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Intersphincteric Approach for Deep Postanal Sepsis
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The article is interesting enough to draw the attention of surgeons
because the intersphincteric approach for the treatment of deep
postanal sepsis seems to be a novel procedure. The deep postanal
space is clinically significant because it can provide routes for the
extension of an infection when a cryptoglandular infection enters
into this potential space, complicating treatment, potentially leav-
ing a severe deformity and possibly compromising continence
when conventional treatment is used [1, 2].

Several techniques, such as advancement flap, a fistula plug
(AFP) and stem-cell injection, have been attempted to treat com-
plex fistulas [3, 4]. However, they have the limitations of technical
difficulty, unsatisfactory results and high cost. Ligation of inter
sphincteric fistula tract (LIFT) has recently been introduced to
overcome these limitations [5]. LIFT is technically simple and
shows reproducible results with relatively satisfactory success
rates. However, LIFT also has limitations in terms of indications.
LIFT is not feasible if a fistula has a blind end or an accompanying
abscess. Further, most studies were performed on patients with a
trans-sphincteric fistula. There have been few reports on more
complicated fistulas [6].

The authors’ novel approach has the obvious advantages of its
being a one-stage procedure and its being capable of preserving
an intact sphincter, regardless of the presence of an abscess. How-
ever, this approach doesn’t seem to be an entirely novel procedure,
but a modification of LIFT in general. Technical differences are
suturing the fistulous tract of the internal sphincter side instead of
ligation and using suction drainage. There are also differences in
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terms of indications. The authors seem to have dealt with various
conditions of infection, including abscesses, fistulas and fistulous
conditions without an external opening.

In my opinion, the technical similarity, the differences in indica-
tions, and the small number of patients may prevent readers of
this article from taking the results as a convincing outcome. There
may be few surgeons who would try an excision of an infected
gland by dissecting the intersphincteric plane when there is irre-
futable evidence of deep postanal space abscess. This is because
LIFT is not generally indicated when there is a simultaneous ab-
scess. Technically, LIFT can be performed even in patients with a
concurrent abscess if the fistulous tract in the intersphincteric
space is identified. However, technical feasibility doesn't always
mean a favorable outcome. I doubt we can overcome the limita-
tions of LIFT by simply using suction drainage. Furthermore, I
am not confident that we can predict the presence of fistulous
tracts in the intersphincteric space. Of special concern, a fistulous
tract may not be detected in an acute stage of infection and ab-
scess [7, 8]. Even in cases of simple perianal abscesses, a fistulot-
omy is not indicated when there is no identifiable internal open-
ing [9]. When there is not an identifiable tract in the intersphinc-
teric plane, there may be few options we can choose from.

Another concern is the huge difference in success rates between
the primary- and the secondary-procedure groups. The authors
reported a 70% success rate, which is similar to the reported rates
of LIFT. However, the success rate for the secondary-drainage
group (20%) was much worse compared to that for the primary-
procedure group (91%). The authors’ explanation that infected
glands might have been obliterated after the drainage procedure
doesn’t sound reasonable. The difference in the success rates more
likely resulted from the small number of patients or possibility
some patients being more suitable for this procedure.

In short, interpreting the results and predicting the feasibility of
the procedure is very difficult because of the small number of pa-
tients. There may be some patients who are good candidates for
this new procedure. A large-scale study seems to be necessary to
confirm the effectiveness of this procedure and to refine the indi-
cations for this procedure.
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