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Introduction 

Combined rectal and uterine pro­
lapse is an uncommon if not a rare 
condition. Referenc~ to the standard 
books on Surgery and Gynaecology 
and journals published in English 
literature revealed only a few cases of 
this type. Surgical books, like Aird, 
Gabriel, Rose and Carless, Love and 
Bailey, do not make any reference to 
such a condition. Books on Gynae­
cology, like Masani, Shaw, British 
Gynaec. Practice, Back and Rosen­
thal, etc., are also silent on the above 
condition. Gabriel writes that he has 
operated on 64 cases of complete 
rectal prolapse out of which 55 were 
in females. He has not mentioned as 
to how many patients had associated 
uterine prolapse. Hughes reports an­
other large series from St. Marks 
Hospital which is considered as the 
Mecca for rectal surgery. He men­
tions that there were 426 cases of 
rectal prolapse in St. Marks Hospital 
from 1911-1947. Out of these 85 % 
(231) were in females. He does not 
mention whether there was associat­
ed uterine prolapse in any of them. 
Recently, Golighar has reported 23 
cases of rectal prolapse out of which 
19 were in females. There is no men­
tion if any one of them had uterine 
prolapse. Referring to the literature 

in Gynaecology, we went through 
articles covering large series of pro­
cedentia (Van Couver, Smith, 
Tyrrone, Satur and Chakravarti, 
Tam pan etc.) but no reference could 
be had on combined rectal and ute­
rine prolapse. 

Following are the only references, 
we could find, of combined rectal and 
uterine . prolapse. Mal pas mentions 
that he has seen about 20 cases, Dick­
son Wright has reported four cases, 
Phaneuf has reported four cases, 
Pemberton has reported one case, 
Broglio one case, Munsif one case, 
Krishnan two cases, Adhia one case 
(personal communication). Thus 
only 30-35 cases could be found in 
recent literature. 

After covering the possible lite­
rature the impression was that com­
bined rectal and uterine prolapse is 
a condition neglected or overlooked 
both by gynaecologists and surgeons. 
The paucity of literature on this sub­
ject encourages us to report five 
cases of this type. 

Case Reports 
Case 1: V .R., a Hindu female aged 30 

years, was admitted in the Gynaecological 
Ward of the K.E.M. Hospital on 9-8-55 
w ith the complaint of something coming 
ou t p er vaginam as well as per rectum. 
The uterine prolapse was the first to ap­
p ear and rectal prolapse followed two 
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--years later. She had no urinary com­
plaints. The rectal prolapse used to ap­
pear on straining at defaecation, and dis­
appeared on lying down. Her menstrual 
history was normal. She had five full­
term normal deliveries. There was a 
second degree perineal tear after first 
delivery. On examination she had cysto­
cele, second degree uterine prolapse and 
a complete rectal prolapse. The rectum 
was seen 2i inches outside the anal mar­
gin. There was no growth or haemorrhoids 

-,_\n the rectum. The tone of the anal 
sphincter was fair. Graham's operation 
was done for rectal prolapse. Anterior 
colporrhaphy with posterior colpo­
perineorrhaphy was done for uterine pro­
lapse . She had an uneventful recovery. 
She was advised against future pregnancy. 
Nevertheless, she was admitted with full­
term pregnancy and labour pains one year 
after the repair operation. She was not 
allowed to deliver per vaginam and caesa­
rean section was done. Fallopian tubes 
were also ligated. The baby weighed 7 
lbs. and 4 ozs . She had no recurrence of 
prolapse when seen in August 1959. 

Case 2: S.D., a Hindu female aged 80 
years, was admitted in the Gynaecological 
Ward of K.E.M. Hospital on 26-12-58. She 
had uterine prolapse of 15 years' dura­
tion. She had a rectal prolapse which, ac­
cording to her, was of one year's duration. 
The patient had senile dementia and so 
the history cannot be very reliable. She 
had five full-term home deliveries. Last 
delivery was 40 years ago. On examina­
tion she had a complete rectal prolapse 
which was reducible. Anal sphincter had 
no tone. Three fingers could be easily in-

-.~ troduced. The rectum was prolapsing for 
3 inches outside the anal margin. She had 
no haemorrhoids or rectal growth. Sur­
prisingly enough she had no faecal incon­
tinence. She had a complete procedentia 
uteri. There were patches of pigmentation 
on the vaginal wall. She had no trophic 
ulcers. Length of uterine canal was 2-l 
inches. She was confined to bed for most 
of the time. She could not stand or walk 
without support. Her blood pressure was 
140/ 80 mm. Hg., haemoglobin 50%, blood 
urea 11 mgm. o/o . Urine examination show­
ed a few pus cells and trace of albumin. 

Intravenous pyelography showed normal 
kidney function and she had no bladder 
stones. There was no evidence of hydro­
nephrosis or hydroureters. She was pre-

. pared for the operation and LeForte's 
operation with tight perineorrhaphy was 
done on 24-1-59. She was rather unco-ope­
rative and used to remove the dressings. 
Her perineal wound got slightly infected. 
Fortunately she had no prolapse of rec­
tum or uterus when seen 6 weeks after 
the operation. 

Case 3: S.S., a Hindu female aged 35 
years, was admitted in the Gynaecological 
Ward of the K.E.M. Hospital on 15-1-59 
with rectal prolapse of 15 years' duration 
and uterine prolapse of 5 years' duration. 
She had no urinary complaints. She had 
8 full-term normal deliveries. Last deli­
very was H years ago. On examination 
she had marked cystocele, and first degree 
uterine prolapse. She had mucosal pro­
lapse of the rectum which appeared on 
straining. Mucosa was prolapsing for one 
inch and could be easily rolled between 
the fingers . She had no haemorrhoids or 
growth in the rectum. Tone of anal sphinc­
ter was good. Anterior colporrhaphy with 
tight perineorrhaphy was done one week 
after the admission. She had an unevent­
ful recovery. She was discharged on 11th 
post-operative day. When seen 6 months 
after the operation, she had no recurrence 
of cystocele or uterine prolapse but her 
mucosal prolapse of the rectum had re­
curred. 

Case 4: We are not in a position to give 
details of this case as the history papers 
are not traceable. She was a Muslim 
female, aged 50 years, admitted in the 
Gynaecological Ward qf the K.E.M. Hospi­
tal in September 1950. She had a com­
bined rectal and uterine prolapse. She 
was in a low state of general health. Sur­
gical Unit was consulted for opinion. They 
advised repair after the general condi­
tion improved. She was being built up in 
health when she got bored of her exist­
ence and committed suicide by jumping 
from the first floor of the hospital. 

Case 5: E.D., a Christian female aged 
60 years, was admitted in the Gynaeco­
logical Ward of K.E.M. Hospital on 12-10-

. . 
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195.9 with the chief complaint of some­
thing coming out per vaginam for 5 years 
and something coming out per rectum for 
6. years. She was menopausal for .10 years. 
She had two normal deliveries. Last deli­
very was 25 years ago. 

The rectal prolapse was complete and it 
was coming out for 5 inches below the 
anal margin. It was reducible. The anal 
sphincter admitted two fingers. There was 
no growth or haemorrhoids in the rectum. 

The uterine prolapse was reducible in 
the beginning but for last 2 years it could 
1iot be reduced. It had multiple trophic 
Ulcers. The edges were indurated and the 
ulcers were very friable. The ulcers in­
vaded the · vulva also. The uterine prolapse 
could not be reduced even under spinal 
anaesthesia. It was a complete procedentia. 
Her urine examination showed plenty o' 
r·2d blood cells and albumin ++ +. urea 
nitrogen was 10.5 mgm. On intravenous 
pyelography there was hydronephrosis 
both sides and no evidence of radio­
opaque calculus was seen. Her x-ray chest 
was normal. Biopsy from the trophic 
ulcers showed changes of epidermoid car­
dnoma. Her haemoglobin was 48%. Her 
general condition was fairly good. She was 
undergoing building up treatment but she 
c6u1d not tolerate high protein diet. She 
developed diarrhoea, vomiting and marked 
abdominal distension. 

The operation of exenteration with 
vulvectomy was contemplated but she 
went downhill. Her non-protein nitrogen 
rose to 77 mgm. She developed neck rigi­
dity on 29-10-59. C.S.F. was normal. She 
expired the next day on 30-10-59. 

Discussion 
It is likely that the paucity of lite­

rature on this subject may be due to 
incomplete records of the patients. 
Some patients with rectal prolapse 
may be having first or second degree 
of uterine prolapse which may not 
have been noticed. Complete rectal 
prolapse is more common in fem;:1les 
as ,compared to males. Moreover, in­
cidence . of uterine prolapse is . more 
in , women who have suffered the 

strain of parturition than in women 
who have never borne children. Thus 
there is reason to believe that there 
may be a common aetiology for the 
development of rectal and uterine 
prolapse. One does not know whether 
it is the weakness of the pelvic floor 
that is responsible for the combined 
prolapse or whether it is the weak­
ness of the pelvic fascia with its liga­
ments. Weakness of the pelvic floor .. 
per se does not appear to be the sole 
cause as in cases of procedentia uteri 
we see very wide hiatus urogenitalis 
but still there is no associated rectal 
prolapse. We see fair number of 
cases of uterine prolapse in gynaeco­
logical wards. If there was really a 
common aetiology for rectal ancl ute­
rine prolapse, we should see fair 
number of cases of rectal prolapse 
also. But it is seen from the literature 
that the combined prolapse is not 
common. 

Aetiology 
In spite of remarkable progress in 

surgery of genital prolapse, the aetio­
logy of genital prolapse is not finalis­
ed. Opinions are still divided whether 
it is the pelvic floor that is responsi­
ble for the support of the uterus or 
it is the uterine ligaments that are 
responsible. Pacey was the strong 
supporter of the former concept. 
Fothergill did not much recognise 
the value of pelvic floor musculature. 
He believed that ligaments of the 
uterus play important role in sup­
porting the uterus. He actually used 
the Mackenrodt's ligaments as a sup­
port in repair of the prolapse. Gra­
dually, the arguments on both sides 
seem to come to a compromise. It is ·.,_ 
agreed that the function of pelvic 
floor musculature and uterine liga-
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· ments are complimentary, and weak­
ness of any on~ of them may lead to 
uterine prolapse. By initiating the 
study of levator myography Berglass 
and Rubin have opened a new chap­
ter in the aetiology of genital pro­
lapse. 

Following have been mentioned as 
the probable causes of rectal pro­
lapse. Acu_te fevers, diarrhoea, hae­
morrhoids, too much straining 
efforts, irregular bowel habits, 
damage to pelvic floor, abnormally 
deep recto-vaginal pouch, lack of 
fixity of the posterior rectal wall to 
sacrum, absence of sacral curvature 
and congenital weakness of the pel·· 
vic floor are other probable causes. 
It was Moscowitz (1912) who first 
established that rectal prolapse was a 
sliding hernia where pouch of Dou­
glas herniates into the anterior rectal 
wall and the posterior rectal wall 
passively follows. This monumen­
tal clinical observation of Mos­
cowitz is amply confirmed during 
clinical examination of rectal pro­
lapse. After reducing the rectal pro-
lapse if the two fingers are kept pass­
ed on the anterior rectal wall, the 
rectum does not prolapse; hut if the 
fingers are kept pressed on the pos­
terior rectal wall rectal prolapse 
occurs when the patient is made to 
strain. 

Recently, Todd has come forward 
with a new concept for the develop­
ment of rectal prolapse. He believes 
that the puborectalis sling is lax so 
that the two levator ani muscles on 
either side do not unite with rectal 
musculature and so there is a sort of 
devarication of pubo-coccygeous mus-

J .J!" cles. This allows the rectum to be 
pushed back towards the sacru.m. 
This increases the recto-vaginal 

space which makes it vulnerable and 
:rectal prolapse results. Todd advises 
:ceformation of the puhorectalis sling 
by suturing the two levator ani mus­
cles behind the rect:um. There seems 
to be force in Todd's argument. If 
this proves to be correct it may 
change our concept about the princi­
ples of treatment of rectal prolapse. 

Gabriel writes that in females 
child-birth trauma to the pelvic floor 
is responsible for the development of 
rectal prolapse. Hughes has present­
ed convincing figures from St. Mark's 
Hospital which contradict Gabriel's 
assumption. He belifves that the in­
cidence of rectal prolapse is relative­
ly high in women who have never 
borne children. He further says that 
occasional patients have attributed 
prolapse to a confinement and have 
believed prolapse to be aggravated 
by subsequent pregnancies. 

Let us draw some conclusions be­
fore one gets lost in the realms of 
aetiology of this condition. It is 
worth noting the variation of inci­
dence of rectal prolapse in our coun­
try as compared to the West. The 
incidence of rectal prolapse in the 
Western literature is 6 femnles to 
one male. Moreover, rectal prolapse 
when it occurs in females comes late 
in life whereas in males it occurs 
earlier. It is surprising to find that 
the incidence of rectal prolapse in 
females in our country is much 
lower and is definitely less than in 
males. Munsif has reviewed 31 cases 
of rectal prolapse out of which 22 
were in males and only 9 were in 
females. When I approached promi­
nent surg~ons in Bombay they said 
that they had seen yery few cases of 
rectal prolapse in females whereas 
they came across many cases of rec-
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tal prolapse in males. It is difficult to 
explain this variation in sex inc~­
dence in the East and the West. The 
above figures rule out child-birth 
trauma to the pelvic floor as the 
aetiological cause for the rectal pro­
lapse, because if it was so the inci­
dence of rectal prolapse in our coun­
try should have been higher than in 
the West for obvious reasons. 

Though our series is very small 
for any conclusions to be drawn, we 
would like to venture to give our 
views if arm-chair thinking is per­
mitted. We believe that there is no 
common aetiology for the develop­
ment of rectal and uterine prolapse. 
Each condition arises separately 
without being affected by the pre­
sence of the other. If there was really 
a common aetiology there should 
have been more cases of combined 
prolapse which is not borne out by 
facts. Statistics from St. Mark's Hos­
pital certainly rule out ·child-birth 
trauma to the pelvic floor as the 
common aetiology. We believe that 
combination of rectal and uterine 
prolapse is just a coincidence. The 
proximity of these two pelvic organs 
do not seem to affect each other. A 

· woman with uterine prolapse is as 
much susceptible to get a rectal pro­
lapse as she is to any other lesion 
such as acute appendicitis or intesti­
nal obstruction. 

If Hughes' observation is correct 
that rectal prolapse in females comes 
late in life, it is likely that men in 
our country outlive women and so 
many \v-omen do not live to ripe old 
age when they can get rectal pro­
lapse. This is just one opinion. 

Management 

The problem of management be-

comes very simple if it is agreed that ­
rectal prolapse and uterine prolapse 
are two different conditions with 
different aetiologies. The surgeon 
should treat the rectal prolapse and 
the gynaecologist should treat the 
uterine prolapse. There should be a 
close association between a surgeon 
and a gynaecologist. The line of 
treatment should b2 jointly decided 
by both. Gynaecologist should not ~ 
try to repair rectal prolapse and vice 
versa unless he has sufficient experi­
ence with such operations. 

The management will be simplified 
if discussed under three heads: 

(1) When the main feature is a 
uterine prolapse but there is also 
associated mucosal prolapse of the 
rectum. 

(2) The patient has a complete 
rectal prolapse but there is associat­
ed cystocele or first and second 
degree of uterine prolapse. 

(3) When the patient has com­
plete rectal and uterine prolapse. 
These are usually old and debilitated 
patients and some of them ar~ poor 
surgical risks. 

The important points to be consi­
dered before deciding the line of 
treatment are age of the patient, 
need for preserving menstrual and 
child-bearing function, condition of 
the anal sphincter, degree of prolapse 
and general condition of the patient. 
There are many operations described 
for the repair of the uterine as well 
as rectal prolapse. Dickson has men­
tioned some 50 methods for the repair 
of rectal prolapse. 

(1) Type of cases where the main 
feature is a uterine prolapse but there 
is also associated mucosal prolapse 
of the rectum. 

'-
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_., In these cases the uterine prolapse 
should ce treated in a standard way. 
If there is only first degree prolapse 
then anterior colporrhaphy may 
suffice but if there is second or third 
qegree prolapse Fothergill repair, 
Shirodkar repair or Cervicopexy 
should be done. Radical operation 
like Mayo-Ward repair should be 
reserved for patients in menopause 

· .or nearing menopause. The mucosal 
prolapse may be treated in one of the 
following ways. Routine perine­
orrhaphy suffices in a few cases. It 
is doubtful if perineorrhaphy alone 
is sufficient to cure mucosal prolapse. 
Mucosal prolapse may recur within a 
short time as it did in our third case. 
The injection of sclerosant solution is 
another way to treat mucosal pro­
lapse. Mucosal prolapse may also be 
treated by excision of the prolapsed 
mucosa. 

(2) Type of cases where patient 
_ _.. has a complete rectal prolapse but 

there is associated cystocele or first 
and second degree uterine prolapse: 

There are three operations for 
complete rectal prolapse that have 
stood the test of time. They are 
Roscow Graham's operation, Muir's 
anterior resection and Miles recto­
sigmoidectomy. Other operations 
have been given up as of very little 

_ use. For the uterine prolapse the 
type of the operation will be decided 
by the degree of prolanse. Anterior 
colporrhaphy may suffice for cysto­
cele with first degree prolapse. 
Fothergill repair, Shirodkar repair or 
cervicopexv may be done in second 
degree prolapse. 

(3) Tvpe of cases with complete 
rectal and uterine prolapse: 
. These are usually patients nearing 
menopause or in menopause. There 

is laxity of pelvic floor musculature. 
These patients are in low general 
state of health. In contrast to the 
above two types of cases, these 
patients tax the ingenuity and re­
sourcefulness of the surgeon and the 
gynaecologist in deciding the line of 
treatment. The first two types of 
cases may be operated independently 
cy the gynaecologists and the sur­
geons but in this third type of cases 
there must be a joint effort on the 
part of the surgeon and the gynaeco­
logist. The line of treatment should 
be well planned. These patients are 
usually old, so menstrual and child­
bearing function may be sacrificed. 
Some of these patients are poor sur­
gical risks and not fit for major sur­
gery. These are all the factors that 
must be considered. 

Dickson Wright has devised a new 
method for the treatment of proce­
dentia and complete rectal prolapse 
in the aged patients. He advises in­
troduction of figure of eight silver 
wires with the loops encircling the 
anal and the vaginal orifices with 
wires crossing the perineum. This 
produces satisfactory results and 
allows them to "totter much more 
comfortablv towards the grave". 

LeForte's type of colpocliesis may 
be done for procedentia and tighten­
ing of the anal sphincter may be done 
by Thiersch's oneration or tight peri­
neorrhaphy. This was done in our 
second case. It is too early to look 
for the results. 

Broglio advises two stage opera­
tion for the repair of combined pro­
lapse. In the first stHge, he does 
vaginal hvsterectomv with conserva­
tion of adnexa. When the vaginal 
vault has healed he does the second 
stage where he . opens the abdomen 
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and elevates the rectum. After the 
pelvis is well exposed, transverse 
incision 8 ems. in length is made 
through the peritoneum covering the 
area between the rectum and the 
bladder and the peritoneum is loosen­
ed from anterior rectal wall upward 
for 3 ems. The uterine end of round 
ligament is sutured to the anterior 
rectal wall and then round ligament 
itself is sutured to anterior rectal 
wall along the whole denuded area. 
This pulls the rectum up towards the 
left side of the pelvis. Round liga­
ment is also sutured to the parietal 
peritoneum from internal inguinal 
ring up to the level of sacral promon­
tary. Similar technique is used for 
the other side round ligament. The 
author has reported good results. 

Pemberton has advised intra­
abdominal fixation operation. Here 
the rectum and the sigmoid are mobi­
lised and fixed to the pelvic and 
abdominal walls and the anterior 
rectal wall is sutured to the posterior 
surface of the uterus. 

The operation now no longer fav­
oured but which enjoyed some repu­
tation once is proctopexy of Lockhart 
and Mummary. This procedure gave 
rise to severe infection in the retro­
rectal space. It had a higher recur·· 
renee rate. Hughes followed 33 cases 
of rectal prolapse operated by Lock­
hart-Mummary technique. The num­
ber of survivors was 29 and all had 
recurrences. If the observation that 
there is always an anterior rectal 
wall prolapse and the posterior rectal 
wall passively follows , the procedure 
of Lockhart-Mummary is unsound. 
Their technique aims at fixation of 
posterior rectal wall which is little 
altered from its normal relationship 
to sacrum. 

Recto-sigmoidectomy enjoyed a 
longer stay. It was championed by 
Miles, Abel, Gabriel, etc. However, 
it received the final blew in 1949 
when Hughes published analysis of 
150 cases of rectal prolapse operated 
at St. Mark's Hospital by recto-sig­
moidectomy. He found that 60-65 % 
had recurrence. Out of these patients 
with recurrence more than half had 
anal incontinence, possibly because of ; 
the excision of the sensitive ano­
rectal mucosa. Miles' recto-sigmoi­
dectomy fails because it does nothing 
to correct underlying faults. Miles' 
recto-sigmoidectomy has been com­
pared to tying the hernial sac in a 
case of direct hernia without repair­
ing the defect. 

There are two operations that are 
still performed and the recurrence 
rate is low. They are Graham's 
operation and Muir's anterior resec-
tion operation. '..-

Golighar believes that Graham's 
operation answers to the three funda­
mental defects in cases of rectal pro­
lapse. The three defects are: (1) 
abnormally deep pouch of Douglas; 
(2) lax and atonic pelvic floor mus­
culature; and (3) lack of normal 
fixation of rectum to its bed. Golighar 
has published 23 cases of rectal pro­
lapse operated by Graham's method 
with good results. 

Muir found, while doing abdomino­
perineal resection on patients who 
previously had anterior resection for 
cancer rectum, that it was extremely 
difficult to separate the site of anasto­
mosis from sacrum and pelvic walls. 
This difficulty in separation was not 
due to invasion by original cancerous 
growth because the recurrence rate ~ 
was small. Because of the firm adhe­
sions round the site of anastomosis, 
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-he thought that the operation of 
anterior resection may be useful in 
cases of rectal prolapse. Muir has 
done this operation on 8 women so 
far with good results. 

Recently, Butler has devised a new 
operation for rectal prolapse in 
females. This is an abdominal opera­
tion. He excises the excess of the 
pouch of Douglas il). two sections, 

" care being taken not to injure ante­
rior rectal wall. He does not bring 
the levator ani muscles as is done 
in Roscoe Graham's operation. The 
rectum is pulled up and sutured to 
posterior wall of vagina by interrupt­
ed thread or silk sutures. This re­
constitutes new recto-vaginal septum. 
Ventro-fixation of the uterus is done. 
Some patients need perineorrhaphy. 
In some case if there is excess of 
recto-sigmoid, then he excises the 
excess portion. He has operated on 
29 cases and has claimed fair results. 
It is too early to give any opinion till 
these patients are followed-up suffi­
ciently long. But there is a feeling 
that ventro-fixation of the uterus is 
not desirable so far as menstrual and 
child-bearing function is concerned. 

Lately there is a solitary case re­
port by Bracey of a new technique 
for the repair of rectal prolapse. The 
main principle is to draw the sagging 
an~ separated pubo-rectalis muscles 
together and upwards by means of 
facial strips. The facial strips are 
taken from external oblique aponeu­
rosis. 

Summary 

(1) Literature on combined pro­
lapse is reviewed. 

(2) Five cases of combined pro­
lapse are reported. 

13 

( 3) Aetiology · of combined pro­
lapse is discussed. 

( 4) Management of combined 
prolapse 1s discussed at 
length. 
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