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Aim: to assess the data on the most common surgical interventions for rectal prolapse.

Key points. At present, there are more than 100 methods of surgical correction of rectal prolapse that are carried
out by means of the perineal or abdominal approach. Perineal surgical approaches are mostly performed in elderly
patients who suffer from severe concomitant diseases, as well as in cases of recurrent rectal prolapse. In other cases,
the abdominal approach is preferred for surgical interventions. Currently, the most popular surgery is laparoscopic
recto(colpo)sacropexy.

Conclusion. It is important to consider that the descending perineum syndrome is accompanied by a variety of clin-
ical symptoms; therefore, patients with rectal prolapse require a personalized approach. Underestimation of these
factors may lead to an unfavorable outcome of functional treatment and recurrence of rectal prolapse.
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1 PrbY «HaumoHaibHbI MeauLMHCKNEG MCCnenoBaTebCKui LLeHTP KOI0MpoKTonorum um. A.H. Peixxux» MuHucTepcTBa
3apaBooxpaHeHus Poccurickor denepaumnn, Mocksa, Poccurickas enepaums

2reoy Aro «Poccurickas MeauUmMHCKas akaaemMusi HernpepbiBHOMO rpogeccruoHaibHoro obpasoBaHust» MuHucTepcTea
3apaBooxpaHeHusi Poccurickon @enepaummn, Mocksa, Poccuiickas denepaums

Llenb 0630pa: NnpoaHanM3npoBaTh AaHHbIE MO Hanbosiee PacnpPoOCTPaAHEHHBIM XUPYPrUYECKMM BMELLATENIbCTBaM
Nno NOBOAY BbiNaAeHNS MPSIMOM KULLKM.

OcHoBHbIe nonoXxeHus. B HacToswee Bpems cyuiectByeT 6onee 100 cnocoboB XMpypruyeckor KOppekLuum Bbl-
nageHus NPsSMON KULLIKM, KOTOPbIE BbIMOMHAOTCS C UCMOMb30BAHNEM NMPOMEXHOCTHOrO b0 TpaHcabaoMUHaNb-
Horo goctyna. Onepaumn NMPOMEXHOCTHbIM AOCTYNOM Yallle BCEro MPUMEHSATCA Y MaLMEHTOB CTapLUen BO3-
PaCTHOW rpynmnbl C TSHXXENbIMU COMYTCTBYIOLMMNU 3a00NEBaHUAMN, a Takke Npu peuuamBe BbiNageHUs MpsiMon
KMLLKK. B OCTanbHbIX CRy4asax NPeMMyLLEeCTBEHHbIM ABASETCS TPaHCAO40OMUHANBHbBIA OOCTYMN XUPYPruyeckmnx BMe-
LaTenbCTB. B HacTosLLEee Bpems Hanbonee NonynspHOM onepaumven SsBageTcs nanapockonnyeckasa pekTo(Konbmno)-
cakpornekcus.

3akniovyeHue. BaxHo yunTbiBaTh, YTO CUHAPOM OMYLLEHNS MPOMEXHOCTU CONPOBOXAAETCHA Pa3HOOOPa3HOM Kn-
HMYECKON CUMMATOMATUKOW, B CBA3M C 9TUM NALUMEHTHI C BbIMAAEHNEM MPSIMON KUK TPEBYIOT MHOVNBUAYANTbHOIO
noaxona. HepooueHka ykasaHHbIX 0OCTOATENLCTB MOXET NMPUBECTU K HEOMAronpuaTHOMY QYHKLVOHANLHOMY pe-
3yNnbTaTy NeYeHns U peLmanBy BbiNaaeHNSa NPSIMOWN KALLIKIA.

Kniouesble cnosa: BhinageHne NpsaMon KULLKKY, Ta30BbIM Nposianc, CUHAPOM ONyLLEeHN Ta30BOro AHa

KoHNUKT nHTepecoB: aBTOPbI 3as9BNAIOT 00 OTCYTCTBUM KOHMIMKTA UHTEPECOB.
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Introduction

The rectal prolapse is the most demonstrative
manifestation of the descending perineum syn-
drome, when the muscular-ligamentous structures
lose their ability to support the rectum within the
pelvic cavity.

Alan Parks, who proposed the definition of de-
scending perineum syndrome in 1966, exemplified
it by the rectal prolapse, emphasizing that it is the
weakening of the pelvic floor muscles that leads to
displacement of the rectal wall into the anal canal,
followed by its prolapse beyond the anus. Thus,
he complemented the existing, mutually non-ex-
clusive, hernia and invagination theories of bowel
prolapse and added the missing link to the sequen-
tial chain of rectal prolapse development, which
now follows a logical progression: formation of a
deep Douglas pouch due to weakness of the pelvic
floor muscles (hernia theory) — displacement of
the pelvic peritoneum and the rectal wall in a
distal direction under the influence of factors that
increase intra-abdominal pressure (invagination
theory) — a complete prolapse of the rectal walls
due to decompensation of the fixing apparatus.

This condition is accompanied by severe dis-
comfort, which significantly impairs the quality of
life and leads to social maladjustment.

Surgical treatment

The history of rectal prolapse treatment dates
back to the time before the modern era. Mentions
of this ailment have been found in the Ebers pa-
pyri created in 1500 BC [1].

In the 19th century, numerous devices such as
tarpaulin and adhesive dressings, special bandages,
pelottes, gutta-percha balloons, rubber balls, and
other devices to hold the rectum in place were
proposed [2—4].

With the advent of antiseptic and anesthetic
practices, surgical methods began to be intro-
duced, involving the fixation or resection of the
prolapsed bowel. To date, there are more than
100 methods of surgical correction, which are car-
ried out by means of the perineal or abdominal ap-
proach. Among the perineal approaches, the most
popular are the Mikulicz, Altemeier, and Delorme
surgeries.

Perineal resection of the prolapsed rec-
tal segment was first performed by J. Mikulicz
in 1889 and has since become widely used both
in the author’s native land and abroad [5—7].
However, in a short time, reports emerged of com-
plications associated with the surgery, such as
bleeding and anastomotic leakage, as well as relat-
ed mortality rates reaching 11 % [8]. Additionally,

an analysis of treatment outcomes conducted
at St. Mark’s Hospital (London) revealed that
the recurrence rate of prolapse and anal sphincter
insufficiency after the Mikulicz surgery reached
58 and 76 %, respectively, which led surgeons to
abandon this method for an extended period [9].

In 1952, W.A. Altemeier modified the Mikulicz
surgery by supplementing perineal resection of the
prolapsed rectum with pelvic floor muscle repair.
The author reported a recurrence of rectal pro-
lapse in only 3 out of 106 patients operated on
using his technique [10]. Other researchers who
applied the Altemeier surgery in their practice
noted a recurrence rate ranging from 0 to 44 % [11,
12]. In addition, in 12 % of cases the development
of complications, such as bleeding, anastomotic
leakage, pararectal abscess, and rectal stricture,
was noted [11].

With the advent of stapling devices, some sur-
geons began forming anastomoses using mechani-
cal sutures, noting their greater reliability com-
pared to handmade sutures [13—15].

The Delorme surgery, proposed in 1900, is con-
sidered to be a less invasive method for treating
rectal prolapse [16]. This method is applied in cas-
es of prolapse of the mucosa or a short full-wall
segment of the rectum, as well as rectal prolapse
complicated by a solitary ulcer [17].

The essence of the surgery involves excising the
mucous membrane of the prolapsed portion of the
rectum, followed by plication of the muscle lay-
er to form a ridge located at the proximal edge
of the anal canal [16]. Some authors report that
after the Delorme surgery, there is a significant
increase in resting pressure and voluntary contrac-
tion pressure of anal sphincters [17, 18]. Based
on the reference literature, 50 % of patients who
previously had suffered from constipation experi-
enced improved colon function after the Delorme
surgery, with no newly developed constipation re-
ported [19, 20]. According to other sources, con-
stipation, along with inflammatory complications
in the surgical area, urinary retention and bleed-
ing from the suture line, occur in the postopera-
tive period in 4—12 % of cases [21, 22]. Mortality
following the Delorme surgery ranges from 0 to
4 %, while the recurrence rate varies from 4 to
38 % [17, 18, 21-23].

The above methods of rectal prolapse treatment
are mainly applied in elderly patients and those
who suffer from severe concomitant diseases, for
whom abdominal surgeries are contraindicated
[24—28].

The abdominal approach is mainly used for
fixation surgeries involving prosthetic materials.
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In 1952, an American surgeon C.B. Ripstein first
implemented a technique, in which rectopexy was
performed using a Teflon mesh placed anterior to
the rectum in the form of a loop, with the free edges
fixed to the sacrum. To prevent stricture, the mesh
is attached in such a way that a free space remains
between the posterior rectal wall and the sacrum
[29]. According to the literature, the recurrence rate
of rectal prolapse after the Ripstein surgery ranges
from 0 to 13 %; however, symptoms of impaired
rectal evacuation function are common [30—34].
An improvement in anal continence following an-
terior loop rectopexy is observed in 20—60 % of pa-
tients, while improved rectal evacuation is reported
in 32 %; on the other hand, constipation progression
occurs in 48 % of patients [35].

It should be noted that fixation of the rectum
to the sacrum using a mesh placed in the anterior
position does not eliminate the risk of stricture
development, which may require recurrent surgery
in 17 % of cases [36—39].

To eliminate the shortcomings of the Ripstein
surgery and achieve better outcomes in treating rec-
tal prolapse, another fixation method was proposed
by E.H. Wells in 1959. He used a rectangular im-
plant made of Ivalon sponge, which was transverse-
ly attached to the sacral promontory with non-ab-
sorbable sutures. After mobilizing and pulling up
the rectum, the edges of the implant were sutured to
the lateral semicircles of the rectum [40].

After assessing the results of posterior loop rec-
topexy, authors report rectal prolapse recurrence
rates ranging from 3 to 15 % [40—44]. An im-
provement in anal continence during the postoper-
ative period occurs in 3 to 40 % of patients [30, 43,
45—47]. Data on the development of constipation
after the Wells surgery are inconsistent, but some
reports indicate rates reaching 75 % [47, 48].

Over time, synthetic meshes have been used
instead of Ivalon sponge for posterior loop recto-
pexy, and more recently, biological implants have
been introduced. Studies comparing the results of
using materials with different structures have not
shown significant differences; however, the use of
biological implants, which are structurally similar
to natural body tissues, is generally considered
preferable by authors [30, 31, 48—51].

In some patients, fixation is combined with re-
section of the elongated sigmoid colon. This meth-
od of treating rectal prolapse was first described
by H.M. Frykman in 1955 [52]. Time has shown
that this type of surgery does not significantly af-
fect the frequency of disease recurrence. However,
some researchers report that patients who under-
went sigmoid colon resection along with rectopexy
experienced postoperative constipation much less
frequently [48, 53—55].

Anterior rectal resection proposed as a treatment
method for rectal prolapse also did not lead to a
significant improvement in outcomes [56]. The ex-
perience of treating 113 patients who underwent
anterior rectal resection for prolapse was summa-
rized at the Mayo Clinic. Recurrence of prolapse
was reported in 9 % of cases. Additionally, an
increase in recurrence rates was noted over time,
with frequencies of 3 %, 6 %, and 12 % at 2, 5, and
10 years of follow-up, respectively. Postoperative
complications, including anastomotic leakage in
3 patients, were identified in 29 % of cases [57].
According to other sources, a recurrence of pro-
lapse occurred in 7 % of patients during follow-up
periods of up to 6 years after the surgery [58].
An unfavorable aspect of anterior resection in pa-
tients with incontinence, often associated with
rectal prolapse, is the possibility of complete loss
of bowel control, which may develop after the
formation of a low anastomosis [58, 59].

Therefore, despite a wide variety of surgical
methods for treating rectal prolapse, there is still
no procedure capable of guaranteeing consistent re-
sults, just as there is no sufficient convincing re-
search proving the superiority and reliability of any
particular method. This is likely due to the relative
rarity of the disease. According to a survey of 50 %
of the members of the Association of Coloproctology
of Great Britain and Ireland (ACPGBI), each sur-
geon performs an average of 6 surgeries for rectal
prolapse per year [60]. Most of the published data
on treatment outcomes are based on a small num-
ber of observations and, therefore, lack reliability.
To obtain more accurate data, sample sizes were in-
creased through multicenter studies. One of these
studies, involving 643 patients treated at 15 centers,
was conducted in the USA [61]. This study exam-
ined recurrence rates following the use of various
techniques, approaches and fixation methods for
rectal prolapse. The results showed no significant
differences in recurrence rates between the methods
studied. However, an increase in recurrences was
observed across all groups as the follow-up period
lengthened. While the recurrence rate did not ex-
ceed 3 % within a year after surgery, regardless of
the method used, it varied from 15 to 30 % after
10 years [61].

Later, the largest multicenter study in
Europe under the auspices of the Association of
Coloproctology of Great Britain and Ireland was
conducted — the PROSPER (Prolapse Surgery
Perineal or Rectopexy) study [60]. It includ-
ed 293 patients treated at 34 centers located not
only in the United Kingdom but also abroad.
Randomization was performed between the ab-
dominal and perineal approaches, resectional and
suture rectopexy, and among patients operated on
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by the perineal approach, between the Altemeier
and Delorme surgeries. The results of the study
showed a relatively high frequency of recurrenc-
es ranging from 6 weeks to 3 years post-surgery,
with no significant differences between patient
groups. At the same time, consistent improvement
in bowel function and anal continence was noted
across all groups. Thus, this study also failed to
demonstrate a clear advantage of any particular
method for correcting rectal prolapse.

And yet, during the 10 years over which this
largest study was conducted, approaches to the
treatment of rectal prolapse have changed signifi-
cantly. According to a survey of members of the
Association of Coloproctology of Great Britain
and Ireland, the frequency of abdominal surger-
ies has significantly increased, while the number
of resection rectopexy cases has dramatically de-
creased, while the posterior loop rectopexy is now
performed half as often. The ventral rectopexy
proposed by A. D’Hoore et al. in 2004 has become
the most popular abdominal method [62]. In 97 %
of cases, the surgery is performed laparoscopically
or using robotic techniques [63].

Despite the lack of convincing evidence demon-
strating this method’s advantage over others, sur-
geons increasingly prefer it due to such features
as limited mobilization of the rectum only along
the anterior and right semicircle while preserving
the lateral ligaments, significantly reducing the
risk of postoperative constipation, the ability to
use this surgery to correct associated manifesta-
tions of pelvic floor descent syndrome, such as
rectocele or enterocele, as well as a relatively low
number of recurrences reported by proponents
of this method. According to a meta-analysis of
twelve non-randomized studies involving 728 pa-
tients, recurrences of rectal prolapse after ventral
recto(colpo)sacropexy were noted in 3.4 % of cas-
es, while postoperative complications occurred
in 23 % of cases [64]. The complications include
mesh protrusion into the vagina or rectum, rectal
stricture, formation of a rectovaginal fistula [65,
66]. As a consequence of laparoscopic fixation sur-
geries, port-associated hernia and a rarer compli-
cation, lumbosacral discitis, may also occur [67,
68]. According to a multicenter study involving
508 patients, a positive functional outcome was
noted by 86 % of patients with complete prolapse
in the long-term postoperative period [69].

A rather difficult and unresolved issue remains
the correction of anal incontinence, which is ob-
served in 11—81 % of patients with rectal prolapse

[12, 70—72]. Weakness of the anal sphincter
in these patients is caused not only by the me-
chanical stretching of the prolapsed rectum but
also by pelvic neuropathy, which often develops
on the background of pelvic floor descent syn-
drome [71, 73, 74]. Sphincter insufficiency can
also be exacerbated by an increase in the anorec-
tal angle observed in patients with long-stand-
ing symptoms of pelvic floor descent [75—77].

According to the literature, effectively elim-
inating rectal prolapse significantly improves
anal continence in almost half of the patients.
For example, P.T. Aitola et al. (1999) found
that 40 % of patients experienced improved
anal continence following posterior loop recto-
pexy [78]. Meanwhile, A. D’Hoore et al. (2004)
reported significant functional improvement in
29 out of 31 patients with signs of anal incon-
tinence after undergoing ventral rectopexy for
rectal prolapse [62].

Conclusion

Rectal prolapse, as one of the manifestations
of descending perineum syndrome, most often
occurs on the background of a long-term devel-
oping failure of the muscular-ligamentous ap-
paratus of the pelvic floor. Due to pronounced
structural changes in the tissues and the loss
of their functional properties, fixation surgeries
using prosthetic materials are pathogenetically
justified for this category of patients. Currently,
the most common method is laparoscopic rec-
to(colpo)sacropexy, which allows achieving ac-
ceptable anatomical and functional treatment
outcomes. In elderly patients with severe con-
comitant diseases posing a high risk for endotra-
cheal anesthesia, perineal methods of treatment
are recommended. Additionally, surgeries by the
perineal approach are justified in cases of re-
current rectal prolapse and for young patients
to avoid complications associated with sexual
dysfunction.

It is important to consider that the descend-
ing perineum syndrome is accompanied by a wide
variety of clinical symptoms caused by associ-
ated functional and psycho-emotional disorders.
These features require a personalized approach
with preliminary correction of identified disor-
ders. Underestimation of these factors may lead
to an unfavorable functional treatment outcome
and recurrence of the rectal prolapse.
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