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ABSTRACT  

Background: Although both transabdominal and perineal approaches have been suggested for correcting rectal 

prolapse, the optimal procedure for this condition is still up for debate.  

Objective: This study aimed to evaluate Delorme's method for treating full rectal prolapse in adults and compare it 

prospectively with posterior sagittal mesh rectopexy.  

Patients and methods: Two groups of twenty-two patients were randomly assigned to have different treatments for 

total rectal prolapse. Eleven patients in group I got Delorme's surgery (DP), while eleven patients in group II 

underwent posterior sagittal mesh rectopexy (PSMR). A comprehensive patient history was taken, a detailed physical 

examination was performed, and a digital evaluation of the sphincter tone was performed as part of the meticulous 

preoperative evaluation. Ultrasound and electromyography were used to assess patients with fecal incontinence.  

Results: Constipation affected 681% of patients, incontinence to flatus 27.2%, loose stool 13.6%, and solid stool 9%. 

Mass bulging through the anus on straining was the most prevalent symptom. Group II (PSMR) had an average 

operating time of 80 minutes, while group I (DP) had an average operating time of 106 minutes with a considerable 

difference. Up to twelve months of follow-up was scheduled. In group 1(DP), 2 patients (18.2%) experienced a 

complete recurrence, while in group 1I (PSMR) 2 patients (18.2%) experienced a partial recurrence. Postoperative 

constipation was experienced by one patient (9.1% of group I) and two patients (18.2% of group II). Within two to 

four months after surgery, the patients who had anal incontinence due to flatus or loose stool before the procedure 

regained continence, except for two patients who had incontinence due to solid stool, who did not recover continence 

at all. Conclusions: Patients with complete rectal prolapse may benefit from the posterior sagittal approach, which has 

a short operating time, a good functional outcome, and a largely partial recurrence rate. 
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INTRODUCTION 

Surgeons have long been captivated by the 

phenomenon of rectal prolapse. There is still no one 

best surgical procedure that has been found. Rectal 

prolapse's cause is still up for debate, although the 

prevalence of incontinence and constipation, two of its 

linked functional issues, is well-known [1, 2].  

The treatment of rectal prolapse has been 

documented using over a hundred distinct surgical 

techniques. Modern minimally invasive techniques 

have replaced older encirclement methods for the 

surgical treatment of rectal prolapse [3–8]. Controlling 

the prolapse, restoring continence, and preventing poor 

evacuation are the goals of rectal prolapse treatment [9, 

10-12]. Rectopexy, anterior resection, 

rectosigmoidectomy, anal encirclement, and other 

abdominal and perineal treatments are available for the 

repair of rectal prolapse [6-9]. Rectal prolapse is best 

treated with abdominal surgeries that include 

dissection and fixation of the rectum. These 

procedures are often reserved for young and physically 

healthy patients at many sites. The outcomes of several 

abdominal operations are similar [10-12].  

Sexual dysfunction, namely impotence and 

sphincteric dysfunction due to injury to the pelvic 

nerve, is a major issue for male patients undergoing 

abdominal surgeries [11, 12]. 

 Only older individuals with substantial co-

morbidities should undergo perineal operations. 

Treatment of young male patients is best accomplished  

 

via perineal methods due to the reduced likelihood 

harm to the pelvic nerves. There is a substantial 

recurrence incidence related with perineal methods 

such as the Delorme technique and perineal 

rectosigmoidectomy [8, 13-15].  

Patients with anal incontinence can have their 

anal sphincter repaired using the posterior sagittal 

approach, which also exposes the retro-rectal area and 

the distal part of the rectum [16, 17]. This study aimed to 

compare the functional outcomes, recurrence rates, and 

morbidity rates of the Delorme surgery with posterior 

sagittal rectopexy in young adults with full-blown 

rectal prolapse. 

 

PATIENTS AND METHODS  
This was a prospective study conducted at The 

Department of Surgery of Damanhur Teaching 

Hospital from April 2012 till April 2016.  

 

Inclusion criteria: Complete rectal prolapse 

externally visible on straining and age of 18 years or 

older. A written informed consent was taken from all 

the patients. Twenty-two patients with complete rectal 

prolapse were randomly divided into two groups: 

Group I included 11 patients underwent Delorme's 

procedure (DP) and group II that comprised 11 

patients underwent posterior sagittal mesh rectopexy 

(PSMR). 
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Preoperative assessment: Full history taking, 

thorough general examination, meticulous perineal 

examination with digital assessment of the sphincter 

tone, barium enema, and colonoscopy. Patients with 

fecal incontinence were evaluated by 

electromyography (EMG) and endoanal 

ultrasonography. 

 

Operative technique:  

Posterior sagittal approach:  
      All patients had preoperative bowel cleaning 

enema and prophylactic antibiotics including 

metronidazole. Intradural anesthesia (saddle block) 

was used for all patients. Reducing the prolapse and 

inserting a Foley urethral catheter were preoperative 

procedures. The patients were positioned in a jackknife 

position and an analogous incision was made in the 

natal cleft, which runs approximately 7 cm from the 

coccyx down to the external anal muscle complex, but 

does not go through it. Next, a length of approximately 

10 to 12 centimeters were carefully removed from the 

rectum's posterior and lateral walls (Fig.1). Repair of 

the sphincter complex was accomplished with Proline 

number 0, and the rectum was horizontally plicationed 

using 3/0 Proline sutures. The rectum's lateral and 

posterior surfaces were stitched with a 10×3 cm piece 

of T-form polypropylene mesh. Sutures for fixing and 

suspending the sacrum were threaded through the 

sacrum's back and lateral aspects, and then through the 

polypropylene mesh and the seromuscular coat on the 

rectum's posterior and lateral surfaces (Fig. 2).  

The posterior attachment to the sacrum was 

accomplished by raising the distal rectum (Fig. 3).  

The midline was then approximated with 

interrupted Vicryl sutures that went through the 

seromuscular coat of the rear of the rectum to fix the 

para-sagittal muscles and levator ani on both sides. 

Finally, closed suction was used to close the skin 

incision. Patients were prescribed laxatives during the 

postoperative period to alleviate constipation and ease 

the straining required for defecation. The drain was 

removed after 2 to 3 days of diligent wound care, 

which included frequent dressing changes to prevent 

infection. 

 
Fig. (1): Incision and rectal dissection. 

 

 
Fig. (2): Mesh fixation. 

 

 
Fig. (3): Rectum fixation. 

 

Delorme's procedure: 

 A circumferential incision was created in the 

mucosa, approximately 2 cm above the dentate line, 

after injecting a 1:10,000 epinephrine solution into the 

submucosa, and the prolapse was fully expanded. The 

muscularis layer was reached by dissecting the mucosa 

up to the vertex of the prolapse (Fig 4).  

The rectal musculature was reduced and 

invaginated using a 6- to 8-stitch (Vicryl 0) 

longitudinal suture (Fig. 5 & 6). After the mucosa that 

had been dissected was removed (Fig. 7), the process 

was completed by stitching loosely (Vicryl 00) from 

the mucosa that was closest to the dentate line to the 

one that was furthest away (Fig. 8). A rectal tube was 

placed for a duration of two days (Fig. 9).  

 

It was recommended to limit oral intake for the first 

three days following surgery. For the first week after 

surgery, patients took diclofenac and oral metamizole 

to prevent constipation and heavy straining when 

defecating. Proper hydration and dietary fiber were 

topics of patient education before to release. Time 

spent in the operating room, amount of time spent in 

the hospital, and the incidence of wound infections, 

constipation, incontinence, and prolapse recurrence 

were all considered clinical outcomes. 
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Fig. (1):  The mucosa was dissected       Fig. (2): Plication of muscle               Fig. (3):  Plication of muscle     

 

 
 

  Fig. (7): Excision of mucosa              Fig. (8): Mucosa approximation                 Fig. (9): Rectal tube. 

 

----------------------------------------------------------------------------------------------------------------------------------------------

 

 

At the 1, 3, 6, and 12 month, patients were seen in 

outpatient setting for follow-up. Whether the patient 

was very satisfied, somewhat satisfied, or not satisfied 

at all with the surgery was the question posed.  

 

Ethical approval: 

Before we start the research we take approval from 

the scientific committee of the hospital. 

All aspects of the scientific researches were fulfilled 

during the whole period of the research. 

All patients included in the research were informed 

about the procedure, its steps, its possible complications 

and how to coordinate with the research. 

 

Statistical analysis: 

The collected data were tabulated and analyzed 

using SPSS version 16 soft ware (SPSS Inc, Chicago, 

ILL Company). 

When comparing (PSMR) and (DP) before and after 

the procedure, statistical analysis using the Chi-square 

test was employed, and a p-value ≤ 0.05 was deemed 

statistically significant. 

 

RESULTS 
22 individuals were chosen to participate in the 

research. Eleven patients underwent Delorme's 

operation (DP) in group I, and eleven patients 

underwent posterior sagittal mesh rectopexy (PSMR) 

in group II. The patients were randomly assigned to 

each group. They were 17 men (or 77.3%) and 5 girls 

(or 22.7%). Group 1 had a male to female ratio of 

3.4:1, while group 11 had a ratio of 4.5:1. Each patient 

ranged in age from twenty-two to fifty-two. Group 1 

(DP) patients had an average age of 34.86 (range: 25–

49) years, whereas group 11 (PSMR) patients had an 

average age of 33.42 (range: 22–52) years. Both 

groups had similar mean ages. One hundred percent of 

patients reported a mass that protruded through the 

anus when they strained, while fifteen patients (681% 

of the total) reported constipation; eight of these 

patients were in group 1 and seven were in group 11. 

In 17 individuals (63.6%), pruritus ani was seen; eight 

patients (72.7%) from group 1 and nine patients 

(81.1%) from group 11. Furthermore, three patients 

(13.6%) experienced incontinence due to loose stool, 

and six patients (27.2%) experienced incontinence due 

to flatus. Two patients (9% of the total) in group 1 and 

one patient in group 11 experienced solid stool. Group 

I (DP) had an average operating time of 106 minutes, 

whereas group II (PSMR) had an average of 80 

minutes. Up until the twelve-month, all patients were 

routinely monitored. In group 1 (DP), two patients 

(18.2%) experienced recurrence, while in group 1I, the 

recurrence was limited to anterior mucosal prolapse 

(PSMR). In group 1, it was full-blown prolapse, while 

one patient in group 11 experienced a fresh episode of 

constipation. Nine percent of patients in group I and 

two patients in group II continued to experience 

constipation after surgery. Within two to four months 

after surgery, individuals in group 11 who had anal 

incontinence due to flatus or loose stool before the 

procedure restored continence more quickly than those 

in group 1, however only one patient in group 11 who 

had incontinence due to solid stool regained 

continence. There was no death in group11, and three 

patients had minor wound infections. Among both 

groups, 78.8% were satisfied with their surgical results 

[Table 1]. 
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Table (1): Contrast between the two categories  

p value  Group11 Group1 Variables 

   0.371 

 

0.004 

 

0.271 

0.620 

0220. 

33.4 

(22-53) 

80  

(70-90) 

2 (18.2%) 

2 (18.2$) 

1 (9.1%) 

34.8  

(25-49) 

106  

(120-160) 

2 (18.2%) 

1 (9.1%) 

1 (9.1%) 

Age (Years) 

 

Operative time 

(Minutes) 

Recurrence  

Constipation  

Incontinence  

 

DISCUSSION 

It is generally believed that the perineal 

approach in treatment of complete rectal prolapse 

results in less peri-operative morbidity and mortality. 

These advantages have, until recently, been considered 

to be offset by a higher recurrence rate. Janjua and 

his team [18], documented in their study similar results 

of better perioperative complications. While Fan and 

his colleagues [19] documented in their meta-analysis 

that it is difficult to prefer a specific procedure for 

rectal prolapse management. Wang and his 

colleagues [20] revealed in their study that Delorme's 

procedure had a significant less operative and 

postoperative complications, which run in lines with 

our results. Also, Kohata and his coworkers [21] 

concluded in their study that Delorme's procedure was 

associated with less post-operative functional disorders 

of the rectum, which run in lines with our results. De 

la Torre and his colleagues [22] concluded in their 

study that Delorme's procedure has significant less 

complications and recurrence rate, which run in lines 

with our study and this what Milve and his workers 
[23] found in their study that Delorme's procedure is 

associated with good structural and functional results. 

In our study total improvement in incontinence 

was in 9 out of 11 cases (82.5%), incontinence was 

cured in four out of five patients from group1 and in 

three out of four patients from group11 (80% vs.75%). 

Incontinence to solid stool persisted in patients who 

were suffering from rectal prolapse for > 3 years due 

to pudendal nerve damage as was shown by EMG. 

Smedberg and his colleagues [24] concluded in their 

study that there was no difference between Delrome's 

procedure and other abdominal or perineal procedures 

regarding incontinence, which run in lines with our 

results. 

In the present study during follow–up at 12 

months, recurrence (mucosal prolapse only) was 

reported in 2 patients (18.9%) of group 11 (PSMR), 

and complete prolapse in 2 patients (18.9%) from 

group 1 (DP).  Plaskett and his colleagues [25] 

reported in their study that the recurrence rate after 

Delrome's "perineal approach" for rectal prolapse was 

23% without difference between trained and untrained 

surgeons, which run in lines with our results. While, 

Aslam and his coworkers [26] found in their study that 

the recurrence rate was 7%, which is contradicting 

with our results. Tanabe et al. [27] in their study 

concluded that recurrence after Delrome's procedure 

was reported with older age than with younger age and 

this is contradicting with our study.  

Smedberg and his colleagues [24] concluded in 

their study that recurrence was higher in Delrome's 

procedure and other abdominal or perineal procedures, 

which disagree with our results. In addition, Emile 

and his colleagues [28], Pares and coworkers [29] and 

Leo and his colleagues [30] documented in their studies 

that there was no difference between Delorme's 

procedures and other pelvic or abdominal procedures 

regarding recurrence rate, which run in lines with our 

results. Also, Chung and his team [31] found in their 

study that there was no difference between Delorme 

procedure and abdominal procedures for management 

of rectal prolapse regarding post-operative 

complications and/or recurrence, which agrees with 

our results. 

 

CONCLUSION 
When it comes to people suffering from full-blown 

rectal prolapse, a treatment known as posterior sagittal 

rectopexy with prolene mesh yielded excellent 

functional outcomes in a remarkably minimal amount 

of time. However, Delorme's technique can rectify the 

partial recurrence. To definitively state that this 

treatment approach is superior to the Delorme's 

surgery, larger-scale randomized controlled trials with 

long-term follow-up are required. 
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