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CASE

A woman aged 39 years presented with 
a 12-year history of recurrent painful 
nodules and boils to the axillae and 
pubic areas. On examination of the axilla 
(Figure 1), she was noted to have multiple 
tender inflamed nodules and extensive 
scarring. Pus was able to be expressed 
from two sinus tracts. Examination of the 
lower pubic region (Figure 2) revealed 
similar findings. 

She reported a significant impact on her 
quality of life and associated psychological 
burden owing to her condition. She 
also described significant pain, which 
fluctuated in severity according to the 
number of active lesions. Thick bands of 
chronic scarring to the axilla had led to 
decreased mobility of her arms. 

QUESTION 1

What diagnoses would you consider?

QUESTION 2

Who is most likely to develop hidradenitis 
suppurativa?

QUESTION 3

How is hidradenitis suppurativa 
diagnosed?

QUESTION 4

What is Hurley staging? 

QUESTION 5

How is hidradenitis suppurativa managed? 

ANSWER 1

The most likely diagnosis is hidradenitis 
suppurativa. Differential diagnoses include 
staphylococcal skin infections, furuncles, 
carbuncles and abscesses, but these are 
unlikely to present with this prolonged 
time course and degree of scarring. 
Cutaneous Crohn’s disease is another 
differential diagnosis. However, this 
generally presents with skin tags, oedema 
and fissures in addition to abscesses. It is 
predominantly found around the perineal 
and perianal area, as opposed to axilla and 
groin as in this case. 

Hidradenitis suppurativa is a chronic 
auto-inflammatory skin disease of 
hair follicles associated with inflamed 
cutaneous nodules, abscesses and 
malodorous pus-discharging sinuses. 
These lesions generally form in the 
intertriginous regions, such as the 
axillary, inguinal and gluteal skin folds, 
but can develop anywhere on the body.1 
Hidradenitis suppurativa was previously 
thought to be a disease of the apocrine 
glands because of the regions of the body 
typically affected. Intertriginous sites are 
now thought to be involved because of 
heat and friction in these areas.1 

Hidradenitis suppurativa nodules form 
when the hair follicle becomes blocked 
by keratin.1 The resulting inflammatory 
response results in rupture of the hair 
follicle, which spreads inflammatory 
cytokines into the local tissues. This, in 

turn, worsens the local inflammation.1 
Sinus tracts can form between active 
lesions, which may continue chronically 
discharging malodourous fluid. 

Scarring, physical disfigurement 
and associated significant pain can 
be extensive and frequently have a 
major adverse effect on quality of life.2 
An Australian population study with 
a validated hidradenitis suppurativa 
screening questionnaire revealed that 
approximately 25% of patients with 
symptoms suggestive of hidradenitis 
suppurativa have never sought medical 
help.3 Barriers to accessing care include 
embarrassment and stigma.4 The average 
time from first symptoms to diagnosis is 
10 years.5

The general practitioner is well placed 
to recognise and diagnose hidradenitis 
suppurativa. Patients presenting with 
recurrent boils or abscesses in the 
intertriginous zones should prompt 
consideration of hidradenitis suppurativa. 

ANSWER 2

Approximately one in every 150 people 
in Australia has hidradenitis suppurativa.3 
Hidradenitis suppurativa is three times 
more common in women than men6 and 
tends to begin at or just after puberty.2 
One in three people with hidradenitis 
suppurativa has a family history.6 

Hidradenitis suppurativa is particularly 
associated with, and worsened by, 
smoking.7 There is also an association with 
metabolic syndrome, spondyloarthropathy 
and inflammatory bowel disease.8
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ANSWER 3

Hidradenitis suppurativa is a clinical 
diagnosis and should be considered in 
patients presenting with painful boils 
and abscesses preferentially affecting 
the armpits, genitals and groin. 

Pseudocomedones (Figure 1, Point A), 
also termed double-headed comedones 
or polyporous comedones, are a key 
diagnostic feature that may also be seen 
on examination.1

ANSWER 4

Hidradenitis suppurativa varies 
significantly in severity between 
individuals, with the majority having 
mild-to-moderate disease.6 Assessment of 
severity can aid in referral and selection 
of appropriate treatment modalities. 
The most well-known staging system for 
severity is Hurley staging (Table 1).9

ANSWER 5

Treatment is complex and multifactorial, 
and it should be tailored to the individual. 

Conservative measures play an 
important part and should address 
comorbidities, especially smoking, obesity 
and activity levels. Antiseptic washes, 
loose-fitting or anti-chafing clothing and 
control of perspiration are additional 
valuable preventive measures.7 

Much of the pain in hidradenitis 
suppurativa is caused by pressure from 
an abscess. Early and adequate drainage 
can give quick pain relief. Intralesional 
steroids can be considered for persistently 
painful lesions. Compounded 15% topical 
resorcinol is a useful adjunct and acts as a 
drawing agent for active boils.10

Many patients also benefit from daily 
topical antibiotic therapy (eg clindamycin 
lotion).8 Some women may also report 
improvement with anti-androgenic oral 
contraceptives.7 Long-term antibiotics 
(eg doxycycline or erythromycin) may be 
used for their anti-inflammatory action. 
Hidradenitis suppurativa abscesses start as 
a purely inflammatory lesion where culture 
of the pus is sterile.7 As such, antibiotics will 
not treat an infection nor give pain relief. 

For more severe disease, deroofing 
surgery with healing by secondary 
intention may have a role.11 

Immunomodulatory therapies such as 
adalimumab may be of benefit.7 Early 
referral should be considered for patients 
who may benefit from these measures. 

Mental healthcare is an essential 
component of hidradenitis suppurativa 
management, as hidradenitis suppurativa 
is associated with higher odds of having 
depression, anxiety, bipolar disorder, 
personality disorders, substance-
related disorders, alcohol abuse and 
schizophrenia.12

Hidradenitis suppurativa has been 
described as one of the most painful 
dermatological conditions.13 Optimisation 
of analgesia is paramount.

CASE CONTINUED

This patient’s condition was found to 
be refractory to multiple therapies. She 
is currently participating in a clinical 

Figure 1. Hidradenitis suppurativa to the left axilla demonstrating 
Hurley Stage 2. ‘A’ demonstrates a pseudocomedone (also termed 
double-headed comedone or polyporous comedones); ‘B’ demonstrates 
a sinus tract.

Figure 2. Hidradenitis suppurativa to the lower abdomen

Table 1. Hurley staging in hidradenitis suppurativa

Hurley staging Description

Stage 1 (Mild) Abscess formation (single or multiple) without sinus tracts

Stage 2 (Moderate) Recurrent abscesses with sinus tracts and scarring 

Stage 3 (Severe) Diffuse or almost diffuse involvement or multiple 
interconnected tracts and abscesses
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trial investigating the role of a new 
immunomodulatory therapy in managing 
hidradenitis suppurativa. 

Key points
•	 Hidradenitis suppurativa is a chronic 

auto-inflammatory skin disease of 
hair follicles. 

•	 Hidradenitis suppurativa is a clinical 
diagnosis and should be considered in 
patients presenting with painful boils 
and abscesses.

•	 Management is multifactorial and 
should be tailored to the individual. 

Authors
Anneliese Willems MBBS (Hons), BMedSc (Hons), 
FRACGP, Research Fellow, Sinclair Dermatology, 
Melbourne, Vic; Honorary Fellow, Department of 
Medicine, University of Melbourne, Vic; General 
Practitioner, Yarra Medical Clinic, Vic 
Anthony Moussa MBBS, MS, MSc, Research Fellow, 
Sinclair Dermatology, Melbourne, Vic
Rodney Sinclair MBBS, MD, FACD, Consultant 
Dermatologist, Sinclair Dermatology, Melbourne, Vic; 
Professor of Dermatology (Honorary) Department of 
Medicine, University of Melbourne, Vic 

Competing interests: None.
Funding: None.
Provenance and peer review: Not commissioned, 
externally peer reviewed.
Correspondence to: 
Anneliese.willems@gmail.com

References
1.	 Boer J, Nazary M, Riis PT. The role of mechanical 

stress in hidradenitis suppurativa. Dermatol Clin 
2016;34(1):37–43. doi: 10.1016/j.det.2015.08.011.

2.	 Napolitano M, Megna M, Timoshchuk EA, et al. 
Hidradenitis suppurativa: From pathogenesis to 
diagnosis and treatment. Clin Cosmet Investig 
Dermatol 2017;10:105–15. doi: 10.2147/CCID.S111019.

3.	 Calao M, Wilson JL, Spelman L, et al. Hidradenitis 
suppurativa (HS) prevalence, demographics and 
management pathways in Australia: A population-
based cross-sectional study. PLoS One 
2018;13(7):e0200683. doi: 10.1371/journal.
pone.0200683.

4.	 Shukla N, Paul M, Halley M, et al. Identifying 
barriers to care and research in hidradenitis 
suppurativa: Findings from a patient engagement 
event. Br J Dermatol 2020;182(6):1490–92. 
doi: 10.1111/bjd.18818.

5.	 Kokolakis G, Wolk K, Schneider-Burrus S, et al. 
Delayed diagnosis of hidradenitis suppurativa 
and its effect on patients and healthcare 
system. Dermatology 2020;236(5):421–30. 
doi: 10.1159/000508787.

6.	 Dufour DN, Emtestam L, Jemec GB. Hidradenitis 
suppurativa: A common and burdensome, yet 
under-recognised, inflammatory skin disease. 
Postgrad Med J 2014;90(1062):216–21; quiz 220. 
doi: 10.1136/postgradmedj-2013-131994.

7.	 Seyed Jafari SM, Hunger RE, Schlapbach C. 
Hidradenitis suppurativa: Current understanding 
of pathogenic mechanisms and suggestion for 
treatment algorithm. Front Med (Lausanne) 
2020;7:68. doi: 10.3389/fmed.2020.00068.

8.	 Sabat R, Jemec GBE, Matusiak Ł, Kimball AB, 
Prens E, Wolk K. Hidradenitis suppurativa. Nat 
Rev Dis Primers 2020;6(1):18. doi: 10.1038/s41572-
020-0149-1.

9.	 Hurley HJ. Axillary hyperhidrosis, apocrine 
bromhidrosis, hidradenitis suppurativa, and 
familial benign pemphigus: Surgical approach. 
In: Roenigk RK, Roenigk HH, editors. Dermatologic 
Surgery. New York, NY: Marcel Dekker Inc., 1989; 
p. 729.

10.	 Docampo-Simón A, Beltrá-Picó I, 
Sánchez‑Pujol MJ, et al. Topical 15% resorcinol 
is associated with high treatment satisfaction 
in patients with mild to moderate hidradenitis 
suppurativa. Dermatology 2022;238(1):82–85. 
doi: 10.1159/000515450.

11.	 van der Zee HH, Prens EP, Boer J. Deroofing: 
A tissue-saving surgical technique for the 
treatment of mild to moderate hidradenitis 
suppurativa lesions. J Am Acad Dermatol 
2010;63(3):475–80. doi: 10.1016/j.jaad.2009.12.018.

12.	 Phan K, Huo YR, Smith SD. Hidradenitis 
suppurativa and psychiatric comorbidities, 
suicides and substance abuse: Systematic 
review and meta-analysis. Ann Transl Med 
2020;8(13):821. doi: 10.21037/atm-20-1028.

13.	 Puza CJ, Wolfe SA, Jaleel T. Pain management in 
patients with hidradenitis suppurativa requiring 
surgery. Dermatol Surg 2019;45(10):1327–30. 
doi: 10.1097/DSS.0000000000001693.

mailto:Anneliese.willems@gmail.com

