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INTRODUCTION

Perianal fistula is a common disease. The categorization
of perianal fistula depends on its location relative to the anal
sphincter muscles. According to Parks classification, the
perianal fistulas are classified into: inter-sphincteric, trans-
sphincteric, supra-sphincteric or extra-sphincteric. (Parks et
al, 1976) The term “complex” fistula is a modification of the
Parks classification, which describes fistulae which treatment
poses a higher risk for impairment of continence. (Mark et al,
2005)

Management of fistula-in-ano is both challenging and
controversial. Inter-sphincteric and low trans-sphincteric
fistulae usually heal well after simple fistulotomy, although
sometimes, fecal or permanent gas incontinence may occur. In
contrast, many surgical options have been suggested to treat
high trans-sphincteric, supra-sphincteric or extra-sphincteric
fistulae, because these types of fistulae are associated with
significant incontinence if treated by simple fistulotomy.
(Schouten et al, 1999)

Among such procedures are staged fistulotomy with the
placement of a cutting seton, mucosal advancement flaps,

island flap anoplasty and combined seton— double flap



