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BACKGROUND
Anorectal suppurative disease mostly results from infections of the 
anal glands. Anal gland infection results in abscess formation that 
enlarges and can spread along several planes in several directions(2)

Supralevator abscesses  are uncommon and may result from extension 
of an intersphincteric or ischiorectal abscess upward or extension of an 
intraperitoneal abscess downward. These are difcult to diagnose. 
Because of its proximity to the peritoneal cavity, supralevator 
abscesses can mimic intra-abdominal conditions. To identify the origin 
of a  supralevator  abscess  prior  to  treatment is essential(1).

CT scan and MRI are important in evaluation of Supralevator abscess 
to devise management (3). Management of this type of abscesses 
includes surgical drainage via appropriate route and proper antibiotic 
treatment(4,5).

Here, we reported a case of supralevator abscess caused due to 
synergistic infection by E. Coli and metronidazole resistant 
Bacteroides sp.. 

This case report is reported in line with the SCARE criteria (10).

Case Presentation
We present a case of a 48-years-old women living in a rural area with 
the presenting complaint of pain in right hypochondrium with high 
grade fever ( upto 102 °F). A physical examination on admission to 
emergency department revealed high temperature of 102°F with 
tenderness at right hypochondrium suggesting local peritonitis with 
suspected Acute cholecystitis  and on per rectal examination ruptured 
perianal abscess was encountered. Her heart rate was 107 beats/min 
and blood pressure was 112/56 mmHg. There wasn't  any clinically 
appreciable icterus or pallor. Her white blood cell count was 19.93 x 
10^3/uL and neutrophils were 91%. Other Laboratory results were as 
following: serum glucose level, 286 mg/dL; serum creatinine level, 
0.80 mg/dl; serum bilirubin level, 1.06 mg/dL; serum aspartate amino 
transferase level, 114.98 U/L and serum alanine amino transferase 
level, 34.49 U/L; serum alkaline phosphatase level, 199.06 U/L, serum 
Albumin level 2.03 gm/dL. 

Both abdominal and chest radiograph were inconclusive and 
Ultrasound also revealed only hepatosplenomegaly with gall bladder 
sludge. 

Patient was subjected to contrast enhanced computed tomography of 
abdomen which revealed extension of perianal abscess into 

supralevator space and extending through retro peritoneum and 
parietal abdominal wall upto perihepatic area with air foci within and 
the diagnosis of Supralevator abscess was made (g 1). She was 
subjected to emergency laparotomy and abscess was drained, abscess 
was found to be totally extraperitoneal without any peritoneal leak or 
contamination (g 2,3), abdominal drains were placed into abscess 
cavity as well as into pelvis for proper drainage, sample sent for culture 
and sensitivity and patient was put on empirical antibiotic coverage 
post operatively. Culture sensitivity report revealed infection caused 
by Escherichia coli and Bacteroides sp. and patient thus was put on 
targeted antibiotic therapy and regular insulin was started. Even after 
surgical drainage and continuous drainage via drains patient wasn't 
showing expected recovery and continuous pus drainage lead to repeat 
culture both aerobic and anaerobic and CBNAAT for tuberculosis 
which revealed a metronidazole resistant Bacteroides sp. infection and 
thus antibiotics were changed accordingly to Piperacillin plus 
Tazobactam and eventually patient recovered from the disease and was 
discharged 25 days after operation.

Fig 1, Showing Contrast Enhanced CT Scan  Arrows Showing 
Extent Of Abscess   

Fig 2, Showing Abscess Cavity (arrow) In Parietal Abdominal 
Wall With No Intraperitoneal Contamination
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ABSTRACT
Background- Supralevator abscesses  are uncommon and may result from extension of an intersphincteric or ischiorectal abscess upward or 
extension of an intraperitoneal abscess downward. These are difcult to diagnose. Because of its proximity to the peritoneal cavity, supralevator 
abscesses can mimic intra-abdominal conditions. To identify the origin of a  supralevator  abscess  prior  to  treatment is essential(1). Case 
Summary- We are presenting a case of  Supralevator  abscess which presented as acute pain abdomen. It was a diagnostic and therapeutic 
challenge due to metronidazole resistant anaerobic infection as well as uncontrolled diabetes mellitus.  A 48 years old female presented with right 
sided abdominal pain for 2 weeks. After clinical evaluation provisional diagnosis of acute calculous cholecystitis with burst perianal abscess was 
made. Radiological evaluation revealed the diagnosis of a supralevator abscess with an intraperitoneal extension. Routine blood investigations 
revealed that the patient was also diabetic.  The patient was  optimized pre-operatively and drainage by laparotomy was done. Pus samples were 
sent for aerobic and anaerobic culture sensitivity and the patient was put on empirical antibiotics and abdominal drains were put in the abscess 
cavity. As per the reports of culture sensitivity the antibiotics were changed, importantly Piperacillin and tazobactam started for anaerobic 
organism resistant to metronidazole which led to clinical improvement of the patient. This case report gives us idea about the  Conclusion- 
diagnostic and therapeutic challenges encountered during management of the rare Supralevator abscess; about the emerging resistance against 
metronidazole among anaerobic organisms and the need of anaerobic culture sensitivity in clinically progressive disease as well as the need of 
proper management of co-morbidities. 
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Fig 3, Abscess Was Drained And Drains Were Placed During 
Laparotomy

The patient was discharged with the advise of following up for 
detection of any stula formation later and proper management of the 
same accordingly, but she didn't  turn up, may be due to the ongoing 
Covid 19 pandemic and lost to follow up. 

DISCUSSION AND CONCLUSION
Supralevator abscess is the rarest variant of anorectal abscess ( less 
than 10%)(6,7).  Diagnosis is challenging due to atypical presentation. 
Usually treatment is difcult due to incomplete drainage and inability 
to appreciate true extent of the disease(6). Here we encountered an 
unusual factor which led to delay in recovery of the patient.
 
Most supralevator abscess originate from glandular crypts(2,8) but in 
this case it is not fully understood whether it was an extension of retro 
peritoneal abscess into perianal space or it was the opposite. 

The abscess cavity in this case was so extensive that required an 
emergency laparotomy for achieving adequate drainage along with 
debridement of perianal wound also. 

The cause attributed to delay in recovery was the nding that 
etiological agent was Bacteroides sp. which was resistant to 
metronidazole which was given as a empirical anaerobic coverage and 
after it's  identication and changing of antibiotics accordingly lead to 
expected recovery. 

This case uniquely provides an insight into the basics of management 
of an abscess as though mostly it is inadequate drainage we need 
Consider other factors as antibiotic ressistance and the emergence of 
new ressistant microorganisms while managing cases of abscess 
particularly deep abscesses where drainage and antibiotics both have 
role in management. 

Denitive surgical management for such patients at a later setting is 
still controversial(4,5). Published series supported the absence of 
recurrence or incontinence when denitive treatment performed in the 
form of marsupilisation(4,9). But in our case due to extensive nature of 
disease primary surgery was aimed to sepsis control and denitive 
management was planned afterwards. 
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