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ABSTRACT

Introduction: Anal fistulas are chronic anorectal infections with constant pus containing discharge from the perianal
region which can only be treated surgically.

Aims & Objectives: To compare mean duration of post-operative pain in patients undergoing video-assisted treatment
(VAAFT) with patients who were cared for with an open fistulectomy.

Place and Duration of Study: This randomized controlled trial was conducted in the Surgical Department of Chaudhry
Mohammad Akram Hospital, Lahore from 1st March 2022 to 31st August 2022. After necessary permission and approval
from Ethics Committee and Research Department of Azra Naheed Medical College, Lahore. 60 patients who were
assessed according to inclusion criteria of this study were taken.

Materials and Methods: 60 patients of both genders who had presenting complaint of anal fistula were randomly
assigned to two groups ( n=30) each. Group A were provided video-assisted fistula treatment and Group B with open
fistulectomy approach. Physiological parameters as age, BMI and importantly postoperative pain were observed on 2nd
day post procedure. SPSS version 20 was used to analyse the data, P-value<0.05 was taken as significant.

Results: The range of age included was from 18 to 50 years with mean age of 38.6+5.8 years in group A and 40.933+5.4
years in group B (p=0.11), mean duration of anal fistula was 9.13+1.8 weeks in group A and 9.06+2.1 weeks in group
B(P=0.89). Patients in group A had a mean BMI of 27.1+1.62 Kg/m? while patients in group B had a mean BMI of]
27.5+1.73 Kg/m? (p=0.36). The mean duration of each procedure was 21.4+1.37 minutes in group A and 38.300+1.46
minutes in group B(p<0.001) Mean postoperative pain was 0.333+0.09 on VAS score in group having VAAFT and
2.200+0.18 in group having open fistulectomy (p<0.001).

Conclusion: In comparison with conventional fistulectomy, VAAFT seems to be superior with almost no complications
post operatively and less pain.
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INTRODUCTION Ligation of intersphincteric fistula tract (LIFT),
fibrin glue injection, anal fistula plug or video-

A ) assisted anal fistula treatment. These procedures
nal fistulas are defined as a chronic anorectal are known for their variable success rates,
infection with the clinical features of constantly however more studies are needed to further prove
recurring  pus-containing  discharge  and/or effectiveness and validity. About 90% of all anal
intermittent pain that leads to abscess formation fistula are caused by crypto glandular infection.
and occasional intermittent decompression'. The There are several sphincter-sparing techniques that
most effective management of this condition have high recurrence with some degree of anal
remains to be surgery which still poses to be a incontinence. Because such procedures are with
challenging task, even for well experienced variable risks, they are considered complicated,
surgeons. The goal of operation for anal fistula are thus demanding expertise, well-experienced hands.
to achieve adequate and complete healing as well Advance modern technology and equipment can
as maintenance of anal continence. There are two also be an alternative for better management. The
types of surgical approaches in treating fistula-in- already available treatment options have not been
anu; Sphincter-sacrificing and sphincter-sparing proved productive, making it necessary to look for
techniques, with the latter having better healing newer techniques. Treatment options of crypto
and less post-operative anal incontinence rates and glandular fistulas will be discussed in this study?.
better postoperative life due to which its rising in Fistulectomy, a past procedure has an acceptable
popularity amongst surgeons®. Recently, new outcome making it a recommendation for low
surgical techniques have come into practice i.c; lying fistulas. Fistulectomy has high success rate
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in terms of symptomatic relief of patients and low
anal incontinence with up to 93% to even 100%
success if the operating hands are experienced®.
VAAFTis a new treatment modality for complex
anal fistulas, is minimally invasive and belongs to
Sphincter-saving  group?’. The technique is
comprised of an initial phase known as diagnostic
phase, during which an 18cm fistuloscope having
an 8° angled eyepiece is passed through the
external fistulous opening. To open the fistula tract
solution of glycine-mannitol is used”. In a study by
Venkatapuram MR, et al. the mean post operative
pain was 0.24+0.1 in video assisted anal fistula
treatment versus 2.11-1.3 in open fistulectomy?®. In
a study by Zarin M, et al. which concludes that in
50% cases primary healing achieved in 6 weeks.
While minor discharge associated with itching was
noted in the rest of 42.5% cases, the resolution
period for the later was during follow up at 8
weeks and 12 weeks following video assisted anal
fistula treatment’.

No comparative study on this subject has been
done before in Pakistan. As far as the current
research is concerned there is only one study on
video assisted anal fistula treatment is found so far
which was case series with focus on healing rate
only. Furthermore, the conclusive results of
international studies cannot be applied to the local
practice mostly due to a clear contact in genetic
makeup and confounding variables. This prompted
the researchers to compare the mean post
operative pain after video assisted anal fistula
treatment versus open fistulectomy. The objective
of this study is to help choose the right treatment
option for anal fistula in our local population and
to compare mean of post operative pain in patients
after video assisted anal fistula treatment versus
open fistulectomy.

MATERIAL AND METHODS

This randomized controlled trial was conducted in
the Surgical Department of Chaudhry Mohammad
Akram Hospital, Lahore from 1st March 2022 to
31st August 2022. After necessary permission and
approval from Ethics Committee and Research
Department of Azra Naheed Medical College,
Lahore. 60 patients enrolled were assessed
according to inclusion criteria of this study. All
participants were given a detailed briefing
regarding the study, their purpose of participation,
involved treatment options and associated benefits
and risks following which informed consents were
taken from every participant. Sequentially
numbered opaque envelopes generated through

randomly numbered table used to randomise the
study subjects into two groups.30 patients were in
video assisted anal fistula treatment group or
Group A while 30 patients were in open
fistulectomy group or Group B.

Sample size was calculated with 95% Confidence
Level with power = 80% and a= 5%. By using
postoperative pain Mean USD 0.24+0.1 in video
assisted anal fistula treatment and 2.11+1.3 in
open fistulectomy.

The enrolled patients were of both genders,
varying in age from 18 to 50 years had anal
fistulas for more than 6 weeks. Any patient with
history of recurrent fistulae, Crohn's disease,
diabetes, pregnancy, tuberculosis and anorectal
malignancies on medical record was excluded.
Patients were divided into Group A who
underwent VAAFT, during this procedure proper
equipment under use was connected to a camera as
part of surgical video-endoscopy equipment. The
whole kit comprised of fistuloscope, one brush, a
mono-polar electrode and a single set of
endoscopic forceps. For fistula tract destruction
fistuloscope was equipped with an 8°angled rigid
telescope, under direct vision through the
activation of mono-polar electrode cauterisation of
the tract was done all the way from external orifice
to internal opening. The area was cleared of
necrotic materials with the help of jet irrigation
and abrasion was performed through a brush.
Employing VAAFT, internal opening was closed
carefully during surgery. Alternatively, through
firing and endoscopic stapler or Mucosal
advancement flap internal opening was repaired.
Patients in group B underwent through open
fistulectomy during which first a keyhole incision
was made over the fistulous tract and after that
external opening was encircled. The incision was
advanced deeply passing through the subcutaneous
tissue removing the tract from surrounding tissues.
In the next phase all those fibres of the sphincters
which were lying over the fistulous tract were
incised towards the anal verge. Special attention
was paid to look for secondary tracts during
removal of the tract. Patients were advised
regarding proper aseptic wound care. In addition
to that special emphasis on high-fibre diet was
given. All of the patients were followed up on 1Ist
and 2nd postoperative day. Patients who did not
come to follow-up were contacted by their contact
numbers and were reminded about their follow up
visit. Postoperative pain was noted on 2nd post-op
day using a unique pain scale designed on a
proforma.

Statistical analysis program (IBM-SPSS version
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20) was used to analyse the data. Comparison of
the outcomes between the two groups was made.
For categorical variables like gender and grade of
fistula, percentages and frequencies were
calculated. While for numerical variable like age,
duration of fistula, Body mass index (BMI),
procedure duration and post-operative pain, Mean
+ SD was calculated. Both groups were compared
for postoperative pain. Mean postoperative pain of
each group was tested using the student t-test.

RESULTS

Patients included were 18 to 50 years with mean
age of 38.6+5.8 years in group A and 40.933+5.4
years in group B (p= 0.11), mean duration of anal
fistula was 9.13+1.8 weeks in group A and
9.06+2.1 weeks in group B (p= 0.89), mean BMI
was 27.1+1.62 Kg/m2 in group A and 27.5+1.73
Kg/m2 in group B (p=0.36).

. Group A Group B P-
Variable n=3% n=3l()) Value
Age 38.6£5.81 | 40.9+5.36 0.11
Male 27(90%) 25(83.3%)
Gender o ale 3(10) 5(16.7%) 0.7
Grades 3 10(40%) 12(33.3%)
of Anal 4 16(36.7%) 14(40%) 0.8
Fistula 5 46.7%) 4(10%)
Duration of
Procedure 214137 | 383+1.46 | <0.001
(Minutes)
(g)gz) 203+162 | 2755173 | 036

Table-1: Baseline Characteristics of study population.
There was significant difference between operative
times of both procedures. Mean Procedure
duration was 21.4£1.37 minutes in group A and
38.30041.46 minutes in group B (p<0.001). Mean
post-operative pain was 0.333+0.09 on VAS score
in group A and 2.200+0.18 in group B, being
significantly high in group B (p<0.001).

——SROURP A

0-NWAN

POST OPERATIVE PAIN VAS SCORE OF BOTH
GROUP OF PATIENTS
GROUP A= VAAFT
GROUPF B=OPEN FISTULECTOMY

Fig-1: Visual Analogue Score in Both Groups of
patients.

DISCUSSION

Anal fistula is characterized as one of the diseases
which have high incidence as well as recurrence

rates making it a challenging disease for the
colpoproctologists. High rate of recurrence can is
because of epithelialization, branching and
complexity of fistulous tracts. In conventional
fistulectomy whole tract is removed having
increased risk of incontinence of stool during to
sphincter damage.

Preoperatively patients are counseled about
sequelae of the surgery including pain at surgical
site, days off from work till healing begins.
Because of high post operative immediate
complications open conventional fistulectomy is
not advisable. Kronborg et al and Farquahasan EL
discussed about the nature and presentations of
fistula-in-ano. Newer techniques introduced are
injection of foam into the fistulous tract, seton
placement, MAFT (minimally invasive anal fistula
treatment), fibrin plugging of the fistulous tract,
LIFT, VAAFT etc*'?. A.Herold et al (2016) their
study, “Results of the Gore Bio-A fistula plug
implantation in the treatment of anal fistula”,
reported plugging of fistulous tract is more
efficacious over open conventional fistulectomy.
Seton placement is also being practiced in some
hospitals. Garcia-Aguilar J et al in their study,
stated benefits of seton.

LIFT as a surgical technique is practiced in some
centre’s and its efficacy was discussed by
Shanwani A et al and also by. Lange EO et al.
Seton Placement, LIFT and newer plugging
techniques can't be used in all types of anal
fistulas'>',

Complex anal fistulas are difficult to treat with
conventional surgery but with VAAFT no matter
how complex the tract is it can be directly
visualized’®. VAAFT is becoming a popular
technique to treat Anal Fistulas due to its minimal
invasiveness and also both diagnostic and
therapeutic treatment modality'®. VAAFT is also a
sphincter saving procedure!’, in which fistulous
tract is just probed under vision and cauterization
and fulguration of the fistulous tract is done with
scraping of the infected epithelium, drainage of the
abscess cavity and ligation of the internal opening
undervideo assistance. After VAAFT procedure
patients experience minimal postoperative pain,
with almost no complications. Meinero P et al in
their study concluded the effectiveness of VAAFT
as a treatment modality to treat Complex as well
as Simple Anal Fistulas.

In our study mean postoperative pain was
0.333+0.09 on VAS score in group A and
2.200£0.18 in group B (p<0.001). In a study by
Venkatapuram MR, et al. they concluded that
mean post operative pain was 0.24+0.1 in video
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assisted anal fistula treatment versus 2.11+1.3 in
open fistulectomy®.

In a study by Zarin M, et al. they came up with
findingsthat time taken for primary healing was 6
weeks in 50%. On the other hand, they noted that
minimal discharge associated with itching was
observed in the rest of 42.5% cases, the later group
was recovered during follow up after 8 weeks and
12 weeks after video-assisted anal fistula
treatment’. Another study carried out VAAFT
procedure in 25 patients and reported that 84% of
the patient’s had significant improvement in
postoperative pain making VAAFT a feasible and
safe procedure to be carried out in complex anal
fistulas?!.

We carried out a prospective study to establish
efficacy of VAAFT, performed this procedure in
thirty patients none of which developed any
recurrence or any of the post procedure
complications like incontinence of stools, pain.
Hence our study is in accord with Meinero P et al
which favors VAAFT over open fistulectomy it
terms of its efficency'®2°.

CONCLUSION

In conclusion, VAAFT excels over conventional
fistulectomy, in that the postoperative pain is of
minor character, requiring a brief operative time.
Hence, for treatment of Anal fistulaVAAFT serves
to be an effective alternative treatment compared
to fistulectomy.
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