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Background: Hemorrhoidectomy is a common procedure in clinical practice. Most operations are performed on an in-
patient basis using general or regional anesthesia, and the use of local anesthesia is still limited due to concerns about
postoperative care.

Objective: To compare perioperative results including pain, urinary retention, bleeding and other complications after
hemorrhoidectomy performed using local anesthesia (LA) on an out-patient basis with those achieved after spinal anesthesia
(SA) on in-patient cases.

Material and Method: This was a retrospective study of closed hemorrhoidectomy of grade 3 hemorrhoids performed under
local and spinal anesthesia between March 2011 and March 2014 in the Department of Surgery, Rajavithi Hospital, Bangkok.
Results: A total of 91 patients with third-degree internal hemorrhoids were recruited. The subjects were divided into two
groups with 50 patients in the LA group and 41 in the SA one. Early complications were similar in the two groups: patients
in the LA group had more postoperative pain with visual analog (VAS) scores at 6 hours postoperatively of 8.8+1.26
compared with 5.3+1.09 (p<0.001) in the SA group, but at 24 hours postoperatively the LA patients had less pain with mean
VAS scores of 6.5+1.25 compared with 7.29+1.15 (p = 0.002) in the SA group.

Conclusion: Hemorrhoidectomy under local anesthesia, with proper counseling and consent, is safe and feasible for use on

an outpatient basis.
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Hemorrhoids are collections of submucosal,
fibrovascular, arteriovenous sinusoids that are part
of the normal anorectum. Hemorrhoids involve the
loss of connective tissue that supports the
hemorrhoidal plexus, followed by dilation of the vessels.
Hemorrhoidal complexes normally collect in the left
lateral, right anterolateral, and right posterolateral
regions of the anal canal, but they may also be found in
other locations®. Their management includes fiber diet,
life-style modification, rubber band ligation,
sclerotherapy and, finally, hemorrhoidectomy® which
is mostly performed on an in-patient basis because of
postoperative care issues such as pain control and
immediate complications. This study aimed to compare
the postoperative phases of the use of local anesthesia
(LA) with those following spinal anesthesia (SA).

Material and Method
This was a retrospective study of closed
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hemorrhoidectomy of grade 3 hemorrhoids performed
under local and spinal anesthesia between March 2011
and May 2014 in the Department of Surgery, Rajavithi
Hospital. The data were collected from medical records
and included operative records and inpatient charts.
The patients chose their own anesthetic care after
receiving counseling from a nurse. The inclusion criteria
were patients aged above 18 years with diagnosis of
grade 3 hemorrhoids. The exclusion criteria were
patients who: had another anorectal disease; had a
history of allergy to lignocaine, marcaine, or morphine
and its derivatives; were unable to undergo surgery;
had symptoms of benign prostatic hypertrophy or
bladder neck obstruction; had neuropsychotic
disorder; or had coagulopathy. The aim of the study
was to compare perioperative results including pain,
urinary retention and other complications ensuing after
hemorrhoidectomy with LA on an out-patient basis and
SA as inpatients.

Local anesthesia technique (LA): The author
prescribed preemptive pethidine 25 milligram (mg)
intravenous injection 15 minutes before injecting 1%
xylocaine 20 ml in the intersphincteric plane, 5 ml in
each quadrant, as shown in Fig. 1.
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Spinal anesthesia technique: 0.75%
bupivacaine with or without morphine at the discretion
of the anesthesiologist.

Hemorrhoidectomy technique: all patients
underwent closed hemorrhoidectomy with
Metzenbaum scissors.

Postoperative phase: patients with LA were
observed in hospital for 8 hours while those in the SA
group were admitted. Follow-up in the LA group was
by telephone interview in the 24-hour period after the
operation.

Medication: Both groups were prescribed 1
week’s supply of Acetaminophen 500 mg 2 tablets orally
every 4-6 hours, Metronidazole 400 mg 1 tablet three
times daily, and Ispaghula husk to be taken once daily.
Data collection included patient demographic data,
visual analog score (VAS) at 6 hours (hrs) and 24 hrs,
acetaminophen use in the first 24 hours, and early
complications such as bleeding and urinary retention.
All patients had follow-up at 2 weeks post-operatively
when questionnaires regarding patient satisfaction
were obtained. These questionnaires consisted of 3
questions: “Are you satisfied with the anesthetic
method used in your operation?”: “Would you
recommend this type of anesthesia to other patients?”;
and “Would you choose the same method of anesthesia
in case of recurrence?”. Questionnaires are shown in
Fig. 2.

Statistical analysis

Statistical analysis was done using SPSS
17.0 version for biostatistics. Qualitative data were
summarized in percentages, while quantitative data were
expressed as means and standard deviation. Student’s
t-test was used to determine significance differences
in data on the numerical scale and Mann-Whitney U
test was employed for data on the ordinal scale VVAS.
For qualitative data, Chi-square test was used to assess
differences of proportions. The significance level was
set at p<0.05.

Ethical considerations

The study protocol was reviewed and
approved by the Institutional Review Board of Rajavithi
Hospital, and informed consent was obtained from all
patients.

Results

A total of 91 patients with single third-degree
internal hemorrhoid were recruited. The patients were
divided to an LA group of 50 patients and an SA group
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Fig. 1  Position of local anesthesia injection. X = injection

site.
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Fig. 2 Questionnaires.

of 41 patients. The mean age of the LA group
patients was 41.0+10.7 years old, and 56% were female.
The SA patients had a mean age of 42.6+13.5 years
and 56.1% were female. The American Society of
Anesthesiologists (ASA) classifications were similar
for the two groups. The demographic data are shown
in Table 1.

The VAS at 6 hours and 24 hours post-
opertively inthe LA group were 8.8+1.26 and 6.5+1.25
respectively compared to 5.39+1.09 and 7.29+1.15 in
the SA patients. The immediate complications at 24
hours in the SA group were two instances of urinary
retention 2 (4.9%). An early complication at 2 weeks
was perianal abscess which occurred one week post-
operatively in one patient in the LA group before
developing into low transphincteric fistula in ano 1
month after drainage. The postoperative results are
shown in Table 2.

In the LA group, 2 patients (4%) stated that
they “hated” and would not recommend this method
to other patients because of the pain during injection;
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Table 1. Comparison of patients’ demographic data

LA group SAgroup p-value
(n=50) (n=41)
Age (years)
Mean + SD 41.0+10.7 42.6+13.5 0.513
Sex 0.993
Female 28 (56.0) 23 (56.1)
Male 22 (44.0) 18 (43.9)
ASA classification 0.031*
ASA 1 46 (92.0) 31 (75.6)
ASA2/3 4(8.0) 10 (24.4)
Chief complaint 0.204
Bleeding 9 (18.0) 7(17.1)
Pain 6 (12.0) 5(12.2)
Prolapse 26 (52.0) 14 (34.1)
Combined 9 (18.0) 15 (36.6)
Previous treatment 0.635
None 40 (80.0) 31 (75.6)
Rubber band 7 (14.0) 6 (14.6)
Sclerosing injection 0(0.0) 1(2.4)
Surgery 2 (4.0) 3(7.3)
Alternative medicine 1(2.0) 0 (0.0)
History of laxative use 0.673
Yes 15 (30.0) 14 (34.1)
No 35 (70.0) 27 (65.9)

Values are represented as n (%), mean + SD
LA = Local anesthesia; SA = Spinal anesthesia
* = Significant at p<0.05

however, neither of them had any complications. Four
patients stated that they were not satisfied with this
anesthetic method, and one of these had a perianal
abscess.

In the SA group, 1 patient (2.4%) stated
that he “hated” this anesthetic method because he
had urinary retention and need intermittent urinary
catheterization, while 2 patients said they were “not
satisfied” because of complications; one had urinary
retention and needed intermittent urinary
catheterization while another experienced fear because
of being unable to move in the postoperative period.

Discussion

Hemorrhoidectomy involves surgery on the
sensitive anoderm, which is rich in nerve endings. In
ambulatory surgery there are 2 major points of concern.
Firstly, postoperative care including complication
monitoring and pain control. There are several possible
ways of reducing postoperative pain including such
operative techniques as stapled anopexy®®, vascular
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sealing device hemorrhoidectomy®? and hemorrhoidal
artery ligation with rectoanal repair®®. Analgesic
management techniques include the use of multimodal
analgesics, preemptive analgesia, topical
metronidazole®®, topical eutectic mixture of local
anesthesia cream (EMLA)®™, botulinum toxin®? and
nitrate®. The second area of concern is intraoperative
anesthetic management issues such as caudal,
pudendal, and perineal blocks®4,

In the present study, postoperative pain in
the LA group tended to be lower than in the SA group
at 24 hour. This was in keeping with the study
conducted by Zoher et al®, which reported that since
the duration of pain relief associated with pudendal
nerve block (PNBs) considerably exceeded the expected
duration of the local anesthetic component of the
mixture used for the block (five to six hours), effective
blockade of afferent pain impulses during the surgical
procedure and the early postoperative period may
have achieved a pre-emptive analgesic effect. Such an
effect could be the result of a reduction in nociceptive
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Table 2. Comparison of postoperative results

LA group SA group p-value
(n=50) (n=41)
Visual analog score (mean + SD)
6 hours 8.8+1.26 5.3+1.09 <0.001*
24 hours 6.5+1.25 7.29+1.14 0.002*
Complications at 24 hours, n (%) 0.200
None 50 (100.0) 39 (95.1)
Bleeding 0 (0.0) 0 (0.0)
Urinary retention 0 (0.0) 2 (4.9)
Acetaminophen use 35 (70) 34 (82.9) 0.219
Acetaminophen use (mg) 1,236.84+852.16 914.63+715.04 0.219
1,000 (500-3,000) 1,000 (500-3,000)
Early complications, n (%) 1.000
Perianal abscess 1(2.0) 0 (0.0)
Late complications
Incontinence 0.08+0.56 0.05+0.31 0.760
Wexner’s Score 0(0to4) 0(0to2)
Ectropion, n (%) 3 (6.0) 1(2.4) 0.624
Values are represented as n (%), mean + SD, median (min-max), * = significant at p<0.05
LA = Local anesthesia; SA = Spinal anesthesia
* Numbers may not added up to the totals due to missing data
Table. 3 Patient satisfaction
LA group SA group p-value
n=>50 n=41
Satisfaction with anesthetic method 0.549
Impressive 11 (22.0) 14 (34.1)
Very satisfied 20 (40.0) 18 (43.9)
Satisfied 13 (26.0) 6 (14.6)
Non satisfied 4 (8.0) 2(4.9
Hate 2 (4.0) 1(2.5)
Would you recommend this anesthetic method to other patients? 0.541
Yes 37 (74.0) 26 (63.4)
Maybe 11 (22.0) 12 (29.3)
No 2(4.0) 3(7.3)
Would you choose this anesthetic method in the event of recurrence? 1.000
Yes 41 (82.0) 34 (82.9)
No 9 (18.0) 7(17.1)

Values are represented as n (%)
LA = Local anesthesia; SA = Spinal anesthesia

plasticity within the central nervous systemi.e., reduced
wind-up, and reduced recruitment of silent nociceptive
neurons®1”, Another possible factor could have been
a more local effect at the level of the injured perianal
nerves.

Complications in the two groups were

S36

comparable. In the first 24 hours, there was no
postoperative bleeding in the LA group, possibly
because local anesthesia with perianal and anal canal
blocks gives adequate duration and depth of anesthesia
and results in excellent relaxation of the anal canal,
providing an adequate operative field®® similar to
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that obtained under spinal anesthesia. In this study,
lignocaine (1% Xylocaine® with adrenaline) was used
for the blockade. In this technique, lignocaine filled the
intersphincteric space and blocked all nerve supplies
from the inferior rectal branch of the pudendal nerve
sacral nerve (S2, S3) and from the perineal branch of
the fourth, causing paralysis of the external and internal
sphincters. This local anesthetic solution provided
60-90 minutes of anesthesia and reduced intraoperative
bleeding in the same way as previously reported in
ambulatory hemorrhoidectomy®®2, Lignocaine also
provides excellent initial pain relief and adrenaline,
reducing bleeding in the operative field due to
vasoconstriction. An excellent report from Hanish B
et al® reported that local anesthesia via lignocaine
with adrenaline provides enough time for
hemorrhoidectomy, enabling immediate discharge
and obviating the need for in-hospital observation.
Another complication was urinary retention, and in this
study 2 patients (4.9%) in the SA group were affected.
Spinal or caudal anesthesia and pudendal (ischiorectal)
nerve blocks may cause urinary retention with a
reported incidence of between 10 and 17%@?%). Two
patients had urinary retention associated with the use
of morphine in the spinal block, which increases the
risk of urinary retention due to reminiscent sacral
parasympathetic blockage, which will remain until it
reaches the third sacral segment.

In this study, there was no difference in wound
infection in the two groups, but 1 patient in the LA
group had perianal abscess. The cause of this
occurrence was superficial infection which led to stitch
granuloma or coalescence of skin bridges, resulting in
subcutaneous fistula®. Khan | et al® reported that
prophylactic antibiotic treatment did not reduce the
risk infection after hemorrhoidectomy.

With regard to patient satisfaction, the study
from Kushwala el al® reported that there was no
difference between results after hemorrhoidectomy
under local and general anesthesia, although there was
a lower cost in the local anesthetic group.

With respect to local anesthesia techniques,
Roxas MF et al® reported that Nivatvong’s technique
(intraanal injection) and conventional local injection
were comparable, with no difference in postoperative
pain, patient satisfaction or surgeon’s effectiveness.

In a report from Ong CH et al® which
compared local and regional anesthesia, there were
similar pain scores, postoperative analgesia
requirements, and incidence of urinary retention. With
regard to patient satisfaction, this study did not find
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any difference in the two groups, and no differences
were found not relating to postoperative complications.
Other social problems were not examined in this study
such as education level, socio-economic status and
family status. Lastly, in order to achieve good outcomes
in hemorrhoidectomy under local anesthesia, it is
important to give preoperative counseling with proper
information about the expected postoperative state after
hemorrhoidectomy in order to minimize fear of the
unknown.

The limitation of this study was that, due to
its retrospective nature, some data was missing.

Conclusion

In this study, hemorrhoidectomy under local
anesthesia proved to be safe and feasible for use with
selected outpatients after proper preoperative
education and counseling.

What is already known on this topic?
Previous studies have reported the safety of
ambulatory hemorrhoidectomy.

What is this study adds?

This study reported a local anesthetic
technique in hemorrhoidectomy with results
comparable to those of regional anesthesia in terms of
complications, postoperative outcomes and patient
satisfaction.
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