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Introduction

The treatment of complex anal fistula is challenging, and one
has to weigh recurrence against incontinence. Many surgical
and conservative procedures have been described in the
treatment of anal fistulas and can be divided in to cutting
(fistulotomy and fistulectomywith primary sphincter recon-
struction) and noncutting (endorectal advancement flap,

fibrin sealant injection, and fistula plug) procedures.1 Com-
plex fistulas such as inter- and transsphincteric, recurrent
and high fistulae consist of 23 to 70% of total fistulae.2

Surgical management of these fistulae results in recurrence
rates between 0 and 65% and postoperative incontinence
between 0 and 63%.3 Total sphincter-preserving surgerymay
result in a high rate of recurrence, while the more radical
approaches may lead to fecal continence. Therefore,
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Abstract Introduction Treatment of complex fistulas such as inter- or transsphincteric, recur-
rent, and high fistulae have high rate of recurrence or incontinence. Fistulectomy with
primary sphincter reconstruction might represent an effective and safe alternative to
reduce rate of recurrence and incontinence. The aim of this study is to assess
incontinence and recurrence after fistulectomy with primary sphincter reconstruction
for management of complex fistulas.
Material and Methods There were 60 patients with complex fistulae involving the
sphincter, with 56 male and 4 female, mean age 40.6 years, operated by fistulectomy
and primary sphincter repair over a period of 7 years. Patients were followed up for
6months for any complications, recurrence, and incontinence.
Results The majority of patients (50, 83.3%) had complete wound healing in 2 weeks,
while 4 (6.6%) patients had hematoma and superficial wound dehiscence, which were
managed conservatively and healed in 4 weeks. There was one recurrence. All patients
had good continence postoperatively, except for mild fecal incontinence (FI, score 3),
seen in 6 (10%) patients. However, all these patients regained continence within
6 weeks.
Conclusions Primary reconstruction of anal sphincter with fistulectomy is a safe
option for complex fistula-in-ano.
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fistulectomy with primary sphincter reconstruction might
represent an effective and safe alternative, as it has a lower
rate of recurrence and incontinence.

Fistulectomy and primary sphincter reconstruction have
not gained great popularity due to the risk of sphincter
damage. However, patients with third- and fourth-degree
perineal tear can achieve continence after primary sphincter
repair.4–7 This forms the basis of primary surgical recon-
struction of the anal sphincter for treatment of complex
fistulas. The aim of this study is to assess incontinence and
recurrence after fistulectomy with primary sphincter recon-
struction for management of complex fistulae.

Materials and Methods

This prospective interventional study was conducted in the
tertiary referral center in central India. Prior approval from
the institution’s Ethical Committee and informed consent
from patients were obtained. All the patients older than 18-
years having complex fistulae, fistula with multiple external
openings, and ASA I & IIwere included. Patients younger than
18-years, with ASA> II, with coagulation disorder, and those
unwilling were excluded. Diagnosis was made by clinical
history, as well as digital-rectal and proctoscopic examina-
tion. Digital x-ray and magnetic resonance imaging (MRI)
fistulograms of the perineal region were done when
required.

Both pre- and postoperative fecal incontinence (FI) were
assessed by the Wexner continence grading system. This
scale assesses the continence on a scale from 0 to 20, with a

score of 0 meaning perfect continence and 20 as total
incontinence.8

Operative Technique

The patients were placed in lithotomy position under
spinal/general anesthesia. The fistulous tract and internal
opening were delineated with 5 Fr feeding tube and methy-
lene blue dye. The tract was excised from external opening to
internal opening with the help of monopolar cautery, after
giving traction to fistula tract. In case of intersphincteric and
transsphincteric fistulae, sphincter fibers were sharply cut to
dissect the fistulous tract. The tract was excised completely.
After complete excision of fistula, the mucosal layer was
repaired by polyglactin continuous suture to make it water-
tight from cranial to caudal end. Then, the sphincter’smuscle
fibers were identified and repaired in layers by interrupted
polyglactin 2–0 suture with an overlapping technique. A
corrugated drain is placed in the cavity and taken out from
the separate incision,whichwas removed on the 5th day. Skin
and subcutaneous tissue were closed with an interrupted
polyglactin 2–0 suture (►Fig. 1).

Postoperative Care

Antibiotics were given 12hours before surgery, at the time of
induction of anesthesia, and continued up to the 3rd post
operatively day. Perineal wound care included sitz’s baths
and local povidone-iodine ointment application. Patients
were prescribed laxatives and analgesics according to need.

Fig. 1 Patient images a) preoperative, b) intraoperative, c) excised fistula tract, d) post operative.
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Follow-upwasdoneon the2ndweek, 4thweek, 3-months, and
6-months for any complications, recurrence, and incontinence.

Results

There were 60 patients, 56 male and 4 female, operated for
fistula over a period of 7 years (August 2012 to Decem-
ber 2019). Their ages ranged from 19 to 60 years (mean: 40.6
years). From the total, 50 patients had single external open-
ing and 10 had multiple external openings. All patients had
complex fistulae involving sphincters, including 14 trans-
sphincteric (23.3%) and 46 intersphincteric (76.6%). In order
of frequency, the presenting symptoms were pain (56.7%),
swelling (33.3%), constipation (30%), and bleeding (10%).

The majority of patients (50, 83.3%), had complete wound
healing in <2 weeks’ time. However, 4 (6.6%) patients had
hematoma and superficial wound dehiscence, which were
managed conservatively and healed in 4 weeks (►Table 1).

None of the patient had preoperative incontinence. All
patients had good continence postoperatively except mild
fecal incontinence (score 3) was seen in 6 (10%) patients
(►Table 2). All these patients had transsphincteric fistulas
withmultiple openings. However, all these patients regained

continence within 6 weeks without any intervention. One
patient, who had tuberculosis as etiology, had a recurrence of
fistula (►Table 3). Histopathological examination of the
fistulous tract showed nonspecific granulation of tissues in
58 (96.6%) and tuberculosis in 2 (3.33%) patients. The mean
postoperative hospital stay was 5.4�1.5 days. The mean
follow-up period was 6 months.

Discussion

The fact remains that an “ideal” procedure for anal fistula
remains elusive. Treatment of analfistula depends on anatom-
ical relationships of the fistula with sphincter complex. Low
fistulas can be treated in a single stage by fistulotomy with
minimal risk of recurrence or incontinence.9 The complex
fistulas includehigh transsphincteric, suprasphincteric, extra-
sphincteric, all anterior transsphincteric fistulas in women,
and those caused by inflammatory diseases.10 However, fis-
tulotomy, even for “simple” fistula, can result in some form of
incontinence in approximately 12% of patients.11 This makes
management of high complex fistulas even more challenging,
because cure has to be weighed against incontinence.

In an attempt to preserve continence, various noncutting
procedures such as simple drainage (seton), fibrin sealant, or
anal fistula plug, endorectal or dermal flaps, and ligation of
intersphinctericfistula tract (LIFT) havebeenproposed. Though
these procedures result in low rate of incontinence but recur-
rence rate is significantly higher, and their long-term efficacy
needs to be clarified in large long-term randomized trials.12

In search of an ideal treatment (associated with low recur-
rence rates, minimal incontinence, and good quality of life) for
anorectal fistulae, fistulectomy with primary reconstruction of
sphincter has been tried. However, primarily cutting the

Table 1 Postoperative negative outcomes

S no. Outcome No. of patients

1 Perianal hematoma/
wound dehiscence

4 (6.6%)

2 Fecal incontinence 6 (10%)

3 Recurrence 1 (1.6%)

Table 3 Classification of fistula in relationship with sphincter

Type of fistula� External Openings N¼60 (100%) FI¼ 6 (10%) Recurrence¼ (1.6%) Etymology

Extrasphincteric – Nil – – –

Suprasphincteric – Nil – – –

Transsphincteric Single 5 (8.3%) –

Multiple 9 (15%) 5 (8.3%) 1 (1.6%) Tuberculosis

Intersphincteric Single 45 (75%) – – –

Multiple 1 (1.6%) 1 (1.6%) – –

Submucosal – Nil – – –

Abbreviation: FI, fecal incontinence. Note: �According to Parks et al.’s classification of fistula-in-ano.2

Table 2 Postoperative outcomes – FI

FI score� Preoperative Postoperative

2 weeks 4 weeks 3 months 6 months

0–3
(mild)

Nil 6 (10%) 1 (1.6%) Nil Nil

4–8 (moderate) Nil Nil Nil Nil Nil

9–20 (severe) Nil Nil Nil Nil Nil

Abbreviation: FI, fecal incontinence. Note: �According to the Wexner continence grading scale.
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sphincter to remove fistula tract is regarded with skepti-
cism.13,14 Loss of sphincter integrity may cause loss of neuro-
muscular coherence, which is responsible for continence.
Furthermore, the lower risk of incontinence after sphincter
cutting has been demonstrated by comparative anatomical
studies, which show the uniqueness of this surgical procedure
and provide adequate data. Therefore, continencewill bemain-
tained even when part of the ring musculature needs to be
divided in patients with high anorectal fistulae.15 The other
mechanism that helps maintenance of continence in primary
reconstruction techniques include reconstruction of the sphinc-
ter with an overlapping technique that enhances the resistance
of the sphincter by increasing functional sphincter length.6 The
rate of incontinence for fistulectomy and sphincter reconstruc-
tion differs between 3.6 and 21.7%, with minor incontinence in
most cases. Furthermore, the risk of sphincter dehiscence after
overlapping sphincter reconstruction is low.16–21

Better understanding of physiology and anatomy of ano-
rectal sphincter leads to venturing the surgeons to cutting
the sphincter, removing the fistula and resuturing to pre-
serve continence. Patients with third- and fourth-degree
perineal tear achieved good continence after primary sphinc-
ter repair and only a few experienced incontinence of flatus.
Though some of them will have persistent sonographic
external and internal anal sphincter defect, none will have
clinically evident incontinence.4–7 Skeptics believe this radi-
cal approach seems logical for malignancy or incontinent
patients following third degree perineal tear or congenital
malformations. However, using same approach for benign
disease like fistula-in-ano is not justifiable, especially if few
patients become incontinent. One must define the exact
indications for this technique and, presently, complex high
fistulas and recurrent fistula may be the only ones.

In this study, complexfistulaewere treated byfistulectomy
andprimary sphincter repairwith low rate of recurrence. Also,
few patients developed mild fecal incontinence, which recov-
ered spontaneously. Cases of FI were more common in trans-
sphincteric fistulas with multiple openings due to weakening
of both internal and external anal sphincters.

To summarize, in cases of complex fistula-in-ano, complete
removal of disease may require surgical interference in the
sphincter’smusclefibers. Our studyhas showngood results after
primary reconstruction of sphincter. However, limitations of the
study include subjective assessment of FI, because of nonavail-
ability of rectal ultrasonography and anorectal manometery.

Conclusion

Primary reconstruction of anal sphincter with fistulectomy
is a safe, option for intersphincteric and transsphincteric,
complex, high, and recurrent fistula-in-ano. However, the
risk of postoperative minor fecal incontinence should be
discussed with patients preoperatively.
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