
pacemaker implantation maintaining flowchart is reported 
in Fig. 2.

Postoperative manometric results

Median resting pressure increased to 66 (55–75) mmHg 6 
months after implantation (p < 0.0001). Median maximum 

Fig. 1  Flowchart of patient 
inclusion in the study. PNE: 
peripheral nerve evaluation

Table 1  Main manometric and endosonographic features of the ana-
lyzed patients

Values are given as absolute numbers (%) or medians (range)

Features

No sphincter injuries, n 28 (25.9)
External sphincter lesions, n 80 (74%)
External and internal sphincter lesions, n 28 (25.9)
Anal resting pressure, mmHg 52 (40–65)
Maximum voluntary contraction, mm 95 (80–100)
Maximum voluntary contraction duration, s 10 (8–12)
Rectal sensitivity, cc
- First threshold
- Second threshold
- Third threshold

25 (20–30)
50 (40–60)
90 (70–100)
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voluntary contraction increased to 110 (90–122) mmHg 
after 6 months (p = 0.0006). At the same follow-up inter-
val, its duration increased from 10 (8–12) s to 16 (14–18) s 
(p < 0.0001). Rectal sensibility increased as follows: median 
first threshold was 35 (24–40) cc after 6 months from 
PMK implantation (p = 0.0067), median second threshold 
increased to 65 (57–73) cc (p = 0.0001), and median third 
threshold to 140 (135–155) cc (p = 0.0001) (Table 2).

Primary aim: fecal incontinence and quality of life

Figure 3 shows the main outcomes after pacemaker implan-
tation. Patient’s baseline CCIS median value was 15 (10–18) 
and decreased at 8 (4–12), 4 (1–8), 2 (1–4) and 1 (1–2), 
respectively, after 1, 6, 12 and 36 months (p < 0.0001), main-
taining the reached value at the 5-year follow-up. The mean 
number of incontinence episodes per 4 weeks decreased 
from 24 ± 3.6 at baseline to 10 ± 3 after the first month of 
follow-up in patients who were permanently implanted 
with the PMK (p < 0.0001). This value decreased to 4 ± 2.5 

per month at 6 months follow-up, and 1 ± 0.5 per month at 
the 1-, 3-, and 5-year follow-up. The median time patients 
could postpone defecation from the onset of sensation of 
urge increased from 6 (3–7) s at baseline to 11 (9–13) s 
after the SNS screening period (one month) (p = 0.001). 
In all patients, the time to postpone defecation after being 
implanted at the 6-, 12-, and 36-month follow-up was 
higher than baseline, with median values of 20 (18–22) s, 
35 (32–37) s, and 38 (36–39) s, maintaining the same values 
at the 5-year follow-up (p < 0.0001).

All four domains’ mean values of the FIQoL decreased 
significantly, meaning that the quality of life increased. 
Compared from baseline to 12 months follow-up, lifestyle 
decreased from 3.6 ± 1.5 to 2.1 ± 0.5, coping from 3 ± 1.4 
to 1.5 ± 0.6, embarrassment from 3 ± 2 to 1.5 ± 3.6, and 
depression from 3.6 ± 1.8 to 2.7 ± 0.4. The corresponding 
mean values were 2 ± 0.5 (p < 0.001; paired test), 1.1 ± 0.6 
(p < 0.001; paired test), 1 ± 0.3 (p < 0.001; paired test), and 
2.3 ± 1.2 (p < 0.001; paired test) at 3 years and remained 
stable at the 5-year follow-up.

Fig. 2  Evolution of patients and 
reasons to remove the pace-
maker. PMK: pacemaker; PNE: 
peripheral nerve evaluation

Table 2  Postoperative vs 
preoperative manometric results

Values are given as medians (range); Wilcoxon matched pairs test

Features Preoperative Postoperative P

Anal resting pressure, mmHg 52 (40–65) 66 (55–75)  < 0.001
Maximum voluntary contraction, mm 95 (80–100) 110 (90–122)  < 0.001
Maximum voluntary contraction duration, s 10 (8–12) 16 (14–18)  < 0.001
Rectal sensitivity, cc
- First threshold
- Second threshold
- Third threshold

25 cc (20–30)
50 cc (40–60)
90 cc (70–100)

35 (24–40)
65 (57–73)
149 (135–155)

 < 0.001
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Primary aim: urinary incontinence in patients 
with double incontinence

The median ICIQ-UI-SF value at baseline was 13 (9–15), 
which is defined as severe urinary incontinence, and 
decreased to 9 (6–14) 6 months after implantation, 6 (2–8) 
at the 1-year, and 5 (3–7) at 3-year follow-up (p < 0.0001), 
maintaining the same value at the 5-year follow-up. Urgency 
disappeared in 15 out of 31 women who originally reported 
it.

Secondary aim: sexual function

Forty-eight female patients (44.4% of the screened patients) 
reported sexual dysfunction at the first visit. Thirty-eight 
(79.1%) had pain during penetration or intercourse, while 
9 (18.7%) were afraid of incontinence during intercourse at 
baseline. All of the 48 patients were sexually active 1 year 
after implantation, and reported resolution of sexual dys-
function. The effects were maintained after 5 years.

Discussion

The current multicentric study found satisfactory outcome 
of SNM in the treatment of both FI and DI, and sexual dys-
function. Results are maintained at long-term follow-up, 

and positively impact quality of life and social function 
of patients. Adverse events and need for re-operation and 
removal of the PMK occurred in a limited sample of patients, 
further demonstrating the safety of this procedure.

According to literature, although mild FI could be solved 
by dietary and behavioral modifications, a relevant propor-
tion of patients affected by FI will need further treatment 
[23, 24].

Pelvic floor muscle rehabilitation proved to be useful 
[25], but the results are reported to be less encouraging in 
case of isolated internal anal sphincter weakness, overflow 
incontinence, highly impaired rectal sensation, or coexist-
ent structural damage of the anal sphincters [26, 27]. In our 
series of patients poorly responsive to rehabilitation, SNS 
showed to be useful in decreasing the number of FI epi-
sodes, lowering the CCIS score, increasing the time to post-
pone defecation, and improving the FIQoL at the long-term 
follow-up.

According to previous studies [28–31], the SNM success 
rate in our series was considerable, reaching 76%, if patients 
undergoing pacemaker removal were considered. Our results 
are comparable to those previously reported by a European 
multicenter study, showing a long-term success rate of 
71.3% [32]. Interestingly, the majority of patients experi-
enced a complete response to the treatment within the first 
weeks and months after implantation, being able to report 
whether pacemaker was actually benefitting them or not.

Fig. 3  Trends of symptoms over time after pacemaker implantation. CCIS: Cleveland Clinic Incontinence Scale
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In terms of adverse events, approximately 9% of patients 
underwent re-operation for the onset of local pain in the pre-
sent study. This complication has been widely studied and 
similar figures have been reported in other studies [33–36], 
which suggested that it could be avoided by creating an opti-
mal gluteal pocket during electrode implantation. In 9% of 
patients in this study, PMK was definitively removed for 
the onset of clinical conditions requiring spinal and pelvic 
MRI, for persisting pain or for infection at the implanta-
tion site. It is important to note that 80% of these patients 
maintained anal continence over time, suggesting that the 
anal continence could benefit from previous stimulation even 
after PMK removal. The reasons of this phenomenon are 
unclear; however, according to other authors, it could be 
speculated that a sufficiently long period of stimulation may 
induce cerebral neuroplasticity that restores neural circuitry 
to a pre-incontinence status and that may permit cessation 
of stimulation in selected cases [37]. Better understanding 
of the nerve activation patterns leading to the PMK efficacy 
could help to explain this persisting benefit after the PMK 
removal and to identify factors that could reduce the loss of 
efficacy of SNM over time.

Interestingly, in our series, a considerable percentage of 
patients showed rectal hypersensitivity associated with any 
type of incontinence and, considering that no patient showed 
endoscopic signs of proctitis, the reasons for this finding are 
unclear. However, according to current study results, sacral 
nerve modulation was able to improve all the median rectal 
sensory thresholds.

Lastly, in the current series, SNM was also effective in 
improving UI and sexual function. Patients treated with 
SNM for combined anal and urinary incontinence also 
reported a reduction of the ICIQ-UI-SF score, with resolu-
tion of urgency in almost 60% of them. Fear of incontinence 
during intercourse improved in all patients. Moreover, all 
the sexually active patients, who had had pain during inter-
course at baseline, reported symptom resolution, suggesting 
a potential role of pacemaker implantation in the treatment 
of sexual function disorders.

Study limitations and strengths

The current study, although multicentric, is limited by its 
retrospective design and by the relatively small sample size 
of the analyzed patients. Another limitation is represented 
by the employment of different manometric and endosono-
graphic equipments that limited the comparability of the 
functional and morphologic findings. However, all patients 
were assessed, treated, and followed up with a rigorous 
methodology at referral centers with dedicated teams to treat 
FI, who collected data prospectively. This study offers novel 
information and perspectives on the safety and efficacy of 
SNM in the long term, as well as some factors that might 

lead to pacemaker removal; of note, this does not necessarily 
translate into worse outcomes in the long term. Also, most 
patients would experience immediate benefit after treatment. 
The fact that the achieved results are maintained in the long 
term even in some patients who required removal suggests 
an actual beneficial effect of neuromodulation. Resolution 
of any accompanying urinary or sexual disorder further adds 
to the expected benefits of SNM.

Conclusions

SNM is a useful tool to treat FI and DI, achieving satisfac-
tory long-term success rate in patients who did not benefit 
from conservative treatment and pelviperineal rehabilitation. 
Further studies are needed to better analyze and understand 
the pathophysiological mechanisms responsible for SNM 
effectiveness and to create protocols able to standardize indi-
cations to its use. The effects on SNM on sexual disorders 
are of great interest, especially in this population of patients, 
and merit further research.

Funding Open access funding provided by Università degli Studi della 
Campania Luigi Vanvitelli within the CRUI-CARE Agreement. This 
research was not funded by any agency in the public, commercial, or 
not-for-profit sectors.

Declarations 

Conflict of interest All the authors declare to not have financial inter-
ests related to the material in the manuscript.

Open Access  This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article's Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article's Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http:// creat iveco mmons. org/ licen ses/ by/4. 0/.

References

 1. Nelson R, Norton N, Cautley E, Furner S (1995) Community-
based prevalence of anal incontinence. JAMA 274:559–561

 2. Landefeld CS, Bowers BJ, Feld AD, Hartmann KE, Hoffman 
E, Ingber MJ, King JT Jr, McDougal WS, Nelson H, Orav EJ, 
Pignone M, Richardson LH, Rohrbaugh RM, Siebens HC, Trock 
BJ (2008) National Institutes of Health state-of-the-science con-
ference statement: prevention of fecal and urinary incontinence in 
adults. Ann Intern Med 148(6):449–458. https:// doi. org/ 10. 7326/ 
0003- 4819- 148-6- 20080 3180- 00210

http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.7326/0003-4819-148-6-200803180-00210
https://doi.org/10.7326/0003-4819-148-6-200803180-00210


1194 Updates in Surgery (2023) 75:1187–1195

1 3

 3. Schnelle JF, Leung FW (2004) Urinary and fecal incontinence 
in nursing homes. Gastroenterology 126(1 Suppl 1):S41–S47. 
https:// doi. org/ 10. 1053/j. gastro. 2003. 10. 017

 4. Bordeianou L, Rockwood T, Baxter N, Lowry A, Mellgren A, 
Parker S (2008) Does incontinence severity correlate with quality 
of life? Prospective analysis of 502 consecutive patients. Colorec-
tal Dis 10(3):273–279. https:// doi. org/ 10. 1111/j. 1463- 1318. 2007. 
01288.x

 5. Brusciano L, Gualtieri G, Gambardella C, Del Genio G, Tolone S, 
Lucido FS, Terracciano G, Sturiale A, Docimo L. ESNM Guide-
lines on functional constipation in adults: Further reflections and 
considerations. Neurogastroenterol Motil. 2020;32(9):e13915. 
doi: https:// doi. org/ 10. 1111/ nmo. 13915.

 6. Malouf AJ, Norton CS, Engel AF, Nicholls RJ, Kamm MA (2000) 
Long-term results of overlapping anterior anal-sphincter repair for 
obstetric trauma. Lancet 355(9200):260–265. https:// doi. org/ 10. 
1016/ S0140- 6736(99) 05218-6

 7. Rothbarth J, Bemelman WA, Meijerink WJ, Buyze-Westerweel 
ME, van Dijk JG, Delemarre JB. Long-term results of anterior 
anal sphincter repair for fecal incontinence due to obstetric injury 
/ with invited commentaries. Dig Surg. 2000;17(4):390–3; discus-
sion 394. doi: https:// doi. org/ 10. 1159/ 00001 8883.

 8. Halverson AL, Hull TL (2002) Long-term outcome of overlapping 
anal sphincter repair. Dis Colon Rectum 45(3):345–348. https:// 
doi. org/ 10. 1007/ s10350- 004- 6180-6

 9. Cheetham M, Brazzelli M, Norton C, Glazener CM. Drug treat-
ment for faecal incontinence in adults. Cochrane Database Syst 
Rev. 2003;(3):CD002116. doi: https:// doi. org/ 10. 1002/ 14651 858. 
CD002 116.

 10. Norton C, Chelvanayagam S, Wilson-Barnett J, Redfern S, Kamm 
MA (2003) Randomized controlled trial of biofeedback for fecal 
incontinence. Gastroenterology 125(5):1320–1329. https:// doi. 
org/ 10. 1016/j. gastro. 2003. 09. 039

 11. Melenhorst J, Koch SM, Uludag O, van Gemert WG, Baeten CG 
(2007) Sacral neuromodulation in patients with faecal inconti-
nence: results of the first 100 permanent implantations. Colorec-
tal Dis 9(8):725–730. https:// doi. org/ 10. 1111/j. 1463- 1318. 2007. 
01241.x

 12. Altomare DF, Ratto C, Ganio E, Lolli P, Masin A, Villani RD 
(2009) Long-term outcome of sacral nerve stimulation for fecal 
incontinence. Dis Colon Rectum 52(1):11–17. https:// doi. org/ 10. 
1007/ DCR. 0b013 e3181 974444

 13. von Elm E, Altman DG, Egger M, Pocock SJ, Gøtzsche PC, 
Vandenbroucke JP; STROBE Initiative. The Strengthening the 
Reporting of Observational Studies in Epidemiology (STROBE) 
statement: guidelines for reporting observational studies. J Clin 
Epidemiol. 2008;61(4):344–9. doi: https:// doi. org/ 10. 1016/j. jclin 
epi. 2007. 11. 008.

 14. Heaton KW, Radvan J, Cripps H, Mountford RA, Braddon 
FE, Hughes AO (1992) Defecation frequency and timing, and 
stool form in the general population: a prospective study. Gut 
33(6):818–824. https:// doi. org/ 10. 1136/ gut. 33.6. 818

 15. Gambardella C, Brusciano L, Del Genio G, Tolone S, Terrac-
ciano G, Gualtieri G, Lucido FS, Docimo L (2019) Predictive 
parameters to identify incontinent patients amenable for rehabili-
tation treatment: the muscular synergies evaluation. Arq Gastro-
enterol 56(4):452–453. https:// doi. org/ 10. 1590/ S0004- 2803. 20190 
0000- 76

 16. Jorge JM, Wexner SD (1993) Etiology and management of fecal 
incontinence. Dis Colon Rectum 36(1):77–97. https:// doi. org/ 10. 
1007/ BF020 50307

 17. Rockwood TH, Church JM, Fleshman JW, Kane RL, Mavrantonis 
C, Thorson AG, Wexner SD, Bliss D, Lowry AC. Fecal Inconti-
nence Quality of Life Scale: quality of life instrument for patients 
with fecal incontinence. Dis Colon Rectum. 2000;43(1):9–16; 
discussion 16–7. doi: https:// doi. org/ 10. 1007/ BF022 37236

 18. Avery K, Donovan J, Peters TJ, Shaw C, Gotoh M, Abrams P 
(2004) ICIQ: a brief and robust measure for evaluating the symp-
toms and impact of urinary incontinence. Neurourol Urodyn 
23(4):322–330. https:// doi. org/ 10. 1002/ nau. 20041

 19. Norderval S, Dehli T, Vonen B (2009) Three-dimensional endoa-
nal ultrasonography: intraobserver and interobserver agreement 
using scoring systems for classification of anal sphincter defects. 
Ultrasound Obstet Gynecol 33(3):337–343. https:// doi. org/ 10. 
1002/ uog. 6295

 20. Brillantino A, Iacobellis F, Reginelli A, Monaco L, Sodano B, 
Tufano G, Tufano A, Maglio M, De Palma M, Di Martino N, 
Renzi A, Grassi R (2019) Preoperative assessment of simple and 
complex anorectal fistulas: Three-dimensional endoanal ultra-
sound? Magnetic resonance? Both? Radiol Med 124(5):339–349. 
https:// doi. org/ 10. 1007/ s11547- 018- 0975-3

 21. Brillantino A, Iacobellis F, Di Sarno G, D’Aniello F, Izzo D, Pala-
dino F, De Palma M, Castriconi M, Grassi R, Di Martino N, Renzi 
A (2015) Role of tridimensional endoanal ultrasound (3D-EAUS) 
in the preoperative assessment of perianal sepsis. Int J Colorectal 
Dis 30(4):535–542. https:// doi. org/ 10. 1007/ s00384- 015- 2167-0

 22. Brillantino A, Iacobellis F, Reginelli A, Renzi A, Grassi R. 
Three-dimensional endoanal ultrasound should be considered 
as first-line diagnostic tool in the preoperative work-up for peri-
anal fistulas : The authors reply to the letter: Mathew RP, Patel 
V, Low G. Caution in using 3D-EAUS as the first-line diagnos-
tic tool in the preoperative work up for perianal fistulas. Radiol 
Med 2020;125:155–156. Radiol Med. 2020;125(7):695–696. doi: 
https:// doi. org/ 10. 1007/ s11547- 020- 01160-8.

 23. Matzel KE, Chartier-Kastler E, Knowles CH, Lehur PA, Muñoz-
Duyos A, Ratto C, Rydningen MB, Sørensen M, van Kerrebroeck 
P, de Wachter S (2017) Sacral Neuromodulation: Standardized 
Electrode Placement Technique. Neuromodulation 20(8):816–
824. https:// doi. org/ 10. 1111/ ner. 12695

 24. Sheldon R, Kiff ES, Clarke A, Harris ML, Hamdy S (2005) Sacral 
nerve stimulation reduces corticoanal excitability in patients with 
faecal incontinence. Br J Surg 92(11):1423–1431. https:// doi. org/ 
10. 1002/ bjs. 5111

 25. Moya P, Arroyo A, Lacueva J, Candela F, Soriano-Irigaray 
L, López A, Gómez MA, Galindo I, Calpena R (2014) Sacral 
nerve stimulation in the treatment of severe faecal inconti-
nence: long-term clinical, manometric and quality of life results. 
Tech Coloproctol 18(2):179–185. https:// doi. org/ 10. 1007/ 
s10151- 013- 1022-y

 26. Brusciano L, Gambardella C, Tolone S, Del Genio G, Terracciano 
G, Gualtieri G, Schiano di Visconte M, Docimo L. An imaginary 
cuboid: chest, abdomen, vertebral column and perineum, different 
parts of the same whole in the harmonic functioning of the pelvic 
floor. Tech Coloproctol. 2019;23(6):603–605. doi: https:// doi. org/ 
10. 1007/ s10151- 019- 01996-x.

 27. Brusciano L, Limongelli P, del Genio G, Di Stazio C, Rossetti 
G, Sansone S, Tolone S, Lucido F, D’Alessandro A, Docimo G, 
Docimo L (2013) Short-term outcomes after rehabilitation treat-
ment in patients selected by a novel rehabilitation score system 
(Brusciano score) with or without previous stapled transanal rectal 
resection (STARR) for rectal outlet obstruction. Int J Colorectal 
Dis 28(6):783–793. https:// doi. org/ 10. 1007/ s00384- 012- 1565-9

 28. Michelsen HB, Thompson-Fawcett M, Lundby L, Krogh K, 
Laurberg S, Buntzen S (2010) Six years of experience with 
sacral nerve stimulation for fecal incontinence. Dis Colon Rectum 
53(4):414–421. https:// doi. org/ 10. 1007/ DCR. 0b013 e3181 ca7dc2

 29. Hollingshead JR, Dudding TC, Vaizey CJ (2011) Sacral nerve 
stimulation for faecal incontinence: results from a single centre 
over a 10-year period. Colorectal Dis 13(9):1030–1034. https:// 
doi. org/ 10. 1111/j. 1463- 1318. 2010. 02383.x

 30. Maeda Y, Lundby L, Buntzen S, Laurberg S (2011) Subop-
timal outcome following sacral nerve stimulation for faecal 

https://doi.org/10.1053/j.gastro.2003.10.017
https://doi.org/10.1111/j.1463-1318.2007.01288.x
https://doi.org/10.1111/j.1463-1318.2007.01288.x
https://doi.org/10.1111/nmo.13915
https://doi.org/10.1016/S0140-6736(99)05218-6
https://doi.org/10.1016/S0140-6736(99)05218-6
https://doi.org/10.1159/000018883
https://doi.org/10.1007/s10350-004-6180-6
https://doi.org/10.1007/s10350-004-6180-6
https://doi.org/10.1002/14651858.CD002116
https://doi.org/10.1002/14651858.CD002116
https://doi.org/10.1016/j.gastro.2003.09.039
https://doi.org/10.1016/j.gastro.2003.09.039
https://doi.org/10.1111/j.1463-1318.2007.01241.x
https://doi.org/10.1111/j.1463-1318.2007.01241.x
https://doi.org/10.1007/DCR.0b013e3181974444
https://doi.org/10.1007/DCR.0b013e3181974444
https://doi.org/10.1016/j.jclinepi.2007.11.008
https://doi.org/10.1016/j.jclinepi.2007.11.008
https://doi.org/10.1136/gut.33.6.818
https://doi.org/10.1590/S0004-2803.201900000-76
https://doi.org/10.1590/S0004-2803.201900000-76
https://doi.org/10.1007/BF02050307
https://doi.org/10.1007/BF02050307
https://doi.org/10.1007/BF02237236
https://doi.org/10.1002/nau.20041
https://doi.org/10.1002/uog.6295
https://doi.org/10.1002/uog.6295
https://doi.org/10.1007/s11547-018-0975-3
https://doi.org/10.1007/s00384-015-2167-0
https://doi.org/10.1007/s11547-020-01160-8
https://doi.org/10.1111/ner.12695
https://doi.org/10.1002/bjs.5111
https://doi.org/10.1002/bjs.5111
https://doi.org/10.1007/s10151-013-1022-y
https://doi.org/10.1007/s10151-013-1022-y
https://doi.org/10.1007/s10151-019-01996-x
https://doi.org/10.1007/s10151-019-01996-x
https://doi.org/10.1007/s00384-012-1565-9
https://doi.org/10.1007/DCR.0b013e3181ca7dc2
https://doi.org/10.1111/j.1463-1318.2010.02383.x
https://doi.org/10.1111/j.1463-1318.2010.02383.x


1195Updates in Surgery (2023) 75:1187–1195 

1 3

incontinence. Br J Surg 98(1):140–147. https:// doi. org/ 10. 1002/ 
bjs. 7302

 31. Thin NN, Horrocks EJ, Hotouras A, Palit S, Thaha MA, Chan CL, 
Matzel KE, Knowles CH (2013) Systematic review of the clini-
cal effectiveness of neuromodulation in the treatment of faecal 
incontinence. Br J Surg 100(11):1430–1447. https:// doi. org/ 10. 
1002/ bjs. 9226

 32. Altomare DF, Giuratrabocchetta S, Knowles CH, Muñoz Duyos A, 
Robert-Yap J, Matzel KE; European SNS Outcome Study Group. 
Long-term outcomes of sacral nerve stimulation for faecal incon-
tinence. Br J Surg. 2015;102(4):407–15. doi: https:// doi. org/ 10. 
1002/ bjs. 9740

 33. Van Kerrebroeck PE. Advances in the role of sacral nerve neu-
romodulation in lower urinary tract symptoms. Int Urogynecol J. 
2010;21 Suppl 2(Suppl 2):S467–74. doi: https:// doi. org/ 10. 1007/ 
s00192- 010- 1276-0.

 34. van Wunnik BP, Govaert B, Leong R, Nieman FH, Baeten CG 
(2011) Patient experience and satisfaction with sacral neuromodu-
lation: results of a single-center sample survey. Dis Colon Rectum 
54(1):95–100. https:// doi. org/ 10. 1007/ DCR. 0b013 e3181 f46810

 35. Govaert B, Melenhorst J, van Gemert WG, Baeten CG (2009) 
Can sensory and/or motor reactions during percutaneous nerve 
evaluation predict outcome of sacral nerve modulation? Dis Colon 
Rectum 52(8):1423–1426. https:// doi. org/ 10. 1007/ DCR. 0b013 
e3181 a91241

 36. Marinello FG, Jiménez LM, Talavera E, Fraccalvieri D, Alberti 
P, Ostiz F, Frago R, Blanco A, Pellino G, Espín-Basany E (2021) 
Percutaneous tibial nerve stimulation in patients with severe low 
anterior resection syndrome: randomized clinical trial. Br J Surg 
108(4):380–387. https:// doi. org/ 10. 1093/ bjs/ znaa1 71

 37. Altomare DF, Giannini I, Giuratrabocchetta S, Digennaro R 
(2013) The effects of sacral nerve stimulation on continence are 
temporarily maintained after turning the stimulator off. Colorectal 
Dis 15(12):e741–e748. https:// doi. org/ 10. 1111/ codi. 12418

Publisher's Note Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

https://doi.org/10.1002/bjs.7302
https://doi.org/10.1002/bjs.7302
https://doi.org/10.1002/bjs.9226
https://doi.org/10.1002/bjs.9226
https://doi.org/10.1002/bjs.9740
https://doi.org/10.1002/bjs.9740
https://doi.org/10.1007/s00192-010-1276-0
https://doi.org/10.1007/s00192-010-1276-0
https://doi.org/10.1007/DCR.0b013e3181f46810
https://doi.org/10.1007/DCR.0b013e3181a91241
https://doi.org/10.1007/DCR.0b013e3181a91241
https://doi.org/10.1093/bjs/znaa171
https://doi.org/10.1111/codi.12418

	Sacral nerve modulation for patients with fecal incontinence: long-term outcome and effects on sexual function
	Abstract
	Introduction
	Methods
	Patient enrollment and design of the study
	Inclusion and exclusion criteria
	Clinical assessment
	Re-education phase and physiatry assessment
	Operative procedure
	Follow-up and outcome measures
	Statistical analysis

	Results
	Study population
	Baseline features
	Surgery
	Postoperative manometric results
	Primary aim: fecal incontinence and quality of life
	Primary aim: urinary incontinence in patients with double incontinence
	Secondary aim: sexual function

	Discussion
	Study limitations and strengths

	Conclusions
	References




