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Persistent rectal pain after rectosimoidectomy. Case report*
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SUMMARY

BACKGROUND AND OBJECTIVES: Postoperative 
chronic abdominal pain still lacks pathophysiological 
studies, being described after Cesarean section, ingui-
nal hernia, videolaparoscopy and cholecystectomy. In 
lower abdomen, chronic proctalgia has been described 
after hemorrhoidectomy and is characterized as pain at 
evacuation followed by fecal urgency. Persistent post-
operative pain after videolaparoscopic rectosigmoid-
ectomy is uncommon. This study aimed at reporting 
a case of persistent postoperative pain after videolapa-
roscopic rectosigmoidectomy, controlled with bilateral 
anesthetic block of the hypogastric plexus.
CASE REPORT: Female patient, 54 years old, sub-
mitted to videolaparoscopic rectosigmoidectomy with 
transverse-rectal colon anastomosis. In the immedi-
ate postoperative period she evolved with tenesmus, 
continuous and severe pain with occasional burning. 
Non-steroid analgesics would not relieve pain. Evalua-
tion has not shown surgical complications and she was 
referred to the pain control team. Radioscopy-guided 
transdiscal bilateral diagnostic blockade of upper hy-
pogastric plexus was induced with 4 mL of 1% lido-
caine (without vasoconstrictor) in L5/S1 which has in-

duced major pain relief. Patient remained pain-free for 
two months when a new radioscopy-guided transdis-
cal bilateral upper hypogastric block was induced with 
5 mL of 2% lidocaine (without vasoconstrictor) with 
major pain remission. Currently pain is controlled with 
occasional gabapentin (300 mg).
CONCLUSION: Persistent postoperative rectal pain 
was controlled with bilateral hypogastric plexus anes-
thetic block with prolonged pain relief, well beyond lo-
cal anesthetic half-life.
Keywords: Abdominal pain, Chronic pain, Hypogas-
tric plexus, Nervous block, Sigmoid colon, Video-as-
sisted surgery.

RESUMO

JUSTIFICATIVA E OBJETIVOS: Dor abdominal 
crônica após intervenção cirúrgica possui fisiopatologia 
ainda pouco estudada, sendo descrita após cesariana, 
hérnia inguinal, videolaparoscopia e colecistectomia. 
No andar inferior do abdômen, a proctalgia crônica 
tem sido descrita após hemorroidectomia sendo carac-
terizada por dor à evacuação acompanhada de urgência 
para defecar. A dor crônica pós-operatória persistente 
após retossigmoidectomia videolaparoscópica é pouco 
frequente. O objetivo deste estudo foi relatar um caso 
de dor pós-operatória persistente após retossigmoid-
ectomia videolaparoscópica, controlada com bloqueio 
anestésico bilateral do plexo hipogástrico.
RELATO DO CASO: Paciente do sexo feminino, 54 
anos, submetida à retossigmoidectomia com anastomose 
em cólon transverso-retal, por videolaparoscopia. No 
pós-operatório imediato evoluiu com dor retal em tenes-
mo, contínua, de forte intensidade, com queimação oca-
sional. Analgésicos não opioides não aliviavam a dor. 
Investigação do quadro não evidenciou complicações 
cirúrgicas, sendo encaminhada para a equipe de con-
trole de dor. Foi realizado bloqueio diagnóstico bilateral 
de plexo hipogástrico superior com 4 mL de lidocaína 
a 1%, (sem vasoconstritor) por via transdiscal em L5/S1 
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guiado por radioscopia, que produziu alívio importante 
da dor. Permaneceu sem dor durante dois meses, sendo 
realizado novo bloqueio bilateral hipogástrico superior 
com 5 mL de lidocaína a 2% (sem vasoconstritor) por 
via transdiscal em L5/S1 guiado por radioscopia, com 
remissão importante da dor, atualmente controlada com 
uso ocasional de gabapentina (300 mg).
CONCLUSÃO: A dor retal pós-operatória persistente 
foi controlada com o bloqueio anestésico bilateral do 
plexo hipogástrico e a duração do alívio da dor foi pro-
longada, muito além da meia-vida do anestésico local. 
Descritores: Bloqueio de nervos, Cirurgia videoas-
sistida, Cólon sigmoide, Dor abdominal, Dor crônica, 
Plexo hipogástrico.

INTRODUCTION

Abdominal pain is relatively common and may be the 
first symptom of severe clinical presentations, such 
acute myocardial infarction (AMI), peritonitis, intes-
tinal obstruction or acute pancreatitis. Abdominal vis-
ceral pain presentation has numerous facets, but all are 
associated with psychic distress, physical incapacity 
and high health system costs1.
There are two types of abdominal pain: visceral and so-
matic. Visceral pain is diffuse, intermittent and difficult 
to locate, has temporal evolution, may be insidious and 
of difficult identification. Causes are the involvement of 
visceral sensory fibers by distention, inflammation or 
visceral obstruction. Somatic pain, on the other hand, is 
well located and in general involves the musculoskeletal 
system. Psychological, neurobiological and psychoso-
cial components are involved in both types of pain2.
Postoperative chronic abdominal pain still lacks patho-
physiological studies, being described after Cesarean 
section3, inguinal hernia4, videolaparoscopy5 and chol-
ecystectomy6. In lower abdomen, chronic proctalgia 
after hemorrhoidectomy with staples is present in 1.6% 
to 31% of surgeries7 and is characterized as pain at 
evacuation followed by fecal urgency. Persistent post-
operative rectal pain after this surgical technique8 may 
be attributed to the incorporation of muscles inside the 
staple, or their retention, anal sphincter spasm, rectal 
spasm or increased anal pressure. Other complications, 
such as fissure, rectal abscess or hemorrhoid persis-
tence may also induce persistent pain9.

This study aimed at reporting a case of persistent post-
operative pain after laparoscopic retosigmoidectomy, 
with termino-terminal anastomosis with surgical sta-
ples, controlled with bilateral hypogastric plexus  an-
esthetic block.

CASE REPORT

Female patient, 54 years old, former smoker, with Cha-
gas disease, systemic hypertension, congestive heart 
failure III and right branch blockade. Patient was sub-
mitted to cardiomyectomy and Heller-Pinotti fundopli-
cation in September 1996, and to videolaparoscopic 
rectosigmoidectomy with transverse-rectal colon anas-
tomosis in March 23, 2010.
In the immediate postoperative period, patient evolved 
with tenesmus rectal pain which was continuous and 
severe by the visual analog scale (VAS = 10 in worst 
moments) with occasional burning, which forced her 
to try to defecate several times a day, without success. 
Pain worsening was related to rectum repletion with 
feces. Pain was partially relieved in the squatting posi-
tion and during sitz baths with warm water. Non-opioid 
analgesics would not relieve pain. Investigation has not 
shown surgical complications and patient was referred 
to the pain control team.
Initial approach was gabapentin (300 mg) every 12 
hours and dipirone (500 mg) every 6 hours. Radios-
copy-guided bilateral diagnostic block of upper hy-
pogastric plexus was induced with 4 mL of 1% lido-
caine (without vasoconstrictor) by the transdiscal route 
in L5/S1, which has produced significant symptom re-
lief, with 60% improvement of pain immediately af-
ter blockade and total relief one week later. Patient 
remained pain-free for two months when symptoms 
have returned however with lower intensity. Analgesic 
medication with gabapentin (300 mg) twice a day and 
dipirone (500 mg) every six hours was reintroduced 
and maintained for six months.
In June 2011 she still had moderate pain and a new 
radioscopy-guided upper hypogastric bilateral block 
was induced with 5 mL of 2% lidocaine (without va-
soconstrictor) by transdiscal route in L5/S1 , with sig-
nificant pain remission for two months. Patient evolved 
with mild to moderate rectal pain, VAS = 2 to 5 until 
March 2012, which was controlled with codeine (30 
mg) and gabapentin(400 mg) both every 12 hours, 4% 
chlorpromazine (4 drops) at night and dipirone (500 
mg), if needed.
In July 2012 she presented pain controlled with gabap-
entin (300 mg) every 8 hours, which was occasionally 
used, was pain-free most of the time and the worst pain 
in the week previous to return was 5 according to VAS.

DISCUSSION

Persistent postoperative pain, by definition, is contro-
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versial and self-limited. Incidence varies from 20% 
to 50% depending on the surgery10 and on diagnostic 
criteria. Etiology is not fully explained, although pain 
neuropathic character plays a significant role in some 
situations11. Surgeries with long neural lesion exten-
sions, such as thoracotomy12, mastectomy and limb 
amputation have higher prevalence of prolonged post-
operative pain. In addition, pain after inguinal hernia 
repair13 has neuropathic pain characteristics for most 
patients.
However, a significant number of patients with persis-
tent postoperative pain does not have neuropathic pain, 
or it is impossible to diagnose the type of pain14. In 
our case, patient reported severe rectal tenesmus pain, 
associated to rectal repletion, followed by malaise and 
sweating. She had burning symptoms and nonspecific 
symptoms characteristic of visceral pain15.

After diagnostic investigation about infectious compli-
cations, mass effect or rectal obstruction, pain etiology 
determination was useful not only to define diagnosis 
but also to assure patient the possibility of pain relief. 
With the anatomic pain location, etiologic diagnosis 
could be done by anesthetic block of rectal sympathetic 
afference originated from the upper hypogastric plexus. 
Blockade efficacy is due to the interruption of afferent 
pathways by local anesthetics, which are anatomically 
distributed together with autonomic afference.
Due to the variability of visceral rectal pain conduction 
we present a review of abdominal and pelvic visceral 
plexus anatomy.
Abdominal visceral innervation is through the visceral 
plexus, a set of fibers and autonomic ganglia close to 
the viscerae and not anatomically differentiated be-
tween sympathetic and parasympathetic. Parasympa-
thetic efference reaches the abdominal-pelvic cavity 
by anterior and posterior vagal trunks and inferiorly by 
pelvic splanchnic nerves. Pre-ganglionic sympathetic 
fibers, on the other hand, travel through thoracic, lum-
bar and sacral splanchnic nerves. Visceral afference 
follows any of these efferent pathways16.
Anatomically, pre-vertebral visceral plexus is ante-
rior to the aorta and extends along it and its branches. 
Plexus extensions are continuous structures named ac-
cording to their associated arteries. In the upper abdo-
men, the celiac plexus is in front of the aorta and of 
diaphragmatic pillars, at the height of the celiac trunk 
and issues secondary plexuses which are distributed to 
viscerae: hepatic, gastric, phrenic, lineal, suprarenal, 
renal, testicular or ovarian, ureteric and upper mesen-
teric. They are formed by anterior and posterior vagal 
trunk, greater splanchnic ganglia, preganglionic  para-

sympathetic fibers, pre and postganglionic sympathetic 
fibers, visceral afferent fibers and phrenic nerve sen-
sory fibers16.
Fibers traveling inferiorly along the aorta until its bi-
furcation constitute the aortic plexus, which receives 
lumbar splanchnic branches. From this plexus, the low-
er mesenteric plexus is extended, and follows the lower 
mesenteric artery along its branches to form the upper 
rectal plexus, which conducts autonomic and afferent 
fibers to the rectum16.
Below the aortic bifurcation, the aortic plexus origi-
nates the upper hypogastric plexus, which is located 
from the lower third of L5 to the upper third of S1, in 
the sacral promontory, close to the level of bifurcation 
of common iliac vessels. Upper hypogastric plexus, an-
teriorly to sacrum, is divided in two narrow and elon-
gated chains called right and left hypogastric nerves, 
which go down over lateral rectum faces and join sa-
cral and pelvic splanchnic nerves on the correspondent 
side, to form right and left lower hypogastric plexuses, 
also called pelvic plexuses or pre-sacral nerves16.
As opposed to upper hypogastric plexus, predominantly 
located in a longitudinal plane, lower hypogastric plexus 
is more transversely oriented extending postero-anteri-
orly in parallel to the pelvic floor. Hypogastric plexus 
subdivisions follow internal iliac arteries branches and 
innervate pelvic organs. Lower hypogastric plexus 
branches follow the middle rectal artery and form the 
middle rectal plexus, which helps rectal innervation16.
To diagnose the anatomic rectal pain origin, upper hy-
pogastric plexus anesthetic block prevents sensory in-
formation from the rectum via sacral plexus to reach the 
central nervous system. However, several nociceptive 
transmission pathways are involved with rectal sensi-
tivity: upper or middle rectal plexus, lower mesenteric 
or lower hypogastric plexuses, sympathetic pathways 
by splanchnic nerves or sympathetic trunk and white 
communicating branch until spinal cord. In addition, 
nociceptive information may travel through the pre-
vertebral plexus and follow parasympathetic pathways 
by pelvic splanchnic nerves16.
In addition to pre-vertebral plexus innervation, rectum 
is also innervated by lower rectal nerve, pudendum 
nerve branch originating from the visceral plexus16.
In our case, hypogastric plexus was blocked by in-
tradiscal route in L5/S1, guided by radioscopy. Local 
anesthetic-induced pain relief was prolonged, way be-
yond lidocaine half-life. Persistent postoperative rec-
tal pain is originated in upper hypogastric plexus in-
nervation, which may be relieved for a prolonged time 
with anesthetic blockade.
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CONCLUSION 

Persistent postoperative rectal pain was controlled 
with bilateral hypogastric plexus anesthetic block with 
prolonged pain relief, well beyond local anesthetic  
half-life.
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