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Incarcerated septic inguinal hernia - an unusual
complication of ischiorectal abscess: surgical
management
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Abstract. Perianal abscesses are frequent surgical emergencies. Perianal abscesses are usually treated successfully by surgical drainage through
perianal incision. In very rare situations these suppurations can extend to the high supralevator space and from here the evolution towards severe local and systemic complications can be possible. The aim of this article is to present the diagnosis and treatment issues in a patient suffering from ischiorectal abscess with supralevator extension resulting in purulent discharge incarcerated in the content of inguinal hernia. We
present the possible evolution towards a rare and serious local and systemic complication of a common surgical emergency, frequently encountered in surgical pathology.
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Introduction

Perianal abscess is a frequent surgical emergency, with a higher
incidence in men (Adamo et al 2016). The classification is mainly
based on the position the abscess has in relation to the internal
and external anal sphincter (Parks et al 1976). Ischiorectal abscess occurs when the purulent collection extends through the
external anal sphincter and subsequently develops into the fatty
and fibrous tissue of the ischiorectal fossa.
The occurrence of pelvic subperitoneal abscesses by the spontaneous extension of ischiorectal abscesses through the levator ani muscles is rare. In exceptional situations, these supralevator abscesses can cause septic locoregional and systemic
complications that can pose serious diagnostic and treatment
problems. In January 2017, Anandhi et al published two cases
of perianal abscesses that had progressed to retroperitoneal necrotizing fasciitis. In 2013, Peng et al, and later in 2016, Hsieh
et al presented their experience related to the association of
the ilioinguinal approach for two cases of ischiorectal abscess
with extension to the upper presacral space and iliac fossa. All
of these cases of complicated perianal abscesses presented in
these articles required multiple operative sites for access and
drainage of purulent collections with supralevator extension.

Surgical technique and therapeutic
strategy

We report an 84-year-old patient who was brought to the emergency department with a 5-day history of perianal pain, fever,
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and altered general condition. The patient had personal history
of myocardial infarction, left ventricular dysfunction, essential
hypertension, chronic bronchitis, obesity - grade II, left-side
inguinal hernia.
Twelve hours before, in another hospital in the Infectious Diseases
Section, non-contrast computed tomography of the abdomen and
pelvis was performed, raising suspicion of a perianal abscess
collection within the left ischiorectal fossa with supralevator
extension, the pelvic subperitoneal collection compressing the
upper rectum (Fig. 1, arrows).
Upon admission, after a coughing effort, the patient complained
of sudden inguinal pain of increased intensity. General physical
examination showed tachycardia (110 beats per minute) and fever (39°C). The left perianal region of the ischiorectal fossa was
characterized by significant oedema, hyperaemia, spontaneous
pain and pain with palpation, and extremely painful digital rectal exam. The obese patient revealed globular abdomen painless
to palpation, with the presence of peristaltic sounds. The left
inguinal region was characterized by irreducible inguinal hernia, with spontaneous pain and pain with palpation. Laboratory
investigations showed neutrophilic leukocytosis (21,000/ml).
The short initial resuscitation with intravenous fluids, antibiotics and pain relievers was followed by surgery with general
anaesthesia and orotracheal intubation.
With the patient initially placed in dorsal decubitus position,
the first step consisted in the surgical treatment of the painful
incarcerated hernia. Upon the opening of the inguinal canal,
there was evidence of Bendavid Type II inguinal hernia that only
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Fig. 1 Computed tomography scan: axial view demonstrating
the pelvic subperitoneal collection compressing the upper rectum (arrows)

Fig. 4 Intraoperative picture: A. extraperitoneal external drainage with a perforated tube exteriorized through transparietal
counter incision, B. spermatic funicle and the repaired inguinal
posterior wall – Bassini procedure

Fig. 2 Intraoperative picture showing the inguinal approach:
A. devitalized preperitoneal adipose tissue fragments and pus
evacuated from hernia contents, B. spermatic funicle

involved the posterior wall of the inguinal canal, with the normal anatomy of the deep inguinal ring. About 150 ml of odourless pus and devitalized preperitoneal adipose tissue fragments
were evacuated from hernia contents (Fig. 2).
Digital exploration revealed an extraperitoneal purulent collection in the paravesical, pararectal and pelvic subperitoneal space.
The patient was then placed in lithotomy position. A wide left
perianal incision was performed, with the evacuation of 200
ml of pus of similar appearance (Fig. 3). The digital and instrumental examination revealed a 2-3 cm communication between
the abscess cavity of the ischiorectal fossa and the supralevator
abscess and the direct left-sided inguinal wall defect. The following procedures were performed: debridement, lavage, extraperitoneal external drainage with a perforated tube exteriorized
through transparietal counter incision, superior to the deep inguinal ring (Fig. 4). The drainage was placed through the pararectal space and through the levator ani muscle breach, parallel to the rectum down to the ischiorectal fossa. The remaining
cavity in the ischiorectal fossa was subjected to wound dressing. Hernia repair was performed via tissue technique, Bassini
technique and subcutaneous drainage.
The patient was admitted to the intensive care unit for 7 days
with the diagnosis of septic shock, acute respiratory failure
requiring mechanical ventilation, and acute kidney failure.
The patient required vasoactive treatment with noradrenaline.
Intravenous antibiotic therapy was established according to the
antibiogram test. The following procedures were performed:
irrigation with saline solution through the left iliac fossa, extraperitoneal drainage twice a day, debridement and cleansing
with antiseptic solution and wound dressing of the remaining
cavity from the ischiorectal fossa with local antibiotic for 10
days. The patient was released from hospital 17 days after the

Fig. 3 Intraoperative picture: left perianal incision and drainage
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surgical procedure with a healed inguinal wound and a granular and partially epithelialized perianal plaque.
One year and a half after surgery the patient is free of symptoms.
Informed consent was obtained from the participant included
in the study.

The choice of presenting the surgical management of this specific situation was determined by the particularity of the evolution of ischiorectal fossa abscesses and the high difficulty in
terms of diagnosis and treatment.
Perianal abscesses are among the most common surgical emergencies. The clinical picture consisting of intense perianal pain,
fever and leukocytosis in conjunction with the clinical examination is in most cases sufficient to provide a definite diagnosis.
In rare cases when the patient’s septic condition is not consistent with local clinical signs, or when atypical symptoms such
as abdominal pain, extensive cellulitis, or unfavorable evolution after surgical drainage are associated, a severe evolution of
these suppurations can occur. Suspicion of supralevator extension of a perianal suppuration cannot be confirmed by clinical
examination only and requires emergency pelvic CT.
The presence of the pus collection in the pelvic subperitoneal
space can rarely lead to local and severe systemic complications that are difficult to diagnose and treat. In the specialty literature, several cases of extension of the suppurative process
from a perianal abscess to the retroperitoneal tissue or of extended posterior retroperitoneal necrotizing fasciitis have been
reported (Anandhi et al 2017; Butt et al 2017). Of the severe
rare complications of perianal suppurations, in 2015 Toh et al
published a case of Fournier’s gangrene with the suppurations
starting from a perianal abscess. In 2016 another rare case was
published by Gujrathi et al consisting of an inflammatory irritation of the sciatic nerve by the fusion of a supralevator abscess.
Such particular situations require prompt surgical treatment,
which involves a simultaneous approach by use of incisions
placed in distinct anatomical regions. The combined perianal
and ilioinguinal approach, either uni- or bilaterally, is used and
described by Peng in two cases of extended supralevator abscesses in the iliac fossae (Peng et al 2013, Hsieh et al 2016).
The perianal approach combined with the lumbar retroperitoneal
approach in posterior necrotizing fasciitis is used and described
by Anandhi et al (2017) while the perianal approach combined
with the transabdominal one is described by Sanyal et al (2012).

The evolution towards severe local and systemic complications
of a perianal abscess should be considered in the cases where
the symptomatology or evolution of these perianal suppurations is complex or inconsistent with the local clinical picture
of the lesion. The request for abdominoperineal CT should be
considered in these cases. Surgical treatment should be prompt
and customized for the specific clinical and imaging situation.
Simultaneous multilocular surgical approach may be a necessity in these situations.
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