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Purpose. Both abdominal and perineal resections have been used by sur-
geons for management of rectal prolapse. Perineal resection of rectal pro-
lapse has been criticized by, and fallen out of favor with some surgeons for
its higher associated rate of recurrence. We compared the result of a sur-
geon’s experience of abdominal versus perineal resection of rectal pro-
lapse and evaluated whether the latter should be the procedure of choice.
Materials and Methods. Charts of 41 patients (April 1987-October 2013)
who had rectal prolapsed resected by a senior colorectal surgeon at Mackay
Memorial Hospital were reviewed. Patient demographics and outcomes
were analyzed.

Results. Of the 14 male and 27 female patients, eleven (5 male, 6 female)
had resection through abdominal approach, and 30 (9 male and 21 female)
through perineal approach. Patients age were on average younger for
those treated by abdominal approach (24-68 years with an average age of
49.4 years vs 15-87 years average 60.9 years). Complications for patients
resected through abdominal approach included: operative mortality (1 pa-
tient), postoperative bleeding (2 patients); recurrence of prolapsed (1 pa-
tient) and anastomotic leak (1 patient). There was no operative mortality
in the patients treated through a perineal approach, and one had a recur-
rence who was retreated with a second resection through abdominal ap-
proach followed by a third resection through a repeat perineal approach.
Conclusion. Our results suggested that the perineal resection of rectal
prolapse is a safe procedure with low rate of recurrence. Perineal resection
also had advantages over abdominal approach of no abdominal wound
complications and less compromise of respiratory function.

[J Soc Colon Rectal Surgeon (Taiwan) 2016;27:45-50]

Rectal prolapse, or procidentia, is defined as a pro-
trusion of the rectum beyond the anus.' The peak
incidence of rectal prolapse in adults is after the fifth
decade.’

There are two theories for the etiology for rectal
prolapse. The first, proposed in 1912 by Moschcowitz,’
is that rectal prolapse is essentially a sliding hernia

through a pelvic fascial defect. An alternate theory
proposed in 1968 by Broden and Snellman,* is that the
initial step in the genesis of prolapse is circumferen-
tial intussusception of the rectum. The anatomic de-
fects associated with prolapse of the rectum include:
deep pelvic cul-de-sac, deficient pelvic floor struc-
tures through which the rectum herniates, attenuated
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ligamentous attachments to the rectum and presacral
fascia, and redundant sigmoid colon susceptible to in-
tussusception.

The best operative approach to rectal prolapse is
controversial. Both abdominal and perineal resections
have been used by surgeons for management of rectal
prolapse for years. Perineal resection of rectal pro-
lapse has been criticized as having a higher rate of re-
currence.”’

Our study examined the experience of a senior
colorectal surgeon and compared outcomes for these
two approaches to patients with rectal prolapsed.

Materials and Methods

Administrative data from the Department of Sur-
gery at Mackay Hospital were reviewed for patients
who had undergone surgical intervention for rectal
prolapse. In the 26 year period from April 1987 to
October 2013, 41 patients underwent resection of rec-
tal prolapse by a colorectal surgeon (TCH). Patients
excluded from analysis included those who had ab-
dominal procedure of rectopexy without bowel resec-
tion such as Ripstein’s procedure or Wells’ procedure;
perineal procedure such as Delorme’s procedure or
Thiersch’s wire; and those who had laparoscopic pro-
cedures. Demographic data collected included patient
gender, age and types of initial operations. Patient
outcomes, morbidities and mortalities were analyzed
for each group of patients.

Patient treated with abdominal approach were sub-
jected to a midline abdominal incision. Briefly, the
rectum was mobilized and the presacral space was en-
tered and dissected, and the rectum was optimally mo-
bilized and elevated. Fixation of the lateral stalks was
done by suturing them to the sacral periosteum. Seg-
mental resection of excess sigmoid colonic tissue was
performed with an end-to-end anastomosis. For pa-
tients with perineal resection, circumferential incision
of the rectum proximal to the dentate line was done.
Blood supply to rectum was ligated. Redundant rectal
tissue was mobilized down to the anal area and re-
sected (Fig. 1). Levatorplasty with suture approxima-
tion of puborectalis muscle was performed in patients

with perineal resection. Coloanal anastomosis was ac-
complished with interrupted and continuous 2-0 Dexon
sutures. Sutures were applied through the full thick-
ness of the colon wall and anchored the edges of the
dentate line area. Mucocutaneous approximation was
optimized.

Results

Our review examined a total of 41 patients, 14
male and 27 female. Patient age ranged from 15 to 87
years old with an average age of 57.8 years. Eleven
patients had resection of prolapsed rectum from ab-
dominal approach and 30 patients had resection of
prolapsed rectum from perineal approach (Table 1).

In patients resected from an abdominal approach,
5 were male and 6 were female. Age at time of surgery
ranged from 24 to 68 years with an average age of
49.4 years. One patient died of postoperative medica-
tion event. Two patients encountered postoperative
bleeding. One had an anastomotic leak. Another pa-

Fig. 1. (A) Operation during perineal approach; (B) Re-
sected gross specimen.
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tient had recurrence of prolapse. The average length
of hospital stay day was 8.4 days (Table 1).

In comparison, patients resected from perineal ap-
proach, 9 were male and 21 were female. Age at time
of surgery ranged from 15 to 87 years with an average
age of 60.9 years. Postoperative complications in-
cluded a patient with pulmonary edema leading to re-
spiratory failure. One patient had a recurrence. The
average length of hospital day was 5 days (Table 1).

One patient had multiple recurrences of her rectal
prolapse. This 74 year old female had a perineal resec-
tion initially but had a recurrence. She had an abdomi-
nal resection 6 months later, followed by another re-
currence. Her third operation, 12 months following
the first operation, was a perineal resection. There was
no further recurrence after the third surgery.

Discussion

Definitive treatment of rectal prolapse requires a
surgical approach. Surgical procedures for rectal pro-
lapse are diverse. Procedures of choice largely include
abdominal approaches versus perineal approaches.®3’

The abdominal procedure is classified according
to the method or the location of bowel fixation. The
Ripstein procedure was introduced in 1965, and has
been used widely in the United States, and is essen-
tially an anterior sling rectopexy. Intraoperative com-
plications, such as hemorrhage and hematoma in the
sacral venous plexus have been reported, and fre-

Table 1. Patient characteristics, mortality and complications

Abdominal Perineal
approach approach n (%)
n (%) n (%)

Male 5(12) 9(22) 14 (34)
Female 6 (15) 21 (51) 27 (66)
Total 11(27) 30 (73) 41 (100)
Mortality 1(9) 0
Complications (total) 4 (36) 2(7)
Postoperative bleeding 2 (18) -
Anastomotic leakage 1(9) -
Pulmonary edema - 1(3)

Recurrence 1(9) 1(3)
Hospital stay 8.4 days 5 days

quently occur in males with a narrow pelvic cavity.?
The use of an Ivalon sponge, described by Wells in
1959, was advocated in England,'* and is a method
entailing posterior prosthetic rectopexy. The main
complication was prosthetic related infection and re-
sulting pelvic sepsis, usually requiring removal of the
prosthesis.!’ Resection of redundant sigmoid colon
with fixation was also another abdominal procedure.
Since the procedure included resection of a segment
of bowel, postoperative morbidity is higher compared
to other procedures.!?

Perineal approach described in the literature in-
cluded Thiersch procedure, Delorme procedure and
Altemeier procedure. In 1891, Thiersch in Germany
suggested an encirclement procedure in which a pros-
thesis was inserted around the anus, narrowing the
anal opening."® It was recommended to be performed
for high risk patients, however, the recurrence rates
were high.' In 1900, Delorme in France described a
method to have the rectal mucosa resected as a column
shape and the muscular layer plicated.'® Again this
technique was also criticized for the high recurrence
rate (13.5 percent) in one article.'® In 1971, Altemeier
proposed a procedure to have the protruded rectum
resected 2-cm above the dentate line, and the mesen-
tery of the sigmoid colon was ligated and resected.'’
The recurrence rate reported in his series was 3%.
Other surgical reported that when levatorplasty was
performed simultaneously, the recurrence rate was
less than 10% in 3-year follow-up.'®

What is the optimal surgical operative approach to
rectal prolapse is still debatable. Prior studies have
shown that perineal approach had equivalent results
as the abdominal approach. Sobrado et al. reported 51
patients who underwent surgical treatment from 1980
to 2002." Abdominal operations were performed in
36 (71%) cases. Presacral rectopexy was the most
common abdominal procedure in 29 cases followed
by presacral rectopexy with sigmoidectomy in 5 cases.
The most common perineal procedure was perineal
rectosigmoidectomy associated with levatorplasty in
12 cases. Intraoperative bleeding in the presacral space
developed in two cases, and a rectovaginal fistula oc-
curred in another patient after a perineal rectosigmoi-
dectomy. Two recurrences were observed after a mean
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follow-up time of 49 months. These two recurrences
were treated by reoperation. The study suggested that
either abdominal or perineal procedures can be used
safely with good long-term results. Age, associated
medical conditions, and symptoms of fecal inconti-
nence or constipation were the main patient features
that could influence the choice of the best surgical ap-
proach. Hoal et al. reported 56 patients who under-
went operations for rectal prolapse.?® The patency of
his patients who underwent an abdominal approach
was better than that of perineal repairs. His study also
suggested that abdominal approaches had a more fa-
vorable effect on patient constipation and anal insuf-
ficiency. They recommend perineal approaches be re-
served for patients with a very short life expectancy.

In contrast, some recent studies suggested the per-
ineal surgical method was better than abdominal ap-
proach. Fleming et al. compared 30-day outcomes fol-
lowing rectal prolapse repair using NSQIP database of
1275 patients. Overall, the perineal approach group
had older patients, with more comorbidities. There
were fewer minor and major complications in the per-
ineal compared with the abdominal procedure cohorts.
No differences in major complications were observed
between abdominal rectopexy and perineal approach,
but the latter had fewer minor complications. They
concluded that the perineal approach was safer than
an abdominal approach to the treatment of rectal pro-
lapse.?! Similarly, Mistain et al. identified 2188 pa-
tients of rectal prolapse indicated that many patients
could be safely treated by perineal repair.**

Besides, some studies suggested abdominal sur-
gery may have respiratory problems. Pasteur, Haldane
and Beecher were all convinced of the importance of
active collapse of the lung after abdominal operations
with shallow breathing as the major cause of postoper-
ative hypoxia and pulmonary complications.”**> The
advantage of perineal approach is no abdominal wound
so we think perineal approach is less likely to compro-
mise respiratory function.

Levatorplasty is a key for the successful control of
continence in patients with perineal method for rectal
prolapse. Cirocco’s study reported 103 patients who
underwent the Altemeier procedure between 2000 and
2009, and showed excellent results across all age group

with minimal morbidity, allowing patients for shorter
hospital stays and reduced recovery period. No recur-
rences were observed in the younger age group, the
authors are waiting for longer follow-up data from
this study.

In conclusion, our cases demonstrate that perineal
resection for rectal prolapse is a safe procedure with
low recurrence rate. Because there is no abdominal in-
cision, there were fewer wound complications, and
this approach is less likely to compromise respiratory
function. The perineal approach is also likely to have
better value and with reduced hospital stay. The key
for the success of perineal resection is resection of ad-
equate length of colon and levatorplasty leads to bet-
ter continence.

Conclusion

This series suggest that perineal resection is a
safer procedure with low recurrence rate. The advan-
tages of perineal resection were no abdominal wound,
fewer complications and less compromise of respira-
tory function.
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