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ABSTRACT 

Chronic anal fissure is one of the main proctological disorders encountered in surgical outpatient departments, due 

to its high prevalence and the great discomfort involved.Though, the exact aetiology of primary anal fissure is still 

unknown, high resting anal pressure caused by increased internal sphincter tone appears to be the underlying patho-

logical factor. So, the aim of this study is to determine the efficiency of the procedure of lateral internal sphincterot-

omy by closed method under local anaesthesia as an outpatient procedure.  The clinical study was undertaken in all 

patients (70 patients, mean age 35 years) undergoing lateral closed sphincterotomy for chronic anal fissure (defined 

as anal fissure with > 6 weeks symptoms duration) from June 2005  to May 2006  who presented to Surgical OPD, 

in our hospital.  Among 70 studied patients, 41 (58.5%) were females and 29 (41.4%) males. Age ranged from 16-63 

years with the mean age of 35 years. Post-operatively, early complications included minor bleeding in two patients 

(3.4%)  and  incontinence of flatus in five patients  (8.6%).  In all the patients in our study lateral internal sphincter-

otomy was performed under local anesthesia and they were followed up for 4 months. 88% of patients were cured of 

their symptoms while only in 12% the fissure failed to heal. Lateral internal anal sphincterotomy by closed method 

under local anesthesia as an outpatient procedure has very good results in patients with chronic anal fissure who do 

not respond to conservative treatment. 
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INTRODUCTION1  

Anal fissure results from longitudinal tear in the 

squamous epithelium of anal canal. Ninety percent are 

situated posteriorly and 10% anteriorly
(1)

. Chronic 

anal fissure is characterized by skin tag and hypertro-

phied anal papilla
(2)

. Though, the exact aetiology of 

primary anal fissure is still unknown, high resting anal 

pressure caused by increased internal sphincter tone 

appears to be the underlying pathological factor
(3)

.  

There is a vicious cycle beginning from a tear in the 

anoderm from forceful dilatation of the anal canal 

during defecation exposing the underlying internal 

sphincter muscle that eventually goes into spasm and 

fails to relax during next bowel movement. Further 

tearing results in persistent muscle spasm leading to 

relative ischemia of the anoderm causing persistence 

of symptoms and impairment of healing. The clinical 

history is typically cyclical; periods of acute pain are 

followed by temporary healing only to be followed by 

further acute pain. Inspection of perianal area is con-

firmatory in diagnosis. Digital examination is usually 

not possible because of severe pain. Lateral internal 

sphincterotomy emerged as the operation of choice for 

uncomplicated chronic anal fissure
(4)

. It is of two 
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types, open and closed. Lateral internal sphincteroto-

my by closed method can be done under local anaes-

thesia
(5)

,  with less postoperative period of hospital 

stay and complications
(6)

.   

AIM OF THIS STUDY 

It is to determine the efficiency of the procedure of 

lateral internal sphincterotomy by closed method un-

der local anaesthesia as an out patient procedure 

PATIENTS AND METHODS 

A clinical study was undertaken in all patients (70 

patients, mean age 35 years) undergoing lateral closed 

sphincterotomy for chronic anal fissure (defined as 

anal fissure with > 6 weeks symptom duration) from 

June 2005, to May 2006 who presented to Surgical 

OPD,. Among patients, 29 (41.4%) were men and 41 

(85.6%) were women. Atypical fissures associated 

with inflammatory bowel disease, cancer, or anal in-

fections were excluded from the study. Exclusion cri-

teria, also, were previous sphincterotomy or anal dila-

tion and suspicion of malignant fissure or ulcer. The 

main complaints reported by all patients were persis-

tent pain connected with defecation, small rectal 

bleedings, discharge and pruritis. In all of the patients 

conservative treatment had failed (lidocaine, hydro-

cortisone, glycerine trinitrate, sitz bath, and luxua-

tives). Closed lateral sphincterotomy was performed in 

all cases under local anesthesia using a short stab inci-

sion and blind division of the internal sphincter guided 

by the surgeon’s finger. All operations were per-

formed as a day case procedure in the Surgical OPD, 
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Ibn Sena Hospital, with no readmissions. In this series, 

58 of the 70   patients were  able to be followed up on 

regular basis for up to 4 months postoperatively and 

fissure healing was assessed by physical examination 

during patients’ clinic visits after operation. The other 

12 patients were lost and excluded from the study. 

Postoperative stay, relief of symptoms, symptoms of 

incontinence, time to fissure healing and complica-

tions were assessed.  

RESULTS 

Among 70 patients, 41 (58.5%) were females and 

29(41.4%) males. 

Age ranged from 16-63 years with the mean age of 35 

years.  

The maximum inciden of anal fissure was noted be-

tween 31-40 years (table 1). 

   
(Table 1) Age range of patients 

Age (years) Frequency % 

10-20 7 10% 

21-30 16 22.8% 

31-40 23 32.8% 

41-50 14 20% 

51-60 8 11.4 

61-70 2 2.8% 

 
Pain, especially during defecation, was the principal 

symptom present in all the patients, more than 4 

weeks in most. Bleeding per rectum in 18 patients 

(25.7%) and perianal swelling in 10 patients (14.2%). 

The anal fissure had been able to be seen in the poste-

rior wall of the anal canal in 57 patients (81.4%)    

(table 2). 

(Table 2) Presenting symptoms 

Symptoms Frequency % 

Pain 38 54.2% 

Bleeding 18 25.7% 

Perianal swelling 10 14.2% 

Pruritis 4 5.7% 

 
Post-operatively, early complications included minor 

bleeding in 2 patients (3.4%)  and incontinence of 

flatus in 5 patients (8.6%) (table 3). 

 
(Table 3) Early post-operative complications of Lateral 

Internal Anal  Sphincterotomy.  (n= 70) 

Complication Frequency % 

Bleeding 2 3.4% 

Incontinence of flatus 5 8.6% 

DISCUSSION  

Chronic anal fissure is one of the main proctological 

disorders encountered in surgical outpatient depart-

ments, due to its high prevalence and the great dis-

comfort involved.  There were 70 patients in our 

study. The age range of these patients was 16-63 years 

with the mean age of 35 years. Thirty three percent of 

patients were in 31- 40 years age group followed by 

patients in the age range of 21-31years. Shafiqullah et 

al
(7)

 reported 32% in 20-30years and 46% in 31-40 

years age groups. Mean age reported in different stud-

ies range from 30-45years
(8)

 but Cho DY noticed that 

confounding effects of age, gender, body weight, and 

height were not significant
(9)

. Among the seventy pa-

tients in our study, 57(81.4%) patients had posterior 

midline fissure while 11 (15.7%) were found to have 

anterior midline fissure. The increased number in pos-

terior fissure support the fact that posterior fissure is 

more common than anterior one. Ninety per cent of 

acute fissures respond to conservative treatment with a 

fibre-rich diet and warm sitz baths. However, many 

acute fissures persist for several weeks and may be-

come chronic.  Conservative methods of treatment of 

chronic anal fissure have been proposed such as botu-

linum toxin
(11-16)

, nitrate preparations
(10,17)

, and nifedi-

pine
(18)

 and surgical treatments such as anal dilata-

tion
(19, 20)

, sphincterotomy
(21-24)

, and advanced flap
(22)

. 

All these techniques aim at a high rate of healing in 

association with a low morbidity rate. Internal lateral 

sphincterotomy has been proven the procedure of 

choice in various comparative studies, since it exhibits 

the highest rate of healing associated with the lowest 

indexes of incontinence. Two types of internal lateral 

sphincterotomy have been widely discussed in the 

literature: open sphincterotomy, first described in 

1951 by Eisenhamer
(25)

, and closed or subcutaneous 

sphincterotomy, first described in 1971 by Notaras
(26)

. 

In all the patients in our study, lateral internal sphinc-

terotomy was performed under local anesthesia and 

were followed up for 4 months.  88% of patients were 

cured of their symptoms while only in 12% the fissure 

failed to heal, although the symptoms had decreased in 

severity and the patients were not willing for further 

operations. Post-operative impairment of continence is 

not uncommon. Lewis et al
(27)

 found some degree of 

incontinence in 17% of their patients; in two thirds of 

these patients, this complication was only temporary. 

Khubchandani and Reed reported postoperative soil-

ing in 22% and grade-I incontinence in 35 % of pa-

tients after sphincterotomy
(28)

. In the present study, 8.6 

% had mild soiling which resolved within 2 to 3 

months. All of the above mentioned results are close 

to our results in term of success rate and rate of com-

plications. 

CONCLUSION 

Lateral internal anal sphincterotomy by closed method 

under local anesthesia has very good results in patients 

with chronic anal fissure who do not respond to con-

servative treatment. 

REFERENCES 

1- Williams NS. The anus and anal canal. In: Russell 

RCG, Williams NS, Blustrode CJK. Bailey & Love’s 

short practice of surgery. 23rd ed. London. Arnold, 

2000: 1125-27. 

2- Giles GR. The colon, rectum and canal. In: Cus-

chieri A, Giles GR, Moosa AR (Eds). Essential surgi-

cal practice. 3
rd

 ed. London. Butterworth Heinemann, 

1995:1362-1407. 



Elamyal R and Yousef K                                               Efficiency of lateral internal anal sphincterotomy by closed method under local anaesthesia 

MMSJ Vol.1 Issue.2  (Summer 2015)   www.misuratau.edu.ly                               21 

3- Cuschieri A, Steele RJC, Moosa AR. Essential sur-

gical practice. 4th ed. London, Arnold, 2002, pp 642-

43. 

4- Mazier WP, Levien DH, Luehtefeild MA, Senagore 

AJ. Anal fissure. Surgery of the colon rectum and 

anus. 1
st
 edition.1995: 255-68. 

5- Hiltunen KM, Matikainen M. Closed lateral subcu-

taneous sphincterotomy. Ann-Chir- Gynaecol 1991; 

80(4): 353-6. 

6- Hananel N, Gorden PH. Re-examination of clinical 

manifestations and response to therapy for fissure in 

ano. Dic-Colon-Rectum 1997 Feb; 40(2): 229-33. 

7- Shafiqullah S, Nadeem M. Closed Verses open lat-

eral internal sphincterotomy in chronic anal fissure: a 

comparative study of post operative complications and 

results. Pakistan J Med Res 2004; 43: 1-4 

8- Renzi A, Izzo D, Di Sarno G, Talento P, Torelli F, 

Izzo G, Di Martino N. Clinical, manometric, and ul-

trasonographic results of pneumatic balloon dilatation 

vs. lateral internal sphincterotomy for chronic anal 

fissure: a prospective, randomized, controlled trial. 

Dis Colon Rectum 2008; 51: 121-7. 

9- Cho DY. Controlled lateral sphincterotomy for 

chronic anal fissure. Dis Colon Rectum 2005; 

48:1037-41. 

10- Evans JE, Luck A, Hewett P. Glyceryl trinitate vs 

lateral sphincterotomy for chronic anal fissure. Pro-

spective, randomized trial. Dis Colon Rectum 2001; 

44: 93-7. 

11- Maria G, Brisinda G, Bentivoglio AR, et al. Botu-

linum toxin injections in the internal anal sphincter for 

the treatment of chronic anal fissure. Long-term re-

sults aftre two different dosage regimens. Ann Surg 

1998; 228: 664-9.          

12- González P, Pérez F, Legaz ML, et al. Tratamiento 

de la fisura anal con toxina botulínica. Gastroenterol 

Hepatol 1999; 22:163-6.          

13- Mínguez M, Melo F, Espí A, et al. Therapeutics 

effects of different doses of botulinum toxin in chronic 

anal fissure. Dis Colon Rectum 1999; 42: 1016-

21.          

14- Brisinda G, Maria G, Bentivoglio AR, et al. A 

comparison of injections of botulinum toxin and topi-

cal nitroglycerin ointment for the treatment of chronic 

anal fissure. N Engl J Med 1999; 341: 65-9.          

15- Maria G, Brisinda G, Bentivoglio AR, et al. Influ-

ence of botulinum toxin site of injections on healing 

rate in patients with chronic anal fissure. Am J Surg 

2000; 179: 46-50.          

16- Brisinda G, Maria G, Sganga G, et al. Effective-

ness of higher doses of botulinum toxin to induce 

healing in patients with chronic anal fissures. Surgery 

2002; 131: 179-84.         

17- Richard CS, Gregoire R, Plewes EA, et al. Internal 

sphincterotomy is superior to topical nitroglycerin in 

the treatment of chronic anal fissure: results of a ran-

domized, controlled trial by the Canadian Colorectal 

Surgical Trials Group. Dis Colon Rectum 2000; 43: 

1048-57.          

18- Brisinda G, Maria G. Oral nifedipine reduces rest-

ing anal pressures and heals chronic anal fissure. Br J 

Surg 2000; 87: 251.         

19- Olsen J, Mortensen PE, Krogh I, et al. Anal 

sphincter function after treatment of fissure-in-ano by 

lateral subcutaneous sphincterotomy versus anal dila-

tation. A randomized study. Int J Colorectal Dis 1987; 

2: 155-7.          

20- Weaver RM, Ambrose NS, Alexander-Williams J, 

Keighley MR. Manual dilatation of the anus vs. lateral 

subcutaneous sphincterotomy in the treatment of 

chronic fissure-in-ano. Results of a prospective, ran-

domized, clinical trial. Dis Colon Rectum 1987; 30: 

420-3.         

21- Abcarian H. Surgical correction of chronic anal 

fissure: results of lateral internal sphincterotomy vs. 

fissurectomy-midline sphincterotomy. Dis Colon Rec-

tum 1980; 23: 31-6.          

22- Leong AF, Seow-Choen F. Lateral sphincterotomy 

compared with anal advancement flap for chronic anal 

fissure. Dis Colon Rectum 1995; 38: 69-71.         

23- García-Aguilar J, Belmonte C, Wong WD, et al. 

Open vs. closed sphincterotomy for chronic anal fis-

sure: long-term results. Dis Colon Rectum 1996; 39: 

440-3.          

24- Argov S, Levandovsky O. Open lateral sphincter-

otomy is still the best treatment for chronic anal fis-

sure. Am J Surg 2000; 179: 201-2.          

25- Eisenhamner S. The surgical correction of chronic 

anal (sphinteric) contracture. S Afr Med J 1951; 25: 

486-9.         

26- Notaras MJ. Lateral subcutaneous sphincterotomy 

for anal fissure-a new technique. Proc R Soc Med 

1969; 62: 713.           

27- Lewis TH, Corman ML, Prager ED, Robertson 

WG. Long-term results of open and closed sphincter-

otomy for anal fissure. Dis Colon Rectum 1988; 31: 

368-71. 

28- Khubchandani IT, Reed JF. Sequelae of internal 

sphincterotomy for chronic fissure in ano. Br J Surg 

1989; 76: 431-4. 

 

 

 

 

 

 

 

 

 

 

 


