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Abstract

Anorectal conditions are one
of the most common problems
evaluated by primary care
physicians. Most patients present
with rectal pain, rectal bleeding,
or purulent drainage per rectum.
Colorectal conditions have
overlapping symptoms. Thorough
history and careful anorectal
examination can differentiate
common anorectal conditions like
hemorrhoids, anorectal abscesses,
anal fistula, anal fissure, and
anal condyloma. Most of these
conditions can be diagnosed and
treated without imaging.

Introduction

Anorectal disorders are commonly
encountered in primary care practices.
There are overlapping symptoms in
these disorders causing confusion
and misdiagnosis. This paper will
review anorectal abscesses, anal fistula,
hemorrhoids, anal fissure and anal
condyloma.

Anorectal Abscesses

Anorectal abscess results from
obstruction of anal glands. Anorectal
abscesses are defined by the anatomic
space in which they develop. These
most commonly involve the perianal
and ischiorectal spaces; less often the
intersphincteric, supralevator and
submucosal spaces.' The incidence of
anorectal abscesses is 8.6-20/100,000,
with a male: female ratio of 3:1. They
may occur at any age with a peak
incidence between 20 and 40 years of

age.”
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The diagnosis of anorectal abscess
is usually based on the patient’s history
and physical examination. Perianal
pain and swelling are common with
superficial abscesses.” Deeper abscesses
also present with pain that is referred
to the perineum or buttock but
visualized swelling is less common.
Inspection of the perineum may reveal
superficial erythema and fluctuance
with tenderness to palpation. Digital
rectal exam commonly elicits severe
pain. Imaging is rarely needed.’

The primary treatment of
anorectal abscess remains surgical
drainage. In general, the incision
should be kept as close as possible to
the anal verge to minimize the length
of a potential fistula. Bedside or in-
office drainage with local anesthetic
and a scalpel is usually adequate.
Relief is immediate. Sometimes,
examination under anesthesia is
needed to confirm deeper more
occult abscesses and to drain more
complicated abscesses.”

After drainage, abscess recurrence
has been observed in up to 44% of
patients, most often within one year of
initial treatment. Inadequate drainage
(such as using a needle), loculations,
horseshoe-type abscess and failure
to perform primary fistulotomy have
been identified as risk factors for
recurrent anorectal abscess.’

Antibiotics should be reserved
for patients with anorectal abscess
complicated by cellulitis, systemic
signs of infection or underlying
immunosuppression. The sole
treatment of anorectal abscesses with

antibiotics is inadequate.



Figure 1. Perianal abscess

Anal Fistula

A fistula is an abnormal connection between two
epithelialized structures. An anal fistula results from chronic
infection and epithelialization of prior abscess drainage
site. The incidence is 2/100,000/year. Anal fistulae are
usually cryptoglandular/abscess-related in over 90% of
cases. Blockage of anal crypts/glands leads to infection and
abscess formation.® Following routine abscess drainage,

a failure of the tract to heal may lead to fistula formation.
Less common causes include trauma and inflammatory
bowel disease. Anal fistulae are classified in relationship
to sphincter complex as intersphincteric, transphincteric,
suprasphincteric and extrasphincteric.” Intershincteric and
low transphicteric are most common.

Patients who present with anal fistula after resolution
of the abscess typically report intermittent perianal swelling
and drainage. Inspection of the perineum should include a
search for surgical scars, signs of perianal Crohn’s disease
and the presence of the external opening of the fistula.
Probing a fistula during office exam is not necessary.
Goodsall’s rule, generally predicts short radial tracts for
anterior fistulae close to the anus. Posterior fistulae and
those far from the anus are more variable in their course.®

Simple fistulae, in general, do not require diagnostic
imaging. If persistent for more than six weeks, examination
under anesthesia and treatment is indicated, as they will not
resolve spontaneously. Complex and recurrent anal fistula
may require imaging such as CT, MRI, ultrasound and
fistulogram.

The primary goal of treatment of anal fistula is fistula
resolution without compromising continence. Fistula cause,
prior treatments, fistula anatomy, underlying continence,
and comorbidities must all be considered when formulating

a treatment plan. Regardless, recurrences are common
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Figure 2. LIFT (ligation of intersphincteric fistula tract) procedure for
anal fistula

and the potential need for multiple procedures must be
discussed preoperatively.”

Fistulotomy (cutting open) is effective treatment for
simple anal fistula that results in healing in over 90% of
patients and a low chance of continence issues. More
complex fistulae involving more sphincter muscle can
be treated with rectal advancement flap, ligation of
intersphincteric fistula tract (LIFT), fibrin glue, fistula plug,
cutting or draining setons (rubber bands)."” The existence
of many treatment options reflects that lack of a perfect
solution and treatment requires careful counseling and
individualization to each patient’s unique presentation.
Complicated or multiply recurrent fistulae, fistula in setting
of Crohn’s disease, or fistula in patients with poor sphincter

function as baseline may even require colostomy.

Hemorrhoids

“Hemorrhoids” represent one of the most common
medical and surgical disease processes encountered in
the United States. It is estimated that more than 50%
of the population over 50 years of age have experienced
hemorrhoid problems. Unfortunately, many anorectal
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Figure 3. Thombosed external hemorrhoids

conditions, such as cancer and inflammatory bowel disease,
are inappropriately attributed to hemorrhoids."!
Hemorrhoids are normally occurring vascular cushions
containing blood vessels, smooth muscles, and elastic
tissue that serve to maintain closure of anal canal and aid
in fecal continence. Symptomatic hemorrhoids develop
because of chronic constipation, prolonged straining, poor
bowel hygiene, pregnancy, ascites, pelvic mass and pelvic
dysfunction that increase abdominal pressure.'?
Hemorrhoids are divided into internal and external.
Internal hemorrhoids originate proximal to dentate line
and external hemorrhoids are located distal to dentate
line. Internal hemorrhoidal symptoms typically include
painless bright red bleeding, itching, burning, pain,
prolapse and swelling."” The physical examination should
typically include visual inspection of the anus and digital
examination. Anoscopy can allow direct visualization in the
office. Colonoscopy is helpful to rule out other pathology
in patients of appropriate age who have not been screened
or when reported symptoms are not clearly explained by
physical exam." Since colorectal cancer can also cause
painless anorectal bleedings, the presence of enlarged
hemorrhoids does not rule out malignancy.
Internal Hemorrhoids classified into four grades:
1) Prominent internal hemorrhoidal tissue without
prolapse; 2) Prolapse with defecation and spontaneous
reduction; 3) Prolapse with defecation requiring manual
reduction; and 4) Chronically prolapsed and irreducible.'
Dietary modification focusing on adequate fluid intake
(64 ounces daily) and fiber intake (approximately 30 grams
daily) are primary non-operative strategies for patients with
symptomatic hemorrhoid disease. Minimizing straining and
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time on the commode are also helpful. Most patients with
grade I, IT, and IIT hemorrhoid disease, in whom medical
treatment fails, may benefit from office-based procedures.
These include rubber band ligation, sclerotherapy, and
infrared coagulation. Hemorrhoid banding is typically well
tolerated is painless, repeatable and requires no alteration in
daily activities."”

Surgical hemorrhoidectomy is indicated for patients
who fail nonoperative and office-based procedures or
have more advanced disease at presentation. Surgical
hemorrhoidectomy involves complete removal of all
pathologic hemorrhoid tissue, under general or spinal
anesthesia. Complications of hemorrhoidectomy include
severe pain, bleeding, wound complications and anal
stenosis. Significant, lasting fecal incontinence is quite
uncommon, urinary retention and rarely infection.'

External hemorrhoids are distal to the dentate line
therefore innervated by somatic nerves. Combined internal
and external hemorrhoids that are causing symptoms
frequently require operative removal as described above.
External hemorrhoids thrombosis causes sudden severe
anal pain usually precipitated by an episode of constipation
or diarrhea. A firm, exquisitely tender lump (often
resembling a blueberry) typically accompanies the pain.
It rapidly progresses and peaks at 48 hours but can then
start to diminish. Bleeding often indicates spontaneous
clot drainage.”” Management is directed at pain control
with topical anesthetic cream, sitz bath, and oral pain
medication. If resolution does not occur or if examined
early in its course, simple bedside clot excision with local
anesthetic can offer immediate relief. Excision of the
thrombosed hemorrhoids in the office or operating room
may be required, ' for severe pain presenting in the first
few days. If pain is mild and patient presents several days
into symptoms, excision is best avoided, as it would likely

worsen the pain.

Anal Fissure

Anal fissures are common and often present advertised
as “hemorrhoids”. Patients frequently have bright red
bleeding and severe tearing/stabbing pain made worse with
bowel movements. They generally represent a traumatic
tear, usually caused by passage of a hard stool or conversely,
diarrhea. They are almost always in the midline, most often
posteriorly. The fissures cause severe spasm of the internal
sphincter, which leads to an elevated resting pressure and
tissue hypoxia, which prevents healing."’

Fissures that are deeper lateral or multiple in
number are considered atypical fissures. The differential
diagnosis of an atypical fissure includes Crohn’s disease,



Figure 4. Posterior midline anal fissure

hematologic malignancies, HIV/AIDS, sexually transmitted
diseases, dermatologic conditions, tuberculosis and anal
carcinoma.'® Further workup under these circumstances is
warranted.

An acute anal fissure can be diagnosed with gentle
buttock spreading and inspection. They are often quite
small and difficult to see unless the provider has seen many
of them. Digital exam causes severe pain and should be
avoided if fissure is suggested by symptoms and identified
by simple inspection. A chronic anal fissure may be
associated with an enlarged anal papilla proximally, sentinel
tag or pile distally (which causes many to be misdiagnosed
as hemorrhoids). Internal sphincter muscle fibers are
frequently visible in the base of the fissure."

Many acute fissures heal spontaneously but are
considered chronic if present greater than six to eight
weeks. Medical treatment for an acute anal fissure focuses
on improving the bowel function. Resolving the causative
constipation with increased water intake and fiber is
paramount.” Treating the underlying cause for a diarrheal
illness is recommended. Topical anesthetic such, as
lidocaine, may be used for symptomatic relief. Warm sitz
baths help decrease sphincter spasm.

Highly symptomatic acute and chronic anal fissures
will need more specific treatment, which usually focuses
on decreasing sphincter tone. Topical nitroglycerin (0.2-
0.49) can be used to relax the internal sphincter. Rectiv
(0.4% nitroglycerin) is commercially available. Headache
caused by the nitroglycerin limits its use. Do not use 2%
nitroglycerin intended for cardiac disease. Topical calcium
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channel blockers, such as nifedipine (0.2-2%) and diltiazem
(2%) also cause relaxation of the internal sphincter. These
medications must be prepared at a compounding pharmacy
and do not cause headaches, making them better choice

for primary use. It is frequently mixed with lidocaine and
other agents for additional symptom relief. Topical therapy
combined with stool softening with fiber is effective in up
to 80% of cases.”

Surgical management is indicated with failed medical
treatment, associated infection, and concern for other
pathology like malignancy. Lateral internal sphincterotomy
is the gold standard for surgical management and over
95% effective. Many surgeons try to avoid sphincterotomy
in women of childbearing age due to the possibility of
obstetrical sphincter injury. Sphincterotomy carries with
it a risk of incontinence of 8-30%.%° Botulinum toxin
can achieve sphincter relaxation of medium duration to
allow fissure healing. It has a higher long-term fissure
recurrence rate but much lower long-term incontinence
risk.”” Other surgical options include fissurectomy and anal
flap advancement procedures. The decision of what surgical
procedure to use requires discussion between the surgeon

and patient.

Anal Condyloma

Anal condyloma are caused by human papillomavirus
(HPV). The condyloma or “warts” can be on the perianal
skin as well as within the anal canal. Tt is very important
that the treating physician is comfortable with anoscopy
so the extent of intra-anal disease can be identified. Anal
condyloma are sexually transmitted by both heterosexual
and homosexual intercourse. Transmission is most
common with unprotected anal receptive intercourse but
can occur without. Condoms may not completely prevent
transmission of HPV*!

There are more than 120 subtypes of HPV. Subtypes
6 and 11 have a low malignant potential. Other,
more oncogenic, subtypes of HPV may affect the anal
region. HPV is the leading cause of squamous cell
carcinoma of the anus. Patients with HIV/AIDS and other
immunosuppressed conditions are at higher risk for HPV
disease and development of malignancies.”'

The patient generally complains about the presence
of lesions. Itching, bleeding, and pain may be associated.
Difficulty with perineal hygiene is common with a large
volume of disease.”” Condyloma may be mistaken as
hemorrhoids by the patient.

Diagnosis is by inspection of the perianal skin as well
as anoscopy to visualize the anoderm. Condyloma may

vary in number and size of lesions. Screening for other
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Figure 5. Anal condyloma

sexually transmitted diseases should be part of the initial
evaluation. A complete genitourinary examination is
important to try to identify other sites of infection.”’

After diagnosis, a treatment plan is established. If
there is no intra-anal disease, topical therapies may be
used. These include imiquimod (Aldara), podophyllotoxin
(Condylox) and sinecatechins (Veregen). Physician
administered treatments include cryotherapy,
trichloroacetic acid application, surgical excision,
electrosurgical fulguration and laser ablative therapy.
Imiquimod (Aldara) may be used following complete
excision to decrease recurrence.”* More extensive disease
mandates frequent trips to the operating room for surgical
treatment. It is important to obtain a biopsy, especially in
high-risk individuals. Condyloma may have varying degrees
of dysplasia, carcinoma in situ and invasive carcinoma.”’

Treatment, whether patient applied or physician
administered, requires extensive follow-up up. Recurrence
is common regardless of treatment choice. Vaccination for
HPV should be discussed and screening for sexual partners
is recommended.

Conclusion

Though anorectal conditions have overlapping
symptoms, careful history and good physical examination
can usually confirm diagnosis. If a patient mentions a
symptom, they require examination. If a patient fails their
initial treatment regimen or if the underlying diagnosis is
unclear, referral to a colorectal surgeon is recommended.
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