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Abstract 

Introduction: Rectal prolapse is defi ned as the protrusion of the rectal wall through the anal 
canal. Most rectal prolapses are reduced spontaneously, or the patient can reduce them manually. 
On rare occasions, the prolapsed segment cannot be reduced, leading to secondary complications 
like incarceration and strangulation. Emergency surgical intervention becomes mandatory when an 
ischemic complication occurs.

Case report: We report a case of a 45-year-old male who presented with a painful and irreducible 
rectal prolapse. The prolapsed rectum was large, incarcerated, and the mucosa looked gangrenous. 
Emergency surgery was performed using Altemeier’s procedure. This surgical procedure consists 
of total resection of the prolapsed rectum and colon. Then colo-anal anastomosis was done in the 
same sitting. A covering loop sigmoid colostomy was done to ensure the uncomplicated healing of 
edematous bowel. Sigmoid colostomy was closed 3 months after the procedure. The bowel continuity 
was confi rmed by barium enema before closure of colostomy. This case illustrates the successful 
management of a challenging case of rectal prolapse with gangrene of bowel.
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associated pathologies or predisposing conditions. Usually, 
rectal prolapse can be reduced spontaneously or with manual 
maneuvers; the irreducibility of the prolapsed segment 
can lead to severe complications such as pain, bleeding, 
strangulation, or perforation [4]. Surgery is the cornerstone 
of the management of rectal prolapse. Surgical techniques 
are grouped into abdominal and perineal approaches. 

In the abdominal approach, ϐixation is done with or 
without resection of the rectum. Rectum is suspended by a 
piece of mesh (Mesh rectopexy) or without mesh (Ripstein 
rectopexy). This has lower recurrence rates but carries 
higher postoperative morbidity [5]. Abdominal approach is 
reserved for conditions where a substantial degree of pelvic 
ϐloor descent is present. 

The perineal approach is reserved for elderly patients 
or those with comorbidities [6]. This approach has a low 
morbidity but a high recurrence rate. There are two popular 
procedures in the perineal approach, named Delorme’s 
procedure and Altemeier’s procedure. In Delorme’s 
procedure rectal mucosa is partially removed, and the 
rectal muscle layers are plicated. Rectum must be viable. In 
Altemier's procedure, all layers of the rectum are transected, 

Introduction
Rectal prolapse is deϐined as the protrusion of the rectal 

wall through the anal canal. There are three types of rectal 
prolapse. These are full-thickness rectal prolapse, mucosal 
prolapse, and internal rectal prolapse. The ϐirst two types are 
visible outside the anal verge. The third type is characterized 
by the invagination of the rectum into the anal canal without 
extending beyond the anal verge. This type of rectal prolapse 
is associated with obstructed defecation syndrome (ODS).

Incidence of rectal prolapse in adults ranges from 2.5 to 
4.2 per 100,000 people [1]. It is six to 10 times more common 
in women, especially those over 50 years of age, and in 
multiparous women [2]. Although it can occur at any age, it 
is more prevalent in childhood and the geriatric population. 
The pathophysiology of rectal prolapse is complex and 
multifactorial. Commonly associated risk factors include 
multiparity, a history of vaginal delivery or pelvic surgery, 
pelvic ϐloor dysfunction, chronic constipation, diarrhea, or 
neurological diseases [3]. The diagnosis of rectal prolapse 
is primarily clinical, based on the history and physical 
examination. Complementary studies, such as colonoscopy, 
ultrasound, or magnetic resonance imaging, can rule out 
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and colo-anal anastomosis is done by hand-sewn or circular 
stapler. This procedure is very suitable when the viability of 
the prolapsed rectum is doubtful due to compromised blood 
supply [6].  Transanal resection of rectum (STARR operation) 
is done for internal rectal prolapse causing obstructed 
defecation syndrome or mucosal rectal prolapse. This is a 
bloodless operation where anterior and posterior resection 
of the rectum is done with the help of two circular staplers 
[7].

Case report
A 45-year-old man presented in the emergency 

department with a painful and irreducible rectal prolapse. 
Patient gave a history of recurrent rectal prolapse for 2 years. 
On examination, he was found in severe pain and discomfort, 
with a prolapsed rectum that looked swollen, congested with 
black discoloration of the mucosa (Figure 1). He experienced 
severe tenderness on the attempt of manual reduction. A 
decision was taken to perform emergency surgery. He was 
operated on within 6 hours of admission on the emergency 
list. Per-operatively, all layers of the prolapsed rectum 
were found unviable. Complete resection of the rectum and 
colon was done by Altemeier’s procedure. The rectum was 
transected 3 cm proximal to the dentate line. The circular 
stapler could not be used for colo-anal anastomosis as the 
rectal wall was severely edematous. Anastomosis was done by 
an interrupted Vicryl suture (Figure 2). The rectum was then 
pushed back to the pelvis easily (Figure 3). A transabdominal 
loop sigmoid colostomy was done to ensure uncomplicated 
healing of the edematous anastomosis. Sigmoid colostomy 
was closed 3 months after Altemeier’s procedure. The bowel 
continuity and good patency were conϐirmed by barium 
enema before closure of colostomy (Figure 4). Patient 

made an uneventful recovery after colostomy closure. His 
defecation was normal. There was no incontinence either. 
There was no recurrence of prolapse after one year follow 
up.

Discussion
There are two surgical approaches for full-thickness 

rectal prolapse, which are the abdominal approach and 
the perineal approach. Our case was an incarcerated full-
thickness prolapse of the rectum. Hence abdominal approach 
was not at all suitable. In this situation perineal approach 
was the only option. Due to gangrene of the rectum and 
sigmoid colon, complete resection of the prolapsed bowel 
and colo-anal anastomosis was necessary. Another name is 
Altemeier’s operation. Anastomosis of edematous bowel was 
a concern in our case. Fortunately, the anastomotic line was 
not ischemic but edematous only. Circular stapler-assisted 
anastomosis was not feasible for the same reason. A trans-
abdominal construction of a sigmoid loop colostomy was 
needed to protect the hand-sewn anastomosis. A protecting 
loop ileostomy could also be an alternative. There are some 
case series of Altemeier’s operation where a loop ileostomy 
was performed with good results [3,8]. But if elective 
Altemeier’s operation is done after bowel preparation, a 
protective stoma is not necessary [9].

Delorme’s procedure is done for full-thickness prolapse, 
but with a viable rectum. In this procedure, muscle layers of 
the prolapsed rectum are plicated and shortened after partial 
degloving of the rectal mucosa. When the prolapsed rectum 
is incarcerated, Delorme’s procedure is not suitable for 
our patient. Altemeier’s operation (proctosigmoidectomy) 
becomes appropriate. In recent years, there has been a trend Figure 2: Colo-anal anastomosis with edematous bowel.

Figure 1: Gangrenous rectal prolapse.

Figure 3: Prolapsed part is reduced.

Figure 4: Good lumen on Barium enema.
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towards elective Altemeier’s operation in healthier young 
patients, especially in males. Altemeier’s seem to have less 
recurrence than Delorme’s procedure. Recurrence rate was 
found to be is 8% vs 16% in one study [10]. Preservation of 
continence following this operation is also unpredictable. 
The cause of increased frequency or incontinence is 
multifactorial. Reduction in the capacity of the rectum, 
dysfunction of the external sphincter complex, and pelvic 
ϐloor dysfunction. Increased frequency of bowel movement 
usually improves over the period of time as the capacity of 
the rectum gradually increases.

Abdominal approaches are performed in patients who 
are ϐit enough to tolerate laparotomy or laparoscopy. There 
is a slight increased risk of impotence or infertility for young 
men in abdominal rectopexy [11,12]. Rectopexy is done using 
ϐixation material such as mesh, sutures, or clips. This is most 
popular technique with good results regarding recurrence 
[13].  The ϐixation with presacral fascia can be done either 
anteriorly (Ripstein) or posteriorly. However, when 
constipation is a dominant symptom, usually with associated 
redundant sigmoid, anterior resection with combination of 
rectopexy is usually preferred. In the modern era ventral 
rectopexy is performed by laparoscopy with less morbidity 
and mortality [14]. This operation gives good result when 
prolapse is associated with substantial degree of ano-rectal 
descent seen on MR defecography.

Conclusion
This is a rare situation of strangulated rectal prolapse 

with gangrenous bowel. Emergency Altemeier’s operation 
was very appropriate treatment for this patient with 
incarcerated rectum and sigmoid colon. This case also 
emphasizes importance of early surgical intervention in case 
of strangulated bowel. A protective loop colostomy helped 
achieve uncomplicated healing of colo-anal anastomosis. 
This case illustrates successful management of a challenging 
and uncommon presentation of rectal prolapse.
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