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the first instance, the next treatment
option is oral antibiotics, initially, 
a tetracycline, such as lymecycline 
for four months. 

More potent treatment options for
recalcitrant disease include combination
therapy of oral clindamycin (300 mg
twice daily), and rifampicin (300 mg
twice daily for three months), which
leads to an improvement in about 80%
of cases.27, 28 If this proves ineffective,
retinoids are often used. The evidence
shows that isotretinoin is less effective
than acitretin. However, because of the
ongoing teratogenic risk with acitretin 
(a woman should not conceive for 
two years after cessation of the drug),
isotretinoin is often favoured in younger
women.29

The advent of biological therapies has
significantly improved the outcome 
for hidradenitis suppurativa patients. 
A systematic review in 2012 found that
89% of hidradenitis suppurativa patients
treated with infliximab had a moderate
or significant response, as did 79% of
patients treated with adalimumab.29

In May 2016 NICE published final draft
guidance on the use of adalimumab
with the recommendation that the drug
is used for people with active moderate
to severe hidradenitis whose disease has
not responded to conventional systemic

colitis suffered with recurrent abscesses
in the axillae or groin.25  

MANAGEMENT 
In 2015, the European Dermatology
Forum published evidence-based
guidelines to aid clinicians in the
management of hidradenitis suppurativa
patients.22 These are broadly categorised
into either surgical or medical
management.

In general, locally recurring lesions can
be treated surgically and more
widespread disease may be better
managed with a combination of medical
treatment and surgery, see box 1, above.

Although it is generally recommended
that patients should try to attain an ideal
weight and to stop smoking, these
recommendations are largely based on
anecdotal evidence. Psychological
support is often paramount and
signposting to groups such as the
Hidradenitis Suppurativa Trust
(www.hstrust.org) can provide valuable
information and help. Pain control
should also be addressed within the
primary care setting.

Again, the use of topical antiseptics
(such as 4% chlorhexidine lotion) is
frequently advised, despite no evidence
to support this. However, first-line
treatment in the form of topical
clindamycin 1% is advocated for 
mild disease, and has been shown to 
be helpful in a small randomised
controlled trial.26

Should topical antibiotics not be
effective, or if disease is more severe in
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therapy. The drug is recommended only
if the company provides it at the price
agreed in the patient access scheme.
Final guidance is expected to be
published in June 2016.30

Surgical management ranges from
simple incision and drainage of single
abscesses to deroofing of sinus tracts
with secondary intention healing,
through to extensive operations such as
radical wide excisions. The latter is
thought to be the only definitive
curative treatment and can involve
removal of an entire anatomical area of
apocrine-bearing skin, with repair via
skin grafting or flaps. Ablative laser
treatments are also sometimes used.

REFERRAL
Patients with Hurley stage I disease can
be effectively managed in primary care,
with lifestyle advice, topical clindamycin,
and oral lymecycline should lesions
persist. Beyond this, referral to
secondary care is appropriate. 

Should the patient have more severe
disease at first presentation, rapid
referral and prescription of tetracycline
antibiotics pending the dermatology
appointment would be advocated.

CONCLUSION
Hidradenitis suppurativa is a painful,
debilitating and under-researched
condition that has a high psychological
and physical burden on the people it
affects. Its pathogenesis is complex and
multifactorial and there is a comparative
lack of evidence-based treatments

‘Psychological
support is often
paramount’


