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Abstract

Anal canal duplication (ACD) is the rarest congenital malformation 
of the digestive tract and is associated with other congenital mal-
formations. The clinical case reports a 40 years old woman who 
had two episodes of anal abscesses treated with surgical drainage 
within 1 year. In proctology consultation, the examination revealed a 
structure in the midline, posterior to the native anus. Pelvic magnetic 
resonance imaging and anal echoendoscopy confirmed the presence 
of a tubular structure posterior to the anal canal, compatible with 
duplication of the anal canal. The patient was proposed for surgical 
excision but refused. Seven years later, the patient had another anal 
abscess. She was again proposed for surgery and refused. Around 
60 cases of ACD are currently described worldwide. The diagnosis 
is usually made at an early stage of life. Our patient was diagnosed 
at the age of 40 years, constituting one of the most elderly patient 
diagnosed with ACD.
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Introduction

Anal canal duplication (ACD) is the rarest congenital mal-
formation of the digestive tract. It presents in 89% of cases 
as an accessory orifice in the perineum, posterior to the true 
anus [1].

Case Report

The clinical case reports a 40 years old woman who had two 
episodes of posterior medial anal abscesses treated with sur-
gical drainage within 1 year. She was referenced for proctol-
ogy consultation despite being asymptomatic. The examina-

tion revealed a structure in the midline, posterior to the native 
anus. It was tubular and cul-de-sac shaped at the digital ex-
amination. It was about 3 cm deep and 1 cm wide (Fig. 1). 
The anuscopy of the native anus did not show any abnormali-
ties.

A complementary study was performed using imaging 
exams. Pelvic magnetic resonance imaging (MRI) (Fig. 2, 3) 
confirmed the presence of a tubular structure posterior to the 
anal canal with no fistulous path to the rectal wall or anal ca-
nal. The pre-sacred space had no other anomalies. Anal ech-
oendoscopy (Fig. 4) showed a posterior orifice to the anus with 
sphincteric structures, compatible with duplication of the anal 
canal. She also performed an abdominal computed tomogra-
phy (CT) scan and CT colonography that did not show any 
morphological changes.

Upon confirmation of ACD the patient was proposed for 
surgical excision but refused. Follow-up was lost.

Seven years later the patient came back to the emergency 
department due to a new posterior anal abscess. She was again 
proposed for surgery and refused. Until the present day she 
maintains surveillance in proctology consultation, asympto-
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Figure 1. Visual inspection of the anus. The arrow points to the struc-
ture in the midline, posterior to the native anus.
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Discussion

ACD is the most uncommon congenital pathology of the di-
gestive tract and affects mainly women [1-4]. Thirty-five per-
cent of the patients are associated with other congenital mal-
formations, such as dermoid cyst, presacral teratoma, ureteral 
duplication, lumbosacral meningocele and spina bifida, among 
others [5].

Diagnosis is usually made in the first year of life by car-
egivers [1]. In some cases the diagnosis is made at a later stage 
with the appearance of infectious complications [6]. The ma-
jority remains asymptomatic [1, 4].

The history and examination of the patient are essential 
for the diagnosis of ACD. Diagnostic confirmation is made 
through imaging and/or histological specimen [1, 2]. Imaging 
tests also play a role in excluding other pathologies, such as 
pelvic MRI in the exclusion of presacral congenital malforma-
tions and fistulous pathways of the accessory anal canal to the 
anus or rectum, and abdominopelvic CT in excluding urinary 
pathology. Barium enemas and fistulography also allow to ex-
clude fistulous paths. Echoendoscopy allows the identification 
of associated sphincter structures [2].

Surgical excision is the gold standard in order to pre-
vent infectious complications and progression to cancer [3]. 
The choice of surgical procedure is individual. Stripping the 
anal mucosa with plication of the muscular wall by perineal 
route is indicated in ACD without other associated lesions. Its 
principle is to preserve anatomy and avoid the risk of anal in-
continence [1]. Excision by Kraske’s pathway is indicated in 
ACD associated with presacral mass. This approach can also 
be performed simultaneously with the perineal route. Posterior 
sagital anorectoplasty is essential in cases where perianal mal-
formations coexists [2].

Infection like anal abscess or progression to neoplasia are 
the main complications associated with the presence of ACD 

Figure 3. Pelvic MRI showing a tubular structure (arrow) posterior to 
the anal canal with no fistulous path to the rectal wall or anal canal.

Figure 4. Anal echoendoscopy showed a posterior orifice to the anus 
with sphincteric structures, compatible with duplication of the anal ca-
nal (arrow).

Figure 2. Pelvic MRI showing a tubular structure (arrow) posterior to 
the anal canal with no fistulous path to the rectal wall or anal canal.
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[1, 2, 6]. Neoplasia is the most feared complication, yet it was 
only described by Dukes and Galvin in 1956. Male individuals 
and complex anal fistulas were predominant in this subgroup 
of patients [7]. Due to the likelihood of cancer progression, 
although apparently overvalued, surveillance with anal inspec-
tion and digital examination should be maintained in patients 
who refuse surgery.

Conclusions

This case is of particular importance because of its rarity. 
Around 60 cases of ACD are currently described worldwide. 
The diagnosis is usually made at an early stage of life. The 
oldest patient reported was 50 years old. Our patient was di-
agnosed at the age of 40 years, constituting one of the most 
elderly patient diagnosed with ACD. There was no need for 
histological confirmation, since the clinic and imaging assess-
ment were assertive regarding the diagnosis of this congenital 
malformation.
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