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Abstract

Aim and introduction: Considering the recurrence and fecal
incontinence rates in high anal fistulas, surgical treatment of anal fistulas
is a challenging process, although many treatments have been defined
today. The aim of our study is to evaluate the long-term results of laser
ablation of the fistula tract in high anal fistulas.

Material and methods: The files of patients who underwent
laser ablation of the fistula tract due to high anal fistula between June
2020 and January 2022 were evaluated retrospectively. Moreover, their
postoperative complications, preoperative and postoperative Cleveland
fecal incontinence scores (CCFFSI score), postoperative first day and first-
week visual analog scale (VAS) scores, follow-up times, and recurrence
rates were analyzed.

Results: 26 patients were included in the study. The mean follow-
up period was 39.88+14.34 weeks, and the postoperative first and 7th
day VAS scores were 4.61+1.41 and 0.8+1.02, respectively. Preoperative
and postoperative CCFl scores were calculated as 1.8+1.41, 1.65+1.32,
respectively. Recurrence was observed in 7 patients postoperatively.
Postoperative anal abscess developed in 1 patient.

Conclusion: Although laser ablation of the fistula tract can be
safely performed as a technique that does not affect incontinence,
recurrence rates should also be considered. Furthermore, more extensive
randomized prospective studies on this technique should be performed.
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Introduction

Material and methods

Anal fistulas occur as a result of chronic infection
of cryptoglandular structures in the anal canal and
almost always require surgical treatment [1]. Though
many surgical techniques are defined for the treatment
of anal fistula today, when long-term data are evaluated,
there is no single gold standard treatment method [2].
In terms of sphincter-preserving techniques, rectal
mucosal advancement flaps, LIFT (ligation of the
intersphincteric fistula tract), VAAFT (video-assisted
anal fistula treatment) and laser ablation procedures
(LAFT) are some of these methods [3-6].

According to Milligan and Morgan, anal fistulas
are divided into high and low according to the closure
rate of the puborectal muscle and external sphincter [7].

In our study, we aimed to evaluate the results of
laser ablation treatment applied as a new technique in
patients with high anal fistula.

The files of patients who underwent laser ablation
of the fistula tract due to high anal fistula between
June 2020 and January 2022 in Aydin Surgery Clinic
at Turkey, Aydin were evaluated retrospectively.
Moreover,  their  postoperative  complications,
preoperative and postoperative Cleveland fecal
incontinence scores (CCFFSI score), postoperative first
day and first-week visual analog scale (VAS) scores,
follow-up times, and recurrence rates were analyzed.
Patients with a follow-up period of less than 6 months
were excluded from the study in order to more clearly
evaluate the postoperative recurrences of the patients.
Patients with Crohn's disease, cancer patients, patients
who developed fistula secondary to trauma, and patients
who were treated for anal fistula due to recurrence, and
low anal fistula were excluded from the study.

Journal of Clinical Medicine of Kazakhstan: 2022 Volume 19, Issue 6

43



Surgical method

Enema was applied to the patients 2 hours before the
operation. Preoperatively, 1 gr ampicillin/sulbactam was
administered intravenously. After spinal anesthesia, the patients
were prepared in lithotomy or jack knife position according
to the location of the external of the fistula. By revealing the
external fistula tract, hydrogen peroxide was injected through
the external sphincter orifice and the internal sphincter opening
was revealed with the help of anal retractor. The fistula tract was
determined with a stylet. Following that, the brush stylet fistula
tract was debrided. Then, the 1000-um-diameter radial laser
probe (FiLaC®) was advanced and removed from the internal
of the fistula (Figure 1).

Figure 1 - Treatment of the fistula tract with laser ablation in
high anal fistulas

According to the size of the 1470 nm 10 watt energy fistula
tract, an average of 12-18 shots were made along the fistula
tract in total. The external orifice was excised and left open for
drainage.

Statistical analysis

For data evaluation, the SPPS 25 (IBM Corp. Released
2017. IBM SPSS Statistics for Windows, Version 25.0. Armonk,
NY: IBM Corp.) statistical packaged program was used. The
variables were stated using the meantstandard deviation,
percentage and frequency values. Kolmogrov Smirnov test was
performed to evaluate the homogeneity of the data. In the analysis
of data, Mann—Whitney U test were used for the comparison of
CCFFSI and VAS scores. P < 0.05 was considered statistically
significant.

Results

A total of 26 patients were included in the study, of which
17 (65.4%) were male and 9 (34.6%) were female. The mean
age of the patients was calculated as 40.2+11.2. High fistulas
were included in the study and 18 (69.2%) were transsphincteric
and 8 (30.8%) were extrasphincteric. The follow-up period of
the patients was calculated as 39.88+14.34 weeks. Recurrence
was detected in 7 (26.9%) of the patients included in the study.
When the VAS scores were examined, it was 4.61+1.41 on the
postoperative Ist day and 0.8+1.02 on the postoperative 7th
day (p<0.001) (Table 1). When considered as a complication,
perianal abscess developed in one patient on the postoperative
4th day (3,8%). Globe vesicale developed in one patient one
postoperative first day (3,8%) (Table 2).

Table 1

Score and general definitions

Age 40.2+11.2

CCFFSI score 1.8+1.41

preoperative

CCFFSI score 1.65%1.32

postoperative 1.week

Vas score 4.61+1.41

postoperative 1.day

Vas score post op 7.day | 0.8+1.02

Follow-up time 39.88+14.34(24-75)

Recurrence 7(26.9%)

Gender 17(65.4%)

man 9(34.6%) woman

Fistula type 18(69.2%) 8(30.8%)
transsphincteric extrasphincteric

Table 2 Complications

Periperianal abscess 1(3,8%)
Globe vesicale 1(3,8%)

Table 3 Preoperative and postoperative scores
Preoperative CCFI score Postoperative CCFI score p=0.1
1.8+1.41 1.65+1.32
Postoperative 1. day VAS Postoperative 7. day VAS p<0.001
4.61+1.41 0.8+1.02

Considering the CCFFSI scoring, while the preoperative
value was 1.8t1.41, it was calculated as 1.65+£1.32 at
postoperative 1st week (p=0.1) (Table 3).

Discussion

Although many sphincter sparing techniques have
been described for high anal fistulas, none of these techniques
have taken their place in the literature as the gold standard
treatment. The fibrin glue technique, which is one of these
techniques, recurrence rates were found to be high [8,9]. In a
meta-analysis study conducted on another technique, the LIFT
technique, the success rates were reported to be around 76%,
and its protective effect on incontinence was stated to be present
[10]. In a another study about modified LIFT technique Celayir
et al [11] reported success rate about 87.5%. In a study on rectal
mucosal advancement flaps, the recurrence rate was reported as
23% [12]. In the literature, factors affecting recurrence in anal
fistula have been reported as recurrent anal fistulas, diabetes,
smoking, and immunosuppressive diseases [13]. Since our study
was retrospective, the risk factors of the patients could not be
evaluated. Although there are studies showing recurrence rates
in the range of 18-75% after the LAFT technique, recurrence
was found in 7 patients in our study, and our recurrence rate was
found to be 26.9% [14,15].

Anal fistula poses a serious problem after surgery,
particularly after surgery for high fistulas. Ege et al. found no
significant difference between preoperative and postoperative
incontinence scores after hybrid seton surgery in high anal
fistulas [16]. There are a few studies in the literature that evaluate
with the incontinence scoring system after the LAFT technique.
In a study on the LAFT technique, Giamundo et al [17] found
no significant difference between preoperative and postoperative
CCFFSI scores. Similarly in our study, no significant difference
was found between the preoperative and postoperative 1st week
CCFFSI scores. In another study Wilhelm et al [18] reported that
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no continence developed in their patients after LAFT. Hence, it
can be said that the LAFT technique is a reliable technique for
incontinence.

Patient comfort and quality of life are important after
surgery in anorectal diseases. There are many studies available
to detect this aspect. In particular, pain can be encountered as a
distressing symptom postoperatively after fistula surgeries. In a
study conducted by Giamundo et al [17] on the LAFT technique,
the mean VAS values were found to be 4 in the VAS surveys
to evaluate the preoperative and postoperative pain status, and
no change was detected [17]. In our study, on the other hand,
while VAS values were found to be 4.61+1.410n postoperative
Ist day, on postoperative 7th day it was found to be 0.8+£1.02
and a significant decrease in pain level was detected. In terms
of postoperative pain, LAFT can be considered as a comfortable
method. For more detailed post-operative comfort, quality of
life questionnaires such as SF-36 are required. However, as our
study was a retrospective study, a questionnaire could not be
applied to the patients.

that can be preferred in terms of preserving sphincter functions
and postoperative pain comfort; however, surgical recurrence
rates should also be considered. We believe that prospective
studies with other techniques are needed to access more detailed
information.

Study limitations: The main limitations of this study are
that it is retrospective, and low number of patients.

Ethics Committee Approval: The study protocol was
approved by Institutional Research Ethic committee.

Informed Consent: All patients were informed about the
procedure, and certificate of consent was taken for every patient.
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treatment for high anal fistulas, it can be considered as a method
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