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SURGICAL TREATMENT OF RECTAL PROLAPSE:
EXPERIENCE AND LATE RESULTS WITH 51
PATIENTS
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The “best” surgical technique for the management of complete rectal prolapse remains unknown. Due to its low
incidence, it is very difficult to achieve a representative number of cases, and there are no large prospective randomized
trials to attest to the superiority of one operation over another.
PURPOSE: Analyze the results of surgical treatment of complete rectal prolapse during 1980 and 2002.
METHOD: Retrospective study. RESULTS: Fifty-one patients underwent surgical treatment during this period. The
mean age was 56.7 years, with 39 females. Besides the prolapse itself, 33 patients complained of mucous discharge, 31 of
fecal incontinence, 14 of constipation, 17 of rectal bleeding, and 3 of urinary incontinence. Abdominal operations were
performed in 36 (71%) cases. Presacral rectopexy was the most common abdominal procedure (29 cases) followed by
presacral rectopexy associated with sigmoidectomy (5 cases). The most common perineal procedure was perineal
rectosigmoidectomy associated with levatorplasty (12 cases). Intraoperative bleeding from the presacral space developed in
2 cases, and a rectovaginal fistula occurred in another patient after a perineal rectosigmoidectomy. There were 2 recurrences
after a mean follow-up of 49 months, which were treated by reoperation.
CONCLUSION: Abdominal and perineal procedures can be used to manage complete rectal prolapse with safety and
good long-term results. Age, associated medical conditions, and symptoms of fecal incontinence or constipation are the
main features that one should bear in mind in order to choose the best surgical approach.
KEY WORDS: Rectal Prolapse. Rectal Procidencia. Surgery. Rectopexy.

Complete rectal prolapse is a disabling condition that has been reported
ever since the Egyptian and Greek civilizations.1 In the past century, its management has evolved a great deal due
to accumulation of knowledge obtained from physiologic investigations
and follow-up of surgical series.
Historically, the correction of rectal procidentia has evolved from simple perineal procedures, like
Thiersch’s anal encirclement,2 to more
complex perineal resections3 and abdominal approaches ranging from sus-
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pension options with or without bowel
resection and use of slings and prosthetic material to restore rectal
anatomy and function.4 In the last decade, laparoscopic repair has been successfully introduced and used in the
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surgical treatment of rectal prolapse.5,6
Over the years, dozens of techniques have been described to find
and treat rectal prolapse.4,7 However,
little evidence has been presented to
support the superiority of one procedure over the others, since large
randomized trials are still lacking.
The objective of this retrospective
analysis is to describe our experience
with the management of rectal prolapse over the past 20 years, with emphasis on discussing the best surgical
approach available for each patient.
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PATIENTS AND METHOD
A retrospective review was conducted on medical records of all patients that underwent surgical repair of
complete rectal prolapse at Hospital
das Clínicas, University of São Paulo
Medical School, and Hospital do Sesi
from 1980 to 2002. Complete rectal
prolapse was defined as full-thickness
protrusion of the rectal wall through
the anus.
Data regarding age, gender, presenting symptoms, associated medical
conditions, and previous surgical procedures was obtained, as well as information about the surgical correction
of the rectal prolapse and hospitalization, surgical morbidity, mortality, and
follow-up of these patients.

RESULTS
From 1980 to 2002, 51 patients
underwent surgical repair of complete
rectal prolapse. The mean age was
56.7 years (23 to 86 years), with 39 females and 12 males.
The mean duration of symptoms
was 45.8 months. Besides the prolapse
itself, the most frequent complaint was
mucous discharge (33), fecal incontinence (31), rectal bleeding (17), constipation (14), and urinary incontinence
(3) (Table 1). The mean length of rectal
prolapse was 7 cm (4 cm to 12 cm).
Different surgical procedures were
employed and are listed in Tables 2
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and 3. Abdominal operations were the
procedure of choice in 71% (36 out of
51) of cases. The mean age of patients
in this group was 51.3 years (23 to 62
years). The most important criteria
used to assign patients for an abdominal procedure were younger age and
lack of significant comorbidities. Presacral rectopexy without the use of
prosthetic material was performed in
27 cases, and it was the procedure
most frequently employed in this series. One of these procedures was performed laparoscopically. Five patients
underwent abdominal sigmoidectomy
associated with the presacral rectopexy
due to the presence of a redundant sigmoid colon and constipation. In 2
other patients, presacral rectopexy was
associated with a Moschowitz cul-desac plication8 and with a Thiersch procedure. Two patients underwent the
Ripstein procedure, with suspension of
the rectum by means of a prosthetic
mesh.
Fewer perineal procedures were
performed; these were performed in
29% of the cases (15 out of 51), with
the mean age of patients of 67.9 years
(36 to 86 years). We prefer to use the

perineal approaches in older patients
and those with poor clinical conditions. Rectosigmoidectomy was the
most frequent perineal operation. In 2
patients with important associated
medical conditions, the Thiersch anal
encirclement was the only procedure
performed, and 1 patient underwent a
transsacral rectopexy.9
Among the 51 patients, 9 had undergone a previous operation for correction of rectal prolapse (6 had an abdominal operation and 3 had a perineal operation). Eight of these patients
underwent presacral rectopexy, and 1
underwent perineal rectosigmoidectomy.
The mean length of follow-up was
49 months (18 to 248 months). There
was no operative mortality. Surgical
complications included rectovaginal
fistula (1) and sacral bleeding (2) (Table 4).

Table 2 - Different types of perineal
surgery performed for our patients.

n = number of patients.

Surgery

n

Thiersch
Perineal rectosigmoidectomy +
levarosplasty
Transsacral
Total

2
12
1
15

n = number of patients.

Table 1 - Main symptoms and
complaints of patients with complete
rectal prolapse.

Table 3 - Different types of abdominal
surgery performed for our patients.

Symptoms

n

Surgery

Prolapse
Mucous discharge
Anal incontinence
Rectal bleeding
Constipation
Urinary incontinence

51
33
31
17
14
3

Presacral
Presacral
Presacral
Presacral
Ripstein
Total

n = number of patients.

n
rectopexy
27
rectopexy + sigmoidectomy 5
rectopexy + Thiersch
1
rectopexy + Moschcowitz
1
2
36

n = number of patients.

Table 4 - Major surgical complications
following repair of the rectal prolapse.
Complication

n

Rectovaginal fistula
Sacral bleeding
Recurrence

1
2
2

The rectovaginal fistula occurred
after a perineal rectosigmoidectomy,
probably as a consequence of vaginal
perforation during rectal mobilization.
This 68-year-old woman, who had previously undergone a perineal hysterectomy and vaginal pexy, developed
an acute abdomen that required
laparotomy with drainage and performance of a loop ileostomy, which was
subsequently closed. Sacral bleeding
developed during posterior rectal mobilization and was successfully managed intraoperatively with the use of
bone wax and application of sacral
thumbtacks.
Recurrence of rectal prolapse (defined as full-thickness protrusion of
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the bowel wall through the anus) occurred in 2 patients after presacral
rectopexy, and both were corrected
with repeated presacral rectopexy with
success through 36 months follow-up
(Table 4).

DISCUSSION
The ideal procedure for surgical
correction of complete rectal prolapse
remains unknown despite more than
100 different operations described so
far.4,10,11 Moreover, there are no large
prospective randomized trials comparing the techniques to attest to the superiority of one operation over another. Indeed, the surgeon must be familiar with the most important techniques and be able to identify specific
patient characteristics to choose the
best technique for each patient. Therefore, surgeon preference allied with
patient risk factors are key points in
the decision-making process when
managing a patient with rectal prolapse.
Important criteria for selecting the
corrective procedure include identification of pelvic floor abnormalities, a
deep pouch of Douglas, redundant sigmoid colon, patulous anus, long lateral
rectal stalks, concurrent pelvic genital
prolapse, associated urinary and/or
fecal incontinence, severe constipation, and rectoceles. Length of the prolapse, patient’s age, associated medical conditions, and clinical status must
always be considered.
Abdominal procedures were associated with a lower recurrence rate than
perineal ones.10,12,13 However, abdominal procedures are associated with
higher rates of morbidity and are preferred for younger patients with few
associated medical conditions.4,10 This
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may explain the difference observed in
our series, where the mean age of the
36 patients that underwent abdominal
procedures was 51.3 years versus 67.9
years in the group of 15 perineal procedures.
During the execution of presacral
rectopexy, posterior mobilization of
the rectum down to the level of the tip
of the coccyx until the levator muscles
are clearly identified is important. To
prevent inadvertent bleeding, this dissection should be carried out in front
of the sacral nerves and should not be
done blindly. We usually do not perform either anterior or lateral mobilization of the rectum. The presacral
fixation must be accomplished with
nonabsorbable sutures, usually with 4
to 5 points stitches at different levels
in the midline of the sacrum and the
rectum, where at least a 1 cm length
of the fascia and muscular wall must
be included.
One point that must be emphasized in the selection of type of procedure is the complaint of severe constipation and the presence of a redundant sigmoid colon. In these patients,
a concomitant sigmoidectomy should
be associated with the rectopexy, as
was done in 5 patients in our series.
Preoperative investigation of constipation may be done using colonic transit,
electromanometry,
and
defecography. Bowel resection under
these circumstances is usually associated with improvement in bowel function.
Perineal procedures represent a
good surgical option for elderly and
high-risk patients, since these procedures are associated with a low complication rate.14,15 The mean age of the
15 patients who underwent perineal
procedures in this study was 61.7 years.
Simple perineal procedures, like the

Thiersch anal encirclement that was
performed on only 2 patients, are reserved for patients in very poor clinical condition because of a high recurrence rate and low grade of symptom
control. Twelve patients underwent
perineal rectosigmoidectomy, which is
a more complex perineal procedure
than anal encirclement. Perineal
rectosigmoidectomy has the advantages of resection of the extensive prolapsed bowel segment with the opportunity to support the levatorplasty in
achieving an improvement in fecal
continence and is associated with a low
morbidity rate. More recently in the
literature, there is a reported tendency
of performing more perineal
rectosigmoidectomies associated with
levatorplasty even in young patients
with good clinical status.4
Regarding management of recurrent rectal prolapse, the previous procedure performed should always be
kept in mind as a possible procedure
of choice, but the outcome of surgery
is usually similar in cases of primary
and recurrent prolapse.16 Unless the
previous anastomosis is resected in the
second procedure, resection procedures
should be avoided to prevent occurrence of ischemic segments of bowel
between the two anastomosis that can
lead to catastrophic consequences.17
In conclusion, abdominal and perineal procedures can be safely performed for the treatment of complete
rectal prolapse and recurrent rectal
prolapse with good results. The best
surgical option should be individualized for each patient based upon characteristics such as age, associated
medical condition, symptoms of fecal
incontinence, or constipation allied
with the surgeon’s experience. These
are the main issues that one must bear
in mind before choosing the operation.
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RESUMO
Sobrado CW e col. Tratamento cirúrgico da procidência retal: experiência e resultados tardios de 51 pacientes. Rev. Hosp. Clin. Fac. Med.
S. Paulo 59(4):168-171, 2004
A técnica cirúrgica mais apropriada para a correção da procidência retal
permanece motivo de controvérsia.
Por se tratar de afecção pouco freqüente, há dificuldade de avaliação de número adequado de pacientes em estudos randomizados e existe pouca evidência para comprovar a superioridade de alguma das técnicas.
OBJETIVO: Analisar os resultados de eficácia e segurança do tratamento cirúrgico da procidência retal
em pacientes operados entre 1980 e
2002.

MÉTODO: Estudo retrospectivo.
RESULTADOS: Cinqüenta e um
pacientes foram operados. A idade média foi de 56,7 anos e 39 eram mulheres. Além do prolapso, 33 pacientes queixavam-se de eliminação de muco, 31 tinham incontinência anal, 14 apresentavam constipação, 17 com sangramento
retal e 3 incontinência urinária. Operações abdominais foram realizadas em 36
(71%) casos, sendo a retopexia sem
prótese a operação mais realizada (29
casos) seguida pela retossigmoidectomia
com retopexia (5 casos). A operação
perineal mais realizada foi a retossigmoidectomia com plastia dos elevadores (12 casos). O sangramento sacral
foi a única complicação intra-operatória
e ocorreu em dois casos. Como complicação pós-operatória, houve um caso de

fístula retovaginal após operação de
retossigmoidectomia perineal. Após seguimento médio de 49 meses, observamos recidiva da procidência em 2 casos.
CONCLUSÕES: Operações abdominais e perineais podem ser utilizadas com segurança e eficácia no tratamento cirúrgico da procidência do
reto. A idade, a presença de afecções
associadas, comorbidades e os sintomas de constipação e incontinência
são as principais variáveis envolvidas
na escolha da operação. As operações
de retopexia abdominal e retossigmoidectomia perineal estão associadas
a bons resultados.
UNITERMOS: Procidência de
Reto. Cirurgia. Prolapso retal.
Sacropromontofixação.
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