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Abstract Anal fistula is usually treated surgically by either fistulotomy o r  fistulectomy. The procedure requires 

local o r  general anesthesia and the opened wound needs regular dressings. This is associated with appreciable 

discomfort and morhidity to the patients. We herein described the routine use of setons to treat anal fistulae 

without any surgery. Forty seven consecutive patients with anal fistulae were treated with setons alone. The 

median age was 4 1 years (range: 18-70). Fifteen patients had previous surgery for  the fistula o r  perianal abscess. 

At least two setons were inserted through each fistula. One was tied tightly as a cutting seton and another was 

loosely tied fo r  drainage purpose. 

Thirty three patients (70%) had the placement of setons in the c h i c  without any anesthesia. Fourteen 

patients, one with complex anal fistula and 13 with perianal abscesses, had the setons inserted in the operative 

room of which 6 patients required general anesthesia and another two received intravenous sedation. 

The median follow-up time was 15 weeks (range: 2-67 weeks). Eleven patients had incomplete or  were lost 

to follow-up. The fistula completely healed hy this method in 32 patients of 36 patients (88%). The median 

healing time was 9 weeks (range: 4-62 weeks). One patient developed recurrent fistula and was sucessfully 

treated with another seton placement. Six patients were lost to follow-np. All patients who completed follow- 

up wcre satisfied with this treatment and no patient developed any fecal incontinence. 

Fistula-in-ano is a common perianal condition 

that is associated with appreciable morbidity and 
inconvenience to the patient. There are many different 

classilicatio~ls for this condition in the literature which 
illustrate the Fact that none of them is applicable to all 
cases. The most well known classification is Park's 
classification which is based on the relationship between 
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the fistula trackand the anal sphincters.' However, the 

complexity and the relevance of this classification 

raises the doubts of its use in routine management of 
anal fistula . 

The principles or anal fistula surgery are to 

eliminate the fistula, prevent recurrence and preselve 
sphincter function. Success is usually determined by 
identification of the pri1nal-y opening and dividing the 

least amount of muscle as possible. Most of the a d  
fistulae have been conventionally treated by either 
fistulotomy or  tistulectorny. It usually works well. 
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However, the proceclure requires loco-regional or 

gene1 al ane4thesia. Postoperative \vounds are usually 

l d t  open and take some time for complete hcaling to 

occur. Furthermore, i t  sonletinles even caiiies a 
noticeable risk of recurrence and incontinence 
especially high-risk patientssuch as those with complex 

fistulae, the elderly patients. and women with anterior 

fistulae. 
Seton has been used to manage anal fistula for 

thousand\ of year. In the literature, setons were 
commonlj described only for high or  complex anal 
fistula in o r d e ~  to avoid incidence of fecal inconti- 
nence and recurrence.' Even though anal fiatulae are 

nlostly of the simple type, they are usually treated 
s~irgically, and patients need to be hospitalized and are 
usually uncomfortable in postoperati\.e period. In this 

study we descnbecl the initial results of the routine use 
of two setoils placement, one for drainage and another 

one as a primary cutting seton, for all consecutive 
patients with various type of anal fistula seen in the 
outpatient clinic. 

A prospective study of 47 consecutive patients 

with anal fistula managed by seton method between 
July 1997 to December 2000 was performecl. Patients 
were managed in the outpatient clinic at the National 

University Hospital of Singapore. All patients were 
treated by hvo-seton placeinent technique. 

Technique 

The seton was usually inserted at the clinic without 

any form of anesthesia. In some caseswhen there were 
concurrent  perianal abscesses, o r  difficulties in 

identifying the fistula tract or  when patients were 
unable to tolerate the examination, the procedures 

were performed in the operative room with either 
local or  brief general anesthesia. The patient was 
examined in the left lateral position. Per-rectal 

examination would establish the cliagnosis and the 
fistula tract is identified. In the initial 8 patients, 
fistulogram was also clone to give the surgeon a feel of 
complexity of the tract. However fistulography was not 

perforrned in other cases as tracking of the fistuhe was 
not improved by fistulography. A non-absorbable 
suture ( e . ~  Prolene 00) was inserted through the 

external opening using a buttonhole probe. The 

suture woulcl come out at the internal opening. A 
Roeclers knot was tied and slided to the skin as tightly 
as the patient could tolerate to effect cutting. The long 

encl of each suture was taped to the patient's medial 

thigh. Another non-absorbable suture was inserted 
into the same tract and was tied loosely. This second 
seton served as a drain for the infection. Multiple 
setons could be insertecl when there were more than 

one tract. The patient was instructed to adjust the 
tension of the Roeders knot daily as tolerated. 

Repeated examinations were carried out at 2 4  
weeks intenlal. At each visit, the position of seton was 
assessed ancl tightened progressively. The data of 
previous anal operation, history of fecal incontinence 

before and after seton treatment, wound healing, ancl 
recurrence of anal fistula were recorded. The patient 

would be discharged from the clinic when the seton 
cut through the perianal skin and the wound had 

completely healed. 
Also a telephone survey was conducted by a 

research nurse to detect any recurrence and any 
problem of fecal incontinence reg~~larly every six 
months to annually. A satisfactory score of treatment 

was obtained from each patient at the end of the 
telephone survey. 

The series included 47 patients jvith 41 men 
(87%) and 6 women (13%). The median age was 41 
(range: 18-70). Fifteen patients had previous anal 

operations: 7 for anal fistula, 6 for perianal abscess and 
2 hemorrhoidectomies. The median duration ofsyinp- 
toms was 26 weeks (range: 2-416 weeks). Thirty three 

patients (70%) had the setons placed in the clinic 
without any anesthesia. Fourteen patients had the 
setons inserted in the operating room. Six patients 
required general anesthesia, of which 4 also required 

clrainage of perianal abscesses. Two patients had the 
placement of setons under intravenous sedation. 

Thirty six patients were continuously followed 

until complete\\wund healing. Six patientsself-referred 
to other hospitals and could not be contacted. The last 
3 patientsar e now followed in the clinic (after a period 

of lost to followv-up) and the results of treatment are 
satisf:nctory for all 5 patients. Wound healing datawere 
not complete for these 11 patients. Therefore the data 

of only 36 patients were analyzecl. None of the 36 



Vol. 23 No. 2 Routine Use of Setons for Treatment of Anal Fistula 47 

patients sul'ferecl major fecal incontinence after the 

end of treatment. 
The median follow-up clul-ation was 1.3 wceks 

(range: 2-67 weeks). The tistula was conlpletely healed 

by this n~ethod in 32 of 36 patients (88%). The nleclian 
healing time was 9 weeks (range: 4 6 2  weeks). One 

patient had a fistulectomy subsequently as he required 
I~emorrho idec to~~~y  for his prolapsed piles. Another 
patient cleveloped recurrent fistula and was healed 
after another seton placement. Six patients defaulted 

Callow-up but their listulae were seen cutting through 
by the setons at thcir last clinic visits. All patients who 
completed rottow-up were satisfied with the treatment 
and no patient cleveloped any fecal incontil~ence. 

The age distribution and male predominance 
(87%) seen in this series are si~nilar to most other 

series."" Our results clemo~~stratecl that the use of a 
seton offers several i~clvantages in the management of 
patients in various anal listula types. The procedure 

can be entirely performed as ambula~ory ol~tpatierits. 
Most pa~ients tolera~ed the procedure well, even with 
minimal anesthesia. 

In xlclition, theywere satiskc1 with the treatment 

and only one patient had recurrence during the follow 
U P  period. This patielit clicl not regularly attend the 

follow-up clinic and the recllrrence was caused by 
inadequate wound toilet aster seton cutting through. 

Anal fiscula is believed to originate from infection 
of anal glands. The main pri~~ciples of management 

are drainage of infection, and eradication of fistulous 
tract with preservation of sphincter function." The 
majority of perimal fistulae are low fistulae, which 

include the submucous, intersphincteric, and most of 
the tri~nsphincteric typesofanal fistula. <:onventionally, 
this type of fistula is treated by either laying open 

(fistulotomy) or excision of the fistulous tract (fistu- 
lectomy). For some trans-sphincteric fistula, an  
alternative technique called transanal advancement 

flap has been atlvocated for manyyears.%Ithough this 
t.echnique also yields excellent r~~nctional  results even 
i l l  the presence of Crohll's disease, i t  derna~icls 

considerable surgical skills.' However, both procedures 
are associated with considerable paill and requirement 

of some form of anesthesia. Also the patient t~eecls to 
l ~ e  hospitalized for the operation. Moreover, the ope11 

wound of conventional surgery needs repeated 
dressing, which brings h ~ r t h e r  discomrort and 
inconvenience to the patients. 

A seton is a rhreacl of roreign material that is 

placed in the fistula tract. Hippocrates lirst clescribecl 
this method."1\IIany dil'ferent materials have been usecl 

as seton, but the more common ones are non- 
absorbable suture nlaterials, rubber,  wire, and 

medicated thread (kshxuasoot~-a) ." Chnventionally, 
s e ~ o n  isused in  he management ol'high orcornplicatecl 
anal listula. The Sunction of seton is to provicle 
drainage, and induce chronic fibrosis, which allows 
through opcning of the fistula tract with preservation 

of sphincter mechanism. Two common techniques 

have been used: the cutting seton, and the two-staged 
Ii~tulotorny.'~' For the cuttit~g seton method, the seton 
is tied tightlyarouncl the iistulous tract. I t  wi11graclually 

transect the muscle by pressure necrosisancl the fibrosis 
fixes and prevents retraction of the  sphincter. In the 
two-staged fistulotomy, the setori is tied loosely and the 

fistulotomy is performed as second proceclure. The 
scton serves as clrail~age and also incluces fibrosis. 

Only one report in the literature described the 
use ofseton h r  low anal fistula. Lentneret al. reported 

the result o r  long-term indwelling seton in low 
transphincteric and intersphincteric anal fistula." In 
their series of 108 patients, a seton or  nonabsorbable 

suture was tied loosely through the fistula tract. The 
authors reported a very low recurrence rate (3.7%) 
with nlinirnal risk of incontinence. Only 12 patients in 
the seriesrequired in-patient treatment arid the overall 

mean hospital s tay~as0.3  clay. However, the treatment 
was prolonged with a nledian treatment time of 13 
months, and a significant proporrion of patients (44%) 
requires another operation for the residual fistulous 

tract. 

In our series, used at least nvo setons for each 
fistula tract. They serve the two cliffi-rent f~~nc l ions  of 

setons. The loose seton allow drainage ofthe ongoing 
infection. Another seton is a cutting seton which is tiecl 
tightly outside the fistula. The Roeders' knot enables 
the patient to adjust the tension daily so the seton can 

cut the tract in a controlled fashion." The cutting 
seton probably reduced the length of treatment. Most 
of our patients had the insertion of seton in [lie clinic 
though some required general anesthesia in the 
operative rooni especially those with co~icurrent  

perianal abscess. 
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In conclusion, our approach provides an alter- 
native to the con\entional operative treatment for anal 

fistulae. Our routine use of the setons method is d e  
and effective in various types ot anal fistula. This 
traditional treatment for fistula-in-ano also has the 
ad\ antage of being considerably inexpensive than 

inpatient operative methodsand may allow the patient 

to continue to be in employment. 
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