
Surgical Versus Nonsurgical Treatment of Chronic anal Fissure: Our local Experience Usman Qureshi et al 

Ann. Pak. Inst. Med. Sci. 2008;4(4): 193-197 193

Original Article 
 
 

Surgical Versus Nonsurgical 
Treatment of Chronic Anal Fissure: 
Our Local Experience 
 
Objective: This study was carried out to compare the outcome of treatment of chronic 
anal fissure with topical nitroglycerin (GTN) 0.2%  and surgical sphincterotomy. 
Study Design: Single blinded randomized controlled trial. 
Place and Duration: Surgical unit-I, Holy Family Hospital Rawalpindi, over a period of one 
and half year i.e. June 2006 to December 2007. 
Material and Methods: 60 consecutive patients with chronic anal fissure over a period 
of one and half year were divided in two groups (A and B), each consisting of 30 patients, 
for treatment either with GTN 0.2% or lateral internal sphincterotomy respectively. Patients 
of both groups were followed in OPD on 1st, 2nd, 4th and 6th week to observe symptomatic 
relief of pain at time of defecation, healing of anal fissure on examination and development 
of any complication like headache or incontinance. 
Results: On 1st,2nd and 4th  week follow-up only 12%, 28% and 84% patients of Group-A 
presented with symptomatic relief of pain as compared to 66%, 81% and 100% patients of 
Group-B respectively.(p<.05). On 6th week follow up results regarding pain relief were 
comparable in  both groups. 88% vs. 100%, (p>.05). Healing of fissure was also quicker in 
patients getting treatment by means of surgery. In most of the patients managed by means 
of surgery, fissure healed by 2nd week follow-up (p<.05). But on 4th and 6th week of follow 
up results were comparable in both groups regarding healing of anal fissure (p>.05). Ten 
(40%) patients of Group-A developed headache of mild to moderate severity. Only 3(11%) 
patients of Group- B developed temporary incontinence for flatus which settled without any 
further treatment within one week of surgery. 
Conclusion: Lateral internal sphincterotomy is a standard treatment for chronic anal 
fissures with minimal complications. 
Key words: GTN 0.2%. Sphincterotomy.  Anal fissure. 
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Introduction 

 
An anal fissure is a tear of the anal canal 

mucosa, between the anocutaneous junction and the 
dentate line, mostly due to passage of a hard stool, 
explosive diarrhea or may be due to the strain of 
childbirth. Fissures have a predilection for the posterior 
midline (90%) but may also be located in the anterior 
midline or laterally. It is a common condition affecting all 
age groups, but particularly seen in young and 
otherwise healthy adults.1,2  Initially, the fissure is just a 
tear in the anal mucosa and is defined as an acute anal 
fissure. Persistent anal fissure for more than six week 
despite dietary modifications is defined as chronic  anal 
fissure.3 

The classic symptoms are anal pain during or 
after defecation accompanied by the passage of bright 

red blood per anus.3,4 The pain recurs with every bowel 
movement, and the patient commonly becomes afraid or 
unwilling to have a bowel movement, leading to a cycle 
of worsening constipation, harder stools, and more anal 
pain.5 Symptoms from fissures cause considerable 
morbidity and reduction in quality of life in otherwise 
healthy young individuals.6,7 

Blood flow in the anoderm at the posterior 
midline, the site of most fissures, is less than one-half as 
compared to other quadrants in the anal canal. Chronic 
anal fissures are associated with a persistent hypertonia 
and spasm of the internal anal sphincter. This spasm 
aggravates the problem by further decreasing the blood 
flow. The rationale behind both medical and surgical 
treatments of anal fissure is to decrease the anal tone 
and increase of blood supply.  

Topical GTN ointment is non-invasive therapy 
with no permanent complications.8 It decreases anal 
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tone and ultimately heals anal fissure.9 Effect of 
nitroglycerin is temporary. In one study, fissures 
recurreed in 27% of people.10 

Current surgical procedure of choice for chronic 
anal fissure is lateral internal Sphincterotomy. The 
purpose of an internal sphincterotomy is to cut the 
hypertrophied internal sphincter, thereby releasing 
tension and allowing the fissure to heal. Several studies 
have proven the effectiveness of this treatment. It is 
important to understand that, even with surgery, an anal 
fissure must heal on its own. A sphincterotomy involves 
operating on the sphincter muscles, not closing the 
actual fissure.11 

Few controlled trials have compared the efficacy 
of lateral internal sphincterotomy versus topical 
nitroglycerin therapy.12 According to one school of 
thought many chronic anal fissures heal with topical 
treatment with GTN. Others believe that lateral internal 
sphincterotomy remains effective but should be 
reserved for patients who fail to respond to initial 
chemical sphincterotomy. 13  

Nitroglycerin is safe, with mild and tolerable 
side-effects of headache and local burning sensation.12 
Sphincterotomy requires surgical expertise, theatre time, 
and day-care beds. After surgery, up to 30% of people 
may have pain, bleeding, or temporary loss of control for 
gas (gas incontinence) but less than 10% of people 
have long-term complications.14 

Few studies have been done in our population 
to compare the outcome of GTN 0.2% with lateral 
internal sphincterotomy for treatment of chronic anal 
fissure. We carried out this study keeping in mind poor 
compliance of our patients for long term conservative 
management. The main objective was to compare the 
outcome of both modalities of treatment for chronic anal 
fissure. 

 
Materials and Methods 

 
A Quasi experimental study was carried out in 

surgical unit-I Holy Family Hospital Rawalpindi, over a 
period of one and half year i.e. June 2006 to December 
2007. 60 patients with chronic anal fissure were 
randomized into two groups (A and B),  each consisting 
of 30 patients, on the basis of single blinded technique 
for treatment either with GTN O.2% or lateral internal 
sphincterotomy respectively.  

Patients were considered eligible for enrollment 
in the trial if they had symptoms of chronic anal fissure 
for more than 6 week (anal pain is worse after 
defecation, bleeding per rectum) and a visible fissure on 
inspection. Informed consent was obtained after an 
explanation of the nature of anal fissure and possible 
treatment strategy. 

Patients in the GTN group (Group-A) were 
treated on OPD basis. They were instructed to apply 

0.2% GTN paste (an amount sufficient to cover the 
fissure) two times a day. Patients were advised to 
continue treatment for 1 week after the symptoms have 
disappeared to ensure adequate healing. Persistence of 
symptoms after 6 weeks time was taken as treatment 
failure. 

Patients undergoing Lateral internal 
sphincterotomy(Group-B) were admitted through OPD 
or Emergency. Lateral internal sphincterotomy was 
performed under general/spinal anesthesia by division 
of sphincter up to the length of fissure (tailored 
sphincterotomy) Patients were discharged next day. 

Patients of both groups were followed in OPD 
on 1st, 2nd, 4th and 6th week to observe symptomatic 
relief of pain at time of defecation, healing of anal fissure 
on examination and development of any complication 
like headache or incontinance. 

Data were recorded on a prescribed proforma 
and statistical evaluation was done using chi-square and 
t-tests. P value of less than 0.05 was considered as 
statistically significant. 

 

Results 
 
In our study most of the patients were female. In 

group A (n=30) 9 (30%) patients were male and 
21(70%) were female whereas in Group B (n=30) 13 
(43%) patients were male and 17(57%) patients were 
female. Most of the patients were from 25 to 35 years of 
age with mean age of 37 ±10.4SD and 32 ± 9.6 SD 
years for group A and B respectively. Most of the anal 
fissures were located posteriorly (68%). ( Fig  I)  
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Figure I: Location of the fissure. 
 

34(56%) out of 60 patients presented with 
complaint of painful defecation with bleeding per rectum. 
16(26%) and 10(16%) patients presented with complaint 
of painful defecation without bleeding and only bleeding 
per rectum respectively. Most of the patients gave 
history of constipation off and on for long time. 
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After prescribed treatment patients were 
advised for follow up in OPD on 1st, 2nd, 4th and 6th 
week. 5 patients of group A and 3 patients of Group B 
never reported in follow up clinic and were finally 
excluded from study. So only 25 and 27 patients were 
available for outcome assessment in Group-A and 
Group- B respectively. 

On follow-up patients were assessed for 
symptomatic relief of pain at time of defecation, healing 
of wound and development of any complications 
associated with specific treatment.  

Symptomatic relief of pain at time of defecation 
was quick in patients getting surgical treatment by 
means of lateral sphincterotomy. On 1st,2nd and 4th  
week follow-up only 3,7,and 21(12%, 28% and 84%) 
patients of Group-A presented with symptomatic relief of 
pain as compared to 18, 22 and 27 (66%, 81% and 
100%)  patients of Group-B respectively.(p<.05) (Chi 
square test). On 6th week follow up results regarding 
pain relief were comparable in between two groups. (22 
vs. 27) (88% vs. 100%), (p>.05) (Chi square test).  
( Table I ) 
 

Table I : Symptomatic relief of pain at time 
of defecation 

Time of 
Follow up 

Group – A 
n = 25 

Group – B 
n = 27 

p Value 
 

1st week 3 (12%) 18 (66%) p =.001 
2nd week 7 (28%) 22 (81%)  p =.001 
4th week 21 (84%) 27 (100%) p =.031 
6th week 22 (88%) 27 (100%) p =.07 

 

Healing of fissure was also quicker in patients 
getting treatment by means of surgery. In most of the 
patients managed by means of surgery, fissure healed 
by 2nd week follow-up (p<.05). But on 4th and 6th week of 
follow up results were comparable in both groups 
regarding healing of anal fissure (p>.05) . (Table II) 
 

Table-II : Wound healing on follow up 
Time of 
followup 

Group- A 
n = 25 

Group- B 
n = 27 

p 
VALUE 

1ST week 0 (0%) 12 ( 44%) p =.05 
2nd week 4 (16%) 17 (62%) p =.05 
4th week 18 (72%) 23 (85%) p =.24 
6th week 22 (88%) 27 (100%) p =.07 

 

Ten (40%) patients of Group-A developed 
headache of mild to moderate severity. All these 
patients settled by conservative management within one 

week. No one developed incontinence or any other 
complication.    

Only 3(11%) patients of Group- B developed 
temporary incontinence for flatus which settled without 
any further treatment within one week of surgery. No 
one developed incontinence for stool. No patient 
developed wound infection after surgery. 

Anal fissure never healed in 3 patients of 
Group-A (GTN) even after 6 weeks. These 3 patients 
were later managed with lateral internal sphincterotomy.  

 

Discussion 
 
An anal fissure, although a minor problem, may 

pose a tremendous challenge for management if not 
diagnosed and treated well in time. The generally 
accepted cause of the acute anal fissure is a 
mechanical tear resulting from the passage of hard 
stool. An acute anal fissure may develop into a chronic 
fissure if not healed within 6 week.1-3 

According to literature anal fissure is particularly 
seen in young and otherwise healthy adults. Many other 
studies on anal fissures show that it is more common in 
females due to its association with obstetric history. In 
our study most of the patients were young (25 to 35 
year) female (70% and 57% in Group-A and B 
respectively).  

In a local study conducted in Pakistan, majority 
of patients were falling in age group of 31-35 years with 
male to female ratio of 3:1.  Fissure in ano was present 
at posterior midline in 50 (89.3%) and anterior midline in 
6 (10.7%) of patients.15 

Fissures have a predilection for the posterior 
midline (90%) but may also be located in the anterior 
midline or lateral. In our study most of the fissures were 
located posteriorly (84% and 74% in Group-A and B 
respectively).The explanation for this phenomenon is 
both anatomic and functional. The posterior commissure 
of the anoderm is less well perfused than other 
anodermal regions. Furthermore, before the branches of 
the inferior rectal artery reach the anoderm, they course 
perpendicularly through septa of the internal anal 
sphincter. Thus, flow through these arterioles is 
threatened by spasm of the internal anal sphincter.16  

Different options are available for treatment of 
chronic anal fissure starting from simple dietary 
adjustments, laxatives, topical application of GTN to 
more invasive surgical intervention like lateral internal 
sphincterotomy. In literature few studies are done to 
compare the out come of different treatment options.  

Persistent hypertonia and spasm of internal anal 
sphincter  are classical features of chronic anal fissures. 
So both pharmacological and surgical sphincterotomy 
are based on reduction of anal tone and spasm. 
However, concerns have been raised about the 
incidence of complication like fecal incontinence after 
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surgery and headache after application of GTN.17 
A review of literature published in American 

Journal of gastroenterology reported healing rates range 
from 30% to 86% after use of GTN .2%. But the therapy 
is limited because of a high incidence of moderate to 
severe headaches in up to 84% of patients. 17 Loder et 
al demonstrated that topical application of 0.2% glyceryl 
trinitrate (GTN) led to decreased resting anal pressure. 
18 

In another clinical trial conducted by Evans J. in 
Auatralia 20 of 33 (60.6 percent) patients from glyceryl 
trinitrate group had healed fissures in eight weeks 
compared with 26 of 27 (97 percent) in the 
sphincterotomy group (P = 0.001). Poor tolerance and 
poor compliance with treatment were important factors 
in patients whose fissures did not heal with glyceryl 
trinitrate. This study also reported high rate of 
recurrence (45%) on long term follow up. 9 

In our study on 1st and 2nd week follow up, 
symptomatic relief of pain at time of defecation and 
healing of anal fissure was significantly faster in patients 
getting surgical treatment by means of lateral internal 
sphincterotomy. But after 4th week results were 
comparable in both groups. 

A similar comparative trial showed 98% healing 
of anal fissure with lateral internal sphincterotomy while 
GTN relieved 56% with 10% recurrence in the later 
group. 13 

Although there is enthusiasm for nonoperative 
management of anal fissures, most trials have been of 
short duration (6-8 weeks) and long-term outcome is 
unknown. A controlled trial was done to assess long-
term outcome in the treatment of chronic anal fissure. In 
this study follow up rate was 62% . After six years of 
follow-up, it was concluded that lateral internal 
sphincterotomy is a more durable treatment for chronic 
anal fissure compared with topical nitroglycerin therapy 
and does not compromise long-term fecal continence. 
Thus, sphincterotomy continues to be a good treatment 
for patients with chronic anal fissure.19 

In another study forty consecutive patients with 
chronic anal fissure were randomized for treatment with 
either topical GTN or internal sphincterotomy. Patients 
were followed at 2-weekly intervals for 6 weeks for 
symptomatic relief and healing. Results showed early 
relief of pain and healing in patients treated by 
surgery.12  

Headache is a known complication after use of 
GTN for chronic anal fissure. Headache is particularly 
evident at higher concentrations of the drug. Lund and 
Scholefield reported treatment-associated headaches in 
58% of GTN patients and 18% of controls.20 Dorfman et 
al. noted GTN-associated headaches in 63%.21  
Carapeti et al.reported headaches in 72% of GTN 
patients vs. 27% of blinded placebo controls.22 

In our study 10(40%) patients developed 

headache of mild to moderate severity after use of GTN. 
Most of these patients settled after simple analgesics. 

Surgical sphincterotomy has a significant 
incidence of minor, short-term complications. It also 
requires surgical expertise, theatre time, and day-care 
beds. In our study Only 3(11%) patients of Group- B 
developed temporary incontinence for flatus which 
settled without any further treatment within one week of 
surgery. No one developed incontinence for stool. In 
literature incidence and severity of incontinence is higer 
as cpmpared to our study.  

Pernikoff after a clinical trial reported 8% 
incidence of incontinence.23 Similarly Abcarian H24  

reported a 30% flatus incontinence rate after lateral 
sphincterotomy. Evan J and his colleagues reported no 
case of incontinence after a randomized prospective 
trial.9  Another trial on 62 patients from Iran documented 
no case of incontinence after surgery for chronic anal 
fissure.25 This variation in incidence of incontinence after 
lateral internal sphincterotomy may be due to expertise 
of surgeon and technique of surgery.  

 

Conclusion 
 
Lateral internal sphincterotomy is a standard 

treatment for chronic anal fissures with minimal 
complications in expert hands. Results of surgery can 
be improved if modified technique of lateral internal 
sphincterotomy is used. Our general population has 
poor compliance for any prolonged conservative  
treatment. They do not use GTN according to the 
prescribed technique. Significant recurrence of 
symptomatic fissures after prolonged follow up and 
possibility of headaches are limitations of the non 
surgical treatment. 
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