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Use of a Rectal Hook for 
Perirectal Abscess Drainage
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Drainage of various types of perirectal abscesses can be facilitated 
by the use of a rectal hook, allowing many of these infections to be 
easily handled in the outpatient setting.

Several types of abscesses, including ischiorectal and pelvirectal 
abscesses, although usually originating at the crypts of Morgagni, 
cannot be drained adequately by this technique. Differential diag­
nosis of anal pain is considered.

Pyogenic infections of the anal 
canal usually begin in the crypts of 
Morgagni lying at the pectinate line. 
These crypts are lined by mucous 
membranes and extend with their glan­
dular tissue into the submucous tis­
sues.

Cryptitis may lead to an inter- 
sphincteric abscess which then usually 
leads to a perianal abscess. It can also 

j extend through both sphincter muscles 
into the ischiorectal space becoming 
an ischiorectal abscess, or extend up­
ward into the pelvirectal space to form 
: a pelvirectal abscess.

Diagnostic Considerations

Diagnosis of these rectal abscesses is 
|usually prompted by rectal pain. Oc­
casionally the cryptitis will lead to 
only an intersphincteric abscess, a pyo­
genic abscess located between the in­
ternal and external rectal sphincters. 
However, usually this promptly be­
comes a perianal abscess by burrowing 
in the intersphincteric plane down to
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the anal margin. Even though the pain 
of the intersphincteric abscess can be 
severe, the diagnosis can possibly be 
overlooked since no rectal fissure is 
present.1 By the time the infection has 
progressed to a perianal abscess the 
diagnosis is usually easier; however, 
even at that stage it can be mis­
diagnosed as an external hemorrhoid 
thrombosis.1

Internal hemorrhoids, of course, are 
painless but must be considered, as 
well as abscess, external hemorrhoids,

rectal fissure, carcinoma of the anal 
canal, anal Crohn disease involvement, 
and anal fistula.

If the site of the abscess cannot be 
visualized on inspection, or signs of 
systemic toxicity are present, a deep 
pelvirectal or ischiorectal abscess (Fig­
ure 1) may be present and in-hospital 
drainage would be indicated. Hemor­
rhoids, fissure, and carcinoma can be 
diagnosed by anoscopy which can 
sometimes be made less painful for the 
patient by lubricating the anus with 
lidocaine jelly before insertion of the 
anoscope. Rectal fissures are usually 
midposterior and occasionally mid- 
anterior. If elsewhere, suspect anal 
Crohn disease, or in the very unusual 
patient, an anal syphilitic ulcer.

Drainage by Rectal Hook

The drainage of anal cryptitis may 
be accomplished simply by cleansing
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Figure 2. Retracting the Anal Papilla. 
From Surgery o f the A m bu la to ry  
P a t ie n t edited by LK  Ferguson. 
C o p y r ig h t 1966. Used w ith  per­
mission o f JB L ip p in c o tt Company.

Figure 4. Probing the rectal pap illa ry  
cavity. From  Surgery o f the A m bu la ­
to ry  Patient edited by LK  Ferguson. 
C o p y r ig h t 1966. Used w ith  per­
mission o f JB L ip p in co tt Company.

of the crypts with saline or sitzbaths.2
If these fail, then the anal cryptitis 

leads to intersphincteric or perianal 
abscess (Figure 1), and a rectal hook 
with or without the aid of a Brinker- 
hoff anoscope can probe and enlarge 
the crypt cavity. Then, using the hook 
probe to retract and control the pa­
pilla (Figure 2), and after local infiltra­
tion of the papilla with one percent 
lidocaine, unroof the crypt with tissue 
scissors allowing easy drainage (Figure

3). One may find a significant amount 
of drainage even before excision of the 
papilla just as the rectal probe is 
inserted into the enlarged rectal pap­
illary cavity (Figure 4). Frequent 
follow-up is necessary since occasion­
ally the crypt aperture must be re­
probed to maintain patency. Anti­
biotics are not useful unless severe 
cellulitis or massive abscess is present, 
and a massive abscess would require 
in-hospital drainage.3
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