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ABSTRACT

BACKGROUND

Since ancient times, haemorrhoids are known to be a common anorectal disease.l!l Many of the treatments have been widely
practiced since old times. In India, this condition is associated with rural areas and low socio-economic status, hence the exact
prevalence is not known. Patients usually neglect the disease because of fear to come in front of society with disease and also
hesitate to take treatment for it. This leads to progression of the disease and it become more severe.[2] Patients who had failed
medical treatment usually need surgical treatment.3] Suture haemorrhoidopexy (Chivate’s procedure) now also called as
mucorectopexy is a new surgery invented by an Indian surgeon for managing 2nd, 3rd, 4th grades of haemorrhoids with lesser
incidence of pain. It is based on the principles of blocking of blood supply and preventing the neovascularization by plication of
vessels in the rectum above dentate line at two different levels and anchoring the rectal mucosa & sub mucosa to Parks
Ligament.[4][5]

The objective of the study is to evaluate Chivate’s new procedure of trans-anal mucorectopexy for 3rd and 4th degree
haemorrhoids for pain, bleeding, hospital stay, recurrence and complications.

MATERIALS AND METHODS

It is an observational study. A total of 35 patients with grade 3 and grade 4 haemorrhoids (symptomatic with bleeding per rectum)
underwent suture mucorectopexy procedure. The study was conducted at department of general surgery, SMIMER, Surat, wherein
patients presenting to us with complaints of haemorrhoids were screened and patients with 3rd and 4th degree haemorrhoids and
willing to undergo surgery were selected for this study. We had collected data of 35 patients with 3rd and 4th degree
haemorrhoids and operated with this procedure. The sample size has taken for convenience.

RESULTS

e  Mean time required for procedure was 74.9 min.

e  Mean duration of hospital stay was 4.42 days.

e  Mean time to return to normal activity was 7.2 days.

Average VAS score for post-operative pain at 24 hours was 5.5, at 72 hours was 3.4, at 7th day was 1.3, at 1 month was 0.3.
Commonly reported complaints include, urinary retention- 34.2 % (n=12), pruritus ani- 8.5% (n=3), pain after operation requiring
analgesic injections 8.5% (n=3), constipation 5.71% (n=2), bleeding PR 2.85% (n=1), rehospitalization due to urinary retention
2.85% (n=1).

CONCLUSION
Negligible recurrence rate on short term follow up along with lesser incidence of post-operative bleeding, minimal invasiveness
with faster recovery or return to work will make Suture Haemorrhoidopexy a procedure of choice for grade II, III and IV
haemorrhoids.
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BACKGROUND

Haemorrhoids are one of the commonly reported anorectal
diseases in India and worldwide. Most of the patients present
with advanced disease due to ignorance and fear of society.
(Grade III or 1V).[2]
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Treatment Options for Haemorrhoids-
Conservative medical management with change of bowel
habits, laxatives, pain relievers, anal spasm relievers.

Usually in patients with grade Il & grade 1V haemorrhoids
surgical management is preferred. Until last two decades,
conventional surgical techniques such as Milligan Morgan’s
open  haemorrhoidectomy and  Ferguson’s closed
haemorrhoidectomy were considered to be “gold standard”.
Then in 1990s, stapled haemorrhoidopexy (SH), using a
circular stapling instrument, was introduced by Dr. Antonio
Longo and it became popular. [61171.[8]

In the new procedure as described by Chivate is a
minimally invasive, painless, bloodless procedure without
damaging sphincter. It is a modification of Stapler
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Haemorrhoidectomy (MIPH-Minimally Invasive Procedure
for Haemorrhoids) and DGHAL (Doppler Guided
Haemorrhoidal Artery Ligation with recto anal repair), but
the procedure works on the same principle. The literature
published before shows that it is patient friendly, minimally
invasive and superior as compared to conventional
haemorrhoidectomy and cost effective as compared to
stapled haemorrhoidectomy.[9-13]

Suture Haemorrhoidopexy (Chivate’s procedure) is a new
invention by an Indian surgeon for managing 2nd, 3rd, 4th
grades of haemorrhoids. It is based on the principles of
blocking of blood supply and preventing the neo
vascularization by plication of vessels in the rectum above
dentate line at two different levels and anchoring the rectal
mucosa & sub mucosa to Parks Ligament.[5] In Relation to
Superior Haemorrhoidal Artery, there are 3 anal Cushions at
3, 7 and 11°0 Clock Position.[4] The main part of this cushion
lies superior to the dentate line and which is covered by
sensitive mucosa.l'5] Cross section shows presence of sub
mucosal layer consisting vessels, muscle fibers and
connective tissue between internal sphincter and Anal
Cushions. Fibroelastic collagen tissue and the muscular
structure of Treitz (muscularis canalis ani) are the support of
piles mass.[15] The venous plexus present in the form of
sinusoids is known as ‘corpus cavernosum of recti’.[16]

Objective

Objective of the study is to evaluate Chivate’s new procedure
of trans anal mucorectopexy for 3rd and 4th degree
haemorrhoids for pain, bleeding, hospital stay, recurrence
and complications.

MATERIALS AND METHODS

It is an observational study. A total no of 35 patients with
grade 3 and grade 4 haemorrhoids (symptomatic with
bleeding per rectum) underwent suture mucorectopexy
procedure. The study was conducted at department of
general surgery, SMIMER, Surat, wherein patients presenting
to us with complaints of haemorrhoids were screened and
patients with 3rd and 4th degree haemorrhoids and willing to
undergo surgery were selected for this study. We had
collected data of 35 patients with 3rd and 4th degree
haemorrhoids and operated with this procedure. The sample
size has taken for convenience.

The bowel was prepared using polyethylene glycol
powder in 2 litre of water and making patient to drink it in 3-
4 hrs. Under the spinal anaesthesia, patient was positioned in
lithotomy along with head low position, which helped in
reducing piles mass in grade II, IIl and IV cases and we get
better visual field. The anal canal was lubricated with
lignocaine jelly. A proctoscope along with its obturator was
inserted into anal canal. Proctoscope has groove for
fibreoptic scope in its handle. The obturator was removed.
The dentate line was visualized. Stitches were started at three
o’clock position at a distance of 4 cm proximal to the dentate
line by passing through the depth of the mucus-submucous
and part of muscle, for the stitch a polyglactin 1.0 on
atraumatic 36 mm % circle needle with 1.2 m length was
used. Precaution was taken that stitch should pass only part
of the rectal muscles. The first stitch was tied, and the next
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stitch was started 1-2 mm overlapping to the end of the first
stitch, was double locked. To avoid purse sting effect, the
double locking was continued for every stitch. The suturing
was continued in the whole circumference of rectal mucosa at
same level of first stitch. The second circumferential suture
line was completed at 2 cm levels proximal to the dentate
line. Because the suture lines were above the dentate line
which has no somatic pain sensation so less pain incidences in
the postoperative period. In short, only two circumferential
suturing lines -one 4 cm and another 2 cm proximal to
dentate line implemented in rectal mucosa.

Dr. Chivate’s Procedure
Two Suture Lines of Mucorectopexy

Both Images Showing 2 Suture Lines Taken 2 CMS and 4
CMS From The Dentate Line of Anal Mucosa
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Inclusion Criteria

Patients coming to surgical OPD with h/o per rectal bleeding
and confirmed after routine investigations having grade
[I/1lI/ IV haemorrhoids with or without fissure of all age
groups and both sexes were included in the study.

Exclusion Criteria

1. Patients with thrombosed pile, perianal hematoma, and
ulcerated pile.

2. Anal stricture.

3. Proctitis.
4. Rectal sigmoid growth.
Statistical Analysis

The data were reported as mean * SD and frequency. The
data collected was entered into Microsoft excel spread sheet
and analysed using IBM SPSS Statistics, Version 22.

Data Collection

1. Detail history was taken.

2. Patients confirmed by P/R and proctoscopic
examination.

3. Post-operative period during in hospital stay, following
data was collected.

4. Post-operative hospital stay.

Any complication if occurred.

6. Note was made of any complications.

“u

The information collected was about grade, previous
medical or surgical treatment and defecation symptoms
before and after surgery, recurrence of symptoms.

All patients were operated under spinal anaesthesia
(Bupivacaine Heavy 0.5% 2.2-2.5 ml loading dose).

Various data was collected in term of time required for
procedure, duration of hospital stay, return to normal
activity, post-operative pain and other complication like
perianal thrombosis, bleeding needing readmission, pain
needing readmission, urinary retention, pruritus ani, mucosal
prolapse, skin tags, constipation, tenesmus and recurrence.

Visual analogue scale was used for assessment of pain. (A
score of 4 or more indicates severe pain).

All patients operated for mucorectopexy were called for
follow up in OPD after 2 weeks, and then after 2 months.

RESULTS

Before Surgery

J. Evolution Med. Dent. Sci./eISSN- 2278-4802, pISSN- 2278-4748/ Vol. 7/ Issue 53/ Dec. 31, 2018

Original Research Article

il Tl

er Surry

In Follow-Up After 2 Weeks

A total of 35 patients with haemorrhoids grade III and IV
(symptomatic with bleeding per rectum) underwent suture
haemorrhoidopexy procedure.

Out of 35 patients, 23 (65.71%) were male and 12
(34.29%) were female. In our study, 28.5 % (n= 10) patients
had grade IV haemorrhoids and 71.5 % (n= 25) had grade III
haemorrhoids. Total no. of patients with grade 3 piles was 20
and with grade 4 piles was 15.

Grade 3 Grade 4 Total
Male 12 11 23 (65.71%)
Female 8 4 12 (34.29%)
20 15 35

Mean time required for procedure was 74.9 min with
standard deviation of 4.82.

Mean duration of hospital stay was 4.42 days with
standard deviation of around 0.9 days.

Mean time to return to normal activity was 7.2 days with
standard deviation of around 1.33 days.

Mean VAS (Visual analogue score) score for post-
operative pain at 24 hours was 5.5 with standard deviation of
around 0.7, at 72 hours was 3.4 with standard deviation of
around 0.5, at 7th day was 1.3 with standard deviation of
around 0.3, at 1 month was 0.3 with standard deviation of
around 0.05.
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Commonly reported complaints include, urinary retention
was 34.2 % (n=12), pruritus ani 8.5% (n=3), bleeding PR in
post-operative day 2.85% (n=1), pain which required
analgesic drugs injections 8.5% (n=3), constipation 2 (n=2).
One patient was presented on post-operative day 5 with
urinary retention who required rehospitalization along with
per urethral catheterization. There was no case of recurrence
seen in 2 months of duration.

No patient had complaints of perianal hematoma,
constipation, tenesmus, mucosal prolapse, or pain needing
readmission.

Complications No. of Patients| Percentage
Urinary Retention 12 34.2
Pruritis 3 8.5
Bleeding PR 1 2.85
Pain after Operation requiring
: 3 8.5
Analgesics

Constipation 2 5.71
Needed Rehospitalization 1 2.85

Recurrence 0 -

In our study, out of 35 patients; 12 patients (7 males and
5 females) were having acute urinary retention in immediate
post op period requiring urinary catheterization for same.
This complication was arised may be due to post-operative
pain, or may be due to effect of spinal anaesthesia and anal
mucosal irritation, so further evaluation and studies are
required to assess this complication by avoiding spinal
anaesthesia and giving regional Perianal block/Pudendal
block. Other recommendation is per urethral catheterization
pre-operatively, and removed on first post-operative day.

In our study, 8.5% (n=3) patients were having complaints
of pruritus ani in post-operative period which was managed
by simple cleaning by warm water. This complication may
have been due to irritation of anal region by frequent in and
out movement of instrumentation or maybe due to foreign
body sensation of the suture (Vicryl sutures). In our study 2
patient had complain of constipation which was treated with
giving laxative drugs for short term period.

In our study, we have not considered the cost of
treatment.

DISCUSSION

Overall, suture haemorrhoidopexy (also known as trans anal
mucorectopexy) is gaining popularity due to its cost
effectiveness and better results. The clinical success of suture
haemorrhoidopexy procedure is dependent on the surgeon’s
skills, adhering to the technical principles of suturing and
right patient selection and it is found to be less painful with
low recurrence and is patient friendly.
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CONCLUSION

We have presented a short-term clinical outcome data of 35
patients. In spite of the limitations of the study, we can
conclude that negligible recurrence rate on short term follow
up along with lesser incidences of post-operative bleeding,
minimal invasiveness with faster recovery or return to work
will make Suture Haemorrhoidopexy as procedure of choice
for grade I, Il and IV haemorrhoids without complications.
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