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Summary

Background. Classical fistulography in most coloproctological centers has been replaced by anorectal ultrasound and magnetic
resonance fistulography which are considered the ,,gold standards” in preoperative diagnosis of perianal fistulas. However, in
case of a non-cryptogenic fistula, there still is a place for standard fistulography.

Aim. To present the role of standard fistulography in the preoperative assessment of a recurrent, post-traumatic fistula-in-ano.
Material and Methods. A 47-year-old man was admitted to the proctology department. Five years previously he had experi-
enced an impalement injury to the perineum upon a ladder. At that time, the perineal wound was checked and the bleeding
controlled. Since then he had been operated on four times due to recurrent anal fistulas. Anorectal ultrasound, followed by
fistulography and computed tomography were performed.

Results. Anorectal ultrasound demonstrated an extrasphincteric fistula not communicating with the rectum. Fistulography
revealed the fistula to be running parallel to the rectal wall, and confirmed the lack of an internal opening. Additionally, ap-
proximately 30 cm from the anal verge, the fistula came to an end with an outline of a non-contrasting foreign body. Computer
tomography showed this foreign body to be located within the right iliopsoas muscle, with its lower margin against the right iliac
artery. Laparotomy was performed, and a 10 cm long piece of wood was removed.

Conclusions. 1. In the preoperative diagnostics of a perirectal fistula, whose etiology is not cryptogenic, fistulography serves as
an accurate yet simple, fast, and minimally-invasive diagnostic method. 2. Computer tomography allows for the precise localiza-
tion of a foreign body with respect to its surrounding structures.
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INTRODUCTION

The preoperative diagnostic algorithm for cyptogenic
perirectal fistulas is generally known and accepted. Mag-
netic resonance imaging (MRI) and anorectal ultrasound
(AUS) are considered the ,gold standards” (1, 2). The
use of multiplanar imaging, sequences like fat suppres-
sion, and contrast enhancement in MRI, plus three di-
mensional techniques with hydrogen peroxide enhance-
ment in AUS, have made it possible to delineate primary
and secondary fistulous tracts and fluid collections with
respect to the external anal sphincter and puborectalis
muscle, and identify the internal opening site (1, 3).

Herein we report a rare case of a post-traumatic fis-
tula around a foreign body in the retroperitoneal space,
which was diagnosed by classical anal fistulography —
an imaging method considered by and large obsolete.

CASE REPORT

A 47-year-old man was admitted to the proctology de-
partment due to recurrence of an anal fistula. Five years

previously he had experienced an impalement injury to
the perineum upon a ladder. At that time, the perineal
wound was checked and the bleeding controlled. Since
then he had been operated on four times due to recur-
rent anal fistulas.

In the proctological examination, the active and pas-
sive tone of the sphincters was appropriate. On the right
side, 2 cm from the anal verge the external opening of
the fistula was localized. Anoscopy and rectoscopy did
not reveal an internal opening of the fistula. The patients
was sent for AUS, and was examined in the left lateral
position using the BK Medical scanner, Profocus 2202,
with a 2050 type 3D mechanical volumetric endoprobe
of 6-16 MHz frequency. A suprasphincteric fistula with-
out an internal opening was demonstrated (fig. 1).

In order to confirm lack of communication with the rec-
tum, fistulography was carried out after cannulating the
external opening of the fistula with a narrow bore poly-
thene catheter (with a metal marker strapped in place).
Approximately 50 ml of uropolinum was injected and
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films were taken in the anteroposterior and lateral posi-
tion. This imaging technique revealed the fistula to be
running parallel to the rectal wall on the right side, to-
wards the abdominal cavity, without evidence of commu-
nication with the rectum. Approximately 30 cm from the

Fig. 1. Anorectal ultrasound demonstrates an extrasphincteric
fistula in perirectal tissue, on the right side.

Fig. 2. Anal fistulography reveals a fistula running parallel to
the rectal wall, towards the abdominal cavity, without evidence
of communication with the rectum, and approximately 30 cm
from the anal verge it shows an outline of a non-contrasting
foreign body, 10cm in length.

anal verge, the contrast delineated an outline of a 10 cm
long foreign body in the abdominal cavity (fig. 2). Bipha-
sic spiral computed tomography (CT) further showed it to
be located within the right iliopsoas muscle, with its lower
margin against the right iliac artery (fig. 3).

Laparotomy was performed, and a 10 cm long piece of
wood was removed from the right iliopsoas muscle (fig. 4).
The patient was discharged home on the eighth day after
operation, without signs or symptoms of the fistula.

DISCUSSION

Fistula-in-ano has a significant recurrence rate up to
25%, largely due to missed secondary tracks or failure
to identify the internal openings (4, 5). To maintain the
recurrence rate as low as possible, the surgeon must
understand the exact relationship of the fistula to the
perianal anatomical structures and spaces. An accurate

Fig. 4. At surgery, the 10cm long piece of wood in the right
iliopsoas muscle was identified.

Fig. 3. CT coronal reconstruction demonstrates a foreign body
in the right iliopsoas musice, with its lower margin against the
right iliac artery.
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preoperative imaging method, one which delineates the
primary and secondary tracks, the sites of the internal
opening and pus collection, may help prevent recur-
rences and inadvertent sphincter injury (6). If recurrence
of a fistula is suspected, such an imaging method may
demonstrate clinically undetected sepsis, and reveal the
site of residual sepsis (2).

Initial reports on the usefulness of fistulography in di-
agnosing recurrent anal fistulas were greatly optimistic,
with detection rates of 84-96.3% (7). Results of subse-
quent works were very divergent. More disappointing
articles presented a concordance of fistulography with
intra-operative findings in only 16% of cases. While in
10% fistulography could falsely show internal openings
to the rectum and high extensions; such misrepresenta-
tions could lead to perforations of the rectum and forma-
tion of iatrogenic fistulas in the course of the surgical
procedures (4, 7-10). On this basis, fistulography was
deemed inaccurate and unreliable (8). In other publica-
tions though, the sensitivity of fistulography in identify-
ing the primary track of the fistula was found to be 83.3%
(11) up to 100% (6, 12).

Thus it is not surprising that in recent years in the
available literature, there have not been many publica-
tions about classical fistulography, which in most colo-
proctological centers has been replaced by AUS and
MR fistulography. Aside from one case from 2008, in
which the authors compared fistulography with AUS and
detected a significant benefit of AUS over fistulography
and clinical examination (10).

In comparison to MR and AUS, fistulography may be
disappointing for several reasons. It is difficult to relate
the primary tract to the external anal sphincter and leva-
tor ani muscles, as they are not visible in fistulography
(2). Also, contrast may either spill onto the skin, caus-
ing an ambiguous image of the fistula, or it may rapidly
reflux back into the rectum, suggesting an extrasphinc-
teric tract with a rectal opening (2). Administration of the
contrast often causes discomfort.

In spite of the largely critical stance of Bartram and
Buchanan (2), these authors note that fistulography
could be helpful in chronic, high perianal fistulas, having
an external opening distant from the anus, and in con-
firming its communication with the rectum.

Anorectal ultrasound is a minimally invasive tech-
nique that provides detailed images of sphincter de-
fects, anorectal sepsis and the course of the fistulous
track (4-6,13,14); however, in the case of high perianal
fistulas, it has limited utility. On the other hand, MRI has
been reported to allow more accurate depiction and
classification of fistula-in-ano than AUS, but is expensive
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and not available in many centers. Moreover, both AUS
and MRI are unreliable in assessing the internal opening
of a fistula (15, 16).

The case we have presented shows that in selected
patients anal fistulography may provide useful infor-
mation for the definitive management of fistula-in-ano.
A similar conclusion was drawn by Weisman and Orsay,
who in 1991 presented a retrospective review of 27 pa-
tients undergoing anal fistulography, including 1 patient
with an iatrogenic fistula and 1 case of a fistula due to
perforation by a foreign body (7). In 48% of their patients,
data obtained from the fistulogram revealed either an
unexpected pathology or directly altered surgical man-
agement. This had also been the case with our patient,
in whom fistulography showed the course of the recur-
rent fistula, its cause, and indicated a lack of communi-
cation with the rectum. AUS proved to be useless, being
unable to ascertain the retorperitoneal space. Thus the
results of fistulography determined the type of surgical
approach used (laparotomy), while the addition of spiral
CT allowed for safe removal of the foreign body. O
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