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Aim: Evaluation of methods for pain prevention and pain reduction after anorectal surgery at all stages of treatment
based on publications found in available databases.

Key points. Most anorectal diseases are benign and do not affect life expectancy, meanwhile about 40 % of the
population suffer from it. Mainly anorectal disorders affect middle-aged people reducing their life quality. At the
same time many articles aimed at studying only postoperative anesthesia. Two researchers independently searched
for articles published in Medline, Scopus, Cochrane, Web of Science, E-library databases using keywords. A total
of 54 publications were included. A multimodal approach should include the pain prevention during pre-, intra- and
postoperative periods. Acetaminophen is recommended for pain reduction according to the dosing protocols. Ac-
etaminophen combined with other systemic analgesics is advisable for patients with severe pain. The opioids use
is justified only for moderate-severe postoperative pain. Metronidazole and lidocaine with nitroglycerin ointment/
nifedipine/corticosteroids effectiveness has been proven for local postoperative anesthesia. Prophylactic use of an-
tibiotics and bowel preparation do not reduce postoperative pain. Stool softeners are recommended for reducing
postoperative pain severity. Additional local anesthesia such as nerve blockade or infiltration anesthesia is recom-
mended for all patients. Modern minimally invasive treatment methods of hemorrhoid are associated with less severe
postoperative pain.

Conclusion. The recommended scheme of multimodal anesthesia for patients after anorectal surgery is presented.
Further studies are needed to evaluate preoperative anesthesia effectiveness, the feasibility of the perioperative fla-
vonoids use, as well as comparisons of various minimally invasive treatment methods of anorectal diseases.
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2 ®drA0Y BO «[llepBbii MOCKOBCKUIA roCcyAapCTBEHHbIM MeaNLIMHCKUI yHuBepcuteT umeHn U.M. CeyeHoBa»
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Llenb 0630pa: oueHka MeETOA0B NPOMUNAKTUKM U YMEHbLUEHMS BONEBOro CUHAPOMA MOCJIE ONEPATUBHOIO Jieye-
HUS1 aHOPEKTaNbHbIX 3260/1EBAHNIN HA BCEX aTanax Ne4eHNss Ha OCHOBE HAMAEHHbIX B AOCTYMNHbIX 6@3ax AaHHbIX My-
OAnKaLni.

OCHOBHbIE NMOoJIoXKeHUs. 3a60/1eBaHMS aHOPEKTaNbHOM 06/1acTV B GONBLUMHCTBE SBNSIOTCS 40O6POKAYECTBEHHbI-
MW 1 HE BIUSIIOT Ha MPOAOIXUTENBHOCTb XM3HW, MPY 9TOM UX PACNpPOCTPaHEHHOCTb B nonynsaumni gocturaet 40 %,
OHM B OCHOBHOM 3aTparvBatoT JIofel TpyaocnocobHOro Bo3pacTa, CHMXas KayecTBO X13Hu. [Npu aToM B nute-
paTtype B GOJIbLUMHCTBE C/y4YaeB YAENSeTCs BHUMaHWE TOMbKO NMocfieonepaumoHHoMy obe3bonnsaHuio. Hesasu-
CUMO ABYMS UccrnegoBatensmu 6bi1 NpoBeaeH novck craren B 6asax gaHHbix Medline, Scopus, Cochrane, Web
Of Science, E-library ¢ 2000 no 2021 r. no kn4YeBbIM cnosaM. Bcero B 063op 6610 0To6paHo 54 nybnmkaumu.
MynbTMOZanbHbIN MOAXOL AOKEH BKIIOYATh NPOMUIAKTUKY BOZHUKHOBEHUS 6ONN Kak Ha A0- WU MHTpaonepaum-
OHHbIX 3Tanax, Tak 1 B NocieonepauoHHOM nepuoge. AuetaMmHodeH PEKOMEHAYETCS NCMO0/Ib30BaTh B KAYECTBE
CTaHAapPTHOW Tepanun Npu nocsieonepaumoHHoM 60/1EBOM CUHAPOME, a A NALMEHTOB C CUbHOM 60sblo Lene-
Cco06pa3HO coYeTaTb €ro ¢ APYrMMu CUCTEMHBIMU aHanbretTukamu. NprYMeHeHe ONMOMA0B ONpPaBAaHO Mpu ymMe-
PEHHOW 1AM CUIbHOW NocneonepaumoHHor 6onu. MNMpenapatbl ¢ METPOHNAA30JI0M U IMA0KAMHOM B KOMOMHALMK
C HUTPOMMULLEPUHOBOW Ma3blo, KOPTUKOCTEPOMOAMU U HUPEANNUHOM NPOAEMOHCTPUPOBANN CBOIO 3bdEeKTUB-
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HOCTb B CHVXEHMM NOCNE0NepPaLMOHHOM 6011 NPU MECTHOM NpUMeHeHUN. MpodunakTMYeckoe NPUMEHEHNE aHTU-
OMOTUKOB 1 NpeaonepaLoHHas NoAroTOBKa KMLLEYHNKA HE BIMSIIOT HA NOCEeonepaLMoHHbI 60NEBO CUHAPOM
1 4aCTOTy MOC/IEONEePaLMOHHbIX OCIOXHEHWUI. MNpUMEHEHWE CPeacTB AN HOpMann3auuun cTyna PEKOMEHO0BaHO,
Tak Kak CHUXAeT YPOBEHb NocneonepaumoHHoli 6onu. JlononHuTensHoe MecTHoe 06e36onmBaHme B Buae 6noka-
Obl HEPBOB UM MHPUNBTPALIMOHHOM aHECTE3NN PEKOMEHO0BAHO BCEM naumeHTam. COBpeEMEHHbIE MUHUMANbHO
VHBa3VIBHbIE METOAbI IEYEHNS FEMOPPOS ACCOLMMPOBaHbI C MEHEE BbIPaXXEHHbLIM MOCIEONepPaUMOHHLIM 60NEBBLIM
CUHOPOMOM.

BakntoueHume. NpeacraBneHa KOMMIEKCHAs cXxemMa MyNbTUMOLAJIbHOW aHanbre3aumn st NaLMeHTOB Nocie aHopek-
TaslbHbIX BMELIaTenbeTB. JanbHenume nccnefoBaHs HE06XoAMMbl AJ151 OLLEHKM 3P DEKTUBHOCTU NMPeAonepaLyoH-
Horo 06e360/1MBaHus, LLeNecoobpasHOCTM NEPMONEPALMOHHOIO NPUMEHEHUS HIaBOHOWI0B, a TakXe CPaBHEHWI
PasNNYHbIX MUHUManbHO MHBa3UBHbLIX METOAMK JIEYEHUS aHOPEKTANIbHbIX 3a001EBaHNIA.

KnioueBbie cnoBa: aHopekTabHas XMPyprus, reMopponaskToMus, o6esdbonneaHue, 601eBO CUHAPOM, XUPYPri-
4yeckoe NeYeHne, aHanbreTukm

KoHdnukT MHTEepecoB: aBTopbl 3asBNSIOT 06 OTCYTCTBUN KOHMNNKTA NHTEPECOB.

Ans uutnposaHus: fapmanosa T.H., MapkapbsH [.P., KazayeHko E.A., JlykbsaHOB A.M., KagayeHko M.A., Aranos M.A. Mynstumopanb-
HbI1 Noaxon, K 06e360/IMBaHNIO B XUPYPrivM aHOpeKTanibHOM 06nacT. POCCUNCKM XypHan racTpo3HTEPOsSIOrun, renaTtosiorm, Koso-

npokTonorun. 2023;33(1):15-23. https://doi.org/10.22416/1382-4376-2023-33-1-15-23

Background

Speaking of the treatment of the benign ano-
rectal diseases in the modern world both patients
and coloproctologists are extremely interested in
“one-day surgery, outpatient surgery or surgery
without pain”. According to some reports, benign
anorectal diseases affect more than 50 % of the US
population over 50 years old, and 75 % of people
have experienced any symptoms of these diseases
at least once in their lives [1, 2]. Annually up
to 6.5 thousand operations for hemorrhoidal dis-
ease are performed in Russia [3]. Being the most
painful surgical intervention in anorectal surgery,
hemorrhoidectomy remains the most effective
and radical operation for hemorrhoidal disease.
Prolonged severe pain after surgery significant-
ly affects the patient’s dissatisfaction with the
treatment. A large number of studies have been
published describing the ways of reducing pain
syndrome after surgical treatment of hemor-
rhoidal disease. Postoperative pain control re-
mains problematic, 12 % of patients after ano-
rectal surgery suffer from severe pain during the
recovery period, and in 5 % of cases pain relief
can hardly be achieved. In these situations the
standard treatment regimen is unlikely to help
[4, 5]. Due to relevance of pain relief issues
the entire sections in international recommenda-
tions have appeared devoted to analgesia after
surgical treatment of hemorrhoidal disease [6,
7]. One of the main tasks of anesthesia in sur-
gery is to minimize the opioid consumption or
total opioid rejection, as opioid analgesics have
a large range of side effects, including stool re-
tention, nausea, vomiting, urinary retention
[6, 8]. Now there is a significant increase in
opioid consumption in the USA and patients
with chronic and acute postoperative pain,

dependent on the opioid analgesics. At the same
time, the mortality rate due to opioid overdos-
es is also increasing. [9—12]. The daily activity
and life quality of patients can also suffer sig-
nificantly [1, 13, 14].

The purpose of this literature review was a
critical assessment of existing methods of pain
prevention and pain reduction after hemorrhoid-
ectomy during preoperative, intraoperative and
postoperative periods, based on publications of
the last two decades and the development of
optimal analgesia scheme for treating pain after
anorectal surgery based on the management of
patients undergoing hemorrhoidectomy.

Materials and Methods

The search for publications in Russian and
English was carried out in the Medline, Scopus,
Skype, Web Of Science, E-library, Cochrane
Collaboration, EMBASE databases from 2000 to
2022 using the following keywords: ”anesthesia
in anorectal surgery”, ”pain syndrome”, “hem-
orrhoidectomy and pain syndrome”, ”procto-
logical diseases and anesthesia”, ”Analgesia for
Hemorrhoidectomy”, ”Preemptive Analgesia for
Hemorrhoidectomy”, ”pain management”, “pos-
themorrhoidectomy pain”, ”pain management in
proctology”, “anorectal surgery”, ”obstetric inju-
ry”, "postpartum complications”. The search was
not limited to randomized controlled trials (RCTs),
since some RCTs are not listed as randomized con-
trolled trials in the databases. The search was car-
ried out independently by two researchers. The
main limitations of the selected studies included
the small sample size and heterogeneity of the
study endpoints. The manual search for relevant
studies was also performed in the bibliographic
lists of previously selected articles.
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Randomized studies devoted to the evalua-
tion of various anesthesia methods during hem-
orrhoidectomy in adults and providing with
data on the pain level according to VAS, verbal
or numerical evaluation scale were included in
this review, as well as Russian-language recom-
mendations and data from real clinical practice.

The quality of the studies was assessed ac-
cording to the Oxford Centre for Evidence-based
Medicine 2011 Levels of Evidence protocol [15].
Studies describing issues of prognostic factors
were additionally evaluated using the QUIPS al-
gorithm (Quality In Prognosis Studies tool) [16].

Summary information of the included studies
was recorded in data tables. This information in-
cluded pain assessment, additional use of analge-
sics, functional outcomes and complications. We
assumed that the level of postoperative pain was
evaluated at rest, unless otherwise indicated in
the study.

A quantitative meta-analysis was not carried
out, because of the high heterogeneity of the studies.

After the initial search, 464 studies were iden-
tified, totally 54 were included in the review. The
most common reasons for exclusion were the fol-
lowing criteria: non-randomized study, repeated
study, lack of information about the level of pain.
For qualitative analysis, the studies were divid-
ed into three large groups: preoperative methods
of preventing and reducing pain, intraoperative
methods and postoperative features of patient
management.

Features of pain syndrome in the anorectal area

The appearance of pain is associated with both
the influence of endogenous and exogenous factors
on the endings of peripheral nerves as well as patho-
logical excitation of neurons in the central nervous
system (CNS). The general state of a person and
their psycho-emotional status also play a certain
role. Nociceptors can be activated by various stimuli,
including mechanical stimuli resulting from tissue
puncture or incision, chemical stimuli resulting from
the action of inflammatory mediators, and thermal
stimuli resulting from tissue heating or cooling. Thus,
any surgical intervention is always accompanied by a
varying degree of pain syndrome [17].

1. Preoperative methods of prevention
and reduction of postoperative pain syndrome

The intensity of pain after surgical interventions
in the anal canal and perianal area depends on the
spasm in the anal sphincter and puborectal muscles,
type of anesthesia, wound healing rate, surgical
technique, pre-, intra-, and postoperative pain man-
agement scheme, stool consistency, and subjective
perception of the patient’s condition [18, 19]. The
target level of pain, at which the patient’s quality of

life is unaffected, is currently considered to be 3 or
lower according to VAS scale [20].

During the preoperative stage, modifying the fol-
lowing factors may reduce the severity of postoper-
ative pain:

1) Daily intake of dietary fiber or other sup-
plements, adherence to a diet, and normalization
of stool consistency (Bristol stool scale types 3 and
4) can reduce the severity of hemorrhoidal disease
symptoms [1, 21]. Fiber increases the mass, volume,
and softness of stool by retaining more water, thus
facilitating passage and reducing mechanical irrita-
tion in the affected area (such as anal fissures or
postoperative wounds) [22]. It has also been shown
that normalizing stool consistency reduces the risk of
postoperative bleeding and helps to reduce the sever-
ity of hemorrhoidal disease symptoms compared to
the placebo group. Basing on these facts normalizing
stool consistency and prescribing stool softeners are
mandatory in the preoperative stage for all patients
[1, 6, 21];

2) Preoperative bowel preparation using laxa-
tives and the use of antibiotics did not show signif-
icant results in reducing pain in the postoperative
period (evidence level A) [6, 23];

3) Patients with impaired stool evacuation feel
50 % more pain after surgery [24, 25], which should
be taken into account when designing postoperative
pain management protocols;

4) Preoperative analgesia aims to prevent
pain during surgery and targets several points
in the “pain cascade”. The most commonly used
non-opioid analgesics that suppress peripheral
pain perception include NSAIDs, corticosteroids,
and aspirin. Non-opioid drugs that suppress cen-
tral sensitization include ketamine, acetaminophen,
and some anticonvulsants, such as gabapentin.
The preoperative use of even one type of analgesic
helps to reduce pain level and the consumption
of opioid analgesics after the intervention [4, 13,
14, 26, 27]. In a study by Van Backer et al. [4],
preoperative analgesia (acetaminophen and gab-
apentin) combined with intraoperative ketamine
and dexamethasone was found to be effective in
reducing pain for the first 8 hours after surgery.
Importantly, throughout the entire recovery pe-
riod, the pain in both groups did not exceed 3
points according to VAS. Preoperative analgesia
also significantly reduced the frequency of opioid
analgesic prescriptions. Administering only 60 mg
of intravenous ketorolac at the beginning of the
operation significantly reduced the number of pa-
tients with significant pain syndrome on the day
of the operation [28]. V. Poylin [13], along with
co-authors, demonstrated the effectiveness of 1000
mg of gabapentin administered 1 day before sur-
gery in reducing pain on days 1 and 7 after the in-
tervention. Preoperative analgesic administration
may be used to reduce the severity of postoperative
pain syndrome (evidence level C).
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There are no studies in the databases that exam-
ine the effectiveness of reducing postoperative pain
with coxibs (selective COX-2 inhibitors) in the con-
text of pre- and postoperative analgesia in anorectal
surgery. However, there are results from large stud-
ies demonstrating a comparable analgesic effect to
non-selective NSAIDs, as well as a lower incidence
of complications such as gastrointestinal reactions, al-
lergic reactions, and other side effects after surgical
interventions [29].

2.
drome

The choice of anesthesia in anorectal surgery is
quite wide. It includes general anesthesia, epidural
anesthesia, nerve blocks, and local infiltration anes-
thesia. The effectiveness of pudendal nerve block in
reducing postoperative pain has been demonstrated
in many studies. [6,30] Peripheral nerve blocks (sci-
atic nerve block, pudendal nerve block, perianal in-
filtration anesthesia) can be used as the main method
of intraoperative pain relief; these techniques have a
low frequency of complications, are technically sim-
ple, and provide analgesic effects for up to 12 hours
after surgery. Of all possible methods of peripher-
al nerve blocks, the pudendal nerve block showed
greater efficacy (Evidence A). Additional use of lo-
cal anesthetic injections significantly reduces pain
during the first 96 hours after surgery and reduces
the total amount of administered analgesics [6].

In open hemorrhoidectomy with only local nerve
block without general anesthesia, a correlation
was observed with greater pain immediately after
surgery, but on the 8th day (p = 0.05), the pain
was significantly less. Comparing general anesthe-
sia with preoperative perianal block, there was no
significant difference in pain intensity between the
groups [6].

In addition to the pharmacological reduction of
pain, attention should also be paid to the surgical
technique. Damage to a larger amount of tissue, es-
pecially with a large number of nerve endings, leads
to increased swelling and inflammation, and conse-
quently, to significant postoperative pain intensity
[31, 32]. The use of minimally invasive techniques
allows for a reduction in the amount of damaged
tissue, which gives these techniques a significant ad-
vantage.

According to some studies, pain syndrome after
closed hemorrhoidectomy is less intense during the
first 24 hours. However, according to other stud-
ies, there is no significant difference in pain inten-
sity between closed and open hemorrhoidectomy.
Nevertheless, a higher frequency of postoperative
complications, including those related to pain, is
observed after closed technique [1, 6, 31] (evidence
level B).

Intraoperative prevention of pain syn-

To minimize damage from heating when using
power tools, bipolar devices can be used [31, 32].
When using an ultrasonic dissector compared to
electrosurgery, pain syndrome and complication
frequency were lower during the first 24 hours
and at 7 days post-operation. When using bipolar
coagulation, pain intensity was also significantly
lower [1, 6, 31] (evidence level A).

The results of intraoperative sphincterotomy
are contradictory [33, 34]. D. Giuseppe et al [34]
found that a dosed sphincterotomy could reduce
pain from 28.8 % to 10.45 % without a signifi-
cant increase in incontinence frequency, but other
studies still do not recommend this technique [1,
6]. Comparable analgesic effect can be achieved
through medication-induced sphincter relaxation
[6]. Sphincterotomy to reduce pain syndrome is not
recommended due to the high risk of complications.

3. Postoperative possibilities of pain re-
duction

There are many protocols available for treating
postoperative pain, including both medication and
non-medication therapies. Sitting in warm water
(40—42 degrees Celsius) baths can be classified as
a non-medication therapy and is considered to pro-
mote relaxation of the internal sphincter, reducing
the intensity of pain [1].

One of the most commonly prescribed anal-
gesics are non-steroidal anti-inflammatory drugs
(NSAIDs), which have a significant analgesic ef-
fect, allowing for a reduction in opioid analgesic
doses by up to 18.3 % even with acute pain [8].
The combination of NSAIDs and paracetamol en-
ables the dosage of both drugs to be reduced and
provides a better effect [35].

Corticosteroids (CS) reduce the synthesis of
inflammatory mediators, reducing edema, tissue
infiltration, and inhibiting vascular dilatation.
Therefore, using locally products containing glu-
cocorticosteroids is effective in reducing pain [21].
A combination of CS and local anesthetics has
been shown to significantly reduce the severity of
symptoms and improve the quality of life for pa-
tients. Additionally, the effectiveness of the two
drugs used simultaneously is greater due to the
potentiation of their actions [21]. CS should not
be used for more than 2—4 weeks due to the risk
of complications such as skin atrophy, teleangi-
ectasia, and delayed wound healing. The use of
oral corticosteroids is also effective for pain relief
caused by inflammation, especially when there are
contraindications to the use of NSAIDs (pregnan-
cy or lactation) [21].

Glycerol trinitrate (nitroglycerin) helps reduce
spasm of the internal sphincter, leading to a re-
duction in pain and tension, and promotes wound
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healing [1, 6, 19, 36—38]. According to some stud-
ies, a significant effect is achieved only on the
7th day after surgery [36]. However, the high and
dose-dependent frequency of side effects, partic-
ularly headache (10—50 % of patients), limits its
use [19, 36—38]. Nitroglycerin ointment, however,
allows for a reduction in the dosage of narcotic
analgesics, but increased consumption of NSAIDs
and paracetamol due to the appearance of head-
aches [36]. To prevent this side effect, intraanal
nitroglycerin ointment application is used, which
significantly less frequently causes headaches
compared to perianal application. To enhance the
analgesic effect, nitroglycerin ointment is used in
combination with lidocaine, which also allows for
a reduction in the dose of both drugs [6]. The
combination of local 2 % lidocaine and 0.2 % or
0.4 % nitroglycerin ointment is recommended af-
ter surgery (level of evidence A).

Metronidazole is capable of suppressing bacte-
rial flora and also has immunomodulatory effects
and reduces the risk of cell damage by oxygen free
radicals, but the specific mechanism in relation to
pain is not fully understood [6, 39—41]. At the
same time, effectiveness is observed only with
local application, while oral administration
remains ineffective. Metronidazole significant-
ly reduces pain syndrome on the 1st, 2nd, 7th
and 14th days, as well as during the first bowel
movement [1, 6, 42—44]. Also noted is effective-
ness in reducing edema and rapid healing [24].
However, the level of evidence remains low (D).

Flavonoids have a phlebotonic effect and in-
hibit the production of inflammatory mediators,
while also improving lymphatic drainage, and are
safe for use [1, 45—47]. They significantly reduce
the frequency of bleeding in the early postop-
erative period, as well as reduce the severity of
postoperative changes such as edema and itching
[45—48]. The ability of flavonoids to provide pain
relief remains uncertain, but the use of non-nar-
cotic analgesics after 6 days post-surgery was
lower in patients taking flavonoids [45]. Side
effects are quite common (headache, gastrointes-
tinal symptoms). Flavonoids can be used as part
of multimodal analgesia after hemorrhoidectomy
in addition to NSAIDs (level of evidence A).

The use of lidocaine ointment and other lo-
cal anesthetics allows for rapid achievement of
an analgesic effect. Tts repeated application is
permissible in case of insufficient effectiveness,
which is safe since it does not lead to significant
changes in the blood and does not have a sys-
temic effect on the body [21, 49].

The local application of diltiazem (a selec-
tive blocker of class III calcium channels, a ben-
zothiazepine derivative) did not show sufficient

effectiveness in reducing pain after surgical inter-
vention [50]. According to the results of a mul-
ticenter randomized controlled trial, local appli-
cation of nifedipine (a selective blocker of class
II calcium channels, a dihydropyridine derivative)
with lidocaine allows for a reduction in pain syn-
drome for a short time after surgery (at 6 hours
and on day 7 after intervention p < 0.011 and p <
0.054, respectively) [51].

According to the results of a randomized con-
trolled trial with a placebo group, a 15 % oint-
ment with colestyramine demonstrated a signifi-
cant reduction in the severity of pain at rest and
during defecation after open hemorrhoidectomy
[52]. There is also data on the effectiveness of lo-
cal application of Baclofen 5 % and Atorvastatin
2 % for postoperative pain syndrome after hemor-
rhoidectomy [53, 54]. However, based on these
data, it cannot be unequivocally stated about the
effectiveness of the mentioned drugs since the re-
search data were conducted on groups that were
relatively small, and no similar articles were
found in the available databases.

In case of an acute pain attack after interven-
tion on the background of multimodal analgesia,
it is permissible to use narcotic analgesics: low
doses of opioids can be used for pain scores up to
5, and for severe pain (VAS above 5), opioids are
recommended in higher doses [6].

Thus, to achieve an acceptable level of pain, it
is necessary to apply a strategy of multimodal an-
algesia, which will allow to affect all mechanisms
of its occurrence, reduce the dosage of drugs used,
and minimize the use of opioids [1, 6, 55].

Conclusion

This review presents objective data on the
effectiveness of various methods aimed at mini-
mizing postoperative pain syndrome in patients
undergoing interventions in the anorectal area.
A multimodal approach should include the use of
techniques for preventing the emergence of pain
during pre- and intraoperative stages, as well as
reducing it in the postoperative period.

Given the safety and proven effectiveness of
acetaminophen, it is recommended to use it as the
standard pain relief scheme for patients after sur-
gical interventions in the anorectal area. However,
considering its insufficient effectiveness in patients
with severe pain, it is advisable to combine it with
other systemic analgesics, such as nonsteroidal an-
ti-inflammatory drugs, the effectiveness of which
has also been proven. The use of opioids for post-
operative pain relief is limited, including due to
the side effects they can cause. The use of strong
opioids is justified at the level of postoperative
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pain from moderate to severe (more than 5 points
on the VAS scale).

The effectiveness of metronidazole and lido-
caine with nitroglycerin ointment, corticoste-
roids, or nifedipine has been proven for local
postoperative pain relief. The prophylactic use
of antibiotics and preoperative bowel prepara-
tion does not reduce postoperative pain. The use
of stool normalizing agents is recommended as it
reduces the level of postoperative pain.

Additional local pain relief in the form of nerve
blocks or infiltration anesthesia is recommended
for all patients planning interventions in the ano-
rectal area. However, at present, the block of the
pudendal nerve is considered the most effective,
rather than perianal administration of anesthet-
ics. Despite positive results of studies comparing
liposomal bupivacaine with the regular form and
placebo, liposomal bupivacaine cannot yet be rec-
ommended for routine use due to the lack of com-
parison with recommended pain relief methods

and cost issues. Moreover, this type of anesthesia
is preferable to spinal anesthesia due to longer an-
algesia and fewer side effects.

The modern literature presents a large number
of publications on high-tech, minimally invasive
treatment of hemorrhoidal disease. Thus, open
hemorrhoidectomy with electrocoagulation of the
vascular pedicle gives a less pronounced pain syn-
drome after the operation compared to ligation of
the vascular pedicle, there is no convincing evi-
dence that closed hemorrhoidectomy is less pain-
ful than open hemorrhoidectomy.

Thus, the recommended comprehensive scheme
of multimodal anesthesia for patients after per-
forming operations in the anorectal area is pre-
sented on Pic. Further research is needed to assess
the effectiveness of preoperative pain relief, the
advisability of perioperative use of flavonoids, as
well as comparisons of different minimally inva-
sive methods for treating diseases of the anorectal
area.

Assessment of the patient’s condition before surgery
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Against the background of the standard
analgesia scheme
Ha doHe craHIapTHOII CXEMbI aHATbTe3UH

Severe pain
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v

Y
A

OTKpbITHE NN 3aKPbITHE
reMOPPOMIIKTOMIN
C AJIEKTPOKOATYJISAIMEN HOKKU y3J1a

Stool normalization =~
Locally: corticosteroids, nifedine,
mj:ro%lgcerl.n in combination
with Tidocaine, metronidazole
A

High doses of opioids
Boicokue /103b1 0110108

Paracetamol + NSAIDs
IMTapaneromon + HIIBC

Hopmanusarus cryna
JloKaJIbHO: KOPTUKOCTEPOUDI, HeIINIINIH,
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Moderate pain
Ymepenasi 6056

Low-dose opioids
Huskue 10361 OMIOWIOB

Ilocne onepamyn

After the operation

Severe pain: 5 or more points according to VAS
Moderte pain: 3—5 points according to VAS
Mild pain: 3 or leess points according to VAS

C JTUJOKanHOM, METPOHU/1a30J1

Cunbnas 6osb: > 5 Gamtos o BAIIT
Ymepennas 6oab: 3—5 Gamios no BAILI
Cna6asi 6omb: < 3 Gamnos mo BAIII

Fig. A scheme of multimodal analgesia for anorectal interventions

Puc. Kommekcnast cxema MyJIbTI/IMOlIaJIbHOI';I AaHaJbre3nn NMpru aHOPEKTAJIbHbIX BMeENIaTe/JIbCTBaX
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