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Introduction: Chronic anal fissure is a common anal problem that can result in a great discomfort. Acute anal fissure
responds to conservative treatment, but chronic anal fissure unlikely to heal with conservative treatment. Surgery is
considered as an accepted tool to treat chronic anal fissure.

Aim: To operate anal fissure under local infiltration anesthesia, to evaluate patient satisfaction during procedure and to
evaluate if other anal procedures can be performed in the same session with it. Patients and methods: This prospective,
observational study was conducted on patients with  chronic anal fissure. Open lateral internal anal sphinctertomy under
local anathesia was done. Patient discomfort during the manoeuvre, the need of sedation, patient relaxation, operative
time, intraoperative complications, and postoperative complications were evaluated.

Results: The study included 102 patients operated as outpatient’s procedures for chronic anal fissure. The most common
site of the fissure was posteriorly located (79.4%). Patient’s relaxation was recorded in the majority of cases (94 cases
(92.2%) with low pain score. Minor bleeding was the only reported intraoperative complications in (3.9%) of cases. Mild
incontinence was the only recorded postoperative complication in (4.9%) of cases.

Conclusions: Local anaesthetic infiltration is a well- tolerated, and effective form of anaesthesia when used for open lateral
internal anal sphinctertomy as a treatment of anal fissure. This technique reduces the hospital stay, and cost. Patient’s
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ABSTRACT

relaxation and satisfaction were excellent.
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INTRODUCTION
Chronic anal fissure is a common anal problem that despite of
its small size can result in a great discomfort. @

Many studies revealed multifactorial etiopathologies such as
constipation, diarrhea, local vascular or infectious conditions
or idiopathic causes can lead to this problem. @3

Acute anal fissure responds to conservative treatment, but
if persists for more than two months with signs of chronicity
(sentinel skin tag, hypertrophied anal papillae, etc) are unlikely
to heal with conservative treatment. Surgery is considered as
an accepted tool to treat chronic anal fissure. @ Several surgical
techniques were used for the treatment of anal fissure in liter-
ature.

1- Four fingers dilatation: first performed in 1838 © and the
technique had been reported to cause healing in 90% of pa-
tients. ©

2- Lateral internal sphincterotomy: has become the gold stand-
ard for surgical treatment of anal fissures due to the high healing
rate and low risk of incontinence. 719

3- Fissurectomy: removing the fissure by scissors or diathermy.

Apart from children it is not used alone as a treatment modality
an

4- Advancement flap: recommended for patients with chronic
fissures which associated with normal or hypotonic anal sphinc-
ters especially in those with postpartum fissures or previous injury
to the sphincter. 2

AIM OF THE WORK

1-To evaluate the outcome of operating chronic anal fissure un-
der local anesthesia.

2-To evaluate patient satisfaction during procedure.

3- To evaluate the possibility of performing other anal procedures
in association with chronic anal fissure.

PATIENTS & METHODS

This prospective, observational study was performed in As-
siut University Hospital, General Surgery Department dur-
ing 2 years period (from January 2013 to January 2015).

The study was conducted on patients with clinical man-
ifestations of chronic anal fissure for whom conservative
treatment failed with signs of chronicity and exceptionally
in some cases with acute or traumatic anal fissure.

Inclusion criteria:

1. Patients with chronic anal fissure in whom conserva-
tive treatment failed and developed signs of chronici-
ty.

2. Patients with anal fissure due to external anal trauma
who needed urgent operation to stop the bleeding
and sphincterotmy was done at the same session.

Exclusion criteria:
1. Those associated with anal incontinence.
2. Patients did not prefer local Anesthesia.

All the included patients were subjected to:

1. Complete history taking with stress on the onset,
course, duration of symptoms, predisposing factors,
and medical co morbidities such as liver affection,
and cardiac abnormalities.

2. Thorough clinical examination.

3. Patients under anticoagulant therapy were subjected
to laboratory tests to assess their bleeding profiles.

4. Routine colonic preparation using laxatives the night
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before and enema the day of the intervention.

The Wexner score was used to evaluate post operative faecal
incontinence./

Type of incontinence |Never [Rarely tsi(r)nne]se- gﬁ;' \I;“vléys
Solid 0 1 2 3 4
Liquid 0 1 2 3 4
Gas 0 1 2 3 4
Wears pad 0 1 2 3 4
Lifestyle alteration 0 1 2 3 4

Never, O; rarely, <1/month; sometimes, <1/week, 1/month;
usually, <1/day, 1/week; always, 1/day. 0, perfect; 20, com-
plete incontinence.

Precautions:

1 Patient with co morbid diseases, anaesthesia offers great
risk to them and considered high risk anaesthetic score.
Cirrhotic patients face many problems as bleeding ten-
dencies, & development of complications related to cir-
rhosis. So we did the following precautions:

2. Patients with liver cirrhosis did not receive any recom-
mended treatment preoperatively & received measures
against hepatic encephalopathy post operatively.

3. Patients with cardiovascular diseases on oral anti coag-
ulants (Warfarine), fractionated heparin replaced Warfa-
rine 4-6 days before the operation and continued for 48
hours postoperatively.

4. ASA Physical Status Classification System was performed.
(4 We usually refered to compensated cirrhosis as ASA
Il and decompensated cirrhosis as ASA IV.

Operative Techniques: Open lateral internal anal sphinc-
tertomy under local anaesthesia.

The operation performed with the patient on the jack-knife
position. Infiltration of about 15 cm local anathetic agent (li-
docaine 1%) in the perianal skin, beneath the fissure, the in-
tersphincteric space and the bed of the piles or the low peria-
nal fistula if present.

Open lateral internal sphincterotomy was performed by ex-
posing the internal  sphincter. Division and ligation of the
two ends of the muscle between two clamps was performed.
Associated haemorrhoids were excised and ligated. In cases
associated with low perianal fistula, fistulotomy was also per-
formed.

In patients with liver cirrhosis, compression at the site of op-
eration for few minutes was performed to decrease incidence
of bleeding. No cirrhosis related complications were reported.

The following outcome criteria were evaluated: patient dis-
comfort during the manoeuvre, the need of sedation, patient
relaxation, operative time, intraoperative complications, post-
operative complications, and postoperative healing of the fis-
sure like disappearance of pain. Patients were discharged 1-2
hours after the intervention.

During the immediate preoperative period a visual analoge
scale (VAS) was used for all patients to indicate their level of
tension with 0= no tension and 10= extreme tension. Patients
were further classified according to their scores into: low (0-3),
medium (4-7) and high (8-10).

After the end of the surgical procedure all patients were eval-
uated again for their intra-operative level of tension on the
same scale. For evaluation of intra-operative pain, VAS was
also used (with 0= no pain and 10= worst imaginable pain),
patients were classified into mild (1-3), moderate (4-6) and
severe pain (7-10). Patients level of satisfaction was measured
using the same scale (with 0 = extremely satisfied and 10 =
extremely unsatisfied). Satisfaction scores were classified into
very satisfied (1 to 2), somewhat satisfied (3 to 5), and dissat-
isfied (6 to 10). Patients were also asked whether they would

accept the same type of local anaesthesia again.

Each patient gave his/her written consent to participate before
the surgery.

RESULTS

The study included 102 patients operated as outpatient’s pro-
cedures for chronic anal fissure. Those patients undergone
open lateral internal anal sphinctertomy under local anathesia.
The demographic characteristic was shown in table (1): The
most common predisposing factor was straining with consti-
pation 74.5% . The most common site of fissure was posteri-
or (79.4%). The associated medical co morbidities were chron-
ic liver diseases and cardiac diseases.

Patients with chronic anal fissure alone were 85 patients
(83.3%), patients with chronic anal fissure associated piles
were 10 patients (9.8%) and patients presented with chron-
ic anal fissure associated with low perianal fistula were 7 pa-
tients (6.9%).

Table 1: The characteristics of the study group:

Variable Number (percentage) *
. Range (20-62 year)

Age: Mosh +30 2.5 year
Sex:

Male 60 cases (58.8%)

Female 52 cases (41.2%)
Predisposing factors:

Straining with constipation 76(74.5%)

Child birth

Medical co morbidities:
Chronic Liver diseases
Cardiac diseases

26(25.5%)

12 cases (11.8%)
8 cases (7.8%)

SiPte:t )
osterior
Cambined (Anterior and 22 %)
ombined (Anterior an ’
Posterior) 6(5.9%)
Associated anal problems:
Piles : 10 cases ( 9.8%;
Low perianal fistula 7 cases (6.9%

* Values are number and percentages except age presented
as mean + SD_or range: Total number of cases = 102

Outcome criteria among the study group:

Patient's relaxation was recorded in 94 cases (92.2%). Mi-
nor bleeding was the only recorded intra-operative com-
plications in (3.9%) of cases. Mild incontinence was the

only recorded postopertative complication in (4.9%) of cas-
es. Ninety two percent of cases had regular follow up till 4
months with no complications or recurrence as shown in ta-
ble (2).

Table 2: Outcome criteria among the study group:

Variable Number (percentage) *
Patient discomfort 14 /102 (13.7%)
Patient relaxation and 94/102 (92.2%)

satisfaction
Range ( 5-25 minutes)
(mean 12 + 5.2 minutes)

Intraoperative complications [Minor bleeding: 4/102 (3.9%)
Postoperative complications M?Igdo/lr;contlnance: 5/102
Follow up to one year

Operative time

0o

96/102 (92.2%)

=

DISCUSSION

Chronic anal fissure is a common anal  problem. It causes
great discomfort, and pain despite the lesion is small in size.
Sometimes pain becomes incapacitating. 17

Chronic anal fissure is reported to affect men and women
alike, though men aged 20 to 40 years were more frequently
affected. (% '® The three typical symptoms of presentation are:
constipation, bleeding, and proctalgia, with the latter being
the main symptom. The anal fissure is most often located to
the mid posterior line, and frequently a “sentinel haemorrhoid
or polyp” may be seen on it. & '® |nternal lateral sphincterot-
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omy has been proven to be the procedure of choice in various
comparative studies, since it exhibits the highest rate of heal-
ing associated with the lowest indexes of incontinence. Two
types of internal lateral sphincterotomy have been widely dis-
cussed in the literature: Open sphincterotomy, first described
in 1951 by Eisenhamer 9, and closed or subcutaneous
sphincterotomy, first described in 1971 by Notaras 2.

In our study the most common site of fissure was posterior
and this was comparable with previous studies. (& 182D The
mean operation time in our study was (12 minutes) and this
was comparable to time which was recorded in the study of
Shahi et al., 2014 @2 (9 min). Patient relaxation and satisfac-
tion was recorded in 92.2% in our study. In Shahi et al, study
(2014) @2, patient acceptability/satisfaction was good. Minor
bleeding was the only recorded intra-operative complications
in our study (3.9%) and this was near to (2.5%) reported in
the study of Sanchez Romero et al 2014. ¢2V Mild incon-
tinence was the only recorded postoperative complication in
(4.9%) and this was near to ( 5%) reported in the study of
Sanchez Romero et al 2014.@Y

Various studies have pointed out the advantages of open
sphincterotomy under local anaesthesia, since results obtained
in terms of healing and postoperative complications are similar
to those obtained using other types of anesthesia. The low-
er morbidity associated with local anaesthesia as compared to
general or spinal anaesthesia gives the patient a higher degree
of satisfaction and comfort. @324 The portion of the internal
anal sphincter divided under local anaesthesia tends to be
smaller, due to the relative difficulty in identifying the sphinc-
ter and to the lesser relaxation of the perineum in comparison
to other types of anaesthesia, which results in fewer distur-
bances of continence. @

Patient’s undergone surgical treatment for chronic anal fissure
alone represented about 83.3 percent of cases, those under-
gone surgical treatment for the fissure and haemorrhoidec-
tomy in association with it represented about 9.8 percent of
cases and those undergone surgical treatment for chronic anal
fissure and low perianal fistula represented about 6.9 percent
of cases.

One patient presented with anal fissure due to external trau-
ma and associated 4™ degree piles were found during the pro-
cedure, had undergone urgent surgical operation to control
bleeding, sphincterotmy, and haemorrhoidectomy. At the end
of the procedure excessive loss of perianal skin were found,
and so we did a V-Y graft to prevent the future anal steno-
Sis.

Only fewer reports about the use of local anaesthesia for
treatment of haemorrhoidectomy were found in literature.

The application of local anaesthetic does not take longer time
compared to  general anaesthesia, and symptoms such as
pain, nausea, and vomiting are not increased. The pain- free
interval was also similar; patients under local anaesthesia
were satisfied as in general anaesthesia. ?®

CONCLUSION

Local anaesthetic infiltration is a well- tolerated and effective
form of anaesthesia when used for open lateral internal anal
sphinctertomy as a treatment of anal fissure especially in co
morbid patients to whom other methods of anaesthesia offers
a great risk. This technique reduces hospital stay and cost.
Patient relaxation and satisfaction were excellent. Other anal
procedures can be performed in association with it like piles,
low perianal fistula and anoplasty.
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