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ABSTRACT

Objective: To compare the recurrence rate in patients undergoing fistulectomy using tight setons with those using video-
assisted anal fistula treatment (VAAFT).

Study Design: Comparative prospective study.

Place and Duration of Study: Department of General Surgery, MH Rawalpindi, Pakistan from May 2018 to Dec 2021.
Methodology: We included 200 patients with high trans-sphincteric anal fistula (simple or complex) of age 18 to 60 years,
having ASA I or II. Group- A comprised patients undergoing treatment with VAAFT, while Group- B included patients
undergoing treatment with Tight Seton in conventional surgery. Patients were followed for three months after the procedure.
Patients having a history of discharge around or in the vicinity of the previous external opening of the anal fistula were
labelled as having a recurrence. Recurrence was confirmed on MRI Fistulogram.

Results: The mean age of patients in Group-A was 42.10£8.26 years, and in Group-B was 42.17+7.91 years (p=0.95). There were
58 male patients in Group-A and 55 male patients in Group-B (p=0.67). The mean duration of the fistula was 5.30+1.64 months
in Group-A and 5.22+1.61 months in Group-B (p=0.72). Recurrence was diagnosed in 24 patients in Group-B and only 06
patients in Group-A (p<0.001).

Conclusion: Video-assisted anal fistula treatment (VAAFT) has a lower recurrence rate than Tight Setons in conventional

surgery in treating high trans-sphinteric anal fistula.

Keywords: Anal fistula, Recurrence, Setons, Video-assisted anal fistula treatment (VAAFT).

How to Cite This Article: Akbar MH, Bashir U, Shabbir H, Ans M, Majeed FA, Abbasi SA, Khan A, Amjad MA. Comparison of Recurrence of High
Trans-Sphinteric Anal Fistula After Vaaft and Tight Setons in Military Hospital Rawalpindi. Pak Armed Forces Med ] 2022; 72(4): 1347-1350.

DOI: https://doi.org/10.51253/pafmj.v72i4.5522

This is an Open Access article distributed under the terms of the Creative Commons Attribution License (https://creativecommons.org/licenses/by-nc/4.0/), which permits
unrestricted use, distribution, and reproduction in any medium, provided the original work is properly cited.

INTRODUCTION

A fistula in ano is a small abnormal channel that
develops between the end of the bowel (internal ope-
ning) and the skin surrounding the anus.! These
commonly develop in patients with a history of anal
abscess that does not heal properly, usually referred to
as crypto glandular in origin.? The incidence rate is 1.2-
2.8 per 10,000 population, with higher (two third)
incidence in men than women.? Anal abscess is the
commonest cause of fistula, accounting for up to 38%
of total cases. The patients usually present with itching
and anal discharge accompanied by pain relieved after
discharge of pus or blood.*

Tight Setons are commonly employed in anal
fistulas because of their availability and simplicity.
Tight Setons slowly divide the sphincters leading to
scarring with limited disruption of the muscular ring
having recurrence rates of 22%.5 Placement of Tight
Setons by conventional surgery has been routinely
practised in our hospital. Video-assisted anal fistula
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treatment (VAAFT) is a novel technique in which the
fistula tract and internal opening can be visualized
under direct endoluminal vision. It has very promising
results with a recurrence rate of only 7.5%.6

Recurrence of anal fistula is a major health prob-
lem with significant morbidity in such patients. In this
study, we compared the recurrence rate in patients
undergoing fistulectomy using tight setons with those
using VAAFT.

METHODOLOGY

This was prospective comparative study conduc-
ted from May 2018 to December 2021 at the General
Surgery Unit of Military hospital Rawalpindi, Pakistan.

Inclusion Criteria: Patients with high trans-sphincteric
anal fistula (simple or complex) of age 18 to 60 years,
having ASA I or II, were included in the study.

Exclusion Criteria: Patients having co-morbid disea-
ses such as diabetes, hypertension, or malignant disea-
ses were excluded from the study.

Written informed consent was taken from all
patients. The diagnosis of the anal fistula was made by
MRI Fistulogram. We included 200 patients, Group-A
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comprised patients undergoing treatment with
VAAFT, while Group-B included patients undergoing
treatment with Tight Seton in conventional surgery.

All the patients received rectal enema on the night
before surgery and the morning of surgery. One dose
of intravenous third generation Cephalosporin (1-
gram) and Metronidazole (500-milligrams) was admin-
istered at the time of induction of anaesthesia. Surgery
was performed under spinal anaesthesia.

In VAAFT was done using a fistuloscope having
an 8-degree angled eyepiece. After a diagnostic fistulo-
scopy, the operative phase was started by cutting the
tract with curettage and closing the internal opening
using 01-vicryl sutures.”

In conventional surgery using Tight Setons, hyd-
rogen peroxide mixed with normal saline was injected
into the external fistula opening using a 6 Fr NG tube
to identify the location of the internal opening. A 3 mm
blunt-tipped probe was passed out from the external
opening of the fistula. Granulation tissue was curetted
out with a curette. Silk 1 Seton was passed from exter-
nal to internal opening and tied tightly.

Postoperatively, patients were shifted to the
ward; two further doses of Intravenous Metronidazole
and third-generation Cephalosporin were adminis-
tered at the specified time. Patients were monitored for
the development of any complications. If stable,
patients were discharged on the first post-operative
day and passed stools. Patients were advised to take
daily baths and maintain hygiene in the operated area.
For follow-up, contact numbers of the patient were
recorded, and recurrence was measured within three
months postoperatively to determine recurrence.
Patients having a history of discharge around or in the
vicinity of the previous external opening of the anal
fistula were labelled as having a recurrence. In
addition, patients were assessed through Digital Rectal
Examination and Proctoscopy. Recurrence, if clinically
present, was confirmed on MRI Fistulogram.

Statistical Package for Social Sciences (SPSS) ver-
sion 21.0 was used for the data analysis. For qualitative
variables like gender and fistula recurrence, frequency
and percentage were calculated. For quantitative
variables like age, Mean+SD deviation was calculated.
The chi-square test was used to compare the fistula
recurrence between the two Groups.

RESULTS

The mean age of patients in Group-A was 42.10 +
8.26 years, and in Group-B was 4217 = 7.91 years

(p=0.95). The majority of the patients, 124 (62.0%), were
between 41 to 60 years of age. Out of these 200
patients, 113 (56.50%) were males, and 87 (43.50%)
were females, with a male to female ratio of 1.3:1.
There were 58 male patients in Group-A and 55 male
patients in Group-B (p=0.67). The mean duration of the
fistula was 5.30 £ 1.64 months in Group-A and 5.22 +
1.61 months in Group-B (p=0.72). Forty-one patients in
Group-A had a complex fistula, and 43 patients in
Group-B had a complex fistula (p=0.77) (Table).

Table: Comparison of baseline study variables between the
groups (n=200)

Study Variables ((i::;g(—);& ((;::ilg&;} p-value
Mean Age 42.10+8.26 | 42.17+7.91 0.95
Gender
Male 58 (58.0%) 55 (55.0%) 0.67
Female 42 (42.0%) | 45(45.0%) )
Duration of Fistula 5.30+1.64 5.22+1.61 0.72
Type of Fistula
Simple 59 (59.0%) 57 (57.0%) 077
Complex 41 (41.0%) 43 (43.0%) )

The recurrence rate was high in Group-B; recur-
rence was diagnosed in 24 patients in Group-B and
only 06 patients in Group-A, with a statistically signifi-
cant p-value of <0.0001 (Figure).
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Figure: Frequency of Recurrence Rate between the Groups

DISCUSSION

Fistula in Ano is an older gastro-intestinal disor-
der known to human beings. The aetiology of this
disorder is multifactorial, and the exact pathology is
still unknown. Surgical treatment is the only option for
most patients, and fistulectomy is the gold standard.
Anal fistulas are classified based on the proximity of
the fistula with the external anal sphincter. Garg Parks
et al. proposed the commonly used classification. They
classified anal fistula into four Groups; extra-sphinc-
teric fistula. Inter-sphincteric fistula, trans-sphincteric
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fistula and supra-sphincteric fistula.® Most fistulae are
intershinteric (45%) and trans-sphincteric (40%). Secon-
dary extensions classify simple and complex fistulas;
the latter may have multiple extensions while the
former has none. High fistulas have a high risk of anal
incontinence if laid open by fistulotomy (in which the
overline anal sphincters are also incised); low fistulas
are those with a lower risk of anal incontinence.’

Simple intersphinteric and low  trans-
shphintericanal fistula are easily managed, usually by
simple operative procedures like fistulotomy and
fistulectomy. The main aims of treatment are drainage
of pus, healing of fistula, preservation of sphincter
integrity and avoidance of recurrence. However, due
to diverse variations in the types of fistula and mul-
tiple etiologies, some of the high and complex trans-
sphincteric fistulas are difficult to treat, and multiple
strategies have been advocated for the treatment of
such anal fistulas.

The major contest for operating surgeons for
fistula management is to cure it completely and pre-
vent a recurrence.!” Any technique opted for fistulec-
tomy is not without complications; damage to the
sphincter muscle, incontinence and recurrence. The
faecal incontinence rate varies from 10% to 45%, and
recurrence is reported in 10 to 30% of patients.113 The
commonly used techniques for fistula repair include
Loose Setons, Tight Setons, advancement flaps, bio-
prosthetic plugs and the LIFT procedure. Each of them
has a different recurrence rate.!4 15

The conventional technique for fistula manage-
ment is the closure of the fistula using setons. The
setons preserve both external and internal muscle
sphincters affected by the fistula and provide a pas-
sage for drainage of pus.16

With the increasing interest of surgeons in
minimally invasive surgical access, Meinero et al. in
2006 developed the first fistuloscope for video-assisted
treatment of anal fistula.l” This fistuloscopy provides a
direct visual approach during fistulectomy and con-
sists of two phases; diagnostic and operative. In the
first step, the scope is inserted through the external
opening with continuous irrigation fluid to assess the
fistula tract and associated branches under direct
visualization. In the second phase, the fistula tract and
its all associated branches are ligated using electro-
cautery. After completion, the necrotic material is
removed using an and-brush. After that, the internal
opening is closed using staples or sutures.

We conducted this study to compare the fre-
quency of recurrence of high trans-sphinteric anal
fistula after VAAFT and tight setons employed in
conventional surgery. The mean age of patients in
Group-A was 42.10 + 8.26 years, and in Group-B was
4217 = 791 years. Out of these 200 patients, 113
(56.50%) were males, and 87 (43.50%) were females,
with male to female ratio of 1.3:1. In my study,
recurrence in Group-A (VAAFT) was found in 06
(6.0%) patients, and Group-B (tight seton) was found
in 24 (24.0%) patients with a p-value of <0.001.

Zheng et al. in a similar study compared the
outcomes of VAAFT with tight setons for the manage-
ment of fistula in Ano, the authors reported a recur-
rence rate of 7.1% in VAAFT and 15.6% in tight setons,
the recurrence rate in setons Group was high but with
the insignificant difference (p-value 0.31). The authors
also compared operative time, bleeding and post-
operative time between the Groups and reported that
VAAFT was also better in terms of all parameters and
was associated with shorter recovery times. The incon-
tinence rate was also significantly higher in the setons
Group, 20.0% versus 2.4% in the VAAFT Group.18

Liu et al. in a similar study, including 128 patients
with mixed types of fistulas, reported recur-rence in
15.6% of patients after the VAAFT Group- versus in
17.2% of patients in the setons Group-. The authors
reported that VAAFT offers its advantages for complex
fistulas, is associated with lower complica-tions, and
better preservation of sphincters.l® Al-Marzooq et al. in
a case series of 55 patients with anal fistula who
underwent fistulectomy using tight setons, reported
three months recurrence rate of 10.1%.2

Some points should be kept in mind when
deciding on VAAFT, the fistuloscope is a rigid 4.0mm
diameter scope, having a length of 18 cm, so it is
difficult to pass the scope through a narrow or crooked
fistula.” The accurate closure of internal opening is
another important point; different techniques such as
staplers, sutures and advancement flaps are employed,
but the ideal closure technique remains controversial.?!
Mendes et al. recommended advancement flap as a
preferred option over sutures and staplers in patients
having complex fistula with severe fibrosis, as other
options in such patients may lead to incomplete
closure and early dehiscence.??

LIMITATIONS OF STUDY

This study had some limitations; the main focus of our
study was to determine the recurrence rate after both of these
procedures. We did not note other complications such as
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incontinence, intra and post-op bleeding and pain. So studies
are needed to cover all these aspects of VAAFT compared to
other fistulectomy techniques so that comprehensive
conclusions can be drawn regarding the effectiveness of
VAAFT over other fistulectomy techniques.

CONCLUSION

This study concludes that VAAFT has a lower recur-
rence rate than Tight Setons in conventional surgery in
treating high trans-sphinteric anal fistula. Therefore, we
recommend that VAAFT be used as a primary technique in
the treatment of high trans-sphinteric anal fistula to reduce
the recurrence rate and morbidity of these particular
patients.

Conflict of interest: None.
Author’s Contribution

MHA:, AN: Manuscript writing, study design, UB: Concep-
tion, proof reading and analysis, HS:;, FAM:, SAA:, AK,
MAA: Literature review, data collection and analysis.

REFERENCES

1. Marzo M, Felice C, Pugliese D, Andrisani G, Mocci G, Armuzzi
A, et al. Management of perianal fistulas in Crohn's disease: an
up-to-date review. World J Gastroenterol 2015; 21(5): 1394-1403.

2. Litta F, Parello A, Ferri L, Torrecilla NO, Marra AA. Simple
fistula-in-ano: is it all simple? A systematic review. Tech
Coloproctol 2021; 25(4): 385-399. doi: 10.1007/s10151-020-02385-5

3. Zanotti C, Martinez-Puente C, Pascual I, Pascual M, Herreros D,
Garcia-Olmo D. An assessment of the incidence of fistula-in-ano
in four countries of the European Union. Int J Colorectal Dis
2007; 22(12): 1459-1462. doi: 10.1007 /s00384-007-0334-7.

4. Malik Al, Nelson RL. Surgical management of anal fistulae: a
systematic review. Colorectal Dis 2008; 10(5): 420-430. doi:
10.1111/.1463-1318.2008.01483.x.

5. Bharambe S, Anchalia M. A study of results of seton therapy as a
treatment for complex anal fistulas: a case series. Int J Sci Res
2013; 12(2): 415-417.

6. Zarin M, Khan MI, Ahmad M, Ibrahim M, Khan MA. VAAFT:
Video Assisted Anal Fistula Treatment; Bringing revolution in
Fistula treatment. Pak ] Med Scis 2015; 31(5): 1233-1235. doi:
10.12669/ pjms.315.6836

7. Cheung FY, Appleton ND, Rout S, Kalaiselvan R. Video-assisted
anal fistula treatment: a high volume unit initial experience.
Ann R Coll Surg Engl 2018; 100(1): 37-41. doi: 10.1308/rcsann.
2017.0187

8. Garg P. Comparing existing classifications of fistula-in-ano in 440
operated patients: Is it time for a new classification? A Retrospec-
tive Cohort Study. Int ] Surg 2017; 42: 34-40. doi: 10.1016/j.ijjsu.
2017.04.019.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

Bubbers EJ, Cologne KG. Management of Complex Anal Fistulas.
Clin Colon Rectal Surg 2016; 29(1): 43-49. doi: 10.1055/5s-0035-
1570392.

Dudukgian H, Abcarian H. Why do we have so much trouble
treating anal fistula? World ] Gastroenterol 2011; 17(28): 3292-
3296. doi: 10.3748 / wjg.v17.i28.3292.

Sileri P, Cadeddu F, D'Ugo S, Franceschilli L, Del Vecchio Blanco
G, De Luca E, et al. Surgery for fistula-in-ano in a specialist
colorectal unit: a critical appraisal. BMC Gastroenterol 2011;
11(1): 120. doi: 10.1186/1471-230X-11-120

Placer-Galan C, Lopes C, Mugica JA, Saralegui Y, Borda N.
Patterns of recurrence/ persistence of criptoglandular anal fistula
after the LIFT procedure. Long-term observacional study. Cir
Espanol 2017; 95(7): 385-390. doi: 10.1016/j.ciresp.2017.05.010.
Mei Z, Wang Q, Zhang Y, Liu P, Ge M, Du P, et al. Risk Factors
for Recurrence after anal fistula surgery: A meta-analysis. Int ]
Surg 2019; 69(1): 153-164. doi: 10.1016/j.ijsu.2019.08.003.
Abcarian H. Anorectal infection: abscess-fistula. Clin Colon
Rectal Surgs 2011; 24(1): 14-21. doi: 10.1055/s-0031-1272819.
Visscher AP, Schuur D, Roos R, Van der Mijnsbrugge GJ,
Meijerink WJ, Felt-Bersma R]. Long-term follow-up after surgery
for simple and complex cryptoglandular fistulas: fecal incon-
tinence and impact on quality of life. Dis Colon Rectums 2015;
58(5): 533-539. doi: 10.1097/DCR.0000000000000352.

Gurer A, Ozlem N, Gokakin AK, Ozdogan M, Kulacoglu H. A
novel material in seton treatment of fistula-in-ano. Am J Surgs
2007; 193(6): 794-796. doi: 10.1016/j.amjsurg.2006. 06.048.
Meinero P, Mori L. Video-assisted anal fistula treatment
(VAAFT): a novel sphincter-saving procedure for treating com-
plex anal fistulas. Tech Coloproctols 2011; 15(4): 417-422. doi:
10.1007/s10151-011-0769-2.

Zheng L, Lu ], Pu Y. [Comparative study of clinical efficacy
between video-assisted anal fistula treatment and traditional
fistula resection plus seton in treatment of complex anal fistula].
Zhonghua Wei Chang Wai Ke Za Zhi 2018; 21(7): 793-797.

Liu H, Tang X, Chang Y, Li A, Li Z, Xiao Y, et al. Comparison of
surgical outcomes between video-assisted anal fistula treatment
and fistulotomy plus seton for complex anal fistula: A propensity
score matching analysis - Retrospective cohort study. Int ] Surg
2020;75:99-104. doi: 10.1016/j.ijsu.2020.01.137.

Al-Marzooq TJ, Hassan QA, Alnaser MK, Al-Edani MS.
Treatment of Fistula-In-Ano with Tight (Cutting) Seton: Analysis
of Outcomes and Efficacy Assessment. ] Clin Diag Res 2017;
11(11): PC05-08. doi: 10.7860/JCDR /2017 /30017.10822

Adegbola SO, Sahnan K, Pellino G, Tozer PJ, Hart A, Phillips
RKS, et al. Short-term efficacy and safety of three novel sphinc-
ter-sparing techniques for anal fistulae: a systematic review. Tech
Coloproctol 2017; 21(10): 775-782. doi: 10.1007/s1051-017-1699-4.
Mendes CR, Ferreira LS, Sapucaia RA, Lima MA. Video-assisted
anal fistula treatment: technical considerations and preliminary
results of the first Brazilian experience. Arq Bras Cir Digestiva
2014; 27(1): 77-81. doi: 10.1590/50102-672020-14000100018.

Pak Armed Forces Med ] 2022; 72 (4): 1350



