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BACKGOUND: Hidradenitis suppurativa (HS) is a chronic inflammatory disease, affecting the apocrine glands with 
significant physical and psychosocial sequelae. Surgical excision of the affected and reconstruction where appropriate 
may offer cure. 
MATERIALS AND METHODS : 20 patients were included in the study, involving the axilla, Inguinal regions, buttock 
and breast.  9 male and 11 women treated by wide local excision and various options like primary closure, Split skin 
grafting, Local flap cover and Perforator flap. Follow up period was 6 months to 2 years.
RESULTS :All the patients underwent surgery for HS. Women are affected more than men by HS in this study. Axilla is the 
most common site of involvement. All patients showed disease remission with complete healing.
CONCLUSION: Surgery provides good aesthetic and functional results with complete remission of the disease. In 
moderate to severe disease or recalcitrant disease, multi-modality treatment is the choice.
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Plastic surgeons are often confronted with inveterate skin 
lesions  with  recurrent  inflammation  and suppuration 
conditions  that reduce the level of comfort for patients in daily 
life as a result of the difficulties of wound management. 
Hidradenitis suppurativa is one such condition. It's a chronic 
inflammatory skin disease that affects regions rich in apocrine 
sweat glands.T he disease is typically nonresponsive to a range of 
medical therapy, and the mainstay of treatment remains surgical 
excisionWe present herein our own experience with this 
disease, including preoperative, operative, and postoperative 
management.

The consensus definition adopted by the Hidradenitis 
Suppurativa (HS) Foundation in 2009 defines HS as “a chronic, 
inflammatory, recurrent, debilitating, skin follicular disease that 
usually presents after puberty with painful deep seated, 
inflamed lesions in the apocrine gland-bearing area of the body, 
most commonly, the axillary, inguinal and anogenital 
regions.”(1)

Hidradenitis suppurativa causes significant debility and 
morbidity in patients' professional lives (2), sexual health (3), 
body image (4), and overall quality of life (2, 5). Reported disease 
prevalence has historically been reported from 0.03% to 0.41% 
(6), although more recent epidemiologic reports suggest global 
prevalence of 1% (7). Prevalence appears to be higher in females 
(3:1) and African Americans (8). The disease typically presents 
in the second or third decade of life (6).  Cigarette smoking, 
obesity, and metabolic syndrome are known to be highly 
associated with the disease but have not been identified as true 
risk factors for developing HS (4, 7). Several studies have 
associated disease severity with body mass index (9, 10). 
Patients with HS report a family history in 30% to 40% of cases, 
although no clearly defined genetic link has been established 
(11). 

Diagnosis is clinical and does not need tissue biopsy. Triad of 
typical lesions, characteristic distribution, and recurrence are 
enough for diagnosis (12)

Stages:
Hurley staging system is the first staging system and still in use 

depending on the subjective extent of the diseased tissue:
Stage I: solitary or multiple isolated abscess formation without 
scarring or sinus tract.
Stage II: recurrent abscesses single or multiple widely 
separated lesions with sinus tract formation.
Stage III: diffuse or broad involvement across a regional area with 
multiple interconnected sinus tracts and abscesses (13).
The Hurley staging classification is a useful tool to guide 
management.

Multiple methods of resection and wound closure have been 
described, but there is no consensus as to which one has the best 
outcome (14, 15).

Historically, HS has been treated by many medical specialties 
(dermatologists, emergency medicine, infectious disease, and 
internists) and surgical specialties (general, plastics, colorectal, 
and gynecology) (16).  Despite the number of medical 
specialties encountering HS, there is commonly a 5- to 14-year 
diagnostic delay from the onset of symptoms (17, 18). Often 
patients will receive sporadic care, only seeking treatment 
during flare-ups. For these patients, short-term success can be 
achieved; however, deep tunneling may progress and 
eventually no longer respond to conservative measures. 
Medical treatment options include topical and oral antibiotics 
(19-24) and immune modulators (23, 25).  Surgical options 
include incision and drainage, ablative procedures, or wide 
local excision with or without primary closure (23-27). The ideal 
timing and extent of surgical intervention are difficult to judge 
and are typically individualized patient to patient. Studies are 
now showing that multimodal treatment therapies may improve 
patient outcomes (23, 29). Use of biologics with surgery results in 
lower recurrence rates, less disease progression, and longer 
disease-free intervals at surgical sites than surgery alone (30), 
despite the theoretical impairment to wound healing they 
confer.

MATERIALS  AND  METHODS
Between March 2014 and December 2019, 20 patients of 
Hidradenitis suppurativa, came to our department. 11 patients 
were f emale a nd 9  w ere m ale.
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The age range was from 20 to 45 years, average being 33.5 years. 
Duration of illness ranged from 6 months to 5 years.  The lesions 
included the buttock (N-3), axilla (N-10), inguinal region (N-5), 
and breast (N-2). The size of the lesions ranged from 1.5cms * 4 
cms to 25cms *40 cms. All patients had suppurative lesions that 
had already been treated with oral antibiotics, incision, 
drainage, and irrigation in other hospitals, but without 
satisfactory effect.T he patients were followed up for a period of 6 
months to 2 years. Of the 20 patients, 8 patients were in Hurley 
Stage 1, 8 patients in Hurley Stage 2 and 4 patients in Hurley Stage 
3. Patient's with Hurley stage one and with 1 or 2 episodes are 
advised Lifestyle modification, Local and systemic antibiotic 
therapy, Weight Loss and Smoking cessation, Glycemic control 
and Avoidance of dairy products. Those with recurrent stage 1 
and Stage 2 disease, undergo local and systemic antibiotic 
therapy and surgical excision of the lesion. Those with Hurley 
Stage 3 undergo radical resection and reconstruction. Recurrent 
and Recalcitrant Hurley stage 3 disease are given biologic 
therapy followed by surgical intervention. The surgeries that 
have been done include Incision and drainage, excision and 
primary closure, excision and split skin grafting, excision and 
local flap cover and excision and perforator flaps. The medical 
treatment include clindamycin topical and oral route, 
Tetracycline capsules, Rifampicin Capsules and in Recalcitrant 
cases, adjuvant biologic therapy with infliximab and steroids 
were given.

RESULTS:
There were 20 patients in our study, all of whom underwent 
surgery. Majority of the patients (80%) were on antibiotics at 
presentation. Immune modulators (Infliximab and steroids) 
were given in 20 percent of patients. 60 percent of patients had 
underwent surgeries like incision and drainage and excision, 
prior to coming to our institution. 

The axilla was the most common site of involvement (50%), 
followed by inguinal region and buttock. It was common for 
patients to have more than one site of involvement (60%). Healing 
rates was not impacted due to multiplicity of sites.

8 patients underwent excision and primary closure (Fig 1a and 
1b). 2 patients underwent excision and split skin grafting (Fig 2a 
and 2b). 6 patients underwent excision and local flap cover (Fig 
3a and 3b) and 4 patients underwent excision and perforator flap 
(Fig 4a-d). All patients healed well. There were new lesions in 
different  site  in  one  patient.

DISCUSSION:
HS was first described byV elpeau in 1839 and then characterized 
as originating in sweat glands by Verneuil in 1854. 
Schiefferdecker linked HS with apocrine sweat glands in 1922. 
However, inflamed apocrine glands are found only when in 
proximity to other inflamed structures. The true etiology of HS is 
unknown. Current thought is that HS is a disorder of terminal 
follicular epithelium within apocrine gland-bearing skin. HS 
first presents as nodules that eventually coalesce.T hese nodules 
either resolve temporarily or progress. Eventually, they become 
infected, leading to sinus tract formation, multiple subcutaneous 
abscesses, persistent pain, and scarring. In the acute setting, the 
infected apocrine glands rupture and coalesce, creating 
subcutaneous abscesses that ultimately drain through sinuses. 
Chronically, the skin in the area of the affected apocrine glands 
become s  altered b y i nflammation a nd  f ibrosis.

Much of the literature treats surgical and nonsurgical 
management as different entities. The sporadic and 
unpredictable natural history of the condition results in 
inconsistent episodic care for many patients. 

Neither Hurley score nor the number of sites involved were found 
to be a predictor of healing. The implication is that surgical 
intervention may have a role in certain patients regardless of 
extent or severity of disease. For many patients, closure may be 

the right answer. Proponents of closure argue that, even if success 
is low, defects may be smaller and the morbidity of the resulting 
defects may be less.

Alternative option available for Hidaradenitis suppurativa 
include Intense pulse light therapy. 
 
CONCLUSION: 
Hidradenitis suppurativa remains a costly, devastating disease 
with significant psychosocial impact. While there is a variety of 
medical management available, surgical excision remains the 
mainstay of therapy. In patients whom medical control cannot be 
achieved, surgical treatment with ablative procedures results in 
acceptable levels of healing.

Sufficient resection of the lesion is the most important issue in 
treating hidradenitis suppurativa. In lesions that can be resected 
sufficiently, the covering procedure, such as primary closure, 
skin graft and flap, should be selected to suit the size and site of the 
defect.
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Fig 1a ; Preoperative view of 
Hurley stage 1 groin lesion

Fig 1b:Postoperative view 
after excision and primary 
closure

Fig 2a: Preoperative 
view of Hurley stage 1 
axillary lesion

Fig 2b: Postoperative 
view after excision and 
split skin grafting

Fig 3a: Preoperative view of 
Hurley stage 2 axillary 
lesion

Fig 3b: Postoperative view 
after excision and posterior 
arm flap

Fig 4a: Preoperative view 
of Hurley stage 2 axillary 
lesion

Fig 4b: Intraoperative 
view of Hurley stage 2 
axillary lesion
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Fig 4c: Intraoperative 
view of Thoraco-dorsal 
artery perforator flap

Fig 4d: Postoperative 
view of Thoraco-dorsal 
artery perforator flap
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