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THE MECHANISM causing procidentia and 
its anatomy has long been under discussion. 
GoligherS summed up current views in 1958, 
assigning the causes to the following three 
main groups (see also Ktmbchandani  and 
Bacon0: 

1. The presence of an abnormally deep 
rectogenhal pouch. "With this abnor- 
mality, the small intestine, which lies 
against the anterior wall of the rectum, 
forces the rectum out through the anal 
canal.3. ~. 6. s. ~2 

2. The lax and atonic condition of tile 
muscles of the peh'ic floor and anal 
canal. 14 

3. Lack of normal fixation of the rec- 
ttm].9, 10, 15 

Using a special roentgenologic technic, 4 
Snellman, 1-~ in 1961, demonstrated two 
forms off procidentia. In one, small intes- 
tine was present in the procidentia, sug- 
gesting that cause 1 above, is correct. How- 
ever, in the second form, the procidentia 
contained no small intestine, implying 
that in these cases the small intestine was 
not forced out with the rectum (Figs. 1 and 
2). In many instances sphincter function 
returned to normal after Graham's opera- 
tion, suggesting that in these cases the pro- 
lapse was not attributable to an atonic 
condition o[ the sphincter. 

Ripstein and Lanter 11 have observed 
that in all of their cases of procidentia the 
rectum was displaced anteriorly from the 
hollow of the sacrum. According to these 

* Received for publication September 28, 1967. 

authors, the straight course of the rectum 
through the pelvis could allow a sliding 
hernia through an anterior defect in the 
pelvic floor, 

In this presentatiort we intend to show 
that these supposed etiolog{c conditions are 
not the cause but are more likely to be 
the resuh of rectal intussusception begin- 
ning just above the peritoneal reflection 
and prolapse. 

We have studied procidentia and con- 
ditions presumed to be precursors by means 
of cineradiography of the rectum with the 
patient straining at stool, whh contrast 
medium in the rectum, small intestine and 
vagina. Preliminary resuhs were published 
in 1961.1 

Terminotogw 

The conditions described in this presen- 
tation are termed internal intussu,~ceptuln 
and procidentia, and the events preceding 
and leading to them are called internal 
intussusception and prolapse, respectively. 
Internal intussusceptum is synonymous 
with "concealed procidentia. ''e Enterocele 
is a peritoneal pouch containing small 
intestine. 

Material 

Patients were observed in the Department 
of Surgery of St. G6rans Sjukhus for anal 
disorders. "When certain symptoms were 
noted, they were referred to the Depar> 
ment of Roentgenology for cineradiography 
of the rectum while the patient was strain- 
ing at stool. Many were admitted after the 
roentgenologic examination and operated 
upon in the Department of Surgery. The  
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Fro. 1. Procidentia without cnterocele. Roentgenograln and drawing (conventional 
roentgen {ihns) . P ~ procidentia; R ~ rectum. 

ser ies  p r e s e n t e d  in  t h i s  p a p e r  c o n s i s t e d  of  

48 w o m e n  a n d  six m e n .  

S y m p t o m s  

P a t i e n t s  w i t h o u t  P r o c i d e n t i a :  T h e  ser ies  

i n c l u d e d  21 p a t i e n t s  w h o  h a d  n o t  h a d  p roc i -  

d e n t i a .  T h e y  h a d  s y n u ) t o m s  s u g g e s t i v e  o[  

a n a l  insuf f i c iency  ( b u r n i n g ,  i t c h i n g ,  o r  u n -  

i n t e n t i o n a l  pas sage  o~' gas  o r  loose  o r  f o r m e d  

s too l s ) ,  o r  they  fe l t  " a  l u m p "  i n s i d e  t h e  

anus ,  or  h a d  a c o n s t a n t  d e s i r e  to  d e f e c a t e .  

S y m p t o m s  of a s i m i l a r  n a t u r e  h a v e  b e e n  
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Ftc,. 2. Procidentia with enterocele. Roentgeno~'am and drawing (conventiouai 
roentgen films). P = procidentia; R = rectum; SI = small intestine, 
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Fro. 3. Internal  intussusception without enterocele in a 56-year-old woman, a through el. Defecation 
anti straining at stool, a and c. Fold in rectal wall {(i to 8 cut from anus) deepens and protocele develops. 
Depression of vagina together with anterior rectal wall. c and el. Distinct intusam.ecptum extending 
through anal canal to anus, but no prolapse. Rectal lumen centrally. Small intestinal loops high up. 
e. Straining down stopped. Apart from minor proctocele there is no persisting deformity of rectum. 
A : anus; R : rectum; Pr : proctoeele; V : vagina; B : .  u r i l l a r )  bladder: SI :_ snlall intestine; 
F ~ fold; l : .  intussusceptum. 

d e s c r i b e d  by  C a s t r o  3 a n d  T u r t l e ,  ~ In m a n y  

i n s t a n c e s ,  c l i n i c a l  e x a m i n a t i o n  r e v e a l e d  a 

r e d u c e d  t o n e  in  t h e  a n a l  s p h i n c t e r ,  a n d  in  

every case d i g i t a i  e x a m i n a t i o n  b y  way of 

t i le a n u s ,  w i t h  t h e  p a t i e n t  s t r a i n i n g  d o w n ,  

s h o w e d  a sof t  m a s s  d e s c e n d i n g  i n t o  t h e  

d i s t a l  p o r t i o n  of  t he  r e c t u m  a n d  o f t e n  i n t o  

t h e  a n a l  c a n a l  b u t  n o t  t h r o u g h  t h e  anus .  

[n some  i n s t a n c e s ,  t h e  a n u s  b e c a m e  d i l a t e d  

w h e n  t h e  p a t i e n t  s t r a i n e d  d o w n ,  a n d  t i le  

mass ,  c o v e r e d  by  r e c t a l  m n c o s a ,  was  s e e n  

t h r o u g h  t h e  o p e n i n g .  T h e  m u c o s a  -was 

s o m e t i m e s  r e d d e n e d ,  e d e m a t o u s  a n d ,  occa-  

s iona l ly ,  u l c e r a t e d .  P r o c t o s i g m o i d o s c o p y  

w i t h  t h e  p a t i e n t  in  t h e  kne~ I i n g  p o s i t i o n  in  

t he se  cases o f t e n  r e v e a l e d  n o t h i n g  a b n o r -  
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Fro. 4. Internal intussusception with enterocele in a M-year-old woman, a. Defecation and straining 
at stool. Rectal intussusception but no prolapse. Small intestine is high up and does not appear, b. Con- 
tinued ~training. Small intestine has sunk and is perceptible in upper portion of intussusceptum. 
A ~_= anus; R = rectum; V = vagina; B ~_~ urinary bladder; SI = small intestine; I = intussusceptum. 

mal,  a l t h o u g h  in some instances r e d d e n i n g  

and  even u lce ra t ion  were observed, usual ly  

6 to 8 cm up on the an te r ior  recta! wall. 

Pa t i en t s  wi th  P roc iden t i a :  T h i r t y - t h r e e  

pat ients  had  proc ident ia .  Many  had suf- 

fered f rom the same symptoms as those 

w i t h o u t  p roc iden t i a  for per iods  of one to 

five years before they not iced  proc ident ia .  

t~,oentgenolog~c T e c h n i c  

First, pa t ients  were g iven  a b a r i u m  meal .  

W h e n  this reached the small  in tes t ine  in  

the rectogeni ta l  pouch ,  cont ras t  m e d i u m  

was in t roduced  in to  the r ec tum and  vagina.  

In  the recttim, a thick ba r ium-con t ras t  me- 

d ium,  the consistency of feces, -was used, and 

in the vagina viscous contras t  m e d i u m  was 

used. T h e  ur inary  b ladder  also was filled 

wi th  contrast  m e d i u m  in some female  

pat ients .  

T h e  e x a m i n a t i o n  was p e r f o r m e d  on a 

conven t iona l  t i l t ing  e x a m i n a t i o n  table  in  
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the upright  position. T h e  pat ient  sat on 
a lavatory seat placed on the footrest of 
the table. T h e  entire seat was made of 
plexiglass, which permit ted inspection of 
the perineum. Fihning was done in lateral 
projection (frontal projection of the rec- 
turn being very difficult to achieve with 
the patient  in the sitting posit ion),  

Defecation was fihned with a 35-ram 
camera through a 9-inch image intensifier 
at a frequency of six to eight pictures per 

second. This  speed was fast enough to 
p e r m i t  all impor tan t  events to be rec~rdedo 
Through  a viewing mirror,  the examiner  
could observe the course of defecation 
while the film was being run, and the 
screen could be focused as necessary. 

The  use of an image intensifier kept tile 
roentgen dose so low that, a l though a film 
was being taken, the gonadal  dose did not 
exceed that  of conventional  examinations 
in this region (less than 1.2 r ) .  

FIG. 5. In te rna l  in tussuscept ion  with enterocele in a 56-year-old woman,  a. Before defecat ion.  
b. After  defecat ion (while s t r a in ing) .  Compare  with Figure 8. 
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A 

G v P e  

t:m. 6 (pages 336, 337, and above}. Procidcnt ia  in a 58-)ear-old woman On s t r a in ing  down. a fohl 
was seen in rectal wall 6 to 8 cm up in the rectum : this deepened and gradual ly  appea red  as a dis t inct  
in tussusceptum. On cont inued  strai}aing, the apex o~ the intussusceptum passed th rough  t he  anus  and 
proc ident ia  developed (e). When  the pa t i en t  ceased to strain, procident ia  was reduced spon taneous ly  (f 
and g) .  Th i s  cycle of events was repeated on several occasions (compare with Fig. 7).  W h e n  prolapse  
was maximal ,  there was nonprotapsed  rectal wal l  inside anal  canal. Contrast-t i l led groove between pro- 
lapsed and nnnprolapsed  rectal wal l  is c i rcular  (e). A ~ a l l t t S ;  R = rectum; V _= vagina;  13 ~ u r ina ry  
bladder;  F ~ fold; I ~ intussuscept ion;  (; - -  groove. 

Results 

Figures 1 and 2 illustrate procidentia 
with and without  enterocele (conventional 
roentgen fihns). 

In  54 cases, cineradiography of the rec- 
tum with the pat ient  straining at stool 
disclosed different types of deformity of 
the shape of the rectum with or without  
procidentia: 

Internal intussusceptum zoithout entero- 
cele (Fig. 3). In  16 cases we observed in- 
tussusception of the rectum beginning 6 to 
8 cm up. On continued straining the intus- 
susceptum descended toward the anus but  
did not prolapse through it. 

Internal intussusceptum with enterocele 
(Figs. 4 and 5). In  four patients we noted 
that, at first, intussusception started 6 to  

8 cm up in the rectum, and later, on con- 
t inued straining, small intestine was pressed 
into the intussusceptum like an enterocele. 
In  one instance the intussusceptum and the 
enterocele formed simultaneously. 

Procidentia without enterocele (Figs. 6 
and 7). In  17 patients we observed that  
the intussusceptum, which formed 6 to 8 
cm up in the rectum, descended on con- 
tinued straining, prolapsed through the anal 
canal, and formed a larger or smaller 
procidentia. 

Procidentia with enterocele (Fig. 8). In  
11 patients, after the intussusceptum had 
prolapsed, small intestine entered the peri- 
toneal pouch toward the pelvic floor on 
continued straining. In six, small intestine 
continued down into the procidentia.  

Atypical Cases of Procident ia:  In three 
cases, we found that small intestine de- 
scended into the enterocele s imultaneously 
with prolapse o~ the rectum. ]n these three 
~nstances the procidentia p ro t ruded  rapidly, 
without  straining, when the pat ient  sat 
on the examinat ion seat. No distinct intus- 
susception in the rectum was perceptible 
in these cases. 

In  two patients, no intussusception o c -  
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cu r r ed  o n  s t r a in ing  down,  b u t  the p ro l apse  
seemed to beg in  in the ana l  cana l  itself. 
I n  these instances,  the  groove  a r o u n d  the 
p roc iden t i a ,  n o t e d  in al l  the o the r  cases, 
was absent .  En te roce le  was p resen t  in  one 
of these pa t ien t s .  

I n  no  ins tance  d id  we observe tha t  rec ta l  
p ro l apse  fo l lowed  in tussuscep t ion  begin-  
n i n g  at  the  r ec tos igmoida I  j unc t ion ,  i.e., 
15 to 20 cm u p  in the rec tum,  is 

W e  have  observed  a s t r a i gh t en ing  of the  
r e c t u m  d u r i n g  s t ra in ing ,  b u t  our  technic  
does no t  a l low an exact  m e a s u r e m e n t  of 
the  d i s tance  to the  sacrum.  

Discuss ion  

T h e  fihn technic  pe rmi t s  d e t a i l e d  s tudy 
of the d e f o r m i t y  of  the r e c t u m  caused by 
s t r a in ing  at  s tool  i n  pa t i en t s  w i th  proci -  
den t ia .  W e  have  t r ied  to i l lus t ra te  the  
course of events  by r e p r o d u c i n g  selected 
p ic tures  f rom the films. O u r  observa t ions  
agree in ce r ta in  respects  w i th  the  descr ip-  
t ion  g iven  by T u r t l e  Is in 1903. 

T h e  first t h i n g  to be observed  when  the 
p a t i e n t  s t ra ins  d o w n  is the f o r m a t i o n  of a 
c i r cu la r  fold  in  the  in t e s t ina l  wall,  6 to 
8 cm u p  in  the rec tum.  T h i s  fold  deepens  
a n d  forms a d i s t inc t  i n tu s suscep tum which,  
on c o n t i n u e d  s t ra in ing ,  advances  t oward  
the ana l  canal .  I n  women,  at the same 
t ime,  a p roc toce le  is f o r m e d  in which  the 
a n t e r i o r  rec ta l  wal l  a n d  pos te r io r  vag ina l  
wal l  are u n i t e d  in  n o r m a l  ex tent .  I n  o rde r  
to s tudy  the r e l a t i on  be tween  the l u m e n  
a n d  the rec ta l  wall ,  we fixed s i lver  clips 
on to  the mucosa ,  an t e r io r ly  and  pos te r io r ly  
in  the  rec tum.  One  of these cases is illus- 
t r a t ed  in  F igure  9. In  m a n y  instances,  con- 
t i n u e d  s t r a in ing  forces the in tus suscep tum 
in to  the  ana l  canal ,  wh ich  is then  d i l a t e d  
(Fig. 3d ) .  "vVhen ~he i n tu s suscep tum does 

no t  pass t h r o u g h  the anus,  i n t e r n a l . i n t u s -  
suscep tum is present .  T u t t l e  t5 desc r ibed  a 
s imi la r  cond i t ion .  

I n  pa t ien t s  w i th  p roc ide n t i a ,  the intus-  
susceptum passes o u t w a r d  t h r o u g h  the anus  
on  c o n t i n u e d  s t ra in ing .  W i t h  few excep- 
t ions,  i t  is then  poss ible  to see tha t  con t ras t  
m e d i u m  persists  in a groove,  3 to 4 cm 
deep,  a r o u n d  the  p r o c i d e n t i a  (Figs. 6 and  
8) ,  which  means  tha t  the  mucosa  of the  
ana l  canal  a n d  the d i s ta l  p o r t i o n  of the  
rec ta l  wall  have  no t  p ro l apsed .  W e  no ted  
pro lapse  of the  ana l  cana l  mucosa  in only  
two pa t ien ts  (see a typ ica l  cases) .  T h i s  last 
cond i t i on  cor responds  to T u t t l e ' s  first- 
degree pro lapse .  T he re fo r e ,  only  two of 
our  33 f i lmed cases of p r o c i d e n t i a  cou ld  
have b e g u n  as ana l  a n d  rec ta l  nmcosa l  
pro lapse .  

T h e  p e r i t o n e a l  cover ing  is fixed on  the 
an te r io r  wai l  of the r e c t u m  above  the per i-  
toneal  reflect ion.  T h e r e  is, therefore ,  always 
a pe r i t onea l  p o u c h  in the  i n tu s suscep tum 
and  p roc iden t i a .  T h e  a n t e r i o r  and  pos t e r io r  
walls  of t l le p o u c h  so f o r m e d  consist  of 
rec ta l  wal l  f rom above  the p e r i t o n e a l  re- 
f lection covered  wi th  p e r i t o n e u m .  Smal l  
in tes t ine  may  en t e r  this  p o u c h  at d i f ferent  
stages and  fo rm an  en te roce le  (Figs. 4 and  
8) .  A t t e n t i o n  was d r a w n  to this by T u r t l e  is 
also. However ,  in al l  b u t  three  of o u r  
pat ients ,  this  d i d  no t  occur  u n t i l  af ter  the  
in tussuscep t ion  a n d  p ro lapse .  T h e  infer-  
ence is tha t  in tussuscep t ion  a n d  p ro lapse  
are  not  caused by pressure  of the smal l  
in tes t ine  of  the  an t e r io r  wai l  of  the rec tum.  
I n  these cond i t ions ,  the  en te roce le  shou ld  
no t  be confused  wi th  an a b n o r m a l l y  deep  
rec togen i ta l  p o u c h  because  i t  is no t  situ- 
a ted  be tween  the r e c t u m  and  vagina ,  w i th  
the  excep t ion  of  the  p a r t  c o r r e s p o n d i n g  to 
the  pos te r io r  forn ix .  

FIG. 7 (pages 340 and 341). Procidentia in a 33-year-old woman. Intussusception developed during defe- 
cation (c) initially perceptible as a fold 6 to 8 eva up the rectum. After repeated straining, the rectum 
prolapsed and was not reduced spontaneously when straining ceased. Thus, prolapse was preceded by 
intussusception which began in the middle of the rectum. A distinct groove encircled nonprolapsed rectum. 
A ~ anus; R .~. rectum; V ~_~ vagina; B ~ urinary bladder; SI ~ small intestine; F _~ fold; I ~__ intus- 
susceptum; G = groove. 
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FIG. 8. Procidentia with enterocele in a 75-year-old woman. Prolapsed intussusceptum (b,d) Later, 
small intestine descended dur ing straining (c,d), gradually advancing into a procidentia (e,D which in- 
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Fro. 9. Same case as in Figure 5. Anterior and posterior row of silver clips were placed as deeply as 
possible in rectal wall pr ior  to examination.  The  rectum was filled with carboxymethylcellulose, which is 
not radiopaque. Movcinents of clips during defecation could be observed on fihn. In the drawings, the 
agraffcs (dips) are numbered.  Those  originally placed highest up were close to the anus and rotated in 

%Ve have observed, in other connections, 
how the small intestine comes down in a 
pathologically-deep rectogenital pouch and 
presses the rectum dorsally (i.e., defecation 
block).  

in five of the i4 cases of procident ia  with 
enterocele, the small intestine halted at the 

level of the pelvic floor and did not descend 
into d~e proc_;dentia, presumably  because 
the anal canal was not dilated and lax. 

In  six of the 14 cases, small intestine 
entered the procidentia. T h e  procidentia 
then changed in appearance. I ts  cylindrical 
shape, with the intestinal lumen  at the top, 
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varying degree when defecation was completed, while those initially closest to the anus had not changed 
position to any great extent. Experiment demonstrated that intussusceptum seen on tilm (Fig. 5b) was 
formed by the middle portion of the rectum. A ~ anus R ~ rectum; V ~_~ vagina; B ~ urinary bladder: 
S[ = small intestine; I = intussusceptum. 

b e c a m e  m o r e  s p h e r i c a l ,  t h e  i n t e s t i n a l  l u m e n  

was  s h i f t e d  d o r s a l l y  a n d  was s een  s o m e  dis- 

t a n c e  f r o m  tile top ,  as was  d e s c r i b e d  by  

Tu t t l e .~S  I n  o u r  v iew,  t h e  p r e s e n c e  of  s m a l l  

i n t e s t i n e  i n  t i le p r o c i d e n t i a  r e p r e s e n t s  a 

m o r e  a d v a n c e d  s tage,  a t  w h i c h  t h e  i n t n s -  

s u s c e p t u m  has ,  fo r  s o m e  t ime ,  s t r e t c h e d  a n d  

w e a k e n e d  t he  m u s c I e s  of  t he  a n a l  c a n a l  

a n d  p e l v i c  f loor  so t h a t  s m a l l  i n t e s t i n e  c a n  

pass  d o w n  i n s i d e  t h e  i n t u s s u s c e p t u m .  ~n 

seve ra l  i n s t a n c e s  we o b s e r v e d  t h a t  a p a t i e n t  

h a d  to s t r a i n  d o w n  t h r e e ,  f o u r  o r  five t i m e s  

b e f o r e  t h e  w h o l e  p r o c i d e n t i a  p r o t r u d e d  

(Fig. 7 ) .  I n  o t h e r  cases t h e  r e c t u m  pro-  
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lapsed only while the pat ient  was straining 
and the procidentia  was reduced spontane- 
ously as soon as the straining ceased (Fig. 6). 
In these patients there was no weakness of 
the pelvic floor. T h e  intussusception be- 
ginning 6 to 8 cm up  in the rectum, which 
we noted in almost every case of proci- 
dentia, cannot  be caused by weakness of 
the pelvic floor. 

In three of the 14 cases, the entire proci- 
dentia, containing small intestine, pro- 
truded as soon as the pat ient  sat on the 
seat and before straining was begun. In  
these patients, we had no chance of decid- 
ing whether the prolapse was preceded by 
intussusception. We believe these three 
cases have been the most advanced, almost 
certainly representing a very late stage (see 
atypical cases). 

Thus,  we found that when our proci- 
dentia patients strained at stool, tile anat- 
omy of the r e c t u m  underwent  changes 
which, in most cases, followed a distinct 
pattern. First, intussusception was seen 6 
to 8 cm up in the rectum. On continued 
straining, tile intussusceptum advanced 
down to and through the anal canal and 
formed a procidentia. In  a small number  
of patients, enterocele developed in tile 
procidentia afterward. 

It  is our view that procidentia  develops 
in the same way during the course of years. 
Our  observations in 21 patients with intus- 
susception of the rectum without  prolapse 
support  this assumption. We also have seen 
two patients with internal  intussusception 
in whom procidentia developed after a 
couple of years. Our view is corroborated 
by the fact that patients with procidentia 
often report  that they had part icular  symp- 
toms from the rectum before it prolapsed. 
These symptoms are the same as those de- 
scribed by patients with internal  intussus- 
ception. T h e  internal intussusceptum 
stretches tile muscles of the pelvic floor and 
anal canal for long periods, in many  cases, 
before procidentia develops. Therefore,  we 

believe that the insufficiency o f  the pelvic 
floor and anal sphincter is, i n  most cases, 
caused by the internal  in tussusceptum and 
procidentia. 

T h e  weakening of the f ixa t ion  of the 
rectum in the pelvis ~0, is wh ich  accom- 
panies the internal in tussusceptum and 
procidentia is the result of t rac t ion  on the 
support ing tissues around the rectum 
caused by intussusception d u r i n g  straining. 
T h e  straightening of the r e c t u m  can also 
be caused by the intussusception,  which re- 
sults in traction on the r e c t u m  trying to 
displace it from the hollow of the sacrum. 
We have not been able to show why intus- 
susception begins just above the  peri toneal  
reflection, but we assume tha t  the reason 
is the weak support  of the an te r io r  rectal 
wall in this region. 

Technical  Fea tures  

Cineradiography has been necessary for 
the observations, in this work, of relations 
between internal intussusception and pro- 
lapse and between procidentia  and entero- 
cele. For routine work, with the a im of 
establishing if there is an intussusception 
during straining, or if a proc ident ia  con- 
tains small intestine, it is enough  to take 
ordinary roentgenologic pictures. Other- 
wise, it is impor tant  that the described 
technic be. used and that progress dur ing 
straining be observed with screening (tele- 
vision or viewing mirror) so tha t  pictures 
can be taken with a suitable amount  of 
contrast medium in the rectum.  

Summary 
T h e  development of procident ia  was 

studied by cineradiography of the rectum 
with the patient straining at stool. Proci- 
dentia is preceded by a stage of internal  
intussusception. This  postuIat ion is borne 
out by the following observations: 

W h e n  a patient with procident ia  strains 
at stool, the first thing that  happens  is in- 
tussusception of the rectum. T h e  roentgen- 
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ologic appearances then  agree wi th  those 

of i n t e rna l  in tussusceptum.  On  c o n t i n u e d  

s t ra ining,  the in tus suscep tum prolapses 

th rough the anus. 

In  two cases the i n t e r n a l  in tussuscep tum 

developed in to  p roc iden t i a  d u r i n g  the 
course of two years' observat ion.  

For a longer or shorter  per iod before the 

prolapse occurs, most pa t ients  wi th  proci- 

den t ia  have symptoms s imilar  to those asso- 

ciated with i n t e rna l  in tussusceptum.  

T h e  intussuscept ion,  which is the begin- 
n i n g  of procident ia ,  or iginates  in  the rectal 

wall at the level of the per i tonea l  reflection 

in  the pelvis. T h e  in tussuscep tum and  
p roc iden t i a  con ta in  a per i tonea l  pouch 

formed by the an te r ior  rectal wall p rox imal  
tO the per i tonea l  reflection. T h i s  pouch 

canno t  be called a deep rectogeni ta l  fossa, 

as it does no t  develop between the rec tum 

and  vagina.. T h e  in tussuscept ion  of the 
r ec tum is possible because the an te r io r  wall  

above the per i tonea l  reflection has only 

weak support .  

At  different stages in the deve lopmen t  of 

the in tussuscep tum and  procident ia ,  small  

in tes t ine  may enter  this pouch,  bu t  this 
does no t  cause prolapse. Small  in tes t ine  in  

the pouch  alters the appearance  of proci- 
dent ia .  I n t e r n a l  in tussuscept ion  is a pre- 

cursor of procident ia .  T h e  in tussuscep tum 
often stretches and  weakens the muscles of 

the pelvic floor and ana l  canal  so that  symp- 

toms of insufficiency of these muscles may 

develop before the in tus suscep tum pro- 

lapses through the anus.  
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