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Abstract
Colonoscopy-assisted percutaneous sigmoidopexy is a simple and swift pro-
cedure that does not require general anesthesia. While we first developed
this procedure for treating sigmoid volvulus, we herein present the first case
in which we used it to correct a complete rectal prolapse in an older patient.
Existing treatment modalities for rectal prolapses are limited by high recur-
rence rates, greater invasiveness, and greater complications; thus, there is
a need for minimally invasive techniques that are associated with lower
recurrence rates and fewer complications. In this case, a woman in her 90s
complained of persistent fecal incontinence, dysuria, anal pain, and difficulty
in walking. She was diagnosed with a complete rectal prolapse of 15 cm and
was treated with colonoscopy-assisted percutaneous sigmoidopexy. The sig-
moid colon was tractioned colonoscopically and fixed to the abdominal wall
to immobilize the prolapsed rectum. The patient developed no complications
intraoperatively and postoperatively and experienced no recurrence during
a 5-year postoperative period. This report documents the first case wherein
colonoscopy-assisted percutaneous sigmoidopexy was used successfully to
correct a complete rectal prolapse.
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INTRODUCTION

We originally developed colonoscopy-assisted percuta-
neous sigmoidopexy (CAPS) as a technique to eliminate
the need for a colon resection or stoma installation
during the treatment of sigmoid volvulus and achieved
very good results regarding the fixation of an elon-
gated bowel.1 During CAPS, a twisted sigmoid colon is
reverted to its normal position and fixed to the abdom-
inal wall. We have previously performed CAPS in eight
cases without any complications or major recurrences.1

We speculated that the CAPS concept of fixating the
intussuscepted intestinal tract to the anterior abdominal
wall could achieve similar results when applied to cases
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of rectal prolapse. As far as we know, there are no exist-
ing reports on utilizing CAPS for correcting a complete
rectal prolapse.

A complete rectal prolapse is a circumferential pro-
lapse of the rectum from the anus; it occurs more
commonly in older women2–4 (median age: 80 years)
and is associated with fecal incontinence. Usually, a
surgical approach is required to correct the condition;
however, even general anesthesia is risky in many of
these patients due to their comorbidities. Thus, this
susceptible and vulnerable population requires a sim-
ple, safe, and reliable surgical method that can correct
a complete rectal prolapse without relying on general
anesthesia or colon resection.
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F IGURE 1 The rectum is prolapsed 15 cm from the anus in a
circumferential fashion

We present a case of a complete rectal prolapse
that was treated by CAPS, which is one such sim-
ple technique that requires only endoscopy-guided
sigmoidopexy without general anesthesia or colon
resection.

CASE REPORT

A woman in her 90s complained of persistent fecal
incontinence, dysuria, anal pain, and difficulty in walking.
The patient expressed suicidal thoughts because these
symptoms had significantly impacted her quality of life.

Physical examination revealed a complete rectal pro-
lapse of 15 cm (Figure 1); the patient was unable to
ambulate due to this condition. The Barthel index, a
measure of mobility and performance in activities of
daily living, was 5. The American Society of Anesthe-
siologists Physical Status Classification system score, a
measure of physical status and perioperative risks, was
4.The patient had a severe systemic disease in the form
of cardiac diastolic dysfunction and tricuspid regurgita-
tion, which made invasive operative procedures under
general anesthesia risky.

Sigmoidopexy technique

1. A day before the surgery, bowel cleansing was per-
formed using laxatives (50 g of magnesium citrate
dissolved in 200 ml of water).

F IGURE 2 (a) Test puncture with a 23-gauge needle did not
cause perforation. (b) The T-bar was implanted twice in the same
area at different angles

2. A colonoscope was inserted transanally under fluo-
roscopic guidance, and the prolapsed sigmoid colon
was reduced.

3. The endoscope was then pushed into the anterior
wall of the proximal rectum to straighten the intussus-
cepted sigmoid colon and approximate the puncture
site.

4. As previously reported,1 a transmitted illumination
test, a puncture test with a 23-gauge needle, and an
abdominal wall finger push test were performed at
the designated fixation site; these tests ruled out the
involvement of other organs, such as the small intes-
tine,at this site. In the transmitted illumination test, the
abdominal wall was observed for the transmission of
light emitted from the endoscope’s tip to confirm that
it did not diffuse. The abdominal wall finger push test
was performed to confirm that a finger-shaped com-
pressed image appeared on the endoscope when
pressure was applied to the abdominal wall with a
finger.

5. The fixation site was anesthetized with 1% xylocaine;
using a scalpel, a 2 mm skin incision was then made
at the site.

6. A two-shot anchor (Olympus, Tokyo, Japan) was
inserted into the lumen of the sigmoid colon
(Figure 2a)1; one of the two nylon threads of the
anchor, with a metal bar at its tip (T-bar), was
detached and pulled towards the body surface
(Figure 2b).

7. The two-shot anchor was similarly used to puncture
through the subcutaneous tissue several millimeters
away. The anchor’s two nylon threads were then
ligated subcutaneously.

8. The sigmoid colon was subsequently anchored to
the abdominal wall at six sites, approximately 3
cm near the anal side, using the same technique
(Figure 3).

The total procedure time was 30 min; the fixation pro-
cedure lasted for 18 min, and the total blood loss was
2 g.
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F IGURE 3 Colonoscopy-assisted percutaneous sigmoidopexy is
performed without laparotomy. The sigmoid colon is anchored to the
abdominal wall at six sites (blue arrows)

Postoperative course

The patient’s bowel movements, fecal incontinence, and
dysuria improved immediately a day after the surgery.
She was able to walk and defecate on her own in
the toilet, and she reported that she could feel the
urge to defecate again. She did not experience con-
stipation or abdominal straining during defecation. Her
score on the Bristol scale was 3. Her status improved

dramatically from being bedridden to walking unaided,
and her Barthel Index improved to 55. No recurrence
was observed during a 5-year postoperative period
(Figure 4).

DISCUSSION

In this novel case, we performed CAPS to correct a
complete rectal prolapse in a high-risk older patient;
this procedure was chosen due to its uncomplicated
methodology, which did not require general anesthesia.
No complications were observed.

Surgical treatments for a complete rectal prolapse
include transperineal approaches (such as the Alte-
meier, Delorme, and Ganz–Miwa procedures) and a
transabdominal approach (which necessitates sigmoid
fixation to the anterior sacrum and sigmoid colon resec-
tion).Of these, transperineal approaches are often used
in cases in which general anesthesia and other periop-
erative factors pose a high risk. However, perineal surg-
eries are associated with high 4-year recurrence rates
(14%–27%).5–9 For instance, the Gant–Miwa procedure
(though simple) is associated with a high recurrence
rate of approximately 30%.6 The Altemeier procedure
reportedly decreases postoperative rectal compliance9;
however, it is associated with a risk of suture failure
because it necessitates intestinal anastomosis.

All aforementioned methods require approximately
100 min for completion.9 However, in the present case,
CAPS was performed within 30 min; the procedure
was shorter and less complicated as compared to the
existing methods.

The patient experienced no complications or recur-
rence during the 5-year postoperative course; she did
not experience constipation, and her defecation control
had improved.

F IGURE 4 Computed tomography scan taken 5 years after the colonoscopy-assisted percutaneous sigmoidopexy: T-bars of the two-shot
anchor that fix the sigmoid colon and the rectum to the abdominal wall at a straightened angle. No recurrence was observed
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Although this is a case report, we wish to discuss
the indications, possibility of treatment failure, adverse
effects, and postoperative precautions regarding CAPS
on the basis of our previous experience with it during
sigmoid volvulus management.

A history of surgery requires attention; due to con-
cerns regarding small bowel injury, preoperative com-
puted tomography scans should be carefully analyzed
for possible small bowel adhesions to the abdominal
wall at the fixation site. Intraoperative tests should be
performed to rule out small bowel involvement.

Treatment failure refers to the occurrence of a pro-
lapse immediately after endoscope removal. Because
the procedure involves refluxing of the prolapsed bowel
and its fixation in a fully stretched position, the likelihood
of a recurrence after removal of the colonoscope seems
low. However, the possibility of treatment failure during
CAPS should be evaluated using a case series. While
re-fixation may be possible in such cases, its feasibility
must be validated.

In terms of adverse events, subcutaneous emphy-
sema was reported in one out of eight cases wherein
CAPS was performed for sigmoid torsion. Further-
more, we have never encountered a case in which
a metal rod was buried in the tissues following
the use of the two-shot anchor. However, large-
scale case series studies should be performed to
assess the likelihood of other possible adverse events,
such as peritonitis, small bowel injury, intra-abdominal
abscesses, bowel obstruction, and surgical wound
infection.

Regarding postoperative precautions, surgeons
must consider the possibility that a colonoscopy
may be required during follow-up; this is important
because there are concerns regarding the feasi-
bility of colonoscopy in patients after CAPS. While
a colonoscopy was not performed in the present
case, it was carefully and successfully executed
following CAPS in one of our previous cases. How-
ever, its feasibility must be validated using a case
series.

In conclusion, we report the first case of a com-
plete rectal prolapse that was successfully treated using
CAPS;future studies should use a case series to confirm
the associated recurrence rates and complications.
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