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Abstract
Hidradenitis Suppurativa (HS) is a chronic inflammatory disease of
the skin starting from the apocrine glands and mainly involving the axilla, perineum and perianal area. It is clinically defined by the onset
of painful subcutaneous nodularities, associated with signs of local
inflammation, whose progression proceeds towards the definition of
true subcutaneous abscess collections from which fistulous pathways
branch off. These lesions result in severe fibro-cicatricial deformities.
The diagnosis of HS, which is basically clinical, is followed, due to
the recurrent/relapsed nature of the disease, by a difficult therapeutic
management, which makes use of different treatments depending on
the severity of the pathological picture, ranging from topical or systemic medical therapy to surgical excision.
Imaging examinations, although not specific enough in the diagnosis of HS, are essential to define the loco-regional extension of the disease and to exclude possible alternative diagnoses. In particular, MRI
plays a key role in the study of HS with anogenital localization, both
for the recognition of lesions in the active phase and for the assessment of the local extension of the disease, in particular in adequately
demonstrating the entire course of the fistulas and the relationships
with the neighboring anatomical structures. This allows the optimization of its treatment, in order to reduce disease recurrence. The case
presented by us describes the MRI characteristics in a rare case of HS,
complicated by anal fistulae.
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Introduction
Hidradenitis Suppurativa (HS) is defined as a chronic and disabling skin disorder affecting the pilo-sebaceous units of skin
regions rich in apocrine sweat glands. It is characterized by occlusion and subsequent acneiform follicular inflammation and
relapsing muco-purulent infections, with progressive formation
of dermo-hypodermic abscess collections and fistulous pathways leading to local scar deformities [1].
The diagnosis of HS is essentially clinical, but imaging examinations play an important complementary role in both the
early and advanced stages of the disease, allowing, in particular
MRI [2], the recognition of lesions in the active phase, the assessment of the local extension of the disease and the identification of possible complications. In fact, the anal sphincter
region cannot be visualised by fistulography and, therefore,
its possible involvement cannot be detected. CT scans, due to
their low contrast resolution, can scarcely define the presence
of inflammatory striae in the soft tissue area. Endorectal ultrasound is not suitable for detecting involvement of supra- and
extra-sphincteric tissues. On the other hand, MRI, thanks to its
intrinsic high contrast resolution and multiplanarity, is able to
adequately demonstrate the entire course of the fistulae and
the relationships with neighbouring anatomical structures.

Figure 1a: Presence of multiplepus-filled lesions invonlved the
trunk.
Figure 1b: Presence of multiple purulent subcutanesions, localized
to the breast.
Figure 1c: multiple purulent sucutaneous lesions are found on
theack

HS is a pathology with a variable evolution and a difficult
therapeutic management; the latter varies from the use of local
and/or systemic pharmacological therapies to surgical excision
[3].
In the case presented here, we highlight the impact of MRI in
the correct definition of the fistulous features associated with
the disease and, therefore, the correct diagnostic and pre-surgical classification.
Presentation of case
A 56-year-old woman with a remote pathological history
(about 15 years previously) of Crohn’s disease presented with
vaginal burning sensation and recent appearance of multiple
purulent lesions, first in the groin and then on the hips and
trunk (Figure 1a,1b,1c).
When a perineal abscess formation was suspected, in relation to her history of Crohn’s disease, she underwent pelvic MRI
performed with 1.5 T magnet strenght, in basal conditions and
subsequently to Intravenous (i.v.) administration of paramagnetic contrast medium, with T1w spin-echo, T2w fast spin-echo,
STIR and SPIR sequences (with saturation of adipose tissue).
The MRI examination reveals considerable thickening of the
skin and hardening of the subcutaneous tissues in the left median/paramedian region of the vulva and the proximal part of the
vagina, characterized by low signal intensity in the T1-weighted
sequence (Figure 2a) and high signal intensity in the STIR sequence (Figure 2b), which, after i.v. of Mdc, shows significant
contrast enhancement (Figure 2c).

www.jcimcr.org			

Figure 2a: Coronal T1 SPIR pre-contrast. Marked thickening of the
skin and duration of the sucutaneoustissues of left vulvar region
and the external portion og the vagina (black aarow)
Figure 2b: Coronal T2 SPIR. Inhomogeneous hyperintensity of tissue thick of left vulvar region and the external portion of the vagina (white arrow)
Figure 2c: Coronal T1 SPIR post- contrast. Intense post contrast
enhancement of the subcutaneoustissues thickening of left vulvar
region and the external portion of the vagina is noted (black arrow)

In association with the subcutaneous planes, multiple small
hypointense areolas in T1w and hyperintense areolas in T2w
and STIR are found (Figure 3a,3b), characterised by “inhomogeneous enhancement” in the post-contrastographic sequences:
characteristics compatible with small abscess collections (Figure 3c).
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Figure 5a: Axial SET1-weighted sequence. Enlargedlymph nodes
are appreciated in the inguinal are, bilaterally (white arrow)
Figure 5b: Axial STIR-weighted sequence. Enlargedlymph nodes
are appreciated in the inguinal area, bilaterally (white arrow) characterized y a high T2 signal intensity compatibly with inflammatory
phenomena.

Figure 3a: Axial SET1. Small focal lesion appreciated in the subcutaneous adipose tissue, characterized by low signal in T1 (black
arrow)
Figure 3b: Axial T1-weighted SPIR (before contrast media). The
small focal lesionin the subcutaneous adipose tissue, appears with
intermediate signal in T1 before contrast media (white arrow)
Figure 3c: Axial T1- weighted SPIR (after I.V. contrast administration). The small focal lesionin the subcutaneous adipose tissue,
appears with intense, inhomogeneous enhancement in T1 post
contrast media (white arrow)

These abscesses, located at a distance from both the rectum
and the anus, have no communication link with the bladder,
urethral and rectal walls (Figure 4a,4b,4c).

On the basis of the clinical history and radiological features,
the lesions are not indicative of a perianal localisation of Crohn’s
disease, but rather point to a form of suppurative hydroxyadenitis with ano-perineal involvement.
In order to obtain a diagnosis of certainty, the patient undergoes biopsy and histological examination of the pathological tissue, which confirms the radiological diagnosis. On the basis of
the information obtained from the MRI examination, in particular regarding the fistulous pathways and their relationship with
the neighbouring structures, the patient undergoes surgery.
Discussion
First described by Velpeau in 1839 [4] and subsequently by
Verneuil in 1864 [5], Hidradenitis Suppurativa (HS), also known
as Verneuil’s disease or acne inversa, is a chronic and recurrent
inflammatory skin disorder characterized by the appearance of
erythematous and painful nodules in the deep subcutaneous
planes. These nodularities, hard in the initial phase and then
progressing to a soft consistency, in relation to internal suppuration phenomena, may evolve towards the formation of abscess
collections and fistulas [6,7].
Although considered a rare condition, HS affects 1 to 4% of
the world’s population, most commonly during the second and
third decades of life, with a clear prevalence for the female sex
(3.3F: 1M) [6,8-11].

Figure 4a: Axial SET1-weighted sequence: thee presence of an abscess collection involving the pelvicfloor os identified. No communication with rectum was detected and the abscess was distinctly
remote from the rectum andanus. (white arrow)
Figure 4b: Axial SPIR T1-weighted sequesnce (before contrast media): the abscess collection involving the pelvicfloor is characterized by an inhomogeneously mediym-high signal in T1SPIR. (white
arrow)
Figure 4c: Axial SPIR T1-weighted sequence (after I.V. contrast administration): the abscess collection involving the pelvicfloor characterized by an intense enhancement, is better distinctly remote
from the rectum and anus. (white arrow)

Increased lymph nodes are found in the bilateral inguinal
area (Figure 5a, 5b).

www.jcimcr.org			

With an as yet unknown aetiology, probably related to excessive sweating and heat, the use of tight-fitting clothing and
deodorants, and depilation, HS is thought to be the result of
occlusion of the apocrine duct of hair follicles by a keratin plug,
with initial follicular infection and formation of an abscess nodule, the possible subsequent rupture of which triggers an extensive inflammatory process and results in a dermo-hypodermic
[12-14] abscess collection (sinus tract) that will result in scarring
and local deformities.
In relation to the aforementioned pathogenesis, it is clear
that HS is localised in the intertriginous areas of the body rich in
apocrine glands (axillary, inguinal, perineal and perianal, mammary and inframammary, gluteal and retro-auricular regions),
with a higher frequency in the infra-ammary (23%) and inguinal
(93%) regions in women and in the gluteal (40%) and peri-anal
(51%) regions in men [6].
Peri-anal HS is the form of HS originating from the apocrine
glands located in the skin and soft tissues adjacent to the anus.
It occurs in approximately 32% of patients with HS and appears
to be associated with more disabling [6,15] outcomes and, as
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previously mentioned, is more common in males [6]. It is frequently associated with other pathological [15] conditions,
and in particular a significant association has been found with
Crohn’s disease, which is present in approximately 38% of cases
[16-19].
The diagnosis of HS is essentially clinical (typical recurrent
skin lesions: painful and malodorous nodules, abscess collections and scarring) and biopsy examination for diagnostic confirmation is very rarely performed [20].
Evaluation by imaging methods, although not specific
enough for diagnostic definition, is of utmost utility for quantification of the extent of disease, for exclusion of possible alternative/differential diagnoses and for proper surgical planning [3].
In fact, the assessment of disease severity based on clinical
data alone has some limitations. The clinical interpretation of
the local spatial extension of the disease based on the palpatory evaluation of the lesions, in fact, is limited due to the concomitant presence of an intense inflammatory process in the
tissues involved, which, in addition to masking the extent of the
pathological process, could also determine an incorrect distinction between a nodular lesion and a fistula, conditioning an
erroneous staging of the disease and consequent therapeutic
choice [21].
Thus, the role of imaging is to define the type and extent of
lesions in HS, confirming the diagnosis and providing objective
and accurate information, and the degree of severity of the disease, and in therapeutic monitoring and/or surgical planning.
It has been noted that clinical evaluation alone tends to significantly underestimate the severity of the disease compared
to US [21,22] examination, and that surgical treatment would
benefit significantly from an accurate pre-operative assessment
of the degree of loco-regional disease extension, since recurrence of the pathological picture due to inadequate surgical
radicality represents a significant problem in approximately 1327% of cases [23].
The first level imaging examination for the assessment of
HS is the ultrasound examination supplemented by the colourdoppler technique, which can guarantee the study of the skin
and its underlying layers with good resolution [24].
MRI, on the other hand, is mainly performed in cases of HS
with predominantly and/or exclusively ano-genital localisation
[25].
More specifically, MRI examination of the pelvis, as in the
case previously described, allows the diagnosis to be confirmed,
ensuring the differential diagnosis with respect to other pathological conditions, in particular perianal disease from Crohn’s
disease, and defining a balance of disease extension.
In the course of perianal HS, on MRI examination there is a
thickening of the dermis and subcutaneous planes, corresponding to an area of the subcutaneous planes with clear-cut borders, characterized by low signal in T1w sequences, high signal
in T2w sequences and signal restriction in diffusion-weighted
sequences, which after i.v. administration of paramagnetic contrast medium presents a significant contrastographic enhancement. The above alteration is frequently associated with the
presence of abscess collections in the context of subcutaneous
tissues, identifiable as hypointense areolae in T1-weighted sequences and hyperintense in T2-weighted sequences with pewww.jcimcr.org			

ripheral contrast enhancement after administration of mdc. In
the most severe cases, a fistulous passage is also recognisable,
which from the abscessal and confluent collections of the subcutaneous tissue heads to the surface, draining into the skin layers or externally, or in some cases reaches the wall of the distal
third of the rectum or the analcanal [26].
Considering the typical MRI features described above, it is
clear that making the differential diagnosis between perianal
HS and Crohn’s disease is a real diagnostic challenge, both because both diseases can present with the same tissue changes
and because it is not uncommon for the two diseases to coexist,
with signs of one overlapping with those of the other [27-29].
The MRI features to be considered/analysed to make the differential diagnosis between perianal HS and ano-perineal disease in Crohn’s are the site, distribution and characteristics of
the lesions and associated signs of disease.
In particular, according to a review of the data available in
the literature conducted by Monnier et all. [20], in perianal HS
the lesions are more frequently located in the inguinal area
anteriorly, along the intergluteal fold and in the sacral/gluteal
area posteriorly, in the absence of a prevalent perianallocation
[25,30] and show bilateral involvement of the above areas.
With regard to the type of lesion, it has been shown that
inflammatory granulomas are found more frequently and statistically significantly in patients with HS. Abscesses, on the other
hand, occur without clear specificity in both pathological pictures, although in HS they are more numerous and tend to confluence [20]. Finally, fistulous tracts seem to be more frequent
in patients with Crohn’s disease than in those with HS, whose
communication with the anal canal is rare [20].
In patients with HS the lesions are characteristically associated with diffuse subcutaneous oedema, rather than the thickening of the rectal wall typical of Crohn’s disease.
Thus, in summary, the finding of typical lesions (abscesses,
inflammatory granulomas, fistulous tracts) in the inguinal, intergluteal and sacral/gluteal regions with bilateral involvement
and associated with diffuse oedema of the subcutaneous tissue
supports the diagnosis of perianal HS.
The correct diagnostic classification of perianal HS rather
than Crohn’s disease is important, particularly in cases where
the two conditions coexist, for the correct therapeutic management of the disease. In cases related to HS, in fact, the treatment involves a combination of antibiotic and biological drugs,
but also hormone therapy, zinc and retinoids in association with
specific dermatological treatments, such as ablation by CO2 laser or radiofrequency [6]. In Crohn’s disease, on the other hand,
combinations of antibiotics, immunomodulants and anti-TNF
drugs are used.
Conclusions
In conclusion, with this work on HS, a pathology that is often
misunderstood and consequently misdiagnosed by radiologists,
we wanted to spread the knowledge and underline the important role that imaging plays in this pathology, since it conditions
the correct diagnostic classification, especially for forms with
perianal localization that are difficult to differentiate, and therapeutic and radicality of a possible surgical treatment.
This desire stems from the consideration that correct diag-
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nosis and management of the disease would have a significant
impact on a pathology which, despite being considered rare, is,
of all skin diseases, the one associated with the highest morbidity and lowest quality of life [31].
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Indeed, the quality of life of patients with HS is severely
compromised in relation to the pain, bad odour and high recurrence of symptoms associated with the disease, as well as
the fibro-cicatricial outcomes of the disease itself or its surgical
treatment [32,33].
In the field of imaging methods, MRI plays a decisive role,
given the high contrast resolution and multiplanarity, intrinsic
characteristics of the method, in precisely defining the course of
the fistulous traps as well as the relationships with the sphincters, essential information for a correct differential diagnosis
and adequate surgical planning, as in the case presented here.
The images obtained post Gadolinium have better highlighted,
through enhancement, the walls of the abscesses and the fistulous tramites. Due to the high cost and limited ability to detect
small superficial lesions, MR imaging is suggested, primarily in
the pre-surgical planning of extensive cases of HS.
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