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P-22

TREATMENT OF COMPLEX PERIANAL FISTULA-CASE PRESENTATION 

Milev I, Mitevski A, Lazovski N, Georgiev A, Velkov G. 
Department of surgery, Clinical hospital of Stip, Stip, Macedonia

A perianal fistula is a pathological canal outlined with granulation tissue and lined with epitilium 
from anal glands that connects internal opening in the anal canal with external opening or open-
ings at the perianal skin. We are presenting a 51 years old patient with 15 years old history of 
perianal fistula. On preoperative evaluation by passing a probe trough the fistulous canal and 
entering the internal opening at the posterior midline it was concluded that the patient has a 
high posterior transsphincteric fistula with high blind tract. Additionally on DRE excellent rest-
ing and squeeze anal pressure were concluded. The operation was done with spinal anesthesia in 
a lithotomy position. Initially fistulectomy around the probe till the external sphincter was done. 
Then proceeded fistulotomy of the whole tissue above the probe by cutting through the whole 
external sphincter after it was concluded that the pressure at the anorectal ring is sufficient. The 
granulation tissue around the internal opening was thoroughly excised and the additional incision 
was made toward the coccyx for wide opening of the deep postanal space. Endotracheal tube was 
put in the rectum and the wound was pack with pe troleum gaze. On the 1th postoperative day 
the patient was aloud to eat and the tube was removed the second day when 3-4 sitz baths per 
day were started. On the 5th postoperative day the patient was discharged with advice for weekly 
visits. Approximately 5 months after the operation the wound is completely sealed and the patient 
has no trouble with continence for gas, liquid or solid stool. In conclusion if the pressure in the 
anal canal on the preoperative evaluation is sufficient it is safe to cut through the whole external 
sphincter posteriorly in order to make a radical operation for complex posterior perianal fistula as 
long as m. puborectalis is intact.
Keywords: complex perianal fistula, fistulotomy, anal pressure
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INTRODUCTION
A perianal fistula is a pathological canal outlined with granulation tissue and lined with epitilium from anal glands that
connects internal opening in the anal canal with external opening or openings at the perianal skin. Almost always it develops
as a chronic form of the cryptoglandular disease which starts as an infection of the anal glands in the intersphincteric plane.
In the rest of the cases it can develops from trauma, surgical procedure, IBD, anal fissure, carcinoma, radiation therapy,
actinomycosis, tuberculosis, chlamydial infection etc. A number of classifications of the disease have been proposed from
which the Park's classification is most widely used. It is based on the relationship of the fistulous tract to the external
sphincter basically dividing the fistulas into intersphincteric, transsphincteric, suprasphincteric and extrasphincteric. The
term "complex" fistula originates from this classification and describes fistulas whose treatment poses a higher risk of
impairment of continence like: high transsphincteric (the tract crosses above the lower 30-50 % of the external sphincter),
suprasphincteric, extrasphincteric, anterior fistula in a female, multiple tracts, recurrent fistula, or the patient has a
preexisting incontinence, local irradiation or Crohn's disease [1, 2]. There are several forms of treatment of perianal fistulas
which are basically a surgical procedures such as fistulotomy, fistulectomy, loose or cutting seton use, endorectal
advancement flap procedure, or some of the recent more conservative procedures like fibrin glue installation and using of
anal fistula plug [7, 8, 9].

CASE PRESENTATION
We are presenting a 51 years old patient with 15 years old history of perianal fistula (Fig. 1). On preoperative evaluation by
passing a probe trough the fistulous canal and entering the internal opening at the posterior midline it was concluded that
the patient has a high posterior transsphincteric fistula with high blind tract [7, 8]. Additionally on DRE excellent resting and
squeeze anal pressure were concluded. The operation was done with spinal anesthesia in a lithotomy position. Initially
fistulectomy (Fig. 2) around the probe till the external sphincter was done [3]. Then proceeded fistulotomy of the whole
tissue above the probe by cutting through the whole external sphincter after it was concluded that the pressure at the
anorectal ring is sufficient [7, 9]. The granulation tissue around the internal opening was thoroughly excised and the
additional incision was made toward the coccyx for wide opening of the deep postanal space (Fig. 3). Endotracheal tube was
put in the rectum and the wound was pack with petroleum gaze. On the 1st postoperative day the patient was allowed to
eat and the tube was removed the second day when 3-4 sitz baths per day were started. On the 5th postoperative day the
patient was discharged with advice for weekly visits (Fig. 4). Approximately 5 months after the operation the wound is
completely sealed and the patient has no trouble with continence for solid, liquid stool or gas. (Fig. 5).

DISCUSSION
Simple low transsphincteric fistulas are best treated only by fistulotomy with worldwide reported recurrence rate from 2%
to 9 % and rate of any form of incontinence from 0% to 17% [2]. The treatment of complex transsphincteric fistulas is more
of a surgical challenge. A number of procedures are mentioned as first line forms of treatment in this cases. However all of
them are caring big reported rates of recurrence and any form of incontinence rates. Endorectal advancement flap
procedure has reported recurrence rate from 0% to 66% and incontinence rate of any form of up to 31%.[2, 5] Use of a seton
in this cases even though it has low recurrence rate from 2%-8% has high reported incontinence rate of any form of up to
60% [6]. More recent forms of treatment with fibrin glue and anal fistula plug probably need more trials to evaluate [4, 5].
When fistulotomy is in question as a form of surgical treatment of high transsphincteric fistula in the literature there are
different standings of what can be cut of the external sphincter. The most radical approach is that you can cut the whole of
the external sphincter and not causing incontinence disorder as long as m. puborectalis is intact. The less radical approach is
that anteriorly where m. puborectalis is absent it is necessary to save the deep portion of the external sphincter. And the
least radical approach says that we should always save the deep portion when performing a fistulotomy for high
transsphincteric fistula especially in a female where fistulotomy is not the choice of treatment for anterior perianal fistula [7,
8, 9]. The incidence of continence disorders after fistulotomy for high transphincteric fistula is up to 34% which is by the way
much less than for Seton use for example where probably the excessive endoanal fibrotic scar has its role [6].

CONCLUSION
Our case is an example that the when properly indicated and performed fistulotomy can be a successful procedure in the
treatment of high transsphincteric fistula and that when the pressure in the anal canal on the preoperative evaluation is
sufficient it is safe to cut through the whole external sphincter posteriorly in order to make a radical operation for complex
posterior perianal fistula as long as m. puborectalis is intact.
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