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Perianal hidradenitis suppurativa, a chronic recurrent inflamma- 
tory disease of apocrine glands, adjacent anal canal skin, and soft 
tissues, is characteristically ignored and misdiagnosed. A retro- 
spective analysis of 43 patients with perianal hidradenitis sup- 
purativa was performed; 40 patients (93 percent) were male and 
3 (7 percent) were female, with a median age at presentation of 29 
years. Symptoms, including pain, swelling, purulent discharge, 
and pruritus, had been present for a median of six years. Diag- 
noses at the time of presentation included pilonidal disease (28 
percent), a n a l ~ t u l a  (37 percent), and perirectal abscess (16 per- 
cent). Assoc'tafed medical conditions included diabetes (12 per- 
cent) and obesity (12 percent), and 70 percent of the patients were 
smokers. Once the correct diagnosis was established, 72 percent 
of patients had wide local excision with healing by secondary 

Poster presentation at the meeting of the American Society of 
Colon and Rectal Surgeons, Toronto, Ontario, Canada, June 11 to 
16, 1989. 

Address reprint requests to Dr. Schoetz: Department of Colon 
and Rectal Surgery, Lahey Clinic Medical Center, 41 Mall Road, 
Burlington, Massachusetts 01805. 

*Present address: Department of Surgery, New England Dea- 
coness Hospital, 110 Francis Street, Boston, Massachusetts 02215. 

From the Department of Colon and Rectal Surgery, Lahey 
Clinic Medical Center, Burlington, Massachusetts 

intention, and 28 percent of patients had incision and drainage or 
limited local excision. Although 67 percent of the patients had 
recurrence of disease after initial treatment, wide excision was 
more successful in preventing recurrence. Skin grafting failed 
uniformly, and colostomy was rarely necessary. Despite its rela- 
tively common occurrence, perianal hidradenitis suppurativa is 
infrequently diagnosed correctly and recurs in many patients de- 
spite appropriate surgical treatment, making the disease a source 
of frustration for surgeon and patient alike. [Key words: Apo- 
crine glands; Perianal hidradenitis suppurativa] 

HIDRADENITIS SUPPURATIVA IS a chronic r e c u r r e n t  
suppurative disease of the apocrine glands and adja- 
cent connective tissue that commonly involves the ax- 
illa, groin, areola of the nipple, external genitalia, and 
perianal area. Because perianal hidradenitis suppu- 
rativa (PHS) often presents as a difficult and confus- 
ing clinical condition, it is not only frequently misdi- 
agnosed but in many patients, recurs even after ade- 
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quate treatment. We present a series of patients with 
PHS to identify the clinical characteristics, review the 
common symptoms, and discuss the principles of sur- 
gical treatment. 

Materials and Methods 

A retrospective review of 43 patients with PHS 
treated at the Lahey Clinic Medical Center between 
March 1962 and December 1987 was performed. All 
patients were treated by one of six surgeons; follow- 
up results were assessed at the last documented out- 
patient visit. Diagnosis was confirmed by pathological 
examination of affected tissue. Assessment of recur- 
rence and flare-up was based on symptoms and clin- 
ical signs at the time of follow-up examinations. 

Results 

Forty-three patients were treated for PHS, includ- 
ing 40 males and 3 females; all patients were white. 
The median age at presentation was 29 years (range, 
12 to 68 years). Symptoms (Table 1) had been present 
for a median of six years before the correct diagnosis 
was made. At presentation, 81 percent (35 patients) 
had a diagnosis other than PHS, including anal fis- 
tula, pilonidal disease, and perirectal abscess (Table 
2). Concomitant medical conditions included ciga- 
rette smoking, diabetes mellitus, ache, and obesity 
(Table 3). Two patients had Crohn's disease involving 
the small bowel but neither had histologic evidence of 
anal Crohn's disease. No patient had a malignant tu- 
mor. 

All patients were treated surgically with one of four 
techniques (Table 4). Thirty-one patients underwent 
wide local excision of affected skin and subcutaneous 
tissue down to normal fascia or fat with subsequent 
healing by secondary intention; in two of these pa- 
tients, a split thickness skin graft was subsequently 
per formed.  Six patients underwent  incision and 
drainage only, and four patients underwent local un- 
roofing of the affected subcutaneous fistula, leaving 
the base of the area behind for subsequent healing by 
secondary intention. Two patients underwent divert- 
ing colostomy with wide local excision of the area. 

Patients were followed for a median of 10 months 

TABLE 1. Signs and Symptoms (N = 43) 

Symptom Percent* 

Purulent discharge 63 
Pain 53 
Swelling 23 
Pruritus 10 
Bleeding 10 
Erythema < 1 

*Some patients had more than one sign or symptom. 

TABLE 2. Initial Diagnosis (N = 43) 

Number of Patients 
Diagnosis (Percent) 

Anal fistula 16 (37) 
Pilonidal disease 12 (28) 
Perirectal abscess 7 (16) 
Perianal hidradenitis suppurativa 8 (19) 

TABLE 3. Associated Conditions 

Number of Patients 
Condition (Percent) 

Smoking 30 (70) 
Diabetes mellitus 5 (12) 
Obesity 5 (12) 
Crohn's disease 2 (5) 

TABLE 4. Initial Surgical Procedures (N = 43) 

Number of Patients 
Procedure (Percent) 

Wide local excision 31 (72) 
Incision and drainage 6 (14) 
Local unroofing 4 (9) 
Colostomy/excision 2 (5) 

(range, 2 months to 8 years). Six patients were lost to 
follow-up. The median time required for adequate 
healing of wounds was 3 months (range, 2 to 12 
months). 

Additional hidradenitis-related problems devel- 
oped in 29 patients. Nine patients had a recurrence of 
PHS in the surgical site, 12 patients had episodes of 
PHS in the perianal region in a site separate from the 
initial surgical site, and 8 patients had a flare-up of 
hidradenitis elsewhere, including the axilla and groin 
(Table 5). Recurrences occurred at a median of 3 
months after surgical treatment (range, 3 weeks to 15 
years). Of  the patients experiencing a recurrence or 
flare-up in the perianal area, 10 patients (48 percent) 
had a single episode whereas 11 patients (52 percent) 
had two, three, or more episodes (Table 6). All of  the 
patients who had a single recurrence in the operative 
site were treated with wide local excision; in all pa- 
tients, the new wounds healed within 10 months of 
the secondary procedure. Patients who had a flare-up 
in a different perianal area were also treated with 

TABLE 5. Recurrence or Flare-up of Hidradenitis (N = 29) 

Number of Patients 
Location (Percent) 

Recurrence (operative site) 9 (31) 
Flare-up (perianal, not operative site) 12 (41) 
Other sites 8 (28) 
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TABLE 6. Number of Recurrences and Flare-ups in Perianal Area 
Requiring Further Treatment (N = 21) 

N u m b e r  o f  Patients  
N u m b e r  (Percent) 

1 10 (48) 
2 3 (14) 
3 5 (24) 

>3  3 (14) 

wide local excision; in 50 percent of  these patients, 
the wounds healed within 10 months. All other pa- 
tients required as many as three excisions, with ade- 
quate healing in the majority of  the patients within 3 
years. Three patients continued to have flare-ups in 
the perianat area despite adequate surgical treatment, 
and two of the patients required a diverting colos- 
tomy as an added therapeutic intervention. In both of 
these patients, additional excisions were necessary de- 
spite the colostomy (Table 7). 

Seventy-nine percent of  the patients who did not 
have a recurrence after the first t reatment were 
treated with wide local excision; 21 percent were 
treated by one of  the other treatment modalities (Ta- 
ble 8). Thirty-six percent of  the patients initially 
treated with wide local excision did not require a sec- 
ond procedure; 25 percent of the patients treated 
with other modalities were cured after the first pro- 
cedure. 

Both of  the patients who had a diverting colostomy 
as primary treatment required additional surgical 
procedures as well as reversal of the colostomy. An- 
tibiotics were used in 30 percent of patients, but this 
did not prevent recurrence or flare-up in the majority 
of  patients. 

Discussion 

Hidradenit is  suppurat iva has baffled clinicians 
since it was originally described by Velpeau 1 in 1832 
and named by Verneuil 2 in 1864. Perianal hidraden- 

iris suppurativa can mimic several common anal prob- 
lems. The majority of  our patients had been treated 
for other conditions that are usually associated with 
anal sepsis, such as perirectal abscess, pilonidal dis- 
ease, and anal fistula. In an extensive review of pa- 
tients who had conditions involving anal sepsis, 
Jackman 3 concluded that one must always consider 
PHS in these patients. In the first American series of  
22 patients reported by Brunsting, 4 12 patients had 
perianal involvement. 

Hidradenitis suppurativa affects the perianal re- 
gion quite frequently, but unlike other septic or fis- 
tulizing processes around the anus, it infrequently 
connects with the anal canal or rectum, involving the 
most distal area of  the anus superficial to the external 
sphincters. 3'5 Most of  the early reports on the disease 
described several deep subcutaneous nodules that 
later coalesced to form cords deep in the subcutane- 
ous tissue and subsequently formed mature fistu- 
las? '6 

Although reports on racial and gender predilection 
vary, the disease seems to affect blacks more fre- 
quently than whites, and perianal hidradenitis is pre- 
dominant in males? '7 In our series, the majority of 
patients were indeed male; all of  the patients were 
white. 

Hidradenitis suppurativa has been reported to oc- 
cur in patients who have oily skin, acne, or have a 
number of endocrine disturbances, including obesity 
and Cushing's syndrome, s Diabetes mellitus and obe- 
sity were common in our series. Patients with these 
disorders are usually prone to recurrent infections 
and may have problems in the healing of  common 
inflammatory skin disorders. 

We report  for the first time an interesting yet un- 
explained association between cigarette smoking and 
PHS. This association was noted in 70 percent of  the 
patients in our series and may be due to the effect of  
nicotine on the exocrine glands? Initially, nicotine 

TABLE 7. Treatment and Outcome in 21 Patients With Flare-up or Recurrent Perianal Hidradenitis Suppurativa 

T r e a t m e n t  
N u m b e r  o f  N u m b e r  o f  O u t c o m e  
Recur rences  Patients  WLE U R  DC Heal ing  T i m e  

Opera t ive  site 

1 6 6 - -  - -  10 M o n t h s  (6/6) 
2 . . . .  
> 3  3 2 1 - -  10 Months ,  2 Years, 5 Years 
TOTAL 9 8 1 0 

New site 

1 3 3 - -  - -  10 Mon ths  (3/3) 
2 3 3 - -  - -  1 Year  (3/3) 
> 3  6 6 2 2 2 Years (2), 5 Years  (2), > 5  Years (2) 
TOTAL 12 l 2 2 2 

WLE:  wide local excision; UR: unroof ing ;  DC: d iver t ing  colostomy/excision.  
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TABLE 8. Initial Surgical Treatment in Patients Without Recurrence 
(N -~ 14) 

Number of Patients 
Treatment (Percent) 

Wide local excision 11/14 (79) 
Incision and drainage/unroofing 3/14 (21) 

stimulates secretion in these glands but eventually in- 
hibits normal function, possibly providing a mecha- 
nism that helps plug the gland and starts an inflam- 
matory reaction. 

Donsky and Mendelson, 8 Zachary et a l . ,  1~ and 
Jackman 11 reviewed the reports of cancer arising in 
patients with hidradenitis and found a total of  12 
cases, with an incidence of  3.2 percent. In most cases, 
cancer arose in an area affected with the disease for 
more than 10 years. There were no instances of PHS 
complicated by cancer in our series. 

The treatment of  patients with PHS is primarily 
surgical. In 1933, Lane 6 reviewed the world literature 
and concluded that patients with severe chronic dis- 
ease should undergo excision of the involved area. 
Many other  acceptable treatments have been re- 
ported, including simple incision and drainage fol- 
lowed by radiotherapy, 3'4 excision and immediate 
skin grafting, 4'12'13 diverting colostomy, 7'14 and exte- 
riorization of  the base of  the affected area. 5 In our 
series, the majority of  patients (75 percent) were 
treated with excision of  the area down to normal tis- 
sue with subsequent  granulat ion of  the defect.  

.7 13 Thornton and Abcarian and Masson have recom- 
mended this form of treatment and reported no in- 
crease in morbidity or hospital stay when this treat- 
ment was compared with excision and skin grafting 
or unroofing of  the affected segment. Diverting co- 
los tomies  have been  p r o p o s e d  by Ching  and 
Stahlgren 14 for patients with severe PHS affecting the 
entire perianal area. In such patients, we usually per- 
form staged wide local excision of  affected areas. 
With this approach, we do not perform a colostomy 
unless clear evidence exists that the sphincters will be 
permanently damaged or an extensive open wound 
will result that will require fecal diversion for ade- 
quate hygiene. These are distinctly unusual situations 
that occurred in only two of our patients. 

The rate of recurrence of  PHS in our series was 21 
percent. However, 44 percent of  the patients treated 
had a flare-up of  the disease elsewhere in the perianal 
region or in another location. This was probably due 
to generalized apocrine gland dysfunction. Most of 
the recurrences were treated adequately by wide local 
excision of  the diseased area with healing by second- 
ary intention. At initial presentation, wide local exci- 

sion is the treatment of  choice in the majority of pa- 
tients; most recurrences should be treated similarly. 
In some of our patients, recurrence occurred because 
careful staged excision of  the diseased quadrants was 
performed to conserve the sphincters and to preserve 
normal anatomy. This approach may have left resid- 
ual foci of disease, which required later excision. Anal 
incontinence did not develop in any patient as a con- 
sequence of operation. 

Conclusion 
Perianal hidradenitis suppurativa can be difficult to 

diagnose. Careful quadrant excision down to normal 
fascia or fat cures the disease in the majority of  pa- 
tients and avoids excessive loss of  tissue in the peri- 
anal area. Even though recurrence of  disease is not 
uncommon, in most patients it can be treated appro- 
priately with further wide local excision with the ex- 
pectation of  ultimate cure. Because the apocrine 
gland area is diffuse, treatment in almost all patients 
should be directed at symptomatic areas without ex- 
tensive resections or proximal colostomies. 
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