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Endoscopic Ultrasound-Guided Transrectal 
Drainage of Perirectal Abscess in a Patient with 
Crohn Disease
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	 Patient:	 Male, 58-year-old
	 Final Diagnosis:	 Perirectal abscess
	 Symptoms:	 Body aches • chills • intermittent pyrexia • myalgias • perirectal pain
	 Medication:	 —
	 Clinical Procedure:	 —
	 Specialty:	 Gastroenterology and Hepatology

	 Objective:	 Unusual setting of medical care
	 Background:	 Crohn disease (CD) is an idiopathic chronic inflammatory disease that can present in the perianal area as peri-

anal CD (pCD), which can present as fistulizing or non-fistulizing. Perirectal abscesses are common complica-
tions that are strongly associated with fistula formation. Draining an abscess and not treating the associated 
fistula leads to a high risk of disease recurrence. An extensive workup is needed to determine the nature and 
extent of disease and guide the appropriate treatment strategy. Endoscopic ultrasound (EUS) is an important 
modality for diagnosing CD-associated perianal or perirectal abscesses. It also has been used for treatment as 
an alternative to conventional surgical and percutaneous drainage techniques because it is minimally invasive 
and outcomes with it are good. The present report documents the case of a man with a history of CD who was 
diagnosed with a perirectal abscess that was managed with EUS-guided transrectal drainage.

	 Case Report:	 A 58-year-old man with a history of CD presented with a 2-week history of chills, body aches, fatigue, and my-
algia and a 1-week history of severe perirectal pain with worsening swelling. After a detailed history-taking, 
physical examination, and diagnostic workup, he was diagnosed with a CD-associated perirectal abscess. The 
patient and the attending physician decided to proceed with EUS-guided transrectal drainage.

	 Conclusions:	 Our case provides data regarding use of EUS for treatment of a CD- associated perirectal abscess.
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Background

Crohn disease (CD) is an idiopathic chronic inflammatory dis-
ease characterized by segmental transmural inflammation that 
can involve any part of the gastrointestinal tract. The disease is 
often complicated by perianal CD (pCD), which is broadly clas-
sified into fistulizing (perianal and perirectal fistula/abscess) 
and non-fistulizing manifestations (skin tags, fissures, ulcers, 
strictures, hemorrhoids, and anal cancer) [1].

Pelvic and abdominal abscesses arise spontaneously in approx-
imately 10% to 30% of patients with CD during the course of 
their illness [2,3]. Anorectal abscesses include perianal and 
perirectal abscesses. Perianal abscesses are superficial and 
can be diagnosed on physical examination as painful, tender, 
fluctuant swellings near the anal orifice. Perirectal abscess-
es, in contrast, are deep and form a tract that extends from 
the rectum into the pelvis. They can be found in various lo-
cations in the pelvis. Patients with them usually present with 
rectal pain that is worse with movement, straining, and fever.

Perianal and perirectal abscesses associated with CD are diag-
nosed based on imaging. They are strongly associated with fis-
tula formation and studies have shown that abscess drainage 
while overlooking the associated fistula leads to a high risk of 
abscess recurrence [2,4]. Therefore, it is important to perform 
appropriate diagnostic tests to identify and classify a fistula. A 
detailed history-taking and physical examination followed by 
identification of active luminal inflammation via a small bowel 
series and colonoscopy are important because they form the 
basis of management decisions. Active inflammatory disease 
in the rectum and colon, such as proctitis, should not be man-
aged with aggressive surgery because of the association with 
poor wound healing [5]. Studies have shown that combining 
an examination under anesthesia (EUA) with either endoscopic 
ultrasound (EUS) or magnetic resonance imaging (MRI) of the 
pelvis produces a high yield in defining the extent and nature 
of pCD [6]. A multidisciplinary approach involving a gastro-
enterologist, colorectal surgeon, radiologist, pathologist, and 
nutritionist is necessary to provide optimal care and improve 
a patient’s quality of life. We present the case of a man with 
a history of CD who was diagnosed with a perianal and peri-
rectal abscess for which he underwent EUS-guided transrec-
tal rather than conventional surgical drainage.

Case Report

A 58-year-old man presented to the Emergency Department 
(ED) with a 2-week history of intermittent fever with chills, 
body aches, fatigue, and myalgia and a 1-week history of se-
vere perirectal pain with worsening swelling. He reported that 
his pain was more severe during bowel movements and when 

he sat down, but had no abdominal pain, nausea, emesis, 
melena, hematochezia, or change in bowel habits. He noted 
that his symptoms were similar to the ones he had in 2010, 
when he developed a perirectal abscess that required surgi-
cal drainage. He had a history of CD, for which he had under-
gone multiple partial colectomies and a partial small bowel 
resection with ileocolonic anastomosis. The patient was be-
ing treated for his CD with infliximab infusions (100 mg i.v. 
once a month). He reported being allergic to metronidazole 
and having a 15-pack-year smoking history, but he had quit 
smoking 15 years ago. He had no family history of inflamma-
tory bowel disease.

The patient was afebrile and tachycardiac (heart rate 114 bpm) 
at the time of presentation to the ED. On examination, a fluc-
tuant swelling was found in his perianal area with surround-
ing erythema and tenderness; however, no fistulous tract with 
purulent drainage was seen. A review of other systems was 
unremarkable.

The initial laboratory analysis revealed leukocytosis with a 
white blood cell (WBC) count of 17.1×109/L and C-reactive pro-
tein (CRP) of 10.7 mg/dL (Table 1). Two blood samples were 
drawn and sent for culture. A contrast-enhanced computed 
tomography (CT) scan of the abdomen and pelvis revealed a 
4.1×4.1×3.1 cm, rim-enhancing fluid collection in the right rec-
tal wall near the anorectal junction (Figure 1). A left perianal 
fluid collection measuring 3.1×2.5 cm also was found, along 
with a small amount of cellulitis in the left gluteal cleft. Based 
on the patient’s history, physical examination, and imaging 
results, he was diagnosed with perianal sepsis in association 
with perianal and perirectal abscesses. He was started on in-
travenous fluids and an infusion of piperacillin/tazobactam 
(4.5 g/100 mL) and referred to a colorectal surgeon for surgi-
cal debridement. However, given that he had undergone mul-
tiple partial colectomies, a partial small bowel resection, and 
previous surgical drainage of a perirectal abscess, he was not 
in favor of having an external drain in place for weeks follow-
ing CT-guided drainage of his abscess. After a detailed discus-
sion about alternative treatments, he was referred to a gastro-
enterologist for EUS-guided transrectal drainage.

A colonoscopy was performed, which showed an ileocolonic 
anastomosis in the region of the proximal transverse colon. A 
patchy distribution of superficial erythematous erosions was 
seen, consistent with skip lesions; they, in turn, were consis-
tent with mild ileitis. Cold forceps biopsies obtained from this 
region showed active inflammation in that area. No inflamma-
tory changes were observed in the rectum; however, a left-sid-
ed bulge protruding into the lumen was noted and evaluated 
under EUS (Figure 2). The EUS findings included a hypoecho-
ic cavity with regular walls and homogeneous material, sug-
gestive of an abscess. The cavity measured 5×4 cm with no 
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Figure 1. �Contrast-enhanced computed tomography scan of 
the abdomen and pelvis (axial view) reveals a right-
sided, rim-enhancing fluid collection near the anorectal 
junction (yellow arrow).

Figure 2. �An endoscopic view of the rectum demonstrates a left-
sided bulge (yellow arrow) protruding into the lumen, 
consistent with a perirectal abscess.

Laboratory test
October 27, 2020

11: 36 h
October 28, 2020

04: 51 h
October 28 to 29, 2020

05: 21 h
October 30, 2020

05: 16 h

WBCs (×109 L) 17.1 17.8 11.1 12.2

Hgb (g/dL) 13.9 12.4 11.4 10.7

Hct (%) 43.8 40.9 36.8 35

Platelet count (×109) 552 493 397 404

Sodium (mmol/L) 133 134 137 136

Potassium (mmol/L) 4.5 4.5 3.7 3.4

Chloride (mEq/L) 98 103 105 102

CO2 (mEq/L) 21 23 23 20

BUN (mg/dL) 25 16 12 10

Creatinine (mg/dL) 1.2 1.2 1.3 1.2

Total bilirubin (mg/dL) 0.4 – – –

AST (U/L) 17 – – –

ALT (U/L) 26 – – –

ALP (U/L) 187 – – –

Lactate (mmol/L) 2.1 – – –

Table 1. Patient test results after admission.

ALT – alanine aminotransferase; ALP – alkaline phosphatase; AST – aspartate aminotransferase; BUN – blood urea nitrogen; 
Hct – hematocrit; Hgb – hemoglobin; WBCs – white blood cells.
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solid component or vascular signal (Figure 3). A 19-gauge nee-
dle was used for fine-needle aspiration. Purulent aspirate was 
sent for Gram staining and culture. A 0.025-inch, 450-cm-long 
guidewire with a hydrophilic tip was introduced and coiled 
into the abscess cavity (Figure 4). A tapered-tip 4F endoscop-
ic retrograde cholangiopancreatography (ERCP) cannula was 
passed over the guidewire to dilate the tract. Further dilation 
was achieved using a 6 mm×4 cm biliary dilation balloon. A 
7F, 3-cm double pigtail plastic biliary stent was placed but it 
failed to deploy, and given the distal location of the abscess, 
the stent was seen protruding from the anus. A needle knife 
was then used to access the cystic cavity, which was dilated 
using a 6 mm×4 cm biliary dilation balloon, followed by suc-
cessful placement of a 10F, 5-cm double pigtail biliary-type 
plastic stent. After contrast injection, 2 abscess cavities were 

seen. The larger cavity was communicating only with the small-
er one and there was some extravasation of contrast from the 
smaller cavity along the paracolic gutter, possibly indicating 
leakage of contents into this space from the abscess (Figure 5). 
Because the cavities were connected, a pigtail stent would al-
low drainage of both of them.

On the first day after the procedure, the patient reported feel-
ing much better, with slight pain in the perirectal region. His 

Figure 5. �A 10F, 5-cm, double pigtail biliary-type plastic stent 
is successfully deployed. Upon contrast injection, the 
abscess cavity is seen to communicate with another 
fluid collection.

Figure 6. �A postoperative computed tomography scan of the 
abdomen and pelvis shows that the abscess cavity is 
smaller.

Figure 3. �An endoscopic ultrasound shows a hypoechoic 
cavity with regular walls and homogeneous material, 
suggestive of an abscess.

Figure 4. �A guidewire is introduced and coiled into the abscess 
cavity under endoscopic ultrasound guidance.
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leukocyte count improved from 17.1×109 L to 12.2×109 L. A con-
tract-enhanced follow-up CT of the abdomen and pelvis per-
formed 2 days after the procedure showed that the perirectal 
abscess was smaller (Figure 6). The patient was discharged 
home but presented to the ED later that day with a high fe-
ver. Cultures grew methicillin-resistant Staphylococcus aureus, 
for which he was given ertapenem injections and vancomy-
cin. Once his condition stabilized, he was discharged on le-
vofloxacin (1 tablet p.o. daily for 10 days) and advised to fol-
low up with Gastroenterology in 4 to 6 weeks for retrieval of 
the stent via sigmoidoscopy if it had not spontaneously dis-
placed to the outside. At his 6-week follow-up visit, the stent 
was noted to have dislodged spontaneously, eliminating the 
need for endoscopic removal. Months later, the patient report-
ed no discomfort or recurrence of his symptoms.

Discussion

CD encompasses a spectrum of perianal complications, rang-
ing from skin tags to fissures, ulcers, fistulas, and abscesses. 
Patients who report perianal or rectal symptoms should un-
dergo a careful rectal examination and pelvic imaging. Imaging 
modalities with a high diagnostic sensitivity and specificity in-
clude MRI and EUS [7]. EUA is considered the standard for di-
agnosing pCD with a fistula. It is an important diagnostic mo-
dality for pCD and also facilitates simultaneous drainage of a 
perianal and/or perirectal abscess, leading to immediate re-
lief of symptoms in patients [7]. A contrast-enhanced CT of 
the abdomen and pelvis can guide drainage of deep and com-
plex perianal abscesses, but it has a limited role in diagnosing 
fistulizing pCD because of poor resolution and risk of expo-
sure to ionizing radiation. Conventional treatment of a CD-
associated anorectal abscess involves urgent surgical incision 
and drainage with placement of a mushroom catheter or a se-
ton suture, if a fistula is present. CT- or US-guided percutane-
ous drainage is considered standard treatment for pelvic and 
perirectal abscesses; however, patients experience significant 
pain during and after the procedure and discomfort from in-
dwelling catheters [8].

Recently, advanced endoscopic techniques have gained popu-
larity for detection and treatment of CD-related complications, 
including strictures, obstructions, and abscesses. EUS-guided 
drainage is an alternative approach to surgical and percuta-
neous drainage of perianal and perirectal abscesses associat-
ed with CD. The literature describes case reports and case se-
ries about EUS-guided transrectal drainage of diverticular and 
postoperative pelvic abscesses; however, data are extremely 
limited regarding application of this approach in patients with 
pCD. Our patient and his surgeon were in favor of a nonsurgi-
cal approach after the complicated course of his disease, which 
had resulted in several surgeries and debridement. The patient 

reported significant improvement in symptoms within 24 h of 
EUS-guided transrectal drainage. A CT scan performed 48 h af-
ter the procedure showed that the abscess cavity was smaller.

A retrospective analysis of 4 cases of perirectal abscess (3 a re-
sult of postsurgical complications; 1 radiation proctitis) treat-
ed via EUS-guided transrectal drainage with the use of pigtail 
stents showed remarkable outcomes [8]. All 4 patients expe-
rienced immediate relief of symptoms with complete resolu-
tion of the abscess on CT performed 7 to 14 days later. The 
stents remained in place without migration and were removed 
via sigmoidoscopy during an outpatient visit. Median follow-
up at 22 weeks revealed no recurrences.

In a 2-center case series, 37 patients underwent EUS-guided 
drainage of perirectal and perisigmoid abscesses (31 were post-
surgical while 6 were due to medical conditions including CD) 
with use of plastic or lumen-apposing metal stents (LAMS) [9]. 
All showed resolution of the abscess on follow-up CT at 4 weeks, 
with significant improvement in symptoms. Three patients had 
recurrences at 3 and 12 months and needed surgical drainage.

A case series of 8 patients with pelvic abscesses who under-
went EUS-guided drainage was retrospectively analyzed [10]. 
The underlying etiology of the abscesses was diverticulitis in 
4 patients, postsurgical complications in 2, CD in 1, and iat-
rogenic in 1 patient. The results showed complete resolution 
of symptoms in all 8 patients, with no recurrences of the ab-
scesses during a follow-up period of 38 months. The patients 
became afebrile within 24 h of the procedure and follow-up 
CT scans showed complete disappearance of the abscesses. 
Endoscopic removal of a stent was performed in 2 patients, 
while the remaining 6 had spontaneous dislodgement of stents 
to the outside. In the patient with CD, ileocecal resection was 
performed 2 months later.

Meylemans et al performed a retrospective cohort study to 
assess the safety and effectiveness of EUS-guided transrec-
tal drainage vs surgical drainage of pelvic abscesses from dif-
ferent causes [11]. The success rate (defined as no need for 
further treatment or intervention) in the EUS-guided drain-
age group was reported to be much higher than in the surgi-
cal drainage group (83% vs 48%, respectively). The duration 
of abscess drainage was longer in the EUS-guided drainage 
group (42 vs 13 days). The lengths of hospital stay and ab-
scess resolution were similar in the 2 groups.

A retrospective analysis was conducted of EUS-guided transrec-
tal drainage of pelvic fluid collections (PFC) using LAMS [12]. 
The study included 5 patients; 4 had postoperative PFC while 
1 had an abscess that arose as a complication of acute di-
verticulitis. In 2 of the 5 cases, fecal diversion occurred; 1 
had a concomitant abdominal abscess, which was drained 
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percutaneously during the same period. A 100% clinical suc-
cess rate was achieved and the LAMS was removed after a me-
dian of 14 days. No recurrences were observed during a follow-
up period of 14 months. In comparison with plastic stents and 
drainage catheters, the use of LAMS for EUS-guided drainage 
of pelvic abscesses is more efficacious with better outcomes 
and minimal adverse events, such as dislodgement, migration, 
or stent contamination with fecal matter. Use of LAMS leads to 
more rapid abscess resolution compared to EUS-guided drain-
age without LAMS. Because our patient’s abscess was 2 to 3 
cm from his anal orifice, it was felt that using a LAMS would 
cause him significant irritation and discomfort; therefore, the 
decision was made to use a plastic stent instead.
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