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P A T I E N T S  W I T H  A N O R E C T A L  ABSCESSES a r e  s e e n  by 
surgeons  t h r o u g h o u t  the world, but  a d i spropor t ion-  
ate n u m b e r  of  these patients seem to present  at cer- 
tain institutions, such as Cook County  Hospital .  In an 
e f for t  to learn m o r e  about  ou r  popula t ion  of  patients 
with anorectal  abscesses, a prospect ive survey was un- 
de r t aken  in J u n e  1974. 
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Sitz baths were begun  on the first pos topera t ive  day 
and  were con t inued  until all the wounds  were healed. 

Patients  and Methods  Resu l t s  

A prospect ive study fo rm was at tached to each pa- 
t ient 's  char t  u p o n  admiss ion  for  t r e a t m e n t  of  an 
anorectal  abscess between J u n e  1974, and April  1977. 
Patients with pilonidal abscesses were not included in 
this repor t .  Data were obta ined f rom 474 patients. 

Dur ing  this study, all pat ients  were t rea ted  utilizing 
a s tandard  protocol .  All abscesses were d ra ined  by 
means  of  a single stab incision u n d e r  local anesthesia 
shortly af ter  arrival on the ward. T h e  patients  were 
then  e x a m i n e d  u n d e r  regional  (caudal  or  spinal) 
anesthesia in the opera t ing  r o o m  at the next  regula r  
ope ra t ing  per iod  (normal ly  less than  24 hours  af ter  
admission). A careful  search was made  for  the pres- 
ence of  an internal  open ing  o f  an anal fistula. I f  a 
fistula was identif ied,  a p r imary  f is tulotomy was per-  
fo rmed .  Adequa te  external  d ra inage  was established 
utilizing single or  mult iple  radial incisions, d e p e n d i n g  
u p o n  the size of  the abscess cavity. A na r row skin 
edge  (0.5 cm) was excised f rom each marg in  of  the 
incisions to p reven t  p r e m a t u r e  closure of  the drain-  
age sites. Hemostas i s  was secured by means  of  elec- 
t r o c a u t e r y .  T h e  abscess  cavi ty  was p a c k e d  with 
I o d o f o r m  | gauze, which was r em oved  in stages over  
the next  day or two. In patients with large ischiorectal 
or  supra leva tor  cavities, five to seven days were re- 
qui red  to r emove  all of  the I o d o f o r m  gauze packing. 

* Read at the meeting of the American Society of Colon and 
Rectal Surgeons, Atlanta, Georgia, June 10 to 14, 1979. 
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A m o n g  these  474 pa t ien ts ,  the e thnic  m i x t u r e  
closely reflects ou r  pat ient  popula t ion,  over  90 per  
cent o f  the pat ients  be ing black (Table 1). Almost  
two-thirds of  the pat ients  (64 pe r  cent) were  male. 
T h e  patients '  ages r a n g e d  f r o m  15 to 81 years (pa- 
tients u n d e r  the age of  15 are admi t ted  to the pediat-  
ric surgical service at Cook County  Hospi tal  and  are, 
therefore ,  not included in this survey). Ove r  half  of  
the patients  were u n d e r  the age of  30, and  over  three  
quar te rs  o f  them were  u n d e r  the age of  40 (Table  2). 
Only 0.4 per  cent  were  over  the age o f  70 years. 

Anorecta l  abscesses occur red  almost  exclusively in 
otherwise heal thy young  adults.  Only 60 pat ients  (12 
pe r  cent) had  o t h e r  med ica l  p r o b l e m s ,  the  mos t  
c o m m o n  being diabetes mellitus in 22 pat ients  (4.6 
per  cent). H y p e r t e n s i o n  was presen t  in 14 pat ients  (3 
pe r  cent). Crohn ' s  disease was present  in two patients 
(0.4 per  cent). P u l m o n a r y  tuberculosis was p resen t  in 
three  patients (0.6 per  cent). Two  pat ients  deve loped  
an anorecta l  abscess within fotir months  following 
h e m o r r h o i d e c t o m y .  Only 29 per  cent o f  the patients  
were febrile on admission.  Not  more  than  2 pe r  cent 
o f  the patients  had  a demons t r ab l e  cause for  their  
abscess (chicken bone,  recent  anorecta l  opera t ion ,  as- 
sociated anal fissure, t h r o m b o s e d  h e m o r r h o i d ,  etc.). 

Almost  one- th i rd  (32 pe r  cent) o f  pat ients  gave a 
past history of  anorecta l  or  pilonidal abscess. O f  this 
group ,  72 per  cent  had  had  at least one p r io r  abscess 
in the same location as the one that  was p resen t  on 
admission.  H a l f  o f  this g r o u p  (53 pe r  cent) had  had  at 
least one  incision and  d ra inage  of  thei r  p r io r  ab- 
scess(es); 31 pe r  cent had  no ted  spon taneous  r u p t u r e  
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of a prior abscess; and 24 per cent had undergone 
spontaneous remission. 

The anatomic location of the anorectal abscesses in 
our patients is shown in Table 3. These abscesses were 
equally distributed between the anterior hemisphere 
and the posterior hemisphere. There was some pre- 
dilection for abscesses to occur on the left side (53 per 
cent), rather than the right side (38 per cent). The 
abscess was bilateral in 9 per cent. 

Excluding cases of hidradenitis suppurativa and 
gluteal abscess, an internal fistulous opening could be 
demonstrated in 34 per cent of the patients. Primary 
fistulotomy was performed in 97 per cent of this 
group. The incidence of fistula by anatomic location 
is shown in Table 4. 

Complications occurred in the operating room in 
five patients (1 per cent): respiratory distress (two pa- 
tients), hypotension, hypertension, and seizures. In 
all cases these complications appeared to have been 
produced, or aggravated, by the regional anesthesia, 
the prone jacknife position, or both. 

Postoperative complications occurred in 11 patients 
(2 per cent). Five patients had minor medical prob- 
lems: fever (two patients), chest pain, bradycardia, 
and difficulty in establishing a proper insulin dosage 
in a diabetic patient. Five patients had local wound 
problems: bleeding (two patients) and infection (three 
patients), with two of the latter requiring a secondary 
drainage procedure. One patient developed a meta- 
static paraspinal (psoas) abscess. 

The hospital stay averaged 5.7 days for the entire 
group. 

Discussion 

The etiology of anorectal abscesses remains uncer- 
tain. Although Goligher t states that an obvious cause 
for the abscess may be present in perhaps 20 per cent 
of the cases, this was true in not more than 2 per cent 
of our cases. In the overwhehning majority of pa- 
tients, no obvious cause for the abscess was identified. 
The possibility of the infection having arisen in the 
anal glands was suggested as long ago as 1929, by 
Lockhart-Mummery, 2 and it remains the most popu- 
lar theory at the present time. According to this 
theory, most, if not all, anorectal abscesses originate 
in the anal glands located in the intersphincteric 
space. Extension of the resultant intersphincteric 
abscess to the adjacent perianal or ischiorectal space 
produces the typical perianal or ischiorectal abscess. 
Based on this theory, one might logically expect to 
find residual pus in the intersphincteric space of pa- 
tients having perianal and ischiorectal abscesses. 
However, Goligher, Ellis, and Pissidis a dissected the 

TABLE 1. Ethnic Distribution of Patients 

Per Cent  

Black 92 
White  5 
Hispanic  2 
Oriental  1 

TABLE 2. Age Distrib'utio*z of Patients 

Age (Years) Per cent  

15-19 20.1 
20 -29  41.2 
30 -39  15.9 
4 0 - 4 9  l l . 8  
5 0 - 5 9  5.9 
6 0 - 6 9  4.7 
70 -79  0.2 
80 -89  0.2 

TABt, E 3. Locatio*z of Anorectal Abscesses 

Per Cent  

Perianal  42 
Ischiorectal 20 
In tersphincter ic  11 
Supralevator  7 
SubmucosaI  2 
Perianal Hidradeni t i s  Suppura t iva  12 
O the r  (high in te rmuscu la r ,  gluteal,  etc.) 6 

TABLE 4. Locatio~ of ,4nal Fistulas 

Per Cent  

In tersphincter ic  53 
Perianal 33 
Submucosa l  33 
Ischiorectal 26 
Supra levator  22 

intersphincteric region in 29 cases of perianal and 
ischiorectal abscesses and were only able to demon- 
strate infection present in that location in eight pa- 
tients (28 per cent). Thus the theory that the anal 
glands are the site of origin of most anorectal ab- 
scesses awaits further proof. 
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In  1975, McElwain et al. 4 r epo r t ed  their  detailed 
exper ience  with 1,000 cases of  anorectal  abscesses, 
collected over  a per iod  o f  m o r e  than 15 years. In  their  
series, men  were  affected more  of ten than women  
(3:1), and  the peak  incidence was in the four th  and 
fifth decades of  life. A m o n g  our  patients, men  were 
also more  common l y  affected,  but  our  male to female  
ratio (1.76: 1) m o r e  nearly approx ima tes  the 2 : 1 ratio 
seen at Leeds by Ellis and  Goligher.  1 O u r  patients 
were also m u c h  younge r  than  McElwain's, with the 
peak  incidence being in the third decade.  T h e  age 
distr ibution o f  ou r  patients  resembles  that  seen in a 
series of  82 anal fistulas r epo r t ed  by Ani and Solanke s 
f rom Idaban ,  Nigeria,  suggest ing that  pe rhaps  there  
is some racial or  genetic reason for  the occur rence  of  
anorectal  abscesses at an earl ier  age in our  popula t ion  
than in McElwain's populat ion.  

Anatomically,  per ianal  abscess was the most  com- 
m o n  type of  abscess in ou r  patients,  as well as those of  
McElwain. 4 As with o ther  series, 7 ischiorectal abscess 
was ou r  next  most  c o m m o n  type. Perianal  h idra-  
denitis was p resen t  in  12 per  cent o f  out" patients, 
reflecting the prevalence  of  perianal ,  pubic, and  axil- 
la W hidradeni t is  suppura t iva  in our  pat ient  popula-  
tion. 

T h e  presence  of  supra leva tor  abscesses in 7 per  
cent o f  our  patients reflects o u r  practice o f  specifically 
looking  for  the i r  p resence .  Af t e r  d r a i n a g e  o f  an 
abscess involving the ischiorectal space, a curved  six- 
inch hemos ta t  is gently inser ted th rough  the dra inage  
wound  to the apex  of  the abscess cavity, be ing  careful  
not to pene t ra te  the wall o f  the apex o f  the cavity. 
With a gloved f inger  in the rec tum palpa t ing  the tip 
of  the hemostat l  one can easily de t e rmine  whe the r  the 
apex  is above or  below the level o f  the puborectal is  
and  how much  muscle is be tween the rectal mucosa  
and  the tip of  the hemostat .  By this technique,  it is not 
difficult  to dist inguish between cepha lad  displace- 
men t  of  the levator  sling by a large ischiorectal abscess 
and  actual  ex t ens ion  o f  the  abscess into the su- 
pra leva tor  space. In  none  o f  the 36 patients  was the 
supra leva tor  abscess scondary  to demons t rab le  intra- 
abdomina l  or  pelvic pathology,  and only rarely was 
the abscess conf ined  solely to the supra leva tor  space. 
Usually it was associated with an ischiorectal abscess, 
and not inf requent ly  it was associated with the bilat- 
eral  ( "hor seshoe" )  var ie ty  o f  ischiorectal  abscess. 
W h e t h e r  these abscesses began  in the ischiorectal  
space or in the supra leva tor  space cannot  be deter-  
mined  with certainty. I f  one accepts the theory  that  all 
anorectal  abscesses begin in anal glands, then  one 
would have to assume that  these supra leva tor  absces- 
ses a lways  r e p r e s e n t  u p w a r d  e x t e n s i o n  o f  an  
ischiorecta l  abscess.  Bu t  one  canno t  exc l ud e  the  
possibility that  an abscess might  or iginate in the su- 
pra leva tor  space itself. Indeed ,  on rare  occasions we 
have seen an isolated supra leva tor  abscess with no 

demons t rab le  in t ra -abdominal ,  pelvic, ischiorectal, or  
per ianal  infection. 

O u r  me thod  o f  t r ea tmen t  has worked  well for  our  
pat ient  popula t ion.  Af te r  an average  hospital  stay 5.7 
days, most  pat ients  are  able to r e t u rn  to work or 
school within two to three  weeks, a l though sitz baths 
are con t inued  until final wound  healing at four  to 12 
weeks postoperat ively,  d e p e n d i n g  upon  the size o f  
the skin wounds.  T h e  in-hospital  r eopera t ion  rate  of  
0.6 per  cent suppor t s  the adequacy  of  d ra inage  by our  
methods .  We have not  addressed  the quest ion o f  the 
long- te rm recur rence  rate  by ou r  me thod  of  treat- 
ment .  This  p r o b l e m  will be addressed  in a subsequent  
review o f  an e x p a n d e d  series. 

In  conclusion, at ou r  institution anorectal  abscesses 
are seen in a large n u m b e r  of  patients. These  patients 
are almost  always young,  healthy,  and black, and are 
m o r e  of ten  males  than  females.  O u r  s tandard ized  
me thod  of  t r ea tmen t  has p roven  to be safe and  effec- 
tive. T h e  use of  the ope ra t ing  room and regional  
a n e s t h e s i a  has  f a c i l i t a t e d  the  e s t a b l i s h m e n t  o f  
adequa te  d ra inage  of  these abscesses. A beneficial 
by -p roduc t  o f  this m e t h o d  has been  the spar ing  of  a 
second opera t ion  by the utilization o f  p r ima ry  fis- 
tu lo tomy in those 34 pe r  cent o f  patients in whom a 
fistula can be identif ied.  

Summary 

A prospec t ive  survey  o f  pat ients  with anorec ta l  
abscesses t rea ted  at Cook  Coun ty  Hospi ta l  over  a 
35-month  per iod  p r o d u c e d  data  on 474 patients.  T h e  
peak  incidence was in the third decade o f  life. Males 
w e r e  a f f e c t e d  1.76 t imes  m o r e  f r e q u e n t l y  t h a n  
females .  Pe r i ana l  abscess  was the  mos t  c o m m o n  
anatomic  type (42 pe r  cent), with ischiorectal abscess 
(20 per  cent) be ing second. T h e  supra leva tor  space 
was involved in 7 pe r  cent o f  the abscesses. Pr imary  
f i s tu lo tomy  was p e r f o r m e d  w h e n  an ana l  f istula 
could be d e m o n s t r a t e d  (34 pe r  cent). 

O u r  s tandard ized  m e t h o d  o f  t rea tment ,  utilizing 
radial incisions for  dra inage ,  p roduced  satisfactory 
results with a compl ica t ion  rate  of  3 pe r  cent,  an 
in-hospital r eope ra t ion  rate  of  0.6 per  cent, and  an 
average  hospital  stay of  5.7 days. 

References 

1. Goligher JC: Surgery of the Anus, Rectum, and Colon. Ed 3, 
Springfield, Charles C Thomas, 1975, pp 192; 194-195 

9. Lockhart-Mummery JP: Discussion on fistula-in-ano. Proc R 
Soc Med 22:1331, 1929 

3. Goligher JC, Ellis M, Pissidis AG: A critique of anal glandular 
infection in the aetiology and treatment of idiopathic 
anorectal abscesses and fistulas. Br J Surg 54:977, 1967 

4. McElwain JW, MacLean MD, Alexander RM, et al: Anorectal 
problems: Experience with primary fistulectomy for anorec- 
tal abscess, a report of 1,000 cases (symposium). Dis Colon 
Rectum 18:646, 1975 

5. Ani AN, Solanke TF: Anal fistula: A review of 82 cases. Dis 
Colon Rectum 19:51, 1976 


