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This is a retrospective study of 1753 cases of chronic anal fissures treated 
by five varying methods over a five-year period from January 1976 to 
December 1980. Results showed that the incidence of recurrent fissures 
was higher in those treated by anal fissurectomy with sphincterotomy. 
There was also a significant difference in operative time, length of 
hospital stay, patient discomfort, and incidence of urinary retention 
among these operative methods. Generally, lateral anal sphincterot- 
omy and multiple anal sphincterotomies showed a lesser incidence of 
these factors. A simpler procedure, such as lateral anal shipncterotomy 
or multiple anal sphincterotomies, is the treatment of choice for 
chronic anal fissure. However, a chronic anal fissure associated with 
symptomatic enlarged hemorrhoids may have a similar result when 
treated with hemorrhoidectomy and fissurectomy as a combined 
procedure. [Key words: Fissures, anal; Sphincterotomy, anal, lateral; 
Sphincterotomies, anal, multiple; Anoplasty, V-Y; Fissurectomy, anal; 
Sphincterotomy, superficial, Hemorrhoidectomy] 

ANAL PAIN, especially after a bowel movement,  is a 
frequent complaint.  Chronic anal fissure is one of the 
most common findings. Various surgical methods have 
been advocated for the treatment of this entity; however, 
there have been few reports compar ing  the results of these 
treatments. This  study reports the experience of five dif- 
ferent methods of treatment at the Ferguson Clinic. 

Clinical Materials 

T h e  charts of more than 2000 patients with a diagnosis 
of chronic anal fissure made over the five-year period 
from January 1976 to December 1980 were reviewed. After 
excluding patients with inf lammatory bowel disease and 
patients without  postoperative follow-up or with incom- 
plete records, 1753 patients who had surgical treatment 
for chronic anal fissures were entered in this retrospective 
study. Only patients who had a trial of six weeks of 
medical treatment or who had failed medical treatment 
because of severe pain  were included. Anal fissures that 
were clinically chronic because of a long-standing history 
or chronic appearance were included. Chronic appear- 
ance required that two of these factors be present in the 
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clinical trial; sentinel skin tag, chronic fissure with visible 
sphincter at the base, or hypertrophied anal papilla. 

All operations were done in the left lateral modified 
Sims position. A majority of patients received light 
general anesthesia supplemented with Xylocaine| or 
Marcaine| local anesthesia. Seven different surgeons 
were involved. All patients received one of the following 
operations for chronic anal fissures: 

1) Lateral Anal Sphincterotomy: A radial or transverse 
incision was made at the left lateral anoderm. The  lower 
third of the internal sphincter muscle was divided 
sharply. Firm pressure was then applied locally for 
hemostasis. 

2) Multiple Anal Sphincterotornies: Transverse inci- 
sions were made in the left lateral, right posterior, and 
right anterior quadrants, about  one inch from the anal 
verge. The  anoderm was undermined and superficial 
sphincterotomies were done in the right anterior, left 
lateral, and right posterior quadrants. Hemostasis was 
established with pressure and the Bovie electrosurgical 
unit. 

3) V-Y Anoplasty: The  fissure, adjacent crypt, and 
hemorrhoidal  tissue were excised through a Y-shaped 
incision. A broad V-shaped skin flap based outside the 
anal canal was elevated. Superficial sphincterotomy was 
made. The  V skin flap was then advanced to the anal 
canal and sutured to the rectal mucosa with continuous 
SUtUreS. 

4) Anal Fissurectomy with Superficial Anal Sphincte- 
rotomy: Anal fissure was excised through an elliptical 
incision. The  distal margin  of the internal sphincter 
muscle was superficially excised to create a smooth and 
free margin  to the outlet. The  pedicle was transfixed with 
sutures. The  wound was partially or completely closed. 

5) Anal Fissurectomy with Hemorrhoidectomy: The  
closed hemorrhoidectomy was used routinely. Elliptical 
incisions were made around the enlarged hemorrhoidal  
complex. The  hemorrhoidal  tissues were dissected free 
from the underlying sphincter muscles and removed. The  
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TABLE 1. Total Number of Five Operations 

Number Per Cent 

LAS 89 5.1 
MAS 199 11.4 
V-Y 247 14.1 
AF and SS 344 19.6 
AF and H 874 49.8 

TOTAL 1753 100.0 

LAS = lateral anal sphincterotomy; 
MAS = multiple anal sphincterotomies; 
V-Y = V-Y anoplasty; 
AF and SS = anal fissurectomy with superficial sphincterotomy; 
AF and H = anal fissurectomy with hemorrhoidectomy. 

pedicles  were t ransf ixed wi th  sutures  and  the w o u n d s  
were closed con t inuous ly .  T h e  ana l  fissure was excised 
together  wi th  the h e m o r r h o i d  or  separately.  

Results 

Of the total  of 1753 pat ients ,  1669 (95.2 per  cent) were 
Caucas ian ,  w h i c h  is consis tent  w i th  the p o p u l a t i o n  seen 
at  the F e r g u s o n  Hosp i t a l .  T h e  cases of pa t ien ts  w i th  ana l  
fissure were evenly d is t r ibuted  over the five-year per iod.  

Of the total  pat ients ,  281 had  p r i o r  anorecta l  surgery,  of 
w h i c h  261 (92.9 pe r  cent) were hemor rho idec tomies  and  
ana l  f issurectomies.  Previous  opera t ions  had  been per-  
fo rmed wi th in  the past  year  in  43 (15.3 per  cent). 

T h e  ma jo r i t y  of  pa t ien ts  h a d  pos te r io r  fissures (70.2 per  
cent), an te r ior  fissure occurred in  20.0 per  cent, a n d  lateral  
fissure occurred  in  1.6 per  cent. T h e  r ema inde r  h a d  mu l -  
t ip le  fissures (8.1 per  cent). 

Stenosis  was f o u n d  in 268 pa t i en t s  (15.3 pe r  cent). 
A b o u t  one-fif th of pat ients  had  associated procedures ,  
w h i c h  i nc luded  excis ion of ana l  p a p i l l a  and  sk in  tag, 
f i s tu lec tomy,  d r a i n a g e  of abscess, or  rubber  b a n d  l i ga t ion  
of hemorrho ids .  A b o u t  ha l f  of the pat ients  received ana l  
f issurectomy wi th  h e m o r r h o i d e c t o m y  (Table  1). 

T h e  average age was s l ight ly  younge r  in  the m u l t i p l e  
ana l  sph inc t e ro tomy  group.  Male- to-female  ra t io  was 
s imi la r  (Table  2). 

O p e r a t i o n  t ime was shorter  a n d  pa t i en t  d i scomfor t  
( judged  by the n u m b e r  of na rco t ic  in ject ions)  was less in  
the lateral  ana l  sph inc te ro tomy a n d  m u l t i p l e  ana l  sphinc-  

TABLE 2. Average Age and Sex Distribution 
Among the Different Operations 

Men Women Age 
(Years) Number Per Cent Number Per Cent 

LAS 42.7 40 44.9 49 55.1 
MAS 39.8 93 46.7 106 53.3 
V-Y 42.8 116 47.0 131 53.0 
AF and SS 43.6 171 49.7 173 50.3 
AF and H 43.1 439 50.2 435 49.8 

TOTAL 859 49.0 894 51.0 

LAS = lateral anal sphincterotomy; 
MAS = multiple anal sphincterotomies; 
V-Y = V-Y anoplasty; 
AF and SS = anal fissurectomy with superficial sphincterotomy; 
AF and H = anal fissurectomy with hemorrhoidectomy. 

t e ro tomy groups .  Pos topera t ive  hosp i t a l  stay was shorter  
and  the inc idence  of pos topera t ive  u r ina ry  re tent ion  
( judged  by whe the r  or  no t  the pa t i en t  was catheterized) 
was lower  in  the la teral  ana l  s p h i n c t e r o t o m y  a n d  m u l t i -  
p le  ana l  sph inc t e ro tomy  groups  (Tab le  3). 

A n a l  f i ssurectomy wi th  superf ic ia l  sph inc te ro tomy 
had  the h ighes t  inc idence  of recur ren t  fissure. T h e  o the r  
four  me thods  showed m i n i m a l  difference in the incidence 
of recurrent  fissure (Table  4). 

O t h e r  w o u n d  c o m p l i c a t i o n s  were mos t  f requent  in  the 
ana l  f i ssurec tomy wi th  a n d  w i t h o u t  h e m o r r h o i d e c t o m y  

g roups  (Table  5). 
T h e r e  were 213 w o u n d  compl i ca t ions  ( inc lud ing  re- 

cur ren t  fissures) in 210 pat ients .  Reope ra t ions  were done  
in 77 pa t ien ts  (36.1 pe r  cent). Reopera t ions  were per-  
fo rmed  w i t h i n  six m o n t h s  in 51 pat ients .  Pos topera t ive  
b l eed ing  was the ind ica t ion  for surgery in 21 of these. 
T w e n t y  of these pa t ien ts  had  associa ted hemorrho idec-  
tomies.  

O n l y  21 of 121 pa t ien ts  wi th  recur ren t  fissure (17.4 pe r  
cent) had  subsequent  opera t ions .  R e o p e r a t i o n  for recur-  
rent  fissures was necessary in  two pa t ien t s  fo l lowing  mu l -  
t ip le  ana l  sph inc te ro tomies ,  four  pa t ien ts  fo l lowing  V-Y 
anop las ty ,  e igh t  pat ients  fo l lowing  ana l  f issurectomy 
wi th  superf ic ia l  ana l  sph inc te ro tomy,  a n d  seven pa t ien ts  
f o l l o w i n g  ana l  f i ssurectomy wi th  hemor rho idec tomy .  
T h e  rest of the pat ients  were treated successfully by con- 
servative measures.  

TABLE 3. Operative Time, Number of Narcotic Injections, Postoperative Hospital, Days and Incidence of Urinary Retention 

Pain Injections Urinary 
Operative Time (Minutes) (Number of Shots) Hospital Stay (Days)  Retention (Per Cent) 

LAS 11.1 1.6 2.5 7.9 
MAS 15.5 1.7 2.6 8.1 
V-Y 45.6 3.3 5.2 27.1 
AF and SS 26.5 2.8 4.6 16.6 
AF and H 41.7 4.6 5.6 31.0 

LAS = lateral anal sphincterotomy; 
MAS = multiple anal sphincterotomies; 
V-Y = V-Y anoplasty; 
AF and SS = anal fissurectomy with superficial sphincterotomy; 
AF and H = anal fissurectomy with hemorrhoidectomy. 
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Discussion 

Anal fissure associated with severe pa in  and bleeding 
has been a frequent compla in t  in our  patients. These LAS 
patients were managed with diet, stool softeners, sitz MAS 
baths, and local ointments, initially. However, when the v-Y 

AF and SS 
condition failed to improve or became chronic, one of five AF and H 
operations was offered. Tradit ionally at this institution, 
anal  f issurectomy with  hemor rho idec tomy was the 
treatment of choice when the patient had associated 
enlarged symptomatic  hemorrhoids. More recently, elas- 
tic banding of hemorrhoids has been offered as treatment 
for symptomatic hemorrhoids with fissure. If there were 
no enlarged hemorrhoids,  one of the four other above- 
ment ioned methods was chosen. The  choice of procedure 
was based upon  the surgeon's individual preference. Anal 
stretching, or the Lord procedure, has not been used at 
this institution. 

There  have been few studies compar ing  different 
methods for the treatment of anal fissure in a single 
institution. 1-4 The  incidence of recurrent fissure may 
increase with the length of follow-up. 5 The  difficulty of 
long-term follow-up has been stated2, 5 This  makes it 
difficult to compare results of treatment in different series. 

Anal fissure has been attributed to the spastic and 
contracted internal anal sphincter. Increased resting pres- 
sure of the internal anal sphincter has been described in 
patients with anal fissures.6, 7 Reduction of anal pressure 
to normal  range has been observed following sphincter- 
otomy.7 Lateral anal sphincterotomy has been reported to 
have good results and low complicat ion rates, as seen in 
studies reported by Parks, 8 Hof fman  and Goligher, 9 and 
Abcarian. 3 This  was also seen in this series. Multiple anal 
sphincterotomies have been advocated by Mazier, 1~ with 
similar results. LAS 

V-Y anoplasty was reported by Samson and Stewart, n MAS 
and Nickell and Woodward ~z for treatment of anal fis- 

V-Y 
sure, with good results. They claimed that patients had 
less pain, that wounds healed better by pr imary intention, 
and that complications were fewer. In this series, the 
wound complications and recurrences were certainly not 
much  higher than with lateral anal sphincterotomy or 
mult iple  anal sphincterotomies. However, prolonged 
operation time, longer hospital stay, higher incidence of 
urinary retention, and the need for skillful technique 
were noted with this procedure. It is a valid procedure for 
the patient with anal fissure and significant stenosis with 
loss of anoderm. Routine application of this procedure 
for patients with chronic anal fissure does not appear  to 
be necessary. 

Anal fissurectomy with sphincterotomy has been re- 
ported many  times since Gabriel first described the tech- 
nique, a,4 The  main  disadvantage of this procedure is the 
hig h rate of incontinence and so-called "key hole" defor- 
mity. We have experienced a much  lower incidence of 

TABLE 4. Recurrent Fissure Rate by Procedure 

Number  Per Cent 

5 5.6 
10 5.0 
18 7.2 
45 13.1 
43 4.9 

LAS = lateral anal  sphincterotomy; 
MAS = mul t ip le  anal  sphincterotomies; 
V-Y = V-Y anoplasty; 
AF and SS = anal  fissurectomy with superficial sphincterotomy; 
AF and H = anal  fissurectomy with hemorrhoidectomy. 

incontinence with a much  more conservative sphincter- 
otomy. However, this more conservative approach may 
account for the higher incidence of recurrences and com- 
plications seen in this series. We believe that this proce- 
dure should not be the first choice for treatment of anal 
fissure, especially if one considers that lateral anal sphinc- 
terotomy and multiple anal sphincterotomies have shorter 
operative time and hospital  stays, a lower incidence of 
urinary retention, and less postoperative pain. 

Anal fissures in our patients have frequently been 
found to be associated with enlarged hemorrhoids. Anal 
fissurectomy with hemorrhoidectomy was associated with 
a recurrence rate similar to that of lateral anal sphincter- 
otomy and mult iple anal sphincterotomies. One may 
argue that anal fissure in this group may not be as chronic 
as in other groups. The  indication for surgery might  have 
been the symptomatic  hemorrhoids instead of chronic 
anal fissure. Anal fissurectomy might  have been merely 
the associated procedure. We could not prove or disprove 

TABLE 5. Wound Complications 

Complicat ions Number  Per Cent 

AF and SS 

AF and  H 

Abscess 1 1.1 

Bleeding 3 1.5 

Abscess (1) 
Bleeding ( 1 ) 
Flap necrosis (1) 
Poor heal ing (1) 
Stenosis (2) 6 2.4 

Abscess (5) 
Fistula (9) 
Incontinence (1) 
Poor heal ing (2) 
Stenosis (4) 21 6.1 

Abscess (10) 
Bleeding (29) 
Fistula (6) 
Incontinence (1) 
Poor heal ing (1) 
Stenosis (14) 61 7.0 

LAS = lateral anal  sphincterotomy; 
MAS = mul t ip le  anal  sphincterotomies; 
V-Y = V-Y anoplasty; 
AF and SS = anal  fissnrectomy with superficial sphincterotomy; 
AF and H = anal  fissurectomy with hemorrhoidectomy. 
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this view. F r o m  the experience obta ined  f rom this large 

series, we believe that wel l -per formed hemor rho idec tomy  

wi th  anal  f issurectomy can be accompl i shed  wi th  a low 

incidence of recurrence, especially if the pat ient  is fol- 

lowed carefully to prevent  the occurrence of anal  stenosis. 

Whe the r  those pat ients  wi th  h e m o r r h o i d s  and an anal  

fissure wi l l  be benefi ted by lateral anal  sph inc te ro tomy or 

m u l t i p l e  anal  sphinc te ro tomies  wi th  rubber  band ing  of 

hemor rho ids  is still undetermined.  Fur ther  prospect ive  

study is necessary to answer this quest ion.  

Conclusion 

Five different methods  for the surgical t reatment  of 

1753 chron ic  anal  fissures were reviewed. Lateral  ana l  

sphinc te ro tomy and mul t ip l e  anal  sphincterotomies  were 

associated wi th  shorter operat ive t ime and hospi ta l  stay, 

lower incidence of postoperat ive  ur inary  retention,  and 

less pos topera t ive  pain.  These  s impler  procedures shou ld  

be the t reatment  of choice for mos t  chronic  anal  fissures. 

V-Y anoplas ty  shou ld  be reserved for the pa t ient  wi th  

anal  stenosis and  lack of c i rcumference of anoderm.  Due  

to a h ighe r  inc idence  of recurrences and compl ica t ions ,  

anal  f issurectomy wi th  superficial sphinc tero tomy should  

no t  be the first choice  for the t rea tment  of chron ic  ana l  

fissure. On ly  in the face of en larged  hemor rho ids  shou ld  

anal  f issurectomy wi th  hemor rho idec tomy  be performed.  
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Announcement 

THE MOLECULAR BIOLOGY OF CANCER 

The Nature Publishing Company announces its Third International 
Conference, "The Molecular Biology of Cancer," which will be held Sep- 
tember 10-12, 1984 at the Boston Park Plaza Hotel, Boston, Massachusetts. 
Topics covered include--Oncogenes and growth factors: What they are and 
what they do; The cancer cell: Hereditary cancer, tumor promoters, and 
carcianogenesis; and Prospects and problems: Drug resistance, monoclonal 
antibodies, and new drugs. Fee for the full three-day registration is $325.00. 
Hotel reservations can be made at the Boston Park Plaza Hotel, Park Place at 
Arlington Street, Boston. Telephone (800) 225-2008. For further information 
about the conference, contact Ann Sobota, Nature Publishing Company, 1:5 
East 26th Street, New York, New York 10010. Telephone (212) 689-5900. 


