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FISSURECTOMY WITH POSTEROLATERAL SPHINCTEROTOMY IN THE
TREATMENT OF CHRONIC ANAL FISSURE

Abbasov V.Sh.!, Abdinov E.A.", Sariyeva K.H."

Abstract

The main aim of the study was to investigate the effectiveness of the modified posterolateral
sphincterotomy (PLIS) in the treatment of chronic anal fissure (AF).

During 2 years, 19 patients who were underwent the modified PLIS + fissurectomy for the dorsal
localized chronic AF were under our treatment and medical observation. 11 of the patients at the age
of 18-62 were men and 8 were women. PLIS (at 5 or 7 o’clock positions) was performed in all
patients. Under visual control sphincterotomy was applied involving only the 1/3 distal part of the
internal anal sphincter (IAS). In this regard, the landmark was the dentate line. For satisfactory
dosing of PLIS during the operation an obturator with a diameter of 33-34 mm was used. The 4-finger
inspection was also considered appropriate. In order to increase the mobility of the skin flap after
PLIS, the skin was sharply separated from the external anal sphincter (EAS) in 2-2.5 cm along the
perianal direction and mobilized, so the flap was prepared for closing the fissurectomy defect. For
secure fixation the IAS was also partially taken to the sutures of the fissurectomy defect closure.
Specific complications after surgery and the possibility of recurrence were investigated.

Modified PLIS + fissurectomy allows safe surgical control and to perform sphincterotomy without
additional incision; considering the low risk of complications and recurrence, it can be applied in the
surgical treatment of chronic AF.

Key words: anal fissure, posterolateral sphincterotomy, fissurectomy, anal incontinence.

Introduction

An anal fissure (AF) is a linear wound
defect between the dentate line of the
anoderm and the outer edge of the anus
[1, 2, 3]. AF is a widespread proctological

Yazigma ligiin alage:

Abbasov V.Sh.", Abdinov E.A.", Sariyeva K.H."

1. Azerbaijan Medical University, department of surgical
diseases 2, Baku E-mail:kenul.sariyeva@gmail.com

UNiVE
o2® LS

AZORBAYCAN TIiBB
UNIVERSITETININ JURNALI

disease, occurring in all age groups with
the same frequency for both sexes [4].
Although AF is mostly primary, it has not
exact pathogenesis, but solid faecal
excretion and hypertonicity of the IAS are
considered to be the main factors of this
pathology [5]. AF is manifested mainly with
anal pain * slight bright red bleeding with
defecation [2]. If AF does not heal within 6
weeks, it can be recognized as chronic AF
[4]. According to other authors’ mind, if the
fissure is present for less than 8 weeks, it
should be considered as acute AF.

© ATUJ and The Author(s) 2026. Open Access This article is licensed under a Creative Commons Attribution 4.0 International
License, which permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give
appropriate credit to the original author(s) and the source, provide a link to the Creative Commons licence, and indicate if
changes were made. The images or other third party material in this article are included in the article’s Creative Commons licence,
unless indicated otherwise in a credit line to the material. If material is not included in the article’s Creative Commons licence and
your intended use is not permitted by statutory regulation or exceeds the permitted use, you will need to obtain permission
directly from the copyright holder. To view a copy of thislicence, visit http://creativecommons.org/licenses/by/4.0/.


http://creativecommons.org/licenses/by/4.0/

Abbasov V.S., Abdinov E.9., Sariyeva K.H.  ATU Jurnal

Chronic AF lasts longer and should be
accompanied by one or more signs of
chronicity (hypertrophied anal papilla at
the proximal end of the fissure, sentinel
tag at the distal end, and increased tone of
IAS fibers along the fissure) [1, 2, 6, 7]. In
most cases, AF is mostly located at
posterior midline (90 %) and also it may be
located at anterior midline (predominantly
in women). In 3% of patients fissures can
be located at posterior and anterior
positions simultaneously. Fissures that
located rather than the midline is
considered to be atypical or secondary
and needs more evaluation, because of
possibility of association with serious
diseases, like Crohn’'s disease and
immunodeficiency syndromes [2, 7]. The
basing aim of the treatment of chronic AF
is to relieve IAS spasm associated with a
chronic  fissure.  Although  medical
treatment is effective in some cases, in
vast majorities conservative measures fail.
For such cases, surgery remains the gold
standard of treatment for chronic AF [4].
Surgical methods for the treatment of
chronic AF include anal dilatation,
posterior midline internal sphincterotomy
(PIS), lateral internal sphincterotomy (LIS),
posterolateral sphincterotomy (PLIS), and
fissurectomy with advancement flap repair
[4]. Treatment has focused on alleviating
hypertonicity of the sphincter. The most
common surgical treatment is partial
internal lateral sphincterotomy. In all types
of surgical interventions, the main aim is to
reduce sphincter hypertension. The most
accepted type of surgical treatment is
partial internal lateral sphincterotomy [4,
8]. A recent systematic review shows that
patients treated with sphincterotomy have
a cure rate of 95.13 %. At the same time,
the positive results of surgery may be
achieved at the cost of increased
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complications, especially persistent
incontinence [9].

In the lateral position, internal anal

sphincterotomy can be performed both by
open and closed methods with almost the
same effectiveness, being considered
preferable than anal dilatation [10].
Posterior internal sphincterotomy (PIS)
was proposed by Eisenhammer in 1951 as
a midline incision along the fissure [11].
The aim of sphincterotomy during PIS was
to cut the hypertonic part of the IAS
muscle in order to reduce anal tone and
facilitate fissure healing [12]. Although, in
differ from LIS, the PIS can be performed
through the same incision without creating
a new wound [13], but prolonged healing
time due to keyhole deformity and leakage
of fecal material are considered as
disadvantages of this procedure [1, 13].
However, if there is an intersphincteric
fistula connected with the fissure, PIS can
stil be considered as an alternative
treatment for chronic AF [13]. According to
other authors’ mind, blindfold cutting of the
internal sphincter during LIS leads to an
increase of incontinence cases [14]. Some
researchers noted that fissurectomy and
sphincterotomy have the opposite effect
[15, 16]. A sphincterotomy can be
performed by a fissurectomy, in which a
new surgical wound is created. So, by
cutting the fibrotic fissure stable wound
healing is provided [14]. According to
several authors, LIS is recommended now
as a standard procedure for the treatment
of chronic AF [17, 18], because it is safe,
effective and can be repeated [19, 20].
Several reliable studies come to
conclusion that there is no significant
difference between properly performed
open and closed surgical sphincterotomy
[7]. Excision of the IAS in LIS can be
performed outside the fissure, in the right
or left lateral positions under local, regional
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or general anesthesia, in the patient's
lithotomy or prone jack-knife position, both
by open or closed method [21]. Alawady M
et all. comparing PLIS and LIS concluded
that the time to complete healing was
significantly shorter and pain score was
significantly lower after PLIS than after LIS
which can be due to more reduction in the
resting anal pressure after PLIS.
Continence disturbances occurred after
PLIS less frequently than after LIS;
however, no significant differences
between the two techniques were noted
[22].

Although various procedures are used in
the treatment of AF, meta-analysis study
found that for evaluation of the
effectiveness of these different procedures
more data are needed [23]. Early
complications of sphincterotomy include
bleeding, hematoma, bruising, perianal
abscess, and fistula, but the most
important complication is incontinence of
different grades. Such cases are observed
in up to 30% of patients, especially in
patients with weaker, shorter sphincter
muscles and in women who have suffered
of mechanical damage of sphincter due to
childbirth [21].

The aim of the research was to study the
effectiveness and safety of fissurectomies
completed by the posterolateral
sphincterotomy (PLS) proposed by us in
the surgical treatment of anal callous
fissure in terms of symptomatic recovery,
complications and relapses. Our main goal
was to describe in detail the modified PLIS
technique and its results in the surgical
treatment of chronic AF. Therefore, we did
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not consider comparisons with other
surgical treatments for chronic AF.
Material and methods

The patients with the diagnosis of primary
chronic AF (located at 6 o’clock position)
who underwent fissurectomy with modified
PLIS were included in the study. The
observations were carried out at the
Educational Surgical Clinic of the
Azerbaijan Medical University (Baku,
Azerbaijan) during 2 years (2024-2025).
Following the medical literature [2, 7],
patients diagnosed with acute AF,
tuberculosis, ulcerative colitis, secondary
chronic fissure connected with Crohn's
disease, and chronic AF, accompanied by
hypotonicity of the anal sphincter were not
included in this study. Besides, patients
with associated proctological pathologies
were also excluded from the study,
because of their possible influence on the
final results. The total number of patients
was 19; 11 of them were men and 8 were
women, the age range was 18-62 years
(average age 38 years). The frequency
rate according to gender and age was not
statistically significant, our conclusion is
generally consistent with the results of
other studies [4]. All subjects were
undergone fissurectomy + PLIS procedure
at 5 or 7 o’clock positions by the same
surgical team. This factor reduced to zero
the possibility of subjective effects
connected with different approaches to
surgical results. During PLIS, only the
distal 1/3 of the IAS was partially
dissected, and a dentate line was taken as
a marker. Visual control of PLIS allowed to
perform optimal sphincterotomy and to
achieve meticulous hemostasis (Figure 1).
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Figure 1. The critical operation view of PLIS performed under visual control up to dentate

line

The results of our study are consistent with
the facts we found in the medical literature
on this issue [15, 16]. For evaluation of the
satisfactoriness of PLIS, in the operation
an anoscope obturator of 33-34 mm
diameter was introduced into the anal
canal. After the procedure, the free
insertion of the obturator through the anal
canal was considered as an indicator of
the successful sphincterotomy. The 4-
finger principle has been also applied as
an equivalent to using an obturator.
However, the use of an obturator was
considered as more rational one. After
performing of PLIS, for closing the
fissurectomy defect and secure fixation of
the skin flap the operations were continued
as we proposed: initially, the skin flap was
prepared so that it maintained its integrity
and trophism. In order to increase the
mobility of the skin flap, a 2-2.5 cm long
section of skin was mobilized from EAS by
sharp dissection in the perianal direction
along the wound. After preparing the flap,
when we started to tailor the medial part of
the flap, slightly took the superficial fibers
of the internal sphincter into the muco-
cutaneous suture. It induced the fixation of
the flap in the anal canal, supporting the
mucosa to hold the sutures. So we found it
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useful for
retraction.
In order to minimize thermal tissue stress,
it was considered more appropriate to use
electrical devices as little as possible, to
use cold (ice) throughout the operation, to
achieve hemostasis by mechanical
pressure and suturing. At the end of the
procedure, perianal block by
articaine+epinephrine 40 mg+5 mg/1ml
injection (total 6-8 ml) and wound dressing
with Metronidazole ointment were applied
as auxiliary measures to reduce
postoperative  pain  syndrome. The
operations were performed under spinal
(in most cases) or general anesthesia in
the lithotomy position with bladder
catheterization to prevent postoperative
acute urinary retention and control
diuresis. The indications for general
anesthesia were patient's choice, including
refusal of spinal anesthesia, impossibility
of spinal anesthesia or anesthesia risks.
Patients were followed 3 months, for
assessing symptomatic recovery process

prevention of postoperative

and detecting early  postoperative
complications. Complications, such as
bleeding, fever, incontinence, keyhole

deformity, abscess and fistula forming;
pain severity and recurrence rate were
evaluated.
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Discussion of the obtained results

Anal manometry was performed in 17
patients 2 months after surgery, and only
in 1 patient the resting pressure (RP)
decreased to 38 mmHg. This case was
assessed as 1%t degree incontinence and
was corrected conservatively. In other
patients, postoperative RP ranged from 42
to 48 mmHg. Postoperative squeeze
pressure (SP) was within the normal range
in all patients. Information on early
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postoperative complications is presented
in Table 1, and all complications that arose
were resolved conservatively.
Complications such as bleeding, keyhole
deformity, abscess and fistula formation,
disease recurrence, and the need for
repeat surgery were not observed. Our
results are generally consistent with
statistical data found in the medical
literature [4].

Table 1. Early postoperative complications and their frequency

Early postoperative complications

Frequency of occurrence

(%)
Acute urinary retention 1(5.26 %)
Bleeding -
Temperature 1(5.26 %)
Incontinence (1 degree) 1(5.26 %)

Relapse of disease

Keyhole deformity

Abscess and fistula forming

Need for repeated surgical intervention

Medical parameters such as operation
time, volume of blood loss, postoperative
patient activation time, need for antibiotic
administration, postoperative NSAID and
narcotic analgesics use, and postoperative

Table 2. Medical parameters of treatment

rehabilitation were investigated, and the
results were found to be satisfactory
(Table 2). The pain intensity measured by
the VAS (the Visual Analogue Scale) was
generally considered very weak, with less
than 30 points.

Studied parameters Indices
Duration of operation (min.) <30
Volume of blood loss (ml) <30
Postoperative activation of patient (hours) <12-24
Antibiotic adminstration (number of patients/days) Yz
Postoperative NSAID adminstration (days) <3
1
Postoperative narkotic-analgesics prescriptions (number of patients/days) 3/
Postoperative rehabilitation ( days) 30

As part of our ongoing research, we plan to compare the proposed modified PLIS procedure with the standard LIS procedure.

Conclusion
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Analysis of the results showed that visual
control during fissureectomy with PLIS in
all age groups, regardless of gender,
allows for reliable dissection of the IAS of
the required size without the need for
additional incisions. Intraoperative use of a
33-34 mm  diameter obturator is
recommended to control the
sphincterotomy volume. During the closure
of the fissurectomy defect for secure
fixation of the skin flap in the anal canal,
taking superficial internal sphincter fibers
into the muco-cutaneous sutures was
beneficial in preventing the flap from
immediate future displacement and also in
avoiding of the keyhole deformity. The
operation is comparable to alternative
methods in terms of medical and technical
aspects, financial costs, and medico-social
rehabilitation indicators. Therefore,
fissurectomy performed using PLIS can be
considered an effective and safe
procedure of choice for the surgical
treatment of chronic AF, given the low risk
of postoperative complications and
recurrence.
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XRONIK ANAL GATIN MUALICSSIND® POSTEROLATERAL SFINKTEROTOMIYA iL®
TAMAMLANAN FiISSUREKTOMIYANIN TOTBIQi

Abbasov V.S'., Abdinov E.8"., Sariyeva K.H."
1.Azarbaycan Tibb Universiteti, 2-ci corrahi xastoliklor kafedrasi, Baki
E-mail:kenul.sariyeva@gmail.com

Xiilaso

Xronik anal ¢atin (AC) mualicesinde modifikasiya etdiyimiz Usulla posterolateral sfinkterotomiyanin
(PLIS) effektivliyinin arasdiriimasi tedgigatimizin asas maqgsadi olmusdur.

Material vo metodlar: 2 il arzinds dorsal lokalizasiyali xronik AC-a gore taklif etdiyimiz tGsulla PLIS +
fissurektomiya carrahi emaliyyati kecirmis 19 xaste mualicemiz ve nazarstimiz altinda olmusdur. 18-
62 il yas araliginda olan xestelerden 11-i kisi, 8-i gadin olmusdur. Bitlin xastslorde PLIS (5 ve ya 7
radesinde olmagla) hayata kecirilimig, sfinkterotomiya vizual nezaret altinda yalniz internal anal
sfinkterin (IAS) distal 1/3 hissesini shate etmisdir. Bu baximdan oriyentirimiz digli xatt (dentate line)
olmusdur. PLIS-in genastbaxs dozalanmasi li¢lin emaliyyat zamani 33-34 mm diametrli obturatordan
istifade edilmisdir. 4 barmagq taftisi de praktik cehatden genastbaxs hesab edilmisdir. PLIS icrasindan
sonra dari diliminin harakiliyini artirmaqg magsadile deri yara boyunca perianal istiqgamatda xarici anal
sfinkterdan (EAS) iti suratde 2-2,5 sm dl¢iids ayrilaraq mobillesdiriimis ve fissurektomiya deffektinin
baglanmasi Ggln flap hazir veziyysta gatirilmisdir. Glivanli fiksasiya Ugln fissurektomiya deffektinin
tikislorine IAS da hissevi gétirilmusdir. ©maliyyatdan sonra spesifik agirlasmalar ve residiv ehtimali
arasdinlmigdir. Modifikasiyali PLIS + fissurektomiya smsaliyyati giivenli cerrahi nazarsts sahib
olmagla barabar, sfinkterotomiyani alave kasik aparmadan icra etmays imkan verir; agirlasma ve
residiv riskinin clizi olmasini nezars alaraq, xronik AC-in carrahi mualicasinds tatbig edils biler.

Acar sozlar: anal ¢at, posterolateral sfinkterotomiya, fissurektomiya, inkontinensiya

NMPUMEHEHUE ®UCCYPIKTOMUUN, JONMOJIHEHHOW NMOCTEPOJIATEPAJ/IbHOU
COUHKTEPOTOMMUEMU, B IEYHEHUN XPOHUYECKOU AHAJIbHOU TPELYNHbI

A66acos B.11I"., A6AuHos 3.A’., Capbiesa K.I". !
1. AsepbatidxaHcKkuli MeQuyUHCKUl yHusepcumem, kaghedpa xupypaudeckux 6osiesHel 2, baky
E-mail: kenul.sariyeva@gmail.com

Pe3iome

OcCHOBHOW Uenbl Hawero uccnegoBaHnsa 6bino nsyveHne 3PPEKTMBHOCTU MOCTeponartepasnbHON
chuHkrepotomun (MINC) npu nevyeHnn XpoHnyeckon aHanbHon TpewmHbl (AT) ¢ ncnonb3oBaHMeM
MoANULIMPOBAHHOIO HaMM MeToga.

MaTtepuanbl n metoabl: B TeueHne 2 net nog Hawmm HabnogeHmem Haxogunuceb 19 naumeHToB C
XPOHNYECKOW aHanbHOW TPELUMHOW [OopcaribHOM noKanusauun, KOTOpbiM Oblfla  BbINOMNHEHA
npearoxeHHas Hamu Xnpypruyeckas ornepauus: nnmc + donccypakToMus.
BoapacT naumeHToB coctaBndan oT 18 oo 62 net, U3 HUX 11 MyXXUMH 1 8 XXEHLMH.

Y Bcex nauuneHToB BbinonHanack MJINC (Ha yposHe 5 unu 7 YyacoB), Npyv 3TOM COUHKTEPOTOMUSA MOA
BM3yarnbHbIM KOHTPOSieM OXBaTbiBana TOMbKO AucTanbHy 1/3 4acTb BHYTPEHHEro aHanbHOro
cuHktepa (BAC). OpueHTvpom cniyxuna 3ybuyatas nuHua (dentate line). [Ona apgeksBaTHoro
posuposanua MNINC Bo Bpemsi onepauun ncnonb3osancd odtypaTtop gunameTpom 33—-34 mm. lNocne
BoinonHeHnus [JIMC, ¢ uenbilo yBenuvyeHUs MOABWXKHOCTU KOXHOrO JocKyTa, MpousBoAunach
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MO6VIJ'IVI38LI,VIF| KOXW BAOOJIb paHbl B NepuaHaribHOM HanpaBieHn OT HapyXHOro aHasribHOro

cpuHkTepa (HAC) Ha 2—2,5 cm, nocrne Yero NocKyT nogrotasnueancs Ansa 3akpbltus gedekra nocne
duccypaktomuun. [Ons HagexHon dukcaumm B WBbI gedekta nocne (pUCCypakTOMUUM YaCTUYHO
3axBaTblBarnca TaKkke BHYTPEHHUA aHanbHbli  CUHKTEp. [locneonepaunoHHO  M3y4Yanucb
cneunguyeckme OCNoXHeHN U BEPOATHOCTb peunanea.

MoanduumpoBaHHaa onepauua [JIMC + dumccypaktomms, nomumMo obecneyeHuss HageXHoro
XUPYPrnuyeckoro KOHTPOMS, MO3BOMSET BbIMNOMHUTL CUHKTEPOTOMUIO 6e3  AO0NOSIHUTENBHOMO
paspesa. YuuTbiBas HU3KUA PUCK OCNOXHEHUN N peungmBa, OaHHbIA METO MOXET NPUMEHATLCS B
XUPYPrMyeckoM neveHnm XpoHN4EeCKon aHanbHOM TpeLLmHbI.

KnioueBble cnoBa: aHanbHas TpewmHa, nocrepornateparnbHas COUHKTEPOTOMUS!, (PUCCYPIKTOMMS,
WNHKOHTUHEHLMS.
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