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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
1s 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



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.



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).



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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