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INTRODUCTION

Anorectal abscesses are a common 
infection that may present to the 
rural physician in the office or 
emergency room. The incidence of 
this condition has been estimated to 
be between 68,000 and 96,000 per 
year in the United States1 for a rate 
of 20.8–29.3/100,000 person‑years. It 
is more than twice as common in men 
as in women and occurs most often 
in adults between the ages of 20 and 
60.2‑4 It also more common in people 
with diabetes, inflammatory bowel 
disease and immunosuppresion.4

ANATOMY

Anorectal abscesses arise when 
an anal gland’s draining duct 
becomes obstructed, leading to 
stasis, bacterial proliferation and 
eventual abscess formation.5 This 
causes constant throbbing pain, 
erythema and swelling.2,6,7 Anorectal 
abscesses can be subdivided into 
four main categories.8 The most 
common subtype, the perianal 
abscess, occurs when a pocket of 
pus tracks downwards towards the 
anal epithelium and presents with 
pain and swelling near the opening 
of the anus.1,2,6 The second most 
common anorectal abscess is the 
ischiorectal abscess, which spreads 

laterally through the external anal 
sphincter into the ischiorectal 
fossa and appears as a swelling on 
the buttocks.1,2,6 Less commonly, 
the pocket can grow between the 
internal and external sphincters 
and present as a severely painful 
swelling, palpable on digital 
rectal examination and known as 
an intersphincteric abscess.1,2,6 
Finally, an anorectal abscess may, 
rarely, extend superiorly and form 
a supralevator abscess that can 
present non‑specifically with fever, 
chills, tenesmus or pelvic and rectal 
pain.1,7,9 Patients suspected of having 
an intersphincteric or supralevator 
abscess should have their condition 
discussed with a general surgeon. The 
four types of anorectal abscesses are: 
supralevator, intersphincteric, perianal, 
ischiorectal [Figure 1].

When to image?

The diagnosis of anorectal abscess 
is primarily based on patient history 
and physical examination. The 
digital rectal examination should 
be included if the patient consents. 
Anoscopy may be helpful in making 
the diagnosis. Imaging is not routinely 
recommended for perianal or 
ischiorectal abscesses.10,11 Anaesthesia 
or sedation may be necessary for 
examination limited by pain.11,12
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Imaging may be beneficial in the following cases:
•	 History	of	Crohn’s	disease11,13,14

•	 Suspected	supralevator	abscess9,15,16

•	 Suspected	intersphincteric	abscess12

If imaging is conducted, the most commonly used 
modalities are computed tomography and magnetic 
resonance imaging, however, they are often not 
available in the rural or remote environment.11 

Both endoanal and transperineal ultrasound 
are also acceptable modalities for visualising 
anorectal abscesses, but ultrasonographers with 
these skills can be difficult to find. 11 Point‑of‑care 
transperineal ultrasound has recently begun to 
be used in characterising anorectal abscesses and 
may be beneficial if the physician is familiar with 
this modality.17

When to refer?

Physicians in the office or emergency department 
may drain patients with perianal or ischiorectal 
abscesses, but more complex abscesses, such 
as intersphincteric and supralevator abscesses, 
should be discussed with surgeons for evaluation 
and possible management in the operating room.1,12 
Signs of more complex abscesses include no visible 
external manifestations despite the patient’s 
report of severe pain, palpable extremely painful 
swelling present on digital rectal examination and 
the patient reporting rectal bleeding, tenesmus 
or severe rectal pain with urinary symptoms, 
including dysuria and retention.18,19

Red flags in perianal and ischiorectal abscesses 
that also necessitate discussion with general 
surgery:
•	 Horseshoe	abscess:	Horseshoe	abscesses	form	

when the obstructed gland is located midsag‑

ittally.6 The anococcygeal body in this area 
prevents the abscess from growing inferiorly, 
so it tracks bilaterally into both ischiorectal 
fossae.6 These abscesses require more complex 
management with drains, so abscesses which 
appear to track around the anus should be 
managed operatively1

•	 Crohn’s	disease:	Crohn’s	disease‑associated	ab‑
scesses may lead to recurrent perianal disease.6 
Surgical consultation is, therefore, recom‑
mended	for	patients	with	a	history	of	Crohn’s	
disease presenting with anorectal abscess14

EQUIPMENT [FIGURE 2]

•	 Gloves	and	drapes
•	 Eye	protection
•	 10%	 povidone‑iodine	 or	 4%	 chlorhexidine	

solution
•	 Lidocaine (1%–2%)	or	bupivacaine (0.5%)
•	 3–10	mL	syringe	and	needle
•	 Scalpel	handle	and	#11	blade
•	 30–60	mL	syringe
•	 Sterile	water	or	normal	saline
•	 4 × 4	inch	gauze (lots	of	it)
•	 Culture	swab (optional)
•	 Dressing	and	tape.

PROCEDURE

1. Place the patient in a position that allows for 
full visualisation of the area to be incised while 
maintaining adequate comfort20

2. Inspect the abscess for red flags for referral, 
including a high suspicion of supralevator, 
intersphincteric or horseshoe abscess or peri‑
anal	Crohn’s	disease

Figure 2: Equipment needed to drain an anorectal abscess.
Figure 1: The anatomic locations of perianal, ischiorectal, 
intersphincteric and supralevator abscesses. 8
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3. If a linear ultrasound probe is available and if 
trained in performing trans perianal ultrasonog‑
raphy, evaluate and characterise the abscess in 
terms	of	size,	depth	and	presence	of	loculations17

4.	 Disinfect	 the	 surface	 of	 the	 abscess	 with	
povidone‑iodine or chlorhexidine solution20

5.	 If	using	local	anaesthesia,	inject	1%–2%	lidocaine	
or	0.5%	bupivacaine	in	the	skin	around	and	over	
the abscess. 20 A regional block, procedural se‑
dation and/or parenteral analgesia can be added 
if the physician is comfortable with these ap‑
proaches and the patient is anxious, pain pre‑
cludes adequate examination or drainage is ex‑
pected to be lengthy or especially painful11

6. Incision and drainage:
a. Once anaesthesia has taken effect, make two 

curved incisions to remove an oval of skin 
overlying the abscess. 10 The incisions should 
be	 as	 close	 to	 the	 anal	 verge  (the	 transition	
from non‑keratinised epithelium to keratinised 
epithelium	with	 hair)	 as	 possible	 in	 order	 to	
shorten the length of any subsequent fistula11

b.	 Express	the	abscess	to	remove	as	much	pus	as	
possible. It may be helpful to have the patient 
assist in this process in order to manage pain. 
It may also be necessary to break up locula‑
tions with forceps in some cases, but care must 
be taken to prevent injury to the sphincter or 
the pudendal nerve6

c.	 Take	cultures	if	desired (see	step	7	below)
d. Irrigate the abscess cavity with syringe and 

sterile	water	or	saline (optional)
e.	 Cover	the	wound	with	sterile	bandages.	Pack‑

ing is unnecessary and may increase pain or 
delay healing.11,21‑23

7. It may be helpful to culture the pus, though this is 
debated.	Culture	is	explicitly	recommended	for	
recurrent infection and non‑healing wounds.11 
Routine culture without these indications may 
identify methicillin‑resistant Staphylococcus 
aureus (MRSA).	 Alternatively,	 in	 areas	 with	
high	 levels	of	community‑acquired	MRSA,	 if	
a patient also has cellulitis or other indications 
for antibiotic coverage, choosing an antibiotic 
that	 targets	MRSA	 and	 forgoing	 the	 culture	
may be the best choice

8. The prescription of antibiotics for perineal 
abscess is controversial. Based on several stud‑
ies showing a lack of change in patient outcomes 
with	antibiotics,	the	American	Society	of	Co‑
lon and Rectal Surgeons recommends avoiding 

antibiotics in the absence of indications such as 
cellulitis, systemic infection, immunosuppres‑
sion, prosthetic heart valves, congenital heart 
disease, heart disease and a history of endo‑
carditis.11 By contrast, a recent meta‑analysis 
showed that antibiotics significantly reduced 
the risk of subsequent fistula formation, but 
that more investigation was needed to clari‑
fy the appropriate type, dose and duration of 
antibiotic therapy.24 It, therefore, currently re‑
mains up to the physician’s judgement wheth‑
er, and which, antibiotics to use.

POST‑PROCEDURE MANAGEMENT

Patients should be advised to use warm soaks 
or	 sitz	 baths	 twice	 daily	 and	 to	 rinse	 the	 anal	
area regularly with tap water.10,22,25 Physicians 
or nursing staff should instruct patients on how 
to reapply dressings after each bath. To reduce 
discomfort, fibre laxatives and oral analgesics 
should also be recommended.25 Finally, patients 
should be advised to seek care if erythema worsens 
or fever or chills develop. Patients should return 
for follow‑up in 2–4 days.25

COMPLICATIONS

Potential complication during incision and 
drainage include bleeding, infection and damage 
to surrounding structures, namely the sphincter 
or the pudendal nerve.6 Inadequate drainage of 
the abscess may allow it to redevelop, requiring 
repeat incision and drainage.26 In addition, there 
is	approximately	a	16%	risk	of	fistula	which	may	
present as a new or persistent external opening 
or recurrent pain.27 This risk can be minimised by 
ensuring that the abscess is adequately drained.11 
If the abscess is not promptly treated, severe 
sequalae can follow, including perianal sepsis and 
necrotising soft‑tissue infection around the anus.26 
In addition, an anorectal abscess may occasionally 
be the first symptom of systemic conditions such as 
acute	leukaemia	or	Crohn’s	disease,	so	additional	
workup may be indicated if other symptoms are 
present. 28,29

CONCLUSION

Simple perianal and ischiorectal abscesses can be 
drained in the office or emergency room setting. 
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Draining	 perineal	 abscesses	 brings	 patients	
great relief and physicians a sense of satisfaction. 
Before undertaking this procedure, however, it is 
important to ensure that the abscess is amenable to 
drainage and has no red flags such as concurrent 
Crohn’s	disease	or	horseshoe	abscess,	which	may	
necessitate surgical referral.

Financial support and sponsorship: Nil.

Conflicts of interest: There are no conflicts of interest.

REFERENCES

1. Abcarian  H. Anorectal infection: Abscess‑fistula. Clin Colon 
Rectal Surg 2011;24:14‑21.

2. Ramanujam  PS, Prasad  ML, Abcarian  H, Tan  AB. Perianal 
abscesses and fistulas. A  study of 1023  patients. Dis Colon 
Rectum 1984;27:593‑7.

3. Read  DR, Abcarian  H. A  prospective survey of 474  patients 
with anorectal abscess. Dis Colon Rectum 1979;22:566‑8.

4. Alabbad J, Abdul Raheem F, Alkhalifa F, Hassan Y, Al‑Banoun A, 
Alfouzan W. Retrospective clinical and microbiologic analysis 
of patients with anorectal abscess. Surg Infect  (Larchmt) 
2019;20:31‑4.

5. Parks AG. Pathogenesis and treatment of fistula‑in‑ano. Br Med 
J 1961;1:463‑9.

6. Whiteford  MH. Perianal abscess/fistula disease. Clin Colon 
Rectal Surg 2007;20:102‑9.

7. de Parades  V, Zeitoun  JD, Atienza  P. Cryptoglandular anal 
fistula. J Visc Surg 2010;147:e203‑15.

8. American Society of Colon and Rectal Surgeons  (ASCRS). 
Abscess and Fistula Expanded Information; 2019. Available 
from: https://www.fascrs.org/patients/disease‑condition/
abscess‑and‑fistula‑expanded‑information.  [Last accessed on 
2020 February 18].

9. Rizzo  JA, Naig  AL, Johnson  EK. Anorectal abscess and 
fistula‑in‑ano: Evidence‑based management. Surg Clin North 
Am 2010;90:45‑68, Table of Contents.

10. Ommer A, Herold A, Berg E, Fürst A, Post S, Ruppert R, et al. 
German S3 guidelines: Anal abscess and fistula (second revised 
version). Langenbecks Arch Surg 2017;402:191‑201.

11. Vogel  JD, Johnson  EK, Morris  AM, Paquette  IM, 
Saclarides  TJ, Feingold  DL, et  al. Clinical practice guideline 
for the management of anorectal abscess, fistula‑in‑ano, and 
rectovaginal fistula. Dis Colon Rectum 2016;59:1117‑33.

12. Millan M, García‑Granero E, Esclápez P, Flor‑Lorente B, Espí A, 
Lledó S. Management of intersphincteric abscesses. Colorectal 
Dis 2006;8:777‑80.

13. Fishman EK, Wolf EJ, Jones B, Bayless TM, Siegelman SS. CT 
evaluation of Crohn’s disease: Effect on patient management. 
AJR Am J Roentgenol 1987;148:537‑40.

14. Steinhart AH, Panaccione R, Targownik L, Bressler B, Khanna R, 
Marshall  JK, et al. Clinical practice guideline for the medical 
management of perianal fistulizing crohn’s disease: The toronto 
consensus. J Can Assoc Gastroenterol 2018;1:141‑54.

15. Guillaumin E, Jeffrey RB Jr, Shea WJ, Asling CW, Goldberg HI. 
Perirectal inflammatory disease: CT findings. Radiology 
1986;161:153‑7.

16. Garcia‑Granero A, Granero‑Castro P, Frasson M, Flor‑Lorente B, 
Carreño O, Espí A, et  al. Management of cryptoglandular 
supralevator abscesses in the magnetic resonance imaging era: 
A case series. Int J Colorectal Dis 2014;29:1557‑64.

17. Shokoohi  H, Pyle  M, Frasure  SE, Dimbil  U, Pourmand  A. 
Point‑of‑care Transperineal Ultrasound to Diagnose Abscess 
in the Emergency Department. Clin Pract Cases Emerg Med 
2019;3:349‑53.

18. Burchell MC. Essentials of anorectal surgery. Dis Colon Rectum 
1983;26:80.

19. Vasilevsky  CA, Gordon  PH. Benign anorectal: Abscess and 
fistula. In: The ASCRS Textbook of Colon and Rectal Surgery.   
Springer International Publishing; 2007. p. 192‑214.

20. Fitch MT, Manthey DE, McGinnis HD, Nicks BA, Pariyadath M. 
Videos in clinical medicine. Abscess incision and drainage. 
N Engl J Med 2007;357:e20.

21. Perera  AP, Howell  AM, Sodergren  MH, Farne  H, Darzi  A, 
Purkayastha  S, et  al. A  pilot randomised controlled trial 
evaluating postoperative packing of the perianal abscess. 
Langenbecks Arch Surg 2015;400:267‑71.

22. Leinwand  M, Downing  M, Slater  D, Beck  M, Burton  K, 
Moyer  D. Incision and drainage of subcutaneous abscesses 
without the use of packing. J Pediatr Surg 2013;48:1962‑5.

23. Pearce  L, Newton  K, Smith  SR, Barrow  P, Smith  J, 
Hancock  L, et  al. Multicentre observational study of 
outcomes after drainage of acute perianal abscess. Br J Surg 
2016;103:1063‑8.

24. Mocanu V, Dang JT, Ladak F, Tian C, Wang H, Birch DW, et al. 
Antibiotic use in prevention of anal fistulas following incision 
and drainage of anorectal abscesses: A systematic review and 
meta‑analysis. Am J Surg 2019;217:910‑7.

25. Whiteford MH, Kilkenny J 3rd, Hyman N, Buie WD, Cohen J, 
Orsay C, et al. Practice parameters for the treatment of perianal 
abscess and fistula‑in‑ano  (revised). Dis Colon Rectum 
2005;48:1337‑42.

26. Sigmon DF, Waheed A, Emmanuel B, Tuma F. Perianal Abscess. 
StatPearls; 2020. Available from: https://www.ncbi.nlm.nih.
gov/books/NBK459167/. [Last accessed on 2020 Mar 22].

27. Sahnan K, Askari A, Adegbola SO, Warusavitarne J, Lung PFC, 
Hart  A, et  al. Persistent fistula after anorectal abscess 
drainage: Local experience of 11  Years. Dis Colon Rectum 
2019;62:327‑32.

28. Chen  CY, Cheng  A, Huang  SY, Sheng  WH, Liu  JH, Ko  BS, 
et  al. Clinical and microbiological characteristics of perianal 
infections in adult patients with acute leukemia. PLoS One 
2013;8:e60624.

29. Safar B, Sands D. Perianal Crohn’s disease. Clin Colon Rectal 
Surg 2007;20:282‑93.




