
 

ORIGINAL ARTICLE 

 

24   P J M H S  VOL .6  NO.1  JAN – MAR  2012 

Comparison of Surgical and Chemical Sphincterotomy in the 
Management of Acute Anal Fissures 
 
UMER FAROOQ, SUMAIYA FAROOQ, SANA ZAHIR, ABDUL MAJEED CHAUDHRY 
Department of Surgery, Sir Ganga Ram Hospital/Fatima Jinnah Medical College, Lahore 
Correspondence to Dr. Umer Farooq, Email: roofi_doc@hotmail.com cell: 0333-4424694 

 

ABSTRACT 
 

Objective: To compare the results and outcome of chemical and surgical sphincterotomy in the 
management of acute anal fissure. 
Study design: Quasi experimental study.  
Place and duration: The study was carried out in the department of surgery, Sir Ganga Ram Hospital, 
Lahore, from 20-08-2007 to 19-08-2009. 
Sample size: Total 100 patients of acute anal fissures 
Materials and methods: Patients who gave informed consent were randomized into two groups. Fifty 
patients in group A underwent chemical sphincterotomy and 50 patients in group B underwent surgical 
sphincterotomy. They were followed up for a period of 3 months and results of two treatment 
modalities were compared.  
Results: Surgical sphincterotomy showed early symptomatic relief within 6.08+2.83 days as compared 
to 9.23±7.89 days by chemical sphincterotomy. Hundred percent healing rates were observed with 
surgical sphincterotomy as compared to 54%with chemical sphincterotomy.  
Conclusion: Surgical sphincterotomy is better than chemical sphincterotomy in the management of 
acute anal fissure in terms of early symptomatic relief and high healing rates. However, chemical 
sphincterotomy heals 54%ofpatients in out patient setting, associated with less work loss that is no 
hospital admission is required, so it has a definite role in the management of acute anal fissure.  
Keywords: Acute anal fissure, chemical sphincterotomy, surgical sphincterotomy. 

 

INTRODUCTION 
 

An anal fissure is one of the most common lesions to 
be considered in differential diagnosis of anal pain

1
. It 

is a painful linear tear or split in the long axis of the 
distal anal

 
canal

2
 below the level of the dentate line 

and extending to the anal verge
3,4

. 
This common problem was first described by 

Reamer in 1824
5
. It is associated with increased 

tone of internal anal sphincter and poor perfusion of 
anterior and posterior anoderm. More than 90% of 
fissures are acute and resolve spontaneously. Acute 
anal fissures progress to chronic if not treated 
properly

6
. Atypical ulcer or fissures may be multiple 

or off the midline, or be large and irregular
7
.  

Most anal fissures occur in the posterior midline, with 
the remainder occurring in the anterior midline (99% 
of men, 90% of women). Two percent of patients 
have anterior and posterior fissures. Fissures 
occurring off the midline should raise the possibility of 
other etiologies (eg, Crohn disease), an infectious 
etiology (e.g, sexually transmitted disease, acquired 
immunodeficiency syndrome [AIDS]

8 
, or cancer. 

In adults, fissures may be caused by 
constipation, the passing of large, hard stools, or by 
prolonged diarrhea as well as anal sex. In older 
adults, anal fissures may be caused by decreased 

blood flow to the area. Anal fissures are also 
common in women after childbirth and persons with 
Crohn's disease

9
. 

Local ischemia is due to elevated resting anal 
pressures commonly associated with fissures, acting 
on an area that has inherently poor vascular supply. 
Treatment thus aims to lower resting sphincter 
pressures increasing perfusion and promoting wound 
healing

10
.
 
An acute anal fissure heals spontaneously 

or in response to medical treatment, while chronic 
fissure is a recurrent painful condition that needs a 
long term treatment

11
. A fissure is acute if it has been 

present for less than 6 weeks and chronic if present 
for more than 6 weeks

12
.  

Surgery is invasive, expensive and
13,14 

associated 
with postoperative pain but now considered the 
treatment of choice for anal fissure, as it addresses 
the pathologically raised pressure within the anal 
canal. 

Acute anal fissure typically causes episodic pain 
that usually occurs during defecation and for one to 
two hours afterwards. Symptoms usually consist of 
painful defecation, post defecation pain and sparse 
bleeding 

15
. 

Diagnosis is based on history and clinical 
examination

16
. The most consistent finding in typical 

acute anal fissure is spasm of the internal anal 
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sphincters along with a split in anal mucosa as the 
buttocks are gently parted

17
. Digital rectal 

examination can be very painful so should be 
avoided. There are different modes of treatment of 
anal fissure e.g., surgical and medical one.  

Medical treatment of acute and fissure implies 
use of stool softners, high fibre diet

18 
and bulk 

forming agents, warm sitz baths and local 
analgesics

19
. In the late 1990s newer medications 

were investigated, in each case a medication that 
was known to relax muscle spasm. These have 
included chemical sphincterotomy with 0.2% glyceryl  
trinitrate (GTN) ointment, Inj. Botulinum toxin and 
calcium channel blockers either given as tablets or 
applied locally. 

Chemical sphincterotomy by GTN 0.2% 
ointment

20
 applied locally leads to nitrous oxide 

mediated relaxation of internal anal sphincters and 
improves healing in 6-8 weeks.

21
 Its effect is well 

recognized but is associated with headaches and 
recurrence

22
.  

Historically, the most common approach for 
relieving pain associated with the spasm of anal 
fissure is surgical. Surgical approaches include anal 
dilatation, described by Recamier in 1838, with 
modification, fissurectomy

23
 and lateral internal 

sphincterotomy.  
Surgical Sphincterotomy is also called lateral 

internal sphincterotomy. It was described by 
Eisenhammer in 1951 and 1959. It is more popular in 
North America 

24
. It is an operation in which the 

internal sphincter is divided away from fissure itself 
usually either in the right or left lateral position. This 
decreases the anal pressure and improves the 
healing of fissure.

25
 Procedure can be done as an 

open or closed method. It can be done under local or 
general anaesthesia. Morbidity from operative 
procedure is mainly incontinence to flatus.

26
 

Although a number of studies have been conducted 
abroad and locoregionally comparing the efficacy of 
chemical and surgical sphincterotomy in 
management of chronic anal fissure but limited 
studies are there to compare the efficacy of two 
treatment modalities in the treatment of acute anal 
fissure. It has been the reason to conduct of two 
treatment modalities in management of acute anal 
fissure. So as to know that which modality is more 
effective and safe in management of acute anal 
fissure. The aim of this study is to compare the 
efficacy of Surgical versus chemical sphincterotomy 
for treatment of chronic anal fissure. 

  

PATIENTS AND METHODS 
 

This Quasi experimental study was done in the 
department of surgery (unit-I), Sir Ganga Ram 

Hospital, Lahore, from 20-08-2007 to 19-08-2009 on 
100 patients with acute anal fissure. Patients who 
gave informed consent between 20 to 50 years of 
age were included in this study and having other anal 
pathology (i.e., inflammatory bowel diseases, 
hemorrhoids, anal fistula or anal abscess), cardiac 
patients, pregnant or planning to be pregnant patients 
were excluded. Full explanation of procedures and 
patient consent were assured before inclusion in the 
research. The study protocol was approved by the Sir 
Ganga Ram Hospital, Lahore. 

All patients were subjected to routine 
investigations like Hb, TLC, DLC, ESR, X-ray, X-ray 
chest, ECG, etc. to rule out co-morbid conditions 
associated with acute anal fissure. Patients were 
randomly divided into two treatment groups A and B. 
Patients in group A were treated with chemical 
sphincterotomy on the basis of out door patients 
department. They were advised to apply 0.2% GTN 
ointment locally 3 to 4 times daily along with sitz bath 
and stool softeners for the period of six weeks. 
Patients were followed up at the end of first week, 
third week, sixth week, and after 3 months.  

The patients who did not responded to chemical 
sphincterotomy or failed to comply as the diseased 
progressed, were subjected to surgical 
sphinecterotomy, but they were not included in group 
B. Patients in group B were admitted, fitness for 
anesthesia taken, anorectal preparation done with 
two glycerin suppositories at night and made nil per 
orum after mid night. They were subjected to lateral 
internal sphincterotomy (surgical sphincterotomy) 
under spinal or general anesthesia according to 
patients or anesthetist preference. Three doses of 
antibiotic [Ceftriaxone (Rocephen) 500mg BD  diluted 
in 5ml of distal water into IV, and Metronidazole 
(Flagyl Rohne-tounene) 500mg TDS into IV in 100 ml 
solution form] were given during their hospital stay 
and 2 doses of injectable analgesia [Inj. Diclofenac 
sodium (Voren Yungshin) 75mg BD I/M in 3 ml 
solution] were given. They were advised hot sitz bath 
along with stool softener [syrup Lactulose (Duphalac 
Highnoon) 10 gm = 15 ml] twice daily. They were 
examined on second postoperative day during their 
hospital stay and followed up at the end of first week, 
third week, sixth week and after 3 months.  

Pain severity, duration of symptomatology and 
symptoms were noted in both groups. Symptomatic 
relief, healing rate and complications associated with 
both treatments modalities were recorded. All the 
data was entered on a pre-designed proforma. 
Statistical analysis: The data were evaluated in 
statistical program SPSS version 16.0. The 
qualitative data such as gender, constant pain, Pain 
on defecation, bleeding per rectum, symptomatic 
relief, healing time, healing rate, surgical and 
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chemical complications were presented as n(%) and 
chi-square test was applied to compare the 
proportion among the both groups A(chemical) and 
group B (surgical). Numerical parameters like 
symptomatic relief and healing time were expressed 
as Mean + Standard Deviation and student t test (2 
tailed) was applied to compare the means between 
the groups. All the data were calculated on 95% 
confidence interval and p value < 0.05 was 
considered as statistically significant level.  
 

RESULTS 
 

All patients were studied in the range of (20-50) 
years, with mean age of 35.84+8.95years. The mean 
age in group A was 36.56+8.42 (range 20-50 years) 
while in Group B it is 35.14+9.48 (20.50 years). 
There was no difference statistically (P>0.05). A total 
of 39 males and 61 females with acute anal fissure 
were included in the study. In Group A, 22 patients 
(44%) were male and 28 patients (56%) were 
females, while in Group B  17 patients (34%) were 
males and 33 patients (66%) were females (Table I). 

In Group A, mean duration of symptoms of acute 
anal fissure was 4.60days +1.46 (2-7 days), while in 
Troup B, the mean duration of symptoms was 
4.62+1.43 (2-7)days with p value > 0.05 i.e. there 
was no statistical difference between the two groups. 
Ninety eight patients (98%) presented with constant 
pain. Patients (52%) had severe constant pain in 20 
patients (40%) had moderate pain and 3 patients 
(6%) has mild pain and 1 patient (2%) had no 
constant pain. In Group B 25 patients (50%) 
experienced severe constant pain, 22 patients (44%) 
experienced moderately severe constant pain, 2 
patients (4%) experienced mild pain and 1 patient 
(2%) had no constant pain. In all the patient pain was 
further aggravated on defecation. The P value > 0.05, 
no difference statistically as calculated by Pearson’s 
method. (Table II) 

All the patients presented with pain on 
defecation. In group A, 22 patients (46%) had severe 
pain, 19 patients (38%) had moderate while 9 
patients (18%) had mild, whereas in group B, 23 
patients (46%) had severe pain, 21 patients (42%) 
had moderate and 6 patients (12%) had mild pain on 
defecation. P value was > 0.05 so difference was 
statistically insignificance. (Table III)  

Eighty-two patients (82%) presented with 
bleeding per rectum. In Group A 41 patients (82%) 
had bleeding per-rectum. While 45 patients (90%) 
had bleeding per rectum in Group B and 5 patients 
(10%) had no bleeding per rectum. Difference 
between two groups was not statistically significant 
as P value > 0.05 calculated through fisher’s exact 
test. 

Eighty six patients (86%) had fissure at posterior 
mid line 8 patients (8%) had it in the anterior midline 
and in 6 patients (6%) fissure were present at both 
anterior and posterior midline. In Group A, 45 
patients (90%) fissures were present in the posterior 
midline, in 4 patients (8%)were present anteriorly and 
in 1 patient (2%), it was present at both anterior and 
posterior midline position. In Group B, 43 patient 
(86%) had fissures in posterior midline, 4 patients 
(8%) were present anterior midline and 3patients 
(6%) had both anterior and posterior fissure. P value 
> 0.05 as calculated, so difference was statistically 
insignificant.  

Mean duration of symptomatic relief was 9.23+ 
7.89 (7-21) days in Group A, whereas with chemical 
sphincterotomy (Group B) it was 6.08+ 2.83 (2-10) 
days. Mean duration of symptomatic relief was 
significantly shorter with surgical sphincterotomy than 
with chemical sphincterotomy. Results were 
statistically significant as P-value was < 0.05.   

Mean duration of healing in Group A was in the 
mean duration of 32.25+ 10.67(21-42) days while in 
Group Bit was 19.94+.51(10-20) days. P value < 0.05 
and was statistically significant. 

In Group A, all the patients were treated on 
outdoor basis while in Group B patients were 
admitted and mean duration of hospital stay was not 
compared.  

In Group A, 27 patients (54%) had healed 
fissure at the end of 42 days (6 weeks) while in 18 
patients (36%) had no healing and they progressed 
into chronic anal fissure. They were then offered with 
surgical sphincterotomy but were not included in 
Group A. in 5 patients (10%) treatment was 
discontinued due to sever headache refractory to oral 
analgesics at the end of 28 days (4 weeks) but 
showed partial healing of fissure with partial 
symptomatic relief and they did not agree to any 
other treatment modality suggested to them In Group 
B, all the patients (100%) had healed fissure at the 
end of 42 days (6weeks). P<0.05 and was 
statistically significant.  

Patients in Group A, who underwent chemical 
sphincterotomy, 18 patients (36%) developed 
headache, it was of severe intensity in 5 patients 
(10%) sufficient to stop the treatment. Six patients 
(12%) developed dizziness initially but it improved 
with the passage of time and they continued with 
topical use of GTN patients (12%) developed 
dizziness initially but it improved with the passage of 
time and they continued topical use of GTN ointment. 
In Group B, 5 patients (10%) developed mild flatus 
incontinence with wound infection after surgical 
sphincterotomy.  All of these patients then treated 
conservatively and became continent during the 
follow up period. No permanent flatus incontinence 
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was noted. Seven patients (14%) in Group A had 
recurrence of acute anal fissure within 3 months 
duration of the treatment with chemical 
sphincterotomy while there was no short term 
recurrence  observed in Group B who were who were 
treated with surgical sphincterotomy. 
 
Table I: Sex distribution of patients with acute anal fissure 
(n=100) 

Gender Group A (Chemical) Group B(Surgical) 

Male 
Female 

22(44.0%) 
28(56.0%) 

17(34.0%) 
33(66.0%) 

 P value > 0.05 

 
Table II: Distribution of patients with constant pain, 
defecation and bleeding per rectum in acute anal fissure 
(n=100) 

Constant pain  
Group A 

(Chemical) 
Group B 

(Surgical) 
P value 

Severe 
constant pain 
Moderate  
Mild  
Nil  

 
26(52.0%) 
20(40.0%) 
3(6.0%) 
1(2.0%) 

 
25(50.0%) 
22(44.0%) 
2(4.0%) 
1(2.0%) 

 
>0.05 
(NS)* 

Pain of 
defecation: 
Severe pain 
Mild 
Moderate  

 
 
22(44.0%) 
09(18.0%) 
19(38.0%) 

 
 
23(46.0%) 
06(12.0%) 
21(42.0%) 

 
 
>0.05 
(NS)* 

Bleeding per 
rectum 

41(82.0%) 45(90.0%) >0.05 
(NS)* 

*NS = not significant  

 
Table III: Comparison of mean duration of symptomatic 
relief and healing time and rate in both groups (n = 100) 

Parameters  
Group A 

(Chemical) 
Group B 

(Surgical) 
P 

value 

Symptomatic 
relief  
Healing time  

6.08+2.83 
32.25+10.67 

9.23+7.89 
19.94+4.51 

<0.05* 
<0.05* 

Healing rate: 
Complete 
healing 
**Partial 
healing 
No healing 

 
27(54.0%) 
5(10.0%) 
18(39.0%) 

 
50(100%) 
0 
0 

 
<0.05* 

* P value is statistically significant, **Treatment discontinued due to 
headache but had symptomatic relief and partial healing  

 
Table IV: Complications with chemical and surgical 
sphincterotomy (n = 100) 

Complications: n= %age 

Chemical (n = 50) 
Headache  
Dizziness  
Surgical: 
Flatus incontinence with wound 
infection  

 
18 
06 
 
05 

 
36.0 
12.0 
 
10.0 

 

DISCUSSION 
 

Acute anal fissure has been identified as a distinct 
entity deserving increased recognition, treatment and 
research. It is one of the most common condition to 
be considered in the differential diagnosis of acute 
anal pain. Although different treatment modalities are 
available but the choice of modality in management 
of acute anal fissure is controversial. Chemical 
sphincterotomy of internal anal sphincters by topical 
application of 0.2% GTN ointment is a standard 1

st
 

line medical method in the treatment of acute anal 
fissure but associated with side effects such as 
severe headache, tachyphylaxis, dizziness and 
treatment failure. As the effects of chemical 
sphincterotomy are reversible, there are increased 
rates of recurrence of anal fissure.  

Surgical sphincterotomy i.e. lateral internal 
sphincterotomy is a well recognized and standard 
procedure for treatment of refractory acute and 
chronic anal fissures. It is associated with rare 
complications such as flatus incontinence, wound 
infection and hemorrhage. As it involves division of 
internal anal sphincters, recurrence rates are low. 
The main aim of this study is to compare the safety 
and out come of the two treatment modalities in the 
management of acute anal fissure.  

This study was carried out at surgical unit 1 of 
Sir Ganga Ram Hospital, Lahore. One hundred 
patients, who gave informed consent, between 20-50 
years of age, suffering from acute anal fissure, 
reported in the out patient and causality department 
of Sir Ganga Ram Hospital, Lahore were selected for 
the study.  All the patients were subjected to 
complete history, clinical examination and 
randomized into two Groups A and B. Patient in 
Group A were treated on the basis of out patient 
department and offered chemical sphincterotomy i.e. 
topical use of 0.2% GTN ointment 3-4 times daily for 
a period of 6 weeks. While patient in Group B were 
admitted and operated on next available list for 
surgical sphincterotomy.  Patients in both the groups 
were advised to take stool softeners and sitz bath 
along with their respective treatment. The two 
treatment modalities were than compared in terms of 
their symptomatic relief, healing rates and 
complications. As patients in Group A were treated 
on out patient basis, so duration of hospital stay was 
not compared. 

Mean age of presentation is variable in different 
studies conducted internationally and regionally. In 
the study described by Jonas

27
, mean age of 

presentation of anal fissure was 42(22-83) years. In 
another study, conducted by Palazzo

 28
, mean age 

was 44 (17-88). However a study conducted   
Ammari and Bani-Hani

29
, observed the mean age of 
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presentation of fissure as 33(16-68) years. Syed 
30

 
described mean age of 39(12-95) in his study. 
Garcea G 

31
 mentioned a mean age of 40.3 years in 

her study. Hananel and Golden
32  

described it as 39.9 
(13.5-95) in his study. In this study, the mean age 
was found to be 35.84±8.95 (20-50) years which is 
comparable to above mentioned studies and to study 
conducted by Shafiq and Nadeem et al. 

33
 where 

mean age was 35 years. The mean age in this study 
is less as compared to studies conducted by Jonas 

27
 

and Palazzo
28

, reason being the short range of age 
included in this study i.e. 20-50years.  

The incidence of acute anal fissure is roughly 
equal in both sexes. Sex distribution is quite variable 
among the patients with acute anal fissures in 
different studies. Study conducted by Griffin et al 

34
 

showed 29% males and 42 % females. Ammari and 
Bani-Hani

29
, in their study reported 44.9% males and 

56% female with a male to female ratio of 0.8:1.Wiley 
35

 in his study gad 48% of males and 52% females 
who presented with anal fissure. A study published 
by Hananel and Gorden

32
 revealed 49.9% males and 

51.1% females. Syed
30

 described sex distribution as 
41% males and 59% females but Garcea

31
 had male 

to female ratio of 1:1 in their study. Whereas in study 
conducted by Shafiq and Nadeem

33
. 84% males and 

16% females presented with anal fissure with a male 
to female ratio of 5:1.  

However in this study, 39% males and 61% 
females presented with acute anal fissure comprising 
a ratio of (1:1.6). The result matched with the studies 
done abroad but did not match with the results of 
Shafiq

33
. The reason for slight female preponderance 

in this study was that the institution associated with 
Sir Gang Ram hospital, Lahore is considered to be a 
female institute so more number of females 
presented with acute anal fissure.  

Symptoms of acute anal fissure are pain on 
defecation, post defecation pain (constant) and 
bleeding per rectum in the form of streak on the side 
of stool. Results of the study conducted by Hananel 
and Gorden

32
 concluded that 90.8% of patients 

having acute anal fissure presented with pain on 
defecation and 66% with bleeding per rectum. 
However, in this study about 98% patients presented 
with constant pain, 100%patients with pain on 
defecation and 82% with bleeding per rectum. 
However, in this study about 98% patients presented 
with constant pain, 100% patients with pain on 
defecation and 82% with bleeding per rectum, which 
are close to the findings in the studies mentioned 
above.  

The exact cause of fissure is not known as 
described in literature whereas Ammari and Bani-
Hani 

29
, in their study, concluded constipation as 

cause of acute anal fissure in 100% of males and 

17% of females, trauma due to child birth in 38% of 
females while a combination of constipation and of 
trauma of childbirth in 45%females. Whereas, in this 
study constipation was the cause of fissure in   100% 
of males and 85% females and childbirth in 15% of 
females.  

The most usual site of anal fissure is posterior 
mid line like wise results of study conducted by Jonas 
27

, showed anal fissure at posterior midline in 88% 
and on anterior mid line in 12% of cases. Hananel 
and Gorden 

32
 described the most common site as 

posterior mid line with frequency of 73.5%, 61.4% 
fissure were present anteriorly and in 2.6% cases 
fissure were present in both anterior and posterior 
midline. Similarly in this study 86% patients 
presented with fissure at posterior midline, 8% had it 
at anterior mid line and 6% had it at both anterior and 
posterior midlines, so the results matched with results 
of international studies.  

Palazzo
28

, revealed in their study that the 
symptomatic relief occurred in 51% patient with acute 
anal fissure in 42 days (6weeks) with chemical 
sphincterotomy. Singh

36
 observed that the mean 

duration of symptomatic relief was 28 days with acute 
anal fissure treated with chemical sphincterotomy.  
Whereas Mishra

37
 reported mean duration of 

symptomatic relief in 14 days (2weeks) only in 40%of 
patient treated with GTN ointment i.e. chemical 
sphincterotomy. Whereas in this study the mean 
duration of symptomatic relief was 9.23+7.89 (7-21) 
days and it occurred in 64% of patients. 

Mishra et al. 
37

 revealed in his study that pain 
relief occurred in mean duration of 14 days (2 weeks) 
in 70% of patients of acute anal fissure with surgical 
sphincterotomy. While in this study, mean duration of 
symptomatic relief was 6.08+2.83(2-10) days in 
almost 100% of cases. This duration was significantly 
shorter than the chemical sphincterotomy. So the 
result is comparable to international studies that the 
symptomatic relief occurs earlier with surgical 
sphincterotomy than with chemical surgical 
sphincterotomy. 

Singh et al
36 

, revealed that 8.75% patients on 
0.2% GTN ointment showed healing by 28 days (4 
weeks) and 91% patient by 42 days (6 weeks) 
Evans

38
 described that 60% fissure heal by 56 days 

(8 weeks) when treated with topical 0.2% GTN 
ointment. Another study conducted by Bacher 

39 

revealed that 91.6% acute anal fissures healed within 
14 days (2 weeks). Mishra

 37
 reported the healing rate 

of 55% in 14 days (2 weeks) with GTN. Parellada 
40

 
concluded in the comparative study that 67% of the 
fissure healed by 35 days (5 weeks) and 89% at 70 
days (10 weeks) with GTN ointment and 96% of the 
Fissure healed at 35 days (5 weeks). Garcea

31
 et al 

described that 97% healing occurred at 42 days (6 
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weeds) with GTN ointment while Hanenel
32

 described 
60% healing with GTN ointment in 56 days (8 
weeks). Whereas in this study, mean duration of 
healing was 32.25±10.67 (21-40) days with chemical 
sphicterectomy in 54% of patients which is shorter 
than described in above mentioned in above 
mentioned studies. The main reason for this would be 
the topical GTN ointment applied more frequently i.e., 
3-4 times daily in this study as compared to twice 
daily in above mentioned studies.  

Even
38

 revealed that 89% of anal fissure healed 
by 56 days (8 weeks) with surgical sphincterotomy. 
Parellada

40
 concluded that 96% of the fissures 

healed at 35 days (5 weeks) and 100% at 70 days 
(10 weeks) with surgical sphincterotomy. Mentioned 
Massoud BW

41
, mentioned that rate of healing was 

better in operative group. 
In this study mean duration of healing was 

19.94±4.51 (10-20) days with surgical 
sphincterotomy. Although the duration of healing is 
shorter than observed in international studies, but the 
results were comparable to international data in the 
respect that the rate of healing is faster with surgical 
sphincterotomy than chemical aphincterotomy.  

Jonas
27

 observed that 0.2, GTN ointment 
caused healing of 60% of anal fissure in out patient 
setting. Kocher

42
, stated that chemical 

sphincterotomy had efficacy of 68% in healing of anal 
fissure. Zuberi

43
 concluded that anal fissure healed 

completely in 66.7% pationts with 0.2% GTN 
ointment. However in this study healing with 0.2% 
GTN ointment in patients with acute anal fissure was 
54% which is quite comparable with the study 
conducted by Haq

44
 which revealed healing with 

0.2% GTN ointment as 56%. 
Katsinelos et al

45
 revealed that surgical 

sphincterotomy i.e. lateral internal sphincterotomy 
caused complete healing of fissure in 100% of cases 
and mentioned that healing is faster with surgical 
sphincterotomy.  
Rotholtz et al

46
, in their study showed 100%; healing 

of anal fissure with lateral internal sphincterotomy. 
Study conducted by Rosa et al

47
 and Arroyo-

Sebastian et al.
48

 showed healing of anal fissure by 
97% and 90% respectively with surgical 
sphincterotomy. While in this study, healing occurred 
in 100% cases with lateral internal sphincterotomy. 
The results were quite excellent and were 
comparable to the above-mentioned studies.  

Jonas et al
27

 treated patient with anal fissure by 
chemical sphincterotomy on the basis of outpatient 
department. Similarly, in this study the patients in 
Group A, treated with chemical sphincterotomy as out 
patient surgery. Wiley et al

30
 performed closed and 

open lateral sphincterotomy as day care surgery in 
their study. However patients in Group B who 

underwent surgical sphincterotomy were admitted 
and their mean duration of Hospital stay was 
3.46±0.99(2-5) days. The reasons for admission were 
low literacy rate in our society and non-availability of 
helpful attendants at home. 

Most of the acute anal fissure resolves with the 
medical treatment i.e. chemical sphincterotomy but a 
significant percentage progress to chronicity. Cause 
of failure of treatment was defined as poor tolerance 
and bad compliance to topical application of 0.2% 
GTN ointment. Hananel

32
 and Jonas

27
 reported in 

their respective studies that 60% of fissure healed by 
56 days (8 weeks) whereas 40% progress to chronic 
anal fissure. In this study, of the patients treated with 
chemical sphincterotomy, in 54% patients the fissure 
healed and they progressed to chronic anal fissures. 
They were then offered surgical sphincterotomy. The 
10% patients who discontinued the treatment with 
0.2% GTN ointment due to headache showed partial 
healing and symptomatic relief 28 days (4 weeks), 
they did not agree to any other treatment modality 
offered to them. Shafiq and Nadeem

33
 concluded 

10% treatment failure with lateral internal 
sphincterotomy in the long term whereas no 
treatment failure was observed with lateral 
sphincterotomy, comparable to study by Rotholtz et 
al

46
. 

Treatment with 0.2% GTN ointment has strong 
association with headache dizziness and orthostatic 
hypotension. Palazzo 

28
 revealed that headaches 

were present in 84% patients who were treated with 
chemical sphincterotomy and it was severe intensity 
in 11% of cases, leading cause of discontinuation of 
therapy. Hayman

49
 reported that headaches in 75% 

of cases treated with 0.2% GTN ointment. However 
in this study, headache developed in 18% of cases 
and it was of severe intensity in 10% of cases and 
was a major cause of discontinuation of treatment.  
Although headache developed in less number of 
patients treatment with chemical sphincterotomy in 
this study yet the percentage of severe headache 
sufficient for discontinuation of treatment matched 
strongly to the results of Palazzp

28
. 

As with any surgical procedure, certain 
complications are associated with lateral internal 
sphincterotomy though rarely. There are mo long 
term complications with surgical sphincterotomy 
concluded by Evan

38
. Roza et al

47
 described that post 

operative complications in her study as abscess in 
1% and pain in 1.5% another study conducted by 
Shafiq and Nadeem

33
 described postoperative 

complications of close surgical sphincterotomy as 
pain in 4% of cases and incontinence 32%. In the 
study conducted by Nyam

50
, 45% patients had minor 

flatus incontinence. Syed
30

 in his study described 
flatus incontinence 2.6% soiling of clothes in 1.7% of 
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cases treated with surgical sphincterotomy. While in 
this study, the temporary flatus incontinence and 
wound infection after surgical sphincterotomy 
occurred in 10% of cases, who were then treated with 
conservatively. As the infection resolved there was 
improvement in the flatus incontinence and by three 
months duration there was no incontinence so the 
results are comparable to the study conducted by 
Ammari and Bani-Hani

31
 which revealed 10% self 

limiting incontinence.  
There was no fecal incontinence observed in 

this study. Fecal incontinence was believed to occur 
due to violation of external sphincter fiber as 
described by Nariani

51
. The rate of incontinence in 

this study as low with the reason that there is better 
understanding of the basis of the procedure and 
meticulous surgical techniques by the senior 
surgeons.  

Evans
38

 described recurrence in 45% of cases 
after chemical sphicterotomy. Jonas

27
 and 45% while 

Hananel
32

 had 98.6% recurrence with 0.2 GTN 
ointment. Lysy

52
 had recurrence of 37.4% after 

topical use of GTN ointment. In this study 14% of the 
3 months duration, reason of low recurrence rate may 
be the shorter follow up time in this study as 
compared to above mentioned studies. 

Recurrence after surgical sphincterotomy is 
negligible. Shafiq

33
 showed 10% recurrence with 

lateral internal sphincterotomy. Nayam 
50

 described 
8% of recurrence after surgery in the long follow up. 
Casillas

53
 had recurrence is higher after surgical 

sphincterotomies done under local anesthesia or as 
office procedure. However no recurrence observed at 
the time of follow up in this study. The reason would 
be that all the operations were done under regional 
(spinal) or general anaesthesia with great care. 
 

CONCLUSION 
 

Surgical sphincterotomy is better than chemical 
sphincterotomy in the management of acute anal 
fissure in terms of early symptomatic relief and high 
healing rates. However, chemical sphincterotomy 
heals 54% of patients in out patient setting, 
associated with less work loss that is no hospital 
admission is required and is not detrimental to 
continence so it has a definite role in the 
management of acute anal fissure.  
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