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Transanal repair of rectocele with high frequency radio scalpel

D. SFORZA, C. BELARDI, M. PELLICCIARO, V. FILINGERI

SUMMARY: Transanal repair of rectocele with high frequency ra-
dio scalpel.

D. SFORzA, C. BELARDI, M. PELLICCIARO, V. FILINGERI

Aim. This is a prospective randomized study to analyze results 0b-
tained in two groups of patients, affected by stage 2 rectocele and trea-
ted with rectum anterior wall repair and strength, performed with
standard or modified Khubchandani technique, using High Fre-
quency (HF) Radio Scalpel.

Materials and methods. A cohort of 24 patients with stage 2
rectocele (Mellgren’s classification) have been included. Twelve
(group A) underwent surgery with standard technique and rwelve
(group B) underwent surgery using the HF Radio Scalpel, which
cuts and coagulates tissues without damage thanks to its low
working temperature (45-70°C). Each patient underwent proctolo-

gical examination and anoscopy in 7th, 15th, 45th POD and after
6 and 12 montbs.

Results. During post-operative follow-up 5 patients from group A
and 1 from group B didn’t show up so that they drop out the study. As
a result, group A is composed by 7 patients and group B by 11 patients.
Mean operating time was significantly favourable in group B (51 vs
33 minutes, p< 0.01). The differences between other parameters we-
ren’t statistically significant, even if post-operative course was less dif-
Sicult in HF Radio Scalpel group.

Conclusions. The surgical technique to repair and reinforce an-
terior rectal wall is easier and faster if performed with HF Radlio Scal-
pel respect to the standard procedure described by Khubchandani. Po-
st-operative course was less painful and, even more importantly consi-
dering the patient age, surgical time was shorter. Therefore, the results
obtained cast positive light on using this technique to treat uncompli-
cated grade 2 rectocele.
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Introduction

Surgical treatment of rectocele represents a con-
troversial issue among colorectal surgeons. Many
techniques have been considered and this means that
the ideal one has not been chosen yet. In fact, each
procedure has its own advantages and disadvantages
from a technical, clinical and economical point of
view. Transanal surgical treatment seems to have the
best clinical results so it is the favourite treatment of
the majority of authors at the moment. The aim of
this study is to estimate the results obtained with
modified Khubchandani technique performed with
High Frequency (HF) Radio Scalpel (1, 2), com-
pared to the standard technique (3).
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Patients and methods

For this study we used the CONSORT criteria
(4). Once we received the approval of the ethical
committee, we informed patients and obtained their
consent. Twenty-four patients with stage 2 rectocele
(according to Mellegren’s classification) (5) were se-
lected and divided into 2 groups: 12 underwent
surgery with standard Khubchandani’s technique
(group A) and 12 underwent surgery using the HF
Radio Scalpel (group B). The surgeon was always
the same one.

Diagnoses were obtained using defecography o
defeco-MR. Exclusion criteria were: recto-anal pro-
lapse and other proctological disorders (each patient
underwent proctological examination and proctosig-
moidoscopy), previous proctological surgery, preg-
nancy and high anaesthesia risk (ASA III or IV). An-
ticoagulant drugs were stopped 7 days before
surgery. No particular diet was advised.
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An enema was administered 4 hours before
surgery as preoperative preparation. At the induc-
tion of anaesthesia prophylactic antibiotics were
used: metronidazole 500 mg and ceftriaxone 2 g by
intravenous infusion (iv). General and epidural
anaesthesia were alternatively used according to
anaesthesiologist evaluation.

Post-operative treatment consisted of Metron-
idazole 500 mg iv every 8 hours in the first post-
operative day and Ketorolac 30 mg if needed for
pain control. After 24-36 hours, we administered
a mild laxative (lactulose 10-20 mg) to facilitate
the first evacuation or paraffin oil (3 spoons/day)
in order to make stool softer and reduce trauma-
tisms in the anal canal. After procedure a high-
fiber diet was prescribed with administration of
Flavonoid pills “Deflanil Plus” (quercetin 200 mg
and hesperidin 50 mg, with Resveratrol, Brome-
lain, Folic acids, vitamin C and D). We preferred
this product because it is more complete and it is
sold in single use packages (6).

Every patient underwent proctological examina-
tion and anoscopy on the 7th 15th 45t POD and
after 6 and 12 months.

Surgical technique

Surgical technique adopted derives from
Khubchandani’s one modified using HF Radio
Scalpel. The aim was to correct the deformation of
the anterior anorectal wall using a trans-anal ap-
proach trying to reconstitute the solidity of the
pathological wall through the use of internal sutures
to allow the formation of scarring fibrosis.

The patient is positioned in gynaecological and
slightly Trendelenburg position, and for optimum
exposure of the rectocele, the Parks retractor is used.
The mucosal tissue is infiltrated with adrenaline, di-
luted with saline solution (concentration 1: 200
000), to facilitate the detachment and hemostasis
maneuvers. Using the HF Radio Scalpel a lozenge
surface incision is performed with a transversal axis
relative to the intestinal lumen, only on the margin
of the rectocele. The mucosa covering the rectocele
is delicately detached and removed to promote the
development of scarring fibrosis. After an accurate
hemostasis the rectal wall is repaired. Two stitch are
positioned on the end of lozenge, held in tension to
facilitate the suture. Interrupted suture is
performed, usually with 7-8 stitches, using
absorbable sutures (Vycril 2/0). In order to obtain a
plication of the rectocele wall and therefore its re-
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duction and correction (Figure 1), the suture of the
upper margin is first performed, then the muscular
layer with at least two passes and finally the lower
margin (Figures 1, 2). During the plication it is
advisable to insert a finger into the vagina both to
facilitate the suture and to verify that the vagina is
not involved in the suture.

HF Radio Scalpel, used for the detachment and
removal of the mucosa, allowed to cut and coagulate
without damaging the tissues. This is made possible
by the lower operating temperature of the HF Radio

Figure 1 - After the transverse incision at the dentate line and remo-
ving a mucosa rectal flap, a vertical plication sutures starting.

Figure 2 - Final suture vision.
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Scalpel (45°-70°) compared to the traditional elec-
tro-centric scalpel (300°-600°) (1, 2).

Statistical analysis

The statistical analysis was performed with the
Statistical Package for the Social Science Windows
version 1.7 (SPSS Inc., Chicago, IL, USA). Descrip-
tive statistics for quantitative variables were the
mean and Standard Deviation (mean + SD). The
comparison was performed with the Fisher’s exact
test for categorical variables and the Student’s t-test.

Results

In the period between January 2006 and Decem-
ber 2014, 24 patients with stage 2 rectocele, using
Mellgren’s classification, were randomized into two
groups before surgery. During post-operative follow-
up 5 patients from group A and 1 from group B didn’t
show up so they drop out the study. As a result, group
A was composed by 7 patients (mean age 60,3 + 7,8)
and group B by 11 patients (mean age 63,8 + 7,2).

In Table 1 there is a list of the preoperative symp-
toms described by patients, lasting for at least 4 years.
Six patients from group A and (85,7%) and 9 from
group B (81,8%) reported constipation with feces
type 1-2 on the Bristol stool scale (7); 6 patients from
group A (85,7%) and 9 from group B (81,8%) re-
ported pain during and after defecation and necessity
of fingers inserted into the vagina to assist evacuation
(group A 42,8% and group B 72,7%). No cases of
incontinence have been reported. Defecation in two
or more times concerned 6 patients from group A

(85,7%) and 10 patients from group B (90,1%).
Four patients from group A (57,1%) and 7 patients
from group B (63,6%) needed laxatives at least once
a week (Table 2).

The quality of life regarding defecation was esti-
mated according to Agachan-Wexner’s criteria (8),
with a mean value of 19,5 for patients from group A
and 19,1 for patients from group B. This score, also
known as Cleveland Clinic Constipation Score, in-
cludes 8 variables (number of evacuations, time
needed to defecate, abdominal pain, attempts of
defecation, difficult defecation, incomplete defeca-
tion, manual support and constipation duration)
with an increasing score from 0 to 4 and a total score
from 0 to 30.

No meaningful complications or problems have
been reported during surgery and hospitalization.
No cases of post-operative hypotonic sphincter were
observed. Mean operative time was 51 minutes for
group A and 33 minutes for group B (»<0.01). Only
4 patients from group A (57,1%) and 4 patients
from group B (36,7%) referred severe pain, success-
fully treated with Ketorolac 30 mg i.m. All the pa-
tients were discharged in the first postoperative day.

Table 2 shows symptoms reported during the fol-
low-up. In both groups pain is particularly evident
during the first week. Moreover, the permanence of
constipation, which required laxatives, was observed
in almost all patients.

All the problems reported before the surgery
seems to be significantly improved. No relapse was
reported after 12 months and no one required ene-
ma. All the patients were satisfied with the results of
surgery. All the data recorded were not statistically

TaBLE 1 - PREOPERATIVE REPORTED SYMPTOMS FOR AT LEAST 4 YEARS.

Group A Group B
Standard technique HF Radio Scalpel

Constipation 6 (85,7%) 9 (81,8%)
Pain during and after defecation 6 (85,7%) 9 (81,8%)
Defecation in two or more times 6 (85,7%) 10 (90,1%)
Need to insert fingers inside the vagina 3 (42,8%) 8 (72,7%)
Incontinence -
Need of laxatives at least once a week 4 (57,1%) 7 (63,6%)
Need of enema at least once a week 1 (14,3%) 1(9,1%)
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TaBLE 2 - POST-OPERATIVE RESULTS.

Group A
Standard technique

7 POD 15" POD 45" POD 6" Month 12 Month
Post-Operative Pain 4 (57,1%) 2 (28,6%) - - -
Constipation 3 (42,1%) 3 (42,1%) 3 (42,1%) 2 (28,6%) 2 (28,6%)
Pain during and after defecation 1 (14,2%) 1 (14,2%) - - -
Defecation in two or more times - - - 1 (14,2%) 1 (14,2%)
Need to insert fingers inside the vagina 1 (14,2%) 1 (14,2%) 1 (14,2%) 1 (14,2%) 1 (14,2%)
Incontinence - - - - -
Need of laxatives at least once a week 7 (100%) 7 (100%) 6 (86,7%) 2 (28,6%) 2 (28,6%)
Need of enema at least once a week - - - - -

Group B
HF Radio Scalpel

7 POD 15" POD 45" POD 6" Month 12 Month
Post-Operative Pain 4 (36,7%) 2 (18,2%) - - -
Constipation 4 (36,7%) 4 (36,7%) 4 (36,7%) 4 (36,7%) 4 (36,7%)
Pain during and after defecation 1(9,1%) 1(9,1%) - - -
Defecation in two or more times - - - 2 (28,6%) 2 (28,6%)
Need to insert fingers inside the vagina - - 2 (28,6%) 2 (28,6%) 2 (28,6%)
Incontinence - - - - -
Need of laxatives at least once a week 10 (90,1%) 10 (90,1%) 6 (54,2%) 4 (36,7%) 4 (36,7%)

Need of enema at least once a week -

significant, exception made for the mean operative
time.

Discussion

Rectocele is a frequent pathological condition
characterized by the herniation of the anterior wall
of rectum through the rectovaginal septum. So both
proctologist and gynecologist are involved. Defecog-
raphy or Defeco-MR and Anorectal Manometry al-
low an accurate diagnosis, dimensions of rectocele
and the presence of potential dynamic alteration of
the pelvic floor.

The Obstructed Defecation Syndrome (ODS)

represents the more frequent problem in this disor-
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der. It consists of an anatomical and functional ob-
stacle to evacuation, despite the stimulus and with a
feeling of incomplete emptying. Defecation is par-
ticularly laborious. Often to be completed need to
push for a long time and use of hands to complete
the evacuation. This causes in patients prostration
and shame. Abuse of enemas and laxatives is often
frequent. In the most severe cases perianal pain may
be present, sometimes with difficulty treatment. The
symptomatology influences negatively the quality of
life of these patients.

The large dimension of rectocele is not an abso-
lute indication for surgical treatment. In fact, the
symptoms are not always related to size: the large
rectocele can be asymptomatic and often are occa-
sional finds while the small one can be very annoy-
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ing. Only symptomatic rectocele justifies surgical
treatment.

Over the last years many surgical techniques have
been proposed and there is not a gold standard treat-
ment at the moment. The surgical procedures can be
divided into trans-vaginal, trans-anal or by abdomi-
nal access. Trans-vaginal techniques, preferred by
gynaecologists, involve reconstruction of muscle fas-
cial defects using prosthesis. The aim of trans-anal
techniques is to eliminate the pathological lesion in
the rectum. The most popular techniques are De-
lorme (the pathological mucosa is removed circum-
ferentially to expose the muscle of the intestinal wall
and is sutured with single stitch readsorbable), Sul-
livan and Khubchandani procedures (correction of
the anterior rectal deformation by plication with
single stitches). Recently two techniques have been
described: STARR with PPHO1 and STARR with
Contour Transtar (rectal trans-anal resection and re-
construction using mechanical stapler) (9-12).
Trans-anal techniques have the advantage of being
less invasive, easier and faster. They maintain nor-
mal morphology and physiology of the rectum espe-
cially during the evacuation.

When rectocele is associated to a complete pro-
lapse the correct surgical treatment is rectopexy (fix-
ation of the rectal trough the abdomen). The ab-
dominal laparoscopic techniques reconstruct the
anatomical planes to sustain pelvic organs in the cor-
rect position. There are several techniques for exam-
ple “suture rectopexy” in which the rectum is direct-
ly anchored to the sacrum using sutures or mesh.
D’Hoore’s anterior rectopexy is the most common,
it can be laparoscopic and consists of the anterior
mobilization of the rectum accessing the recto-vagi-
nal space. Using mesh, which is fixed between rec-
tum and vagina, the reinforcing of the anterior wall
of the rectum is obtained. In the superior part, the
mesh is fixed to the sacrum hanging up the rectum
and therefore reducing prolapse. With this tech-
nique, lateral and posterior mobilization is not nec-
essary with an important reduction of the risk of
denervation and postoperative constipation (very
common in rectopexy surgeries) (13).

In our opinion, the choice of surgical technique
should be based on the clinical and radiological eval-
uation of the rectocele. Voluminous rectoceles with
dimensions over than 4 cm surely have less chances
of success, higher probability of relapse and higher
incidence of functional complications. To obtain
homogeneity in our results with the technique that

we adopted, in this study we limited the indication
only to second stage rectocele (Mellgren’s classifica-
tion).

We believe that the surgical treatment of the rec-
tocele should be quick and easy, improving the qual-
ity of life of the patients. It is important that the
technique is minimally invasive and preserves the
morphology, the physiology of the pelvic floor and
the functionality of the anal sphincter.

The technique we have adopted is simple and al-
lows you to repair the anterior wall of the rectum re-
solving the clinical symptomatology. Unlike the
Khubchandani technique, we remove excess mucosa
to work directly on the sphincter, without changing
the normal proportions of the anorectal angle and
reducing the possibility of potential damage. The
HF Radio Scalpel, thanks to its peculiar characteris-
tics, facilitates the surgical maneuvers of preparation
and dissection of the mucosa. The use of 4 MHz Ra-
dio Waves produces heat and this allows cutting and
coagulating the tissues without any trauma. In the
section line, each vessel with a diameter less than
1.5-2 mm is coagulated, reducing bleeding at the
capillaries. Thus, operating time has been signifi-
cantly reduced. This improvement should not be
underestimated considering the age of the patients.
This also entails a significant reduction in costs and
other immediate problems such as postoperative
pain and bleeding.

It is very important explain to the patients that
surgery can solve symptoms related to rectocele but
not other disorders associated like constipation, irri-
table bowel syndrome or perineal descent. The per-
manence of constipations might be related to the
pain during the first two weeks, as showed in our re-
sults, and to psychological reasons. Constipation
may be treated with high-fiber diet to reduce the in-
cidence of relapses.

Conclusions

The surgical treatment, modified respect to the
Khubchandani’s using the HF Radio Scalpel, is eas-
ier and with a good results. The reduction of opera-
tive time is particularly significant, especially con-
sidering the patient’s age, as well as the postopera-
tive problems like pain and bleeding. In conclusion,
this technique seems to be a good choice for the
treatment of uncomplicated grade 2 rectocele, ac-
cording to Mellgren’s classification.
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