
Introduction

The high anal abscess might have not a typi-
cal, chronic clinical course, and its diagnosis
may be difficult. In the diagnostics of anal ab-
scesses one of the most crucial things is early
diagnosis, followed by its incision, without
waiting for evident clinical symptoms. The
longer the process last the greater is the risk of
creation of the complex fistula. The treatment
for such a fistula carries the risk of anal
sphincters trauma. Another important thing is

an exact definition of the type of anal abscess
in order to plan the surgical approach.1,2

Case report

Half a year ago, a 46-year old woman was
hospitalized at the Neurosurgical Depar-
tment due to the dystaesthesia and numbness
sensation in the lower limbs. The contrast
examination led to the suspicion of a tumour
in the right curvature of the colon. Colono-
scopy did not, however, confirmed that dia-
gnosis and it did not find any pathology. 

A few months ago she was again admitted
to the hospital, to the Oncological Depar-
tment by her gynaecologist who on palpation
confirmed the presence of a rectal mass. The
contrast examination and colonoscopy were
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repeated and have again not found any signs
of rectal carcinoma. 

Because she also had discrete symptoms of
periodical discharge of puss from the anus,
feeling of pressure against the walls of the
anal canal, without neither pain nor fever,
she was admitted to the Proctologic Depar-
tment with the suspicion of a high abscess of
the anal canal. The general examination of
the patient did not show any abnormalities. 

During a proctologic assessment, a hard
mass covered by mobile mucous was palpa-
ted, about 3 cm from the anal verge, on the
right side of the rectum. The lower margin of
the mass was reaching level of the dentate li-
ne. Little discomfort was felt by the patient
during palpation. 

In the place corresponding to the painful
area rectoscopy showed a bulg of mucosa, but
the mucosa itself looked normal. No other
abnormalities were found. Rectoscopy did
not show any lesion within 10 cm of the co-
lon, and a normal mucosa was seen covering
all walls of the colon. 

Biopsy specimens were taken from the pa-
inful and palpated lesion. The histopatological
assessment confirmed the presence of normal
fragments of the mucous membrane of the co-

lon with small infiltrations of lymphocytes in-
to the mucosa and submucosa. 

Fiberosigmoidoscopy was performed next
and the rectum and distal sigmoid colon were
assessed. Bulbing of the rectal wall was again
seen 5-6 cm from the anal verge, covered by
swollen and congested mucous membrane. Bi-
opsy specimens were taken. During the exami-
nation a leakage of puss content from the ou-
tlet was visualized 3 cm above sphincters. No
other changes within the colon were found.

Computer tomography (layers 10 mm
thick) confirmed the presence of a tumour lo-
calized just above the anal sphincters. Images
were, however, not conclusive. 

Transrectal ultrasound (TRUS) was perfor-
med on the BK Medical unit 3535 with 7 MHz
endorectal mechanical probe. It showed the
submucosal-intersphincteric abscess with di-
ameters reaching 41x17x25 mm on the anteri-
or-right anal wall 5-6 cm from anal verge (Fi-
gure 1a). 

From its distal part a channel of an anal fi-
stula crossing the internal anal sphincter at
the level of puborectal muscle was origina-
ting. The internal fistulous opening was loca-
ted between high and middle parts of the anal
canal, on the right wall (Figure 1b). The ima-
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Figure 1a. Submucosal component of the abscess loca-
ted on the right wall of the rectum, above the anal
sphincters (crosses).

Figure 1b. Intersphincteric part with an anal fistula on
the right wall.



ge was typical for high submucosal-inters-
phincteric abscess and fistula, and there were
no suspected signs of rectal cancer.

The patient was classified for a surgical in-
tervention. During surgery the submucosal
compartment of the abscess was opened and
its intersphincteric part was then visible. The
incision was prolonged in the direction of the
anal verge and the intersphincteric space was
opened. Open wound was left to healing. The
solid, hard fragments of circumferential tissues
were taken to the histopathologic investigation.

The result of histopathologic investigation
was following: fragments of mucous membra-
ne of large intestine with signs of unspecific
inflammation. 

The postsurgical period was not complica-
ted. The patient was sent home the third day
after the operation.

Discussion

The presented case exemplifies a rare case of
high abscess of anal canal about chronic,
many months’ course. The chronic inflamma-
tory state caused the swelling and the indura-
tion of the circumferential tissues which were
responsible for diagnostic difficulties to diffe-
rentiate it from neoplastic tumour. The ab-
scess of anus is in majority of the cases a di-
sease about sharp course with main symp-
toms such as pain and temperature. In the
presented case the clinical presentation was
not, however, characteristic because the ab-
scess was located above the dentate line. In
this area there are no nerves responsible for
pain sensation so the patient did not compla-
in on pain, and only on periodical feeling of
»dilating« in rectum.3 The lack of other typi-
cal symptoms like fluctuation and redness of
the perianal skin were other reasons which
made the diagnosis more difficult. Although
it should also be bear in mind that patients
with Crohn’s diseases have asymptomatic ab-
scesses in 62% of the cases,4 this patient did

not, however, suffer from non-specific in-
flammatory bowel disease. 

In many cases an anal fistula is the first
symptom of an anal abscess. According to
Choen et al5 and Deen et al6 these two disea-
ses coexist in 50% and 45% of the patients,
respectively. At the time of surgery for the
anal abscess such a fistula remains unreco-
gnized in the clinical examination in 18-95%
of the cases, which leads to the recurrence of
the abscess or fistula in 48-62% of the cases.7

The presence of discharge from anus
might have helped here because it is often the
first symptom of an intersphincteric abscess,
but only under the condition that it spontane-
ously pierces through the anal crypt. In the
presented case only occasionally the abscess
emptied itself to the anal crypt, which was
noted by the patient as the periodical leakage
of pus from the anus, but it has never been
accompanied by a high fever. 

Anoscopy revealed an internal opening
with puss sipping from it. TRUS is currently
the most commonly used for the diagnostics
of the anal canal diseases.8-10 However, in the
presented case, the detailed history of the di-
sease and the exact proctologic assessment
pointed to the inflammatory disease, atypical
symptoms suggested initially a rectal cancer.
TRUS immediately and easily helped with the
differentiation of these two diseases, saving
time and costs of further diagnostics. It also
showed an excellent agreement with surgery
in regard to defining anatomy of abscess and
anal fistula, and helped planning the surgical
approach. Simple drainage of the diagnosed
abscess would be mostly insufficient and that
is why the surgeons, relying on TRUS, broa-
dened the cryptal outlet. 

Conclusions

Transrectal ultrasound is an useful examina-
tion enabling the differentiation of rectal car-
cinoma from an abscess of the anal canal.
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