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Perianal fistula-in-ano is a common anorectal condition; however, extension into the
scrotum is rare and may obscure the underlying anorectal source, particularly in
resource-limited settings. A 47-year-old man presented with progressive scrotal swelling,
perineal pain, and a purulent discharge. Physical examination revealed extensive perineal
infection with scrotal abscess formation and laboratory studies showed marked
leukocytosis. However, advanced imaging is not possible. Emergency surgical exploration
revealed a complex transsphincteric perianal fistula extending along perineal fascial
planes into the scrotum, forming a communicating scrotal abscess. A complete
fistulectomy, wide debridement, and abscess drainage were performed. Histopathological
examination revealed acute suppurative inflammation without evidence of malignancy.
The postoperative course was uncomplicated with progressive wound healing during
follow-up. This case highlights scrotal abscess as an uncommon presentation of advanced
perianal fistula, and underscores the importance of timely surgical exploration when

diagnostic imaging is unavailable.
INTRODUCTION

Perianal fistula-in-ano is a common anorectal disorder aris-
ing predominantly from cryptoglandular infection and rep-
resents a chronic manifestation of ongoing perianal sepsis
originating from the infected anal glands. The extent and
behavior of the fistulous tract are determined by its
anatomical relationship with the anal sphincter complex,
which underpins the distinction between simple and com-
plex fistulas and has important implications for conti-
nence-preserving management.l:2 While the majority of
fistulas remain confined to the perianal region, complex fis-
tulas may extend along established fascial planes and in-
volve adjacent anatomical compartments.2 Scrotal exten-
sion is uncommon and may dominate the clinical
presentation, mimicking primary scrotal pathology and re-
sulting in diagnostic delays and inappropriate initial man-
agement.3

Preoperative magnetic resonance imaging (MRI) is
widely regarded as the reference standard for delineating
the fistulous anatomy in complex diseases. However, in
many low-resource settings, access to advanced imaging re-
mains limited, and clinical decision-making may rely heav-
ily on physical examination and intraoperative findings.>

CASE PRESENTATION

A 47-year-old man presented with progressive scrotal
swelling associated with perineal pain, purulent discharge,
intermittent fever before admission, nausea, and constipa-
tion. The patient reported a history of intermittent anorec-

tal symptoms for approximately two years, during which he
primarily sought alternative treatment, before experiencing
progressive worsening over the two weeks preceding admis-
sion. There was no history of diabetes mellitus, tuberculo-
sis, inflammatory bowel disease, or anorectal surgery.

On admission, he was hemodynamically stable but
tachycardic, with a blood pressure of 116/70 mmHg, heart
rate of 114 beats per minute, respiratory rate of 22 breaths
per minute, body temperature of 36.6°C, oxygen saturation
of 96% on room air, and a Glasgow Coma Scale score of 15.
Laboratory evaluation revealed marked leukocytosis (21.6
x10%/mm?®; reference range, 4-11 x10%/mm3) with neu-
trophil predominance (90.0%; reference range, 51-67%),
mild anemia (hemoglobin 11.7 g/dL; reference range, 14-18
g/dL), and elevated urea level (66 mg/dL; reference range,
17-43 mg/dL). Other renal and liver function parameters
were within the normal limits.

Local examination revealed extensive perineal tissue de-
struction with necrosis, erythema, fluctuations, and foul-
smelling purulent discharge (Figure 1). Multiple coalescent
external fistulous openings were present, precluding the
clear identification of individual tracts. Scrotal examination
showed marked edema and fluctuation consistent with ab-
scess formation without evidence of inguinal hernia.

Advanced imaging studies were not performed because
of limited availability; therefore, clinical decision-making
relied on physical examination, and operative exploration
was performed as the primary means of anatomical assess-
ment.

Emergency surgical exploration revealed a fistulous tract
traversing the external anal sphincter, with anterior ex-
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Figure 1. Preoperative photograph showing severe
perineal inflammation with anterior scrotal edema and
erythema. Necrotic tissue and purulent discharge are
visible near the anal verge, indicating a probable
anorectal source of infection.

tension along the perineal fascial planes into the scrotum,
consistent with a complex transsphincteric perianal fistula.
Extensive necrotic tissue, multiple coalescent external
openings, and a large scrotal abscess communicating di-
rectly with the fistulous tract were also identified. Sphinc-
ter involvement was assessed intraoperatively, and excision
was limited to the infected and non-viable tissues. Com-
plete fistulectomy, wide debridement of necrotic tissue, and
drainage of the scrotal abscess were performed.

Histopathological examination of the perianal biopsy
specimens revealed ulcerated skin with granulation tissue
and extensive acute suppurative inflammation character-
ized by dense neutrophilic infiltrates and areas of necrosis.
No granulomatous inflammation, dysplasia, or malignant
cells were identified, consistent with cryptoglandular peri-
anal fistula.

Postoperatively, the patient received daily wound care,
and postoperative antibiotics were administered for six
days, selected in accordance with local antimicrobial pro-
tocols. The postoperative course was uneventful and there
were no infectious or functional complications. The patient
was discharged after six days of hospitalization and contin-
ued outpatient follow-up for more than one month, during
which progressive wound healing and clinical improvement
were observed.

DISCUSSION

Scrotal extension of perianal fistulas is an uncommon man-
ifestation of fistula-in-ano and has been reported only in a
limited number of adult cases.? In such presentations, gen-
ital symptoms may dominate the clinical picture, leading
to initial misattribution as primary scrotal pathology and

Figure 2. Intraoperative photograph showing a gauze
strip traversing a fistulous tract from the perianal
region to the scrotum, demonstrating direct
communication with a scrotal abscess amid inflamed
perineal tissue.

subsequent diagnostic delay. Similar to previously reported
cases, the initial presentation in our patient was dominated
by scrotal swelling and abscess formation, which obscured
the underlying anorectal source of the infection.3¢ Recog-
nition of this diagnostic pitfall is important because de-
layed identification of fistulous disease may permit ongoing
sepsis and result in more extensive local tissue destruction.

The anatomical basis for the anterior extension of the
perianal fistula can be explained by the continuity of the
perineal fascial planes. Infection originating from the anal
glands may track along the intersphincteric or transsphinc-
teric pathways and spread anteriorly through the Colles’
fascia into the Dartos fascia of the scrotum, facilitating
the formation of a communicating scrotal abscess.”-8 In the
present case, the intraoperative findings were most con-
sistent with a complex transsphincteric fistula, a classifi-
cation that is clinically relevant given its implications for
operative planning, risk of recurrence, and continence out-
comes.19

MRI is widely regarded as the reference standard for de-
lineating fistula anatomy, identifying secondary tracts, and
guiding operative planning in complex fistula-in-ano.%10
However, access to advanced imaging may be limited in
certain settings. In such circumstances, careful clinical as-
sessment combined with meticulous intraoperative explo-
ration is essential. In the present case, surgical exploration
served both diagnostic and therapeutic purposes, allowing
the identification of sphincter involvement and fistulous
extension while simultaneously achieving definitive source
control.>11

Management of complex fistula-in-ano remains hetero-
geneous, reflecting the absence of a universally accepted
optimal approach.12 A wide range of operative strategies
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has been described, including staged drainage with seton
placement, sphincter-preserving techniques, and definitive
excisional procedures. While sphincter-preserving ap-
proaches are often advocated to minimize functional im-
pairment, long-term outcome studies suggest that fistula
complexity itself is a major determinant of recurrence and
that sphincter-sparing procedures may be associated with
higher recurrence rates without consistent long-term ad-
vantages in patient-reported quality of life.13 Conse-
quently, operative decision-making should balance the risk
of functional compromise with the need for effective eradi-
cation of sepsis.

In the present case, extensive local necrosis, multiple
coalescent external openings, and a large scrotal abscess
communicating directly with the fistulous tract rendered
prolonged staged management impractical. Following indi-
vidualized risk-benefit assessment, complete fistulectomy
with wide debridement was performed to achieve definitive
source control. Although the potential risk of continence
was acknowledged, prioritization of infection control was
considered necessary to prevent ongoing sepsis and further
tissue destruction, an approach supported in complex fis-
tula cases presenting with advanced local infection.13,14

The differential diagnosis of scrotal swelling accompa-
nied by systemic inflammatory features is broad and in-
cludes Fournier’s gangrene, epididymoorchitis, hidradeni-
tis suppurativa, and primary scrotal abscess. Fournier’s
gangrene is of particular concern because of its aggressive
nature and high mortality if not promptly treated. It is typ-
ically characterized by rapid progression, extensive fascial
necrosis, severe systemic toxicity, and the need for repeated
surgical debridement, features that were not observed in
this patient.!4 The absence of testicular tenderness or uri-
nary symptoms, together with intraoperative demonstra-
tion of direct anorectal communication, further supports
the exclusion of alternative diagnoses.®

This case highlights the influence of delayed healthcare-
seeking behavior and limited diagnostic resources on dis-
ease severity at presentation. In environments with con-
strained resources, surgical practice often necessitates
adaptation to infrastructural limitations, with greater re-
liance on clinical judgment and intraoperative findings
rather than idealized diagnostic pathways. Such contextu-
alized decision making reflects real-world surgical practice
in many settings and remains essential for delivering effec-
tive care when advanced imaging and comprehensive diag-
nostic support are unavailable.>1! Therefore, early consid-
eration of an anorectal source in patients presenting with
atypical scrotal infections is critical to prevent diagnostic
delay and associated morbidity.

CONCLUSION

Perianal fistulas rarely present as scrotal abscesses, mimic-
king primary scrotal pathology. In the absence of advanced
imaging, intraoperative findings play a critical role in es-
tablishing diagnosis and guiding management. Early con-
sideration of the anorectal source and timely surgical ex-
ploration are essential to prevent ongoing infection and
morbidity, particularly in resource-limited settings.
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