ANORECTAL ABSCESSES




xAcute sepS|s in the reglon of the anus |s

i common = ,A

x anorectal sep5|s IS more common N men |
thanwomen e i i *

'x The cryptoglandular theory of _
|ntersph|nctenc anal gland |nfect|on holds |

- that, upon |nfeot|on of a gland pus, whlch

travels anng the path of least reS|stance |



‘%, may spread caudally to presentasa
~ perianal abscess, laterally across the
~ external sphincter to forman
A |sch|orectal a bscessor, ra rely,

. su periorly above the anorectal
, JUﬂCtIOﬂ to form a supralevator

- mtermuscular or parareotal abscess



xSepS|s unrelated to anal gland |
~ infection may occur at the same or at
_other sites (including submucosal
~abscess (following haemorrhmdal _,
. sclerotherapy, which usually resolve
_spontaneously), mucocutaneous or
~__marginal abscess (mfected -
haematoma) ‘ it



e x|soh|orectal abscess (fore|gn body,
~ trauma, deep skin-related
~_infection) and pelvweotal '

~supralevator sepS|s orlglnatlng in
pelvm dlsease - ’



}

- Supralevator | 4 [
|| abscess

* Perianal (60%)

» [schiorectal (20%)

* Intersphincteric (%)

» Supralevator (pelvirectal)
(4%) (is very difficult to
diagnose clinicallyand is

very rare and caused by | E ) i\ __
inflammation or a disease SHNCTERCT M \\N 3 _ 0,  /
in the pEIVIS) e : | | L Ak
"The sites of abscess formation in the region of the
’ SUbIIlUCOS&l (l%) anus and retfum,

Intersphincteric

Ischiorectal " opeacs Perianal

abscess abscess




C oronal

Figure 732.38 Diagram showing the spaces in relation to the anus and
tyvpes of ancrectal abscess in coronal section: A, pelvirectal supraleva-
tor space; B, ischiorectal space; C, perianal or superficial ischiorectal
space; [, marginal or mucocutanecus space; E, submucous space;
F. anorectal imtermuscular (intersphincteric) space; 1, pelvirectal sup-
ralevator abscess: 2, submucouws albscess: 3, ischiocrectal abscess: 4,

marginal abscess; 5, perianal abscess; &, intersphincteric abscess.



x usually associated with a short (2-3 day)
~history of increasingly severe, well-
 localised pain and a palpable tender Iump
at the anal margin. | |

x Examination reveals an indurated hot
tender penanal swellrng |

= % Constltutronal upset and fever



x Management of acute anorectal

~ sepsis Is primarily surgical, mcludmg
 careful examination under
anaestheSIa S|gm0|doscopy and

~proctoscopy, and adequate dramage
~of the pus



INGISION OF AN ISUHIVREGIAL ABOLESS, IFE LAVIIY 19
EXPLORED
GENTLY WITH A FINGER

AND THE NECROTIC TISSUE LINING THE WALLS OF THE
ABSCESS REMOVED BY TH FINGER WRAPPED IN GAUZE,
IT IS WISE TO BIOPSY THE WALL AND SEND THE PUS FOR
CULTURE.

Anorectal abscess

¥ Usualy produces a painful, throbbing sweling in the anal
region. The{ pafient oten has swinging pyrexia

1 Subdivided according fo anatomical site into perianal,
ischiorectal, submucous and pefvirectal

¥ Underlying conditions include fistulo-inano (most common), |55
Crohn's disease, diabetes, immunosuppression |

8 Treatment is drainage of pus in first instance, fogether with
appropricte anfibiofics

¥ Always look for a potential underlying problem




x A fistula-in-ano, or anal fistula, is a chronic
abnormal communication, usually lined to some
degree by granulation tissue, which runs outwards

- from the anorectal lumen (the internal opening) to

an external opemng on the skin of the permeum or

buttock

. x Anal fistulae may be found in assocnatmn W|th
| spemﬂc conditions, such as Crohn s disease,

x However, the maJorlty are termed non- spemﬂc
. ‘idiopathic or cryptoglandular, and intersphincteric
~anal gland infection is deemed central to them.



PRESENTATIQN ‘

x more Common |n men than women

% The overall incidence is about nine cases per
1000OO population per year

x those in their third, fourth and flfth decades of
_life are most commonly affected. - |

% Patients usually complain of intermittent
- purulent discharge, pain (which increases until

temporary relief occurs when the pus e |
‘ dlscharges) ‘




Figure 73.40 Types of anal fistula (Parks’ classification): 1, intersphinc-
teric; 2, trans-sphincteric; 3, suprasphincteric; and 4, extrasphincteric
primary tracks.




% Goodsall S rule |

% used to mdlcate the Ilkely posmon of the =0
_ internal opening accordmg to the posruon of
the external openlng( T helpful but not

mfalhble The S|te of the mternal openlng may
be felt | * * i

Anterior

- Goodsall’s rule.



% endoanal uItrasound e
X Frstulagram o

- x Magnetic resonance |magrng (MRI) IS ‘
acknowledged to be the ‘gold standard’ for
 fistula imaging, but it is limited by availability
~_and costand is usually reserved for difficult

_ recurrent cases. | '

’ X Computed tomography (CT)



» Fistulotomy That the flstulous track must be
laid open

% Fistulectomy This techmque mvolves Corlng out
~ of the fistula

x seton
- x Advancement flaps

x Biological agents agents that essentlally plug
and seal the track and allow ingrowth of
- healthy tissue to replace it



www.medscape.com

Hrpo |

out TBTUleCtomy

0 SpNNCIArPOING matnod

o Pre-op bowel pren and anhbiolics cover
o Infernal opening must be dentfied
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Locse sefon
o Achieve drainage of the fistula rack

o Allow any secondaory frock to heal

o As part of staged fistulotomy

external drainage
close to anal sphincter

Perianal =
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% is a multifocal virally induced dyspIaS|a of the
perianal or intra-anal epidermis which is
.. associated with the human papilloma virus

x A high index of susplc:lon and targeted b|opsy
yields the dlagn05|s whereas multiple

. (mapping) biopsies give an indication of the

extent and overall severity of the disease.



 EXTENSIVE ANAL INTRAEPITHELIAL NEQPLA§|A
 (BIN). WHICH EXTENPS INTRA-ANALLY.




NQN MAL|GNANT STRICTURES ANAL

X Spasmodlc An anal fissure causes spasm of the
internal sphlncter

x Organic Anal stenosis is a rare but serious
Compllcatlon of anoreotal surgery, Other causes
include trauma, mflammatory bowel dlsease
- radiation

x Postoperative stricture
x Irradiation stricture
x Senile anal stenosis



x Lymphogranuloma inguinale
x Inflammatory bowel disease
x Endometriosis

x Neoplastic



x Increasing difficulty in defaecation is the
leading symptom.

x if the stools are formed, they are ‘pipe-stem’ in

shape.

% |In cases of inflammatory stricture, tenesmus,
- bleeding and the passage of mucus are =
superadded.



x Before startlng treatment, it is |mportant to
ascertain the cause of the stricture.

x Non- operatlve treatmentls recommended for
mild stenosis.

x.The use of stool softeners and flbre
. supplements helps aid the passage of stools



x The passage of an anal dilator during
~_convalescence after haemorrhoidectomy
. greatly reduces the incidence of |
postoperative stricture.



LR R T s B L' ]: 1— ..:.._: ‘1 .“ 3
3 <Y 13 JU— | & -y § < : & -t

~ xAnal dilatation can be performed under
_ general anaesthesia and then, by the
_patient, using an anal dilator.



% For severe anal stenosis, an anoplasty is
~ Uused to replace loss of anal tissue.
~ x The stricture is incised and a rotatlon or

~ advancement flap of skin and
- subcutaneous tissue replaces the defeet



X Colostomy must be undertaken when a
| stncture IS Causmg |ntest|nal obstructlon



RECTAL EXCISION AND COLOANAL ANASTOMOSIS

x When the strictures are at or just above the
anorectal junction and are assoclated with a
normal anal canal,

Benign anal stricture

I May be sp-usmuclic or organic

I May be lafrogenic, e.g. affer huemnrrhnidecinmy or repair
of imperforute anus

i Biopsy must be taken fo rule out rnu|ignuncy

% Con usua"y be munugecl by regu|c|r dilatation

B Severe anal sfenosis may require an unup|usty



x Anal mahgnanoy is rare and accounts for Iess
than 2 per cent of all Iarge bowel cancers.

x incidence rate is 0.65 per 100 000.

x Those arising below the dentate line are usually
squamous,

% whereas those above are varlously termed
basaloid,cloacogenic or:transitional. |

. Collectively, they are known as eplderm0|d
. _carcinomas, i i



% Amass, pruritus or discharge is less common
X Advanced tumours may cause faecal
moontlnence by |nva3|on of the sphmcters

% in women, anterior extension may result in
anovaginal flstulatlon

x prlmary treatment IS by ehemoradlotherapy



Anal cancer

1 Uncommon tumour, which is usuu"y 0 SqUAMOUs cell
carcinoma

B Associated with human papilloma virus (HPY}

B More prew:dent In patients with HIV infection

i Muy affect the anal verge or anal candl

I lymphutic: spreud is fo the inguinu| |ymp|1 nodes

B Treatment is by chemarudiatherupy in the first instance

1 Major ablative surgery 1s required it the above fails



