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Abstract 
Background: Fistula-in-ano is a granulation tissue lined tract, connecting the perianal skin to another opening 

inside the anal canal or the lower rectum. Treatment of fistula-in-ano involves the healing of fistula tract with 

the objective of least recurrence.  

Objectives: To find out the effectiveness of fibrin glue plug in fistula-in-ano treatment and recurrence rate.  

Methods:50 patients of fistula-in-ano during the study period 2017 to February 2020 were included in the 

study, irrespective age and gender. Midline fistulas and sinuses, fistula due to perineal injuries, congenital 

fistulas and consent withdrawal patients were excluded from the study. 

Results: Majority of the patients were in the age group 20-40 years with male preponderance (86%). Abscess 

(4%) and idiopathic (92%) were the etiology for fistula-in-ano. Anterior and posterior fistula were more 

common. Intersphincteric fistula was seen in 52.0%. In 30% patients wound infection was seen. Wound healing 

time was less than 2 days in 64.0% patients. Recurrence was seen in 72% patients. At the end of  6 months, 

100% patients had fair outcome.Association between age, associated ano-rectal disease, previous anorectal 

surgery and recurrence was found to be statistically significant (p<0.05). 

Conclusion: The use of glue in fistula-in-ano has been found to have fair effectiveness, with a high rate of 

recurrence. So can be used effectively as a temporary relief, but cannot replace surgery, which has been seen to 

have better outcome. 
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I. Introduction 
Fistula-in-ano in surgery implies acute or chronic tract of granulation tissue, connection two epithelial 

surfaces that can be cutaneous, mucous or both. 

Fistula-in-ano is a granulation tissue lined tract, connecting the perianal skin to another opening inside 

the anal canal or the lower rectum. They are classified as simple and complex and simple are further classified 

as subcutaneous and submuscular (intersphincteric and low transsphincteric). Complex fistulae include those 

which are high transsphincteric, suprasphincteric,extrasphincteric, multiple tracts, and recurrent. 

The goal of surgical treatment of a fistula-in-ano is to heal the fistula tract with thelowest rate of 

recurrence while still maintaining continence. The standard surgicaltreatment of fistulas-in-ano is an anal 

fistulotomy, which involves laying open the fistulatract and any associated sphincter muscle. Despite being 

properly performed, fistulotomywounds can have prolonged healing times which can result in contour defects 

around theanus and they can also cause postoperative discomfort[2]. The other techniques (setonapplication, 

flap, etc) also have a long treatment period and are skilled operativetechniques. In addition, Lunnisset al.[3] 

have shown that even a minimal division of theanal sphincter muscle during a fistulotomy can be associated 

with changes in fecalcontinence. Given these results, investigators have thus sought simpler sphinctermuscle-

sparing techniques to treat fistulasin- ano[2]. 

Recently, the use of tissue adhesives or sealants in surgery has increased because ofimproved 

autologous and commercially available products[2,4-6]. Fibrin glue applicationcan be a valuable adjunct to 

surgical procedures in the treatment of fistula-in-ano. Fibringlue is a biological glue made up of fibrinogen and 

its multiple components[7]. The endproduct is a gel-like substance that can be used in surgery to achieve 
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hemostasis and awater tight seal[8]. The purpose of this study was to ascertain the effectiveness ofcommercially 

available fibrin glue in closing fistula- in-anoin the long-term period.  

The study was carried out with the following aims and objectives : (a) Effectiveness of fibrin glue plug 

in treatment of fistula in ano and (b) to study the recurrence rate. 

 

II. Methodology 
The present prospective study was carried out in the Department of General Surgery, Maharaja 

Yeshwantrao Hospital, Indore (M.P.) between 2017 and February 2020. A total of 50 patients with fistula-in-ano 

were included in the study. Patients with Crohn's disease, traumatic fistula, all congenital fistula, all midline 

fistula and sinuses and fistulas-in-ano associated with chronic cavities, acute sepsis, or side branches were 

excluded.  

The study was initiated after obtaining the clearance from Ethics Committee of our institution. Also 

before including any patient into the study, a voluntary written informed consent was taken from the patient 

and/or his/her legally acceptable representative. Complete physical examination was done for each patient.  

 

METHODOLOGY 

Bowel preparation was done a day prior to the surgery. Fibrin glue application and anorectal 

examination done in operation theatre under spinal. 

All applications of fibrin glue were performed by the same surgical team on each patient. To identify 

any external and internal fistula opening and tract examination was done under spinal anesthesia in the prone 

jackknife position the fistula was probed gently. The fistula tract was measured in length. The tract was curetted 

and the granulation tissue was removed. The fibrin glue was retrieved from storage at 04 degree and then 

allowed to reach room temperature over one-hour period and was prepared according to the manufacturer's 

recommendations. Fibrin glue was then inserted into the fistula tract by the use of applicator through external 

opening so its tip emerges from the internal opening into the anal canal, internal opening of fistula tract was 

closed with vicryl (2-0) before applying glue. Double channel syringes were used for applying glue. The 

applicator had been introduced till the internal opening of the fistula-in-ano and then was continuously but 

slowly withdrawn during the injection so that the fistula tract was completely filled with fibrin glue. This 

applicator filled the tract with glue until the bubble of glue was seen on the perianal skin. Dressing over  the 

external opening was not done. Glue was allowed to become even more stable and solid. 

Postoperatively analgesic was given. The postoperative oral intake was restricted for 24 hours. Patients 

were put on liquid diet for next one day and gradually to regular diet. Patients were discharged next day after 

their surgery. Sitz baths were not given to any patients due to fear of plug dislodgment. 

All patients were assessed in every follow-up visit. Questions were asked about any perianal drainage, 

pain, or evidence of a failed fistula closure. All patients were inquired regarding their experience of the length of 

limitation in normal routine activities. Physical examinations were also done with each follow up visit. 

Outpatient and telephone visit follow-up were performed for all patients over a period of 3 years. 

No additional financial burden was there on the patient or on the institution, as our institution is a 

government run hospital, all the treatment costs are borne by the government. Also all the study related expenses 

were borne by the investigator himself. 

 

III. Results And Discussion 
29 (58.0%) patients were in the age group 20-40 years, 16 (32.0%) patients were in the age group 41-

60years and 5 (10.0%) patients were in the age group 61-70 years. There was a male preponderance in the study 

(86.0%). Associated ano-rectal diseases – abscess was seen in 24% and idiopathic was seen in 8% patients. 

According to previous ano-rectal surgeries, 18% patients had undergone I&D, 6% patients had fistulectomy and 

2% patients had tissue surgery. Idiopathic (92.0%) was the commonest etiology for fistula-in-ano. 
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Majority of the patients (80%) had a distance from anal verge of 2-5 cm. 

 
 

Internal opening was palpable in 80% patients. Anterior and posterior (18.0%) each was the commonest type of 

fistula.Intersphincteric fistula was seen in 52.0% patients and trans-sphincteric was seen in 48% patients. 
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Majority of the patients had a postoperative pain for 2 days (70.0%) and 24.0% patients had pain for 3 days 

postoperatively. 60% of the patients had a postoperative stay of 2 days and 38% patients had a stay of 3 days.  

In 64% patients the wound healing time was 2 days and 36% patients had a wound healing time of 3 days. 

Wound infection was seen in 30.0% patients. 

52% patients returned to their routine work in 2 days and 46% patients returned to their routine work in 3 days. 

The final outcome was fair (100%) at 15 days, 30 days and 6 months of follow-up. 

There was a statistically significant association seen between age and the recurrence (p=0.001). Higher 

recurrence rates were seen in the age groups 20-40 years and 41-60 years. 

There was a statistically significant association seen between other associated ano-rectal disease and the 

recurrence (p=0.035). Higher incidence of recurrence was seen in patients abscess or those patients without 

other associated ano-rectal diseases, while in the patients with idiopathic cause, lower incidence of recurrence 

was seen. 

There was a statistically significant association seen between previous ano-rectal surgery and the recurrence 

(p=0.009). All the patients with previous ano-rectal surgery had a recurrence. 

There was no statistically significant association seen between sex (p=0.384), etiology (p=0.889), classification 

(p=0.278), number of external opening (p=0.088), anal verge (p=0.088), type of fistula (p=0.100) and the 

recurrence, showing that the recurrence is independent of sex, etiology, classification, number of external 

opening, anal verge and type of fistula. 

Recurrence of fistula-in-ano was seen in 72.0% patients, while in 28.0% patients no recurrence was seen. 

No postoperative complications were seen in the fibrin glue surgery. 

Fistula in ano is a very notorious problem that colorectal surgeons deals with. Treatments like seton 

advancement flap surgery has shown promising affect over last many years. Fibrin glue has been a continuous 

matter of debat. Fibrin glue comes with many advantages & disadvantages. Risk of incontinence is minimal on 

other hand high chances of recurrence is present. In present study patients with fistula mainly due to cryptogenic 

origin were treated with fibrin glue has shown recurrence and have gone through other modalities. Although this 

study has limited number of patients it has long follow up period. Result of this study to support former study 

and new planning study. 

 

IV. Conclusion 
For the management of fistula, we had analyzed the use of fibrin glue. The results obtained from the 

present study show that fibrin glue is a goodalternative for surgical intervention but comes with many 

restrictions. It is a very good alternative in cases of simple fistula, where patient can getrelief for a longer period 

of time with a good recovery, lesser hospital stay and early return to work. But fibrin glue has a very huge 

disadvantage of ahigh incidence of recurrence and it cannot be used as a permanent alternative to surgery. Also, 

in cases of complex fistula, the results are not verysatisfactory. 
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