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CASE REPORT 

Yabancı cisime bağlı olarak oluşan anorektal apseler klinikte pek karşılaşılmayan durumlar arasında bulunmaktadır. Anal apselerin oluşumuna 
neden olan yabancı cisimler arasında balık kılçığı ve kemik parçasına sık rastlanmaktadır. Genel anestezi altında yapılacak rektal muayene ve/veya 
proktoskopik tetkik anal apse tanısını koydursa da yabancı cisimlerin varlığını göstermeyebilir dolasıyla apse zamanla kronikleşebilir. Bununla birlikte 
yabancı cisime bağlı apselerde drenajın yapılması ve apseye neden olan etkeni çıkarılması hastanın kliniğinde hızla düzelme sağlamaktadır. Drenaja 
rağmen düzelmeyen kronik apselerde yabancı cisim etiyolojide düşünülmelidir. Bu çalışmada yutulmuş kürdana bağlı olarak gelişmiş anorektal apse 
olgusu sunulmuştur.
Anahtar Kelimeler: Yutulmuş yabancı cisim, anorektal apse, perianal apse

ABSTRACT

ÖZ

Anorectal abscesses caused by foreign bodies are rare, but are often caused by the ingestion of fish bones or bone fragments. Rectal or proctoscopic 
examination performed under general anesthesia can be used to diagnose a perianal abscess but may not reveal the foreign body, which can lead to the 
development of chronic abscesses. Draining the abscess and removing the causative foreign body allows for rapid healing. Therefore, foreign bodies 
should be considered in the etiology of chronic abscesses that do not resolve with drainage. In this study, an anorectal abscess due to a swallowed 
toothpick is presented.
Keywords: Ingested foreign body, anorectal abscess, perianal abscess

Introduction
Anorectal abscess is an infectious, suppurative disease that 
usually develops due to the infection of anal glands in the 
intersfincteral plane. The most common cause in the etiology 
of anorectal abscesses and fistulas is obstruction of anal 
crypts due to increased intersphincteric tone.1,2 Less common 
causes include Crohn’s disease, trauma, malignancies, and 
immunodeficiencies.3 Perianal apse related to foreign bodies, 
which are among etiologic causes, is rarely encountered.4 

An anorectal abscess placement was given in 42.7 perianal, 
22.7% ischiorectal, 21.4% intersphincteric, 7.3% supralevator 
in a study involving one thousand patients from Ortiz et al.5 

In this study; it is intended to present a case of abscess in 
the ischialectal region which is formed by the swallowed 
toothpick treated in our clinic.

Case Report
A 54-year-old female patient admitted to a medical center 
with complaints of pain and fever in the right gluteal area 
that have began about a week ago. In the medical center, 
the patient’s perianal abscess was drained. Due to the 
presence of gaseous, purulent drainage from the perianal 
abscess pouch and color change in the skin, the patient was 
referred to our clinic with the preponderance of “fournier 
gangrene”. In the physical examination of the patient; 
there was a incision made for drainage on the right gluteal 
region. It was observed that there was a blue-purplish color 
change on the skin around the incision and the necrosis of 
subcutaneous fat tissue. There was a second abscess pouch 
in the area of approximately 8*10 cm in the area of about 
4-5 cm above of the incision. Vital findings were stable, 
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fever was 37.5 °C. Laboratory values were, white blood cell: 
11.9 103/μL, C-reactive protein >210 mg/dL. There was no 
tenderness in the abdominal examination did not reveal 
additional findings on digital rectal examination except mild 
tenderness. The affected area was irrigated with abundant 
saline-diluted hydrogene peroxide solution and dressed. 
The patient was hospitalized for intravenous (i.v.) antibiotic 
therapy, debridement and dressing. Considering that the 
drainage of the abscess was not enough, debridement was 
planned under anesthesia. Sterile dyeing and covering were 
performed in the jack knife position under spinal anesthesia. 
In the examination with an anoscop, no internal orifice was 
seen in the rectum after saline-diluted hydrogene peroxide 
solution was given to the abscess cavity. The first drainage 
incision was extended to the superiolateral direction where 
necrosis progressed. For microbiological culture, multiple 
samples are collected from the abscess cavity. The cavity was 
irrigated with abundant saline and the necrosis tissues were 
debrided. In the necrosis area which advances towards the 
ischorectal area a hard object was palpated, with appropriate 
exploration a yellowish foreign body was seen (Figure 1). 
Foreign body removed from ischiorectal area with the help 
of forceps. It was seen that the foreign body was a broken 
toothpick (Figure 2). After adequate debridement and 
drainage, one penrose drain was placed in the ischiorectal 
area. It was learned that the patient had taken a toothpick 
soaked meal about 10-15 days ago in her detailed anamnesis 
after the operation and did not use her prosthetic teeth 
that day. 2*1 sterile dressings per day were performed in 
the clinic. Escherichia coli, Klebsiella pneumonia and 
Citrobacter koseri grown in culture results were susceptible 
to imipenem. The patient was consulted with the infectious 
diseases clinic and imipenem 2*400 mg i.v. was started in 
the direction of the recommendation. On the 14th day of 
antibiotherapy, the infection was clinically regressed, and 
appropriate oral antibiotics were prescribed, and the patient 
was called to policlinic control one week later. On control 
examination, it was seen that subcutaneous area was began 

to close up with granulation tissue. At the 3rd week (Figure 
3) and 6th week (Figure 4) controls, the patient’s complete 
healing was observed. 

Written informed consent was obtained from patient in this 
case.
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Figure 1. Foreign body spotted during the exploration of the abscess

Figure 2. The toothpick removed from the abscess

Figure 3. The patient’s healing observed 3 weeks after the procedure

Figure 4. The patient’s healind observed 6 weeks after the procedure



Discussion
A perianal abscess due to foreign bodies is not a common 
occurrence. Patient’s anamnesis, which was taken at the 
beginning, has an important place in revealing the cause. 
Patients with foreign body related anorectal abscesses; 
usually have sensory loss in the mouth, dental problems 
and anal stenosis due to anal surgery or unconsciousness 
periods like alcoholics.6,7,8 Therefore, patients may not 
be able to give a foreign body swallowing story in their 
anamnesis.4 There was no foreign body swallowing story 
in our patient anamnesis too. The pain at the beginning 
of the process is due to the spasm in the external and 
internal anal sphincter caused by foreign bodies stuck in 
the anal canal but then the abscess formation around the 
foreign body, which is pushed out of the wall of the anal 
canal.8 In our case the patient had an ongoing pain for a 
week. Presence of perianal abscess can be diagnosed with 
careful rectal examination and proctoscopy9 but foreign 
body may not be detected. Additional imaging modalities 
(e.g. endoscopic rectal ultrasound, computed tomography 
and magnetic resonance imaging) may be needed for the 
diagnosis of abscess in suspected cases.10 No additional 
imaging was needed because the foreign body was not 
mentioned or suspected in the patient’s history. A proper 
exploration of the abscess during the operation is very 
important for diagnosis.4 In our case, no foreign body was 
detected because of the lack of proper exploration during 
the first intervention at the external center. As a result, 
the healing process has not been achieved sufficiently. The 
removal of a foreign body in such a case, exploration with 
an adequate incision will provide rapid treatment of the 
present situation.4,11 As a result, swallowed foreign bodies 
may cause perianal abscess formation. In cases of perianal 
abscesses with predisposing factors and prolonged healing, 
the presence of foreign bodies is one of the conditions that 
should be kept in mind.
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