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Hidradenitis suppurativa



terminology

Hidradenitis suppurativa (HS)

=

Acne inversa



Prevalence  

•1%



diagnosis

•Clinical diagnosis (without the use 
of laboratory tests)

1.Typical patient

2.Typical risk factors

3.Typical skin lesions at typical sites



Typical patient

▪ Post pubertal (20-30)

▪ Female (3:1)



Typical risk factors

▪ Obesity

▪ Smoking 



Typical skin lesions at typical 
sites
▪ Deep seated inflammatory, painful nodules

▪ Abscesses

▪ Ulceration

▪ Sinus tracts

▪ Discharge (pussy and smelly) 

▪ Scarring

Double comedones



Deep painful nodules



abscesses



Sinus tracts with discharge 



scarring



chronic



Double comedones



Typical Body sites



Diagnosis: Summary 
1. More than one inflamed lesion

2. Chronic and recurrent

3. Bilateral

4. In milk lines





HS Pathogeneses



Hurley staging system



PSYCHOLOGICAL impact

❖ DLQI much worse than that of many other dermatologic 
diseases (chronic urticaria, psoriasis, atopic dermatitis, and 
even neurofibromatosis)

❖ Symptoms: soreness, stinging, itching, malodorous discharge  

❖ Stigma: because of the location, of lesions in intimate sites 

❖ Lack of medical care: incorrect diagnosis or the hesitancy of    
patients to disclose the symptoms or signs of HS

❖ Economic disabilities







Impairment of Sexual Life



Treatments

General 
considerations

Medication

Surgery



General 
measures



Medications

Antibiotics

01
Biologics 
(Adalimumab)

02
Other

03



Antibiotics

1. Topical 
clindamycin 

1% (2,B)

2. Systemic 
tetracycline 

(2,B)

3. Systemic 
clindamycin + 

rifampicin 
(4,C)

No evidence for the use of other antibiotics

Skin microbiological cultures are not useful

Use for 3 months  - reintroduce with recurrence (if they were effective at the last time of use) 



biologics



Biologics

1

Adalimumab
should be 
considered as the 
first choice 
biologic agent in 
moderate/severe 
HS after failure of 
conventional 
treatments. (2,B)

2

Infliximab should 
be considered as 
the second-line 
biologic for 
moderate/ severe 
HS (2,B)

3

Anakinra (2,B) has 
been shown to be 
effective and 
should be 
considered as a 
third-line biologic 
for 
moderate/severe 
HS. 

4

Ustekinumab (4,C) 
is potentially 
effective in 
moderate/severe 
HS

Etanercept is not effective in HS (2,B)





Comorbidities/risk factors

• Smoking 

• Obesity 

• Hypertriglyceridemia

• Diabetes

• Hypertension

• Metabolic syndrome

• Cardiovascular disease 

• Depression 

• Crohn’s disease 

• Spondyloarthritis

Careful assessment and referral / pre-screening if 

indicated



Surgery
❖ In acute situations (tense and painful abscesses)/fluctuating lesions =

Incision and draining (4,C)

• NB: NOT sole treatment – recurrence inevitable!

❖Limited areas = limited excision and deroofing (4,C)

❖Widespread = wide excision (4,C)

❖Chronic HS without inflammation = excision to prevent recurrence (5,D) 

❖CO2 laser can be used as alternative (4,C)





Practical Treatment algorithm for 
everyday practise  



Diagnosis

General measures

Weight loss, smoking, dressings, pain relief, superinfection 

Grading

Hurley AND patients reported outcomes

H1 H2 H3Local excision De-roofing/CO2/wide excision

Topical 

Clindamycin 1% 

2x/day for 12 

weeks

Oral 

tetracycline's 

for 3 months

Oral Clindamycin 300mg BD 

+ Rifampicin 600mg/day 

for 10-12 weeks

Adalimumab

160mg week 0, 80mg 

week 2, the 40mg weekly 
Consider 3de-line 

therapy



treatment

HS patient

Surgery 

1.Antibiotics 2. Biologics 
(Adalimumab)

3. Other

Limited areas =

limited excision and deroofing
Widespread = wide excision 



Multidisciplinary treatment

HS patient
General 

practitioner

Dermatologist

Surgeon

PhysicianPsychologist Family



Skin disease = 

Systemic implications
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Skin cancer



Classification

Primary 
Malignant skin 

tumours

Non-melanoma  
skin cancers

BCC (80%)

SCC (20%)

Melanoma 

Kaposi 
Sarcoma



BCC/SCC incidence 

• Underestimated!!!

• BCC most common cancer in the United States

• SCC second most common skin cancer 

• 3.5 million new cases (BCC/SCC) diagnosed in 2006 
in the USA

• 40% of men and 30% of women will develop BCC



Melanoma incidence



Melanoma epidemic



Melanoma deaths



South Africa Incidence

BCC

198.3 (male)

112.8 (female)

SCC

69.5 (male)

31.8 (female)

CM

20.5 (male)

16.5 (female)

Mean age-standardised annual incidence of reported squamous cell carcinoma of the skin 

(SCC), basal cell carcinoma (BCC) and cutaneous melanoma (CM) per 100,000 persons 

in White populations of South Africa, 2000-2004. 



Skin malignancies are extremely 
common in South Africa

Dermatologists see:

BCC - every day

SCC - every week

MM - every month



Why the high incidence
in South Africa?















• nodule with ulceration  

• pearly with telangiectatic
vessels

• contact bleeding

• metastases : extremely rare

• locally destructive

• perineural spread   into 
skull

Basal Cell Carcinoma









http://dermimages.med.jhmi.edu/images/BCC_1_081027.jpg














Treatment

• excision (Mohs’ surgery)

• cryotherapy

• RT

• C&C

• intralesional interferon

• PDT

• imiquimod

• 5 FU



Learning points

• Catch lesions early

• Do not sit and watch doubtful lesions near the eye

• Non healing ulcers



Squamous cell carcinoma (SCC)

• Invasion

• Metastases  :  regional lymph 

nodes, beyond (mucosal)

• UV-light, smoking & HPV

• Keratotic lump

• Non-healing ulcer

• Rolled edge

• UV-areas

















Treatment

• excision (mainstay)

• radiation therapy  

• surgery contraindicated

• aggressive 

• metastatic disease



Learning points

• Biopsy

• Non healing ulcers

• Enlarging crusted lesions

• Persistent keratotic lesion

• Recurrent scab formation

• Fully examine sun damaged skin

• Remember the lips



Melanoma





ABCD E F

A asymmetry

B irregular border

C more that 2 – 3 colours / change

D diameter > 6mm (20% < 6mm)

E irregular elevation, evolution, examine

F funny looking



A asymmetryB irregular borderC more that 2 – 3 colours D diameter:  2.5cm x 1 cm E  irregular elevationF   funny looking





Important

Good lighting and magnification

 Train your eye

 Take a good history

 Identify high risk patients – refer, self examination

 Take note of any change



Who is at higher risk?

• Personal history of melanoma

• Positive family history of melanoma

• Numerous nevi

• Dysplastic nevi

• Fair skin

• Red hair, blue eyes

• Nonmelanoma skin cancer

• Excessive UV exposure

• Indoor tanning

• Age 

• Sex



What should we tell our patients?

Recognizing melanoma – ABCDE

New and changing nevi

Role of self-skin examination



Ugly duckling sign



Ugly duckling sign



Ugly duckling sign



Dermatoscopy







Mole mapping





Malignant Melamona In Situ





Superficial spreading 
melanoma





Nodular melanoma





Amelanotic melanoma





Acral melanomas









Metastatic melanoma 





• two stage procedure

• conservative excision / biopsy to establish diagnosis 
& Breslow 

• therapeutic excision

• margin   depth   1 – 3 cm

• elective LN excision :  NO

• therapeutic LN excision : probably YES

• sentinel LN dissection : probably YES

TREATMENT



Prevention of Skin Cancer

 avoid sunburn

 avoid UV-light between 11h00  - 15h00

 protective clothing

 sunscreen : SPF 30

 early diagnosis   patient / physician knowledge



 Identify high risk patients

 Examine patient

 ABCDE  - ‘ugly duckling’

 If any doubt ---- REFER early

 Educate people – self examination, sunprotection

What must you now be able to do?









Thank you!

wvisser@sun.ac.za


