
150

pISSN 2288-6575 • eISSN 2288-6796
https://doi.org/10.4174/astr.2023.104.3.150
Annals of Surgical Treatment and Research

ORIGINAL ARTICLE

Comparison of abdominal and perineal approach for 
recurrent rectal prolapse 
Jun Seong Chung1, Jae Kyun Ju1,2, Han Deok Kwak1,2 
1Department of Surgery, Chonnam National University Hospital, Gwangju, Korea
2Department of Surgery, Chonnam National University Medical School, Gwangju, Korea

INTRODUCTION
Rectal prolapse is a benign disease caused by the rectal wall 

overlapping or protruding completely outside the anal canal. 
Rectal prolapse is generally more common in women than in 
men [1]. As the world enters an aging society, the prevalence 
and severity of rectal prolapse are also increasing [2]. It is 
shown that the degree of rectal prolapse becomes more severe 
with increasing age [3]. Rectal prolapse is usually accompanied 

by symptoms such as anal pain, bleeding, constipation, and 
fecal incontinence [4]. Rectal prolapse is not a life-threatening 
disease, but it is a disease that requires accurate diagnosis and 
appropriate treatment because it is a painful condition that can 
seriously affect the quality of life [5]. Surgery is the optimal 
treatment for rectal prolapse, and about 100 procedures are 
known [6]. Surgical treatment approaches for rectal prolapse 
are traditionally divided into abdominal or perineal surgical 
approaches. It is still controversial whether the abdominal 
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Purpose: Rectal prolapse is a benign disease in which the rectum protrudes below the anus. Although many studies have 
been reported on the treatment of primary rectal prolapse for many years, there is a lack of treatment or clinical research 
results on recurrent rectal prolapse. This study aimed to evaluate the outcomes of surgical approaches for recurrent 
rectal prolapse.
Methods: We studied patients who underwent surgical treatment for recurrent rectal prolapse disease from March 2016 
to February 2021. We analyzed the previous operation methods in patients with recurrent rectal prolapse, as well as the 
operation time, complication rate, hospital stay, and re-recurrence rates in the perineal and abdominal approach groups.
Results: Out of a total of 239 patients, 41 patients who underwent surgery for recurrent rectal prolapse were 
retrospectively enrolled. Recurrent rectal prolapses were surgically treated either by the perineal approach (n = 25, 61.0%) 
or by the abdominal approach (n = 16, 39.0%). The operation times were significantly longer in the abdominal approach 
than in the perineal approach (98.44 minutes vs. 58.00 minutes, P = 0.001). Hospital stay was significantly longer in the 
abdominal approach than in the perineal approach (9.19 days vs. 6.00 days, P = 0.012). Re-recurrence rate after repeat 
repair was not significantly different between the 2 groups (P = 0.777). 
Conclusion: Although the perineal approach shortened the operation time and hospital stay, there were no significant 
differences between the 2 groups in postoperative complications and re-recurrence rate. Both approaches can be good 
surgical options for the treatment of recurrent rectal prolapse.
[Ann Surg Treat Res 2023;104(3):150-155]
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or perineal approach is superior in terms of postoperative 
complications and recurrence rates [7]. Although this disease 
can be treated through surgical methods, reports on the surgical 
management of recurrent rectal prolapse are insignificant [3]. 
This study aimed to evaluate the clinical outcomes of surgical 
approaches for recurrent rectal prolapse.

METHODS

Study population and data source
This study was conducted at Chonnam National University 

Hospital from March 2016 to February 2021 on a total of 41 
patients who underwent elective surgery for recurrent rectal 
prolapse. The study protocol was approved by the Institutional 
Review Board of the Chonnam National University Hospital (No. 
2021‑107) and written informed consent was waived due to its 
retrospective nature.

The inclusion criteria of patients were as follows: (a) patients 
who underwent previous rectal prolapse surgery in our hospital; 
(b) patients 18 years and older; (c) patients diagnosed with 
recurrent rectal prolapse through additional examinations. The 
recurrence was evaluated by performing a digital rectal exam 
and/or defecography when the patient visited the outpatient 
clinic at 2 weeks and 3 months after surgery. Defecography 
was performed when abnormal findings were observed or the 
patient complained of recurrence of symptoms. 

The patient’s baseline characteristics included age, sex, 
body mass index (BMI), preoperative American Society of 
Anesthesiologists (ASA) physical status (PS) classification, 
type of previous surgery, and preoperative comorbidities 
(hypertension, diabetes, cardiovascular disease, lung disease, 
alcohol consumption, and smoking history). The follow-up 
period was defined as the period from the second surgery 
to the present, and the recurrence period was defined as the 
period from the first surgery to recurrence. Postoperative 
complications, such as urinary difficulty, ileus, bleeding, 
and sexual dysfunction, were obtained through physical 
examination and history taking during hospitalization after 
surgery and outpatient treatment after discharge.

Surgical techniques
In the case of recurrence after rectal prolapse surgery, 

the surgical procedures were performed with the opposite 
approaches considering the patient’s condition. If the patient 
initially underwent an abdominal approach, reoperation 
was performed with a perineal approach. When the risks of 
general anesthesia are high, such as when the patient is elderly, 
has a high ASA PS classification, or has a severe underlying 
disease, perineal approach surgery under spinal anesthesia 
was performed according to the recommendation of the 
anesthesiologist. For patients who underwent radiotherapy 

in the abdominal cavity, abdominal approach was selected. 
All elective rectal prolapse surgeries were performed by 2 
experienced colorectal surgeons.

Perineal surgical approach
In general, the perineal approach to rectal prolapse is 

performed in fragile patients who cannot tolerate the 
abdominal approach, such as elderly patients, patients with 
severe heart or lung disease, patients at high risk of general 
anesthesia, or patients with a history of abdominal surgery. The 
authors performed Delorme procedure, Altemeier procedure, 
and the stapled transanal rectal resection (STARR) procedure 
through a perineal approach, depending on the degree of rectal 
prolapse. The STARR procedure was used for mucosal prolapses 
less than 3 cm from the anus, Delorme procedure for prolapses 
larger than 3 cm, and Altemeier procedure for full-thickness 
prolapses.

Abdominal surgical approach
All abdominal surgical approaches were performed using 

the laparoscopic ventral rectopexy method under general 
anesthesia regardless of the degree of rectal prolapse. All 
patients were placed in the lithotomy and Trendelenburg 
position after anesthesia, and a 12-mm trocar was inserted 
into the umbilicus for laparoscopic camera insertion, and four 
5-mm trocars were inserted in each of the left and right upper 
and lower abdominal quadrants. The bowel was pulled out of 
the pelvis and the sigmoid colon was retracted to the left lateral 
side. The peritoneal opening was made in an inverted J-shape 
from the sacral cape to the left edge of the peritoneal reflex. 
The sterile polypropylene mesh (Prolene, Ethicon) was designed 
to have a length of 15 cm and a width of 2 cm. The mesh was 
properly positioned in the peritoneal opening, the lower end 
was sutured to the anterior wall of the rectum 2–3 cm from the 
edge of the anus, and the upper end was fixed to the right side 
of the periosteum of the sacral cape using ProTack (Covidien). 
The peritoneum opening was closed with continuous sutures 
using V‑loc (Covidien) to prevent contact of the mesh with other 
organs in the abdomen.

Statistical analysis
The difference between the perineal approach group and the 

abdominal approach group was determined using Welch t‑test 
or the Mann-Whitney U‑test for continuous variables, and the 
chi‑square test or Fisher exact test for categorical variables. A 
P-value of ≤0.05 was considered statistically significant. All 
statistical analyses were performed using IBM SPSS Statistics 
ver. 20.0 (IBM Corp.). 
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RESULTS
Among a total of 239 patients, 41 patients who underwent 

surgery for recurrent rectal prolapse were retrospectively 
enrolled from March 2016 to February 2021. Of the total 239 
rectal prolapse patients, 183 patients (76.6%) were primarily 
operated on using the perineal approach and 56 patients 
(23.4%) were operated on using the abdominal approach. The 
recurrence rate of patients who underwent primary rectal 
prolapse was 19.1% (35 of 183) in the perineal approach and 
10.7% (6 of 56) in the abdominal approach (P = 0.145) (Fig. 1).

The median age of the patients with recurrent rectal prolapse 
was 70.09 years, and the proportion of female patients (82.9%) 
was higher than that of male patients. Among the previous 
operation types performed for rectal prolapse, Delorme 
procedure was the most common in 27 patients (77.1%). The 
median follow-up period was 14.78 months (range, 1–56 
months), and the median recurrence period after the first 
operation was 26.73 months (range, 1–82 months) (Table 1).

Recurrent rectal prolapses were surgically treated either by 
the perineal approach (n = 25, 61.0%) or by the abdominal 
approach (n = 16, 39.0%). In the perineal approach, the 
Altemeier procedure was most frequently performed in 19 
patients (46.3%). All 16 patients who underwent an abdominal 
approach were operated on using the laparoscopic ventral mesh 
rectopexy method (Table 2).

First operation

Second operation

Rectal prolapse patients
from

(n = 239)
March 2016 to February 2021

Perineal approach
(n = 183, )76.6%

Abdominal approach
(n = 56, 23.4 )%

Recurrent rectal prolapse
(n = 41)

Perineal approach
(n = 35, 85.4%)

Abdominal approach
(n = 6, 14.6%)

Perineal approach
(n = 21, 60.0%)
Re-recurrence
(n = 4, 19.0%)

Abdominal approach
(n = 14, 40.0%)
Re-recurrence
(n = 2, 14.3%)

Abdominal approach
(n = 2, 33.3%)
Re-recurrence

(n = 0, 0%)

Perineal approach
(n = 4, 66.7%)
Re-recurrence

(n = 0, 0%)

Fig. 1. Flow chart comparing 
primary and secondary surgical 
methods and re-recurrence rates 
for recurrent rectal prolapse.

Table 1. Baseline characteristics of the patients with 
recurrent rectal prolapse

Characteristic Data

No. of patients 41
Age (yr) 70.09 (26–88)
Sex
    Female 34 (82.9)
    Male 7 (17.1)
Body mass index (kg/m2) 24.35 ± 3.05
ASA PS classification
    I 1 (2.4)
    II 30 (73.2)
    III 10 (24.4)
Previous operation type
    Perineal approach 35 (85.4)
        Delorme procedure 27 (77.1)
        Altemeier procedure 8 (22.9)
    Abdominal approach, laparoscopic 6 (14.6)
        Ventral mesh rectopexy 6 (100)
Follow-up (mo) 14.78 (1–56)
Recurrence time (mo) 26.73 (1–82)
No. of recurrences
    1 35 (85.4)
    ≥2 6 (14.6)

Values are presented as number only, median (range), number 
(%), or mean ± standard deviation.
ASA, American Society of Anesthesiologists; PS, physical status.
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Patient characteristics were compared between the perineal 
approach group and the abdominal approach group that 
received additional surgical treatment for recurrent rectal 
prolapse. There was no statistically significant difference 
between the 2 groups in variables such as patient’s age, BMI, 
ASA PS classification, alcohol consumption, and smoking 
history. The mean operation time was 98.44 ± 29.82 minutes 
in the abdominal approach group and 58.00 ± 14.07 minutes in 
the perineal approach group. There was a significant difference 
in the mean operation time between the 2 groups (P = 0.001). 
The mean hospital stay was 9.19 ± 4.32 days in the abdominal 
approach group and 6.00 ± 1.87 days in the perineal approach 
group. The mean hospital stay was significantly longer in the 
abdominal approach than in the perineal approach group 
(P = 0.012). Postoperative complications included 4 voiding 
difficulties (16.0%) in the perineal approach group, 3 voiding 
difficulties (18.8%) in the abdominal approach group, and 1 ileus 
difficulty (6.3%) in the abdominal approach group (P = 0.496). 
There were no additional postoperative complications such as 

bleeding, sexual dysfunction, wound infection, or reoperation 
between the 2 groups. The re-recurrence rate after repeat repair 
was not significantly different between the 2 groups (P = 0.777) 
(Table 3). 

DISCUSSION
In this study, we retrospectively compared the clinical 

management outcomes of 41 of 239 patients with recurrent 
rectal prolapse at a single tertiary center for approximately 5 
years. The recurrence rate after the first operation for rectal 
prolapse was 17.4% (perineal, 19.1% vs. abdominal, 10.7%), and 
82.9% of the patients (34 of 41) were female. In previous studies, 
the prevalence of recurrent rectal prolapse after initial surgery 
was about 20%–30%, and it was reported that the majority were 
in women [8-10].

Many studies have stated that the surgeons’ preference 
and patient risk factors are important in the decision-making 
process when choosing rectal prolapse surgery [11,12]. We 
performed more perineal approaches (n = 25, 61.0%) than 
abdominal approaches (n = 16, 39.0%) for recurrent rectal 
prolapse. This reason can be found in the characteristics of 
patients with recurrent rectal prolapse. The average age of 
patients with recurrent rectal prolapse was 70.1 years, and the 
ASA PS classification was II or higher in most patients (n = 
40, 97.6%). Because the patients were all elderly and frail, the 
risk of general anesthesia was high, so a perineal approach 
was performed for most recurrent rectal prolapse surgery. The 
abdominal approach was redone for 2 cases of recurrent rectal 
prolapse after abdominal approach (Fig. 1). These 2 patients had 

Table 3. Patient characteristics and postoperative outcomes of perineal and abdominal approach

Variable Perineal (n = 25) Abdominal (n = 16) P-value

Age (yr) 73.12 ± 10.54 65.38 ± 17.62 0.218
Body mass index (kg/m2) 23.69 ± 3.01 25.38 ± 3.02 0.089
Smoking   1   2 0.328
Alcohol   1   0 0.453
ASA PS classification 0.677
    I   0   1
    II 20 10
    III   5   5
Operation time (min) 58.00 ± 14.07 98.44 ± 29.82 0.001
Hospital stay (day) 6.00 ± 1.87 9.19 ± 4.32 0.012
Follow-up (mo) 15.44 ± 16.22 15.03 ± 15.26 0.589
Postoperative complications 4 (16.0) 4 (25.0) 0.496
    Urinary difficulty 4 (16.0) 3 (18.8) 0.838
    Ileus 0 (0) 1 (6.3) 0.230
Re-recurrence 4 (16.0) 2 (12.5) 0.777
Mortality 0 (0) 0 (0) NA

Values are presented as mean ± standard deviation, number only, or number (%).
ASA, American Society of Anesthesiologists; PS, physical status; NA, not available.

Table 2. Second operation types for recurrent rectal prolapse

Operation type Data 

Perineal approach 25 (61.0)
    Delorme procedure 5 (20.0)
    Altemeier procedure 19 (76.0)
    Stapled transanal rectal resection 1 (4.0)
Abdominal approach, laparoscopic 16 (39.0)
    Ventral mesh rectopexy 16 (100)

Values are presented as number (%).
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recurred rectal prolapse after radiotherapy for other malignant 
diseases (ovarian cancer and prostate cancer). We presumed 
that weakening of the mesh after radiotherapy may have 
contributed to the recurrence and decided to redo abdominal 
approach for these 2 patients. After applying new meshes, no 
recurrence or postoperative complications were noted.

We compared the 2 surgical methods for recurrent rectal 
prolapse, and the results showed a statistically significant 
difference in hospital stay and operation time. The mean 
hospital stay was 9.19 ± 4.32 days in the abdominal approach 
group, which was longer than 6.00 ± 1.87 days in the perineal 
approach group (P = 0.012). A recent multicenter retrospective 
study reported that postoperative hospital stay was statistically 
significantly longer in patients with recurrent rectal prolapse 
who underwent an abdominal approach (6.5 ± 2.6 days vs. 
5.5 ± 2.8 days, P = 0.022) [13]. Solomon et al. [14] reported 
that the mean operation time was more than 50 minutes in 
the abdominal approach group compared to the peripheral 
approach group (P < 0.01). Our study had a similar result; 
the mean operation time was 98.44 ± 29.82 minutes in the 
abdominal approach group, longer than 58.00 ± 14.07 minutes 
in the perineal approach group (P = 0.001). Steele et al. [15] 
reported that the re-recurrence rate of recurrent rectal prolapse 
was lower in the abdominal approach than in the perineal 
approach (4 of 27, 14.8% vs. 19 of 51, 37.3%; P = 0.03). In this 
study, there was no statistically significant difference in the re-
recurrence rates of the 2 surgical approaches for recurrent rectal 
prolapse (P = 0.777). Hong et al. [13] also stated that there was 
no significant difference in re-recurrence rates between the 2 
surgical approaches (P = 0.203).

Postoperative complications included urinary difficulty in 4 
patients in the perineal approach group, urinary difficulty in 3 
patients in the abdominal approach group, and ileus difficulty 
in 1 patient (P = 0.496). All patients with complications 
recovered before discharge. There were no serious postoperative 
complications, reoperations, or deaths in both surgical approa
ches in this study.

The limitations of this study include the small number of 
patients and the short follow-up period. Therefore, additional 

multicenter studies on recurrent rectal prolapse with a longer 
follow-up period are continuously needed. In this study, the 
surgical approach of recurrent rectal prolapse was divided into 
2 groups and compared, and the fact that all cases using the 
abdominal approach operated with the laparoscopic ventral 
rectopexy method did not present as a limitation.

Through this retrospective study conducted at a single 
tertiary hospital, we have an opportunity to provide clinical 
results regarding recurrent rectal prolapse, which lacks research 
reports, in line with an aging society.

In conclusion, there was no statistical significance in the re-
recurrence rate and postoperative complications between the 
abdominal and perineal approach groups of recurrent rectal 
prolapse. Both surgical approaches can be good surgical options 
for the treatment of recurrent rectal prolapse. 
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