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Abstract

Anal pruritus is a frequent disorder accounting for many proctological consultations,

affecting mainly middle-aged males. It is believed that it implies a vicious circle of

itching and scratching, increasing irritation and inflammation, and thus symptoms. The

most frequent causes are irritant factors such as anal over-hygiene and some foods,

faecal soiling due to incontinence, and proctological diseases such as haemorrhoids.

Candida infections of the anus and dermatological diseases including contact

dermatitis are also frequent. Treatment depends principally on the underlying

aetiology.
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Definition and epidemiology

Anal pruritus is itching of the perianal re-

gion. It can also include soreness sensa-

tions and even severe burning pain [1–5].

The first mention of pruritus ani was prob-

ably in an Egyptian papyrus [4].

Anal itching affects about 1 to 5% of

the population, with a higher prevalence

in men (4:1) [1–9]. It is more frequent

in the adult population between 40 and

60 years old [2, 4, 7, 8]. It represents

the second most common proctological

complaint after haemorrhoids [7].

Aetiologies and classification

Physiopathologyofanalpruritus isnot fully

understood. It is supposed to be initiated

by C-fibres in the skin, with the implication

of itching mediators such as bradykinin,

histamine and kallikrein. Thus, the infor-

mation of pruritus would be transmitted

to the brain with inadequate feedback,

under the threshold of pain. It is believed

that it implies a vicious circle of itching

and scratching, increasing irritationand in-

flammation, and thus symptoms (. Fig. 1).

Moreover, faecal soiling of the perianal re-

gion is probably included in the irritation,

sometimes associated with anal sphincter

dysfunction or anatomical changes asso-

ciated with proctological diseases [1, 2, 4,

5, 8]. Caplan, in 1966, applied a patch

test with autologous faeces on the peri-

anal region and on the arm. They showed

that faecal soiling did not have the same

effect in the perianal region as on other

cutaneous surfaces [4, 10].

About 100 possible causes have been

identified. It can be classified into pri-

mary (idiopathic) or secondary. Idiopathic

pruritus ani remains an exclusion diag-

nosis [3]. Main secondary causes can be

classified into local irritation, infections,

proctological diseases, neoplastic lesions,

dermatological and systemic diseases, and

other aetiologies. Psychological factors

can also be implied [1–4, 7–9]. Secondary

causes are given inmore detail in. Table 1

and are discussed through history and ex-

amination. Literature is conflicting about

the proportion of secondary causes, since

some studies assume that they account for

25 to 75% of the cases [2, 8], and others

cite 10 to 50% [3]. Distribution of the sec-

ondary causes is also different in children

[5], and is not discussed here.

Few clinical classifications have been

proposed regarding the severity of the
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Fig. 19Diagramofmost

frequent subgroups of aeti-

ologies of anal pruritus and

theassociatedvicious circle

[5, 6]

Fig. 28 Clinicalmanifestations ofCandida in-
fection

manifestations. Kuehn et al. identified

four stages of disease: mild, moderate,

severe and chronic [11]. The Washing-

ton Hospital Center also defined a four-

subtype classification depending on the

severity of skin lesions, from stage 0 to 3

[1, 2, 4]. However, in daily clinical prac-

tice, such classifications do not seem very

useful.

For the purpose of this review, we

divided the various aetiologies into

seven groups (. Fig. 1).

An algorithm for the diagnostic tools

and treatmentsof anal pruritus is proposed

in . Table 1.

Accurate history taking is essential

Rigorous history taking is mandatory to

identify a potential secondary cause, and

thus to be able to propose an adapted

treatment.

First, the timing of onset and factors as-

sociated with worsening of the symptoms

must be identified. Thus, one must seek

variations with ambient temperature, an

increase at night or with physical exercise

[1, 2, 4, 7, 12]. Factors associatedwith local

irritation must be questioned: moisture,

clothing (synthetic tissues) or use of chem-

ical products such as laundry detergents

or perfumed topical products. Moreover,

food or beverages can be implied, such

as coffee, tea, milk, cola, spicy food, alco-

hol, as well as tobacco. Frequently implied

foods are citrus fruits, chocolate, nuts and

tomatoes [1–4, 6–8, 12].

Second,proctological symptomsshould

be identified, and faecal habits defined.

Identification of frequency, consistency

of stools and history of incontinence is

a mandatary point. Perianal faecal soiling

is one of the main causes of anal itching.

Past proctological interventions should

be discussed. Hygiene habits must be

questioned, such as the use of soaps and

wipes. Excessive scrubbing of the perianal

region can lead to mechanical lesions in-

ducing pruritus [1–4, 6–8, 12]. Patients

may report spotting of blood on the toilet

paper from cutaneous excoriations [2].

Finally, comorbidities and familial his-

tory should be addressed, to identify a po-

tential systemic or neoplastic related dis-

ease. As such, allergies, infectious diseases

affecting other members of the family and

dermatological diseases can cause anal

pruritus. Moreover, the use of systemic

or local medications should be signalled,

such as steroids, laxatives and colchicine

[1, 6]. Recent travel and sexual habitsmust

also be queried [12].

Physical examination

A systemic evaluation should search for

otherdermatological lesions thatcouldbe

associated with systemic diseases poten-

tially responsible for anal pruritus, such as

psoriasis, atopic dermatitis, lichen sclerosis

and planus [1, 7, 8, 13]. Atopic dermatitis

presents with thickened skin, dry erythe-

matousorexcoriated lesionsof theperianal
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Table 1 Most frequent suspected aetiologies, next steps and treatments [1–4, 7–9]

Subgroup Cause Next step Treatment

Anal faecal soiling

Food and beverages

Over-hygiene

Irritant

factors

Chemical irritants

Eviction test Regulation of stools

Eviction of irritant

factor

Lifestyle counselling

Haemorrhoids

Skin tags

Fistula

Fissure

Proctol-

ogy

Rectal prolapse

Anorectal exam-

ination

Colonoscopy

Surgery

Lichen sclerosis/planus

Psoriasis

Atopic dermatitis

Dermatol-

ogy

Contact dermatitis

Clinical exami-

nation

Biopsy

Patch test

Specific treatment

Bacterial

Fungal

Worms, parasites

Infection

Sexually transmitted

Swab test

Scratch test

Blood PCR

Antibiotics

Antifungal

Antiviral

Squamous cell carcinoma

Paget’s disease

Bowen’s disease

Melanoma

Premalignancy

Neoplasia

Leukaemia, lymphoma

Biopsy

Blood tests

Colonoscopy

Oncological treat-

ment (surgery, sys-

temic treatment,

radiotherapy)

Deficiency (iron, vitamins)

End-stage renal failure, uraemia

Liver disease, cholestasis

Diabetes

Systemic

disease

Hyperthyroidism

Blood tests

Imaging

Deficiency supple-

mentation

Specific treatment

Other Systemic or topicalmedication Eviction test Eviction

region and other localisations, and familial

history is commonly positive [1, 2]. Pso-

riasis induces erythematous plaques with

sharp edges [8]. Lesions are typically dry,

with white scales, and in a butterfly shape

[2]. Lichen sclerosis is associated with

white atrophic skin, usually extends to the

anterior perineum and is more frequent

in women [2, 8].

Infections can be found on physical ex-

amination, including sexually transmitted

diseases [2]. Bacterial infections include

β-haemolytic streptococci, Corynebac-

terium minutissimum (erythrasma) and

Staphylococcus aureus. Candida species

are frequently involved (10% of the cases

[2]). Clinical manifestations of Candida

infection include association with lesions

in the groin or other folds. Erythema

is typically bright [8] with satellite le-

sions and it often affects obese, elderly

or immunosuppressed patients (. Fig. 2;

[2]). Other pathogens include Tinea

cruris, pinworms (Enterobius vermicu-

laris), pediculosis and scabies. Sexually

transmitted diseases include Herpes Sim-

plex Virus (HSV), Human Papillomavirus

(HPV), gonorrhoea, Chlamydia, syphilis

and Human Immunodeficiency Virus (HIV)

[1, 7, 8].

Second, a proctological examination

should be performed. This includes per-

ineal and genital examination. The skin

can present with different lesions, from

erythema to excoriations and lichenifica-

tion [1, 6]. Contact dermatitis typically

presents with macular erythema, hy-

perkeratosis and radial fissures (. Fig. 3;

[1]). Anorectal digital examination and

anoscopy are also important, searching

for an associated proctological disease

such as haemorrhoids, anal fistula or

fissure and rectal prolapse [1, 3, 7, 8,

12]. Haemorrhoidal prolapse is the most

frequent cause of anal pruritus associated

with a proctological disease (. Fig. 4; [8]).

Examination at rest and using the Valsalva

manoeuvre can help the diagnosis. Some

proctological conditions can be associated

with increased soiling and poorer hygiene,

such as skin tags [2, 6]. Sometimes, as-

sessment under general anaesthesia is

even necessary to exclude a concomitant

proctological disease [7].

Further investigations and
treatment by possible aetiology

Depending on symptoms at medical his-

tory and clinical examination, further in-

vestigationsareneeded. Treatmentshould

be directed throughwhatever causing fac-

tor that has been identified. Proposed ad-

ditional examinations and treatments are

summarised in . Table 1.

Irritants, contact dermatitis

Diagnosis and treatment are mainly based

on eviction testing to identify the incrimi-

nated irritantagent[1, 2, 7, 8]. Reassurance

is mandatory, with lifestyle counselling to

avoid irritant factors. Water cleaning af-

ter stool passage should be preferred to

paper use, soaps and wet wipes. Dry-

ing should be done by dabbing without

rubbing, and humidity should be as lim-

ited as possible. Thus, a hair dryer can

be used for this purpose. Counselling on

underwear tissue can also be given. Wear-

ing of cotton gloves at night and cutting

the nails short can even be proposed to

reduce local trauma through itching. In-

criminated food or beverage should be

avoided. Regulation of stool transit and

consistency through diet or medication

(e.g. Imodium®, Metamucil®) is impor-

tant [1–4, 6–8, 12].

Proctology

Diagnosis is based on clinical examination.

Surgery is often needed. For example,

excision of skin tags can facilitate local

hygiene [1, 6, 8].
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a b c

Fig. 38 Clinicalmanifestations of contact dermatitis.a The first image is typical for over-hygiene,b the second one shows

skin lichenification and c the last one allergic contact dermatitis

a b

Fig. 48 Typical presentation of haemorrhoids, at rest and using the Valsalvamanoeuvre.aAt rest,

bpressing

Dermatological diseases

In the case of a suspected dermatologi-

cal disease without a clear diagnosis after

clinical examination, biopsy can also be

useful [1, 3, 8, 12]. However, histolog-

ical findings are often aspecific [6]. Al-

lergies can be assessed using patch tests

[1, 3, 8, 12]. Treatment depends on the

underlying pathology and dermatological

consultation is often necessary.

Infections

If an infection is suspected, microbiolog-

ical swabs can be performed to confirm

diagnosis. Pinworms can be diagnosed

using the Scotch tape test [1, 3, 8, 12].

Infections should be treated promptly [1,

6, 8]. For example, Diflucan® or Pevaryl®
can be used to treat Candida infection.

Bacterial and viral infections need targeted

antibiotics and antivirals respectively.

Neoplasia

In thepresenceof lesions compatibleswith

a neoplasia, a biopsy is mandatory. In

some selected cases, a coloscopy can be

proposed, for example, in the context of

inflammatory bowel disease, familial his-

tory of hereditary colorectal cancer or de-

pending on the findings during physical

examination [1, 7]. Red flags such as in-

voluntary weight loss, recent change in

bowel movements, and a palpable tumor

should prompt further investigations [12].

Systemic diseases

If a systemic disease is suspected or in

case of refractory symptoms despite an

adapted treatment, a blood test can be

performed [1, 7]. Iron or vitamin A or D de-

ficiency, uremia, severe renal insufficiency

and cholestasis can be responsible for anal

pruritus and need an adapted supplemen-

tation or treatment [2].

When dietary or lifestyle measures re-

main insufficient, local treatments can be

applied, such as mild steroid creams for

short periods (e.g. Triderm cream® twice

a day for a maximum of 7 days) [1–4, 8],

capsaicin cream or topical immunomod-

ulators [1, 2, 8]. Local barrier creams

(CavilonTM, Oxyplastin®) to reduce humid-

ity remain controversial as they can also

induce local irritation. Only a few reports

on local treatments are available in the

literature, with small sample sizes [2]. It

is believed that systemic neuromodulators

couldbeapossible treatment, butmore re-

search on anal pruritus physiopathology

is needed to find new targets. Antihis-

tamines, antidepressants and neuroleptics

have been proposed and should be re-

served for selected cases, as no evidence

has proven their efficacity [1, 4, 12].

Another treatment that was studied is

perianal intradermal injection of methy-

lene blue. This destroys nerve endings

and reduces anal itching but can be as-

sociated with severe complications such

as full-thickness skin necrosis [1–4, 7, 8,

12, 14–16]. Reported success rates are

57–100% after a single injection [16].

Treatment strategies must often be es-

calated until a good regimen is found,

which can be a long road for the patient

and the clinician [1, 2]. Patients often

consult many different specialists without

identification of an appropriate treatment,

with the sensation of being exhausted as

all their attention is focused on the pruri-
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tus [6, 7]. Hypnosis could be an alternative

for some patients [8].

Take homemessage

Anal pruritus is a common source of proc-

tological consultations, and the appropri-

ate management depends on the iden-

tification of a potential secondary cause

through rigorous history taking, physical

examination and directed complementary

investigations. The treatment relies on the

identification of a potential aetiology, and

should be based on a step-up approach.

Little evidence supports the use of specific

medications to alleviate symptoms.
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Résumé

Les démangeaisons de l’anus: causes et traitements

Le prurit anal est un trouble fréquent, responsable d’un nombre considérable de
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Riassunto

Prurito all’ano: cause e trattamenti
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