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Lesion of the Anal Margin in a Young Child: A Quiz
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A 6-year-old girl, with no personal or family history, pre-
sented a 4-year history of painful anal mass prolapse. She
had no constipation and no anal fissure. Oral laxatives and
dietary modification were ineffective, and the condition
worsened, leading to constant discomfort during defeca-
tion. Physical examination revealed protrusion of the anal
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Fig. 1. Protrusion of the anal margin during pushing (a) with no complete
regression at rest (b).

margin during pushing (Fig. 1a), which did not completely
disappear during rest (Fig. 1b), without anal fissure or
perianal abscess. The parents did not report any bleeding.
The rest of the clinical examination was normal. Magnetic
resonance imaging (MRI) was performed and did not reveal
any endo-canal extension (Fig. 2).

What is your diagnosis? See next page for answer.

Fig. 2. Axial fat-saturated T2-weighted magnetic resonance image of the
gluteal area.
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Diagnosis: Venous malformation of the anal margin

The lesion was treated under general anaesthesia with
colonoscopy control by sclerotherapy with lauromacrogol
(aethoxysklerol; or polidocanol). Despite difficulties in
correctly visualizing the venous malformation (VM) while
the child was under anaesthesia, sclerotherapy allowed for
complete regression of the lesion as well as relief of pain
and discomfort during defecation (Fig. 3).

VMs are congenital anomalies that might involve capil-
lary, lymphatic, venous and arterial vessels (1). They are
usually present at birth, although not always visible, and
tend to worsen with age. They are most often located on the
head, neck, trunk and limbs, with a unifocal lesion. VMs
can spontaneously thrombose and induce pain and swelling
(2). The diagnosis of VMs is most often made on clinical
examination, but imaging (MRI) is required for a definitive
diagnosis and diagnosis extension. A rectal localization of
a VM, previously called a diffuse cavernous haemangioma
of the rectum, is unusual and might be misdiagnosed as
haemorrhoids. Management of rectal VMs may include
surgery, which can induce significant morbidity, or sclero-
therapy, if the rectal VM is symptomatic (3). Treatment by
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Fig. 3. Favorable evolution with regression of venous malformation after
sclerotherapy, during pushing (a) and at rest (b).
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sclerotherapy under general anaesthesia is complex when
reducing the VM volume with the patient in the supine
position, and therefore requires a trained operator.

In the current patient, a diagnosis of haemorrhoids was
initially suspected when she was 2 years old. However,
haemorrhoids are rare in young children, and their exis-
tence is controversial. Indeed, the condition usually affects
patients 4565 years old, with a very low incidence under
age 20 years (4). The clinical presentation of haemorr-
hoids is painless rectal bleeding during defecation with or
without prolapsing anal tissue (5). Clinical examination
shows dilated purplish-blue veins with prolapsed internal
haemorrhoids and perianal skin tags with external haemorr-
hoids (6). Haemorrhoids are more common in older children
with comorbidities than rectal venous malformations: in
the literature, the most common cause of haemorrhoids in
young children is portal hypertension (7, 8). Because rectal
VM is a rare condition and not well known, inappropriate
or delayed diagnosis and treatment often occurs. Thus, the
diagnosis of VM must be considered in cases of pseudo-
like haemorrhoidal lesions in children with no risk factors
for haemorrhoids.
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