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Abstract
Background Rectal prolapse—both external rectal prolapse and internal rectal prolapse—is a disabling condition. In view 
of the overwhelming number of surgical procedures described for the treatment of rectal prolapse, a comprehensive update 
concerning the diagnostic and therapeutic pathway for this condition is required to draw recommendations for clinical prac-
tice. This initiative was commissioned by the Dutch Association for Surgery (Nederlandse Vereniging voor Heelkunde) as 
a multidisciplinary collaboration.
Methods Nine questions outlining the diagnostic approach, conservative and surgical management of rectal prolapse were 
selected. A systematic literature search for evidence was then conducted in the Medline and Embase databases.
Results Recommendations included diagnostic approach, methods to assess complaints of fecal incontinence and/or obstruc-
tive defecation and treatment options, both conservative and surgical. A level of evidence was assigned to each statement 
following the Grades of Recommendation Assessment, Development and Evaluation (GRADE) system.
Conclusions These guidelines for clinical practice are useful in the diagnosis and treatment of rectal prolapse. There are 
many statements requiring a higher level of evidence due to a lack of studies.
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Introduction

Rectal prolapse (RP) can be divided in external rectal pro-
lapse (ERP) and internal rectal prolapse (IRP) or rectal 
intussusception. Both are debilitating conditions with a 
socioeconomic burden. RP is a rather frequently diagnosed 
condition and has higher prevalence amongst women than 
men (ratio 9:1) and in people over the age of 50 [1]. In gen-
eral, patients with an ERP suffer from pain, rectal blood 
loss and fecal incontinence (FI). Patients with an IRP can 
suffer from functional complaints as obstructed defecation 
(OD) or FI. In patients with IRP, a concomitant rectocele 
and/or enterocele is frequently seen which may contribute 
to the functional complaints [2, 3]. ERP is a definite indi-
cation for surgery. For IRP the decision to operate is more 

subtle and surgical intervention is restricted to cases with a 
certain degree of prolapse where conservative management 
has failed. However, when the decision for surgical manage-
ment has been made, the choice of operation is complex and 
unclear. Although in Europe there is a trend towards treating 
RP by a ventral rectopexy as described by D’Hoore et al., 
there remains wide variation in surgical treatments and more 
uniformity is needed in the diagnostic and therapeutic path-
way for all healthcare workers treating patients with rectal 
prolapse. Therefore, this consensus statement was made, 
reflecting the 2017 Dutch guidelines for rectal prolapse. 
Recommendations are made about the diagnostic approach, 
methods to assess functional complaints for both clinical and 
research-related purposes, conservative treatment, surgical 
techniques and choice of material used in surgery.
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Materials and methods

Selection of expert panel and questions

A drafting committee with a multidisciplinary panel of 
experts was selected according to their clinical and scientific 
expertise. Surgeons, gynecologists, urologists, gastroenter-
ologists, radiologists and physiotherapists participated and 
are responsible for this guideline. Relevant topics were 
condensed into nine questions. This report is based on the 
AGREE II instrument, an internationally accepted tool for 
creating clinical practice guidelines [4].

Search strategy

The systematic literature review of the 2014 Dutch Guide-
lines [5] was updated for the period of May 2013 until July 
2015 using the electronic databases MEDLINE and Embase. 
Searches were designed and conducted using relevant key-
words and MeSH/Emtree terms. Inclusion criteria were 
randomized controlled trials (RCT) and non-randomized 
clinical trials that were comparative studies between two or 
more different techniques in treatment for IRP and/or ERP.

Grading of the recommendations

The strength of recommendations was graded depending 
on the level of evidence subtracted from literature analysis. 
Strength of recommendations was graded according to the 
Grades of Recommendation Assessment, Development and 
Evaluation (GRADE) system (Table 1) [6].

Results

Diagnostic approach

Question 1: Are anorectal function tests (ARFT) indicated 
in patients with a rectal prolapse and FI and/or OD?

ARFT include manometric tests of anorectal func-
tion, compliance of the rectum using a balloon and anal 
endosonography.

• Statement 1 ARFT are not indicated for patients suffer-
ing from an ERP. Due to the severity of complaints and 
absolute indication for surgery, ARFT are generally not 
of any added value in the diagnostic approach of ERP.

• Statement 2 Consider ARFT for patients with FI and/or 
OD when IRP is suspected and further differentiation in 
diagnosis may alter treatment. It can be of added value 
in the diagnostic processes when physical examination 
gives insufficient information. It is important to keep in 
mind that IRP as diagnosed by defecogram does not nec-
essarily cause functional symptoms [7–10]. FI is a mul-
tifactorial problem. Therefore, it is important to identify 
the different causes and to focus treatment on the factor 
with the greatest influence. In patients with OD, dyssyn-
ergia of the pelvic floor muscles is an important factor in 
treatment decision-making as it is a contraindication for 
rectopexy.

Question 2: How is an IRP adequately diagnosed?

• Statement 1 Perform a conventional defecography or a 
functional MRI for patients with OD or FI when an IRP 
is suspected [11] (GRADE B). Transperineal ultrasound 
cannot exclude IRP reliably [12–16] (GRADE D), nor 
can translabial ultrasound [17] (GRADE C).

• Statement 2 It is recommended that a radiologically 
confirmed rectal prolapse is described following the 
Oxford Rectal Prolapse Grading system (ORPG) 
[1]. This facilitates treatment decision-making and 
improves communication in healthcare. Grade 1 and 
2 are recto-rectal intussusceptions, grade 3 and 4 are 
recto-anal intussusception rectal prolapses. Grade 5 
describes an external rectal prolapse.

Question 3: How should the severity of FI and/or OD be 
assessed when a rectal prolapse is suspected?

Objective instruments, e.g., ARFT, do not assess severity 
of FI or OD but analyze the pathophysiological mecha-
nism, and therefore, have a limited correlation to clinical 
symptoms. Management of patients with complaints of FI 
and/or OD asks for subjective instruments as well to assess 
severity of symptoms. This can be done by questionnaires. 

Table 1  Quality of evidence grades [6]

GRADE Letter Definition

High A It is unlikely that future research will change the confidence we have in the estimate of effect
Moderate B It is likely that future research will have a substantial impact in the confidence we have in the estimate of effect
Low C It is very likely that future research will have a substantial impact in the confidence we have in the estimate of effect
Very low D The confidence we have in the estimate of effect is very low
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An ideal questionnaire is easy to use, cannot be interpreted 
in multiple ways, is statistically validated and validated for 
the population it is used for. Many questionnaires about FI 
and OD/obstipation can be found in the literature. Knowl-
edge about the experienced severity of complaints can help 
the surgeon in treatment strategy and evaluate treatment 
outcome—for clinical and research objectives.

Fecal incontinence For FI, the only questionnaires vali-
dated in Dutch are the Fecal Incontinence Quality of Life 
Scale (FIQL) and the Fecal Incontinence Severity Index 
(FISI). These respectively assess the impact of FI on qual-
ity of life and the subjective degree of FI. Other question-
naires include the Wexner score, Vaizey-questionnaire, St. 
Marks score.

• Statement 1 It is recommended that the Dutch version 
of the Fecal Incontinence Quality of Life Scale (FIQL) 
is used to assess the impact of FI on the quality of life 
in patients with a rectal prolapse [18, 19] (no GRADE).

• Statement 2 It is recommended that the Dutch ver-
sion of the Fecal Incontinence Severity Index (FISI) is 
used to assess the degree of FI in patients with a rectal 
prolapse [18] (no GRADE).

Obstructed defecation For OD, none of the existing 
questionnaires are validated in a Dutch population. Ques-
tionnaires include the Altomare score, Wexner score, 
Symptom Severity Score, PAC-SYM, PAC-QOL, Longo 
scoring system. Some of these are more focused on obsti-
pation than on OD.

• Statement 3 It is recommended that the Obstructed Def-
ecation Score (Altomare) is used to assess the degree 
of OD in patients with a rectal prolapse [20].

Other symptoms 

• Statement 4 History taking and questionnaires should 
be complemented by symptoms of prolapse of the other 
compartments to analyze functional complaints with a 
urologic or gynecologic origin also. This facilitates the 
assessment of the need for a multidisciplinary approach.

Question 4: What is the preoperative work‑up for a patient 
with a suspected IRP or ERP?

Knowing that IRP is not necessarily symptomatic (see state-
ment 1.2), work-up for patients with a (suspected) IRP is 
more complex than for patients with ERP.

Internal rectal prolapse

• Statement 1 Perform a proctologic examination includ-
ing internal examination using a procto- or rectoscope to 
exclude other pathology causing functional symptoms—
e.g., anal stenosis, perianal fistula, proctitis, anal carci-
noma, low rectal carcinoma, macroscopic defect of the 
sphincter complex. In addition, previous anorectal sur-
gery, obstetric history and (sexual) abuse are important 
factors in differentiating in underlying pathology for FI 
and/or OD.

• Statement 2 Perform endoscopic examination (or com-
puted tomography–colonography) if indicated, e.g., 
altered defecation pattern or other alarm symptoms for 
colorectal malignancies. A sigmoidoscopy can be indi-
cated in patients with IRP and pain to look for a solitary 
rectal ulcer.

• Statement 3 Consider a transit study to assess complaints 
of slow transit constipation (STC). Existence of STC is 
considered a relative contra-indication to surgery [21].

• Statement 4 Consider psychiatric or psychologic analysis 
when there are doubts about a patient’s mental stability. 
When complaints have a psychosomatic origin, surgical 
treatment is undesirable. However, when mental insta-
bility is noted to stand apart from functional symptoms, 
surgery can still be considered.

• Statement 5 Consider using patient reported scoring tools 
for assessment of functional symptoms. This can support 
treatment decision-making as mentioned in question 3.

• Statement 6 Discuss complex patients with functional 
symptoms caused by (multicompartment) prolapse in a 
multidisciplinary team. A multidisciplinary team should 
preferably consist of colorectal surgeons, (uro)gynecolo-
gists, pelvic floor physiotherapists, radiologists, poten-
tially complemented by gastroenterologists, psycholo-
gists/psychiatrists, continence nurses, sexologists or other 
involved disciplines.

• Statement 7 Discuss patients with a relative contraindica-
tion for surgery in a multidisciplinary team.

External rectal prolapse 

• Statement 8 A liberal attitude is advised in contemplat-
ing endoscopic examination for patients with ERP and 
rectal blood loss. Especially, when other alarm symp-
toms for malignancy co-exist or when blood is mixed 
with the stool.

• Further work-up is similar to work-up for IRP as elabo-
rated in statements 4.6 and 4.7.
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Conservative treatment

Question 5: What is the conservative treatment for patients 
with IRP and functional symptoms?

• Statement 1 Lifestyle counselling must be given to 
every patient with FI and/or OD caused by IRP irre-
spectively of conservative or surgical therapy. Recom-
mendations concern a high fiber diet, sufficient fluid 
intake, regular physical exercise and a careful attitude 
towards heavy lifting. In addition, patients are advised 
to start taking stool bulking agents. Bulking agents in 
combination with osmotic laxatives can be considered 
as an alternative when the use of bulking agents alone 
worsens symptoms of OD. This especially applies to 
patients with OD with concomitant STC and IRP (no 
Grade). Loperamide can be added to bulking agents for 
patients with FI [22]. For patients with urge FI a low 
doses of amitriptyline can be prescribed simultaneously 
due to its anticholinergic effects [23–25].

• Statement 2 A referral for pelvic floor physiotherapy 
(PFP) is advised if lifestyle changes and medical man-
agement are insufficient in symptom control [26–28] 
(no Grade). PFP can consist of multiple interventions 
such as training of specific muscles of the pelvic floor, 
biofeedback training, electrostimulation, rectal bal-
loon exercises, percutaneous tibial nerve stimulation 
(PTNS), or transcutaneous tibial nerve stimulation 
(TTNS). Depending on the underlying suspected fac-
tors causing OD or FI, interventions in PFP should be 
used cause-specifically [29]. The effect of PFP should 
be evaluated after 6 weeks to 3 months.

• Statement 3 Retrograde colonic irrigation can be pro-
posed as a final step in conservative treatment before 
surgery is considered. Although it is mainly of use in FI 
[30], some patients with OD can benefit from this inter-
vention as well. Specialized support (e.g., from a conti-
nence nurse) seems essential in helping the patient and 
in making it a successful option. Treatment effective-
ness should be evaluated after 2 months.

Question 6: What are the indications and contraindications 
for surgical treatment of IRP and ERP?

• Statement 1 Indications for surgical intervention:

– IRP Patients with grade 3 or 4 IRP (ORPG) with OD and/
or FI negatively effecting quality of life, and resistant 
to conservative management, are considered for surgery. 
Pain due to a solitary rectal ulcer caused by an IRP is 
also an indication for surgery.

– ERP Any patient with ERP should be considered for 
surgery. Treatment delay could lead to irreversibly com-
plaints of FI [31].

• Statement 2 Relative contraindications for surgical inter-
vention:

In general 

– IRP and ERP History of rectal radiotherapy or inflam-
matory bowel disease.

– IRP Mental instability or pain not related to a solitary 
rectal ulcer.

Perineal approach 

– IRP History of previous rectopexy apart from a 
Delorme’s procedure or complaints of urge FI.

– ERP History of previous rectopexy.

Abdominal approach 

– IRP and ERP: male patients with severe (morbid) obe-
sity, severe endometriosis, history of severe episode of 
diverticulitis, severe adhesions after previous transab-
dominal surgery or after severe peritonitis.

• Statement 3 Absolute contraindications for surgical inter-
vention:

– IRP and ERP Pregnancy or active proctitis. In addition, 
contraindication for general anesthesia (e.g., severe car-
diac or pulmonary comorbidity) or for spinal anesthesia 
must be taken into account for resp. abdominal or per-
ineal procedures.

– IRP Dyssynergia of the pelvic floor muscles.

Surgical treatment

Question 7: What is the optimal surgical treatment of IRP?

• Statement 1 LVR is the recommended treatment for 
patients with an IRP and an indication for surgery. This 
is supported by a consensus statement from 2014 also 
[32]. Open rectopexy is associated with higher post-
operative morbidity in comparison to laparoscopic or 
perineal surgery [33] (GRADE C). In addition, the gen-
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eral benefits of minimally invasive surgery (e.g., faster 
recovery with subsequently reduced length of hospital 
stay, better cosmetic results) have made laparoscopic 
surgery preferable to open rectopexy. The LVR is the 
most commonly performed laparoscopic intervention. 
There is no data directly comparing LVR to perineal 
procedures. However, data from non-comparative 
cohort studies suggest LVR has a lower recurrence rate 
[34, 35]. There is no evidence supporting the use of a 
resection rectopexy for IRP. In conclusion, this makes 
the LVR the recommended treatment for IRP.

  The robot-assisted LVR for IRP is similar to the LVR 
regarding functional outcome and complication rate. 
However, the robotic procedure is more expensive [36] 
(GRADE D). The decision to use a robotic device in LVR 
is left to the center itself on the condition that there is 
enough expertise in performing robot-assisted LVR.

• Statement 2 A perineal procedure to treat IRP is 
advised when a transabdominal procedure is contrain-
dicated (see statement 6.2 and 6.3). The recommended 
perineal procedure is the Contour Transtar (CT), a 
method of stapled trans-anal rectal resection (STARR) 
[37] (GRADE C). Another STARR method is the dou-
ble-stapling procedure for prolapse and hemorrhoids 
(PPH). CT gives slightly better functional outcome and 
lower recurrence rates than PPH in patients with IRP 
and OD [38–40] (GRADE C). Postoperative pain and 
complications, and quality of life at 3-year follow-up 
are similar [38] (GRADE D).

  STARR and Delorme’s procedure give similar results 
in functional outcome and postoperative pain in this 
patient group [37] (GRADE D).

• Statement 3 In patients with IRP suffering from urge 
FI, STARR procedures are relatively contra-indicated. 
Reason for this is that fecal urgency incontinence is 
seen relatively frequently after STARR procedures [38] 
(GRADE C).

Question 8: What is the optimal surgical treatment of ERP?

• Statement 1 LVR is the preferred surgical treatment 
for ERP (GRADE D). The very limited amount of evi-
dence comparing perineal procedures to (laparoscopic) 
abdominal procedures shows better complication rates 
in the transabdominal group and no statistical dif-
ference in recurrence rate nor in functional outcome 
[41–45] (GRADE D). However, the developments and 
benefits in minimal invasive surgery as mentioned in 

statement 9.1 put preference to a laparoscopic abdomi-
nal approach.

  Rectopexy decreases recurrence risk compared to 
rectal mobilization alone, without deterioration of the 
complication rate [46].

  There is no evidence favoring a resection rectopexy 
over a ventral rectopexy for ERP. Although resection 
rectopexy is thought to improve complaints of OD by 
preventing the residual colon to kink, the increased risk 
of severe complications due to the created anastomosis 
has to be kept in mind at all times [45, 47, 48].

  In conclusion, this makes the LVR the first-choice sur-
gical treatment for ERP.

  The robot-assisted LVR for ERP is similar to the LVR 
regarding functional outcome, complication rate and 
recurrence rate [36, 49–51] (GRADE C). As has been 
mentioned previously, the robotic procedure is more 
expensive and the decision to use it is for the center to 
make.

• Statement 2 A perineal procedure to treat ERP is advised 
when a transabdominal procedure is contraindicated (see 
also statement 6.2 and 6.3). Most commonly performed 
perineal interventions for ERP are an Altemeier and a 
Delorme’s procedure. There is no difference in functional 
outcome and recurrence rate between these two proce-
dures [45] (GRADE C). Therefore, the decision depends 
on the surgeon and his/her preference. The addition of a 
levatorplasty to a perineal approach has only shown to be 
beneficial in Delorme’s procedure, where it diminishes 
the risk of recurrence [52] (GRADE C). A levatorplasty 
added to a Altemeier is thought to have a similar effect 
on recurrence rate but this is less strongly supported 
by the evidence [53] (GRADE D). For these reasons, a 
levatorplasty is recommended in addition to Delorme’s 
procedure and can be considered when an Altemeier is 
performed.

Question 9: What material should be used in LVR?

• Statement 1 A polypropylene (PP) mesh is preferably 
used in LVR (GRADE D).

  There are many different types of meshes differing in 
size of the pores, type of material, amount of material 
and composition. Unfortunately, there are very limited 
studies addressing material choice in LVR specifically. 
Therefore, the panel decided to look at studies about inci-
sional hernias also. Conclusions drawn from these stud-
ies have to be interpreted carefully and critically when 
extrapolated to LVR.
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  There is no difference in erosion rate between syn-
thetic and biologic meshes after LVR [54] (GRADE D). 
Comparing synthetic and biologic meshes in incisional 
hernia repair, there is also no difference seen in wound 
infection, bleeding, hematoma, seroma and recurrence 
[55] (GRADE D). Hence, no preference can be ascribed 
to either synthetic or biological meshes. It is known from 
experimental studies that PP is superior to polyester (PE) 
and expanded polytetrafluoroethylene (ePTFE) regarding 
tissue ingrowth. (Partial) absorbable meshes are not rec-
ommended due to the expected stretching and recurrence.

  The only significant difference in the advantage of 
lightweight meshes compared to heavyweight meshes 
in incisional hernia repair is postoperative chronic pain 
[55–59] (GRADE C). The experience that heavyweight 
meshes are more liable to shrinkage [57] is not proven to 
be clinical significant. Since the heavyweight polypropyl-
ene mesh is the most commonly used material in large 
cohorts, the panel believes it is the most safe and effec-
tive mesh to use. More research is needed to substantiate 
this recommendation.

Conclusions and future perspective

This guideline was written to answer in the need for uni-
formity in treating patients suffering from rectal prolapse, 
especially regarding surgical techniques and the use of 
meshes. Although treatment decision-making should be 
individualized to each specific patient, this guideline can 
be a very useful tool in this process. However, levels of evi-
dence appeared to be considerably low. There is a strong 
need for high-quality research regarding prolapse-related 
queries in randomized controlled studies. The panel has 
formulated six topics that were considered as most relevant 
for future high-quality research:

– the type of material that has the lowest risk on mesh-
related complications in the short and longterm;

– randomized controlled trials looking at different surgi-
cal techniques, i.e., resection rectopexy versus LVR, 
Delorme’s procedure versus LVR, and LVR versus robot-
assisted LVR. A comparable trial has already been set-up 
in Germany (DeloRes trial), comparing Delorme’s pro-
cedure versus resection rectopexy [60]. However, results 
have not been published yet;

– the incidence and characteristics of pain after LVR;
– sacral nerve stimulation versus LVR for patients with 

complaints of FI related to IRP;
– the outcome of redo-surgery in patients after LVR;
– development of a combined questionnaire that is more 

specific to functional complaints accompanying RP and 
that is validated for the Dutch population.
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