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Management of axillary hidradenitis suppurativa: A 
case report

Introduction

Hidradenitis suppurativa (HS), also called acne inversa, is 
a chronic inflammatory skin condition with an estimated 
prevalence of 0.00033–4.10%.[1] HS is diagnosed based on 
three clinical criteria — distinctive lesions, a propensity for 
development in flexural sites, and recurrence. The lesions 
develop as non-inflamed lesions, progressing to deep-seated 
painful nodules with abscesses, sinus tracts, fistulae, or scars.[1]

HS typically manifests after puberty and is usually present at 
the axillary, inguinal, perineal, and submammary areas. It has 
also been documented to occur on the buttocks, back, mons 
pubis, postauricular region, and scalp.[1]

The pathogenesis of HS is not fully understood; however, the 
disease is thought to be initiated by follicular hyperkeratosis, 
followed by dilatation, follicular rupture, and inflammation. 
Tumor necrosis factor alpha (TNF-α) and interleukin-17 (IL-
17) cytokines, and genetic predisposition also play a role in 
its pathogenesis.[1] HS has been thought to be characterized 
by autosomal dominant inheritance. Furthermore, a link has 
been discovered between a subset of HS and γ-secretase 
complex gene mutations.[2] The effect of sex hormones on the 
pathogenesis of HS remains unclear. HS is also believed to have 
a distinct skin microbiome. However, the role of microbiome 
dysbiosis in HS remains an area that is actively researched.[1,3]

HS is a debilitating disease that negatively affects the patient’s 
quality of life, both socially and psychologically. Longstanding 
HS can lead to fibrosis, scarring, contractures, lymphatic 
obstruction, and in rare cases, squamous cell carcinoma.[4]

Several skin diseases, such as inflamed epidermoid cysts, 
bacterial folliculitis, and furunculosis, can mimic HS. 
However, HS is diagnosed and treated over a longer period, 
as it often presents with characteristic recurrence.[2]

The diagnosis of HS is challenging and it presents with a 
variety of clinical manifestations. Therefore, the establishment 
of a one-size-fits-all therapeutic algorithm or protocol is 
impractical. In addition, HS requires a multidisciplinary team 
approach to tailor appropriate management.[4,5] The present 
case involved a 22-year-old woman with delayed presentation 
of the left axillary HS who successfully underwent surgical 
management.

Case Presentation

A 22-year-old non-smoking woman presented to the surgical 
clinic with a 1-year history of intermittent discharge from a 
left axillary wound. The patient’s medical, surgical, and family 
histories were unremarkable. She reported that the wound 
exhibited intermittent discharge that had turbid appearance was 
mixed with bloody material and was triggered by menstruation. 
The patient had a long history of deodorant use. Initially, the 
patient was referred to a primary health-care center (PHCC) 
and was prescribed different courses of antibiotics including 
amoxicillin + clavulanate; however, she did not show signs 
of improvement. She had normal vital signs and a body 
mass index of 20 kg/m2. Local examination revealed a small, 
superficial wound with a sinus in the left axilla [Figure 1] along 
with numerous palpable axillary lymph nodes. Based on the 
clinical findings, a diagnosis of HS (stage II) was established.
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Ultrasonography revealed a 4 × 2 mm superficial collection 
near the left axilla. Furthermore, two left axillary lymph nodes 
with normal echotexture and preserved hilum were observed, 
measuring 2 × 0.7 and 1.3 × 0.4 cm, respectively.

A swab was obtained from the wound discharge and the results 
revealed the presence of Staphylococcus aureus. Accordingly, 
ciprofloxacin was prescribed based on culture and sensitivity 
results. At follow-up, there was no improvement and surgical 
intervention was planned. During the procedure, an elliptical 
incision was made, followed by complete excision of the 
affected area and then primary closure. We opted for this 
procedure because of the limited area involved. On day 1 
following surgery, the patient was discharged with a 1-week 
course of oral ciprofloxacin. The final histopathological results 
confirmed the diagnosis of HS. The patient underwent follow-
up for 1 year with no recurrence [Figure 2].

Discussion

HS is a chronic and recurrent skin disease of unknown etiology, 
which can result in depression and social isolation in extreme 
cases. It is more common at the age of 20–30 years, with a 
female predilection,[4] which is consistent with our patient.

Coexisting morbidities (e.g., diabetes mellitus, metabolic 
syndromes, cardiovascular disease, hypertension, 
hypertriglyceridemia, obesity, depression, Crohn’s disease, 
psoriasis, and spondyloarthropathy), lifestyle habits (e.g., 
smoking), and family history are all well-known factors 
associated with HS.[1] However, none of these factors were 
identified in the present case. Stress, menstruation, excessive 
sweating, and weight gain are documented triggers of HS.[1] 
Our patient’s condition was exacerbated by stress and 
menstruation.

There are various systems used for the classification of HS. The 
Hurley staging system is one of them and it categorizes HS into 
three clinical stages [Table 1].[1] Our patient was diagnosed as 

Stage II, which is characterized by recurrent abscesses with 
one or more sinus tracts and scarring separated by normal skin.

HS is usually diagnosed clinically, and to date, no specific 
investigation has been established that would aid in rapid 
and non-invasive diagnosis of HS. Hence, a high degree of 
clinical suspicion is required. In our study, the patient was 
misdiagnosed for over a year. Shirah et al. reported that 50% 
of patients in their study were misdiagnosed for a long time. 
In addition, they were treated only by health-care practitioners 
and not referred to the appropriate specialty.[4] Kim et al. 
reported 80 patients with HS, of whom 71% were diagnosed 
more than 1 year after disease onset.[6] Meanwhile, board-
certified family physicians possess more knowledge about 
HS than general practitioners at PHCCs.[7] Overall, these 
findings highlight the necessity of cultivating adequate and 
comprehensive knowledge of HS, particularly at the PHCC 
level. In addition, it emphasizes the importance of awareness 
program in the Saudi community. This will allow for early 
diagnosis and prompt referral to an appropriate specialty 
thereby minimizing morbidity.

Numerous therapeutic options, both medical and surgical, have 
been used for HS because of variations in disease presentation, 
chronicity, and severity. Furthermore, the patient’s preferences 
and impact of prior treatments must be considered when 
selecting a treatment plan.[8]

In general, conservative treatment is effective in early-
stage disease, whereas surgery is advised in the presence of 
abscesses, fistulae, sinus tracts, or scars.[2] In addition, surgical 

Figure 1: Stage II axillary hidradenitis suppurativa Figure 2: The affected area following surgery

Table 1: The Hurley staging system
Stage I Single or multiple isolated abscesses without sinus tracts or 

scarring

Stage II Recurrent abscesses with≥1 sinus tracts and scarring, 
separated by normal skin

Stage III Diffuse boils with multiple interconnected sinus tracts and no 
intervening normal skin
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intervention is recommended in unresponsive cases.[2] Certain 
lifestyle changes, such as smoking cessation and weight loss, 
have the potential to be beneficial in the management of HS. 
In addition, avoiding stress, heat, excessive sweating, tight 
clothing, and deodorants are helpful.[8] Medical treatment 
includes topical and systemic antibiotics, oral glucocorticoids, 
isotretinoin, infliximab, and cyclosporine.[8-10]

Due to advances in the understanding of the pathogenesis 
of HS, adalimumab, a TNF inhibitor, has recently been 
discovered as an effective biological agent in the treatment of 
HS. Furthermore, newer biological agents that target multiple 
cytokines are also currently undergoing clinical trials.[10]

However, surgery remains an excellent option for the 
local control of HS. Different surgical techniques, such as 
deroofing, incision and drainage, wide radical excision with 
primary closure, secondary intention healing, skin grafts, or 
flaps are used. The last two techniques are recommended for 
larger wounds and in complicated, severe disease[8,10,11] Other 
modalities, such as hormonal agents, lasers, and radiotherapy 
are also used.[10,12]

The use of wide excision with primary closure is controversial. 
Favorable outcomes have been reported with primary 
closure,[5,9] similar to our case. However, others argue that this 
strategy should be avoided because of high recurrence rates.[9] 
According to a recent study, there is no agreement on the best 
wound closure technique in such cases.[13]

Notably, wide excision with secondary intention healing is 
associated with low recurrence rates.[9] Ather et al. reported 
three cases of HS that failed to respond to conservative 
treatment. Subsequently, the patients underwent a surgical 
intervention. The authors recommended wide local excision 
with secondary intention healing as the optimal technique in 
most cases.[8]

Following wide excision, the use of biological agents such 
as infliximab has been shown to minimize the recurrence 
rate of HS. It also improved the disease-free interval in such 
patients.[13]

There are few reports of HS from Saudi Arabia.[4,7,14,15] In 2017, 
Shirah et al. reported 627 patients with HS who were treated 
with fusidic acid with promising results.[14] A retrospective 
cohort study involving 1369 patients with HS was conducted 
by the same authors. The vast majority (n = 974, 71.1%) 
were treated conservatively, with a recurrence rate of 12.5% 
(122 patients). The remaining patients were treated surgically 
(n = 395, 28.9%). Among the 395 patients treated surgically, 
281 (71.1%) underwent complete excision, while 114 (28.9%) 
underwent incision and drainage. There were no recurrences 
associated with either technique.[4] Eleven patients with Down 
syndrome and HS were enrolled in a local observational 
study. Eight patients with axillary HS (six with Stage I and 

two with Stage II) were treated conservatively.[15] Finally, our 
case enriches current literature by adding a datapoint to the 
treatment of Stage II HS.

Conclusion

Since HS is a challenging disease to diagnose, with the risk 
of complications, well-established educational programs are 
essential at the level of PHCCs to refer patients promptly to the 
relevant specialists. Misdiagnosis can result in psychological, 
cosmetic, and physical consequences. We advocate for a larger 
case series in this avenue, comparing different treatments 
and outcomes in HS. In addition, a closer examination of 
the inadequacies of PHCCs in the diagnosis of HS and the 
formulation of detailed solutions that address these lacunae 
would also greatly aid in the future treatment of HS.
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