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ABSTRACT

Objective: the endoanal sonography in female patients
with faecal incontinence is sometimes difficult and can lead to
diagnostic errors. The aim of this study is to evaluate the value
of endovaginal sonography in such cases.

Material and method: thirty female patients complaining
of faecal incontinence are included in the study. Anal en-
dosonography was performed in all of them in a single ambula-
tory session, pictures were taken from all along the anal and re-
sults were analyzed afterward. Vaginal endosonography was
then perfomed using the same equipment. Result from both
techniques were compared.

Results: endoanal sonography was performed in all 30 pa-
tients. In 17 cases no anomalies were found. In 3 patients a
simple internal anal sphincter defect was found. One case
showed a lateral lesion in both sphincters. Six cases presented
anterior external defect and in the rest 3 cases a clear view of
the anterior wall was imposible. Vaginal endosonography
shows a clear image of the anal canal in 23 out of 30 patients.
In two cases changed the results of anal endosonography.

Conclusion: in the study of faecal incontinence, despite of
its technical limitations, endovaginal ulltrasound could be of
help when the anterior wall of the anal canal is not properly de-
fined.
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INTRODUCTION

During the last decade, endoanal ultrasonography has
become a very helpful tool not only in the study of rectal
tumors (1,2) but also as a diagnostic complementary aid
for benign anal disease (3,4), mainly in patients with fe-
cal incontinence and fistula. In fact, nowadays endoanal
ultrasound, which is an easy-to-perform and well-tolerat-
ed technique, is considered an indispensable means for
evaluating the anatomy of the anal canal and has replaced
other, more uncomfortable techniques (5).

Nevertheless, on occasion, ultrasound scans of the
high and medium anterior anal canal in women cannot
obtain good images, mainly due to normal variants of the
female anatomy, which could be erroneously confused
with an anal defect (6). In this regard, endovaginal ultra-
sound has been proposed (7) as a complementary tool for
the study of fecal incontinence in females. The aim of
this study was to evaluate the actual value of endovaginal
sonography in female patients complaining of fecal in-
continence and to compare it with the worldwide accept-
ed endoanal ultrasound technique.

MATERIAL AND METHOD

Thirty patients (mean age 52 years, range 24-76 years)
seen in our outpatient clinic due to fecal incontinence are
included in the study. Of these 30 patients, 23 reported
vaginal deliveries (3 of which had sepsis from episioto-
my wounds); 4 out of 30 patients had a previous surgery
in the anal area (three cases of hemorrhoidectomy and
one fistulectomy); the other three patients complained of
rectal prolapse.

After being carefully informed about the ultrasound
examination, an ambulatory anal endosonography was
performed in all of them using the equipment and tech-
nique previously described (3). The study was started in
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the high anal canal at the level of the puborectalis muscle,
and slowly proceeded up to the anal margin. All the anal
canal structures were sequentially pictured and recorded
in our prospective database. Once the endoanal test had
been completed, the probe condom was changed and the
endovaginal study was performed following the tech-
nique and normal patterns described by Poen et al. (8)
(Fig. 1). We deemed the study satisfactory when the anal
canal could be fully imaged.

According to our aim, vaginal endosonography was
assumed to be of real value when information collected
changed therapy options or if images obtained were of a
much better quality.

Fig. 1.- Normal endovaginal ultrasound. It is possible to identify the ex-
ternal (black arrow) as well as the internal (white arrow) anal sphincter.
Ecografia endovaginal normal. Se aprecian el esfinter anal externo (fle-
cha negra) y el interno (flecha blanca).

RESULTS

Anal endosonography was safely performed in all 30
patients. Mean duration, as measured from probe intro-
duction to probe withdrawal, was 10 min (range 5-20).

Table I shows the results of the study. In 17 patients
(57%) the endoanal ultrasound test was satisfactory, with
a complete view of all anal canal components and no ab-
normalities. Three out of 30 patients showed a defect of
the internal anal sphincter in the mid anal canal, and in
one patient (the one who had had a fistulectomy) a lateral
internal and external sphincter defect was detected at the
mid and lower levels. In 6 cases (30%) anal endosonogra-
phy suggested an anterior defect in the mid-high anal
canal. In the other 3 patients, due to a very short anal
canal and loose pelvic floor, the anterior anatomy could
not be satisfactorily viewed; these three cases were la-
belled as “doubtful study” (Fig. 2).
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Table I. Results from our serie of 30 patients

Endoanal ultrasound Endovaginal ultrasound

Defect Insufficient Normal
study study
Doubtful study 3 1% 1 1
Anterior defect 6 3 2 1
AlS defect 3 1 - 2
Lateral defect of 1 - 1 -
IAS and EAS
Normal anal canal 17 - 3 14
Overall 30 5 7 18

IAS: internal anal sphincter. EAS: external anal sphincter; *: Anterior defect.

Fig. 2.- Endoanal ultrasound scan, mid anal canal. This looks like an an-
terior defect, as limited by the arrows.

Ecografia endoanal, canal anal medio. Parece existir un defecto de ta-
bique anterior, delimitado por las flechas.

Regarding vaginal endosonography, mean duration was
15 min (range 5-25) and —as showed in table I- only 23
(76%) of patients could be adequately studied. Eighteen out
of 23 had a normal examination; one of these had been pre-
viously misdiagnosed with anterior defect using anal ultra-
sonography (Fig. 3). Another of these cases had been previ-
ously labelled as “doubtful study”, and in this regard
endovaginal ultrasounds were useful to clarify diagnostic
doubts. On the other hand, two patients with an obvious in-
ternal sphincter tear on anal endosonography were erro-
neously classified as normal on the vaginal study.

DISCUSSION

The coming of anal endosonography to the study of fe-
cal incontinence has probably been the most important
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Fig. 3.- Endovaginal ultrasound in the same patient depicted in figure
2. In this scan the anal canal is normal, thus clarifying doubts arisen du-
ring the endoanal study.

Ecografia endovaginal en misma paciente de figura 2. Se aprecia clara-
mente la integridad del canal anal, despejando las dudas del estudio
endoanal.

improvement in the management of these patients during
the last decades. It is of most importance for selecting a
treatment option, and establishing the actual situation of
the anal canal sphincter, not only by the recognition of a
muscle tear but also by identifying the location and
amount of tissue involved (9). In this regard, anal en-
dosonography, a cheap, easy-to-perform and well-tolerat-
ed examination, is very useful (10).

Moreover, in well trained hands, endoanal ultrasound re-
ports a high diagnosis accuracy improving the effectiveness
of more traditional methods (11). Nevertheless, we share
the opinion of those who believe that a weakness of this
technique is the imaging of the anterior wall of the female
anal canal. Women complaining of fecal incontinence often
have a short anal canal, a wide perineum or a loose pelvic
floor, variations which hinder the identification of the anal
canal anatomy (6). For that reason it has been suggested
that the anal probe be used through the vagina in addition to
endoanal examinations in order to picture a less distorted
anatomy from a different viewpoint (7,8).

Indeed, vaginal endosonography allows to image the
anal canal with no disturbance, thus making it possible
to view the mucosal and submucosal tissue of the hem-
orrhoidal cushions as well as a thicker internal anal
sphincter (Fig. 1). However, the worth of endovaginal
ultrasound has not been established yet. For some au-
thors its use —as well as the use of anal endosonography—
is essential in the fecal incontinent woman (8), whilst
other authors think its use remains uncertain (12).

As previously reported (8,12) we also found it hard to
obtain suitable images from the anal canal by vaginal en-
dosonography due basically to a lack of good acoustic con-
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tact within the vagina. In fact, we were unable to perform
and adequate examination in 7 (23%) cases. Moreover, en-
dovaginal ultrasound was of little precision in locating lat-
eral tears. Although the internal anal sphincter is usually
shown as a clear and thick black ring, in our hands trans-
vaginal ultrasound was unable to detect 2 out of 3 defects
imaged by anal ultrasound. This could be related to a lack
of anal distension, with the fibers of this thin muscle re-
maining relaxed and thus overlapping and hiding the defect.

Apart from this, transvaginal ultrasound was of help in
3 patients (10%). In two cases it served to clarify doubts
arisen during endoanal ultrasound concerning the anteri-
or wall; in the other case no anterior defect could be diag-
nosed by anal ultrasound (Table I).

In summary, transvaginal ultrasound is a difficult-to-
perform technique that has a high rate of failures when
scrutinizing the anal canal. One in 4 patients cannot be
properly explored by transvaginal ultrasound and, as a re-
sult, this technique cannot replace endoanal ultrasound,
which remains the gold standard method for fecal incon-
tinence. However, resulting from the fact that vaginal ul-
trasound adds little cost and no more than fifteen minutes
to an anal examination —and the best diagnosis possible is
of most importance for treatment planning— it is our opin-
ion that endovaginal ultrasound should be considered an
option for women when doubts exist about the integrity
of the anterior anal canal.
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