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Anal fistula disease 

ABBRI~VIATIONS / ABBREVIATIONS : 
EEA 6chographie endo-anale - IRM : imagerie par rgsonance magn6tique 
AES anal endosonography - MRI : magnetic resonance imaging 

RI~SUMI~ 

L'dchographie endo-anale a contribu6 ~ mieux conna]tre l'anatomie des espaces cellulo graisseux p6riano-rectaux. Elle permet de faire 
le bilan des suppurations anop6rindales en prdcisant le site de l'orifice primaire, la topographic du trajet fistuleux principal et des 6ventuels 
trajets secondaires, 1c site de la ou des collection(s). Elle n'est pas indiqu6e dans toutes les suppurations mais facilite la prise en charge thdra- 
peutique des formes complexes et/ou multi-op6r6es, notamment dans le cadre de la maladie de m6diane. 

SUMMARY 

Anal endosonography has contributed to a better knowledge of the anatomy of the periano-rectal cellular and adipous spaces. It allows 
for staging anal fistula disease by showing the location of the primary opening, the topography of the main fistula pathway and possible secon- 
dary pathways, the location of the coUection(s). It is not indicated for all fistulae but makes easier the therapeutic management of the complex 
and~or multi-operated forms, especially in the context of the median disease. 

I N T R O D  U C T I O N  

L'dchograph ie  endo-ana le  ( E E A )  a ainsi permis  de 
mieux conna~tre l ' ana tomie  de l 'apparei l  sphinctdrien 
anal et des espaces  cellulo-graisseux p6ri-anorectaux.  
Ces espaces const i tuent  les voies habituelles de diffu- 
sion des suppura t ions  anales.  L ' E E A  a donc pris une 
place grandissante  dans le bilan pr6th6rapeut ique de 
ces infections [t-4]. L ' E E A  mais  6galement  l ' image-  
rie par  r6sonance  magn6 t ique  ( IRM)  ont  ainsi rel6- 
gu6 au second p lan  l 'opacif icat ion baryt6e rectale, la 
f is tulographie et la tomodens i tom6t r ie  qui n 'on t  plus 
que  que lques  ra res  ind ica t ions  [1-2, 5]. D a n s  cet 
article ne se ron t  pas abord6s  les aspects particuliers 
de la maladie  de  Crohn  qui ont d6jfa 6t6 vus [4]. 

Q U E L L E S  S O N T  L E S  M O D A L I T E S  
D E  L ' E X A M E N  ? 

Apr~s  avoi r  e f fec tu6  un l avem en t  6vacuateur ,  le 
pa t ien t  est  install6 en pos i t ion  gyn6cologique ou en 
d6cubi tus  la t6ral .  U n e  sonde  r igide ou souple  est  
int rodui te  dans le canal  anal  jusqu'~ la charnibre rec- 
tosigrnoidienne. Son extr6mit6 est recouver te  par  un 
bal lonnet  rempl i  d ' env i ron  25 ?a 40 cc d 'eau  d6gaz6e, 
fourn issant  une  in te r face  acoust ique ent re  le t rans-  
duc teu r  et  la pa ro i  rec ta le ,  puis par  un c6ne rigide 

6cho-t ransparent ,  de 10 ~ 23 m m  de diam~tre,  rempli  
d ' eau  d6gaz6e, destin6 ~ l '6 tude du canal anal. 

La  f r6quence utilis6e en pra t ique  courante  varie de 
5 a 10 MHz.  

Les  images  ob t enues  sont  t ransversa les  sur 270 
360 ~ de c i rconf6rence ,  p e r p e n d i c u l a i r e s  a l ' axe  du 
t ransduc teur  (sondes  m6can iques  rotat ives  axiales), 
ou longi tudinales  sur un angle de 120 ~t 160 ~ paral -  
l~les ~ l ' axe  du t r ansduc t eu r  ( sondes  61ectroniques 
sectorielles) [3, 6-7]. 

L ' exp lora t ion  peu t  6ga lement  6tre men6e  par  voie 
endovag ina l e ,  n o t a m m e n t  en cas de  s t6nose  ana le  
infranchissable  [8-10]. R a r e m e n t ,  des douleurs  peu-  
vent  impose r  une s6dation [3]. I1 est possible d'injec- 
ter  de l ' eau  oxyg6n6e dans les trajets fistuleux par  le 
ou les orifice(s) secondaire(s)  [11-13]. 

I M A  G E S  P A  T H O L  0 G I Q  U E S  

Les suppurat ions  anales les plus fr6quentes  sont les 
fistules cryptoglandula i res .  Les  suppura t ions  anales 
compor t en t  un trajet  f istuleux principal  avec ses ori- 
fices d ' e n t r 6 e  ( p r i m a i r e )  et de sor t ie  ( s econda i r e )  
ainsi qu 'une  ou des collections et /ou des trajets fistu- 
leux secondaires  ( tableau I) [1-14]. 
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TABLEAU I 

C L A S S I F I C A T I O N  D E S  S U P P U R A T I O N S  A N A L E S  
S E L O N  L U N N I S S  et  al. [35] 

O r i f i c e s  

- p r i m a i r e  ( l igne  p e c t i n 6 e ,  b a s  r e c t u m ,  e tc . )  
- s e c o n d a i r e  ( p e a u ,  m a r g e ,  p a r o i  r e c t a l e ,  e tc . )  

T r a j e t  f i s t u l eux  p r i n c i p a l  

- t r a n s  s p h i n c t e r i e n  i n f e r i e u r  o u  i n t e r s p h i n c t ~ r i e n  
- t r a n s - s p h i n c t 6 r i e n  m o y e n  
- t r a n s  s p h i n c t 6 r i e n  s u p e r i e u r  
- s u p r a s p h i n c t e r i e n  
- e x t r a s p h i n c t e r i e n  
- a n o r e c t o - v u l v o v a g i n a l  

T r a j e t  f i s t u l eux  s e c o n d a i r e  e n  f e r  ~ c h e v a l  

- i n t e r s p h i n c t e r i e n  
- i s c h i o r e c t a l  
- s u p r a l e v a t o r i e n  

C o l l e c t i o n s  

- i n t e r s p h i n c t e r i e n n e  - i n t r a m u r a l e  
- i s c h i o r e c t a l e  
- s u p r a l e v a t o r i e n n e  
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Anatomie topographique simplifiee des fistules anales cryptoglandulaires 
selon la classification de Parks (coupe Iongitudinale). 

Simplified topographical anatomy of cryptoglandular anal fistulae 
according to Parks'classification (longitudinal section). 

Outre le bilan anatomique de la suppuration, 
I 'EEA met en 6vidence les 6ventuels defects de l'ap- 
pareil sphincterien (lire l 'article sur incontinence 
anale) notamment en cas d'antdcddents chirurgicaux 
proctologiques. 

L'orifice primaire 

En EEA, l'orifice primaire est rep4r6 par un defect 
siegeant au niveau de la sous-muqueuse (premiEre 
couche hyperechogene) pouvant se prolonger au 
niveau du sphincter interne (deuxieme couche hypo- 
6chogbne) voire de l'espace intersphincterien (Photo 
n ~ 1) [11]. Toutefois, mise h part une etude recente 
[11], les resultats des travaux publies avec des sondes 
de 7 ~ 10 MHz de frequence ont 6t6 decevants [15- 
18]. En pratique, la recherche de l'orifice primaire se 
fait surtout lors de l'exploration au bloc opdratoire 
sous anesthdsie. L 'EEA peut d'ailleurs 4tre rdalisde 
au bloc operatoire pour guider l'intervention. 

Les trajets flstuleux 

En EEA, les trajets fistuleux prennent le plus sou- 
vent l 'aspect d 'une zone lindaire hypoechogene et 
real limit6e, parfois centree par des spots hyperecho- 
genes correspondant ~ des bulles d'air (Photo n ~ 2) 
[15, 17-21]. Les trajets supra ou extrasphinctdriens 
peuvent 6tre difficiles h objectiver car situes en 
dehors du champ d'exploration de la sonde [18]. L'in- 
jection d'eau oxyg6nee dans les trajets fistuleux par le 
ou les orifice(s) secondaire(s) pourrait les rendre plus 
ais6ment repdrables [13] et ils seraient plus faciles 
suivre sur toute leur longueur avec les sondes secto- 
rielles qu'avec les sondes rotatives axiales [22]. 

Darts le cas particulier des fistules anorecto-vulvo- 
vaginales, I 'EEA semble pouvoir objectiver le trajet 
mals permet surtout d'etudier l'appareil sphinctdrien 
de faqon satisfaisante [23-24]. 

Les collections 
En EEA, les collections ont un aspect habituelle- 

ment hypoechogene, en continuit6 avec le(s) trajet(s) 
fistuleux, et des limites volontiers floues, du fait de 
l'oedeme p6riphdrique (Photos n ~ 3, 4, 5). Toutefois, 
leur 6chogen6cit6 peut varier selon leur contenu : 
pus, fongosites, air, etc. [15-21]. Certaines collections 
ischiorectales profondes ou supralevatoriennes (Pho- 
tos n ~ 6, 7) peuvent  6tre difficiles g objectiver car 
situdes en dehors du champ d'exploration de la sonde 
[17-181. 

Evaluation de l'appareil sphinct~rien 
L 'EEA est tres performante pour mettre en evi- 

dence les lesions sphinctdriennes avec des sensibilit6 
et specificit6 proches de 100 % [25-28]. Elle a sup- 
plant6 l'61ectromyographie dans cette indication [29- 
31]. Un defect sphinctdrien apparait comme une 
interruption de la continuit6 de l'anneau musculaire 
et une cicatrice fibreuse comme une modification 
localisee de l'6chostructure du muscle [25-28]. 

L I M I T E S  D E  L ' E C H O E N D O S C O P I E  

Les trajets fistuleux et les collections sont mieux 
visibles lorsqu'ils contiennent du pus franc, il est donc 
preferable de r6aliser cet examen en phase aigue de 
la suppuration [4]. Dans les suppurations chroniques, 
les images sont moins bien contrastdes, et l'injection 
d'eau oxyg6nee, ou d'air par le ou les orifice(s) secon- 
daire(s) peut ~tre utile [13]. 

Les antecedents chirurgicaux proctologiques, a for- 
tiori darts le cadre de la maladie de Crohn, compliquent 
l'evaluation 6chographique des suppurations en raison 
de l'aspect cicatriciel des tissus [17-18[. En revanche, en 
imagerie par r6sonance magnetique (IRM), les 
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s6quences ponddr6es en T1 avec injection intravei- 
neuse de produit de contraste permettent la distinc- 
tion entre les tissus fibreux cicatriciels (hypersignal) 
et les collections liquidiennes (hyposignal) [2, 32]. 

P L A C E  DE L ' E E A  D A N S  LE  B I L A N  
D' UNE SUPPURA TION A N A L E  

L'explorat ion sous anesthdsie des suppurations, 
longtemps considdr6e comme la m6thode de r6fd- 
fence, a servi ~t 6valuer la fiabilit6 des techniques 
d'imagerie. Cependant  la litt6rature a bien montr6 
que l'imagerie (EEA et IRM) pouvait rdvdler des col- 
lections ou des trajets fistuleux non retrouvds lors de 
l 'exploration chirurgicale remettant en question sa 
valeur prddictive et son statut d'6talon or [33-36]. 

Actuellement, I 'EEA et I'IRM sont les techniques 
les plus utilis6es dans le bilan pr6-thdrapeutique des 
suppurations anales, la fistulographie 6tant quasiment 
abandonn6e [32]. La place respective de ces deux 
techniques reste encore discut6e. L'analyse de la litt6- 
rature est difficile en raison du petit nombre d'6tudes 
comparatives et de la diversit6 des mat6riels utilis6s 
(auteurs radiologues ou gastroentdrologues, sondes 
d 'EEA radiales ou lindaires, fr6quence de 
7 ou 10 MHz, antennes d'IRM externes ou endocavi- 
taires, proportion variable de maladie de Crohn [22, 
35, 37-39]. Chaque technique a ses avantages et ses 
contraintes propres. L ' IRM para~t tr~s fiable dans le 
bilan des suppurations, en raison de sa meilleure rdso- 
lution en contraste et la possibilit6 d'une analyse tridi- 
mensionnelle. En outre, de nombreuses am61iorations 
techniques (saturation de graisse, injection intravei- 
neuse d'agent de contraste, couplage d'une antenne 
endocavitaire et d 'une antenne externe, nouvelles 
s6quences, etc.) vont probablement encore am61iorer 
ses performances. L 'EEA est un examen bon march6, 
simple h mettre en oeuvre, ais6ment accessible et tr~s 
performant dans l'6valuation de l'appareil sphinct6- 
rien. Finalement, ces deux techniques semblent com- 
pl6mentaires mais, s'il faut choisir, faire appel ~ un 
radiologue ayant une excellente connaissance de 
l 'anatomie anorectale et des voies de diffusion des 
suppurations anales devrait importer actuellement 
davantage que le choix de la technique elle-mame. 

Q U E L L E S  S O N T  L E S  I N D I C A T I O N S  
DE L ' I M A G E R I E  ? 

L'imagerie n'est pas indiqu6e de faqon systdma- 
tique. En effet, le simple examen sous anesth6sie loco- 
rdgionale ou g6n6rale suffit h 6valuer et traiter la 
grande majorit6 des suppurations anorectales y com- 
pris dans le cas de la manifestations anop6rin6ales de 
maladie de Crohn [1]. Toutefois, l'imagerie s'av6re 
utile voire indispensable dans les situations suivantes : 

Les suppurations complexes 
Elles se caract6risent par des trajets principaux 

haut situ6s, par des trajets secondaires multiples et/ou 

par des collections profondes et ont souvent 6t6 
multi-op6rdes. Elle sont fr6quentes dans le cadre de 
la maladie de Crohn ota l'6volution est volontiers r6ci- 
divante et les remaniements anatomiques souvent 
importants genant l 'exploration clinique (scl6rose 
tissulaire, st6nose, pseudo-polypes, diverticules 
borgnes, cicatrices op6ratoires.. .).  L ' E E A  fournit 
alors un bilan topographique pr6cis facilitant la prise 
en charge thdrapeutique [1, 2, 4, 5]. 

Les suites post-op~ratoires difficiles 

Le retard de cicatrisation, la persistance d'un 6cou- 
lement ou des douleurs anorectales inexpliqudes, 
incitent a rechercher en EEA une erreur d'identifica- 
tion de l'orifice primaire, ou du trajet fistuleux princi- 
pal, un trajet fistuleux secondaire non mis ~ plat et/ou 
une collection profonde mal drainde ou m6connue. 

L'~valuation de rappareil sphinct~rien 

La crainte de survenue ou de majoration de 
troubles de la continence anale en post-op6ratoire 
incite fi 6tre particuli6rement vigilant pour la 
recherche de d6fects sphinct6riens ou d'image cicatri- 
cielle en EEA. La mise en 6vidence de ldsions sphinc- 
t6riennes peut inciter/a 6viter de faire une fistuloto- 
mie, exposant ~ des troubles de la continence, et 
privil6gier un geste d'dpargne sphinct6rienne tels 
l'abaissement d'un lambeau rectal de recouvrement 
sur l'orifice primaire, l'injection de colle biologique, 
le drainage filiforme prolong6, voire l 'injection 
d'anti-TNF en cas de maladie de Crohn [4, 40-41]. 

Cet examen peut 6galement avoir une valeur 
m6dico-ldgale en cas de troubles de la continence 
anale s6quellaire d'une suppuration multi-op6r6e. 

CONCL USION 

L'efficacit6 du traitement chirurgical d'une suppu- 
ration anale repose sur un bilan topographique pr6- 
cis. Une erreur d'identification de l'orifice primaire, 
la persistance d'un trajet fistuleux secondaire ou la 
m6connaissance d'une collection profonde peut en 
effet se solder par une absence de cicatrisation et/ou 
une r6cidive. 

Cependant, la prise en charge th6rapeutique de la 
grande majorit6 des suppurations anales ne n6cessite 
pas d'imagerie compl6mentaire. Toutefois, un brian 
locor6gional pr6cis est essentiel dans les situations 
difficiles : suppuration complexe et/ou multi opfr6e, 
retard de cicatrisation ou persistance d 'un 6coule- 
ment postop6ratoire, suspicion ou notion av6r6e de 
troubles de la continence, douleurs anorectales inex- 
pliqu6es, et bien stir, maladie de Crohn. 

En outre, l'6valuation de l'appareil sphinct6rien est 
fondamentale  h la recherche d'dventuels d6fects 
s6quellaires. Leur existence peut en effet inciter fi 6vi- 
ter les gestes de section sphinctdrienne afin de limiter 
le risque de troubles de la continence. 
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Photo n ~ 1 

Orifice prirnaire (coupe transversale) (sonde Bruel & Kjaer). 
Primary opening (transversal section) (Bruel and Kjaer probe). 

Photo n ~ 2 

Trajet fistuleux trans-sphincterien moyen lat~ro-gauche. 

Latero-left medium trans-sphineter fistula pathway�9 

Photo n ~ 3 

Collection intersphincterienne postero droite avec spot hyperechogene. 

Postero-right intersphincter collection with hyperechogenous spot. 

Photo n ~ 4 

Collection ischiorectale bilaterale en fer & cheval post6rieur. 

Posterior bilateral horse-shoe-shaped ischiorectal collection. 

I N T R O D U C T I O N  

Median endosonography allowed for a better know- 
ledge o f  the anatomy o f  anal sphincters and o f  the per- 
iano-rectal cellular and adipose spaces. These spaces 
are the usual route for  the diffusion o f  anal fistulae. 
Therefore, A E S  has been playing an increasing role in 

the pre-therapeutic staging o f  these infections [1-4]. 
Thus, A E S  as well as magnetic  resonance imaging 
(MRI)  replaced the rectal barium enema, fistulogra- 
phy  and tomodensitometry which now have only rare 
indications [1-2, 5]. In this paper, we will not  consider 
the particular aspects o f  Crohn's disease which have 
been detailed elsewhere [4]. 
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Photo n ~ 5 

Abces intramural postero m6dian. 

Posteromedian intrawall abscess. 

Photo n ~ 6 

Collection supral6vatorienne post~ro gauche. 

Postero-left supralevatorian collection. 

Photo n ~ 7 

Collection ischioanale post&o mediane. 

Postero-median ischioanal collection. 
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W H A T  A R E  T H E  M O D A L I T I E S  
O F  T H E  E X A M  ? 

After a cleansing lavage, the patient is set in gynae- 
cological position or in lateral decumbency. A rigid or 
flexible probe is pushed into the anal canal until the 
rectosigmoidian hinge. Its end is covered with a bal- 
loon containing25 to 40 cc of  degassed water, that pro- 
vides an acoustic interface between the transducer and 
the rectal wall, then with a non-echogenous rigid cone, 
o f  10 to 23 mm in diameter, full of  degassed water, 
dedicated to the study o f  the anal canal 

The frequency varies from 5 to 10 MHz in the com- 
mon practice. 

Transversal images over 270 to 360 ~ of  circumfe- 
rence, perpendicular to the axis of  the transducer axial 
rotative mechanical probes), or longitudinal images 
over a 120 to 160 ~ angle, parallel to the axis of  the 
transducer (sectorial electronic probes), are obtained 
[3, 6, 7]. 

The exploration can also be performed through the 
endovaginal route, in particular when there is an 
impassable anal stenosis [8-10]. Rarely, pains can 
require sedation [3]. It is possible to inject hydrogen 
peroxide in the fistula pathways via the secondary ope- 
ning(s) [11-13]). 

P A T H O L O G I C A L  I M A G E S  

The most frequent anorectal abscesses ate the cryp- 
toglandular fistulae. The anal fistulae show a main fis- 
tula pathway with its primary (in) and secondary (out) 
openings as well as one or several collections and~or 
secondary fistula pathways (Table I) [1-14]. 

Besides the anatomical exploration of  the fistula, 
AES  shows possible defects of  the sphincters (see the 

TABLE I 
CLASSIFICATION OF ANAL FISTULAE ACCORDING 

TO LUNISS et al. [35] 

Openings 

- primary (pectinated line, lower rectum, etc.) 
- secondary (skin, margin, rectal wall, etc.) 

Main fistula pathway 

- t r a n s  lower sphincter or inter-sphincter 
- trans medium sphincter 
- trans upper sphincter 
- suprasphincter 
- extrasphincter 
- anoreeto-vulvovaginal 

Horse-shoe-shaped secondary fistula pathway 

- intersphincter 
- ischiorectal 
-supralevatorian 

Collections 

- intersphincter - intrawall 
- ischiorectal 
- supralevatorian 

paper on anal incontinence), especially in case o f  proc- 
tologic surgical history. 

P r i m a r y  o p e n i n g  

By AES, the primary opening is visualised by a 
defect located within the sub-mucosa (first hyperecho- 
genous layer) that can prolong itself in the internal 
sphincter (second hypoechogenous layer), and even in 
the inter-sphincter space (Photo 1) [11]. However, 
except in a recent study [11], the results published with 
7 to 10 MHz frequency probes have been deceiving 
[15-18]. In practice, the search for the primary opening 
is mainly performed during the exploration in the ope- 
rating room, under anaesthesia. Indeed, A E S  can be 
performed in the operating room in order to guide the 
operation. 

F i s t u l a  p a t h w a y s  

In AES, the fistula pathways most often have the 
aspect of  a linear and poorly defined hypoechogenous 
zone, sometimes centred on hyperechogenous spots 
corresponding to air bubbles (Photo 2) [15, 17-21]. 
The supra- or extra-sphincterian pathways may be dif- 
ficult to see because they are located outside the explo- 
ratory field of  the probe [18]. The injection of  hydro- 
gen peroxide into the fistula pathways through the 
secondary opening (s) could make them more easily 
detected [13] and it would then be easier to follow them 
over their full length with sectorial rather than axial 
rotative probes [22]. 

In the particular case o f  anorecto-vaginal fistulae, 
AES  seems to be able to detect the pathway but mostly 
to allow for the study of  the sphincters in a satisfactory 
way [23, 24]. 

C o l l e c t i o n s  

By AES, collections usually have a hypoechogenous 
aspect, in continuity with the fistula pathway(s), and 
rather blurry limits, as a result o f  the peripheral 
oedema (Photo 3, 4, 5). Their ultrasound aspect, 
however, can vary depending upon their contents : 
pus, fungal products, air, etc. [15-21]. Some deep 
ischio-rectal or supra-elevatorian collections (Photo 6, 
7) can be difficult to define because they can be located 
outside the exploratory field of  the probe [17, 18]. 

E v a l u a t i o n  o f  t h e  s p h i n c t e r s  

A E S  is very efficient for the visualisation of sphinc- 
ter lesions with a sensitivity and specificity close to 
100 % [25-28]. It supplanted eIectromyography in this 
indication [29-31]. A sphincter defect appears as an 
interruption in the continuity of  the muscular ring and 
a fibrous scar as a localised modification of  the ultra- 
sound structure of  the muscle [25-28]. 

L I M I T S  O F  U L T R A S O U N D  E N D O S C O P Y  

The fistula pathways and collections are better 
visualised when they contain genuine pus; it is there- 
fore better to perform the exam in an acute suppura- 
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ting phase [4]. In chronic fistulae, the images are less 
well contrasted and the injection of  hydrogen peroxide 
or air into the secondary opening(s) can be useful [13]. 

A history ofproctologic surgery, afortiori within the 
scope of  Crohn's disease, complicates the ultrasound 
evaluation of  fistulae due to the scarred aspect of  the 
tissues [17, 18]. In contrast, with magnetic resonance 
imaging (MRI), the T1 pondered sequences with intra- 
venous injection of contrasting dye allows for making 
the distinction between fibrous scar tissues (hyper 
signal) and liquid collections (hypo signal) [2, 32]. 

V A L U E  OF AES IN T H E  STAGING 
OF A N A L  FISTULA 

The exploration under anesthesia or fistula, for a 
long time considered as the standard method, was used 
to assess the reliability o f  the imaging techniques. 
However, the literature well showed that imaging 
(AES and MRI) were able to reveal collections or fis- 
tula pathways that have not been found during surgical 
exploration, questioning its predictive value and its 
gold standard status [33-36]. 

Nowadays, AES  and MRI are the most commonly 
used techniques in the pre-therapeutic staging of  anal 
abscesses, and fistulography has been almost abando- 
ned [32]. The respective value of these two techniques 
is still a topic for discussion. The analysis of  the litera- 
ture is difficult due to the small number of  comparative 
studies and to the diversity of  the materials that were 
used (radiologist or gastroenterologist authors, radial 
or linear AES  probes, 7 or 10 MHz frequency, exter- 
nal or endocavital MRI  antenna, diverse rate of  
Crohn's disease [22, 35, 37-39]. Each technique bears" 
its own advantages and pitfalls. MRI appears as very 
reliable in the staging or fistula due to its better contrast 
resolution and the possibility to have a tri-dimensional 
analysis. In addition, many technical improvements 
(fat saturation, intravenous injection o f  contrasting 
dye, coupling of  an endocavital antenna, new 
sequences, etc.) will probably increase even more its 
efficiency. A E S  is a cost-effective exam, easy to ope- 
rate, easily accessible and very efficient for the evalua- 
tion of  sphincters. In conclusion, it seems that these 
two techniques complement each other but, if one has 
to choose, to select a radiologist with an excellent 
knowledge of  rectal anatomy and of  the diffusion 
pathways of anal fistulae would today be more impor- 
tant than the choice of  the technique itself 

W H A T  A R E  T H E  I N D I C A T I O N S  
OF I M A G I N G  ? 

Imaging is not indicated in a systematic way. Indeed, 
a simple examination under locoregional or general 
anesthesia is enough to evaluate and treat the vast 
majority of  anorectal abscesses, including the anoperi- 
neal manifestations o f  Crohn's disease [1]. Imaging, 

however, is useful and even indispensable in the follo- 
wing situations : 

Complex fistulae 

They are characterised by high main pathways, by 
multiple secondary pathways and~or by deep collec- 
tions and they have often been operated on several 
times. They are frequent in Crohn's disease where the 
evolution is usually relapse and where often large ana- 
tomical remodelling perturbs the clinical examination 
(tissue sclerosis, stenosis, pseudo-polyps, blind diverti- 
cules, operations scars...). A E S  provide then an accu- 
rate topographical image that eases the therapeutic 
management [1, 2, 4, 5]. 

Difficult post-operative sequels 

Delay in wound healing, suffusion persistence or 
unexplained anorectal pains trigger the search, with 
AES, of  a mistake in the identification of  the primary 
opening, the main fistula pathway, and a secondary 
fistula pathway that has not been treated and~or a 
poorly drained or ignored deep collection. 

Evaluation of the sphincters 

The fear of  the occurrence or the worsening of  anal 
incontinence after surgery underlines that one should 
be particularly cautious when searching for sphincter 
defects or scar images by AES.  The observation of  
sphincter lesions may prevent a fistulotomy, which can 
trigger incontinence disorders, and may privilege an 
operation that would spare the sphincters such as the 
lowering of  a covering rectal flap over the primary 
opening, the injection o f  biological glue, or even the 
injection of anti-TNF ? in Crohn's disease [4, 40, 41]. 

This exam may also have a legal value in case o f  
incontinence resulting from a multi-operated.fistula. 

C O N C L U S I O N  

The efficiency o f  the treatment o f  anal fistula relies 
upon an accurate topographical evaluation. A mistake 
in the identification of  the primary opening, the persis- 
tence of a secondary fistula pathway or the ignorance 
of a deep collection may indeed result in the absence of  
wound healing and~or a relapse. 

However, the therapeutic management of  most anal 
fistulae does not require additional imaging. An accu- 
rate locoregional evaluation, however, is essential in 
difficult situations : complex and~or multi-operated fis- 
tula, delay in wound healing or persistence of a suppu- 
ration after surgery, suspicion or observation o f  incon- 
tinence disorders, unexplained anorectal pains, and of  
course in Crohn's disease. 

In addition, the evaluation of the sphincters is crucial 
for the discovery o f  possible secondary defects. Their 
existence may indeed suggest to avoid sphincter resec- 
tion procedures in order to limit incontinence disorders. 
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