
 
23                       JMCWH, Vol-20, Issue-2, July 2024 

 

  

MANAGEMENT OF PERIANAL DISEASES UNDER 
LOCAL ANESTHESIA 

 
Tarafder Habibullah1*, Afroza khanam Sumy2, Jamal Abu Naser1, Fatema Akter3 

 
ABSTRACT 

 
Background: Besides anesthetic purpose, local infiltrative/field block are commonly used for 
pain remission after various surgical procedure. With advances in medical science, 
management of various perianal disorders has been reported to be possible under local 
anesthesia with great ease and comfort. Aim: We performed selective perianal minor surgical 
procedure under local anesthesia in the form of either pudendal or subcutaneous infiltrative 
technique to see any procedural complications. Materials and Method: After fulfilling the 
inclusion and exclusion criteria a total of 50 cases were selected for this prospective study and 
was conducted in Enam Medical College and Hospital from January, 2022 to June 2022. Both 
loco-regional (pudendal block) and peri-lesional subcutaneous infiltration technique were 
applied. A mixture of 0.5% bupivacaine and 2% lignocaine with adrenaline was used 
according to body weight. All the cases were observed to see any immediate procedural 
complications. Follow-up was made at Outpatient Department (OPD) for at least 3 months. 
Results: Out of 50 cases, only 3 patients (6%) developed procedural complications and in 2 
cases (4%) the procedure had failed. Conclusion: In selected proctological disorders, local 
anesthesia can be applied with minimum procedural complications. 
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INTRODUCTION 
 
A spectrum of proctological diseases like 
piles, perianal suppuration, fissure-in-ano 
etc. are quite common among general 
population and are commonly faced either 
by general or specialized proctologic 
surgeon1. The traditional way for diagnosis 
and proper management of these diseases 
need exploration of anal canal under 
proper relaxation of anal musculatures and 
also in a pain free state which can be 
achieved properly under general (G/A) or 
spinal anesthesia2. The peri-operative 
actions required for these procedures are 
costly and also consumes inpatient hospital 

resources2,3. With advances in medical 
science, this concept has changed and 
management of various perianal disorders 
has been reported to be possible under 
local anesthesia with great ease and 
comfort3,4.  
 
Local /loco-regional anesthesia can                     
be obtained through subcutaneous, 
intradermal or submucosal injections with 
various local anesthetic agents5. The great 
benefit of local anesthesia is that it is 
suitable for the patients who are unfit for 
G/A or Subarachnoid spinal Block (SAB). 
Other benefits include quick action, easy to 
perform with rare systemic toxicity6.  
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There are several studies regarding 
management of proctologic disorders 
under locoregional block7,8. This study is 
our first experience in which we managed 
selective perianal diseases under local 
anesthesia. The aim of our study was to see 
any immediate procedural complications 
with emphasis on whether it needed 
conversion to any other anesthetic 
procedure. 
 
MATERIALS AND METHOD 
 
Place of study:  
Enam Medical College and Hospital. 
 
Study design:  
Cross-sectional study. 
 
Study population:  
50 cases of perianal diseases. 
 
Inclusion criteria: Adults > 18 years with 
any of the following disorders were 
included in the study: fissure- in- ano, 
simple fistulae with external opening 
within 2 cm of anal region ,anal verge with 
palpable subcutaneous cord like 
structure,<5 cm perianal abscess,external 
thrombosed piles,perianal hematoma,anal 
skin tags, third/fourth degree piles. Also 
included were patients undergoing surgery 
with operation time up to 30 minutes and 
those unfit for G/A or SAB. 
 
Exclusion criteria: Patients of age <18 
years, unwilling to have the procedure, 
with complex fistulae (trans-sphincteric, 
supra-levator, recurrent), ischio-rectal, 
inter-sphincteric, > 5cm abscess size with 
extensive cellulitis, horse-shoe abscess, 
abscess that needed debridement and 
patients whose anticipated operation time 
was >30 minutes. 
 
Pre-operative evaluation, anesthetic 
and surgical technique: 
 
Cases were selected after taking proper 
history, clinical examination (Digital Rectal 
Examination, proctoscopy) 

and relevant investigations. For 
clarification of fistula/abscess both 
Computed Tomography and Magnetic 
Resonance Imaging were done as per 
indication. Our goal was to block the 
terminal branches of pudendal nerve that 
supplies the sphincter muscles and perianal 
skin. 
 
Those who were operated on under 
pudendal block, a mixture of 0.5% 
bupivacaine and 2% lignocaine (30 ml) 
with 25G spinal needle and 1.5 inch needle 
was used. At first a total of 6 to 8 ml 
circumanal subcutaneous infiltration was 
given. Then 25G spinal needle was 
introduced (5-6cm) just outside external 
sphincter complex (3‘0 and 9‘0 clock 
position, 7-8 ml solution) directed to the 
ischial spine. At last, 1.5 inch needle 
attached with a 10 c.c. syringe was 
advanced to a distance of 2-3 cm at 6‘0 
clock position and 12‘0 clock position and 
2-3 ml solution was infiltrated. 
 
Some cases were managed with only 
application of local infiltration of 
lignocaine with adrenaline around the 
lesion. The patient‘s response to the 
operative stimulus in terms of complaint of 
pain and withdrawal movement of the 
body, was observed during surgery. If 
necessary, further infiltration of the local 
anesthetic solution was undertaken. No 
additional analgesic was used if the 
procedure failed. In that case, conversion 
to G/A or SAB was done as a rescue.  
 
 
Post-Operative Management And 
Follow-Up 
 

In the recovery room, every case was 
observed for immediate complications like 
bleeding, hematoma formation, urinary 
retention, nausea/vomiting. Follow-up was 
made at OPD in every 2 weeks interval to 
see any abscess formation or recurrence (in 
case of fistula) for at least 6 months. 
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Data Analysis 
 

Data was collected from questionnaire and 
presented as number and percentages. 
 

Ethical issue 
Informed written consent was taken from 
every patient and ethical clearance was 
obtained from the institutional ethical 
committee.  
 

Operational definition 
Procedure failed was defined if analgesia 
and anesthesia was not achieved                

within 5 minute of infiltration of local 
anesthetic agent. 
 
RESULTS 
 

Out of the 90 patients invited to have the 
procedure, 40 were excluded. Thirty (60%) 
underwent perilesional subcutaneous 
infiltration, eighteen (36%) had a 
preference for pudendal block, and in two 
cases (4%) conversion to SAB was needed 
which has been displayed in Table 1. 

 

Table 1: Type of anesthesia given to the selected patients 
 

 Nature of anesthesia Number (n) Percentage (%) 

 Perilesional Subcutaneous infiltration 30 60 

 Pudendal block 18 36 

 SAB 02 04 
 

Data expressed in number and percentage. n: number of subjects receiving each type of 
anesthesia. 
 
Figure 1 demonstrates that out of the total number of patients who received perilesional 
subcutaneous infiltration; 20 % were suffering from perianal abscess, 10% were with pilo-
nidal abscess and 6% were with thrombosed external piles.  
 

 
 

 

Figure 1: Pattern of diseases allocated for perilesional subcutaneous infiltration. 1: Perianal 
abcess (number of patient 10; 20%); 2: Pilo-nidal abscess (number of patient 05; 10%);3: 
Simple fistulae (number of patient 05;10%); 4: Thrombosed external piles (number of patient 
05;10%); 5: Anal wart (number of patient 03;6%); 6:Anal skin tag (number of patient 02;4 %). 
Procedural complications were observed only in three cases. One developed urinary retention, 
one had hematoma during the procedure and one suffered from abscess noticed at OPD 
during follow-up as is shown in Table 3. 

'Percentage (%)'

1 2 3 4 5 6
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Table 3: Complications of perilesional subcutaneous infiltration. 
 

Nature of complication Number (n) Percentage (%) 

Haematoma  1 10 

Urinary retention 1 10 

Abscess 1 10 
 

Data is expressed in number and percentage. n: number of patients that developed each type 
of complication.                                
 

DISCUSSION 
 
Due to dense sensory innervation to the 
perianal area, anus is very sensitive to 
painful stimulus. So, it is logical to perform 
any proctological surgical procedure under 
proper relaxation of perianal area8-10. 
However, in the recent several studies it 
was shown that the use of local anesthesia 
for anorectal surgery is quite feasible9,11,12. 
Not only ano-rectal diseases but also a 
spectrum of other diseases like pudendal 
neuralgia, pain free vaginal delivery and 
some urological procedures can be safely 
performed under pudendal block13,14. 
While performing this type of surgery, the 
commonly used positioning of patients is 
the lithotomy or jackknife position. This 
position is a preference of the 
anesthesiologists since this allows the 
monitoring of the airway but this makes 
the vision and manipulation of surgical site 
quite difficult. On the other hand, perianal 
anesthesia allows the safe-jack-knife 
positioning of patient using ambulatory 
protocol, giving the surgeon proper view 
of field of operation. Thus, providing great 
ease and comfort to both surgeon and 
patient7,14,15. As per previous studies, the 
local anesthetics commonly used for such 
surgeries are mepivacaine, lidocaine, 
bupivacaine7,16,17. In this study, we used a 
mixture of bupivacaine and lidocaine 
similar to other study18. Lidocaine gives 
pain relief initially as it is a short acting 
local anesthetic while bupivacaine provides 
anesthesia for several hours after surgery 
since it is a long acting anesthetic19. Other 
surgeons have added adrenaline to the 
anesthetic which aids in vasoconstriction 
and decrease bleeding with in the field of 

operation7. Adrenaline was also added to 
the local anesthesia applied in this study in 
some cases similar to the study done by 
Lohsiriwat V and Lohsiriwat D7. 
 
According to our research, the posterior 
perineal block approach for local 
anesthesia guarantees safe and efficient 
analgesia both during and after surgery for 
the majority of carried out anorectal 
procedures. Several studies performed 
earlier have reported that there are almost 
no complications following posterior 
perianal block and is an easy to apply 
technique with lower cost, shorter stay at 
hospital and quicker return of patients to 
social life7,9,11,15,16. In traditional text book, it 
is said that it is unwise to deal with the 
acute suppurative condition with local 
anesthesia20,21. However, much to our 
amazement, it was noted that even in acute 
painful anorectal diseases like perianal 
abscess, thrombosed external piles, pilo-
nidal abscess local anesthesia can be 
applied satisfactorily. No procedure is free 
from any kind of complications, as we also 
noticed in our study. Pudendal nerve block 
is more or less a crude procedure. Various 
procedural complications like haematoma, 
urethral /vaginal injury had been 
documented so far21. In our study, we 
noticed that during circumanal infiltration 
a haematoma was formed which was 
managed by cold compression and in 
another case small subcutaneous abscess 
was formed which was identified during 
follow-up at OPD and managed 
accordingly. It is seen that urinary 
retention is a very common problem after 
anorectal surgery specially done under 
spinal anesthesia. It can also happen due to 
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post-operative pain22,23. The administration 
of local anesthetics via perianal infiltration 
aids in anorectal surgery to be done with 
very low urinary retention incidence7,24. In 
the post-operative room, we found that in 
one case, urinary retention had developed 
and catheter was performed to relief the 
retention. Similar to our study, other 
researchers have noted low rate of urinary 
retention between 0-0.5%7,15,25. 
 
Post- operative bleeding is another well 
recognized complication after perianal 
surgery. In case of general anesthesia,  
post-operative bleeding rate may be up to 
3%, in regional anesthesia 12% and 
following local anesthesia 0.5% - 8%7,8,24,26. 
In the present study, we did not observe 
any post-operative bleeding following local 
anesthesia similar to studies done by Foo 
et al, Argov et al., and Arroyo et al8,15,17.  
 
In this study, we experienced that in two 
cases local infiltration failed. We could not 
proceed as patient was complaining pain 
throughout the procedure and we 
converted it to SAB for completion of 
operation. It is seen that local infiltrative 
anesthetic technique can fail due to 
inadequate dose or if it goes to incorrect 
tissue plane. It can also fail when patient 
becomes restless because of pain as 
infiltration goes on23. 
 
CONCLUSION 
 

Perianal local infiltrative anesthesia is an 
easy and cost-effective procedure with 
minimum procedural complications. 
Involvement of an anesthesia team can be 
avoided which reduce the cost of surgery. 
The great benefit is that the surgeon can 
apply it as a part of the anesthesia and 
surveillance after anesthesia is easier. 
 
LIMITATION OF THE STUDY  
 

The main limitation of our study was that 
the study period was very short and sample 
size was also small. The long term 
complications of anesthetic or surgical 
procedure could not be evaluated. 

CONFLICT OF INTEREST  
 

There is no conflict of interest. 
 
REFERENCES 
 
1. Naja Z, Ziade MF, Lönnqvist PA. 

Nerve stimulator guided pudendal 
nerve block decreases 
posthemorrhoidectomy pain. Can J 
Anaesth. 2005; 52(1):62–68. 

 
2. Di Giuseppe M, Saporito A, La Regina 

D, Tasciotti E, Ghielmini E, Vannelli 
A, et al. Ultrasound-guided pudendal 
nerve block in patients undergoing 
open hemorrhoidectomy: a double-
blind randomized controlled trial. Int J 
Colorectal Dis. 2020; 35(9):1741-1747. 
doi: 10.1007/s00384-020-03630-x.  

 

3. Gerjy R, Derwinger K, Nyström PO. 
Perianal local block for stapled 
anopexy. Dis Colon Rectum. 2006; 
49(12):1914-21. doi: 10.1007/ s10350-
006-0750-8. 

 

4. Poskus T, Jakubauskas M, Čekas K, 
Jakubauskiene L, Strupas K, 
Samalavičius NE. Local Perianal 
Anesthetic Infiltration Is Safe and 
Effective for Anorectal Surgery. Front 
Surg. 2021; 8:730261. doi: 10.3389/ 
fsurg.2021.730261.  

 

5. Marti MC. Anesthésie loco-régionale 
en chirurgie proctologique [Loco-
regional anesthesia in proctological 
surgery]. Ann Chir. 1993; 47(3):250-5. 
French. 

 

6. Nyström PO, Derwinger K, Gerjy R. 
Local perianal block for anal surgery. 
Tech Coloproctol. 2004;8(1):23-6. doi: 
10.1007/s10151-004-0046-8.  

 

7. Lohsiriwat V, Lohsiriwat D. 
Ambulatory anorectal surgery under 
perianal anesthetics infiltration: analysis 
of 222 cases. J Med Assoc Thai. 2007; 
90 (2):278-81.  

Local anesthesia for managing perianal diseases  

 



 

JMCWH, Vol-20, Issue-2, July 2024                    28 

 

8. Foo E, Sim R, Lim HY, Chan ST, Ng 
BK. Ambulatory anorectal surgery--is it 
feasible locally? Ann Acad Med Singap. 
1998; 27(4):512-4.  

 

9. Lohsiriwat D, Lohsiriwat V. 
Outpatient hemorrhoidectomy under 
perianal anesthetics infiltration. J Med 
Assoc Thai. 2005; 88(12):1821-4.  

 

10. Knowles CH. Human studies of 
anorectal sensory function. Ir J Med 
Sci. 2018; 187(4):1143-1147. doi: 
10.1007/s11845-018-1847-5.  

 

11. Elbetti C, Caminati F, Giani I, Feroci 
F, Zalla T, Calussi M, et al. Tailored 
anal block (TAB): a new anesthesia 
procedure for surgical treatment of 
hemorrhoids in an outpatient setting. 
Tech Coloproctol. 2019; 23(5):497-500. 
doi: 10.1007/s10151-019-01998-9.  

 

12. Siddiqui J, Fowler GE, Zahid A, 
Brown K, Young CJ. Treatment of 
anal fissure: a survey of surgical 
practice in Australia and New Zealand. 
Colorectal Dis. 2019; 21(2):226-233. 
doi: 10.1111/codi.14466.  

 

13. Jinjil K, Dwivedi D, Bhatnagar V, Ray 
RK, Tara S. Perianal Block: Is It as 
Good as Spinal Anesthesia for Closed 
Hemorrhoidectomies? Anesth Essays 
Res. 2018; 12(1):36-41. doi:  

 

14. Luck AJ, Hewett PJ. Ischiorectal           
fossa block decreases 
posthemorrhoidectomy pain: 
randomized, prospective, double-blind 
clinical trial. Dis Colon Rectum. 2000; 
43(2):142-5. doi: 10.1007/BF02236970.  

 

15. Argov S, Levandovsky O, Yarhi D. 
Milligan-Morgan hemorrhoidectomy 
under local anesthesia - an old 
operation that stood the test of time. A 
single-team experience with 2,280 
operations. Int J Colorectal Dis. 2012; 
27(7): 981-5. doi: 10.1007/s00384-012-
1426-6. 

 

16. Li S, Coloma M, White PF, Watcha 
MF, Chiu JW, Li H, et al. Comparison 
of the costs and recovery profiles of 
three anesthetic techniques for 
ambulatory anorectal surgery. 
Anesthesiology. 2000; 93(5):1225-30. 
doi: 10.1097/00000542-200011000-
00015. 

 

17. Arroyo A, Pérez F, Serrano P, Candela 
F, Calpena R. Open versus closed 
lateral sphincterotomy performed as an 
outpatient procedure under local 
anesthesia for chronic anal fissure: 
prospective randomized study of 
clinical and manometric longterm 
results. J Am Coll Surg. 2004; 199 
(3):361-7. doi: 10.1016/j. jamcollsurg. 
2004.04.016. 

 

18. Poskus T, Jakubauskas M, Čekas K, 
Jakubauskiene L, Strupas K, 
Samalavičius NE. Local Perianal 
Anesthetic Infiltration Is Safe and 
Effective for Anorectal Surgery. Front 
Surg. 2021; 8:730261. doi: 10.3389/ 
fsurg.2021.730261.  

 

19. Jirasiritham S, Tantivitayatan K, 
Jirasiritham S. Perianal blockage with 
0.5% bupivacaine for postoperative 
pain relief in hemorrhoidectomy. J 
Med Assoc Thai. 2004; 87(6):660-4. 

 

20. Nyström PO, Derwinger K, Gerjy R. 
Local perianal block for anal surgery. 
Tech Coloproctol. 2004;8(1):23-6. doi: 
10.1007/s10151-004-0046-8.  

 

21. Rudd WW. Hemorrhoidectomy in the 
office: method and precautions. Dis 
Colon Rectum. 1970; 13(6):438-40. doi: 
10.1007/BF02616788.  

 

22. Kushwaha R, Hutchings W, Davies C, 
Rao NG. Randomized clinical trial 
comparing day-care open 
haemorrhoidectomy under local versus 
general anaesthesia. Br J Surg 2008; 
95:555–63.  

 

Local anesthesia for managing perianal diseases  

 



 
29                       JMCWH, Vol-20, Issue-2, July 2024 

 

23. Diurni M, Di Giuseppe M. 
Hemorrhoidectomy in day surgery. Int 
J Surg. 2008; 6 Suppl 1:S53-5. doi: 
10.1016/j.ijsu.2008.12.018.  

 
24. Dowling V, Cortez J. Efficacy in the 

use of local anesthesia in patients with 
surgical intervention for the resolution 
of anorectal pathologies. J 
Coloproctology 2018; 38 (1):37-41. 
doi:10,1016/j.jcol.2017.10.004 

 

25. Bansal H, Jenaw RK, Mandia R, Yadav 
R. How to do open hemorrhoidectomy 
under local anesthesia and its 
comparison with spinal anesthesia. 
Indian J Surg. 2012; 74(4):330-3. doi: 
10.1007/s12262-012-0438-3. 

 

26. Aphinives P. Perianal block for 
ambulatory hemorrhoidectomy, an 
easy technique for general surgeon. J 
Med Assoc Thai. 2009; 92(2):195-7. 

 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Local anesthesia for managing perianal diseases  

 


