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ABSTRACT

=8

Introduction. Anal fissures can be defined as a tear or a break in the anoderm.
Acute fissures do not exceed a 6 week-duration and can be seen as a simple
tear in the anoderm along with edema, whereas chronic fissures are longer than
6 weeks. Aim. To compare the efficacy of the medical and surgical options for
the treatment of chronic anal fissures and to recommend the appropriate option
in terms of their symptomatic relief, healing of fissures and long-term
effectiveness. Materials & Methods. A prospective observational study was
conducted for a period of 2 years, that is, from October 2018 to October 2020,
including a follow-up period of 2 months. A total of 72 patients with chronic
anal fissures were included in the study and randomized into two groups,
represented by the medical management group and the surgical management
group (Lateral Internal Sphincterotomy (LIS)). Results. In the case of the 36
patients with CAF (chronic anal fissure) who underwent surgical management,
all 36 (100%) patients had optimal healing of the fissure at 6 weeks. In the
case of the 36 patients with CAF who underwent medical management, only
32 (89%) patients had optimal healing of the fissure at 6 weeks, whereas 4
patients failed to heal even after 2 months. Conclusions. Surgical management
is the preferable method for chronic anal fissures in comparison to medical
management. But the medical management has a role in acting as a bridge to
surgical management in patients who are not fit for surgery or do not perceive
surgery as an option at the time.
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Introduction

Anal fissures are defined as a tear or a break in the

tags [2,3].

additional fibrosis, hypertrophied anal papilla, and sentinel

anoderm. Fissures can occur at any age, more commonly
in middle aged people, predominantly in females. They are
found mostly in the posterior (90%) or anterior midline
(10%) and less than 1% in uncommon locations [1].
Fissures occurring in uncommon sites are usually due to
instrumentations or diseases such as Crohn's disease,
syphilis, tuberculosis, human immunodeficiency virus
(HIV)/ acquired immunodeficiency syndrome (AIDS), or
anal carcinoma. The most prevalent cause of an anal fissure
is trauma from either the hard stool passage or prolonged
diarrhea [1,2]. Acute fissures have been defined as having
symptoms shorter than a 6 week-duration, whereas chronic
fissures have symptoms lasting more than 6 weeks. Acute
fissures are seen as a simple tear in the anoderm along with
edema, whereas chronic fissures are accompanied by

Materials and Methods

A prospective observational study was conducted for a
period of 2 years, i.e. from October 2018 to October 2020,
including a follow-up period of 2 months. A total number
of 72 patients with chronic anal fissures were included in
the study.

Inclusion criteria
 Patients with chronic anal fissures
« Age ranging from 16 to 75 years
« Both males and females

Exclusion criteria
 Patients with acute anal fissures
« Age younger than 16 years or older than 75 years
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» Pregnant females

« Patients diagnosed with inflammatory bowel disease,
colon carcinoma, anal carcinoma

+ Patients under treatment for ischemic heart diseases

The clinical details and the history of symptoms such
as pain during defecation, constipation, bleeding per
rectum, any discharge, and soiling along with examination
findings were recorded on the standardized proforma. The
patients were randomized into two groups, represented by
the medical management group and the surgical
management group (Lateral Internal Sphincterotomy). The
medical management group were given sitz baths,
nifedipine local applications along with calcium channel
blockers. Lateral internal sphincterotomy was performed
for the surgical group.

All cases underwent follow-ups for a period of 2
months, following the set protocol.

Results

We included 72 patients with chronic anal fissures, out
of which 27 (37.5%) were males, and 45 (62.5%) were
females. Therefore, the maximum incidence in our study,
according to gender, was among females (Table 1).

Table 1. Distribution of Patients According to Gender
in The Study Population

Sex Frequency Percentage
Female 45 62.5%
Male 27 37.5%
Total 72 100%

Out of the 72 patients, the maximum number of
patients, i.e. 20 (28%), were included in the age group 36-
45 years and the least number of patients 1 (1%) was
included in the age group 66-75 years. A number of 16
(22%) patients was included in the 26-35-year age group,
19 (27%) patients in the age group of 46-55 years, followed
by 8 (11%) patients in the group of 16-25 years and 8
(11%) patients in the 56-65-year age group (Table 2).

Out of the 72 patients with chronic anal fissures
included in our study, 68 (94%) patients presented
especially with complaints of pain, whereas 4 (6%)
patients did not present with any pain at all (Table 3). Out
of the 72 patients with chronic anal fissures, 40 (56%)
patients complained of bleeding per rectum, whereas in
32 (44%) patients of the study population, bleeding per
rectum was absent (Table 4). Out of the 72 patients, the
incidence of constipation was reported in 67 (93%)
patients, whereas 5 (7%) patients did not have any history
of constipation (Table 5).

Table 2. Distribution of Patients According to Age in
Study Population

Age (Years) = Number of Patients = Percentage
16-25 8 11 %

26-35 16 22 %

36-45 20 28 %
46-55 19 27 %
56-65 8 11 %
66-75 1 1%

Total 72 100%

Table 3. Distribution of Chief Complaint of Pain in
The Study Population

Pain Frequency Percentage
Present 68 94%
Absent 4 6%
Total 72 100%

Table 4. Distribution of Complaint of Bleeding Per
Rectum in The Study Population

Bleeding (P/R) = Frequency Percentage
Present 40 56%
Absent 32 44%
Total 72 100%

Table 5. Distribution of Associated Constipation in
The Study Population.

Constipation Frequency Percentage
Present 67 93%
Absent 5 7%
Total 72 100%
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The study population (72 patients) was divided into the
medical and surgical (lateral internal sphincterotomy)
group by randomization leading to 50% (36) cases in
lateral internal sphincterotomy and 50% (36) cases in the
medical group. The study population of 72 patients thus
were either operated on for chronic anal fissure (CAF)
through lateral internal sphincterotomy, or underwent
medical management, patients being evaluated for pain on
the 3rd post-intervention day. A number of 27 (75%)
patients in the medical management group experienced
pain, and only 5 (14%) patients in the surgical management
group experienced pain (Table 6).

Table 6. Distribution of Pain after Medical and Surgical
management on 3rd Day in the study population

;I;%Efv?; tion Present Absent Total Percentage
Medical 27 09 36 75%
Surgical 05 31 36 14%
Total 72

Out of the study population of 72 patients who were
operated on for (CAF) through lateral internal
sphincterotomy or who underwent medical management
were evaluated for pain on the 7th post-intervention day. A
number of 9 (25%) patients in the medical management
group were in pain at that time, whereas no patient in the
surgical group felt any pain at all (Table 7).

Table 7. Distribution of Pain After Medical and
Surgical Management On 7th Day in The Study
Population.

Type of Present Absent Total Percentage
intervention

Medical 09 27 36 25%
Surgical 0 36 36 0%
Total 72

Out of the 36 patients with CAF who underwent
medical management, no patient had been adequately
healed within 1 week. A number of 4 (11%) patients had
adequate healing at 2 weeks, 8 (22%) patients had adequate
healing at 4 weeks, followed by 20 (56%) patients who had
optimal healing of the fissure at 6 weeks, whereas 4
patients failed to heal even after 2 months (Table 8). Out of
the 36 patients with CAF who underwent surgical
management, 5 (14%) patients had adequate healing at 1
week, 16 (44%) patients had adequate healing at 2 weeks,
10 (28%) patients had adequate healing at 4 weeks,
followed by 5 (14%) patients who had optimal healing of
the fissure at 6 weeks. Thus, all 36 (100%) patients had
optimal healing of the fissure within 6 weeks (Table 9).

Table 8. Distribution of optimal healing of fissure after
medical management in the study population.

Follow Inadequate Adequate Percentage of
up healing

1 week 36 0 0%

2 weeks 32 4 11%

4 weeks 24 8 22%

6 weeks 4 20 56%

2 months 4 20 56%
Total 89%

Table 9. Distribution of Optimal Healing of Fissure
After Surgical Management in The Study Population

Follow up Inadequate Adequate Percentage of
Healing

1 week 31 5 14%
2 weeks 15 16 44%
4 weeks 05 10 28%
6 weeks 0 5 14%
2 months 0 0 100%
Total 36 100%

Out of the 36 patients with CAF who underwent
surgical management, 11 (31%) patients had a
postoperative hospital stay for 1 day, 20 (56%) patients had
a postoperative hospital stay for 2 days, 2 (5%) patients had
a postoperative hospital stay for 3 days and 2 (5%) had a
postoperative hospital stay for 4 days, while only 1 (3%)
patient stayed in the hospital for 5 days (Table 10).

Table 10: Mean Postoperative Hospital Stay in Surgical
Group

Duration (Days) No. of Patients  Percentage
1 11 31%
2 20 56%
3 2 5%
4 2 5%
5 1 3%
Total 36 100%
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Discussions

Over 90% of all acute anal fissures will heal either
spontaneously or if some simple measures are taken. A diet
rich in fiber along with an increased fluid intake is
recommended. Laxatives are used as a stool softener,
whereas warm sitz baths provide pain relief. Topical
preparations of hydrocortisone and local anesthetics have
also been helpful [3].

A small number of chronic fissures heal without any
intervention, but the vast majority do not [4]. Medical
therapy is employed as the first-line treatment for chronic
fissures; however, its failure requires surgical
management.

There are various surgical options for chronic anal
fissures such as an anal stretch, internal sphincterotomy,
fissurectomy, or more recently, the mucosal advancement
flaps [5]. Anal stretch is an obsolete procedure causing a
permanent disruption of the sphincters. Around 39% of the
patients have flatus incontinence and soiling, whereas up
to 16% have fecal incontinence. The recurrence rates of
this procedure can be as high as 56.5% of all cases [6].

Lateral internal sphincterotomy (LIS) is the most
widely accepted surgical means performed worldwide
using either a closed or an open technique. Studies have
revealed that the results of both techniques are similar [7].
The lateral sphincterotomy's optimal length is undecided,
but most accept that the incision length should be up to the
length of the fissure. Varying levels of incontinence are
seen in approximately 35% of the patients with LIS, which
is more frequently found in women [8].

Lund et al. (2006) suggested that after the diagnosis of
anal fissure, the first-line treatment with topical nitrates or
calcium channel blockers should be started along with
increased dietary fibers or addition of bulking agents.
Unhealed symptomatic patients were referred to for
secondary care, which included surgery and botulinum
toxin [9].

In their study, Collins et al. (2007) concluded that the
treatment for chronic anal fissures is aimed at reducing the
spasm of anal sphincters and increasing blood supply to
these ischemic ulcers. Medical therapy with topical nitrates
seems to be beneficial. Surgery should be reserved to those
failing nonsurgical treatment, patients should probably be
given LIS in most cases [10].

Mariusz H. Madalinski (2011) conducted a study
entitled "ldentifying the best therapy for anal fissure". He
concluded that chemical sphincterotomy should be
considered for anal fissures, keeping in mind the financial
impact [11].

In their study entitled "Delayed fecal incontinence
following surgery for anal fissure", Avi Levin et al. (2011)
assessed whether surgical treatment of anal fissures
contributed to the development of delayed anal

incontinence. They concluded that incontinence may be
associated with other co-factors accumulating overtime or
more likely, anal fissure surgery may accelerate the
physiologic age-related weakening of the anal sphincters
[12].

Altomare et al. (2011) carried out a review that was
aimed at identifying the best treatment option for anal
fissures. They concluded that conservative therapy rarely
provided a cure, and that the medical treatment with
diltiazem, and nifedipine or glyceryl trinitrate, had a
considerable curative rate ranging from 50% to 90%. The
amount of 0.4% glyceryl trinitrate in a standardized fashion
had the best results, whereas botulinum toxin resulted in
inconsistent outcomes. They advocated nonresponding
patients as candidates for lateral internal sphincterotomy
[13].

Leo Francis Tauro et al. (2011) found LIS to be better
than PIS (Posterior Internal Sphincterotomy). Lateral
sphincterotomy should be performed in the case of patients
who do not respond to chemical sphincterotomy or medical
therapy. For patients who reject surgery and choose
medical care instead, GTN therapy is a successful
alternative mode of treatment [14].

Qureshi et al. (2008) carried out a comparative study
between the Surgical Versus Nonsurgical Treatment of
Chronic Anal Fissures. They concluded that chemical
sphincterotomy with topical nifedipine ointment is quite
effective, but LIS is a safe and excellent procedure with a
high satisfaction rate among the patients [15].

In their article entitled "Anal fissure”, Karen N.
Zaghiyan et al. (2011) concluded that anal fissures can be
treated conservatively, but pharmacologic management is
also judicious with fewer side effects and good healing.
LIS is the gold standard for the anal fissure management.
Open or closed techniques have similar healing and
complication rates. The anal stretch should no longer be
performed [16].

In their study, G. Rosa et al. (2005) concluded that LIS
is effective for the treatment of anal fissures, but it can
cause anal incontinence. The internal sphincter was divided
in terms of anal manometry. In mild cases of hypertonia,
20% of the internal sphincter was divided; in moderate
hypertonia, 40% was divided, and in cases of severe
hypertonia, 60% was divided [17].

Sarabyjit Singh et al (2011) performed an Evaluation of
the Left Lateral Internal Sphincterotomy (LLIS) for the
Surgical Management of Chronic Anal Fissures. They
concluded that LLIS is an excellent surgical procedure for
chronic anal fissures not responding to conservative means
[18].

Abdul-Wahid M. Salih (2016) conducted a study on
Open Lateral internal sphincterotomy in terms of
recurrence rate, complications, and patient’s satisfaction.
They concluded that lateral internal sphincterotomy is the
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procedure of choice for chronic anal fissures for its
symptomatic relief and healing rates along with a low
complication rate, and insignificant recurrence rates [19].
In their Retrospective study, Gregg M. Baranski et al.
(2016) reviewed 253 patients with chronic fissures
undergoing open or closed LIS for anal fissure over a
period of 5 years. Compared to the closed technique, the
open technique had an increased incidence of wound
infection, return to the operating room, delayed healing,
but fissure healing was comparable in both methods [20].

Conclusions

Based on the findings resulting from our study, we can
conclude that surgical management provides a better
outcome in terms of healing and pain control in cases of
both acute and chronic anal fissures. The surgical
management provides rapid pain relief, thereby leading to
an early resumption of work as compared to medical
management, thus, leading to a decreased financial burden
for the working population. The medical management is
suitable for the primary management of the patients for
whom surgery is not feasible due to contraindications or
due to a lack of the patient’s consent. Thus, medical
management can be used as a bridge to the surgical
procedure in cases where surgery is not feasible at that time
and as an adjunct to the surgical procedure.
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