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area around the anal canal. Although most cases are benign, they cause serious morbidity and

This is an Open Access article
distributed under the terms of the
Creative Commons Attribution
Perianal fistula is a common inflammatory condition in the general population and affects the Non-Commercial License
(https://creativecommons.org/
licenses/by-nc/4.0) which permits

require surgical treatment due to a high risk of recurrence. MR imaging is a gold standard tech- | estricted non-commercial use,
nigue for the evaluation of perianal fistulas and provides accurate information on the anatomy  distribution, and reproduction in

of the anal canal, its relationship to the anal sphincter complex, accurate identification of sec-
ondary tracts or abscesses, and reporting associated complications. MR imaging can help moni-
tor treatment effects and determine treatment methods. Crohn’s disease-related fistulas often
require medical rather than surgical treatment. The radiologist is required to know the anatomy
and MR imaging findings of the perianal fistula to present an accurate diagnosis to the clinician.
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A= 7P 24 E=(gold standard) AAF HO 2 o AXIE, A o] WRY (internal open-
ing)2] 7% WA 251} A3 Al 91%, MRI A3 Alolli= Zg&et ZIe-&-2 97%0]THe).
el A X' S WAl R et @]abA] W o] L=t MRI-F= 4242 750l
= Al 75%7HA] WopIths At Bl w k1, 7).
2 S/ (review article)oll A= 9] sl A2, ¥Ql, gt Fadt B& W ofof u}
2} x| = W3l o] o BA| A7 & =] 0| tiof A 12} S

2 o] 7 ER-2ol At FEn] -4 (anal verge) Atololl #1xIstal ltk(Fig.
1). P2 YT 534 (anal sphincter complex)2 2712] 550 2 o]2|#] Q| W52
F2dI(internal anal sphincter), BFZ5-2 2|29 (external anal sphincter)o]t}. L+
Y2 49 (involuntary) B&(smooth muscle) 2= o] 7oz Q|11 sH2]74o] Y (circu-
lar) H&0 2 ojojz| =t FEo] FYAJEl(resting tone) Y wf 85%2] S SHTk(g). R
(external sphincter)2 & (striated muscle) o] ™ OPX“*EHP«] 15%7HS §A|5}= o] =2
= M 7t 494 (voluntary) 45 (contraction)©] 7155 Sh= JES SRR @] o]
1}t (distruption) =™t A S (fecal incontinence)?] g0l woFITH1). Y FE2YT2 AH
(deep), EH(superficial), 12|31 m]5Hsubcutaneous)2] Al F20 & Lt=oj ok, WREFa}
QR ITL YAt Hintersphincteric space, also known as intersphincteric plane)
of| o3l AAI7} UHH JAS, AgE 2] (connective tissue), Hl2-8(longitudinal muscle)2.
2 o]Ro|x Qlt}. Zgo] WAsh= 49 o] 37te] & AFA A &H(natural resistance) 2= Q15]

o2
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Fig. 1. Normal anatomy of the rectum
and anal canal in the coronal plane.
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Fig. 2. Normal anatomy of the anal canal in the coronal plane.
A-C. A shows diagram of coronal scan of normal anal canal. Oblique coronal T2WI (B) and oblique axial
T2WI (C) show the anatomy of anal canal.
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] UIR sl Rt X|okAd (dantate line, pectinate line)°ll 2J3ll 2J8% (ectoderm)z}
el (endoderm)& -2 5hH, Fat, Fxmujol], A7gtzet Adw(epithelium)e Wre S35
71240] "k, 10). ©] =lol A (anal gland)S 2 B mebd 22 YAl

2ol 2351 Morgagni #HMorgagni crypts) 2.2 BiEE T}, o|2{5h v &o] 2], 2 FAt
o] gEAlo] YWREAT-E Ao 2 FAP| 3o 2 So|7bA L, Ul el R 2908 Sl 35

Ehl

F=2H(ischioanal fossa) = WU7HA g-8-5k= Y xloll Aol &% (abscess)= THEA| HoHFig.
3). o]z o] 2o] 9 Md= Wte= WP olgo® ZHY & AdHA len o] E crypto-

glandular hypothesis'2}al k(1)

#2l(Etiology)at H&H(Epidemiology)
iR o] g9 Al-S YQ1ET (idiopathic) &2 &ai#] Qlek. d=iut ZHE 74 (pelvic in-
fection), 23l (tuberculosis), 2FH Y Y (diverticulitis), 4t B H @)/ (trauma during child-
birth), =Rt 2M4EY, 1 9 ‘ﬂo“\H\i 2|8 5 o] 7k 43/ Hheoll Qlsf 47171 % ghek(, 10). L
& A2 7P &3t ¥ S shfoln] A2RS 7H =h&F] 30%-50%7F FHe-2] Aol A
71 0= delA Qlth4, 12). AR oY Y HollA = 29l (suprasphnicter) M7
S SOk &AL Bl Ret A%, Fap 22 ohE U7 |d HiE dEE = 497 S

r*°
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Crypts of Morgagni “

Columns of Morgagni

Fig. 3. The relationship between the
crypts of Morgagni and anal glands.
If an intersphincteric anal gland infec-
tion penetrates the internal sphincter
to enter the intersphincteric space
or both internal, as well as external

Dentate Line Anal Glands

. space, a fistula tract or an abscess is
formed; this is known as the crypto-
glandular hypothesis.

o] o]2iet 3¢ Yol Al AF3H cryptoglandular hypothesis 2+ AA35}7]7} o7 th(3, 13).
AL 32 32 A AR BAHE0lA A7IH (d Bl 2:1), F8E°] 0.01%= vl

© T H A%o|TH3), A EZo|L} BulE 728 ZAMo A RE] ofE 5L ME] ZARS L7

SI2F9| 2ol MR G4 HIHMR Imaging Assessment of Perianal Fistulas)

MRI &g
T MES Hrksk= dl Yol MR 24 E3 5 (gold standard method) 0= o 7%

o A= S (sepsis) F2olLt o+t i}%}(secondaly extension)& ztojujjo]
e 9 AdES daAlZl= Hloll - B olok(15). &3t e & A 4 Qe o Aa

2 W37 915 o) A3 shalA B2 oluls Hol ol Ego] BEH14)

71 Bile] 32 AREE 4 Q=T @2l Y (endoanal coils)& AMESh= 749 S £
Ao sieha 22 & = 4 e Aol Jleut 34 e Bl A9 ARgol of Al Alof
7F AgHA Q] ©go] Rl ojeh= RItH= 9 9]/ g} vl S (external phased array coils)&
ARESE 9= EAke] FH7F B e glom ke ek Aol ITh(10, 14, 16). E3F F25]
AloFE Al g 4= Q17| wiEoll E35] A A2 (supralevator) 23S o ZH &RRISH 4= QITH1).

FLU

J4 <=4 F (Sequences)T}t F/d *HH (Planes)

MR GAo] grggtol whet =2 AT th-SH](signal to noise ratio) S A|l&she & A%
(high field strength)2] 3T MR= & t] A=A EATH10, 14). tFE™ H7Hmultiplanar as-
sessment)= MR %40l of-e e slt} HE AR8sH= AWakstraight), &3 axial) 2k T4t
™ (coronal)S AREEFA] Fom AJA4}H (sagittal plane)oilA] o] Zbzof WA QFo 2 o
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2F45° 7] Ql & ZAF S (oblique axial plane), AAF B3 T (oblique coronal plane)s FH
o] 71 Fof| YA AR 2 B A GAS dojoF SHTKFig. 4) (13, 17, 18). BAF 57/
Hoj A= YR} 95 110 (internal and external opening)& 2 & 47} Qa1 UjR-%9]Z9] of
5, QR HEeets Bl AW ke fIAIE As] & 4 ok BAF e e A
A3 7 TFY 2] WA, AR R Y s oot 4 ok s E 71
S ARgshH 22 F7]9] GAF 9] (field of view)2} 320 X 256 0]42] =2 slAHE (high matrix)
£ ARSI 7Y 385 Al 7HA] oAl AR A (fat-saturated) T2 7293 (T2-weighted
image; ©|3} T2WI), 2937 (contrast-enhanced) A%A| T1 429G/ (T1-weighted image;
oJa} TIWI)/E] Aol 5 (turbo spin echo; ©]5} TSE) sequences?}t T2WI TSE sequences E°]
o} 29374 TIWISH TSE T2WIZF Hgke] siial4d 125 71 2 HojEoh(, 10, 19). AR
Sh= 7]@. Table 101 2|51t}
g(diffusion weighted imaging)2] 73-%,

T gtk Zu st SRk 545 dol A7]= Aeolls & BY) Qs

A

Ol

[¢]

o
"
O”\T
0_9.
N ;

T2WIONA g 2YT 282 W2 A5 = (low signal intensity)S Rl 2L} G343

Fig. 4. MRI plane adjustment. It shows adjustment of (A) oblique axial and oblique coronal imaging planes
according to the anal canal axis. (B) and (C) show the corresponding oblique axial view and represent the
upper anal canal and midanal canal (white line, white arrows at each plane).
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Table 1. MRI Sequences for Anal MR Imaging Using 3T

Sequences Orientation TR(ms) TE(ms) FOV(cm) FlipAngle(°) Matrix  Thickness (mm) NSA
T2TSE Sagittal 4570 86 23 120 320 X 256 3 1
T2TSE Axial 5000 86 20 150 320 X 240 3 2
FST2 TSE Oblique axial 5160 86 20 145 320 X 240 3 2
FST2 TSE Oblique coronal 3220 74 25 135 320 X 240 3 1
T1TSE Oblique axial 544 10 20 140 320 X 224 35 1
FST1TSE Oblique axial 670 10 20 140 320 X 224 35 1

Axial 670 10 20 140 320 X 224 35 2
Postcontrast FST1 TSE Coronal 600 12 25 140 320 X 256 3.5 1
Sagittal 655 12 23 140 320 X 224 35 1
DWI* EPI Axial 646 11 30 140 320 X 288 5 2

*b value for DWI: 50, 400, and 800 s/mm?.
FOV =field of view, FS = fat-saturated, NSA = number of acquisitions, TE = echo time, TR = repetition time, TSE = turbo spin echo

Fig. 5. Intersphincteric fistula (Courtesy of Kim M in Seoul Song Do Colorectal Hospital). It presents oblique
axial T2WI without FS (A) and oblique axial FST2WI (B) shows an intersphincteric fistula (arrows) in a 25-year-
old male. Oblique coronal FST2WI (C) shows a high signal intensity tract representing intersphincteric fistula
(arrows). Postcontrast axial TIWI with FS (D) shows that the fistula wall (arrows) is significantly enhanced
due to internal fluid (arrowhead).

FS =fat suppression

(acute) 12+ A4
brosis)7} 2871 g (chronic) 22] 7-9olli= A S =S ERITK1, 10, 20).

2937 A TIWICIAM 24 A, A/ (levator plate), F=FEet= ALE4d =2 2
Holok, ey A4 A=et 5 6% @AY S AEo] M s elEz A 25 £
2| 53ke] o] oy

N
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7H=2) % (gadolinium) 2QZ7 TIWIOA 13} A2 A= 23 A2 %o 127 223} A2
Ato|e] AP} E Bolok, Uizt R 2T Bl 2 P340l A gFom o] H]
aff 29 A4 =} Sobd 22 (granulation tissue)> 2 F 5740l & &M, Qtoll 1= A (fluid)
= 29370l HA| theti(Fig. 5). wY9] A9 45U PHFIU(pus)E =2e d R
9] (ring enhancement) 29 573- EIt} THd A7 7 & (chronic fistula tracts) = = 2954
< Ho|tp7}t 54 J 4 (dynamic imaging)ollA= 3 2FE0)7l= A1 Hol=t| o|z|st A2
dg8tol| 25k Zolth(Fig. 5). 29 3t 2PZ7 TIWI EFof| A A Ujiol IASHEE Ko
£ 742, UlRol 284 B (hemorrhagic material)o] Q1= 218 oJu|gtk(1, 10, 13, 17, 20, 21).

2= & st 44
T2WIolA 284 2 2189 MZe] ARolMe IS H =7
2 Ho|A Hrh Y54 TIWICIAM = 2 5E I Q= ME-2 =
Hol=t] ool Rgh= T2WIolM Al e 7t = 23t fAFSHAl ERItk(Fig. ) (1, 14).
716417188 B 3 (functional MRI)2] HollA] E/ 7]E2] MR protocololl &2 A= &
APgzE g ol Higt OWO1 Zol E‘_LEJE IC} T2WI THE0 2 ]636}‘\? Z&Oﬂ Hlsl &7t *J%P

% o= T = 9] E T BA °c = o T
4 ATH22, 23). YF %:rmﬂ*i YA A 55 B HEH (Conservative) Rl /\lﬁé"‘? o &5
/d o R-E Felok= Hlol| Eo] kil Bugler] E5/d0] Slv A% Laoli 2RI
4*(apparent diffusion coefficient)7} ©#13] F-S-2 SHITH?24).

S22 X9 Mol 2R (Classification)

Parks Classification
19761 Parkse} 5550 QR 2 ATLS A0 = St ek Lxo) et 9 el &
FE AASHAHIL). o] ERE= ity £&S v FXEA E5] 5251, 4002 =

Fig. 6. Healed perianal fistula tract (Courtesy of Kim M in Seoul Song Do Colorectal Hospital).

A. Sagittal T2WI shows a low signal intensity tract (arrows).

B, C. It presents a healed fistula tract after surgical treatment. Oblique coronal T2WI (B) and oblique axial fat-saturated T2WI (C) show low
signal intensity fibrous tracts (arrows).
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o) 447 2730] 2rAstel BolAT o) B 471 A2 LrTh(Fig. 7).

Intersphincteric Fistulas (YAl 87 A2 4500)

7V E7F ERl 02 A Alo]A0] 4505 AFAISIT. M-S ol A Al2kshe] (Ul 17,
internal opening) U2 )1} 2] At 7S AU @9 (perianal) 32 AZAHTHE]
Ho1ry | external opening) (Fig. 8).

Transsphincteric Fistulas (Y35 [&-2] A2, 30%)
o] ML R 2ATAol gt} B2 QAES AUHA sEgEetet 2=d-E2kis-
chioanal fossa)2 A2 ¥ tHFig. 9).

Fig. 7. Parks classification. The figure
represents intersphincteric (arrow),
transsphincteric (*), suprasphincteric
(arrowhead), and extrasphincteric
types (<1).

Fig. 8. Intersphincteric fistula (Courtesy of Kim M in Seoul Song Do Colorectal Hospital).

A. Figure represents an intersphincteric fistula.

B, C. Oblique coronal (B) and axial (C) T2WI show a high signal intensity fistula tract (arrows) within the intersphincteric space.
D. Fat-suppressed coronal T2WI shows the high signal intensity fistula (arrows).

E. Postcontrast coronal TIWI shows an enhanced fistula tract (arrows) in the intersphincteric space.
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Suprasphincteric Fistulas (2] A2, 20%)
2 TArol ZZHS EhAL 2] F A% (puborectalis muscle)] 915 ALpA] A/ (levator

plate)oll Al Z=FEetE W7k A2 E uhet uj o] =g3tthFig. 10).

Extrasphincteric Fistulas (£9-2] A2, 5%)
o] B}y Hlud = & A
I} FEeekE Sote] T HEE AAdohel® :r”jé)- o] M2 2b5] %PU—ZL?JEL
upZol $ixsto] FEks FARsHA] gt ol
= He7H 4P A e=rhFig. 11).
Superficial fistulas (% AZ)7 complex fistulas (B3 AZ)S e EFojl= SoiA] &
ot FEx B3l (anal sphincter complex) & HHHA] = M E 271 1 ™ (Superfi-

cial fistulas), &gF A2 12k A} 23} M 2 S| A 5 SHFohe -2-olth4).

E
e
—LI
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o
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ol
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=
0%
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o,
RCH

@
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o
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rlS
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qa,
=
c
ii
=
Q
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2.
U)

St. James University Hospital Classification

MR 9/ £730] Parks classification®] ZgHe]o] Q1] gob MR 972 7Ho 2 st B8rt
20000f] FAFelsk} oJArQl Morris 5(8)1 2lall AA|=SAc}. Parks classification®} H] w5}oq
| &= MR 97 20l A Uefuhe 13F A 2 22 gt} A 5 37HA] Zetskal Sl o]
Tre Qs ojakEo] 47 olslie 4 Slof e ArAtelA| Tt HHE A5 4 T
MR F49] ST} WHE 710 2 58 2 Ui tK(Table 2) (16).

jo

Ay

Grade 1: Simple linear intersphincteric fistula
Fol|l M 2YZAte] g7He F6 P9l wE7HA] AAEM 23k H2U 5P HolA]
ct.

o
rr

o

Grade 2: Intersphincteric fistula with an abscess or secondary track
12 A2t 23t A2 82 so] 2] ZtollA] 4471 “horseshoe type’S H.0]7]
T oot
Fig. 9. Transsphincteric fistula (Courtesy of Kim M in Seoul Song Do Colorectal Hospital).
A. This diagram represents a transsphincteric fistula.

B, C. Oblique coronal T2WI (B) and oblique axial FS T2WI (C) represent a high signal fistula tract (arrows) that crosses the EAS.
EAS = external anal sphincter
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Fig. 10. Suprasphincteric fistula (Courtesy of Kim M in Seoul Song Do Colorectal Hospital).

A-C. The diagram (A), oblique coronal T2WI (B), and oblique axial FS T2WI (C) represent a wide fistula tract
(arrows) that courses through the level of LA to the ischioanal fossa (arrowhead).

D. Postcontrast coronal T1WI shows a well enhanced fistular tract (arrows).

FS =fat suppression, LA = levator ani

Fig. 11. Extrasphincteric fistula (Courtesy of Kim M in Seoul Song Do Colorectal Hospital).
A, B. Diagram (A) and oblique postcontrast TIWI (B) show that the fistula tract (arrows) is completely out-
side the sphincters without the involvement of the anal canal.

Grade 3: Transsphincteric fistula
£9JTE AP 2UT BYHE Fsto] 2By Rolet 2P RoLE AU Be Ry

= el
AR}, 447 25 sh 9ol ol AFol 42 9ol the- k.
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Table 2. St. James Classification of Perianal Fistulas
Grade Description Comment
0 Normal

1 Intersphincteric fistula-simple and linear
2 Intersphincteric + abscess or branching ramifications
3 Transsphincteric fistula-simple and linear

4 Transsphincteric + abscess or branching ramifications

5 Supralevator or translevator disease

No involvement of EAS

Horseshoe apperance without penetration of EAS

Internal opening at level of dentate line; describe if penetration of EAS is
at different level than internal opening

Abscesses can occur anywhere to a primary tract, or withing or along
muscles of sphincter complex

Can spare EAS by penetrating the levator muscle above the PR, or via
complex fistula with supralevator extensions

EAS = external anal sphincter, PR = puborectalis

Grade 4: Transsphincteric fistula with an abscess or secondary tract within the ischioanal

fossa
Grade 32} Zro] o] TA| A= B ZQLS
/J5HA| Eot.

Grade 5: Supralevator and translevator disease

o] TS| ML B H9E, FRF Aol FEAZ
H2YEotE Uel Bk 55 13 B4 Agto] 9l

Garg Classification

o]Hof &7)% Parks and the St. James classificatione 259 Mo Br=
5)

3 QA o u R Garg 5(2

ple) AT} B3t g 2 A

2 A|Up HTeEe B2

A7 (fistulotomy) 2 2] &

HEdEefol v 3

<> (sim-
5)0l 2Jaf A= 25 BRol A|Al

7Hs$h EFRJo]al, Grade I11, IV, V=

59 A AAENE AsiAE oF H= 7420l siEatth26).

SR FEQ| Mol =Xl oK (Detection of Perianal Fistulas)
AL A 2R T1 2927 JAollA 2% &

e
JEL‘U

QIsof gtet. o A2

|eF Aol e 71es

op Hr
ok
2
19
Sl
10
Wi
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B2 22 471 ok YERS AR L

Y (the origin of fistula, which can be located in the anus or low rectum)} <]
718 wjof= sfiRsh4 ¢

fodoF StoHFig. 12).

‘G2 AlA|(anal clock)S A
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SEZEUZ SekN|Qt M2 Tke| 2HA|(Classification of Perianal Fistulas)

z=
T2 2T WAE 7] fsliM= A sHA] @2 A S/ T2WIo| %%}a}. 2l
I} ortel Age 7] flsiile B/l oare] HEAlE ddelAbEol AR she R Al

2K A2t 52| =Xl 0of £ (Secondary Tracs and/or Abscesses)

Mol Q=4 QC’J%}D&, F/deletat oAl T M RIA] B3 AN E Felstar, 13 73
2 22 42, 17 & ShQIStt. T2WI, AA T2WI, 29374 TIWI 25 2%}
7427} 1A Aol %74]% FRlsh= dlof] =go] " 234 TIWLE 532 Zelsh= dlo
-85l

}:1
og
Q
-111
]
JP

n
rin
-III
I1]II'I

2E(0ther Complications)

FEAA] B2 2 A7 (Anogenital or Rectovaginal Fistulation)

= A=
X 27} of2i9IA] 47 AR/ R A9 O R, 05k b & Fo| 27 ol Fick.

FEAY A 2K Anorectal Strictures)
Oé%’\é FHzbo] 710 wHg7]oll= Agatd®te] A4 4= ot TF MR @/do= %

BHY A2 @50) ZR2 APIAR, SRk o2l oisE Bl 2A At W et

4/ 1 AHAvascular Necrosis)
SEolM 2B R|E X BE Fhs AP tlEB T 84 AAH AR 47182 27]0] MR
Bl B = Qlek(le).

Fig. 12. Patient is oriented in the supine position (lithotomy position) with axial slices used for localization (A, anal clock; B, quadrant loca-
tion). (C) shows the anal clock of the surgeon’s view for the perianal region.

nght
Upper
Quadrant
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ZH&2HBowel Disease)

A&, A3, 2FHU AL 22 7|4 AgEo] l=A] dolof gt
X|= 21 WIHMonitor the Treatment Effect)

FEFAALel tigh A& G & 49, M ol Ee|1, A= E wet RSt
oA WEe] ToWIe] DA TEA 7 7ZHAEl= A AL Holth Van Assche £ (29) MR %4

M7 o] 2 8HHS 7S ARSI Infliximab x| & $of HijE 9%

o, A4 A2 AL Foba] Ao At 21 %S 2ok A9-E Balsilet], 29F
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& E5/¢2] 5] (European Society of Gastrointestinal and Abdominal Radiology; ES-
GAR)oIM = F2591 M3 259 a5 Fashe Ao 94 AAE B=shke 2aA
Al thal] o] & o] 71 o] Aibs =70l BEuatlrH30). Felo] Atz FES9] ol it
= sjy3 Basks slolSetelg AAIES o] F ATE H At
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Table 3. Minimum Dataset for the MRI Reporting of Fistula-In-Ano

Item Reporting
1. Clinical details State the clinical question being asked of the radiologist
2. Fistula State whether a fistula is present or not (or sinus, or isolated abscess, etc.); its radial location (clock-
face); its Parks classification; radial location and level of internal opening; radial location of exter-
nal opening

Repeat for multiple fistulas
Describe shared internal/external openings, etc. State if seton present. Describe activity if used

locally
3. Extensions State whether an extension(s) is present or not and its anatomical location
Indicate the maximal cavity diameter
4. Sphincter integrity Comment on internal and external sphincter integrity
5. Association findings e.g., proctitis, osteomyelitis

6. Comparison with priorimaging  Describe how imaging relates to prior studies where available
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Table 4. Minimum Dataset for MRI Reporting of Anal Fistula and Associated Subsets

RADIOLOGY

Feature

Always Report

Report If Remarkable or
Relevant to Clinical Scenario

Classification
General characteristics

Internal opening

Path of the fistula tract

Parks classification subtype

Number of tracts

If tract is single, single-branched or multiple

« Anal clock location

« Height in upper/middle/lower thirds of anal canal*
«If internal opening s anal or rectal

« Number of internal openings

« Location where tract crosses EAS or puborectalis

« Diameter

« General characteristics of

through the sphincters « Height that tract crosses EAS or puborectalis in upper/middle/lower thirds IAS/EAS
of anal canal* « Course of IS fistula through is
space

Anal clock location
» Anatomical location (e.g., gluteal, labial)

External opening

Extensions « Presence of extensions, even if absent « Description of course of
« If extensions are single or multiple extensions
« Anatomical location
« Location relative to levator ani (supra/infralevator)
« Location of point of communication to primary tract
Collections « Shape (e.g., horseshoe, blind tract) « Height of collections
« Presence of collections, even if absent
« Connection to the primary tract
« Anal clock location
» Anatomical location (e.g., perianal, ischioanal)
« All collections should be reported, with size
« Small (3-10 mm, not including tracts > 3 mm diameter)
«Medium (11-20 mm)
« Large (>20 mm)
« Large collections should be notified to the referring team
Measurements « Tract length
« Tract diameter
Other features If present, comment on:

« Fistula activity: fibrotic, healed or scarred tract
+ Rectum and large bowel: presence of proctitis, presence of small- and
large-bowel inflammation
« Features of previous surgery: setons, drainage catheters, air foci, gas in fistula
« Other pathologies: rectal wall thickening, involvement of pelvic organs,
pelvic abscess with fistulous tracts, inflammation of adjacent tissues,
retrorectal cysts, bone marrow oedema, osteomyelitis, anogenital fistulation,
lymphadenopathy, malignant transformation of fistula, peritoneal
psuedocysts, unilateral thickening of levator ani, tuberculosis, diverticulitis
« Other perianal pathology: pilonidal sinus, hydradenitis suppurativa,
haemorrhoids, fissure
Surgical Subset! (Report When Planned Surgical Intervention Is Indicated on Request)
« Angulation through EAS/IS space
« Direction through EAS (cephalad/caudad)
+ Angulation of branches
« Distance between external opening and anal verge
« Distance between extensions and primary tract
+ Height of extensions
« Features of previous surgery: if present, comment on fat containing grafts, scarring
Perianal Crohn’s disease subset " (report when Crohn’s disease is present or suspected on request)
« Tract activity: active vs inactive tract

*Length of the anal canal is defined as the length of striated muscle inclusive of puborectalis. The plane in which the canal is measured
should be clearly stated.

See explanatory notes in Table 3.

EAS = external anal sphincter, IAS = internal anal sphincter, IS = intersphincteric
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Fig. 13. A complex transsphincteric tract with multiple branches and abscesses in Crohn’s disease

of Park SH in Asan Medical Center).

A, B. Oblique axial T2WI (A) and FS T2WI (B) show multiple fistulas with internal setons (arrows).

).

and axial (D) show multiple branches (arrows) and abscesses (arrow,

C, D. Postcontrast coronal (C)
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MRI *]-= QAR 2|-fEet B8 Sdak 12719 4 = o =] Uehdtiar 2 ae vl QIek37).

Table 5. Anatomic Classification Systems for Fistulizing Perianal Disease

Classification System Derivation Descriptors
American Gastroenterological Physical examination,  Simple: low superficial, intersphincteric or transsphincteric, single external
Association EUA, endoscopy, opening, no pain or fluctuation, no rectovaginal fistula, no anorectal stricture
endoanal ultrasound, Complex: high internal origin (intersphincteric, transsphincteric, or
pelvic MRI extrasphincteric; possible multiple external openings, pain or fluctuation,

rectovaginal fistula, or anorectal stricture)

EUA = examination under anesthesia

Table 6. Pelvic MRI-Based Index for Quantifying Perianal Crohn’s Disease Activity

Patient Population Reference

Index . . Index Items and Levels L Score Range

in Which Index L Indication Standard or
Name (Score and/or Weighting) (Cutoffs) L

Was Developed Validation

mVAI, Adult Fistula: none, 1 unbranched, 1 branched, multiple ~ Severity, response 0-22  EUA, endoscopy,
2003 (score, 0-3) totherapy interrater
Hyperintensity of fat-suppressed T2-weighted agreement

sequence: none, mild, pronounced (score, 0, 4, 8)
Location: ES/IS, TS, SS (score, 1-3)
Extension: infralevator, supralevator (1-2)
Collections >3 mm: none, present (score, 0, 4)
Rectal wall involvement: none, thickened (score, 0, 2)

ES = extrasphincteric, EUA = examination under anesthesia, IS = intersphincteric, mVAI = modified Van Assche Index, SS = suprasphinc-
teric, TS = transsphincteric
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