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ABSTRACT

Supralevator fistula stays a challenge in general surgery. We present a case with
supralevator anorectal fistula and subsequent retroperitoneal necrotizing
fasciitis in which autologous platelet-rich plasma and platelet-rich fibrin
glue were used for fistula closure. A 59-year-old man was admitted with
pelvic pain and fever. Abdominopelvic sonography and CT scan reported a
deep horseshoe-shaped anorectal abscess with extension to the pelvic floor,
supralevator, psoas, retroperitoneal muscles, and kidneys. He was managed
with antibiotics, abscess drainage, repeated radical surgical debridement,
and necrosectomy. After 30 days, he was discharged, but he returned to the
office with the complaint of purulent discharge from the hypogastric region
and a diagnosis of fistula formation. Platelet-rich plasma was injected around
the fistula into the tissue, and platelet-rich fibrin glue was introduced to the
fistula tract. At the 11-month follow-up, the patient did not have voiding
dysfunction, constipation, diarrhea, or fistula tract infection. Autologous
platelet-rich plasma injection and platelet-rich fibrin glue insertion suggest
a secure and effective approach for treating supralevator anorectal fistula.
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INTRODUCTION

Supralevator abscesses can cause rare clinical complications, like perineal
necrotizing fasciitis, an unusual but potentially critical and rapidly
spreading soft-tissue infection'.The main presenting symptoms of
necrotizing fasciitis (NF) are localized pain, fever, and systemic toxicity,
and it is often fatal unless immediately recognized and aggressively
treated. Treatment modalities include surgery, antibiotics, supportive
care, and hyperbaric oxygen 2. Retroperitoneal NF should be considered
in any patient with symptoms of sepsis *. The rapid worsening of the
patient also provides a clue towards the diagnosis *.
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Fibrin glue has been successfully used to cure
different types of fistulas. The installation of fibrin
glue is a simple procedure that does not affect
the sphincter musculature and is a possibly ideal
treatment for perineal fistula >°. Fibrin glue forms
a fibrin clot approximately ten times stronger than a
physiological clot. This clot advances the occlusion
of the fistula tract by providing a firm provisional
matrix and assisting the local proliferation of
fibroblasts, collagen synthesis, and new blood vessel
formation "5,

In this case, we used Platelet-Rich Plasma (PRP)
and fibrin glue as a new treatment method for the
supralevator anorectal fistula. We presented a non-
healing fistula due to a supralevator abscess that has
an excellent response to PRP injection to its tract.

CASE PRESENTATION

A 59-year-old man was admitted to the Emergency
Department of Imam Reza Hospital, Mashhad,
Iran in August 15, 2021, with hypogastric pain and
transient fever three days ago. At admission, the
body temperature was 37 °C, and respiratory rate,
pulse rate, and blood pressures were in normal
ranges. Physical examination revealed hypogastric

tenderness; a mass with fluctuation was also
palpated in the midline below the umbilicus. Rectal
examination defined a deep anorectal abscess. Blood
tests determined leukocytosis (white blood cell count
of 26000 cells/mm?), erythrocyte sedimentation rate
of 84 mm/h, and C-reactive protein of 123 mg/L.
He had a diagnosis of benign prostatic hypertrophy
ten months ago and underwent a screening
colonoscopy three weeks before admission, which
was normal. Two weeks after the colonoscopy, the
patient complained about progressive pelvic pain,
discomfort, and transient fever (for only one day).

Abdominopelvic sonography reported a perivesical
abscessand collection of 6x10 cm around the bladder.
An abdominopelvic CT scan showed increased
bladder wall thickness, fat stranding, and multiple
gas densities around the bladder and prostate in
retropubic and perivesical regions with extension to
the anterior abdominal wall and left inguinal canal.
There was no evidence of contrast material leakage
(Figure. 1, 2). Also, there were multiple air densities
in soft tissue (Figure. 1A, 2A), which extended into
the abdominal wall until adjacent to the umbilicus
(Figure. 1B, 2B), perivesical space (Figure. 1C), and
in retro-pubic and left inguinal canal (Figure. 2C).

The patient received empirical antibiotics
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Figure 1: Multiple air densities in soft tissue (arrows). A) Scout view of abdominopelvic CT scan showed multiple gas densities above the pubis. B) In
sagittal view, these gas densities extended to abdominal wall until adjacent to umbilicus. C) In coronal view, these air densities in perivesical space and
left inguinal canal are obvious.
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(Ceftriaxone and Metronidazole) intravenously one
hour before the operation and underwent prompt
radical surgical debridement. Due to the perivesical
abscess spreading to the midline, the surgery was
performed by a team consisting of urologists and
general surgeons. Debridement of necrotic tissues
and draining of the purulent discharges were done.
Abscesses fluid culture determined Klebsiella
pneumonia as the responsible pathogen. Based on
the antibiogram results, the antibiotics were changed
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to imipenem and vancomycin. Debridement and
draining of the purulent discharges were done
several times under anesthesia. He was discharged
after 30 days in good general condition.

Two weeks later, he was referred to the hospital with
complaints about a fistula whose secretions did not
stop. The retroperitoneal space around the bladder
was dissected in the operation room without
opening the abdominal cavity. Pus was spread in the
pelvic floor, supralevator, psoas, and retroperitoneal

Figure 2: transverse slices of abdominopelvic CT scan showed multiple air densities (arrows) of soft tissue in the abdominal wall (A), in perivesical
space (B), and the retropubic and left inguinal canal (C).
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muscles. About 300 cc of pus were removed from
the abscess cavity. In the retroperitoneum, necrotic
tissues were debrided. Then two drains were placed
in the right and left lower quadrants. A pigtail drain
was used to discharge the abscess. Discharge from
the right drain continued for three months; when
the release decreased, the drain was kept for five
months. During outpatient follow-up, the right
drain had an excessive discharge. Because of the
high extension of necrotic tissue, using platelet-rich
plasma (PRP) and platelet-rich fibrin glue (PRFG)
to repair the destructed tissues was considered.
Platelet-rich plasma and PRFG were obtained from
the blood as standard, then PRP was injected around
the fistula into the tissue, and PRFG was introduced
to the fistula tract. No complications were observed
during and after the injection.

Eleven months after the first admission, the patient
had a good general condition with no urinary
symptoms. According to the abdominopelvic US,
there was no radiologic evidence of perivesical and
supralevator anorectal abscesses or fistula.

This study was confirmed by the Research Ethics
Committees of Islamic Azad University- Mashhad
Branch with an ID number of IR.IAU.MSHD.
REC.1401.017 (https://ethics.research.ac.ir/IR.JAU.
MSHD.REC.1401.017). The patient’s written consent
was obtained for the publication of this case report.

DISCUSSION

The supralevator abscess is the most complicated
variant of deep anorectal abscesses. Its symptoms
are not specific, resulting in delayed diagnosis
and treatment *°. NF is an uncommon soft-tissue
infection. People with diabetes, immunosuppressed
patients, and patients with peripheral vascular
disease are more prone to develop NE However,
it has been reported in healthy individuals > .
The incidence of NF is 500-1500 cases per year,
with a mortality rate of 24-34 % ''. It presents as a
generalized phlegmonous destructive inflammation
of the perianal, perineal, genital, and gluteal soft
tissues, the lower part of the anterior abdominal wall
12, Progressive deterioration of the patient’s general
condition, with symptoms of sepsis, are typical
manifestations '°. Systemic toxicity is common and
can be fatal if not diagnosed and aggressively treated
1314 Treatment with broad-spectrum antibiotics to
cover the extended range of potential pathogens and

early radical surgical excision of all affected tissue are
the treatments of choice . Zaveri et al. ' reported
a young male without any comorbid condition who
presented with a retroperitoneal expansion of a
perianal abscess after initial drainage. The drainage
was performed through a lumbar incision based
on the X-ray finding of gas in the retroperitoneum.
Despite this, the patient did not survive. In contrast
to the case presented by Zaveri et al.'é, our patient
survived and had no urinary or defecation problems
after 11 months of follow-up. Several reasons
contribute to the survival of our case, including the
patient’s age, absence of comorbidities, and, more
importantly, urgent incision and drainage.

The safety and efficiency of using PRP and PRFG
in the treatment of supralevator fistula have been
confirmed by Keshvari et al . They reported
entirely cured and marked improvement of supra-
levator fistula in 11 and 1 patient two months after
a single injection, respectively. Moreno-Serrano et
al. '8 used growth factor-rich fibrin (Vivostat PRF®)
in monotherapy and achieved cure rates of 62%.
As regards incontinence, their results revealed no
incontinence and satisfactory quality of life in 80 %.
Zmora et al. ' suggested that despite the moderate
success rate of fibrin glue application in the treatment
of perineal fistulas, it should be considered an initial
treatment step in all patients with complicated
perineal fistulas. Our patient’s NF extended from the
perianal region into the pelvis and retroperitoneum
spaces. Access to the internal pelvis from the
perineum is difficult because of the risk of vascular
injury and hemorrhage. In our case, the success in
the closure of the supralevator anorectal fistula was
related to using PRP and PRFG.

CONCLUSION

A combination of antibiotic therapy, surgical
debridement, and PRP and PRFG is helpful in wound
healing and eradicating infection and outcome
of supralevator anorectal fistula complicated by
necrotizing fasciitis.
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