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Abstract

Purpose:

The aim of the study was to compare the outcome of patients
underwent conventional fistulotomy for perianal fistulae(Lay open
technique) versus fistulotomy with marsupilization.

Methods :

Twenty patients (20) with low,non recurrent perianal fistulae were
randomly assigned as follow:

(1)- Ten (10) patients were randomized to the the lay open (LO)
group in which minimal amount of perianal skin on both sides of
the incised tract was excised.This was designed to prevent
premature skin healing before granulation from the depth of the
wound was completed.

(2)- Ten (10) patients were randomized to the marsupialization
group (MS) group in which the anoderm and the skin at the
wsound edges were sutured to the sides of the laid open fistula
tract with interrupted Vicryl 2/0.

-The patients in both groups were not aware of the technique
used at operation.

-Patients were followed up weeks after operation.The measured
outcomes include:

1-Operative time
2-postoperative blood loss
3-Postoperative pain course.

4-Wound healing duration.

5-Wound infection.



6-post operative hospital stay.

7-Shape of the scar.

Results:

There was high statistical difference between marsupialization
technique after fistulotomy and conventional fistulotomy
regarding wound healing duration,postoperative
pain,postoperative  blood loss ,wound sepsis,scar shape and
postoperative hospital stay.

Regarding postoperative pain,ther was no difference shown in
pain after 1 week while there was a significant difference in 1
and 2™ day.

Conclusion:

The study shows that marsupialization of perianal fistulae is
superior to the conventional fistulotomy regarding wound healing
duration,postoperative pain and blood loss,scar shape,wound
infection and post operative hospital stay.
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INTRODUCTION

Anal abscesses and fistulas are a common surgicatiton.
Management of the majority of anal abscesses astllds is
straightforward and is based on a sound knowledigieecanatomy of
the anorectum and adherence to established surgitatiples.
(Rickard M., 2005)

In most centers of the world,the management ofapaiti fistula
remains surgical although the evolving of a vareftyhwewer methods
of minimal invasive treatment which are likely tonimize the issues
of operative complications and,at the same timégaehhigher cure
rates

Lay open of the fistula tract (conventional fistwlmy) is commonly
used procedure and still relied on by the majaoitysurgeons as the
“gold standard” for treatment of fistula-in-an¢Rizzo JA,2010-
Malouf AJ.,2002)It can cure the fistula but this may involve
prolonged wound healing,anal deformity and compsemof anal
continencgkronborg.0,1985)

For these reasons,several techniques have beerospbpand
introduced to the surgical practice to overcomesehgroblems. One
of these techniques is the marsupilization techmigqu which the

wound edges are marsupilized to the laid openldisttact leaving

less raw unepithelialized tissues therby,resultmbess postoperative
blood loss,less postoperative pain,faster woundifgeand decrease
the deformity in the shape of the formed scar tmirsimizing fecal

incontinence.



Moreover, marsupilization is postulated to decressgurrence of
fistula after surgery as the sutured edges todtiedpen tract allows
long-term drainage and prevents premature closutieeoskin before
filling from the depth by healthy granulation tigs(i.e: allow healing
by 2¥ intention) (controlled healing)thus, prevents the formation of
another cavity (abscess) which may lead to recaeref the fistula.

Aim of the study:

The present study is a randomized controlled taahing at
comparing the lay open technigue with the marg&giibn technique
regarding wound healing duration,post operativen,paist operative
blood loss,post operative stay,recurrence and defdrmity post

surgery.



Anatomy

Anal Canal Structure, Anus, and Anal Verge

The anal canal is anatomically peculiar and hasnaptex physiology,
which accounts for its crucial role in continenc&lain addition, its
susceptibility to a variety of diseases. The armalat is the terminal
portion of the intestinal tract. It begins at thegectal junction (the
point passing through the levator ani musclesghbmsut 4 cm long, and
terminates at the anal verge .The edge of the anfate, the anal
verge or margin (anocutaneous lineHifton), marks the lowermost
edge of the anal canal and is sometimes the |dvetference for
measurements taken during sigmoidoscopy. Other fidne dentate
line as a landmark because it is more pre(ieatvongs S, 1982 -
Milligan ETC, 1934)

The epithelium distal to the anal verge acquiras flodlicles, glands,
including apocrine glands, and other features afmab skin, and is
the source of perianal hidradenitis suppurativlammation of the
apocrine gland&8ruce G. wolff,2007).

Anatomic Versus Surgical Anal Canal

Two definitions are found describing the anal cqRrajure 1). The
“anatomic” or “embryologic” anal canal is only Zfh long,
extending from the anal verge to the dentate Tiine. “surgical” or
“functional” anal canal is longer, extending fopapximately 4.0 cm
(in men) from the anal verge to the anorectal (lagator ani).



