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Abstract

Objective: This paper aims to explore the differences in efficacy between transabdominal and trans-
perineal approaches in the surgical treatment of rectal prolapse and the influencing factors of re-
currence, providing a basis for individualized surgical approach selection in clinical practice. Meth-
ods: A retrospective analysis was conducted on the clinical data of 93 patients with rectal prolapse
who underwent surgery in our hospital from January 2015 to January 2024. The patients were di-
vided into the transabdominal group (35 cases) and the transperineal group (58 cases) based on
the surgical approach. The perioperative indicators, postoperative functional recovery, and recur-
rence rates of the two groups were compared. Univariate and multivariate Logistic regression anal-
yses were used to identify the factors related to recurrence. Results: The transabdominal group had
longer operation time, greater intraoperative blood loss, and longer postoperative recovery time
compared with the transperineal group (P < 0.05), but the recurrence rate was significantly lower
(2.90% vs 34.50%), and the improvement of constipation and patient satisfaction were better (P <
0.05). There were significant differences in prolapse degree and surgical methods between the re-
currence and non-recurrence groups (P < 0.05). Univariate Logistic analysis showed that prolapse
degree and surgical method were factors influencing recurrence, but no independent risk factors
were identified in the multivariate analysis. Conclusion: Transabdominal surgery is superior to
transperineal surgery in reducing recurrence and improving function, but it is more invasive; trans-
perineal surgery has a faster recovery but a higher recurrence rate. Prolapse degree and surgical
method are important considerations for recurrence, and it is recommended to select the surgical
approach based on the specific conditions of the patient.
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1. 5|8

TV [ 2 (rectal prolapse, RP) /& —Fft B [ B 61502 Bl i B A% 2 1] R R, AR » 20 AR 56 4t 2 (b e
ot 30 ) R 5 4 e (4 JE A A )« P O R B A DA KRR A TR &)y J L AR o RP 7B B R R 2058 0.5%,
WRT 50 & UL LMotk Hh ot BmRL4 N BN 6 f5[1]1[2]. RP BEZ LR, HRERBH &
SFEALTVFEL NS ES A, JERRALTIREE . R, R, RRUSES— RGN, WK EE A
TEUE[1]. RP 15 K AR IR LS A 8 2 R3] [4], FARZME RS Ia AR RP 19777, HATHE
WAME EEAARI, FES NG KA YNSRI, ST AR 0B [ e A ) p N & k%
BAR. ThEESCE S LF, MR, WS Z2LAFRMNEAERERR, 248t m. WERIIS, A
IS R BN . RAEWEARNXNEH NS, 5 H AT 7 8% b S 52 5 R 35 1D v ol == s AR AE
WARARE, hZ 85— rkEbrdE S ILR12] (5] [6].

Nk, AEEFBIER G TAE S A SPINEIRIT RP FIIRRIT 2 FRRANIR ARG 2R BIAE G
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=, LAHIs AR S B ARG N7 5097 ol (el L 93 il /B IO PR BTk, SN RP FRTY
R R PSR AL BRI BIE R S IR S % .

2. AREFZE
2.1. ARFR

BIBPEIN 2015 45 1 A2 2024 4F 1 TARBEE SN AT AREEZ 1 93 1) EL Mt 36 5855 (15 PR 2
BT BORE, AR TFARNE T AAR, 5 ALEAN=35RE2MH(n=758). SFIEAHFH kR IEREEEM
AR B B E(LVMRYAR ;s 282 BT R 5 30 £ B R 00 S 8] 58 AR+ B R A IR 4% 45 AR+
NETTEAEA s BEAMRIE BE U 8] (A DL R R A (n=21) R R R A (n="72). WFTCEAE (Hf/R 3
HHE) » IFRERAC B B BRI B

2.2. PAFHEBRFRIE

INPRHE: (1) FrA BEBRE (EMRESNEHSE h E % 5 30R) (2022 ORI Wi 7], B2
B2 T aRRe 2 FARF—f; 2) BAeBENIRKILS, BEARILRE. EBFARMK
k. RV EESE

HERRARIE: (1) RETZWONS B SR . B4, 1R~EmMIAER . Bimttaim £, w2 RUNEE
7 EEL o IS I KRR S SRR B, SRR R AL IR 2 (2) BRI o B K
RE, WOATR R B BE 2 S b R VR AT, AT RERCMIA 5 45 RAPAE I8 (3) SRk Im R R
HPARILRATEE, TEHTAROCKIEE; @) 52 7 st i 7oA77 31

2.3. BN R ERIEHR

— Rl EREER . Y. AR (body mass index, BMI). i TE4rE . BEAEISER . BEAESH
TFARE, sk RETEIHIE.

FARMRZERL: ASA BRI (TPl B ARRT &SR TR E. RrpibiE. REE XA
I E] . AR5 & G I R I RIE . SR RE. FEV Bkl RGN, W EHMEE . B T

6 T P
24, BEER

SN WUV LN E S B, B ER B RN SR DT RIRIER. 15 N R B E R
IR HCPFM B RGRh BRI & 3-0 TR S R BB TR . A U RE 2545 A TiE, b I
Uity PR BE AT 5 Bk R U ] 5, 2-0 T ARG AN N[ 48 & Sl s BRI 2R 58 2 0 A R IE I s AR 3-
0 TUFFEANE TR ) L ARG i 5 e N i B ] o 7 8

oMM © BRI R A4 H B N BRI, 101 R R SRR 5 5 T 50k
g; FRAEHPTIRACKIL, 3.9 AR UTZE 1 om A0 3-0 ATMRURZR “87 FARREEFL, 1713 vty (] T 5% 45
B4 RS VRS 11 R R . @ NLRRIBRAES: BHFEHETFEMLE, 3. 9 RUAEEALZ 2 om &b
B ARUGENA T B HEERIR 11 %R & 4mls 6 fUAEENLS 4 om A iEEE 2 BV o TR BR,
HENZES S ml. @ AIMTE4E 5% 4 6 SAFATS 1 cm [ FREERAREEK, 3. 9 AMME
“V7RDIO, Bt B REBENTTAMELNERZE S, E R ERL I LA, TEgE b
AN, EEEETIN, BEZRGMIE “8” FeA453: AN ENTIN, ALZMMMMITIRED)
.
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2.5. i

FIIBREVI N 45 £ 37.70 H, @ g RO R G ) B B RO, DLELY BN R R R 2 R
A, IF5EH Wexner [BHRVF/r R M Wexner LI TRZEVE/r FoR VAl 88 ARG HHME G O, [FIN, 815 &%
FRHE AR S5 A 05 B A PR BRI : 1~10 28, 1 2 N EEANH R, 10 0 NIRRT
2.6. GiitFESE

NH SPSS 25.0 Gt AT EIR S i . TFE T EE Kolmogorov-Smirnov K58 £ & IEA 7340,
PLx+s Kow, 2 A SR FMOZAEA ¢ 5, S 2010 K H M (QL, QU)K R, 2 4114k H Mann-Whitney
Ut THET R n(%)#Ron, 2 AR tEcR R x2 K0 585K Fisher #i) 2% S50 %R H Mann-
Whitney U £55%; K ZMZ K F logistic BT #1 RP R G E K KIfER K Z . P<0.05 B, UiH %5
KR EKT, BHRIFFE L.
3. R
3.1. FEBEIRKELEIRLE

PIZEL R SRR PR LR O R IRAE TR 2 FE S ASA BRIV 73 407 THAFAE B35 22 (P < 0.05), W% 1,

Table 1. Comparison of clinical baseline data between two groups of patients

= 1. MABREIRREL ZIRELER

A ZIEFARHn = 35) 22 HFRH 1N = 58) P18
FEW(x£s, %) 53.69 +21.70 49.76 +19.57 0.371
PEA [0 (%)] 0.571
5 22 (62.90) 33 (56.90)
7 13 (37.10) 25 (43.10)
BMI (x = s, kg/m?) 23.65+3.74 22.52+3.13 0.122
JIbd 2 43 <0.001
I 0 (0.00) 28 (48.30)
Il 13 (0.37) 30 (51.70)
11 22 (0.63) 0 (0.00)
ASA 5r4% <0.001
I 3 (8.60) 26 (44.80)
1l 20 (57.10) 30 (51.70)
111 9 (25.70) 2 (3.50)
v 3 (8.60) 0 (0.00)
I M S n (%)] 0.251
H 13 (37.10) 15 (25.90)
& 22 (62.90) 43 (74.10)
HIEZWHFAR LM (%)] 0.106
H 14 (40.00) 14 (24.10)
x 21 (60.00) 44 (75.90)
B L [n (%)] 0.686
H 13 (37.10) 24 (41.40)
& 22 (62.90) 34 (58.60)
HHHEN (%)] 0.094
AR 5(14.30) 10 (17.20)
AL k2% 3 (8.60) 5 (8.60)
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TE 1 (2.90) 0 (0.00)
Fopth 11 (31.40) 7 (12.10)
7 15 (42.90) 36 (62.10)

3.2. BEBEFREXIERER
52 WATFARAME, SEFARAK TR EER, RhifnEEL, KFgratarEEk, %=
FEIRA G R (P <0.05), W& 2.

Table 2. Comparison of surgical related indicators between two groups of patients

2. MEREFAREXIEIREE

B ZIEF AR (n =35) S HF AR (n = 58) P1H
FAREA] 119.00 49.50 <0.001
M (Qv, Qu), min] (100.00, 150.00) (38.00, 59.00) :
AR H I & 30.00 20.00 0,002
M (Qr, Qu), mi] (20.00, 50.00) (10.00, 30.00) :
A S B KHES ] 2.00 2.00 0.005
M (Qr, Qu), d] (2.00, 3.00) (1.00, 3.00) :
A S B UK ] 2.00 1.00 <0.001
M (Qr, Qu), d] (2.00, 3.00) (1.00, 1.00) :
RJF B FARIIE RN (%)) 0.100
AJE H 1(2.90) 0 (0.00)
SRR 1(2.90) 3 (5.20)
TREIE 2 (5.70) 0 (0.00)
AT TEARK 0 (0.00) 1 (1.70)
Ji7EES 1(2.90) 0 (0.00)
oA 2 (5.70) 1 (1.70)
FHoAth 3 (8.60) 2 (3.40)
G 25 (71.40) 51 (87.90)
E B i R H 12.00 12.00 0.814
[M (QL, Qu), d] (10.00, 14.00) (9.00, 14.00) :

3.3. FRLH B EREIGHEXIgHRECE:
5% 4HFRAML, KEFARAKELRFEM, Wexner HEAES ML, SHWEEES, 27 A
HEiH2E (P <0.05), W% 3.

Table 3. Comparison of follow-up related indicators between two groups of patients

3. PMEBEREEXIERRELER

B ZIEF AR (n=35) Z o HF AR (n = 58) P 1H

2 K[n (%)] 0.001
H 1 (2.90) 20 (34.50)
N 34 (97.10) 38 (65.50)

Wexner {FF5E5 3.00 4.00 0.010
M (QL, Qu)] (2.00, 7.00) (3.00, 14.25) :
Wexner AL[12:281F4) 2.00 3.00 0.071
M (QL, Qu)] (1.00, 3.00) (2.00, 5.75) :
WEEM (QL, Qu)l 8.00 (8.00, 10.00) 7.50 (6.00, 9.00) 0.012
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34. EREERERBBEISKRIEIRIELER
R G RE R AR R F AT BRI St 2 257 (P <0.05), BERATH 95.20%1 &
R TazlFEAR, WE 4

Table 4. Comparison of clinical data between recurrent and non recurrent patients

4. ERASRELKBBREIRAFHIELR

A ERMAMm=21) KERMA(=72) P 1H
Fx s, %) 53.19 +18.88 50.67 +20.88 0.621
5[0 (%)] 0.770
5 13 (61.90) 42 (58.30)
o 8 (38.10) 30 (41.70)
BMI (x + s, kg/m?) 22.63 +2.39 23.08 +3.65 0.511
it 2 53 P 0.001
I 12 (57.10) 16 (22.20)
1l 8 (38.10) 35 (48.60)
111 1 (4.80) 21 (29.20)
ASA 7% 0.088
I 9 (42.90) 20 (27.80)
Il 11 (52.40) 39 (54.20)
11 1 (4.80) 10 (13.90)
v 0 (0.00) 3 (4.20)
AT £ n (%)] 0.475
<) 5 (23.80) 23 (31.90)
G 16 (76.20) 49 (68.10)
HLEEHFAR LN (%)] 0.862
H 6 (28.60) 22 (30.60)
y 15 (71.40) 50 (69.40)
B[N (%)] 0.857
H 8 (38.10) 29 (40.30)
e 13 (61.90) 43 (59.70)
HIIEn (%)] 0.670
T 5(23.80) 10 (13.90)
IR 1 (4.80) 7 (9.70)
TENE 0 (0.00) 1 (1.40)
HAh 3 (14.30) 15 (20.80)
o 12 (57.10) 39 (54.20)
FARITAn (%)] 0.001
208 1 (4.80) 34 (47.20)
259 20 (95.20) 38 (52.80)

35. REEANEMER 4T

DREREKNNEEERK =1, REK =0), MERAMRE ALK 2N mRIERET 78R
AL K E Logistic FIH 7 #r. HLAER Logistic 70 M, Widk 73 & FARTT 3 P AEYEI/INT 0.05, BIIAEX
PR EbR A G R I fER & . ST, 752 3R Logistic AT+, A —AMEFRE P A/ T 0.05,
RRYIE MR EA G 2 SRR Z 2 MR R, ML faf R, W& S,
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Table 5. Analysis of influencing factors of postoperative recurrence

5. REELNEMERIH

FAIK 2 Logistic 7T Z A& Logistic 77 HT
i H
7 B SE “g;ld OR (95%CI) P B SE “;;1‘1 OR (95%CI) P
n 1.006 1.031
LRI 0.006  0.012 0.251 (0.982-1.031) 0.617 0.030 0.020 2.344 (0.992-1.072) 0.126
m 1.161 6.985
K |
PERI(B or &) 0.149  0.509 0.086 (0.428-3.148) 0.770  1.944 1.638 1.408 (0282-173.231) 0.235
0.961 0.944
BMI 0.040  0.075 0.284 (0.829-1.113) 0.594 -0.057 0.103 0.310 (0.772-1.155) 0.578
N B 0.275 3 0.444
it T 43 1290 0.418 9.538 (0.121-0.624) 0.002 —0.811 0.595 1.861 (0.1381.425) 0.172
0.505 0.839
INY , _
ASA 432 0.682  0.389 3.076 (0.236-1.083) 0.079 -0.175 0.579 0.092 (0.270-2.608) 0.762
9 0.666 0.596
i or ) 0.407  0.571 0.507 (0.217~2.040) 0.476 —0.517 0.741 0.487 (0.140~2.547) 0.485
ZAFARL 0.909 1.428
pay . .
5 or ) —0.095 0.547 0.030 (0311-2.654) 0.862 0356 0.681 0.274 (0376-5.418) 0.601
I3 U 58 0.912 2.779
% or ) 0.092  0.510 0.032 (0336-2.477) 0.857 1.022 1.594 0.411 (0.122-63.228) 0.521
EIFRECH or 0.688 0.844
0 0.374  0.508 0.544 (0.254~1.860) 0.461 —0.169 0.611 0.077 (0255-2.798) 0.782
FARIA 0.056 0.129
123 4R _ . _ .
(,Iﬂgér),lx 2.885  1.052 7.525 (0.007~0.439) 0.006 —2.051 1314 2437 (0.010-1.689) 0.118
4. Wig

RP Ay —Foft 7 B 5500 AR 3 o & 1) 2, TR & H ATME— W] LUR VB 12 I 7%« AR D7 Uik
PIRZR IR I E s, HATERARX EE S AL EE S RANS, —HEFREE., BIEHE
3@ N IE 5 TH A7 2 35 22 [ 8]-[12] o AW FEE L X 93 451 2 2 1 (Rl it 73 A1, R G0 LU T P el NI 09T 28K
Zgt, JERM TR G B RMAHREER, NimRAME AR AR Bt 1 2K .

MEIFARIAIE R KRG, AT L2 BIAAE T ARES [ AR H & ROR 5 5 st & i) Jy i 40 T
ZIGA, X —E5 RS CCHIRIRE — [ 13] [14]. 2 FARRIERAEER, THREANER, X EE4a
TN, HHICHEH Tl SIFREZ . BRI R = 1B (6], 28T, A4 T REIE BREBOK,
(EHAE T 07 T e I H B AR . A AdE B, @EANERFEZRTESWH, HEEE
(BRI 4035 AR = W6 R FE 7 T 30 S 3R B o X 288 2 e R AR VRAE T P P AR =X e B 2 B AN [ 150
AR ENEAH AR LVMR R, £ D'Hoore RAXFEAl BT 7 EE NG [16], MMUKANT 5B
TR E, ¥ H S E G MEEHT 2 S8Ea T e .. XM RS S 7 EE R iEseEtt, @EdmE
ELkhE, SRR T T R MRR R M AE PR S R RS A et HESE D R D7 THR 8 T RBEEH -
EAERENZ, SR LVMR ARIERERIN 2 IE 5 M S5 AR RE G FE, 1T BE 2 e 2T 5 1 L R 2
—o HMEZTF, GBI R R E R EAUZ B E ARG AL TR 48R MARE S AR, T2 il
P SR 0 0 % A 77 A R (o] 5 R, JH ] o P8 e PSP B BE AN 2 o 0 T M 4y FE L i 1 SR, Rl
G2 N DL SE A A IE R SR BB 17], X ] RESE i 4B R R B A 2 Lk

TERAE Y, AT LSS FARAITRAR R —F “JebriE” R, HIFEHESEBESAE T E
FRidAT 1) Altemeier B¢ Delorme S5AniEL 2 IR A . MRIE CHRIRIE, #rifE Altemeier B Delorme F-A 1)K
WIS R B AE 5%~20% [A1[13] [18] [19], WA 5 i AEAR AR I K 218 34.5%. X PR A]
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BE 2 ZEPR T PI A AR B ER O R MR S R ANE EAPAERRASAN R s At AR 2 D) B U AR 4L GO FREAT 450
ARG, SCHL T SEARGIE AR R AL 0 AR S E A TRV S R R ARG SR A S, A A
FERTREAN A, A CLYERF X BRI F A IE . RI, AHT IS SRA N B ME R TG 2 2B TR,
JEHAARHEAR

FERKHRANITH, AR R TED S TR B G R EE L HE R, X5 Brown
SNBSS RARAT[S]. RAEZR RSP R KIS ER R, HXEE R T ERREREERZEE
WERILFAERRNRE R, B RmRIsE,. RCikd. BFRHIEELNRm. B, kPR RSN F 245
aEE, MAMKEER R,

R R, AW TS T RRYE. E%, AT — WU e R b, DI RE RS2
FIE_EAFAE R AT, JUHABEDES ASA 734, IXAARBENLAG 41T 850 1 AN RT3 G (08 35 0 e -
T, A EPRUUEZ M E 22 TR TR, ORISR . PRI R B ) S e T 4
AT AR I, PLLEULEE R KT 822 5 AT REFFI N 52 21 « FART7 07 A« B L2 G 7 AR TR
TR ST UL, ASHT I SR T2 BN A X R RE I PR S B SRR PR B, T AR IR SEAE R AR5
AR KRRV RS . ZERIHA Bl 5 22 1R 5 4 2 BINBRAE AT L AR I LSO AR 5, KRBT
Bt RAF FEAR TS ATIEVEREHLY RIS (RCT)BEATI0AE . FL, TR, 2 B4ERHKTF AT X
NARRRHEAR S, XA RERZ M Te 4 R AR IEAN G oAb, AW FE AT A R0 B SR 1) L e T it
FFIRNY JZ 00T, RSP 3 1 75 A Ja S0 7 b A7 3

gil, 52 PNE BB EF ARG P A EA. 2R LVMR A ARG ) fi ) 28 A
RUFIIDIRESCE RCR, AR TE 2 BRI B P E AR S T AW AR AE (N B i ey S AR U 1
PEAa IO GRS, AT BHRAMAFIE . TR, ThEeVRR, RSB EAFRAX RS
UEHE S, BEAT H M ZR G FIWT

SE

[1] Bordeianou, L., Paquette, 1., Johnson, E., Holubar, S.D., Gaertner, W., Feingold, D.L., et al. (2017) Clinical Practice
Guidelines for the Treatment of Rectal Prolapse. Diseases of the Colon & Rectum, 60, 1121-1131.
https://doi.org/10.1097/dcr.0000000000000889

[2] Bordeianou, L., Hicks, C.W., Kaiser, A.M., Alavi, K., Sudan, R. and Wise, P.E. (2014) Rectal Prolapse: An Overview
of Clinical Features, Diagnosis, and Patient-Specific Management Strategies. Journal of Gastrointestinal Surgery, 18,
1059-1069. https://doi.org/10.1007/s11605-013-2427-7

[31 Garely, A.D., Krieger, B.R. and Ky, A.J. (2014) Rectal Prolapse. In: Cameron, J.L. and Cameron, A.M., Eds., Current
Surgical Therapy, Elsevier, 190-194.

i

—

5

[4] Rickert, A. (2015) Laparoscopic Surgery for Rectal Prolapse and Pelvic Floor Disorders. World Journal of Gastrointes-
tinal Endoscopy, 7, 1045-1054. https://doi.org/10.4253/wjge.v7.112.1045

[S] Brown, A.J., Anderson, J.H., McKee, R.F. and Finlay, I.G. (2004) Strategy for Selection of Type of Operation for Rectal
Prolapse Based on Clinical Criteria. Diseases of the Colon & Rectum, 47, 103-107.
https://doi.org/10.1007/s10350-003-0013-x

[6] Hrabe, J. and Gurland, B. (2016) Optimizing Treatment for Rectal Prolapse. Clinics in Colon and Rectal Surgery, 29,
271-276. https://doi.org/10.1055/s-0036-1584505

[7]1 HHEEIMAEEN Y2, o E B A RN 552 B)R AR 2z 2, F E B2 I BRI 222 1w
RIsE T R4, BRI RHSE T E S K IER2022 fR) [J]. FHEEBAMIEE, 2022, 25(12): 1081-1088.
[8] Cunin, D., Siproudhis, L., Desfourneaux, V., Berkelmans, 1., Meunier, B., Bretagne, J., et al. (2013) No Surgery for Full-

thickness Rectal Prolapse: What Happens with Continence? World Journal of Surgery, 37, 1297-1302.
https://doi.org/10.1007/s00268-013-1967-z

[9] Wallenhorst, T., Bouguen, G., Brochard, C., Cunin, D., Desfourneaux, V., Ropert, A., et al. (2015) Long-Term Impact
of Full-Thickness Rectal Prolapse Treatment on Fecal Incontinence. Surgery, 158, 104-111.
https://doi.org/10.1016/j.surg.2015.03.005

DOI: 10.12677/acm.2026.161214 1688 I IR 2= =23t e


https://doi.org/10.12677/acm.2026.161214
https://doi.org/10.1097/dcr.0000000000000889
https://doi.org/10.1007/s11605-013-2427-7
https://doi.org/10.4253/wjge.v7.i12.1045
https://doi.org/10.1007/s10350-003-0013-x
https://doi.org/10.1055/s-0036-1584505
https://doi.org/10.1007/s00268-013-1967-z
https://doi.org/10.1016/j.surg.2015.03.005

VA

[10]

(1]

[12]

[13]

[14]

[15]

[16]

[17]

[18]

[19]

Novell, J.R., Osborne, M.J., Winslet, M.C. and Lewis, A.A.M. (1994) Prospective Randomized Trial of Ivalon Sponge
versus Sutured Rectopexy for Full-Thickness Rectal Prolapse. Journal of British Surgery, 81, 904-906.
https://doi.org/10.1002/bjs. 1800810638

Lundby, L., Iversen, L.H., Buntzen, S., Wara, P., Hoyer, K. and Laurberg, S. (2016) Bowel Function after Laparoscopic
Posterior Sutured Rectopexy versus Ventral Mesh Rectopexy for Rectal Prolapse: A Double-Blind, Randomised Single-
Centre Study. The Lancet Gastroenterology & Hepatology, 1,291-297. https://doi.org/10.1016/s2468-1253(16)30085-1

Roberts, P.L., Jr. Schoetz, D.J., Coller, J.A. and Veidenheimer, M.C. (1988) Ripstein Procedure. Archives of Surgery,
123, 554-557. https://doi.org/10.1001/archsurg.1988.01400290036005

Hora, J.A., Caiado, A. and Nahas, S.C. (2023) Altemeier’s Procedure for Full-Thickness Rectal Prolapse. Diseases of
the Colon & Rectum, 66, e1133-e1133. https://doi.org/10.1097/dcr.0000000000002638

Emile, S.H., Elbanna, H., Youssef, M., Thabet, W., Omar, W., Elshobaky, A., et al. (2017) Laparoscopic Ventral Mesh
Rectopexy vs Delorme’s Operation in Management of Complete Rectal Prolapse: A Prospective Randomized Study.
Colorectal Disease, 19, 50-57. https://doi.org/10.1111/codi.13399

Chung, J.S., Ju, J.K. and Kwak, H.D. (2023) Comparison of Abdominal and Perineal Approach for Recurrent Rectal
Prolapse. Annals of Surgical Treatment and Research, 104, 150-155. https://doi.org/10.4174/astr.2023.104.3.150

D’Hoore, A., Cadoni, R. and Penninckx, F. (2004) Long-Term Outcome of Laparoscopic Ventral Rectopexy for Total
Rectal Prolapse. British Journal of Surgery, 91, 1500-1505. https://doi.org/10.1002/bjs.4779

BEE, ST N, 280, W R B R E R S\ S a7 58 4 v B e 3 7 RO 82 [0). e R 2 2
&, 2017, 32(5): 2315-2318.

MREASC, 3KBE, EHKUL, 4. Delorme FARIGYT 25 B H MR AT 04T [T, B IINERE, 2012, 15(3): 285-
287.

TR, TH, 8, 55 2P El ORI AVIBRAGT B TED]. H8 8 mIMERE, 2014, 17(5):
502-503.

DOI: 10.12677/acm.2026.161214 1689 I IR 2= =23t e


https://doi.org/10.12677/acm.2026.161214
https://doi.org/10.1002/bjs.1800810638
https://doi.org/10.1016/s2468-1253(16)30085-1
https://doi.org/10.1001/archsurg.1988.01400290036005
https://doi.org/10.1097/dcr.0000000000002638
https://doi.org/10.1111/codi.13399
https://doi.org/10.4174/astr.2023.104.3.150
https://doi.org/10.1002/bjs.4779

	经腹入路与经会阴入路手术治疗直肠脱垂的疗效及复发因素分析
	摘  要
	关键词
	Analysis of the Therapeutic Effects and Recurrence Factors of Transabdominal and Transperineal Approaches in the Surgical Treatment of Rectal Prolapse
	Abstract
	Keywords
	1. 引言
	2. 资料与方法
	2.1. 研究对象
	2.2. 纳入和排除标准
	2.3. 资料收集及观察指标
	2.4. 操作要点
	2.5. 随访
	2.6. 统计学方法

	3. 结果
	3.1. 两组患者临床基线资料比较
	3.2. 两组患者手术相关指标比较
	3.3. 两组患者随访相关指标比较
	3.4. 复发组与未复发组患者临床资料比较
	3.5. 术后复发的影响因素分析

	4. 讨论
	参考文献

