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Introduction 

Rectal prolapse is defined as a protrusion of the wall of the 

rectum into the lumen of anal canal (intussusception) or through 

the anal canal to the outside (procidentia recti). Prolapsed 

hemorrhoids and mucosal prolapse must be considered in the 

differential diagnostic work-up (Rose et al; 2002). 

The search for a single common theory for the cause of 

rectal prolapse has not been fruitful. Although there are common 

factors that seem to apply in many cases, no single theory has 

explained the reason that a newborn infant, a paraplegic middle - 

aged man, and a 70 –year-old woman all manifest the same 

physical findings of rectal prolapse (Karulf et al; 2001). 

Chronic psychiatric disease requiring long-term medication 

is observed in 50% of patients with total rectal prolapse under the 

age of 50 years. Moreover, the medically induced constipation in 

these patients could represent a cause of poorer functional 

outcome (Marceau et al; 2004). 

Prolapse of the rectum is associated with an inordinate 

impairment of the patient’s quality of life. This lead to a strong 

desire on the part of the patient for a treatment that will enable 

him or her to resume normal social activities, and explains the 
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considerable demands made on the surgeon treating this 

condition (Rose et al; 2002). 

Rectal prolapse is a lifestyle-altering disability which has 

been treated with over 100 surgical options (Senagore; 2003). 

Many techniques have been described for repair of 

complete rectal prolapse in adults. The results of abdominal 

approaches are superior to those of perineal approaches, but they 

carry the risks of major abdominal surgery (Lasheen et al; 2005). 

The specific goals of surgical management of full thickness 

rectal prolapse are to minimize the operative risk in typically 

elderly populations, eradicate the external prolapse of the rectum, 

improve bowel function, and reduce the risk of recurrence. The 

theoretical advantages of a laparoscopic approach are to couple 

reduction in surgical morbidity and good post-operative outcome. 

Studies which compare the same laparoscopic and open surgical 

approach for rectal prolapse have demonstrated that laparoscopy 

confers benefits related to postoperative pain, length of hospital 

stay, and return of bowel function. Virtually every type of open 

transabdominal surgical approach to rectal prolapse has been 

laparoscopically accomplished. Current laparoscopic surgical 

techniques include suture rectopexy, stapled rectopexy, posterior 

mesh rectopexy, with artificial material, and resection of sigmoid 

colon with colorectal anastomosis, with or without rectopexy. 
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The growing body of literature supports the concept that 

laparoscopic surgical techniques can safely provide the benefits 

of low recurrence rates and improved functional outcome for 

patients with full thickness rectal prolapse(Marceau et al; 2004). 
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Aim of the Work 

The aim of the present study is to highlight the new theories 

in pathogenesis of rectal prolapse, update in management of 

rectal prolapse and the current place of laparoscopic surgery in its 

treatment. 
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Review of literature:- 

 Surgical anatomy of the rectum and anal canal. 

 Theories in Pathogenesis of rectal prolapse. 

 Classification of rectal prolapse. 

 Clinical features of rectal prolapse. 

 Update in treatment of rectal prolapse . 

 Outcome and prognosis. 

 Summary and Conclusion. 

 References. 

 Arabic summary. 
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  الملخص العربي

داخل التجويف أو داخل القناة إن سقوط المستقيم ھو بروز جداره 

  .أو عبر القناة الشرجية إلى الخارج ،)انغلاق(الشرجية

تعتبر البواسير وسقوط الطبقة المخاطية من التشخيص التفريقي لسقوط 

ولكن . والبحث عن نظرية عامة لتفسير ھذا المرض غير مجدى .المستقيم

أمراض نفسية  وقد لوحظ وجود. يوجد ھناك عوامل عامة تترابط مع بعضھا

 ٥٠من المرضى الذين يعانون من السقوط الشرجى فوق سن الـ % ٥٠فى 

 ً وھو يغير من طبيعة حياة الفرد مما يخلق رغبة ملحة من جانب . عاما

وھذا يفسر الحاجة الماسة للأطباء المعالجين لھذا ,المريض في العلاج

بأكثر من  ويعتبر سقوط المستقيم عجزا مغيرا لنمط الحياة وعولج.المرض

وھناك العديد من التقنيات الجراحية المستخدمة في علاج ,مائة طريقة جراحية

ونتائج التدخل من خلال البطن أفضل من التدخل . فى البالغينھذا المرض 

  .العجانى ولكنه يحمل مخاطر جراحات البطن الكبرى

إن الأھداف الخاصة للتدخل الجراحي للھبوط الكامل للمستقيم ھي 

واستئصال الھبوط الخارجي ، خطر الجراحة عند المسنين تقليص

إن الجمع بين النتائج  .تقليل الارتجاعو,وتحسين وظائف الأمعاء,للمستقيم

الجيدة بعد الجراحة وإنقاص المعاناة الجراحية ھي من ميزات علاج سقوط 

ولقد بينت الدراسات المقارنة بين الطريقتين ,المستقيم بطريقة منظار البطن

والإقامة الطويلة في  فائدة المنظار في تجنب الآلام الشديدة بعد الجراحة

لقد حل منظار البطن في الواقع  .ة وظائف الأمعاءالمستشفى مع سرعة عود
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وتدعم .محل كل الطرق الجراحية عبر البطن في علاج سقوط المستقيم

رأي القائل بأن المعالجة بالمنظار ذات نتائج افضل الدراسات الحديثة ال

  .وظيفيا وأقل في درجة الارتجاع بالنسبة للسقوط الكامل للمستقيم
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لسقوط ل حديثعلاج اللنظرة عامة في ا
 الشرجي
 رسالة

 توطئة للحصول على الماجستير في
 الجراحة العامة

 مقدمة من
  جمال الدين عبدالمنعم محمد/ الطبيب

  الطب والجراحةبكالوريوس 
  

  تحت إشراف
  توفيق سعد فھيم/الأستاذ الدكتور

 أستاذ الجراحة العامة
  عين شمس-كلية الطب

  عزازيحسام الدين حسن /الدكتور الأستاذ 
  أستاذ الجراحة العامة 

 عين شمس-كلية الطب

  محمود سعد فرحات/الدكتور
  مدرس الجراحة العامة

 عين شمس-كلية الطب
 
 

 

  كلية الطب
 ن شمسجامعة عي

٢٠٠٩ 



List of Figures 

 

Figure  Page  

Figure (1A):  Rectum of male in situ  .............................................. 8 

Figure (1B): Rectum of female in situ  ........................................... 9 

Figure (2):  Arteries of the rectum and anal canal  ..................... 12 

Figure (3):  Venous drainage of the rectum and anal canal 

 ................................................................................. 13 

Figure (4):  Rectum and anal canal  ............................................ 18 

Figure (5):  lymphatic drainage of anal canal  ............................ 21 

Figure (6):  Parts of levator ani muscles as seen from the 

pelvic aspect  ............................................................ 27 

Figure (7):  Folds in prolapse of the rectal wall  ......................... 58 

Figure (8):  Technique of Ripstein repair ................................... 74 

Figure (9): Technique of lvalon sponge repair .......................... 81 

Figure (10):  Abdominal proctopexy and sigmoid resection ........ 87 

Figure (11):   The patient is positioned on the table in Dan  

Allen stirrup ............................................................. 96 

Figure (12):  Operating room setup for right side 

procedures ................................................................ 98 



Figure (13):          Port setup for sigmoid procedures ......................... 101 

Figure (14):        The left ureter must be identified and 

protected throughout the procedure ....................... 105 

Figure (15):  The origin of the inferior mesenteric vessels 

is carefully defined................................................. 106 

Figure (16):  The transrectal circular stapler is advanced 

and the anvil inserted under laparoscopic 

visualization ........................................................... 117 

Figure (17):       A modified lithotomy position, with legs 

placed in the padded adjustable stirrups and 

intermittent pneumatic compression system  ......... 119 

Figure (18):  Position of the equipment and surgical team 

for laparoscopic rectopexy ..................................... 122 

Figure (19):  Positions of the cannulae for laparoscopic 

rectopexy ................................................................ 125 

Figure (20A):  From the patient’s right side, the peritoneum 

over the sacral promontory is incised. ................... 129 

Figure (20B):  The left ureter is clearly visualized through 

the submesenteric window ..................................... 130 

Figure (20C):  After division of Waldeyer’s fascia, the 

dissection is continued to the pelvic floor 

posteriorly .............................................................. 130 

Figure (20D):  The left lateral sigmoid attachments are 

incised while the assistant to the patient’s 


