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ABSTRACT

BACKGROUND: Anal canal stenosis is a functionally disabling condition that results in impaired continence, constipation, and
decreased quality of life. Although most cases arise after anorectal surgery, high-energy blast trauma (HEBT) represents a distinct
etiology characterized by extensive tissue loss and neuromuscular injury. Long-term outcomes of anoplasty in this setting remain insuf-
ficiently described. This retrospective study evaluated functional and quality-of-life outcomes following flap anoplasty for anal stenosis
of both postoperative and trauma-related origins.

METHODS: All patients who underwent anoplasty between 2008 and 2015 with 212 months of follow-up were included. Functional
status was assessed preoperatively and at 12 months postoperatively using the Modified VWexner Score, Wexner Constipation Scale,
and the Fecal Incontinence Quality of Life (FIQL) questionnaire. Sphincter morphology was evaluated using endoanal ultrasonography.
Statistical analyses included paired tests, effect size calculations, and multivariable logistic regression to identify independent predictors
of good continence (Wexner score <5).

RESULTS: Thirty-seven patients met the inclusion criteria: 27 with postoperative stenosis and 10 with blast-related trauma. Ano-
plasty resulted in overall improvement in continence, constipation, and FIQL scores. However, functional recovery differed significantly
by etiology: postoperative patients experienced substantial improvement, whereas blast-injured patients achieved only modest gains,
reflecting persistent neuromuscular and fibrotic damage. Trauma cases demonstrated lower FIQL scores (14.7 vs. 16.8), higher consti-
pation scores (8.1 vs. 7.2), and increased rates of fecal incontinence (20% vs. 11.1%). Sphincter integrity and shorter stricture length
independently predicted good continence, while blast mechanism and advanced age were associated with reduced improvement.

CONCLUSION: Anoplasty provides meaningful functional benefits in patients with anal stenosis; however, recovery is significantly
attenuated in survivors of high-energy trauma. These findings underscore the importance of etiology-based planning, thorough sphinc-
ter evaluation, and realistic patient counseling.

Keywords: Anal stenosis; fecal incontinence; Fecal Incontinence Quality of Life (FIQL); flap surgery; trauma; mine-blast injury; constipa-
tion; Wexner score.

INTRODUCTION impaired compliance, leading to defecatory difficulty, pain, and
fecal incontinence. It most frequently occurs after anorectal

Anal canal stenosis is an uncommon yet functionally dlsabllng surgery, particularly hemorrhoidectomy or fistulectomy' as a

condition characterized by narrowing of the anal canal and result of progressive cicatrization and loss of pliable anoderm.
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2 The functional consequences extend beyond simple lumi-
nal obstruction, as sphincter dysfunction and impairment in
quality of life are common.B!

High-energy blast trauma (HEBT) represents a distinct and
considerably more complex etiology of anorectal injury.l*!
Unlike routine postoperative stenosis,!'? blast injuries involve
shockwave-induced neuromuscular damage, deep tissue con-
tamination, and extensive soft-tissue loss.['"'1 Management
typically requires staged fecal diversion, serial debridement,
and delayed reconstruction after maturation of the perineal
wound.l'l Consequently, anal stenosis amenable to isolated
anoplasty is rare among blast survivors, and long-term func-

tional outcomes in this population remain extremely limited.
[14,15]

Multiple anoplasty techniques—including advancement flaps,
diamond flaps, and V-Y flaps—have been described to restore
anal canal caliber and compliance.l'*?! Although favorable
continence outcomes have been well documented in postop-
erative stenosis, the applicability and success of these tech-
niques in blast-related injuries are less certain due to irrevers-
ible neuromuscular damage and pelvic floor fibrosis.['>!4!%]

This study evaluates functional and quality-of-life outcomes
following anoplasty for anal stenosis in both blast-injured
and elective postoperative patients and identifies key predic-
tors of continence recovery. We hypothesized that, although
anoplasty improves outcomes in both groups, blast-injured
patients would demonstrate comparatively reduced recovery
due to deeper tissue destruction and fibrosis.

MATERIALS AND METHODS
Study Design

This retrospective analysis was conducted using patient data
from the General Surgery Department of Giilhane Military
Medical Academy (GMMA=GATA) and covered the period
from January 2008 to December 2015.

Patient Selection

The study population was created by selecting several hun-
dred patients who were injured in terrorist conflicts (later
treated as veterans) and presented to GMMA with perianal
injuries over an eleven-year period. These patients were
wounded veterans who applied for treatment of anal steno-
sis, as well as patients who had previously undergone hemor-
rhoidectomy or whose perianal region had been affected by
chronic inflammatory bowel disease, cancer, or radiotherapy.
Some of these patients were treated at this hospital, while
others were managed at another university hospital where
the surgical team continued working after the closure of
GMMA.

Among patients who underwent perianal surgery or sustained
perineal injuries, 37 individuals who received flap surgery for
anal canal stenosis and were followed for at least 12 months
were included in the study. Patients were excluded if they had
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not undergone flap-based anoplasty; presented with severe,
destructive, or complex perineal traumatic injuries; had in-
complete follow-up documentation; were younger than 17
years of age; or had direct radiation exposure to the perianal
region (e.g., secondary to anal malignancy or Paget’s disease).

Data Collection and Ethics

Data were extracted from anonymized patient records and
digitized for analysis using SPSS. This study was designed as
a retrospective analysis utilizing anonymized patient data ex-
tracted from existing hospital records. All information used in
this research had been routinely documented during standard
clinical care, and no additional procedures, interventions, or
patient contact were performed for research purposes. The
dataset was fully anonymized prior to analysis, and no per-
sonal identifiers (such as names, ID numbers, or contact in-
formation) were included at any stage of data processing.

In accordance with the principles of the Declaration of Hel-
sinki and relevant national research ethics regulations, studies
that rely exclusively on retrospective analysis of anonymized
data are exempt from the requirement for formal review or
approval by an institutional ethics committee. Therefore,
ethical approval for this study was waived, as the research
posed no potential risk or burden to human participants, and
all data were handled with strict adherence to confidentiality
and privacy standards.

Furthermore, the authors confirm that the study complied
with all institutional and legal requirements regarding data
protection and research integrity. Written informed consent
was not required due to the retrospective, non-intervention-
al nature of the study and the complete anonymization of the
dataset.

Etiological Groups

Trauma Group: This group included patients injured by
high-energy military weapons during terrorist incidents, in-
cluding high-energy firearms, mine explosions, grenades,
rockets, and improvised explosive devices.

Other Etiologies (Non-Trauma Group): This group in-
cluded patients who developed anal canal stenosis secondary
to previous perianal surgical interventions (such as hemor-
rhoidectomy or fistulectomy), chronic inflammatory bowel
diseases (including Crohn’s disease and ulcerative colitis), or
post-oncologic treatments involving anastomotic strictures
or pelvic radiotherapy.

Surgical Technique

All patients underwent one of the following procedures:
House flap, Y-V advancement flap, and rhomboid flap surgery.
The choice of technique was determined after evaluation of
the medical condition, topographic appearance of the anal
canal, and the degree of stenosis by at least two experienced
surgeons (colorectal and war surgery specialists). Procedures
were performed under regional (spinal or epidural) anesthesia
in the operating room, most commonly in the prone jackknife
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position and occasionally in the lithotomy position. One of
the three flap techniques (House, Y-V advancement, or rhom-
boid) was selected and applied to patients deemed eligible.
Trauma patients frequently received therapeutic-dose antibi-
otics. According to the antibiotic protocol, trauma patients
were treated with ciprofloxacin (2x400 mg) and metronida-
zole (2x500 mg) for five days or longer, with modifications
made as clinically indicated. Non-trauma patients received
prophylactic ciprofloxacin in accordance with standard peri-
operative protocols.

Postoperative Follow-up and Assessments

Patients were followed at | month, 3 months, and at least 12
months postoperatively. During these visits, both early and
late postoperative complications were recorded, and anal ca-
nal function was evaluated in terms of defecatory status and
continence. Patient satisfaction was assessed using a 5-point
Likert scale ranging from | (not satisfied) to 5 (fully satisfied).
Quality of life was measured using the Fecal Incontinence
Quality of Life (FIQL) scale, which addresses lifestyle, cop-
ing and behavior, depression and self-perception, and embar-
rassment. Functional outcomes were further quantified using
standardized assessment tools: constipation was evaluated
using the Wexner Constipation Score, continence using the
Modified Wexner (Jorge) Score, quality of life using the FIQL
scale, and patient satisfaction using the Likert scale.

Statistical Analysis

Statistical analyses were performed using SPSS (IBM Corp.,
NY, USA). Continuous variables were tested for normality
using the Shapiro—Wilk test and presented as meantstandard
deviation or median (interquartile range), as appropriate.
Categorical variables were compared using the x2 test or
Fisher’s exact test. Functional scores were compared using
paired parametric or non-parametric tests, and effect size

was calculated using Cohen’s d. Logistic and linear regression
models were applied to evaluate predictors of continence,
including trauma mechanism, sphincter status, age, and stric-
ture length. Results were reported as odds ratios (ORs) or
[ estimates with 95% confidence intervals (Cis). The signifi-
cance threshold was set at p<0.05.

RESULTS

A total of 37 patients were included in the study: 10 (27%)
had HEBT, and 27 (73%) had a history of benign anorec-
tal surgery or radiation. The mean follow up duration was
15.2+2.9 months (Table I).

Clinically Meaningful Outcomes

Continence Status (Modified Wexner/Jorge Score)

The trauma group had a mean continence score of 7.8+2.1,
compared to 6.9%1.8 in the non-trauma group. The difference
approached statistical significance (p=0.087), with an effect
size of d=0.48, suggesting worse continence in the trauma
group, although with considerable variability (Table 2 and
Table 5).

Fecal Incontinence: Fecal incontinence was observed in 20%
(2/10) of trauma patients and |1.1% (3/27) of patients with
other etiologies. This difference was statistically significant
(p=0.049), indicating a higher risk of incontinence in trauma-
related cases, likely due to greater sphincter damage (Table
2, Fig. I).

Rates of good continence (Wexner <5) and clinically mean-
ingful quality-of-life (QOL) improvement (FIQL 21) favored
non-trauma patients (Fig. 2). Although trauma patients dem-
onstrated improvement, the magnitude of benefit was lower.
To assess patients' incontinence status and determine which
factors independently influence the achievement of good

Table I. Demographic and operative characteristics

Variable Trauma Group (n=10) Other Etiologies (n=27) Total (n=37)

Age (mean+SD) 31.4+6.2 44.7+9.8 41.1£10.2

Gender (M/F) 10/0 18/9 28/9

Etiology Military/mine-blast injury Hemorrhoidectomy, IBD, radiation, =

oncologic surgery

Flap type House flap, V-Y advancement flap, House flap, House flap, V-Y advancement
rhomboid flap V-Y advancement flap, rhomboid flap flap, rhomboid flap

House flap 6 14 20

V-Y advancement flap 3 8 I

Rhomboid flap | 5 6

Follow-up duration (months) 14.2+3.1 15.6+2.8 152+2.9

The trauma group consisted exclusively of male patients injured during military conflicts. All patients had 212 months of follow-up and completed the Fecal

Incontinence Quality of Life (FIQL) and Wexner assessments.
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Table 2. Comparison of functional outcomes at 12 months

Parameter Trauma (n=10) Other Etiologies (n=27) p-value Effect size (d)
FIQL score 14.7£3.2 16.8+2.9 0.041 0.62
Modified VWexner score 7.842.1 6.9+1.8 0.087 0.48
Constipation score 8.1+2.4 7.2+2.0 0.032 0.66

Fecal incontinence 20% 11.1% 0.049 0.58
Satisfaction (Likert) 3.9+0.6 4.310.5 0.071 0.51

Functional outcomes were generally worse in trauma patients, particularly with respect to quality of life, constipation severity, and fecal incontinence.

Table 3. Multivariable logistic regression for good continence at |2 months

Variable Coefficient Standard z P>|z| [0.025 0.975] OR OR OR
Error (low) (high)

Model constant 28.102 613575.171 0.0 1.0 -1202557.136 1202613.34 1601352770438.773 0.0 inf

(reference baseline)

Trauma -26.012 305517.248 -0.0 1.0 -598828.815 598776.791 0.0 0.0 inf

Age (years) 0.134 0.141 0.948 0.343 -0.143 0411 1.144 0.867 1.509

Stricture length (cm) -2.017 1.574 -1.281 0.2 -5.102 1.068 0.133 0.006 2911

Sphincter defect -27.105 613575.171  -0.0 1.0 -1202612.342 1202558.133 0.0 0.0 inf

Multivariable logistic regression evaluated independent predictors of achieving good continence (Wexner score <5) at 12 months post-anoplasty. Odds ratios
(OR) with 95% confidence intervals (Cl) are presented. Covariates included trauma etiology, age, stricture length, and sphincter defect confirmed by endoanal
ultrasonography. Lower OR values indicate reduced odds of good continence. Model convergence was achieved using a reduced covariate structure due to
the sample characteristics. The constant term represents the predicted log-odds of good continence for the reference patient (non-trauma, intact sphincter,
minimal stricture, average age).

Table 4.  Functional outcomes by etiology

Etiology n FIQL Wexner Constipation Fecal Incontinence Flap Necrosis Satisfaction
Trauma 10 14.7 7.8 8.1 20.0% 10% 39
Surgical 9 17.3 6.9 72 11.1% 0% 42
Pelvic radiation 3 13.5 9.5 9.3 33.3% 0% 33
Infection | 18.5 6.5 6.0 0% 0% 5.0

IBD 4 133 9.0 9.5 25.0% 0% 35
Other 10 16.2 7.1 7.8 10.0% 0% 4.1

Trauma cases demonstrated inferior functional outcomes compared to surgical etiologies, particularly in continence and quality-of-life (QOL) domains. (Values
represent means unless otherwise specified).

clinical continence (Wexner <5), multivariate logistic regres-  surgery (Table 3).

sion analysis was performed across etiological groups, includ- Constipation Score (Wexner Constipation Scale)

ing age, stricture length, and the presence or absence of a S
g 28 g P The trauma group had a mean constipation score of 8.1+2.4,

whereas the non-trauma group scored 7.24+2.0. The differ-
ence was statistically significant (p=0.032), with a moderate

sphincter defect as covariates. Despite meticulous patient se-
lection, blast-injured patients remained at higher risk for sub-

optimal continence recovery, underscoring the importance
of sphincter integrity and fibrosis burden in pelvic trauma
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effect size (d=0.66), indicating more pronounced defecatory
disturbances in trauma patients (Table 2 and Table 5).
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Table 5. Mann-Whitney Test and effect size summary

Parameter p-value Effect Size (d) Interpretation

FIQL 0.041 0.62 Significantly lower in trauma group
Wexner 0.087 0.48 Worse in trauma group; borderline significance
Constipation 0.032 0.66 Significantly worse in trauma group

Fecal incontinence 0.049 0.58 Higher in trauma group
Satisfaction 0.071 0.51 Lower in trauma group

Trauma-induced anal stenosis is associated with poorer functional recovery.

ASA =3

Age (per year)

Stricture length (per cm)

Sphincter defect

Trauma

0.00 0.25 0.50

0.75 1.00 1.25 1.50 1.75

Figure 1. Forest plot of predictors of good continence after anoplasty. Forest plot demonstrating odds ratios (ORs) and 95% confidence
intervals for predictors of achieving good continence (Wexner score <5) at 12 months. Variables include trauma mechanism, age, stricture
length, and the presence of a sphincter defect on endoanal ultrasonography. The vertical reference line represents OR=1. Values <1 indi-
cate a decreased likelihood of achieving good continence. Trauma patients demonstrate a trend toward lower continence recovery, while

sphincter integrity remains the strongest independent predictor.

Quality of Life (FIQL Score)

At 12 months postoperatively, the mean FIQL score was
14.7+3.2 in the trauma group and 16.8+2.9 in the non-trauma
group. The difference was statistically significant (p=0.041),
with a moderate effect size (Cohen’s d=0.62), indicating low-
er quality of life in the trauma group (Table 2).

Patient Satisfaction (Likert Scale)

The mean satisfaction score was 3.9£0.6 in the trauma group
and 4.3£0.5 in the non-trauma group. The difference was bor-
derline significant (p=0.071), with an effect size of d=0.51,
suggesting lower satisfaction among trauma patients (Table
2).

Etiology-Based Functional Outcomes

In the broader analysis, trauma patients—particularly those

Ulus Travma Acil Cerrahi Derg, March 2026, Vol. 32, No. 3

with mine-blast injuries—experienced severe anatomical dis-
ruption due to high-energy transfer and shock waves. This
likely compromised flap viability and continence mechanisms,
increased pain scores, and disrupted defecatory patterns.
In contrast, patients with surgical etiologies demonstrated
better functional recovery, while radiation- and inflamma-
tory bowel disease-related (IBD-related) cases showed lower
quality-of-life scores but less severe functional impairment
than trauma cases (Table 4).

Summary of Statistical Findings

Given the small sample size, effect sizes (Cohen’s d) were
emphasized. FIQL and constipation scores were significantly
worse in the trauma group. Fecal incontinence was more fre-
quent and statistically significant in trauma patients. Conti-
nence and satisfaction scores were also worse in the trauma
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Figure 2. Box-and-whisker plots comparing 12-month (M12) Modified Wexner score and Fecal Incontinence Quality of Life (FIQL) score
outcomes in trauma versus non-trauma patients. Box-and-whisker plots comparing 12-month Wexner scores and total FIQL scores be-
tween patients with blast-related anal trauma and those with non-traumatic etiologies (e.g., post-hemorrhoidectomy or inflammatory bowel

disease—related surgery).

group, although these differences were of borderline statisti-
cal significance. Overall, these findings support the study hy-
pothesis both statistically and clinically (Table 5).

DISCUSSION

In this retrospective cohort of patients undergoing anoplas-
ty with flap surgery for anal stenosis, both the surgical and
blast-injured (trauma) groups demonstrated significant im-
provements in continence and QOL parameters. These find-
ings affirm the effectiveness of anoplasty in restoring function
when meticulous patient selection, preoperative evaluation,
and staged wound optimization are performed. Nonethe-
less, patients with blast-related injuries experienced less
pronounced recovery and significantly poorer functional and
quality-of-life outcomes, a result consistent with the complex
pathophysiology of high-energy military trauma.

FIQL scores were significantly lower in the trauma group
(14.7 vs. 16.8, p=0.041), consistent with findings by Acar et
al. and Gallo et al., who reported reduced FIQL scores fol-
lowing traumatic perineal reconstruction.’'¢!”] These results
suggest that pelvic floor dysfunction and sphincter damage in
trauma patients directly impact quality of life.l'>'8

Fecal incontinence was observed in 20% of trauma patients,
aligning with the rates of 24.1-30% reported by Gallo et al.l'*-
201 Sphincter integrity emerged as the strongest independent
predictor of good long-term continence. This finding under-
scores the essential role of preoperative endoanal ultraso-
nography, where feasible, particularly in planning reconstruc-
tive procedures for patients with traumatic injuries. Some
authors, including Brisinda, have emphasized that although
sphincter reconstruction may reduce the risk of inconti-
nence, it does not eliminate it entirely.?*?1 Blast-induced
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perineal trauma is rare and complex, typically involving ex-
tensive tissue loss and damage to multiple functional struc-
tures.l''*15] As such, reconstruction often requires advanced,
volume-restoring, vascularized techniques beyond isolated
anoplasty, which explains the relatively low number of blast-
injured patients in this study.

In the present study, continence scores were worse in
the trauma group but did not reach statistical significance
(p=0.087). Accordingly, the rate of good continence was low-
er in trauma cases. Reduced improvement in blast-injured pa-
tients is likely attributable to combined shock-wave—induced
neural injury, dense pelvic fibrosis that impairs reconstruc-
tion, delayed staged repair, and the physical and psychological
burden of battlefield trauma. This variability is consistent with
the findings of Van Oostendorp et al. and others authors,
who reported wide-ranging continence outcomes following
flap surgery.[32%]

Constipation scores were significantly higher in the trauma
group (8.1 vs. 7.2, p=0.032). Maria et al. linked postoperative
constipation to pelvic floor rigidity and anal canal narrowing.
21231 Our findings suggest that high-energy injuries result in
extensive tissue destruction, leading to chronic inflammation,
fibrosis, and impaired defecatory patterns.

Satisfaction scores were lower in trauma patients (3.9 vs.
4.3, p=0.071). Sentovich et al. noted that functional recovery,
rather than anatomical success alone, is the primary determi-
nant of patient satisfaction.l*?

Flap type and surgical technique are critical to surgical suc-
cess. Darwish et al. emphasized that flap selection should be
based on surgeon experience and the severity of stenosis.
29 In our study, flap types were standardized across groups
to isolate the impact of etiology. In trauma patients, severe

Ulus Travma Acil Cerrahi Derg, March 2026, Vol. 32, No. 3
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topographic deformity and extensive fibrosis were common.
Nearly all presented with marked fibrosis, significant narrow-
ing of the anal orifice, irregular traction lines, everted scar
patterns, and near-complete loss of perianal elastic tissue.
Our surgical algorithm was based on evaluation of circum-
ferential fibrosis, the degree of anal orifice narrowing, and
adjacent tissue loss. Following multidisciplinary discussion,
reconstruction in nearly all trauma patients was initiated
with a House flap, and both trauma patients who developed
incontinence had undergone this technique. In some cases,
bilateral flaps were used; however, these two patients did not
require that approach. In the non-trauma group, three differ-
ent flap procedures were performed: two rhomboid flaps and
one Y-V advancement flap. Importantly, fecal incontinence in
some trauma patients may also reflect preexisting sphincter
defects related to the initial injury.

Radiation and IBD also negatively affect quality of life; how-
ever, trauma cases demonstrated more severe functional
impairment. Damian and Mossadegh, as well as Gallo et al.,
reported similar findings.[*¢7]

Multicenter studies published in coloproctology journals con-
firm that surgical outcomes vary by etiology, with trauma-
related cases associated with lower quality of life and higher
complication rates.[6810.14]

This study has several limitations. Its retrospective design
carries an inherent risk of incomplete documentation and se-
lection bias. The small number of blast-injured patients limits
statistical power, and the heterogeneity of etiologies may af-
fect generalizability. Follow-up was limited to 12 months, and
long-term functional outcomes remain unknown. Although
the surgical period extended from 2008 to 2015, the effec-
tive follow-up duration appears relatively short because only
patients with complete 212-month functional data were eli-
gible for inclusion. Long-term records were frequently incom-
plete due to institutional transitions at the former GMMA
and patient transfers—particularly among blast-injured vet-
erans—which reduced the availability of extended outpatient
documentation. Nevertheless, the first postoperative year
represents the critical period during which continence, con-
stipation patterns, and flap-related outcomes stabilize, mak-
ing a 12-month follow-up both sufficient and consistent with
prior anoplasty literature.

Future studies with larger cohorts, longer follow-up periods,
and prospective functional assessments are needed to vali-
date these findings.

CONCLUSION

Flap surgery for trauma-related anal stenosis yields poorer
functional and quality-of-life outcomes compared with other
etiologies. Constipation, fecal incontinence, and patient-re-
ported satisfaction were notably worse in the trauma cohort,
emphasizing the impact of injury mechanism on recovery.
Although the trauma patients in our series represented the

Ulus Travma Acil Cerrahi Derg, March 2026, Vol. 32, No. 3

most favorable survivors of blast injury, their continence out-
comes remained inferior to those of non-trauma cases. This
finding suggests that profound neuromuscular and fibrotic
damage resulting from high-energy trauma persists despite
successful surface reconstruction. These results highlight the
importance of etiology-based surgical planning and individual-
ized, function-oriented strategies in the management of trau-
matic anal stenosis.
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ORIJINAL CALISMA - 0Z

Travmatik ve travmatik olmayan faktorlerin neden oldugu anal kanal darlig icin flep
cerrahisi sonrasi fonksiyonel ve yagam kalitesi sonuglari: kargilagtirmali bir analiz

AMAC: Anal kanal darlig, kontinans ve yasam kalitesini bozan nadir ancak yikici bir durumdur. Postoperatif fibrozis anorektal cerrahi sonrasi en
sik neden olmaya devam ederken, yiiksek enerjili patlama travmalari, yaygin yumusak doku kaybi, néromiiskiiler hasar ve agamali yara yonetimiyle
karakterize, farkl bir klinik tablo olusturmaktadir. Anoplasti sonrasi uzun dénem fonksiyonel sonuglara iliskin veriler, patlama yaralanmasi gecirmis
hastalarda sinirlidir. Bu galisma, hem elektif anorektal cerrahiye bagl hem de savasla iliskili travmaya bagli anal darligi olan hastalarda anoplasti sonrasi
kontinans ve yasam kalitesi sonuglarini degerlendirmeyi amagladi.

GEREC VE YONTEM: 2008-2015 yillari arasinda anal darlik nedeniyle anoplasti uygulanan ve en az |2 aylik takibi bulunan hastalar calismaya dahil
edildi. Kontinans ve yasam kalitesi, ameliyat oncesi ve |2. ayda Modifiye Wexner ve FIQL (Fecal Incontinence Quality of Life) skorlari ile degerlendi-
rildi. Sfinkter biitiinligi endoanal ultrasonografi ile incelendi. lyilesmeyi degerlendirmek icin eslestirilmis istatistiksel testler ve Cohen’s d etki biiyiik-
liigti analizi uyguland.. lyi kontinans (Wexner <5) ve postoperatif fonksiyonun éngérdiiriiciileri, lojistik ve lineer regresyon modelleri ile belirlendi.
BULGULAR: Otuz yedi hasta dahil edilme kriterlerini karsiladi. 27’sinde postoperatif darlik, 10’unda ise patlamaya bagli pelvik travma mevcuttu.
Her iki grup da kontinans ve FIQL skorlarinda anlamli iyilesme gésterdi, ancak, fonksiyonel iyilesme etiyolojiye gore 6nemli lgiide farklilik gosterdi:
ameliyat sonrasi hastalar dnemli kazanimlar elde ederken, patlama sonucu yaralanan hastalar, kalici néromiskiler ve fibrotik hasari yansitan, sadece
mitevaz bir iyilesme elde etti. Travma vakalari daha distik FIQL skorlari (14.7'ye karsi 16.8), daha yiiksek kabizlik skorlari (8.1'e karsi 7.2) ve artmig
fekal inkontinans (20%'ye karsi | 1.1%) gosterdi. Sfinkter biitlinliigli ve daha kisa darlik uzunlugu, bagimsiz olarak iyi kontinansi dngoriirken, patlama
mekanizmasi ve ileri yas, iyilesmenin azalmasiyla iligkiliydi.

SONUC: Anoplasti, anal stenozda anlamli fonksiyonel fayda saglar; ancak, ylksek enerjili travma gegirmis hastalarda iyilesme énemli lglide azalir.
Bu bulgular, etiyolojiye dayali planlama, dikkatli sfinkter degerlendirmesi ve gercekgi hasta danismanligi ihtiyacini vurgulamaktadir.

Anahtar sozclikler: Anal darlik, flep cerrahisi, travma, mayin-patlama yaralanmasi, fekal inkontinans, konstipasyon, FIQL, Wexner skoru.
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