
Introduction
BlooFistula in ano is a common cause of  chronic 
irritation to patient as well as surgeon. Following 
incision and drainage of  ano rectal abscess, 34% 

1patients develop fistula in ano.
Anal incontinence is not an infrequent complication 
of  surgery for anal fistulae. Continence is 
maintained partly under voluntary contraction by 
striated muscles of  external sphincter and levator 
ani and partly through involuntary tone, which is 
maintained by smooth muscle of  the internal 
sphincter.
Laying open of  fistula tract is a simple and effective 
therapy for intersphincteric type of  anal fistula but 
incidence of  poor continence control after surgery 

438% and recurrence rate of  6.6%  noted. A novel 
technique of  radiofrequency fistulotomy for the 
treatment of  low fistula in ano (low trans-
sphincteric and intersphincteric) practiced by Pravin 
in 232 cases, the recurrence rate was recorded as low 
as 1.5% none of  patients had any interference with 

5
continence.  Partial or complete division of  external 
anal sphincter for complex trans-sphincteric supra-
sphincteric and extra-sphincteric fistulas may 

6
precipitate worsening degree of  incontinence.  In this 
circumstance, sphincter conserving treatment 

7 8
including elastic one stage cutting seton.  Loose seton,  

9 10endorectal advancement flap,  fibrin adhesive  and re-
11

routing  are described in literature. The number of  
procedures mentioned indicates that there is no single 
established way of  treating these high fistula.
In patients having low or high fistula operated with 
different strategies, following results were seen, over all 
recurrence was 4.44% for low fistulae and 11.11% for 
high fistula in ano. Minor incontinence was noted 
following surgery for high variety. No such 

13 complication occurred in low variety. This study was 
being conducted to find out recurrence and 
postoperative continence status corresponding to 
method used.  
Fistula anatomy can be varied leading to inadequate or 
inappropriate surgery resulting in either recurrence or
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Objective: To determine the frequency of recurrence and incontinence as outcome from surgery 
for fistula in ANO.
Material and Methods:  We reviewed the records of consecutive series of 30 patients who 
underwent fistulotomy, fistulectomy and two stage seton fistulotomy between April 2006 to April 
2007. Preoperative continance status of every patient checked before surgical intervention. To 
assess the outcome of treatment of fistula in ANO. Follow-up in outpatient clinic advised as 
scheduled visit on 1st, 2nd, 4th, 6th and 12th week, continence was evaluated using the validated 
Saint Marks score (Vaizey scale). The outcome variables analyzed were recurrence and 
incontinence. Fistula were intersphincteric in 12 patients, trans-sphincteric in 17 patients and 
extrasphincteric in 1 patient. Procedures included fistulotomy (n=12), fistulectomy (n=12) and two 
stage seton fistulotomy (n=6).
Results: The study examined 30 patients undergone surgical treatment for fistula in ANO. There 
were 22 (73.3%) males and 8 (26.7%) males. The mean age of patients was 36 + 12.24 years with 
ranges between 16  60 years. About 12 (40%) patients have low intersphincteric fistula. About 17 
patients have transphincteric and 11 (36.66%) have low transphincteric and 6 (20%) patient have 
high transphincteric. Nearly equal number 12 (40%) patient were reported with fustulotomy and 
fistulectomy.   
Conclusion: For low and simple fistulas, effective treatment is by fistulotomy, when minimal 
anal sphincter is involved fistulectomy is also safe but has to be performed with great care, 
incidence of impaired continence was lower in fistulotomy group of patients as well as recurrence 
rate is also lower than fistulectomy group. Those patients who had multiple abscess drainage or 
previous fistula repairs and patient with high fistula and infection. Avoiding the excessive 
sphincter cut in these patients would be wise to use a two stage seton fistulotomy. This is involved 
the insertion of loose seton for abscess drainage followed by scheduled secondary fistulotomy.
Key words: Fistula in ANO, incontinence, recurrence.
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to sphincter damage causing to continence 
problems. In this study we have determined the 
frequency of  recurrence and incontinence as 
outcome from surgery( fistulotoy, fistulectomy and 
two stage seton procedure ) for fistula in ano . In the 
present study we investigated outcome after 
fistulotomy for intersphincteric fistula, fistulectomy 
for low transsphincteric and extrasphincteric and 
two stage seton fistulotomy for high transsphincteric 
fistula. Thus a total of  30 patients (22 males and 8 
females) who underwent fistulotomy, Fistulotomy 
and TSSF for perianal fistula were the subjects of  
this study. 

Materials and Methods
This study was conducted in the Department of  
General Surgery, Ward-2, Jinnah Postgraduate 
Medical Center Karachi. Study design is descriptive  
study. Duration of  study was 1 year. Total 30 
postoperative cases of  fistula in ano were included in 
this study. A purpose, non-probability consecutive 
mode of  sampling was adopted i.e. 30  patients 
presenting in the outpatient clinic who satisfied the  
fistula in ano was diagnosed by clinical features like 
perianal discharge and presence of  external opening 
around anus and induration in digital rectal 
examination and in few cases fistulogram and MRI 
also performed in patients with  uncertain fistula 
tract anatomy. Surgery was directly offered to 
patients with fistula in ANO, selective preoperative 
fistulogram, MRI was offered for patients who were 
uncertain fistula tract anatomy in clinical 
examination.
All patients were asked to complete a written 
questionnaire, continence were evaluated  before 
surgery and during postoperative scheduled follow-
up (1st, 2nd, 4th, 6th, 12th weeks). Continence was 
evaluated using the Saint Marks score (Vaizey scale). 
The total score on vaizey scale ranged from 0 
(complete continence) to 24 (complete 
incontinence).
Patients having reappearance of  fistula or 
development of  or close to original fistula was 
considered recurrent of  fistula. Follow-up in 
outpatient clinical advised as scheduled visit on 1st, 
2nd, 4th, 6th and 12th week. During this, a careful 
history(irritation ), physical examination, including 
per-rectal examination, followed by proctoscopy 
was performed. Patients were examined in the left 
lateral decubitus position underclothing was 
inspected for soiling and staining by stool, pus or 
mucous. The buttocks gently spread and the external 
perianal area examined for irritation, fistulous tracks 

and hygiene, scar of  previous surgery, was noted. 
Abnormalities in the anal verge from previous surgery 
or a gaping anus indicate the marked loss of  function. 
Patient was asked to contract his or her external 
sphincters and anal tone was noted. wound healing was  
surgical treatment of  fistula in ano is associated with 
significant risk of  recurrence, due to premature closure 
of  wound edges, During digital rectal  examination, the 
resting tone of  anal canal as well as voluntary 
contraction of  anal sphincter was noted. Both male 
and female patients aged ≥ 15 years operated for 
perianal fistula included in this study while patients 
suffering from perianal fistula, secondary to 
tuberculosis, crohn's disease, ulcerative colitis and 
malignancy.

Data collection:
Patients who fulfill the criteria were included in this 
study. Informed consent was taken for registration in 
this study and also for post operative perianal wound 
examinations. This study was aimed to assess the 
incontinence and recurrence for fistula in ano by a 
colorectal surgeon at Surgical Ward-2, Jinnah 
Postgraduate Medical Center Karachi. Hospital files, 
operative reports and out patient records was 
prospectively reviewed. Incontinence was assessed by 
using patient based scale “Saint Marks Score” this was 
calculated to assess the degree of  incontinence. 
Patients was followed up at 1st, 2nd, 4th, 6th and 12th 
weeks for fistula healing and continence status. Patients 
having or development at or close to original fistula 
was considered recurrence of  fistula.

Data analysis:
The data obtained through proforma was converted to 
database in SPSS version 20. Frequency and percentage 
of  qualitative variables including gender, recurrence of  
fistula in ano and incontinence was presented, mean + 
standard deviation of  age will be presented.  

Results
A total of  thirty patients were included in this study. 
Out of  30 patients, 22 (73.33%) patients were males 
and 8 patients (26.66%) females. Male / female ratio 
was 2.5:1. mean age of  patients was 36+- 12.24 years 
(range 16-60 years. 
Fistulas were low in 23 patients (76.66%), high in 6 
patients (20%) and extrasphincteric in 1 patient 
(3.33%). They were intersphincteric in 12 patients 
(40%), trans-sphincteric in 17 patients (56.66%), (low 
transphincteric in 11 patients (36.66%) and high trans-
sphincteric in 6 patients (20%) and extrasphincteric in 
1 patient (3.33%).
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Table-8: development of  additional  of  fistula according 
to weeks (n=30).
Development of additional  
fistula week wise

Week 2nd

Week 4th

Week 1st

(%)

3.3

 (Yes)

3.3

3.3

1

1

1

Week 12th

3.31Week 6th 

3.31

Table-7: Follow up re-appearance of  fistula according 
to weeks (n=30).
Re-appearance fistula week wise

Week 2nd

Week 4th

Week 1st

(%)

3.3

 (Yes)

3.3

3.3

1

1

1

Week 12th

6.72Week 6th 

6.72

3

5

3.34

6.7

800

6.7

2

1

24

2

6 3.31

0 8024

4

6

5

3.3

3.31

1

6.72

Week 4th

Week 6th

0 8024

3 6.72

5

4

6

6.7

3.31

2

3.31

Week 12th

3 6.71

Table-9: Postoperative outcome (n=30).

Lost of Follow-up

Outcome variables

Recurrecne

Incontinence

Percentage

0

6.72

0

No of Patients

206

Table-3: Operation (n=30).

Staged fistulotomy

Operation

Fistulectomy

Fistulotomy

Percentage

06

4012

20

No of Patients

4012

Table-1: Demographic characteristics of  patients(n=30).

Male

Characteristics

Gender Distribution

Female

Age (years)

Mean ±SD 

8

73.322

26.7

Mini-Maxim Value

36± 12.2416-60

Table-5:  

Saint Mark’s Score

2

0

Percentage

3.31

No of Patients

96.729

Table-4: characteristics of  patients who underwent fistu-
lotomy, fistulectomy, TSSF.

Duration of Symptoms (Months)

Fistulotomy

Male/Femal Ration

Previous drainage presence/
absence

Age (years)

TSSF

4/8

53(12-100)11(1-48)

2/4

Fistulectomy

26-5816-42

5/18/4

1/11

10(1-36)

25-60

9/3

Location of internal opening 
anterior/lateral/posterior

1/12 3/30/12Previous fistula absence

4/2/6 0/0/62/3/7

5

Week 2nd

4

3

80

2

3.31

6.7

24

6.72

Table-6: follow up saint mark's score week wise.

4

Incontinence Score Week 1st

3

5

0

Percentage

2

3.31

6.7

No. Of Patients

8024

6 3.31

2 6.7

6 1 3.3

0

Pre-operative incontinence saint mark's score
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Discussion
Surgical treatment of  fistula in ano should aim at the 
complete elimination of  the fistula while 
maintaining sphincter muscle function as much as 
possible. The criterion for determining success or 
failure of  surgery is the incidence of  recurrence or 
incontinence. 
The series included 30 well-documented patients 
who were treated for perianal fistula. Age of  the 
patients ranged from 16 years to 60 years. Mean age 
was 36 years, while in study of  54 cases Khalid 
observed a high incidence in third and fourth 

43
decades.  In a study of  108 cases Tahir found peak 

44occurrence in third and fourth decades.
In a study of  45 cases Saif  found mean age incidence 

45
was 40 years,  In a study of  85 cases Takayuki found 

46 mean age incidence was 42.5 years. Takayuki and 
Makoto also quote, the mean duration of  symptoms 
before surgery at their hospital was 11 months 

46
(range 1  122 months).  In another study Takayuki 
and Makoto observed the mean duration of  
symptoms before surgery was 30 (range 1  160 

47 months).
In this study, fistula in ano were low in 23 patients 
(76.66%) and high in 6 patients (20%) and 
extrasphincteric in 1 patient (3.33%), while in study 
of  54 patient Khalid observed fistula in ano, low in 
45 patients (83.33%) and high in 8 patient (14.83%) 
and 1 patient (1.85%) had suprasphincteric, while no 

43 extransphincteric fistula noted.
In this series, the distribution of  fistula in ano was as 
follows, intersp- ihncteric in 12 patients (40%), 
transphincteric in 17 patients (56.66%) and 
extrasphincteric in 1 patient (3.33%), while in study 
of  160 patients Vasilevsky had observed the 
distribution of  fistula as intersp- hincteric 41.9%, 

transphincteric 52.1%, suprasphin- cteric 1.3%, 
49 

extrasphincteric 0%.
Continence is maintained partly by voluntary 
contraction of  striated muscle fibers of  the external 
sphincter and of  the lavator ani, and partly, by 
involuntary tone of  the smooth muscle fibers of  the 
internal sphincter. 
Fistulotomy is simple, safe and effective for low anal 
fistulas, because at worst, only minimal amount of  anal 
sphincter is incorporated by fistula. Fistulotomy for 
the intersphincteric fistula divides only part of  the 
internal sphincter and does not scarify the external 
sphincter. In this series, 12 patients with 
intersphincteric fistula were operated by fistulotomy. 
There were no recurrence. The reason of  relatively low 
recurrence, fistulas were intersphincteric and operative 
procedures was only fistulotomy. Results of  this study 
was comparable with recur rence rate of  
intersphincteric fistula in study by Westerterp and 

50,51 Volkers and Masood. In this series, the incidence of  
incontinence after fistulotomy was about 16.66%, 
which was comparable to incontinence rate after 
fistulotomy for intersphincteric fistula in the study by 

46 
Takayuki (20.3%).
Present study results showed that intersphincteric 
fistula with an intact anal sphincter can be treated 
satisfactory by technique that lay open the tract. 
Therefore fistulotomy appears to be the most effective 
means of  eradicating a fistula track, and many patients 
will accept a minor degree of  incontinence to be cured 
of  a trouble some fistula with its associated discharge, 

 
recurrent sepsis, pruritis and disability.
In this study, there was incontinence in 3 patients 
(25%) out of  12 patients. Malouf  had reported 40% 
patients incontinence after fistulectomy in his study 

52 that is higher than this study. Fistulotomy is preferred 
over fistulectomy because in fistulectomy the entire 
fistulous track is excised via large wound with 
prolonged healing time and potential injury to 
sphincter in compromising continence when minimal 
anal sphincter is involved fistulectomy is also safe but 

 
has to be performed with great care.
In this study 6 patients with high transphincteric fistula 
treated by TSSF. Out of  6 patients 1 patient (16.66%) 
developed incontinence and that the preoperative 
incontinence score was altered. The reported 

51,57-59 incontinence after TSSF ranges from 2% to 66%.
The technique of  two stage seton fistulotomy has been 
associated with a high degree of  incontinence 

57especially if  the internal opening is high.  However, 
direct comparison of  use of  cutting setons and TSSF 
to treated high fistula in ANO found no differences

Total

Staged fistulolomy

Fistulectomy

0.0

2

16.71

0

8.31

Table-10: Postoperative outcome (n=30).
.

Staged fistulotomy

Operation

Fistulectomy

Total

Fistulomy

Percentage

2

16.71

Incontinence (n) Yes   

16.72

3 25.0

Recurrence

Fistulotomy
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between the two methods in either eradicating the 
59

sepsis or preventing incontinence.   

Conclusion
For low and simple fistulas, effective treatment is by 
fistulectomy, when minimal anal sphincter is 
involved fistulectomy is also safe but has to be 
performed with great care. Incidence of  impaired 
continence was lower in fistulotomy group of  
patients as well as recurrence rate is also lower than 
fistulectomy group. Those patients who had 
multiple abscess drainage or previous fistula repairs 
and patient with high fistula and infection avoiding 

excessive sphincter cut in these patients would be wise 
it is better to use a two stage seton fistulotomy. This is 
involved the insertion of  loose seton for abscess 
drainage or excising the secondary tract in complex 
high fistula followed by secondary fistulotomy. 
Options for surgical repair of  postoperative 
incontinence disorder are limited, careful indications 
and minimal trauma to anal sphincter are mandatory in 
anal region. 

Dept of  Surgery, 
Jinnah Postgraduate Medical Centre, Karachi 

www.esculapio.pk

References

1. Saeed N, Khan M, Malik ZI, Pasha 
HK. Fistula in ano following 
anorectal abscess. J Surg Pak 
2004;91:22-24.

2. P a r k s  AG,  G o r d e n  P H ,  
Handcastle JD. A classification of  
fistula in ano. Br J Surg 1976;63:1-
12.

3. Cuschieri A, Steele RJC, Moosa 
AR. Fistula in ano. In: Cuschieri A, 
Steele RJC, Moosa AR editors. 
Essential surgical practice 4th ed. 
Arnold 2002..637-41.

4. Chang SC, Lin JK. Change in anal 
continence after surgery for 
intersphincteral anal fistula. A 
functional and manometric study. 
Int J Colorectal Dis 2003:111-5.

5. Pravin JG. Radio frequency 
fistulotomy  Novel modification 
of  the conventional technique in 
low anal fistula. J Coll Physicians 
Surg Pak 2004;14(5):307-8.

6. Cavanaugh M, Hyman N, Osler T. 
Fecal incontinence severity index 
after fistulectomy. A predictor of  
quality of  life. Dis Colon Rectum 
2002;45:349-53.

7. Mentes BB, Oktemer S, Tezcaner 
T. Azih C, Levintoglu S, Oguz M. 
Elastic one stage cutting seton for 
treatment of  high anal fistula; 
preliminary results. Br J Surg 
2004:159-62.

8. Buchanan GN, Owen HA, 
Torkington J, Lunnis PJ. Nicholls 
RJ, Cohen LGRG. Long term 
outcome following loose seton 
technique for external sphincter 

preservation in complex anal fistula. 
Br J Surg 2004;91:476-80.

9. Mizrahi N, Wexner SD, Zmora O. 
Endorectal advancement flap: are 
there predictors of  failure? Dis 
Colon Rectum 2002;45:1616-21.

10.Lindsey I, Smilgin, Humpriya MM, 
Cunnigham O, Mortensen NJ, 
George BD. A randomized, 
controlled trial of  fibrin glue Vs 
conventional treatment for anal 
fistula. Disc Colon Rectum 
2002;45:1608-15.

11.Mann CV, Clifton MA. Re-routing 
of  the track for the treatment of  
high anal and anorectal fistula. Br J 
Surg 1985;72:134-7.

12.Ahmed S, Naseem R, Mahmood T. 
Use of  seton in complicated anal 
fistulae. Pak J Surg 2003;19:25-9.

13. Qureshi KH, Kamal M, Shah 
MHA, Tariq NA, Tipo SA. 
Management of  fistula in ano. J 
C o l l  P hy s i c i a n  S u r g  Pa k  
2002;12:361-3.

14. Corman M. Hippocrates: on 
fistulae. Dis Colon rectum 
1980:56-9.

15. Corman M. Treatises of  fistula in 
ano, hemorrhoid and clysters. Dis 
Colon Rectum 1983;26:197-210.

16. Bodemer CW, France. The 
fundament, and the rise of  surgery. 
Dis Colon Rectum 1983;26 
(11):743-50.

17. Sadler TW. Digestive system. In: 
Langman's medical embryology 
10th ed. Philadelphia: Lippincott: 
Williams and Wilkins 2006..224-

26.
18. Williams PL, Warwick R. Anal 

canal. In: Gray's anatomy 39th ed. 
Singapore: Churchill Livingstone 
2005.1205

19. Fielding LP, Goldberg S. In 
surgery of  the colon, rectum and 
anus. In: Robb and Smith's 
operat ive surgery 2nd ed.  
Chapman and Hall: London 
1999.1142-43.

20. Gartner PL, Hiatt AL, Strum JM. 
Digestive system. In: Cell biology 
and histology 3rd ed. Williams and 
Wilkins 2001..246-7.

21. MacMinn RMH. Last's anatomy 
perineum, anatomy of  anal region 
11th ed. Churchill Livingstone 
2006.324-26.

22. Snell RS. The abdomen. In: clinical 
anatomy for medical students 8th 
ed. Philadelphia: Lippincott 
Williams and Wilkins 2008.394.

23. William PL, Warwick R. Rectum 
anal canal. In: Gray's anatomy 39th 
e d .  S i n g a p o r e :  C h u r ch i l l  
Livingstones 2005.p.1203-10.

24. MacMinn RMH. Last's anatomy 
perineum. Anatomy of  anal 
region. 11th ed. Churchil l  
Livingstone 2006.326.

25. Ganong FW. Regulation of  
gastrointestinal function. In: 
Review of  medical physiology 21st 
ed. Appleton: Lange 2003:468-9.

26. Mander BJ, William NS. Faecal 
i n c o n t i n e n c e ,  S u r g e r y  
International 1998;41:49-54.

20

Esculapio - Volume 11, Issue 03, July - September 2015



27.Russell RCG. Fistula in ano. In: 
Bailey and Love's short practice 
of  surgery 25th ed. London: 
Chapman Hall 2008.p.1262.

28.Elusoji SO, Osime OC. Multiple 
fistula in ano in an HIV 
seropositive patient (the danger 
of  stigmatization). Pak J Med Sci 
2007;23(1):122-23.

29.Armstrong CM. Fistula in ano 
and perianal abscess. Surgery 
International 2003;62:161-64.

30.Milligan ET, Morgan CN. 
Surgical anatomy of  anal canal 
with special reference to 
anorectal  f istulae.  Lancet 
1934;2:1213.

31 .Pa rks  AG,  Gorden  PH,  
Hardcastle JD. A classification of  
fistula in ano. Br J Srug 
1976;63:1-12.

32.Mander BJ, William NS. Faecal 
i n c o n t i n e n c e .  S u r g e r y  
International  1998;41:49-54.

33.Parks AG. Anorectal incontine 
nce. JR Soc Med 1975;68:21-30.

34.Vaizey CJ, Carapeti E, Cahill JA, 
K a mm MA .  P ro sp ec t ive  
c o m p a r i s o n  o f  f a e c a l  
incontinence grading systems. 
Gut 1999;44:77-80.

35.Bokhari I, Shah SSH, Inamullah, 
Mehmood Z, Ali SU, Khan A. 
Tubercular fistula in ano. J Coll 
Physician Surg Pak 2008;18 
(7):401-3.

36. Cuschieri A, Steele RJC, Moosa 
AR. Diverticular disease. In: 
Cuschieri A, Steele RJC, Moosa 
AR editors. Essential surgical 
practice 4th ed. London: Arnold 
2002.p.622.

37.Dudley H, Carter DC, Russell 
RCG. Fistula in ano. In: Atlas of  
g enera l  surg er y  2nd  ed .  
Chapman Hall 1986.p.622.

38.Onerheim AR. A case of  perianal 
mucinous adenocarcinoma 
arising in a fistula in ano. A clue 
to the early pathologic diagnosis. 
Am J Clin pathol 1988;89:809-
12.

39.Goligher JC. Fistula in ano. In: 

Surgery of  anus, rectum and 
colon, 5th ed. London: Balliere 
T i n d a l l  1 9 8 4 . p . 1 7 8 -
220.40.Speakman CT, Kamm 
MA. The internal anal sphincter 
n ew  i n s i gh t s  i n to  f a e c a l  
incontinence. Gut 1991;32:345-
46.

41.Belliveau P, Thomson JPS, Parks 
AG. Fistula in ano: a manometric 
study. Dis Colon Rectum 1983;26: 
152-54.

42.Macklin C, Finan P. Anorectal 
sepsis. Abscess and fistula. 
Surgery International 1998;41:69-
72.

43.Qureshi KH, Kamal M, Shah 
MHA, Tariq NA, Tipo SA. 
Management of  fistula in ano. J 
C o l l  Phy s i c i a n  S u rg  Pa k  
2002;12:361-3.

44.Tahir AA. Treatment of  perianal 
fistula. Analysis of  108 cases. Pak J 
Med Sci 1993;10:35-41.

45.Ahmed S, Naseem R, Mahmood T. 
Use of  seton in complicated anal 
fistula. Pak J Surg 2003;19:25-9.

46.Toyonaga T, Matsushima M, Kiriu 
T, Sogawa N, Kanyama H, 
Matsumura N, et al. Factors 
effect ing cont inence after  
fistulotomy for intersphincteric 
fistula in ano. Int J Colorectal Dis 
2007;22:1071-75.

47.Toyonaga T, Matsushima M, 
Tanaka Y, Suzuki K, Sogawa N, 
Kanyama H, et al. Non-sphincter 
sp l i t t i ng  f i s tu l e c tomy  Vs  
conventional fistulotomy for high 
trans-sphincteric fistula in ano: a 
prospective functional and 
manometric study. Int J Colorectal 
Dis 2007;22:1097-1102.

48. Sainio P, Husa A. Fistula in ano 
clinical features and long term 
results of  surgery 199 adults. Acta 
Chir Scand 1985;151:169-76.

49. Vasilevsky CA, Gorden PH. 
Results of  treatment of  fistula in 
a n o.  D i s  C o l o n  Re c t u m  
1985;28:225-31.

50. Westerterp M, Volkers NA, 
Poolman RW, Van Tets WF. 

A m s t e r d a m  L A Z .  A n a l  
fistulotomy between skylla and 
char ybdis.  Colorecta l  Dis  
2003;5(6):549-51.

51. Khan M, Shah HA, Alam M. 
treatment of  perianal fistula  
analysis of  122 cases. Ann King 
Edward Med Coll 2001;7(1):44-6.

52. Malouf  AJ, Buchanan GN, 
Carapeti EA, Rao S, Guy RJ, 
Westcott E, et al. A prospective 
audit of  fistula in ano at St. Marks 
H o s p i t a l .  C o l o r e c t a l  D i s  
2002;4:13-19.

53. Shahbaz CM, Ghazanfar A, 
Goraya AR. Comparative study of  
fistulectomy and fistulectomy 
with primary repair for low fistula 
in ano. Ann King Edward Med 
Coll 2002;8(2):87-9. 

54. Lindsey I, Smilgin-Humpreys 
MM, Cunningham C, Mortensen 
NJ, George BD. A randomized, 
controlled trial of  fibrin glue Vs 
conventional treatment for anal 
f istula.  Dis Colon rectum 
2002;45:1608-15.

55. Mizrahi N, Wexner SD, Zmera. 
Endorectal edvancement flap: are 
there predictors of  failure> Dis 
Colon Rectum 2002;45:1616-21.

56. Scouten WR, Zimmerman DD, 
Briael JW. Transanal advancement 
flap repair of  trans-sphincteric 
fistula. Dis Colon Rectum 
1999;42:1419-22.

57. Pearl RK, Andrew JR, Orsay CP, 
Weisman RI, Prasad ML, Nelson 
RL et al. Role of  seton in the 
management of  anorectal fistula. 
Dis Colon Rectum 1993;36:573-7.

58. Van Tets WF, Kuijpers JHC. Seton 
treatment of  perianal fistula with 
high anal or rectal opening. Br J 
Surg 1995;82:895-7.

59 Garcia-Aguilar J, Belmonte C, 
Wong D, Goldberg SM, Madoff  
RD. Cutting seton versus two 
stage seton fistulotomy in surgical 
management of  high fistula. Br J 
Surg 1998;85:243-5.     

21

Esculapio - Volume 11, Issue 03, July - September 2015


	Page 1
	Page 2
	Page 3
	Page 4
	Page 5
	Page 6

