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AIM: To compare the early clinical outcomes of modified ligation of the intersphincteric fistula tract (LIFT) via a lateral approach with
those of standard LIFT in patients with magnetic resonance imaging (MRI)-confirmed transsphincteric anal fistula.

METHODS: This single-center prospective randomized study included adult patients with transsphincteric anal fistula who were treated
between January and May 2024 and were followed through August 2024. Among 96 patients assessed for eligibility, 46 met the eligibility
criteria, and 40 consenting patients were randomized at a 1:1 ratio to standard LIFT or modified LIFT via a lateral approach. Follow-up
was performed at postoperative weeks 1, 4, 8, and 12. The primary outcome was wound healing time. Secondary outcomes included
early recurrence or persistence, postoperative pain assessed using the visual analog scale (VAS), and continence evaluated using the
Cleveland Clinic Fecal Incontinence Scale.

RESULTS: A total of 40 patients were analyzed, with 20 patients in each group. Baseline demographic and available clinical character-
istics were comparable between the groups. The median wound healing time was significantly shorter in the modified LIFT group than
in the standard LIFT group (13 [interquartile range, 10—17] days vs. 29.5 [26-32] days; p < 0.001). No early recurrence or persistence
was observed in the modified LIFT group by week 12. In the standard LIFT group, recurrence/persistence was observed in 3 of the 20
patients (15.0%) at week 8 and in 6 of the 20 patients (30.0%) at week 12 (Fisher exact test at week 12; p = 0.020). The median VAS
pain scores were low and comparable in the standard LIFT versus modified LIFT groups at week 1 (0.90 vs. 0.95; p = 0.942) and week
4 (0.00 vs. 0.00; p = 0.115). No case of fecal incontinence was noted in either group during follow-up.

CONCLUSIONS: In selected patients with transsphincteric anal fistula, compared with standard LIFT, modified LIFT via a lateral
approach was associated with faster early wound healing and a lower rate of early recurrence/persistence within 12 weeks, without
an observed increase in postoperative pain or fecal incontinence. Larger studies with longer follow-up are warranted before definitive
conclusions can be drawn regarding long-term recurrence.

TRIAL REGISTRATION: ClinicalTrials.gov: NCT07603635.
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for the treatment of high transsphincteric or complex fistu-
las because of the risk of postoperative fecal incontinence.
Standard ligation of the intersphincteric fistula tract (LIFT),
first described by Rojanasakul et al. [1], is designed to in-
terrupt the fistula tract in the intersphincteric plane without
dividing the sphincter muscles. Although LIFT is widely
used as a sphincter-preserving technique, delayed wound
healing and recurrence remain clinically relevant limita-
tions. These limitations have prompted technical modifi-
cations of the original procedure that aim to improve early
wound healing and reduce persistence while preserving its
sphincter-sparing advantage; one such modification is a lat-
eral approach to the fistula tract.

High ligation of the anal fistula tract by a lateral approach
has been proposed as a modification of LIFT. With dissec-

Introduction

Anal fistula is a chronic manifestation of anorectal sepsis
and remains a frequent benign anorectal condition with high
burdens on quality of life, outpatient follow-up, and work
productivity. The main goal of surgery is to eradicate the
fistula tract while preserving continence.

The relationship between the tract and the anal sphinc-
ter complex is central to surgical decision-making. Inter-
sphincteric and low transsphincteric fistulas may be treated
effectively with fistulotomy in selected patients. However,
surgical procedures involving the sphincter are less suitable
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tion along the tract from the external opening toward the
intersphincteric space, this technique may facilitate the ex-
cision of a longer tract segment while preserving the sphinc-
ter complex.
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The present study compared the early outcomes of stan-
dard LIFT with those of modified LIFT via a lateral ap-
proach in patients with magnetic resonance imaging (MRI)-
confirmed transsphincteric anal fistula.

Methods
Study Design

This prospective, single-center, randomized, parallel-group
comparative study was conducted in the General Surgery
Department of Kayseri City Training and Research Hospi-
tal. According to the ethics approval form, this study was
classified as a single-center nondrug clinical research study.
This study was approved by the Kayseri City Hospital Clin-
ical Research Ethics Committee (Decision No. 944). Writ-
ten informed consent was obtained from all participants be-
fore enrollment. The study was retrospectively registered
at ClinicalTrials.gov (NCT07603635, https://clinicaltrials.g
ov/study/NCT07603635). This study adhere to the CON-
SORT guidelines (Supplementary Material). The study
period extended from January to August 2024, with en-
rollment and surgical treatment completed between January
and May 2024 and the final 12-week follow-up completed
in August 2024.

Patients

Between January and May 2024, 96 patients presented
to the general surgery outpatient clinic with perianal dis-
charge, palpable swelling, or a history of emergency
drainage for perianal abscess and were assessed for eligibil-
ity. Fifty patients were excluded after screening: 33 were
unable to comply with the prespecified follow-up schedule
because of residence outside the city or personal or social
constraints, 11 had a non-transsphincteric fistula on MRI,
3 had recurrent anal fistula, 2 had a horseshoe fistula, and
1 had suspected Crohn disease that was subsequently con-
firmed. After application of the clinical, MRI-based, and
follow-up feasibility criteria, 46 patients met the eligibility
criteria; 6 declined participation, and 40 provided written
informed consent and were randomized (Fig. 1).

Eligible patients were adults aged 1875 years with MRI-
confirmed transsphincteric anal fistula. The exclusion cri-
teria were previous definitive perianal fistula surgery other
than abscess drainage, perianal Crohn disease, horseshoe
fistula, colorectal cancer, malnutrition, recurrent fistula,
previous radiotherapy or chemotherapy, chronic medica-
tion use that could impair wound healing such as steroids
or colchicine, and inability to attend the prespecified post-
operative follow-up visits.

Eligibility and fistula classification were based on the of-
ficial MRI reports available before randomization. At the
study institution, pelvic MRI examinations were interpreted
through a rotating remote-reporting service. The Parks clas-
sification was consistently available, whereas tract length,
the proportion of external sphincter involvement, standard-
ized MRI grade, and secondary extensions were not con-
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sistently documented. Because a standardized retrospec-
tive re-review by the original reporting radiologists was not
feasible, only variables documented in the official reports
and clinical records were included in the research dataset;
undocumented verbal consultations during routine clinical
care were not used for research classification.

No formal a priori sample size calculation was performed.
The sample size was based on the number of eligible and
consenting patients treated during the study period; there-
fore, the findings should be considered exploratory.

Randomization and Allocation

Using a computer-generated randomization system, pa-
tients were assigned at a 1:1 ratio to either standard LIFT
or modified LIFT via a lateral approach. All patients were
examined and diagnosed by the same surgical team, and all
operations were performed by a single surgeon experienced
in proctology. Allocation concealment was not formally
documented in the source records. Because of the surgical
nature of the interventions, the operating surgeon and par-
ticipants could not be blinded. A formal blinded outcome
assessment was not documented in the source records; out-
comes were assessed at prespecified postoperative follow-
up visits.

Surgical Procedures

All patients underwent operations in the lithotomy position.
In the standard LIFT group, the intersphincteric plane was
approached, and the fistula tract was identified, ligated, and
divided according to the standard LIFT principle. In brief,
the internal opening was identified, a curvilinear incision
was made over the intersphincteric groove, and the inter-
sphincteric plane was developed to encircle and isolate the
fistula tract. The tract was then ligated close to the internal
opening and divided; the intersphincteric portion was ex-
cised, the distal tract was curetted, and the external wound
was left open for drainage. The modified lateral-approach
technique is summarized schematically in Fig. 2.

The modified LIFT procedure consisted of five principal
stages corresponding directly to panels A-E in Fig. 3: (A)
the external and internal openings were identified and the
fistula tract was delineated by introducing a stylet through
the external opening and advancing it through the internal
opening; (B) the external opening and distal tract were cir-
cumferentially dissected; (C) the tract was mobilized to the
intersphincteric plane and the proximal tract was highly lig-
ated close to the internal opening; (D) the tract was divided,
and the external opening together with the mobilized distal
tract was excised, leaving the resulting lateral defect; and
(E) the lateral wound was closed.

Postoperative Care and Follow-up

All patients were discharged on postoperative day 1 and re-
ceived oral ciprofloxacin (500 mg twice daily) plus metron-
idazole (500 mg three times daily) for 7 days. Patients were
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Assessed for eligibility
(n =96)

h 4

Excluded after screening (n = 50)
Unable to comply with prespecified follow-up: n = 33

Eligible for randomization
(n = 46)

Non-transsphincteric fistula on MRl: n = 11
Recurrent anal fistula: n = 3
Horseshoe fistula: n = 2
Suspected Crohn disease (subsequently confirmed):
n=1

A 4

Consented and randomized
(n = 40)

Eligible but declined participation
(n=6)

Allocated to standard LIFT
(n =20)

A 4

Completed scheduled 12-week follow-up
(n =20)

A 4

Analyzed
(n = 20)

Allocated to modified LIFT via a lateral
approach
(n = 20)

h 4

Completed scheduled 12-week follow-up
(n=20)

A 4

Analyzed
(n = 20)

Fig. 1. Participant flow diagram. LIFT, ligation of the intersphincteric fistula tract.

instructed to cleanse the perianal region with warm water
for at least two minutes twice daily and after each defeca-
tion.

Follow-up was scheduled at postoperative weeks 1, 4, 8,
and 12. At each follow-up point, symptoms, physical exam-
ination findings, wound status, pain, and continence were
assessed. Pain was assessed using a 0—10 visual analog
scale (VAS), with 0 indicating no pain and 10 indicating
the worst imaginable pain; scores were treated as contin-
uous data. Continence was evaluated using the Cleveland
Clinic Fecal Incontinence Scale.

QOutcomes

The primary outcome was wound healing time, defined as
the number of days from surgery to complete clinical ep-
ithelialization without discharge. The secondary outcomes
included early recurrence or persistence within 12 weeks,

postoperative pain, postoperative fecal incontinence, post-
operative bleeding, pruritus (itching), and wound infection.
Persistence was defined as continued fistulous discharge or
failure of the external opening to heal during follow-up. Re-
currence was defined as reappearance of fistulous discharge
or an external opening after initial clinical healing. Because
the follow-up period was 12 weeks, recurrence-related re-
sults are reported as early recurrence or persistence rather
than long-term recurrence.

Statistical Analysis

Statistical analyses were performed using SPSS version
23.0 (IBM Corp., Armonk, NY, USA). The distribution of
continuous variables was assessed for normality using the
Shapiro—Wilk test, which is more suitable than the Kol-
mogorov—Smirnov test for the small sample size in this
study (n = 20 per group). Homogeneity of variance was
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Fig. 2. Schematic of modified LIFT via a lateral approach. (A) Identification of the external opening and lateral exposure; (B)
circumferential dissection and mobilization of the fistula tract toward the intersphincteric plane; (C) high ligation and closure of the
proximal tract at the intersphincteric level close to the internal opening, followed by division and excision of the mobilized distal tract;
(D) closure of the resulting lateral wound. The figure were prepared and assembled using Canva (https://www.canva.com/zh_cn/; Canva

Pty Ltd, Sydney, Australia).

assessed using the Levene test. Normally distributed con-
tinuous variables are presented as mean + standard de-
viation, and they were compared using the independent-
samples Student’s ¢ test. When the Levene test indicated
unequal variances, the Welch correction was applied. Non-
normally distributed continuous variables are presented as
medians (interquartile ranges), and they were compared
using the Mann—Whitney U test. Categorical variables
are presented as numbers (percentages) and were com-
pared using the Pearson chi-square test or Fisher exact test
when expected cell counts were small. All early recur-
rence/persistence comparisons were conducted using the
Fisher exact test. For the primary outcome and between-
group recurrence/persistence comparisons, effect estimates
are additionally reported with their 95% confidence inter-
vals. A two-sided p value of <0.05 was considered to indi-
cate statistical significance.

Results
Participant Flow and Baseline Characteristics

All 40 randomized patients completed the scheduled 12-
week follow-up and were included in the final analysis; no
participant was lost to follow-up (Fig. 1).
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Baseline demographic and available clinical characteristics
are presented in Table 1 and were comparable between the
two groups.

Wound Healing

Wound healing time was not normally distributed in the
modified LIFT group (Shapiro—Wilk p = 0.002) and was
therefore summarized as the median (interquartile range)
and compared using the Mann—Whitney U test. The me-
dian wound healing time was 29.5 (26—32) days in the stan-
dard LIFT group and 13 (10—17) days in the modified LIFT
group (p < 0.001). The Hodges—Lehmann median differ-
ence was 16 days (95% confidence interval, 13—19 days).

Early Recurrence or Persistence

No recurrence or persistence was recorded in either group
at postoperative week 1 or 4. At week 8, recur-
rence/persistence was recorded in 3 of the 20 patients
(15.0%) in the standard LIFT group and in 0 of the 20 pa-
tients in the modified LIFT group (Fisher exact p = 0.231;
risk difference, 15.0%; 95% confidence interval, —4% to
36%). By week 12, recurrence/persistence was recorded in
6 of the 20 patients (30.0%) in the standard LIFT group and
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External
i the fistula tract

Dissected
fistula tract

External opening
held with clamp

Ligated tract at
intersphincteric level

Post-excision
lateral defect

Closed lateral incision

Lateral wound closure

Fig. 3. Operative steps of modified LIFT via a lateral approach. (A) Identification of the external and internal openings and stylet
delineation of the fistula tract; (B) circumferential dissection of the external opening and distal fistula tract; (C) mobilization to the
intersphincteric plane and high ligation of the proximal tract close to the internal opening; (D) excision of the external opening and

mobilized distal tract, demonstrating the resulting lateral defect; (E) closure of the lateral wound. Arrows identify the external opening,

internal opening, stylet delineating the tract, external opening held with a clamp, dissected fistula tract, ligated tract at the intersphincteric

level, post-excision lateral defect, and closed lateral incision.

in 0 of the 20 patients in the modified LIFT group (Fisher
exact p = 0.020; risk difference, 30.0%; 95% confidence
interval, 8% to 52%) (Table 2).

Pain and Continence

Median visual analog scale (VAS) scores were compara-
ble between the groups: 0.90 (IQR, 0.70-1.18) in the stan-
dard LIFT group versus 0.95 (IQR, 0.53-1.25) in the mod-
ified LIFT group at week 1 (Mann—Whitney U test, p =
0.942), and 0.00 (IQR, 0.00-0.50) versus 0.00 (IQR, 0.00—
0.00) at week 4 (p = 0.115). VAS scores were 0 in both
groups at weeks 8 and 12. No patient in either group devel-
oped fecal incontinence, and Cleveland Clinic Fecal Incon-

tinence Scale scores remained 0 at every scheduled assess-
ment (postoperative weeks 1, 4, 8, and 12)(Table 3).

During the 12-week follow-up period, no major postoper-
ative adverse events, readmissions, reoperations, bleeding
requiring intervention, or clinically significant wound in-
fections were observed. Specifically, no episode of postop-
erative bleeding, pruritus (itching), or wound infection was
recorded in either group (0 of the 20 patients in each group).

Discussion

Perianal fistula remains a challenging benign anorectal dis-
ease to treat because definitive healing must be achieved
without compromising continence. Clinical challenges ex-
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Table 1. Baseline demographic and clinical characteristics.

Variable Standard LIFT (n=20) Modified LIFT (n=20) p value
Age, years 3295+ 11.12 34,90 +10.94 0.58
BMI, kg/m2 30.86 £3.73 31.25+4.07 0.757
Male sex, n (%) 13 (65%) 13 (65%) —
Symptom duration, months 7.5 (6.0-9.0) 6.0 (3.75-10.25) 0.587
Current smoking, n (%) 13 (65%) 14 (70%) 1.000
Previous perianal abscess drainage, n (%) 8 (40%) 9 (45%) 1.000
Any comorbidity, n (%) 3 (15%) 3 (15%) 1.000
MRI-confirmed transsphincteric fistula, n (%) 20 (100%) 20 (100%) —
Single external opening, n (%) 20 (100%) 20 (100%) —

Note: Values are presented as mean =+ standard deviation, median (interquartile range), or number (%). Age

and body mass index were compared using independent-samples #-tests; symptom duration was compared

using the Mann—Whitney U test; categorical variables were compared using the Fisher exact test when appli-

cable. The em dash (—) denotes that no comparison was performed because the values were identical in both

groups. BMI, body mass index; LIFT, ligation of the intersphincteric fistula tract; MRI, magnetic resonance

imaging.
Table 2. Postoperative wound healing and early recurrence/persistence.
Outcome Standard LIFT (n=20) Modified LIFT (n=20) p value
Wound healing time, days 29.5 (26-32) 13 (10-17) <0.001
Early recurrence/persistence, week 1 0/20 (0%) 0/20 (0%) —
Early recurrence/persistence, week 4 0/20 (0%) 0/20 (0%) —
Early recurrence/persistence, week 8 3/20 (15.0%) 0/20 (0%) 0.231*
Early recurrence/persistence, week 12 6/20 (30.0%) 0/20 (0%) 0.020%*

Note: Values are presented as median (interquartile range) or number (%). Wound healing time

was compared using the Mann—Whitney U test. *Two-sided Fisher exact test was used for recur-

rence/persistence comparisons because of small expected cell counts. The em dash (—) denotes that

a between-group comparison was not performed because no events occurred in either group (zero

variance).

Table 3. Postoperative pain and continence outcomes.

Variable Standard LIFT (n=20) Modified LIFT (n=20) p value
VAS score, postoperative week 1 0.90 (0.70-1.18) 0.95 (0.53-1.25) 0.942
VAS score, postoperative week 4 0.00 (0.00-0.50) 0.00 (0.00-0.00) 0.115

VAS score, postoperative week 8

VAS score, postoperative week 12

Cleveland Clinic Fecal Incontinence Scale score, week 1
Cleveland Clinic Fecal Incontinence Scale score, week 4
Cleveland Clinic Fecal Incontinence Scale score, week 8

Cleveland Clinic Fecal Incontinence Scale score, week 12

0.00 (0.00-0.00)
0.00 (0.00-0.00)
0 in all patients
0 in all patients
0 in all patients

0 in all patients

0.00 (0.00-0.00)
0.00 (0.00-0.00)
0 in all patients
0 in all patients
0 in all patients

0 in all patients

Note: VAS values are presented as medians (interquartile ranges) and were compared using the Mann—Whitney U test.

Cleveland Clinic Fecal Incontinence Scale scores were zero in all patients in both groups at each prespecified follow-up

visit. The em dash (—) denotes that no between-group comparison was performed because the values were identical and

had zero variance. VAS, visual analog scale.

tend beyond fistula closure; recurrent discharge, repeated
outpatient visits, delayed wound healing, fear of inconti-
nence, and loss of daily productivity all contribute to the
disease burden. Therefore, the choice of the operation
should be individualized according to the fistula anatomy,
the amount of sphincter involved, the presence of secondary
tracts or abscesses, prior surgery, Crohn disease status, and
patient-related factors that may impair healing [2,3].
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In anal fistula surgery, the central principle is ensuring the
balance between eradicating the fistulous tract and preserv-
ing sphincter function. Fistulotomy and fistulectomy re-
main highly effective treatments for simple intersphincteric
or low transsphincteric fistulas, where only a small portion
of the sphincter mechanism is divided. However, in high
transsphincteric, recurrent, anterior, horseshoe, or other-
wise complex fistulas, direct division or wide excision of
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the tract may be associated with an unacceptable risk of
fecal incontinence. In these patients, sphincter-preserving
strategies are preferred, even if they may require longer
follow-up or staged treatment [3,4].

Endorectal or mucosal advancement flap repair is among
the established sphincter-preserving alternatives for com-
plex fistulas. Nevertheless, it is technically demanding and
may be associated with postoperative pain, flap dehiscence,
or continence disturbance. In a systematic review and meta-
analysis comparing advancement flaps and LIFT for high
perianal fistulas, the overall success and recurrence rates
were broadly comparable, whereas continence preservation
appeared more favorable in patients who underwent LIFT
[5]. These findings support the rationale for selecting LIFT-
type procedures for transsphincteric fistulas, where sphinc-
ter protection is a major priority.

Other sphincter-preserving methods, including fibrin glue,
biological fistula plugs, video-assisted anal fistula treat-
ment, fistula laser closure, clips, platelet-rich plasma, and
other emerging minimally invasive approaches, aim to
obliterate or close the tract while minimizing tissue trauma.
However, variable results have been obtained for these
methods. Current reviews emphasize that no single tech-
nique has become a universal standard for complex anal
fistula, and the treatment method should be adapted to the
anatomy, surgeon experience, and institutional resources
[6].

Seton placement remains one of the most widely used prac-
tical strategies for treating complex fistulas, particularly
when sepsis control and sphincter preservation are the im-
mediate goals. A loose draining seton maintains drainage,
reduces abscess formation, and may serve either as a bridge
to definitive surgery or as a longer-term strategy in selected
patients. Thus, compared with LIFT-type procedures, seton
treatment is highly useful for controlling sepsis and tempo-
rizing complex disease; however, it may be a less attractive
option when a single-stage definitive sphincter-preserving
procedure is feasible [6].

LIFT was introduced as a total sphincter-saving technique;
it involves approaching the fistula through the intersphinc-
teric plane, identifying the tract, ligating it close to the
internal opening, and separating the septic tract from the
anorectal lumen [1]. Early and subsequent series reported
low rates of postoperative incontinence, which is the major
clinical advantage of the approach [7]. However, healing
rates vary among studies, and failure may occur because
of missed secondary extensions, inadequate closure of the
internal opening, residual infected tract, horseshoe config-
uration, Crohn disease, or previous fistula surgery. Meta-
analytic data also suggest that technical and disease-related
factors influence LIFT failure, reinforcing the need for care-
ful patient selection and comprehensive preoperative imag-
ing [8].

The modified lateral-approach LIFT technique evaluated in
the present study should be interpreted within this broader
sphincter-preserving framework. Unlike standard LIFT,

which uses an intersphincteric incision, the lateral approach
begins at the external opening and follows the fistula tract
toward the intersphincteric plane. Several complementary
mechanisms may explain the observed early advantage.
Circumferential mobilization and excision of the external
opening and distal tract may reduce residual epithelialized
or chronically inflamed tissue that could maintain discharge
or persistent infection. High ligation and division of the
proximal tract close to the internal opening may more effec-
tively interrupt communication with the anorectal lumen,
addressing recognized causes of LIFT failure such as an
inadequately controlled proximal tract or residual fistulous
tissue. In addition, locating the incision farther from the
anal canal may reduce fecal contamination and facilitate
postoperative wound care. These mechanisms could jointly
reduce persistent infection and early failure; however, they
remain hypotheses because residual tract length, bacterial
burden, tissue perfusion, and postoperative MRI changes
were not directly measured. A previous prospective cohort
study of high ligation through a lateral approach also re-
ported encouraging healing and sphincter-preservation out-
comes [9], although direct numerical comparison is limited
by differences in design, patient selection, outcome defini-
tions, and follow-up duration.

The main finding of the present study is that compared
with standard LIFT, modified LIFT via a lateral approach
was associated with significantly faster early wound healing
in patients with MRI-confirmed transsphincteric anal fistu-
las. The median wound healing time was 13 days in the
modified LIFT group and 29.5 days in the standard LIFT
group, with a Hodges—Lehmann median difference of 16
days. This difference is clinically meaningful because pro-
longed perianal wound discharge is among the main drivers
of patient dissatisfaction, repeated outpatient assessments,
and uncertainty about whether the fistula is healing or per-
sisting. These results support the hypothesis that excising
the external opening and a larger distal tract segment, while
placing the incision away from the anal canal, may improve
early wound conditions.

The findings regarding early recurrence/persistence further
support the potential value of the lateral approach, although
they must be interpreted cautiously. In the present co-
hort, no recurrence/persistence was observed in the mod-
ified LIFT group up to the 12-week follow-up, whereas re-
currence/persistence was observed in 3 of the 20 patients in
the standard LIFT group at week 8 and in 6 of the 20 pa-
tients at week 12. Longer-term studies have also reported
similar concerns about delayed failure after LIFT, and re-
currence may become evident after the early postoperative
period [10,11]. Therefore, the current findings should be
interpreted as indicating an early recurrence/persistence ad-
vantage of modified LIFT rather than as proof of its long-
term superiority.

Importantly, the faster healing and lower rate of early re-
currence/persistence observed in the modified LIFT group
were not accompanied by worse pain or continence out-
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comes. VAS scores were comparable between the groups,
and during the early follow-up period, no patient in either
group developed measurable fecal incontinence on the ba-
sis of the Cleveland Clinic Fecal Incontinence Scale score.
This is particularly relevant because the modified technique
involves more lateral tract dissection than standard LIFT
does. The absence of measurable continence deterioration
suggests that the dissection remains functionally sphincter-
preserving when performed carefully in selected patients
with transsphincteric fistulas.

Compared with other sphincter-preserving procedures, the
potential advantage of modified LIFT is its pragmatic bal-
ance between anatomical eradication and functional preser-
vation. Compared with advancement flaps, it avoids rectal
flap mobilization and may therefore offer a potential advan-
tage in continence preservation. Compared with fibrin glue,
fistula plugs, laser-based procedures, and video-assisted
techniques, it does not require expensive equipment and
allows direct control of the fistula tract. Compared with
seton treatment, modified LIFT may offer a single-stage
treatment option in selected patients without active sep-
sis, horseshoe extension, Crohn disease, or recurrent com-
plex disease. Nevertheless, seton placement remains in-
dispensable in real-world fistula practice, especially for
drainage, sepsis control, staged management, Crohn dis-
ease, and anatomically complex cases that are not appro-
priate for immediate definitive closure [12]. These com-
parisons with advancement flaps, fibrin glue, plugs, laser,
video-assisted techniques, and setons are based on the liter-
ature rather than on direct head-to-head comparisons with
the present trial, in which patients were randomized only to
standard versus modified LIFT. The findings should there-
fore be interpreted as contextual rather than as confirmatory
evidence of the superiority of modified LIFT.

This study has several limitations. The sample size was
small, the trial was single-center and single-surgeon, and
no formal a priori sample size calculation was performed,;
therefore, the findings should be considered exploratory.
The follow-up period was limited to 12 weeks, which is
insufficient for definitive assessment of long-term recur-
rence. Allocation concealment and formal blinded outcome
assessment were not documented in the source records, and
blinding of the operating surgeon and participants was not
feasible because of the surgical nature of the interventions.
The trial was retrospectively registered after study comple-
tion. The exclusion of 33 patients who could not comply
with the prespecified follow-up schedule may have intro-
duced selection bias and may limit the generalizability of
the findings to patients with fewer social or geographic bar-
riers to follow-up. Detailed MRI-based anatomical vari-
ables, including tract length, the proportion of external
sphincter involvement, standardized MRI grading beyond
the Parks classification, and secondary extensions, were not
consistently available in the official reports. MRI examina-
tions were interpreted through a rotating remote-reporting
service, and a standardized retrospective re-review by the
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original reporting radiologists was not feasible. To avoid
unverifiable post hoc classification, undocumented verbal
consultations obtained during routine clinical care were
not incorporated into the research dataset. Operative time
and time to return to work were also not recorded. Be-
cause the study was not powered for secondary endpoints,
nonsignificant between-group differences, including early
recurrence/persistence at week 8 and postoperative pain
scores, should not be interpreted as evidence of equiva-
lence; a type II error cannot be excluded.

Despite these limitations, this study has the following clin-
ically relevant strengths: prospective randomized allo-
cation, MRI-confirmed diagnosis of transsphincteric anal
fistula, balanced group sizes, a standardized surgical
team, and systematic early postoperative assessment of
wound healing, pain, recurrence/persistence, and conti-
nence. These findings suggest that compared with stan-
dard LIFT, the lateral-approach-modified LIFT technique
may provide an early wound healing advantage while main-
taining the core sphincter-preserving benefit of the LIFT
concept. Larger multicenter studies with longer clinical
and, ideally, MRI-based follow-up are needed to determine
whether this early advantage translates into durable long-
term fistula healing.

Conclusions

Both standard LIFT and modified LIFT via a lateral
approach appear to be safe sphincter-preserving proce-
dures for selected patients with transsphincteric anal fis-
tula. Modified LIFT was associated with significantly
faster wound healing and a lower rate of early recur-
rence/persistence within 12 weeks, whereas postoperative
pain and continence outcomes were similar between the
groups. Larger multicenter studies with longer follow-up
are warranted before definitive conclusions can be drawn
regarding long-term recurrence.
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