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Anal fissure is a very common acute condition that is presented in majority of the world population. It is the most common 
cause of severe anal pain. The pain may be so severe that patients may avoid defecation for day’s altogether, until they are severely 
constipated. This delay leads to hardening of the stools, which further tears the anoderm during defecation, setting a vicious cycle 
[1,2].
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Back Ground: Chronic anal fissure is a commonest anal condition of world population and our country is not an exception. Conservative 
management is initially recommended with creams and oral analgesics. When conservative measures fail despite of recommended length 
of therapy, surgical option is offered to the affecters. Lateral sphincterotomy is a surgical option recommended and accepted worldwide. 
The pre amble of the study was to assess lateral sphincterotomy in terms of safety and final outcome for the surgical management of 
chronic anal fissure.

Abstract

Classic features of chronic anal fissure are failure to respond conservative therapy, a fibrous anal polyp, an external skin tag (sentinel 
pile), visible hemorrhoid, hardening at the edges of fissure, exposed fibers of the internal sphincter at the floor of the fissure, 
infected base of fissure, and a bridged fissure with underlying fistula [1,2].

Post-operative follow-up was maintained every two weeks for six visits (12-weeks). Any complication was recorded on history and 
physical examination.

Patients and Methods: 120 diagnosed cases of chronic anal fissure admitted during 1st June 2013 to 31st May 2014 in the Department 
of surgery Liaquat university hospital Jamshoro and Peaple’s medical university Nawabshah Sindh Pakistan were included in study.

Patients with anal fissure with other peri-anal conditions, recurrent anal fissure, hepatitis positive, and children’s were excluded from 
the study.
The data was recorded and analyzed.

The data in this descriptive type study was collected in form of frequency distribution table. The means with standard deviation and 
numerical variables are presented. SPSS version 15.0 for Windows was used to analyze the data.
Results: Out of 120 diagnosed cases of anal fissure, common age group was 31-40 years (49%) and most of the patients were females 
with male to female ratio of 1:1.7.

The mean duration of post-operative hospital stay was 3 days. 

Pain (100%) was the commonest symptom followed by constipation (82%). 79% had posterior fissure, while 20% patients had anterior 
fissure, while 1% patient had anterior as well as posterior fissure. 

All patients turned up for first follow up visit at 2nd week and no complaints were filed except flatus incontinence by only 2% cases. 
Total 33% patients were lost during follow up while only 3% patients complained flatus incontinence on 6th and 12th week follow up. No 
recurrence or fecal incontinence was reported by any patient.

Conclusion: Lateral sphincterotomy is safe and effective surgical management for chronic anal fissure with minimal postoperative 
complications.
Keywords: Chronic anal fissure; Lateral sphincterotomy; Outcome

The treatment of chronic anal fissure is conservative and surgical [3]. The options are anal dilatation, carbon dioxide laser surgery, 
fissurectomy with dorsal sphincterotomy and lateral sphincterotomy, which was introduced by Eisenhammer in 1951 and was 
popularized by Notaras in 1969 [1-5].
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This Prospective Case study was conducted in the Department of surgery, Liaquat University Hospital/Jamshoro and Peaple’s 
medical university Nawabshah Sindh from June 1, 2013 to May 31, 2014. During period of study 172 patients presented with 
chronic anal fissure all were initially advice analgesic, antibiotic, manual anal dilation and high fiber diet. 42 patients respond to 
conservative management; however response to conservative management was quite unsatisfactory in 124 cases. Therefore they 
were advice surgical management. 4 patients preferred to wait further and refused for the surgical intervention, 3 patients having 
history of recent myocardial infarction were excluded and another 3 cases having has haemorroidectomy in the past were also 
excluded. Finally 120 patients with chronic anal fissure underwent surgical intervention after obtaining written /verbal concern. 
After baseline investigations done and anesthesia fitness obtained these patients underwent lateral sphincterotomy either under 
spinal or general anesthesia. As we do not have the facility of anorectal electromanometry, we performed digital rectal examination 
under anesthesia just before surgery to assess the tone the anal sphincter, while lateral sphincterotomy preceded by digital anal 
dilatation. 

Material and Methods

Journal of Antibiotics Research   

The indoor post-operative and follow-up 12 week data of these patients was recorded on predesigned proforma. Post-operative 
follow-up was maintained every three weeks for six visits (18-weeks). Any complication especially, incontinence (flatus, liquid and 
solid stools) and recurrence of symptoms, abscess and non-healing ulcer was recorded. 

The Standard Task Force of the American Society of Colon and Rectal Surgeons has recommended lateral sphincterotomy as the 
method of choice for the surgical treatment of chronic anal fissures [6]. This method is most favored worldwide due to its safety, 
simplicity, minimal anesthesia requirement and good results [1,4,7]. However, there are studies which do not report satisfactory 
results in terms of fecal incontinence and recurrence [3].
The significant risk of persistent disturbance in anal continence has been reported following lateral sphincterotomy, which varies 
between 0-36% for flatus, 0-21% for liquid incontinence, and 0-5% for solid stool incontinence [3,8,9] while the recurrence rate 
varies from 0-6% [4].
The purpose of this study was to assess the safety and outcome results of lateral sphincterotomy at Liaquat University Hospital 
Jamshoro and Peaple’s medical university Nawabshah Sindh Pakistan.

The data in this descriptive type study were collected in form of frequency distribution table. The means with standard deviation 
and numerical variables are presented. SPSS version 15.0 for Windows was used to analyze data.

120 cases of anal fissure were inducted in the study. Frequent age group was 31-40 years (59%) followed by 41-50 years (27%) 
(Figure 1). There was female preponderance with a male to female ration of 1:1.8 (Figure 2). Although pain was presenting feature 
found in all patients of this series, however its severity and duration varied from patient to patient. Eighty four patients (84%) 
had constipation while remaining (16%) had normal consistency of stool. 78% had Bleeding per rectum. It was bright red in color 
and was sufficient enough in most patients to streak the stool and in some to soil the under garments. 36% patients complained 
of pruritis ani, while only 3 patients had pussy discharge (Table 1). Out of 120 patients, 93% had posterior fissure and 23% had 
anterior fissure (Table 2).

Figure1: Age Distribution

Results
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Figure2: Gender Distribution

FrequencyClinical Feature

100Pain

82Constipation

78Bleeding P/R

36Pruritis ani

3Discharge

The mean duration of hospital stay was 3 days. However wound of 78% cases took 1 week to heal, 20% wounds took 2 weeks to heal 
while only 2% wounds took longer than 2 weeks to heal (Table 3). During this study we observed that after lateral sphincterotomy 
89% of our patients were symptoms free while 11% had persistence of symptoms but with decreased intensity.

Table1: Presenting Features

Table 2: Sites of Anal Fissure                               

Patients were followed up for 18 weeks. All patients turned up for first follow up visit at 3rd week and no complaints were filed 
except flatus incontinence by only 2% cases. Up to 6th week 20% patients were lost to follow up 3% more patients (13%) were lost 
for follow up till 18th week and 3 patients reported flatus incontinence. No recurrence or faecal incontinence was reported by any 
patient (Table 4 and 5).
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Table 3: Postoperative recovery (healing) time

Table 4: Complications of LIS

Chronic anal fissure is the most common cause of anal pain associated with internal anal sphincter hypertonia. Surgical 
sphincterotomy achieves permanent reduction at sphincter hypertonia [10]. Conservative treatment can only provide temporary 
reduction [11].

Any age group may be affected by anal fissure. However it is uncommon at the extreme of age. In present study the age ranged 
from 17 years to 61 years with most frequent age group of 31-40 years having 59% study population followed by 40-50 years with 
27% comparable to another study [14].

PercentageFrequencyHealing Time

98981 week

20202 weeks

22> 2 weeks

PercentageFrequencyComplications

22Incontinence (flatus)

22Discharge

33Local infection

1010Pruritis ani

It has been said that all patients reported with anorectal symptoms were worrying about the cancer. Among the other diagnostic 
possibilities, one of the most common is anal fissure. Anal fissure is a common and distressing problem. This original study is 
comprised of 120 cases, while Jensen et al. [12] conducted a similar study recruiting 58 subjects, Gui et al. [13] upon only 10 
patients. However larger scale studies were also conducted on 1355 patients by Khubchandani et al. in 1989 [14] Anal fissures 
occur roughly equally in both sexes. However few studies show a male to female ratio of 1:2.6 [15] while other had reported male 
to female ratio of 2:3 [16]. It is evident from these studies that the most of these patients were females. Similarly in present study 
most of the patients were females.

Regarding presentation of the patients, pain is the main symptom which is severe and follows defecation and lasts for many hours. 
In this study also pain was the most common and consistent feature of 100 patients (100%) followed by Bleeding per rectum (78%) 
which was bright red and sufficient enough to streak the stool and Constipation (82%) while 36 patients (36%) had pruritis ani 
and discharge was seen in 3 patients (3%). The fissure is always situated in the vertical axis of the anal canal. The usual site for 
anal fissure is mid line; however lateral fissures are seen in diseases like Crohn’s disease, ulcerative colitis, tuberculosis, syphilis 
and HIV etc. In this study 93% of the patients had single fissure posteriorly and 23% had fissures anteriorly. However 4% patients 
had fissure both anteriorly and posteriorly. These results are also at par with the results of Fiducia G et al. [17] who reported 89% 
posterior midline fissure, 6.5% anterior and 4.5% synchronous anterior and posterior fissures. During this study we observed that 
after lateral sphincterotomy 89% of our patients were symptom free, while 11% had persistence of symptoms but with decreased 
intensity. These results are comparable to other studies i.e. Viso Pons et al. [18] and Rosa G et al. [19] also reported similar results 
i.e. 95% symptomatic relief.

18th Week6th Week3rd Week

7780100Complete follow up

33200Lost follow up

332Flatus incontinence

000Fecal incontinence

000Recurrence

Table 5: Follow Up

Discussion

Mean hospital stay of patients in this study was 3-days while wound healing time was 27 days. Out of 100 patients 3% had flatus in-
continence and none had reported fecal incontinence. These results are again at par with other studies; like Pernlkoff et al. [17] who 
reported 4.4% flatus incontinence and 0.04% fecal incontinence. However Rosa G et al. [19] reported only 0.04% gas incontinence.
Recurrence was not reported by any patients in this study within 6 months follow up period. Similar results were also reported by 
other researchers like Cho et al. [20], and Milito et al. [21] who observed no recurrence. However Casillas et al. [22] reported 5.6% 
recurrence of fissure in ano.

As discussed above it is obvious that lateral sphincterotomy has satisfactory results with regard to symptomatic relief, incontinence 
and recurrence of fissure in ano.
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We conclude that lateral internal sphincterotomy is a safe and effective treatment of choice for chronic anal fissure due to 
symptomatic relief and rare impairment of continence to flatus and feces and less chances of recurrence.

Conclusion
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