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ABSTRACT

INTRODUCTION: Anorectal abscess (ARA) is frequently treated inappropriately with a simple incision
and drainage. In 30-50% of the patients this leads to recurrent ARA, chronic rectal fistula and several hos-
pital admissions.

PATIENTS AND METHODS: For a ten years period, from 2007 till 2016, 547 patients with ARA were
operated. Males were 419 and females 128, with a ratio of 3.3:1. Depending on localization, we divide four
types of ARA: perianal - 281 patients (51.4%), ischiorectal - 176 patients (32.2%), intersphincteric - 56 pa-
tients (10.2%), supralevator - 34 patients (6.2%).

RESULTS: Radical operative treatment of ARA depends of type and location of abscess, its relationship to
the sphincter and the extent of the inflammatory process. In 204 patients (37.3%) was performed incision,
revision and drainage. In perianal, lower types of intersphincteric ARA incision, revision, excision of the
fistula and the crypt is performed. This kind of operation we carried out on 181 patients (33.1%). In all is-
chiorectal, high intersphincteric and supralevator ARA we made wide incision, digital revision, necrecto-
my, drainage and seton ligation for gradual and continuous section of the sphincter, performed on 162 pa-
tients (29.6%).

CONCLUSIONS: Surgical tactics based on individual and differentiated approach of ARA treatment in
specialized coloproctologic clinics assures effective and radical management, avoiding secondary abscess or
chronic fistulization. Although still on debate, the primary or ligation fistulotomy should become a meth-
od of choice for the radical treatment of ARA, eliminating the possibility of recurrent inflammation or fis-
tula-in-ano. Scr Sci Med 2017; 49(3): 45-48
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persistent internal opening between the rectum and
the surrounding tissues (1,2). ARA starts with in-
flammation of the anal glands, which communicate
with the cryptae of Morgagni (Fig. 1).

T
i

i . - j_"”/ .."'\- .
Figure 1. Schematic representation of anal glands and
Morgagni’s cryptae
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Their channel obstruction leads to suppuration
- i.e. - cryptoglandular abscess. The crypts are situ-
ated on the dentate line in the anal canal, being the
inner entrance of the abscess (3, 4). This cryptoglan-
dular concept of the origin of anorectal abscesses and
fistulas, surely unites them, which makes many au-
thors consider them as different clinical entity of one
and the same disease (5, 6).

The surgical tactic and approach to ARA is still
under discussion, depending mainly on the possibil-
ities and surgical experience, type and stage of the
disease (7).

Nowadays in most cases the operative treatment
of ARA is performed by non-experienced and young
surgeons in general surgical wards, where they rare-
ly pursuit onestage, efficient and radical treatment (8,
9). In 2/3 of the cases, the absence of liquidation of
the internal opening, leads to recurrent suppuration
and fistula formation (3,10-12).

PATIENTS AND METHODS

In the period 2007 - 2016, 547 patients with
ARA have been operated on in our clinic. Men have
been 419, women - 128, with proportion 3.3:1. Mean
age has been 46.1 (11 86 years). The age between 35
and 48 years is most common. The time of onset

of the disease till admission varies from 2 to 9 days
(mean 4.2 days).
As illustrated in Figure 2, according to the lo-

calization ARA are divided into:

1. Perianal in 281 patients - 51.4%

2. Ischiorectal in 176 patients - 32.2%

3. Intersphincteric in 56 patients - 10.2%

4. Supralevator in 34 patients - 6.2%
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Figure 2. Distribution of anorectal abscess by localization

In all of the patients surgical treatment was ur-
gent. Short preoperative preparation has been ap-
plied in cases with concomitant diseases, advanced
age and progressive disease with intoxication. Oper-
ations have been done under general anesthesia with-
out colon preparation.

RESULTS AND DISCUSSION

The radical and successive treatment of ARA
depends on localization, stage and course of the dis-
ease, relation of the fistula canal to the sphincters
and surgeon’s experience. Basic principle of ARA
treatment is wide opening and drainage of the ab-
scess, liquidation of the internal opening of the ab-
scess, connecting its cavity with the rectum, preserv-
ing the integrity of the outer anal sphincter.

Surgical management of ARA mainly depends
on type and topography of the inflammation pro-
cess. In every case superficial elliptical skin excision
is performed, followed by wide incision in depth,
digital revision, uniting the separate hollows, necro-
sectomy, antiseptic management of the abscess cav-
ity, discovering and treatment of the internal open-
ing. The incision is semilunar or radial to the anal
channel, close to him, assuring good opening of the
wound and satisfactory drainage of debris. In 204 pa-
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tients (37.3%) was performed incision, revision and
drainage.

The identification of the internal opening is
very important for the one stage radical treatment of
ARA. We have succeeded to do this in 343 patients
(62.7%). In non-complicated cases a digit into rectum
is very helpful. In difficult cases precise localization
of the inner entrance is obtained by dying (methilen
blue) or hydrogen peroxide, which goes parallelly
with anoscopy. Goodsall’s law makes this act easier.

The type of fistulotomy (primary and complete
or partial and ligature) depends on the relation of fis-
tula channel to the internal opening, according to
muscle fibers of the sphincter (13,14).

In superficial ARA (subcutaneous, submucosal,
some low types intersphincteric abscess) in the pres-
ence of intra- or transsphinceric fistula channel go-
ing through less of 1/3 of outer muscular fibers of the
external anal sphincter a leaf excision is made, fol-
lowed by revision and excision of the whole fistula
channel together with the crypt - i.e. a primary fistu-
lotomy with cryptectomy is performed. It was done in
181 patients (33.1%), where fistula channel below the
dentate line was found. In superficial anorectal ab-
scess there is always intra- or transsphincteric com-
munication from the abscess to the internal opening
of the rectum. The wound after the complete fistula
channel excision is left open and treated with antibi-
otic liniment bandage.

In deep ARA (ischiorectal, high intersphinc-
teric and supralevator abscess (Fig. 3), where ex-
trasphincteric or suprasphincteric fistula channel is
to be found, we have used wide semilunar incision,
digital revision, necrosectomy, drainage situation,
complete excision of fistula channel to the sphincter,
with contemporary application of seton ligation for
gradual section of the sphincter. This kind of ligation
fistulotomy by seton in the deep abscess has been ap-
plied in 162 patients (29.6%) (Fig. 4).

The excision of the fistula channel is done with
the help of bland probe, going through the abscess
and internal opening of the rectum. After two or
three tightening in every four days the ligature grad-
ually cuts the sphincter and falls down. It’s very im-
portant for the ligature to be placed exactly through
the internal opening of the rectum, which is always
situated in the region of Morganian’s crypts.
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Figure 4. Ligation fistulotomy by seton in the deep abscess

In the deep ARA, as a rule, except the rubber
ligature, we always apply drainage in the deepest part
of the abscess cavity. In the first 5-10 days, antiseptic
lavage through the drain is performed.

The standard therapy of the practicing sur-
geons in the presence of abscess is the surgical drain-
age. In ARA there are specific peculiarities, difficult
for the surgeon to deal with:

1. Sphincter apparatus and need for preserving
the muscular fibers.

2. Communication of the abscess with the inter-
nal opening of the rectum.

3. Difficult localization of the deep abscess.
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4. In some cases is more rational the transrectal
incision (submucosal ARA).

5. Obligatorily drainage through the shortest way.

6. Adequate incision for best debris drainage.

Complete healing of ARA patients is obtained
on 20-30 day after radical operation.

CONCLUSIONS

The main reason for recurrent suppuration or
anorectal fistula is the small, simple primary inci-
sion, performed by inexperienced surgeons, where
the internal opening of the channel in the rectum is
not treated. The choice of radical treatment depends
on the localization, stage and type of ARA. The one
stage radical operative treatment of ARA consists of
wide opening of the abscess cavity and liquidation of
internal opening in the rectum, by means of primary
or ligation fistulotomy.

The one stage radical operation in ARA must
be performed by an experienced surgeon-proctolo-
gist, which will to a greater extent avoid a following
recurrence and fistula-in-ano formation.
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