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DELORME PROCEDURE IN THE TREATMENT OF RECTAL PROLAPSE —

CASE REPORT
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Abstract. Prolapse of the rectum is not so rare, especially in children under 3 years of age. It is most commonly associated with
persistent constipation, enterocolitis, cystic fibrosis, and neuromuscular diseases. In most cases, treatment is conservative and
symptomatic. Surgical treatment is rarely required. The paper presents a patient aged 27 months treated at the Clinic for persistent
rectal prolapse. The attempt at conservative treatment did not give results, although the problem of constipation in the boy was
solved. Due to persistent episodes of rectal prolapse, sclerosation of the anorectal region was performed. However, this method
did not lead to a cure. Therefore, surgical treatment followed, and surgery was performed according to Delorme, a perineal
approach. There were no complications in the postoperative course, as well as relapses of the disease. Rectal prolapse is most
commonly encountered at the age of 3 years. Treatment should be directed to treating the underlying disease that leads to rectal
prolapse. In refractory cases, surgical treatment is suggested, which is extremely rare in children.
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Introduction

Rectal prolapse (RP), is not a rare condition in children,
estimated to occur in approximately 0.5% of the
population younger than 3 years [1]. RP can be caused by
various conditions, including constipation, cystic fibro-
sis, acute enteritis, neurological illnesses, weak anal
sphincter, and anorectal procedures. There are two types
of prolapse: complete prolapse (when the full thickness
of the intestinal wall falls out) and incomplete (the rec-
tum's mucous membrane prolapsed). Incomplete RP can
be circumferential, or only a section of the rectal mucosa
may be affected [2].

RP is often accompanied by constipation and inconti-
nence. Symptoms and signs of RP include pain in the anal
region, swelling, blood and mucus from masses protrud-
ing from the anus, and a feeling of a foreign body in the
anal canal. The diagnosis can be established through de-
tailed anamnesis, anorectal examination in the acute
phase of the disease, and anorectal manometry.

Prolapse occurs during defecation in the early stages
of the disease, and thereafter the rectum returns to its
original position. Later, prolapse might occur under small
stressors, such as sneezing and coughing. In the final
stages of the disease, the rectum does not return to the

abdomen, necessitating manual repositioning or surgical
treatment.

The treatment of RP in children is almost always con-
servative by treating the underlying medical problem,
which may include managing constipation or improving
nutrition. Surgery may be required to repair the prolapse
in rare circumstances, especially if conservative methods are
inadequate. Treatment approaches differ based on the
severity of the prolapse and its underlying cause.

Case Report

The boy, 27 months old, was brought to the pediatric
surgery clinic by his parents due to a change in the anus
area (Fig. 1).

For more than 4 months, the patient has experienced
persistent constipation, which has been treated with lax-
atives used orally on occasion. After a period of short im-
provement, the problems largely resurfaced. The current
change in the anus area was initially seen on the day of
admission, following the art of defecation. The inspection
revealed rectal prolapse and manual reduction was done,
with recommended correction of the diet (increased fiber
intake), regulation of the regime of defecation and regular
use of fecal softeners and emulsions (Olei Parafini).
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Fig. 1 Patient in acute phase with manifested rectal prolapse

After 3 days, the patient was admitted to the pediatric
surgical clinic with the same symptoms and manual re-
duction was repeated, with the recommendation to con-
tinue prescribed therapy. The mother received training in
manual prolapse reduction. Rectal prolapse occurred four
times during the next ten days, resulting in the patient's
hospitalization, and surgical sclerotization was sug-
gested. After the preparation of the patient under general
anesthesia, sclerotization was performed in 3 points with
1 ml of a sclerosing agent (hypertonic saline). The post-
operative course of the patient was without incident and

was discharged home after 2 days. However, on the 7th
day after sclerotization, rectal prolapse occurred again
and became frequent and daily in the next 20 days. The
stools were completely softened and the patient had no
constipation disturbances, but the prolapse was more pro-
nounced almost after each defecation. The boy was hos-
pitalized again. Biochemical and blood tests and cystic
fibrosis tests were normal. A rectal examination identi-
fied a weak anal sphincter. It was decided to do a surgical
intervention with a perineal approach (Delorme's sur-
gery) under general anesthesia.

First, the part of the rectum that prolapses was ex-
tracted through the anus (Fig. 2A) At about 1.5 cm from
the pectinate line, the incision of the mucosa started cir-
cumferentially (Fig. 2B). This was followed by rectal
mucosectomy in the length of 4-5 cm (Fig. 2C, D),
separating the mucosa from the underlying muscular
layer. The mucosa was excised after the mucosectomy
and the intestinal wall was reconstructed by plication of
the rectal wall in length of 5 cm up to 1.5 cm above the
pectinate line. Reconstruction of the rectal wall and anus
was carried out circumferentially at 16 points (Fig. 2E).
The aesthetic result was excellent and there were no in-
cisions on the abdomen (Fig 2F). The patient was dis-
charged from hospital after 5 days. To date, there has
been no relapse of prolapse.

Do ol B

Fig. 2 A — Rectum extracted through the anal canal; B — mucosectomy started 1,5 cm from the pectinate line; C — completed

mucosectomy, separated from the muscular layer in the length of 5 cm; D — Excision of mucosal layer after completed
mucosectomy; E —plication of the rectal wall and its’ fixation 1,5 cm above pectinate line in 16 points

circumferentially; F — anal presentation after surgery.
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Discussion

RP is a condition in which the mucous membrane pro-
trudes into the anal canal or through it into the external
environment [3]. The incidence of the disease in children
is highest at the age of 3 years and is about 0.5%. The
etiopathogenesis is unknown but is most often associated
with prolonged and persistent constipation, enterocolitis,
cystic fibrosis, and neuromuscular diseases of the anorec-
tal region [1].

The diagnosis of rectal prolapse is based purely on
history and clinical examination. RP frequently manifests
as a dark red mass, with or without mucous and blood,
which protrudes from the rectum when straining [4].

The principal management goal for RP is to diagnose
and treat the predisposing disease. Manual reduction
should be started as soon as possible if spontaneous re-
duction does not occur, as RP will become more difficult
to reduce over time. Further conservative therapy in the
treatment of constipation includes dietary changes, such
as increasing fiber intake, encouraging regular toilet hab-
its, and using stool softeners to ease bowel movements.
Behavioral and biofeedback therapy can only be effective
in older children. The decision about when to operate re-
mains a difficult one. RP in children younger than 4 years
is usually a self-limiting disorder [5]. Indications for op-
erative intervention are not definite and include longstand-
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ing symptoms, rectal pain, bleeding, ulceration, and pro-
lapse that require frequent manual reductions or are dif-
ficult to reduce [6].

When patients fail conservative therapy, several sur-
gical choices are available, and the challenge becomes
which of the 130 surgical procedures to pick from (scle-
rotherapy, Thiersch’s anal cerclage [7], transabdominal
sacral rectopexy, laparoscopic rectopexy, Delorme pro-
cedure) [8]. Delorme is an elegant but very demanding
operation that involves transanal surgery in a very small
space. The proximity of the sphincter, neuromuscular el-
ements, urethra, and pectinate line requires a good
knowledge of surgical anatomy. According to the availa-
ble literature data so far, this is the first Delorme proce-
dure performed on children in Serbia.

Importantly, operative and procedural therapies that
are often successful in children younger than 4 years do
not have the same success rate in older children, likely
due to a difference in the comorbidities and etiology [9].

Conclusion

Constipation is the most common cause of RP in children
under the age of four. Attempts to identify and treat the
underlying problem should be undertaken. Older children
are less likely to respond to conservative therapy and fre-
quently require surgical intervention.
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