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Abstract. Acute paraproctitis is a clinically significant suppurative inflammatory lesion of the pararectal tissue 
that requires timely diagnosis, adequate surgical drainage, and follow-up because of the risk of recurrence and anal 
fistula formation. The purpose of this study was to summarise current literature on the aetiology, pathogenesis, 
classification, diagnosis, surgical treatment, and postoperative management of patients with acute paraproctitis. 
A narrative literature review with elements of comparative analysis was carried out. The review established that 
acute paraproctitis most often develops as a manifestation of cryptoglandular infection, with polymicrobial flora 
and spread of pus into the perianal, intersphincteric, ischioanal, or supralevator space. For a typical superficial 
abscess, clinical inspection and digital rectal examination are sufficient, whereas recurrent, deep, and Crohn-
associated forms require magnetic resonance imaging or endoanal ultrasonography. Timely incision and 
drainage remain the basic method of treatment. Primary fistulotomy was justified only for a clearly verified low 
fistula, whereas complex forms required a staged approach, with possible use of a draining seton. According to 
the reviewed sources, the rate of fistula formation after drainage was 23.0-33.9%, and, in a randomised study, 
omission of packing reduced pain from 38.2 to 28.2 points without a statistically significant increase in fistula or 
recurrence rates. Antibiotic therapy had selective value in systemic infection, cellulitis, immunosuppression, or 
diabetes mellitus. The optimal management strategy should be stratified according to anatomical form, fistula risk, 
systemic manifestations, and comorbid background. The practical significance of the study lies in substantiating a 
stratified algorithm for managing patients with acute paraproctitis, which differentiates simple and complex forms 
of the disease, identifies the need for imaging, antibacterial therapy, and staged surgical treatment in due time, and 
accounts for the risk of recurrence and anal fistula formation
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Introduction
Acute paraproctitis is a common emergency disorder 
of the anorectal region, characterised by the forma-
tion of a purulent focus in the pararectal tissue, with 
a risk of infection spread, recurrence, and progression 
to a chronic anal fistula. The clinical importance of this 
pathology is determined not only by the frequency of 
admissions to surgical and coloproctological depart-
ments but also by the need for a rapid choice between 
minimally sufficient drainage, extended anatomical 
mapping, one-stage intervention on a fistulous tract, 
or staged management. In the literature, acute parap-
roctitis is most often discussed within the cryptoglan-
dular concept, according to which primary infection of 

the anal crypts and glands creates conditions for the 
spread of pus into the intersphincteric, perianal, ischio-
anal, or supralevator space. In the educational and clin-
ical section by K.R.  McQuaid  [1], anorectal infections 
were presented as a group of conditions requiring early 
recognition of the localisation of the process and differ-
entiation of superficial abscesses from deep lesions, as 
this determines further treatment tactics.

The relevance of the problem is strengthened by 
the fact that the clinical presentation of acute parap-
roctitis does not always correspond to the actual depth 
and extent of the purulent process. Superficial abscess-
es are usually accompanied by local pain, hyperaemia, 
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The international literature also discusses the role 
of surgeon specialisation and organisation of emergen-
cy care. G.A. Turner et al. [6] analysed 408 patients with 
acute perianal abscess treated in an emergency surgery 
department; colorectal surgeons more often detected a 
fistula during the primary operation, although surgeon 
specialisation was not associated with a statistically sig-
nificant improvement in recurrence rates or subsequent 
fistula formation. M.A. Casas et al. [7] reported a simi-
lar problem: colorectal surgeons more often performed 
definitive treatment of a concomitant fistula, but recur-
rence, readmission, reoperation, and incontinence rates 
did not differ substantially between groups. This indi-
cates that quality of treatment is determined not only by 
specialisation, but also by timely drainage, appropriate 
selection of patients for extended intervention, and the 
presence of an algorithm for postoperative follow-up.

The evidence base concerning the choice of the 
optimal treatment method remains heterogeneous. In 
a retrospective study by J. Hu et al. [8], an intersphinc-
teric approach with an internal incision and coun-
ter-drainage was compared with standard incision and 
drainage for deep perianal abscesses. The authors high-
lighted the clinical importance of adequate drainage of 
deep spaces and prevention of premature closure of the 
drainage opening. In a randomised single-blind study 
by L. Ghahramani et al. [9], the use of ciprofloxacin and 
metronidazole after incision and drainage of a simple 
perianal abscess was associated with a lower risk of fis-
tula formation. A review by H.C. Kim & V.V. Simianu [10] 
described complex anorectal fistulas as a condition re-
quiring anatomically grounded selection of surgical tac-
tics, assessment of recurrence risk, and preservation of 
sphincter function. These data strengthen the position 
that sphincter-preserving and staged approaches are 
needed in complex cryptoglandular forms. The clinical 
problem of acute paraproctitis is the need to coordinate 
three tasks: timely elimination of the acute purulent fo-
cus, accurate determination of anatomical complexity, 
and prevention of recurrence or chronic fistula without 
unjustified risk to anal continence. Existing sources 
share the basic principle of surgical infection control, 
but differ in their assessment of the role of imaging, the 
extent of primary intervention, antibiotic therapy, and 
postoperative management. A synthesis of the litera-
ture is needed to develop a differentiated model of pa-
tient management. This study aimed to analyse current 
approaches to the diagnosis and treatment of acute 
paraproctitis based on literature data.

Materials and Methods
The study was conducted as a narrative literature re-
view with elements of comparative analysis of current 
approaches to the diagnosis and treatment of acute 
paraproctitis. The methodology was aimed at analytical 
and synthetic comparison of data on aetiology, patho-
genesis, classification, diagnostic algorithms, surgical 

swelling, and fluctuance, whereas deep ischioanal or 
supralevator lesions may present mainly with pain, in-
toxication, fever, and non-specific discomfort without 
marked external changes. C. Qi & J. Li [2] stressed the 
practical value of instrumental mapping in complicat-
ed forms of acute paraproctitis: according to their data, 
three-dimensional endoanal ultrasonography and mag-
netic resonance imaging have clinical value in the pre-
operative assessment of anal fistula, as they clarify the 
anatomical type of the tract and its relationship with 
the sphincter complex. These data are important for 
countries and regions where magnetic resonance imag-
ing is not always available as the first-line instrument 
for preoperative mapping.

The diagnostic problem of acute paraproctitis lies 
in combining the speed required for emergency surgical 
care with sufficient anatomical accuracy. In a typical su-
perficial form, excessive instrumental assessment may 
delay drainage, whereas in recurrent, deep, or complex 
disease, the absence of imaging clarification increases 
the risk of incomplete control of the source of infection. 
In the illustrated review by T. Hosokawa [3], the staged 
role of physical examination, perianal sonography, and 
magnetic resonance imaging was substantiated: ultra-
sonography was presented as an accessible method of 
initial assessment, and magnetic resonance imaging – 
as a necessary tool for deep lesions, large abscesses, or 
suspected complex fistulas. This approach suggests that 
the diagnosis of acute paraproctitis should be stratified 
rather than identical for all patients.

The issue of surgical tactics remains equally im-
portant because acute paraproctitis requires timely 
control of the purulent focus while preventing recur-
rence, fistula formation, and functional damage to the 
sphincter apparatus. The basic method of treatment 
is incision and adequate drainage of the abscess, yet 
the extent of the primary intervention depends on the 
anatomical form of the process, the presence or prob-
ability of a fistulous tract, systemic manifestations 
of infection, and the availability of specialised colo-
proctological care. In this context, regional data from 
A. Kussainova et al. [4], obtained during analysis of the 
clinical and organisational features of paraproctitis 
management in the Abai region of Kazakhstan, showed 
that the outcome of treatment depends not only on 
the operative method selected but also on timely pa-
tient routing, access to specialised care, and organisa-
tion of postoperative follow-up. The development of 
sphincter-preserving approaches reflects an effort to 
minimise the risk of continence disorders in patients 
with pathology of cryptoglandular origin. E. Karacan & 
E.M. Yılmaz  [5], for example, discussed laser ablation 
of the fistulous tract as a minimally invasive option for 
high anal fistulas; this is relevant not as direct justifi-
cation for the treatment of an acute abscess, but as an 
example of a broader shift towards function-sparing 
surgery in complex fistulous forms.
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tactics, the role of antibacterial therapy, and postopera-
tive management of patients with anorectal abscesses. 
The review format was selected because the problem 
covers different types of sources: clinical guidelines, 
position papers of professional societies, systemat-
ic reviews, randomised studies, retrospective cohort 
studies, clinical reviews, and individual publications on 
complicated forms of the disease.

The literature base for the review was formed by 
searching publications in open scientific databases and 
resources, including PubMed, PubMed Central, Google 
Scholar, ScienceDirect, SpringerLink, Wiley Online Li-
brary, BMJ Open, World Journal of Emergency Surgery, 
and the websites of professional societies and publish-
ers where clinical guidelines on coloproctology and 
emergency surgery are available. The indicative search 
terms were acute paraproctitis, anorectal abscess, peri-
anal abscess, anal fistula, diagnosis, surgical treatment, 
antibiotic therapy, and postoperative management. 
These terms were used to identify publications cov-
ering aetiology, classification, instrumental diagnosis, 
surgical drainage, prevention of recurrence, and post-
operative management of patients with acute paraproc-
titis. The search focused mainly on publications from 
2019-2026 (for 2026, sources available at the time of 
preparing the review were included), which covered a 
seven-year period and included the most recent clinical 
guidelines and studies. The most relevant publications 
covering current approaches to the aetiology, patho-
genesis, classification, diagnosis, surgical treatment, 
and postoperative management of patients with acute 
paraproctitis were selected for the study. Publications 
from 2019-2026 addressing current approaches to the 
diagnosis, classification, surgical treatment, and post-
operative management of acute paraproctitis were in-
cluded. Preference was given to clinical guidelines, sys-
tematic reviews, randomised studies, cohort studies, 
and retrospective studies of clinical relevance for de-
veloping patient management tactics. Sources without 
a direct connection to acute paraproctitis, general pub-
lications without practical value, and works devoted to 
chronic fistulas without a connection to acute abscess 
were not included.

The selected sources were analysed in three the-
matic areas. The first area covered the aetiology, patho-
genesis, and classification of acute paraproctitis, in-
cluding the cryptoglandular mechanism of infection, 
the polymicrobial nature of the process, and anatom-
ical variants of abscess spread. The second area con-
cerned diagnostic approaches: clinical examination, 
laboratory assessment of the systemic inflammatory 
response, and the use of imaging methods in deep, re-
current, or complicated forms. The third area focused 
on treatment and postoperative management, includ-
ing surgical drainage, tactics for concomitant fistula, 
use of a draining seton, antibacterial therapy, postop-
erative wound care, and management of patients with 

risk factors for a complicated course. The material was 
summarised using theoretical analysis, synthesis, com-
parison, clinical-logical generalisation, and structural 
systematisation. Theoretical analysis was applied to 
identify key provisions on the aetiology, pathogene-
sis, classification, and clinical course of acute parap-
roctitis from clinical guidelines, position papers, and 
reviews  [11-16]. Synthesis combined data from these 
sources into an integrated understanding of the crypto-
glandular mechanism of disease development, the pol-
ymicrobial character of infection, anatomical variants 
of abscess spread, and the risk of anal fistula formation.

Comparative analysis was used to compare the di-
agnostic informativeness of clinical examination, mag-
netic resonance imaging, endoanal ultrasonography, 
transrectal or transperineal sonography, and comput-
ed tomography. Diagnostic methods were assessed 
with regard to their clinical availability, suitability for 
superficial and deep forms of abscess, ability to detect 
supralevator spread, value in mapping a fistulous tract, 
and importance for surgical planning. Sources [17-21], 
which discussed the role of magnetic resonance imag-
ing, endoanal sonography, and computed tomography 
in complex, recurrent, Crohn-associated, and extensive 
forms of anorectal infection, were used for this purpose.

 A stratified treatment approach was substanti-
ated using clinical-logical generalisation depending 
on abscess localisation, the presence or probability of 
fistula, systemic manifestations of infection, comor-
bid background, and risk of impaired anal continence. 
Treatment approaches were compared according to 
timeliness of source control, adequacy of drainage, risk 
of recurrence, probability of fistula formation, pres-
ervation of sphincter function, need for antibacterial 
therapy, and postoperative care features [22-23]. Spe-
cific disputed issues in treatment were assessed using 
sources with different levels of evidence. The role of an-
tibacterial therapy after drainage was analysed using a 
meta-analysis, a protocol for a randomised study, and 
a retrospective study  [24-26]. The appropriateness of 
postoperative packing of the cavity after abscess inci-
sion was assessed using the results of the randomised 
study by K. Newton et al. [27]. Rates of anal fistula for-
mation, recurrence risk, and postoperative outcomes 
were reviewed using the studies presented in [28-30].

Structural systematisation was used to distinguish 
specific clinical situations in which the standard algo-
rithm for a simple superficial abscess requires modi-
fication. These situations included Crohn-associated 
lesions, deep and extensive purulent processes, phleg-
mon, necrotising perineal infections, diabetes mellitus, 
immunosuppression, and other risk factors for a compli-
cated course. Data from E. Shehi et al. [31], H. Zhang et 
al.  [32], I.M.  Shevchuk  et al.  [33] were used for their 
analysis. The quality and relevance of sources were 
considered descriptively, without a formal meta-analy-
sis, because the selected publications differed in design, 
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clinical groups, endpoints, and level of evidence. Clini-
cal guidelines and position papers were used to define 
general management principles, whereas randomised, 
cohort, and retrospective studies, together with clini-
cal cases, were used to clarify specific questions of di-
agnosis, treatment, and postoperative follow-up. Sta-
tistical processing of original empirical data was not 
performed because the paper is a review and did not 
involve forming a primary clinical sample of patients. 
Quantitative indicators presented in the results were 
taken from the literature sources analysed and were 
used only to illustrate the frequency of specific clinical 
outcomes, including anal fistula formation after peria-
nal abscess drainage. The limitation of the analysis was 
the heterogeneity of the included sources in terms of 
design, samples, duration of follow-up, criteria for fis-
tula diagnosis, and local surgical approaches, which 
complicates direct quantitative comparison of results.

Aetiology, pathogenesis,  
and classification of acute paraproctitis

The review indicates that, in coloproctological practice, 
acute paraproctitis should be understood not only as a 
local suppurative inflammatory lesion of the pararectal 
tissue but also as an acute clinical form of anorectal in-
fection, the course of which is shaped by the interaction 
of the cryptoglandular mechanism of infection, anatom-
ical routes of pus spread, the microbiological composi-
tion of the inflammatory focus, and patient-specific risk 
factors. The synthesis of clinical guidelines, position pa-
pers, and reviews by W.B. Gaertner et al. [11], A. Taras-
coni et al. [12], A. Kata & J.S. Abelson [13], E. Polyzou et 
al. [14], A. Amato et al. [15], and J.N. Conner et al. [16] 
allowed identifying a shared position: acute anorectal 
abscess and anal fistula are interrelated manifestations 
of one pathological continuum. This has clinical rele-
vance, as primary abscess drainage does not always 
end the pathological process; in some patients, after the 
acute purulent focus has been eliminated, a fistulous 
tract persists or forms and requires further follow-up 
and, when indicated, delayed surgical treatment.

The cryptoglandular theory remains the leading 
concept for explaining most cases of acute paraproc-
titis. According to this concept, primary infection oc-
curs in the anal crypts and glands that open into the 
anal canal. Obstruction of the excretory duct of an anal 
gland creates conditions for secretion accumulation, 
bacterial proliferation, increased intratissue pressure, 
and formation of a purulent cavity. Subsequent spread 
of infection is determined by the anatomical bounda-
ries between the internal and external sphincters, the 
ischioanal tissue, the submucosal layer, and the space 
above the levator ani muscle. The same aetiological 
basis may be realised in different clinical forms, from 
a superficial perianal abscess to a deep supralevator or 
horseshoe purulent process. The clinical significance 
of the cryptoglandular theory lies in its explanation of 

the relationship between acute abscess and subsequent 
risk of anal fistula. If the infected crypt or internal open-
ing of the pathological tract persists after drainage, an 
anatomical prerequisite for chronicity is formed. Treat-
ment of acute paraproctitis should not be assessed only 
by evacuation of pus and reduction of pain in the early 
postoperative period. The risk of later fistula formation 
must be considered, especially in deep, recurrent, is-
chioanal, intersphincteric, and Crohn-associated forms. 
This approach distinguishes contemporary manage-
ment from a purely local view of the abscess as an iso-
lated collection of pus.

The microbiological aspect of acute paraproctitis 
also has clinical importance. Synthesis of data from 
E.  Polyzou  et al.  [14] and E.  Sanchez-Haro  et al.  [34] 
confirmed that anorectal abscesses and anal fistulas 
usually have a polymicrobial character. The structure of 
infection includes combinations of aerobic and anaero-
bic flora of intestinal origin, including Escherichia coli, 
bacteria of the genus Bacteroides, enterococci, strepto-
cocci, staphylococci, and other representatives of mixed 
microbial associations. This microbiological profile ex-
plains why, in systemic manifestations, extensive celluli-
tis, or a necrotising process, antibacterial therapy should 
cover both aerobic and anaerobic components. The pol-
ymicrobial nature of infection does not change the basic 
position: a formed abscess requires surgical drainage, 
because an anatomically limited purulent cavity cannot 
be reliably eliminated by systemic medication alone.

The anatomical classification of acute paraprocti-
tis has practical rather than merely descriptive value. 
It determines the probability of clinical detection of an 
abscess, the need for imaging, the type of surgical ac-
cess, and the risk of recurrence or fistula. The sources 
distinguish perianal, ischioanal, intersphincteric, su-
pralevator, and submucosal abscesses [12,16]. A peria-
nal abscess is located superficially near the anal margin 
and is usually accompanied by local swelling, hyperae-
mia, tenderness, and fluctuance. This form can most of-
ten be diagnosed clinically without mandatory preop-
erative imaging. An ischioanal abscess spreads laterally 
into the ischiorectal tissue and may cause more pro-
nounced pain, intoxication, and less obvious superficial 
manifestations. An intersphincteric abscess is located 
between the internal and external anal sphincters, so 
its clinical picture may be less typical. A supralevator 
abscess forms above the levator ani muscle and has the 
greatest importance for differential diagnosis, as it may 
be related either to ascending cryptoglandular disease 
or to a pelvic or other secondary source of infection.

The aetiology, pathogenesis, and classification of 
acute paraproctitis are directly linked to diagnosis and 
treatment. Cryptoglandular origin explains the risk of 
fistula; the polymicrobial character of infection – the se-
lective role of antibiotic therapy; anatomical routes of 
spread – the need for differentiated imaging; and locali-
sation-based classification guides the choice of surgical 
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access and the extent of postoperative follow-up. For 
this reason, a review analysis should treat pathogene-
sis not as a theoretical description, but as the basis of a 
clinical algorithm for patient management.

Clinical stratification of diagnostic 
assessment of patients

Diagnosis of acute paraproctitis should be based on 
stratification, meaning that the extent of examination 
is selected according to the clinical form, depth of the 
process, systemic response, and risk of complex anato-
my. Synthesis of data from W.B. Gaertner et al. [11] and 
A. Tarasconi et al. [12] indicates that, in a typical super-
ficial perianal abscess, the main methods remain clin-
ical inspection, digital rectal examination, and assess-
ment of the general condition. In this situation, local 
pain, swelling, hyperaemia, fluctuance, and increased 
pain when sitting or defecating are usually sufficient for 
diagnosis and for deciding on drainage. Excessive wait-
ing for instrumental findings in an obvious superficial 
form may be inappropriate because it delays control of 
the source of infection.

Laboratory indicators have auxiliary rather than 
decisive value in diagnosing acute paraproctitis. Leuco-
cytosis, elevated C-reactive protein, procalcitonin, lac-
tate, or impaired renal function do not confirm the ana-
tomical localisation of an abscess, but they help assess 
infection severity, septic risk, systemic inflammatory re-
sponse, and the need for hospitalisation or more inten-
sive monitoring. This is important in diabetes mellitus, 
immunosuppression, suspected phlegmon, necrotis-
ing infection, or spread beyond a local perianal focus.

Imaging methods should not be applied uniformly 
to all patients. Their value is highest when the clinical 
picture does not match a typical superficial abscess or 
when a deep, recurrent, or complex form is suspected. 
Synthesis of the works by E. Anand  et al.  [17], H.  Ha-

beeb et al.  [18], and M.P. Kawecki et al.  [19] supports 
magnetic resonance imaging of the pelvis as the leading 
method of anatomical mapping in complex perianal pa-
thology. It is appropriate in recurrent disease, suspect-
ed supralevator spread, multiple tracts, internal fistula 
opening, perianal Crohn’s disease, or the need to plan 
staged sphincter-preserving treatment. The practical 
value of magnetic resonance imaging lies in confirming 
the presence of a purulent focus and defining its spatial 
relationship with the sphincter complex, the levator ani 
muscle, and possible secondary tracts.

Endoanal, transrectal, or transperineal ultra-
sonography has a different area of use. According to 
S.  Kumar  et al.  [20], endoanal sonography may be 
useful for assessing the internal and external sphinc-
ters, detecting low intersphincteric or transsphincter-
ic tracts, and clarifying lesion localisation in centres 
with appropriate experience. Ultrasonographic meth-
ods have the advantages of availability and rapid per-
formance, although their informativeness depends on 
operator expertise, technical conditions, and tolera-
bility of the procedure during the acute inflammatory 
phase. In supralevator, multiple, or complex lesions, 
magnetic resonance imaging remains more suitable 
for complete mapping of the process. Computed to-
mography has an advantage in another clinical sce-
nario, when rapid assessment of infection spread is 
required. According to L.A. Barbu et al. [21], comput-
ed tomography is appropriate when phlegmon, gas in 
tissues, pelvic or retroperitoneal spread, systemic in-
toxication, or signs of sepsis are suspected. It provides 
less detail of the sphincter complex than magnetic 
resonance imaging, but is useful in emergencies when 
the extent of infection must be determined quickly 
and a decision on surgical revision is needed. When a 
necrotising process is suspected, imaging should not 
delay operative intervention (Table 1).

Clinical situation Most appropriate 
method What it clarifies Method limitations

Practical conclusion 
for patient 

management

Typical superficial 
perianal abscess with 

local tenderness, 
hyperaemia, and 

fluctuance

Inspection of the 
perianal region, digital 

rectal examination, 
assessment of the 
general condition

Presence of a 
superficial purulent 

focus, local 
inflammatory signs, 

fluctuance

Does not always detect 
intersphincteric, 

ischioanal, or 
supralevator abscesses

In a typical clinical 
picture, drainage 

should not be delayed 
because of non-

mandatory imaging

Suspected 
intersphincteric or 

low transsphincteric 
process

Endoanal or 
transperineal 

ultrasonography

Relationship of 
the process to the 

internal and external 
sphincters, possible 
low fistulous tract

Dependence on 
operator experience; 
pain during the acute 

phase

Appropriate in 
centres with relevant 
experience, especially 

for clarifying low 
lesions

Recurrent abscess, 
suspected complex 
fistula, or multiple 

tracts

Magnetic resonance 
imaging of the pelvis

Secondary branches, 
internal opening, 

relationship with the 
sphincter complex, 

supralevator spread

Lower availability, time 
requirement, higher 

cost

Appropriate for 
preoperative mapping 
and planning of staged 

tactics

Table 1. Diagnostic appropriateness of the main examination methods  
in acute paraproctitis depending on the clinical scenario
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Diagnosis of acute paraproctitis should follow the 
principle of clinical sufficiency. In a simple, superficial 
form, timely recognition and drainage are central. In 
a deep, recurrent, complex, or Crohn-associated form, 
imaging becomes an instrument for planning treatment 
tactics. In a systemically complicated course, comput-
ed tomography or other methods for assessing spread 
should be used in a way that does not delay surgical 
control of the source of infection.

Surgical treatment and source control
The main shared conclusion of the analysed clinical 
guidelines and surgical studies is that timely incision 
and adequate drainage remain the basic treatment 
for acute paraproctitis. According to W.B.  Gaertner  et 
al. [11], A. Tarasconi et al. [12], and A. Kata & J.S. Abel-
son [13], drainage provides source control, evacuation 
of pus, reduction of local tissue pressure, and condi-
tions for healing. Delayed surgery in a formed abscess 
may promote the spread of infection into adjacent tis-
sue spaces, intensification of the systemic response, 
and a higher risk of complications. Drainage technique 
should correspond to the anatomical form of the ab-
scess. In superficial perianal collections, a local inci-
sion with evacuation of pus, breakdown of septa, and 
provision of outflow may be sufficient. In ischioanal, 
horseshoe, intersphincteric, or supralevator abscesses, 
access must be defined more precisely because incom-
plete drainage of a deep space may lead to recurrence. 
This is important when external manifestations are less 
marked, and the extent of the purulent process exceeds 
the clinically visible lesion area.

One-stage treatment of a concomitant fistula dur-
ing primary drainage remains limited to selected indi-
cations. Synthesis of data from W.B. Gaertner et al. [11], 
A. Amato et al. [15], and L. Reza et al. [22] suggests that 
primary fistulotomy may be considered only when a 
clearly identified simple low fistula is present and does 
not involve a substantial part of the external sphincter. 
This approach may reduce the risk of recurrent ab-
scess or later intervention, but it should not be used 
as a routine strategy for all patients. During acute in-
flammation, the tract anatomy may be unclear, tissues  

oedematous, and the risk of damage to the sphincter 
apparatus increased. In fistulas involving a substantial 
portion of the sphincter complex, complex fistulas, an-
terior fistulas in women, cases with unclear anatomy, or 
suspected Crohn-associated disease, one-stage fistulot-
omy should not be used as a routine approach.

A draining seton is relevant in the staged man-
agement of complex or high-risk cases. According to 
T. Erol et al. [23], use of a draining seton can maintain 
outflow, prevent premature closure of the external 
opening, and reduce the risk of repeated accumulation 
of pus. Its use is most justified for high-lying, complex, 
recurrent, or incompletely verified fistulas, where im-
mediate division of the tract may carry an unaccept-
able risk of impaired anal continence. A seton should 
not be treated as a mandatory procedure in every case 
of acute paraproctitis. If a fistula is not verified and the 
abscess is simple and superficial, adequate incision and 
drainage may be sufficient. A staged surgical approach 
is important in recurrent, Crohn-associated, and an-
atomically complex forms. The logic of this approach 
is that acute infection is controlled at the first stage, 
whereas definitive fistula treatment is deferred until in-
flammation decreases, the anatomy of the pathological 
tract becomes clearer, and the risk of sphincter injury 
is lower. This approach combines two key goals: timely 
sanitation of the purulent focus and preservation of the 
function of the anal sphincter complex.

Antibiotic therapy  
and postoperative management  

of patients with acute paraproctitis
Antibacterial therapy in acute paraproctitis should be 
viewed in two different clinical contexts. The first is 
the treatment of complicated infection. According to 
W.B.  Gaertner  et al.  [11] and A.  Tarasconi  et al.  [12], 
antibiotics are indicated in cellulitis, systemic signs of 
infection, fever, immunosuppression, diabetes mellitus, 
septic risk, spread of infection beyond the local abscess, 
or suspected necrotising disease. In this situation, an-
tibacterial therapy is a component of comprehensive 
treatment, supplementing surgical source control 
but not replacing it. Its purpose is to act on extensive  

Clinical situation Most appropriate 
method What it clarifies Method limitations

Practical conclusion 
for patient 

management

Suspected perianal 
Crohn’s disease

Magnetic resonance 
imaging of the 

pelvis; endoanal 
ultrasonography if 

needed

Inflammatory activity, 
abscesses, fistulas, 
secondary tracts, 

response to treatment

Requires interpretation 
in the context of the 
gastroenterological 

diagnosis

Should be used 
not only for initial 

diagnosis, but also for 
monitoring response to 

therapy
Signs of sepsis, 

phlegmon, necrotising 
infection, or 

spread into pelvic/
retroperitoneal spaces

Computed tomography; 
emergency surgical 

revision when 
indicated

Gas in tissues, spread 
of phlegmon, pelvic 
or retroperitoneal 

involvement

Provides less detail 
of the sphincter 

complex than magnetic 
resonance imaging

Imaging should not 
delay emergency 

surgery in a necrotising 
process

Source: created by the author based on analysis of data from [11-12,17-21]
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cellulitis, the systemic bacterial response, and the pol-
ymicrobial component of infection.

The second context is prophylactic use of antibiot-
ics after drainage to reduce the risk of anal fistula for-
mation. Data presented by V. Mocanu et al. [24], J.Y. van 
Oostendorp et al. [25], J. Alabbad et al. [26], V. Polaino 
Moreno et al.  [35], and A.A. Alam et al.  [36] indicated 
that this issue remains debated. Individual studies and 
meta-analytic summaries suggest a possible reduction 
in fistula risk when antibiotics are used after drainage, 
although the evidence base is heterogeneous and pro-
tocols for new randomised studies point to the absence 
of a final consensus. Antibiotics should not be pre-
scribed routinely for all patients with a simple superfi-
cial abscess. Their use should be justified by the sever-
ity of the clinical condition, the presence of a systemic 
response, extensive cellulitis, immune status, metabolic 
risk factors, and the quality of surgical drainage.

Postoperative management after drainage should 
include pain control, local care, maintenance of outflow, 
prevention of constipation, assessment of healing, and 
observation for signs of recurrence or fistula formation 
(Table  2). Routine packing of the abscess cavity after 
drainage remains a separate issue. Packing has tradi-
tionally been used to prevent premature wound closure, 
but contemporary data question its obligatory use. In 
the randomised study by K.  Newton  et al.  [27], omis-
sion of routine packing of the postoperative cavity after 
perianal abscess drainage was associated with less pain 
and no statistically significant increase in recurrence or 
fistula rates. Similar conclusions were supported by 
systematic summaries by D.L. Crook & O. Padfield [37] 
and D.R. Kim et al. [38], in which prolonged packing did 
not demonstrate a convincing advantage in preventing 
recurrence or fistula, but was associated with greater 
pain and discomfort.

Design/sample Analysed indicator Main quantitative result Clinical significance for the review

Retrospective study,  
109 patients

Anal fistula 
formation after 

drainage

Fistula developed in 33.9% of 
patients; 37.8% of fistulas were 

diagnosed within ≤6 months

Confirms the need for delayed follow-
up after primary drainage, not only 
short-term assessment of healing

Randomised multicentre 
study, 433 patients,  

50 centres

Postoperative pain 
with and without 

packing

Pain on a 100-point scale: 38.2 in 
the packing group versus 28.2 in 

the non-packing group; difference 
9.9 points, p < 0.0001

Substantiates avoidance of routine 
traumatic packing of the cavity after 

drainage

Randomised multicentre 
study, 433 patients,  

50 centres
Fistula rate after 

drainage
Fistula: 15% in the packing group 

versus 11% in the non-packing 
group; p = 0.20

Shows that non-packing was not 
accompanied by a statistically 

significant increase in fistula rate

Randomised multicentre 
study, 433 patients,  

50 centres
Abscess recurrence

Recurrence: 6% in the non-packing 
group versus 3% in the packing 

group; p = 0.20

Indicates that omission of packing 
requires follow-up, but did not 

produce a statistically significant 
increase in recurrence in the study

Systematic review and 
meta-analysis, 6 studies

Effect of antibiotics 
after drainage on 

fistula risk

Antibiotic therapy was associated 
with a 36% reduction in the odds 

of fistula formation

Supports further assessment of the 
role of antibiotics, but is not sufficient 
grounds for routine prescription to all 

patients

Table 2. Quantitative indicators characterising postoperative outcomes  
of perianal abscess treatment according to the analysed sources

Source: created by the author based on analysis of data from [24,27-28]

Postoperative care should be directed not towards 
mechanical repetition of traditional procedures, but to-
wards clinically justified aims: adequate outflow, pain 
control, hygienic support, timely detection of prolonged 
discharge, recurrent induration, or an external fistula 
opening. Omission of routine traumatic packing does 
not mean omission of follow-up; rather, it requires or-
ganised monitoring of the wound and clinical dynamics.

Specific clinical scenarios and risk factors
Assessment of the effectiveness of acute paraproctitis 
treatment should not be limited to the early postopera-
tive period. Pain relief, effective drainage, and reduction 
of local inflammatory signs are important short-term 
outcomes, but they do not exclude subsequent anal fistu-
la formation. Long-term follow-up after drainage should 
be an integral element of contemporary management.

In the study by Z.A.I.Y. Hasan et al. [28], the rate of 
anal fistula formation after drainage of pyogenic peria-
nal abscess was 33.9%, and 37.8% of these fistulas were 
diagnosed within the first six months. In the papers of 
D.M. Skovgaards et al. [39], O.H. Ali & A.A. Hamza [40], 
and E. Supatrakul et al. [41], the fistula rate after drain-
age in different clinical groups ranged approximately 
from 23% to 33.9%. This variability may be related to 
differences in study design, duration of follow-up, an-
atomical structure of abscesses, local approaches to 
drainage, and criteria for fistula diagnosis. The shared 
conclusion of these works is that the risk of fistula after 
drainage is clinically significant and requires planned 
postoperative monitoring. The clinical significance 
lies in the need to change the criteria for assessing 
treatment success. If the result of drainage is assessed 
only during the first days after surgery, some delayed  
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complications remain unnoticed. A more grounded ap-
proach is to inform patients after drainage about pos-
sible signs of fistula: persistent or recurrent discharge, 
repeated induration, pain, formation of an external 
opening, or recurrent abscess. Special attention should 
be given to patients with deep, ischioanal, intersphinc-
teric, recurrent, and Crohn-associated forms due to the 
higher risk of chronicity in these groups.

Certain clinical scenarios require modification of 
the standard management algorithm for a simple su-
perficial abscess. Patients with Crohn’s disease are the 
most specific category. The findings of H.  Habeeb  et 
al. [18], M.P. Kawecki et al. [19], M. Adamina et al. [42], 
and J.J. Lee et al. [43] indicate that perianal abscess in 
these patients may be a manifestation of transmural 
chronic inflammation rather than only local cryptoglan-
dular infection. This changes the treatment logic: drain-
age of the purulent focus remains primary, but further 
tactics should include magnetic resonance mapping, 
possible placement of a draining seton, coordination 
with gastroenterological therapy, and limitation of in-
tervention radicality in view of the poor healing and 
impaired continence risk. Diabetes mellitus, immuno-
suppression, and obesity are risk factors for a compli-
cated course. H. Zhang et al. [32], X. Zeng et al. [44], and 
S.  Ye  et al.  [45] point to an association between met-
abolic disorders and the risk of anorectal suppurative 
inflammatory diseases, with a potentially more com-
plex course. In practice, patients with diabetes, obesity, 
immunosuppressive states, or repeated episodes of an-
orectal infection require closer assessment of systemic 
manifestations, a lower threshold for antibiotic therapy 
when indicated, more careful wound monitoring, and 
longer follow-up for recurrence or fistula.

Recurrent abscesses should be regarded as a sig-
nal of possible complex anatomy, incomplete prima-
ry drainage, persistence of an internal opening, or 
background pathology. In such cases, repeated simple 
drainage without anatomical clarification may be in-
sufficient. Magnetic resonance imaging or specialised 
ultrasonography, assessment of the fistulous tract, and 
planning of staged treatment become appropriate. 
If recurrence is combined with a systemic response, 
diabetes, immunosuppression, or suspected Crohn’s 
disease, the management strategy should be expand-
ed. Necrotising complications, extensive phlegmon, 
and suspected Fournier’s gangrene form a separate 
emergency group. According to L.A.  Barbu  et al.  [21] 
and E. Shehi et al. [31], in such cases, the course does 
not correspond to the algorithm for a simple perianal 
abscess. Treatment should include emergency surgical 
debridement, wide drainage, systemic antibacterial 
therapy, intensive monitoring, correction of organ dys-
function, and repeated revisions when indicated. Im-
aging and laboratory assessment should be integrated 
into emergency tactics, but must not delay control of 
the necrotising source of infection.

Generalised model for the management  
of patients with acute paraproctitis

Synthesis of the results of the review allowed forming 
a stratified model for managing patients with acute 
paraproctitis. For a simple superficial form, the basis is 
clinical diagnosis, timely incision, and adequate drain-
age without mandatory preoperative imaging. In this 
group, the key issue is not the expansion of the exam-
ination, but the prevention of delay in surgical source 
control. Postoperative follow-up should focus on pain, 
healing, discharge, and possible signs of fistula. In a 
complex, recurrent, deep, or Crohn-associated form, 
the tactics should differ. In this group, anatomical map-
ping with magnetic resonance imaging or specialised 
sonography, assessment of the presence of a fistulous 
tract, determination of the risk to the sphincter appara-
tus, and planning of staged treatment are appropriate. 
Primary fistulotomy is possible only in a low, simple 
fistula with clear anatomy. For complex, recurrent, an-
atomically uncertain, or continence-risk fistulas, drain-
age, possible placement of a draining seton, and delayed 
definitive intervention are preferable. In a systemically 
complicated course, extensive cellulitis, phlegmon, 
immunosuppression, diabetes mellitus, or suspected 
necrotising infection, treatment should include emer-
gency source control, antibacterial therapy, correction 
of concomitant disorders, and intensive monitoring. In 
this group, diagnostic imaging should assess the spread 
into pelvic, retroperitoneal, or fascial spaces, in addi-
tion to localising the abscess. The clinical importance 
of aetiopathogenetic views of acute paraproctitis lies 
in their direct influence on diagnostic and treatment 
tactics. The optimal management strategy for patients 
with acute paraproctitis is not universal: it should be 
built on clinical stratification, in which the extent of di-
agnosis, surgery, antibacterial therapy, and follow-up is 
determined by abscess localisation, fistula risk, system-
ic response, and comorbid background.

Conclusions
An analysis of current literature data established that 
acute paraproctitis should be regarded as an acute 
form of cryptoglandular anorectal infection, the course 
of which is determined by localisation of the purulent 
focus, direction of inflammatory spread, presence or 
absence of a fistulous tract, systemic inflammatory re-
sponse, and comorbid state of the patient. The main 
anatomical and clinical forms remain perianal, ischio-
anal, intersphincteric, supralevator, and submucosal 
abscesses, with deep, recurrent, and atypical forms 
requiring the most careful preoperative clarification. It 
was presented that diagnostic tactics should be strati-
fied. In a typical superficial perianal abscess, clinical in-
spection, digital rectal examination, and assessment of 
the general condition are sufficient, whereas suspected 
deep, supralevator, recurrent, or Crohn-associated dis-
ease requires magnetic resonance imaging, endoanal 
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ultrasonography, or computed tomography for emer-
gency indications. Laboratory markers have no inde-
pendent diagnostic value, but are useful for assessing 
infection severity, septic risk, and the need for hospi-
talisation.

The generalisation of treatment data confirmed 
that timely surgical incision and adequate abscess 
drainage remain the basic method. Primary fistulotomy 
may be considered only in a clearly verified low sim-
ple fistula and low risk of sphincter injury. For complex 
or incompletely verified fistulas, a staged approach 
with possible placement of a draining seton is more 
appropriate. Antibacterial therapy should not replace 
surgical source control and should be used selectively, 
in cellulitis, systemic manifestations, immunosuppres-
sion, diabetes mellitus, or a necrotising course. Post-
operative management should focus on pain control,  

maintenance of outflow, avoidance of unjustified trau-
matic packing, and follow-up for recurrence or fistula 
formation. Further studies should address standardisa-
tion of diagnostic algorithms, identification of patient 
groups most likely to benefit from antibiotic therapy, 
comparison of sphincter-preserving strategies, and 
development of unified criteria for postoperative moni-
toring after drainage of acute paraproctitis.

Acknowledgements
None.

Funding
None.

Conflict of Interest
None.

References
[1]	 McQuaid KR. Anorectal infections. In: Papadakis MA, Rabow MW, McQuaid KR, Nadler PL, Price EL, editors. Current medical 

diagnosis & treatment 2024. New York: McGraw Hill; 2024. 17–41.
[2]	 Qi C, Li J. Diagnostic performance of three-dimensional endoanal ultrasound compared with MRI in anal fistula: A 

systematic review and meta-analysis. Acad Radiol. 2026;33(5):1978–91. DOI: 10.1016/j.acra.2026.01.058
[3]	 Hosokawa T. Perianal sonographic approach to fistula-in-ano and perianal abscesses: A pictorial review. Cureus. 

2026;18(2):e103963. DOI: 10.7759/cureus.103963
[4]	 Kussainova A, Bulegenov T, Dzhusupov K, Kuderbayev M, Kusainov A, Ashubayeva A, et al. Clinical and organizational 

aspects of paraproctitis management in the Abay region of Kazakhstan. Georgian Med News. 2025;10(367):131–6.
[5]	 Karacan E, Yılmaz EM. Treatment of the fistula tract with laser ablation in high anal fistula. J Clin Med Kaz. 2022;19(6):43–

5. DOI: 10.23950/jcmk/12685
[6]	 Turner GA, Tham N, Chandra R, Read DJ, Chittleborough TJ, McCormick JJ, et al. Management of acute perianal abscess: Is 

surgeon specialization associated with improved outcomes? ANZ J Surg. 2024;94(5):938–44. DOI: 10.1111/ans.18836
[7]	 Casas MA, Correa Roa C, Schlottmann F, Bun ME, Rotholtz NA. Surgical outcomes of emergent perianal abscess treatment: 

Does colorectal specialization matter? J Surg Res. 2025;313:351–5. DOI: 10.1016/j.jss.2025.06.051 
[8]	 Hu J, Li X, Zhang Y, Wang H, Chen L, Liu Q. Clinical application of the intersphincteric approach with internal incision 

combined with counter-drainage for deep perianal abscess. BMC Gastroenterol. 2025;25:94. DOI: 10.1186/s12876-025-
03703-7 

[9]	 Ghahramani L, Minaie MR, Arasteh P, Hosseini SV, Izadpanah A, Bananzadeh AM, et al. Antibiotic therapy for prevention 
of fistula in-ano after incision and drainage of simple perianal abscess: A randomized single blind clinical trial. Surgery. 
2017;162(5):1017–25. DOI: 10.1016/j.surg.2017.07.001

[10]	 Kim HC, Simianu VV. Contemporary management of anorectal fistula. Surg Open Sci. 2024;17:40–3. DOI:  10.1016/j.
sopen.2023.12.005 

[11]	 Gaertner WB, Burgess PL, Davids JS, Lightner AL, Shogan BD, Sun MY, et al. The American society of colon and rectal 
surgeons clinical practice guidelines for the management of anorectal abscess, fistula-in-ano, and rectovaginal fistula. Dis 
Colon Rectum. 2022;65(8):964–85. DOI: 10.1097/DCR.0000000000002473

[12]	 Tarasconi A, Perrone G, Davies J, Coimbra R, Moore EE, Azzaroli F, et al. Anorectal emergencies: WSES-AAST guidelines. 
World J Emerg Surg. 2021;16:48. DOI: 10.1186/s13017-021-00384-x

[13]	 Kata A, Abelson JS. Anorectal abscess. Clin Colon Rectal Surg. 2024;37(6):368–75. DOI: 10.1055/s-0043-1777451
[14]	 Polyzou E, Gavatha M, Papageorgiou D, Mulita F, Akinosoglou K. Perianal abscesses. In: Vannelli A, editor. Diseases of the 

rectum and anus - a concise guide coloproctology. London: IntechOpen; 2025. DOI: 10.5772/intechopen.1010035
[15]	 Amato A, Bottini C, De Nardi P, Giamundo P, Lauretta A, Realis Luc A, et al. Evaluation and management of perianal abscess 

and anal fistula: SICCR position statement. Tech Coloproctol. 2020;24(2):127–43. DOI: 10.1007/s10151-019-02144-1
[16]	 Conner JN, Eren S, Tuma F. Perianal abscess. In: StatPearls. Treasure island. Tampa: StatPearls Publishing; 2023.
[17]	 Anand E, Pelly T, Joshi S, Shakweh E, Hanna LN, Hart A, et al. Current practice and innovations in diagnosing perianal 

fistulizing Crohn’s disease (pfCD): A narrative review. Tech Coloproctol. 2025;29(1):102. DOI:  10.1007/s10151-025-
03122-6

[18]	 Habeeb H, Chen L, De Kock I, Kutaiba N, Vasudevan A, Srinivasan AR. Imaging in perianal fistulising Crohn’s disease: A 
practical guide for clinicians. World J Gastroenterol. 2025;31(34):110611. DOI: 10.3748/wjg.v31.i34.110611

https://accessmedicine.mhmedical.com/content.aspx?sectionid=299409234&bookid=3594&preview=false
https://doi.org/10.1016/j.acra.2026.01.058
https://doi.org/10.7759/cureus.103963
https://pubmed.ncbi.nlm.nih.gov/41370694/
https://pubmed.ncbi.nlm.nih.gov/41370694/
https://doi.org/10.23950/jcmk/12685
https://doi.org/10.1111/ans.18836
https://doi.org/10.1016/j.jss.2025.06.051
https://doi.org/10.1186/s12876-025-03703-7
https://doi.org/10.1186/s12876-025-03703-7
https://doi.org/10.1016/j.surg.2017.07.001
https://doi.org/10.1016/j.sopen.2023.12.005
https://doi.org/10.1016/j.sopen.2023.12.005
https://doi.org/10.1016/j.sopen.2023.12.005
https://doi.org/10.1097/DCR.0000000000002473
https://doi.org/10.1097/DCR.0000000000002473
https://doi.org/10.1186/s13017-021-00384-x
https://doi.org/10.1186/s13017-021-00384-x
https://doi.org/10.1055/s-0043-1777451
https://doi.org/10.1055/s-0043-1777451
https://doi.org/10.5772/intechopen.1008810
http://doi.org./10.5772/intechopen.1010035
https://doi.org/10.1007/s10151-019-02144-1
https://doi.org/10.1007/s10151-019-02144-1
https://pubmed.ncbi.nlm.nih.gov/29083652/
https://doi.org/10.1007/s10151-025-03122-6
https://doi.org/10.1007/s10151-025-03122-6
https://doi.org/10.3748/wjg.v31.i34.110611
https://doi.org/10.3748/wjg.v31.i34.110611


Current approaches to the diagnosis and treatment...

Eurasian Health Journal. Vol. 18, No. 2
40

[19]	 Kawecki MP, Kruk AM, Drążyk M, Domagała Z, Woźniak S. Exploring perianal fistulas: Insights into biochemical mechanisms, 
diagnostics and emerging therapeutic directions. Diagnostics. 2025;16(1):10. DOI: 10.3390/gastroent16010010

[20]	 Kumar S, Chaudhary RK, Shah SS, Kumar D, Nepal P, Ojili V. Current update on the role of endoanal ultrasound: A primer 
for radiologists. Abdom Radiol. 2024;49:2873–90. DOI: 10.1007/s00261-024-04300-0

[21]	 Barbu LA, Vasile L, Cercelaru L, Vîlcea ID, Șurlin V, Mogoantă SȘ, et al. Fused ischiorectal phlegmon with pre- and 
retroperitoneal extension: A case report and literature review. J Clin Med. 2025;14(14):4959. DOI: 10.3390/jcm14144959

[22]	 Reza L, Gottgens K, Kleijnen J, Breukink S, Ambe PC, Aigner F, et al. European society of coloproctology: Guidelines for 
diagnosis and treatment of cryptoglandular anal fistula. Colorectal Dis. 2024;26(1):145–96. DOI: 10.1111/codi.16741

[23]	 Erol T, Mentes B, Bayri H, Osmanov I, Leventoglu S, Yildiz A, et al. Preventing the recurrence of acute anorectal abscesses 
utilizing a loose seton: A pilot study. Pan Afr Med J. 2020;35:18. DOI: 10.11604/pamj.2020.35.18.21029

[24]	 Mocanu V, Dang JT, Ladak F, Tian C, Wang H, Birch DW, et al. Antibiotic use in prevention of anal fistulas following incision and 
drainage of anorectal abscesses: A systematic review and meta-analysis. Am J Surg. 2019;217(5):910–7. DOI: 10.1016/j.
amjsurg.2019.01.015

[25]	 Van Oostendorp JY, Dekker L, van Dieren S, Bemelman WA, Buskens CJ, Gecse KB. Antibiotic Treatment foLlowing surgical 
drAinage of perianal abScess (ATLAS): Protocol for a multicentre, double-blind, placebo-controlled, randomised trial. BMJ 
Open. 2022;12(11):e067970. DOI: 10.1136/bmjopen-2022-067970

[26]	 Alabbad J, Almutairi S, Alsabagha N, Alhamly H, Alnaqi F. Associations between adjuvant antibiotic therapy and fistula 
formation after incision and drainage of anorectal abscesses: Results from a retrospective cohort study. Tech Coloproctol. 
2026;30:24. DOI: 10.1007/s10151-025-03264-7

[27]	 Newton K, Dumville J, Briggs M, Law J, Martin J, Pearce L, et al. Postoperative packing of perianal abscess cavities (PPAC2): 
Randomized clinical trial. Br J Surg. 2022;109(10):951–7. DOI: 10.1093/bjs/znac225

[28]	 Hasan ZAIY, Mohamed B, AlSayegh R, AlMarzooq R. Incidence of anal fistula after pyogenic perianal abscess drainage in 
Kingdom of Bahrain. Ann Coloproctol. 2023;39(1):27–33. DOI: 10.3393/ac.2020.00962.0137

[29]	 Busbait SA. Recurrence rate and postoperative fistula formation: A retrospective analysis of surgically managed cases of 
anorectal abscess. Qatar Med J. 2025;2025(4):101. DOI: 10.5339/qmj.2025.101

[30]	 Fang F, Wen L. Multifactorial analysis of postoperative recurrence of anal fistula: A retrospective study. J Multidiscip 
Healthc. 2025;18:6015–24. DOI: 10.2147/JMDH.S537028 

[31]	 Shehi E, Andrea G, Biberaj P, Dogjani A. Challenges in management of Fournier’s gangrene after the perianal abscess: A 
case report and review of literature. Open Access Maced J Med Sci. 2024;12(4):483–8. DOI: 10.3889/oamjms.2024.11964

[32]	 Zhang H, Gao X, Qu Y, Chen J, Liu H. The association between diabetes mellitus and perianal abscess: A meta-analysis. 
Diabetes Metab Syndr Obes. 2025;18:4449–63. DOI: 10.2147/DMSO.S543521

[33]	 Shevchuk IM, Novitsky OV, Shapoval AL, Sadovyi IY, Sverstyuk AS, Snizhko SS. Using ultrasound diagnostics and magnetic 
resonance tomography in surgical treatment of complicated forms of acute paraproctitis. World Med Biol. 2022;18(80):183–
8. DOI: 10.26724/2079-8334-2022-2-80-183-188 

[34]	 Sanchez-Haro E, Molinos S, Troya J, Tapiolas I, Vela S, Cardona PJ, et al. Bacteriology of anorectal abscess and anal fistula: 
A systematic review of the literature. Surg Infect. 2025;26(9):707–19. DOI: 10.1177/10962964251369451

[35]	 Polaino Moreno V, Caballero-Bermejo AF, Artés Caselles M, Serrano González J, Remírez Arriaga X, González Alcolea N, et al. 
Efficacy of amoxicillin/clavulanic acid after surgical drainage of perianal abscess in the prevention of the development of 
anal fistula (PERIQxA study): Study protocol for a multicenter randomized, double-blind clinical trial. Trials. 2024;25:122. 
DOI: 10.1186/s13063-024-07922-3

[36]	 Alam AA, Fathallah N, Aubert M, Benfredj P, Pommaret E, de Parades V. Does antibiotic therapy for anal abscess reduce the 
risk of fistula surgery? A retrospective study. J Visc Surg. 2025;49(9):102706. DOI: 10.1016/j.clinre.2025.102706

[37]	 Crook DL, Padfield O. A systematic review and meta-analysis of the use of packing in the management of perianal abscesses. 
Ann R Coll Surg Engl. 2025;107(1):29–34. DOI: 10.1308/rcsann.2023.0108

[38]	 Kim DR, Verhoeff K, Jogiat U, Miles A, Kung JY, Mocanu V. Role of prolonged packing in postoperative anorectal abscess 
management: A systematic review and meta-analysis. Can J Surg. 2024;67(5):E329–36. DOI: 10.1503/cjs.008423

[39]	 Skovgaards DM, Perregaard H, Dibbern CB, Nordholm-Carstensen A. Fistula development after anal abscess drainage – a 
multicentre retrospective cohort study. Int J Colorectal Dis. 2024;39:4. DOI: 10.1007/s00384-023-04576-6

[40]	 Ali OH, Hamza AA. Risk factors for fistula-in-ano development following perianal abscess drainage: A prospective study 
from Omdurman Teaching Hospital, Sudan. Rawal Med J. 2025;50(1):128–31. DOI: 10.5455/rmj.20240905061853

[41]	 Supatrakul E, Thunyacharoen S, Sanmae S, Sutharat P. Predictive factors and timing of developing anal fistula after drainage 
of cryptoglandular anorectal abscess: A retrospective cohort study. J Med Assoc Thai. 2024;107(5):292–9. DOI: 10.35755/
jmedassocthai.2024.5.13979

[42]	 Adamina M, Minozzi S, Warusavitarne J, Buskens CJ, Chaparro M, Verstockt B, et al. ECCO guidelines on therapeutics in 
Crohn’s disease: Surgical treatment. J Crohns Colitis. 2024;18(10):1556–82. DOI: 10.1093/ecco-jcc/jjae089

[43]	 Lee JJ, Lightner AL. Management and treatment of perianal fistulizing Crohn’s disease. Clin Exp Gastroenterol. 2025;18:291–
303. DOI: 10.2147/CEG.S528149

https://doi.org/10.3390/gastroent16010010
https://doi.org/10.1007/s00261-024-04300-0
https://doi.org/10.3390/jcm14144959
https://doi.org/10.3390/jcm14144959
https://doi.org/10.1111/codi.16741
https://doi.org/10.1111/codi.16741
https://doi.org/10.11604/pamj.2020.35.18.21029
https://doi.org/10.1016/j.amjsurg.2019.01.015
https://doi.org/10.1016/j.amjsurg.2019.01.015
https://doi.org/10.1016/j.amjsurg.2019.01.015
https://doi.org/10.1136/bmjopen-2022-067970
https://doi.org/10.1136/bmjopen-2022-067970
https://doi.org/10.1007/s10151-025-03264-7
https://doi.org/10.1093/bjs/znac225
https://doi.org/10.3393/ac.2020.00962.0137
https://doi.org/10.5339/qmj.2025.101
https://doi.org/10.2147/JMDH.S537028
https://doi.org/10.3889/oamjms.2024.11964
https://doi.org/10.2147/DMSO.S543521
https://doi.org/10.26724/2079-8334-2022-2-80-183-188
https://doi.org/10.1177/10962964251369451
https://doi.org/10.1177/10962964251369451
https://doi.org/10.1186/s13063-024-07922-3
https://doi.org/10.1186/s13063-024-07922-3
https://doi.org/10.1016/j.clinre.2025.102706
https://doi.org/10.1308/rcsann.2023.0108
https://doi.org/10.1308/rcsann.2023.0108
https://doi.org/10.1503/cjs.008423
https://doi.org/10.1007/s00384-023-04576-6
https://doi.org/10.1007/s00384-023-04576-6
https://doi.org/10.5455/rmj.20240905061853
https://doi.org/10.5455/rmj.20240905061853
https://doi.org/10.35755/jmedassocthai.2024.5.13979
https://doi.org/10.35755/jmedassocthai.2024.5.13979
https://doi.org/10.35755/jmedassocthai.2024.5.13979
https://doi.org/10.1093/ecco-jcc/jjae089
https://doi.org/10.1093/ecco-jcc/jjae089
https://doi.org/10.2147/CEG.S528149


Likhomanov

Eurasian Health Journal. Vol. 18, No. 2
41

[44]	 Zeng X, Wang H, Deng Y, Deng Z, Bi W, Fu H. Causal relationship between obesity and anorectal abscess: A Mendelian 
randomization study. Front Med. 2024;11:1437849. DOI: 10.3389/fmed.2024.1437849

[45]	 Ye S, Huang Z, Zheng L, Shi Y, Zhi C, Liu N, et al. Restricted cubic spline model analysis of the association between anal fistula 
and anorectal abscess incidence and body mass index. Front Surg. 2024;10:1329557. DOI: 10.3389/fsurg.2023.1329557
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Аннотация. Острый парапроктит представляет собой клинически значимое гнойно-воспалительное 
поражение параректальной ткани, требующее своевременной диагностики, адекватного хирургического 
дренирования и последующего наблюдения в связи с риском рецидива и образования анального 
свища. Целью данного исследования было обобщение современных данных литературы по этиологии, 
патогенезу, классификации, диагностике, хирургическому лечению и послеоперационному ведению 
пациентов с острым парапроктитом. Был проведен описательный обзор литературы с элементами 
сравнительного анализа. Обзор показал, что острый парапроктит чаще всего развивается как проявление 
криптогландулярной инфекции с полимикробной флорой и распространением гноя в перианальное, 
межсфинктерное, седалищно-анальное или надлеваторное пространство. Для диагностики типичного 
поверхностного абсцесса достаточно клинического осмотра и пальцевого ректального обследования, 
тогда как рецидивирующие, глубокие и ассоциированные с болезнью Крона формы требуют магнитно-
резонансной томографии или эндоанальной ультрасонографии. Своевременное вскрытие и дренирование 
остаются основным методом лечения. Первичная фистулотомия была оправдана только при явно 
подтвержденной низкой фистуле, тогда как сложные формы требовали поэтапного подхода с возможным 
использованием дренирующего сетона. Согласно проанализированным источникам, частота образования 
фистул после дренирования составляла 23,0-33,9%, а в одном рандомизированном исследовании отказ 
от тампонады позволил снизить уровень боли с 38,2 до 28,2 баллов без статистически значимого 
увеличения частоты образования фистул или рецидивов. Антибиотикотерапия имела выборочное 
значение при системной инфекции, целлюлите, иммуносупрессии или сахарном диабете. Оптимальная 
стратегия ведения должна быть дифференцирована в зависимости от анатомической формы, риска 
образования фистулы, системных проявлений и сопутствующих заболеваний. Практическая значимость 
исследования заключается в обосновании стратифицированного алгоритма ведения пациентов с 
острым парапроктитом, который позволяет дифференцировать простые и сложные формы заболевания, 
своевременно определять необходимость визуализации, антибактериальной терапии и поэтапного 
хирургического лечения, а также учитывать риск рецидива и образования анального свища

Ключевые слова: аноректальный абсцесс; криптогландулярная инфекция; анальный свищ; 
дренирование; сетон; послеоперационное наблюдение
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Корутунду. Острая парапроктит – бул клиникалык жактан маанилүү, параректалдык ткандардагы 
гнойдуу-сезгенүү жаракаты, кайталоо коркунучу жана аналдык фистуланын пайда болушуна байланыштуу 
өз убагында диагностикалоону, адекваттуу хирургиялык дренажды жана кийинки көзөмөлдү талап кылат. 
Бул изилдөөнүн максаты – курч парапроктит менен ооруган бейтаптардын этиологиясы, патогенези, 
классификациясы, диагностикасы, хирургиялык дарылоосу жана операциядан кийинки башкаруу 
боюнча учурдагы адабияттагы маалыматтарды жалпылоо болду. Салыштырма талдоонун элементтерин 
камтыган сүрөттөмөлүү адабият карап чыгуу жүргүзүлдү. Карап чыгуу көрсөткөндөй, курч парапроктит 
көбүнчө криптоглонддук инфекциянын полимикробиалдык флорасынын таасиринен жана гнойдун 
перианальдык, интесфинктердик, ишиоанальдык же супралеватордук мейкиндикке жайылышынан улам 
пайда болот. Типиктүү беттик абсцессди диагностикалоо үчүн клиникалык текшерүү жана манжа менен 
ректалдык текшерүү жетиштүү, ал эми кайталануучу, терең жана Крон оорусуна байланыштуу формалар 
магниттик-резонанс томографиясын же эндоанальдык ультраүн диагностикасын талап кылат. Убагында 
жасалган кесүү жана дренаж дарылоонун негизги ыкмасы бойдон калууда. Биринчи фистулотомия так 
ырасталган төмөн жайгашкан фистулалар учурунда гана негиздүү болуп, ал эми татаал формалар этаптык 
ыкманы талап кылып, зарыл болгондо дренаждык сетонду колдонууну камтышы мүмкүн. Анализделген 
булактарга ылайык, дренаждан кийин фистула пайда болуунун жыштыгы 23,0%дан 33,9%га чейин 
болгон, ал эми бир рандомизацияланган изилдөөдө тампонадды алып салуу оору деңгээлин 38,2 баллдан 
28,2 баллга чейин төмөндөтүп, фистула пайда болуунун же кайра кайталоонун статистикалык маанилүү 
жогорулашына алып келген эмес. Антибиотик терапиясы системалуу инфекция, целлюлит, иммундук 
депрессия же кант диабети учурларында тандалма түрдө колдонулган. Оптималдуу башкаруу стратегиясы 
анатомиялык формасына, фистула пайда болуу тобокелдигине, системалуу көрүнүштөргө жана кошумча 
ооруларга жараша ылайыкташтырылышы керек. Изилдөөнүн практикалык мааниси курч парапроктит 
менен ооруган бейтаптарды катмарлуу башкаруу алгоритмин негиздөөдө, ал оорунун жөнөкөй жана 
татаал формаларын айырмалоого, сүрөткө түшүрүү, антибиотик терапиясы жана этаптуу хирургиялык 
дарылоо зарылдыгын өз убагында аныктоого, ошондой эле рецидив жана аналдык фистула түзүлүү 
тобокелдигин эске алууга мүмкүндүк берет
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