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GRAPHICAL ABSTRACT

Treatment options for perianal

fistulas : Retrospective analysis » Personalised treatment

Frequency of malignancy findings » Avoiding the risks of malignancy
in the specimens examined
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ABSTRACT

Aim: The aim of the study was to investigate the outcomes of different treatment options for perianal fistula disease in a single large patient
cohort.

Material and Methods: The study retrospectively included 176 consecutive patients operated between 2020 and 2024. Symptoms at
presentation (discharge, swelling, etc.), perianal fistula types (simple, intersphincteric, extrasphincteric, etc.) and surgical treatments (seton,
fistulotomy, laser, etc.) were determined

Results: In our study, malignant pathology results were found in four patients. The common feature of these patients was their advanced
age and the fact that they had not applied to health centres with complaints of chronic discharge.

Conclusion: Such supportive imaging and diagnostic procedures may improve treatment success and reduce the risk of complications by
facilitating accurate diagnosis and determination of appropriate treatment.
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GRAFIKSEL OZET

Perianal fistiillerde tedavi
segenekleri

Calisilan spesmende malignite
sonuglanma sikligi

* Retrospektif analiz

Kigiye 6zgii tedavi

Malignite risklerinden kaginma
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Amac: Calismanin amaci, perianal fistll hastaliginda farkli tedavi segeneklerinin sonuglarini tek bir biylk hasta kohortunda arastirmaktir.

Gerec¢ ve Yéntemler: Calismaya 2020-2024 yillari arasinda ameliyat edilen 176 ardisik hasta retrospektif olarak dahil edildi. Basvuru
semptomlari (akinti, sislik vb.), perianal fistul tipleri (basit, intersfinkterik, ekstrasfinkterik vb.) ve cerrahi tedaviler (seton, fistiilotomi, lazer
vb.) belirlendi

Bulgular: Calismamizda doért hastada malign patoloji sonucu saptandi. Bu hastalarin ortak &6zelligi ileri yasta olmalari ve kronik akinti
sikayeti ile saglik merkezlerine basvurmamis olmalariydi.

Sonug: Bu tir destekleyici gérintlileme ve tanisal islemler, dogru tani ve uygun tedavinin belirlenmesini kolaylastirarak tedavi basarisini

artirabilir ve komplikasyon riskini azaltabilir.

Anahtar Soézciikler: Anal fistll, malignite, cerrahi

INTRODUCTION

Perianal fistulas are non-physiological tract-like structures
starting from the distal rectum or anal canal and opening
to the perianal skin, caused by infection of the rudimentary
glands around the dentate line and abscesses. Anal fistula
is one of the most common anorectal diseases and its prev-
alence is higher in men than in women. The prevalence is
reported to be 12.3/100.000 in men and 5.6 per 100.000 in
women (1). Most anal fistulas develop as a result of anorec-
tal abscess drainage. In addition, fissures, haemorrhoids,
inflammatory bowel diseases and malignant lesions may
also lead to fistula formation (2,3).

The classification of anal fistula, which is widely used in
practice today, is made according to its relationship with
the anal sphincter complex and treatment options are de-
termined accordingly (3). This classification is divided into
four categories as intersphincteric, transsphincteric, su-

prasphincteric and extrasphincteric. According to this classi-
fication, 45% of fistulas were determined as intersphincteric,
30% as transsphincteric, 20% as suprasphincteric and 5%
as extrasphincteric (3). Persistence of discharge after peri-
anal abscess drainage is considered to be the most impor-
tant symptom and finding of fistula development (4).

In the surgical treatment of anal fistulas, especially the ne-
cessity of preserving sphincter functions leads to high re-
currence rates in complex fistulas and this leads surgeons
to search for new treatment methods (5). In traditional treat-
ment methods, the closure of the inner mouth of the fistula
and drainage is the main focus. However, new treatment
methods such as laser may not require closure of the inner
mouth. In 70% of anal fistulas, simple fistulotomy can pro-
vide an adequate and effective treatment. In this method,
the skin and subcutaneous tissues along the fistula tract
from the outer mouth to the inner mouth are opened and the
whole tract is brought into contact with the atmosphere (4).
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Preoperative radiological and endoscopic evaluations have
been shown to affect surgical success and recurrence rates.
It is thought that preoperative magnetic resonance imaging
(MRI) and colonoscopic evaluations may positively affect
the surgical process and thus recurrences may be reduced.

Mucinous adenocarcinoma may develop in the background
of chronic perianal fistula. The preferred imaging modality
for the diagnosis of mucinous adenocarcinoma arising from
perianal fistula is MRI. T2-weighted and contrast-enhanced
MRI can provide important diagnostic information. Muci-
nous adenocarcinoma arising from perianal fistula is rare
and difficult to diagnose. Carcinoma usually occurs in the
chronic course of the disease (6-8).

The aim of this study was to evaluate the recurrence rates
and the time to recurrence in perianal fistulae, to compare
the results of different treatment options and to investigate
the risk of malignancy.

MATERIALS and METHODS

The study is a retrospective study covering 276 patients
who were operated on with a diagnosis of perianal fistula
among 243586 patients who applied to the general surgery
outpatient clinic between 15 January 2014 and 15 June
2024. It was conducted by analysing the medical records of
patients who were diagnosed with anal fistula and operated
in Zonguldak Bulent Ecevit University Hospital Clinic. This
study was conducted in accordance with the ethical stand-
ards set by the National Institutes of Health of the European
Commission and the guidelines for the care and use of lab-
oratory animals. This study received ethical approval from
the Zonguldak Bulent Ecevit University Faculty of Medicine
(Date: 2025, Number: 2025-02).

Patients were evaluated in terms of age, gender, examina-
tion findings, fistula type according to Parks classification
system, recurrence status and the status of MRI and colo-
noscopy. Seton application was preferred for patients with
high incontinence risk (high transsphincteric fistula, multiple
tracts and inflammatory bowel disease). Seton is a drain
placed to create drainage and/or fibrosis along the fistula
(3). In cutting seton, a suture thread or a drain is passed
through the fistula tract and intermittently compressed. In
simple fistulas, fistulotomy (opening of the fistula tract) (3),
fistulectomy, curettage and secondary healing treatment
methods were frequently chosen.

Statistical Analysis

Statistical analyses of the study were performed with SPSS
29.0 package programme. Descriptive statistics of the
quantitative variables in the study were shown with arithme-
tic mean, standard deviation, minimum and maximum val-
ues, and qualitative variables were shown with frequency
and percentage.

RESULTS

A total of 176 perianal fistula patients were included in the
study; 48 (27.3%) of these patients were male (mean age
4415 + 12.74 years) and 128 (72.7%) were female (mean
age 46.09 + 13.73 years). The mean age of the patients
was 45.56 + 13.46 (19-77) years. Recurrence was seen in
12 patients and this rate was determined as 6.8%. Accord-
ing to Parks classification; simple fistula was found in 61
patients, intersphincteric in 81 patients, extrasphincteric in
4 patients, transsphincteric in 29 patients and suprasphinc-
teric in 1 patient (Table 1).

Ninety-five patients (54%) presented with the complaint of
discharge and 81 patients (46%) were operated after ab-
scess drainage.

Magnetic resonance imaging and endoscopic examination
were used as supportive diagnostic modalities in patients
with discordant clinical and physical examination findings
(66 patients underwent MRI and 127 underwent endoscopic
procedures). MRI provided more detailed information such
as different tracts, internal openings, presence of abscess,
supra levator extension or horseshoe fistula tract.

When the patients were divided into two groups as simple
and complex fistula, 93 patients (52.8%) were diagnosed as
simple and 83 patients (47.2%) as complex fistula. Fistulot-

Table 1. Patient demographic characteristics

¥ = s (min - maks)

Age 45.56+13.46 (19-77)
n (%)

Gender

Female 128 (46.9)

Male 48 (44.1)
Symptom

Discharge 95 (53.9)

Abscess 81 (46.1)
Endoscopic examination

Yes 127 (72.2)

No 49 (27.8)
MRI examination

Yes 66 (37.5)

No 110 (62.5)
Perianal fistula types

Simple 61 (34.7)

Intersphincteric 81 (46.0)

Low transsphincteric 25 (14.2)

High transsphincteric 4 (2.3)

Suprasphincteric 1(0.6)

Extrasphincteric 4 (2.3)

MRI: Magnetic Resonance Imaging
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omy and fistulectomy were performed in simple fistula cas-
es, while complex fistulas were treated with seton, mucosal
flap, laser and Radiofrequency ablation (RFA) methods
(Table 2). Twelve patients (6.8%) who developed postop-
erative recurrence underwent fistula surgery for the second
time (Table 3).5 of these patients underwent fistulectomy,
four patients underwent seton, and one patient underwent
mucosal flap, fistulotomy and RFA, respectively. The mean
recurrence time was 16.41 months.

The recurrence times and second surgical interventions per-
formed in patients with recurrence are presented in detail in
Table 3. According to postoperative pathological examina-
tions, malignancy was detected in 4 patients (2.3%), while
benign pathology was reported in 172 patients (97.7%).
These findings indicate that the development of malignancy
after perianal fistula surgery is rare, but should be followed
carefully.

Table 2: Operation Types and Recurrence Rates of Patients

Operation  Outcome (n=176) Recurrence Rate (n=176)
Type n (%) n (%)
Seton 71 (40.3) 6 (8.4)
Fistulotomy 31 (17.6) 3(9.6)
Fistulectomy 62 (35.2) 3 (4.8)
Mucosal flap 8 (4.5) 0 (0)
Laser 2(1.1) 0 (0)
RFA 2(1.1) 0 (0)

Table 3: Recurrence Periods and Secondary Operations

Pathology Benign = 172 (97.7) Malignant = 4 (2.3)
Recurrence Present = 2 (6.8) None = (0)
Relapse time 2nd
(months)  Operation

40 Mucosal flap

10 Fistulectomy

9 Seton

7 RFA

9 Fistulotomy

10 Seton

13 Fistulectomy

6 Fistulectomy

23 Seton

13 Fistulectomy

8 Fistulectomy

49 Seton

RFA: Radiofrequency ablation

DISCUSSION

Although there are many different surgical approaches to
the treatment of perianal fistula disease, there is not yet
a universally accepted “gold standard” treatment method.
Surgeons usually determine the most appropriate surgical
procedure based on their clinical experience and the indi-
vidual patient’s condition.

In recent years, various new surgical treatment modalities
have been widely applied in anal fistulas to reduce the risk
of complications and improve surgical outcomes. An ideal
treatment is based on three basic criteria including control
of infection in the anal region, closure of the fistula tract, and
preservation of continence (9). In our study, no complication
was detected and no significant difference was observed
between the surgical procedures in terms of recurrence.

We attribute the fact that faecal incontinence was not ob-
served in our study to inadequate follow-up of the patients,
underreporting of embarrassing information by the patients
and inadequate records, as reported by Enck et al. (10).

In our study, the number of patients who developed recur-
rence was 12 (6.8%) and 10 of these patients were male.
Theerapol et al. reported recurrence rates ranging between
8-22% depending on the type of seton used (11). Similarly,
recurrence was observed in 6 of 71 patients (8.4%) who
underwent seton technique in our study.

In 2005, Kronborg reported that recurrence rates were sim-
ilar in 12-month follow-up of patients who underwent fistulo-
tomy and fistulectomy; 12.5% for fistulotomy and 9.5% for
fistulectomy (12). Similarly, in our study, in patients who un-
derwent fistulotomy recurrence rate was 9.6% and 4.8% in
patients who underwent fistulectomy. We attribute our low-
er recurrence rate in fistulotomy patients compared to the
rates reported in the literature to the regional debridement
applications performed every other day after the operation.
We think that early epithelialisation at the fistulotomy site
may cause recurrence and regular debridement applica-
tions reduce this risk.

In our study, no recurrence was observed in 8 patients treat-
ed with mucosal flaps, 2 patients treated with laser and 2
patients treated with RFA. These results suggest that it is
more beneficial to determine the most appropriate treat-
ment method for each patient rather than adopting a stand-
ardised approach in perianal treatment methods.

Anorectal fistula cancer is defined as a tumour arising from
the anal sinus or fistula according to the classification of the
World Health Organization (13). Anorectal fistula cancer is
usually associated with abscesses, fibrosis and inflamma-
tory cell infiltration around the tumour because it develops
in an inflammatory region and shows more invasion (14). It
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has been reported that malignancy develops in 0.1% of an-
orectal fistulas that persist for more than 10 years in relation
with chronic inflammation (15). However, the pathophysiol-
ogy and clinical features of anorectal fistula cancer have still
not been fully elucidated (16).

In our study, malignancy was found in four patients who
underwent fistulectomy as a result of pathological exami-
nation. In the literature, the most common histological type
of cancers arising from anorectal fistulas is mucinous car-
cinoma (17). The first case in our study was mucinous ade-
nocarcinoma associated with anal fistula developing on the
background of Crohn’s disease. In the other three cases,
mucinous adenocarcinoma developed over 45, 24 and 8
years of chronic perianal fistulas, respectively. Kodama et
al. reported that anorectal fistula cancer associated with
Crohn’s disease had a worse prognosis compared to nor-
mal anorectal fistula cancer (17). In addition, it was reported
that increased expression of epithelial-mesenchymal tran-
sition-related protein expression in Crohn’s disease-related
anorectal fistula cancer increased the possibility of metas-
tasis (18).

Preoperative MRI and colonoscopy procedures have impor-
tant contributions to the diagnosis and treatment process.
MRI is becoming the gold standard in the evaluation of anal
fistulas. In anal mucosal surgical approaches, the course of
fistula tracts must be revealed. Physical examination alone
may not be sufficient. Therefore, imaging modalities such
as MRI and rectoscopy have an important place in the diag-
nosis and treatment of the disease.

Limitations of this study include its retrospective nature and
its small sample size due to the rarity of cancer associat-
ed with anorectal fistula. In addition, the lack of long-term
follow-up of the patients is considered to be an important
limitation in terms of generalising the findings obtained.

Conclusion

In the treatment of perianal fistula, it is of great importance
to select surgical procedures appropriate to the individual
characteristics of each patient rather than a standardised
approach. There is a low risk of malignancy development
from the perianal fistula tract. This risk is especially in-
creased in elderly patients with complicated fistulae, chron-
ic perianal fistula complaints and in individuals with Crohn’s
disease or underlying inflammatory bowel disease. There-
fore, the use of diagnostic methods such as MRI and endos-
copy is of great importance in order not to delay diagnosis
and treatment. Such supportive imaging and diagnostic
procedures may improve treatment success and reduce the
risk of complications by facilitating accurate diagnosis and
determination of appropriate treatment.
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