
© Annals of Palliative Medicine. All rights reserved.   Ann Palliat Med 2021;10(1):479-483 | http://dx.doi.org/10.21037/apm-20-2385

Introduction

Hemorrhoids are one of the most common anorectal 
disorders in clinical practice. Based on the Goligher 
clinical grading system (1), hemorrhoids are classified into 
grades I to IV. Grades I and II are usually manageable 
with conservative treatment, diet and lifestyle changes, 

application of topical ointments, ligation, or sclerosant 
injections, whereas Grades III and IV often require 
surgery. The most common surgical procedures used 
in the management of hemorrhoids are open, closed, 
or stapled hemorrhoidectomy (SH), and the Milligan-
Morgan hemorrhoidectomy (M-M) (2).  Following 
hemorrhoidectomy, most patients experience different 
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Background: Post-hemorrhoidectomy pain is common, usually temporary, and responsive to analgesics. 
However, some patients experience prolonged, intractable anal pain, which is refractory to conventional 
analgesics and adversely effects quality of life. We aimed to evaluate the efficacy of a combination injection 
containing local anesthesia and steroids for the treatment of intractable post-hemorrhoidectomy anal pain.
Methods: This study included five patients with intractable post-hemorrhoidectomy anal pain who 
presented between July 2015 and November 2018. Milligan-Morgan hemorrhoidectomy (M-M) with a 
sclerosant injection had been performed in three patients and stapled hemorrhoidectomy (SH) along with 
external hemorrhoidectomy in two. For the purpose of this study, all patients received local combination 
injections containing ropivacaine and triamcinolone acetonide. The primary outcome was the visual analogue 
scale (VAS) score, and secondary outcomes included the Pittsburgh Sleep Quality Index (PSQI) score, 
adverse reactions, and recurrence. 
Results: Prior to treatment, the VAS score was 8 in one patient and 5–7 in four, and the PSQI score was 
≥16 in all patients. The injection was administered once (n=4) or twice (n=1). Rapid pain resolution was 
achieved on the day of treatment (VAS scores 0–3), and patients reported undisturbed sleep the same night. 
VAS scores were 0–2 (n=4) and 1–3 (n=1), and the PQSI scores were 0–6 (n=4) and 11–15 (n=1) at the 6-month 
follow-up. No patient reported significant pain or adverse reaction.
Conclusions: Intractable post-hemorrhoidectomy anal pain is rare but significantly effects quality of life. 
While conventional analgesia may be ineffective, the local injection of anti-inflammatory and analgesic drugs 
may be a useful treatment strategy.

Keywords: Hemorrhoids; hemorrhoidectomy; stapled hemorrhoidectomy (SH); intractable pain

Submitted Nov 11, 2020. Accepted for publication Jan 17, 2021.

doi: 10.21037/apm-20-2385

View this article at: http://dx.doi.org/10.21037/apm-20-2385

483

https://crossmark.crossref.org/dialog/?doi=10.21037/apm-20-2385


480 Feng et al. Intractable pain after hemorrhoidectomy

© Annals of Palliative Medicine. All rights reserved.   Ann Palliat Med 2021;10(1):479-483 | http://dx.doi.org/10.21037/apm-20-2385

degrees of postoperative pain, which may cause anxiety (3). 
Intractable post-hemorrhoidectomy anal pain is 

relatively rare, and its underlying pathophysiology remains 
unclear (4). Unfortunately, intractable pain is invariably 
recurrent, refractory to analgesics including morphine, 
and significantly affects the quality of life of patients (5). 
Locally injected drugs at the site of pain are widely used to 
control postoperative pain (6) because they are effective, 
simple to administer, rapid acting, and are associated with 
few and minor side effects (7). Although combination 
injections containing local anesthesia and steroids prolong 
the duration of analgesia (8) and administering these 
injections at the site of pain could provide long-lasting 
analgesic effects, to the best of our knowledge, there are no 
previous studies evaluating the efficacy of this treatment. 
Therefore, the present study aimed to evaluate the efficacy 
of a combination injection containing local anesthesia and 
steroids in patients with intractable perianal pain after 
hemorrhoidectomy. We present the following article in 
accordance with the MDAR checklist (available at http://
dx.doi.org/10.21037/apm-20-2385).

Methods

This study was approved by the Institutional Review 
Board of Sichuan Provincial People’s Hospital and all 
patients provided written informed consent for their 
anonymized data to be used. The registration number is 
ChiCTR2000030738. All procedures performed in this 
study involving human participants were in accordance with 
the Declaration of Helsinki (as revised in 2013).

We retrospectively investigated five patients with 
intractable post-hemorrhoidectomy pain who were 
diagnosed at or referred to our hospital between July 2015 
and November 2018. Three patients had undergone M-M 
along with sclerosant injection and two had undergone 
SH along with external hemorrhoidectomy. All patients 
presented with well-defined sites of pain which were 
easily palpated during digital rectal examination and 
recorded pain visual analogue scale (VAS) scores ≥6 and 
Pittsburgh Sleep Quality Index (PSQI) scores ≥16. All 
patients reported experiencing intractable pain that was 
intense enough to affect sleep and interfere with their daily 
lives and work activities and had been present for over  
3 months. All patients received a local injection containing 
a combination of ropivacaine and triamcinolone at the 
site of pain. We analyzed the demographic data, surgical 
characteristics, and changes in pain and sleep at the time of 

visit, on the day of treatment, and at a 6-month follow-up. 
Analyses and comparison of the changes in VAS and PSQI 
range, and the number of adverse reactions and recurrence 
were conducted. GraphPad Prism 6.0 was used for statistics, 
unpaired Mann Whitney test and Wilcoxon matched-
pairs signed rank test were used to estimate the VAS and 
PSQI scores before and after the treatment. P<0.05 was 
considered significant. 

Results

The clinical and demographic data of patients are shown 
in Table 1. Of the two men and three women included, four 
presented with pain at only one site and one presented with 
pain at two sites. All sites were located on the dentate line 
of the rectal mucosa, and no patient complained of diffuse 
or generalized pain. The two patients who had undergone 
SH experienced pain approximately 1.5 cm above the 
dentate line, close to the anastomosis and the three who had 
received sclerosant injection experienced pain approximately 
1 cm above the dentate line at the site of the fibrotic scar.

All patients reported the use of various oral medications, 
topical analgesics, and sedatives prior to enrollment in the 
study as seen in Table 2. One reported the use of morphine 
to deal with pain and all patients consumed oral diazepam 
before going to bed. The PSQI score in all patients was ≥16, 
indicating very poor sleep quality. The VAS scores of three 
patients were 6–7 indicating moderate pain and two had 
severe pain (8,9). Four patients received a single injection, 
and only patient #2 required two injections. Immediate 
pain relief was observed in all patients and VAS scores 
decreased by as much as 3 points within 30 minutes of the 
injection. At the 6-month follow up all patients reported no 
pain or occasional mild pain, the VAS scores were 0‒3 and 
PSQI scores were 0–10. The maximal score after treatment 
was used in analysis. Both the VAS and PSQI scores were 
significant before and after treatment with unpaired Mann 
Whitney test, and close to be significant (P=0.0625) by 
Wilcoxon matched-pairs signed rank test. Considering the 
small sample size, these indicate a significant improvement 
in sleep quality (Table 3).

Discussion

Intractable pain after hemorrhoid surgery is relatively rare 
and the lack of effective interventions can severely affect 
daily activities (5). Prior to intervention, the patients in 
the present study had experienced intractable pain for over  
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3 months, which significantly interfered with their ability to 
work and led to sleep disturbances. Marked psychological 
stress was reported by all patients and patient #1 had 
remained in pain despite being admitted to a psychiatric 
hospital for 2 weeks. Pain had persisted or recurred in all 
patients despite oral medications and the administration of 
various topical analgesics and sedatives. 

Few studies have described intractable pain following 
hemorrhoidectomy. Ortiz et al. (4) reported that only one 

among 27 patients who underwent SH showed unexplained, 
persistent pain for 3 months. However, Cheetham et al. (5) 
reported that at the follow-up of 16 patients who underwent 
SH, five had experienced persistent pain and urgency for 
15 months and two had severe pain and were unable to 
work. Although the exact pathophysiology remains unclear, 
it is unlikely that removal of a part of the rectal muscles 
contributes to this condition. No abnormalities in the 
appearance of the anus, the tone of the anal sphincter, or the 

Table 1 Characteristics of patients with intractable pain

Patient Age (years) Sex Course of disease (months) Surgical features Sites of pain (number)

Patient 1 52 M 6 M-M + sclerosant injection 1

Patient 2 67 F 3.5 SH + external hemorrhoidectomy 2

Patient 3 63 F 5 M-M + sclerosant injection 1

Patient 4 46 M 7 M-M + sclerosant injection 1

Patient 5 41 F 4 SH + external hemorrhoidectomy 1

M-M, Milligan-Morgan hemorrhoidectomy; SH, stapled hemorrhoidectomy.

Table 2 Analgesics and sedatives used before the treatment

Patient

Oral medications Topical medications

Ibuprofen Tramadol Morphine Diazepam
Mayinglong 

hemorrhoidal cream
Indomethacin 
suppositories

Diclofenac sodium 
suppositories

Patient 1  +  + +  + +    + −

Patient 2 − + −  + +    − +

Patient 3 + − − + −    + −

Patient 4 + − − + +    + −

Patient 5 + + − + +    − +

+ indicates used, − indicates not used.

Table 3 Visual Analogue Scale (VAS) and Pittsburgh Sleep Quality Index (PSQI) scores before and after the treatment

Patient
Mean VAS score before 

the treatment 
VAS score at 6-month follow-up 

after the treatment
Mean PSQI score 

before the treatment
PSQI score at 6-month follow-up 

after the treatment

Patient 1 9 0–2 20 0–10

Patient 2 6 1–3 16 6–10

Patient 3 6 0–2 16 0–5

Patient 4 7 0–2 17 0–5

Patient 5 8 0–3 19 0–10

P=0.0079 by unpaired Mann Whitney test for both Mean PSQI score and Mean VAS score before and after the treatment; P=0.0625 by 
Wilcoxon matched-pairs signed rank test for both Mean PSQI score and Mean VAS score before and after the treatment. VAS, visual 
analogue scale; PSQI, Pittsburgh Sleep Quality Index.
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lower segment of the rectum were seen in the present study 
and all patients presented with clearly identified sites of 
pain or trigger points that were easily palpated at the time 
of diagnosis. In many patients, minor nerve damage heals 
spontaneously during the usual postoperative period, and 
postoperative pain that persists beyond the time required for 
natural tissue healing is attributable to neuropathological 
causes (9). Thaha et al. (10) reported post-defecation pain 
syndrome in three patients who underwent SH and in 
whom oral nifedipine led to rapid pain relief. This pain 
was possibly rectal in origin and not associated with anal 
sphincter injury, as was previously assumed. SH may 
partially injure the submucosal plexus along with the 
underlying muscles and alter the neuroregulation of the 
rectal muscles leading to rectal hyperactivity and spasm. 
This may account for the pain felt by two patients who 
underwent SH in the present study. Local injection of anti-
inflammatory and analgesic drugs can alleviate hyperactivity 
and spasm and may have led to the relief in pain in these 
two patients, although the exact mechanism is uncertain. 

Three patients in our study had received sclerotherapy. 
Sclerosant-induced local inflammation results in fibrosis, 
and the strong astringent action of sclerosants causes 
protein coagulation and vasoconstriction that promote 
the hardening and adhesion of hemorrhoidal tissue (11). 
Sclerosant injections for the treatment of hemorrhoids may 
cause serious complications such as rectourethral fistula (12), 
rectovaginal fistula (13), and perianal necrosis (14) as well 
as mild pain (15,16) although few reports have described 
persistent pain (17). 

Considering previous literature findings and the surgical 
treatment and pain characteristics observed in the patients 
in the present study, it is reasonable to conclude that the 
intractable pain observed in all patients in this study can be 
attributed to compression or stimulation of nerve endings 
by locally formed fibrotic scar tissue, which altered the 
neuroregulation of the anorectal muscles.

Local injections at the sites of pain are widely used 
as an effective treatment strategy for rapid pain relief 
in various conditions and local nerve blocks are highly 
effective for postsurgical analgesia (18). Several studies have 
recommended combination therapy with local anesthetics 
(for their rapid analgesic effects) and corticosteroids 
(for their slower but longer-acting action), and such 
combinations have often been used in clinical studies (19,20). 
Therefore, we injected a combination of ropivacaine and 
triamcinolone locally at the site of pain to achieve long-
term analgesic effect in patients with intractable post-

hemorrhoidectomy pain. We observed rapid pain relief in 
all patients and no recurrence of pain was reported at the  
6 months follow-up.

The retrospective design, small sample size, and single-
center setting are limitations of our study. The actual 
pathophysiological mechanisms contributing to intractable 
post-hemorrhoidectomy pain, and the mechanism of action 
of ropivacaine and triamcinolone used to treat it require 
further investigation.

Conclusions

Local injection of ropivacaine and triamcinolone produced 
rapid and effective pain relief in patients with intractable 
post-hemorrhoidectomy pain. This treatment was associated 
with significantly decreased pain scores, significantly 
improved sleep quality, and no adverse reactions or 
recurrence. This treatment strategy may be beneficial for 
the treatment of intractable perianal pain in patients with 
similar clinical presentation.
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