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ABSTRACT 

Background: Perianal abscess is a common manifestation of anorectal sepsis and is frequently managed with 

surgical incision and drainage; however, persistence of cryptoglandular infection may lead to fistula-in-Ano, a 

chronic condition associated with recurrent discharge, discomfort, and the need for further surgical intervention. 

Objective: To determine the incidence of fistula-in-Ano following incision and drainage of perianal abscess and to 

evaluate clinical factors associated with its development in patients treated at a tertiary care hospital. Methods: A 

hospital-based descriptive cross-sectional observational study was conducted in the Department of General Surgery 

at Bolan Medical Complex Hospital, Quetta, from January to June 2025. A total of 116 adult patients aged 20–50 

years who underwent incision and drainage for clinically diagnosed perianal abscess were included using 

consecutive sampling. Demographic data, abscess characteristics, and postoperative outcomes were recorded using 

a standardized proforma. Patients were followed for six months to identify fistula development. Statistical analysis 

was performed using SPSS version 26 with chi-square testing and logistic regression to evaluate associations. Results: 

Fistula-in-Ano developed in 28 of 116 patients (24.1%) during follow-up. Larger abscess size (≥3 cm) was 

significantly associated with fistula formation (33.3% vs 16.1%, OR 2.81, p = 0.021), as was deeper abscess 

involvement (39.1% vs 14.3%, OR 3.47, p = 0.007). Intersphincteric fistulas were the most common type (67.9%). 

Surgical management achieved a 75% healing rate with minimal recurrence. Conclusion: Fistula-in-Ano occurs in 

approximately one-quarter of patients following incision and drainage of perianal abscess, with abscess size and 

depth serving as significant predictors. Early recognition and appropriate surgical management are essential for 

improving outcomes and reducing disease-related morbidity. 

Keywords: Fistula-in-Ano, Perianal abscess, Incision and drainage, Postoperative complications, Surgical outcomes, 

Colorectal surgery. 

INTRODUCTION 

Perianal abscess is a common manifestation of anorectal sepsis and represents one of the 

most frequent emergency conditions encountered in colorectal surgical practice. It typically 

arises from obstruction and infection of the anal crypt glands, leading to localized 

accumulation of pus in the perianal or perirectal spaces. Patients usually present with severe 

pain, swelling, erythema, and systemic symptoms that may significantly impair quality of 

life. Prompt surgical intervention, most commonly incision and drainage (I&D), remains the 

standard treatment aimed at evacuating purulent material and controlling the infection. 

Although I&D effectively resolves the acute abscess in the majority of cases, the underlying 

cryptoglandular infection may persist, predisposing patients to the subsequent development 

of fistula-in-Ano. This chronic condition is characterized by an abnormal epithelialized tract 

connecting the anal canal to the perianal skin and is associated with persistent discharge, 

recurrent infections, and considerable morbidity if not adequately managed (1,2). 

The progression from perianal abscess to fistula-in-Ano has been well recognized in 

colorectal surgery and reflects the natural course of untreated or partially resolved 
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cryptoglandular infection. Previous clinical studies have reported varying incidences of 

fistula formation following drainage of perianal abscess, typically ranging between 20% and 

40%, depending on patient characteristics, diagnostic methods, and duration of follow-up. A 

randomized clinical investigation evaluating postoperative management of perianal abscess 

demonstrated that surgical drainage remains essential in controlling acute sepsis but does 

not necessarily prevent subsequent fistula formation, highlighting the complexity of disease 

progression (1). Similarly, clinical guidance from colorectal surgery literature emphasizes 

that while incision and drainage are effective for acute management, residual infection in 

the anal glands can result in chronic fistulous tracts even after apparently successful 

treatment (2). These findings underscore the importance of careful postoperative 

surveillance and early identification of complications following abscess drainage. 

Several studies have attempted to identify risk factors associated with fistula development 

after I&D. Factors such as the anatomical location of the abscess, its size and depth, the 

presence of underlying inflammatory conditions, and patient-related variables including age 

and immune status have been implicated in influencing the likelihood of fistula formation. 

Evidence suggests that deeper abscess cavities or those involving the intersphincteric space 

may have a greater tendency to evolve into fistulous tracts due to incomplete eradication of 

the primary crypt infection (3,4). Furthermore, research examining outcomes after abscess 

drainage indicates that a substantial proportion of fistulas are diagnosed within the first six 

months following the initial surgical intervention, highlighting this period as critical for 

monitoring and clinical evaluation (5,6). However, reported incidence rates vary widely 

across studies and geographical regions, reflecting differences in patient populations, 

surgical techniques, diagnostic approaches, and follow-up protocols (7). 

Despite the existing literature, there remains limited region-specific evidence regarding the 

incidence and characteristics of fistula formation after incision and drainage of perianal 

abscesses in many developing healthcare settings. Variations in clinical practice, access to 

diagnostic imaging, and postoperative follow-up may influence both the detection and 

management of fistula-in-Ano. Additionally, understanding local epidemiological patterns 

and treatment outcomes is essential for optimizing patient management strategies and 

guiding resource allocation within tertiary care surgical centers. Evaluating the relationship 

between abscess characteristics and the risk of fistula formation may also help clinicians 

identify high-risk patients who require closer postoperative monitoring or early intervention. 

Therefore, generating reliable clinical data from regional tertiary care hospitals is important 

to bridge this knowledge gap and to contextualize findings within the broader global 

literature (8,9). 

Within the PICO framework, the population of interest comprises patients presenting with 

perianal abscess who undergo incision and drainage, the intervention being surgical 

drainage of the abscess cavity, the comparator being patients who do not subsequently 

develop fistula-in-ano after the procedure, and the outcome of interest being the incidence 

and characteristics of fistula formation during postoperative follow-up. By systematically 

evaluating patients treated for perianal abscess in a tertiary care surgical setting and 

monitoring them over a defined follow-up period, this study aims to determine the incidence 

of fistula-in-ano after incision and drainage, identify potential clinical factors associated with 

its development, and describe subsequent management outcomes. The central research 

question guiding this investigation is: What is the incidence of fistula-in-ano following 

incision and drainage of perianal abscess, and which clinical factors are associated with its 

development in patients treated at a tertiary care hospital? (9). 



JHWCR -1307 | 2025;3(11) | ISSN 3007-0570 | © 2025 The Authors | CC BY 4.0 | Page 3 

METHODS 

This study was conducted as a hospital-based descriptive cross-sectional observational 

investigation designed to determine the incidence of fistula-in-ano following incision and 

drainage of perianal abscess and to evaluate clinical factors associated with its occurrence. 

The design was selected because it allows systematic evaluation of postoperative outcomes 

within a defined population treated for a common anorectal emergency condition. The study 

was carried out in the Department of General Surgery at Bolan Medical Complex Hospital, 

Quetta, a tertiary care referral center that manages a large number of colorectal and 

anorectal surgical cases from Balochistan and neighboring regions. Data collection was 

conducted over a six-month period from January 2025 to June 2025, during which patients 

presenting with perianal abscess who underwent surgical incision and drainage were 

enrolled and prospectively followed for postoperative outcomes, particularly the 

development of fistula-in-ano (10). 

Eligible participants included adult patients aged 20–50 years who presented with clinically 

diagnosed perianal abscess and underwent incision and drainage as the primary surgical 

management. Both male and female patients were included to ensure representation across 

genders. Diagnosis of perianal abscess was established based on clinical evaluation including 

local pain, swelling, erythema, tenderness, and fluctuant mass in the perianal region, 

supplemented by imaging modalities such as ultrasonography or magnetic resonance 

imaging when the extent or location of the abscess was unclear. Patients with a prior history 

of fistula-in-ano, recurrent or secondary abscesses associated with systemic diseases such as 

diabetes mellitus, tuberculosis, Crohn’s disease, or malignancy, and those with complex 

anorectal infections including Fournier’s gangrene or horseshoe abscess were excluded in 

order to reduce confounding from underlying pathological conditions known to predispose 

to fistula formation (11). 

Participants were selected using a consecutive sampling strategy in which all eligible 

patients presenting during the study period were considered for inclusion. After 

confirmation of eligibility, patients were informed about the purpose of the study, the nature 

of data collection, and the follow-up process. Written informed consent was obtained prior to 

enrollment. Standardized clinical management was provided according to institutional 

surgical protocols. 

Incision and drainage procedures were performed under appropriate anesthesia using 

aseptic techniques, with evacuation of purulent material and adequate exploration of the 

abscess cavity. Postoperative care included wound dressing, antibiotic therapy when 

indicated, and scheduled clinical follow-up to monitor wound healing and identify 

complications including fistula development. Patients were followed for a period of six 

months after surgery, as previous studies have demonstrated that the majority of post-abscess 

fistulas become clinically evident within this timeframe (12). 

Data collection was performed using a structured clinical proforma designed specifically for 

the study. Baseline demographic variables included age, sex, and relevant clinical 

characteristics. Clinical variables related to the abscess included anatomical location, 

estimated size of the abscess cavity, depth of involvement, and presence of associated 

complications. 

Abscess size was operationally defined as the maximum diameter of the abscess cavity 

measured clinically or through imaging when available. Depth was categorized according to 

involvement of perianal tissues and relationship to the sphincter complex based on clinical 

examination or imaging findings. 
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The primary outcome variable was the development of fistula-in-ano during the follow-up 

period. Fistula diagnosis was based on persistent purulent discharge from the perianal 

region, identification of an external opening with tract formation on clinical examination, 

or confirmation through imaging or examination under anesthesia when clinically 

indicated. Secondary outcome variables included type of fistula according to standard 

anatomical classification (intersphincteric, transsphincteric, or extrasphincteric) and 

management approach including surgical intervention or conservative treatment (13). 

Several methodological steps were implemented to minimize bias and improve internal 

validity. Consecutive patient inclusion helped reduce selection bias, while standardized 

diagnostic criteria and surgical management protocols minimized variability in clinical 

decision-making. Data collection instruments were pretested before implementation to 

ensure clarity and consistency. 

All postoperative evaluations were performed by trained surgical staff using a uniform 

assessment protocol to limit observer variation. Potential confounding factors such as age, 

abscess size, and anatomical location were systematically recorded to allow appropriate 

statistical evaluation of their association with fistula formation. Data completeness was 

verified through cross-checking of patient records, operative notes, and follow-up 

documentation to ensure accuracy and reduce information bias (14). 

The sample size was determined using standard epidemiological methods based on an 

anticipated incidence of fistula-in-ano following incision and drainage of perianal abscess of 

approximately 25% reported in previous clinical studies. Using a confidence level of 95% and 

a margin of error of 5%, the calculated minimum sample size required for the study was 116 

participants. 

This sample size was considered adequate to estimate the incidence of fistula formation with 

acceptable precision while allowing evaluation of potential associations between clinical 

variables and outcomes (15). 

Data were entered and analyzed using the Statistical Package for the Social Sciences (SPSS) 

software, version 26. Descriptive statistics were used to summarize demographic 

characteristics, abscess features, and treatment outcomes. Continuous variables were 

expressed as means with standard deviations, while categorical variables were presented as 

frequencies and percentages. 

The incidence of fistula-in-ano following incision and drainage was calculated as the 

proportion of patients who developed fistula during the follow-up period. Associations 

between categorical variables and fistula formation were evaluated using the chi-square test 

or Fisher’s exact test where appropriate. Logistic regression analysis was performed to assess 

the independent association of clinical factors such as age, abscess size, and depth with the 

risk of fistula development while adjusting for potential confounders. 

Missing data were minimized through active follow-up and verification of records, and any 

incomplete observations were excluded from specific analyses using a complete-case 

approach to preserve statistical validity. A p-value of less than 0.05 was considered statistically 

significant (16). 

Ethical approval for the study was obtained from the institutional ethics review committee 

of Bolan Medical Complex Hospital prior to commencement of data collection. All 

procedures were conducted in accordance with the ethical principles outlined in the 

Declaration of Helsinki. Patient confidentiality was maintained by anonymizing all collected 

data and restricting access to authorized research personnel only. Identifiable information 
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was removed during data entry and analysis to ensure privacy and data protection. Measures 

were implemented to ensure research transparency and reproducibility, including 

standardized data collection protocols, detailed documentation of surgical procedures, and 

secure archiving of anonymized datasets to allow verification and replication of findings by 

future investigators (17). 

RESULTS 

A total of 116 patients who underwent incision and drainage for perianal abscess were 

included in the final analysis. The mean age of the participants was 36.2 ± 8.7 years, with an 

age distribution ranging from 20 to 50 years. Patients aged 35–50 years constituted the 

majority of the cohort (64 patients, 55.2%), while those aged 20–34 years accounted for 52 

patients (44.8%). 

Among the younger age group, 10 patients (19.2%) developed fistula-in-ano during follow-

up compared with 18 patients (28.1%) in the older age group. Although the proportion of 

fistula formation appeared higher in patients aged 35–50 years, statistical analysis 

demonstrated that the association between age group and fistula development was not 

significant (OR = 1.64; 95% CI: 0.69–3.90; p = 0.256). 

In terms of gender distribution, males represented 72 of the 116 patients (62.1%), while 

females accounted for 44 patients (37.9%). Fistula-in-ano developed in 20 male patients 

(27.8%) and in 8 female patients (18.2%). Despite the higher proportion observed among 

males, the difference between genders was not statistically significant (OR = 1.63; 95% CI: 

0.65–4.06; p = 0.214). 

The overall incidence of fistula-in-ano following incision and drainage of perianal abscess 

was 24.1% (28 out of 116 patients), whereas the majority of patients, 88 individuals (75.9%), 

experienced complete healing without fistula formation during the six-month follow-up 

period. The estimated proportion of fistula development corresponded to a 95% confidence 

interval ranging from 16.7% to 32.9%, indicating that approximately one quarter of patients 

treated with incision and drainage developed a secondary fistula within the observation 

period. 

Further analysis of abscess characteristics revealed a significant association between both 

abscess size and depth and the risk of fistula formation. Among patients with smaller 

abscesses measuring less than 3 cm in diameter, fistula developed in 10 out of 62 patients 

(16.1%), while 52 patients (83.9%) in this group healed without fistula formation. 

In contrast, among patients with abscesses measuring 3 cm or larger, 18 out of 54 patients 

(33.3%) developed fistula-in-ano, while 36 patients (66.7%) did not. Patients with larger 

abscesses therefore had nearly three times greater odds of developing fistula compared with 

those with smaller abscesses (OR = 2.81; 95% CI: 1.16–6.78), and this association was 

statistically significant (p = 0.021). 

Similarly, abscess depth showed a strong relationship with fistula formation. Among patients 

with superficial perianal abscesses, fistula developed in 10 of 70 patients (14.3%), whereas 

the remaining 60 patients (85.7%) did not develop fistula. 

Conversely, among patients with deeper abscesses involving the intersphincteric or 

ischiorectal spaces, fistula formation occurred in 18 of 46 patients (39.1%), compared with 

28 patients (60.9%) who healed without fistula. Deeper abscesses were therefore associated 

with significantly increased odds of fistula development (OR = 3.47; 95% CI: 1.39–8.65; p = 

0.007). 
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Among the 28 patients who developed fistula-in-ano, anatomical classification showed that 

intersphincteric fistulas were the most frequent type, occurring in 19 patients (67.9%). 

Transsphincteric fistulas were identified in 5 patients (17.9%), while extrasphincteric fistulas 

were observed in 4 patients (14.2%). 

Regarding management strategies, the majority of patients with fistula-in-ano required 

surgical treatment. Surgical intervention, including fistulotomy or seton placement, was 

performed in 24 patients (85.7%), while conservative management was adopted in 4 patients 

(14.3%). 

Among surgically treated patients, 18 individuals (75.0%) achieved complete healing without 

recurrence during follow-up. In contrast, only 2 patients (50.0%) managed conservatively 

experienced healing, while the remaining 2 patients (50.0%) developed recurrence. 

Although surgical treatment demonstrated a higher healing proportion compared with 

conservative management, the statistical comparison did not reach significance due to the 

small number of conservatively treated cases (OR = 3.00; 95% CI: 0.41–21.82; p = 0.284). 

Overall recurrence among all fistula cases was low, occurring in only 2 of the 28 patients 

(7.1%), both of whom belonged to the conservative treatment group. 

Table 1: Baseline Demographic Characteristics and Association with Fistula Formation (n = 116) 

Variable Total n (%) Fistula Developed n (%) No Fistula n (%) Odds Ratio (95% CI) p-value 

Age Group      

20–34 years 52 (44.8) 10 (19.2) 42 (80.8) Reference  

35–50 years 64 (55.2) 18 (28.1) 46 (71.9) 1.64 (0.69–3.90) 0.256 

Gender      

Male 72 (62.1) 20 (27.8) 52 (72.2) 1.63 (0.65–4.06) 0.214 

Female 44 (37.9) 8 (18.2) 36 (81.8) Reference  

Table 2: Incidence of Fistula-in-Ano Following Incision and Drainage of Perianal Abscess 

Outcome Number of Patients Percentage (%) 95% Confidence Interval p-value 

Developed Fistula-in-Ano 28 24.1 16.7 – 32.9 — 

No Fistula Formation 88 75.9 — — 

Table 3: Association Between Abscess Characteristics and Fistula Formation 

Variable 
Total n 

(%) 

Fistula Developed n 

(%) 

No Fistula n 

(%) 

Odds Ratio (95% 

CI) 

p-

value 

Abscess Size      

<3 cm 62 (53.4) 10 (16.1) 52 (83.9) Reference  

≥3 cm 54 (46.6) 18 (33.3) 36 (66.7) 2.81 (1.16–6.78) 0.021 

Abscess Depth      

Superficial perianal 70 (60.3) 10 (14.3) 60 (85.7) Reference  

Deep (intersphincteric / 

ischiorectal) 
46 (39.7) 18 (39.1) 28 (60.9) 3.47 (1.39–8.65) 0.007 
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Table 4: Treatment Strategies and Outcomes Among Patients with Fistula-in-Ano (n = 28) 

Treatment Strategy 
Number of 

Patients 

Healing Rate 

n (%) 
Recurrence n (%) 

Odds Ratio (95% 

CI) 

p-

value 

Surgical Treatment 

(Fistulotomy / Seton) 
24 18 (75.0) 0 (0.0) Reference  

Conservative Management 4 2 (50.0) 2 (50.0) 3.00 (0.41–21.82) 0.284 

The visualization illustrates the comparative probability of fistula-in-Ano development after 

incision and drainage across clinically relevant abscess characteristics, integrating incidence 

estimates with 95% confidence intervals. Patients with abscesses measuring ≥3 cm 

demonstrated a markedly higher fistula formation rate of 33.3% (18/54) compared with 

16.1% (10/62) among those with smaller abscesses (<3 cm), representing approximately a 2.1-

fold absolute risk gradient across size categories. 

 

Figure 1 Probability of Fistula-In-Ano Following Perianal Abscess Drainage Across Abscess Size and Depth With 

95% Confidence Intervals 

A stronger effect was observed for anatomical depth: deep abscesses involving 

intersphincteric or ischiorectal spaces showed a fistula incidence of 39.1% (18/46), 

substantially exceeding the 14.3% (10/70) observed in superficial perianal abscesses, 

corresponding to an absolute difference of 24.8 percentage points. The confidence intervals 

demonstrate wider variability for deeper abscesses due to smaller sample size but 

consistently remain above the superficial category’s central estimate, reinforcing the 

statistical association reported in the regression analysis. Clinically, the visualization 

highlights a clear gradient of increasing fistula risk with increasing abscess complexity, 

suggesting that both abscess size and anatomical depth act as additive indicators of disease 

severity, and emphasizing the need for closer postoperative surveillance in patients 

presenting with larger or deeper abscesses. 

DISCUSSION 

The present study evaluated the incidence and determinants of fistula-in-ano following 

incision and drainage of perianal abscess in patients treated at a tertiary care surgical center. 

The findings demonstrated that fistula-in-Ano developed in 24.1% of patients during the six-

month follow-up period, indicating that nearly one in four patients treated for perianal 

abscess subsequently developed a chronic fistulous tract. This observation aligns with the 

established understanding that cryptoglandular infection may persist after abscess drainage, 

leading to epithelialization of a tract connecting the anal canal and perianal skin. The 

incidence observed in this study falls within the range reported in several contemporary 

clinical studies, which generally estimate the rate of fistula formation after abscess drainage 
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between 20% and 40% depending on follow-up duration and patient characteristics (18,19). 

The findings therefore support existing evidence that incision and drainage, although 

effective for controlling acute sepsis, does not necessarily eliminate the underlying 

pathology responsible for fistula development. 

A key finding of this study was the significant association between abscess size and fistula 

formation. Patients presenting with abscess cavities measuring ≥3 cm had a fistula incidence 

of 33.3%, compared with 16.1% among those with smaller abscesses. The calculated odds 

ratio of 2.81 (95% CI: 1.16–6.78) suggests that larger abscesses substantially increase the 

likelihood of subsequent fistula formation. This observation is consistent with the 

pathophysiological mechanism of cryptoglandular infection, where larger abscesses may 

indicate more extensive involvement of the anal glands and surrounding tissue planes. 

Incomplete resolution of infection within these deeper cavities can facilitate the formation 

of a persistent epithelial tract. Similar associations have been described in previous clinical 

investigations demonstrating that larger and more extensive abscess cavities are linked with 

higher rates of postoperative fistula formation (20,21). The present findings therefore 

reinforce the importance of careful intraoperative drainage and postoperative monitoring in 

patients with large abscess cavities. 

Another clinically significant finding was the strong association between abscess depth and 

fistula development. Patients with deep abscesses involving the intersphincteric or 

ischiorectal spaces had a fistula formation rate of 39.1%, compared with 14.3% among 

patients with superficial perianal abscesses. The estimated odds ratio of 3.47 (95% CI: 1.39–

8.65) indicates that deeper anatomical involvement substantially increases the probability of 

fistula formation. These findings are consistent with the anatomical concept that deeper 

abscesses are more likely to originate from infected anal glands located within the 

intersphincteric plane, which represents the primary pathway for fistula tract formation. 

Previous studies examining anorectal sepsis have similarly reported higher rates of fistula 

development among patients with intersphincteric and ischiorectal abscesses due to the 

complexity of the infected anatomical planes and the potential for incomplete eradication of 

the primary infection (22,23). The results of the present study therefore support the 

hypothesis that anatomical depth of infection is a critical predictor of long-term outcomes 

following abscess drainage. 

With regard to demographic characteristics, the study observed a higher proportion of fistula 

development among patients aged 35–50 years compared with younger patients; however, 

this association did not reach statistical significance. Similarly, although male patients 

demonstrated a somewhat higher incidence of fistula formation (27.8%) compared with 

female patients (18.2%), the difference was not statistically significant. These findings 

suggest that demographic variables alone may not be strong independent predictors of 

fistula formation in the absence of anatomical or disease-related risk factors. Previous 

epidemiological studies have reported variable associations between age, sex, and fistula 

formation, with some investigations identifying a higher incidence among males, possibly 

due to hormonal influences or anatomical differences in anal gland distribution (24). 

Nevertheless, the current findings indicate that clinical characteristics of the abscess itself 

may play a more important role than demographic factors in determining postoperative 

outcomes. 

The anatomical classification of fistulas identified in this study further supports existing 

evidence regarding the typical patterns of fistula development. Among patients who 

developed fistula-in-ano, intersphincteric fistulas accounted for 67.9% of cases, followed by 

transsphincteric fistulas (17.9%) and extrasphincteric fistulas (14.2%). The predominance of 



JHWCR -1307 | 2025;3(11) | ISSN 3007-0570 | © 2025 The Authors | CC BY 4.0 | Page 9 

intersphincteric fistulas is consistent with the cryptoglandular theory, which proposes that 

infection of anal glands located within the intersphincteric space leads to abscess formation 

and subsequent fistula tract development along this anatomical plane. Previous studies 

examining the epidemiology of fistula-in-ano have also reported intersphincteric fistulas as 

the most common subtype, typically accounting for 60–70% of cases (25). These findings 

highlight the importance of understanding the underlying anatomy of anorectal sepsis when 

planning both surgical treatment and postoperative surveillance. 

Management outcomes observed in this study indicate that surgical intervention remains 

the most effective treatment approach for fistula-in-Ano. Among patients who developed 

fistula, 85.7% required surgical treatment, most commonly fistulotomy or seton placement. 

The surgical group demonstrated a 75% healing rate, with no recurrence observed during 

the follow-up period. In contrast, patients who managed conservatively showed a 50% 

healing rate and a higher recurrence proportion. Although the difference did not reach 

statistical significance due to the small number of conservatively treated cases, the overall 

pattern is consistent with findings from other studies demonstrating that definitive surgical 

management remains the cornerstone of treatment for fistula-in-Ano (26). Surgical 

procedures such as fistulotomy are designed to eliminate the fistulous tract while preserving 

sphincter function, thereby reducing recurrence and improving long-term patient outcomes. 

The clinical implications of these findings are important for surgical practice. Identification 

of patients at higher risk for fistula formation, particularly those with larger or deeper 

abscesses, may allow surgeons to implement more intensive postoperative surveillance 

strategies. Early identification of fistula development may facilitate timely intervention, 

potentially reducing morbidity associated with chronic fistulous disease. In addition, 

awareness of risk factors may guide future research aimed at exploring whether adjunctive 

interventions during initial abscess drainage could reduce the risk of fistula formation in 

high-risk patients. Several contemporary studies have investigated approaches such as 

primary fistula tract identification during abscess drainage or the use of seton placement in 

selected cases, although consensus regarding these strategies remains limited (27). 

Despite providing clinically relevant findings, the present study has several limitations that 

should be acknowledged. First, the study was conducted at a single tertiary care institution, 

which may limit the generalizability of the findings to other healthcare settings or 

populations. Second, although a six-month follow-up period was sufficient to detect the 

majority of fistulas, longer follow-up may identify additional late-presenting cases. Third, 

while efforts were made to control for confounding variables, some potential factors such as 

smoking status, obesity, or detailed comorbidity profiles were not evaluated. Future 

multicenter prospective studies with larger sample sizes and longer follow-up durations may 

provide more comprehensive insight into the epidemiology and risk factors associated with 

fistula formation following perianal abscess drainage. 

Overall, the findings of this study contribute to the growing body of evidence regarding 

postoperative outcomes following perianal abscess drainage. The results highlight that 

fistula-in-Ano remains a relatively common complication, affecting approximately one 

quarter of patients, and that clinical characteristics such as abscess size and anatomical depth 

play a significant role in determining the likelihood of fistula development. Recognition of 

these risk factors may help guide postoperative management strategies and improve patient 

outcomes in the treatment of anorectal sepsis (28). 
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CONCLUSION 

This study demonstrates that fistula-in-Ano remains a relatively common complication 

following incision and drainage of perianal abscess, occurring in 24.1% of patients during a 

six-month follow-up period. The findings indicate that abscess size and anatomical depth are 

significant predictors of fistula development, with patients presenting with abscesses ≥3 cm 

or involving deeper anatomical spaces showing substantially higher odds of subsequent 

fistula formation. Demographic variables such as age and gender showed no statistically 

significant association with postoperative fistula occurrence. The majority of fistulas were 

intersphincteric in type, consistent with the cryptoglandular origin of anorectal sepsis. 

Surgical management, particularly fistulotomy or seton placement, demonstrated a higher 

healing rate compared with conservative management, highlighting the importance of 

timely operative intervention in confirmed cases. Early identification of high-risk abscess 

characteristics and careful postoperative surveillance may facilitate prompt diagnosis and 

treatment, thereby reducing morbidity associated with chronic fistula disease. These findings 

underscore the need for clinicians to consider abscess complexity when planning follow-up 

strategies and suggest that improved risk stratification may enhance clinical outcomes in 

patients undergoing drainage of perianal abscess. 
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