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ABSTRACT

Fistula-in-ano is a common anorectal condition requiring surgical intervention to eradicate the fistula while preserving anal
sphincter function. This study compares the clinical outcomes of Fistulectomy and Seton placement for the management of
fistula-in-ano. A prospective study was conducted at R.D. Gardi Medical College, Ujjain, involving 56 patients diagnosed
with fistula-in-ano. Patients were categorized into two groups: Fistulectomy and Seton placement. Outcomes assessed
included operative time, hospital stay, healing time, pain, infection, recurrence, and incontinence at one week, one month,
and three months postoperatively. The mean age of participants was 38.96 years, with a male predominance (80.4%). Low
fistulas were more prevalent (60.7%), and common symptoms included discharge (89.3%) and swelling (80.4%). Operative
time was significantly shorter in the Seton group, while Fistulectomy resulted in shorter hospital stays. Infection rates at one
week were higher in the Fistulectomy group (24.8% vs. 10.3%). Recurrence and incontinence rates were significantly lower
in the Seton group at three months (recurrence: 17.2% vs. 33.3%; incontinence: 3.4% vs. 29.6%).

This is an open access journal, and articles are distributed under the terms of the Creative Commons Attribution-Non
Commercial-Share Alike 4.0 License, which allows others to remix, tweak, and build upon the work non-commercially, as

long as appropriate credit is given and the new creations are licensed under the identical terms.

INTRODUCTION

Fistula-in-ano is a common anorectal condition
characterized by a chronic granulating tract that
connects the anal canal or rectum to the perianal skin
or perineum, often causing significant discomfort and
morbidity. Parks et al. classified fistula-in-ano into
four  types: intersphincteric, transsphincteric,
suprasphincteric, and extrasphincteric, based on the
location of the fistula tract relative to the anal
sphincter muscle [1]. Treatment options for fistula-in-
ano include surgeries like fistulectomy or fistulotomy,
and Seton treatment (both chemical and cutting).
Seton treatment was first described by Hippocrates,
and the use of "chemical" Seton (Ksharasutra) for
treating fistula-in-ano is mentioned in ancient Indian
texts [2,3]. A Seton is a string-like material placed
through the fistula tract to induce an inflammatory
reaction, promoting fibrosis that stabilizes, cuts, and
prevents sphincter retraction [4]. Complex fistulas,
which cross more than 30-50% of the external
sphincter, involve multiple tracts, or recur, pose a
significant risk to continence [5,6].

The conventional treatment for most fistula-in-ano
cases is the lay-open method, which is effective but
has drawbacks [7]. Setons have been used for
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managing anal fistulas for centuries, though they are
often discussed in the context of high or complex anal
fistulas to avoid fecal incontinence and recurrence [8].
The "lay open" technique has associated drawbacks,
including prolonged hospitalization, a high rate of
recurrence, and the risk of anal incontinence.
Recovery after the procedure can be uncomfortable,
often leading to a few days of work loss. On the other
hand, Seton application is a relatively straightforward
procedure, requiring a shorter hospital stay, less pain,
and fewer complications. Additionally, Seton therapy
is cost-effective compared to other treatment methods
such as fibrin glue, Ligation of Intersphincteric Fistula
Tract (LIFT), and collagen plugs, although LIFT has
shown promising results [9,10]. This study aimed to
compare the management, follow-up, and outcomes of
patients treated with fistulectomy versus Seton
application for fistula-in-ano at the Department of
Surgery, C R Gardi Hospital, Ujjain.

Aim
The study aims to compare the use of Seton and
fistulectomy for the management of fistula-in-ano.
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Objectives

1. To evaluate the curative efficiency of Seton
versus fistulectomy.

2. To study the outcomes of Seton and fistulectomy
with respect to recurrence and incontinence.

MATERIALS AND METHODS

Study Design

This observational comparative study was conducted
on 56 adult patients diagnosed with low trans-
sphincteric  fistula-in-ano  undergoing  surgical
procedures. The study took place between January
2023 and June 2024 in the Department of Surgery at
C R Gardi Hospital and R D Medical College
Hospital.

Study Population

The study included all patients diagnosed with low
trans-sphincteric fistula-in-ano who were admitted for
surgery at the participating hospitals during the study
period.

Sample Size Calculation

The sample size was calculated to detect a difference

in the Visual Analog Scale (VAS) score between the

two surgical methods, with a 95% confidence level

and a power of 80%. The calculation was based on the

following parameters:

e Standard deviation (c): 4.0

e Expected difference (A): 3.0 (3-point difference
in VAS score)

e Significance level (a): 0.05

e  Power (1-p): 0.80

The minimum required sample size was determined to

be 27 patients per group.

Study Groups

The 56 cases were divided into two groups based on

patients' preference:

e Group A (Seton): 28 patients

e Group B (Conventional
patients

Fistulectomy): 28

Inclusion Criteria

e Patients aged between 20 and 65 years with
fistula-in-ano

e Patients willing to undergo either Seton or
fistulectomy procedures
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Exclusion Criteria

e  Pediatric or geriatric patients

e Patients unwilling to undergo
fistulectomy

e Patients with preoperative incontinence

e Patients with comorbidities or chronic illnesses
affecting the healing process, such as immune
system disorders or chronic inflammatory bowel
diseases

Seton or

Methodology

1. Enrollment: A total of 56 patients scheduled for
surgery for fistula-in-ano were enrolled in the
study.

2. Randomization: Patients were randomly divided
into two groups (min. 27 each) using computer-
generated random numbers:

e Group A: Patients were posted for Seton.

e Group B: Patients were posted for conventional
fistulectomy.

3. Outcome Variables: The following outcomes

were assessed:

Operative time

Post-operative hospital stay

Healing time

Post-operative anal incontinence

Recurrence (up to 3 months)

Complications associated with each technique

Statistical Analysis

e Quantitative Data: Data were represented as
mean + standard deviation (SD). The t-test was
used for analyzing quantitative data.

e Categorical Data: Data were expressed in
percentages and analyzed using the chi-square
test.

e Significance Level: A p-value of less than 0.05
was considered statistically significant.

OBSERVATIONS AND RESULTS

The study collected data from 56 cases, with a mean
age of 38.96 years and a median age of 40 years,
indicating a relatively diverse age range between 20
and 74 years. Age distribution revealed that 32.1% of
the cases were aged 30 years or younger, 23.2% were
between 31-40 years, 30.4% were between 41-50
years, and 14.3% were over 50 years old.

Table: 1 Cross-Tabulations Between demographic Variables and Study Groups

Variable Category Fistulectomy (n, %) | Seton (n, %) | p-value

<30 years 11 (40.7%) 7 (24.1%)
31-40 years 6 (22.2%) 7 (24.1%)

Age Group 4150 years 8 (29.6%) 9(3Lo%) | 0%
> 50 years 2 (7.4%) 6 (20.7%)
Male 22 (8L5%) 23 (79.3%)

Gender Female 5 (18.5%) 6 (20.7%) >0.05
. High 11 (40.7%) 11 (37.9%)

Type of Fistula Low 16 (59.3%) 18(62106) | 0%
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Pain (Yes) 19 (70.4%) 23 (79.3%) 5005
Pain (No) 8 (29.6%) 6 (20.7%) '
. Swelling (Yes) 22 (81.5%) 23 (79.3%)
Complaints Swelling (No) 5 (18.5%) 6(07%) | °0
Discharge (Yes) 23 (85.2%) 27 (93.1%) >0.05
Discharge (No) 4 (14.8%) 2 (6.9%) '
1 o’clock 9 (33.3%) 4 (13.8%)
12 o’clock 7 (25.9%) 9 (31.0%)
External Opening 2 o’clock 3 (11.1%) 6 (20.7%) >0.05
3 o’clock 4 (14.8%) 3 (10.3%)
5 o’clock 4 (14.8%) 7 (24.1%)
< 6 months 7 (25.9%) 11 (37.9%)
Duration of Disease 7-12 months 19 (70.4%) 17 (58.6%) >0.05
> 12 months 1 (3.7%) 1 (3.4%)

The gender distribution was predominantly male, with
80.4% male cases and 19.6% female cases. Most of
the cases (60.7%) had low fistulas, while 39.3% had
high fistulas. Common complaints included pain
(75.0%), swelling (80.4%), and discharge (89.3%),
with 42.9% of the operations completed in 60 minutes
or less. Disease duration was mostly between 7 and 12
months (64.3%). Postoperative complications at one

week showed that 25.0% of the cases experienced
pain, while 10.7% had infections and 8.9%
experienced incontinence. At the one-month follow-
up, 21.4% had recurrence, 21.4% had infections, and
8.9% had incontinence. By the three-month follow-up,
recurrence, infection, and incontinence rates were
25.0%, 16.1%, and 16.1%, respectively.

Table: 2 Cross-Tabulations Between clinical Variables and Study Groups

Variable Category Fistulectomy (n, %) | Seton (n, %) | p-value

< 60 min 8 (29.6%) 16 (55.2%)

Operating Time 61-90 min 8 (29.6%) 11 (37.9%) <0.05
> 90 min 11 (40.7%) 2 (6.9%)

. <1 week 12 (44.4%) 25 (86.2%)
Hospital Stay > 1 week 15 (55.6%) 4(138%) | 005

< 1 month 6 (22.2%) 9 (31.0%)
Healing Days 1-3 months 11 (40.7%) 12 (41.4%) >0.05

> 3 months 10 (37.0%) 8 (27.6%)
Pain (Yes) 6 (22.2%) 8 (27.6%) <0.05
Complications at 1 Week Infection (Yes) 4 (14.8%) 2 (6.9%) <0.05
Incontinence (Yes) 4 (14.8%) 1 (3.4%) <0.05
S Pain (Yes) 2 (7.4%) 14 (48.3%) 0.001
Complications at 1 Month .1 rence (Yes) 9 (33.3%) 3(10.3%) | 0.036
Complications at 3 Months | Incontinence (Yes) 8 (29.6%) 1 (3.4%) 0.008

A statistical analysis of treatment outcomes revealed
that neither age, gender, type of fistula, complaints,
external opening location, disease duration, nor
healing days significantly affected the choice of
treatment between Fistulectomy and Seton (p > 0.05).
However, there were significant differences between
the two groups in operating time, hospital stay, and
postoperative complications, with Fistulectomy cases
having longer operating times and hospital stays
compared to Seton cases. The Fistulectomy group also
reported higher rates of pain, infection, and
incontinence within the first week post-operation,
though no cases of recurrence were observed in either
group at one week.

DISCUSSION

Fistula-in-ano is an abnormal tract between the anal
canal and the perianal area, commonly treated
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surgically to eradicate the tract and preserve anal
sphincter  function.  Surgical options include
fistulotomy/fistulectomy, seton placement, advanced
flaps, fistula plugs, fibrin glue, and newer techniques
like LIFT, VAAFT, and FILAC. This study compares
outcomes between Fistulectomy and Seton placement
for treating fistula-in-ano at R.D. Gardi Medical
College, Ujjain.

In the present study, most cases were aged 30-50
years, with a mean age of 38.96 years, consistent with
findings by Pankaj D et al (11) and Kapoor S et al
(12). Male predominance was observed (80.4%),
aligning with Akhtar M et al (13). Regarding fistula
types, low fistulas (60.7%) were more common,
similar to findings by Kapoor S et al (12). Symptoms
such as discharge (89.3%) and swelling (80.4%) were
prevalent, corroborating results by Pankaj D et al and
Kapoor S et al.

366



International Journal of Life Sciences, Biotechnology and Pharma Research Vol. 13, No. 12, December 2024

DOI: 10.69605/ijlbpr_13.12.2024.68

Disease duration was mostly between 7-12 months
(64.3%). Operating times varied significantly between
groups, with shorter times for Seton placement
(42.9% <60 minutes). Hospital stays were shorter for
Fistulectomy, while healing times were comparable,
consistent with findings by Manjusha L et al (14).
Postoperative ~ outcomes  revealed  significant
differences. One-week follow-ups showed higher
infection rates in the Fistulectomy group (24.8%)
compared to Seton (10.3%). Pain was more prevalent
in the Seton group at one month (48.3%) but lower at
three months. Recurrence rates were higher for
Fistulectomy at both one month (33.3% vs. 10.3%)
and three months (33.3% vs. 17.2%). Incontinence
was significantly lower in the Seton group at three
months (3.4% vs. 29.6%), supporting findings by
Akhtar M et al (13) and Pankaj D et al (11).

CONCLUSION
Seton placement demonstrated advantages in
recurrence and incontinence rates, while Fistulectomy
offered shorter hospital stays. The choice of treatment
should consider fistula type, patient symptoms, and
desired outcomes.

REFERENCE

1. G. Parks, P. H. Gordon, and J. D. Hardcastle. A
classification of fistula in ano. British Journal of
Surgery 1976;63:1-12.

2. Corman ML.Fistulectomy and Seton in Fistula in ANO
Section:  Surgery International  Journal  of
Contemporary Medical Research Volume 5 | Issue 5 |
May 2018 | ICV: 77.83 | ISSN (Online): 2393-915X;
(Print): 2454-7379 E12 surgery. Hippocrates: on
fistulae. Dis Colon Rectum. 1980;23:56-9.

3. Samhita S. 5th ed. Ch. 17. Varanasi, India: Motilal
Banarasi Das; 1975. Chikitsasthanam: Shlokas 29-33;
p. 456.

4. R. D. Ritchie, J. M. Sackier, and J. P. Hodde.
Incontinence rates after cutting seton treatment for anal
fistula. Colorectal Disease 2009;11:564-571.

5. 1. J. Kodner, A. Mazor, E. I. Shemesh et al. Endorectal
advancement flap repair of rectovaginal and other
complicated anorectal fistulas. Surgery 1993;114:682—
690.

6. N. Mizrahi, S. D. Wexner, O. Zmora et al. Endorectal
advancement flap: are there predictors of failure?
Diseases of the Colon and Rectum 2002;45: 1616—
1621.

7. F. Seow-Choen and R. J. Nicholls. Anal fistula. British
Journal of Surgery 1992;79:197-205.

8. R. K. Pearl, J. R. Andrews, C. P. Orsay et al. Role of
the seton in the management of anorectal fistulas.
Diseases of the Colon and Rectum 1993;36:573-579.

9. R. Cirocchi, A. Santoro, S. Trastulli, et al. Meta-
analysis of fibrin glue versus surgery for treatment of
fistula-inano.  Annali  Iltaliani  Di  Chirurgia
2010;81:349-356.

10. A. Shanwani, A. M. Nor, and N. Amri. Ligation of the
intersphincteric fistula tract (lift): a sphincter-saving
technique for fistula-in-ano. Diseases of the Colon and
Rectum 2010;53:39-42.

11. Pankaj D, Kumar N, Muni S, Bhushan V, Shahi P,
Chaubey P, et al. Management of Various Types of

©2024Int. J. LifeSci.Biotechnol.Pharma.Res.

12.

13.

14.

Online ISSN: 2250-3137
Print ISSN: 2977-0122

Fistula-in-ano by Medicated Seton (Ksharasutra) and
Open Fistulotomy-A Comparative Study.
2020;9(3):12-5.

Kapoor S, Kumar A, Rally S, Kapoor V, Singh Sandhu
A. Study Of Clinical Presentation And Management Of
Patients Presenting With Fistula-In-Ano. IOSR J Dent
Med Sci e-ISSN [Internet]. 2018;17(01):39-46.
Auvailable from: www.iosrjournals.org

Akhtar MS, Alim SS, Raza MH, Ali WM. Role of
seton versus conventional techniques in the
management of anorectal fistulas. Int Surg J.
2020;7(7):2235.

M LM, Sudheer K. Original paper A compaarative
study oftreatment of fistula in ano- fistulectomy vs
seton. 2017;(March):588-95.

367


http://www.iosrjournals.org/

