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A retrospective review of 27 patients undergoing anal 
fistulography is presented. The etiology of the 27 fistulas 
studied are as follows: cryptoglandular infection in 18, 
IBD in 7 (Crohn's 6, CUC 1), iatrogenic in 1, and foreign 
body perforation in 1. Twenty-six fistulograms revealed 
either direct communication with the anus or rectum, or 
abscess cavities/tracts, or both. Two fistulograms revealed 
no radiographic evidence of fistula (one patient had two 
fistulograms). In 13 of the 27 patients (48 percent) 
information obtained from the fistulograms revealed 
either unexpected pathology (n -- 7) or directly altered 
surgical management (n -- 6). We conclude that anal 
fistulography in properly selected patients may add useful 
information for the definitive management of fistula-in- 
ano. [Key words: Anal fistula; Fistulography; Fistula-in- 
ano] 

p reoperat ive  identif icat ion and intraoperat ive 
m a n a g e m e n t  of fistula-in-ano usually rel ies on 

visual inspect ion,  palpat ion,  and p rob ing  to iden- 
tify both  the internal and external  open ings  of the 

fistula tract, as well  as its direction.  Occasional ly,  
injection of co lored  dyes ( m e t h y l e n e  blue,  indigo 

carmine) ,  mild, or hydrogen  pe rox ide  is used  in 
order  to establish the di rect ion and open ings  of  a 
fistula, t The preopera t ive  use of  radiographic  con- 

trast studies (f is tulography) has not ach ieved  wide- 

spread  use. One  s tudy has found  it not  to be  
beneficial ,  z We repor t  the use of  p reopera t ive  fis- 
tu lography in 27 patients  t reated for fistula-in-ano. 

MATERIALS A N D  M E T H O D S  

A retrospect ive chart rev iew was under taken  of 

27 patients  who  unde rwen t  f i s tu lography in their  

Read at the meeting of The American Society of Colon and 
Rectal Surgeons, Anaheim, California, June 12-17, 1988. 
Address reprint requests to Dr. Abcarian: Section of Colon and 
Rectal Surgery, Cook County Hospital, 1825 W. Harrison Street, 
Chicago, Illinois 60612. 
0029/7828/91/4306-0319/$3.00 
Diseases of the Colon & Rectum 
Copyright �9 1991 by The American Society of Colon & Rectal 
Surgeons 

p reopera t ive  m a n a g e m e n t  of  chronic  fistula-in-ano 

b e t w e e n  1982 and 1987. These  radiologic  proce-  
dures  were  pr imari ly  p e r f o r m e d  on an outpat ient  

basis using small  cal iber  feed ing  tubes to intubate 
the external  open ing  of the fistula after which 

contrast  material  was injected unde r  minimal  pres- 
sure. Radiographs were  then  ob ta ined  in anterior- 
pos te r ior  (AP), obl ique,  and lateral projections.  

Twenty-seven  pat ients  (18 male,  9 female)  with 
a mean  age of 39.2 years ( range 23-59 years)  
unde rwen t  f i s tu lography before  a t t emp ted  defini- 

tive surgery. Etiologies of the fistula included:  cryp- 

toglandular  infect ion in 18, in f lammatory  bowel  

disease in seven,  ia trogenic in one,  and foreign 

b o d y  per fora t ion  in one  (Table 1). 
Of  the 18 pat ients  with cryptoglandular  infec- 

tion, 13 had pr ior  surgery for e i ther  abscess or 
fistula (five had both) .  The rest had b e e n  t reated 
in various manners  s u m m a r i z e d  in Table  2. Of . the '  
seven  pat ients  with in f lammatory  bowel  disease,  

four had incision and drainage of an abscess,  two 
had mul t ip le  f i s tu lotomies  and one  d e v e l o p e d  a 

fistula after ileal pouch-anal  anas tomosis  for 
chronic  ulcerat ive colitis. An iatrogenic rectocuta- 

neous  fistula was seen  after excis ion of a retrorectal  

cyst with a nonhea l ing  sacral wound.  This pat ient  
prev ious ly  had a divert ing co los tomy  before  refer- 

ral. The  foreign b o d y  perfora t ion  had b e e n  t reated 
on mul t ip le  occasions by  drainage of the recurrent  
ischiorectal  abscesses.  

R E P O R T  O F  CASES 

Case 1 

A 28-year old w o m a n  who  had u n d e r g o n e  mul- 
t iple c'lrainages of  perirectal  abscesses  unde rwen t  
f is tulography (Fig. 1). This revea led  a large retro- 
rectal cavity (arrows),  as well  as a direct  commu-  
nication with the rectum.  Staged f is tulotomy, with 
p l a c e m e n t  of a seton, as well  as wide  drainage of 
the d e e p  postanal  space,  led to comp le t e  healing. 
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Table 1. 
Etiology of 27 Fistulas 

Etiology n 

Cryptoglandular 18 
Inflammatory bowel disease 7 
latrogenic 1 
Foreign body perforation 1 

Table 2. 
Previous Treatment Methods in 27 Patients Undergoing 

Fistulography 

Etiology n 

Cryptoglandular (N = 18) 
I and D Abscess for Fistulotomy 13 

(Both) 5 
Spontaneous Drainage 1 
Excision of "Hidradenitis" 1 
Antibiotics Alone 1 
None 2 

Inflammatory bowel disease (N = 7) 
I and D of Abscess 4 
Multiple Fistulotomies 2 
Diverting Ileostomy (Ileal J-Pouch) 1 

latrogenic (N = 1) 
Diverting Colostomy 

(Retocutaneous fistula) 1 
Foreign body perforation (N = 1) 

I and D 1 

rectum (Fig. 2). Staged fistulotomy with placement 
of a seton resulted in complete healing. 

Case 3 

A 23-year-old woman had undergone a parasacro- 
coccygeal excision of a retrorectal cyst with the 
development of a rectocutaneous fistula. Previous 
barium enemas before referral had demonstrated 
the fistula. Fistuolography revealed only a subcu- 
taneous cavity, but no communication with the 
rectum (Fig. 3). Excision of the sinus tract resulted 
in complete healing. 

Case 4 

A fistulogram, which was immediately followed 
by a barium enema, was taken in a 32-year-old 
woman with significant anorectal Crohn's disease 
and multiple external openings. The radiograph 
revealed multiple fistulous tracts and led to the 
decision to perform a proctectomy, which resulted 
in complete control of the disease. 

Case 5 

A 44-year-old woman with Crohn's ileitis and a 
normal anorectum was seen with a presumed high 
fistula. Fistulography revealed a simple fistula. 
Conventional fistulotomy was performed and re- 
sulted in complete healing. 

RESULTS 

Twenty-eight fistulograms were obtained in 27 
patients (one patient had repeat fistulography after 
the development of a recurrent fistula after initial 
surgical management).  Seventeen fistulograms (in 

Figure 1. Fistulogram revealing large retrorectal cavity 
(arrows) in a 28-year-old woman. 

Case 2 

A 47-year-old man had undergone excision of 
what was presumed to be hidradenitis suppurative 
of the anterior perineum. He presented with an 
external opening in the anterior midline at the 
base of the scrotum 4 cm from the anus. Fistulog- 
raphy revealed a direct communication with the 

Figure 2. Fistulogram revealing direct rectal communi- 
cation in a 47-year-old man with "hidradenitis." 
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Table 3. 
Fistulography Findings 

Finding n 

Communication with rectum 17" 
Fistulous tract or subcutaneous cavity 9 
Non-diagnostic 2 

* One patient had two fistulograms--both showing 
communication with the rectum. 

Table 4. 
Effect of Fistulography on Surgical Management 

Effect n 

None 14 
Significant 13 

Unexpected findings 7 
Altered surgical management 6 

Table 5. 
Operative Treatment of 27 Patients After Fistulography 

Treatment n 

Figure 3. Fistulogram revealing a subcutaneous cavity 
in a 23-year-old woman after excision of a 
retrorectal cyst. 

16 patients) revealed a communication with the 
anus or rectum, nine showed evidence of a fistu- 
lous tract or a subcutaneous cavity without defini- 
tive anal or rectal communication, and two were 
nondiagnostic (Table 3). 

Twenty-five of the 28 fistulograms actually dem- 
onstrated the true nature of the fistulas (23 true 
positive and 2 true negative) confirmed at surgery. 
Three false negative fistulograms were obtained, 
however, these did not change after the surgical 
management of the patients. 

No patient developed an iatrogenic complication 
due to the fistulography and this can be attributed 
to the choice of the blue-tipped catheter (small 
feeding tube) and the low pressure used to inject 
the dye. 

The surgical management of 14 of these patients 
was straight forward, and was not altered by the 
additional information afforded by the fistulo- 
grams. However, in seven patients, an unexpected 
finding was seen during fistulography. These in- 
cluded large subcutaneous cavities, multiple or 

Staged fistulotomy with seton 9 
Fistulotomy with drainage, associated abscess 8 
Fistulotomy alone 6 
Proctectomy 2 
Excision of fistulous tract 1 
Transsphincteric (York Mason) approach 1 

exceptionally long fistulous tracts, or noncommun- 
ication with the rectum in a previously documented 
fistula. All of these were not appreciated during 
physical examination. In six additional patients, 
the results of the fistulogram directly altered the 
ultimate surgical management. These included 
identification of previously unappreciated supras- 
phincteric fistula in two patients, multiple complex 
fistula in two patients with anorectal Crohn's dis- 
ease, and two straight-forward cryptoglandular fis- 
tulas in patients with inflammatory bowel disease, 
one who had Crohn's disease not involving the 
anorectum, and another with chronic ulcerative 
colitis who developed a pouch-anal fistula after a 
pull-through ileoanal anastomosis. Thus, in 13 of 
27 patients (48 percent), the information obtained 
from preoperative fistulography was considered 
significant and useful (Table 4). 

Operative techniques carried out in these 27 
patients is summarized in Table 5. Nine patients 
needed staged fistulotomy (with placement of a 
seton); one patient required a three-stage proce- 
dure. All healed with no recurrence. Eight patients 

underwent fistulotomy and drainage of associated 
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abscesses with one recurrence (persistence). Six 
patients (including three with Crohn's disease not 
involving the anorectum) had simple fistulotomies 
with good results. Two patients with extensive 
anorectal Crohn's disease and multiple high fistu- 
las underwent proctectomy. 

Excision of the fistulous tract and a transphinc- 
teric approach for a suprasphincteric fistula were 
required in one patient each. 

DISCUSSION 

Most fistulas-in-ano can be preoperatively or in- 
traoperatively assessed with traditional diagnostic 
maneuvers. Inspection and palpation of the exter- 
nal and internal openings, as well as the fistulous 
tract itself are the mainstays of evaluation. Anos- 
copy and proctoscopy aid in this evaluation, as is 
the application of Goodsall's rule. Occasionally 
operative identification of the primary opening of 
the fistula-in-ano can be difficult. Injection of col- 
ored liquids or effervescent solutions can help 
identify the fistulous tract. 1 

Recurrent fistulas-in-ano pose more difficult 
problems in assessment and management, not the 
least of which is due to the alteration in the normal 
perianal anatomy due to the disease process itself 
or previous attempted surgical management. It was 
primarily in these patients that we found fistulog- 
raphy helpful in assessing the nature and extent of 
the fistula-in-ano and allowing us to correctly treat 
our patients. 

Patients with inflammatory bowel disease pres- 
ent unique problems of fistula-in-ano. Many of 
these patients have involvement of the anorectum 
with inflammatory bowel disease as the cause of 
their fistula, and definitive surgical management of 

the fistula can be difficult, if not impossible. In 
some cases, the anorectal inflammatory bowel dis- 
ease can be so extensive that nothing short of 
proctectomy will control the disease. The clinical 
decision to offer a proctectomy can be difficult, 
and fistulography may offer further evidence to 
support that decision, 

Some patients with inflammatory bowel disease 
in the gastrointestinal tract outside of the anorec- 
turn have fistula-in-anO due to cryptoglandular in- 
fection. Traditional surgical techniques can cure 
these patients of their disease, and fistulography 
can be helpful in selecting these patients. 

Finally, as more experience is obtained with ileal 
pouch-anal anastomosis for chronic ulcerative co- 
litis, more and more patients will be seen who have 
perianal fistulas. Surgical decision making for these 
patients can be very difficult, especially when the 
necessity for pouch excision is among the surgical 
options. Fistulography may be very useful in iden- 
tifying that small group of patients who can be 
treated with conventional surgical techniques. 

In conclusion, a more extensive experience with 
fistulography for fistulas-in-ano needs to be accu- 
mulated, but our early results support the benefits 
of fistulography in the preoperative evaluation of 
chronic fistulas-in-ano in patients with recurrent 
cryptoglandular disease, and in selected patients 
with inflammatory bowel disease. 
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