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ABSTRACT
Background: Perianal fistulas remain a surgical treatment challenge in colorectal practice due to high recurrence
rates and the risk of postoperative wound infection and incontinence. Anal fistula represents one of the most frequent
anorectal diseases.
Methods: This is a randomized comparative prospective study of 30 cases of fistula-in-ano presenting at the surgical
OPD of Almeen Medical College and Research Institute from 1 September 2017 to 31 june 2018.
Results: In our study the age of the patient varied from 25-60 years, patient’s wound healed in 3-4 weeks in those
who underwent open fistulectomy, whereas in the primary closure method the wounds healed in 1-2 weeks.
Recurrence of fistula occurred in 5 patients.
Conclusions: The primary closure method of fistulectomy is a safe and feasible method and more effective in the
management of fistula-in-ano.
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INTRODUCTION
Perianal fistulas remain a surgical treatment challenge in
colorectal practice due to high recurrence rates and the
risk of postoperative wound infection and incontinence.
Anal fistula represents one of the most frequent anorectal
diseases.1 The prevalence in men is 12.3 cases per
100,000 population while in women, it is 5.6 cases per
100,000 population.
The common pathogenesis is the bursting open of an
acute or inadequately treated ano-rectal abscess. This can
be Prevented by providing treat on time and in a correct
manner. Patients commonly present with discharge, and
repeated abscess formation.Fistula in ano are Classified
into
Inter-sphincteric,
Trans-sphincteric,
Suprasphincteric or Extra-sphincteric by Parks based on the
location of the fistula in relation to the anal sphincters.

Ideal surgical treatment for anal fistula should aim to
eradicate sepsis and promote healing of the tract, whilst
preserving the sphincters and the mechanism of
continence. In the surgical management of fistula-in-ano,
the two standard procedures used are - a fistulotomy and
a fistulectomy.2,3 Fistulotomy involves laying open of
fistulous tract wherein the fistulous tunnel is laid open,
which allows the fistula to heal from below upwards.4
Fistulectomy, on the other hand aims at complete
removal of the fistulous tract which is supposed to
eliminate the risk of missing secondary tracts.3
A low anal fistula is defined as one that has the internal
opening below the anorectal ring. Traditionally, the
resulting wounds, being contaminated, are left open to
granulate, from the base up. Both these conventional
methods are associated with prolonged healing times and
have concerns regarding continence.5
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Aim of the study is to study the outcome of primary
wound closure over non closure of wound after
fistulectomy in low anal Fistulas.

examination done and both external and internal openings
were identified with probe. Fistula tract was excised and
left open with complete haemostasis. This procedure was
done in group A.

METHODS
This is a randomized comparative prospective study of 30
cases of fistula-in-ano presenting at the surgical OPD of
Almeen Medical College and Research Institute from 1
September 2017 to 31 June 2018.
Patients were divided in two groups based on odd and
even numbes, A and B containing 15 patients each.
Patient of group A underwent fistulectomy alone whereas
patients of group B underwent fistulectomy with primary
closure of wound. All the patients were followed for 06
weeks. On each visit, healing was assessed by naked eye
examination of epithelialization.
Detail clinical history, thorough clinical examination
including per rectal examination were done in all the
cases. All patients had undergone routine blood
investigations, Chest X-Ray and ECG prior to surgery. In
doubtful cases MRI were done.

After excising the fistula tract wound was closed in
layers, sutures were removed on 7 to 10 postoperative
day. This procedure was done in group B
RESULTS
In our study the age of the patient varied from 25-60
years with a mean age 42.7 in Group A and 43.1 in Group
B shown in Table 1.
Table 1: Comparison of mean age between study
groups.
Parameters
Age (years)

Group A
Mean SD
42.7
11.3

Group B
Mean SD
43.1
11.3

P value
0.923

Out of 30, 20 males 10 females. 9 male patient undergone
had undergone primary closure and 6 female patient had
undergone primary closure (Table 2).

Statistical analysis used
All characteristics were summarized descriptively. For
continuous variables, the summary statistics of mean±
standard deviation (SD) were used. For categorical data,
the number and percentage were used in the data
summaries and diagrammatic presentation. Chi-square
(χ2) test was used for association between two categorical
variables. The difference of the means of analysis
variables between two independent groups was tested by
unpaired t test. If the p-value was < 0.05, then the results
were considered to be statistically significant otherwise it
was considered as not statistically significant. Data were
analyzed using SPSS software v.23.0 and Microsoft
office 2007.
Inclusion criteria
The presence of low Anal Fistulas including: transsphincteric, inter sphincteric and subcutaneous fistula
Exclusion criteria






Recurrent fistula
patients with associated conditions such as anal
fissure, hemorrhoids,Carcinoma
Irradiation
Presence of multiple secondary branching tracts or
multiple external openings
Patients with suspected high anal fistula

Techniques of surgery
After obtaining consent from patient and relatives. Under
spinal anesthesia in lithotomy position per rectal

Table 2: Distribution of sex between study groups.
Sex
Male
Female
Total

Group A
N
%
11
73.3
4
26.7
15
100.0

Group B
N
%
9
60.0
6
40.0
15
100.0

P
value
0.439

The major cause for fistula-in-ano was anorectal abscess,
inadequately drained abscess Shown in Table 3 and
Figure 1. Fistulous opening Internal opening
Proctoscopic examination revealed all the internal
openings in our study. External opening In our study
group of 30 patients, 7 had anterior and 23 had posterior
openings. In our study, majority of the patient’s wound
healed in 3-4 weeks in those who underwent open
fistulectomy, whereas in the primary closure method the
wounds healed in 1-2 weeks Shown in Table 4 and Figure
2. Retention of urine was the commonest complication in
the immediate postoperative period. Apart from that 2
patients had haemorrhage. Recurrence of fistula occurred
in 5 patients.
Table 3: Distribution of causes between study groups.
Causes
Nil
Abscess
Inadequate
drainage
Total

Group A
N
%
9
60.0
6
40.0

Group B
N
%
5
33.3
4
26.7

0

0.0

6

40.0

15

100.0

15

100.0
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Table 4: Comparison of mean healing time between
study groups.
Parameters
Healing (weeks)

Group A
Mean SD
4.0
0.8

Group B
Mean SD
1.9
1.0

P value
<0.001*

60.0%
60.0%
50.0%
Percentage

40.0%
40.0%

40.0%

33.3%
26.7%

30.0%
20.0%
10.0%

0.0%
0.0%
NIL

ABSCESS

GROUP A

INADEQUATE
DRAINAGE

GROUP B

In a study by Shahbaz et al, the peak incidence of fistulain-ano was 21-40 years of age group and the male:female
ratio was 4:1. In our study also the peak age incidence
was 21-40 years with a male:female ratio of 4:1.8
In a study by Vasilevsky et al, the cause for fistula-in-ano
was anorectal abscess (21%), I and D (39%) and previous
surgery (11%). In our study of 52 cases, the causes were
anorectal abscess (54%), I and D (37%) and previous
rectal surgeries (10%). This clearly proves that in our
place the major cause was anorectal abscess owing to
poor hygiene of the patients, as most of them are from
poor socio-economic group.9
In a study by Damor et al, the average wound healing
time for open fistulectomy cases was 21. 24 days and for
primary closure cases it was 8.24 days.10 In another study
by Prakash et al, the average healing period for open
group was 5 weeks while in closure group it was 2
weeks.11 In our study, the average healing period for open
fistulectomy cases was 4-5 weeks and for closure group it
was 1-3 weeks. This is again in favour of primary closure
of fistulectomy wound.
CONCLUSION

Figure 1: Distribution of causes between study groups.
The primary closure method of fistulectomy is a safe and
feasible method and more effective in the management of
fistula-in-ano, is a better alternative in the surgical
management of fistula-in ano considering the benefits of
lesser postoperative pain, early healing, early discharge,
early return to normal activity, cost effective and lesser
recurrence rate above the open fistulectomy.
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