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Abstract--Background: High fistula-in-ano is difficult to treat due to concerns of postsurgical incontinence. We had an innovation as a
technique with no recurrence rate and minimal negative effect on continence score.

Method: This is a prospective study of 49 patients operated for high anal fistula, from 2010 to 2012. After resection of extra-sphincteric
part of fistula, tract of fistula in transsphincteric portion is divided and then the surgeon decided that whether excise fibrotic tissue or
saving them to achieve better alignment and at last both cross-sections of the cutting muscles placed in opposite side of each other with
little distance by suturing edges of sphincter to the base of wound or to the skin instead of sphincter repair. Evaluation of the continence
score and fistula recurrence rate of the patients with interval time of before and 6, 10 weeks and one year after surgery were conducted.
Results: The mean age of the patients was 42.85+14.9 years. The mean length of fistula tract was 7+2.7. Also mean of wexner score before
surgery was 1, and 6& 10 weeks and one year after surgery was 0.6, 0.56 and 0.5, respectively. Eight of patients had puborectalis
involvement (16.3%) and nine of them (18.4%) had horseshoe fistulas. Forty four of forty nine patients (93%) after 10 weeks had complete

healing.

Conclusion: Alignment of sphincter can be a problem solving technique in high transsphincteric fistula surgery.
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INTRODUCTION:

Fistula-in-ano is one of the commonly encountered surgical
problems. High transsphincteric fistula-in-anoare difficult to
treat since the conventional laying-open will lead to division
of most of the anal sphincter muscles resulting in
incontinence [1, 2, 3, 4]. A transsphincteric fistula, running
through the lower third of the external ana sphincter can be
cured in most cases by a simple "laying-open" technique.
This procedure is less appropriate for fistulas running through
the middle and upper third of the external anal sphincter or
puborectalis. In such cases with a high transsphincteric fistula
division and subsequent separation of both sphincters edges,
it is expected inevitably to have impaired continence.

The ultimate purpose of surgical treatment for an ana
fistula is the eradication of sepsis while maintaining
continence. To achieve these goals, it is essentia to identify
the fistula anatomy, as well as the relationship between the
fistula tract and the sphincters, before or at the time of
surgery [4].

Surgical options include Park’s fistulotomy, insertion of a
seton, primary fistulectomy with occlusion of the interna
ostium, fistulotomy with primary repair of the sphincter,
endorectal advancement flaps, anocutaneous advancement
flap, repair of fistula using fibrin adhesive glue and re-routing
the fistula[1,5,6].
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There are various procedures that have been used for saving
the sphincters but they cannot definitively identify the whole
anatomy of the fistula tract. None of the preoperative
evaluations such as MRI, endoanalsonography have 100%
accuracy for diagnosis of extensions and collections. [7]
Aslaying open let the surgeon better exposure for complete
diagnosis of collections and extensions of and fistulas, it has
the least rate of recurrence in different options of treatments
for fistula. In high transsphincteric fistulas, cutting the
sphincter may lead to some degree of incontinence. [1]
Unfortunately sphincter repair is not possible in al cases
because it could prevent the drainage of deep collections and
extensions and |eads to more probability of recurrence.

Recurrence of fistula can increase the rate of morbidity and
is not cost benefit for the patients. Both recurrence and
incontinence have major psychological effect on patients.
Novel technique of alignment has access to extensions and
collections leading to less recurrence rate and also does not
negative effect on continence by taking control of sphincter
cross-sectionsrepair.

METHODS

This prospective study conducted on 49 patients with high
fistula passing throuh middle or upper third of external anal
sphincter or puborectalis who underwent peri anal fistulae
surgery between 2010 to 2012. A thorough History and
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physical examination before surgery was taken from
patients.Exclusioncritera was. hx of CVA;colorectal cancer;
brain disorder ;multiple sclerosis; history of major pelvic
surgery; rectal prolaps;IBD and IBS.

Patients were given consent form for using this novel
technique.History of previous perianal abcess,surgery for
fissure,hemorrhoids or fistula was taken from patients.
Wexner score of each patient was calculated before entering
in the study and patient should not have any incontinence
(wexner score: 0-1) before surgical intervention.
Characteristics of fistula such as site of ext and internal
opening,length of the tract were recorded.Patients with
confusing physical examination underwent endoanal
ultrasound ,or MRI for more accurate details as definition of
fistula tracts, extension(s) or any collection(s). We evaluated
the continence and recurrence of the patients at the times of 6
and 10 weeks and 1 year after surgery
Surgical Technique:

First, probing of fistula tract is done, and then fistulectomy
of the extra-sphincteric part of the fistula is done and all
fibrosis in extra-sphincteric part with perfect drainage are
removed. Sphincter is divided with knife. The diseased Crypt
is excised. The surgeon examined carefully the tract of the
fistula to find any collections or extensions and drain or
curette them properly.

After identifying the anatomy of fistula the surgeon decides
whether repair the sphincters or not. If primary repair of
sphincters inhibit drainage of deep collections then surgeon
do the alignment.

In the next step, it is important to make a decision about
excising or keeping the fibrosis, it depends on how to this act
help to align the cross sections of sphincters. Therefore, if
fibrosis helps the alignment it does not excise, and if fibrosis
disturbs alignment by the retraction of sphincters edges, the
surgeon should excise the fibrosis, and fix the sphincter edges
to the base of wound or skin or mucosa in an appropriate
place for aigning the external sphincter cross-sections with
little distance. So, in the last step, both levels of the cutting
muscles are placed against each other without repair.

In post-operative period at first deep extra-sphincteric
portions of fistula hea from the base, then healing of
sphincters occurs and eventually the skin and mucosa cover
the wound.so, the tract is keeping opened as long as deep
collections are filled completely and at last because of
alignment of sphincters, they will be joined together correctly
in next step.

In 6, 10 weeks and 1 year after surgery, patients were
evaluated for healing of their wounds and Wexner score was
calculated for each patients.

RESULTS

In this study, 49 patients were evaluated. There were 49
patients we evaluated . The mean age of them was 42.85+14.9
years. The mean length of fistula tract was 7+2.7 cm. Fifteen
of them were male (30.6%) and 34 (69.4%) were females.
Three of the patients (6.1%) had history of pelvic floor
surgery. Two of patients (4.1%) had hx of fissure surgery and
4.1% had hx of hemorrhoid surgery and 5 of them (10.2%)
had hx of fistula surgery.
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Thirty six patients (73.5%) had hx of peri ana abscess from
whom 17 patients (34.7%) drained spontaneously and 19 of
them (38.8%) had drainage of abscess by surgery.

Mean of wexner score before surgery was 1, but 6, 10
weeks and 1 year after surgery, it changed to 0.6, 0.56 and
0.5 respectively. The most common site for external opening
was 2 0’clock of lithotomy (9 of 28 fistulas with ext orifice).
According to our observation during surgery 18 patients
(36.7%) had internal opening at 12 o'clock and 10 patients
(20.4%) at 6 o'clock. Eight of patients had puborectais
involvement (16.3%) and nine of them (18.4%) had
horseshoe fistulas. Forty four of forty nine of our patients
(93%) had complete healing after 10 weeks and there was no
recurrence after one year in any patients.

After 6 weeks of surgery only one patient (2%) had mild
stricture.

DISCUSSION

Important and common complications for peri ana fistulas
are: recurrence, gas incontinence, damage to anal sphincters,
delayed healing and soilage. These complications are more
common in high trans-sphincteric fistulas. [8] These studies
evaluated incontinence but they didn’t follow patients for
detecting recurrence.

In a study conducted by Parakash&collegues on 120
patients with fistulectomy and primary reconstruction there
were 3 recurrences without any permanent incontinence. [2]
In another study performing by AbdorahimNahidi et al., 98
patients for transsphincteric fistulas and primary
reconstruction were studied, they had not any permanent
incontinence, but 93 of them had gas incontinence (mild to
moderate) which improved after 4 months of prescription of
Diphenoxylate tablet. [8] By our technique four patients
(8.1%) had sometimes soilage and only one patient (2%)
always had soilage. Six of the cases (12%) had sometimes
gas incontinence and only 1 patient aways had gas
incontinence without recurrence rate. This is reasonable
continence outcome for high fistula surgery despite some
puborectalisinvolment and some previous unsuccessful
operation before our intervention. Despite our web searches
and textbooksthis technique for high transsphincteric fistulas
is novel .With regarding to follow up of patients for one year
and not having reccurence after this time, and also with
considering our evauations, this study reveals that this
procedure does not have negative effect on continence of the
patients.

CONCLUSION
Alignment of sphincter can be a problem solving technique
in high transsphincteric fistula surgery.
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