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Late results of surgery for incomplete internal fistula-in-ano
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AIM: to assess late results of surgery for incomplete internal anal fistulas.
PATIENTS AND METHODS: the prospective cohort study included 156 patients with in complete internal anal fistulas
in 2014-2017.
RESULTS: complete efficacy of the treatment was obtained in 132/147 (89.8%) patients, 106/117 (90.6%)
revealed no anal incontinence (AI). Recurrence developed in 15/147 (10.2%) cases and 11/147 (7.5%) — anal
incontinence. Newly developed incontinence was revealed in 7/117 (6.0%) patients: 6/117 (5.1%) had mild AI and
1/117 (0.9%) — moderate. The increase of Al degree showed 4/30 (13.3%) patients.
CONCLUSION: a differentiated approach to anal fistulas surgery made it possible to minimize risk of incontinence
and recurrence.
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INTRODUCTION

Despite the study of the problem of surgical treat-
ment of incomplete internal anal fistulas, there
are still unresolved issues of this issue. First of all,
this is due to the difficulties in diagnosing incom-
plete internal anal fistulas due to the absence of
an external fistula opening, which often does not
allow to estimate the extent of the fistula tract
in relation to the anal sphincter. Currently, endo-
anal ultrasound and magnetic resonance imaging
of the pelvis (MRI) are increasingly used in the di-
agnosis of anal fistulas. However, the diagnostic
value of these studies is not precisely defined.

Recently, there is no single concept of surgical
treatment of incomplete internal anal fistulas, and
the choice of a treatment for this type of fistula
remains challenging. With simple incomplete in-
ternal anal fistulas, fistulectomy by Gabriel is ac-
companied by a low recurrence rate (0-9%), the
incidence of anal incontinence reaches 0-28%
[1-5]. However, with fistulectomy anal suturing

KOJIONPOKTOJIOTUS, Tom 21, N2 3, 2022

Revised — 29.06.2022

Accepted for publication — 09.08.2022

the sphincter, the recurrence rate may be 18%
[6,7], and the anal incontinence reaches 40%]8].
When using the ligature method for the treatment
of complex incomplete internal anal fistulas, clear
indications for use have not yet been determined,
a high incidence of dysfunction of anal retention
remains up to 22% and recurrences up to 10.5% [9,
10]. Most studies devoted to this issue include a
small number of cases, short follow-up periods and
lack of evaluation of anal continence.

AIM

To evaluate late results of surgery for incomplete
internal anal fistulas.

PATIENTS AND METHODS

A prospective cohort single-center study was
done in September 2014 — January 2017. It in-
cluded 156 patients with incomplete internal anal
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fistulas. The study did not include patients with
perianal complications of inflammatory bowel dis-
eases (ulcerative colitis, Crohn’s disease); fistulas
of specific etiology (tuberculosis, actinomycosis,
etc.); complete anal fistulas (with the presence of
a external opening); fistulas after abdominal sur-
gery on the rectum; acute inflammatory diseases
of the perianal area and anal canal; severe con-
comitant diseases, mental illnesses, taking neuro-
leptics and anxiolytics.

The study included 96 (62.0%) males and 60
(38.0%) females. The mean age was 46 + 12.3 (22—
76) years.

The characteristics of patients are presented in
Table 1.

The preoperative checkup included: clinical pic-
ture, examination of the perianal area, digital rec-
tal examination, anoscopy, profilometry, sphinc-
terometry, questionnaire on the Wexner’s anal
incontinence scale, endoanal ultrasound, pelvic
MRI with intravenous contrast and colonoscopy.
To objectify the data in the detection of the dis-
ease recurrences, a control by postoperative en-
doanal ultrasound was done even in cases with
complete healing of the wounds of the anal canal
and perianal area (not earlier than 3 months after
surgery).

The assessment of the degree of the anal inconti-
nence was carried out by sphincterometry [11,12]
and Wexner's incontinence scale.

The anal incontinence was detected in 35/156
(22.4%) patients before surgery. The first stage
had 15/35 (42.6%) patients, the 2nd — 18/35
(51.4%), the 3rd — 2/35 (5.7%). All patients with
incontinence had previously undergone vari-
ous operations on the perineum and anal canal.
According to the Wexner Incontinence scale, the
average score for all patients was 0.4 + 0.9.

RESULTS

The postoperative follow-up for patients was
3-29 (4.5 months) months. At the same time, the
late results were evaluated in 147/156 (93.6%)
patients.

Recurrence rate was 10.2% (15/147). The aver-
age follow-up period before the detection of fis-
tula recurrence was 4.5 months. In patients with

intrasphincteric fistulas, recurrence developed
in 3.7% (2/54) cases. Patients with transsphinc-
teric fistulas developed recurrence in 6/35 (17.1%)
cases. At the same time, in 4/35 (11.4%) patients
a transsphincteric fistula was diagnosed with in-
volvement of the superficial part of the sphincter,
in 1/35 (2.9%) patient — with involvement of a
deep part, in 2.9% (1/35) cases — with involve-
ment of the subcutaneous part. In patients with
intersphincteric fistulas with a supralevator col-
lection and in the puborectal muscle area, recur-
rence was detected in 2/40 (5.0%) patients. In pa-
tients with extra sphincter location of the fistula,
recurrence was diagnosed in 27.8% (5/18) of the
cases.

The dependence of the incidence of the disease
recurrence and surgical option was evaluated.

It was found that the most often recurrences oc-
curred after fistulectomy with suturing the sphinc-
ter, which was diagnosed in 22.7% of the cases.
After this procedure in the presence of a muscular
defect of the anal sphincter at least %, a recur-
rence of the fistula was diagnosed in 33.3%. In
one case, an incomplete internal extrasphincteric
anal fistula with a rectovaginal septum was diag-
nosed. However, an intraoperative revision did not
reveal an internal fistula opening, and therefore
procedure was completed by opening and drain-
ing the fistula. Subsequently, a recurrence of the
disease was diagnosed after 2.5 months (Table 2).

To identify possible risk factors for recurrence, a
statistical analysis was performed. It included:
gender, age, history of the disease, previous sur-
gery, the presence of intersphincteric cavity, ad-
ditional tracts, scars of the anal canal, MRI in the
preoperative period, the complexity of the fistula,
the presence of concomitant diseases, two-stage
approach. The univariant analysis showed that sta-
tistically significant factors that affect recurrence
are the complexity of the fistula (p <0.001), previ-
ous surgery for anorectal diseases (hemorrhoids,
fissure, anal fistula, fibrous polyp) (p = 0.001),
the presence of additional cavities and tracts
(p =0.002) and scar changes of the anal sphincter
(p=0.001) (Table 3).

In order to find independent risk factors for recur-
rence of the disease, a logistic regression analy-
sis was additionally carried out. As a result, it
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Table 1. Characteristics of patients

Age 46 +12.3 (22-76) years
History of the disease 0.5-240 (Me = 12) months
Surgery for anus and rectum diseases 69 (44.2)
Opening and drainage of acute anal abscess 56 (35.9)

Anal fissure 31(19.9)

Fistula type

Intrasphincteric 54 (34.6%)
Intersphincteric 40 (25.6%)

- High additional collection (at levator level and above)

15/40 (37.5%)

- Low additional collection (at and below internal fistula opening)

25/40 (62.5%)

Transsphincteric

35 (22.4%)

- Subcutaneous part

9/35 (25.7%)

— Superficial part

14/35 (40%)

—Deep part

12/35 (34.3%)

Extrasphincteric

27 (17.3%)

- 1 — degree complexity

2/27 (7.4%)

- 3-degree complexity

3/27 (11.1%)

— 4-degree complexity

22/27 (81.5%)

Normal anal continence before surgery

121/156 (77.6%)

Analincontinence (AI) before surgery

35/156 (22.4%)

- 1t stage of AL 15/35 (42.6%)
- 2" stage of AL 18/35 (51.4%)
- 3d stage of ASI 2/35 (5.7%)

Table 2. The incidence of recurrence of incomplete internal anal fistulas when assessed depending on the surgical option

closure by bioplastic material “Collost”

Surgery type n (%) Recurrence rate
Fistulectomy with suturing sphincter 22 (15%) 5(22.7%)
Fistulectomy into anal canal 88 (60%) 3 (3.4%)
Fistulectomy and advancement flap 15 (10.2%) 3 (20%)
Fistulectomy with marsupialization 14 (9.5%) 2 (14.3%)
Additional cavity opening (case with undiagnosed internal fistula 1(0.7%) 1 (100%)
opening)

Fistulectomy with sphincteroplasty 3 (2.0%) 1(33.3%)
Fistulectomy with fistulous tract and internal fistula opening 4 (2.6%) -

Total:

147 (100%)

15 (10.2%)
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Table 3. Univariate analysis of the influence of various factors on the recurrence rate of incomplete internal anal fistulas

Analyzed risk factor Recurrence (%) OR 95% CI p*

Gender:
Males 9/92 (9.8%) 5.61 0.297-2.638 1.000
Females 6/55 (10.9%)

Age:
Before 40 years 6/49 (12.2%) 5.00 0.461-4.126 0.573
After 40 years 9/98 (9.2%)

Surgeries performed before:
Yes 13/69 (18.8%) 7.04 1.914-40.665 0.002
No 2/78 (2.6%)

Disease history
< 1year 9/96 (9.4%) 5.20 0.260-2.317 0.776
> 1 year 6/51 (11.8%)

Presence of intersphincter additional cavity:
Yes 5/44 (11.4%) 4.49 0.269-2.614 0.771
No 10/103 (9.7%)

Presence of additional tracts:
Yes 13/72 (18.1%) 7.35 1.745-37.057 0.002
No 2/75 (2.7%)

Seton:
Yes 4/21 (19.0%) 2.14 0.703-8.603 0.232
No 11/126 (8.7%)

Comorbidities:
Yes 11/104 (9.6%) 3.37 0.229-2.613 0.745
No 4/33 (12.1%)

MRI before surgery:
Yes 10/87 (11.5%) 6.12 0.462-4.413 0.592
No 5/60 (8.3%)

Scar changes in anal canal walls as per

ultrasound:
Yes 13/66 (19.7%) 6.73 2.100-44.692 0.001
No 2/81 (2.5%)

Fistula type:
Simple 3/88 (3.4%) 6.02 0.037-0.515 0.001
Complex 12/59 (20.3%)

was found that independent factors that statis-
tically significantly increase the recurrence rate
are: the presence of additional cavities and tracts
(p <0.007) and scar changes of the anal sphincter
according to ultrasound (p < 0.016).

The analysis of the anal sphincter function after
surgery was carried out for each surgical option.
After fistulectomy into the anal lumen, fistulecto-
my with closure of the internal fistula opening by
rectal advancement flap, a statistically significant
decrease in mean and maximal intra-anal pressure
both at rest and with voluntary contractions after
surgery was noted (p < 0.0001). When comparing
the results of the survey by Wexner’s scale before
surgery and 90 days after, the mean score was
1.2 +2.28 and 1.8 + 1.65, respectively, (p = 0.306).
In patients after fistulectomy with closure of the
internal fistula opening by rectal advancement

flap, 2 (9.1%) 1% stage of anal incontinence was
detected. In 1 (4.5%) case the 2" stage of AI was
detected.

After fistulectomy into anal canal, fistulectomy
with suturing the sphincter and fistulectomy with
marsupialization, no negative changes of pres-
sure indicators at rest and with voluntary con-
traction before and after surgery were revealed,
despite the fact that a statistically significant
difference (p = 0.001) was found when comparing
them. Based on this, it can be concluded that dur-
ing these procedures, the pressure indicators in
the anal canal at rest and with voluntary contrac-
tions remain within the physiological normality.
When comparing the results of the questionnaire
in patients after fistulectomy into anal canal, us-
ing the Wexner’s scale before surgery and 90 days
after, the mean score did not change significantly

55



56

KITMHUYECKME PEKOMEHOALINUA

CLINICAL GUIDELINES

Table 4. Surgical options in patients with incomplete internal anal fistulas and postoperative anal incontinence (n = 146)

Surgical option Number of patients AI after surgery

Fistulectomy into anal canal 88 1stage — 3

2 stage — 3
Fistulectomy with suturing anal sphincter 15 -
Segmental proctoplasty 22 1stage — 4

2 stage — 6
Sphincteroplasty 3 -
Marsupialization 14 -
“Collost” 4 -

compared to the baseline: 0.3 and 0.4, respective-
ly (p =0.583). As a result of fistulectomy into anal
canal, in 3 (3.4%) cases, the anal incontinence of
the 1t stage was revealed. In 3 (3.4%) patients,
the previous anal incontinence of the first degree
worsened to the second. After fistulectomy with
suturing the sphincter, the mean score before
surgery was 0.3, and after surgery 0.6 (p = 0.07).
At the same time, 26.7% (4/15) of patients com-
plained of aim paired continence, the scores in
these patients varied from 1 to 4. When question-
ing patients after fistulectomy with marsupializa-
tion, only 1 (7.1%) patient complained of periodic
gas incontinence with 2 points.

In patients after fistulectomy and closure of the
internal fistula opening with bioplastic material
“Collost”, no analysis was carried out by gender
due to a small sample size (different baseline in-
dicators of sphincterometry in men and women).
The average score before and after surgery did not
change and amounted to 0. Thus, this surgical op-
tion does not have a negative impact on the anal
continence.

Indicators of intra-anal pressure before and after
surgery in a group of patients who underwent the
fistulectomy with suturing the sphincter in the
presence of a muscular gap of the anal sphincter
of at least Y% were reduced. When questioning pa-
tients on the anal incontinence scale before sur-
gery, the mean score was 3, after surgery — 2.7,
which indicates no negative impact of surgical op-
tion on the sphincter function.

When identifying risk factors for anal inconti-
nence, univariant and one-dimensional multivari-
ate analysis of variance was carried out, in which
gender, age, complexity of the fistula, scar changes

KOJNIOMNPOKTOJIOTUS, Tom 21, N2 3, 2022

in the anal canal, previous surgery were evaluated.
None of them had a significant effect on the post-
operative incontinence.

Of the 147 patients followed up before surgery,
30 (20.4%) showed anal incontinence. Of them,
9.5% (14/147) had AI of the 1st stage, 10.2%
(15/147) — the 2nd, 0.7% (1/147) — the 3rd.
Newly developed postoperative incontinence
was found in 7/117 (6%) patients. Of them, 5.1%
(6/117) have AI of the 1st stage, 0.9% (1/117) —
the 2nd one. Among patients with initially ex-
isting anal incontinence, 4/30 (13.3%) patients
showed worse function after surgery.

Thus, the anal sphincter incontinence or aggrava-
tion of preoperative Al after surgery was detected
in 11/147 (7.5%) patients (Table 4).

DISCUSSION

The features and surgical options for incomplete
internal anal fistulas are due to the difficulties
of diagnosis, the complexity of assessing the
fistula location relative to the structures of the
anal sphincter. Due to the widespread implication
of endoanal ultrasound and MRI into the clinical
practice, the incidence of detection and localiza-
tion of the internal fistula, the presence of peri-
anal additional tracts, the location of the fistula
tract in relation to the fibers of the anal sphincter
and additional fistula tracts has increased. The
sensitivity of the methods reaches 92% [13-16].
MRI is a relatively new method in the diagnosis of
anal fistulas; therefore, there are no studies evalu-
ating its value for incomplete internal anal fistu-
las. Also, there is no single universal approach for
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the treatment of incomplete internal anal fistulas.
In most cases, the choice of treatment option for
these fistulas coincides with that for complete
ones. However, with complex incomplete internal
fistulas, surgical approach differs from classical
options [17], which is confirmed by a small number
of papers [18-21], in which the incidence of recur-
rences would be estimated.

At the same time, all studies are based on a small
series of cases [18-20] and in some studies the
anal sphincter function before and postopera-
tively is evaluated [21]. Despite the availability
of modern diagnostic options, they were not used
in all studies for incomplete internal anal fistu-
las [21]. Only in two papers, the use of magnetic
resonance imaging and multi-stage treatment
revealed no recurrences in “complex” incomplete
internal anal fistulas [18,20]. New diagnostic op-
tions are promising for implementation into the
practice of a coloproctologist in order to detect
“complex” or “extraordinary” cases of anal fistula.
In this study, a clinical and anatomical classifica-
tion of incomplete internal anal fistulas has been
developed and used, which allows a differentiated
surgical approach. Due to this, the recurrence rate
was low in “simple” incomplete internal anal fis-
tulas and amounted to 3.4% (3/88), while with
“complex” — 20.3% (12/59). For the first time,
predictors of the recurrence risk were analyzed,
which include previous surgery in the anorectal
area (hemorrhoids, fissure, anal fistula, fibrous
polyp) (p = 0.001), the complexity of the fistu-
lous tract (p = 0.001), the presence of additional
cavities and tracts (p =0.002), scar changes in the
anal sphincter (p = 0.001). Thus, the study should
help to reduce the recurrence rate in “complex”
incomplete internal anal fistulas and reduce post-
op anal incontinence. According to the sphinc-
terometry data, only fistulectomy with suturing
the sphincter, the fistulectomy with marsupial-
ization and the fistulectomy with closure of the
internal fistula opening with bioplastic material
“Collost”, there was no decrease in anal pressure
and no anal incontinence. Other options impair
the anal sphincter function. However, when ana-
lyzing the risk factors for the AI (gender, age, the
fistula location in relation to the anal sphincter,
scar changes in the anal canal), it turned out that
none of them had a statistically significant effect.

Only with one-dimensional multivariate analy-
sis of variance, a combination of factors such as
the surgical option and scar changes of the anal
sphincter tended to develop AI (p = 0.067). In the
study, good results of surgical treatment were ob-
tained. Only 6% (7/117) of the patients had newly
developed anal sphincter incontinence. Of them,
5.1% (6/117) had the 1 stage AL 0.9% (1/117) —
the 2", and 4 out of 30 (13.3%) patients with pre-
existing AI had a deterioration.

CONCLUSION

Recently, there is no universal concept in the ap-
proach to incomplete internal anal fistulas, which
in turn makes it difficult to predict the recurrence
and anal incontinence. This study is based on the
developed clinical and anatomical classification
of incomplete internal anal fistulas, which allowed
to optimize the surgical option. Thus, the signifi-
cance of the data obtained in the analysis of anal
incontinence and recurrence risk made it possible
to identify this group of patients.

AUTHORS CONTRIBUTION

Concept and design of the  study:
Marina 0. Chernozhukova, Dmitry V. Vyshegorodtsey,
Alexander M. Kuzminov

Processing of the material:
Marina O. Chernozhukova, Vyacheslav Yu. Korolik,
Yulia L. Trubachova, Revaz R. Eligulashvili

Writing of the text and statistical data processing:
Marina 0. Chernozhukova, Vyacheslav Yu. Korolik
Editing: Dmitry V. Vyshegorodtsev,
Alexander M. Kuzminov

INFORMATION ABOUT THE AUTHORS (ORCID)
Oksana Yu. Fomenko — 0000-0001-9603-6988
DmitryV.Vyshegorodtsev—0000-0001-6679-1843
Vyacheslav Yu. Korolik — 0000-0003-2619-5929
Alexander M. Kuzminov — 0000-0002-7544-4752
Marina 0. Chernozhukova

57



58

KITMHUYECKME PEKOMEHOALINUA

CLINICAL GUIDELINES

REFERENCES

1. Anan M, Emile SH, Elgendy H, et al. Fistulotomy
with or without marsupialisation of wound
edges in treatment of simple anal fistula: a
randomized controlled trial. Ann R Coll Surg
Engl. 2019;101(7):472-478. doi: 10.1308/
rcsann.2019.0057

2. Garg P. Is fistulotomy still the gold standard
in present era and is it highly underutilized?:
an audit of 675 operated cases. Int J Surg.
2018;56:26-30. doi: 10.1016/j.1j5u.2018.06.009

3. Barase AK, Shinde AM. A comparative study of
fistulotomy and fistulectomy in management of
simple fistulain ano. Int Surg J. 2018;5(11):3704—
3706. doi: 10.18203/2349-2902.i5j20184648

4. Hansdah SC, Baxla T. The Incidence of Low
Fistula in Ano and Results of Fistulectomy.
Annals of the Romanian Society for Cell Biology.
2021;25(6):6794-6797.

5. XuY, Liang S, Tang W. Meta-analysis of random-
ized clinical trials comparing fistulectomy versus
fistulotomy for low anal fistula. Springerplus.
2016;5(1):1-6. doi: 10.1186/540064-016-3406-8

6. De Hous N, Van den Broeck T, de Gheldere C.
Fistulectomy and primary sphincteroplasty (FIPS)
to prevent keyhole deformity in simple anal fis-
tula: a single-center retrospective cohort study.
Acta Chir Belg. 2021;121(5):308-313. doi: 10.108
0/00015458.2020.1753151

7. Seyfried S, Bussen D, Joos A, et al. Fistulectomy
with primary sphincter reconstruction. Int. J
Colorectal Dis. 2018;33(7):911-918. doi: 10.1007/
5s00384-018-3042-6

8. Igbal N, Dilke SM, Geldof J, et al. Is fis-
tulotomy with immediate sphincter reconstruc-
tion (FISR) a sphincter preserving procedure for
high anal fistula? A systematic review and meta-
analysis. Colorectal Dis. 2021;23(12):3073-3089.
doi: 10.1111/co0di.15945

9. Ikram R, urRehman S, Majid HJ, et al. Outcome
of fecal incontinence in the two-staged seton
fistulotomy for complex fistula in Ano. The
Professional Medical Journal. 2021;28(08):1061-

KOJIONPOKTOJIOTUS, Tom 21, N2 3, 2022

1066. doi: 10.29309/TPMJ/2021.28.08.3187

10. Shi Y, Zhi C, Cheng VY, et al. A systematic
review and meta-analysis of incision and seton
drainage in the treatment of high perianal
abscess. Ann Palliat Med. 2021;10(9):9830-9840.
doi: 10.21037/apm-21-2229

11. Shelygin Yu.A., Fomenko 0.Yu., Titov A.Yu., et
al. Sphincterometric gradation of anal sphincter
insufficiency. Koloproktologia. 2015;4:54-59. (in
Russ.).

12. Shelygin Yu.A., Fomenko 0.Yu., Titov A.Yu.
et al. Sphincterometric indicators of pressure
in the anal canal are normal. Koloproktologia.
2016;2:32-36. (in Russ.).

13. Maconi G, Greco MT, Asthana AK. Transperineal
Ultrasound for Perianal Fistulas and Abscesses — A
Systematic Review and Meta-Analysis. Ultraschall
Med. 2017;38(3):265-272. doi: 10.1055/5-0043-
103954

14. Garg P, Singh P, Kaur B. Magnetic Resonance
Imaging (MRI): Operative Findings Correlation
in 229 Fistula-in-Ano Patients. World J Surg.
2017;41(6):1618-1624. doi: 10.1007/s00268-
017-3886-x

15. Tantiphlachiva K, Sahakitrungruang C,
Pattanaarun J, et al. Effects of preoperative
endoanal ultrasound on functional outcome after
anal fistula surgery. BMJ Open Gastroenterol.
2019;6(1):e000279.  doi:  10.1136/bmj-
gast-2019-000279

16. Emile SH, Magdy A, Youssef M, et al. Utility
of Endoanal Ultrasonography in Assessment
of Primary and Recurrent Anal Fistulas and for
Detection of Associated Anal Sphincter Defects.
J Gastrointest Surg. 2017;21(11):1879-1887.
doi: 10.1007/s11605-017-3574-z

17. Predybailo S.M. Surgical treatment of incom-
plete internal rectal fistulas. Diss. ... Candidate of
Medical Sciences; 1990. (in Russ.).

18. van Onkelen RS, Gosselink MP, Schouten WR.
Treatment of anal fistulas with high intersphincter-
ic extension. Dis Colon Rectum. 2013;56(8):987-

KOLOPROKTOLOGIA, vol. 21, N2 3, 2022


https://doi.org/10.1308/rcsann.2019.0057
https://doi.org/10.1016/j.ijsu.2018.06.009
https://doi.org/10.18203/2349-2902.isj20184648
https://doi.org/10.1186/s40064-016-3406-8
https://doi.org/10.1080/00015458.2020.1753151
https://doi.org/10.1007/s00384-018-3042-6
https://doi.org/10.1111/codi.15945
https://doi.org/10.29309/TPMJ/2021.28.08.3187
https://doi.org/10.21037/apm-21-2229
https://doi.org/10.21037/apm-21-2229
https://doi.org/10.1055/s-0043-103954
https://doi.org/10.1055/s-0043-103954
https://doi.org/10.1007/s00268-017-3886-x
https://doi.org/10.1136/bmjgast-2019-000279
https://doi.org/10.1007/s11605-017-3574-z
https://doi.org/10.1007/s11605-017-3574-z
https://doi.org/10.1097/DCR.0b013e3182908be6
https://doi.org/10.1111/j.1463-1318.2006.01035.x
https://doi.org/10.1111/codi.12670
https://doi.org/10.1308/rcsann.2019.0057
https://doi.org/10.1016/j.ijsu.2018.06.009
https://doi.org/10.18203/2349-2902.isj20184648

KITMHUYECKME PEKOMEHOALINU

CLINICAL GUIDELINES

991. doi: 10.1097/DCR.0b013e3182908be6

19. Millan M, Garcia-Granero E, Escldpez P, et
al. Management of intersphincteric abscess-
es. Colorectal Dis. 2006;8(9):777-780.
doi: 10.1111/j.1463-1318.2006.01035.x

20. Garcia-Granero A, Granero-Castro P, Frasson

M, et al. The use of an endostapler in the treat-
ment of supralevator abscess of intersphincter-
ic origin. Colorectal Dis. 2014;16(9):335-338.
doi: 10.1111/codi.12670

21. Singh, MP, Bhargava R, Paul JR, et al. New
Approach to Anorectal Sinus Disease. J Evolution
of Medical and Dental Sci. 2014;3(29):8081-8085.

59


https://doi.org/10.1186/s40064-016-3406-8
https://doi.org/10.1080/00015458.2020.1753151
https://doi.org/10.1007/s00384-018-3042-6
https://doi.org/10.1111/codi.15945
https://doi.org/10.29309/TPMJ/2021.28.08.3187
https://doi.org/10.21037/apm-21-2229
https://doi.org/10.21037/apm-21-2229
https://doi.org/10.1055/s-0043-103954
https://doi.org/10.1055/s-0043-103954
https://doi.org/10.1007/s00268-017-3886-x
https://doi.org/10.1136/bmjgast-2019-000279
https://doi.org/10.1007/s11605-017-3574-z
https://doi.org/10.1007/s11605-017-3574-z
https://doi.org/10.1097/DCR.0b013e3182908be6
https://doi.org/10.1111/j.1463-1318.2006.01035.x
https://doi.org/10.1111/codi.12670

