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ABSTRACT 
Background: A chronic anal fissure is a longitudinal tear in the anorectal area beneath the dentate line contributing to chronic 
pain and emotional stress during defecation. The present study aimed to assess early surgery versus conservative treatment for 
managing chronic anal fissures. 
Methodology: This randomized control trial was carried out on 150 chronic anal fissures patients at the Department of General 
Surgery, Qazi Hussain Ahmed Medical Complex, Nowshera, Pakistan from March 2020 to September 2021. Patients were 
divided into two groups; Group-I comprised of patients who were treated conservatively and Group II consisted of patients who 
underwent surgical intervention. Patients above 15 years of age and fit for surgery were enrolled. A Chi-square test was used for 
correlating the results using SPSS version 24. 
Results: Of the total patients, there were 132 (88%) male and 18 (12%) female patients. The overall mean age of Group-I and 
Group-II was 38.7± 6.5 years and 39.6±3.67 years. The prevalence of posterior and anterior located fissures were 136 (90.7%) 
and 14 (9.3%) respectively. About 86 patients underwent closed LIS, out of which 77 were male and 9 were female. The 
patient’s main complaints were anal pain followed by bleeding. The response rate to pain relief treatments was 79% in group-I, I, 
and I and 97% in group II. 
Conclusion: Our study found that lateral internal sphincterotomy remains the gold standard for the treatment of chronic anal 
fissures. To avoid recurrence and obtain the best pain relief, LIS remains the gold standard for the treatment of chronic anal 
fissures. 
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INTRODUCTION 
Anal fissure affects the lower anal canal. It's a longitudinal ulcer in 
the anoderm that occurs most often in the posterior midline, less 
often in the anterior, and rarely in the lateral (1, 2). The fissure 
looks triangular with the tip at the dentate line and the base across 
the lower anal canal (3, 4). It's one of the most prevalent benign 
anorectal disorders, and the discomfort and stress it produces may 
reduce people's quality of life (5). Unknown. The hard stool is 
considered to increase sphincter pressure (even at rest) (6). Anal 
fissures are acute (typically gone in a week) or chronic (lasting 
more than six weeks), with a hypertrophic papilla, sentinel tubercle, 
and exposed sphincter muscle fibers on the wound floor (7). 
 Chronic anal fissures heal after 12 weeks and are 
accompanied by a hypertrophied papilla, sentinel tubercle, and 
exposed sphincter muscle fibers (8). Physical or chemical 
pressure-reduction is used to treat anal fissures. Chronic anal 
fissures are treated surgically. Chronic anal fissures have no 
standard therapy (9). As the first therapy, the ASCRS suggests 
stool softeners, a high-fiber diet, and a warm sitz bath (10). This 
conservative approach doesn't work for many people. Medical 
therapy has a high recurrence rate. LIS is the gold standard 
surgical therapy for persistent anal fissures when medicinal and 
conservative therapies fail (11). Primary chronic anal fissures are a 
matter of debate among new surgeons and those in rural facilities 
with limited resources. Simple and effective, Nearly all U.S. 
hospitals execute four fingers AD and closed LAS. This research 
aimed to compare the two methods. 
 

METHODOLOGY 
This randomized control trial was carried out on 150 chronic anal 
fissures patients at the Department of General Surgery, Qazi 
Hussain Ahmed Medical Complex, Nowshera, KPK, Pakistan from 
March 2020 to September 2021. Patients were divided into two 
main groups; Group-I comprised of patients who were treated 
conservatively and Group II consisted of patients who underwent 
surgical intervention for chronic anal fissures. All the chronic anal 

fissures patients above 15 years of age and who were fit for 
surgery were enrolled. The medical treatment consisted of 8 weeks 
of topical ointment application (0.2 percent nitroglycerin or 2 
percent diltiazem applied every 12 hours) followed by a warm sitz 
bath. A bivalve anal retractor was inserted into the anal canal to 
perform a closed lateral anal sphincterotomy. It was opened to 
stretch the internal sphincter and expose the anal canal's lateral 
walls. Patients were admitted a day before surgery after providing 
proper consent. Routine tests such as blood CP, urine RE, and 
CXR were performed. A general/spinal anesthesia assessment 
was performed. The procedures were performed under 
general/spinal anesthesia. The patients were placed in the 
lithotomy position on the operating table. Before each surgical 
procedure, the clinical inspection, digital rectal examination, and 
proctoscopy were repeated. 
Inclusion and Exclusion Criteria: All patients over 15 with main 
chronic anal fissures were included. Symptoms included 
defecation discomfort, P/R bleeding, and constipation. Sentinel 
pile, anal papilla, ulcer base fibrosis, and ulcer border indurations 
were symptoms. All patients under 15, with secondary fissures, 
fissures lasting less than 6 weeks with no organic changes, and 
those deemed unfit for general or spinal anesthesia or surgery due 
to co-morbid factors were excluded from the study. 
Statistical Analysis: The Chi-square test was used to compare 
two discrete variables. When predicted sources were less than 
20%, Monte Carlo Simulation Method values were used. Data 
analysis utilized SPPS 24. The significance threshold was 
P=0.001. 
 

RESULTS 
132 (88%) male and 18 (12%) female patients were treated. 
Group-I and Group-II mean ages were 38.76.5 and 39.63.67. 136 
posterior and 14 anterior fissures were present. 77 men and 9 
women had closed lateral anal sphincterotomy. Anal discomfort 
and bleeding were significant complaints. Group-I responded to 
pain treatments at 79% and group II at 97%. Figure 1 shows 
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gender distribution. Figure 2 shows posterior and anterior fissures. 
Table-I shows participant clinical profiles. Table II shows pain 
alleviation at weeks 1, 2, 4, and 8. Complications and other side 
effects are shown in Table III. 
 

 
Figure-1: Gender distribution 

 

 
Figure-2: Prevalence of posterior and anterior located fissure 

 
Table-1: Clinical profile of the participants. 

Clinical Features Group-I N=75 Group-II N=75 P-value 

Gender 
Male n (%) Female n (%) 

70 (46.7) 
5 (3.3) 

61 (40.7) 
14 (9.3) 

0.941 

Age (Mean ± SD) years 38.7± 6.5 39.6±3.67 0.832 

Complaints    

Pain n (%) 70 (46.7) 66 (44) 0.823 

Bleeding n (%) 34 (22.7) 52 (34.7) <0.001 

Itching n (%) 14 (9.3) 18 (12.) <0.001 

Constipation n (%) 16 (10.7) 30 (20) 0.472 

Perianal discharge n (%) 4 (2.7) 5(3.3) 0.447 

 
Table-2: Pain relief during first, second, fourth, and eighth weeks 

Duration (Weeks) Group-I N=75 Group-II N=75 P-value 

First (%) 68 (45.3) 34 (22.7) <0.001 

Second (%) 48 (32) 41 (27.3) <0.001 

Fourth (%) 52 (34.7) 45 (30) <0.001 

Eighth (%) 57 (38) 52 (34.7) <0.001 

 
Table-3: Complications and other side effects 

Complications Group-I N=75 Group-II N=75 

Headache 64 (42.7)  

Nausea 20 (13.3)  

Arrhythmia 18 (12)  

Gas incontinence (Transient)  5 (3.3) 

Fluid incontinence  2 (1.3) 

Perianal abscess  5 (3.3) 

 

DISCUSSION 
Anal canal fissure is frequent (12, 13). Chronicity may be caused 

by delay in treatment during the chronic stage of the illness owing 
to patient ignorance, lack of sufficient medical facilities, poverty, or 
shyness in discussing the ailment with a doctor. In the chronic 
stage of the illness, conservative and non-surgical treatments 
failed (14). Most patients stop conservative treatment when their 
symptoms resolve, there is a recurrence, or they have adverse 
effects including headaches and lightheadedness with GTN 
ointment (15, 16). 
 This study's results are similar to others worldwide. Closed 
LIS patients had no discomfort, bleeding, or incontinence after 4 
weeks. Each patient's fissure was entirely repaired, with no 
recurrence. 42.85% of four fingers AD patients experienced 
incontinence, 14.2% had ulcer persistence, and 4.76% had a 
recurrence. Chronic anal fissure therapy has changed dramatically 
in the recent decade (17). Medical therapy is the first choice since 
it is non-invasive and doesn't harm the anal sphincter (18, 19). The 
gold standard for anal fissure therapy is sphincterotomy (20). In 
our research, pain response to drugs (GTN and diltiazem) was 
comparable to earlier studies (21, 22). 
 Gagliardi et al. employed 6 weeks of medicinal therapy, but 
our outcomes were better (23). Completing the therapy course 
might explain it (P0.05). Surgical and medical groups had different 
pain responses (P0.05). Due to its safety and in patients who do 
not agree to surgery, medicinal therapy for pain response may be 
utilized as the first step in patients' treatment (I=79%, II=97%). 
These results are consistent with others (24). Medical group 
fissure healing was slower than surgical. 
 Our investigation identified similar side effects to prior 
studies (25, 26). Topical diltiazem caused no side effects. In group 
I, 3 patients discontinued their medication due to a headache. 
Newman et al. observed 23% similar GTN side effects. (27) In 3% 
of group II during the first week of the research, gas and liquid 
incontinence disappeared without intervention after 4 weeks. It 
echoed Alvandipour et al (28). 
 

CONCLUSION 
According to the results of our study, lateral internal 
sphincterotomy is still the most effective method for treating 
chronic anal fissures. Patients who did not have surgery rated 
surgical therapy as more successful and preferred treatments. In 
order to prevent recurrence and provide the most effective pain 
relief, LIS is still the therapy of choice for chronic anal fissures. 
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