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« Therapies such as biofeedback, sacral nerve modulation and

Statistical Analysis
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«  Pooled prevalence figure was calculated with 95% ClI. function and quality of life post LAR.

« Meta-analysis conducted with prevalence estimates that had been transformed using the double arcsine method. This method avoids variance moving towards zero
as a result of estimate of the study tending towards 0% or 100%, resulting in over estimation of weight in meta-analysis.

rectal Irrigation are showing promise in improving anorectal
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