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Abstract

Purpose: Comparing nitroglycerin ointment and other modalities of treatment like anal dilatation by four
fingers under general anaesthesia, lateral sphincterotomy of the internal anal sphincter muscle, botulinum
toxin injection, calcium channel blockers ,....etc in regard to patients compliance, healing rate, symptomatic
relief, side effects and cost .

Methods: 48 patients , 29(60%) were males and 19(40%) were females had been studied prospectively
after receiving a two weeks course of 0.2% nitroglycerin ointment every 6 hours, stool softeners and simple
analgesia. The patients had been followed up in the outpatient clinic and the response to the treatment,
regarding healing of fissures and relief of symptoms has been recorded.

Results: 28(58%) of the patients had symptomatic relief and good healing of their fissures and 20(42%)
had poor healing. 10(50%) of the poor healers had symptomatic relief 36(75%) of the patients needed no
subsequent surgery. None of the patients had side effects to the treatment.

Conclusion: Nitroglycerin ointment is a safe and effective method for the treatment of

anal fissures with high healing rate and symptomatic relief together with low cost and minimal side effects
leading to the high level of compliance of the patients.
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Introduction weeks are considered chronic while
nal fissure is a breech in the those lasting less than six weeks are
distal anal mucosa [1-4]. Anal considered acute [5-8]. The etiology
fissures lasting more than six behind the anal fissure remains uncertain
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but hypertonia and increased resting anal
sphincter pressure are thought to be the
cause [9,2-4]. This hypertonia of the anal
sphincter muscles will cause ischemia of
the mucosa of the anal canal [10-12].
However anal fissures can occur in the
presence of normal or decreased anal
muscle tone in exceptional cases
especially in women following labour
and in the elderly [13]. These post labour
fissures are thought to be due to direct
injury imposed to the anal mucosa
especially on forceps delivery. There are
many modalities of treatment of anal
fissures both surgical and non surgical
all are based on the notion of lowering
the pressure of the internal anal sphincter
muscles and here are some examples:

A. non surgical methods:

1. 0.2% nitroglycerin ointment it is
thought to be a donor of nitrous oxide
to the smooth muscles of the anal
sphincters which is a relaxant
neurotransmitter to these muscles and
so promotes healing of the fissure by
improving blood supply to the fissure
area [14-16].

2. Calcium channel blockers: given
both orally and locally. It acts by
decreasing intra cellular calcium
concentration and thus reducing intra
cellular calcium availability to the
myosin  muscle fibers and then
reducing the resting pressure of the
internal anal sphincter and thus
promoting fissure healing [17].

3. Angoitensin converting enzyme
inhibitors [18 , 19].

4. Alpha blockers [20, 21].

5. Botulinum toxin injection [22-27].

6. Potassium channel openers e.g.
Minoxidil [28].

B. surgical methods:

1. Four fingers dilatation: first

performed in 1838 [29] and the
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technique had been reported to cause
healing in 90% of patients [30].

2. Lateral internal sphincterotomy:
has become the gold standard for
surgical treatment of anal fissures due
to the high healing rate and low risk
of incontinence [31-34].

3. Fissurectomy: removing the fissure
by scissors or diathermy. Apart from
children it is not used alone as a
treatment modality [27].

4. Advancement flap: recommended
in patients with chronic fissures and
normal or hypotonic anal sphincters
especially in those with postpartum
fissures or previous injury to the
sphincter [35].

Patients and Methods

48 patients with anal fissures had
been studied as outpatient and given a
two weeks treatment course of 0.2%
GTN ointment every 6 hours with stool
softeners and analgesia (NSAID). Then
the patients had been examined after
completing their treatment course and
recording the severity of symptoms and
the healing of fissure after treatment.
GTN ointment is not available as a ready
made formula and it is usually
manufactured locally by the local
pharmacies.

Results

48 patients with acute anal fissures
had been studied prospectively in the
period between February 2008 and
January 2009 after receiving treatment
with GTN ointment simple analgesia and
stool softeners.
97% of the patients presented with pain
on defecation, 70% with constipation
and 20% with anal bleeding on
defecation.
29(60%) were males and 19(40%) were
females. Mean age of patients was 33
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(range 5-70) years. 33(69%) of the
patients had posterior fissures while
15(31%) had anterior fissures.

33(69%) had acute fissures while 31%
had chronic fissures.

26(54%) of the patients had secondary
school and university education while
the others were either illiterate or had
primary school education.

28(58%) had good healing of their
fissures and symptomatic relief 2 weeks
after treatment and 14(42%) had poor
healing. 7 (50%) of those patients with
poor healing had good symptomatic
relief ( pain and bleeding).

None of our patients had side effects to
the treatment.

36(75%) of the patients had good
response to the treatment and needed no
surgery following the treatment course
and only 12(25%) needed subsequent
surgery.

Discussion

In the presented study we found many
advantages gained when using GTN
ointment:

First was the availability of the
medication since it is being locally made
by most pharmacies using nitroglycerin
tablets and Vaseline ointment.

Second was the compliance of the
patients (89%). As they found it easy for
them to use the ointment avoiding the
complications of  anesthesia  and
incontinence accompanying surgery of
any kind [36-39].

Third was the cheap price of the
medication costing about 10$ for a two
weeks course while botulinum toxin
treatment would cost about 200$ for one
injection because the 100 units vial
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would cost this price though we use only
40 units for each session but the rest of
the vial had to be discarded after use
[35]. Surgery costs certainly more than
GTN ointment treatment and the costs
are variable.

Fourth was the low incidence of side
effects. In fact we reported no side effect
following the use of GTN ointment.
Other studies stated headache following
the use of GTN ointment [40,41]. In
such case the severity of the headache
would certainly be less than the pain
caused by the anal fissure itself and it
would be relieved by simple analgesia.
Fifth was the high cure rate after using a
safe, readily available and acceptable
treatment to most patients which was
75%.

GTN ointment should be the first resort
for the treatment of patients with anal
fissure in order to avoid the anesthetic
complications of surgery and the
variable risks of incontinence [36-39]
although the cure rate is higher than
GTN ointment approximating 90-95%
[30,40-42].

Also the trail of using botulinum toxin
was faced by the problems of high price
and complications of anal sepsis,
incontinence and perianal haematoma
[43-45].

Conclusion

Nitroglycerin ointment is a safe and
effective method for the treatment of
anal fissures with high healing rate and
symptomatic relief together with low
cost and minimal side effects leading to
the high level of compliance of the
patients.
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