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ABSTRACT:
Aim: To compare the lateral internal sphincterotomy versus anal dilatation in chronic anal fissure. Methods: After receiving
ethical approval from the institution, the research was carried out at the department of General Surgery. This research
comprised 100 patients aged 20 to 52 years, with CAF and failed medical treatment. All of the patients were separated into
two groups of 50 each. CAF was characterised as an anal ache for 8 weeks with induration of the borders of the fissure and
exposure of the fibres of the internal sphincter in the floor of the fissure with sentinel tag. Results: The LIS group had
considerably fewer patients with the highest pain level at 24 hours after surgery than the LAD group (p value-0.02, or 6.5, 95
percent Cl- 1.58-21.87). However, there was no significant difference in pain scores between the two groups were examined
later, i.e. before discharge, one month, three months, and six months (p values- 0.72, 0.77, and 0.47). 40 (80%) of the LAD
group and 44 (88%) of the LIS group had bleeding in the first 24 hours after surgery, which was clinically insignificant and
diminished in future days, but was not determined to be statistically significant (p value 0.34) The average post-operative
hospital stay in the LAD group and the LIS group is 3.5 days and 3.7 days, respectively. After three months of therapy, full
healing was reported in 47 patients and incomplete in the remaining three patients in the LAD group, while complete healing
was observed in 48 patients and incomplete in two patients in the LIS group. Conclusions: With only a minor difference in
pain and Lord's dilatation compared to sphincterotomy, and no findings of incontinence or situations resulting in sphincter
damage, we conclude that LAD is appropriate for patients with chronic anal fissures because it is less invasive than LIS and
has equivalent efficacy and safety.
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INTRODUCTION

An anal fissure is a linear anoderm ulcer distal to the
dentate line. It is usually seen in the midline of the
posterior anoderm. * An anal fissure that is less than 6
weeks old is termed acute. Chronic means that it lasts
longer than six weeks. Furthermore, chronic anal
fissures may be linked with sentinel piles,
hypertrophied anal papillae, or visible internal
sphincter fibres. #“Though its frequency in our
environment is unknown, chronic anal fissure is
fairly prevalent in day-to-day clinical practise.
According to manometric studies, most chronic anal
fissures are linked with increased internal anal
sphincter pressure and decreased blood flow at the
base. ¢ This causes anoderm ischemia, which
predisposes to chronicity or recurrence of ulcer.
Based on this discovery, most modern treatment

approaches concentrate on lowering resting anal
pressure by decreasing sphincter tone and enhancing
blood flow at the location of the fissure, hence
increasing the pace of ulcer healing. 7 There are many
therapy options for chronic anal fissure (CAF), but no
agreement has been achieved on the optimal
treatment strategy. Conservative therapy may cure
the ulcers without putting the patient at danger of
incontinence. However, recurrence is typical in these
patient populations. As a result, most surgeons favour
surgical therapy in CAF since it speeds up ulcer
healing and reduces recurrence. 8° However,
incontinence is a major issue. The most common
surgical procedures for the treatment of CAF are anal
dilatation (AD) and lateral internal sphincterotomy
(L1S). Many surgeons believe that LIS is preferable
than AD. ®1 AD has been chastised for recurrence
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rates ranging from 2% to 80%, and incontinence rates
of up to 51%. However, proponents of AD argue that
when conducted correctly and carefully, it leads in
considerable success rates. *2

MATERIAL AND METHODS

After receiving ethical approval from the institution,
the research was carried out at the department of
General Surgery. This research comprised 100
patients aged 20 to 52 years, with CAF and failed
medical treatment. The research excluded patients
with inflammatory bowel illness, AIDS, TB, sexually
transmitted infections, pregnancy/puerperium, and
any prior anorectal surgery. All of the patients were
separated into two groups of 50 each. CAF was
characterised as an anal ache for >8 weeks with
induration of the borders of the fissure and exposure
of the fibres of the internal sphincter in the floor of
the fissure with sentinel tag.™®

METHODOLOGY

After clearance from the hospital ethics committee,
written informed permission was acquired in the
patient's native language. On standardisedproforma,
the patient's specifics, clinical data, and examination
results were documented. The Wong-baker facial
pain rating scale was used to assess pre- and post-
operative pain. ** The modified Longo score was
used to assess constipation.’>Wexner's scoring
method was used to assess incontinence. 6

SURGICAL TECHNIQUE

As prophylactic antibiotics, second generation
cephalosporin and metronidazole were given in stat
dosages before to surgery. Both surgeries were
performed under spinal anaesthesia, with the patient
in the lithotomy position. After disinfecting the
surgical field with Povidone-iodine, the field was
draped.

LORD’S ANAL DILATATION

Watts et al.l” reported anal dilatation in detail. To
validate clinical observations and rule out alternative
sources of bleeding, a digital rectal examination and
proctoscopy were conducted first. Following that, a
thoroughly lubricated index finger of the right hand
was entered, and a constriction band that
corresponded to the anorectal line was palpated.
After palpating the constriction band, each hand's
well lubricated index finger was placed into the anal
canal and mild outward pressure was given

Table 1 Gender and age distribution

continuously until the restriction was overcome.
During this operation, the hand was moved all over to
relax the whole portion. The treatment was halted
until the anal canal had softened enough to take four
fingers (two from each hand) without considerable
strain.

LATERAL INTERNAL SPHINCTEROTOMY

A digital rectal examination was performed first,
followed by a proctoscopy. The tight distal internal
sphincter was palpated as a tight band inside the
canal during proctoscopy with a bivalve kind of anal
speculum. The intersphincteric groove was palpated,
which represents the distal end of the internal
sphincter. A Vongraefe knife was introduced through
the perianal skin at the left lateral aspect of the canal
sandwiched parallel between the anodermand the
internal sphincter; when the tip reached the dentate
line, the blade was turned outwards and the internal
sphincter muscle divided with the blade until the give
way feeling was appreciated; this give marked that
fibres had been divided, and this ended the
sphincterotomy; the blade was then removed, and
gentle pressure was applied If there was a skin tag, it
was removed.

MANAGEMENT AFTER SURGERY

After surgery, the patient was given oral second-
generation cephalosporin and metronidazole for three
days before being given oral pills for one week.
Injectable NSAIDs were given the same evening, and
oral NSAIDs were begun the next day.

After six hours following surgery, patients were able
to start eating. Vomiting and laxatives were
prescribed from the first postoperative day and were
to be maintained for one week.

Patients were released on the third post-operative
day, and any delay, as well as the cause for it, was
documented. Patients were first observed in the
surgical OPD on a weekly basis for four weeks to
identify any consequences of the surgery (pain,
incontinence, abscess development, hematoma,
recurrence). They were then followed up with
monthly phone calls and, if necessary, assessed in
further OPDs in the third and sixth months.

RESULTS

The majority of the population (68 percent) was
female, with a male to female ratio of 2.12:1. The
whole study population had a mean age of
35.25+10.55 years.

Gender

Male

Female

Age in years

20-30

30-40

40-50

Number %
32 32
68 68
14 14
54 54
17 17
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above 50 15 15

Mean age | 35.25+10.55
Post-operative  symptoms included discomfort, LAD group (p value-0.02, or 6.5, 95 percent Cl-
rectum  bleeding, mucous discharge, and 1.58-21.87). However, there was no significant

incontinence. Table 1 shows a comparison of pain
ratings at various times of examination. The LIS
group had considerably fewer patients with the
highest pain level at 24 hours after surgery than the

Table 2: Comparison between pain scores.

difference in pain scores between the two groups
were examined later, i.e. before discharge, one
month, three months, and six months (p values- 0.72,
0.77, and 0.47).

Follow-up time/ max pain score| LAD | LIS | Odds ratio (95% CI) | p value
24 hours/V 48 | 38 6.5 (1.58-21.87) 0.02
Before discharge/IV 35 | 45 0.52 (0.17-1.32) 0.15
1st month/I 12 | 13 0.88 (0.32-2.11) 0.72
3rd month/I 7 8 1.3(0.51-3.52) 0.77
6th month/I 3 4 0.71 (0.14-2.65) 0.47

n= Number of patients with the maximum pain score in LAD group (n1*) and LIS group (n2**)

Table 2 compares the number of patients who had post-operative bleeding per rectum. 40 (80%) of the LAD
group and 44 (88%) of the LIS group had bleeding in the first 24 hours after surgery, which was clinically
insignificant and diminished in following days, and was not determined to be statistically significant (p value

0.34).
Table 3: Comparison of post-operative bleeding.
LAD| LIS | Odds ratio (95% CI) | p value
24 hours 40 | 44 |0.62(0.2394-1.6302) | 0.34
Before discharge| 27 | 24 1.21 (0.66-3.78) 0.58
1st month 7 8 0.79 (0.32-3.96) 0.68
3rd month 4 2 4.14 (0.42-32.22) 0.42
6th month 3 1 3.05 (0.21-24.32) 0.61

Mucous discharge was found in 12 patients (24%) in
the LAD group, which cleared within weeks but
persisted in 3 patients (6%) for one month; in the LIS
group, it was present in 4 patients (8%) and lasted in
1 patient for one month (2 percent ). The difference
was statistically insignificant in both instances at the
time of discharge and after one month of therapy,
with p values of 0.21 and 0.54, respectively. The
average post-operative hospital stay in the LAD
group and the LIS group is 3.5 days and 3.7 days,
respectively. After three months of therapy, full

Table-4: After 3 months LAD and LIS

healing was reported in 47 patients and incomplete in
the remaining three patients in the LAD group, while
complete healing was observed in 48 patients and
incomplete in two patients in the LIS group. The
difference in wound healing was statistically
insignificant (p value 0.58, or 2.05, 95 percent ClI
0.18-24.27). Recurrence was seen in three patients
(6%) in the LAD group and one patient (2%) in the
LIS group. Again, this was statistically insignificant
(p value 0.58).

Complete healing

Recurrence

hospital stay in days

LAD | LIS
47 48
3 1
35 | 35

DISCUSSION

Internal sphincter spasm is an established factor in
the pathophysiology of anal fissures, which is a
painful ulceration of the anal canal mucosa caused by
the traumatic impact of hard and big faeces that
develops subsequent to constipation. It is well
acknowledged that ischemia episodes contribute to
poor healing and the recurrence of anal fissures.
Reduce the anal canal resting pressure and alleviate
discomfort in individuals with anal fissure, anal

dilatation, LIS, or successful medicinal therapy.
1819Qur findings back with previous research on
incontinence and recurrence rates, pain alleviation,
patient satisfaction, and healing. In this research,
LAD and LIS had comparable post-operative
discomfort, complications, and recurrence rates. The
male to female ratio in this research (2.12:1) is
similar to previous studies such as Nahas et al. (2.3:
1) and Gupta V et al (1.4:1) ?°, According to the
findings of Mapel et al., the most common presenting
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symptom in this research was discomfort, followed
by concomitant rectum  haemorrhage and
constipation.?: 2 On inspection, the most frequent
finding was a posterior anal fissure (6 O' Clock),
followed by an anterior (12 O' Clock) and mixed.
These findings were consistent with earlier research
findings.%In this research, the pain score in the first
24 hours was considerably greater in the LAD group
than in the LIS group, which might be attributed to
inter-individual differences in the application of force
during anal dilatation intra-operatively. This
discrepancy was eliminated in the following days,
and the difference at the time of discharge was
insignificant. Incontinence is one of the consequences
of anal canal surgery. In this research, the author had
similar incidents, although they were only transitory
and decreased with time. After three months, full
healing occurred in 96-98 percent of cases in both
groups, which was consistent with prior studies done
by Gupta V et al. 2?!According to Arroyo et al.?* the
recurrence rate in this trial was 2-6 percent, which
was statistically insignificant but remained greater in
the LAD group.

CONCLUSIONS

With only a minor difference in pain and Lord's
dilatation compared to sphincterotomy, and no
findings of incontinence or situations resulting in
sphincter damage, we conclude that LAD is
appropriate for patients with chronic anal fissures
because it is less invasive than LIS and has
equivalent efficacy and safety.
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