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ABSTRACT

Introduction: Surgery is the only mainstay treatment for fistula-in-ano. Fistula-in-ano
is known to human for more than 2000 years, but still the surgical treatment remains
challenging, due to differences in success, reoccurrence rates and incontinence risks. Till
date, fistulotomy procedures is known as the gold standered surgical treatment, with a
perfect surgical field view and allowing direct access to the source of inflammation

The aim of this prospective study is to evaluate the safety and long-term efficacy of
Fistulotomy with end to end primary sphincteroplasty and to assess its impact on
patients’ postoperative continence status, recurrence, wound and satisfaction.

Materials and methods: N=35 in both the groups (Fistulotomy with sphincteroplasty
group and Fistulotomy without sphincteroplasty group) inclusion criteria the patients
who of fistula-in-ano with probable etiology of cryptoglandular theory.

Result and discussion: Incontinence was seen in 9 (25.7%) patients in fistulotomy
group and 2 (5.7%) patients in fistulotomy with sphincterotomy group. Recurrence was
seen in 12 (34.3%) patients in fistulotomy group and 4 (11.4%) patients in fistulotomy
with sphincterotomy group. Wound infection was seen in 16 (45.7%) patients in
fistulotomy group and 7 (20%) patients in fistulotomy with sphincterotomy group. The
mean satisfaction score in fistulotomy group was 7.06 + 0.54 and in fistulotomy with
sphincterotomy group was 8.26 + 0.61.

Conclusion: The total outcomes for the patient with fistula-in-ano, which have undergone
fistulotomy with sphincteroplasty, the outcomes are much better in terms of recurrence,
incontinence; post op wound infection and patient satisfaction.
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Introduction

Fistula-in-ano (anal fistula) in simple language can
be described as a connection (a granulomatous tract)
between an internal opening in the anal canal and an
external opening (single or multiple) in skin through
which an abscess has drained. Fistula-in-ano has
been regarded as chronic form of the suppurative
process of ano rectal infection [1]. Surgery is the only
mainstay treatment for fistula-in-ano. Fistula-in-ano
is known to human for more than 2000 years, but
still the surgical treatment remains challenging, due
to differences in success, reoccurrence rates and in-
continence risks. Till date, fistulotomy procedures are
known as the gold standered surgical treatment, with
a perfect surgical field view and allowing direct access
to the source of inflammation [2]. Today, in the world

of researches and inventions, with the help of better
knowledge of anorectal anatomy, pathology and tech-
niques, limitless surgeries are done and newer meth-
ods of treatment for fistula-in-ano are coming. Com-
monly done surgical procedures for fistula-in-ano are
Fistulectomy, fistulotomy, over-the scope-clip (OTSC),
Trans anal opening of inter-sphincteric space (TRO-
PIS), stem cell, filac laser, Ligation of inter-sphincteric
fistula tract (LIFT), Video assisted anal fistula treat-
ment (VAAFT), fibrin glue, advancement flap, fistula
plug, seton insertion(draining and cutting),sphincter
repair surgeries like fistulotomy or fistulectomy with
sphincteroplasty [3]. Parkash et al, in 1985, proposed
a technique of fistulotomy with end to end primary
sphincteroplasty (FIPS) for complex anal fistula. But
this technique has always been regarded with un-
trust, mainly due to the lack of scientific evidence on
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the risk of postoperative fecal continence impairment.
Now, again interest of surgeons in FIPS is gradually in-
creasing [4]. In high fistula-in-ano, due to fear of sphinc-
ter injury, there is incomplete drainage of abscess by
surgeons that lead to reoccurrence of fistula-in-ano [5].
FIPS will help surgeon to drain the abscess complete-
ly, so that there will be minimum risk of recurrence of
fistula-in-ano and patient will be more satisfied. Disad-
vantages of fisulotomy with primary sphinceteroplas-
ty, are long hospital stay and a large wound. But with
proper care, wound can be completely healed and pa-
tient can be completely cured with fistula-in-ano. The
aim of this prospective study is to evaluate the safety
and long-term efficacy of Fistulotomy with end to end
primary sphincteroplasty and to assess its impact on
patients’ postoperative continence status, recurrence,
wound and satisfaction [6].

Materials and Methods

Sources of data

All patients with high anal fistula are coming to Depart-
ment of General Surgery in M.Y. Hospital, Indore (M.P).

Study design

Prospective, non-randomized and interventional study
Study population

All Patients with Fistula-in-ano cases

Study period

March 2020 to February 2021

Place of study

M.Y. Hospital, Indore (M.P)

Sample size

Total=70 patients

N=35 in both the groups (Fistulotomy with sphinc-
teroplasty group and Fistulotomy without sphinc-
teroplasty group) [7].

Inclusion criteria

The patients who are clinically diagnosed as high fis-
tula-in-ano in all ages and both Sex, with probable eti-
ology of cryptoglandular theory who are subjected to
relevant investigation and undergo surgery were be
included [8].

Exclusion criteria
1. Patient refusal

2. Anal fistulae may be found in association with specif-
ic conditions such as

a. Crohn’s disease

b. Tuberculosis

c. Lymphogranuloma Venereum
d. Actinomycosis

e. Rectal Duplication

f. Foreign Body
g. Malignancy
h. Recurrence

Methodology

This prospective clinical comparative study which was
carried out on 70 patients, in which 35 pateints had
gone through technique as fistulotomy with sphinc-
teroplasty and rest 35 patients undergone fistulotomy
without sphincteroplasty in the patient of high anal
fistula Department of General Surgery M.Y. Hospital,
Indore, M.P, between March 2020 and February 2021.
The study was approved by the local ethics commit-
tee. All patients were informed about the other surgi-
cal techniques, their results, and complications for the
treatment of perianal fistulas. The sphincter was re-
paired by absorbable suture Vicryl 3-0 and fistulotomy
was done as usual [9]. The possible outcomes and com-
plications were explained to all patients. All patients
who were included in study had no complained of any
degree of faecal incontinence. A watchful physical ex-
amination is done for the diagnosis of anal fistulas in
each patient. A day before surgery, each one of patients
was given bowel preparation regimen, using Polyeth-
ylene glycol and enema on the day of surgery. Intrave-
nous prophylaxis with antibiotics (i.v.ceftriaxone with
sulbactum, 1.5 gm and i.v metronidazole 100 ml) was
administered to all patients before surgery. To identify
external and internal fistulous opening and tract, ex-
amination done under Spinal anaesthesia and the fistu-
la lithotomy (extended lithotomy) position were used.
The fistula tract was probed gently, cannulated and
cleaned with gauze in to remove the epithelial lining.
Distance of external and internal openings were mea-
sured using sterile scale. The tract was curetted and the
granulation tissue was removed [10]. Length of fistula
tract was measured. Sphincter was cut to completely
remove the fistulous tract and repaired with vicryl 3-0
in a single layer. Anal opening was packed with a roller
pack soaked in Sucralfate, povidine-iodine and metro-
nidazole. Pack was removed on next day. His postoper-
ative oral intake was restricted for 12 hours. Liquid diet
was allowed after 12 hours gradually to regular diet.
Patients received prophylactic doses of oral ciproflox-
acin and metronidazole for next seven days and were
instructed to apply topical ointment of Metrogyl-P to
the external wound daily for seven days. Moreover,
pain medication (eg. Paracetamol) was prescribed as
required. Patients were instructed to do sitz bath daily
four times a day for 7 days. Patients were compared on
the platform of recurrence incontinence, wound infec-
tion and satisfaction (out of 10) [11].

In both the groups the incidence of wound infection
was very high at 15 days follow-up, which gradually
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reduced in both the groups and by 180 days, only 1 pa-
tient in fistulotomy group had wound infection. At all
the follow-up, the proportional comparison of wound
infection was found to be statistically not significant
(P>0.05), showing a comparable proportional compli-
cations between the two groups at all the follow-ups
[12].

Observation and Results

Wound infection

At 15 days: The incidence of wound infection in fistu-
lotomy group was 13 (37.1%) and in fistulotomy with
sphincteroplasty group was 10 (28.6%). The incidence
of wound infection was comparable between the two
groups (P=0.611).

At 30 days: The incidence of wound infection in fistu-
lotomy group was 9 (25.7%) and in fistulotomy with
sphincteroplasty group was 5 (14.3%). The incidence
of wound infection was comparable between the two
groups (P=0.371).

At 45 days: The incidence of wound infection in fistu-
lotomy group was 8 (22.9%) and in fistulotomy with
sphincteroplasty group was 4 (11.4%). The incidence
of wound infection was comparable between the two
groups (P=0.342).

At 60 days: The incidence of wound infection in fis-
tulotomy group was 7 (20%) and in fistulotomy with
sphincteroplasty group was 2 (5.7%). The incidence
of wound infection was comparable between the two
groups (P=0.151).

At 90 days: The incidence of wound infection in fistu-
lotomy group was 4 (11.4%) and in fistulotomy with
sphincteroplasty group was 1 (2.9%). The incidence
of wound infection was comparable between the two
groups (P=0.356).

At 180 days: The incidence of wound infection in fis-
tulotomy group was 1 (2.9%) and in fistulotomy with
sphincteroplasty group was 0 (0.0%). The incidence
of wound infection was comparable between the two

groups (P=1.000).

In both the groups the incidence of wound infection
was very high at 15 days follow-up, which gradually
reduced in both the groups and by 180 days, only 1 pa-
tient in fistulotomy group had wound infection. At all
the follow-up, the proportional comparison of wound
infection was found to be statistically not significant
(P>0.05), showing a comparable proportional compli-

cations between the two groups at all the follow-ups
(Table 1).

Wound infection

[t was seen in 16 (45.7%) patients in fistulotomy group
and 7 (20%) patients in fistulotomy with sphinc-
teroplasty group. The wound infection rate was signifi-
cantly higher fistulotomy group in comparison to fistu-
lotomy with sphincteroplasty group (P=0.041).

Incontinence

It was seen in 9 (25.7%) patients in fistulotomy group
and 2 (5.7%) patients in fistulotomy with sphinc-
teroplasty group. The incontinence rate was signifi-
cantly higher fistulotomy group in comparison to fistu-
lotomy with sphincteroplasty group (P=0.045).

Recurrence

It was seen in 12 (34.3%) patients in fistulotomy group
and 4 (11.4%) patients in fistulotomy with sphinc-
teroplasty group. The recurrence rate was significantly
higher fistulotomy group in comparison to fistulotomy
with sphincteroplasty group (P=0.044).

All the postoperative complications were significantly
more in fistulotomy group compared to fistulotomy
with sphincteroplasty group.

The mean satisfaction score (out of 10) in fistulotomy
group was 7.06 * 0.54 and in fistulotomy with sphinc-
teroplasty group was 8.26 * 0.61. The mean satisfac-
tion score was significantly higher in fistulotomy with
sphincteroplasty group in comparison to the fistuloto-
my group (P=0.001) (Figure 1-3).

Table 1. Participants’ demographic and placement experi-ence (n = 168).

Postoperative complica- Group

Fisher’s exact p value

tions Fistulotomy Group

Fistulotomy with sphinc-
teroplasty group (n=35)

Wound infection 16 7 P=0.041*
45.70% 20.00%

Incontinence 9 2 P=0.045*
25.70% 5.70%

Recurrence 12 4 P=0.044*
34.30% 11.40%

Note: Fisher’s Exact Test applied. P value<0.05 was taken as statistically significant.
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Table 1. Fistulotomy with primary sphincteroplasty using vicryl.

TR

Table 3. Post op incontinence.

Discussion

Fistula-in-ano is a very common disease among popu-
lation, patient suffers a lot and there is a social stigma
of it. Surgeons are trying from last 700 years for the ef-
fective treatment of fistula, but still the best treatment
option remains the mystery [13]. In high fistula-in-ano
if we go for simple fistulotomy then, we have to cut the
anal sphincter which will result in post operative in-
continence. If to prevent the incontinence, anal sphinc-
ters will not be damaged and improper drainage of the

abscess and removal of fistula will lead to recurrence,
forcing the patient to come to hospital again and again
[14]. After the technique of Fistulotomy with primary
sphincteroplasty by Prakesh 1985, high fistula-in-ano
was reconsidered and fistulotomy was done with prop-
er cutting of anal sphincters and again anal sphincters
were repaired [15]. There were lower rates of recur-
rence, incontinence, post op wound infection and
increased patient satisfaction. In our study on 70 pa-
tients, 35 patients were operated with fistulotomy and
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35 with fistulotomy with sphincteroplasty were done
[16]. The final results were:

Incontinence

It was seen in 9 (25.7%) patients in fistulotomy group
and 2 (5.7%) patients in fistulotomy with sphincter-
otomy group. The incontinence rate was significantly
higher fistulotomy group in comparison to fistulotomy
with sphincterotomy group.

Recurrence

It was seen in 12 (34.3%) patients in fistulotomy group
and 4 (11.4%) patients in fistulotomy with sphincter-
otomy group. The recurrence rate was significantly
higher fistulotomy group in comparison to fistulotomy
with sphincterotomy group.

Table 2. Comparison of my studies with other studies (4-18).

Wound infection

It was seen in 16 (45.7%) patients in fistulotomy group
and 7 (20%) patients in fistulotomy with sphincterot-
omy group. The wound infection rate was significantly
higher fistulotomy group in comparison to fistulotomy
with sphincterotomy group [17].

The mean satisfaction score (out of 10) in fistulotomy
group was 7.06 * 0.54 and in fistulotomy with sphinc-
terotomy group was 8.26 * 0.61. The mean satisfac-
tion score was significantly higher in fistulotomy with
sphincterotomy group in comparison to the fistulot-
omy group [18]. All the postoperative complications
were significantly more in fistulotomy group compared
to fistulotomy with sphincterotomy group (Table 2).

Studies Incontinence no Time to recurrence SKkin suture Follow- up Success no

(%) (mean months) healingno  (months) (%)

(%)
Parkash et al. 3(3.7) 5.3 66 (79.5) 6-60 117 (97.5)
Lux et al. 21 (45.7) NOT REPORTED - 16 46 (100)
Christiansenet 3 (21.4) 13.5 14 (100) 12-48 12 (85.7)
al.
Lewis NOT REPORTED NOT REPORTED - NOT REPORT- 29 (90.6)
ED

Gemsenjager 1(4.8) NOT REPORTED 20 (95.2) 2-9 20 (95.2)
Toccacelietal. 0 0 33(91.7) 12 33(91.7)
Roig et al. 5(20.0) 2.3 - 24 28 (90.3)
Perez et al. 4(17.4) NOT REPORTED 8 (28.6) 36 26 (92.9)
Jivapaisarnpong 0 1.5 - 14 29 (87.9)
etal.
Roig et al. 11 (18.3) 5.4 - 13 67 (89.3)
Kraemer et al. 3(4.2) 34 (89.5) 16 37 (97.4)
Arroyo et al. 8 (11.6) 20 21 (30.0) 81 64 (91.4)
Ratto et al. 8 (11.6) 17.4 - 29.4 69 (95.8)
Hirschburger 3(6) NOT REPORTED - 22 44 (88.0)
etal.
Average Our 13.1 9.3 73.5 26.3 92.4
study
Fistulotomy 2 (5.7%) 4 (11.4%) - 180 days 91.65%
with sphinc-
teroplasty
Fistulotomy 9 (25.7%) 12 (34.3%) - 180 days 70%
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Conclusion

In our prospective study, we want to conclude that
the total outcomes for the patient with fistula-in-ano,
in which if do only fistulotomy there are high chanc-
es of recurrence, incontinence, less satisfaction to the
patient and more wound infection due to incomplete
drainage of abscess. While if we perform fistulotomy
with sphincteroplasty, the outcomes are much better
in terms of recurrence, incontinence, post op wound
infection and patient satisfaction. Hence, by our study,
we can recommend that for high fistula-in-ano, we
should do fistulotomy with sphincteroplasty.
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