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FISTULA IN ANO;

PRESENTATION AND POSTOPERATIVE OUTCOME OF THE DIFFERENT SURGICAL PROCEDURES
IN LOW TYPE.

Dr. Amir Ighal Memon, Dr. Asim Hussain, Dr. Gul Sher, Prof. Dr. Muhammad Ishaq

ABSTRACT... Objective: This study was planned to find out the clinical presentation and postoperative outcome of different surgical
procedure in low type in low fistula in Ano. Design: Prospective observational study. Place and duration of the study: Study was
conducted in teaching hospital setting at LUMHS Jamshoro, Zia ud Din Teaching Hospital Karachi and DHQ JMC Teaching Hospital
Charsadda. Liaquat University in Surgical Unit-I Jamshoro from May 2010 to June 2012. Patients Methods: One seventy cases of low
type fistula in Ano with single external opening, irrespective of age and sex admitted in surgical unit-1, were examined. Mean age was 37
years, patient’s rages from (15-60 years). Patients having high type fistula in ano identified pre and per operatively excluded from the
study. A detailed history physical examination including local examination of anorectum focusing on the level of internal opening.
Investigation like fistulogram done in selected case. Fistulectomy and fistulotomy performed in all these cases and patient followed up
minimum upto the 6 months time. Results: Maximum Number of cases were seen in 3rd,4th, decade of life 50 (29.6%) and 64 (37%)
respectively. Mean age was 37 ranges from 15 to 60 years. Out of 172 patients 142 (85.7%) male and 24 (14.3%) female. Male to female
ratio was 6.1:1. Majority of patients one forty two (82%) presented with discharge. Discharge along with swelling in 132 (76.7%).
Hundred twelve (65%) underwent fistulectomy, 38 (22%) of the patients got fistulotomy and (12%) of patients underwent fistulectomy
along with haemorrhoidectomy and fissurectomy. A total of 72 (41.4%) patients experience different post operative, surgical and
anesthetic complications. Conclusions: Incidence of low type fistula in ano is higher in 3rd and 4th decade of life. The disease was found
more common in male, discharge, pain, itching are common symptoms of low type fistula in ano. In low type fistula in ano fistulotomy is
safe procedure. Post operative complications can be prevented by careful treatment efforts.
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INTRODUCTION

PATIENTS AND METHODS

Fistula word derived from latin language means a pipe.
Anal fistula is a track lined with granulation tissue
having an external opening on the perianal skin and
internal opening in the anal or rectal mucosa', it occurs
due to infection of procodael gland or Hermann and
defosses anal gland®®, fistula in ano is divided into high
and low variety depending upon fistulous opening,
either above or below the anorectal ring respectively.
Persistent discharge and pain causes mental & social
problems for the patients. Tuberculosis commonly
causes fistula in ano in developing countries. Female
patients usually avoiding for treatment because of the
location of the pathology. Due to common surgical
problem in our country. This study was conducted to
find out the presentation and postoperative outcome of
the different surgical procedures for the low type fistula
inano.

One seventy two cases of low type fistula in ano having
single external opening admitted in surgical unit-1,
LUMHS Jamshoro, Zia ud Din Teaching Hospital
Karachi and DHQ JMC Teaching Hospital Charsadda.
Irrespective of age & sex, were examined. Patients
between the age of 15-60 years were examined, mean
age was 37 years. Patients having high type fistula in
ano identified pre and per operatively and patients lose
follow up excluded from the study. Mean follow-up
period was 6 months. A detailed history clinical
examination including local anorectal examination
done in all these patients while/focused specially on
the level of internal ring. Fistulectomy, fistulotomy,
fistulectomy along with haemorrhoidectmy,
fistulectomy with fissurectomy were the procedure
performed. Fisutolograun done in cases where need
arises. Fistulous tract postoperatively submitted for
histopathology.
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RESULT

When results were summed and test parameter was
compared, it was seen that maximum number of cases
were seen in 3rd and 4th decade of life i.e, 50 (29.6%)
and 64 (37%) respectively. No any patient observed
above the age of 60 and below the age of 15 years. Out
of 172 patients 142 (85.7%) male and 24 (14.3%)
female. Male to female ratio was 6.1:1 as shown in
tablel.

One forty two (82%) of the patients presented with
discharge and swelling with discharge around anal
canal in 132 (76.7%) of the patients. Discharge was
mainly watery but in few cases it was thick. ltching
was found in 70 (40.4%) of the patients bleeding per
rectum also observed in 26 (12.2%) of the patients.
The 172 patients 22 (12.2%) of the patients having
associated local perianal disease, sixteen (9.3%)
having haemorroids and six (3.6%) having fissure in
ano along with fistula in ano. Internal opening of the
fistula were identified in 82 (47.6%) of the patients on
per-rectal and ano proctoscopic examination. In
remaining 90 (52.3%) no internal opening was
identified by above mentioned method.

In all 172 patients internal opening of low type fistula in
ano identified by passing probe through external
opening of fistulous tract of the 172 patients 112
(65%) under went fistulectomy and 38 (22%) of the
patients got fistulotomy. Fistulectomy along with
haemorrhoidectomy was done in 16 (9.3%) and
fistulectomy with fissurectomy was done in 6 (3.4%)
of the patients. A total of 72(41.4%) patients
experienced different post operative surgical and
anesthetic complications twenty four (13.9%)
developed post spinal headache, 20 (11.6%) have
retension of urine, 16 (9.3%) experienced found
infection, recurrence of fistula found in 6 (3.4%), anal
stenosis found in 4 (2.1%) hypertrophic scan seenin 2
(1.11%) of cases as shown table V.

Histopathological results shows that out of 172

2 [l

patients, 164 (95.3%) having non specific chronic
inflammation, remaining 8 (4.6%) patients were
having tuberculosis.

Symptoms Frequency %age
Discharge at anal canal 142 82.5%
Swelling along with discharge 132 76.7%
Itching around anus 70 40.4%
Bleeding per anum 26 15.1%

Table-I. Clinical presentations of patients (N=172)

Age Frequency %age
Male Female Male Female

11-20y 28 - 16.2%

21-30y 46 4 26.7% 2.9%

31-40y 56 8 32.5% 4.6%

41-50y 12 6 6.9% 3.4%

51-60y 06 6 3.4% 3.4%
Total = 172 148 24 85.7 14.3

Procedure Frequency %age

Fistulectomy 112 65%
Fistulotomy 38 22%
Fistulectomy + 16 9.3%
Haemorrhoidectomy
Fistulectomy + fissurectomy 6 3.4%

DISCUSSION

The fistula-in-ano is a common perianal condition in
surgical practice. Talpur K.A have described the
average age of presentation 37.2 years, with
maximum incidence in 3, 4" and 5" decade’. Hill in his
series of 626 patients also noted highest incidence in
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Complications Frequency %age
Post spinal headache 24 13.9%
Retention of urine 20 11.6%
Wound infection 16 9.3%
Recurrence of fistula 06 3.4%
Anal stenosis 04 2.1%
Hyper trophic scar 02 1.1%

Table-1V. Post operative complications (N=172)

4" 5" and 6" decade of life. Present study is
compatible with above studies®® as highest
incidence(59.2%) was seen in 3rd and 4th decade of
life. Hill has also found condition in 5th and 6th decade
of life which is in contrast to our study. Disease
commonly affects man read and abcarian and Mc
Elwain reported male to female ratio of 2:1 and 3:1
respectively”® whereas in our study, The male to
female ratio was 6.1:1. However exact cause is
unknown low incidence in females in our study may be
due to most female in our society are reluctant to
examine to their parianal region.

This study was based on low type fistula-in-ano.
Majority of fistulas are simple in nature and may be
assessed accuretly during clinical examination by
experienced coloproctologist’’. However normal
anatomy, perianal fistula tract and sphincter defect are
now a days better assessed by endosonography and
MRI"". Dynamic contrast enhanced magnetic
resonance (DCEMRI) have more sensitivity (97%) and
specificity (100%) in detection of fistula™.

The majority of anal fistula are anatomical simple (low
variety) and easy to treat but a significant number are
of high variety and anatomically complex and difficult
to treat”. All low type fistula in this study were treated
by fistulectomy 77.7% and fistulotomy (22.3%) low
lying anal fistulae responded well to simple
fistulectomy or by simple laying open technique
(fistulotomy), without division of anal sphincter

3 [

muscles and thus without danger of permanent
incontinence™". Surgical treatment of anal fistula is
associated with significant risk of recurrence and a
high risk of incontinence”. In our study recurrence
was found in 3.4% cases anal stenosis in 2.1%.
factors associated with recurrence includes
tuberculosis of perianal region and the experience of
the surgeon recurrence can also be seenin low variety
fistulae (6.9%) by sangwan, because they may not
have readily detectable primary opening and possess
secondary tract”. Anal stenosis observed in those
patients who undergone haemorrhoidectomy along
with fistulectomy, possibly due to excessive removal
of skin.

Histopathological examination of fistulous tracts
revealed non-specific chronic inflammation in 95.3%
of cases, remaining (4.7%) patient having
tuberculous. Tuberculosis involving anal and perianal
region is very rare in western countries. It has diversity
of clinical presentation inducing acute perianal
abscess, chronic anal ulcers and fistula—in—ano. But
it is quite common in developing countries as
observed by Talpur KA (11.8%). In our study
tuberculosis was assessed in 3.4% of cases, possibly
due toimprovementin diet and also low variety fistulae
inour study.

CONCLUSIONS

The incidence of low-type fisula-in ano is higher in 3rd
and 4th decades of life. The incidence of disease is
higher in male, discharge, pain, itching are common
symptoms of low-type fistula-in-ano. In low type
fistula in ano fistulotomy is safe procedure.
Postoperative complications recurrence, incontinence
can be presented by care full treatment efforts.
Copyright© 20 Aug, 2013.
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