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Injection of Botox (Allergan, Irvine, Cali−
fornia, USA) into the internal anal sphinc−
ter (IAS) has been shown to be successful
in the treatment of chronic anal fissures
and other spastic anorectal disorders [1±
3]. The current injection technique in−
volves using two or three fingers to sepa−
rate the anal canal and carefully palpate
the IAS to ensure correct placement. This
technique can be quite painful in patients
with anal fissures, and puts the physician
at risk for needle−stick injury. Also, blind
injections into the IAS may be inaccurate,
with the potential for inadvertent injec−
tion into the external sphincter. Because
of these problems, we have utilized a
technique previously described for injec−
tion of rectal varices and made adapta−
tions for the endoscopic injection of Botox
into the IAS.

With the endoscopic technique, the pa−
tient is prepared for sigmoidoscopy in
the standard fashion. Using 2 % lidocaine
jelly for lubrication, a standard upper en−
doscope is passed into the rectum. The
scope is retroflexed and the dentate line
is visualized. The rectum is washed by
flushing 100 ml of 10% povidone−1% io−
dine solution through the working chan−
nel and removing it using suction. With
the scope in the retroflexed position, the
area of the IAS just proximal to the den−
tate line is injected in a four−quadrant
fashion with 1.00 to 1.25 ml of Botox solu−
tion (20 to 25 units per injection for a to−
tal of 100 units), using a 4−mm sclerother−
apy needle. If a fissure is clearly visualiz−
ed, two of the injections are placed on ei−
ther side of the fissure. Injections are ad−
ministered as deeply as possible with the
sclerotherapy needle, to inject into the
muscle rather than the subcutaneous tis−
sue.

After we had utilized this technique in 22
consecutive patients, 20 of them (91 %) re−
ported symptomatic improvement after
1±2 treatments, which is similar to re−
ported outcomes from other authors
using the standard technique [1 ±3].
While only two patients in our series had

previously received manual Botox injec−
tion, both stated a strong preference for
the endoscopic technique, and it is our ex−
perience that the endoscopic technique is
much better tolerated by patients. In
summary, we believe endoscopic injec−
tion of Botox is more accurate and better
tolerated by patients and therefore should
supplant the manual technique.
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Figure 1 Retro−
grade endoscopic in−
jection of Botox into
the internal anal
sphincter, using the
dentate line as a
guide.
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