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ABSTRACT
Background:Perianal abscess is a common acute disease in the field of colorectal surgery.
The present study was conducted to assess cases of perianal abscess.

Materials & Methods:60 patients of perianal abscess of both genders underwent computed
tomography scan (CT) or magnetic resonance imaging (MRI). Surgical procedure was
performed in all patients and tissue and fluid culture were sent at the time of surgery for
analysis.

Results: Out of 60 patients, males were 35 and females were 25. Common symptoms
observed were pain in 38, peri anal discharge in 42 and faecal incontinence in 15 cases.
Associatedcomorbidity such as hypothyroidism was seen in 7, hypertension in 10 and
peripheral arterial disease in 4 patients. Surgical procedure performed were laparotomy in 34,
laparoscopic assisted procedures in 12, ileostomy in 5 and colostomy in 9 patients. The
difference was significant (P< 0.05).

Conclusion: Perianal sepsis were managed with laparoscopic assisted procedures,
laparotomy, ileostomy and colostomy. Maximum cases were seen in males.
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Introduction

Perianal abscess is a common acute disease in the field of colorectal surgery.*Anorectal
abscesses are classified into five types, with incidences defined: perianal, ischiorectal,
intersphincteric, supraelevator and submucosal.?Perianal suppurations have an incidence of
1-2:10,000 inhabitants per year and represent about 5% of all proctology consultations, being
more frequent in males and occurring uncommonly in children.’

Spread to the peritoneal cavity and retroperitoneal space as well as necrotising fasciitis from
anorectal abscesses and after treatment of haemorrhoids is rare and carries a substantial
morbidity and even mortality.*Primary anorectal sepsis refers to bacterial invasion of the soft
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tissues in the peri-anal area, which is most commonly associated with Crohn's disease (CD)
and immunocompromise.Secondary anorectal sepsis results from dehiscence of a pelvic
anastomosis after restorative proctocolectomy or low rectal resection.”

Perianal abscesses usually present with symptoms of severe perianal pain, fever and
sometimes discharge. The key to their management is adequate and timely drainage. The
main concern following drainage of an anorectal abscess is a fistula in ano. Rarely, they can
have lethal sequel like necrotising fasciitis or very rarely spread either to the peritoneal or
retroperitoneal spaces.’The present study was conducted to assess cases of perianal abscess.

Materials & Methods

The present study comprised of 60 patients of perianal abscess of both genders. All gave their
written consent for the participation in the study.

Data such as name, age, gender etc. was recorded. Rectal and abdominal examination was
performed. All patients underwent computed tomography scan (CT) or magnetic resonance
imaging (MRI). Surgical procedurewas performed in all patients and tissue and fluid culture
were sent at the time of surgery for analysis. Data thus obtained were subjected to statistical
analysis. P value < 0.05 was considered significant.

Results

Table I Distribution of patients

Total- 60
Gender Males Females
Number 35 25

Table | shows that out of 60 patients, males were 35 and females were 25.

Table Il Assessment of parameters

Parameters Variables Number P value
Symptoms Pain 38 0.91
Peri anal discharge 42
Faecal incontinence 15
Associated Hypothyroidism 7 0.04
comorbidity Hypertension 10
Peripheral arterial disease 4
Surgical Laparotomy 34 0.05
procedure Laparoscopic assisted procedures 12
lleostomy
Colostomy

Table 11, graph I shows that common symptoms observed were pain in 38, peri anal discharge
in 42 and faecal incontinence in 15 cases. Associatedcomorbidity such as hypothyroidism

was seen in 7, hypertension in 10 and peripheral arterial disease in 4 patients. Surgical
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procedure performed were laparotomy in 34, laparoscopic assisted procedures in 12,
ileostomy in 5 and colostomy in 9 patients. The difference was significant (P< 0.05).

Graph l1Assessment of parameters
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Discussion

Anorectal infection and sepsis are common challenging problems. Although often used
synonymously, sepsis and infection are different.” Sepsis are the systemic responses to local
infection, including hyperthermia, tachycardia, tachypnea, hypotension and altered mental
status. Fortunately, most patients with infectious anorectal diseases present with a localized
abscess or fistula, without systemic toxicity.®Primary anorectal sepsis refers to bacterial
invasion of the soft tissues in the peri-anal area, which is most commonly associated with
Crohn's disease (CD) and immunocompromise.Secondary anorectal sepsis results from
dehiscence of a pelvic anastomosis after restorative proctocolectomy or low rectal resection.’

Abscessectomy is typically performed for lower sepsis, and cutting seton is typically placed
for upper sepsis.’® The advantage of this treatment is the reduction in the formation rate of
postoperative secondary anal fistula; however, at the same time, this treatment causes
sphincter function injury and fecal incontinence in some patients. There has been a recent
shift towards more aggressive management of patients with CD and anal fistulas.** Any
surgical procedure for anal fistula should be preceded by a thorough identification of its
components, namely internal and external openings, primary and secondary tracts, and by an
assessment of the patient's continence. Placement of drainage catheters and noncutting setons,
advancement flap closure of fistulas and selective construction of diverting stomas are
preferred options which may postpone or even obviate the need for proctectomy and
permanent stoma.*>**The present study was conducted to assess cases of perianal sepsis.

We found that out of 60 patients, males were 35 and females were 25. Neto et al** included

52 patients who underwent surgical treatment of anorectal and perianal abscess. All patients
reported pain as a symptom, 23 patients (44.2%) reported perianal bulging and 9 (17.3%)

informed discharge and signs of inflammation (17.3%). The mean time of progression of
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symptoms was 6.5 days, ranging from 1 to 30 days. Half of the patients had no comorbidities,
21.2% were smokers and 15.4% were carriers of diabetes mellitus. In 47 patients(90.4%)
only abscess drainage was carried out; in one case there was the need for a colostomy.

We found that common symptoms observed were pain in 38, peri anal discharge in 42 and
faecal incontinence in 15 cases. Associated comorbidity such as hypothyroidism was seen in
7, hypertension in 10 and peripheral arterial disease in 4 patients. Surgical procedure
performed were laparotomy in 34, laparoscopic assisted procedures in 12, ileostomy in 5 and
colostomy in 9 patients. Mitra et al*® found that the main presenting symptoms were pain and
perianal discharge in six, abdominal pain in four, fever in two, perianal pain without
discharge and faecal incontinence in one patient each. Three patients had an associated
comorbidity such as hypothyroidism, hypertension and peripheral arterial disease.
Akkapuluet al*®assessed 93 patients with anorectal abscess and identified factors related to
clinical recurrence. They found that there was no statistically significant correlation with
respect to gender, age, type of abscess, use of a drain, and fistula identification in the first
surgery.He et al'’ assessed 288 patients with perianal sepsis. Three patients were not
followed, 98 patients did not receive surgical treatment or one-time radical surgery for
perianal sepsis, and 187 patients were ultimately identified for the study. Anal fistula was
present in 105 patients, and the rate of formation of secondary anal fistula was 56.15%. There
was no statistically significant difference in the fistula formation rate between different types
of sepsis and in patients with secondary anal fistula, there was no significant correlation
between the location of sepsis and the type of secondary anal fistula.

The limitation the study is small sample size.
Conclusion

Authors found that perianal sepsis were managed with laparoscopic assisted procedures,
laparotomy, ileostomy and colostomy. Maximum cases were seen in males.
References

1. McCloud JM, Jameson JS, Scott AN. Life-threatening sepsis following treatment for
haemorrhoids: a systematic review. Colorectal Dis 2006;8(9):748-755.

2. Foxx-Orenstein AE, Umar AB, Crowell MD. Common anorectal disorders.
Gastroenterol Hepatol. 2014;10:294-301.

3. ToyonagaT. Matsushima M, Tanaka Y, et al. Microbiological analysis and endoanal
ultrasonography for diagnosis of anal fistula in acute anorectal sepsis. Int J Color Dis.
2007;22:209-13.

4. Grewal H, Guillem J G, Quan S H, Enker W E, Cohen A M. Anorectal disease in
neutropenic leukemic patients. Operative vs nonoperative management. Dis Colon
Rectum. 1994;37:1095-1099.

5. Hallbook O, Pahlman L, Krog M, Wexner S D, Sjodahl R. Randomized comparison of
straight and colonic J pouch anastomosis after low anterior resection. Ann Surg.
(1996);224:58-65.

2169
Eur. Chem. Bull. 2023, 12(Special Issue 1), 2166-2170



A clinical study on PERIANAL ABSCESS

10.

11.

12.

13.

14.

15.

16.

17.

Section: Research Paper

Merad F, Hay J M, Fingerhut A. et al. Omentoplasty in the prevention of anastomotic
leakage after colonic or rectal resection: a prospective randomized study in 712 patients.
French Association for Surgical Research. Ann Surg. (1998);227:179-186.

Jimeno J, Vallverdd H, Tubella J, Sanchez-Pradell C, Comajuncosas J, Orbeal R, et al.
Prospective analysis of clinician accuracy in the diagnosis of benign anorectal
pathology: the value of clinical information. Rev EspEnferm Dig. 2012;104:122-7.
Oliver 1, Lacueva FJ, Pérez Vicente F, Arroyo A, Ferrer R, Cansado P, et al.
Randomized clinical trial comparing simple drainage of anorectal abscess with and
without fistula track treatment. Int J Colorectal Dis. 2003;18:107-10.

Quah HM, Tang CL, Eu KW, Chan SY, Samuel M. Meta-analysis of randomized
clinical trials comparing drainage alone vs primary sphincter-cutting procedures for
anorectal abscess-fistula. Int J Colorectal Dis. 2006;21: 602-9.

Zaveri JP, Nathani RR, Mathure AB. Ano-rectal abscess with retro-peritoneal spread (a
case report) J Postgrad Med. 1987;33(2):97-98.

Hanley PH. Anorectalsupralevator abscess-fistula in ano. SurgGynecol Obstet.
1979;148(6):899-904.

Moorthy K, Rao PP, Supe AN. Necrotising perineal infection: a fatal outcome of
ischiorectal fossa abscesses. J R CollSurgEdinb. 2000;45(5):281-284.

McCloud JM, Jameson JS, Scott AN. Life-threatening sepsis following treatment for
haemorrhoids: a systematic review. Colorectal Dis. 2006;8(9):748—755.

Neto IJFC, et al. Perianal abscess: A descriptive analysis of cases treated at the Hospital
Santa Marcelina, Séo Paulo. J Coloproctol (Rio J). 2016.
http://dx.doi.org/10.1016/j.jcol.2016.03.004.

Mitra A, Yadav A, Mehta N, Varma V, Kumaran V, Nundy S. Complicated perianal
sepsis. Indian Journal of Surgery. 2015 Dec;77(3):769-73.

Akkapulu N, Dere O, Zaim G, Soy HEA, Ozmen T, Dogrul AB. A retrospective
analysis of 93 cases with anorectal abscess in a rural state hospital. UlusalCerDerg.
2015;31:5-8.

He Z, Du J, Wu K, Chen J, Wu B, Yang J, Xu Z, Fu Z, Pan L, Wen K, Wang X.
Formation rate of secondary anal fistula after incision and drainage of perianal Sepsis
and analysis of risk factors. BMC surgery. 2020 May 6;20(1):94.

2170

Eur. Chem. Bull. 2023, 12(Special Issue 1), 2166-2170


about:blank

