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Rezumat

Boala Verneuil sau hidradenita supurativd este o
afectiune cutanatd inflamatorie cronicd a regiunilor bogate
in glande sudoripare apocrine, dispusd mai frecvent la
nivelul axilelor, inghinal si anogenital. Recidivele frecvente
si evolutia cronicd a bolii au un impact semnificativ asupra
calitatii vietii pacientilot, influentind activitatea sociald si
profesionald a acestora. Avind in vedere riaspunsul la
tratament si progresia bolii diferite in functie de regiunea
afectatd, ne propunem sd rezumdm managementul HS
genitoperineale.
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Summary

Verneuil’s disease or hidradenitis suppuratioa (HS) is
a chronic inflammatory cutaneous condition affecting
primarily the areas of the body abundant in apocrine
glands, most commonly the axillary, inguinal, as well as the
anogenital regions. The frequent relapses and the overall
chronic course of the disease is believed to greatly impact
the quality of life, with a pronounced influence on the social
and professional activity of the patient. Since the response
to treatment and the progression of HS are different
depending on the area affected, in this review, we aim to
summarize the management of genitoperineal HS.
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1. Introducere

Hidradenita supurativa (HS) este o afectiune
cutanatd inflamatorie cronicd care afecteaza
pielea ce contine un numadr crescut de glande
apocrine, precum regiunea axilard, inghinald si
anogenitald [1]. Boala afecteaza aproximativ 1%
din populatia globald [2]. Debutul HS este de
obicei dupd pubertate, In special in a doua sau a
treia decadd de viatd si pare sd aibd o usoara
predominantd la sexul feminin [3]. HS este o
afectiune cu mai multe fatete in care factorii de
mediu, cum ar fi obezitatea si fumatul, pot
declansa boala la o persoand cu predispozitie
geneticd [4]. Recidivele frecvente si evolutia
cronicd a bolii au un impact negativ semnificativ
asupra calitatii vietii, cu o influentd pronuntata
asupra activitdtii sociale si profesionale a
pacientului [5].

Un review din anul 2021 publicat de Weigelt
MA si colab. asupra impactului psihosocial al HS
a ardtat cd cei mai importanti factori care
contribuie la scidderea calitatii vietii sunt si au fost
depresia, anxietatea si stresul financiar al pacien-
tilor [5].

Avand In vedere raspunsul la tratament si
progresia bolii diferite in functie de regiunea
afectatd, ne propunem sd rezumdm manage-
mentul HS genitoperineale.

2. Mecanisme implicate in dezvol-
tarea hidradenitei supurative in
regiunea genitoperineala

Fiziopatologia HS 1n regiunea genito-
perineald este complexd, numerosi factori con-
tribuind la dezvoltarea acesteia [6]. Principalul
eveniment fiziopatologic este reprezentat de
ocluzia foliculului pilos in regiunea inghinala si
perineald [1]. Acest factor mecanic, impreund cu
un dezechilibru imunologic, atat al imunitatii
inndscute, cat si adaptative, sunt considerati a fi
esentiali pentru aparitia HS [1]. Ocluzia foli-
culului pilos conduce la dilatarea acestuia,
urmatd de ruperea si descdrcarea continutului
folicular, precum cheratina si bacteriile, in
dermul adiacent, inducidnd astfel o reactie
inflamatorie intensd mediatd de neutrofile si
limfocite, determindnd un abces si, in final,
lezand unitatea pilosebacee [7]. Este cunoscut
faptul cd HS este o boala asociatd obstructiei
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1. Introduction

Verneuil’s disease or hidradenitis sup-
purativa (HS) is a chronic inflammatory
cutaneous condition affecting primarily the areas
of the body abundant in apocrine glands, most
commonly the axillary, inguinal, as well as
the anogenital regions [1]. It is considered that
it affects approximately 1% of the global
population [2]. The onset of hidradenitis
suppurativa is usually after puberty, particularly
in the second or third decade of life and it
appears to have a slight predominance in women
[3]. HS is a multifaceted affliction in which
environmental factors such as obesity and
cigarette smoking may trigger the disease in a
genetically predisposed individuals [4]. The
frequent relapses and the overall chronic course
of the disease is believed to greatly impact the
quality of life, with a pronounced influence on
the social and professional activity of the patient
[5].

A review from 2021 by Weigelt MA et al. on
the psychosocial impact of hidradenitis
suppurativa showed that the most significant
drivers of a poor health-related quality of life
were depression, anxiety and the financial strain
of the patients [5].

Since the response to treatment and the
progression of HS are different depending on the
area affected, in this review, we aim to
summarize the management of genitoperineal
HS.

2. Mechanisms involved in the dev-
elopment of hidradenitis sup-
purativa in the genitoperineal area

The pathophysiology of HS in the
genitoperineal area is complex and numerous
factors are thought to contribute to its
development [6]. The main physiopathologic
event is represented by the occlusion of the hair
follicle in the inguinal and perineal region [1].
This particular mechanical factor, along with a
dysregulation in both the innate and the
adaptative immune processes are believed to be
fundamental for the onset of HS [1]. The
occlusion of the hair follicle leads to dilation
followed by rupture and discharge of the
follicular contents such as keratin and bacteria in




foliculare si nu o boald infectioasd. Totusi,
disbioza este prezenta: Staphylococcus lugdunensis
reprezintd cel mai abundent microorganism in
abcesele si nodulii HS, urmat de Porphyromonas si
Prevotella spp., care apartin microflorei anaerobe
polimicrobiene [8]. In plus, citokinele eliberate de
keratinocite, atat proinflamatorii — factor de
necroza tumorali-alfa (TNF-alfa), interleukina 17
(IL-17), interleukina 23 (IL-23) si interleukina 1B
(IL-1B) si anti- citokinele inflamatorii precum
interleukina 10 (IL-10) contribuie la cascada
inflamatorie responsabild pentru dezvoltarea HS
[9-11]. S-a constatat c& atat leziunile HS, cat si
pielea perilezionald abundd in acesti mediatori [9-
11]. Reactia inflamatorie intensa rezultata duce la
distructia tesuturilor si la acumularea de
macrofage si celule dendritice prin receptori Toll-
like, ceea ce creste si mai mult cantitatea de
mediatori proinflamatori, in special TNF-alfa [12].

Intr-un review din 2017 publicat de Shah A si
colab., TNF-alfa a fost corelat pozitiv cu seve-
ritatea bolii la pacientii cu HS [12]. Evenimentele
inflamatorii mentionate mai sus conduc la un
cerc vicios care se traduce clinic prin formarea de
noduli si abcese dureroase, formarea de traiecte
fistuloase, evacuarea secretiilor purulente,
distructia tesuturilor si, in final, cicatrizarea [1].

3. Aspecte clinice ale hidradenitei
supurative in regiunea genito-
perineala

Prezenta nodulilor inflamatori si a abceselor
in regiunea genitoperineald care se transforma
adesea in fistule si cicatrici extinse sunt semnele
distinctive ale HS [13]. Diagnosticul de HS se
bazeaza pe criterii clinice: morfologia leziunilor -
prezenta nodulilor, abceselor si traiectelor
fistuloase care descarcd secretie purulentd, fetida;
localizarea leziunilor - implicarea unei zone
intertriginoase, precum zona genitoperineala si
progresia bolii, cu doua recidive in ultimele sase
luni sau leziuni persistente mai mult de trei luni
[14, 15].

Clasificarea Hurley este utilizatd pentru a
stadializa progresia bolii [14]. Stadiul I este
reprezentat de prezenta unui abces izolat sau
multiplu fard fistule sau cicatrici Intr-o anumita
zond intertriginoasd, in stadiul II pot fi prezente
abcese recurente si formarea tractului sinusal la
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the adjacent dermis, thereby inducing an intense
inflammatory reaction mediated by neutrophils
and lymphocytes causing an abscess and, finally,
damaging the pilosebaceous unit [7]. It is well
established that HS is a follicular disease, rather
than an infectious one. However, bacterial
dysbiosis with Staphylococcus lugdunensis (the
most abundant microorganism in the HS
abscesses and nodules), followed by
polymicrobial anaerobic microflora such as
Porphyromonas and Prevotella spp., plays an
important part in the pathophysiology of the
disease [8]. Furthermore, keratinocyte-mediated
products, with both pro-inflammatory — tumor
necrosis factor-alpha (TNF-alpha), interleukin 17
(IL-17), interleukin 23 (IL-23) and interleukin 1§
(IL-1B)- and anti-inflammatory cytokines such as
interleukin 10 (IL-10), are broadly considered to
contribute to the inflammatory cascade res-
ponsible for the development of HS [9-11]. It has
been found that both the HS lesions, as well as
the perilesional skin are abundant in these
mediators [9-11]. The resulting intense inflam-
matory reaction leads to tissue destruction and
the accumulation of macrophages and dendritic
cells through toll-like receptors, which further
increases the amount of the pro-inflammatory
mediators, notably TNF-alpha [12].

In a review from 2017 by Shah A et al., TNF-
alpha was positively correlated with the disease
severity in patients with HS [12]. The inflam-
matory events lead to a vicious circle which
clinically translates into formation of painful
nodules and abscesses, of sinus tracts, discharge
of purulent secretions, tissue destruction and,
finally, scarring [1].

3. Clinical aspects of hidradenitis
suppurativa in the genitoperineal
area

The presence of both tender nodules and
abscesses in the genitoperineal area, sometimes
developing into fistulas and extensive scarring
are the hallmarks of HS [13]. The diagnosis of HS
is based on clinical criteria: morphology of the
lesions - the presence of nodules, abscesses and
tunnels which may, sometimes, discharge a
malodorous secretion; location of the lesions - the
involvement of an intertriginous area, such as the
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nivelul pielii normale, in timp ce in stadiul III
existd o implicare largd cu tracturi sinusale
interconectate si cicatrici difuze care inlocuiesc
toatd pielea normald din zona anatomicd [14].

Prevalenta HS este de 2,4 ori mai mare la
femei decat la barbati [16]. S-a constatat ca
femeile au o activitate mai pronuntata a bolii in
regiunea inghino-femurald, ceea ce poate necesita
consi-deratii speciale din cauza provocarilor
unice privind menstruatia si sarcina [17, 18]. Cu
toate acestea, se pare ca pacientii de sex masculin
dezvolta mai frecvent sechele in regiunile
perineale, perianale si fesiere [17].

Diagnosticul diferential al HS genito-
perineale include in principal furunculi,
carbunculi, abcese (declansate de agenti infectiosi
si care raspund la terapia antibioticd sistemica),
boala Crohn perianalda si boala pilonida
intergluteald, printre altele [15].

4. Management medical

Gestionarea pacientilor cu HS iIn zona
genitoperineald este o provocare si consta intr-o
combinatie de aborddri conservatoare si
chirurgicale pentru a obtine cele mai bune
rezultate terapeutice [14].

4.1. Tratamentul local si intralezional

Tratamentul local si intralezional la pacientii
cu HS se refera la utilizarea produselor de
curatare a pielii, antibiotice topice, precum si a
infiltratiilor cu corticosteroizi [19]. Se recomanda
de obicei un produs de curdtare a pielii care
contine clorhexiding, zinc piritiond sau peroxid
de benzoil [20, 21].

In ceea ce priveste terapia cu antibiotice
topice, existd dovezi cd solutia de clindamicina
1% a redus pustulele la pacientii cu HS stadiul I si
II; cu toate acestea, nu a existat un efect
antiinflamator asupra nodulilor si abceselor [22].

Un studiu comparativ, dublu-orb, efectuat pe
46 de pacienti cu boald usoara pand la moderatsd,
efectuat de Fisher AH si colab. in 2017 a aratat ca
pacientii care utilizeaza clindamicina topica au
mai multe sanse de a dezvolta tulpini de
Staphylococcus aureus (S.aureus) rezistente la
clindamicing, comparativ cu cei care nu urmeaza
terapie cu antibiotice (63% vs 17%; P = .03) [23].
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genitoperineal area and disease progression, with
two recurrences within the last six months or
persistent lesions for more than three months [14,
15].

The Hurley classification is used to stage the
progression of the disease [14]. Stage I is
represented by the presence of an isolated or
multiple abscesses without fistulas or scarring in
a particular intertriginous area, in stage II
recurrent abscesses and sinus tract formation
may be present among the normal skin, while in
stage III there is a broad involvement with
interconnected sinus tracts and diffuse scarring
which may replace all the normal skin in the
anatomic area [14].

The prevalence of HS is 2.4-fold higher in
women than in men [16]. It has been found that
women have a more pronounced disease activity
in the inguinofemoral region, which may require
special considerations due to the wunique
challenges concerning menstruation and
pregnancy [17, 18]. Nevertheless, it seems that
male patients develop more commonly sequelae
in the perineal, perianal and buttock regions [17].

The differential diagnosis of genitoperineal
HS mainly includes furuncles, carbuncles,
abscesses (triggered by infectious agents and
responsive to systemic antibiotic therapy),
intergluteal pilonidal disease, perianal Crohn
disease and sexually transmitted diseases, among
others [15].

4. Medical management

The management of patients with genito-
perineal HS is challenging and consists in a
combination of both conservative and surgical
approaches in order to obtain the best therapeutic
outcomes [14].

4.1. Topical and intralesional therapy

Topical and intralesional therapy in patients
with HS refers to the use of skin cleansers, topical
antibiotics, as well as corticosteroid injections
[19]. A skin cleanser containing chlorhexidine,
zinc pyrithione or benzoyl peroxide is usually
recommended [20, 21].

Regarding the topical antibiotic therapy, there
is evidence that clindamycin 1% solution reduced
pustules in patients with HS stage I and II;




Benzoil peroxidul poate reduce riscul de
dezvoltare a S. aureus rezistent [24].

Intr-un studiu prospectiv de tip serie de
cazuri publicat in 2016 de catre Riis PT si colab.,
autorii au evaluat eficacitatea triamcinolonului
intralezional pentru gestionarea nodulilor dure-
rosi din HS [25]. Se pare cd triamcinolonul
intralezional 10 mg/mL a redus durerea dupéd o
zi, precum si semnele de inflamatie, la aproxi-
mativ sapte zile dupd procedura [25].

4.2. Managementul durerii

Durerea contribuie major la reducerea
calitatii vietii la pacientii afectati de HS. Se
considera cd, In HS, durerea este atat nociceptiva,
cat si neuropatd [26]. Durerea nociceptivéa este o
consecintd a efectelor moleculelor de semnalizare
aflate la locul leziunii tisulare, in timp ce durerea
neuropatd este cauzatd de modificdrile neuro-
logice periferice si de sensibilizarea centrald din
cauza inflamatiei cronice asociate HS [27, 28].
Managementul durerii la pacientii cu HS se
bazeazd pe opinia expertilor si pe ghidurile
generale in managementul durerii [29].

Crizele acute de HS sunt asociate cu o durere
intensd care poate fi tratata cu acetaminofen oral
si antiinflamatoare nesteroidiene (AINS), agentii
terapeutici de primé linie [29]. Deoarece efectul
analgezic si antiinflamator maxim nu poate fi
atins rapid, incizia si drenajul nodulilor
inflamatori pot fi necesare ca o solutie rapida
pentru ameliorarea durerii [29].

In faza cronicd a HS abordarea durerii este
diferita [29, 30].

Optiunile de priméa linie pentru tratarea
durerii nociceptive sunt reprezentate de aceta-
minofen si AINS (ibuprofen, naproxen, celecoxib)
administrate in doze uzuale [29]. Acetaminofenul
pare sd ofere atenuarea durerii prin blocarea unei
cdi de oxid nitric si, In consecintd, prin ridicarea
pragului durerii [29]. AINS, pe de altd parte,
suprimd inflamatia si ofera ameliorarea durerii
prin inhibarea sintezei prostaglandinelor [29].

Optiunile de linia a doua pentru gestionarea
durerii nociceptive sunt reprezentate de opiacee,
anticonvulsivante, cum ar fi gabapentina si
pregabalina, precum si antidepresive triciclice de
a doua generatie si inhibitorii recaptarii
serotoninei si norepinefrinei [29].
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however, there was no anti-inflammatory effect
on nodules and abscesses [22].

A double-blind, comparative study of 46
patients with mild to moderate disease
conducted by Fisher AH et al. in 2017 showed
that patients using topical clindamycin are
more likely to develop clindamycin-resistant
Staphylococcus aureus (S. aureus) strains compared
to those not using antibiotic therapy (63% vs 17%;
P = 0.03) [23]. Benzoyl peroxide may reduce the
risk of growing resistant S. aureus [24].

In a multicentre, prospective case series from
2016 by Riis PT et al, the authors aimed to assess
the efficacy of intralesional triamcinolone
acetonide for the management of acute flares of
HS with painful nodules [25]. It seemed that
intralesional triamcinolone acetonide 10 mg/mL
reduced pain after one day, as well as the signs of
inflammation, approximately seven days after
the procedure [25].

4.2. Pain management

Pain is a major contributor to reduced quality
of life in patients affected by HS. It is considered
that, in HS, pain is both nociceptic, as well as
neuropathic [26]. Nociceptic pain is a conse-
quence of the signalling molecules found at the
sites of tissue injury, while the neuropathic pain is
caused by the peripheral neurologic changes and
central sensitization due to the chronic
inflammation associated with HS [27, 28]. Pain
management in patients with HS is based on
expert opinion and general pain guidelines [29].

Acute flares of HS are associated with a sharp
pain which may be treated with oral acetamino-
phen and nonsteroidal anti-inflammatory drugs
(NSAIDs), which are considered first-line thera-
peutic agents [29]. Because the maximal analgetic
and anti-inflammatory effect may not be quickly
reached, incision and drainage of inflammatory
nodules may be required as a rapid solution for
pain relief [29].

The chronic continuous phase of HS faces a
different approach of the associated pain [29, 30].

First-line options to treat nociceptive pain is
represented by acetaminophen and NSAIDs
(ibuprofen, naproxen, celecoxib) administered in
the normal dosages [29]. Acetaminophen seems
to provide pain alleviation by blocking a nitric
oxide pathway and, consequently, elevating the
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4.3. Ingrijirea leziunilor

Toaleta locald este crucialda pentru un
management adecvat al ranilor la pacientii cu HS,
prin urmare, solutiile de curdtare reprezintd
primul pas in ingrijirea leziunilor [20]. Agentul
de curatare adecvat scade colonizarea bacteriana,
mai ales dacd este utilizat in combinatie cu
antiseptice [20]. Solutia salind izotona si apa
sterild sunt optiuni potrivite pentru igiena
ranilor, deoarece au citotoxicitate scizuti [20]. In
ceea ce priveste antisepticele, argintul si iodul
sunt recomandate acelor pacienti cu rani
colonizate cronic [20].

In HS pot fi prezente pligi cronice, reci-
divante, dureroase si care dreneaza [31]. Conform
unui review din 2018 realizat de Kazemi A si
colab. privind managementul optim pentru
ingrijirea pldgilor HS, un pansament adecvat
trebuie sd fie adaptat localizdrii anatomice a
leziunilor HS, foarte absorbant, usor accesibil si
usor de aplicat de catre pacient, trebuie sd aiba un
adeziv atraumatic, precum si proprietati anti-
microbiene [31]. Autorii au propus pansamente
optime pentru fiecare tip de leziune HS [31].
Pentru traiectul fistulos sau un nodul care
dreneazad, recomandarea de prima linie este
reprezentatd de utilizarea pansamentelor sterile
obisnuite, in timp ce optiunile de linia a doua
includ pansamente din hidrofibre cu alginat de
calciu si argint [31]. In ceea ce priveste ranile
dureroase sau ingrijirea dupd interventia
chirurgicala in HS, o spuma impregnata cu argint
este considerata potrivita [31].

4.4. Terapia cu presiune negativa

In ultimii zece ani, terapia cu presiune
negativd (NPWT) s-a dovedit a fi un adjuvant
terapeutic valoros la excizia chirurgicala radicald
la pacientii cu HS perineald [32-34]. NPWT se
referd la un sistem care asigura o presiune de tip
vid, simetricd asupra leziunii [32, 35]. NPWT
ajutd la reducerea contamindrii ranilor, in timp ce,
in acelasi timp, promoveaza formarea tesutului
de granulatie si stimuleazd angiogeneza [35]. Mai
mult, iIn HS genitoperineala, NPWT imbu-
ndtdteste eficacitatea suturilor chirurgicale si
promoveaza vindecarea plagii [32]. intr-o rapor-
tare de caz din 2015 al lui Jianbing T si colab.
privind utilizarea NWPT la pacientii cu HS cu
afectare genitoperineald, autorii noteaza impor-
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pain threshold [29]. NSAIDs, on the other hand,
suppress inflammation and provide pain relief by
inhibiting the prostaglandin synthesis [29].

Second-line options for the management of
nociceptive pain are represented by opiates,
anticonvulsants, such as gabapentin and
pregabalin, as well as second-generation tricyclic
agents and serotonin and norepinephrine
reuptake inhibitors (SNRIs) [29].

4.3. Wound care

Local hygiene is crucial for proper wound
management in patients with HS, therefore,
cleansers are the first step [20]. The appropriate
cleanser may decrease bacterial colonization,
especially if used in combination with antiseptics
[20]. Isotonic normal saline and sterile water are
suitable options for wound hygiene since they
have low cytotoxicity [20]. Concerning anti-
septics, silver and iodine are recommended for
those patients with chronically colonized
wounds [20].

In HS, chronic, relapsing, painful and drain-
ing wounds may be present [31]. According to a
review from 2018 by Kazemi A et al. on the
optimal management for HS wound care, an
appropriate dressing should be conformable to
the anatomical location of HS lesions, highly
absorbent, easily accessible and easily self-
applied, it should have an atraumatic adhesion,
as well as antimicrobial properties [31]. The
authors provide insight on the optimal dressing
for each type of HS lesion [31]. For sinus tracts or
a high drainage nodule, first line recom-
mendation is represented by the use of regular
gauze, while second line options include
hydrofiber with silver and calcium alginate with
silver dressings [31]. Concerning painful wounds
or postoperative wounds after HS surgery, a
silver-impregnated foam is considered suitable
[31].

4.4. Negative pressure dressings

In the last ten years, negative pressure wound
therapy (NPWT) has proven to be a valuable
therapeutic adjunct to radical surgical excision in
patients with perineal HS [32-34]. NPWT refers to
a vacuum-type system which ensures a sym-
metrical mechanical pressure over the lesion [32,
35]. NPWT aids in reducing wound contami-




tanta catorva puncte cheie care ar trebui luate in
considerare atunci cand se opteaza pentru NPWT
ca adjuvant terapeutic [36]:

* Bolile concomitente care pot afecta vinde-
carea, cum ar fi insuficienta suprarenaliana
sau diabetul zaharat trebuie tratate inainte
de aplicarea NPWT [36].

e Pansamentul trebuie schimbat la fiecare 72
de ore pentru a evita infectia bacteriand si
intdrirea buretilor utilizati [36].

® Pentru a preveni blocarea tubului NPWT
din cauza tesutului necrotic, se recomanda
utilizarea irigatiei cu solutie salina [36].

4.5. Antibiotice

Antibioticele orale sunt alese mai mult pentru
efectele lor imunomodulatoare decat antimicro-
biene in tratamentul HS [37]. Combinatia de
clindamicind cu rifampicind este recomandata de
ghidurile europene ca tratament de prima linie in
hidradenita supurativd moderata pana la severa
[38]. In cinci serii retrospective si doud cohorte
prospective, asocierea clindamicinei 300 mg de
douad ori pe zi, cu rifampicing, 300 mg de doua ori
pe zi, timp de 10 pana la 12 saptamani s-a dovedit
a fi eficientd si a fdcut posibild obtinerea unei
remisiuni prelungite [39-43].

Un studiu controlat randomizat de pacienti
cu HS usoara pand la moderatd a ardtat ca
tetraciclina 500 mg de doua ori pe zi timp de trei
luni, nu s-a dovedit superioard in eficacitatea
generald, rezolutia durerii, nodulilor sau abce-
selor in comparatie cu clindamicina topica [44].
Utilizarea alternativa a doxiciclinei (100 mg pe zi)
a fost de asemenea raportata [45].

4.6. Retinoizii

Conform ghidurilor europene, acitretinul
poate fi initiat in stadiile incipiente ale HS,
precum si in stadiile avansate ale bolii cu tracturi
fistuloase si cicatrici. Doza recomandata este de
0,25 pana la 0,88 mg/kg/zi cu o duratd cuprinsa
intre trei luni si un an [30]. Acesta a fost evaluat
in trei studii de cohorta si intr-un studiu mic
controlat randomizat; Insumand 46 de pacienti,
majoritatea in stadiile 2 si 3, ce au primit 0,5-0,6
mg/kg/zi pentru o perioada medie de 3 pana la
12 luni. 63% dintre pacienti au prezentat o
imbunatatire semnificativd [46-49]. Cu toate
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nation, while, at the same time, promotes
granular tissue formation and angiogenesis [35].
Moreover, in genitoperineal HS, NPWT improves
the effectiveness of a primary delayed closure or
a posterior surgical closure with aids (synthetic
matrix or grafts) [32]. In a case report from 2015
by Jianbing T et al. on the use of NWPT in HS
patients with genitoperineal involvement, the
authors shed a light on the importance of a few
key points which should be taken into
consideration when opting for NPWT as a
therapeutic adjunct [36]:

e Concomitant diseases which may affect
healing, such as adrenal insufficiency or
diabetes mellitus should be treated prior to
NPWT [36].

e The dressing should be changed every 72
hours in order to avoid bacterial infection
and sponge hardening [36].

o To prevent the blockage of the NPWT tube
from the necrotic tissue, the use of saline
irrigation is recommended [36].

4.5. Antibiotics

Oral antibiotics are chosen more for their
immunomodulatory rather than antimicrobial
effects in the treatment of HS [37]. The combi-
nation of oral clindamycin with rifampicin is
recommended by European guidelines as a first-
line treatment in moderate-to-severe hidradenitis
suppurativa [38]. In five retrospective series and
two prospective cohorts, the association of Clin-
damycin, 300 mg twice daily, and Rifampicin, 300
mg twice daily, for 10 to 12 weeks, proved to be
very effective and made it possible to achieve
prolonged remission [39-43].

A small randomized controlled trial of
patients with mild to moderate HS showed that
tetracycline, 500 mg twice daily for three months,
has not been proven to show any difference in the
assessment of overall effect, soreness, nodules, or
abscesses compared to topical clindamycin [44].
The alternative use of doxycycline (100 mg daily)
is also reported [45].

4.6. Retinoids

Acitretin can be started as the treatment in the
early stages of HS as well as the chronic stage of
the disease with sinus tracts and scarring,
according to the European guidelines. The
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acestea, nu este recomandat femeilor aflate la
varsta fertila [50].

Alitretinoinul are o actiune farmacologica
similara cu acitretinul, dar durata sa de viatd mai
scurtd (doar cateva sdptdmani) il transforma intr-
o optiune mai buna pentru femeile aflate la vérsta
fertild. Intr-un studiu de tip serie de 14 pacienti
din anul 2015 s-a aratat o imbunatdtire a scorului
Sartorius in 78,5% din cazuri dupd 24 de
sdptdmani de tratament la o dozd de 10 mg/zi
[51].

4.7. Terapia biologica

Adalimumab (anti-TNF alfa), cu admini-
strare subcutanatd, a primit aprobarea de la
Administratia pentru Alimente si Medicamente
din Statele Unite si de la Agentia Europeana
pentru Medicamente pentru tratamentul HS
moderate sau severe [52, 53]. Doud studii clinice
randomizate recente, Pioneer I si II, au aratat rate
de raspuns clinic mai mari in saptimana 12 la
pacientii care au primit adalimumab (160 mg in
ziua 1, 80 mg In ziua 15 si o injectie de 40 mg in
fiecare saptdmand incepand cu saptdmana 4) in
comparatie cu grupul placebo [54]. Potrivit
publicatiilor elaborate de Zouboulis si colab.,
tratamentul cu adalimumab nu trebuie continuat
la pacientii fard raspuns terapeutic in siptdimana
12 (ameliorare cu mai putin de 25% a abceselor si
nodulilor inflamatori) [55].

Un studiu placebo-controlat care a evaluat
infliximab 5 mg/kg in saptdmanile 0, 2, 6 si apoi
la fiecare 8 sdptdmani, a raportat eficienta si
siguranta sa in HS [56]. Deocamdatd nu exista
dovezi suficiente care sd permitd recomandari ale
altor terapii biologice precum etanercept,
anakinra, ustekinumab, canakinumab sau
secukinumab [57].

5. Management chirurgical

Tratamentul chirurgical poate fi efectuat in
orice stadiu al bolii Hurley, de la debridarea
punch, incizie si drenaj pe noduli inflamatori
individuali sau tracturi fistuloase, pand la excizia
largd in cazurile severe, rezervata de obicei bolii
Hurley in stadiul III [58, 59]. Nu existad
recomandari chirurgicale clar stabilite. Alegerea
tehnicii operatorii adecvate depinde de natura
acutd sau cronicd a bolii, de locul afectat, de
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recommended dose is 0.25 to 0.88 mg/kg/d with
a duration ranging from three months to one year
[30]. It has been evaluated in three cohort studies
and in a small randomized controlled trial - in
total 46 patients, mostly in stages 2 and 3,
receiving 0.5-0.6 mg/kg/day for an average
period of 3 to 12 months. 63% of patients showed
significant improvement [46-49]. However, it is
not recommended for women of childbearing
age, as they should not conceive for 3 years, even
after stopping treatment [50].

Alitretinoin has a similar pharmacological
action to acitretin, but its shorter lifespan (only a
few weeks) makes it more attractive to women of
childbearing age. A series of 14 patients was
reported in 2015 showing an improvement in the
Sartorius score in 78.5% of cases after 24 weeks of
treatment at a dose of 10 mg/day [51].

4.7. Biological therapy

Subcutaneous adalimumab, a TNF-a blocker,
received approval from the United States Food
and Drug Administration and the European
Medicines Agency for the treatment of moderate
to severe hidradenitis suppurativa [52, 53]. Two
recent RCTs, Pioneer I and II, showed higher
clinical response rates at week 12 in patients
receiving adalimumab (160 mg on day 1, 80 mg
onday 15, and a 40 mg injection every week from
week 4 onwards) as compared to placebo groups
[54]. According to Zouboulis et al, the adali-
mumab treatment should not be continued in
non-responders at week 12 (less than 25%
improvement in abscesses and inflammatory
nodules) [55].

A small placebo-controlled trial evaluating
infliximab 5 mg/kg at weeks 0, 2, 6 and then
every 8 weeks with an open crossover, reported
the efficacy and safety of infliximab in HS [56].
Other biologics including etanercept, anakinra,
ustekinumab, canakinumab, and secukinumab
need more evidence in HS [57].

5. Surgical management

Surgical treatment may be performed in any
Hurley stage of disease, from punch debride-
ment, incision and drainage on individual
inflammatory nodules or sinus tracts, up until
wide excision in severe cases typically reserved
for Hurley stage III disease [58, 59]. There are no




severitatea si amploarea leziunilor si de co-
morbiditdtile pacientului [39].

5.1. Debridarea punch

Aceasta procedurd, numitd si mini-unroofing,
este recomandatd pentru tratarea nodurilor
inflamatorii in formele acute la pacientii cu
hidradenitd usoara sau moderatd. Obiectivul
acestei aborddri este de a indepdrta unitatea
foliculo-pilo-sebacee inflamatd acut din nodulul
inflamator cu o cantitate micd de tesut
inconjurdtor si, mai important, de a elimina zona
,bulge” (ce contine celulele stem) a unitatii
foliculare, pentru a elimina riscul de recidiva a
leziunilor [38, 57, 59, 60].

5.2. Incizia si drenajul

Incizia si drenajul pot fi folosite ca modalitate
de tratament In cazurile acute cu noduli sau
abcese fluctuante, sensibile, cu acumulare de
puroi. Aceasta procedura este indiscutabil bene-
ficd in ameliorarea durerii acute si a suferintei. Cu
toate acestea, aceastd abordare nu indeparteaza
unitatea foliculo-pilo-sebacee; ca atare, oferd doar
o usurare pe termen scurt si este asociatd cu un
risc ridicat de recidiva de pand la 100% [61-63].

5.3. Excizia chirurgicali larga

Este In general acceptat faptul cd excizia
radicald largd a pielii si tesutului patologic este
singura abordare curativd In stadiile II si III
Hurley [30]. Excizia largd se defineste prin inde-
pértarea completd a leziunii cu o margine lateralad
de piele sdndtoasa de 1 panad la 3 cm, dar si tesut
profund a carui limita se stabileste preoperator
prin tehnici imagistice de tip ecografie sau
rezonantd magneticd [30]. Alternativ, utilizata
pentru a evidentia marginile laterale si profunde
ale exciziei chirurgicale, se poate efectua injec-
tarea intraoperatorie de metil violet, iod amidon
sau apd oxigenatd in tracturile fistuloase [64-67].
O abordare chirurgicald multidisciplinara (uro-
log, proctolog, ginecolog, chirurg plastician) este
esentiald din cauza prezentei sfincterelor si a
riscului pe termen lung de aparitie a cicatricilor
retractile responsabile de prolaps vulvar, stenoza
sau incontinentd anald. Ratele de recurenta pe
zona tratatd sunt cele mai scdzute aici, intre 0 si
15% in functie de raportari [68].
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clearly established surgical recommendations.
The choice of the appropriate operative approach
depends on the acute or chronic nature of the
disease, the affected site, the severity and extent
of the lesions, and patient’s comorbidities [39].

5.1. Punch debridment

This procedure, also called mini- unroofing,
is recommended to treat acute inflammatory
nodes typically in patients with mild or moderate
HS. The objective of this approach is to remove
the acutely inflamed folliculo-pilosebaceous unit
within the inflammatory nodule with a small
amount of surrounding tissue, and, more
importantly, to remove the "bulge" area
(containing the stem cells) of the follicular unit, to
eliminate the risk of recurrence of the lesions [38,
57,59, 60].

5.2.Incision and drainage

Incision and drainage can be used as a
treatment modality in acute cases with tender
fluctuant nodules/abscesses with pus accumu-
lation. This procedure is undisputedly beneficial
in relieving acute pain and suffering. However,
this approach does not remove the folliculo-
pilosebaceous unit; as such, it provides only
short-term relief and is associated with a high
risk of recurrence of up to 100% [61-63].

5.3. Wide surgical resection

There is overall agreement that radical wide
excision of all involved skin and tissue is the only
curative approach in Hurley stages II and III [30].
It is defined by complete excision of the lesion
area with a lateral margin of healthy skin of 1 to
3 cm associated with a deep margin of healthy
tissue, if necessary, specified by a preoperative
magnetic resonance imaging or ultrasound to
assess the depth of the sinuous tract [30].
Alternatively, intraoperative injection of methyl
violet, iodine starch or hydrogen peroxide into
the fistulous tracts can be used to define the
lateral and deep margins of the surgical excision
[64-67]. A multidisciplinary surgical approach
(urologist, visceral/proctologist, gynaecologist,
plastic surgeon) is essential due to the presence of
sphincters and the long-term risk of retractile
scars responsible for vulvar gaping, stenosis, or
anal incontinence. The recurrence rates on the
treated area are the lowest here, between 0 and
15% depending on the series [68].
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6. Tehnici de reconstructie adecvate

Au fost descrise mai multe modalitdti de
reconstructie dupd excizia chirurgicald, inclusiv
inchiderea per primam, vindecarea per secun-
dam, aplicarea grefelor de piele sau inchiderea cu
lambou [69].

In ciuda numeroaselor tehnici chirurgicale si
reconstructive disponibile, nu existd inca un
consens general asupra tehnicii chirurgicale
optime [68, 70, 71]. in zonele inghinale si ano-
genitale, vindecarea per secundam este favo-
rizatd de unii autori [72, 73]. Avantajele mentio-
nate sunt mobilizarea imediatd a pacientului,
cicatrizarea acceptabild, integrarea rapida in viata
de zi cu zi si un risc scdzut de recidiva si com-
plicatii [34, 67]. Conform unui review sistematic
condus de Mehdizadeh et al., ratele de recurenta
dupd excizia largd sunt de 15% in inchiderea per
primam, 8% in lambouri si 6% in grefare. Studiul
noteaza, de asemenea, cd vindecarea per
secundam a avut rate de recurentd mult mai
scazute [68].

Carcinomul spinocelular, formarea de fistule
perianale, limfedemul pubo-genital au fost
raportate in literatura stiintificd drept cele mai
severe complicatii ale HS genitoperineale [74, 75].

7. Concluzii

fn concluzie, HS genitoperineals este o afec-
tiune care necesitd o abordare multidisciplinara
(specialisti in dermatologie, chirurgie plastica si
reconstructiva, urologie, ginecologie, boli infec-
tioase, microbiologie) si multimodald (manage-
ment medical si chirurgical).Desi comunitatea
medicald tinteste spre succesul terapeutic prin
remisia bolii pe termen indelungat, pentru a oferi
astfel de rezultate este necesard dezvoltarea de
noi terapii cu eficientd superioard celor existente.

Finantare: Aceastd lucrare a fost sustinuta de
un grant al Ministerului Cercetdrii, Inovarii si
Digitalizarii, CNCS/CCCDI — UEFISCDI, numa-
rul de proiect PN-III-P1-1.1-PD-2019-1225, in
cadrul PNCDI 1II.
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6. Suitable reconstruction
techniques

Several reconstructive modalities after
surgical excision have been described, including
primary closure, healing by secondary intent,
split-thickness skin graft (STSG), and flap closure
[69].

Despite the many available surgical and
reconstructive techniques, there is still no general
consensus on the optimal surgical technique [68,
70, 71]. In the inguinal and anogenital areas,
secondary intention healing is favoured by some
authors [72, 73]; the advantages mentioned are
immediate mobilization of the patient, acceptable
scarring, rapid integration into everyday life, and
a low risk of recurrence and complications [34,
67]. According to a systematic review by
Mehdizadeh et al., recurrence rates after wide
excision are 15% in primary suture, 8% in flaps,
and 6% in grafting. The study notes also that
healing with secondary intention had much
lower recurrence rates [68].

Squamous cell carcinoma, perianal fistula
formation, pubogenital lymphedema have been
reported in the scientific literature as the most
serious complications of HS [74, 75].

7. Conclusions

In conclusion, genitoperineal HS is a debili-
tating disease that requires a multidisciplinary
(dermatology, plastic surgery, urology, gynae-
cology, infectious disease, microbiology spe-
cialists) and multimodal approach (medical and
surgical management). Although the medical
community strives towards long-term remission,
the emergence of new therapies is mandatory to
offer such results.

Funding: This work was supported by a
grant of the Ministry of Research, Innovation and
Digitization, CNCS/CCCDI — UEFISCD], project
number PN-III-P1-1.1-PD-2019-1225, within
PNCDI III.
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