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The aim of surgical treatment for an anal fistula is to cure the dis-
ease, as well as to preserve continence. Treatment of a complex
anal fistula has been a surgical challenge. Therefore, various
sphincter-preserving procedures have been introduced for its
treatment due to concerns of incontinence. One of the oldest and
most widely performed procedures is the advancement flap.

The procedure of an advancement flap may be summarized as
elevating a flap, coring out of a infected gland, as well as an epi-
thelized internal opening, suturing of the internal sphincter de-
fect, closing the wound with a flap, and providing effective drain-
age. Although a mucosal flap has been used traditionally, recently
a dermal island or cutaneous flap has been used for the same pur-
pose. Compared with a mucosal advancement flap, these proce-
dures may have advantages in terms of technical aspects because
they may provide easier access for the operation. They also reduce
mucosal ectropion and discharge.

However, advancement flap procedures have limitations. They
are technically-demanding procedures with a wide range of suc-
cess rates and are not free from a risk of minor incontinence [1].
Some investigators have tried different approaches such as direct
closure of a fistula tract or intersphincteric access to a fistula tract.
Techniques for direct closure of a fistula tract, which include the
use of fibrin glue and a fistula plug, seem to be ideal because they
are very simple procedures and do not cause any harm to the
sphincter mechanisms. However, these techniques have a wide
range of success rates and do not seem to be durable and reliable
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procedures. Ligation of the intersphincteric fistula tract (LIFT) is
an intersphincteric approach that has gained wide popularity re-
cently. Success rates of LIFT reported in the literature are around
70 percent, which is comparable to that of the flap procedure.
However, most studies on LIFT involved low or high trans-
sphincteric fistulae [2]. Therefore, whether this procedure can re-
sult in comparable results when it is performed for more complex
types of fistulae is a concern.

Combining fibrin glue with a mucosal advancement flap was
tried in an effort to improve the result from an advancement flap
[3]. However, contrary to expectations, the success rate of the
combined procedure was less than that of the mucosal flap alone.
Fibrin glue injection may have prevented effective drainage, and
accumulated discharge may have burst into the internal opening.
Therefore, any procedure that results in stasis of discharge or pre-
vents effective drainage may produce a poor result.

Seton placement prior to an advancement flap may be helpful in
terms of sepsis control. However, whether seton placement is
mandatory even in cases of a fistula without active inflammation
is controversial. Although seton placement may be helpful in im-
proving the success rate of a therapeutic procedure, no solid data
showing that the seton is an indispensible procedure for an ad-
vancement flap are available [4]. Also, concerns about delaying a
definitive treatment may exist.

Some investigators have reported a good result for an advance-
ment flap after seton placement. They closed the internal and the
external openings with a mucosal flap and a cutaneous flap, re-
spectively [5]. However, the number of study cases was too small
to reach a significant conclusion, and as mentioned earlier, of the
possibility of ineffective drainage is a concern when the external
orifice is closed at the same time as the internal opening.

In short, despite the limitations of flap procedures, there is still
no reliable, alternative measure for treating a complex anal fistula.
If the result after a flap procedure is to be satisfactory, every step
of the procedure should be performed accurately, and no other
procedure that may have an adverse effect on the healing process
should be incorporated.
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