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Abstract

Objective: To analyze our results regarding the surgical treatment of complete rectal prolapse performed at the
Aga Khan University Hospital, from January 1988 to December 2003.

Methods: Files were retrieved from our medical records and data was reviewed for all adult patients admitted
and operated upon for complete rectal prolapse during our study period. Long-term follow-ups were obtained
through these files and also by contacting patients through telephone and letters. Data was recorded in a stan-
dardized two-page proforma and analysis was carried out between different variables using SPSS 10.0.
Results: A total number of twenty surgeries (n=20) were performed. All patients had the presenting complaint of
something coming out of anus, 70% (n=14) patients complained of some bleeding per rectum, 30% (n= 6) had
anal pain and 20% (n=4) had faecal incontinence. Chronic constipation was found in 50% (n=10) patients,
obstructive uropathy in 30% (n=6), weight loss, chronic cough and mental iliness, each in 10 % (n=2) of patients.
Primary procedure was carried out in 70% patients. Mean operative time was 178 minutes; mean length of stay
was 7 days with a mean follow-up of 25 months. Early complications were noted in 5% (n=1) patients, and late
complications in 30% (n=6). Based on this data, comparative analysis was carried out between different vari-
ables.

Conclusions: Surgery is the only treatment for rectal prolapse in adults. Several procedures are done suggest-
ing that there is no standard treatment for this ailment. The number of male patients was higher, chronic consti-
pation was the most common risk factor, abdominal rectopexy was the favored procedure, perineal procedures
were associated with shorter operative time, hospital stay, and were done more often in females and elderly.
Revision surgery was associated with longer operative time and hospital stay (JPMA 55:247;2005).

Introduction

Rectal prolapse is defined as protrusion of all layers
of the rectal wall through anus and is synonymous with pro-
cidentia.! Complete rectal prolapse is an uncommon pathol-
ogy, reported as early as the Egyptian and Greek civiliza-
tions; and is associated with a weak pelvic floor, faecal
incontinence, pain, bleeding per rectum, constipation,
which all lead to much discomfort and social embarrass-
ment.2 The incidence of complete rectal prolapse has not
been estimated, but it is found four times more frequently

amongst women and commonly in elderly, mentally ill, and
patients with chronic constipation.3# Complete rectal pro-
lapse in adults can only be managed surgically and more
than a hundred different surgical procedures have been
described for its treatment, although only a few are in prac-
tice today. These procedures are broadly classified as either
perineal or abdominal. During the past century, newer
investigations have lead to better understanding of the etiol-
ogy which in turn has resulted in much improved results of

surgery. However, despite years



of experience and research, it has been impossible to identi- Table 1. Procedure details (n=20).
fy or refute clinically important differences between differ-

ent surgical operations and there is still no standard surgical Procedure No. %
procedure.> The choice of the procedure is based largely
upon the surgeon's experience, age and fitness of the patient. Rectopexy alone 9 45
Whatever the procedure, there is considerable morbidity : Posterior with mersilene mesh 7
such as recurrence of prolapse, faecal incontinence and anal : Posterior with suture 2
stenosis. Here the authors have performed an audit, where- : Anterior 1
in all the surgical procedures performed at our institute for Thiersch wiring 3 15
the treatment of complete rectal prolapse in adults, during
the past sixteen years, have been statistically analyzed. Rectosigmoidectomy alone 3 15
Patients and Methods Perineal proctectomy 2 10
Rectosigmoidectomy with posterior rectopexy 1 5

We included in our study all adult patients admitted
and operated upon for complete rectal prolapse. Patients Sigmoid colectomy with posterior rectopexy 1 5
younger than 14 years and outpatient reductions were thus

. . . . Delorme's procedure 1 5
not included. Files were retrieved from our medical records P

using the ICD9-CM (International Classification of
Diseases 9th edition, Clinical Modifications) code 569.1 for Table 2. Comparison between male and female patients.

rectal prolapse, data was recorded using a standardized two-

. ) ) . Male Female
page proforma having sections for patient's demographic
data, clinical data and procedure related information.
No. of procedures 13 7
Long-term follow-ups were noted from the files and also
by contacting patients through telephone and letters. The Mean age (years) 48219 (18-72) 32 £23(18-75)
data thus collected was reviewed and comparative analysis Primary vs. Revision ~ Primary: 9, Revision: 4 Primary: 5,
was carried out between different variables using SPSS Revision: 2
version 10.0. Type of procedure Abdominal: 3, Perineal: 4  Abdominal: 3,
Perineal: 4
Results
. Mean operative time 187 minutes 171 minutes
A total number of twenty patients (n = 20) were
Mean length of stay 6.6 days 7.7 days

included in our study. There were 13 (65%) male patients

(65%) as compared to 7 (35%) females. Mean age was 49
years + 21 years (18-75 years). Mean age for male patients Table 3. Comparison of abdominal and perineal procedures.
was 48 +19 years (18-72 years) and for females 52 years +

23 years (18-75 years). All patients (n=20) had the present- Abdominal Perineal
ing complaint of something coming out of anus, 70%

(n=14) patients complained of some bleeding per rectum,

30% (n=6) had anal pain and only 20% (n=4) had fecal No. of procedures 12 8
incontinence. Most common risk factor recognized in our
patients was chronic constipation, found in 50% (n=10) Gender Male: 9, Female: 3 Male: 4, Female: 4

patients. Other risk factors included obstructive uropathy in
30% (n=6), weight loss, chronic cough and mental illness,
each in 10% (n=2) of patients. No statistically significant
difference was noted amongst the male and female patients

Mean age (years) 47 (18-75) 52 (18-70)

Type of procedure Primary: 8, Revision: 4  Primary:6, Revision: 2

with respect to presentations and recognized risk factors. Mean operative time 266 minutes 124 minutes
Primary procedure was carried out at our hospital in

70% patients (n=14). Twenty percent (n=4) patients Mean length of stay ~ 7.92 days 5.88 days



underwent the first revision procedure and 10%
(n=2) a second revision procedure. Mean operative time
was 178 minutes+128 minutes (40-500 minutes). Mean
length of stay was 7+2.6 days (3-13 days). Mean follow-ups
as documented in charts was seven months (1-24 months)
and mean follow-ups after our attempts at contacting
patients was 25 months with a range of 1-156 months.

Early complications were noted in 5 % (n=1) and
late complications in 30% (n=6) patients. Late complica-
tions included post procedure incontinence in 10% (n=2),
recurrence of prolapse in 10 % (n=2) patients, anal stenosis
in 10% (n=2) patients. The details of procedure are given in
Table 1.

Based on this data, comparative analysis was carried
out between different variables. When comparing the male
and female patients, we found the mean age of our female
patients to be higher than their male counterparts, 52 years
compared to 48 years. Female patients were found more
likely to undergo perineal procedures and had a longer
mean length of stay, 7.7 days compared to 6.6 days for male
patients. No statistically significant difference was noted
amongst the two groups in terms of presentation, mean
operative time, and complications (Table 2).

Comparison of primary and revision procedures
revealed much longer mean operative time and length of
stay for patients undergoing revision surgery. Comparison
of abdominal and perineal procedures showed the mean age
of patients subjected to perineal procedures to be higher, 52
years (18-70) compared to 47 years (18-75) for those who
underwent abdominal procedures. Mean operative time and
mean length of hospital stay was also found to be much
longer for patients in the abdominal group, 266 minutes and
7.92 days as compared to 124 minutes and 5.88 days for the
perineal group. Table 3. Post procedure anal stenosis was
found to occur in two patients, which responded to regular
anal dilatations with Hegars dilators; both had perineal sur-
geries, otherwise no differences were noted in the two
groups in terms of recurrence and incontinence.

Discussion

There is no optimal or standard procedure for treat-
ment of complete rectal prolapse. Although in excess of a
hundred different operations have been described so far,
some more popular than the others, only a few are in prac-
tice today.®-8 To date, there are more than five hundred pub-
lished papers on this topic, but only a small number of rel-
evant clinical trials have been conducted to find the "best"

operation, and even their usefulness is severely limited
because of small sample size and other methodological
weaknesses.> One consensus that we have managed to reach
after decades of research is that the abdominal procedures
are associated with a lower recurrence rate than perineal
ones.%!10 However, abdominal procedures are associated
with higher rates of morbidity and are preferred for younger
patients with few associated medical conditions.%7 Perineal
procedures on the other hand are associated with much less
morbidity but have a higher rate of recurrence as compared
to the abdominal procedures and should thus be considered
in older patients with multiple co-morbids.!1:12 A selective
policy has probably improved outcome, although there is no
objective method of selecting a particular type of opera-
tion.13

Thirty percent of surgeries (n=6) performed at our
center, were on patients who had already undergone at least
one previously failed surgery for this disease.This is under-
standable, as most procedures for treating rectal prolapse
are associated with high rates of recurrence. Seven different
procedures were chosen for these twenty patients, which
further validates the lack of consensus regarding the choice
of a certain procedure. Abdominal rectopexy was the most
commonly performed procedure at our centre, perhaps
because of its excellent results in literature, both in terms of
recurrence and incontinence. Most surgeons once consid-
ered this procedure as the operation of choice for the con-
trol of prolapse, even in the elderly patients.!4 Another com-
monly performed procedure was Thiersch wiring, per-
formed in three patients, which is a form of perineal encir-
cling procedure generally reserved for the elderly.!5 Some
form of resection procedure was performed in seven
patients, with three patients undergoing rectosigmoidectomies,
amuch more extensive procedure, associated with longer oper-
ative time and significant morbidity but better results. The
only early complication observed in our patients was postop-
erative urinary retention in a patient who had an abdominal
rectosigmoidectomy done. Amongst the late complications,
anal stenosis was observed in two patients, both having
undergone perineal procedures. Rest of the late complica-
tions, including recurrence was found to be comparable in
patients undergoing either primary or revision surgery, or in
patients undergoing either perineal or abdominal surgery.

In our study, 65% of patients were male (n=13),
which is in contrast to the published data that reports a pre-
dominant female population suffering from procidentia.416
This may be explained on the basis of our male dominated
culture and under-reporting of peri-anal pathologies by the
female population. It must also be noted



that our statistics represent only the patients who
underwent surgeries for procidentia, and do not necessarily
represent the population suffering from the disease. In our
study, female patients were slightly older than their male
counterparts, which is usually the case in most studies.16
No differences were found between the sexes with regards
to presentation. Another finding was that female patients,
with comparable age and co-morbids as the male patients,
were found more likely to undergo perineal procedures than
male patients. This is difficult to explain and a thorough
search of literature failed to show similar findings in other
series. Perhaps better cosmesis associated with perineal pro-
cedures is the reason.

All the patients in our series presented with the prin-
cipal complaint of prolapse itself, which is usually the case.
Patients with prolapse are shown to have disordered rectal
emptying and thus constipation is also a significant prob-
lem, which may be more common pre-operatively than gen-
erally realized.4 In our study, 50 percent (n=10) of the
patients had some degree of constipation; however, fecal
incontinence was present only in 20 percent (n = 4) as com-
pared to approximately 70 percent as reported by other
much larger series.!6:17 This is also of importance because
rectal prolapse is a well-known cause of anal incontinence,
but the clinical diagnosis of this condition may sometimes
be difficult although a specific treatment of the prolapse
may improve the symptoms of anal incontinence.!8-20 Some
form of mental illness was also found to be present in at
least ten percent (n=2) of our patients, in compliance with
published literature.21.22

Comparative analysis between primary and revision
surgeries revealed longer operative time and length of hos-
pital stay for revision surgeries, which was expected, keep-
ing in mind the technically difficult nature of all revision
surgeries because of adhesions. Comparative analysis
between abdominal and perineal procedures showed much
greater mean operative time and length of stay for abdomi-
nal procedures, which validates the published and accepted
literature. In our study no difference in rates of recurrence
was noted between the two approaches. Although this is
also reported by a few other studies, our mean follow up
was only 25 months, and a third of recurrences are reported
to occur 3-14 years after treatment.23

The study concluded that rectal prolapse surgery is
infrequent with chronic constipation being the most com-
mon risk factor. Perineal procedures were preferred for
older female patients and were associated with a shorter
operative time and hospital stay.
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