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Abstract

Background: Fistulotomy and fistulectomy are common surgical procedures for treating simple anal fistulas, a
condition involving abnormal connections between the anal canal and skin. This study aims to compare these
two methods, focusing on key outcomes such as healing time, recurrence rates, and postoperative complications,
including incontinence, to determine the most effective treatment.

Methods: A simple fistula was defined as one having a single external and internal opening along with a
palpable tract. Group I consisted of 25 patients who underwent fistulotomy with marsupialization, while Group
II comprised 25 patients who received the fistulectomy procedure for their low-lying anal fistula. The patients
were matched based on age, sex, and other physical factors.

Results: The mean duration of surgery was 29.5 minutes for fistulotomy and 32.2 minutes for fistulectomy, with
no statistically significant difference (p-value = 0.891). The duration of wound healing was significantly longer
in the fistulectomy group (21 £ 5.5 days) compared to the fistulotomy group (12 + 2.5 days) (p-value = 0.004).
Postoperative pain, as assessed by the Visual Analogue Scale (VAS), was comparable between the two groups,
with a mean VAS score of 3.8 = 1.51 in the fistulotomy group and 3.5 + 2.19 in the fistulectomy group (p-value
= 0.217). The incidence of anal incontinence was 10% (4 cases) in the fistulotomy group and 2.5% (1 case) in
the fistulectomy group, although the difference was not statistically significant (p-value = 0.191). The
recurrence rate was low and similar in both groups, with 1 case (2.5%) in each group.

Conclusion: Fistulotomy demonstrated shorter operative time and wound healing compared to fistulectomy in
the management of simple anal fistulas. However, it was associated with a higher incidence of anal
incontinence, although not statistically significant. Both procedures exhibited low recurrence rates. The choice
between fistulotomy and fistulectomy should be individualized based on patient factors and fistula
characteristics.
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Introduction

watery or purulent discharge and recurrent pain [4].
Conventional surgical treatments for simple anal
fistulas include fistulotomy and fistulectomy [5].
Fistulectomy involves the complete removal of the
fistulous tract, reducing the risk of missing
secondary tracts and allowing for comprehensive
histopathological analysis. However, due to the
significant tissue loss associated with fistulectomy,
there is an increased risk of compromising
sphincter function [6]. In contrast, fistulotomy
opens the fistulous tract, creating smaller wounds
that promote faster healing. Simple fistulas are
often treated with fistulotomy, followed by
curettage or cauterization of the tract, with healing
occurring by secondary intention. The primary goal
of treatment is to eradicate sepsis while preserving

A fistula in ano is a granulation tissue-lined tract
that connects the anal canal or rectum to the skin
around the anus. It typically results from an
anorectal abscess that either ruptures spontaneously
or follows inadequate surgical treatment [1]. Acute
infection of the anal crypts can lead to an anorectal
abscess, with the anal fistula representing the
chronic stage of this infection [2]. Perianal fistulas
may be associated with various disease processes
[3] and can occur either below or above the
anorectal ring. Low-level fistulas open below the
anorectal ring, while high-level fistulas open at or
above the ring. Most fistulas are located posteriorly
(two-thirds), while the remaining one-third are
anterior. The most common symptoms include
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anorectal function [7]. Low anal fistulas are
typically managed with fistulotomy, which can be
performed with minimal loss of sphincter muscle,
but for high-level fistulas, it is safer to place a seton
or stage the procedure [8]. Additionally,
marsupialization of fistulotomy wounds can further
reduce healing time [9]. This study aimed to
compare fistulectomy with fistulotomy and
marsupialization in the management of simple anal
fistulas through a randomized controlled trial.

Material and Methods

This cross-sectional comparative study was
conducted in the Department of General Surgery,
Prathima Institute of Medical Sciences, Naganoor,
Karimnagar, Telangana state. Institutional Ethical
permission was obtained for the study. Written
consent was obtained from all the participants of
the study after explaining the nature of the study in
vernacular language. Those voluntarily willing to
participate in the study were included.

Inclusion Criteria

Simple fistula in ano

Treated with fistulotomy or fistulectomy
Males and females

Aged 20 years and above

el e

Exclusion Criteria

Recurrent fistulas

Complex fistulas

Secondary fistulas
Immunocompromised patients
Severe infections

Pregnancy

Aged below 18 or above 75 years
Previous Anal Surgeries

PN R LD =

A simple fistula was defined as one having a single
external and internal opening along with a palpable
tract. Group I consisted of 25 patients who
underwent fistulotomy with marsupialization, while
Group II comprised 25 patients who received the
fistulectomy procedure for their low-lying anal
fistula. The patients were matched based on age,
sex, and other physical factors.

Fistulotomy: After administering anesthesia, the
surgeon identifies the fistula's internal and external
openings. The tract is then carefully incised along
its length, exposing the fistula and allowing it to
heal from the base upwards. This technique
involved minimal tissue removal, preserving most
of the surrounding sphincter muscles, which helps
reduce the risk of incontinence. The wound is left
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open to heal naturally, often with marsupialization
(suturing the wound edges) to promote faster
healing. A fistulotomy is preferred for low-lying,
straightforward fistulas.

Fistulectomy: After identifying the fistula's
internal and external openings, the excision of the
entire fistulous tract, ensuring no tissue is left
behind was done. This approach reduces the risk of
missing secondary tracts and allows for
comprehensive histopathological examination of
the excised tissue. However, because fistulectomy
involves more tissue removal, it can result in a
larger wound and a higher risk of sphincter
damage, potentially leading to postoperative
incontinence. The wound is left to heal by
secondary intention, and this procedure is often
chosen for more complex fistulas.

Intraoperative and postoperative parameters, such
as surgery duration, wound healing, postoperative
incontinence, pain, and recurrence, were recorded.
Patients were followed up for 6 months post-
surgery to monitor for recurrence and anal
incontinence.

Statistical Analysis: All the available data was
collected and uploaded to an MS Excel spreadsheet
and analyzed by SPSS version 22 in Windows
format. The continuous variables were represented
as mean, standard deviation, and percentages. The
categorical variables were calculated using the chi-
square test for differences between the two
variables. The values of p (<0.05) were considered
to be significant.

Results

Table 1 presents the demographic characteristics of
two groups of patients undergoing different
surgical procedures for an unspecified condition.
Group I underwent a fistulotomy, while Group II
underwent a fistulectomy. The study population
consisted of a slight majority of male patients
(62%). The gender distribution was relatively
similar between the two groups. The mean age of
patients in both groups was comparable, with a
slight difference of approximately 2 years between
Group I and Group II. The demographic
characteristics of the two groups are relatively
similar, suggesting that the comparison between
fistulotomy and fistulectomy is based on
comparable patient populations the p-values were
(0.339). The absence of significant differences in
age and gender reduces the likelihood of
confounding factors influencing the outcomes of
the study.

Table 1: Demographic Variables of the Patients

Group I N=25 (Fistulotomy) | Group II N=25 (Fistulectomy) Total
Male 16(64%) 15(60%) 31 (62.0%)
Female 9(36%) 10(40%) 19 (38.0%)
Mean age in years 38.15+11.19 +12.24
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Table 2 compares intraoperative and postoperative
outcomes between two groups of patients
undergoing fistulotomy and fistulectomy. The
duration of surgery was comparable between the
two groups, suggesting similar surgical complexity
for both procedures. Patients undergoing
fistulotomy experienced significantly shorter
wound healing times 12.0 + 2.5 days versus 21 +
5.5 days for those undergoing fistulectomy the p
values were found to be significant. There was no
significant difference in postoperative pain levels
between the two groups based on VAS scales. The
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incidence of anal incontinence was higher in the
fistulotomy group, although the difference did not
reach statistical significance. Both groups exhibited
a low recurrence rate, with no significant difference
between them. The choice between fistulotomy and
fistulectomy for the management of anal fistula
should be carefully considered based on the
individual patient's characteristics and the specific
fistula anatomy. While fistulotomy offers the
advantage of shorter wound healing time, the
potential for higher anal incontinence rates should
be weighed against the benefits.

Table 2: Comparison of intraoperative and postoperative outcomes in fistulotomy and fistulectomy group
for simple anal fistula.

Variables Group I N=25 (Fistulotomy) | Group II N=25 (Fistulectomy) | P value

The mean duration of sur- | 29.5 min. 32.2 min. 0.891

gery

Duration of wound healing 12 +£2.5 days 21 + 5.5 days 0.004*

Postoperative pain using | 3.8 £ 1.51 3.5+2.19 0.217

VAS

Incidence of anal inconti- | 4 cases (10.0%) 1 case (2.5%) 0.191

nence

Recurrence 1 case (2.5%) 1 case (2.5%) -
Discussion low recurrence rate can be attributed to the study

Fistula in ano is a common clinical condition that
often requires surgical intervention for effective
treatment. Although various treatment options exist
for managing anal fistulas, there is no consensus on
the gold standard therapy. Given that each
treatment modality has its advantages and
disadvantages, we conducted this prospective
randomized clinical study to compare two widely
used surgical approaches: fistulotomy and
fistulectomy. Key parameters for evaluating anal
fistula procedures include recurrence rates and the
incidence of incontinence. In this study, the
average duration of surgery was comparable
between the two groups, with no statistically
significant difference. While fistulectomy generally
takes longer, the inclusion of only simple fistulas in
this study likely accounts for the similar surgery
times between groups. These findings are
consistent with those of Jain et al. [10]. The
average postoperative wound healing time was
significantly shorter in the fistulotomy group, with
the difference being statistically highly significant.
This aligns with the results of other studies [11,
12]. The quicker healing observed in the
fistulotomy group may be attributed to the
marsupialization of the fistulotomy tract.
Postoperative pain scores were measured using a
visual analog scale from 0 to 10, with 0 indicating
no pain and 10 indicating unbearable pain. The
difference in pain scores between the two groups
was not significant. Recurrence was observed in
one patient from each group, and these recurrent
fistulas were addressed with revision surgery. The
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population, which included only patients with
simple fistulas. However, the incidence of anal
incontinence was higher in the fistulotomy group
compared to the fistulectomy group (5 versus 1), a
statistically significant difference. Other studies,
such as those by Kronborg et al. [13] and Murtaza
et al. [14] have reported slightly different results
regarding incontinence. The higher incidence of
incontinence in our study may be because
fistulotomy involves cutting sphincter fibers along
the fistula tract, and most patients in our study had
inter-sphincteric and trans-sphincteric fistulas, as
opposed to the subcutaneous tracts more commonly
reported in other studies. One important limitation
of this study is the small sample size and shorter
follow-up periods. Conducting the study at a single
tertiary care hospital may introduce biases related
to institutional practices or patient demographics
which may have been present in this study. Multi-
center studies would provide more diverse data and
increase the generalizability of the results.

Conclusion

The present study comparing fistulotomy and
fistulectomy for the management of simple anal
fistulas demonstrated distinct advantages and
disadvantages for each surgical approach.
Fistulotomy was associated with a shorter operative
time and a faster healing process, making it a
potentially attractive option for patients. However,
the procedure carried a slightly higher risk of anal
incontinence, a significant ~ postoperative
complication. Conversely, fistulectomy, while
requiring a longer operative time and wound
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healing period, exhibited a lower incidence of anal
incontinence.

Both surgical techniques demonstrated low
recurrence rates. The optimal choice between
fistulotomy and fistulectomy should be carefully
considered on an individual basis, taking into
account factors such as fistula location, patient
comorbidities, and preferences. Long-term
outcomes and quality-of-life assessments are
necessary to further elucidate the comparative
benefits of these surgical interventions.
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