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Urgent care practice in anorectal abscess. Still a pending task
Manejo urgente de los abscesos perianales. Una tarea aun pendiente
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Abstract

Aim: The aim of the study was to evaluate urgent care practice with regard to anorectal abscesses (AA) in a tertiary-level referral
hospital. Materials and methods: this was retrospective and unicentric study. Patients who underwent surgery for AA between
2016 and 2017 were included in the study. Demographic variables were analyzed as well as the treatment performed, the need
for hospitalization, use of antibiotics, and referral to the coloproctology outpatient department (COD). The recurrence risk factors
were also evaluated. Results: A total of 220 evaluations under anesthesia were performed, corresponding to 190 patients, 129
males (mean age 46 + 14.9 years). The most frequent treatment in the emergency department (ED) was simple drainage (75.8%).
Antibiotic therapy was prescribed in 62.9% of the cases. A total of 41.1% of the patients were referred to a specialized COD. The
only risk factor associated with recurrence was the presence of an associated anal fistula. Conclusions: Anorectal abscesses are
very frequent in the ED. There is great clinical variability regarding the taking of cultures, prescription of antibiotics, and referral
criteria to a specialized coloproctology outpatient department, without clear impact of any of them on the recurrence of the abscess.
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Resumen

Objetivo: Evaluar el manejo de los abscesos perianales por parte del servicio de cirugia de urgencias. Método: Estudio
unicéntrico retrospectivo. Se incluyeron pacientes que requirieron manejo quirdrgico de abscesos perianales de 2016 a 2017.
Se analizaron variables demogréficas, tratamientos realizados, necesidad de ingreso hospitalario, uso de antibidticos y nece-
sidad de derivacion a la consulta externa de coloproctologia. Asi mismo, se evaluaron los factores relacionados con la recu-
rrencia del absceso. Resultados: Durante el periodo de estudio se realizaron 220 exploraciones, correspondientes a 190
pacientes (129 hombres) con una edad media de 46 + 14.9 afios. El tratamiento quirdrgico mas frecuentemente realizado fue
el drenaje simple (75.8%). Se prescribieron antibidticos en el 62.9% de los casos. El 41.1% de los pacientes fueron remitidos
a consulta externa de coloproctologia. El tnico factor de riesgo asociado a la recurrencia fue la presencia de una fistula pe-
rianal asociada. Conclusiones: Los abscesos perianales son frecuentes en los servicios de urgencias. Hay una gran varia-
bilidad clinica en su manejo, sobre todo en lo relativo a la realizacion de cultivos, la prescripcion de antibidticos y la derivacion
a unidades de coloproctologia especializadas, sin que ninguna de estas medidas tenga un claro impacto en la recurrencia.

Palabras clave: Absceso anal. Absceso perianal. Fistula perianal. Factor de riesgo.
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|ntroduction

The real incidence of anorectal abscesses and anal
fistulas in emergency department (ED) is difficult, since
many of them drain spontaneously or are drained in
primary care services without any sequelae. It is esti-
mated that 40% of patients with anorectal abscesses
will develop an anal fistula during its evolution®®. In
Spain, the incidence of anal fistulae is around
1.04/10,000 inhabitants/year!, which corresponds to
the general perception of its relatively low incidence,
although it seems a little higher compared to other se-
ries that placed it around 0.86/10,000 inhabitants/year®.
Anorectal infections are especially frequent in patients
with Crohn disease, acquired immune deficiency syn-
drome, or immunosuppressed due to any other cause®.

Regarding the management of anorectal abscesses
in the ED, there is great heterogeneity in the stan-
dards of clinical practice. Although the clinical guide-
lines for the management of anorectal abscesses and
anal and rectovaginal fistulas have been recently pub-
lished’, the reality of daily practice is that the assess-
ment of these patients, in a high percentage of cases,
is performed by physicians without the necessary ex-
perience for its correct diagnosis and treatment®. The
objective of this study is the evaluation of the treat-
ment performed in patients with anorectal abscesses
in the ED and its impact on disease recurrence.

Methods

We have retrospectively evaluated all patients with
anorectal abscess diagnosed during one year. Those
cases that required evaluation under anesthesia (EUA)
were included. Patients undergoing evaluation without
anesthesia, soft-tissue abscess different from the ano-
rectal region and those with Fournier gangrene were
excluded from the study. All patients provided informed
consent, and the study was approved by the ethics
committee.

Socio-demographic aspects, associated comorbid-
ity, seasonality of the disease, as well as the type of
treatment performed in the ED were analyzed.

We studied the type of antibiotic prescribed, the
criteria for its prescription as well as for the taking of
cultures. Patients were divided according to the sen-
sitivity to the prescribed empirical antibiotic treatment,
ranging from “sensitive,” “resistant,” or “indetermi-
nate,” being understood as “indeterminate” those cas-
es, in which the sensitivity of the bacteria could not

be determined (multiple flora) or did not have relevance
given that an empirical antibiotic was not prescribed.
The relationship between antibiotic sensitivity and the
abscess recurrence was assessed.

Finally, we evaluated those patients referred to the
specialized coloproctology outpatient department (COD)
after abscess drainage in the ED. We analyzed general
parameters (sex and age), associated comorbidity, re-
ferral criteria to specialized consultation, and presence
of anal fistula compared with the previous existence of
it in the emergency surgical exploration. To do this, a
physical evaluation was performed, accompanied by an
endoanal ultrasound to determine the type of fistula.

Statistical analysis

Qualitative and quantitative variables were ana-
lyzed. For the statistical analysis of the quantitative
variables, we performed the Student’s t-test and for
qualitative variables, Pearson Chi-square test (y?). For
the study of the risk factors involved in the recurrence
of anorectal abscess, the absolute and relative odds
ratio (OR) was determined by logistic regression anal-
ysis, considering values of p < 0.05 as statistically
significant. Data were analyzed using SPSS® Statis-
tics v.23 (SPSS Inc, Chicago IL, USA).

Results

During the period of study, 220 anorectal abscesses
were diagnosed, corresponding to 190 patients (127
men, mean age 46.4 years + 14.9) (Fig. 1). Eighty-nine
patients (46.8%) had abscess recurrence, 63 (70.7%)
at the time of inclusion in this study.

Most patients had no significant medical history, 28
(14.7%) were diabetic and 12 (6.3%) had Crohn dis-
ease (Table 1). In terms of seasonality, most cases
(64%) occurred in the months of autumn and winter.
The most frequent treatment performed in the ED was
simple drainage (75.8%), followed by drainage + seton
placement (17.9%). At the time of drainage, 66 patients
(34.7%) had an associated anal fistula. Cultures were
taken in 26 patients (13.7%) and 119 were prescribed
antibiotics (62.6%). Forty-one patients (21.6%) re-
quired hospital admission, while 78 (41.1%) were re-
ferred to our specialized COD.

Microbiological analysis

In this study and after analyzing different parame-
ters, we failed to identify clear criteria, guidelines, or
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Total number of anal abscess in the ER
n=220

Patients
n=190

Recurrences
n =89 (46,8%)

No recurrence
n =110 (53,2%)

! !
Recurrences at the Recurrences during
time of inclusion follow-up

n=63(70,7%) n =26 (29,2%)

Figure 1. Flowchart of study patients.
ER: emergency room.

standard operating procedures for microbiology cul-
tures, except in those cases of antibiotic prescription
or where hospitalization was indicated (p = 0.002 and
p < 0.001, respectively) (Table 2). In cases, where
empirical antibiotic therapy was prescribed, the most
commonly used was amoxicillin/clavulanic acid (36%).

In the microbiological analysis of the cultures ob-
tained, the most frequent bacteria wer Escherichia coli
(E. coli); however, up to 24 types of bacteria were
cultured, mostly Gram-positive. Regarding the rate of
recurrence of the abscesses, according to the micro-
biological sensitivity to the prescribed empirical anti-
biotic, it was 48.1%, 25%, and 42.8% for “sensitive,”
“resistant,” and “indeterminate,” respectively. Most of
the antibiotic resistance corresponded to the combi-
nation amoxicillin/clavulanic acid (Table 3).

Factors related to recurrence of anorectal
abscess

Initially, we observed that the presence of Crohn
disease (OR = 6.26, 95% Cl, 1.33-29.4, P = 0.009) as
well as an associated anal fistula (OR = 11.44, 95%
Cl, 5.47-23.9, P = < 0.001) was related to abscess
recurrence; however, after carrying out a unidimen-
sional logistic regression model, we observed that the
presence of an anal fistula is the only risk factor as-
sociated with recurrence (OR = 11.21, 95% CI, 5.28-
23.79, P = < 0.001).

In patients whom an antibiotic was not prescribed,
values of statistical significance were obtained as a
protective factor against abscess recurrence (adjusted

Table 1. Socio-demographic characteristics of the study
population

Variables N (%)
Sex

Male 127 (66.8)

Female 63(33.2)
Mean age 46.4 + 14,9 (18-91)
Comorbidity

None 148 (77.9)

DM 28 (14.7)

Crohn disease 12 (6.3)

DM+ Crohn disease 1(0.5)

AML 1(0.5)
Seasonality

Autumn 59 (33.7)

Winter 50 (30.3)

Spring 32(18.3)

Summer 31(17.7)
Type of treatment performed in the ER

Drainage alone 144 (75.8)

Drainage + Pezzer catheter 6(3.2)

Drainage + Penrose drain 3(1.6)

Drainage + Seton 34 (17.9)

Fistulectomy 1(0.5)

Fistulotomy 1(0.5)

None 1(0.5)
Microbiological cultures

No 164 (86.3)

Yes 26 (13.7)
Antibiotic

No 70 (36.8)

Yes 119 (62.6)
Anal abscess recurrence

No 101 (53.2)

Yes 89 (46.8)
Need for hospital admission

No 149 (78.4)

Yes 41 (21.6)
Need for referral to coloproctology outpatient
department

No 112 (58.9)

Yes 78 (41.1)
Associated anal fistula

No 124 (65.3)

Yes 66 (34.7)

AML: acute myeloid leukemia; DM: diabetes mellitus; ER: emergency room.

OR = 2.59, 95% ClI, 1.21-5.05, p = 0.013). However,
this value should be taken with caution, given that an
alternative interpretation, and perhaps more adjusted
to reality, could be that patients with recurrence of
anorectal abscess received empirical antibiotic treat-
ment in a greater proportion (Table 4).
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Table 2. Observed criteria for the taking of microbiological
cultures

Variables Microbiological culture p
No Yes
Sex
Male 109 18 0.781
Female 55 8
Age (years) 462+ 148 47.4+159 0.721
Comorbidity
None 130 18 0.076
DM 22 6
Crohn disease 11 1
DM + Crohn disease 1 0
AML 0 1
Anal fistula
No 106 18 0.647
Yes 58 8
Recurrence
No 89 12 0.441
Yes 75 14
Antibiotic prescription
No 66 5 0.002
Yes 98 21
Need for hospitalization
No 137 12 < 0.001
Yes 27 14
Need for specialized consultation
No 96 16 0.773
Yes 68 10

AML: acute myeloid leukemia; DM: diabetes mellitus.

Follow-up of patients referred to
specialized COD

A total of 78 patients (41.1%) were referred to spe-
cialized consultation, most of them (74.4%) had no
significant medical history. All were clinically evalu-
ated and 3D endoanal ultrasound was performed in
65 patients (83%).

The analysis of referral criteria to specialized con-
sultation showed that most of cases were patients
with recurrence of anorectal abscess with or without
associated anal fistula (79.5%). Nine (11.5%) patients
presented only anal fistula as derivation criteria and
one (1.2%) due to medical history of Crohn disease.
No clear referral criteria were found in six patients
(7.6%).

Regarding the presence of anal fistulas, of the 66
patients in whom they were diagnosed in the emer-
gency room, 55 (83.3%) were referred to the

specialized consultation for this reason. On arrival at
the consultation, the fistula had disappeared in 29
(52.8%) patients. Of the patients without an anal fis-
tula objectified in the emergency room exploration, it
was developed on arrival to the specialized coloproc-
tology consultation in 14 cases (60.8%); most of these
patients had been referred under the indication of
recurrent anorectal abscess. Transsphincteric fistula
was the most frequently diagnosed (65%) (Fig. 2).

Discussion

Surgical treatment of anorectal abscesses is a fre-
quent surgical emergency in ED. In our case is second
only to acute appendicitis for EUA. However, its ap-
proach continues to be subject to great variability”s-",
not only from one hospital to another but also among
professionals of the same hospital. As mentioned by
Malik et al. in their work®, the treatment of anorectal
abscesses, in the great majority of cases, is left to
less experienced physicians (general surgery resi-
dents with little or no experience and young attending
surgeons) with limited capacity for diagnosing associ-
ated complications or for the screening of associated
fistulas.

One of the observations that we do share with most
studies is that anorectal abscesses mainly affect the
middle-aged male population. Although the exact
causes of this association are still unknown, it is pos-
sible that it may reside in anatomical differences of
the anal glands or that hormonal factors, not fully
known, may be involved. We also observed that most
cases (64%) occur in the autumn-winter period. This
situation, although it lacks clinical relevance, repre-
sents the opposite that would be expected in a hos-
pital with very hot summers where sweating is profuse
and moisture/maceration of anal and anorectal tissue
is the norm. It is intuitive that, according to this obser-
vation, the development of anorectal abscesses de-
pends more on intrinsic factors than on those related
to the environment.

As in the majority of published articles, the most
frequent surgical treatment performed in the ED was
simple drainage followed by drainage + seton place-
ment. Emergency fistulotomy simultaneous to the
drainage of the abscess was performed in only 0.5%
of the cases. Although there is a systematic review that
advocates its implementation in specific cases (simple
fistulas with a high risk of recurrence), it seems that
seton placement may be an equally effective proce-
dure without the added risk of fecal incontinence'>*®.
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Table 3. Microbiological characteristics of the cultures obtained in patients with perianal abscess

Type of bacteria Microbiological Frequency Empirical antibiotic prescribed  Sensitive Recurrence % of
characteristics (yes/no) (yes/no) recurrences
Enterococcus Gram (+)/facultative 2 Linezolid/Cefixime (1)/Cipro + Yes (L +C)/ Yes(1) 27/13 = 48.1%
faecium anaerobic Metro (1) No (C +M) /No(1)
Bacteroides Gram (-)/anaerobic 1 Cipro + Metro Yes
uniformis
Actinomyces Gram (+)/anaerobic 1 Cipro + Metro Yes Yes
turicensis
Clostridium difficile ~ Gram (+)/anaerobic 1 Vancomycin Yes Exitus
Escherichia coli Gram (-)/facultative 10 Amox/Clav (5); Cipro + Metro (2);  Yes Yes (5)/
anaerobic None (2); Linezolid + Cefixime (1) No (5)
Streptococcus Gram (+)/facultative 1 Amox/Clav Yes No
anginosus anaerobic
Klebsiella Gram (-)/encapsulated 1 Cipro + Metro Yes Yes
pneumoniae anaerobic
Peptostreptococcus  Gram (+)/anaerobic 1 Cipro + Metro Yes No
harei
Staphylococcus Gram (+)/facultative 2 Amox/Clav (1)/Cipro + Metro (1) Yes Yes (2)
aureus anaerobic
Bacteroides fragilis ~ Gram (-)/anaerobic 2 Amox/Clav (2) Yes No (2)
Bacteroides Gram (-)/anaerobic 1 Amox/Clav Yes No
thetaiotaomicron
Prevotella bivia Gram (-)/anaerobic 1 Cipro + Metro Yes Yes
Peptostreptococcus Gram (+)/anaerobic 1 Cipro + Metro Yes No
anaerobius
Propebela bergensis Gram (+)/anaerobic 1 Cipro + Metro Yes No
Bacteroides ovatus ~ Gram (-)/anaerobic 1 Amox/Clav Yes Yes
Pseudomonas Gram (-)/aerobic 2 Amox/Clav (2) No (2) Yes (1) 713 =42.8%
aeruginosa MNo (1)
Candida Fungi 1 Cipro + Metro No Yes
Streptococcus Gram (+)/facultative 1 Amox/Clav No No
constellatus anaerobic
Streptococcus oralis  Gram (+)/anaerobic 1 Amox/Clav No No
Streptococcus Gram (+)/anaerobic 1 Amox/Clav No Yes
gallolyticus
Enterococcus Gram (+)/catalase (-)/ 1 Amox/Clav No No
faecalis anaerobic
Streptococcus Gram (+)/anaerobic 1 None N/A No 8/2 = 25%
intermedius
Parvimonas micra ~ Gram (+)/anaerobic 1 None N/A No
Staphylococcus Gram (+)/Coagulase 1 None N/A No
Lugdunensis (-)/facultative anaerobic
Fusobacterium Gram (-)/anaerobic 1 None N/A No
nucleatum
Multiple flora N/A 2 Amox/Clav N/A Yes (2)
Negative N/A 2 Amox/Clav N/A No (2)
Total 25 Yes (15), No  Yes (18) /No (23)/Exitus (1)

(8), N/A (6)

Amox/Clav: amoxicillin/clavulanic acid; Cipro + Metro: Ciprofloxacin + metronidazole; L+C: Linezolid +cefixime; N/A: Not applicable.
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Table 4. Factors related to recurrence of perianal abscess. Odds ratio adjusted to univariate logistic regression

Variable Recurrence Crude OR 95% Cl P value Adjusted OR 95% CI p value
No Yes
Age 472 +154 455+ 144 - - 0.449 - - -
Sex - - -
Male 59 58 1.152 0.629-2.11 0.646
Female 68 31
Comorbidity
None 83 65 1.495 0.76-2.944 0.243 1.019 0.423-2.453  0.967
DM 15 13 1.070 0.485-2.362 0.867 - - -
Crohn disease 2 10 6.266 1.334-29.424  0.009 - - -
Anal fistula
No 89 35 11.443 5.472-23.928 < 0.001 11.215 5.285-23.796 < 0.001
Yes 12 54
Antibiotic prescription
No 48 23 2.599 1.406-4.805 0.002 2.479 1.215-5.056  0.013
Yes 19 22
Microbiological culture
No 89 75 1.384 0.604-3.175 0.441
Yes 12 14

Cl: confidence interval; DM: diabetes mellitus; OR: odds ratio.

- Male: 53 (67.9%)
- Mean age: 44.9 (18-76)
- Comorbidity

- None: 58 (74.4%)

Total of patients referred to
coloproctology outpatient department (COD)

- DM: 7 (9%)

n=178 - Crohn’s disease: 12 (15.4)

- DM + Crohn’s disease: 1 (1.3)

- 3D endoanal ultrasound: 65 (83%)

|

| Recurrence of anorectal abscess | Anal fistula

Diagnosed in the ER Not objectified in the ER
- YES o, - No o, n=55 n=23
n =62 (79.5%) n =16 (20.5%)

Anal fistula: 9 (11.5%) Healing Persistence of fistula Not objectified
- Anal fistula: % ithout additional in COD
- Crohn’s disease: 1 (1.2%) t(::at;in? ne'e'fjgj, n =26 (47.2%) Objectified in COD n = 14 (60.8%) n=9(39.1%)
- Neither anal fistula or n =29 (52.8%) -Recurred anorectal abscess: 9 (64,2%)

comorbidity: 6 (7.6%) -Diabetes mellitus: 3 (21.4%)

-Crohn’s disease: 1 (7.1%)
-Neither morbidity or anorectal
abscess recurrence: 1 (7.1%)

Types of anal fistula n = 40
-Trans-phincteric: 26 (65%)
-Intersphincteric: 9 (22.5%)
-Extrasphincteric: 1 (2.5%)
-Others: 4 (10%)

Figure 2. Detailed flowchart of patients referred to specialized COD. Results are shown in absolute numbers and percentage (%).
COD: coloproctology outpatient department; DM: diabetes mellitus; ER: emergency room.

Our study shows significantly higher rates of and, what is most important, neither the taking of cul-
microbiological cultures and prescription of antibiotics  tures nor antibiotics significantly affected the recur-
than international standards, guidelines, and recom- rence rate of anal abscess. Even when the sensitivity
mendations. We did not objectify clear criteria for the of the bacteria to the empiric antibiotic treatment was
prescription of antibiotics or for the taking of cultures confirmed by antibiogram, there were no lower anal
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abscess recurrence rates compared to when the
bacterium was resistant. As mentioned by Leung et al.'®,
one of the main problems in taking cultures is that, in
many cases, as they are outpatients without further
follow-up, there is no physician in charge of reviewing
the cultures and performing a targeted treatment, if
needed. Therefore, based both on our results and in
previous studies®™®'""® we support the recommenda-
tion to reserve the use of antibiotics for patients with
anorectal abscesses and important cellulitis, signs of
systemic disease, and/or in cases of immunosuppres-
sion. We also believe it is convenient to take cultures
only in selected patients (persistent abscess with poor
wound healing and/or suspected infection with methi-
cillin-resistant Staphylococcus aureus [MRSA] or
Pseudomonas). In the present study, of the 24 different
types of bacteria and fungi isolated, we did not have
any patient with MRSA but did find two cases of Pseu-
domonas infection. The majority of the observed
antibiotic resistance corresponded to the group of be-
ta-lactams + clavulanic acid.

Regarding the referral criteria to the specialized
COD, we did not objectify any clear referral criteria in
7.6% of the cases. We believe that this value, although
low compared to the total of treated and referred pa-
tients, could be easily improved, as it only implies
giving greater responsibility to experienced surgeons
and physicians in the diagnosis and treatment of ano-
rectal abscesses.

With respect to the presence and development of
anal fistulas in patients with anorectal abscesses, it
has been classically established that it is present ini-
tially or develops later in 26-37% of cases?'®. In the
present study, higher values were obtained (50-60%).
It is worth noting that about half of the fistulas diag-
nosed in the emergency room present spontaneous
healing once the abscess is drained, without the need
for additional treatments. However, on the other hand,
there is a large percentage of patients (approximately
60%) who can develop it after anal abscess is treated
in their acute form, especially in cases of abscess
recurrence or immunosuppression (lymphoma, diabe-
tes mellitus, and/or inflammatory bowel disease).

In this study and after specific complementary tests
performed in specialized, the transsphincteric fistula
was the most frequently diagnosed in about 65% of
cases. Given that so far there is no gold standard treat-
ment for this type of anal fistula, we share the consid-
eration of Soliman et al.?' that this is a type of fistula
whose management is complex and sometimes with
disastrous consequences; therefore, its assessment,

treatment, and follow-up should be carried out in third-
level reference units, with extensive experience for the
treatment of this complex pathology.

Conclusions

There is great variability regarding the management
and treatment of anorectal abscesses in the ED. Sim-
ple drainage + seton placement represents the most
recommended treatment. Systematized prescription
of antibiotics and taking of cultures should be avoid-
ed, except in selected cases. It is important to design
specific clinical pathways adapted to the needs and
microbiological characteristics of each region, to op-
timize the management of patients with anorectal
abscesses with or without anal fistula. With regard to
anal fistulas, simple abscess drainage can be cura-
tive in more than half of the cases. Consultation to
the specialized COD is recommended in cases of
recurrent anal abscesses, anal fistulas, and immuno-
suppressed patients, given its increased risk of
chronic anal fistula. We can conclude that the optimal
management of anal abscess in ED is still a pending
task. A proper diagnosis and treatment both in the
ED and in specialized outpatient consultation, will
reduce antibiotic resistance, preventing annoying, un-
necessary and expensive proceedings to the patient,
as well as avoid additional costs for the National
Health System.
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