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Abstract
Introduction: Fissure-in-ano is a common proctologic problem encountered. It is a tear in anal mucosa distal to dentate line
usually seen in the posterior midline. Hypertonia of internal anal sphincter and local ischemia is thought to be the pathology
behind anal fissures.
Aim: The present study aims at determining the prevalence and clinical presentation of fissure-in-ano.
Materials and Methods: This study is a cross-sectional study conducted at Tirunelveli Government Medical College in patients
with anorectal ailments who were randomly selected in this study. The diagnosis was made on the basis of anorectal examination
which included inspection, digital rectal examination, and proctoscopic examination.
Results: Our study found out that out of the 325 patients with anorectal ailments, 100 patients (30.7%) were having anal fissures.
Out of them, 54 were males and 46 were females, majority were under 40 years age. Pain during defecation, bleeding and
constipation were reported as the common clinical symptoms. 76% of patients with fissure-in-ano had an acute presentation
and the most common location was reported to be posterior midline (98%).
Conclusion: Our study reveals that fissure-in-ano is a common proctologic disease. Lifestyle modification plays a major role
in cure of this condition as constipation, and low fiber diet are the direct etiological factors.
Key words: Anal fissure, Clinical presentation, Constipation

INTRODUCTION
Fissure-in-ano is one of the most common causes of
anal pain. It is a linear tear in the squamous epithelial
lining of anal canal distal to dentate line.[1] It affects
both men and women and are common in all age groups
especially young people.[2] Usually, it is located in the
posterior midline or anterior midline. It can extend
from dentate line proximally to anal verge distally. The
etiopathogenesis of fissure-in-ano is not well understood.
Internal anal sphincter hypertonia and local ischemia
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are the proposed pathology of anal fissures due to
the association of these factors with painful fissures.
Passage of hard stools, poor anal hygiene, intake of
spicy food, and iatrogenic causes are the documented
causes for fissure-in-ano.[1,3,4] Fissure-in-ano is of two
types - acute and chronic. Acute fissure presents within
3–6 weeks of onset of symptoms.[5] It usually resolves
spontaneously with high fiber diet and stool softening
agents.[2] Chronic fissure presents with more than 6 weeks
of symptoms. Unlike acute anal fissure, it does not heal
spontaneously. It requires intervention. Anal fissures are
classified based on etiology as primary and secondary.
Primary is idiopathic whereas secondary fissure is due to
some pathologies such as inflammatory bowel disease,
tuberculosis, and malignancy.
Aim

The present study aims at determining the prevalence
and clinical presentation of fissure-in-ano in patients in
Tirunelveli.
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MATERIALS AND METHODS

Table 1: Age and sex distribution of patients

This cross-sectional study was conducted in the Department
of General Surgery at Tirunelveli Government Medical
College; in patients with anorectal ailments after obtaining
written informed consent. The inclusion criteria include
patients with age group 20–60 years with anorectal ailments
who attended the outpatient department. Exclusion
criteria include patients with anorectal malignancies,
pregnant/lactating mother, and patients with a history
of prior anal surgery. Patients were subjected to a clinical
examination which consisted of digital rectal examination
and proctoscopic examination. Colonoscopy and
sigmoidoscopy were done as needed. The data collected
were statistically analyzed using SPSS software.

Number of patients

Male

Female

35
42
12
11

11
28
7
8

24
14
5
3

Table 2: Clinical presentation of fissure‑in‑ano
Symptoms

Number of patients

Pain during defecation
Bleeding
Constipation
Pruritus
Discharge

86
62
56
12
6

Table 3: Clinical presentation and sex distribution

RESULTS
Out of 325 patients studied, 100 patients had fissure-inano, consisting 30.7% of patients with anorectal ailments
[Table 1].
In our study, out of 100 patients with fissure-in-ano, 54
were males and 46 were females, and most of the patients
belonged to the age group 31–40 years with overall male
predominance expect for the age group 20–30 years which
showed a slight female preponderance [Table 2].
Majority of the patients presented with pain during
defecation (86%) followed by bleeding (62%), constipation,
pruritus, and discharge [Table 3].
Painful defecation and constipation were predominant in
males whereas in females bleeding per anum was more
predominant [Table 4].
Patients with younger age group presented mostly with pain
and bleeding per rectum wherein pruritus and discharge
were more in older age group [Table 5].
Majority of fissure were posterior midline in location (98%)
followed by anterior midline, especially in females.
In our study, 76% patients presented with acute anal fissure
and 24% with a chronic fissure. Most of the patients with
chronic anal fissure had sentinel pile.

DISCUSSION
Anal fissure is a linear tear in the anal canal distal to dentate
line.[1] Posterior midline is the most common location
followed by anterior midline in females.
71

Age group
20–30
31–40
41–50
51–60

Clinical presentation

Male

Female

Pain during defecation
Bleeding
Constipation
Pruritus
Discharge

52
30
39
4
3

34
32
17
8
3

Table 4: Clinical presentation and age group
Age group Pain Bleeding Constipation Pruritus Discharge
20–30
31–40
41–50
51–60

32
36
9
9

23
18
11
10

19
17
10
10

5
4
2
1

0
1
2
3

Table 5: Position of fissure‑in‑ano
Position
Posterior midline
Anterior midline
Others

Number of patients
98
2
0

The etiopathogenesis of fissure-in-ano is unclear.[3] The
initiation of anal fissure is commonly associated with
chronic constipation and passage of hard stools.[6] Some of
the common associations of anal fissures are inflammatory
bowel disease and tuberculosis. Women in childbearing
age group are at risk of developing anal fissure during
pregnancy and following delivery due to poor muscular
support to the pelvic floor.[7]
The clinical features of anal fissures are pain during
defecation followed by passage of bright red blood per
rectum.[1] In acute fissure, pain may be very severe such that
patient will not pass stool which further leads to hardening
of stools thereby complicating anal fissure.[7] Sentinel
pile and hypertrophied anal papillae are the characteristic
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findings in a chronic anal fissure in addition to spasm of
the internal anal sphincter.
In our study, out of 325 patients with anorectal ailments,
100 had fissure-in-ano accounting for 30.7% of study
population. Khan et al. reported the prevalence as 15.62%
in his study population.[8]
In our study, most affected age group was 31–40 years,
with a slight male preponderance. Giridhar et al. reported
increased prevalence of fissure-in-ano in age group
21–30 years with male predominance. [5] Gupta et al.
reported that the mean age of presentation of fissure-inano is 40.13 years with male to female ratio 1.47:1.[9] The
reason of this may be due to the higher attendance of male
patients in our hospital, or it may be due to that the females
are too shy to talk about or to consult the physician for
anorectal disorders.[8] In young and middle-aged persons
muscles are toned, and this tonicity resists the passage of
hard stool and will result in the formation of fissure and
may be due to this reason fissures are rare in aged persons
due to muscular atony.[10,11]
Popat et al. and Khan et al. reported pain during defecation
as the most common presentation followed by bleeding
and constipation.[2,8] This is in concordance with our study.
Anal fissure can occur in posterior or anterior midline
due to lack of muscular support posteriorly and poor
blood supply. In our study, posterior midline was the most
common location (98%). Suverna et al. also reported the
most common location as posterior midline.[3]

more common in young and middle-aged persons with slight
male preponderance. The exact etiology is still unknown,
but some factors such as constipation and low fiber diet are
found to be significantly associated with this condition. This
can be prevented with lifestyle modifications. In acute stages
change in diet habit by including fiber-rich diet, and stool
softeners can itself cure the condition. If it is left unattended,
the fissure-in-ano will take a chronic course which will need
intervention to manage. Hence, the patients and people who
are at risk should be educated about the preventive measures
of anal fissures, and they should be motivated to adopt a
healthy lifestyle for the better quality of life.
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