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INTRODUCTION 

Rectal prolapse is a complex pelvic floor disorder 

characterized by full-thickness descent of the rectal wall, 

resulting from multiple anatomic and functional 

disturbances.1 It is associated with several anatomic 

abnormalities, including levator ani diastasis, a deep cul-

de-sac, redundant sigmoid colon, patulous anal sphincter, 

and attenuation of recto sacral attachments, with internal 

intussusception and solitary rectal ulcer occasionally 

implicated but unproven.1,2 Its prevalence is 

approximately 0.5%, predominantly affecting older 

women, particularly those around 70 years, with 

multiparity contributing to nearly two-thirds of cases. In 

younger patients, prolapse is more frequently associated 

with autism, developmental delay syndromes, and 
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Rectal prolapse is a debilitating condition predominantly affecting older adults and may be exacerbated by chronic 

constipation, frailty, or psychiatric comorbidities. Perineal approaches, including the Altemeier procedure, offer an 

effective treatment option for selected patients, particularly when abdominal surgery carries elevated risk. We report 

the case of a 62-year-old woman with schizophrenia, hemorrhoidal disease, and chronic constipation who presented 
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rectosigmoidectomy. A 23-cm rectosigmoid segment was resected and a hand-sewn coloanal anastomosis performed. 

Histopathological examination showed mucosal hemorrhage, ulceration, and vascular congestion without dysplasia or 

malignancy. Postoperative recovery was uneventful, with restoration of bowel function by postoperative day 8 and 
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remained asymptomatic, without recurrence, constipation, or significant incontinence. However, recurrence of rectal 

prolapse was documented five years after surgery and additional post-recurrence evaluation will be performed. 

Rectal prolapse is an uncommon but debilitating condition, particularly in patients with comorbidities such as chronic 
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Altemeier procedure was chosen due to irreducibility, chronicity, and patient frailty. Postoperative recovery was 

uneventful, with restoration of bowel function and good two-year functional outcomes. Although recurrence remains 
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individualized management and ongoing postoperative follow-up. 
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psychiatric comorbidities. Between 50% and 75% of 

patients experience fecal incontinence, often related to 

sphincter dilation, neuropathy, or disruption of the 

rectoanal inhibitory reflex, while 25% to 50% present 

with constipation, which may result from intussuscepting 

rectal tissue, pelvic floor dyssynergia, or colonic 

dysmotility.1,2  

The primary goals of surgical management are 

elimination of the prolapse, correction of associated 

constipation or incontinence, and avoidance of new 

bowel dysfunction. Because fecal incontinence frequently 

improves after prolapse repair, correction of the prolapse 

is typically the first therapeutic step, whereas maneuvers 

that may worsen constipation (e.g., lateral ligament 

transection) must be used with caution. Non-operative 

measures do not correct the prolapse but can alleviate 

symptoms; pretreatment of incontinence or constipation 

may improve postoperative outcomes.1  

A wide range of surgical procedures has been described, 

but current practice centers on a limited number of 

abdominal and perineal approaches, which may be 

posterior or ventral. Abdominal operations have 

historically shown superior functional outcomes 

compared to perineal repairs, though higher recurrence 

after perineal surgery may reflect selection bias toward 

older or frailer patients.2,3  

Most of previous studies predominantly analyze patients 

who underwent elective surgery, usually elderly 

individuals with multiple comorbidities, but do not detail 

outcomes in emergency settings. 

Posterior rectal dissection techniques  

Posterior rectal dissection involves mobilizing the rectum 

within the plane between the mesorectal fascia and the 

presacral fascia, typically beginning at the sacral 

promontory and extending to the levator muscles. This 

approach may be performed alone or in combination with 

an anterior resection.1  

Studies demonstrated that posterior rectal mobilization 

alone (without rectopexy) does not improve long-term 

rectal prolapse control. Actually, it is associated with 

higher recurrence and complication rates.4,5 Furthermore, 

low pelvic anastomoses in patients with borderline 

continence may lead to additional loss of function. Given 

these limitations and availability of more effective 

options with less risks, low anterior resection or posterior 

rectal mobilization are not recommended. 

Posterior suture rectopexy with and without sigmoid 

resection  

Rectopexy consists of anchoring the rectum to the sacral 

promontory to prevent recurrent telescoping of the 

redundant bowel. When combined with posterior 

dissection, additional fibrosis contributes to further rectal 

fixation. Reported recurrence rates for suture rectopexy 

range from 3% to 29%.6,7 

However, posterior mobilization with suture rectopexy 

can induce or worsen constipation.8 For patients with 

rectal prolapse and severe constipation, addition of a 

sigmoid resection is recommended. Sigmoidectomy 

combined with rectopexy has been shown to reduce 

recurrence and improve functional outcomes with only 

minimal added morbidity.9 

Alternative surgical options include ventral rectopexy and 

perineal repairs. 

Posterior mesh rectopexy 

Mesh rectopexy results in significant improvement in 

fecal incontinence in 20% to 60% of patients.10 Original 

Ripstein repair - posterior mobilization of rectum with 

mesh fixation of the anterior rectal wall to the sacral 

promontory - can be used to treat prolapse but is 

associated with higher morbidity.10 McMahan and 

Ripstein later modified the technique to include posterior 

fixation of the mesh to the sacrum with attachment of the 

ends of the mesh to the rectum laterally. This 

modification yielded similar recurrence rates (2%-5%) 

with a 20% postoperative morbidity rate, the majority of 

complications being minor.11,12 

Anterior rectal dissection and ventral rectopexy  

Ventral mesh rectopexy, developed by D’Hoore and 

Penninck, is unique in using limited anterior rectal 

mobilization without posterior dissection. The rectum is 

separated from the vagina or prostate down to the 

perineal body, and the anterior rectal wall is affixed to the 

sacral promontory using a synthetic or biologic mesh.13 

This approach provides effective prolapse repair with 

comparable recurrence rates, improved postoperative 

constipation, and no new-onset constipation.13 It is widely 

adopted in Europe and is recommended by international 

consensus for patients with pre-existing constipation or 

anterior compartment abnormalities such as enterocele.14  

Perineal procedures 

Perineal rectopexy with resection 

Altemeier’s operation: Perineal rectosigmoidectomy, 

Altemeier procedure, involves transanal full-thickness 

resection of the prolapsed rectum with a coloanal 

anastomosis.3 The operation can be performed without 

general anesthesia and results in shorter hospitalization 

stay and lower perioperative morbidity compared with 

transabdominal procedures. However, recurrence rates 

remain high, ranging from 16% to 30% within two years 

and may increase with follow-up time.4,15,16 Preoperative 

incontinence might be mitigated with the association of 

levatorplasty to the rectopexy.17,18  
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Rectopexy without resection 

Delorme operation: The Delorme operation, typically 

used for shorter-segment prolapse, includes 

circumferential mucosal resection of the prolapsed 

rectum, followed by plication of the exposed muscularis 

propria, and subsequent mucosal anastomosis.17 The 

addition of sphincteroplasty or pelvic floor repair may 

further improve continence and reduce recurrence in 

selected cases.18 This approach is particularly indicated 

for patients who are elderly, frail, or have significant 

comorbidities precluding abdominal procedures. It can be 

performed under general, regional, or local anesthesia, 

and is associated with low morbidity, short hospital 

stays.18,19 

CASE REPORT 

A narrative review of the literature on surgical techniques 

for the treatment of rectal prolapse was conducted, with 

emphasis on perineal approaches applicable in both 

elective and emergency settings. The literature search 

was performed in PubMed/MEDLINE, Scopus, and the 

Cochrane Library, including articles published between 

1990 and 2024.  

 

 

Figure 1 (A and B): Patient at emergency department, 

with large irreducible prolapse. 

The following terms were used: rectal prolapse, full-

thickness prolapse, Altemeier, Delorme, perineal 

rectosigmoidectomy, rectopexy, posterior mesh 

rectopexy, ventral mesh rectopexy, emergency surgery, 

among others. Reference lists of the included studies 

were also reviewed. Studies describing surgical 

techniques, functional outcomes, morbidity and mortality, 

recurrence, or specific indications were considered, 

including clinical trials, observational studies, case series, 

and relevant reviews. Pediatric studies, isolated case 

reports without technical relevance, and articles not 

available in English were excluded. Data were organized 

according to major groups of techniques—abdominal and 

perineal approaches—with particular attention to 

indications, advantages, limitations, and recurrence rates. 

A formal quality assessment and meta-analysis were not 

performed due to heterogeneity across studies. We 

present the case of a 62-year-old woman with a history of 

schizophrenia, hemorrhoidal disease, and chronic 

constipation. She presented to the emergency department 

with a large rectal mass that had been progressively 

enlarging over several years but had never been evaluated 

or treated (Figure 1). The prolapse was associated with 

intermittent rectal bleeding. Physical examination 

revealed an exuberant, irreducible full-thickness rectal 

prolapse (Figure 1). The patient underwent an emergency 

Altemeier procedure (perineal rectosigmoidectomy with 

coloanal anastomosis). 

Operative technique (Altemeier procedure) 

The patient was placed in the lithotomy position. The 

prolapsed rectum was fully exteriorized, and its apex was 

grasped with clamps. A circumferential full-thickness 

incision was made approximately 1 cm proximal to the 

mucocutaneous junction. After completing the incision, 

clamps were applied to the distal rectal edge, allowing the 

prolapse to be delivered as a single loop of exteriorized 

bowel. 

 

Figure 2: Altemeier procedure. 

The anterior peritoneum was incised, permitting entry 

into the peritoneal cavity, and the redundant sigmoid 

colon was delivered through the defect. The peritoneum 

was then closed and anchored to the bowel wall using a 

continuous suture. The redundant sigmoid colon was 

divided circumferentially along the planned resection 

A 

B 



Ferreira MC et al. Int Surg J. 2026 Apr;13(4):624-629 

                                                                                              
                                                                                 International Surgery Journal | April 2026 | Vol 13 | Issue 4    Page 627 

line. The bowel was transected progressively in an 

oblique fashion. A hand-sewn coloanal anastomosis was 

performed using interrupted sutures between the anal 

canal and the internal sphincter and the full thickness of 

the proximal colon (Figure 2 and 3).  

 

Figure 3: Prolapse reduction after the surgery. 

A 23-cm segment of distal rectum and sigmoid colon was 

excised and sent for histopathologic evaluation (Figure 

4). Examination revealed mucosal hemorrhagic foci, 

prominent ulceration, and marked vascular congestion 

involving the entire bowel wall, most pronounced in the 

submucosa and muscularis propria. No dysplastic or 

neoplastic lesions were identified. 

 

Figure 4: Postoperative resection specimen. 

The postoperative course was uneventful. Bowel function 

returned on postoperative day 8, and the patient was 

discharged on postoperative day 9. During the first 

months after surgery, she reported occasional flatus 

incontinence, but no episodes of fecal incontinence or 

soiling (Wexner score: 2). Three-month postoperative 

colonoscopy was normal. Digital rectal examination 

demonstrated normal sphincter tone and an intact, well-

healed anastomosis. 

At two years of follow-up, the patient remained 

asymptomatic, with no recurrence, no sphincter 

abnormalities, and no symptoms of constipation or 

incontinence. 

 

Figure 5: Rectal prolapse recurrence 6 years after 

emergent Altemeier operation. 

However, six years after surgery, the prolapse recurred 

(Figure 5). The patient presented several times to the 

emergency department with a reducible yet persistent 

prolapse. It was also documented that she routinely 

performed digital manipulation of the rectum prior to 

defecation. Additional investigations will be performed to 

evaluate the post-recurrence status, and therapeutic 

options will be determined following multidisciplinary 

team discussion. Meanwhile, close outpatient 

surveillance was recommended, with particular attention 

to alarm signs that could warrant urgent surgical 

intervention. 

DISCUSSION 

Rectal prolapse is an uncommon but debilitating 

condition, primarily affecting elderly women, often 

associated with chronic constipation, multiparity, 

functional or psychiatric disorders, which may contribute 

to neglect in seeking timely medical care. In this case, the 

prolapse was extensive and progressed over years, 

ultimately requiring emergency surgical intervention. The 

patient’s comorbidities—including schizophrenia and 

longstanding constipation—are recognized contributors 

which may exacerbate the development and chronicity of 

rectal prolapse.20 

The Altemeier procedure, or perineal 

proctosigmoidectomy, among all the alternatives, is a 

well-established surgical option for full-thickness rectal 

prolapse, especially in elderly or frail patients, as it 

avoids the morbidity associated with abdominal 

procedures.10 The appeal of the resection rectopexy 

procedure, includes the lack of artificial mesh, ease and 

time of operation, and the resection of a redundant 

sigmoid colon when it is present. Sigmoidectomy, when 

added to posterior suture rectopexy, reduces 

postoperative constipation rate, but offers lower 

resolution of preexisting incontinence, comparing to 

rectopexy alone.3,9,16 In fact, some experts argue that 

sigmoid resection should not be offered to patients with 

manometry reduced anal pressures or severe incontinence 
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which was not present in the reported case.14 Care must 

be taken to avoid narrowing the rectum.14  

The patient's postoperative recovery was uneventful, with 

early restoration of bowel function. Gas incontinence 

reported in the early postoperative period is a recognized 

transient complication of the Altemeier procedure, likely 

due to transient sphincter dysfunction or local 

inflammation, and typically resolves over time.21-23 This 

patient’s low Wexner score and preserved anal tone at 

follow-up affirm good functional outcomes. 

The favourable two-year results may be attributable, at 

least in part, to the adequate length of the resected 

segment (23 cm) and a secure coloanal handsewn 

anastomosis.1 Even though some studies concluded the 

length of resection and type of anastomosis were not 

related to surgical outcomes, Kim et al showed for the 

first time that short resected specimen (<7 cm) and 

stapled (instead of handsewn) anastomosis can represent 

risk factors to prolapse relapse.1-25 The two-year outcome 

without constipation or significant incontinence supports 

the feasibility and reproducibility of this technique for 

incarcerated rectal prolapse. In this case, the choice of the 

Altemeier procedure was appropriate given the 

irreducibility and chronicity of the prolapse, as well as 

the need for urgent surgical correction. 

However, long-term recurrence after Altemeier Procedure 

is not neglectable. Current literature reports recurrence 

rates varying from 5% to 38% Ris et al reported a 14% 

recurrence rate at 4 years.19-24 Perineal 

proctosigmoidectomy, patient comorbidities, connective 

tissue disorders, duration of prolapse and time since 

surgery were identified as significant recurrence risk 

factors.21-24 

Prolapse length >5 cm also was described as a significant 

risk factor for recurrence, with increasing length 

associated with progressively higher odds of failure.28 

Accordingly, this patient’s 10 cm prolapse at presentation 

represented a pre-existing disadvantage. Furthermore, 

although there is limited evidence correlating psychiatric 

disorders with recurrence after Altemeier, this population 

experiences altered toileting and self-care. They suffer 

from more severe antipsychotic-induced constipation, 

resorting more often to digital evacuation and enemas 

after surgery.25-28 

Overall, the Altemeier procedure remains a pragmatic 

option for high-risk populations with incarcerated rectal 

prolapse, and According to WSES-AAST guidelines, the 

decision between abdominal and perineal procedures 

depends on the specific patient’s characteristics and on 

surgeon’s expertise (weak recommendation based on 

moderate quality evidence, 2B).29 Given that, a clinically 

stable patient with acceptable operative risk could be 

submitted to a more durable abdominal repair such as a 

transabdominal rectopexy, but that requires a 

differentiated team. 

The interval procedure after recurrence also should be 

individualized based on patient stability, comorbidities, 

tissue quality, and associated bowel dysfunction.3-6 

CONCLUSION 

This case highlights the effectiveness of the Altemeier 

procedure as an emergent treatment for irreducible rectal 

prolapse, even in patients with a complex psychosocial 

history. The patient’s favorable early and mid-term 

outcomes demonstrate that timely perineal 

rectosigmoidectomy can provide durable anatomical 

correction with satisfactory functional results, despite the 

presence of chronic constipation and psychiatric 

comorbidities. Nevertheless, the eventual long-term 

recurrence underscores the well-recognized limitations of 

perineal approaches and the importance of structured 

postoperative surveillance, particularly in individuals 

whose psychiatric conditions or toileting behaviors may 

predispose them to recurrent prolapse. This case further 

reinforces the need for individualized management 

strategies that integrate functional, surgical, behavioral, 

and psychosocial considerations in order to optimize 

long-term outcomes. Continued follow-up remains 

crucial to early identification of recurrence and timely 

intervention. 
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