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Prolapse, in general, is defined as: “A falling down of an
organ or part . . . from its normal position.” Rectal prolapse is
a “ falling down” of the rectum so that it is outside the body.
Its appearance is that of an erythematous, proboscis-like
object and is a true intussusception of the rectum through the
sphincters. The condition is embarrassing and can be socially
debilitating although it is rarely a medical emergency. It is
associated with fecal incontinence, and in women, is associ-
ated with other pelvic floor abnormalities. The precise cause
of rectal prolapse is unknown although two theories of etiol-
ogy have been proposed. At the beginning of the nineteenth
century, Moschcowitz1 suggested that prolapse is a sliding
hernia through a defect in the pelvic fascia. More recently,
and with the benefit of cinedefecography, Broden and
Snellman2 proposed that prolapse is actually a circumferential
intussusception of the rectum. It is this latter theory that most
investigators subscribe to. The majority of patients afflicted
with rectal prolapse have a long history of constipation and
straining.

The disorder is more common in women, especially in
older age groups. Affected men tend to be younger (20–40
years of age) and usually have a predisposing disorder (e.g.,
congenital anal atresia). Women are at increased risk of
developing prolapse by virtue of their anatomy (i.e., wide
pelvis) and because of childbearing. Vaginal delivery is
known to stretch the pudendal nerves and long-term neuro-
logic damage can occur at this time resulting in perineal
descent, prolapse, and incontinence. A vast number of differ-
ent procedures have been described to manage the disorder
serving as testimony to the uncertain etiology of the disease
and the resultant disagreement about optimal surgical
therapy (Table 47-1).

Patient factors that influence the choice of operation 
are: age, sex, medical condition, extent of prolapse, bowel
function, and status of fecal continence. Procedure-related
factors that influence the choice of operation include: extent
of procedure, potential morbidity, recurrence rate, impact on
fecal continence and bowel habit, familiarity and ease of
technique.

Patient Evaluation

Constipation and straining, fecal incontinence, and erratic
bowel habits typify the symptoms associated with prolapse.
These symptoms are nonspecific and are associated with both
mucosal pathology and functional bowel disease therefore, a
complete evaluation before operation is necessary.

Spontaneous prolapse is obvious on inspection (Figure 
47-1).3 Some patients may require straining to produce the
prolapse, and the straining patient is best examined in the
squatting or sitting position. The patient can be examined
while he or she is on the toilet by having the patient lean for-
ward or using a long rod to which a mirror is attached placed
between the patient’s legs to view the prolapse. Another
option is to place a flexible endoscope into the toilet with the
viewing end pointed toward the perineum.

Full-thickness prolapse is distinguished by its concentric
rings and grooves as opposed to the radially oriented grooves
associated with mucosal prolapse (Figure 47-2). Inspection
should also include examining the perianal skin for any mac-
eration or excoriations. A digital rectal examination is impor-
tant to detect concomitant anal pathology and to assess resting
tone and squeeze pressure of the anal sphincters and function
of the puborectalis muscle.

Colonoscopy or flexible sigmoidoscopy with barium
enema should be performed to rule out associated mucosal
abnormalities. Defecography is usually not necessary in the
evaluation of full-thickness prolapse but it is an essential part
of the evaluation of internal procidentia (rectoanal intussus-
ception). Anal manometry can help assess sphincter function;
longstanding prolapse typically damages the internal anal
sphincter and may cause poor resting pressures.4 In such
patients, synchronous levatorplasty should be considered at
the time of prolapse repair and may further improve conti-
nence.5 In a manometric study evaluating patients with rectal
prolapse, Spencer4 reported that the anorectal inhibitory
reflex was frequently absent or abnormal, that resting anal
pressures were abnormally low, and squeeze pressures were
normal. Anal electromyography and pudendal nerve terminal



motor latency are generally not clinically helpful unless
there is a history of severe straining. In such cases, anal
electromyography presence of inappropriate puborectalis
contraction. When discovered, biofeedback can be used for
therapy. Colonic transit times should be done in patients with
a  coexisting history of severe constipation so that the correct
operation can be chosen. Individuals with slow-transit consti-
pation  and site markers concentrated in the left and sigmoid
colon typically benefit from a synchronous sigmoid colec-
tomy and rectopexy versus rectopexy alone or even perineal
rectosigmoidectomy.

Surgical Procedures

The surgeon must decide between a perineal operation and an
abdominal procedure. Men are at risk for sexual dysfunction
with an abdominal approach, therefore this option is chosen
cautiously. The risk of impotence for abdominal rectopexy
should approach 1%–2% in skilled hands.

The most common abdominal operations are resection
with or without rectopexy or rectopexy alone. The perineal
procedures are perineal rectosigmoidectomy (Altemeier) or
mucosal sleeve resector (Delorme). Elderly, high-risk
patients are best treated by perineal procedures which can be
performed under a regional anesthetic, or even a local anes-
thetic with intravenous sedation. Healthy adults with normal
bowel habits may undergo either rectopexy ± sigmoidectomy
or perineal rectosigmoidectomy ± levatorplasty. Bowel func-
tion has a role in determining specific therapy. Consti-
pated patients should undergo resection and rectopexy.
Incontinent patients should undergo either abdominal
rectopexy or perineal rectosigmoidectomy + levatorplasty.
Recurrent prolapse mandates knowledge of the prior repair
because that information will dictate future options; the prior
dissection may limit the available alternatives because of
blood supply divided.
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TABLE 47-1. Operations described for rectal prolapse

Transabdominal procedures
1. Repair of the pelvic floor

Abdominal repair of levator diastasis
Abdominoperineal levator repair

2. Suspension-fixation
Sigmoidopexy (Pemberton-Stalker)
Presacral rectopexy
Lateral strip rectopexy (Orr-Loygue)
Anterior sling rectopexy (Ripstein)
Posterior sling rectopexy (Wells)
Puborectal sling (Nigro)

3. Resection procedures
Proctopexy with sigmoid resection
Anterior resection

4. Perineal procedures
Perineal rectosigmoidectomy (Altemeier)
Rectal mucosal sleeve resection (Delorme)
Perineal suspension-fixation (Wyatt)
Anal encirclement (Thiersch + modification)

FIGURE 47-1. Mucosal versus full-thickness prolapse. (From Beck
and Whitlow.3 Copyright 2003 by Taylor & Francis Group LLC (B).
Reproduced with permission of Taylor & Francis Group LLC (B) in
the format Textbook via Copyright Clearance Center). A. circumfer-
ential full-thickness prolapse; concentric mucosal folds B. Radial
folds seen with hemorrhoidal prolapse.

FIGURE 47-2. Sagittal view of full-thickness rectal prolapse. (From
Beck and Whitlow.3 Copyright 2003 by Taylor & Francis Group LLC
(B). Reproduced with permission of Taylor & Francis Group LLC (B)
in the format Textbook via Copyright Clearance Center).



Perineal Procedures

Perineal Rectosigmoidectomy

Perineal rectosigmoidectomy was popularized by Altemeier
and his name is the eponym attached to the procedure.6 The
operation can be performed under a general or spinal anes-
thetic or even a local anesthetic with intravenous sedation.
Typically, patients receive a mechanical and antibiotic bowel
preparation. The prone position is preferred; however, the left
lateral (Sim’s) or lithotomy position can also be effectively
used. The rectal wall is injected with an epinephrine contain-
ing compound for hemostasis. A circumferential incision is
made in the rectal wall approximately 1–2 cm above the den-
tate line (Figure 47-3). The incision is deepened until the full
thickness of the rectal wall has been divided. Once a full-

thickness incision has been made, the cut edge of the rectum
is pulled down and the mesorectum is divided and ligated,
progressively advancing more cephalad. Anteriorly, a peri-
toneal reflection (hernia sac) is encountered. The dissection
continues until there is no further redundancy remaining 
in the rectum/sigmoid colon, this requires judgment and expe-
rience. After the redundant rectum has been adequately mobi-
lized, it is divided and a hand-sutured coloanal anastomosis is
performed. An EEA stapler can also be used to perform the
anastomosis. In cases of severe fecal incontinence, a levator
plication can be performed before the coloanal anastomosis
improves continence in two-thirds of patients.5,7 After the
procedure, patients are allowed to ambulate and eat on post-
operative day 1.

Reported results of the perineal rectosigmoidectomy are
summarized in Table 47-2. Mortality has been low and mor-
bidity ranges from 5% to 24%. Most morbidity is from the
preexisting medical problems; however, most series report
anastomotic complications in a small number of patients.
Recurrence rates range from 0% to 10% in series with a fol-
low-up of 6 months to 5 years. Recurrence rates are higher for
series with longer follow-up. Improvement in incontinence
has been reported in the majority of patients in whom
levatorplasty is performed.16

Delorme Procedure

Another perineal option is mucosal proctectomy first dis-
cussed by Delorme in 1900.17 It is ideally suited to those
patients with full-thickness prolapse limited to partial circum-
ference (e.g., anterior wall) or less-extensive prolapse.

The Delorme’s procedure for treating rectal prolapse dif-
fers from the perineal rectosigmoidectomy (Altemeier) in
that only the mucosa and submucosa are excised from the
prolapsed segment (Figure 47-4). Delorme’s procedure can
be performed under general, spinal, or local anesthesia. The
bowel is prolapsed and the submucosa infiltrated with epi-
nephrine solution. One centimeter cranial (proximal) to the
dentate line, the outer cylinder is incised through the mucosa
only. The mucosa and submucosa are dissected off the
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FIGURE 47-3. Perineal rectosigmoidectomy. A, B Incision of rectal
wall. C Division of vessel adjacent to bowel wall. D The prolapsed
segment is amputated. Stay sutures previously placed in distal edge
of outer cylinder are placed in cut edge of inner cylinder. E
Anastomosis of distal aspect of remaining colon to the short rectal
stump. (From Beck and Whitlow.3 Copyright 2003 by Taylor &
Francis Group LLC (B). Reproduced with permission of Taylor &
Francis Group LLC (B) in the format Textbook via Copyright
Clearance Center).

TABLE 47-2. Results of perineal rectosigmoidectomy

No. of Recurrence Mortality Morbidity 
Authors patients (%) (%) (%)

Altemeier et al.6 106 3 00 24
Friedman et al.8 027 50 00 12
Gopal et al.9 18 6 06 17
Finlay and Aitchison10 17 6 06 18
Williams et al.11 114 11 00 12
Johansen et al.12 20 0 05 05
Kim et al.13 183 16 00 14
Azimuddin et al.14 36 16 — —
Zbar et al.15 80 4 — —



underlying muscle. The mucosectomy may be more difficult
in patients with prior anal surgery or a history of diverticuli-
tis. The plane of dissection may be facilitated by continued
submucosal injection of epinephrine solution as the dissec-
tion continues toward the apex of the prolapse. Four polyg-
lycolic acid sutures (2-0) are placed sequentially in the rectal
muscle at the anterior, posterior, and lateral positions as the
dissection continues. These sutures plicate the muscle and
provide traction. The dissection is carried into the apex 
and the mucosa which has been dissected free is transected.
The polyglycolic acid sutures (2-0) are used to reconnect 
the edges of the bowel. Four additional sutures are used to
approximate the bowel between the placating sutures.
Additional 3-0 sutures are placed in an interrupted or running
manner to complete the circumferential approximation of the
mucosal edges.

Results of Delorme’s procedure are summarized in Table
47-3. Reported operative mortality rates from a series of
patients treated by Delorme’s procedure range from 0% to
2.5%.18–23 Morbidity reported at 0% to 32% includes hemor-
rhage, anastomotic dehiscence, stricture, diarrhea, and uri-
nary retention. Recurrence rates (7%–22% at 1–13 years
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FIGURE 47-4. Delorme’s procedure. A Subcutaneous infiltration of dilute epinephrine solution. B Circumferential mucosal incision. C
Dissection of mucosa off muscular layer. D Plicating stitch approximating cut edge of mucosa, muscular wall, and mucosa just proximal to
dentate line. E Plicating stitch tied. F Completed anastomosis. (From Beck and Whitlow.3 Copyright 2003 by Taylor & Francis Group LLC
(B). Reproduced with permission of Taylor & Francis Group LLC (B) in the format Textbook via Copyright Clearance Center).

TABLE 47-3. Results of Delorme’s procedure

Authors No. of patients Recurrence (%)

Uhlig and Sullivan 18 44 7
Monson et al.19 27 7
Senapati et al.20 32 13
Oliver et al.21 41 22
Tobin and Scott22 43 26
Graf et al.23 14 21



postoperatively) are higher than with a perineal rectosig-
moidectomy. Incontinence is improved in 40%–50% of
patients.16 Constipation was not a problem in most series.

Thiersch Procedure

Anal encirclement was first described by Thiersch in 1891.24

He placed a silver wire subcutaneously around the anus with
the patient under local anesthesia. The mechanism of this pro-
cedure was to mechanically supplement or replace the anal
sphincter and stimulate a foreign body reaction in the perianal
area. There were several reports of the use of this procedure
in the early part of this century, especially in Europe.25

William Gabriel is credited with reviving interest in
Thiersch’s operation in the 1950s.25 He reported on 25 cases
of incontinence or minor rectal prolapse. He did not recom-
mend this operation for major degrees of prolapse.

For this operation, the patient is placed in the prone jack-
knife, lithotomy, or left lateral position (Figure 47-5). A local
anesthetic is administered and a radial incision made on both

sides of the anus about 2 cm from the anal verge. A curved
hemostat or special circular needle is used to tunnel from one
incision to the other above the anoperineal ligament anterior
to the anus, keeping external to the external anal sphincter.
The material for encirclement is brought through the tunnel.
Tunneling is continued posterior to the anus above the
anococcygeal ligament and the encircling material brought
through so that the two ends meets.26 The encircling material
is then secured by tying snugly over an index finger in 
the anus. A variety of materials used for encirclement include
nylon, silk, silastic rods, silicone, Marlex mesh, Mersilene
mesh, fascia, tendon, and Dacron.10 Complications of this
procedure include breakage of the suture or wire, fecal
impaction, sepsis, and erosion into the skin or anal canal. The
Thiersch operation does not correct the prolapse but narrows
the anus enough that the prolapse is confined to the rectum,
accomplishing this goal in 54%–100% of cases.27 Because of
its failure to correct prolapse and the morbidity of this proce-
dure, it is reserved for the most seriously ill patients who are
unable to undergo one of the previously described perineal
procedures. Results of the Thiersch procedure are summa-
rized in Table 47-4.

Abdominal Procedures

Abdominal Rectopexy and Sigmoid Colectomy

Abdominal rectopexy and sigmoidectomy was initially
described in 1955 by Frykman35 for management of full-
thickness rectal prolapse and it remains an essential treat-
ment option. The operation consists of four essential
components: 1) complete mobilization of the rectum down to
the levator musculature, leaving the lateral stalks intact; 
2) elevation of the rectum cephalad with suture fixation of
the lateral rectal stalks to the presacral fascia just below the
sacral promontory; 3) suture of the endopelvic fascia anteri-
orly to obliterate the cul-de-sac; and 4) sigmoid colectomy
with anastomosis. The modern components of the operation
are essentially the same with the exception that most sur-
geons no longer obliterate the cul-de-sac (Figure 47-6).
Results with abdominal rectopexy and sigmoidectomy are
summarized in Table 47-5.
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FIGURE 47-5. Anal encirclement (Thiersch). A Lateral incisions with
prosthetic mesh tunneled around the anus. B Mesh completely encir-
cling the anal opening. C Completed anal encirclement procedure.
(From Beck and Whitlow.3 Copyright 2003 by Taylor & Francis
Group LLC (B). Reproduced with permission of Taylor &
Francis Group LLC (B) in the format Textbook via Copyright
Clearance Center).

TABLE 47-4. Results of Thiersch procedure

No. of Recurrence Mortality Morbidity 
Authors patients (%) (%) (%)

Jackaman et al.28 52 33 — —
Labow et al.29 9 0 — 0
Hunt et al.30 41 44 — 37
Poole et al.31 15 33 — 33
Vongsangnak et al.32 25 39 — 59
Earnshaw and Hopkinson33 21 33 — —
Khanduja et al.34 16 0 — 25



Abdominal Rectopexy

Simple suture rectopexy without sigmoid colectomy has been
reported as an effective surgical treatment for rectal pro-
lapse.43,44 Typically, this operation has been used in patients

who do not have associated constipation with prolapse. The
rectum is mobilized down to the levator floor preserving the
lateral ligaments. The lateral rectal stalks are then sutured to
the presacral fascia just below the sacral promontory, using 
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FIGURE 47-6. Abdominal rectopexy and sigmoidectomy. A Rectum is fully mobilized in the posterior avascular plane. B Redundant sigmoid
colon is resected. C Anastomosis is completed and rectopexy sutures are placed.



a nonabsorbable suture, such as Prolene. Results are summa-
rized in Table 47-6.

Ripstein Procedure

Described in 1963 by Ripstein and Lanter,45 the Ripstein
operation had been one of the most popular procedures for
management of rectal prolapse. It is currently seldom used,
probably because of the success of alternate therapies and
because this particular operation requires the use of prosthetic
material, placed around the rectum.

The rectum is mobilized posteriorly down to the coccyx.
A 5-cm piece of prosthetic mesh (Marlex or Prolene) is
sutured to the presacral fascia, 5 cm below the sacral promon-
tory in the midline. The rectum is retracted cephalad and the
lateral edges of the sling are wrapped around the rectum and
sutured to it (Figure 47-7). Care must be taken to avoid mak-
ing the wrap too tight and causing an obstruction. Results are
summarized in Table 47-7.

Ivalon Sponge

The Ivalon (polyvinyl alcohol) sponge wrap operation, first
described in 1959 by Wells,50 is currently the most popular
operation for rectal prolapse in the United Kingdom. The
operation is performed with the patient in the lithotomy posi-
tion and the rectum is mobilized posteriorly down to the lev-
ator ani. Anterior mobilization of the rectum is also
performed. A piece of Ivalon is then placed in the pelvis,
sutured to the presacral fascia with nonabsorbable sutures,
and then wrapped around the rectum which has been retracted
cephalad. The sponge is then sutured to the rectum such that
only three-fourths of the rectum is wrapped (the anterior rec-
tum is left free of the sponge). The peritoneum is then closed
over the sponge excluding it from the peritoneal cavity
(Figure 47-8). In the United States, surgeons have used
praline or Marlex mesh instead of a polyvinyl alcohol sponge

to perform a posterior wrap. Results of posterior wraps are
summarized in Table 47-8.

Laparoscopic Rectopexy

Laparoscopic approaches to the management of full-thickness
rectal prolapse, including rectopexy alone, or in combination
with sigmoid colectomy have been reported to have compara-
ble success rates and morbidity to open surgery, with the
added benefit of shorter hospital stays. These laparoscopic
approaches likely represent the future direction of definitive
operative management.52–55 Heah et al.53 reported on 25
patients, with a mean age of 72 years, who underwent laparo-
scopic rectopexy without resection for management of full-
thickness prolapse. Four of 25 patients (16%) required
conversion to open operation. Morbidity occurred in 3 of 25
patients (12%). There were no cases of recurrent prolapse or
mortality.

Ashari et al.54 reported a 10-year, single-center experience
with laparoscopically assisted resection rectopexy for man-
agement of full-thickness rectal prolapse in 117 patients.
Mortality occurred in 1 of 117 patients (0.8%) and morbidity
in 9%. Seventy-seven of the 117 patients (66%) were fol-
lowed a median period of 62 months. Recurrent full-thickness
rectal prolapse occurred in 2 of 77 patients (2.5%) and
mucosal prolapse occurred in 14 (18%). Operative times
decreased by 39% (from 180 to 110 minutes) over 10 years.

Kairaluoma et al.55 reported a case-controlled comparison
between open and laparoscopic surgery for rectal prolapse
involving 106 patients (53 in each group) and included both
rectopexy alone and rectopexy combined with resection.
Morbidity and mortality were statistically no different
between the laparoscopic group and the open surgery con-
trols. Recurrent full-thickness rectal prolapse occurred in 
6% of the laparoscopic group and 13% of the open surgery
group but this was not statistically significant (P = .186).
Hospital stay was significantly shorter in the laparoscopic
group than in the open surgery controls for both rectopexy
alone and for rectopexy combined with sigmoid colectomy.

Recurrent Prolapse

As discussed previously, recurrence is not uncommon after sur-
gical treatment of prolapse. Depending on the specific initial
therapy selected, recurrent full-thickness rectal prolapse can
occur in more than 50% of patients, although most recent
reports place recurrent prolapse after resection with rectopexy
to be less than 10%. Typically, perineal operations for prolapse
have a higher risk of recurrence compared with abdominal
approaches. Over a 30-year period, Hool et al.56 reported recur-
rent rectal prolapse in 24 of 234 patients (10%). Nine of the 24
recurrences occurred after an initial perineal operation and 15
of 24 recurrences occurred after an initial abdominal approach.

When full-thickness rectal prolapse recurs, it is important
to reevaluate the patient for both constipation and other
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TABLE 47-5. Results of abdominal rectopexy and sigmoid colectomy

No. of Recurrence Mortality Morbidity 
Authors patients (%) (%) (%)

Watts et al.36 102 1.9 00 04
Husa et al.37 48 09 02.1 00
Sayfan et al.38 13 00 00 23
McKee et al.39 09 00 00 00
Luukkonen et al.40 15 00 06.7 20
Canfrere et al.41 17 00 00 —
Huber et al.42 39 00 00 7.1

TABLE 47-6. Results of abdominal rectopexy

Authors No. of patients Recurrence (%) Mortality (%)

Loygue et al.43 140 3.6 01.4
Blatchford et al.44 42 02 00



pelvic floor abnormalities in order to tailor the management
to address those issues. Therefore, patients with recurrent
prolapse will require evaluation in the anorectal physiology
laboratory with manometry and defecography. Patient
comorbid conditions will also have an important role in treat-
ment selection, as was likely the case in selecting the initial
operation.
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FIGURE 47-7. Mesh rectopexy (Ripstein). A Posterior fixation of sling on one side. B Sling brought anteriorly around mobilized rectum. 
C Sling fixed posteriorly on the opposite side. D Sagittal view of the completed rectopexy. (From Beck and Whitlow.3 Copyright 2003 
by Taylor & Francis Group LLC (B). Reproduced with permission of Taylor & Francis Group LLC (B) in the format Textbook via Copyright
Clearance Center).

TABLE 47-7. Results of Ripstein procedure

No. of Recurrence Mortality Morbidity 
Authors patients (%) (%) (%)

Ripstein and Lanter45 289 00 00.3 —
Gordon and Hoexter46 1111 02.3 - 16.6
Eisenstadt et al.47 30 00 00 13.3
Tjandra et al.48 134 08 00.6 21
Winde et al.49 35 00 00 28



A major consideration in determining the best surgical
option to treat the recurrent prolapse is the residual blood sup-
ply of the remaining large bowel. Any patient who has under-
gone a prior rectal or sigmoid resection with anastomosis
requires very careful evaluation before undergoing a second-
ary procedure. The initial operative procedure performed for
prolapse has a dominant role in determining the selection 

of the next operation. In such patients, the obvious risk to a
secondary resection is ischemia to the segment of large intes-
tine between two anastomoses.

Recurrent full-thickness rectal prolapse can be successfully
managed using the same operative options applied to initial dis-
ease. Reports in the literature place successful treatment of
recurrence at between 85%–100%.57,58 Unfortunately, although
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FIGURE 47-8. Ivalon (polyvinyl alcohol) sponge rectopexy (Wells). A Polyvinyl sponge being fixed to the sacrum. B Sponge in place before
fixation to the rectum. C Incomplete encirclement of the rectum anteriorly with the sponge sutured in place. (From Beck and Whitlow.3

Copyright 2003 by Taylor & Francis Group LLC (B). Reproduced with permission of Taylor & Francis Group LLC (B) in the format
Textbook via Copyright Clearance Center).



most authors indicate the initial operative technique, the
recurrence, and the secondary operative technique, they fail to
adequately describe their rationale for selection of the second-
ary procedure. For that reason, there is very little data upon
which to base an intelligent treatment decision for management
of recurrent prolapse. There is no specific algorithm available
that can be applied to select the best operation for treating
recurrence, except that many reports suggest treating young
patients using an abdominal approach and elderly patients
using a perineal approach. The treating surgeon is left to make
an individualized recommendation from the options that are
summarized in Table 47-9. Also, the bowel dysfunction associ-
ated with prolapse, including constipation and diarrhea, is
largely unimproved after correction of the recurrence.56–58

Fengler et al.57 reported the results of managing recurrent
full-thickness rectal prolapse in 14 patients who had initially
undergone perineal rectosigmoidectomy (10), anal encir-
clement (2), Delorme procedure (1), and anterior resection
(1). The average length of time to recurrence was 14 months.
Salvage operations performed to manage the recurrence
included: redo perineal rectosigmoidectomy (7), abdominal
rectopexy (1), resection + rectopexy (2), Delorme procedure
(1), anal encirclement (1). Patients were followed for 50
months after treatment for their recurrence. One patient died
from an unrelated problem. Among the 13 remaining patients,
no patient experienced a re-recurrence of the prolapse.
Successful management of the recurrent prolapse failed to
resolve fecal incontinence in three patients.

Pikarsky et al.58 reported on 27 patients with recurrent 
full-thickness rectal prolapse. Initial operations included:
abdominal rectopexy (7), Delorme procedure (7), perineal
rectosigmoidectomy (7), anal encirclement (4), and resection
rectopexy (2). Operations performed for recurrence
included: perineal rectosigmoidectomy (14), resection rec-
topexy (8), rectopexy (2), pelvic floor repair (2), and Delorme
procedure (1). Re-recurrence of prolapse occurred in 4 of 27
(15%) after a median follow-up period of 24 months.

If the patient has undergone an initial perineal rectosig-
moidectomy, then a repeat perineal rectosigmoidectomy or
abdominal rectopexy can be safely performed. However, in
such cases, abdominal rectopexy with sigmoid colectomy
should be avoided because of the risk of ischemia to the
retained rectal segment. For those patients who have under-
gone prior abdominal rectopexy but who now have recurrent
prolapse, a redo abdominal rectopexy is an acceptable
approach.

Solitary Rectal Ulcer Syndrome and Colitis 
Cystica Profunda

Solitary rectal ulcer syndrome (SRUS) and colitis cystica pro-
funda (CCF) are uncommon conditions frequently associated
with rectal prolapse.59 SRUS is a clinical condition character-
ized by rectal bleeding, copious mucous discharge, anorectal
pain, and difficult evacuation. Despite its name, patients with
this condition can have single, multiple, or no rectal ulcers.
When present, the ulcers usually occur on the anterior rectal
wall just above the anorectal ring. Less frequently, they may
occur from just above to 15 cm above the dentate line. Ulcers
usually appear as shallow with a “punched out” gray-white
base surrounded by hyperemia.

Cystica profunda is a benign condition characterized by
mucin-filled cysts located deep to the muscularis mucosae.
Although cysts can occur in any segment of the digestive tract
submucosa, they are most frequent in the colon and rectum.
When these lesions are found in the colon or rectum they are
called CCF and appear as nodules or masses on the anterior
rectal wall. Patients can be asymptomatic (with the lesions
identified on screening endoscopy) or complain of rectal
bleeding, mucous discharge, or anorectal discomfort. Most
will admit to difficulty with bowel movements. CCF is a
pathologic diagnosis whose most important aspect is to dif-
ferentiate it from colorectal adenocarcinoma. This prevents
unnecessary radical operations.

CCP and SRUS are closely related diagnoses and some
authors consider them interchangeable. The etiology of these
conditions remains unclear, but a common feature is chronic
inflammation and/or trauma. The inflammation may result
from inflammatory bowel disease, resolving ischemia, or
trauma associated with internal intussusception or prolapse of
the rectum, direct digital trauma, or the forces associated with
evacuating a hard stool.

In symptomatic patients, an endoscopic evaluation of the
distal colon and rectum will reveal the lesions described
above. Defecography documents intussusception in
45%–80% of patients. The differential diagnosis of both CCF
and SRUS includes: polyps, endometriosis, inflammatory
granulomas, infectious disorders, drug-induced colitides, and
mucus-producing adenocarcinoma. Differentiation among
these entities is possible with an adequate biopsy. Biopsies
obtained via a rigid proctoscope, or an endoscopic snare exci-
sion, may be necessary to obtain enough tissue for an accurate
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TABLE 47-8. Results of Ivalon sponge operation

No. of Recurrence Mortality Morbidity 
Authors patients (%) (%) (%)

Sayfan et al.38 16 00 00 12.5
Luukkonen et al.40 15 00 00 13.3
Novell et al.51 31 3 00 19

TABLE 47-9. Management options for recurrent rectal prolapse

Initial operation Options for management of recurrence

Perineal rectosigmoidectomy Redo perineal rectosigmoidectomy
Abdominal rectopexy (avoid resection)

Abdominal rectopexy Redo abdominal rectopexy 
(±sigmoid colectomy)

Perineal rectosigmoidectomy
Abdominal rectopexy Redo abdominal rectopexy (±re-resection)

+ resection Avoid perineal rectosigmoidectomy



diagnosis. CCF is characterized pathologically by mucous
cysts lined by normal columnar epithelium located deep to the
muscularis mucosae. The overlying mucosa may be normal or
ulcerated and the submucosa surrounding the cysts is fibrotic
and contains a mixed inflammatory infiltrate. In adenocarci-
noma, the epithelium is dysplastic and the surrounding stroma
is reactive.

Treatment is directed at reducing symptoms or preventing
some of the proposed etiologic mechanisms. Conservative
therapy (high fiber diet and modifying bowel movements to
avoid straining) will reduce symptoms in most patients and
should be tried first. Patients without rectal intussusception
should be offered biofeedback to retrain their bowel func-
tion.60 Pharmacologic therapy has had limited success, but is
reasonable to try before embarking on surgery. If symptoms
persist, a localized resection may be considered in selected
patients.61 Those suitable for localized resection should be
significantly symptomatic, be good surgical risks, and have
localized, accessible areas of disease. Patients with prolapse
are considered for surgical treatment [abdominal rectopexy,
segmental resection and rectal fixation, perineal proctectomy
(Altmeier), or a mucosal proctectomy (Delorme)]. Those
without prolapse may be offered excision which varies from a
transanal excision to a major resection with coloanal
pullthrough.

Conclusion

Optimum management of patients with rectal prolapse
requires careful patient evaluation for synchronous functional
bowel disorders. Although the precise etiology of rectal pro-
lapse remains unclear, the condition is frequently associated
with constipation and straining and, intuitively these coexist-
ing symptoms seem to have a role in the development of pro-
lapse in many patients. Management of any associated
constipation, either medically or by the addition of sigmoid
colectomy, seems important to the ultimate outcome of treat-
ment, although it remains unclear as to whether successful
management of constipation results in a lower risk of recur-
rent prolapse. Fecal incontinence is a frequent complication
of full-thickness rectal prolapse; unfortunately, successful
treatment of the prolapse results in only a 50% chance of
improvement in preexisting fecal incontinence.

Operative management can be divided into abdominal
approaches and perineal approaches. Generally, abdominal
rectopexy, with or without resection, has a higher morbidity
but a much lower risk of recurrence than perineal rectosig-
moidectomy. Selection of the best specific procedure for a
given patient remains highly individualized, at the physician’s
discretion, and depends on variables such as the patient’s gen-
eral medical condition, comorbid disorders, the presence of
incontinence or constipation, and any prior surgery for pro-
lapse. Typically, the clinician balances the risk of recurrent
prolapse against the operative morbidity (e.g., abdominal

rectopexy versus perineal rectosigmoidectomy). Therapeutic
options such as anal encirclement and placement of mesh are
not routinely performed in the United States given the
reasonably good results achieved with either abdominal rec-
topexy (±sigmoid colectomy) or perineal rectosigmoidec-
tomy. Laparoscopic rectopexy with or without sigmoid
colectomy seems to be both safe and effective and will likely
replace open abdominal surgery in the management of rectal
prolapse. At this time, it is unclear whether laparoscopic rec-
topexy is more effective and is as safe as perineal recto-
sigmoidectomy for elderly, high-risk patients.

SRUS and CCF are uncommon colorectal conditions asso-
ciated with prolapse. As benign conditions, efforts are
directed to establishing the diagnosis, excluding malignancy,
and treating symptoms. A directed history, physical examina-
tion, and endoscopic biopsy will confirm the diagnosis.
Therapy to modify bowel movements and habits has had the
most success. If these measures fail, surgical therapy to
correct rectal prolapse or locally excise the lesions may be
considered.
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