
 

238  

 

 
 
 
 
 
 

Characteristics and Clinical Management of Female Patients with 
Fissure in Ano in Al-Kadhimiya City, Baghdad 

 
Qahtan A. Mahdi MBChB FICS 

 

Dept. of Surgery, College of Medicine, Al-Nahrain University 

 
 
Abstract 
 
Background Fissure in ano is a common painful anal problem in female patients. 

Objective To study the sociodemographic variables of female patients with fissure in ano, and to identified the 
characteristic of anal fissure and their treatment among those patient in Al-Imamian Al-Kadhimiyian 
Medical City and two private hospitals. 

Methods This is a prospective study that was carried out from May 2008 to May 2011. Two hundred fifty female 
patients with fissure in ano were interviewed regarding their age, marital state, address, level of 
education, clinical presentation and the subsequent management. 

Result The commonest age of presentation in females was between 21-30 years. 78% of them were living at 
the peripheral areas of north of Baghdad, and 79.6% were of low level of education (primary school or 
below). The prevalence was found more in women with high parity especially when their child delivery 
was supervised by a midwife in their location. All patient has presented with anal pain, 55% were 
associated with bleeding per rectum and 64.2% with constipation. The location of fissures was 51.6% 
anterior, 48% posterior, 0.4% lateral in position. Less than half of patients underwent a surgical 
treatment. 77% of them were treated by lord dilatation under anesthesia and 23% by lateral 
sphinecteromty. 

Conclusion Factors which had an impact on the clinical course and management of fissure in ano in female patients 
were found to be the social status, the level of education and the parity, therefore to prevent this illness, 
a cooperation between the heath services and the family health center and the government is necessary 
in order to overcome such a common problem. 
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Introduction 

issure in ano is a tear in the anoderm 
distal to the dentate  line. The 
pathophysiology of the anal fissure is 

thought to be related to a trauma from either 
the passage of a hard stool or a prolonged 
diarrhea. A tear in the anoderm causes spasm of 
the internal anal sphincter which results in pain, 
increased tearing, and decreased blood supply 
to the anoderm. This cycle of pain, spasm, and 
ischemia contributes to development of a poorly 

healing wound that becomes a chronic fissure. 
The vast majority of anal fissures occur in the 
posterior midline, 10-15% occurs in the anterior 
midline and Less than 1% of fissures occur off 
midline (1). 
The posterior anal canal is the most poorly 
perfused part of the anal canal. The delicate 
blood supply is further compromised, thus 
rending the posterior midline of the anal canal 
relatively ischemic. The fissure is just a tear in 
the anal mucosa and is defined as an acute anal 
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fissure. If the fissure persists over time; it 
progresses to chronic fissure that can be 
distinguished by its classic features. The fibers of 
internal anal sphincter are visible in the base of 
the chronic fissure  and often an enlarged anal 
skin tag is present distal to the fissure and 
hypertrophied anal papilla are present in the 
anal canal proximal to the fissure (2). The 
diagnosis is secured by the typical history of pain 
and bleeding with defecation, especially if 
associated with prior constipation and 
confirmed by inspection after gently parting the 
posterior anus. Digital as well as proctoscopic 
examination may trigger severe pain, interfering 
with the ability to visualize the ulcer. An 
endoscopic examination should be performed, 
but it can be delayed 4 to 6 weeks, until the pain 
is resolved with medical management or until 
surgery is performed for those cases refractory 
to medical therapy (3). Local application of 
medications to relax the sphincter muscle, thus 
allowing the healing to proceed, was first 
proposed in 1994 with nitroglycerine ointment 
(4-7), and then calcium channel blockers in 1999 
with nifedipine ointment (8,9), and the following 
year with topical diltiazem (10). Branded 
preparations are now available of topical 
nitroglycerine ointment (Rectogesic (Rectiv) as 
0.2% in Australia and 0.4% in UK and US) (11), 

topical nifedipine 0.3% with lidocaine 1.5% 
ointment (Antrolin in Italy since April 2004) and 
diltiazem 2% (Anoheal in UK, although still in 
Phase III development). A common side effect 
drawback of nitroglycerine ointment is 
headache, caused by systemic absorption of the 
drug, which limits patient acceptability. 
A combined surgical and pharmacological 
treatment, administered by colorectal surgeons, 
is direct injection of botulinum toxin (Botox) into 
the anal sphincter to relax it. This treatment was 
first investigated in 1993. However it must be 
noted that, in many cases involving Botox 
injections the patients eventually had to choose 
another cure as the injections proved less and 
less potent, spending thousands of dollars in the 
meantime for a partial cure. Lateral 
sphincterotomy is the Gold Standard for curing 

this affliction (12). Combination of medical 
therapies may offer up to 98% cure rates (13).  
Surgical procedures are generally reserved for 
people with anal fissure who have tried medical 
therapy for at least one to three months and 
have not healed. It is not the first option in 
treatment. 
The main concern with surgery is the 
development of anal incontinence. Anal 
incontinence can include inability to control gas, 
mild fecal soiling, or loss of solid stool. Some 
degree of incontinence can occur in up to 45 
percent of patients in the immediate surgical 
recovery period. However, incontinence is rarely 
permanent and is usually mild. The risk should 
be discussed between the surgeon and patient. 
Surgical treatment, under general anesthesia, 
was either anal stretch (Lord's operation) or 
lateral sphincterotomy where the internal anal 
sphincter muscle is incised. Both operations aim 
to decrease sphincter spasm and thereby restore 
normal blood supply to the anal mucosa. 
Surgical operations involve a general anesthetic 
and can be painful postoperatively. Anal stretch 
is also associated with anal incontinence in a 
small proportion of cases and thus 
sphincterotomy is the operation of choice (14). 
 
Methods 
This prospective study has been done for 
evaluation of 250 female patients with fissure in 
ano attending three hospitals in Baghdad: the 
general surgery clinic Al-Imamian Al-Kadhimiyian 
Medical City, Al-Thurgham Private Hospital and 
Al-Kadhimiya Private Hospital from May 2008 to 
May 2011. All of them were diagnosed clinically 
by taking a complete history and physical 
examination. The history included: patient's age, 
marital state, numbers of child births, the 
address, the occupation, type of fissure in ano 
and its location.  
 
Results  
One hundred (40%) female patients were aged 
between 21 and 30 year. The age range was 1 to 
51 years. The highest percentage of women was 
married (76.8%). The highest percentage of 
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patient came from the periphery of Al-
Kadhimiya (rural area) (78%), while the rest 
comes from Al-Kadhimiya city itself. The highest 
rate of patients was of low level of education 
(79.6%) while the rest were of high level of 
education (21.4%). 
14.7% of cases were female who had delivered 
1-3 children, 52.1% of cases had delivered 4-6 
children while 33.2 % of patients had more than 
6 children for last delivery. 
About three quarters (73.6%) of cases had their 
child delivery at home (by a midwife) while only 
(26.4%) had delivered at hospital as shown in 
(Table 1). 
 

Table 1. Demographic criteria 
 

Criteria N (%) 

 
Age (years) 

 
 

1 - 10 
11 - 20 
21 - 30 
31 - 40 
41 - 50 

 ˃60 

14 (5.6%) 
18 (7.2%) 
100 (40%) 
65 (25.4%) 
30 (12.4%) 
23 (9.4%) 

Marital status 
Married 

Non – married 
192 (76.8%) 
58 (23.2%) 

Parity 
1 - 3  children 
4 - 6  children 

 ˃6 children 

28 (14.7%) 
99 (52.1%) 
63 (33.2%) 

Place of 
delivery 

Home 
Hospital 

140 (73.6%) 
50 (26.4%) 

Educational 
status 

Low education* 
High education** 

199 (79.6%) 
51 (21.4%) 

* = primary school or below, ** = secondary school or above 

 
The highest rate of patient suffered from fissure 
in ano for more than 5 years without seeking 
medical advice. The most common presenting 
symptoms is anal pain (100%), followed by 
constipation (64%), bleeding per rectum (55.2%), 
and abdominal pain (30.8 %).  
During the local examination of all cases, it was 
found that fissure in ano was in an anterior 
location in (51.6%) of cases. The clinical type of 
fissure in ano was found chronic in (72%) of 
cases. Regarding the type of treatment; 
conservative treatment was used for the acute 
fissure (48%). For the chronic stage (52%) a 

surgical treatment was usually required, of 
these, (77%) had undergone lord dilatation 
under anesthesia while in (23%) of the surgically 
treated cases lateral internal sphinecterotomy 
was necessary as shown in (Table 3). 
 

Table 2. Anal fissure clinical criteria 
 

Criteria N (%) 

Duration 
< 1 year 

1 - 5 year 
> 5 years 

71 (28.4%) 
119 (47.6%) 

60 (24%) 

Associated 
symptoms 

Anal pain 
Constipation 

Bleeding  Per-rectum 
Abdominal Pain 

Abdominal Distension 

250 (100%) 
160 (64.2%) 
138 (55%) 
77 (30.6%) 

44 (9%) 

Location 
of fissure 

Anterior 
Posterior 

Lateral 

129 (51.6%) 
120 (48%) 
1 (0.4%) 

Fissure 
type 

Acute 
Chronic 

70 (28%) 
180 (72%) 

Treatment 

Conservative 
Surgical 

Lord dilatation 
LIS 

120 (48%) 
130 (52%) 

100 
30 

LAS = Lateral internal sphincterotomy 

 
Discussion 
Fissure in ano is a common painful anal problem 
affects females, more than males. The 
commonest age group, in this study, was 
between 21-30 year while in other studies that 
were done in Europe and USA, it was between 
40-60 years of age (15,16,17). This may be due to 
early marriage in our country. 
The majority of cases (78%) of anal fissure were 
in females living in rural area. The same result 
was found in a study done in India, while in a 
study done in UK, the incidence was much 
different between the Urban and the rural areas 
(18,19,20). 

The number of patient's children (parity) was 
found closely related to the prevalence of anal 
fissure in this study. In a study done in UK, the 
majority cases of fissure in ano occurred in the 
first and second delivery (21,22,23). 
Delivery at home by a midwife is associated with 
a high rate of anal fissure (73.6%) which was also 
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higher than in other study done in Europe (52%) 
(24,16). 
The social culture has great impact on the 
chronicity of the anal fissure in our society. 
Females are unlikely to consult a doctor during 
early appearance of the symptom.  (47.6%) of 
cases had visited the doctor only after one year 
after symptoms appearance while (24%) after 
five years. In a study in Europe, (95%) of cases 
has visited their general practitioner in the 
earliest appearance of the symptoms, while only 
(0.1%) of cases did so after one year (25,26). 
Anal pain was the commonest symptom in all 
cases, constipation (64%), bleeding per rectum 
(55.2%). This was similar when compared with a 
study result in Europe (27,28). 
(51.6%) were anteriorly located fissures, (48%) 
posteriorly while (0.4%) were lateral. While in a 
study, (90%) were posteriorly and (10%) were 
interiorly located fissures (29). 
In conclusions, many factors contribute to the 
occurrence of anal fissure among females such 
as social, educational and place of delivery. In 
order to overcome such problem, it is 
recommended to increase social awareness 
about such illness by health education through 
mass media especially for females during 
antennal care with emphasis on those with low 
education status from rural area. To provide 
good training for the midwives regarding safe 
measures during delivery of fetus to avoid 
development of anal fissure in the future. 
       
References  
1. Brunicardi FC, Andersen DK, Timothy, Billiar TR, et al 

(eds). Schwartz principles of surgery. 8th ed. USA: The 
McGraw-Hill comp; 2005. p. 1103-4.  

2. Williams NS, Bulstrode CJK, O’Connell PR. Short 
practice of surgery. 24

th
 ed. Great Britain: Edward 

Arnold, 2008; p. 1251. 
3. Townsend CM. Sabiston textbook of surgery, 18

th
 ed.  

Canada: Judy Fletch; 2008; p. 1444.  
4. Loder P, Kamm M, Nicholls R, et al. Reversible chemical 

sphincterotomy by local application of glyceryl 
trinitrate. Br J Surg. 1994; 81: 1386-9. 

5. Watson S, Kamm M, Nicholls R, et al. Topical glyceryl 
trinitrate in the treatment of chronic anal fissure. Br J 
Surg. 1996; 83: 771-5. 

6. Simpson J, Lund J, Thompson R, et al. The use of 
glyceryl trinitrate (gtn) in the treatment of chronic anal 

fissure in children. Med Sci Monitor. 2003; 9: PI123-
126.  

7. Lund JN, Scholefield JH. A randomized, prospective, 
double-blind, placebo-controlled trial of glyceryl 
trinitrate ointment in treatment of anal fissure. Lancet. 
1997; 349: 11-4.  

8. Antropoli C, Perrotti P, Rubino M, et al. Nifedipine for 
local use in conservative treatment of anal fissures: 
preliminary results of a multicenter study. Dis Colon 
Rectum. 1999; 42: 1011-5.  

9. Katsinelos P, Kountouras J, Paroutoglou G, et al. 
Aggressive treatment of acute anal fissure with 0.5% 
nifedipine ointment prevents its evolution to 
chronicity. World J Gastroenterol. 2006; 12: 6203-6.  

10. Rectiv.drugs.com. http://www.drugs.com/rectiv.html. 
Retrieved 27 September 2011.  

11. Carapeti E, Kamm M, Phillips R. Topical Diltiazem and 
Bethanechol Decrease Anal Sphincter Pressure and 
Heal Anal Fissures without Side Effects. Dis Colon 
Rectum. 2000; 43: 1359-62. 

12. Jost W, Schimrigk K. Use of botulinum toxin in anal 
fissure. Dis Colon Rectum. 1993; 36: 974. 

13. Tranqui P, Trottier D, Victor C, et al. Nonsurgical 
treatment of chronic anal fissure: nitroglycerin and 
dilatation versus nifedipine and botulinum toxin. Can J 
Surg. 2006; 49: 41-5.  

14. Wolff BG, Fleshman JW, Beck DE, et al. The ASCRS 
Textbook of Colon and Rectal Surgery. Springer, 2007; 
p. 180.   

15. Sul PB, Lambert B, Ford-Adams M, et al. The 
prevalence and severity of feeding and nutritional 
problems in children with neurological impairment: 
Oxford Feeding Study. Develop Med Child Neurol. 
2000; 42: 674-80.  

16. Agnarsson UC, McCarthy C, Clayden OS, et al. Anorectal 
function of children with neurological problems. I: 
Spina bifida. Develop Med Child Neurol. 1993; 35: 893-
902.  

17. Loening VA. Factors responsible for persistence of child 
hood constipation. J Pediat Gastroenterol Nutr. 1987; 
6: 915-22. 

18. Ghosh A, Griffiths DM. Rectal biopsy in the 
investigation of constipation. Arch Dis Childhood. 1998; 
79: 266-8.  

19. Thomas AP. The health and social needs of young 
adults with physical disabilities - Clinics in 
developmental medicine. Great Britain: Mac Keith 
Press; 1989. p. 106. 

20. van der Plas RN, Benninga MA, Staaiman CR, et al. 
Megarecturn in constipation. Arch Dis Childhood. 2000; 
83: 52-8. 

21. Bucher L, Melander SD. Critical Care Nursing. WB 
Saunders, 1999; p. 1119.  

22. Del Giudice E, Staiano A, Capano G, et al. 
Gastrointestinal manifestations in children with 
cerebral palsy. Brain Develop. 1999; 21: 307-11.  

http://www.medscimonit.com/index.php?/archives/article/13258
http://www.medscimonit.com/index.php?/archives/article/13258
http://www.medscimonit.com/index.php?/archives/article/13258
http://en.wikipedia.org/wiki/The_Lancet
http://www.wjgnet.com/1007-9327/12/6203.asp
http://www.wjgnet.com/1007-9327/12/6203.asp
http://www.wjgnet.com/1007-9327/12/6203.asp
Rectiv
http://www.drugs.com/rectiv.html
http://www.cma.ca/multimedia/staticContent/HTML/N0/l2/cjs/vol-49/issue-1/pdf/pg41.pdf
http://www.cma.ca/multimedia/staticContent/HTML/N0/l2/cjs/vol-49/issue-1/pdf/pg41.pdf
http://www.cma.ca/multimedia/staticContent/HTML/N0/l2/cjs/vol-49/issue-1/pdf/pg41.pdf
http://books.google.com/?id=3dDYW2tbx6UC&pg=PA180&dq=sphincterotomy+incontinence
http://books.google.com/?id=3dDYW2tbx6UC&pg=PA180&dq=sphincterotomy+incontinence


Mahdi QA, Female Patients with Fissure in Ano … 

242  

 

23. Arhan P, Devroede C, Jehannin B, et al. Segmental 
colonic transit time. Dis Colon Rectum. 1981; 24: 625-9. 

24. Staiano A, Del Giudice E. Colonic transit and anorectal 
manometry in children with severe brain damage. 
Pediatrics. 1994; 94: 169-73. 

25. Sullivan PB. Pediatricians' approach to constipation. 
Curr Paediat. 1996; 6: 97-100. 

26. Chantraine A, Lloyd K, Swinyard CA. The sphincter ani 
externus in spina bifida and rnyelomeningocele. J Urol. 
1966; 95: 250-6.  

27. Clayd’en CS. Management of chronic constipation. 
Arch Dis Childhood. 1992; 67: 340-4. 

28. Leech SC, McHugh K, Sulhvan PB. Evaluation of a 
method of assessing faecal loading on plain abdominal 
radiographs in children. Pediatr Radiol. 1999; 29: 255-
8. 

29. Abramowitz L, Benabderrahmane D, Baron G, et al. 
Systematic evaluation and description of anal 
pathology in HIV-infected patients during the HAART 
era. Dis Colon Rectum. 2009; 52: 1130-6. 
 

 
E-mail: qalg4@yahoo.com 
Mobile: + 964 7902639128 

Received 31
st

 May 2012: Accepted 16
th

 Jun. 2013. 

 

mailto:qalg4@yahoo.com

