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. Fig. 1. Intersphincteric type of
anorectal fistula.

A. Coronal T2 weighted image
shows well defined Intersphincteric
type fistula (arrows) which is en-
circling the internal anal sphincter.
B. Combined abscess (thick arrow)
is seen in Intersphincteric space on
axial image.

| Fig. 2. Transsphincteric type of anal
fistula.

Coronal T2 weighted image shows
bilateral high signal intensity fistu-
lous tract between external sphinc-
ter (E) and internal sphincter (I).
Levator ani. muscle (L) is well seen
in upper portion of the abscess.

Fig. 3. Extension of abscess.

Sagittal T2 weighted image shows
wide extension onto presacral space
(arrow) and soft tissue of back (ar-
row heads).

Table 1. Types of Anorectal Fistula.

Type of Fistula MRI Surgery Rate(%)
Intersphinct eric 8 (1)* 7 58.5
Transsphincteric 2(1)* 3 25.0
Suprasphincteric 2 2 16.5
Extrasphincteric 0 0 0.0
Total 12 12 100.0

()*:a case of transsphincteric fistula was misinterpreta-
ted as Intersphincteric type in preoperative MRI.
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Fig. 4. Internal opening of fistula.
A. B. Axial T2 weighted image
shows branching pattern fistulous
tract in outside of external sphinc-
ter, and small defect of external
sphincter in 6 o’clock area (short
| arrow). High signal intensity fistu-
lar tract is opening into rectal lu-
men (long arrow) at above lcm
from a.
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Usefulness of Preoperative MRI in Recurrent Anorectal Fistula'

Hwa-Jin Lee, M.D., Jae-Ho Cho, M.D., Jae-woon Kim, M.D., Bok-Hwan Park, M.D.
Mi-Soo Hwang, M.D., Min-Chul Sim, M.D.?, Woo-Mok Byun, M.D.

lDepartment of Diagnostic Radiology, School of Medicine, Yeungnam University
ZDepartment of General Surgery, School of Medicine, Yeungnam University

Purpose:To evaluate the usefulness of preoperative MRI in the patient with recurrent anorectal
fistula.

Materials and Methods:Fourteen patients with recurrent anorectal fistula underwent non-con-
trast MRI. In eight patients, T1-, T2- and proton-weighted images were taken in the axial, coronal
and sagittal planes, and T1- and T2-weighted images taken in the axial and coronal planes were
obtained from the other six.

Results: Fourteen cases of anorectal fistula and eight cases in which there was a combined ab-
scess were detected. Preoperative MRI clearly showed the exact anatomical relationship with the
anal sphincter, levator ani and surrounding soft tissue. In two cases in which there was fibrous
scarring of the fistula tract, low signal intensities were seen on all MRI sequences. Preoperative in-
formation in the group in which only axial and coronal T1- and T2-weighted images were obtained
was sufficient.

Conclusion: Preoperative MRI in patients with recurrent anorectal fistula or suspected multiple
fistulous tracts provide objective information concerning the anatomical location and extension of a
fistula and combined abscess and could thus reduce the reoperation rate. An understanding of
pathologic state through MRI signal intensity can help decide the most appropriate course of treat-
ment.
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