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INTRODUCTION
Anal fissure is a very common acute and chronic condition 
that is presented in majority of the world population. It refers 
to a longitudinal tear or ulcerated area in the distal anal canal. 
A chronic fissure is usually deeper and generally has exposed 
internal sphincter fibers in its base. It is frequently associated 
with a hypertrophic anal papilla in its proximal aspect and 
with a sentinel pile at its distal aspect.1 It is the most common 
cause of severe anal pain. The pain may be so severe that 
patients may avoid defecation for days together, until they 
are severely constipated. This delay leads to hardening of the 
stools, which further tears the anoderm during defecation, 
setting a vicious cycle.2,3 Increased tone of the internal anal 
sphincter, mucosal ischemia along the posterior midline, 
chronic constipation and injury from hard stools are the 
factors causing development of chronic fissure in ano. 
Treatment of anal fissure focuses on breaking the cycle of 
pain, spasm, and ischemia. The treatment of anal fissure can 
be conservative and surgical.4 First-line therapy to minimize 
anal trauma includes bulk agents, stool softeners, and warm 

seitz baths.5 Those who do not achieve a relief from first line 
conservative management or those who have a recurrence, 
second line therapy is advocated with botulinum toxin 
injections or the topical application of ointments such as 
calcium blockers (nifedipine, diltiazem), or nitric oxide 
donors (glyceryl trinitrate). Surgical techniques, such as 
manual anal dilatation or lateral internal sphincterotomy, 
effectively heal most fissures within a few weeks but may 
result in permanently impaired anal continence.6 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.7

Study aimed to compare conservative management, lords anal 
dilatation and lateral sphincterotomy in the management of 
chronic anal fissure.

MATERIAL AND METHODS
The present prospective study was done on all patients 
presenting to the hospital with idiopathic acute and chronic 
anal fissure during November 2018 to February 2019 
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were considered for the trial. A total of 22 patients with 
idiopathic anal fissure were included with the help of simple 
randomization in this study of conservative management v/s 
simple anal dilatation v/s Lateral internal sphincterotomy 
carried out at our hospital. Altogether 8 by conservative 
management, 7 by anal dilatation and 7 patients were treated 
by lateral sphincterotomy. Patients were accepted provided 
that induration of the edges of the fissure and exposure of the 
fibres of the internal sphincter in the floor of the fissure were 
observed on examination. 
Conservative management was given by applying 2% 
diltiazem ointment topically over the perianal region twice 
daily for 4-6 weeks. 
Dilatation of the anal sphincters was performed as described 
by Watts et al.8 after fitness for anaethesia was given.
Lateral internal sphincterotomy was always performed on 
the left side with the patient in the lithotomy position after 
fitness for anaesthesia was given. A small incision was made 
lateral to the lower edge of the internal sphincter, which was 
located by the finger. Sharp Mayo’s scissors were introduced 
and passed up between the internal sphincter and the mucosa 
with the left index finger inserted into the anus. The inter- 
sphincteric groove was identified and the inter-sphincteric 
plane separated with the scissors. The internal sphincter was 
then cut with the scissors up to the level of the dentate line. 
The division was confirmed by inserting the pulp of the index 
finger into the defect. The skin incision was partially closed 
with a single Chromic Catgut suture. 
All patients were allowed home within 24 hours with a dry 
dressing on the wound and a supply of analgesic tablets. High 
fibre diet, Stool softeners like syrup cremaffin and seitz bath 
twice daily for 7 days were adviced to all groups. Patients 
were seen regularly for weekly interval and attended for final 
follow up 6 weeks after treatment. No patient was lost to 

follow up. At follow up symptoms were assessed and the anus 
examined for signs of recurrence.
Inclusion criteria
1 	 All patients of chronic anal fissure who presented to the 

OPD with pain and spasm.
2	  Patients who were fit to undergo SA/GA for the 

procedure of Lateral Sphincterotomy.
3 	 Patients who consented to conservative / Surgical 

management
Exclusion criteria
1 	 All paediatric patients
2 	 Pregnant patients
3 	 Patients who did not consent to any treatment
4 	 Patients unfit for SA/GA
Data was entered in excel chart and analysed by chi square 
test.

RESULTS
The 22 patients were put into 3 groups. In the group 
managed by conservative method had an equal gender ratio 
and a median age of 38 years presenting with symptoms for 
an average period of 9 months. In the groups managed by 
lords anal dilatation and lateral sphinterotomy had a median 
age of 40 and 38 years respectively with an average duration 
of symptoms for 11 months and 9 months respectively. All 
the subjects of the three groups were followed up for 6 weeks 
(Table 1).
Observations were with respect to immediate relief of pain, 
healing of the anal fissure, surgical complications, and time 
off work. Satisfactory relief of pain and healing of the fissure 
was achieved in most of the patients. 7 of the 8 patients 
that were treated by conservative management came back 
with recurrence. Complication of topical 2% diltiazem i.e. 

Conservative Anal dilatation Lateral sphincterotomy
No of patients 8 7 7
Male : female 4:4 5:2 4:3
Median age 38 40 38
Duration of symptoms 9 months 11 months 9 months
Follow up time 6 weeks 6 weeks 6 weeks

Table-1: Comparison of patients treated by Sphincterotomy, anal dilatation and conservative management

Conservative Anal dilatation Lateral sphincterotomy
Patients having immediate pain relief 4 6 7
Pat ients having complications 4 0 0
Median time of healing 4weeks 3weeks 3weeks
Number of Recurrence 7 5 2
Patients satisfied with spinal anesthesia - 7 7
Number of days off work 7 2 3

Table-2: Results of treating anal fissure by sphincterotomy, anal dilatation and conservative management

Impaired control of flatus Impaired control of faeces Faecal soiling of underwear
Lords anal dilatation(n=7) 1 0 2
Lateral sphincterotomy(n=7) 0 0 0
Significance P<0.002 P<0.002

Table-3: Functional results of sphincterotomy and anal dilatation for anal fissure 
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perianal itching and headache were seen in 3 and 1 of the 
patients respectively managed by conservative treatment. Of 
the patients in the group treated by anal dilatation, 5 were 
observed to have a recurrence. All patients with recurrent 
fissures underwent lateral internal sphincterotomy and the 
patient discharged from hospital next day (Table 2).
The functional results were better after sphincterotomy 
than after anal dilatation. 2 out of 7 patients, treated by anal 
dilatation, faecal soiling was a major problem. Furthermore,1 
of the patient treated by dilatation had impaired control of 
flatus at the time of follow up, whereas none of the patients 
treated by lateral internal sphincterotomy suffered from any 
of these complications (p < 0.002). Impaired control of faeces 
was not present in any of the patients in either the groups 
(Table-3).

DISCUSSION 
In the pathogenesis of anal fissures, which is a painful 
ulceration of the anal canal mucosa, internal sphincter 
spasm is an accepted cause as a result of the traumatizing 
effect of hard and large stools which develops secondary to 
constipation. It is well-accepted that ischemic events are 
effective in poor healing and recurrence of anal fissures.9 In 
the patients with anal fissure, anal dilatation, LIS or effective 
medical treatment decrease the anal canal resting pressure 
and treat the pain.10–12 Our data supports prior studies in the 
literature with respect to incontinence and recurrence rates, 
pain relief, satisfaction and healing of patients.
Araujo et al performed a prospective clinical trial with 
190 patients in three groups comparing medical treatment  
(n: 128) vs. LIS (n: 62) and reported pain relief rates of 100% 
for LIS after eighth week (93% in two weeks and 100% at 
the end of the eighth week).13 Our study also showed 100% 
pain relief following LIS. A study, in which results of Botox 
and LIS were compared, showed that only 7% of the patients 
in LIS group were dissatisfied with their treatment.14 This 
rate was 1% in a single center study by Salih et al.15 
However, relapse and the anal incontinence ratio after 
manual anal dilatation have always been controversial. In 
literature, healing rate of this method is reported as 83–
89%, but recurrence (17%), sphincter damage (50%), and 
anal incontinence (12.5%) values are represented as serious 
disadvantages. The shortcomings can be due to uncontrolled 
approaches in the application of anal dilatation, and it has 
been stressed that the application should be standardized.
Currently, LIS is a common surgical method which is utilized 
for the treatment of chronic anal fissure. In the studies of 
Arroyo et al. after LIS, minor incontinence was found in 
5% of patients, healing occurred in 93–100% of patients, 
recurrence occurred in 0–25% of patients, and incontinence 
occurred in 0–38% of patients.16 

CONCLUSION 
These findings show that lateral internal sphincterotomy 
is better than conservative management and simple anal 
dilatation for anal fissure in patients. The recurrence rate of 
the fissures was significantly less after sphincterotomy, and the 
functional results with respect to control of flatus and soiling 
of underwear were significantly better in patients treated by 

sphincterotomy. Immediate pain relief and recurrence were 
not in favour of conservative management. The study is open 
to one criticism that anal dilatation was done under spinal 
anaesthesia and although it was performed carefully, some 
believe that spinal anaesthesia does not permit thorough 
stretching of the sphincters and that deep general anesthesia 
is required. However in our study except for one patient, 
all others treated by anal dilatation had immediate relief 
of pain . It was only in the longer term that the procedure 
was seen to be inferior to sphincterotomy with respect to 
the recurrence of fissures. Furthermore, the high incidence 
of impaired control of flatus and faecal soiling after anal 
dilatation suggests that the sphincters had been sufficiently 
stretched with the use of spinal anaesthesia. 
Anal fissure is a very common problem worldwide. It causes 
considerable morbidity and adversely affects the quality of 
life. Therefore, appropriate treatment is mandatory. Hence we 
conclude compared with conservative management and anal 
dilatation, lateral internal sphincterotomy is the treatment of 
choice for patients with chronic anal fissure. 
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