
ISSN 2689-8268   Volume 8

American Journal of Surgery and Clinical Case Reports
Case Report                                                                                                                                                            Open Access

Ibrahim AH1*, Almusayb MF2, Alghazwi AA2 and Alkhaldi MS2

1Departments of General Surgery, King Fahd University Hospital, Dammam, Saudi Arabia
2Departments of General Surgery, Dammam Medical Complex, Dammam, Saudi Arabia

*Corresponding author: 
Arwa Hanafie Ibrahim, 
Departments of General Surgery, King Fahd 
University Hospital, Dammam, Saudi Arabia

Received: 05 Oct 2024
Accepted: 07 Nov 2024
Published: 12 Nov 2024
J Short Name: AJSCCR

Copyright:
©2024 Ibrahim AH, This is an open access article distrib-
uted under the terms of the Creative Commons Attribu-
tion License, which permits unrestricted use, distribution, 
and build upon your work non-commercially.

Citation: 
Ibrahim AH. Anal Mucinous Adenocarcinoma Second-
ary to Chronic Anorectal Fistulae: A Case Report with 
Review of the Literature. Ame J Surg Clin Case Rep. 
2024; 8(3): 1-3

                                                                                                                                                                                                              Volume 8 | Issue 3

Anal Mucinous Adenocarcinoma Secondary to Chronic Anorectal Fistulae: A Case 
Report with Review of the Literature

1. Abstract
1.1. Introduction

Perianal fistula is a common clinical condition that is caused main-
ly by abscess formation of the anal glands or as a side effect of 
surgical intervention. Anal mucinous adenocarcinoma associated 
with chronic anal fistula is an uncommon condition. 

1.2. Case Report

Here, we report a case of a 59-year-old male following in clinic as 
a case of persistent perianal discharge post incision and drainage of 
perianal abscess seven months ago. Examination revealed a soft, 
non-tender abdomen; rectal exam showed induration involving the 
perianal area from 3- 5 o’clock, the external opening of perianal 
fistula at 3 o’clock, with active discharge, MRI pelvis showed a 
7.3 x 8.1 x 10.4 cm perianal U-shaped fairly well-demarcated mass 
lesion. Image-guided biopsy was taken, and the histopathology 
showed low-grade peritoneal mucinous neoplasia.

1.3. Discussion

The mucinous adenocarcinoma is a rare malignancy accounting 
for only 3%–11% of anal cancer; its association with perianal fis-
tula is infrequent; Rosser first described that. The condition can 
be easily misdiagnosed with benign conditions (perianal fistula/ 
abscess).

1.4. Conclusion

Chronic perianal fistula could represent a serious underlying con-
dition such as perianal adenocarcinoma. Thus, a high clinical sus-
picion index is required to reach the diagnosis. 

2. Introduction
Perianal fistula is a common clinical condition that is mostly 
caused by abscess formation of the anal glands or as a side effect 
of its surgical intervention (incision and drainage) [1]. However, 
chronic non-healing fistula in old age patients can indicate a seri-
ous condition like malignancy, withier primary as rectal or anal ad-
enocarcinoma or secondary spread of intra-abdominal origin [2]. 
Anal carcinoma is a rare malignant entity that accounts for 2-3% 
of all large bowel cancer [3]. Here we report a case of anal muci-
nous carcinoma in a patient with a perianal fistula. This work has 
been reported in line with the SCARE 2020 criteria [4].   

3. Case Presentation
A 59 years olds male was followed in the outpatient clinic for a 
case of persistent perianal discharge associated with on/off anal 
discomfort that started seven months back post-incision and drain-
age of perianal abscess. The patient denied a history of perianal 
swelling, per rectal bleeding, fever, and night sweats. He had a past 
surgical history of hemorrhoidectomy 20 years ago and controlled 
diabetes mellitus as a medical background. On examination, a 
thin gentleman’s vital signs were within normal limits. Abdomi-
nal exam: soft, non-tender abdomen; rectal exam showed indura-
tion involving perianal area from 3- 5 o’clock, external opening 
of perianal fistula at 3 o’clock, with active discharge. Laboratory 
investigations (complete blood count, Renal panel, liver function 
test, coagulation profile, and RBS) were unremarkable. MRI pelvis 
showed a 7.3 x 8.1 x 10.4 cm (Figure 1) perianal U-shaped fairly 

Keywords:  
Perianal Fistula; Mucinous Adenocarcinoma



united Prime Publications LLC., https://ajsuccr.org/                                                                                                                                                 2

                                                                                                                                                                                                              Volume 8 | Issue 3

well-demarcated mass lesion with minimal surrounding inflam-
matory changes involving the ischioanal fossae, which is encir-
cling the anal canal from 2 to 10 O’clock and extending superiorly 
to mesorectal fat. It displays a low T1 signal intensity, intensely 
high T2 signal intensity, internal low T2 mesh-like septation/con-
tent, and low T2 rim with a progressive internal enhancement on 
post-contrast images. The lesion is communicating with the anal 
canal (internal opening) at the 3 o’clock position and has an exter-
nal opening at the left natal cleft. It abuts the lower sacral bones 
and bilateral obturator internus muscles and causes mass-effect 
on the anal canal, lower rectum, and prostate with no definite in-
vasion. A few prominent inguinal lymph nodes with a mildly en-

larged lymph node are seen in the left inguinal region, measuring 
1.1 cm in the short axis. There is a very low-lying simple trans 
sphincteric fibrotic perianal fistula with an internal opening at the 3 
o’clock position and an external opening at the left natal cleft. Fur-
ther assessment with colonoscopy revealed an internal opening of 
the anal fistula with discharge and external compression along the 
distal part of the rectum seen on retroflection; the reaming of the 
study was unremarkable. A decision was made for image-guided 
biopsy; the histopathology came as low-grade peritoneal mucinous 
neoplasia. Based on histopathology, the patient was referred to the 
oncology center for further evaluation and management.  

Figure 1: showing different view of perianal mass in pelvic MRI.

4. Discussion
Rosser first reported perianal mucinous adenocarcinoma arising 
from anorectal fistula in 1934; he described the criteria for diag-
nosis area:

1.	 The fistula should antedate the carcinoma by a minimum 
of ten years.

2.	 The tumor present in the rectum or anal canal should be 
due to direct extension from carcinoma in the fistula.

3.	 The internal opening of the fistula should be into the anal 
canal and not into the tumor.5 The two later criteria were fulfilled 
in our case. 

The mucinous adenocarcinoma is a rare malignancy accounting 
for only 3%–11% of anal cancer; moreover, its association with 
perianal fistula is infrequent, with few cases being reported in the 
literature.6 

The pathophysiology is believed to be dysplasia secondary to 
chronic inflammation, seen in chronic fistula with recurrent infec-
tion or the presence of inflammatory bowel disease (IBD), which 
is considered a risk factor [7-9]. Additionally, advanced age and 
male gender have higher rates of disease. 

Perianal discharge or discomfort are the common symptoms of 

clinical presentation that are nonspecific and can easily misdiag-
nosed with benign conditions (perianal fistula/ abscess) [2,10]. 

While the histologic assessment is the gold standard for diagnosis 
confirmation that showing extracellular mucinous lakes surround-
ed by well-differentiated dilated tortuous glands, nerves, and ves-
sels, the application of magnetic resonance imaging (MRI) and ul-
trasonography (US) helps in delineating the anatomy of the fistula 
tract, the characteristic imaging of the mass, detecting associated 
tumors in extramural locations [11-13]. On the other hand, colo-
noscopy might be of less significance as the majority of reported 
cases had unremarkable exams; however, ruling out the presence 
of primary or synchronous tumors is important for management 
planning [7,14].

Due to a lack of consensus, the optimal management plan remains 
controversial; surgical resection with abdominoperineal resection 
(APR) is the first line; some authors advocate for adjuvant chemo-
radiotherapy for a better outcome, while others end as palliative 
care due to delayed presentation and diagnosis [3,9,11,14-15].

5. Conclusion
In conclusion, chronic perianal fistula could represent a serious un-
derlying condition such as perianal adenocarcinoma. Thus, a high 
clinical suspicion index is required to diagnose.
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