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Prescriber Information
Anal Fissure, Post-Anal Surgery Pain and Thrombosed Haemorrhoids
Nifedipine 0.5% + Lidocaine 1.5% Rectal Ointment
	Healthcare professional information only

	This information is intended for registered healthcare professionals. Compounded preparations should be prescribed only after appropriate clinical assessment and review of patient-specific risks, treatment goals and response.


Clinical Context
Compounded nifedipine rectal ointment may be considered as a prescriber-directed topical option for selected patients with anal fissure, post-anorectal surgery pain associated with internal anal sphincter spasm, or acute thrombosed external haemorrhoids.
Nifedipine is a calcium-channel blocker that may reduce internal anal sphincter tone and resting anal pressure. Lidocaine provides local anaesthetic pain relief. Topical calcium-channel blockers, including nifedipine, are used as non-surgical options for anal fissure management. RACGP AJGP notes topical nifedipine 0.2-0.5% gel and diltiazem 2% cream among commonly used topical calcium-channel blocker options for anal fissure management.
Suggested Compounding Option
	Formula
	Nifedipine 0.5% + Lidocaine 1.5% Rectal Ointment

	Suggested quantity
	30 g to 50 g

	Suggested directions
	Apply a small amount to the anal canal/perianal area BD, or BD-TDS as directed.

	Typical fissure duration
	Usually 4-8 weeks, depending on clinical response and prescriber review.

	Post-operative use
	Usually shorter-term and directed by the treating surgeon or prescriber.


Practical prescribing note: The proposed formula uses nifedipine 0.5% to align with the upper end of commonly referenced nifedipine topical strengths. Many published combination studies specifically evaluated nifedipine 0.3% with lidocaine 1.5%; published evidence for nifedipine 0.5% exists for acute anal fissure as nifedipine monotherapy in ointment form. Prescribers may choose strength and duration according to clinical indication, severity, tolerability and local practice.
Potential Clinical Applications
1. Anal fissure
Rationale: Topical nifedipine may be used to reduce internal anal sphincter spasm, improve local perfusion and support fissure healing. A prospective randomised double-blind study evaluated nifedipine 0.3% + lidocaine 1.5% ointment applied every 12 hours for chronic anal fissure and reported significantly higher healing than active control. RACGP AJGP describes nifedipine 0.2-0.5% gel as a commonly used topical calcium-channel blocker option. A separate study evaluated topical nifedipine 0.5% ointment for acute anal fissure.
2. Post-haemorrhoidectomy / post-anorectal surgery pain
Rationale: Post-operative anorectal pain may be partly related to internal anal sphincter spasm. A multicentre randomised double-blind trial studied nifedipine 0.3% + lidocaine 1.5% ointment versus lidocaine alone after haemorrhoidectomy, with pain outcomes assessed over the immediate post-operative period and follow-up.
Clinical caution: Use after anorectal surgery should be surgeon- or prescriber-directed, particularly where there is concern regarding wound healing, bleeding, infection, urinary retention, severe pain, fever, abscess, or other post-operative complications.
3. Acute thrombosed external haemorrhoids
Rationale: A randomised study evaluated topical nifedipine 0.3% + lidocaine 1.5% ointment every 12 hours for two weeks in acute thrombosed external haemorrhoids, compared with lidocaine alone.
Important clarification: In this setting, nifedipine is not intended to dissolve the clot directly. The proposed benefit is reduction of sphincter spasm and pain while the thrombosis resolves or while the patient is managed conservatively.
Clinical Notes for Prescribers
• Use as part of broader fissure or anorectal management, including stool softening where appropriate, avoidance of straining, adequate fluid and fibre intake, analgesia where clinically indicated, and review for red flags or non-healing lesions.
• Prescriber review is recommended if symptoms persist, worsen, or recur, or if there is significant bleeding, systemic symptoms, suspected abscess, inflammatory bowel disease, malignancy concern, or post-operative complication.
• Use with caution in patients sensitive to local anaesthetics or calcium-channel blockers. Consider pregnancy/lactation status, concurrent antihypertensives and patient frailty where clinically relevant.
• Systemic absorption is generally expected to be low with topical anorectal use, but patients should be counselled to stop and seek advice if they experience dizziness, hypotensive symptoms, significant irritation, rash, allergic symptoms, or worsening pain.
• Avoid excessive application. Local anaesthetic exposure should be considered, especially with frequent application, inflamed or broken mucosa, paediatric exposure, or concurrent lidocaine-containing products.
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	Disclaimer

	This document is general prescriber information only. It is not patient-specific advice and does not replace clinical judgement, diagnosis, treatment planning, informed consent, surgical review, or local prescribing requirements.



For prescriber use only. This document is informational and does not replace individual clinical judgement.
