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Abstract

Now a days, eating habits of general public is switching on to low fiber diet leading to constipation and
subsequently to anal fissure. It causes ischemia in the anal lining. Constipation, elevated anal pressure
and ischemia produces a vicious cycle leading to chronic anal fissure which just refuses to heal causing
significant morbidity. The present study aims to evaluate safe and effective surgical method for the
treatment of chronic anal fissure in the form of subcutaneous lateral internal sphincterotomy. We
conducted a prospective study comprising of 58 patients suffering from chronic anal fissure from June
2017 to June 2019. Subcutaneous lateral internal sphincterotomy was done and patients were evaluated
for pain relief, complications and recurrence rates. Almost all patients (94.82%) had complete pain relief
after 8 weeks. Per rectal minimal bleeding for 2-3 days post operatively was the most common
complication (25-86%) while a temporary incontinence to flatus was seen in 5.1% of the patient. No
incontinence to stool was seen. No recurrence was seen in the follow-up period of 8 months. We found
subcutaneous lateral sphincterotomy safe and effective treatment method for chronic anal fissure.

subsequent poor wound healing and recurrence!?.
Chronic anal fissure is a fissure that lasts more

Introduction
Anal fissure is a very common anorectal disease.

Its defined as a breach in the anoderm below the
dentate line!™). It can be acute or chronic. Most of
the patients have a history of chronic constipation
while others have a prior episode of diarrhea. Pain
during the defecation is the main presenting
feature. This pain may last for minutes to hours
after defecation and can be so severe that patients
try to avoid defecation so as to avoid pain. This
leads to further constipation. Per rectal fresh blood
in the pan is the second most common complain.
Raised internal anal sphincter spasm in chronic
cases leads to ischemia of the affected area and

than 8 weeks™!. Chronic fissures are identified by
a hypertrophied anal papilla and a skin tag. Initial
treatment of anal fissure is conservative. Stool
softeners, high fiber diet and warm sitz bath is all
that is required. Those who fail this treatment
are subjected to lateral internal sphincterotomy
which has now become the gold standard surgical
treatment for chronic anal fissure®®. In this study
our aim is to present the outcome of subcutaneous
lateral partial internal sphicterotomy for chronic
anal fissure in terms of complications, recurrance
rate and patient satisfaction.
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Materials and Methods

A total of 58 lateral internal partial
sphincterotomy was performed on the outpatient
basis between June 2017 - June 2019. Ours was a
prospective study. All the patients included in the
study had a history of failed conservative
management.

Inclusion Criteria— patients suffering from anal
fissure for more than 8 weeks.

Exclusion Criteria— patients with coexisting anal
abscess, anal fistul, hemorrhoid, inflammatory
bowel disease and patients with previous history
of any anorectal surgery.

Preoperatively, anal tone was assessed clinically.
Patients with reduced anal tone were also not
included in the study.

The procedure was performed in lithotomy
position. Preoperative prophylactic enema and
antibiotics were not used. Local anesthesia with
lidocaine was given. Intersphincteric groove was
recognized by gently sliding the palpating finger
out of the anal canal. A number 11 surgical blade
was inserted through this groove at 3 or 9 o’clock
and advanced cranially to the level of the dentate
line. The blade was then turned medially towards
the anal canal and fibers of the internal sphincters
were cut. Care was taken to only divide up to half
of the internal sphincters width below the dentate
line. The blade was withdrawn and finger pressure
was applied to achieve homeostasis. The defect
was not stitched. As it was a day care procedure
all the patients were allowed to go back home the
same day and resume their normal diet and
defecation. Post operatively patients were advised
sitz bath, stool softeners and a single dose of
intravenous antibiotics and pain killers in the
hospital and oral pain killers for use at home on as
and when basis.

Result

Out of the 58 patients who were included in the
study the most common age group was 21-30
years (34.4%)[Table 1]. Overall 25 patients were
male and 33 female. The main complain in the
majority of the patient was pain during defecation

(86.2 %) and per rectal bleeding either during
and/or after defecation (75.86 9%). Chronic
constipation was a close third (68.9 %) Table 2.
The median duration of the disease was 22 months
ranging from 2 months to 34 months. Relief of
pain in terms of patient satisfaction was evaluated
after 1% week, 3 week, 5" week and 8" week
from the day of operation Table 3.

In terms of complications in the post operative
period minimal amount of bleeding was
encountered in 15 patients up to 2-3 days post-
operatively which did not required any surgical
intervention. 5 patients had wound infection
which was treated by oral/injectable antibiotics.
Out of these five patients, two had diabetes.

3 patients developed temporary incontinence to
flatus which was controlled over a week or two.
None of the patients developed incontinence to
stool Table 4.

Patients were followed up to 6 months post-op.
Table 1. Showing age distribution.
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Age group (years) | No. of operated patients | Percentage
<20 2 3.4
21-30 20 34.4
31-40 15 25.8
41-50 10 17.2
51-60 6 10.3
>60 5 8.6
Table 2. Signs/Symptoms of patients
Signs/Symptoms No. of patients Percentage
Pain during defaecation 50 86.2
Per rectal bleeding 44 75.86
Chronic constipation 40 68.9
Table 3. Results of pain relief
Weeks No. of patients Percentage
1™ week 30 51.7
3 week 42 72.41
5" week 51 87.93
8" week 55 94.82
Table 4. Post-op complications
Complications No. of | Percentage
patients
Per rectal bleeding 15 25.86
Wound infection 5 8.6
Temporary incontinence to flatus 3 5.1
Temporary incontinence to stool 0 0
Permanent  incontinence  to 0 0
stool/flatus
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Discussion

The main aim of lateral internal sphincterotomy is
to reduce the spasm of internal sphincter by 18% -
50% thereby increasing the blood flow to the
anoderm leading to improvement between 82% to
100%!. In our study the most common age group
affected was21 to 330 years (34.4%) i,e younger
while in most of the studies done on foreign soil
age group 31 to 40 years were common
victims®®. 1t may be due to changing diet habit
to low fiber diet causing constipation and
subsequent chronic anal fissure.

Out of 58 patients (%) were female. It is usually
seen that male and females are equally affected™.
In our part of the world female general surgeons
are less in number than their male counterparts.
Due to social and cultural factors female
population is shy to get examined by male
surgeons until their disease progress to chronic
stage recommending surgical intervention.

Araujo et al, in his prospective clinical trial
reported pain relief rate of 93% after two weeks
and 100 % after 8" week!™. Similarly in our
study most of the patients (94.82%) reported
complete pain relief after 8" week.

In our study temporary per rectal bleeding lasting
for 2-3 days and occurring only during defecation
was seen as the most frequent complication.
Wound infection rate was 8.6% which responded
with oral/iv antibiotics. No case progressed to anal
fissure. In a study by Shafig ullah et al, wound
infection rate was 4% in both open and closed
methods of lateral internal sphincterotomy™?.
Fecal incontinence is the most dreaded
complication. It depends on many factors like age,
anatomic differences between male and females,
previous pelvic surgery and on surgeon’s skill.
Generally, it last up to few weeks but may even
last up to a year. In our study temporary
incontinence to flatus was seen in 5.1% of patients
while no patients reported incontinence to stool.

In the follow- up period of 6 months no cases
reported recurrence. Study done by E-Ram et al
had shown a recurrence rate of 2% with average
follow-up of 11.2 months!**!,

Limitations

Ours was a single centre study with a small
sample size. Randomized clinical controll trials
with a large sample size are recommended. We
didn’t check anal pressure by anal manometer
because of limited facilities available at our
centre. Comparison with other treatment methods
was not done. Follow-up period was short (8
months).

Conclusion

Subcutaneous lateral internal partial
sphincterotomy is safe and a very effective
technique in the management of chronic anal
fissure.
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