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Abstract 
 
Background Perianal fistula accounts for 0.01% of general population and is frequently managed inadequately resulting in a 

significant morbidity. Magnetic resonance imaging (MRI) plays an essential role in the preoperative 
assessment of the disease, therefore improving post-operative surgical outcome. 

Objective To study the role of MRI in the evaluation of perianal fistula and to show the value of using contrast enhanced 
MR study in the determination of the precise tract pathway, extensions and other associated pathologies. 

Methods A cross sectional analytic study was conducted on a total of 32 patients with perianal fistulas in the MRI 
Department of Al-Imamein Al-Kadhimein Medical City, Baghdad, Iraq during the period from November 2015 
to December 2016. Patients underwent MRI examination using axial and coronal T2 weighted images with and 
without fat suppression and T1 fat suppressed sequences before and after contrast administration. The type of 
fistula, location of the internal opening, associated abscesses and/or sinus tracts and horseshoe extension 
were evaluated using different MR sequences.  

Results The most common type of fistula encountered was the inter-sphincteric type, which was seen in 21 patients 
(66%), of those patients 16 fistulas (50%) were grade I and 5 fistulas (16%) were grade II. Trans-sphincteric 
fistulas were seen in 9 patients (28%), 2 of them (6%) were grade III and 7 fistulas (22%) were grade IV. Two 
patients (6%) had extra-sphincteric type. T2 weighted TSE, T2 TSE with fat suppression and T1 weighted fat 
suppressed post contrast sequences all show significant correlation with surgical results (with p-value less than 
0.05) and the highest significance was obtained by the post contrast sequence (p-value of 0.00001). The 
highest accuracy in the diagnosis of fistula in ano was with the use of T1 enhanced fat suppressed sequence 
(98.8%) followed by 87% for the T2 fat suppression sequence and only 57% for the T2 weighted TSE sequence. 

Conclusion MRI is an essential, noninvasive tool in the preoperative assessment of perianal fistulous tracks, with the axial 
and coronal post contrast fat suppression T1 providing the highest accuracy and clinical significance with 
surgical data and therefore giving a highly promising decrement in the incidence of post-operative 
complications. 
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Introduction 

erianal fistula is an abnormal tract 
between an opening in the anal canal 
and the skin surface, and can result in 

significant morbidity. The prevalence of this 
condition is approximately 10 in 100,000, 
affecting males two to four times as frequently 
as females (1). Anorectal fistulas have been the 
subject of medical literature for over 2,500 
years (2). The use of a seton (horsehair) in the 
treatment of anal fistulas was described by 
Hippocrates (3). Actually, the assessment of P 
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fistulous extension is the most important 
clinical indication for imaging in fistula in ano. 
This is due to the fact that the perianal fistula 
can affect the anal sphincter complex; the 
subsequent surgical intervention may result in 
impaired continence (4). Therefore, identifying 
the relationship of the fistula to the anal 
sphincter is essential. It is also important to 
clarify the exact extensions of the fistulous 
tract and the presence or absence of 
associated abscesses, as missing them can lead 
to incomplete surgical management and thus 
leading to its recurrence, which is one of the 
main problems following surgery. Recurrence is 
inevitable if the internal opening was not 
correctly identified; this is because in such 
cases the original source of sepsis will not be 
eliminated, so identification of these 
parameters with proper imaging methods pre-
operatively will decrease the percentage of 
recurrence (5-8). 
In recent years, magnetic resonance imaging 
(MRI) has emerged as the leading imaging 
modality for preoperative classification of 
perianal fistulas. The first studies on 
cryptoglandular fistulas were performed with 
body-coil MRI and the true potential of MRI in 
detection of fistulas became evident (9,10). MRI 
is now considered by many to be the gold 
standard in assessing and classifying anal 
fistulas and is equal or superior to examination 
under anesthesia (10-12). MRI provides accurate 
information on the anatomical plane in which 
the fistula is located as well as on the 
relationship between the fistula track and anal 
sphincters, pelvic floor and the levator ani 
muscle (13), with accuracies reported up to 93% 
in classifying fistulas and 96% in delineating 
abscesses (14,15). MRI examinations performed 
with body phased-array coils require no special 
patient preparation and are well tolerated. 
Advantages of the body phased-array coils 
include a larger field of view, which prevents 

fistula extensions from being overlooked. An 
important advantage of MRI is the multiplanar 
capability. The imaged volume should extend 
to the levators, include the whole presacral 
space and the entire perineum, which are 
common sites for extensions (16). Preoperative 
MRI has shown to reveal additional and 
clinically relevant information, thereby 
reducing recurrence rates after fistula surgery 
(9). MRI can be used to evaluate the activity of 
fistulas, which is a significant factor for 
determining the therapeutic strategy (17,18). 
Although active fistulas appear hyperintense 
on T2-weighted images (T2WI), in some cases, 
hyperintensity of fistulas may be related to 
edema (19). Increased enhancement on T1-
weighted images (T1WI), after intravenous 
administration of gadolinium-based contrast 
material, is generally considered indicative of 
active inflammation (19,20). Theoretically higher-
field-strength MRI provides a better signal-to-
noise ratio, which can be used to achieve 
increased temporal resolution, decreased 
imaging time, and increased spatial resolution. 
The increased spatial resolution has the 
potential to improve lesion visibility, although 
comparative studies with 1.5-T or 3.0-T have 
not been reported on (21). 
 
Classification of perianal fistula 
Two main classification systems are used in 
classifying and grading ano rectal fistula; the 
classification proposed by Parks et al. (22) in 
1976, which was made for surgical use, and the 
St. James University Hospital classification (6), 
which was established based on MRI 
examination. 
The aims of this study are to evaluate the role 
of MRI in the evaluation of perianal fistula and 
to show the value of using contrast enhanced 
MR study in the determination of the precise 
tract pathway, extensions and other associated 
pathologies. 
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Table 1. Parks classification of anorectal fistula (22) 
 

Type of fistula Description 

Inter-sphincteric 
Limited to intersphincteric plane, not piercing external sphincter or 
levator muscles 

Trans-sphincteric Passes through the external sphincter 

Supra-sphincteric 
Track courses upward within the intersphincteric plane to pass over 
Puborectalis muscles and descends through levator muscles to the 
ischioanal fossa 

Extra-sphincteric Course is totally outside the external sphincter 

 
 

Table 2. St. James University Hospital MRI classification system of perianal fistula (6) 
 

Grade Description 

1 Simple linear inter-sphincteric fistula 

2 
Intersphincteric fistula with intersphincteric abscess or secondary 
fistulous track 

3 Tran-sphincteric fistula  

4 
Trans-sphincteric fistula with abscess or secondary track within the 
ischioanal or ischiorectal fossa  

5 Supralevator and translevator disease 

 
 

Methods 
This cross sectional analytic study was 
conducted in the MRI Department of Al-
Imamein Al-Kadhimein Medical City, Baghdad, 
Iraq during the period from November 2015 to 
December 2016. Forty-one patients with age 
range of 16-76 years with clinical suspicion of 
perianal fistula were referred from the surgical 
outpatient clinic. All of the patients presented 
with signs and symptoms of one or more of the 
following: perianal discharge, pain, perianal 
swelling and induration, they found to have 
one or more external openings during their 
clinical examination. Those patients were 
examined by MRI and 9 of them were excluded 
from this study because they showed no 
fistulous tracts (5 of them had pure peri-anal 
abscesses and 4 had peri-anal sinuses), the 
remaining 32 patients included in the study 
had perianal fistulas, they were 25 males and 7 
females. 

 
Exclusion criteria 
No visible external orifice, patients with only 
perianal abscesses or sinuses, but had no 
evidence of fistula and patients with general 
contraindications for MRI (e.g. Patients with 
metallic shells or cardiac pacemakers and 
claustrophobic patients). 
 
Imaging technique 
All patients were evaluated by contrast 
enhanced pelvic MRI. The MRI examinations 
were performed with Achieva 3 Tesla MR 
Scanner Philips medical system, Netherland. 
Examination was performed using body surface 
coil, each patient was placed in a supine 
position. Distal rectum, anal canal, the internal 
and external sphincters, ischioanal fossa, 
levator muscle, supralevator space and the 
subcutaneous tissue in the perineal region 
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were all included in the imaging volume. The 
following sequences were done for all patients: 
1. T1 weighted fat suppression images in 
oblique axial and coronal planes with the 
following parameters: Repetition time (TR)= 
400-600 mSec, Echo time (TE)= 5-10 mSec, slice 
thickness (4-5 mm) gap (0.5-1 mm), field of 
view (370-430 mm) and a flip angle of 90 
degrees. 
2. T2 weighted images with and without fat 
suppression in oblique axial and coronal planes 
with the following parameters: TR= 4000-5000 
mSec, TE 100-130 mSec, slice thickness (4-5 
mm) gap (0.5 -1 mm), field of view (370-430 
mm) and a flip angle of 90 degrees. 
3. Repeated T1 weighted fat suppression 
images in oblique axial and coronal planes after 
intravenous manual injection of 0.1 mmol/kg 
body weight of gadolinium-based contrast 
agent.  
Since the anal canal is tilted 45 degrees 
anteriorly in the sagittal plane so it was 
necessary to obtain oblique axial and coronal 
images that are oriented perpendiculars and 
parallel to the anal canal respectively. 
Therefore, we used a sagittal T2 single shot 
image with centerline along anal canal serving 

as a localizer for the subsequent sequences 
(figure 1 a and b). 
 
Image analysis 
The following parameters were evaluated with 
the mentioned MRI sequences: the type of the 
fistula, location of internal opening, associated 
abscesses and/or sinus tracts, horseshoe 
extension as well as any associated 
inflammatory changes. The type of the 
fistulous tract was analyzed and graded 
according to the St. James University Hospital 
MRI classification system (6). The 
transphincteric fistula was further sub 
classified into low or high levels according to 
the degree of involvement of the external 
sphincter (this is important because of 
different management between low and high 
levels fistula from the surgical point of view). In 
low type fistula, the lower third of the anal 
sphincter is involved while the involvement of 
the upper two thirds indicate a high fistulous 
type. The location of the internal opening was 
identified in the axial images using the anal 
clock as shown in figure 1c.     
 

 
 

Figure 1. Single shot T2 weighted pelvic MRI sagittal section display the planning for acquisition 
of oblique axial (a) and oblique coronal (b) scans at an angle of 45o to the midline such that the 
images are orthogonal and parallel to the anal canal. (c)  Axial T2-weighted MRI of the perineum 

showing the anal clock. NC = natal cleft, AP = anterior perineum, R = right aspect of the anal 
canal and L = left aspect of the anal canal (5) 

 
The fistulous track was differentiated from 
abscess by using criteria of Laniado et al. (23), in 
which fistulas were defined as being fluid filled 
tubular structures with a diameter smaller than 
10 mm and abscesses were larger than 10 mm. 

Air pockets within the fluid collection favor 
abscesses. Horseshoe fistula was considered if 
it crosses the midline to the contralateral side. 
Surgical confirmation of the diagnosis was 
obtained for all the patients except two where 
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the diagnosis was based on MRI results. Those 
2 patients had extra sphincteric fistulas (they 
were known case of Crohn's disease).  Surgery 
was not done for these 2 cases due to high risk 
of complications, therefore MR imaging 
characteristics and fixed anatomical landmarks 
were used in identifying and classifying these 
fistulas. 
 
Statistical analysis 
The collected data were tabulated and 
analyzed using Microsoft Excel 2010. The 
categorical data were presented as frequency 
and percentage tables. P-value was used to 
attain the significance of each MRI sequence in 
identifying perianal fistula and its associated 
findings in correlation to surgical results (p-
value less than 0.05 was considered a 
statistically significant correlation). Regression 
data analysis was used to calculate p-value for 
each MRI sequence. The overall accuracy rate 
was also calculated for each MRI sequence. 
 
Results 
Thirty-two patients had perianal fistulas 
confirmed by their MRI examinations and 
subsequent surgical results were included in 
this study, they were 25 males (78%) and 7 

females (22%) with male: female ratio of 3.5:1.  
The most common type of fistula encountered 
was the inter-sphincteric type, it was seen in 21 
patients (66%) (16 fistulas (50%) were grade I 
and 5 fistulas (16%) were grade II). Trans-
sphincteric fistulas were seen in 9 patients 
(28%) (2 of them (6%) were grade III and 7 
fistulas (22%) were grade IV, of all the trans-
sphincteric type fistulas, 3 were low in type and 
6 of them were high type fistulas). Two 
patients (6%) had extra-sphincteric type (grade 
V according to MRI grading system). No supra-
sphincteric fistulas were encountered in this 
study. These findings were shown in fig.2 A and 
B. 
Associated abscesses were found in 10 cases 
and were all equally detected on T2 fat 
suppression and post contrast fat suppressed 
sequences with detection rates of 100 %, 8 of 
these 10 cases were seen on T2 TSE (80%) and 
was detected on T1 TSE in 7 cases (70%) only. 
Associated secondary tracts were seen in 11 
cases, best detected by post contrast fat 
suppressed sequence (100%). Approximately 
half of them were detected on T2 fat 
suppression (54%), whereas only 27% and 18% 
was their detection rate on T2 TSE and T1 TSE. 

 

 
 

Figure 2. A: frequency and percentage of different types of perianal fistulas according to Parks 
classification. B: Frequency and Percentage of different grades of perianal fistula according to 

MRI grading system 
 

The internal opening was seen in 29 patients 
and missed in 1 case that had been proven to 
be present according to surgical results later 

on. The two cases of the extrasphincteric type 
already do not have an internal opening as it 
bears no relationship to either of the 
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sphincters or the anal canal. The internal 
openings were clearly depicted by post 
contrast fat suppression sequence (96.6%), on 
T2 fat suppression sequence (90%), less 
accurately seen by T2 TSE (56%), and detected 

on T1 TSE in only (16.6%). Most common 
locations were found to be at the 6 O'clock (in 
48.2% of cases) followed by 5 o'clock in 13.7%, 
as shown in table (3). 
 

 
Table 3. Distribution of locations of internal opening on MRI axial images in patients with 

perianal fistula (No.=29) 
 

Location No. of cases Percentage 

6 o'clock 14 48.2 
5 o'clock 4 13.7 

12 o'clock 3 10.3 
1 o'clock 3 10.3 
2 o'clock 2 6.8 
7 o'clock 2 6.8 
8 o'clock 1 3.4 

Total 29 100 

 
Horseshoe fistulous extension were seen in 3 
cases and were all detected on post contrast 
fat suppression and T2 fat suppression (100 %), 
2 of them were seen in T2 TSE (66.6%) and only 
one-horse shoe extension was seen in T1 TSE 
(33.3%).  
Regression analysis was used to evaluate the 
significance of each MR sequence and p-value 
was obtained for each one of them. T1 TSE 
showed no significant correlation with the 
surgical results in depicting pathologies with a 
p-value of 0.169 and accuracy rate of 36%; 
however, its role was important in 
demonstrating anatomy of the perianal region. 

T2 TSE showed a significant correlation with a 
p-value of 0.007, but it showed a diagnostic 
accuracy of 57%. A more significant correlation 
was obtained by using T2 fat suppression axial 
and coronal sequences with a p-value of 0.001 
and it showed accuracy rate of 87%. The 
contrast enhanced axial and coronal fat 
suppressed T1 showed the strongest 
significance with the surgical results and 
revealed a p-value of 0.00001 and it had the 
highest accuracy rate of 98.8%, as shown in 
table (4). Fig. 3, 4, 5 and 6 show some selected 
images from this study. 

 
Table 4. Significance and accuracy rates of different MRI sequences in the depiction of perianal 

fistula and its associated findings in correlation with surgical results (No.=32) 
 

Parameters No. T1 TSE T2 TSE T2 fat sat T1 PC fat sat 

Primary tract 32 16 (50%) 19 (59%) 29 (90.6%) 32 (100%) 
Associated abscesses 10 7 (70%) 8 (80%) 10 (100%) 10 (100%) 

Secondary tract 11 2 (18%) 3 (27%) 6 (54.5%) 11(100%) 
Internal opening 30 5 (16.6%) 17 (56%) 27 (90%) 29 (96.6%) 

Horseshoe extension 3 1 (33.3%) 2 (66.6%) 3 (100%) 3 (100%) 

P value  0.169 0.007 0.001 0.00001 

Accuracy rate  36% 57% 87% 98.8% 
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Figure 3. Axial (a) and coronal (b) fat suppressed PC T1 of 43 years old male presented with Rt. 
sided perianal discharge shows a grade I simple intersphincteric fistula (green arrow) with 
internal opening at 9 o’clock, the external (yellow arrow) and the internal (red arrow) anal 

sphincters. C and d are images of another 44 years old male patient presented with Rt. sided 
perianal discharge. A grade I intersphincteric fistula was not clearly depicted on the axial T2 fat 

suppression (c), but certainly seen on axial fat suppression PC T1 (d) (green arrow) 
 
 
 

 
 

Figure 4. 38 years old male patient presented with signs and symptoms of perianal fistula. A 
grade III trans-sphincteric fistula (a) T2 axial, (b) T2 fat suppression axial, (c) and (d) T1 post 
contrast with fat suppression of the same patient showing a simple trans-sphincteric fistula 

(arrow) with internal opening at 6 o’clock 
 
 
 

 
 

Figure 5. A 48 years old poorly controlled diabetic patient presented with left paramedian 
perianal discharge. (a-d) are coronal and axial contrast enhanced fat suppressed T1 showing a 

left sided high type tras-sphencteric fistula that crosses the midline (horseshoe extension "thick 
arrows") and showing two side branches (thin arrow) … This was a grade IV fistula 
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Figure 6. A 32 years patient who is a known case of crohn’s disease showing a series of 
consecutive slices of coronal fat suppressed contrast enhanced T1 (a-c) and axial T1 enhanced 

fat suppressed sequence(d). There is a wide extrasphincteric fistulous tract (thick arrow) 
extending from the pelvis crossing the left levator anus muscle (star) and occupying the upper 

aspect of the ischioanal fossa, it also sends a side branch across the midline (horseshoe 
extension) and continues as abscess inferiorly (d). This was grade V fistula. There is 

enhancement of the wall of the lower rectum denoting associated proctitis 
 

Discussion 
The perianal fistulas have been described for 
centuries and were known to Hippocrates. This 
condition received more attention when 
Frederick Salmon started the St. Mark’s 
Hospital in London in 1835, which was 
dedicated exclusively to patients suffering from 
perianal fistulas and other rectal diseases (13). 
Halligan et al. (19) stated that the perianal fistula 
predominantly affects young adults, and males 
are more commonly involved than females. 
This was in agreement with the results of this 
study, which showed the mean age of the 
affected patients was 35 years with a male: 
female ratio of 3.5:1. Our results were also 
similar to those reported by Sainio et al. (1) and 
Lunniss et al. (24). 
According to Parks classification (22), we found 
that the intersphincteric fistula was the most 
common type encountered, it was seen in 21 
patients out of a total of 32 (66%) and the 
trans-sphincteric fistula was the second most 
common type seen in 9 patients (28%), these 
results were approximately similar to that of de 
Miguel Criado et al. (5), their study were done 
44 patients with fistulas, 60% were 
intersphincteric and 33% were trans sphincteric 
in types. Moreover, we further characterized 
the trans sphincteric fistulas into high and low 
types according to the degree of involvement 
of external sphincter (25), this is important 
because of different management between 

high and low levels fistula, thus affecting 
patient's outcomes. 
In this study, the grades of fistula were 
identified by using the St James’s University 
Hospital classification. Grade I was the 
commonest category seen (50%), this was 
higher than that of Mohamed et al. (26), which 
was 37.5% in their study, but was similar to 
Khan et al. (27) who found that grade I fistulas 
were also seen in 50%. In contrast to Adurthy 
et al. (28) who found that type III was the most 
common and encountered in 46% in their study 
that included 26 patients and carried out in 
India, this difference may be attributed to the 
increased number of diabetic patients that led 
to more aggressive disease progression and 
later presentation. 
The exact location of the primary tract whether 
in the ischioanal fossa or intersphincteric plane 
was most easily seen on axial images. The 
location of the internal opening according to 
the anal clock was also seen in this plane. We 
can differentiate trans-sphincteric from 
intersphincteric fistula by the presence or 
absence of external anal sphincter disruption. 
Coronal plane on the other hand is better in 
depiction of levator plane, thus allowing 
confident differentiation of supralevator from 
infralevator extension of the fistulas. 
Therefore, both axial and coronal sequences 
are required to provide all the important 
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details needed. These were also in agreement 
with the findings of Stoker et al. (29). 
Associated perianal abscesses were found in 10 
cases and were all equally detected on T2 fat 
suppression and post contrast fat suppressed 
sequences with detection rates of 100%. This 
finding was in agreement to what had been 
obtained by Mohamed et al. (26) with detection 
rates of 100% in these sequences. Regarding 
the associated peri-anal secondary tracts, they 
were seen in 11 cases, best detected by post 
contrast fat suppressed sequence (100%). This 
was comparable to the findings of Mohamed et 
al. (26) and Khan et al. (27) in which their 
detection rates were 100% and 94.4% 
respectively. It has been shown that MRI is 
more successful at showing secondary tracks 
than both digital examination and surgery (29). 
Concerning the internal opening detection, out 
of 30 patients studied, the internal opening 
was seen in 29 patients and missed in 1 
patient, which was evident during subsequent 
surgery, this may be attributed to the various 
anatomical or functional conditions such as 
small or narrow opening or it may be 
intermittently closed at the time of MRI 
examination. Similar findings were seen in a 
previous study done by Yildirim et al. (30), three 
internal openings were missed in their study 
which was performed on 26 patients.  
The detection rate of the internal opening in 
this study was 96% on fat suppressed post 
contrast T1 and 90% on T2 fat suppressed 
sequence, These findings were comparable to 
that of Singh et al. (31), 46 internal openings 
were accurately detected out of 48 Cases 
(detection rate of 96% on fat suppressed 
enhanced T1), our results were also close to 
that of Mohamed et al. (26) where the detection 
rates in were 100% and 91% on T1 enhanced 
fat suppression and T2 fat suppression 
sequences respectively, however our detection 
rate and was slightly lower than the results of 
Khan et al. (27) where the  detection rates was 
100% on T1 post contrast sequences. We found 
that the most common location of the internal 
opening was in the region of 6 O’clock (seen in 
48%), this was slightly lower than that seen by 
Mohamed et al. (26) (50%) and Yildirim et al. (30) 
(57%). 

Horseshoe fistulous extension were seen in 3 
cases and were all detected on post contrast 
fat suppressed T1 and T2 fat suppression 
sequences with a detection rate of 100% in 
each sequence, this was identical to the results 
obtained by Yildirim et al. (30). (Detection rates 
of 100% in each sequence) and Mohamed et al. 
(26) (with detection rates of 95% in T2 fat 
suppression and 100% in fat suppressed 
enhanced T1).  
We had seen that T2 fat suppression and T1 fat 
suppressed enhanced image had exactly the 
same detection rate (100%) regarding 
recognition of peri-anal abscesses and track 
horseshoe extensions, these results were 
similar to that of Singh et al. (31) were the 
detection rate was 100% for both parameters. 
Our results were also comparable to the results 
of Mohamed et al. (26) where both sequences 
were equally (100%) detect peri-anal 
abscesses, but there was slight increase in the 
detection of horseshoe extension seen with 
enhanced fat suppressed T1 compared with 
the T2 fat suppression sequence. However, we 
had concluded that T1 fat suppressed 
enhanced sequences had higher detection rate 
than T2 fat suppressed images regarding 
primary tracts, secondary extensions and 
internal openings, but still both sequences gave 
significant correlation with surgical results with 
p-values of less than 0.05. However, the 
accuracy rate of the T2 fat suppressed 
sequence was 87% in contrast to the 98% 
achieved by the post contrast sequence. The 
post contrast study was even more significant 
than fat suppressed T2 (p-values of 0.00001 
and 0.001 respectively). These were in 
agreement with the study of Mohamed et al. 
(26) who attained a significant correlation for 
these two sequences (with a p values of less 
than 0.05) and even higher significance in using 
contrast MRI (with a p-value of less than 
0.001). Their results showed a diagnostic 
accuracy of 99.4% for post contrast fat 
suppressed T1 TSE. Our results were also 
comparable to the results of Mazroa et al. (32) 
and Daabis et al. (33), they found the diagnostic 
accuracy of post contrast sequence in the 
detection of perianal fistula to be 97.3% and 
95% respectively.  
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Finally, this study had shown that the T2 fat 
suppression had no added diagnostic 
information to that shown by the contrast 
enhanced MR imaging. This was in agreement 
with the results of Spencer et al. (20), however 
radiologists who are not routinely deal with MR 
interpretations of peri-anal fistulas, may 
benefit from both sequences in interpreting 
their data. 
This study concluded that MRI is an essential, 
noninvasive tool in the preoperative 
assessment of perianal fistulous tracks and 
clarifying the presence or absence of other 
associated complications. Using St James’s 
University Hospital MRI-based grading system 
provides more detailed information regarding 
the primary track as well as its secondary 
extensions and associated abscesses. This will 
help in deciding the suitable way of 
management and hence decreasing the 
incidence of recurrence and improving the 
patients’ outcome. Axial and coronal contrast 
enhanced fat suppressed T1 showed highly 
significant and accurate correlation with 
surgical findings and was superior to other MRI 
sequences in showing hidden tracks and 
internal orifice locations. 
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