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History of present illness:  31-year-old male with history of human immunodeficiency virus (HIV) presented 
with complaints of pain and redness to the right inner buttock; vital signs were within normal limits. On exam, 
he had an 8 cm x 2.5 cm area of induration, fluctuance, erythema, and tenderness to the right buttock along 
the gluteal cleft. There was no induration, tenderness, or purulent drainage noted on rectal exam. 
 
Significant findings: Computed tomography (CT) of the Pelvis with intravenous (IV) contrast revealed a 5.7 
cm x 2.4 cm air-fluid collection in the right perianal soft tissue along the right gluteal cleft, with surrounding 
fat stranding, consistent with a perianal abscess with cellulitis.  
 
Discussion: Perianal abscess typically presents as severe pain in the anorectal area that is constant and 
unrelated to bowel movement. Physical exam signs include perianal erythema with an associated palpable, 
often fluctuant, mass.1 However, physical examination may not adequately differentiate between a perianal 
abscess and perirectal abscess.2  
 
A pelvic CT with IV contrast can be used to differentiate between a perianal abscess, which is located beneath 
the skin of the anal canal and does not transverse the external sphincter, and a perirectal abscess, which is 
located beyond the external anal sphincter. Ultrasound is emerging as a possible alternative imaging 
modality; however magnetic resonance imaging (MRI) and CT scans remain the modalities of choice. 3, 4, 5, 6  
 
Recommended treatment for uncomplicated perianal abscesses is prompt drainage to avoid fistula 
formation, whereas complicated perirectal abscesses require a surgical consult.7 Patients younger than 40 
and non-diabetics both have an increased risk (>2 and 2.69-fold, respectively) of fistula formation and chronic 
perianal abscess.8 Antibiotics are recommended for patients at risk of future infection, but have not been 
shown to reduce the incidence of fistula formation.9 
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