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INTRODUCTION 

Fistula-in-ano is one of the commonest encounters in 

surgical clinics dealing with anorectal diseases.1 Fistulae 

develop when an infected perianal gland forms an abscess 

and ruptures into anal canal on one side and perianal skin 

on the other side. There are different types of fistulae 

with respect to their course through anal sphincter-

subcutaneous, intersphincteric, trans-sphincteric, supra-

sphincteric and extrasphincteric.2 As defined by goods 

all’s rule, fistulae anterior to the transverse line drawn 

across anal canal in lithotomy position, tend to have a 

simple and straight course whereas those posterior to the 

said line tend to have a complex curved pathway.  

Fistula-in-ano is known for its branches. These fistulae 

by nature of their chronicity and complexity pose a 

challenge to the surgeon. Conventional fistulectomy 

procedure where entire fistulous tract is laid open, brings 

lot of postoperative pain, takes more time to heal and has 
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high recurrence rates ranging from 10% to 45%. Another 

important problem is injury to anal sphincter resulting in 

incontinence. Of the newer methods being tried VAAFT-

video assisted anal fistula treatment is showing promising 

results.3,4  

VAAFT can be used both for diagnostic and therapeutic 

purpose. This procedure doesn’t involve tissue cutting 

and laying open of tract. It’s a minimally invasive 

procedure where fistulous tract is probed with a scope 

and the entire tract visualized till the internal opening, 

which is closed with stitch and the entire length of tract 

cauterized n scrapped of its infected lining epithelium.in 

the process localized collections are also drained. Hence 

to confirm the meritorious effects of VAAFT over 

conventional fistulectomy, and know patient satisfaction, 

this study was designed.5,6 

METHODS 

This prospective comparative study was undertaken to 

compare conventional fistulectomy and newer VAAFT 

procedure in the management of fistula-in-ano. The study 

was conducted from august 2015 to august 2016 on about 

50 patients consulting general surgery department, 

Narayana medical college and hospital, Nellore. Every 

patient was informed of the procedure and consent taken. 

The plan of study was submitted to hospital ethics 

committee and their approval was taken.  

All patients with first presentation of fistula-in-ano were 

included in this study. Patients with recurrent fistulae, 

with diseases like Crohns, tuberculosis and anorectal 

malignancies (which present with multiple perianal 

fistulous openings), with immune suppressed conditions 

and with supra-sphincteric extension of tracts were 

excluded from this study. Paatients were divided into two 

groups with 25 patients in each group.  

Surgeons with at least 5years of experience in anorectal 

surgeries and who have undergone training for VAAFT 

procedure were selected. Visual analogue scale (VAS) 

was used to assess subjective pain on the first and second 

postoperative days and documented.7 The VAS scale 

ranged from 0 to 5, where 0 stands for no pain and 5 

stands for worst pain ever faced. After discharge all 

patients were followed for a period of year and any 

recurrence of the disease noted. Any complications 

occurring in the postoperative period and during follow-

up were noted. 

Statistical analysis 

Data was analyzed with SPSS 15.0 statistical software 

(SPSS inc. Illinois, USA) and a descriptive statistical 

analysis was carried out in this study. Microsoft word and 

Excel were used to note details and generate tables etc. 

Results were presented using Mean±SD and as actual 

numbers and percentages in categorical data. Group 

significance was measured by Unpaired t test, ANOVA 

and Chi-square test. P value if it was less than 0.05 

(p<0.05) was considered significant statistically. 

RESULTS 

Among the 50 patients selected for study there was male 

preponderance in both the groups. Male: female ratio was 

5.25:1 in group A. It was 4:1 in group B.  Majority of 

patients belonged to 31-40 years of age group. The 

median age of presentation in group A was 38yrs whereas 

it was 40yrs in group B. Majority of the patients had low 

anal fistulae followed by patients with high anal fistulae 

and anorectal fistulae in that order.8,9 Time taken for 

surgery in minutes, was assessed for both the groups and 

it was expressed as Mean±Standard deviation. We 

noticed that VAAFT required just half of the time 

required for conventional fistulectomy.10-12 

 

Table 1: Clinical characteristics and outcomes between fistulectomy versus VAAFT. 

Clinical parameters Group A -25 (fistulectomy) Group B-25 (VAAFT) P value 

Age in years 38±1.2 40±2.4 p<0.05 

Gender Male/Female 21/4 20/5 P<0.05 

Type of fistula low/high/anorectal 16/8/1 17/7/2 P<0.05 

Pain on VAS-1ST postop day 3.64±1.4 0.96±0.2 P<0.05 

Pain on VAS-2nd postop day 2.11±1.3 0.24±0.1 P<0.05 

Complications 3 cases 0 P>0.05 

Recurrence 5 cases 0 P>0.05 

Operative time in minutes 37.5±2.4 19.2±1.5 P<0.05 

Time to return to work in days 8.2±1.7 3.7±0.8 P<0.05 

Patient satisfaction 
Good-14 Good-23 

P<0.05 
Not satisfied-11  Not satisfied-2 

 

After surgery pain was measured for all patients on visual 

analogue scale (VAS). For patients who underwent 

fistulectomy the VAS score was above 3 on first postop 

day and above 2 on second postop day, whereas, for 
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patients who underwent VAAFT the VAS score was 

always less than 1 on first and second postoperative 

days.13 Any complications like bleeding, infection and 

incontinence were noted. 3 cases undergoing 

fistulectomy, developed complications, in which two of 

them had postoperative bleeding which was controlled by 

anal packing and one of them had perianal infection 

needing additional antibiotics and slough excision.14,15 

There were no complications in patients who underwent 

VAAFT. When patients were followed up, there was 

recurrence of disease in 20% of people operated by 

fistulectomy, whereas there was no recurrence in group 

who underwent VAAFT.16,17  

Recurrence was defined as persistence of fistula at the 

same site or reappearance of any new fistula at the 

operated site. time needed to return to work in days was 

also calculated for both the groups and expressed as 

mean±SD. Patients who underwent VAAFT returned to 

work in half of the time that was required by people who 

underwent conventional fistulectomy.  

Overall patient satisfaction was assessed by asking them 

the same on a two-point scale, at their third follow-up 

visit i.e. After 2 months. More than 90% of people were 

satisfied with VAAFT procedure whereas it was only 

near 50% in those who underwent fistulectomy. The 

following table shows the statistical details of the study.  

DISCUSSION 

Fistula-in-ano can be labelled as one of the diseases with 

high incidence and high recurrence rates posing a 

challenge to colpoproctologists. High recurrence rates 

can be attributed to epithelialization of fistulous tracts, 

branching and complexity of fistulous tracts, and the 

inadequateness of conventional fistulectomy procedure.in 

conventional fistulectomy where the entire fistulous tract 

is cut and laid open, has high chances of sphincter injury, 

as most of the fistulae cross the sphincter muscles.  

Patients have to bear the perianal wound till it heals 

giving lot of pain, discomfort and loss of quality working 

days. Hence, for all the above reasons, conventional 

fistulectomy procedure is not advisable. Kronborg et al 

and Farquahasan EL. Operations in rectum and anal 

canal, discussed in detail the nature and presentations of 

fistula-in-ano. Several newer methods have come into 

vogue like injection of foam into the tract, seton 

application, MAFT (minimally invasive anal fistula 

treatment), plugging the tract, LIFT, VAAFT etc.18-22 

Fistula plugging is being practiced in some centres. A. 

Herold A. Ommer A. Fürst et al. In their study, “Results 

of the Gore Bio-A fistula plug implantation in the 

treatment of anal fistula”, showed the effectiveness of 

plugging over conventional fistulectomy.  

Some centres are using seton application as an alternative 

to fistulectomy. García-Aguilar J, Belmonte C, Wong 

DW, Goldberg SM, Madoff RD, in their study, “Cutting 

seton versus two-stage seton fistulotomy in the surgical 

management of high anal fistula”, discussed the 

advantages of seton application over conventional 

fistulectomy.  

LIFT (ligation of intersphincteric tract) is being followed 

in few centres and its usefulness was discussed by 

Shanwani A, Nor AM, and Amri N, in their study- 

“Ligation of the intersphincteric fistula tract (LIFT): a 

sphincter-saving technique for fistula-in-ano,” and also 

by. Lange EO, Ferrari L, Krane M, Ficherain A, their 

study- “Ligation of Intersphincteric fistula tract: a 

sphincter-sparing option for complex fistula-in-ano,”. But 

the problem with above three newer methods-plugging, 

seton and LIFT, is that they can’t be used in all types of 

fistula.23,24  

The more the complexity of fistula the lesser their 

effectiveness.in VAAFT procedure any type of fistula can 

be dealt with.25 As we are directly visualising the 

fistulous tract and its branches, the disease can be cleared 

into to. Hence, VAAFT is gaining wide acceptance. Its 

minimally invasive and also both diagnostic and 

therapeutic.26 in VAAFT there is no cutting of sphincter 

muscles.27 Fistulous tract is just probed, under video 

guidance entire tract is cauterized and scraped of its 

infected epithelium, abscess if any drained, and internal 

opening ligated under vision.  

Hence, patients experience minimal postoperative pain, 

with negligible complications and very less recurrence 

rate. Meinero P, Mori L et al in their study- (2011) 

Video-assisted anal fistula treatment (VAAFT): a novel 

sphincter-saving procedure for treating complex anal 

fistulas, concluded the effectiveness and advantages of 

VAAFT procedure.  

The above prospective comparative study done at our 

center emphasized the effectiveness of VAAFT 

procedure. Among 25 patients who underwent VAAFT 

none had recurrence and complications. Almost all of 

them had negligible postoperative pain when compared to 

their counterparts.so our study concurred with Meinero P 

et al study in the effectiveness of VAAFT over 

conventional fistulectomy.12,13,28 

CONCLUSION 

In comparison with conventional fistulectomy, VAAFT 

excels with its negligible postoperative pain and almost 

nil complications and recurrence rates.  

Hence, we conclude VAAFT as an effective alternative to 

conventional fistulectomy in the management of fistula-

in-ano. 
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