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ABSTRACT

Objective: To evaluate the results of patients treated with fistulectomy and primary sphincteroplasty for uncomplicated perianal
fistula.

Study Design: Observational study.

Place and Duration of the Study: Medicana International Hospital affiliated with Atilim University, Faculty of Medicine, Ankara,
Turkiye, from January 2020 to September 2023.

Methodology: In this study, patients who were operated on for perianal fistula between 2020 and 2023 were retrospectively
examined. Data were obtained retrospectively. All patients underwent preoperative perianal MRI. Clinical notes were evaluated with the
Cleveland Clinic Incontinence Score (CCIS) by physical examination. All patients were followed up on the first postoperative day, 1%
week, 1* and 3" postoperative months.

Results: A total of 44 patients who underwent fistulectomy with primary sphincteroplasty were included in the study. Twenty-six
patients (59.1%) had a history of perianal abscesses. It was observed that 34 (77.3%) of the patients had posterior, 7 (15.9%) anterior,
and 3 (6.8%) lateral fistulas. A total of 3 patients (6.8%) were observed to have minor worsening in their incontinence scores. There was
no statistically significant difference between the preoperative and postoperative 3 month Cleveland Clinic Incontinence Score values
of the patients (CCIS mean 1.6 vs. 1.7, respectively, p >0.05). Recurrence was observed in 1 patient (2.3%) during follow-ups.
Conclusion: Fistulectomy with primary sphincteroplasty is an effective and reliable method to preserve anal continence and improve

quality of life.
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INTRODUCTION

Perianal fistula (PF) is a complex and common disease. Aeti-
ology may include cryptoglandular abscess, inflammatory
diseases, infection, tumour, and idiopathic.' When treating
perianal fistula, the aim is to preserve anal continence,
prevent the development of postoperative complications, and
minimise the risk of recurrence.”’ Different techniques have
emerged in the treatment of PF, such as fistulotomy / fistulec-
tomy, fistulectomy and primary sphincteroplasty (FIPS),
endorectal advancement flaps (ERAF), seton (loose-cutting),
laser, fibrin glue, ligation of the fistula tract (LIFT), and anal
plug (anal fistula plug). Although surgery is the only curative
treatment, no surgical technique has been shown to be abso-
lutely superior in terms of effectiveness and recurrence
rate.”**
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Today, with long-term results in simple superficial fistulas,
fistulotomy /fistulectomy are still the most successful method
interms of maintaining continence and low recurrence rates.>®
However, in transsphincteric and complicated fistulas (recur-
rent fistula, high transsphincteric, extrasphincteric, supras-
phincteric, and horseshoefistulas), preserving continenceand
reducingtheriskofrecurrenceisthecrucial problem.The oper-
ating technique must be chosen by taking into account the
balance between preserving faecal continence and elimi-
nating the disease. In cases accompanied by perianal abscess,
the Seton technique, which involves draining the abscess
followed by treating the fistulatract, canbe used.>’

The objective of this study was to evaluate the complications
(bleeding, dehiscence, and incontinence, infection) and recur-
rencein the early follow-up of patients who underwent FIPS for
uncomplicated perianalfistula.

METHODOLOGY

In this study, 284 patients who were operated on for perianal
fistula between 2020 and 2023 were retrospectively examined.
The patients' demographic information, additional diseases,
anatomical fistula locations, perianal abscess history, opera-
tiontechniques, andclinical notes were examined.
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Exclusion criteria for the study were suprasphincteric fistulas,
extrasphincteric fistulas, transsphincteric fistulas with >30%
external sphincter involvement, patients with a history of
previous anorectal surgery, diabetes, inflammatory bowel
disease, and patients in whom the fistula was due to other
specific pathologies (malignancy, tuberculosis, etc.). Patients
treated with fistulectomy and sphincteroplasty for low-medium
transsphincteric perianal fistulas (<30% of external sphincter
involvement) wereincludedinthe study.

For this study, the Ethics Committee approval was received
from the Atilim University, Faculty of Medicine, Medicana Inter-
national AnkaraHospital in September2023.

Data were obtained retrospectively from clinical examination
forms. All patients underwent preoperative perianal magnetic
resonance imaging (MRI). Clinical notes were evaluated using
the Cleveland Clinic Incontinence Score (CCIS). According to
CCIS, (0 = perfect continence, 20 = complete incontinence) 0-5
was noted as mild, 6-15 as moderate, and 16-20 as severe
incontinence.

Preoperative bowel preparation was not performedinany ofthe
patients. Prophylactic 500mg ciprofloxacin + 500mg metroni-
dazole were administered intravenously to all patients before
induction of general anaesthesia. Postoperatively, all patients
used ciprofloxacin 2 x 500mg + metronidazole 3 x 500mg oral
tablets for seven days. A liquid oral diet was started at the 4"
postoperative hour and liquid diet was recommended for the
firstthreedays. All patients wereexamined onthefirst postoper-
ative day and discharged. After discharge, all patients were
followed up on the 1" week, 1¥ and 3™ postoperative months.
Clinical follow-ups of the patients were prospectively filled into
examination forms. Demographic, anatomical and opera-
tional information of the patients, complications (bleeding,
dehiscence, incontinence, andinfection), andrecurrence were
evaluated retrospectively from prospectively filled examina-
tionforms.

All patients were operated on by the same surgical team (BE,
MG, ACE) in the prone jack-knife position under general anaes-
thesia. The internal orifice was exposed by crossing the fistula
tract with the stylet placed on the external orifice (Figure 1).
The fistula tract was unroofed up to the transsphincteric part
(Figure 2). Subsequently, the transphincteric part was held
and cut with the surgical clamps. The fistula tract was irrigated
with saline after mechanical irrigation. The transsphincteric
part was held with surgical clamps. Overlapping sphinctero-
plasty was performed primarily with 2-0 polydioxanone suture
(Figure 3).

Data were collected retrospectively from prospectively-filled
examination forms. Data were expressed as the mean (+ stan-
dard deviation), and categorical data were presented as counts
and percentages. Inter-group analysis was performed using the
paired t-test. A p-value of less than 0.05 was considered to be
statistically significant. Analysis was carried out with SPSS
version 20.0 software for Windows (IBM-SPSS, Chicago, IL, USA).

0

Figure 1: Externalanalsphincterandtranssphinctericfistulatract.

Lt

Figure 3: Overlapping primary sphincteroplasty.

RESULTS

Between 2020 and 2023, 284 patients were operated on for
perianal fistula. A total of 44 patients, 19 (43.2%) males and 25
(56.8%) females, who underwent fistulectomy with primary
sphincteroplasty and met the study criteria, were included in
the study.

The average age of the patients was 50.8 = 6.9 years. Twenty-
six patients (59.1%) had a history of perianal abscesses. It was
observed that 34 (77.3%) of the patients had posterior, 7
(15.9%) anterior, and 3 (6.8%) lateral fistulas. All patients were
examined on the 1% day and followed up on the 1* week, 1* and
3" months postoperatively. No patient was lost to follow-up. No
postoperative bleeding or dehiscence of the sphincteroplasty
was observed in any of the patients. A total of 3 patients (6.8%)
were observed to have minor worsening in their incontinence
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scores. Two of these patients were women and their ages were
42 and 53, respectively. Both patients had a history of 2 vaginal
births. There was no additional comorbidity in either of them. It
was observed that CCIS increased from 2 to 4 and from 2 to 3
points, respectively. Apart from these patients, an increase in
incontinence score from 3 to 4 was observed in a 65-year male
patient. The patient had no comorbidities other than coronary
artery disease and hypertension. There was no statistically
significant difference betweenthe preoperative and postopera-
tive 3 month Cleveland Clinic Incontinence Score values of the
patients (CCISmean1.6+1.1vs.1.7+1.2(p>0.05).

During the follow-up of the patients, a recurrence was observed
in 1 (2.3%) patient. This patient, a 53-year female, had a recur-
rence in the 3" postoperative month, but it was observed that
the patientdid not develop a perianal abscess and there was no
worsening in the patient's continence (preoperative CCIS and
postoperative, CCIS=4).

DISCUSSION

Thegold standard treatmentforanalfistulaissurgery. The most
effective and minimal complication of the treatment of this
disease, which has a great impact on the quality of life of
patients, is still a matter of debate among surgeons interested
in proctology. The selection of the treatment method by experi-
enced surgeons according to the type of fistula and the under-
lying pathology, if any, is the main factor that ensures success
and low complication rates. From the author’s perspective, the
most important factor affecting postoperative success is the
experience of the surgeon specialised in proctology. Successful
treatment of the disease depends on the evaluation of the
patient by an expert surgeon, good preoperative and peropera-
tive fistula mapping, and the selection and successful imple-
mentation ofthe bestsurgicaltreatmentspecifictothe patient.

Surgeons avoid the fistulectomy technique due to the fear of
developing irreversible incontinence, especially in fistulas
involving the external sphincter. However, studies have shown
thatthistechniqueis safe when applied by surgeons specialised
in proctology.** Incontinence rates of up to 35% in advance-
mentflap applicationsand 67% in seton applications have been
reported.®**™ In this study, worsening of continence was
observed in 6.8% of cases, and this is acceptable in terms of
fistulasurgery. Forsphincteroplasty, thetechnique ofanexperi-
enced and proctology-specificsurgeon playsanessentialrolein
avoiding incontinence. With this technique, fistula can be
treated comfortably in one go and in a short time. In addi-
tion, anal discomfort (such as post-defaecation soiling and
analitching) seen duetoseton applicationis not seen afterthis
technique.****

Ratto et al. reported an overall success rate of 93.2% in 666
patients who underwent FIPS. In this study, the fistulectomy/fistu-
lotomy ratio was 10/4, and it was observed that the choice
between fistulectomy and fistulotomy did not influence the treat-
ment's success.'’ In addition, many studies have shown that over-
lapping sphincteroplasty provides better results in terms of

reducing therisk of sphincterdehiscence andlong-termanal func-
tion compared to end-to-end sphincteroplasty.®® As a result of
overlapping sphincteroplasty, Arroyo et al. observed no patient,
and Roig et al. observed only 1 case of dehiscence.™" In this
study, overlapping sphinteroplasty technically was preferred and
nodehiscence were observed.

Arroyo et al. compared the short-term and long-term results in
terms of recurrence and found them to be 5.7% vs. 8.6%, respec-
tively."**® Ratto et al. found that 4.2% of patients developed recur-
rence after an average of 17.3 months in their study.” In this
study, short-term recurrence results (2.3%) are good, but long-
termresultsneedtobefollowed up.

The most important limiting feature of FIPS treatment is that it
must be performed by surgeons experienced in proctology. Itis a
treatment that requires knowledge of anal fistula disease and the
anatomy of the anorectal region. FIPS can be preferred as a reli-
able method in experienced hands. The most important limiting
factor in this study is the small number of patients and the
unknown long-term results. In addition, there is no comparison
with othertechniquesusedforanalfistulasurgery.

CONCLUSION

The results of this study convey that this method is successful in
fistula healing and maintaining continence. Fistulectomy with
primary sphincteroplasty is seen as an effective and reliable
method for preserving anal continence and improving quality of
life.
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