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Fig. 1 Normal picture of
Endoanal linear echo
(posterior) . Conjoined
longitudinal muscle (LM)
is described by high echo
between the internal |
sphincter muscle (IAS)
and the external sphincter
muscle (EAS). There is a
line described by low echo
in the center, which we
named as the low echoic
line.

Fig. 3 A. sagit- 3

tal view (poste-
rior), B. coronal
view (lateral). |
The  conjoined
longitudinal mus-
cle was disco- |
vered to be de-
veloped on the
back as seen on
the ultrasound
picture.
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Local dissection for ultrasound diagnosis of anal fistula: mainly conjoined longitudinal muscle

Yasuo NAKAJIMA!, Yasunobu TSUJINAKA!, Kumiko YAMAGUCHIZ, Keiichi AKITA?
ITokatsu Tsujinaka Hospital, 2Unit of Clinical Anatomy, Graduate School, Tokyo Medical and Dental University

We conduct manual and ultrasound examination for anal fistula diagnosis. Ultrasound examination is important to diagnose the depth
of the anal fistula. In particular, the conjoined longitudinal muscle is used as an indicator to diagnose the depth of the anal fistula. For
ultrasound examination, we use three types of probes: Endoanal radial probe, Endoanal linear probe and Transcutaneous linear probe.
Conjoined longitudinal muscle is described by high echo in ultrasound examination. There is a line delineated or revealed by low echo
in the center, which we termed the low echoic line. In order to confirm whether low echoic lines described by each probe are identical,
we conducted 3D ultrasound examination and ultrasound examination using intermuscular abscess as an indicator.

By such investigations, we confirmed that the low echoic line in each ultrasound picture is identical. Low echoic lines are developed
better on the back than on the side and lines extend toward the coccyx. We made a longitudinal sample of the anal surrounding area
from the back and the side to conduct an anatomical investigation. In this investigation, the conjoined longitudinal muscle was disco-
vered to be developed on the back as seen on the ultrasound picture. Histological investigation helped us discover that the conjoined
longitudinal muscle consists of abundant fibers and smooth muscles.
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