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Pathogenesis and Surgical Treatment of Rectal Prolapse Syndrome

Jin Cheon Kim, M.D., Chang Nam Kim, M.D,, Sang Kyu Park, R.N.
Sook Young Kim, R.N. and Chang Sik Yu, M.D.

Department of Surgery, University of Ulsan College of Medicine
and Asan Medical Center

The rectal prolapse syndome is a disease entity includes rectocele and rectal prolapse,
presenting prolapse(procidentia) of rectum. In rectocele, rectum is prolapsed anteriorly into
the vagina, whereas in procidentia, inferiorly out of the anus. This study was aimed at
analyzing pathogenesis and adequacy of surgical treatment in rectocele and rectal prolapse.
Twenty-one patients with rectocele and 18 patients with rectal prolapse were assessed pre-
and post-operatively in respect to symptoms and signs, pathogenesis, defecography, and
manometry. In analysis of symptoms and sings, constipation was the commonest in both
discases(86% of rectocele and 67% of rectal prolapse) and incontinence was not
infrequently found in both diseases as well(14% of rectocele and 33% of rectal prolapse).
In analysis of the underlying causes, two patients with rectal prolapse had prolapse from
childhood. Defecography showed anorectal angle of rectal prolapse in rest and push
period. They were significantly wider than those of rectocele(p < 0.05). The perineal
descent of rectal prolapse was longer than that of rectocele. In analysis of the associated
factors, average number of delivery was more than three times in both diseases(3.5 of
rectocele and 5.1 of rectal prolapse). We could easily find previous operation history in
both diseases. Among them, hysterectomy was the most frequent, especially in patients
with rectocele. The hemorrhoids was associated more common in rectocele than in rectal
prolapse(p < 0.05). Preoperative maximal resting pressure of rectal prolapse was more
significantly decreased than that of rectocele(p <0.05). The sensation of fullness was
significantly decreased in patients with rectal prolapse postoperatively(p < 0.05).

Patients with rectocele underwent levator plication by transrectal or vaginal approach.
Patients with rectal prolapse underwent posterior rectopexy in 11 patients, resection and
rectopexy in 3 patients, Delorme’s operation and Thiersch operation in 2 patients each.

BYAA: ZAH, AEA $HT FEF 3881, SANL T ALFPIY BT ASHAE: 138 -040)

— 225 —



— KEAIBILFIE G 1448 F 25 1998 —

Constipation was significantly improved in patients with rectocele postoperatively(p <
0.05). Incontinence was markedly improved in patients with rectal prolapse postopera-

tively(p <0.05). At the interview about subjective improvement of symptom, 95% of

patients with rectocele and 89% of patients with rectal prolapse were satisfied with

surgery.

In conclusion, rectocele and rectal prolapse can be categorized as rectal prolapse

syndrome because both diseases have anatomical derangements caused by similar

pathogenesis such as altered bowel habits, anatomical factor, delivery, past history of

hysterectomy, and hemorrhoids. Levator plication and posterior rectopexy seem to be

useful surgical methods of anatomical repair for the respective disease.

Key Words: Rectal prolapse syndrome, Rectocele, Rectal prolapse, Pathogenesis,
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Table 1. Pre- and post-operative symptoms and signs(%)

Rectocele(n=21) Rectal prolapse(n=18)

Preop.  Postop.  Preop. Postop.
Anal pain 629) 210  7(39)  1( 6)*
Anal bleeding 8(39)  O* 317 o
Defecation
81 * 1 *
gttty 7GD 5G9 372)  7039)
Tenesmus 16(76)  4(19)*  14(78)  7(39)*
Constipation  18(86)  5(24)*  12(67)  10(56)
Incontinence  3(14)  1( 5) 633  1( 6)*
Diarrhea 524)  1(5) 633)  1( 6)*
inal
Abdomina 629  2(10) 739 1( 6)*
pain

* p <0.05 between preop. vs. postop. of the same disease.
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Table 2. Pathogenesis in respect to underlying causes(%)

Rectocele Rectal

@=21) prolapse(n=18) P-Value
Prolapse in
children 0 241 ns
Anatomy by
defecography
Anorectal
angle(®)
Rest 98118 117£20 p<0.05
Squeeze 81+19 98131 ns
Push 120+ 14 143+11 p<0.01
Perineal descent
(cm)
Rest 39+15 53%35 ns
Squeeze 34+13 32+22 ns
Push 64+1.7 ns

7.6+19
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Table 3. Pathogenesis in respect to associated factors(%)

Rectocele(n=21) Rectal prolapse(n=18) p-value
Number of delivery 35+22 5.1+1.6 ns
Previous surgery
Hysterectomy 9/20(45) 1/7(14) p<0.01
Appendectomy 6(28) 1(6) ns
Hemorrhoidectomy 3(14) 1(6) ns
Rectal prolapse 0 2(12) ns
Urinary incontinence 2(10) 1(6) ns
HNP 1(5) 0 ns
Bladder cancer 1(5) 0 ns
Coexisting disease
Hemorrhoid 9(43) 2(11) p <0.05
Hypertension 4(19) 1(6) ns
Uterine prolapse 4/20(20) 1/7(14) ns
Psychiatric problem 1(5) 1(6) ns
Seizure disorder 1(5) 0 ns
Head trauma 1(5) 0 ns
HNP 1(5) 2(12) ns
Bronchial asthma 0 1(6) ns
Colonic inertia 0 1(6) ns
Cystocele 1(5) 0 ns

HNP, hemiated nucleus pulposus.

Table 4. Manometric findings

Rectocele Rectal prolapse
Preop.(n=9) Postop.(n=6) Preop.(n=8) Postop.(n=7)
RAIR 9(100%) 6(100%) 8(100%) 7(100%)
HPZ length(cm) 1.9+0.5 1.9+04 1.8+06 24%1.1
Sphincter length(cm) 414+0.7 4313 3107 39+1.6
MRP(mmHg) 82+43 54428 43+22* 51+16
MSP(mmHg) 134146 103+49 125+63 121+47
SOB(ml) 18+8 12+4 26131 13+5
BP(mmHg) 80+25 67144 52+31 43+44
RP(mmHg) 71433 72+31 57+36 50+ 16
SOF(ml) 157+30 134 +42 163137 119+25"
BP(mmHg) 112143 88+61 82158 76+73
RP(mmHg) 62132 59+26 69152 55+21

* p <0.05 between preop. vs. preop. of the different disease, T p <0.05 between preop. vs. postop. of the rectal prolapse,
RAIR, rectoanal inhibitory reflex; HPZ, high pressure zone; SOB, sensation of balloon; BP, balloon pressure; RP, rectal
pressure; SOF, sensation of fullness.
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Table 5. Surgery of rectocele and rectal prolapse(%)

Rectocele(n=21) Rectal prolapse(n=18)

Levator plication Posterior rectopexy 11(61)

Rectal approach 17(80) With SC resection 2(11)
With total

i h 420 1( 6

Vaginal approac] 20) colectomy (6)

Delorme’s operation 2(11)

Thiersch operation 2(11)

SC, sigmoid colon

Table 6. Complications(%)

Rectal

Rectocele(n=21) prolapse(n=18)

Wound infection 0 1( 6)
Pain* 2(10) 2(11)
Anal bleeding 1( 5) 2(11)
Paralytic ileus 1( 5) 1( 6)
Urinary retention 1( 5) 5(28)
Retrograde ejaculation 0O 1(6)"
Recurrence 0 1( 6)

* Pain continued for more than 1 month. | The patient
improved 3 months postoperatively. Recurrence after
Delorme’s operation.
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Fig. 1. Subjective improvement and satisfaction postoper-
atively in rectocele(n=21, black bar) and rectal
prolapse(n=18, gray bar).
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