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Abstract

Background: Internal rectal prolapse is a rare pelvic floor disorder. Many anatomic and functional pelvic floor disorders may 
coexist. The assessment of this condition by a multidisciplinary team for pelvic floor disorders and further conservative measures 
are effective in most patients. Refractory symptoms may be treated by surgery.

Material and Methods: A review of the literature based on Google Scholar and PubMed medical databases was performed. 
Parameters related to internal rectal prolapse as clinical ones, the associated functional and anatomical pelvic floor disorders 
coexisting with the internal rectal prolapse, the necessary preoperative examinations, and the final conservative or surgical 
treatment are reviewed. Cross-references of the published articles were used to accomplish this review study.

Results: Physical examination of the perineum, patients’ symptoms, history, the severity of symptoms, and many investigations 
need for the correct assessment of this condition; defecography, pelvic MRI, MR defecography, endorectal ultrasounds, anorectal 
manometry and electromyography of the pelvic floor muscles are the most common investigations. Most patients respond to 
conservative treatment. Refractory cases are treated by surgery; abdominal rectopexy procedures and perineal excisional mucosal 
techniques are the most common in use.

Conclusions: Conservative treatment is effective in 70-80% of patients when patients are diagnosed and treated by a multidisciplinary 
team for pelvic floor disorders. The effectiveness of surgery is in 60-90% of patients without guidelines for the selection of patients 
and the most suitable surgical technique. Surgery (anatomical correction) does not treat severe functional disorders. The most 
common operation is the laparoscopic ventral mesh rectopexy. In selected patients, STARR procedure and Delorme operation may 
be performed. Conservative and surgical treatment remains individualized based on the patient’s characteristics.

Keywords: Internal rectal prolapse, Symptoms, Conservative, Surgery, Complications, Outcomes, Recurrences.

Introduction
Internal rectal prolapse (rectal intussusception or occult rectal 

prolapse) is a condition of invagination of the rectum into itself; it 
is a completely different entity from the external rectal prolapse, 
where in the last condition surgery is the only treatment option. 
The exact relationship between internal and external rectal pro-
lapse remains quite obscure; studies in the natural history of in-
ternal rectal prolapse [1] reveal that internal rectal prolapse may  

 
be a preceding condition to external rectal prolapse with a strong 
relationship between age and grade of the internal prolapse. Other 
clinical studies [2,3] in patients with internal rectal prolapse, show 
a small possibility for the appearance of external rectal prolapse 
and this possibility varies in low levels from 3.8-6.7%. This small 
percentage does not justify surgery as a first treatment option in 
patients with internal rectal prolapse.
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Internal rectal prolapse may be asymptomatic, it is a common 
condition in both asymptomatic and symptomatic patients; studies 
in defecography [4] based on healthy young volunteers reveal the 
presence of the rectal intussusception and other conditions such as 
rectocele, disturbances in anorectal angle and pelvic floor descen-
ding in many patients without symptoms and maybe with other fac-
tors to have implications in further clinical symptoms. In sympto-
matic patients with functional bowel disorders and internal rectal 
prolapse [5], it seems that defecography presents more advanced 
findings than in asymptomatic individuals; a full-thickness intus-
susception is common, while a mucosal prolapse characterizes the 
asymptomatic individuals. On the other hand, advanced grades of 
internal rectal prolapse may be asymptomatic without any need for 
further therapy.

Many clinical symptoms may be improved by conservative me-
asures, refractory symptoms and failure of conservative treatment 
implies the participation of surgery as a treatment option; many 
surgical operations are in use without clear guidelines for the best 
surgical treatment and timing of surgery.

In this review study, we try to clarify the clinical aspect of this 
uncommon condition, and the usefulness of imaging data in diagno-
sis, as this condition may be difficult to diagnose. Indeed, we try to 
clarify the present position of surgery in the treatment of internal 
rectal prolapse. 

Epidemiology and Incidence of the Internal 
Rectal Prolapse

The etiology of this condition as in the case of the external rectal 
prolapse remains unclear and many pelvic anatomic and functional 
bowel disorders may coexist. The incidence of external rectal pro-
lapse, which is a clear surgical disease, is clearer [6] accounting for 
2.5/100.000 population. 

Studies in the natural history of internal rectal prolapse show 
in some parameters similarities with external rectal prolapse; the 
presence of this condition increases with age and is more common 
in females. The real incidence of internal rectal prolapse in the lar-
ge spectrum of rectal prolapse disease remains unidentified in the 
literature. This condition may be considered [7] as a primary anato-
mic rectal disorder or it is a secondary condition that coexists with 
other functional bowel disorders and raises two questions.

Firstly, which is the clinical importance of this condition? De-
spite the common presence of this condition in defecography stu-
dies, individuals may be asymptomatic, indeed a high grade of in-
ternal prolapse many times does not present clinical symptoms and 
individuals may remain asymptomatic. In symptomatic patients is 
difficult to connect the existence of bowel functional disorders with 
internal rectal prolapse as an etiologic factor, despite the presen-
ce of the internal rectal prolapse, as they may be of multifactorial 
origin; in fecal incontinence, a common symptom of internal rectal 
prolapse [8], the mechanical effect of prolapsed tissue in anorectal 
sphincter system and rectal sensory mechanisms could explain 

the incontinence after a long-standing time of an advanced grade 
of internal prolapse, but in defecography investigations [9] for fe-
cal incontinence, rectal intussusception is detected in only 10% of 
patients. The incidence of internal rectal prolapse in obstructed 
defecation symptom, another common symptom of this condition 
remains unclear.

Secondly, which is the implication of surgery for internal rectal 
prolapse in the spectrum of rectal prolapse disease? Internal rectal 
prolapse is a chronic condition; many symptoms are improved by 
conservative measures and patients with refractory symptoms are 
candidates for surgery. There are reports [10], where last year’s 
epidemiological trends in surgery for rectal prolapse are characte-
rized by the increase in the number of operations for rectal prolap-
se disease, where predominate minimally non-invasive techniques 
such as laparoscopic ventral mesh repair, a procedure suitable for 
external and internal rectal prolapse. In the last study, with more 
than 25.000 operations for rectal prolapse, the number of patients 
with internal rectal prolapse could not be identified. The implica-
tion of surgery for internal rectal prolapse remains unclear in the 
spectrum of rectal prolapse disease.

Clinical Symptoms of the Internal Rectal 
Prolapse

Internal rectal prolapse is considered a pelvic floor disorder. 
Symptoms are complex and diagnosis may be difficult. More com-
mon symptoms [11] are evacuation disorders in 85% of patients 
and fecal continence disorders in 56%. Complex anatomic (rectal 
intussusception, enterocele, rectocele, descending perineum) and 
functional disorders (pelvic dyssynergia, loss of the recto anal inhi-
bitory reflex) may lead to evacuation disorders.

The most common symptom is obstructed defecation often 
observed in internal rectal prolapse and rectocele. It is a complex 
disorder [12] with the impaired promotion of stool through the 
rectum and anus and one of the major subtypes of functional con-
stipation; patients may present with abdominal discomfort and 
pain mainly when coexists enterocele, incomplete evacuation and 
sensation of rectal obstruction, hard stools exit, vaginal, rectal, or 
perineal digitation to achieve more complete evacuation, reduced 
stool frequency and straining in the toilet. An intense feeling of 
rectal obstruction when coexists pelvic dyssynergia (animus) and 
in this type of constipation with normal colonic transit [13], biofe-
edback is an essential therapy. The term obstructed defecation is 
probably misleading as in most cases there is no apparent anorectal 
obstruction; this term in the new Rome IV criteria [14] for gastroin-
testinal functional disorders is not in use and many symptoms of 
obstructed defecation are included in functional bowel constipa-
tion disorders but the term of pelvic dyssynergia is still in use as a 
cause of constipation.

In patients with internal rectal prolapse, obstructed defecation, 
and rectocele [15], patients benefit from bowel retraining and medi-
cal agents, a mandatory option therapy before surgery. The benefit 
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of pelvic floor retraining in patients with a high-grade internal pro-
lapse (presenting as obstructed defecation or incontinence) [16] 
may be not satisfactory and patients are more closed to surgery. 
Finally, the treatment of obstructed defecation syndrome remains 
in 80% of patient’s conservative [17], by suitable fiber diet, laxati-
ves, rectal irrigation, pelvic floor retraining, and psychotherapy as 
a psychosomatic component of obstructed defecation exists in 2/3 
of patients. A minority is a candidate for surgery of the numerous 
surgical procedures available. A multidisciplinary approach to the 
treatment of obstructed defecation seems to offer the best results.

Fecal incontinence is another common symptom of internal 
rectal prolapse; high grades of internal rectal prolapse are con-
nected [18] with increased rates of fecal incontinence rather than 
constipation disorders.

Rectocele is a common condition in most patients with inter-
nal rectal prolapse (80%) and seems to be the result of anatomical 
or functional pelvic floor disorders than the causative factor of the 
internal rectal prolapse. The presence of descending perineum is a 
disappointing condition as conservative and surgical outcomes are 
poor. Another symptom, the lower rectal/pelvic pain may be caused 
by the presence of a solitary rectal ulcer, a condition found in inter-
nal rectal prolapse or animus.

Associated Conditions and Risk Factors in 
Patients with Internal Rectal Prolapse

The female gender, advanced age, multiparity, connective tissue 
disorders, rectocele, enterocele, descent perineum, animus, strai-
ning in the toilet, constipation, chronic coughing, vaginal or rectal 
digitation, many toilet visits, feeling of incomplete evacuation, soli-
tary rectal ulcer, and special psychosomatic status.

Classification Systems for Internal Rectal 
Prolapse

There are many systems for classification of the internal rectal 
prolapse; to date, the most common in use is the Oxford radiologi-
cal rectal prolapse grading system in proctographic, where the in-
ternal rectal prolapse is classified in four grades: the first two gra-
des (I and II) are recto-rectal intussusception (high and low rectal 
respectively) and the last two grades (III and IV) are recto-anal in-
tussusception (high and low anal respectively).

Clinical and Physical Examination
A complete history of symptoms and detection of associated 

conditions and risk factors should be available. The main symp-
toms raise suspicion for internal rectal prolapse and guide further 
diagnostic procedures as many times the diagnosis is difficult, 
especially in the first grades of internal prolapse. The anal sphin-
cter tone should be estimated by finger examination. Proctoscopy 
and endoscopy should exclude other benign or malignant anorectal 
conditions. During proctoscopy anterior anorectal wall is inspected 
for edema, erythema, ulcerations, or solitary rectal ulcer.

 Uro-gynecologic examination and assessment of anterior, mid-
dle, and posterior pelvic compartments are recommended in preo-
perative work-up. The presence of a rectocele increases the suspi-
cion of internal rectal prolapse. Even though the diagnosis may be 
performed during clinical examination the most difficult step is to 
clarify the real origin of the main symptoms that implies further in-
vestigations. The severity of the main symptoms should be registe-
red using standardized scores in patients with fecal incontinence 
and constipation, such as the Fecal Incontinence Score Index [19] 
and the Wexner score [20], or other severity indexes from the nu-
merous existing in literature; as the first treatment is the conserva-
tive, this assessment is beneficial and comparable with the scores 
after therapy. Mixt symptoms [21] such as fecal incontinence and 
constipation are not excluded. A multidisciplinary approach [22] 
for the assessment of functional disorders is preferable, offering 
the initial conservative measures such as dietary, biofeedback for 
constipation and fecal incontinence, psychotherapy, and other avai-
lable therapies.

Useful Investigations in Internal Rectal 
Prolapse
Fluoroscopic (Conventional) Defecography

It is the gold standard examination in patients with defecation 
disorders with radiologic images obtained in rest, evacuation, and 
recovery phases. Various conditions may be detected. In a large 
study [23] in patients with defecation disorders rectal intussuscep-
tion was detected in 31%, rectocele in 27%, enterocele in 19%, and 
rectal prolapse in 13%, with rectoceles more common in patients 
with abnormal descending perineum than in patients with normal 
descending perineum. Internal rectal prolapse can be graded accor-
ding to Oxford radiologic system in four grades.

MRI of the Pelvic Floor and MR Defecography

MRI and Dynamic MRI allow for the assessment [24] of anato-
mic and functional disorders in the anterior, middle, and posterior 
perineal compartments at the same time. In posterior compart-
ment is useful in many anatomic disorders such as obstructed defe-
cation syndrome, rectal descending, rectal invagination, rectocele, 
and enterocele, and indeed in some functional disorders such as 
dyssynergia defecation. The examination successfully defines the 
grade of the pelvic organ prolapse. Conventional defecography and 
dynamic MR defecography [25] are complementary imaging stu-
dies; the first has a higher accuracy for rectoceles and enteroceles 
and the last is superior to assessing symptoms of rectal prolapse 
from the posterior perineal compartment and identifies better the 
rectal intussusception.

Endorectal Ultrasounds

The examination may diagnose the intussusception as a dou-
ble concentric ring, obviously found 5-7cm above the anal verge. 
The examination has limited use as the method is overlapped with 
defecography and Dynamic MRI defecography. It is a useful exami-
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nation in patients with high-grade intussusception and a solitary 
rectal ulcer [26] detecting a thickened internal anal sphincter. It is 
a useful examination in patients with rectal prolapse and fecal in-
continence; anal sphincter integrity is classified in four grades of 
severity [27] and may predict surgical outcomes after surgery; high 
grades of anal sphincter damage are a negative prognostic factor 
for improvement of incontinence after surgery. In patients with 
internal rectal prolapse and obstructed defecation syndrome, the 
benefit comes [28] studying the combined results of 3D-endorectal 
ultrasonography and high-resolution anorectal manometry; para-
meters such as rectal wall thickness, total rectal wall volume, pu-
shing endo-rectal pressure and recto-anal gradient evacuation may 
be determined and understand better the anatomical or functional 
features of the internal rectal prolapse and rectal function. To date, 
3D endo-rectal ultrasounds are considered due to simplicity the 
gold standard examination [29] on patients with fecal incontinence 
as successfully defines various damages in puborectalis, internal 
and external sphincter muscles.

Anorectal Manometry

A useful examination in internal rectal prolapse with obstructed 
defecation syndrome [30], there may exist three main abnormali-
ties: a positive straining test, maximal voluntary contraction, and 
impaired rectal sensation. In patients with high grades of internal 
prolapse [31] a loss or impairment of recto-anal inhibitory reflex 
may be detected. Manometry according to findings [32] may defi-
ne various types of dyssynergia. Manometry and MRI defecography 
may differentiate [33] the cause of obstructed defecation; pelvic 
dyssynergia or other structural pathologic disorders implicated in 
obstructed defecation syndrome. The increase in grades of internal 
rectal prolapse [34] is positively correlated with a reduction in in-
ternal anal sphincter tone.

Electromyography of the Pelvic Floor Muscles

It is an additional examination helpful in the diagnosis [35] of 
dyssynergia and obstructed defecation syndrome in patients with 
internal prolapse; in these conditions, the correct diagnosis many 
times is difficult and the differential diagnosis from other functio-
nal bowel disorders is based on the use of multiple diagnostic in-
vestigations such as MRI defecography, manometry, electromyo-
graphy, proctoscopy, and the history of symptoms. In patients with 
obstructed defecation syndrome, the correlation of internal rectal 
prolapse with symptoms is unclear; multiple examinations, asso-
ciated conditions (enterocele, rectocele), and conditions such as 
irritable bowel disease, dyssynergia and the severity of constipa-
tion should be correctly diagnosed [36], preferable in a pelvic floor 
disorders department, and initially treated conservatively and not 
by surgery.

Conservative Measures in internal Rectal 
Prolapse and Associated Conditions

Internal rectal prolapse and many associated conditions [37] 
such as obstructed defecation syndrome, rectocele, enterocele, 

solitary rectal ulcer syndrome, animus, and psychosomatic disor-
ders should be treated initially by conservative measures. The most 
common measures in obstructed defecation syndrome [38] are a 
fiber diet, increased fluid intake, and various types of laxatives and 
enemas without personal abuse in use to avoid anorectal trauma. 
Other available therapies are colonic hydrotherapy and rectal irri-
gations [39]. Behavioral changes in physical activity or bowel habi-
ts probably have a positive result in chronic constipated patients. 
Biofeedback may be performed in many conditions such as dyssy-
nergia, rectal hyposensitivity, solitary rectal ulcer, and patients with 
constipation and fecal incontinence [40] but effectiveness is lower 
when conditions are long-standing. Biofeedback may improve pu-
borectalis and external anal sphincter function but not the internal 
anal function [41] and the low anal resting tone. In patients with 
defecatory disorders [42], the effectiveness of biofeedback is at 60-
70% and the results are evident after a few sessions of biofeedback.

Special consideration for conservative treatment needs pa-
tients with intussusception and incontinence; despite they may 
respond to biofeedback and other conservative measures, high 
grades of intussusception are closer to surgery as the mechanical 
effect of prolapsed tissue on the anorectal canal [43] may create 
permanent and irreversible neural and motor defects and many 
incontinent patients present anal sphincter defects [44], in such 
conditions, surgery does not exclude the conservative treatment 
postoperatively [45]; sacral neuromodulation(with implantation of 
a permanent pulse generator) offers the chance for improvement 
in fecal incontinence and quality of life. Rectocele is a common 
condition in patients with obstructed defecation syndrome and is 
mainly the result of obstructed defecation rather than the cause of 
constipation. Patients respond positively to pelvic floor retraining 
and surgery is the last measure, after the failure of conservative 
treatment in large-size symptomatic rectoceles trapping stool. The 
main symptoms are due to obstructive defecation [46] rather than 
the presence of a rectocele.

Solitary rectal ulcer syndrome [47] may be observed in inter-
nal rectal prolapse and other colorectal conditions; in patients with 
straining, pelvic floor muscles dyssynergia, and local trauma due 
to digitation. A pathology report offers the final diagnosis. In treat-
ment, many conservative measures are recommended with an em-
phasis on biofeedback. Various surgical operations are available but 
after the failure of conservative treatment. Animus (pelvic dyssy-
nergia) is the dys-synergy of pelvic floor muscles with failure to re-
lax the puborectalis sling on straining, resulting in angulation of the 
rectum and inability to evacuate. The main treatment is physiothe-
rapy –biofeedback. Botulinum toxin has a favorable and temporary 
effect and a new operation [48] of the bilateral partial division of 
puborectalis muscles is promising in the treatment of animus.

Enterocele is a condition where the small bowel descends into 
the pouch of Douglas; there is central pelvic-abdominal pain during 
defecation and a need for repair of the peritoneum above Douglas’s 
pouch. An enterocele should be operated on when pain and pelvic 
heaviness are predominant symptoms and refractory to conser-
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vative therapy. Patients with internal rectal prolapse and anxiety 
or depression should be having psychiatric support. Patients with 
internal rectal prolapse with various associated conditions benefit 
at maximum when are diagnosed correctly and treated by various 
available methods from a specialized multidisciplinary team for 
pelvic floor disorders. The lack of suitable conservative treatment 
has the risk of surgical over therapy without the maximum benefit; 
the correction of anatomical found disorders [49], many times does 
not improve functional existent disorders e.g., in the case of recto-
celes. It seems that conservative treatment is the main treatment 
and only a minority of selected patients are candidates for surgery.

Surgery of the Internal Rectal Prolapse
Internal rectal prolapse is a condition of prolapse of the rectum, 

localized in the posterior compartment of the pelvic floor; various 
symptoms and other anatomical and functional anorectal disorders 
may coexist, and therapy is individualized. A significant difference 
from external rectal prolapse a condition where surgery is the only 
treatment option is that most patients with internal rectal prolapse 
with various defecatory disorders respond positively to conserva-
tive treatment in a high percentage more than 60-70%. Some coe-
xisted conditions such as severe fecal incontinence, pelvic denerva-
tion, severe anal sphincter damage, and descending perineum may 
be more refractory in conservative and in surgical treatment.

Surgical treatment of internal rectal prolapse presents effecti-
veness in high percentages like those of conservative treatment 
or more. Many surgical procedures may be performed for the tre-
atment of internal rectal prolapse; most reported studies present 
their results such as outcomes of surgery, recurrences, complica-
tions, and symptoms of patients, compare preoperative with posto-
perative outcomes but do not report if previously a conservative 
treatment was performed, on the other hand, if the availability of 
some conservative measures is limited, then surgery of internal 
rectal prolapse would be a treatment option that is addressed in 
symptomatic high grades of internal rectal prolapse. To date there 
are no guidelines for the best surgical technique and selection of 
patients; this is a crucial point and according to patients’ characte-
ristics and relevant investigations may be predicted the expectation 
of conservative or surgical treatment. Surgical procedures may be 
transabdominal or perineal. More common and popular in use are 
the following:

Laparoscopic Ventral Mesh Rectopexy (D’Hoore)

The procedure was proposed [50] by D’Hoore, et al., in 2004. 
The procedure is well described [51] and was proposed for the sur-
gical therapy of the external rectal prolapse, by the time indications 
were expanded for the treatment of internal rectal prolapse and it is 
also suitable to correct middle compartment prolapse by posterior 
colporrhaphy and Sacro-colpopexy. The procedure avoids the po-
sterior mobilization of the rectum and protects autonomous nerves 
offering better postoperative functional outcomes. The procedure 
does not create postoperatively de novo constipation, but some pa-
rameters [52] during surgery, such as excessive rectal mobilization 
and the division of lateral ligaments may increase constipation. Va-

rious types of meshes may be used, mainly synthetic or biological 
but mesh-related complications [53] in rectal suspension and fixa-
tion are lower than those seen in transvaginal procedures and Uro 
gynecological procedures such as Sacro-colpopexy for pelvic organ 
prolapse. Mesh erosions of various types are seen mostly in synthe-
tic meshes at 1.87% [54] than in biological meshes at 0.22%.

Biological meshes (expensive) may be safer but to date, there 
is no evidence for the use of this type of meshes. Recently [55] new 
types and cheaper synthetic meshes appear in the literature and 
their use should be evaluated in the future. Biological meshes have 
been used in internal rectal prolapse of grade III and IV, in patients 
with obstructed defecation or fecal incontinence [56] with comple-
te cure rates for incontinence and constipation at 72% and 79% 
respectively and various complications are reported at 18% of pa-
tients.

The procedure may be performed robotic [57] without any si-
gnificant differences between conventional laparoscopic ventral 
mesh rectopexy and robotic surgery, but some advantages in ro-
botic surgery [58, 59] may place the procedure as the gold stan-
dard for the future. Fecal incontinence in patients with high-grade 
internal rectal prolapse presents an improvement in 70-90% of 
patients [60] with lower percentages at 60-70% in patients with 
obstructed defecation syndrome, a complex and multifactorial di-
sorder. The procedure except defecatory disorders treats succes-
sfully [61] symptomatic rectoceles and enteroceles in a percentage 
higher than 50% of patients. In a systematic review and meta-a-
nalysis [62] for the surgery of the internal rectal prolapse, the wei-
ghted mean rates of improvement for obstructed defecation and 
fecal incontinence were 73.9% and 60.2% respectively with a mean 
complication rate of 15% and mean recurrence rate at 5.8%. Some 
proctographic findings as the vertical rectal axis and the presence 
of enterocele [63] predict the outcome of ventral mesh rectopexy; 
outcomes are better when previously reported factors exist.

The STARR Procedure for Obstructed Defecation Syndrome in 
Internal Rectal Prolapse

It is a stapled perineal resection of prolapsed tissue suitable in 
low locations of the internal rectal prolapse, the procedure does not 
treat prolapse above anorectal junction. The procedure was intro-
duced in 2004 [64] as a safe and effective technique for internal 
rectal prolapse and rectoceles. It was a short-time operation, with 
a short time in hospital stay for most patients; many complications 
were reported such as 17.8 % fecal urgency, 8.9% incontinence to 
flatus, 5.5% urinary retention, 4.4 % bleeding, and 3.3% anastomo-
tic stenosis. All constipation symptoms were significantly impro-
ved without a worsening of the anal continence. Four years later in 
2008 [65], the procedure was evaluated by the Italian Society of Co-
lorectal Surgeons; improvement in obstructed defecation syndro-
me by 65% and a high reoperation rate is reported. The procedure 
probably is not suitable in many conditions such as large rectoceles, 
enteroceles, digitation, sense of incomplete evacuation, and more 
advanced pelvic floor disease. Many patients with dyssynergia or 
low bowel frequency may present worsening symptoms postope-
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ratively. Many complications are described and the most commons 
postoperative problems are the perianal pain, the recurrences of 
the prolapse and rectoceles, and the incontinence in a high percen-
tage of patients. The procedure is indicated only in well-selected 
patients.

At the same period, in another study [66], severe postoperative 
complications are described with difficult management; the method 
is contraindicated in enteroceles, dyssynergia, and probably in pa-
tients with decreased anal function. Other studies propose [67] 
neuromodulation if fecal incontinence appears after surgery. A 
common postoperative problem of fecal urgency seems to improve 
over time. In long-term outcomes [68]; recurrences of obstructed 
defecation symptoms at 40% of patients in 10 yrs. (with risk factors 
for recurrence of the previous anorectal and pelvic Uro gynecologi-
cal surgery), persistent perianal pain at 38%, and urgent defecation 
at 22%. The procedure is less effective in long-term outcomes. In 
a systematic review [69] evaluating rectal excisional techniques in 
patients with constipation; complications occur in 13–22%, posto-
perative bleeding in 1–3%, serious complications are very rare; 1: 
1,000, rectal stenosis at 1 year <1:1,000, the urgency of defecation 
in 10%, longer-term pain < 2%, recto-vaginal fistula 1:1,600 and 
zero deaths.

The Delorme Procedure in Internal Rectal Prolapse

The Delorme procedure is a perineal operation for external 
rectal prolapse in selected elderly patients with comorbidities. A 
modified procedure for the anterior Delorme operation is suitable 
for patients with internal rectal prolapse. Both procedures, the 
standard and anterior Delorme may be used in the surgical therapy 
of internal rectal prolapse. Many symptoms may improve [70], and 
the patient’s satisfaction is more than 75% with poor outcomes in 
23.6% of patients. Other studies [71] report symptomatic improve-
ment at 85.7%, minor complications, and short postoperative in-
continence in many patients for 2-3 months. Complications [72] are 
at 10.2% such as fissure-in-ano, proctalgia, and suture-line dehi-
scence with stenosis.

The procedure is suitable for symptomatic patients [73] with 
refractory symptoms in conservative treatment. Postoperative re-
sults are better when postoperative biofeedback is performed. The 
disadvantages of the procedure include a high morbidity index of 
up to 35% with rare severe complications, high recurrences, and 
postoperative continence problems. Mucosal resection techniques 
may be the preferable procedure after the failure of conservative 
treatment in patients with at least three symptoms of obstructed 
defecation syndrome.

Conclusions
Internal rectal prolapse is a pelvic floor disorder and many as-

sociated anatomical or functional disorders may coexist such as 
rectocele, enterocele, descending perineum, solitary rectal ulcer, 
pelvic dyssynergia, pelvic organ prolapse, and psychosomatic di-
sorders. The main symptoms are evacuator disorders and incon-
tinence in more than 50% of patients and this condition may be 
asymptomatic. The diagnosis may be difficult, and a crucial step 

is to differentiate the origin of the main symptom; many patients 
need multiple investigations such as defecography, pelvic MRI and 
MR defecography, endorectal ultrasounds, anorectal manometry, 
and electromyography of the pelvic muscles. First-line treatment is 
the conservative treatment; more than 60-70% of patients respond 
positively to various conservative measures and patients benefit in 
maximum by a multidisciplinary team for pelvic floor disorders. Pa-
tients with refractory symptoms are candidates for surgery, to date 
there are no guidelines for the best surgical procedure. Surgery is 
effective in 70-80% of patients as the anatomical correction of this 
condition does not resolve severe functional disorders. The most 
common and popular operation to date is the laparoscopic ventral 
mesh rectopexy with effectiveness in more than 70% of patients 
with incontinence or obstructed defecation syndrome. In selected 
patients, pelvic mucosal excisional techniques, stapled or Delorme 
mucosectomy may be performed.
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