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Case Report

Flap and FiLaC™ duo heals a complex grade IV anal fistula: case
report of a surgical success
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ABSTRACT

Complex anal fistulas, particularly those classified as grade IV, present significant management challenges due to their
intricate anatomy, risk of recurrence, and potential for sphincter damage leading to incontinence. Traditional sphincter-
sparing techniques such as anal mucosal advancement flap has been widely used, while minimally invasive approaches
like fistula laser closure (FiLaC™) have emerged as adjunctive therapies. This case report describes a successful
treatment of a 44-year-old male with a complex trans-sphincteric fistula using a combination of mucosal advancement
flap and FiLaC™ laser ablation. A 44-year-old male presented with chronic purulent discharge from multiple perianal
swellings for three years. Magnetic resonance imaging (MRI) fistulogram identified a grade IV complex trans-
sphincteric fistula (St. James's University Hospital Classification) with a single internal opening at 6 o'clock and
multiple ramifications. Under regional anesthesia, the patient underwent surgical exploration. Three external tracts
located at 1, 3, and 5 o'clock positions were traced to a single trans-sphincteric internal opening. The internal opening
was closed with 2-0 vicryl sutures. Laser ablation using FiLaC™ was performed after thorough curettage, followed by
creation and advancement of a healthy anal mucosal flap to cover the internal opening.
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INTRODUCTION

Anal fistulas, especially those with complex trans-
sphincteric tracts or multiple ramifications, are
challenging to treat because of their anatomical
complexity and the associated risk to continence and
recurrence. The Parks classification and its modified
version, the St. James’s University Hospital magnetic
resonance imaging (MRI) classification, are commonly
used to grade fistulas, with grade IV representing high or
complex fistulas crossing extensive segments of both the
internal and external sphincters.'®

While simple fistulas may be effectively treated with
fistulotomy, complex fistulas require sphincter-preserving
approaches to prevent incontinence.!! The mucosal

advancement flap has long been employed, particularly
when the internal opening is clearly accessible, although
recurrence remains a concern, especially in branched or
residual tracts.*!°

Fistula laser closure (FiLaC™) technology, using radial-
emission diode laser energy, offers a minimally invasive
method to ablate the epithelialized fistula tract while
sparing the sphincter complex.’ Reported healing rates
range from 54% to over 80%, depending on complexity
and technique.®?

Combining FiLaC™ with mucosal advancement flap
repair may enhance outcomes in complicated cases by
addressing both the internal opening and branching
tracts.>1?
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CASE REPORT
Patient history

A 44-year-old male presented with a three-year history of
intermittent purulent discharge from multiple perianal
swellings. He experienced occasional pain but had no
systemic symptoms.

Evaluation and imaging

On examination, three discrete external openings were
found at 1, 3, and 5 o'clock positions, approximately 5—7
cm from the anal verge. Probing confirmed that these
external tracts merged into a single internal tract. MRI
fistulogram revealed a high trans-sphincteric fistula with
multiple ramifications and a single internal opening at 6
o'clock, located 3 cm from the anal verge, classified as
grade IV.1?

Management

Surgical approach

The patient was positioned in lithotomy under regional
anesthesia. An anal mucosal advancement flap and
FiLaC™ laser ablation was planned and performed (Figure

1.

Figure 1: Preoperative image showing multiple
external fistulous openings with a seton in situ,
indicating a complex anal fistula.

Intraoperative findings

Three external tracts at 1, 3, and 5 o'clock converged into
a single trans-sphincteric tract with an internal opening at
6 o'clock. The internal opening was closed with 2-0 Vicryl
sutures. Laser ablation of the tracts was performed
following curettage, and a healthy mucosal flap was
advanced and secured over the internal opening (Figure 2
and 3).

Postoperative course
The postoperative period was uneventful, with complete

healing observed within four weeks and no reported
incontinence or recurrence during follow-up.

Figure 2: Intraoperative image showing identification
of the internal fistula opening using a retractor for
anal canal exposure.

Figure 3: Intraoperative image demonstrating the
seton traversing a complex fistulous tract with
multiple external openings.

DISCUSSION

The management of complex anal fistulas focuses on
achieving complete healing while preserving sphincter
function. The present case underscores the effectiveness of
combining mucosal advancement flap and FiLaC™ laser
ablation in treating a high trans-sphincteric fistula. The
mucosal advancement flap is a reliable technique, with
Garcia-Aguilar et al reporting success rates between 60—
70% in cases where the internal opening is well defined,
though recurrence remains a challenge in branched tracts.*
Similarly, D’Hoore and Penninckx highlighted that while
the flap approach is effective, its success is reduced in
highly complex fistulas.!! FiLaC™, introduced by
Wilhelm, is a sphincter-preserving technique offering
healing rates of up to 80% in select cases.’ Giamundo et al
confirmed long-term healing, although they noted that
multi-branched fistulas may present higher recurrence
risks.®

Combining both techniques, as suggested by Uzun et al
yields improved outcomes in complex cases, reducing
recurrence and preserving continence.” Adegbola et al
emphasized the importance of patient selection and noted
that combination approaches optimize healing in difficult
cases.® Qur case corroborates these findings with complete
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healing within four weeks and no recurrence.
Charalampopoulos et al further noted that combination
techniques reduce complications while achieving optimal
outcomes in complex fistula cases.” However, as
highlighted by Fuschillo et al, larger studies are necessary
to confirm the long-term efficacy of this approach.'?

CONCLUSION

This case demonstrates that a combination of anal mucosal
advancement flap and FiLaC™ laser ablation is an
effective approach for treating complex grade IV anal
fistulas. The patient achieved complete healing without
complications or incontinence. While promising, larger
studies are warranted to validate these findings and
establish long-term outcomes.
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