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CHRONIC ANAL FISSURE

• “painful tear or split in distal anal canal”
• most acute fissures heal spontaneously
• chronicity is defined by both chronology and morphology.

o Chronology: > 6wks   unlikely to heal
o Morphology: presence of visible transverse internal anal sphincter, indurated

edges, a sentinel pile and a hypertrophied anal papilla.
• Chronic fissure:

o usually associated with internal anal sphincter spasm
o relief of spasm is central to promoting fissure healing.
o treatment has undergone a transformation in recent years from surgical to

medical
o anal canal is relatively poorly perfused, especially in the posterior midline,

worsening with spasm of internal sphincter

Surgical treatment
• Manual dilatation of the anus

o Primary treatment for chronic anal fissure in the past for many years
o stretch/tear internal sphincter using Parks’ speculum
o two and eventually four fingers 
o often causes uncontrolled ‘tearing’ of the sphincter muscles resulting

incontinence 20-25%
• Lateral internal sphincterotomy

o Eisenhammer introduced posterior internal sphincterotomy in 1951.
o lateral subcutaneous sphincterotomy was popularized by Notaras in 1969 
o surgically controlled partial internal sphincter division.
o surgical reduction in MRP of 25% from baseline
o The incidence of incontinence has been poorly documented but varies

between 0-36% for incontinence for flatus; 0-21% incontinence to liquid
stool; and 0-5% for solid stool incontinence.

o Reasons for incontinence after sphincterotomy  complete division of
sphincter or external sphincter damage

o Women are more at risk (shorter anal sphincters and occult obstetric sphincter
defects)

o -19% of men and 42% of women had low or low normal MRP
• Techniques to make sphincterotomy safer

o ultrasonographically guided internal sphincterotomy
 Mylonakis et al.2

 randomized 50 patients to either standard or ultrasonographically
guided surgery.

 There were more complete internal sphincter defects and a greater
reduction in MRP with the latter, but healing and incontinence
rates were similar in both groups.
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 Pescatori et al. 3
 selected patients for internal sphincterotomy on the basis of MRP

results.
 40 patients were randomized to either standard internal

sphincterotomy to the dentate line or internal sphincterotomy with
the extent of sphincterotomy proportional to the MRP.

 Postoperative soiling and recurrence were less frequent in the
manometry-guided group compared with the standard group (20%
and 10% vs. 5% and 0% respectively).

 However, benefit from routine anal manometry was not
demonstrable in a manometric study conducted before and after
operation in 177 patients with chronic fissure35.

• Balloon dilatation of the anus
o 40mm balloon with 1.4 atm pressure for 6 minutes under local anesthesia
o 94% healed in 3rd-5th week
o 6% minor incontinence (multiparous female)
o 3% recurrence.
o Effective reduction MRP

Medical therapy
Topical steroids, local anesthetics and bulk laxatives, successfully heal acute anal 
fissure in about 90% of cases but <40% of chronic fissure

• 0.2% Glyceryl trinitrate:
o Nitric oxide donor
o use 2-3/day for 8weeks
o 4 RCT showed better healing rate~ 60%
o headache is common.
o Non-healing rate ~20%-70%.
o Relapse rate 35%-50%

• Calcium channel blockers:
o Topical nifedipine reduced MRP 11%
o significantly heals better than control and no side effects
o topical 2% diltiazem reduced MRP 23%
o heals 48%-75% chronic fissure that failed GTN and minimal side effects

• Botulinium toxin A (BT)
o neurotoxin from Clostridium botulinum
o 25%-30% reduction of MRP for 2-3months
o minimal side effects only transient mild incontinence.
o RCT suggested that it should be first line treatment. 4

• Fissurectomy plus 25U BT after failed GTN
o treating both internal sphincter spasm and chronic fissure fibrosis.
o 28 fissures of 30 were healed at median follow-up of 16 weeks.
o 2 transient incontinence to flatus but none required internal sphincterotomy
o but the fissures took longer to heal than usual.
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