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ABSTRACT

Background: Anal fistulas are one of the commonest causes for a persistent discharge seropurulent in nature that
irritates the skin in the neighbourhood and leads to discomfort. Fistula-in-ano is seen quite frequently in perirectal
perianal suppuration. The objective of this study to study the clinical profile and diagnosis of anal fistula at surgical
OPD of VDGIMS.

Methods: The present cross-sectional observational study was carried out in patients with fistula-in-ano admitted at
surgical department of VDGIMS, Latur during the period of 2017-19 in 50 diagnosed patients. Data was analysed by
using SPSS 24.0 version IBM USA.

Results: Majority of the patients with anal fistula were from 41-50 years age group i.e. 15 (30%) and males were
predominantly affected 40 (80%) compared to females i.e. 10 (20%). Male to female ratio was 4:1. Perianal
discomfort was the commonest symptom in all patients i.e. 100%. It is followed by perianal discharge complained by
54% and perianal itching in 38% cases. The anterior position of external opening is found to be significant (p<0.05).
Fistulogram showed external opening in all patients i.e. 50 cases whereas internal opening in 46 (92%) cases.
Findings of MRI revealed that anal fistula was intra sphincteric in 28 cases i.e. 56%, extra sphincteric in 2 cases i.e.
4% and trans sphincteric in 20 cases i.e. 40%.

Conclusions: Commonest age group affected in our study was 40-50 years with male predominance. Perianal
discomfort and discharge were the commonest symptom. E. coli was the predominant organism isolated. Fistulogram
and MR is useful in detecting the aetiology of fistula in ano.
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leading to chronic inflammation. These fistulas are
developed because of these chronic abscesses.*

INTRODUCTION

Anal fistulas are one of the commonest causes for a

persistent discharge seropurulent in nature that irritates
the skin in the neighbourhood and leads to discomfort.
Fistula-in-ano is seen quite frequently in perirectal
perianal suppuration. An abnormal communication lined
by granulation tissue between the anal canal and the skin

Understanding of the anatomy of the anal canal and the
mechanism of continence of rectum and anal canal has
allowed the surgeon to dealing with spastic anorectal ring
intact without any incontinence and eradicating the
disease. Anal fistula is a painless condition, although
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cessation of discharge drainage leads to pus accumulation
and recurrent abscesses. Pain is relieved as the abscess
bursts, which gives immediate relief. Itching and soreness
of perianal skin are common due to pruritus resulting
from the moist inflammatory conditions of the skin.2 The
fistulous tracts traditionally use to keep open in part or
whole, in one or more stages and let the wound heal by
secondary intention.®

Fistula-in-ano rarely intends to heal and achieve a cure
hence they require surgical management.* Surgical
techniques like fistulotomy, fistulectomy, primary closure
after excision of tract and staged operations have
rendered the postoperative period uneventful, short and
steep fall in recurrence rate. Careful discussion with the
patient regarding options and potential risks should be
informed pre- operatively with concentration on the risk
of recurrence balanced against risk of incontinence.®

Usually patient gives a history of recurrent abscess that
ruptured spontaneously or was surgically drained that
leads to pink or red elevation exuding pus or it may have
healed.® Usually the recurrence is an undiagnosed fistula
present at the time of abscess drainage whose incidence is
almost 18 to 95 percent.

Internal openings and fistula tracks are difficult to
demonstrate with safety during acute phase of
inflammation and attempts in doing so may result in false
passages or openings. Ischiorectal and Inter sphincteric
abscesses they have been reported to have a higher risk of
recurrence than perianal abscess.®

So, the study is planned with the objective to study the
clinical profile and diagnosis of anal fistula at surgical
OPD of our tertiary care centre.

METHODS

The present cross-sectional observational study was
carried out in patients with fistula-in-ano admitted at
surgical department of VDGIMS, Latur during the period
of January 2018 to 2019. Study was initiated after
obtaining permission from ethical committee of
VDGIMS and consent from patients. A sample size of 50
was calculated for the study.

Inclusion criteria

Inclusion criteria were the patients who are clinically
diagnosed as fistula-in-ano and admitted to the surgical
wards in this hospital and willing to participate in the
study.

Exclusion criteria
Exclusion criteria were all fistulas due to perineal injuries

are excluded. All congenital fistulas are excluded from
the study.

After obtaining the consent, details of patient were
recorded like age, gender, complaints etc. Detailed
history of patients was noted and they were thoroughly
examined. Digital rectal examination was performed for
each patient. Magnetic resonance imaging findings were
recorded. After appropriate surgical intervention, patients
were  further observed for any postoperative
complications.  Biopsy sample was sent for
histopathological examination and the findings were
noted.

The position of internal opening was noted and the
fistulae were classified in relation to anorectal ring.
Investigations such as routine hemogram blood sugar,
stool examination, culture and sensitivity, and X-ray
chest was done. ELISA for HIV 1 and 2 was done for all
cases to rule out immunosuppression due to HIV
infection.

Statistical analysis

Data was collected by using a structure proforma. Data
entered in MS excel sheet and analysed by using SPSS
24.0 version IBM USA. Qualitative data was expressed in
terms of proportions Quantitative data was expressed in
terms of Mean and Standard deviation. A p value of
<0.05 was considered as statistically significant whereas
a p value <0.001 was considered as highly significant.

RESULTS

We included total 50 subjects fulfilling our eligibility
criteria. Majority of the patients with anal fistula were
from 41-50 years age group i.e. 15 (30%), followed by 11
(22%) from 21-30 years age group. Of these 50 patients,
males were predominantly affected 40 (80%) compared
to females i.e., 10 (20%) (Table 1).

Table 1: Distribution of study population according to
age and gender.

Study population Frequenc Percent
<20 8 16
21-30 11 22

Ageinyears 31-40 7 14
41-50 15 30
>50 9 18

Sex Male 40 80
Female 10 20

Perianal discomfort was the commonest symptom in all
patients i.e. 100%. It is followed by perianal discharge
complained by 54% and perianal itching in 38% cases
(Figure 1).

Per rectal examination revealed presence of external
opening in all 50 patients, whereas internal opening in 46
i.e. 92% of cases and induration in 34 i.e. 68% cases
(Table 2).
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Figure 1: Distribution of study population according
to complaints.

External opening position of fistula revealed anterior
position in 37 i.e. 74% cases and posterior position in 13
(26%) cases. So, the anterior position was a significant
finding in our study (p<0.05) (Table 3).

It shows that in more than half cases, i.e. 58%, E. coli
was the predominant organism to be isolated. It is
followed by klebsiella in 26% and 8% each of
Acinetobacter and Pseudomonas (Figure 2).

= Acinetobacter = Ecoli
= Klebsiella = Pseudomonos

)

Figure 2: Distribution according to culture sensitivity
report.

Fistulogram showed external opening in all patients i.e.,
50 cases whereas internal opening in 46 (92%) cases
(Table 4).

Findings of MRI revealed that anal fistula was intra
sphincteric in 28 cases i.e. 56%, extra sphincteric in 2
cases i.e. 4% and trans sphincteric in 20 cases i.e. 40%
(Table 5).

Table 2: Per rectal examination findings.

Present

Findings

Frequency Percent Frequency  Percent
Per rectal External oper?ing 50 100.0 0 0.0
examinations Internal opening 46 92.0 4 8.0
Induration 34 68.0 16 32.0

Table 3: Distribution according to external opening position of fistula.

Distribution U=

Frequency '

Percent Frequency Percent

Position of external ~ Anterior 37

74.0 13 26.0

opening Posterior 13

26.0 13 26.0

Chi square test - 4.37, p=0.032 (<0.05), significant.

Table 4: Findings of fistulogram.

Findings Frequency

Percent Frequency Percent

External opening 50

100.0 0 0.0

Fistul =
Istulogram Internal opening 46

92.0 4 8.0
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Table 5: Findings of MRI.

Findings Frequenc Percent
Extra sphincteric
(high anal) L o
Extra sphincteric 1 20
(low anal)
MRI Inter sphlpcterlg 28 56.0
Trans sphincteric 4 8.0
(high anal) '
Trans sphincteric
(low anal) - C2l
Total 50 100.0
DISCUSSION
Age and gender

Majority of the patients with anal fistula were from 41-50
years age group i.e. 15 (30%) and males were
predominantly affected 40 (80%) compared to females
i.e. 10 (20%). Male to female ratio was 4:1.

Agarwal et al reported that out of 25 patients of anorectal
abscess, there were 23 males 92% and two females 8%.
The most common age group was 21-30 years with eight
patients 32%, followed by five patients 20% in the age
group of 31 to 40 years.” Bhargav et al also found that out
of 225 patients, maximum 40% number of patients were
encountered in 41-50 years and 80% were males and 20%
were females.® Male to female ratio was 4:1 which is
exactly similar to our study findings. Whereas Gorden et
al and Akhtar et al in their studies observed a slightly
higher M:F ratio of 5.66:1.%1°

These findings were consistent with the findings of
Corman et al who also reported maximum incidence 42%
in 41-50 years age group with mean age of 40.5 years.!!
Hancock et al and Corman et al noted maximum
incidence (58-65% respectively) in 31-50 years age group
with mean age of 42.7 and 38.5 years respectively.?1!

Presentation

Perianal discomfort was the commonest symptom in all
patients i.e. 100%. It is followed by perianal discharge
complained by 54% and perianal itching in 38% cases.

Bhargav et al reported that discharge from opening was
most common presentation among the patients of fistula
of ano followed by pain around anus 73.3%, swelling
around anus 45.3%, itching around anus 17.3% and
constipation 13.3%. Fever 9.3% and bleeding per rectum
2.6% were the least frequent complaints of the patients.®
Memon et al also reported discharge from opening 90%,
pain around anus 76.7% and swelling around anus 53.3%
as the most frequent complaints of patients of fistula in
ano.'®* Corman et al also reported discharge from opening

to be the chief complaint 93.8% of patients with fistula in
ano followed by pain around anus 79.8% and swelling
around anus (56.7%).1

Fistula openings

Per rectal examination revealed presence of external
opening in all 50 patients, whereas internal opening in 46
i.e. 92% of cases and induration in 34 i.e. 68% cases. The
anterior position was a significant finding in our study
(p<0.05).

Bhargav et al reported 80% of the patients had single
external opening and 20% had multiple external
openings.® Choen et al observed single external opening
in 82.67% and multiple external openings in 17.33% of
the patients.’* Buchanan et al observed single and
multiple external openings in 89.78% and 10.12%
respectively.t®

Clinical and MRI diagnosis

Fistulogram showed external opening in all patients i.e.
50 cases whereas internal opening in 46 (92%) cases.
Findings of MRI revealed that anal fistula was intra
sphincteric in 28 cases i.e. 56%, extra sphincteric in 2
cases i.e. 4% and trans sphincteric in 20 cases i.e. 40%.

Bhargav et al stated in his study that all the patients
underwent digital rectal examination and magnetic
resonance imaging which revealed that 82.67% of fistulae
were low viz a viz 17.33% high. 47.1% of fistulae were
inter-sphincteric, 35.5% trans-sphincteric, 9.8% supra-
sphincteric and 7.6% were extra-sphincteric.®

Javitt et al reported that 80% of fistulae were low and
20% high. 52% of fistulae were inter sphincteric followed
by trans sphincteric 33.3%, supra sphincteric 12% and
extra sphincteric 2.7%.%¢ MRI grading of perianal fistulae
has been described as grade 1 simple linear inter
sphincteric fistula; grade 2 inter sphincteric fistula with
abscess or secondary tract; grade 3 trans sphincteric
fistula; grade 4 trans sphincteric fistula with abscess or
secondary tract within the ischiorectal fossa and grade 5
supra-levator and trans-levator disease.!”*8

CONCLUSION

Commonest age group affected in our study was 40-50
years with male predominance. Perianal discomfort and
discharge were the commonest symptom. E. coli was the
predominant organism isolated. Fistulogram and MRI is
useful in detecting the aetiology of fistula in ano.
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