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INTRODUCTION

Anal fissure remains one of the most common proctologic
problems. Fissures are seen in all age-groups, although the
majority of patients are relatively young to middle aged adults.
Fissures cause considerable pain disproportionate to the size of
the lesion, resulting in significant morbidity and disability.
Therefore worthwhile to explore effective preventive measures
and attempt to identify the most effective treatments for this

disease {Oh et al., 1995).

The etiology of anal fissure is unclear and probably
multifactorial. It has been postulated that trauma, anal canal
anatomy, sphincter dysfunction, and ischemia may be
contributory. But patients tend to have a high anal maximum
resting pressure which if reduced leads to fissure healing and
increased blood flow to the fissure ulcer (Schouten et al., 1994,

Farouk et al., 1994).

Surgical sphincterotomy is an excellent procedure for the
long-term cure of chronic anal fissure it probably works by
reducing resting anal pressure by as much as 50 percent (Watson

et al., 1996).

For many years internal anal sphincterotomy has generally
been considered to be the standard operation for an anal fissure

(Eisenhammers, 1959).
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Nitric oxide has recently been shown to be an important
inhibitory neurotransmitter in the internal anal sphincter.
Organic nitrates are degraded by cellular metabalism, releasing
nitric oxide. Glyceryl trinitrate ointment applied to the anus
causes a fall in maximum anal resting pressure amounting to a

reversible chemical sphincterotomy (Lund et al., 1996).






REVIEW OF LITERATURE

SURGICAL ANATOMY

The anatomy and physiology of the anorectum (the terminal
portion of the alimentary tract that maintains enteric continence
and facilitates defecation) although intensely investigated,
continues to be the subject of debate and speculation. Several
dogmatic versions of anatomy, and more particularly physiology
have been modified as a result of newer research using novel
methodology that quantifies not only parameters of anorectal
motility but also the function of the pelvic floor muscles

(Pemberton and Meagher. 1996).

The anatomic anal canal extends from the anal verge to the
dentate line. For practical purposes, however, surgeons usually
define the surgical anal canal as extending from the anal verge to
the anorectal ring, wﬁich is the circular lower border of the
puborectalis that is palpable by digital rectal examination
(Kodner et al., 1999).

The anal canal begins one inch infront of and slightly below
the tip of the coccyx where the rectal ampulla suddenly narrows,
passing down and backwards to the anus. It is about 4cm long in
adults, its anterior wall being slightly shorter than its posterior,
when empty its lumen is a sagittal or triradiate longitudinal slit

(Warwick and Williams 1992).
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