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ABSTRACT

Objective There is a lack of consensus regarding the
optimal approach for patients with full-thickness rectal
prolapse. The aim of this international survey was to
assess the patterns in treatment of rectal prolapse.
Design A 23-question survey was distributed to the Pelvic
Floor Consortium of the American Society of Colorectal
Surgeons, the Colorectal Surgical Society of Australia
and New Zealand, and the Pelvic Floor Society. Questions
pertained to surgeon and practice demographics,
preoperative evaluation, procedural preferences, and
educational needs.

Setting Electronic survey distributed to colorectal
surgeons of diverse practice settings

Participants 249 colorectal surgeons responded to

the survey, 65% of which were male. There was wide
variability in age, years in practice, and practice setting.
Main outcome measures Responses to questions
regarding preoperative workup preferences and clinical
scenarios.

Results In preoperative evaluation, 19% would perform
anorectal physiology testing and 70% would evaluate for
concomitant pelvic organ prolapse. In a healthy patient,
90% would perform a minimally invasive abdominal
approach, including ventral rectopexy (56%), suture
rectopexy (31%), mesh rectopexy (6%) and resection
rectopexy (5%). In terms of ventral rectopexy, surgeons in
the Americas preferred a synthetic mesh (61.9% vs 38.1%,
p=0.59) whereas surgeons from Australasia preferred
biologic grafts (75% vs 25%, p<0.01). In an older patient
with comorbidities 81% would perform a perineal
approach. Procedure preference (Delormes vs Altmeier)
varied according to location (Australasia, 85.9% vs 14.1%);
Europe, 75.3% vs 24.7%; Americas, 14.1% vs 85.9%).
Most participants were interested in education regarding
surgical approaches, however there is wide variability in
preferred methods.

Conclusion There is significant variability in the
preoperative evaluation and surgery performed for rectal
prolapse. Given the lack of consensus, it is not surprising
that most surgeons desire further education on the topic.

INTRODUCTION

Although rectal prolapse is relatively
uncommon, with an estimated overall prev-
alence of 0.5% in the general population, it
leads to significantdetriment to patient quality
of life.! Over 60 different operations have
been described, owing to the lack of a clearly
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WHAT IS ALREADY KNOWN ON THIS TOPIC

= There are over 60 different operations for repair of
rectal prolapse with paucity of data to support one
operation as clearly superior.

WHAT THIS STUDY ADDS

= This study reveals the widespread variability in how
rectal prolapse is repaired by colorectal surgeons
around the world, and identifies what rectal pro-
lapse repairs participants desire more education on.

HOW THIS STUDY MIGHT AFFECT RESEARCH,
PRACTICE, OR POLICY

= The results of this study may help colorectal soci-
eties tailor education sessions to meet the needs of
their members.

superior operation with low recurrence and
minimal morbidity. Performing any surgical
randomized control trial is a major challenge
and this has proved to be particularly difficult
for trials comparing different approaches
to the surgical treatment of rectal prolapse.
Both the PROSPER and Swedish multicenter
trials failed to recruit adequate patients and
were subsequently underpowered for their
primary end points. More recent attempts
to commence large-scale trials in the United
Kingdom (UK) and Europe have been aban-
doned.”® However, these trials clearly demon-
strated the recurrence rates were much higher
than anticipated. While there is no clear
international consensus, many experts agree
that procedures done via a perineal approach
have higher recurrence rates compared with
those done via an abdominal approach.*”
Given the heterogeneity of operative tech-
niques it is challenging to compare different
studies.” Newer techniques continue to
emerge without a clear comparison to
past results.” ® Survey data from pediatric
surgeons and colorectal surgeons in the UK
have attempted to clarify which procedures
are currently being undertaken in Europe,
but no such data exist elsewhere.” '’ Guide-
lines published by national societies, such as
the American Society of Colon and Rectal
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Surgeons, are unable to recommend a superior repair.

To provide future education and resources to improve
the care of rectal prolapse, it is necessary to understand
how surgeons are currently caring for patients with rectal
prolapse. The aim of this study is to characterize the prac-
tice patterns for surgical management of rectal prolapse
internationally.

METHODS

In 2021, a voluntary 23-question survey was electroni-
cally sent to members of the Pelvic Floor Consortium of
the American Society of Colorectal Surgeons (ASCRS),
the Colorectal Surgical Society of Australia and New
Zealand (CSSANZ), and The Pelvic Floor Society (TPFS)
of the Association of Coloproctology of Great Britain
and Ireland (ACPGBI). The questions served to better
understand surgeon preference about preoperative
workup and operative technique when presented with a
variety of scenarios regarding patients with full thickness
rectal prolapse (FIRP), as well as continuing education
regarding the topic. Demographics were collected on all
participating surgeons, including age, sex, years in prac-
tice, practice setting (private, academic, government,
or other). Participants were allowed to select several
responses to each question/clinical situation. We did not
limit the number of responses that the participant could
provide to each question. The survey was available for
several months’ duration, during which recipients of the
survey could complete it anonymously. Categorical data
were expressed as a count (per cent) and analyzed with
x? test or Fisher’s exact test. Fisher’s exact test was used
if more than 20% of the expected cell counts was less
than five. A Bonferroni correction was applied for all tests
where multiple comparisons were evaluated.

RESULTS

Demographics

A total of 249 colorectal surgeons participated: 30%
from Australasia, 35% from the Americas, and 35% from
Europe and surrounding countries (table 1). Most of the
participants were male (n=162, 65%). There was wide
variability in age with 11% of participants being older
than 60 years, 46% being between 46 years and 60 years,
and 42% being between 30 years and 45 years. Like-
wise, there was variability in years in practice with 31%
recording over 20 years in practice, 16% with 16-20 years
in practice, 15% with 11-15 years in practice, 16% with
6-10 years in practice, and the remainder with less than 5
years in practice. Most participants were affiliated with an
academic center (54%, n=134), followed by government
affiliation (31%, n=77), private practice (26%, n=65), and
multispecialty group (13%, n=33). The median estimated
annual caseload was 10 cases per year. On subgroup anal-
ysis, the median estimated annual caseload for surgeons
in Europe and surrounding countries, the Americas, and
Australasia was 12, 10, and 6, respectively.

Preoperative evaluation

When evaluating a patient with reducible FTRP, most
participants responded that they would evaluate for
concomitant pelvic organ prolapse (vaginal or urinary),
whereas 27% responded that they evaluate only if symp-
toms warrant evaluation. On subgroup analysis there are
significant differences between regions that evaluate only
if symptoms warrant evaluation, particularly between
America and Australasia (20% vs 40%, respectively,
p=0.02). Of those who do evaluate, 58% do so via phys-
ical exam and 45% use defecography. Defecography was
more commonly used in Europe than in Australasia (52%
vs 30%, respectively, p=0.02). When asked about adjunc-
tive anorectal physiology testing (anorectal manometry,
electromyography, or pudendal nerve terminal motor
latency) to evaluate patients with reducible FTRP, 19%
responded that they would routinely, whereas 43%
responded that they would only if symptoms warranted.
The remaining 38% do not perform anorectal physiology
testing.

Operative technique

When presented with a case of a woman in her 60s with a
reducible FTRP, history of abdominal hysterectomy, and
no significant constipation or incontinence, most partici-
pants (57%) said they would perform a ventral rectopexy,
whereas 31% would perform a posterior suture rectopexy,
6% a posterior mesh rectopexy, 5% a resection rectopexy,
and 10% a perineal approach (table 2). When performing
subgroup analysis based on geographic region, posterior
suture rectopexy (44%) was the most preferred surgery
for addressing this scenario among colorectal surgeons
in the Americas. This was a statistically significant differ-
ence when compared with the percentage of participants
in Australasia who preferred posterior suture rectopexy
(44% vs 18%, respectively, p<0.01). The second most
common surgery preferred by participants in the Amer-
icas for this scenario was ventral rectopexy, whereas it was
the most preferred surgery by participants in Australasia
and Europe and surrounding countries (40% vs 68%
vs 63%, respectively, p<0.01). On pairwise analysis, a
statistically higher percentage of colorectal surgeons in
both Australasia and Europe and surrounding countries
preferred ventral rectopexy relative to those in the Amer-
icas (p<0.0land p=0.01, respectively). If the scenario
changed instead to a younger woman in her 40s with a
reducible 4cm FTRP, no history of hysterectomy, but with
well-controlled constipation (two times per day osmotic
laxative), 50% of participants would perform a ventral
rectopexy. The percentage of those preferring resection
rectopexy increased to 26% of participants, while those
selecting a posterior suture rectopexy decreased to 20%.
Subgroup analysis by geographic regions revealed a statis-
tically significant difference for ventral rectopexy and
resection rectopexy, however on pairwise analysis there
were no significant differences for resection rectopexy
by region. For ventral rectopexy, a higher percentage of
colorectal surgeons in Australasia preferred it relative to
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Table 1 Demographics

Overall Americas Australia and New Europe and surrounding
Characteristic (n=249) (n=87) Zealand (n=76) countries (n=86) P value
Age, years
<30 1(0.4) 0 (0) 0(0) 1(1.15) 0.34
30-45 105 (42.2) 40 (46) 29 (38.2) 36 (41.85)
46-60 115 (46.2) 34 (39.1) 38 (50) 43 (50)
>60 28 (11.2) 13 (14.9) 9(11.8) 6 (7)
Sex n=248 n=86
Female 86 (34.7) 45 (52.3) 11 (14.5) 30 (34.9) <0.01
Male 162 (65.3) 41 (47.7) 65 (85.5) 56 (65.1)
Years in practice
1-5 54 (21.7) 20 (23) 22 (28.9) 12 (13.9) 0.10
6-10 39 (15.7) 16 (18.4) 7.2 16 (18.6)
11-15 38 (15.3) 13 (14.9) 11 (14.5) 14 (16.3)
16-20 40 (16) 8(9.2) 12 (15.8) 20 (23.3)
>20 78 (31.3) 30 (34.5) 24 (31.6) 24 (27.9)
What is your practice setting?*
Private (solo or small group) 65 (26.1) 16 (18.4) 39 (51.3) 10 (11.6) <0.01
Multispecialty group 33 (13.3) 23 (26.4) 4(5.2) 6 (7) <0.01
Academic/University affiliated 134 (53.8) 55 (63.2) 31 (40.8) 48 (55.8) 0.01
Government affiliated hospital 77 (30.9) 4 (4.6) 37 (48.7) 36 (41.9) <0.01
Other 2(0.8) 1(1.1) 1(1.3) 0(0) =
Number of rectal prolapse surgeries per
year
<10 107 (43.5) 35 (40.2) 46 (60.5) 29 (33.7) <0.01
10-20 119 (48.4) 42 (48.3) 28 (36.8) 49 (57)
21-40 16 (6.5) 7(8) 1(1.3) 8(9.3)
41-60 2(0.8) 1(1.2) 1(1.3) 0 (0)
>60 2(0.8) 2 (2.3 0(0) 0 (0)

"Multiple responses per participant allowed, therefore percentages reflect the proportion of participants who chose that response and may total over
100.

those in the Americas (p=<0.01). Colorectal surgeons in ~ mild constipation on fiber, and weak anal resting tone,
Europe also preferred it more than colorectal surgeonsin ~ 43% of participants would elect to perform a ventral

America (p=0.01). rectopexy, 38% a perineal approach, and 21% a poste-
In an older, independent, and active woman in her 80s  rior suture rectopexy. On further analysis by geographic
with reducible FTRP, previous abdominal hysterectomy, region, ventral rectopexy is not the preferred approach

Table 2 Survey responses to: Preferred procedure for a woman in her 60s with a reducible 4 cm FTRP, previous abdominal
hysterectomy, no significant constipation or fecal incontinence (select all that apply)

Overall Americas Australia and New Europe and surrounding
Response* (n=247) (n=86) Zealand (n=75) countries (n=86) P value
Posterior suture rectopexy 78 (31.6) 38 (44.2) 14 (18.4) 26 (30.2) <0.01
Posterior mesh rectopexy 16 (6.4) 5(5.8) 3(4) 8(9.3) 0.4
Resection rectopexy 12 (4.8) 8(9.3) 34 1(1.2) 0.06
Ventral rectopexy 140 (56.7) 35 (40.7) 51 (68) 54 (62.8) <0.01
Perineal approach 26 (10.5) 6 (7) 10 (13.3) 10 (11.6) 0.39

"Multiple responses per participant allowed, therefore percentages reflect the proportion of participants who chose that response and may total over
100.
FTRP, full thickness rectal prolapse.
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by participants in the Americas and Europe and
surrounding countries like it is in Australasia (32% vs
40% vs 61%, p<0.01). Instead, a perineal approach was
the most preferred approach in the Americas and Europe
and surrounding countries (35% and 51%, respectively).
In a woman in her 80s with moderate dementia who lives
in a care facility with reducible FTRP, previous abdominal
hysterectomy, mild constipation on fiber, and weak anal
resting tone, most participants would perform a perineal
approach (81%). Ventral rectopexy would be performed
by approximately 15% of participants, followed by poste-
rior suture rectopexy. There were no statistically signifi-
cant differences in this trend among geographic regions.

When presented with the scenario of a recurrent rectal
prolapse of a woman in her 60s who is approximately
4years after a robotic suture rectopexy in the setting of
infrequent constipation, 50% of participants said they
would perform a ventral rectopexy, whereas 23% would
perform a perineal approach, and 14% would perform a
resection rectopexy. While all three geographic regions
had consensus among ventral rectopexy being the most
preferred surgery for this scenario, there were statistically
significant differences in the number of participants who
preferred a perineal approach (Americas 10%, Austral-
asia 33%, and Europe and surrounding countries 27%,
p<0.01).

Most participants who performed abdominal surgery
for rectal prolapse preferred the laparoscopic approach
(57%) whereas 33% preferred the robotic approach and
9% an open approach. In terms of geographic regions,
the laparoscopic approach remains the preferred
approach in Australasia and Europe and surrounding
countries relative to the Americas (64% vs 85% vs 24%,
p<0.01), whereas the robotic approach is the most
preferred in the Americas relative to Australasia and
Europe and surrounding countries (65% vs 24% and
9%, respectively, p<0.01). This is true for surgeons in the
30—45 years and 46-60 years age groups. In the 60+ years
age group, there is no longer a statistically significant
difference in approach type between the three regions
(0.69). Additionally, surgeons in an academic/university

hospital, multispecialty group, or private practice in the
Americas prefer a robotic approach, whereas those in
Australasia and Europe prefer a laparoscopic approach.
No difference exists between regions for those who work
in a government affiliated hospital (p=0.14).

Of those who routinely use support when performing
ventral rectopexy, 48% prefer biologic graft with the
remainder preferring synthetic mesh (table 3). We identi-
fied significant variation with type of support used among
geographic region, with participants in Australasia prefer-
ring biologic mesh (68% vs 29% in the Americas and 44%
in Europe and surrounding countries, p<0.01) and those
in the Americas and Europe and surrounding countries
preferring synthetic mesh (48% and 44%, respectively
vs 23% in Australasia, p<0.01). If performing a poste-
rior suture or resection rectopexy, 42.6% of responding
participants would add an anterior dissection. When
performing a posterior mesh rectopexy, 52% place mesh
posteriorly in a Wells fashion, 19% wrap mesh around
the rectum in a Ripstein fashion, and the remainder
do various modifications. These trends were consistent
across geographic regions.

When performing a perineal approach, 50% routinely
perform a Delorme whereas 41% routinely perform a peri-
neal rectosigmoidectomy (Altmeier) (table 4). Among the
remainder, use depended on the clinical situation. The
Altmeier procedure is the preferred surgery in the Amer-
icas relative to Australasia and Europe and surrounding
countries (79% vs 17% and 23%, respectively, p<0.01). In
Australasia and Europe and surrounding countries, Delo-
rmes is the preferred surgery (74% and 70%, respectively,
vs 13% in the Americas, p<0.01).

Education

Most participants would be interested in further skill devel-
opment regarding surgery for rectal prolapse (table 5).
Of those who were interested, there was wide variability
in the repairs they wished to hone skills in, however,
ventral rectopexy was the most selected (53.9%), and a
significantly higher proportion of colorectal surgeons
in the Americas desired it over colorectal surgeons in

Table 3 Survey responses to: Preferred support in ventral rectopexy

Overall Americas Australia and New  Europe and surrounding
Response (n=228) (n=81) Zealand (n=70) countries (n=77) P value
Synthetic mesh 89 (39) 39 (48.1) 16 (22.9) 34 (44.2) <0.01
Biologic graft 109 (47.8) 24 (29.6) 48 (68.6) 37 (48.1) <0.01
| do not routinely perform ventral rectopexy 24 (10.5) 14 (17.3) 6 (8.6) 4(5.2) 0.03
Do not use mesh 5(2.2) 3(3.7) 0(0) 2 (2.6) 0.38
Only in conjunction with anterior repair 1(0.4) 1(1.2) 0(0) 0(0) --

Synthetic mesh Biologic graft P value
Americas (n=81) 39 (61.9) 24 (38.1) 0.01
Australia and New Zealand (n=70) 16 (25) 48 (75) <0.01
Europe and surrounding countries (n=77) 34 (47.9) 37 (62.1) 0.62

8.4% of participants did not provide an answer.

4 Kelley JK, et al. BMJ Surg Interv Health Technologies 2023;5:€000198. doi:10.1136/bmijsit-2023-000198



Table 4 Survey responses to: Preferred perineal operation

Overall Americas Australia and New Europe and surrounding
Response (n=236) (n=84) Zealand (n=69) countries (n=83) P value
Perineal rectosigmoidectomy (Altmeier) 98 (41.5) 67 (79.8) 12 (17.4) 19 (22.9) <0.01
Delormes 120 (50.8) 11 (13.1) 51 (73.9) 58 (69.9) <0.01
Either depending on the clinical situation 13 (5.5) 3 (3.5 5(7.2) 5 (6) 0.6*
Other perineal method 4(1.7) 2 (2.4) 1(1.4) 1(1.2) -

Perineal rectosigmoidectomy Delormes P value
Americas (n=84) 67 (85.9) 11 (14.1) <0.01
Australia and New Zealand (n=69) 12 (19.1) 51 (80.9) <0.01
Europe and surrounding countries (n=83) 19 (24.7) 58 (75.3) <0.01

*5.6% participants did not provide a response for this question.

Australasia or Europe and surrounding countries (71% vs
44% vs 43%, respectively). Instead, colorectal surgeons in
Europe and surrounding countries wished to learn more
about posterior suture rectopexy and resection rectopexy.
Most participants (56%) felt that one-on-one proctoring
would be the most effective for learning new technical
skills, however video coaching (50%), hands-on cadav-
eric or model practicing (44%), online tutorials (41.7%),
and lecture setting (30%) were also commonly selected
(table 6). Most participants (78.2%) would be willing to
submit a de-identified case video for review.

DISCUSSION

Rectal prolapse continues to remain relatively rare, and
there is wide variability in management among all age
groups.” '’ Data from surveys completed in 1997 and 2014
by members of the APCGBI have shown that the annual
median number of operations per surgeon has remained
stable. Our survey results show that the annual median
caseload for rectal prolapse has increased over the past
decade. Participants in Europe and surrounding countries
report their annual median caseload is twice that of what
was reported by members of the APCGBI in 2014 (12 vs
6).? The reason for the increase in case volume is unclear,
however possible explanations include an increasingly
ageing population, more surgical specialization, change

in diet, obesity epidemic, or some combination of them
all. In addition, increased patient awareness and willing-
ness to seek treatment might also explain the increase.
An increasing percentage of surgeons continue to favor
the abdominal approach for healthy patients and the peri-
neal approach for older patients compared with survey
results from 2014 (90% from 81.7%, and 86% from 38.5%,
respectively).” The use of minimally invasive abdominal
procedures continues to remain high at around 90%,
however there has been a decrease in the percentage
of surgeons using a laparoscopic approach in favor of
the robotic approach. This becomes more apparent
when analyzing participants from different geographic
regions, with the Americas being the only region to have
a greater proportion of participating surgeons favoring
the robotic approach over the laparoscopic approach,
likely secondary to the increasing availability of robotic
platforms. When looking at the preferred abdominal
approach for all participants, ventral rectopexy is often
the procedure of choice, likely secondary to its excel-
lent safety profile, functional outcomes, and recurrence
rates.”*'* On subanalysis by geographic region, clinical
scenarios in which the patient had a history of hysterec-
tomy resulted in surgeons in the Americas choosing a
different approach, presumably in an attempt to mini-
mize anterior dissection through adhesions related to

Table 5 Survey responses to: Which operation would you like to learn more about? (check all that apply)

Overall Americas Australia and New Europe and surrounding
Response* (n=204) (n=79) Zealand (n=50) countries (n=75) P value
Posterior suture rectopexy 56 (27.5) 12 (15.2) 16 (32) 28 (37.3) <0.01
Posterior mesh rectopexy 52 (25.5) 16 (20.3) 12 (24) 24 (32) 0.23
Resection rectopexy 40 (19.6) 7 (8.9) 12 (24) 21 (28) <0.01
Ventral rectopexy 110 53.9) 56 (70.9) 22 (44) 32 (42.7) <0.01
Altmeier 54 (26.5) 14 (17.7) 12 (24) 28 (37.3) 0.02
Delormes 38 (18.6) 18 (22.8) 6 (12) 14 (18.7) 0.3
Other 28 (13.7) 5 (6.3) 13 (26) 10 (13.3) <0.01

"Multiple responses per participant allowed, therefore percentages reflect the proportion of participants who chose that response and may total over

100.
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Table 6 Survey responses to: What do you envision to be the most beneficial way to gain new skills regarding these

operations? (check all that apply)

Overall Americas Australia and New Europe and surrounding

Response* (n=235) (n=85) Zealand (n=68) countries (n=82) P value
Lecture setting 68 (29.8) 9 (34.1) 5(22.1) 24 (29.3) 0.26
Hands on cadaveric or model practicing 104 (44.3) 43 (50.6) 0 (29.4) 41 (50) 0.01

1:1 proctoring 132 (56.2) 39 (45.9) 43 (63.2) 50 (61) 0.05
Video coaching 119 (50.6) 49 (57.6) 7 (39.7) 43 (52.4) 0.08
Online tutorials 98 (41.7) 42 (49.4) 3(33.8) 33 (40.2) 0.14
Other 6 (2.6) 1(1.2) 4 (5.9) 1(1.2) -

"Multiple responses per participant allowed, therefore percentages reflect the proportion of participants who chose that response and may total over

100.

prior hysterectomy. With respect to perineal repairs,
participating surgeons from Europe and surrounding
countries and Australasia favored the Delorme procedure
and participating surgeons from the Americas preferred
the Altmeier procedure. This is likely attributable to
differences in exposure during training since both proce-
dures have been shown to be successful for management
of FTRP with similar postoperative complication rates."”'°
When evaluating mesh-type preference among all
participating surgeons, there was nearly an even split
between those who preferred biologic graft and those
who preferred synthetic mesh. The differences became
more pronounced when evaluating participants by
geographic region, with participants in the Americas
favoring synthetic mesh and participants in Austral-
asia favoring biologic graft. Participants in Europe and
surrounding countries were evenly split in their prefer-
ence for mesh choices. While there is no international
consensus, there is geographic preference. Although
there are theoretically more risks associated with the
use of synthetic mesh for prolapse repair, such as fistula
formation, mesh erosion, and dyspareunia, studies in
the literature show that the complication rates remain
very low."” ™ The more favorable risk profile of biologic
grafts, in addition to having equivalent recurrence rates
to synthetic mesh and less medicolegal concern,' ® '
might explain why colorectal surgeons in Australasia and
Europe and surrounding countries prefer it. In addition,
many colorectal workshops in Australasia use biologic
graft which may increase the familiarity of participants to
the graft. Unfortunately, biologic grafts cost significantly
more than synthetic mesh, and the cost difference likely
explains the reason for its preference in the Americas.
As demonstrated, there is substantial variability between
countries, and even within countries, regarding surgical
management of FIRP. Therefore, it is not surprising
that survey responses indicate that participants from
all geographic regions are interested in further educa-
tion on management of FITRP, with further education
on ventral rectopexy being the most preferred topic.
We believe this confirms the ongoing opportunity for
colorectal surgery societies to continue to bolster the
education to its members and fellows regarding rectal

prolapse. The preferred methodology for providing
education is more variable, however. There is a substan-
tial number of participants who would support a virtual
platform for continuing education such as video confer-
ences or online tutorials. Currently, CSSANZ and TPFS
of ACPGBI host more workshops and educational forums
pertaining to surgical management of rectal prolapse
compared with ASCRS. Perhaps the desire for virtual
education could allow experts in a particular approach
to remotely educate/train colleagues worldwide. While
further education on the common repair types may help
reduce variability, further research on which repair is
more optimal is crucial.

Limitations for our study include the inherent short-
comings of survey data such as response bias and recall
bias. Given the voluntary nature of the survey, we cannot
say what the overall denominator is of those performing
rectal prolapse surgery. In terms of the response within
the Americas, the survey was limited to those within the
Pelvic Floor Consortium of ASCRS, thereby selecting
those with specific interest in pelvic floor disorders. We
therefore suspect that newer approaches such as ventral
rectopexy may be overrepresented among this cohort.
We were also limited to regional locations where English
was the primary language, therefore our survey fails to
adequately represent Central and South America, as well
as most of Asia.

Despite these limitations and given the absence of
large-scale descriptive data regarding surgery for rectal
prolapse, this work still represents the largest of its kind
and serves as an important step in understanding the
current state of rectal prolapse surgery. It becomes crit-
ical to use such survey data to establish a current baseline
of the status of care for rectal prolapse. Future collabo-
ratives within and between international societies will be
imperative to prospectively evaluate the optimal individu-
alized approach for patients with rectal prolapse.
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