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Complete rectal prolapse, which contained small
bowel loop, in 34years old, male patient: A Case
Report
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Abstract— 34 years old male patient, not known to have any medical illness before, presented to ER of Princes Mohamed Bin Nasser
Hospital, with complaint of huge mass protruding through anus since 5 hours prior to presentation, the diagnosis of irreducible complete
rectal prolapse has been made. Altemeir (Trans anal proctosigmodoectomy) done, and post operatvive course passed smoothly without
any complications.

Index Terms— rectal prolapse, complete rectal prolapse, complete rectal prolapse with small bowel evaceration, altemeir procedure.

INTRODUCTION

Rectal prolapse is an intussusception of the rectum through the anus with a leading point about 5-7cm above anal verge. It var-
ies from complete rectal prolapse (full thickness) to mucosal prolapse (partial thickness). It usually appear after seven decade
with female predominance F: M (6-1).

Rectal prolapse refers to a circumferential, full-thickness protrusion of the rectum through the anus and hasalso been called
“first-degree” prolapse, “complete” prolapse, or procidentia. Internal prolapse occurs when the rectal wall intussuscepts but
does not protrude and it is probably more accurately described as internal intussusception. Mucosal prolapse is a partial-
thickness protrusion often associated with hemorrhoidal disease and it is usually treated with banding or hemorrhoidectomy.

In adults, this condition is far more common among women, with a female-to-male ratio of 6:1. Prolapse becomes more preva-
lent with age in women and peaks in the seventh decade of life. It is rare in males and it is associated with weak pelvic and anal

musculature. Rectal prolapse is an anatomical abnormality and mostly requires surgical correction.

CASE REPORT

34 years old, Saudi male, married, not known to have any
medical illness. He brought by family to ER of prince Mo-
hammad Bin Nasser Hospital with huge mass protruding
through anus for 5 hours prior to presentation, about 6:00pm
and He came at 11:0pm. He mentioned this problem was start-
ing since 7 years when he noticed small mass passed through
anus after defecation, first it reduced spontaneously then in
last 1 year, it reduced manually by hand. Therefore, in last
3days, he was complaining of constipation of stool and flatus
(obstipation).

On General examination: BP: 90/60, pulse: 110, temp: 36.4
RR: 23. Abdominal examination: soft, lax, no organomeagly
except mild tenderness in lower abdomen. Pre-rectal examina-
tion revealed huge mass prolapsed through anus; it was con-
gested, oedematous, with multiple laceration (mucosal break-
down) (Figure 1).

A multiple trial of gentle manual reduction has been done un-
der analgesia and sedation, it was difficult and irreducible.
The diagnosis of irreducible complete rectal prolapsed has
been made. The situation and procedure discussed with pa-
tient and family in details with possibility of stoma, informed
consent taken and he taken to theatre immediately after full
preparation, it is about 1:00am.

Inside operation room, under general anaesthesia, and area
dripped, a trail of reduction done again and failed, then pro-
ceed for procedure, and the surgeon chose ALTEMEIRE (Trans-
anal proctosigmoidectomy) (figure 2). The prolapsed part it
was contained loop of small bowel (figure 3), reduced inside
and complete resection of rectum with sigmoid with coloanal
anastomosis. Patient shifted to surgical ward and he covered
by antibiotic and strong analgesia, postoperative course
passed smoothly and patient discharge at 4" day. With follow
up next week.

DISCUSSION

There is still some debate about the exact pathophysiologic
mechanism of RP. The prevailing theories are those of sliding
herniation and progressive internal intussusception. The most
usual form of RP is the chronic course of the disorder, incar-
cerated or strangulated RP is a rare scenario, where urgent
surgical treatment becomes a priority [1]. Anal manometry,
ultrasound, defecography, electromyography,
pudendal nerve terminal motor latency test, sigmoidoscopy,

anal anal

colonoscopy and magnetic resonance imaging are tests used in
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evaluation of rectal prolapse. Initially there is a conservative
management for rectal prolapse with stool softeners or laxa-
tives and avoidance of prolonged straining. These conserva-
tive methods allow reduction of the prolapsed rectum. Oede-
ma can be reduced by the application of sugar, by the injection
of Hyaluronidase, or by applying an elastic compression wrap
[2-4]

A wide spectrum of operative procedures are available mainly
for elective cases [5]. They are categorized as resective, fixative
or a combination of both in order to achieve 2 goals: anatomi-
cal repositioning of the bowel and improvement of the func-
tion of the anorectal complex. The approach may be either
abdominal or perineal. Abdominal approaches are performed
in patients fit enough to tolerate laparotomy as these seem to
result in lower recurrence rates [6], perhaps with the exception
of young men who cannot afford the increased risk of impo-
tence and infertility from an abdominal operation[7]. In elec-
tive cases, rectopexy, using fixing material (mesh, sutures,
clips), is the most popular operation with good results con-
cerning recurrence [8,9]. In the modern era of surgery, the
above operations can be accomplished laparoscopically with
minimal morbidity and mortality [10].

When the prolapsed bowel is incarcerated or strangulated and
cannot return to its anatomic position, an urgent surgical in-
tervention is always indicated. The operation of choice is
perineal proctosigmoidectomy with or without colostomy [11-
12].

Perianal approach as we used in this case perianal
proctosigmoidectomy (Altmaier), it is the best option in case
of emergency incarceration or elderly patient. [13-14]

CONCLUSION

There are many surgical procedures for rectal prolapse, so the
big challenge is which procedure should be selected because
of the precise aetiology and treatment strategy have not been
clearly established. If the best procedure is to be selected and
favourable outcomes achieved, careful considerations of pa-
tient's information and surgeon's clinical experience are re-
quired.

Unlike surgery for malignancy, the functional aspects, such as
quality of life and defecation should be considered carefully in
surgery for rectal prolapse. Attention should be paid to multi-
dimensional patient care, as well as surgical techniques. Par-
ticularly, female patient with rectal prolapse may have a uter-
ine prolapse or a bladder prolapse; thus, a multidisciplinary
team approach may also become important. For the best re-
sults, a considered plan prior to surgery, optimal surgery by
an experienced hand and careful patient care are important.
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FIGURES

Figure 1: Photo shows a huge mass protruding through anus
with mucosal laceration.

Figure 2: photo show removed part of rectum with sigmoid.

Figure 3: Photo shows multiple hemorrhagic spots with fecal
material.
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