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ABSTRACT:

Background: An anal fissure is one of the common anorectal disease resulting from a split or
tear in the anal canal's skin, it causes pain, bleeding and emotional stress. There are medical
and surgical treatment available for treating anal fissures, this study was aimed to compare
lord’s dilations and lateral internal sphincterotomy.

Methods: An observational study conducted in 64 patient general surgery department,
all patients were treated by conservative management first and surgically if required. Lateral
internal sphincterotomy or lord’s dilatation were performed among study subjects by
randomised process.

Results: Mean age of 64 study sample was 38.78 years (SD - 9.03 years), with 52
(81%) male and 12 (19%) female in study. All 64 subjects were treated by conservative first,
while 54 (84.4%) required surgical management. There was no significant difference in mean
duration of surgery, post-operative pain & duration of hospital stay between lords dilation
lateral spinteretomy.

Conclusion: Conservative medical treatments are all effective methods that may
reduce the need for surgery in many patients. Early pain alleviation and a high ulcer healing
rate are provided by anal dilatation and lateral internal spinteretomy treatment, LIS is a safer
option in terms of recurrence.
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INTRODUCTION: Anal fissures cause bleeding on toilet paper, underwear, and in the
toilet. Most chronic fissures are posterior midline, although 10% of women and 1% of men

have them anteriorly. ** Anal fissures occur 1 in 350 people, are equally common in males
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and women, and are most common in adults 15-40. * Conservative therapy will focus on
constipation treatment. Acute and chronic anal fissures should be treated non-surgically. >° It
includes topical nitroglycerin, diltiazem, and botulinum toxin are examples. ” Other therapies
include warm sitz baths, topical anaesthetics, high-fiber diets, and stool softeners. ®° After
one to three months of medical treatment, anal fissures may require surgery. Not the first
treatment. In the early 1990s, repeatable anal dilatation was effective with little side effects.
19 Anal dilation, or Lord's procedure, has fallen out of favour because to faecal incontinence.
1 Fissurectomy treats persistent anal fissures. In older, multiparous, normal-anal-tone, and
anorectal surgery patients, several surgeons used this procedure to prevent incontinence.
Eisenhammer pioneered internal lateral anal sphincterotomy in 1951. The method
immediately relieves symptoms by reducing pathologically elevated anal canal pressures. =
Lateral internal sphincterotomy (LIS) is the preferred surgery for anal fissures due to its
simplicity and 95% success rate.**

METHODS: Based on the selection criteria 90 patient attending general surgery OPD having
anal fissure were screened for eligibility, all those 64 who fulfilled the inclusion criteria were
eligible to participate in the study. The purpose of the study explained to patients. Informed
written consent were taken prior to actual participation of patient into the study. Patient with
grade IV haemorrhoids, high anal fistula or ischiorectal abscess, inflammatory bowel disease,
anorectal malignancy etc. were excluded from study.

64 patients were given 8 weeks of topical ointment application (0.2% nitroglycerin or
2% diltiazem applied every 12 hours) followed by warm sitz bath constituted the medical
treatment. Patient whose symptoms got relieved completely will be left for further data
analysis and follow up while the remaining will be subdivided in left lateral internal
sphincterotomy and lord’s dilatation through a randomised process using block method. The
medical records of the patients reviewed and demographic data (sex, age), medical history,
referral symptoms and findings, first-second-fourth-eighth week examination findings,
response to the treatment (pain relief and evaluation of the fissure, erythema and/or
inflammation), side effects of the treatment and presence of recurrence of the disease were
recorded and analysed.

RESULTS: Mean age of 64 study sample was 38.78 years (standard deviation - 9.03 years),
with the highest 56 years and lowest 20 years. There was 52 (81%) male and 12 (19%)
female in the study while 25 (39.06) % samples were from 31-40 years age group followed
by 20 (31.25 %) subjects in 41-50 years age group. Painful defecation was most common
complaint and it was present in all 60 (93.75%) subjects followed by bleeding (48, 75%
subjects) and pruritus in anal region (27, 42.18% subjects). Constipation was present in 12
(18.75%) subject; some subjects were having more than one complaint. Posterior anal fissure
was present in 45 (70%) of patients while 19 (30%) with anterior anal fissure.
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Image 1 : Bar diagram showing treatment given to study samples

All 64 subjects were treated by conservative medical management first. 10 (15.6%)
out of 64 subjects were continued medical management further while remaining 54 (84.4%)
required surgical management. Medical management includes lignocaine ointment, laxatives,
warm sitz bath, antibiotics (Anometro) ointment & oral pain killers etc. Lords dilatation and
lateral spinteretomy was performed in 27 (50%) subjects each out of 54 required surgical

treatments.
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Image 2: whisker box plot showing duration of surgery
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Mean duration for lords dilation (55.74 + 7.3 min) was approximately similar with
lateral spinteretomy (55 + 9.2 min) and difference between them was statistically not
significant (p = 0.744).

Mean pain score after surgery on day 3 for lords dilation (1.26 + 0.86) was
approximately similar with lateral spinteretomy (1.41 + 0.84) and difference between them
was statistically not significant (p = 0.525). Mean pain score after surgery on day 5 for lords
dilation (0.81 + 0.73) was approximately similar with lateral spinteretomy (0.67 + 0.73) and
difference between them was statistically not significant (p = 0.462).

Duration of hospital stay (days)
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Image 3: whisker box plot showing duration of hospital stay

Mean duration of hospital stay for lords dilation (3.89 + 1.5) was approximately
similar with lateral spinteretomy (3.63 + 1.18) and difference between them was statistically
not significant (p = 0.479).

Mean duration to resume routine activities after medical treatment (15.8 + 6.21 days),
lords dilation (16.81 + 5.2 days) was approximately similar with lateral spinteretomy (14.3 +
4.6 days) and difference between them was statistically not significant (p = 0.203).

Mean cost of treatment for lords dilation (4667 + 1400 rs) & lateral spinteretomy
(4256 + 1003 rs) was higher than cost of medical management (455 + 121 rs) and difference
between them was statistically not significant (p = 0.203). It means cost of medical
management is less than surgical treatment. 9 (14%) out of 64 subjects reported recurrence, 7
(25%) after lords dilatation and 2 (7.4%) after lateral Spinteretomy.

DISCUSSION: Anal fissure causes morbidity in otherwise healthy people. It causes pain,
rectum haemorrhage, discomfort, and incapacity. Several pharmacological sphincter relaxants
claim to work well, although surgery is still necessary. Lateral Internal Spinterotomy is the
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gold standard for treating fissure-in-ano. In 1818, Boyer recommended sphincterotomy for
anal fissures.** Since Eisenhammer launched LIS in 1959, it's been the preferred therapy for
fissureinano. This research compares LIS with Lords dilation. In our research, 64 chronic
anal fissure patients had surgery. Recurrence and incontinence were also analysed in detail.
The research reports patient satisfaction and anal fissure healing.

Mean age of 64 study sample was 38.78 years (SD - 9.03 years, Min - 20, Max - 56),
there were 52 (81%) male and 12 (19%) female in the study, While the mean age of patients
in Samindra Nath Basak et al ** was 41.79 + 8.3149 years with 63% female and 37%) males.

The most prevalent complaint, which was present in 60 (93.75%) of the participants,
was painful defecation, which was followed by bleeding (75% of the subjects) and anal
pruritus (42.18% of the subjects). Similar findings were obtained in Samindra Nath Basak et
al *® study where pruritus (17.0%) and rectal haemorrhage (77.9%) were the two most
frequent symptoms, with discomfort during faeces (97.4%) coming in third. These findings
are comparable to those made by A. Tocchi et al.*® and J.S. Khan et al.” in which patients
with anal fissures complained of discomfort (96-100%), rectal bleeding (80%), and itching
(39%).

Al-Thoubaity F et al *® is worth highlighting that most patients (67%) had a posterior
anal fissure, whereas substantially fewer patients had an anterior anal fissure. Similarly in our
study posterior anal fissure was most common and it was present in 45 (70%) of patients,
while anterior anal fissure was present in 19 (30%) of patients.

Internal sphincter hypertrophy and elevated anal sphincter resting pressure cause
ischemia of the anoderm. *° All 64 research participants were given conservative medical
treatment initially. Out of 64 individuals, 10 (15.6%) needed further medical care, whereas
the other 54 (84.4%) required surgical intervention. Lignocaine ointment, laxatives, a warm
sitz bath, antibiotics (Anometro) ointment, and other medications are used in medical
treatment. As a result, our research's success rate of medical care for anal fissure (15.6%)
which was much lower than that of Giridhar CM et al study (88.46%). °

Out of the 54 patients who needed surgery, 27 (50%) had Lords dilatation and 27
(50%) underwent lateral sphincterotomy, both of which had a 100% success rate. Giridhar
CM et al. also found 100% success rates in patients undergoing surgery. °

Disease management and therapy are contentious. Many studies propose conservative
(such as habit regularisation) and medicinal therapy techniques as early treatment choices
since they are noninvasive and does not involve complications such anal sphincter damage.
2122 Calcium channel blockers (diltiazem) and glyceryl trinitrate (nitric oxide derivatives) are
often utilised, as are botulinum toxin injections and anal dilatation. 22 These treatments
reduce sphincter tone, relieve discomfort, and improve the fissure.

In our study mean duration for lords dilation (55.74 + 7.3 min) was approximately
similar with lateral spinteretomy (55 + 9.2 min) and difference between them was
statistically not significant (p = 0.744). No similar studies found comparing duration of these
two procedures but according to Dan Brennan lateral spinteretomy takes 30 min. 2°

A prospective clinical experiment was conducted by Araujo et al. with 190 patients in
three groups to compare medical therapy (n: 128) to LIS (n: 62). The researchers found pain
alleviation rates of 100% for LIS after the eighth week (93% after two weeks and 100% at the
end of the eighth week). 2 Only seven percent of patients in the group who had LIS were
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unhappy with the outcomes of their therapy, according to the findings of a research that
compared the effects of Botox and LIS. ? In a research conducted at a single centre, Salih et
al. found that this rate was 1%. %

The difference in mean length of hospital stay between lords dilation (3.89 + 1.5) and
lateral spinteretomy (3.63 + 1.18) was not statistically significant (p = 0.479), indicating that
they were roughly comparable. Due to the need of regular dressing changes, parenteral
antibiotics, and analgesics, the fissurectomy group in the study by Ghose SS et al. required a
minimum of six to seven days in the hospital after their procedure. The modified closed LIS
group had an average length of hospital stay of just one to two days, while the closed LIS
group had an average length of hospital stay of two to three days. *

The average cost of treatment for lateral spinteretomy (4256 + 1003 rs) and lords
dilation (4667 + 1400 rs) was approximately similar and it was greater than the average cost
of medical care (455 + 121 rs), and the difference was statistically significant (p = 0.00). This
indicates that medicinal management is less expensive than surgical care. According to the
Central Government Health Scheme Pune rate list, an empanel hospital with NABH
accreditation would charge 15,870 rupees for a fissurectomy, and 14,283 rupees for a
fissurectomy with an internal sphincterotomy (source: cghspune.gov.in).

9 (14%) out of 64 subjects reported recurrence, 7 (25%) after lords dilatation and 2
(7.4%) after lateral Spinteretomy in our study. There is a chance of recurrence in anywhere
from 1.3% to 25% of patients, ***? despite the fact that success rates of the LIS treatment
continue to be high, as measured by the effective healing of the anal fissure. Additionally,
Liang et al. came to the same conclusions, finding that the recurrence rate was just 4%.% In
the current research, the anal fissure recurred in only two patients, which resulted in an
extremely low recurrence rate of 0.3% overall.

CONCLUSION: In reviewing the recent developments in the treatment of chronic anal
fissures, it is possible to draw the conclusion that conservative treatments such as those
involving lignocaine, nitroglycerine, botulin toxin, or oral nifedipine are all effective methods
that may reduce the need for anaesthesia and surgery in a significant number of patients.
Patients who are not interested in having an operation performed on them might always be
provided these alternatives instead. In the event that the condition returns or if conservative
therapy is ineffective, surgical manipulation should be considered. In this particular research,
men were more likely to be afflicted than females, and constipation was shown to be the
primary risk factor. Furthermore, the majority of fissures were found in the posterior midline
region. Early pain alleviation and a high ulcer healing rate are provided by anal dilatation and
lateral internal spinteretomy treatment respectively. On the other hand, as compared to AD, it
seems that LIS is a safer option in terms of recurrence.
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