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Case Report
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A perineal approach to treating rectal prolapse is an ideal option for older
patients who are not suitable candidates for abdominal procedures. There
are 2 widely used perineal techniques: the Delorme procedure and the
Altemeier procedure. We describe a quick, feasible perineal technique for
treating external rectal prolapse. The surgical technique and procedure for
external rectal prolapse are presented.

[J Soc Colon Rectal Surgeon (Taiwan) 2011,22:99-103]

Rectal prolapse is classified into external prolapse
and internal prolapse. Rectal prolapse is an ana-
tomic abnormality and requires surgical resection.
Numerous procedures have been described for the
treatment of complete rectal prolapse, and these are
classified as perineal or abdominal approaches.' Peri-
neal procedures such as the Delorme procedure,
Altemeier operation (perineal rectosigmoidectomy),
Thiersch procedure (anal encirclement), McCann pro-
cedure, Lockhart-Mummery operation, and Wyatt
perineal rectopexy are suitable for older and high-risk
patients.”” The Delorme and Altemeier procedures are
the most commonly used perineal procedures. Re-
cently, internal rectal prolapse has been successfully
treated with stapled transanal rectal resection (STARR)
using circular staplers.® Longo developed the Con-
tour® Transtar' " stapler (STR5G; Ethicon Endo-Sur-
gery, Cin-cinnati, OH) to increase the volume of re-
sected tissue. Then, Roland et al. modified the STARR

procedure to resect external rectal prolapse.'' Tepetes
described a local treatment for loop colostomy pro-
lapse using a linear stapling device.” Now, we have
modified this technique to treat external rectal pro-
lapse using 2 linear staplers.

Case Report

A 90-year-old woman had a 5-year history of trou-
blesome rectal bleeding and a prolapsed anal mass at
defecation. The mass had always been reduced manu-
ally. She was sent to the emergency room because the
mass became painful and irreducible. Rectal examina-
tion revealed approximately 8 cm of prolapsed rec-
tum. The protruded rectum was markedly swollen,
and congested, and showed signs of superficial mu-
cosal erosion. Manual reduction of the congested rec-
tum in the emergency room failed. The prolapsed rec-
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tum became less congested under epidural anesthesia
in the operative room. The prolapsed rectum was
transected using a linear stapling device. The proce-
dure was completed within 30 minutes. Oral food in-
take was started the next day, and stool passage oc-
curred on the second postoperative day. She was dis-
charged on the fourth postoperative day, and no re-
current prolapse was seen at the 1-year follow-up
examination.

Operative technique

The patient was operated on under epidural anes-
thesia, placed in a lithotomy position. The prolapsed
rectum was exposed by stay sutures. A vertical inci-
sion 1-2 cm in size was made approximately 2 cm
above the dentate line, and another on the opposite
side. A tunnel was made, with both the inner and outer
walls of the prolapsed rectum incised. A Penrose tube
was inserted through the tunnel for traction of the
prolapsed rectum. A linear stapler (linear cutter
TCT?75; Ethicon, USA) was inserted through the tun-
nel (Fig. 1), and the anterior aspect of the prolapsed
rectum was divided after firing the stapler. Then, the
posterior aspect was divided with the same method,
and the prolapsed rectum was transected. Complete
hemostasis was achieved with intermittent full-thick-
ness 3-0 chromic sutures (Fig. 2), and the prolapsed

Fig. 1. A GIA 55 was inserted through the tunnel, and di-
vided the anterior aspect of prolapsed rectum after
firing the GIA. The posterior aspect was divided
with the same method.

rectum was reduced (Fig. 3). The total operative time
was less than 30 minutes, and blood loss was minimal.
A summary of the technique is illustrated in Fig. 4.

Discussion

Delorme’s procedure and the Altemeier operation
are the most popular perineal techniques for rectal
prolapse in patients who are not suitable candidates
for abdominal procedures. Both of these techniques
are time-consuming, and Delorme’s procedure has a
high recurrence rate, reaching up to 38%."'° Roland et
al. described a new perineal procedure called perineal
stapled prolapsed resection (PSP) for external pro-
lapse and showed good functional results.''> The

Fig. 3. The rectum was reduced.
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Fig. 4. The summary of technique. A. A vertical incision
(black point) 1-2 cm in size was made approxi-
mately 2 cm above the dentate line, and another on
the opposite side. B. A Penrose tube was inserted
through the tunnel for traction of prolapsed rectum.
A linear cutter TCT75 was inserted through the tun-
nel and divided anterior aspect after firing the de-
vice. C. Posterior respect was divided with another
linear cutter. D. The prolapsed rectum was resected
after firing two linear cutters.

main disadvantage of PSP is the high cost of the sta-
plers. We achieved perineal stapled resection with lin-
ear staplers for external prolapse at a lower cost than
PSP.

In 2008, we introduced a technique using linear
staplers for stoma prolapse.'* Now, we have modified
this staple procedure for external rectal prolapse.
Compared with PSP, only 2 linear staplers are used in
perineal resection, and the technique is easy to per-
form. Because fewer staplers are used, the cost of
perineal stapled resection with linear staplers is lower
than that of PSP (9,570 vs. 1,850 NT dollars).!?

The Altemeier procedure involves opening the
peritoneum and pulling down the sigmoid and de-
scending colon, with a greater length of large bowel
resected than with the perineal stapled procedure.
Johansen et al. reported that the mean length of re-
sected rectosigmoid colon was 23 ¢m.'* In this case,
the length of the resected large bowel was 10 cm. The
influence of the shorter length of resected bowel with
the perineal stapled procedure on recurrence rate
needs to be assessed using long-term follow-up.

Perineal stapled resection with linear staplers re-

quires a shorter operative time than Delorme’s proce-
dure (30 vs. 75 min) or the Altemeier operation.'s
Hetzer et al. showed good functional results and a
similar recurrence rate to the Altemeier operation in
32 patients. The median follow-up time was 6 months.
There were no intraoperative complications, and the
rate of minor postoperative complications was 6.3%.
Preoperative severe fecal incontinence disappeared
postoperatively in 90% of patients, and no new cases
of constipation were noted.'? Perineal stapled resec-
tion with linear staplers uses the same concept as PSP.
Therefore, we expect that perineal stapled resection
has good results, similar to those seen with the Al-
temeier operation.

Perineal stapled resection with linear staplers for
external rectal prolapse may be associated with less
blood loss, a shorter operative time, fewer hospitaliza-
tion days, and quicker recovery than other perineal
procedures. In addition, the procedure is easy to per-
form and the learning curve is shorter. Functional re-
sults and recurrence rate should be investigated using
long-term follow-up.

References

1. Madiba TE, Baig MK, Wexner SD. Surgical management of
rectal prolapse. Arch Surg 2005;140:63-73.

2. Delorme R. Sur le traitment des prolapses du rectum totaux
pour I’excision de la muscue use rectal ou rectocolique. Bull
Mem Soc Chir Paris 1900;26:499-518.

3. Miles WE. Rectosigmoidectomy as a method of treatment for
procidentia recti. Proc R Soc Med 1933;26:1445-52.

4. Carter AE. Rectosacral suture fixation for complete rectal
prolapse in the elderly, the frail, and the demented. Br J Surg
1983;70:522-3.

5. McCann FJ. Note on an operation for the cure of prolapse of
the rectum. Lancet 1928;27:1072-3.

6. Lockhard-Mummery J. A new operation for prolapse of the
rectum. Lancet 1910;1:641-2.

7. Wyatt AP. Perineal rectopexy for rectal prolapse. Br J Surg
1981;68:717-9.

8. Renzi A, Izzo D, Di Sarno G, Izzo G, Di Martino N. Stapled
transanal rectal resection to treat obstructed defecationcaused
by rectal intussusception and rectocele. Int J Colorectal Dis
2006;21:661-7.

9. Tepetes K, Spyridakis M, Hatzitheofilou C. Local treatment
of a loop colostomy prolapse with a linear stapler. Tech
Coloproctol 2005;9:156-8.

10. Senapati A, Nichols RJ, Thomson JP, Phillips RK. Results of



102 Ming-Hung Shen, et al.

J Soc Colon Rectal Surgeon (Taiwan) September 2011

11.

12.

13.

Delorme’s procedure for rectal prolapsed. Dis Colon Rectum
1994;37:456-60.

Scherer R, Marti L, Hetzer FH. Perineal stapled prolapse re-
section: a new procedure for external rectal prolapse. Dis Co-
lon Rectum 2008;51;1727-30.

Hetzer FH, Roushan AH, Wolf K, Beutner U, Borovicka J,
Lange J, Marti L. Functional outcome after perineal stapled
prolapse resection for external rectal prolapsed. BMC Sur-
gery 2010;10:9.

Chang SC, Shen MH, Lee HHC. Local repair for a loop colos-

14.

15.

tomy prolapse using a linear stapling device. J Soc Colon
Rectal Surgeon (Taiwan) 2008;19:22-6.

Johansen OB, Wexner SD, Daniel N, Nogueras JJ, Jagelman
DG. Perineal rectosigmoidectomy in the elderly. Dis Colon
Rectum 1993;36:767-72.

Watkins BP, Landercasper J, Belzer GE, Paula Rechner,
Rebecca Knudson, MariluBintz, Pamela Lambert. Long-term
follow-up of the modified delorme procedure for rectal pro-
lapse. Arch Surg 2003;138:498-503.



4

A RS J Soc Colon Rectal Surgeon (Taiwan) 2011;22:99-103

103

TR

1% FH &7 B2 8 PR R VI BRas 1 Mk EL R i 2

T S CIR R
VA ARBE IR SRR
PR P
NOIBF AR R SRR

fEiRR BB ER - BRFBMAEGES T rE A - Sl T Firesal (T
W50 FEAS S 2GR BB IR E=AYFiiTeh - Delorme A1 Altemeier i 2 & &2
BEFRY » fEERSCES » FFl 7 S — R PR H Al T RS g BT i 5=

WA EBIRE YIRS -



