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Introduction
Anal fistulas are a common pathology in proctology, responsible for significant morbidity. The objective of this study was to describe the epidemiological, clinical, and therapeutic characteristics of anal fistulas treated in the Proctology Department of the Mohamed V Military Teaching Hospital in Rabat, Morocco.
Methods
A 5-year retrospective descriptive study was conducted from January 2020 to December 2024. All patients presenting for anal fistula and treated in the department were included. Demographic data, history, fistula characteristics (Parks classification), additional examinations, treatment modalities, and postoperative complications were collected and analyzed.
Results
During the study period, 620 patients were included. The mean age was 46.6 years (standard deviation 13.38), with a male predominance of 7:1. The most common antecedents were anal abscess in 42% of cases. According to the Parks classification, transsphincteric fistulas accounted for 67% of cases, intersphincteric for 26%, suprasphincteric for 5%, and extrasphincteric for 2%. Pelvic MRI was performed in 33% of patients, confirming the fistulous trajectory in 100% of cases. The most commonly used surgical treatments were seton  drainage, fistulectomy, and FILAC.	Comment by Al Manar: Write   SD  (±  13.65)  like this 
Initial cure was achieved in 89% of patients, recurrence in 11%, and the complication rate was less than 1%. 
Conclusion
Our series shows that the management of anal fistulas in the Proctology Department of the Mohamed V Military Teaching Hospital in Rabat follows international trends: predominance of transsphincteric and intersphincteric fistulas, increasing use of sphincter-sparing techniques, and the need for preoperative imaging to improve assessment. Prospective multicenter studies would be useful to refine the prognostic factors for recurrence and incontinence.
Introduction	Comment by Al Manar: In général the introduction not  cover  the subject of title requiers more writting and explantation 

Anal fistulas are among the most common pathologies in proctology. They are defined by the initial infection of a Hermann-Desfosses anal gland opening into the middle part of the anal canal. Nonspecific fistulas are the most common and are due to anaerobic germs of the intestinal flora. Rarely, specific germs are the cause of specific anal fistulas [2]. In a pathology where clinical examination still dominates, experience remains essential; and even if numerous complementary investigations are currently available, their exact role remains to be defined [4]. The treatment of anal fistulas is essentially surgical [5] with two objectives: to stop the suppuration in order to cure it and to prevent recurrence while preserving anal continence [6]. The objective of our study is to describe the epidemiological, clinical, therapeutic, and developmental profile of anal fistulas in the Proctology Department of the Mohamed V Military Teaching Hospital in Rabat, Morocco.	Comment by Al Manar: You Start with nombre 2   didnt   Sée nombre 1 of références  also nombre 3 not  found  	Comment by Al Manar: after  introduction   should  withe 5 Key Word  regarding  title 


Methods

Study Type and Population

A descriptive retrospective study was conducted in the Proctology Department of the Mohamed V Military Teaching Hospital in Rabat, Morocco between January 2020 and December 2024. Inclusion criteria were any patient diagnosed with an anal fistula and who received treatment in the department. Exclusion criteria were incomplete follow-up (<6 months), fistulas of obstetric origin without direct anal involvement, and incomplete records.

Data Collection

Data were extracted from medical records and the department's database: age, sex, occupation, medical history (history of abscess, tuberculosis, IBD, diabetes, history of perianal surgery), duration of symptoms, associated symptoms, clinical examination results, Parks classification of the fistula, additional pelvic MRI examinations, treatment performed, anesthesia, length of hospital stay, postoperative complications, recurrence, and follow-up duration.	Comment by Al Manar: include nombre of patient hère 

Definitions and Variables

* Age, Sexe
* Simple vs. complex fistula depending on the proximity of the sphincter and the presence of multiple branches or residual abscesses.	Comment by Al Manar:  You have to mention  référence hère 
* Healing: Complete healing without discharge and without reoperation until the end of follow-up.
* Recurrence: Recurrence of a fistula tract documented clinically or by imaging after healing.
* Incontinence: New complaint of fecal leakage or gas after surgery.



Results
Demographic Characteristics
A total of 620 patients were included. The mean age was 46.5 ± 13.4 years (median 46 years). The predominance was male, with a sex ratio of 7:1. The mean time between symptom onset and presentation was 9 months.	Comment by Al Manar: Didnt mention this nomber with méthodes you have to  write  it pelasse 
[image: ]
Fig 1. Distribution of patients by sex
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Fig2. Distribution of patients by age



History and Associated Factors
42% of patients reported a history of anal abscess. The prevalence of tuberculous fistula was 1.7%, and IBD 0.6%. Other notable comorbidities: diabetes 0.5%.
Characteristics of Fistulas
According to the Parks classification: they were transsphincteric for 67%, intersphincteric for  26%, supraphincteric for 5%, and extrasphincteric for 2%.
Simple fistulas accounted for 89% of cases and complex fistulas 11%.
The presence of branches or secondary tracts was noted in 5% of patients.
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Fig. 3 Classification of fistulas according to Parks

Paraclinical Assessment
Pelvic MRI was performed in 33% of patients.

Treatment and Follow-up
The main surgical techniques used were: seton drainage in 81%, fistulectomy in 11%, and FILAC in 4%. The average hospital stay was 2.3 days. Initial healing was achieved in 89% of patients. The recurrence rate at 12 months of follow-up was 11%. Major postoperative complications (clinical incontinence, reoperation for infection) were observed in less than 1%.
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Fig. 4. Main surgical techniques used
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Discussion
According to Sissoko *et al.* [5], anal fistulas represented approximately 20% of all proctology consultations in their series. This finding underscores the significant burden of this condition among anorectal pathologies. In our study, anal fistulas accounted for 26% of patients hospitalized in the proctology department during the same period, which is slightly higher than most series reported in the literature. This difference may be explained by the particular nature of our population, which is predominantly composed of military personnel, and by the fact that our service is a national referral center for complex anorectal diseases.	Comment by Al Manar: Wrong writting of reference  (  et al ., ) and  you didnt follow onre style of references because in introduction you just wrote  5  i think you have to follow any software like Mandely or EndNote

Most authors have reported a clear male predominance in the occurrence of anal fistulas. Sarles and Copé [3] found a sex ratio of 5 men to 1 woman, while Sissoko *et al.* [5] reported a ratio of 3.6 in favor of men. Denis [7] observed a ratio of 3:1, which remains consistent with other published data. In our series, the sex ratio was even higher, reaching 7 men to 1 woman. This discrepancy can be largely attributed to the military context of our hospital, where the vast majority of patients are male soldiers. Nonetheless, even in the general population, a predominance of men has been consistently observed in most studies.

The reasons for this male predominance remain partly speculative. According to Godeberg [12], men possess a higher number of anal glands, which could increase the risk of cryptoglandular infection leading to abscess formation and subsequent fistula development. Hormonal and anatomical factors may also play a role, although no definitive causal mechanism has been established. It is also possible that behavioral or occupational factors, such as prolonged sitting, physical strain, or delayed consultation in men, contribute to this epidemiological pattern.	Comment by Al Manar: Where is no ( 9-10-11) you missing theses references and start with 12

Regarding age distribution, anal fistulas can occur in virtually all age groups. However, the peak incidence is consistently observed between the third and fifth decades of life [11]. This trend likely reflects the active working-age population, where perianal infections and trauma are more common, and where underlying conditions such as diabetes or inflammatory bowel disease begin to manifest. In our series, nearly half of the patients (48.4%) were between 30 and 49 years old, consistent with this global trend. Few cases were recorded in the elderly or pediatric populations, confirming the predominance of middle-aged adults in anal fistula epidemiology.	Comment by Al Manar: Wrong writting after 12 can not 

From an anatomical and pathophysiological perspective, the majority of anal fistulas in our study were transsphincteric and intersphincteric, which aligns with the typical distribution reported in the literature and supports the cryptoglandular hypothesis. This theory, first proposed by Parks, suggests that infection of the anal glands located at the dentate line leads to abscess formation and, if not adequately drained, results in a persistent fistulous tract. The predominance of these two types reflects their association with common anal gland infections, while suprasphincteric and extrasphincteric fistulas remain relatively rare and often linked to secondary etiologies such as Crohn’s disease, trauma, or previous surgery.
[image: ]
Table . 1. Summary of the percentages of different types of fistulas according to the series	Comment by Al Manar: This  titile you have to write it in the beginninng of table not like  this 

Magnetic resonance imaging (MRI) has become an essential diagnostic tool for accurate classification and preoperative assessment of anal fistulas. In our experience, MRI was particularly valuable in identifying secondary tracts, abscesses, and extensions that were not clinically evident. This imaging modality not only improves diagnostic precision but also influences surgical strategy, especially for complex or recurrent fistulas. Several studies have shown that MRI significantly reduces recurrence rates by facilitating appropriate surgical planning and ensuring complete tract identification before intervention.	Comment by Al Manar: Refference here 

The therapeutic management of anal fistulas remains a delicate balance between achieving complete healing and preserving sphincter function to avoid postoperative incontinence. In our department, treatment strategies are tailored according to the fistula’s anatomy and the patient’s continence status. For low and simple fistulas, fistulectomy or fistulotomy is generally preferred because of its high healing rate and low risk of complications. Conversely, for high transsphincteric or complex fistulas, our approach prioritizes sphincter preservation. In such cases, the use of a seton has proven particularly beneficial.	Comment by Al Manar: Refference here 

Setons, whether cutting or loose, have been widely validated as an effective therapeutic option for high transsphincteric fistulas. Reported success rates reach up to 98% in some series (13–16). They can be used as definitive treatment or as a staged procedure preceding sphincter-sparing surgery. In patients with Crohn’s disease, where recurrent or multiple fistulas are common, setons play an important role in ensuring continuous drainage, preventing abscess formation, and promoting gradual healing [17]. Our results confirm the efficacy and safety of this approach, with satisfactory healing rates and an acceptable recurrence profile.
A large meta-analysis investigating predictors of anal fistula recurrence following surgical treatment identified several key risk factors. These included high transanal fistulas, horseshoe extensions, multiple fistulous tracts, a previous history of anal procedures, and failure to identify the internal opening intraoperatively [18]. Similarly, in a study of 251 patients treated with loose setons for high transsphincteric fistulas, a history of prior fistula surgery, the presence of a horseshoe configuration, and anteriorly located fistulas were significantly associated with increased recurrence rates [19].

Regarding postoperative fecal incontinence, several risk factors have been consistently reported in the literature. These include a prior history of anorectal surgery, female sex, the presence of complex (grade 3 or 4) fistulas, and preexisting anal incontinence [20]. Because complex fistulas are associated with a greater risk of postoperative sphincter dysfunction, fistulotomy should generally be avoided in such cases. Preoperative anal manometry is particularly valuable in identifying patients at risk of functional deterioration. Those with impaired sphincter function before surgery are more likely to experience worsening incontinence after intervention, underscoring the importance of adopting a sphincter-sparing approach in this subgroup [21].

Repeated surgical interventions, such as multiple fistula operations or previous incision and drainage procedures, have also been shown to increase the likelihood of postoperative sphincter dysfunction. The type of operation performed—whether a conventional fistulotomy or a sphincter-preserving technique—also plays a decisive role in postoperative continence outcomes [22].

Female sex has been recognized as an independent risk factor for postoperative fecal incontinence, largely due to the intrinsic vulnerability of the female pelvic floor and potential obstetric trauma. Management of postoperative incontinence depends on its severity and may include conservative, minimally invasive, and surgical options. Initial treatment typically involves dietary modification with bulking agents and increased fiber intake, followed by pelvic floor muscle training and biofeedback therapy. When conservative measures fail, advanced modalities such as sacral nerve stimulation, sphincteroplasty, or implantation of a magnetic or artificial anal sphincter can be considered. In severe, refractory cases where all other therapeutic options have been exhausted, a diverting colostomy may be required as a last resort [23].

Ultimately, prevention remains the most effective strategy for avoiding complications such as recurrence and incontinence. This includes minimizing the number of surgical procedures a patient undergoes and carefully tailoring the therapeutic approach to each patient’s individual risk profile. Preoperative counseling about the risk of postoperative incontinence, routine use of anal manometry for high-risk cases, and detailed preoperative imaging to accurately classify fistulas all contribute to improved surgical planning and better functional outcomes. A systematic, patient-specific approach can therefore optimize both healing and sphincter preservation, reducing the long-term burden of postoperative morbidity.

Despite these encouraging outcomes, comparing results across studies remains challenging. Differences in patient selection, surgical techniques, follow-up duration, and outcome definitions contribute to variability. Furthermore, recurrence can occur months or even years after initial healing, emphasizing the importance of long-term follow-up.

Our study also highlights the importance of individualized management. While some authors advocate for aggressive surgical treatment to minimize recurrence, others recommend a more conservative, sphincter-sparing approach, particularly in patients at high risk of incontinence. The choice of technique should therefore consider the type and complexity of the fistula, the patient’s baseline continence, and the surgeon’s experience.

However, our work presents certain limitations. Its retrospective and single-center design may limit the generalizability of our findings. Additionally, follow-up was not uniform for all patients, and objective assessment of continence using a validated scoring system was not systematically performed. Future prospective, multicenter studies with standardized evaluation criteria would allow a more accurate comparison of therapeutic outcomes and help identify predictors of recurrence or postoperative incontinence.	Comment by Al Manar: Reference here 

In summary, our study confirms that anal fistulas remain a common and challenging condition, predominantly affecting young to middle-aged men. The transsphincteric and intersphincteric types are the most frequent, consistent with a cryptoglandular origin. MRI plays a crucial role in diagnosis and surgical planning, and the therapeutic approach must be individualized, balancing complete healing and preservation of continence. Continuous advances in imaging, surgical techniques, and standardized outcome assessment will further improve the management and prognosis of this condition.








Conclusion

The experience of the Proctology Department at the Mohamed V Military Teaching Hospital in Rabat highlights that the management of anal fistulas relies on a rigorous preoperative assessment and an individualized therapeutic strategy aimed at balancing healing and sphincter preservation. Pelvic MRI/endoanal ultrasound is recommended for complex fistulas. Standardized local protocols and prospective multicenter studies are needed to improve outcomes and reduce recurrence.
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