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Abstract 

 
Background: Fistula in ano is an abnormal track connecting the anal canal with the 

perineum. Different treatment modalities are available for managing anal fistulae, such as 

fistulotomy, fistulectomy, ligation of intersphincteric fistula tract (LIFT), seton placement, 

advancement flaps, and use of biological agents like fibrin glue. The present study aimed to 

compare Ligation of intersphincteric Fistula Tract (LIFT) versus conventional fistulectomy in 

treating low fistula in ano at a tertiary hospital. 

Material and Methods: Present study was a single-center, comparative study conducted on 

patients suffering from low anal fistula between 18-55 yrs. 

Results: 80 patients were divided into groups Group A (LIFT procedure) & Group B 

(conventional fistulectomy), with 40 patients in each group. Among various Intra-operative & 

Postoperative Factors, we noted that Group A (LIFT) had less mean duration of surgery, less 

hospital stay, less need for analgesics, less mean duration of wound healing, less mean 

duration of return to work as compared to Group B (Conventional Fistulectomy) & difference 

was significant statistically (p<0.001). Postoperative complications were more minor in 

Group A (LIFT) (only 1 case of incontinence) as compared to group B (Conventional 

Fistulectomy) (2 cases of Wound infection/Abscess, two instances of incontinence & 1 

patient of recurrence), but the difference was not significant statistically. 

Conclusion: The ligation of intersphincteric fistula tract (LIFT) procedure is easy to learn, 

perform, safe, has a high healing rate, low morbidity, quickly treats fistula in ano & better 

fecal continence preservation compared to open fistulectomy. 
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Introduction 

 

A fistula in ano is defined as an abnormal track connecting the anal canal with the perineum 
[1]. Fistula in ano may be simple or complex and are mainly caused by chronic infection 

arising in anal glands that communicate with anal crypts [2]. Maximum fistulas 

(approximately 90%) are non-specific and are of cryptoglandular origin, which occurs as a 

result of the infection of anal glands & the rest are due to a specific etiology like tuberculosis, 

Crohn's disease, ulcerative colitis, pelvic disorders, radiations, carcinomas and traumas to the  
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anorectal region [3, 4]. 

This condition does not heal spontaneously because of the persistently closed sepsis within 

the fistula tract constantly entering through its internal opening [5]. Magnetic resonance 

imaging (MRI), Fistulogram, Ultrasound or Transrectal Ultrasonogram (TRUS) can help 

diagnose high and complex anal fistula [6]. 

There are various treatment modalities available for the management of anal fistula. These 

include fistulotomy, fistulectomy, ligation of intersphincteric fistula tract (LIFT), seton 

placement, advancement flaps and use of biological agents like fibrin glue [7]. LIFT procedure 

is based on securing the internal opening and removing infected crypto glandular tissue 

through the intersphincteric approach. The present study aimed to compare Ligation of 

Intersphincteric Fistula Tract (LIFT) versus conventional fistulectomy in treating low fistula 

in ano at a tertiary hospital. 

 

Material and Methods 

 

The present study was a single-center comparative analysis conducted in the department of 

general surgery at the Department of General Surgery, Swami Ramanand Tirth Rural Medical 

College, Ambajogai, India. The study duration was one year (January 2021 to December 

2021). The institutional ethical committee approved the study.  

 

Inclusion criteria 

 

▪ Patients were suffering from low anal fistula, between 18-55 yrs of age, able to 

understand the merits and demerits of both procedures, and willing to participate & follow 

up. 

 

Exclusion criteria 

 

▪ Patients with complex high anal fistulas. 

▪ Patients with inflammatory bowel disease, malignancy. 

▪ Patients critically ill and with a known history of immuno-suppressed states. 

▪ Patients are not willing to participate & follow up. 

 

Procedures were explained to the patients and written informed consent was taken. Patients 

underwent a thorough history taking (age, gender, symptoms, past medical/surgical history), 

clinical examination, proctoscopy, sigmoidoscopy/colonoscopy and radiological evaluation 

by MR epistolography & details were noted in case record proforma. 

Using a randomized sampling technique, 80 patients were divided into two groups in a 

surgical theatre. 

 

Group A: patients underwent the LIFT procedure. In this method dilute methylene blue dye 

injected into the outer opening and internal opening of fistula tract. The intersphincteric 

groove was digitally palpated directly overlying the inner opening and an incision was made 

along the track between the external anal sphincter and internal anal sphincter. The plane of 

dissection was carried out in the intersphincteric area, and the fistula tract communication 

was identified and isolated. The outer opening and the remnant fistulous tract were curetted to 

the level of the proximity of the outer anal sphincter. At the end, the intersphincteric incision 

was loosely re-approximated with an absorbable suture. The curetted wound was left open, 

and the dressing was done. 

 

Group B: Patients underwent conventional fistulectomy. The external opening was probed in  
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this procedure and the entire fistulous tract was entirely excised. No cogitatio is given to the 

divided sphincter and muscles are not repaired. The complete tissue was laid open or closed 

partially. 

Standard postoperative care was provided & follow up advised with appropriate analgesics, 

Seitz bath and a high fiber diet. Initially each patient was followed up for three months 

weekly for the first month & then fortnightly for the next two months. Wound healing, pain 

score and incontinence rate were documented at each visit. 

Data was collected and compiled using Microsoft Excel and analysed using SPSS 23.0 

version. Frequency, percentage, means and standard deviations (SD) were calculated for the 

continuous variables, while ratios and proportions were calculated for the categorical 

variables. The difference of proportions between qualitative variables was tested using a chi-

square test or Fisher exact test. A P-value less than 0.5 was considered statistically 

significant. 

 

Results 

 

Eighty patients were divided into Group A (LIFT procedure) & Group B (conventional 

fistulectomy), with 40 patients in each group. General characteristics such as mean age, 

gender, Symptoms (Pain, Swelling, Discharge), duration of symptoms (months) and history 

of previous abscess/surgery were comparable among groups A & B; the difference was not 

statistically significant. 

 
Table 1: Comparative analysis of general characteristics 

 

General characteristics Group A (LIFT) Group B (Conventional Fistulectomy) p-value 

Age (years) (Mean ± SD) 37.21 ± 12.2 39.52 ± 10.3 > 0.05 

Gender    

Male 34 (85%) 36 (90%) > 0.05 

Female 6 (15%) 4 (10%)  

Symptoms    

Pain 26 (65%) 30 (75%) > 0.05 

Swelling 30 (75%) 28 (70%) > 0.05 

Discharge 28 (70%) 28 (70%) > 0.05 

Duration of symptoms (months) 7.14 ± 2.2 8.22 ± 1.3 > 0.05 

Previous abscess 9 (22.5%) 8 (20%) > 0.05 

Previous surgery 5 (12.5%) 4 (10%) > 0.05 

 

Among various Intra-operative & Postoperative Factors, we noted that Group A (LIFT) had 

less mean duration of surgery, less hospital stay, less need for analgesics, less mean duration 

of wound healing, less mean duration of return to work as compared to Group B 

(Conventional Fistulectomy) & difference was significant statistically (p<0.001). No intra-

operative complications/Difficulties were noted in any group. Conversion to fistulectomy was 

required in 1 patient of group A. Postoperative complications were more minor in Group A 

(LIFT) (only 1 case of incontinence) as compared to group B (Conventional Fistulectomy) (2 

points of Wound infection/Abscess, two instances of incontinence & 1 chance of recurrence) 

but the difference was not significant statistically. 

 
Table 2: Comparative analysis of intra-operative and post-operative factors 

 

Intra-operative & Post-operative Factors 
Group A 

(Lift) 

Group B (Conventional 

Fistulectomy) 
P-value 

Mean duration of surgery (Minutes) 35.6 ± 6.2 46.5 ± 7.4 < 0.001 

Hospital stay (Days) 1.69 ± 0.79 2.59 ± 1.29 < 0.001 
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Need for analgesics (Days) 3.6 ± 2.8 4.7 ± 3.3 < 0.001 

Intra-operative complications/Difficulties Nil Nil -- 

Conversion to fistulectomy 1 (2.5%) Nil -- 

Mean duration of wound healing (days) 33.2 ± 4.6 42.5 ± 7.6 < 0.001 

Mean duration of return to work (days) 9.4 ± 2.6 13.5 ± 4.2 < 0.001 

Postoperative   -- 

Wound infection/Abscess 0 2 (5%)  

Incontinence 1 (2.5%) 2 (5%)  

Recurrence 0 1 (2.5%)  

 

Discussion 

 

Fistula in ano is a not uncommon anorectal disorder that tends to recur, especially in 

complicated cases, commonly due to missed or undetected sepsis at the time of examination 

or surgery. Diagnosis is by history, clinical examination, rectal examination with discharging 

sinus and pain and histopathological examination of the fistula tract. 

Surgery is considered the best treatment modality for anal fistula. The aim of any treatment 

method used for anal fistula is to altogether remove the fistulous tracts and septic foci and yet 

prevent the occurrence of recurrence or incontinence. The sphincter-saving procedures have 

varying healing rates with risks of recurrence. Still, they have no postoperative incontinence, 

due to which the sphincter-saving processes are being probed into new techniques and are 

more famous than the sphincter sacrificing plans [8, 9]. 

Ligation of the intersphincteric fistula tract (LIFT) is now a well-documented and accepted 

treatment option for high transsphincteric perianal fistulas that was first described in 2007 by 

Rojanaskul et al. [10] Ever since, it has been modified, combined with biomaterials, used for 

low fistulas and combined with other procedures [11]. 

Base AK12 studied 84 patients with simple low-lying fistula were randomized into two 

groups: fistulotomy and fistulectomy (42 patients each). The mean duration of surgery in the 

fistulotomy group was 28.6min and that of the fistulectomy group was 31.7 min; the 

difference was statistically not significant (p>0.05). The median duration of wound healing 

was shorter in the fistulotomy group (12 days) compared to the fistulectomy group (21 days), 

and the difference was statistically highly significant (p<0.001). The incidence of 

incontinence in the fistulotomy group was observed in 5 cases compared to a single point in 

the fistulectomy group. The difference was statistically significant. Recurrence was observed 

in one case from both the groups, each within six months post-op period. 

Arunraj P et al., [13] studied 80 patients, suffering from low anal fistula divided into group A 

(undergoing LIFT procedure) & group B (undergoing open fistulectomy). Group A patients, 

at the end of the 3rd postoperative week, had a pain score of 0.43 compared to group B 

patients (1.33). Group A patients had 100% continence preservation, whereas a 17.5% 

moderate incontinence was documented in Group B patients. About 97.5% of patients in 

Group A had complete wound healing by the 3rd postoperative week, compared to group B 

patients, where 100% complete wound healing was noted at one and half month after surgery. 

It was proved that LIFT was a promising procedure in reducing postoperative pain 

significantly, with better wound healing rates. It was influential in maintaining good sphincter 

function, providing better fecal continence following surgery in the low anal fistula. 

Goudar BV [14] compared the outcomes between ligation of intersphincteric fistula tract 

(LIFT) and conventional fistulectomy (CF) with 30 patients in each group. The mean age in 

LIFT was 44 years, and in CF was 41 years. Successful primary healing was observed in 86% 

of LIFT and 100% of CF. Mean pain scores were significantly lower in LIFT compared to CF 

when checked on Postoperative days 1, 3, and 7. Anal incontinence was seen in 10.2% of CF 

and none in LIFT and recurrence was seen at the same site in LIFT in 6.66% of LIFT and 

none in CF, both being not statistically significant. LIFT is a promising and sphincter-saving  
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technique that has a straight learning curve for surgeon with rapid healing rates and better 

patient contentment but not without the complications like recurrence. hence Modifications of 

LIFT have to be probed for minimizing the losses. 

Pallavi VA [15] noted that patients operated by LIFT showed significantly shorter operative 

time (mean of 32.50 minutes vs. 40.17 minutes) and hospital stay (tell of 1.64 days vs. 2.53 

days), decreased severity of pain and faster wound healing (mean 5.74 weeks vs. 6.89 weeks) 

compared to patients undergoing fistulectomy/fistulotomy. Though more patients had a 

recurrence in the LIFT group (five patients in LIFT vs. three patients in 

fistulotomy/fistulectomy), this difference was not statistically significant. There was no 

incontinence (temporary or permanent) in patients of LIFT while three patients of 

fistulectomy had temporary flatus incontinence. LIFT offers the benefit of a shorter operative 

time, decreased postoperative pain, shorter hospital stay and faster wound healing with a very 

low incidence of incontinence compared to fistulectomy or fistulotomy with a recurrence rate 

not significantly different from it. 

Factors associated with recurrence have been identified in various studies as the complex type 

of fistula, horseshoe extension, lack of identification or lateral location of the internal 

fistulous opening, and previous fistula surgery [16]. Earlier studies noted that LIFT seemingly 

has a higher recurrence rate compared to fistulotomy or fistulectomy. It does not bar any 

further procedures from treating the fistula. As Bleier JI et al. stressed the use of LIFT as a 

choice of procedure [17]. 

LIFT has given promising results while maintaining continence and has better patient 

satisfaction with faster healing rates than other techniques. Though it has risks, the benefits 

outweigh them. LIFT is a simple, easy-to-learn technique with good results. The 

modifications in LIFT having better results make it a point to probe more in such procedures 

and improve this technique so that the failures and recurrences are taken care of adequately 

for better patient contentment. 

 

Conclusion 

 

The ligation of intersphincteric fistula tract (LIFT) procedure is easy to learn and perform, 

safe, has a high healing rate, has low morbidity, quickly treats fistula in ano & better fecal 

continence preservation compared to open fistulectomy. Another advantage is that there is no 

chance of incontinence as the infective focus is removed without dividing any part of the 

sphincter complex. 
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