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doxycycline 100 mg once or twice daily
for three months is recommended.
Many clinicians also advise washing with
topical antiseptics such as chlorhexidine
4% lotion or benzalkonium chloride to
delay the development of bacterial
resistance. 

In Hurley stage II (moderate) disease,
where scarring has occurred, systemic
treatment with oral tetracyclines is likely
to be more effective than topical
treatment and can be initiated and
continued in primary care. Patients
should be encouraged to persist with
treatment for the full three-month course,
unless unacceptable side effects occur,
as this allows the anti-inflammatory
effects of tetracyclines to take effect. 
At review at 12 weeks, if there is a good
treatment response the therapy should
be continued for at least a further 
three months. 

Hidradenitis suppurativa is a chronic
inflammatory condition so patients are
likely to require ongoing treatment.
However, treatment holidays are often
possible; for how often, and how long
will depend on patient preference and
disease activity.

If the response to treatment is not
satisfactory at the three-month review
referral should be made to dermatology
services, or a specialist hidradenitis
suppurativa clinic if available. 

If patients have advanced disease at
presentation (Hurley stage III) with
extensive sinus tract formation
throughout one or more areas, an early
referral to secondary care is likely to be
the appropriate initial course of action,
as management of these patients is
often complex, involving both medical
and surgical interventions. 

Direct referral for surgery is rarely
helpful, as limited excision of individual
hidradenitis suppurativa lesions will not
prevent new lesions appearing close to
the site of excision, or at other sites.
Control of the disease with medical
therapies, prior to planned surgical
intervention if appropriate, is 
recognised as being the most effective
approach for moderate to severe
hidradenitis suppurativa.6 The evidence
base for surgical intervention in
hidradenitis suppurativa is poor, but
extensive excision of the skin at the
affected site, with secondary intention
healing, appears to be most effective in
preventing recurrence. 6 

If the patient has failed to improve on
an adequate trial of tetracyclines then
clindamycin 300 mg twice daily and
rifampicin 300 mg twice daily for 
10 weeks is the next step, and is
generally initiated in secondary care.6

Screening for depression is important,
along with assessing the impact on
quality of life and pain scoring. Suitable
tools for this include the Hospital
Anxiety and Depression Scale (HADS),
standard chronic disease depression
screening questions, the Dermatology
Life Quality Index score (DLQI) and the
Visual Analogue Scale (VAS) for pain.6

MANAGEMENT
Patients presenting with a typical clinical
picture can be confidently diagnosed in
primary care and treatment commenced.
Empowering patients with information
about hidradenitis suppurativa and
directing them to sources of self-help
such as the Hidradenitis Suppurativa
Trust (see Useful information box, p24)
will help them self-manage their
condition. Patients at all stages of the
disease should be informed of the
effects of obesity and smoking and
associated comorbidities, where
relevant, and offered support for weight
reduction and smoking cessation. 

Appropriate treatment to manage
cardiovascular risk factors, such as
dyslipidaemia, are also indicated,
regardless of disease severity. Treating
pain and depression will help improve
quality of life and the ability to comply
with health advice. Guided self-help and
referral for psychological treatments
such as cognitive behaviour therapy
may help address the embarrassment
and isolation felt by many people with
hidradenitis suppurativa.

Coping with chronically discharging
wounds is demoralising and debilitating,
and suitable dressings and wound pads
should be supplied if required, with
expert opinion endorsing low adherent,
gentle border dressings to avoid
damage to macerated flexural skin.

Specific treatment for hidradenitis
suppurativa is determined by the
severity on clinical assessment, along
with patient preference in consultation
with their clinician. All treatments are off
licence (apart from the biologic drug
adalimumab, see below) and patients
should be advised of this at the outset.
Evidence to guide treatment of
hidradenitis suppurativa is limited and
many established treatments are
supported by relatively low quality
evidence, tempered by expert opinion. 

In Hurley stage I (mild) disease, where
there is no skin scarring, topical
treatment with 1% clindamycin lotion
twice daily for three months may 
be as effective as oral tetracyclines.6
If systemic treatment is preferred, 
or in patients with more frequent flares, 
then either lymecycline 408 mg or »
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Hidradenitis suppurativa is a chronic inflammatory skin 
disease which can develop from puberty onwards, with
painful, deep-seated inflamed lesions at characteristic
sites. A prevalence of 1-4% has been reported in studies 
of European populations, and a higher prevalence in
those of African-American and mixed race ethnicity.
Figures from a UK GP database show that 75% of people
diagnosed with hidradenitis suppurativa are women.
Patients are mostly of working age with an average age
of 36 years at diagnosis.

It is much more common in smokers. There is also a 
clear link with obesity, and a relationship between
increase in BMI and worsening severity of hidradenitis
suppurativa in women. Up to 40% of patients are aware
of a family history of the condition. Underlying mechanisms
causing the disease are still unclear, but evidence suggests
that the inflammatory process is driven by an abnormal
immunological response, along with follicular occlusion
and hormonal factors. Patients have a significant increase
in the risk of myocardial infarction, stroke, diabetes
mellitus and metabolic syndrome, and the risk of sudden
cardiac death is twice that of population controls.

Patients complain of recurring painful boils in one or 
more of the typical areas. In women the most common
areas affected are under the arms, under the breasts, 
in the groin, medial thighs, or suprapubic area and in men
the armpits, buttocks and perianal area. The diagnosis is
made clinically, in the presence of typical skin lesions at
characteristic sites. Hidradenitis suppurativa is diagnosed
on history and clinical appearance.

Specific treatment for hidradenitis suppurativa
is determined by the severity on clinical assessment. 
In mild disease, where there is no skin scarring, topical
treatment with 1% clindamycin lotion twice daily for 
three months may be as effective as oral tetracyclines. 
If systemic treatment is preferred, or in patients with more
frequent flares, either lymecycline 408 mg or doxycycline
100 mg once or twice daily for three months is advised.
Washing with topical antiseptics such as chlorhexidine
4% lotion or benzalkonium chloride may delay the
development of bacterial resistance. At 12 weeks, if there
is a good treatment response the therapy should be
continued for at least a further three months, if not referral
to dermatology services should be made.

If patients have advanced disease at presentation 
(Hurley stage III) with extensive sinus tract formation
throughout one or more areas, an early referral to
secondary care is likely to be appropriate, as management
of these patients is often complex, involving both medical
and surgical interventions. In secondary care oral
clindamycin and rifampicin may be used in severe or
resistant cases. Other options include dapsone and
metformin. Adalimumab, a biologic drug, is now licensed
and approved by NICE for specialist use in moderate to
severe hidradenitis suppurativa where standard therapies
have failed to produce adequate disease control.


