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Abstract
Introduction: Hidradenitis suppurativa is a chronic inflammatory disease affecting the skin of the axillae, groin,
and perineum. It has many known sequelae including psychological stress, lymphedema, scarring, and fistula
formation.
Case Presentation: TS is a 56-year-old male with a long history of hidradenitis affecting all of the classic areas.
He has had excision and skin grafting of his axillae. He has also suffered from extensive involvement of his groin
and perineum. Approximately 5 years ago he developed a spontaneous colocutaneous fistula at his umbilicus that
eventually required surgical management.
Discussion: This is a new and unique presentation of hidradenitis that highlights the extensive morbidity caused
by the disease. There are no other reports of hidradenitis affecting intra-abdominal tissues. Hidradenitis can be
chronic and indolent, or it can be devastating. While multiple medical therapies exist, surgery is the only true cure.
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Introduction
Hidradenitis Suppurativa is a chronic, recurrent, inflammatory
disease of the skin, initially presenting as tender subcutaneous nodules
that spontaneously rupture or coalesce to form deep dermal,
exquisitely painful abscesses. The inflammatory abscesses ultimately
heal producing fibrosis, dermal contractures, and induration of the
skin. It is most often seen in the second or third decade of life with a
prevalence of 1-4%. The most common location of disease is the
axilla (70%) followed by the perineum and groin. Once believed to be
the result of apocrine gland infection it is now considered a disease of
follicular occlusion [1].
There are several documented sequelae of chronic hidradenitis.
With recurrent flares the skin becomes thickened and scarred in the
areas affected [2]. Also, sinus tracts can form and drain purulent fluid
[3]. It is well known that perianal fistulas can result from repeated
flares [4,5]. There is also documentation of urethral fistula formation
when inflammation occurs on the penis [6].

Case Presentation

He has since been seen by a urologist and has been intermittently
catheterized.
For 5 years TS has had sporadic drainage from his umbilicus that
began to appear feculent [Figure 1]. He underwent a colonoscopy that
was not completed due to sharp bends in the sigmoid colon that could
not be negotiated safely. The mucosa however appeared normal at that
time with no stigmata of inflammatory bowel disease. A subsequent
CT scan showed irregular soft tissue density in the anterior pelvis with
soft tissue tracts extending to the umbilicus, encasing the sigmoid
colon, and inseparable from the superior border of the bladder
[Figures 2-4].

Figure 1: Photo of TS’s abdominal wall with chronic hidradenitis
and umbilical colocutaneous fistula.

TS is a 56 year old African American male with a past medical
history of diabetes mellitus type 2, controlled with diet and infrequent
insulin, and hidradenitis suppurativa for 29 years. The hidradenitis
initially involved only his axillae and at that time he underwent
excision and skin grafting bilaterally with good results. Since then he
has developed significant groin and perineal disease. He has been
treated multiple times for perianal fistulae and his numerous flares
have left his genitals scarred and dysmorphic. He developed urethrocutaneous fistulae at his ventral penoscrotal junction seven years ago.
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Figure 2: CT scan showing abdominal wall inflammation from
hidradenitis.

Figure 5: Histology specimen showing abscess formation in the
colonic submucosa with intact, non-inflamed epithelium.

Figure 3: CT scan showing colocutaneous fistula at the level of the
umbilicus.
Figure 6: Histology from surgical specimen showing inflammation
and abscess formation in the colonic submucosa and muscularis
propria.

Discussion

Figure 4: CT scan showing inflammation involving the bladder and
sigmoid colon.
TS underwent a laparoscopic sigmoid colectomy with creation of a
diverting loop ileostomy. At the time of surgery his sigmoid colon was
noted to be adherent to the anterior abdominal wall requiring difficult
dissection. His post-operative course was complicated by a prolonged
ileus. His pathology report showed “Colonic fistula with abscess
formation associated with marked acute and chronic inflammation
and extensive fibrosis. Acute serositis. Negative for malignancy.”
There was no evidence of neoplasm, diverticulitis, or inflammatory
bowel disease. Histologic slides are significant for abscess formation in
the submucosa and muscularis propria [Figures 5 and 6]. There was no
inflammation of the colonic mucosa.
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We believe this case is the first documentation of hidradenitis with
intra-abdominal sequelae. Our literature search did not reveal any
cases of hidradenitis involving abdominal organs. TS had chronic
inflammation and lymphedema of his groin that progressed to his
abdominal wall and subsequently developed a colocutaneous fistula.
He has no history of intra-abdominal pathology. Histologic
examination of his surgical specimen shows inflammation spreading
from the abdominal wall towards the bowel, not vice-versa. This
inflammation involved a substantial amount of sigmoid colon as well
as bladder. Based on this, our belief is that the cause of his
colocutaneous fistula is chronic hidradenitis suppurativa rather than
inflammatory bowel disease or another intra-abdominal process.
Hidradenitis suppurativa, or acne inversa, is a disease that can cause
significant morbidity as a result of the chronic relapsing inflammatory
reaction in the axillae, groin, and perineum. The many known
consequences of hidradenitis include psychological stress,
lymphedema, fistulae, cancer, and even death [2,4,5,7-12].
Initial treatment of HS is often medical with topical agents,
antibiotics, and proper hygiene. Often patients will present with
subcutaneous abscess which are treated with incision and drainage.
Then, depending on the individual circumstances, the patient is
allocated to one of the multiple forms of nonsurgical management or
to further surgery with curative intent once local inflammatory
changes subside. Patients who present with an infected sinus tract and
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surrounding cellulitis may benefit from immediate unroofing and of
the tract and delayed further intervention.
For cure in the elective setting, the entire affected area must be
excised down to the subcutaneous fat. Then the resulting wound can
be closed primarily without tension, or by secondary intention for
larger wounds. Perineal and perianal wounds so treated rarely require
a colostomy. Large wounds may also be treated by immediate or
delayed split thickness skin graft. The recurrence rate after wide
surgical excision has been reported at 0% for perianal disease, 3% for
axillary disease and 37% for inguinoperineal disease [13].
The 10 year experience of Kagan et al shows promise for treating
chronic hidradenitis with excision and primary closure, excision and
healing by secondary intention, and excision and grafting based on
their algorithm [14]. They treated patients with medically refractory
hidradenitis and had no recurrences at their operative sites. While
medical therapy should be first line treatment, surgical excision is the
only curative option, and is often necessary in extensive disease
[4,5,7,8,10].
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