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In aged and constipated people, long-term straining with defecation may
result in anorectal prolapse. Rectal prolapse is the protrusion of the rectum
through the anus, and is associated with pelvic anatomical abnormalities.
These patients may present with symptoms such as prolapsed anal tissue
or a mass, anal mucoid secretions, or bleeding from the protruding tissue.
Most patients are advised to have the prolapsed bowel surgically treated in
order to correct this disorder, and alleviate any associated constipation or
fecal incontinence. We encountered three cases of rectal prolapse that
were surgically treated by a transabdominal or transperineal approach. We
herein present these cases, and review the related literature emphasizing
proper selection of a surgical approach. Laparoscopic techniques are now
also available, and can be performed safely and reliably. Nevertheless, the

choice of procedure should be individualized to the patient’s condition.
[/ Soc Colon Rectal Surgeon (Taiwan) 2011;22:146-150]

Rectal prolapse can sometimes be confused with
prolapsing hemorrhoids. Patients with rectal
prolapse typically have protruding concentric rings of
everted rectum, which is different from prolapsed
hemorrhoids. This disturbing anorectal condition can
be worsened by faulty bowel habits and aging, and
surgical repair is required for correction. Conditions
associated with rectal prolapse include weakening of
pelvic muscles and ligaments, loss of fixation of the
rectum, and an abnormally deep Douglas pouch. Be-
cause rectal prolapse can be due to a number of dif-
ferent conditions, there are varied operations that have
been reported to treat this disorder. The definitive
treatment options are all surgical, and are comprised
of either transperineal or transabdominal (including
laparoscopic) approaches. Herein, we report three
cases of rectal prolapse treated surgically. The first
patient underwent a perineal Altemeier repair. The

second and the third patients received a low anterior
resection and pre-sacral rectopexy.

Case Reports

Case 1 was an 85-year-old female with a previous
hysterectomy due to uterine prolapse. She presented
with intermittent episodes of a rectal prolapsed mass
after defecation for several years. Her medical co-
morbidities included chronic obstructive pulmonary
disease (COPD), atherosclerotic heart disease, senile
dementia, and chronic constipation, and she had been
confined to bed for more than 10 years.

Physical examination revealed a short segment of
prolapsed bowel protruded through the anus (Fig. 1).
Laboratory data revealed normal routine blood and
biochemistry values. She was admitted with a diagnosis
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of complete rectal prolapse with mild ischemic mu-
cosal changes, and underwent a perineal Altemeier
repair. The procedure was performed successfully, her
postoperative course was uneventful, and no recur-
rence in short-term follow-up has been noted.

Case 2 was a 65-year-old male who presented
with a 1-year history of a rectal prolapsed mass after
defecation. His history was only significant for chronic
constipation for 10 years. He stated that initially a
mass protruded during bowel movements, and re-
tracted afterwards. Later, he had to manually replace
the prolapsed mass. This time, he could not reduce the
prolapsed rectum. He was thus admitted with a diag-
nosis of complete rectal prolapse and chronic consti-
pation. Physical examination revealed a long segment
of prolapsed bowel protruded through the anus (Fig.
2). Routine laboratory tests were normal. Initially,
manual reduction of prolapsed rectum was performed
and a Thiersch anal encircling suture was temporarily
placed under spinal anesthesia. After 2 days of bowel
preparation, he received a low anterior resection and
pre-sacral rectopexy. The postoperative course was
uneventful, and no recurrence has been noted in
short-term follow-up.

Case 3 was a 30-year-old male who presented
with a 1-year history of a rectal prolapsed mass with
defection. He indicated he had to manually replace the
rectum after completing defecation. His history was
significant for mental retardation since childhood, and
chronic constipation for 10 years. Physical examina-
tion revealed a long segment of prolapsed bowel pro-

Fig. 1. Rectal prolapse in 85 y/o female.

truding from the anus (Fig. 3). Laboratory testing re-
vealed normal values. He received a low anterior re-
section and pre-sacral rectopexy. The postoperative
course was uneventful, and no recurrence has been
noted in short-term follow-up.

Discussion

Rectal prolapse is an uncommon anorectal dis-
ease. In the United States, the overall incidence of rec-
tal prolapse is approximately 4.2 per 1,000 people.!
The incidence of the disorder increases to 10 per
1,000 among patients older than 65 years. Most pa-
tients with rectal prolapse are women, with a female to

Fig. 3. Rectal prolapse in 30 y/o male.
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male ratio of 6:1. Complete rectal prolapse is defined
as full-thickness protrusion of the rectum through the
anus. Rectal procidentia means complete rectal pro-
lapse, and the term is used when the rectum literally
turns “inside out” beyond the anus. Early in the deve-
lopment of a prolapsed rectum, incomplete (or partial)
rectal prolapse can occur in which the rectum pro-
trudes during bowel movements and retracts after-
wards. The protrusion may become more frequent,
and occur when the patient sneezes or coughs. Even-
tually, the protruding rectum may persist and need to
be replaced manually.

Anatomically, rectal prolapse is caused by weak-
ening of the ligaments and muscles that hold the rec-
tum in place. In most people, the anal sphincter is
weak. Rectal prolapse is often associated with the ad-
vanced age, long-term constipation, long-term strain-
ing during defecation, long-term diarrhea, pregnancy
and childbirth, previous anal surgery, cystic fibrosis,
COPD, and sphincter paralysis. Reviews of the con-
dition have pointed out several possible etiologies
including a defect of the pelvic floor, redundant rec-
tosigmoid colon, and deep Douglas pouch. A sliding
hernia or a circumferential intussusception that de-
velop in the anorectum are also mentioned as patho-
genic mechanisms.

Patients with rectal prolapse often complain of
symptoms such as prolapsed anal tissue or mass, anal
mucoid secretions, or bleeding from the protruding
tissue. Other conditions such as fecal incontinence
and loss of the urge to defecate have also been de-
scribed. The definitive treatment of rectal prolapse is
surgical. Surgical treatment of rectal prolapse can in-
volve a variety of methods,*? including resection of
redundant colonic or rectal walls, repair of the pelvic
defect, and fixation of the rectal wall to presacral fas-
cia (rectopexy). The different surgical approaches are
described below.

The transabdominal procedures, posterior recto-
pexy and resection with posterior rectopexy, offer
better functional results.* The recurrence rate associ-
ated with transabdominal procedures is lower than
those seen with transperineal procedures. Currently,
the latter are indicated for elderly patients with a con-
siderable surgical risk. For younger patients and older
patients with less surgical risk factors, transabdominal

procedures are preferred. Therefore, resection of the
sigmoid with rectopexy, or anterior and posterior
rectopexy, are the most widely performed procedures.

Transperineal procedures, Delorme’s procedure’
and perianal rectosigmoid resection, performed under
spinal anesthesia, are another option. However, evi-
dence indicates that the procedures are associated
with higher recurrence and incontinence rates. In very
old and high-risk patients, Delorme’s procedure with
mucosal sleeve resection is preferred, and often used
for short segment or small prolapse. Perineal recto-
sigmoidectomy (Altemeier repair) is another safe and
effective approach for elderly patients who have sig-
nificant comorbidities. The Thiersch procedure in-
volves placing subcutaneous, perianal encircling su-
tures. It creates a temporary mechanical barrier to
keep the prolapsing rectum reduced inside the anus, in
order to prepare for definite surgery.

Laparoscopic surgery offers another and possibly
better option due to its minimally invasive nature.
Laparoscopic techniques have been standardized, and
represent a much less traumatic surgical option for the
treatment of rectal prolapse. Elderly patients treated
with a minimal invasive approach gain particular
benefit from reduced surgical trauma, less postop-
erative pain, and early mobilization, thus contributing
to less postoperative morbidity. Current laparoscopic
surgical techniques include suture rectopexy, stapled
rectopexy, posterior mesh rectopexy with artificial
materials, and resection of the sigmoid colon with
colorectal anastomosis with or without rectopexy.

From our review of the literature,®’ laparoscopic
repair of rectal prolapse was found to be associated
with better outcomes, including shorter hospital stay,
low morbidity, and a similar recurrence rate as an
open abdominal approach. It should be the preferred
method for patients who do not have any comorbid
conditions. Advanced age alone is not a contraindica-
tion to a laparoscopic approach. Carpelan-Holmstrom
et al.® presented their experience of the management
of 75 patients with rectal prolapse, in which 65 pa-
tients were treated laparoscopically, with a 6% con-
version rate. They reported success rates of 84% and
92% for rectopexy and resection rectopexy, respec-
tively, with no mortality and only minor morbidity,
and considerable improvement of fecal continence.
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There were two cases of prolapse recurrence. The au-
thors concluded that the laparoscopic approach pro-
vides a shortened hospital stay and is well tolerated by
elderly patients. Byrne et al.” treated 126 of 321 pa-
tients with rectal prolapse with laparoscopic surgery,
and reported acceptable outcomes with a recurrence
rate of 6.9% at 5 years, and 10.8% at 10 years. They
concluded that laparoscopic rectopexy provides reli-
able long-term results for the treatment of rectal pro-
lapse, including low recurrence rates and acceptable
functional outcomes.

Prolapse recurrence after surgery occurs in small
portion of patients. Pikarsky et al.'” presented their
experience of 27 patients operated on for recurrent
prolapse. These recurrent cases were from 115 pa-
tients who received surgical correction of rectal pro-
lapse. Their overall success rate for surgical correc-
tion of recurrent rectal prolapse was 85.2%, which
was similar to the success rate for the treatment of pri-
mary rectal prolapse. Despite the availability of dif-
ferent surgical techniques, recurrent rectal prolapse
requires more careful selection of the most suitable
surgical approach.

Conclusion

Surgery remains the definite treatment for com-
plete rectal prolapse. Transabdominal procedures seem
to be associated with better outcomes than trans-
perineal repairs. Although the cases presented herein
were managed with an open surgical approach, la-
paroscopic treatment of complete rectal prolapse can
be successfully performed by trained laparoscopic
surgeons. Laparoscopic procedures are associated
with similar success rates as other methods, and have

the advantages of shorter hospital stay and decreased
pain. Nevertheless, the choice of procedure should be
based on each patient’s individual condition.
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