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Abstract
BACKGROUND: Perianal and anal region lesions are mostly benign, typically polypoid formations seen adjacent 
and distal to the anal canal. Fibroepithelial anal polyps are benign lesions commonly found in the perianal region, 
composed of squamous epithelium and subepithelial connective tissue. Despite their benign nature, excision may be 
necessary in cases where they cause pain, progressively increase in size, or give rise to suspicion of an infectious 
or malignant disease, as well as during treatment for accompanying perianal conditions. Follow-up of the pathology 
results for all removed lesions is important, as the patient’s follow-up and treatment process may vary based on the 
pathology results. Based on this perspective, patients who underwent excision of perianal lesions during surgery for 
a preliminary diagnosis of benign anorectal diseases were retrospectively evaluated in our clinic. The importance of 
the excision and pathological examination of these lesions was discussed based on the results.

AIM: The study retrospectively evaluated patients who underwent surgery for anal fistula, anal fissure, or palpable 
lesions in the anal or perianal area and had accompanying lesions that were pre-diagnosed as sentinel tags excised.

MATERIALS AND METHODS: The patients who underwent surgery due to anal, perianal lesions, anal fistula, 
or anal fissures in the general surgery clinic were retrospectively evaluated between January 2017 and February 
2022. Their medical history, surgical notes, and pathology results were reviewed. Patients who underwent excision 
of lesions from the perianal and anal regions were evaluated. The age, gender, pathology results, pre-operative 
diagnoses, number and size of polyps, and the presence of concomitant hemorrhoids, anal fissures, and fistulas 
were recorded. The Number Cruncher Statistical System (NCSS) 2020 Statistical Software (NCSS LLC, Kaysville, 
Utah, USA) program was used for statistical analysis for the evaluation of the findings obtained in the study.

RESULTS: A total of 49 patients were evaluated. Three patients were excluded from the study as their pathology 
results were not recorded, even though a lesion excision was mentioned in their surgical notes. One patient who 
underwent surgery for an incisional biopsy was also evaluated separately. Of the patients, 20 were female and 
25 were male. The average age of the patients was 41 (ranging from 21 to 86 years old). The average diameter 
of the excised polypoid lesions was 1.29 cm. When the final pathology results of the cases were reviewed, it was 
found that 37.8% (n = 17) had anal condyloma, 35.6% (n = 16) had fibroepithelial polyp, 8.9% (n = 4) had pyogenic 
granuloma, 4.4% (n = 2) had hemorrhoid, 4.4% (n = 2) had inflammatory polyp, 2.2% (n = 1) had multiple squamous 
papilloma, 2.2% (n = 1) had basal cell carcinoma, 2.2% (n = 1) had hypertrophic anal papilla, and 2.2% (n = 1) had 
pilonidal sinus. One notable result was that, despite the pre-operative diagnosis not being malignant, one patient 
had a pathology result of basal cell carcinoma. In addition, it is important to note that low-grade dysplasia was also 
detected in a patient with anal condyloma.

CONCLUSION: While perianal and anal lesions are generally benign, it is noteworthy that malignant cases can still 
occur, although rarely. Therefore, it is important to subject every excised perianal and anal lesion to pathological 
evaluation, as it is crucial for the proper follow-up and treatment of patients.
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Introduction

Perianal and anal lesions, mostly in the form 
of polypoid structures, are predominantly benign. 
Fibroepithelial polyps (FEPs) are the most commonly 
observed lesions in this area. They are also referred to as 
hypertrophic anal papillae or skin tags and originate from 
the squamous epithelium and subepithelial connective 
tissue. They mostly develop as a reaction to infection, 
inflammation, and irritation [1], [2]. There is no significant 
difference in the incidence of FEPs between men and 
women [3]. Hemorrhoids and anal fissures create a pre-
disposition for FEP formation and are also benign lesions. 

These conditions can cause symptoms such as burning, 
stinging, and itching. Polypoid structures in the perianal 
area usually present with palpable masses, whereas 
lesions in the anal canal can sometimes be detected 
only through straining or by causing discomfort in the 
anal region. In the literature, cases of anal canal polyps 
causing mechanical obstruction have also been reported 
[4]. Particularly, if polyps related to the anal canal are 
detected during a physical examination, it is appropriate 
to evaluate the colon for additional pathologies through 
endoscopic examination. If there is no concomitant 
pathology, the treatment is local excision.

Lesions commonly observed in the perianal 
and anal regions, apart from FEP, include condyloma, 
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inflammatory polyps, granulomatous lesions, and 
malignancies. Treatment modalities for these diagnoses 
vary according to the patient and diagnosis.

Although FEP is frequently observed in 
the perianal area, other lesions can also be seen. 
Condylomas and anal malignancies are pathologies 
that can be seen in both the anal canal and perianal 
area [5]. Condyloma acuminata is a disease that is 
mostly transmitted sexually. Clinically, its appearance in 
the anal area can be in the form of multiple cauliflower-
like lesions or a single lesion that resembles FEP.

Anal region malignancies are rare but important 
pathologies to consider in the differential diagnosis of 
perianal lesions. Anal cancers constitute approximately 
1–4% of all colorectal cancers. Malignant lesions that 
can be seen in the anal region include squamous cell 
carcinoma, adenocarcinoma, neuroendocrine carcinoma, 
basal cell carcinoma, and malignant melanoma [6].

Perianal and anal region lesions are mostly 
benign formations that are rarely observed but are 
important in terms of diagnosis and treatment as they 
can cause symptoms such as pain, itching, discomfort, 
or palpable lesions. However, it should be noted that 
malignancies can also be observed. In addition, it 
should not be forgotten that pathological evaluation 
of the excised specimen is important for differential 
diagnosis and treatment planning.

Materials and Methods

The study retrospectively evaluated patients 
who underwent surgery for anal fistula, anal fissure, 
or palpable lesions in the anal or perianal area and 
had accompanying lesions that were pre-diagnosed 
as sentinel tags excised, between January 2017 and 
February 2022 at the Department of General Surgery. 
Patient history and surgical and pathological notes were 
analyzed. The patient’s age, gender, pathology results, 
pre-operative diagnosis, whether colonoscopy was 
performed in the pre-operative period, the number and 
diameter of polyps, and any concomitant hemorrhoids, 
anal fissures, and fistulas were recorded. The pathology 
results of perianal polypoid lesions were reviewed with 
the number of polyps, diameter, and accompanying 
perianal diseases based on the findings.

Statistical analysis

The Number Cruncher Statistical System 
(NCSS) 2020 Statistical Software (NCSS LLC, Kaysville, 
Utah, USA) program was used for statistical analysis 
for the evaluation of the findings obtained in the study. 
Descriptive statistical methods such as mean, standard 
deviation, median, min, and max values were used to 

evaluate quantitative variables, whereas frequency and 
percentage were used for qualitative variables. The 
suitability of the data for normal distribution was evaluated 
using the Shapiro–Wilks test and Box Plot graphics.

A student t-test was used for the evaluation 
of two quantitative groups that showed a normal 
distribution. Mann–Whitney U-test was used for the 
evaluation of variables that did not show a normal 
distribution between the two groups. The Chi-square 
test, Fisher’s exact test, and Fisher Freeman–Halton 
test were used for the comparison of qualitative data.

The results were evaluated at a confidence 
interval of 95% and a significance level of p < 0.05.

Results

In the study, a total of 45  cases were 
retrospectively analyzed in the general surgery clinic 
between January 2017 and February 2022, of whom 
55.6% (n = 25) were male and 44.4% (n = 20) were 
female. The age of the cases ranged from 21 to 
86 years, with a mean of 42.80 ± 12.75.
Table 1: Distribution of descriptive characteristics
Characteristics n (%)
Gender

Male 25 (55.6)
Female 20 (44.4)

Age
Mean±standard deviation 42.80±12.75
Median (min‑max) 41 (21–86)

When the pre-operative diagnoses of the 
cases included in the study were reviewed, it was found 
that 66.7% (n = 30) were FEPs and polypoid lesions, 
whereas 33.3% (n = 15) were condyloma.

As for the final pathology results of the cases, it 
was seen that 37.8% (n = 17) had anal condyloma, 2.2% 
(n = 1) had basal cell carcinoma, 35.6% (n = 16) had 
fibroepithelial polyp, 4.4% (n = 2) had hemorrhoid, 4.4% 
(n = 2) had inflammatory polyp, 2.2% (n = 1) had multiple 
squamous papilloma, 2.2% (n = 1) had hypertrophic 
anal papilla, and 8.9% (n = 4) had pyogenic granuloma.

The concordance rate between pre-operative 
diagnoses and final pathology results was 77.7% 
(n = 35), while 22.2% (n = 10) had different diagnoses.

On analysis of the patients’ complaints, it was 
found that 40% (n = 18) reported pain, 53.3% (n = 24) 
presented with palpable lesions, 13.3% (n = 6) reported 
bleeding, 40% (n = 18) experienced swelling, 11.1% 
(n =  5) reported anal discharge, and 20% (n = 9) 
complained of itching.

Among the study participants, 40.9% (n = 19) 
had a single polyp, while 59.1% (n = 26) had multiple 
polyps.

It was observed that 57.8% (n = 26) of the 
cases had concurrent perianal disease, with 34.6% 
(n = 9) presenting with hemorrhoids, 30.8% (n = 8) with 
perianal fistula, and 34.6% (n = 9) with anal fissure.
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The rate of concomitant perianal disease in 
patients with a pathological diagnosis of condyloma was 
found to be statistically significantly lower compared 
to those with other pathological diagnoses (such as 
fibroepithelial neoplasm and inflammatory polyp) 
(p = 0.003; p < 0.01).

The size of the polyps varied between 0.2 and 
3 cm, with an average size of 1.29 ± 0.76 cm.

There was no statistically significant difference 
in terms of gender and age among patients diagnosed 
with anal condyloma (p > 0.05). However, the rate 
of multiple polyps in patients diagnosed with anal 
condyloma was found to be statistically significantly 
higher than those without anal condyloma (p = 0.013; p 
< 0.05) (Figure 1).

Discussion

The anal canal can be defined in two different 
ways: Surgical anal canal and anatomical anal canal. 
The surgical anal canal starts from the anorectal ring 
formed by the puborectalis muscle and extends to the 
anal verge, located approximately 2  cm distal to the 
dentate line. The anatomical anal canal, on the other 
hand, lies between the dentate line and the anal verge. 
It is approximately 2.5–3 cm long. The perianal region 
encompasses the area surrounding the anal verge [7].

Although lesions in the distal area are rare, 
perianal and anal canal lesions are pathologies of clinical 
importance. These lesions are mostly benign and polypoid, 
but malignancy can also be a possibility. They can be 
classified as non-neoplastic, neoplastic, inflammatory, and 
cystic. Non-neoplastic lesions include FEPs, endometriosis, 
and hemorrhoids; neoplastic lesions include carcinomas, 
sarcomas, and melanomas; inflammatory lesions include 
condylomas and granulomatous infections; and cystic 
lesions include dermoid and epidermoid cysts.

FEPs are the most commonly encountered 
non-neoplastic lesions in this region. FEPs can also be 

found in skin folds such as the axilla, inguinal area, and 
neck. They are observed in up to 25% of the population 
and their incidence increases with age. There is no 
significant difference between men and women in 
terms of FEP occurrence throughout the body [8]. In the 
anal region, they can be referred to as hypertrophied 
anal papilla or skin tags. These lesions arise from 
squamous epithelium and subepithelial connective 
tissue. They mostly develop in response to infection, 
inflammation, and irritation [1]. They often present with 
symptoms such as pain, itching, bleeding, discharge, 
and palpable lesions due to the accompanying benign 
perianal disease. These complaints were also present 
in varying degrees in the cases of our study (Table 3).

Table 3: Distribution of disease‑related features

Variable n (%)
*Complaint

Pain 18 (40.0)
Palpable lesion 24 (53.3)
Bleeding 6 (13.3)
Swelling 18 (40.0)
rectal discharge 5 (11.1)
Itching 9 (20.0)

Number of polyps
Single 19 (40.9)
Multiple 26 (59.1)

Concomitant perianal disease
None 19 (42.2)
Existent 26 (57.8)
Hemorrhoids 9 (34.6)
Perianal fistula 8 (30.8)
Anal fissure 9 (34.6)

Polyp size (cm)
Mean±standard deviation 1.29±0.76
Median (Min‑Max) 1 (0.2–3)

*More than one complaint is present.

FEPs are generally millimetric lesions, but 
can also present in larger sizes. Lesions larger than 
15  cm have been reported in axillary and vulvar 
areas [9],  [10]. In the cases presented in the study, 
the smallest polypoid lesion size was 0.2  cm, while 
the largest lesion size was recorded as 3  cm. The 
average polyp size was 1.29  cm (Table  3). One 
patient had a broad-stem polypoid lesion with a 2.5-
cm diameter. To exclude other pathologies and assess 
their size, magnetic resonance imaging was performed 
preoperatively (Figure 2). The result of the pathology 
evaluation of this lesion was a FEP.

Figure 1: Distribution of the number of polyps of anal condyloma and 
perianal polypoid lesions

The pathogenesis of FEPs involves chronic 
irritation and inflammation. They arise from the epithelium 

Table 2: Distribution of pre‑operative preliminary diagnosis 
and pathology results
Diagnosis and pathology n (%)
Pre‑operative preliminary diagnosis

Fibroepithelial polyp
Condyloma

30 (66.7)
15 (33.3)

Pathology
Condyloma
Fibroepithelial polyp
Pyogenic granuloma
Hemorrhoids
Inflammatory polyp
Hypertrophic anal papilla
Multiple squamous papilloma
Pilonidal sinus
Basal cell carcinoma

17 (37.8)
16 (35.6)
4 (8.9)
2 (4.4)
2 (4.4)
1 (2.2)
1 (2.2)
1 (2.2)
1 (2.2)

Concordance between pre‑operative diagnosis and pathology results
Not concordant
Concordant

10 (22.2)
35 (77.7)
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and connective tissue [1]. Chronic irritation is often due 
to associated conditions such as hemorrhoids, fissures, 
and fistulas accompanying the polyps (Figure  3). In 
our study, the rate of perianal diseases accompanying 
FEPs was statistically significantly higher than that of 
condylomas (Table 4).

Figure 3: Skin tag accompanying anal fissure

In the perianal region, FEPs are the most 
common lesions encountered in clinical practice. However, 
other pathologies can also be found in this area. It is well 
known that human papillomavirus can cause condylomas 
in the perianal region. Approximately 60% of condylomas 
are sexually transmitted, while some can be transmitted 
through maternal-fetal routes [11]. There are different 
treatment methods, but recurrence rates are high [12].
Table 4: Comparison of concomitant perianal disease according 
to pathological diagnoses
Perianal disease Pathological Diagnosis p‑value

Other (n = 28) Condyloma (n = 17)
Concomitant perianal disease

No 7 (25.0) 12 (70.6) a0.003**
Yes 21 (75.0) 5 (29.4)

aMann–Whitney U‑Test.

Condylomas that occur in the perianal region 
usually appear in multiples. Surgical excision is not 
always the first option for all condylomas. Other treatment 
options, such as cauterization and cryotherapy, are 

available. However, if alternative treatment methods 
are ineffective, surgical excision can also be performed. 
It should be noted, however, that no method reduces 
the recurrence rate (Table 5).

Out of the 45 patients presented, 18 of them 
had a pathology result that showed condyloma and 
squamous papilloma (Table  2). However, in these 
patients, it was noteworthy that the pathological 
evaluation results came back as anal condyloma in 
four patients, despite the preliminary diagnosis of 
FEP. It is of great importance to note that there were 
accompanying anal pathologies such as anal fissure, 
fistula, and hemorrhoid in these four patients. The 
diagnoses were established through the excision of the 
polypoid structure and pathological examination. The 
follow-up and treatments after surgery were planned 
based on the pathology results. In addition, it was also 
noteworthy that the pathology result of one patient with 
a preliminary diagnosis of condyloma was consistent 
with a condyloma with dysplasia.

Rarely, malignant lesions can be seen among 
perianal region lesions. In two of our 46  patients, 
malignancy was detected. In one patient, the pre-
operative diagnosis was thought to be malignant. One 
patient had a pre-operative diagnosis of FEP; however, 
the final pathology result after excision showed basal 
cell carcinoma. The pathology result for the other 
patient was squamous cell carcinoma.

Basal cell carcinoma is a locally invasive skin 
tumor that exhibits a slow growth pattern [13]. It can be 
seen anywhere on the body but is seen in the head and 
neck area in 80% of cases [14]. Treatment options for 
basal cell carcinoma vary depending on factors such 
as the tumor’s location, size, and edge characteristics. 
Surgical excision is the main treatment option, with a 
4–5 mm surgical margin being sufficient for a high cure 
rate. Other treatment options, such as cryotherapy, 
immunotherapy, and radiotherapy, are also available [15].

One of our patients, whose pre-operative 
diagnosis was not malignancy but the final pathology 
result was basal cell carcinoma with positive surgical 
margins, underwent re-excision by plastic surgery. 
There was no recurrence detected during the patient’s 
3-year follow-up.

Anal region carcinomas constitute 1–4% 
of all colorectal cancers. While squamous cell 
cancers are the most common anal malignancies, 
adenocarcinomas are observed in second place [6]. 
Before the 1980s, abdominoperineal resection was 
the standard treatment for squamous cell carcinomas. 
However, due to the significant burden of the operation, 
the need for permanent colostomy, and the lack of 
significant differences in recurrence and survival rates, 
chemoradiotherapy has gradually become a treatment 
option for suitable patients. Surgical treatment has 
become prominent in recurrent cases or cases that do 
not respond to chemoradiotherapy [16].

Figure 2: Magnetic resonance imaging of the perianal lesion
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The patient who was diagnosed with squamous 
cell carcinoma based on the pathology report had a 
pre-operative diagnosis of malignancy. A deep biopsy 
from the perianal area under anesthesia was planned 
for the patient. For this reason, the patient was not 
included in the statistical analysis and was separately 
reviewed. Due to the patient’s age and comorbidities, 
chemoradiotherapy was planned for the squamous 
cell carcinoma diagnosis. During follow-up, the patient 
developed metastases and died.

Pyogenic granuloma is a benign soft-tissue 
tumor that can develop due to causes such as trauma 
and local irritation. It is mostly observed in the gums, 
commonly in women [17]. Treatment involves removing 
pre-disposing factors and, if necessary, surgical excision. 
Four of the patients we presented had pathology results of 
pyogenic granuloma. Consistent with the literature, three 
patients were women, and three had accompanying anal 
fissures. Local excision was sufficient for the patients, 
and no problems were detected during follow-up.

In our study, other pathological findings were 
hemorrhoids, inflammatory polyps, and pilonidal sinus. 
Hemorrhoid results were not excluded from the study 
because preoperatively they had a polypoid appearance, 
and the preliminary diagnosis was FEP, as the patients 
did not have symptoms such as pain and bleeding in the 
anal area. The pilonidal sinus was included in the study 
because it was located in the perianal region.

In our study, it was also noted whether the pre-
operative diagnosis of the polypoid lesion in the perianal 
and anal region was concordant with the final pathological 
results. This was emphasized to highlight the importance 
of patients who received a diagnosis and treatment plan 
change due to pathological evaluation results.

The weakness of the study was the small 
number of patients. Accessing the post-operative 
pathologies of all patients was the strength of the study.

Conclusion

The majority of lesions seen in the perianal 
region are benign and do not carry the risk of 
malignancy. These lesions are often accompanied by 
pathologies such as anal fissures or fistulas. During 
the operations, they are usually excised to ensure the 

patient’s comfort. Although the preliminary diagnosis 
for these lesions is usually benign, it is important to 
follow-up on the pathological results for the patient’s 
diagnosis and treatment.
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