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Abstract 

Introduction: Anal fistula is a benign anorectal disease. Infection of Hermann and Desfosses anal glands is responsible 
for the formation of abscesses and/or fistulas. The main treatment is surgery but recurrence and sometimes 
incontinence are frequently observed. So to choose surgical methods of anal fistula treatment is very important.  

Aim: The aim of this retrospective study was to evaluate the reliability and feasibility of Video-assisted anal fistula 
treatment (VAAFT) at the anal fistula surgery. 

Materials and Methods: A retrospective analysis was performed on data collected during a 11-year period (2008-2019) 
from 52 patients who underwent fistulotomy with loose seton technique. The male to female ratio was 3:1 and the mean 
patient age was 48.34 years. 

Results: Mortality, recurrence, complications   rate were 0%. Though the patients were scheduled as day-surgery cases, 
the average duration of hospital stay was 1.18 days. Quality of life index (QOLI) for these patients were often be 
improved by treating their fistula. 

Conclusion: The appropriate treatment for anal fistula is dependent upon the anatomy and the location of the fistula 
tract. Detection of the inner mouth is the touchstone in the treatment of anal fistula.  It could be determined location of 
inner mouth of the anal fistula easily with transparent anoscope guideline. VAAFT seems to be a safe and effective 
technique for treating perianal fistula without recurrence and anal incontinence.  
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1. Introduction

Anal fistulas continue to be a problem for patients and surgeons alike despite scientific advances. While patient and 
anatomical characteristics are important to surgeons who are evaluating patients with anal fistulas, their development 
and persistence likely involves a multifaceted interaction of histological, microbiological, and molecular factors1. Anal 
fistula is a common benign condition that typically describes a miscommunication between the anorectum and the 
perianal skin, which is develop after acute anorectal abscess2. Infection of Hermann and Desfosses anal glands is 
responsible for the formation of abscesses and/or fistulas3. The main treatment is surgery. The ideal surgical treatment 
for anal fistula should eradicate sepsis and promote healing of the tract, whilst preserving the sphincters and the 
mechanism of continence4.  There are different surgical methods of anal fistula treatment. Treatment of this benign 
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disease can affect faecal continence5. Recurrence is frequently observed due to the inability to identify inner mouth of 
the fistula during surgery. Detection of the inner mouth is the touchstone in the treatment of anal fistula. The study is 
to discuss the effectiveness of transparent anoscope guideline in the detection inner mouth of fistula. The aim of this 
retrospective study was to evaluate the reliability and feasibility of the VAAFT at the anal fistula surgery. 

2. Material and Methods 

This is a retrospective study that involves data collection from medical records of patients undergoing fistulotomy with 
loose seton technique. The records of all patients who underwent anal fistulotomy between September 2008 and March 
2019 in our institutions (Istanbul Balıklı Rum Hospital and Tekirdag Namik Kemal University Hospital) were retrieved. 
During this period, a total of 52 patients underwent anal fistulotomy with loose seton technique. The male to female 
ratio was 3:1 (37 vs 15) and the mean patient age was 48.34 (range 25-85) years. Pelvic Magnetic Resonance was 
performed in all patients before surgery.  All patients scheduled for anal fistulotomy were admitted the day before, and 
were allowed to have food and liquids until 6 hour before the operation. 

Technique 4, 5, 6, 7, 8: For complete relaxation of the anal sphincter muscles; deep general anesthesia is applied to all 
cases. No pressure is applied to the anal margin zone during material injection. Hydrogen peroxide, milk and blue dye 
are used for identification and irrigation of the fistula tract. For irrigation gently and firstly milk or hydrogen peroxide 
is injected at the outer mouth of anal fistula. Later, the milk from the inner mouth of fistula is observed with a 
transparent anoscope. Secondly blue dye injected at the outer mouth of anal fistula. Then, the milk from the inner mouth 
of fistula is observed with a modified transparent anoscope (Figure 1). Then, the guide wire which is sent at the outer 
mouth of the fistula was observed through the inner mouth of the fistula. The rubber band is passed through the fistula 
tract and tied with guide wire guided. 

 

Figure 1 Modified transparent anoscope and Guides 

3. Result 

Mortality and morbidity rate was 0%. The patients were followed up for an average of 5(4->9) months. Loose seton 
technique was performed successfully in all 52 patients. Mortality and morbidity rate was 0%. The median operation 
time was 40-90 minutes. Internal mouth of fistula were identified in all cases. No any complications were observed in 
the cases. Complete healing without recurrence was achieved in 50 patients (96%) after 4 months of follow-up. No fecal 
incontinence was observed. Furthermore, a significant improvement in Quality of Life Index (QOLI) score was observed 
from preoperative baseline (mean, 89.5) to 3-month follow-up (mean, 101.2; p<0.001), and this increase was 
maintained at 9-months follow-up (mean, 105.6; p<0.001). 
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4. Discussion 

Anal fistulas continue to be a problem for patients and surgeons alike despite scientific advances 1. The presence of a 
perianal abscess that contains gut flora commonly leads to the development of anal fistula 1. 

The glands of Hermann and Desfosses, located in the thickness of the anal canal, drain into proximal of the dentate line. 
Infection of these anal glands is responsible for the formation of abscesses and/or fistulas3. Fistulas also may be due to 
crohn disease, cancer, trauma, tuberculosis, or radiation 6. 

The appropriate treatment for an anal fistula is dependent upon the anatomy and the location of the fistula tract7. The 
Salmon-Goodsall rule is of assistance in identifying the direction of the tract. The Salmon-Goodsall's rule states that if 
the anus is bisected by a line in the frontal plane, an external opening anterior to the line will connect to an internal 
opening by a short, direct fistula tract. However, if the external opening is located posterior to this imaginary line, the 
fistula tract follows a curved course to the crypt in the posterior midline 6,7. This rule, while useful, is not infallible. 

The main treatment is surgery. The ideal surgical treatment for anal fistula should eradicate sepsis and promote healing 
of the tract, whilst preserving the sphincters and the mechanism of continence4. Several surgical procedures have been 
developed, but the risks of recurrence and impairment of continence still seem to be an unresolved issue8. Women with 
anterior fistula or previous obstetric injury as well as patients with pre-existing incontinence or specific risks such as 
previous local irradiation or co-existing Crohn’s disease are also at significant risk of incontinence and poor outcome 
4,9. The key to successful treatment are the eradication of the primary track and detection of the inner mouth of fistula. 
There are different surgical methods of anal fistula treatment. 

At the stage of fistula, treatment has two sometimes conflicting objectives: effective drainage and preservation of 
continence. These two opposing constraints explain the existence of two therapeutic concepts3. On one hand the laying-
open of the fistulous tract (fistulotomy) in one or several operative sessions remains the treatment of choice because of 
its high cure rates. On the other hand obturation with biological components preserves sphincter function but suffers 
from a higher failure rate, or surgical closure with tract ligation3.  Placement of a soft, noncutting seton permits 
resolution of surrounding inflammation while preserving sphincter musculature6. In here, the key to successful 
treatment is detection of the inner mouth. 

VAAFT permits examination of the ano-rectal region and also with it can be obtained direct vision of inner mouth of the 
fistula. Transparent anoscope guideline allows visualization of the mucosal surface of the anorectal region. So, Surgeon 
could determine location of inner mouth of the anal fistula with transparent anoscope guideline10.  

The seton placement has been advocated either loose, to control infection, or cutting through the sphincter muscle 
gradually or as a bridge between two separate partial fistulotomies 4,11,12. The short-term healing rate of loose seton 
ranges between 44% and 83% 4,13,14,15. Cutting setons have been used in the attempt to slowly divide the sphincters 
while allowing scarring to occur and limit disruption of the muscular ring, with recurrence rates from 22% to 39% 
4,16,17. We used ‘loose seton technique’ with transparent anoscope guideline after colonoscopy16. The inner mouth of 
fistula were determined in the all cases. No recurrence or incontinence was observed in any case.  

5. Conclusion 

As a result; the use of transparent anoscope guideline during the surgical treatment of anal fistula is an effective method 
of preventing recurrence and anal incontinence. We recommend that VAAFT be attempted on all patients underwent 
surgery. However, prospective control trials are needed to be used in routine.  
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