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The Clinical Effect of Sphincter-Preserving
Modified Loose Seton Technique in Com-
plex Anal Fistula

Yun Young Lee, M.D., Sun Keun Choi, M.D., Sei Joong
Kim, M.D., Keon Young Lee, M.D., Yoon Seok Hur,
M.D., Seung Ik Ahn, M.D., Kee Chun Hong, M.D., Seok
Hwan Shin, M.D., Ze Hong Woo, M.D.

Department of Surgery, Inha University College of Medicine,
Incheon, Korea

Purpose: The cutting seton technique is a world-wide
operative method in management of a complex anal fistula.
However it has still some risks of anal deformity and fecal
incontinence because of sphincter injury, and also required
two-stage operation under the anesthesia. We have modi-
fied this conventional method into sphincter-preserving
technique using the seton and evaluated the clinical effect
of patients with complex anal fistula.

Methods: The operative steps consisted of excision of the
fistular tract without cutting the sphincter, and insertion of
a non-absorbable suture material as a seton around the
sphincter. When enough fibro-granulated tissues grew and
pus discharge decreased markedly, the seton was just cut
out from the wound without anesthesia at the outpatient
basis. The clinical effect following treatment by using this
method was assessed retrospectively in 81 patients, includ-
ing 33 recurrent cases, who were treated during the four
and a half-year period.

Results: The average follow-up period to remove the
seton and to eradicate the fistula was 68.9+39.5 and 82.1
+45.6 days, respectively. No patients experienced fecal
incontinence after surgery. The fistula was healed without
recurrence in 78 patients (96.3%), preserving integrity of
the sphincter. Recurrence developed in 3 patients who had
two suprasphincteric fistulas and one transsphincteric fistula
with supralevator abscess.

Conclusions: We suggest that this method is good for
treating complex anal fistulas without two-stage operation
because it has some advantages such as a lower recurrence,
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a lower functional impairment, and less anal deformity. ]
Korean Soc Coloproctol 2002;18:156-162
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Fig. 1. The steps of operative method. (A) It shows external opening of the fistula at 2 o’clock direction. (B) The perianal skin
around the identified external opening is excised with enough margin. (C) The whole fistular tract is pulled out, making the inside
and outside clearly visible, and is excised by coring-out with preserving integrity of the sphincter muscle. (D) A two-ply non-absorbable
suture material (2-0 black silk), as a seton. is passed through the tract under the preserved sphincter and is loosely tied with multiple

knots around the sphincter.
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Table 1. Details of patients with anal fistulas following modified
seton treatment

Factors Number of cases (%)
Gender
Male 65 (80.2)
Female 16 (19.8)

Average age (years) 37.1+11.0 (16~77)

Types of fistulas*

Transsphincteric 67 (82.7)
Suprasphincteric 14 (17.3)
Extrasphincteric 0 (0.0
Prior operations
1 time 29 (87.9)
2 times 3 9.1)
3 times 1 (3.0
*By Parks’ classification.
A
200+
£ 180+ a
© o
< 160 o a
5 a
8 140 .
o 120+ ° °
E= o o o
[ 100 ' a g E uu 8 e
é 80 o o a unz ° E o ° o °
o 60-“J ——————— i
9 o 8 =]
B 40 o . o nr.\ a u::‘ B o
E 20 - o . T nu o o o B o o
0 T T T T T T 1
10 20 30 40 50 60 70
Age (years)

7He 82.1+45. 6°‘°1 I HAFE

EU A Oﬁle—_ 440}93\0“4 THL
FHIEZ Qg EF 7oy Yoo 28
ot 71E9 FeReet Y HZM A o=
U BujEo] §etdoz <]

w2 Aolsidth #E 479 Eﬁl?—f}ﬂ
AFE A ZE W SPSS (version 7.51)%
Student t-testZ A8} 0 ZHzhe] - QoA
0.05 ©]3l= 3FH T

2<% O

[e]
Z‘i T

o
ot
fdeat 81d 5 EA7E 6590(80.2%), A7} 169
(19.8%)°1 A3 AF L 16494 T7TA7AAZ Ht 37.1+
110419929 30t (42.0%)9} 4001 (25.9%)°1 4 7HF B-&
TIE E‘}?\\Q—(Tablel Fig. 2). i385 5 2ok
Y AL 79270 BFEAY AFE 149
(173%)H oM, ZoF2eld AT U THTable 1).

339 (40.7%)°1 1 A FE o] HAZ] glow o

T 27d= 2o HEd AT 6= 2
ATk AL

AFE T FEdAg] 134
2901](87 9%)H 1 23]¢
= 338(3.0%)9 AF5E FAHo

=

o O
rir ot

ox
o

A= 39 9.1%) 929 14
]S\’}E}(Table D.

=2
X

Fe FAES AAT WA HdE ¢ HA7|HS
27t 1199 1769 2 FF 68.9+39.59 o] At 2] F9
Faol e A5 9 Z2dy X571 7

B
300
2 280 ]
S 260
= 240
3 220+
& 200 | °
© 180 A
= o
% 1607 e e a
§ 140 o, o
S 1201 o 8 °
€ 1004 T e B g T L.
o 80w Bamp -=-- GTmmTTmmmmmemmomeee-
8 i PTLE:]
S 60 mt
oo O
8 401 o mu ':buun”n:nnu 8 o o
o 20+ % o oo
o
0 T T T T T T 1
10 20 30 40 50 60 70 80

Age (years)

Fig. 2. Scatterplot for (A) the period to remove the seton and (B) to eradicate the fistula according to the age distribution. The majority
of cases were distributed from 4th to Sth decades. The average period is represented by dot lines.
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Table 2. Details of average follow-up period (days) to remove
the seton and to eradicate the fistula after operation

Factors PRS P-value PEF  P-value

Types of fistula 0.378 0.338
Transsphincteric 67.1£38.9 80.7+47.0
Suprasphincteric 77.4+42.6 88.9+39.3

Prior operation 0.005 0.005
Positive (recurrent)  83.5+35.7 99.1+47.3
Negative 58.9+39.2 70.4%40.9
Overall 68.9+39.5 82.1+45.6

Values are expressed as mean=SD.
PRS = Period to remove the seton; PEF = Period to eradicate
the fistula.
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