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ABSTRACT

Hidradenitis suppurativa (HS) is a chronic, recurrent, 
inflammatory skin disorder that increasingly affects pediatric 
and adolescent populations, with up to half of patients 
reporting symptom onset before adulthood. Most cases arise 
during early adolescence (ages 12–15) and show a marked 
female predominance. Early-onset HS is more likely in those 
with a positive family history and is associated with more 
extensive disease. Diagnostic delays and misdiagnoses are 
common due to clinical overlap with other skin conditions 
and under-recognition by providers, contributing to 
significant physical and psychosocial morbidity, including 
pain, disfigurement, malodor, and impaired quality of life. 
Pediatric HS is frequently associated with comorbidities such 
as obesity, acne, polycystic ovary syndrome, type 2 diabetes, 
inflammatory bowel disease, and psychiatric conditions like 
anxiety and depression. The pathogenesis in this population 
is multifactorial, involving genetic predisposition, hormonal 
influences, early puberty, and modifiable risk factors such 
as obesity. These factors collectively contribute to disease 
severity and underscore the need for hormonal evaluation in 
affected children. The psychosocial impact of pediatric HS is 
profound, often affecting self-esteem, social functioning, and 
mental health. Management of pediatric HS is challenging 
due to the absence of formal guidelines and limited pediatric-
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specific data. Current treatment approaches rely heavily on 
adult studies, with topical and systemic antibiotics used for 
mild to moderate disease, and biologics (e.g., adalimumab, 
approved for patients ≥ 12 years), hormonal agents, and 
procedural interventions for more severe cases. However, 
evidence regarding treatment safety, long-term outcomes, 
and optimal strategies in this age group remains scarce. There 
is an urgent need for prospective, pediatric-focused studies 
to better define epidemiology, characterize comorbidities, 
and establish age-appropriate management strategies. 
Inclusion of pediatric patients in clinical trials is crucial for 
developing evidence-based, developmentally sensitive care 
and enhancing outcomes for this vulnerable population.

Keywords: Pediatric Patients, Skin Disorder, Obesity, Children, 
Psychiatric Disorders.

INTRODUCTION

Hidradenitis Suppurativa (HS) is a chronic, inflammatory skin 
disorder that primarily affects the apocrine gland-bearing 
regions, such as the axillae, groin, and anogenital areas. It is 
characterized by painful nodules, abscesses, sinus tracts, and 
scarring, making it not only physically debilitating but also a 
source of significant psychosocial distress. While HS is more 
commonly recognized in adults, its presence in pediatric and 
adolescent populations is becoming increasingly evident. In 
these younger individuals, the onset of symptoms can occur 
at an early age, leading to a long-term and persistent burden 
as the disease progresses through the years [1-6].

Epidemiologically, HS is considered a rare condition, with 
prevalence ranging from 0.1% to 1.0% in the general 
population. However, specific data on the prevalence of 
HS in pediatric populations remains limited. In terms of sex 
distribution, both adult and pediatric HS (pedHS) tends to 
affect females more frequently than males, with a female-
to-male ratio of approximately 3:1. The disease tends to 
manifest after puberty, with many children and adolescents 
showing early signs during their teenage years. Children 
with HS may experience significant psychological impacts, 
including anxiety, depression, and social isolation. The stigma 
associated with visible skin lesions further exacerbates these 
emotional struggles. Thus, the psychosocial burden of HS in 
younger individuals is profound, with long-term effects on 
mental health and social development [1-6].

This early onset of disease can complicate the trajectory of 

care and lead to considerable delays in diagnosis. Studies 
suggest that up to 30% of individuals who later develop HS 
have symptoms that begin before the age of 18, indicating 
that the disease can have a substantial early impact on youth 
[1,2,5,6]. This delay is due in part to the lack of awareness 
among both patients and healthcare providers, leading to 
missed opportunities for early intervention that could reduce 
the severity of the disease and its long-term consequences.

Despite the recognition of HS in pediatric populations, there 
remains a significant gap in pedHS research. Most current 
literature on HS focuses on adult populations, and the few 
available pediatric studies come from small retrospective 
cohorts or case series, which frequently extrapolate findings 
from adult data. As a result, pediatric-specific diagnostic 
criteria, treatment strategies, and long-term outcome data 
are still largely underdeveloped, leaving healthcare providers 
with limited evidence to guide their clinical decisions [1-3,5,7]. 
This underscores the urgent need for focused research to 
better understand how HS affects children and adolescents 
and to develop tailored management protocols that consider 
the unique challenges of this age group.

The current review aims to synthesize the existing literature 
on pedHS, focusing on several key areas. First, it seeks to 
examine the epidemiology, clinical features, pathogenesis, 
comorbidities, psychosocial impacts, and treatment options 
for pedHS. Second, it aims to identify the gaps in knowledge, 
particularly those pertaining to the pediatric population, and 
to highlight the critical areas that require further research and 
attention. By addressing these knowledge gaps, the review 
aims to help guide future research efforts and improve the 
clinical care of children and adolescents suffering from HS.

METHODS

A systematic literature review was conducted using four major 
databases: PubMed, Google Scholar, Scopus, and EMBASE. The 
search encompassed publications from January 1, 2000, to June 
30, 2025. Search terms included combinations of “hidradenitis 
suppurativa,” “acne inversa,” “pediatric,” “adolescent,” “children,” 
and “youth.” Studies were selected based on predefined 
inclusion and exclusion criteria.

Inclusion criteria comprised studies involving participants 
under 18 years of age diagnosed with hidradenitis suppurativa 
(HS), original research articles including cohort studies, cross-
sectional studies, case-control studies, and case series, as well 
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as systematic reviews, meta-analyses, and narrative reviews 
focused on pedHS. Only peer-reviewed articles published in 
English were considered. Exclusion criteria included studies 
focused exclusively on adult populations (>18 years), articles 
not primarily addressing HS, non-peer-reviewed literature 
such as editorials, commentaries, and conference abstracts 
lacking full-text availability, and publications not in English.

RESULTS

The global prevalence of HS has an estimated range from 
0.1% to 2% [8]. In the United States, the point prevalence 
is approximately 0.098%, with the highest rates observed 
among individuals aged 30 to 39 years (0.17%) [9]. PedHS is 
less common, with an estimated overall prevalence of 0.03%. 
Prevalence increases with age during adolescence: 0.11% in 
those aged 15–17 years, 0.03% in ages 10–14, and 0.002% 
in children younger than 9 [10]. Although rare, HS has been 
documented in children as young as six years old [11].

Although HS is traditionally thought to affect young adults 
between ages 20 and 24, recent studies suggest a bimodal 
distribution, with incidence peaks in late adolescence and 
midlife [6,12]. Western studies consistently report a female 
predominance, particularly in early-onset disease, whereas 
research from Asian countries describes a male predominance 
[5,9,10,13-15]. The disease disproportionately affects African 
American and biracial adolescent females, with the highest 
rates reported at 0.53% and 0.25% respectively, although 
some data suggest that prepubescent onset may be more 
common in males [9,10,16].

Many patients report disease onset in childhood or 
adolescence. Up to 50% develop symptoms between ages 10 
and 21, and 7% report onset before age 13 [17,18]. Early-onset 
HS is associated with a higher likelihood of family history, 
indicating a possible genetic component [19].

HS disproportionately affects Black and Latino populations in 
the United States, with greater incidence, severity, and earlier 
onset [16,20]. These disparities may be compounded by 
limited access to dermatologic care and delays in diagnosis, 
contributing to more advanced disease at presentation.

HS diagnosis relies on clinical history, lesion recurrence, and 
characteristic involvement of intertriginous areas [3,5,21]. 
Pediatric lesions resemble those seen in adults and include 
inflammatory nodules, abscesses, double-headed comedones, 

sinus tracts, and varying degrees of scarring. Nodules may 
be encapsulated or ruptured with foul-smelling drainage, 
often mistaken for infection. Severe disease features include 
tunneling sinus tracts and dense scarring [1,3].

A multicenter review of 481 pediatric patients identified cysts 
or abscesses and tenderness as the most common presenting 
features. Dermatologic evaluations frequently revealed 
pustules, papules, comedones, nodules, ulcers, and sinus 
tracts [5]. The axillae are the most commonly affected site (75–
85%), followed by the groin (47–58%) and buttocks (6–27%) 
[5,16]. Axillary involvements are more common in males, while 
groin involvement predominates in females [22]. Early-onset 
disease is often more extensive in distribution but not worse 
in disease severity by Hurley staging [19].

Pediatric HS is frequently misdiagnosed as folliculitis or 
comedonal acne [6]. The average delay between symptom 
onset and diagnosis is approximately 2-2.5 years [5,14,23]. 
Affected children often seek care from pediatricians, 
dermatologists, emergency physicians, and primary care 
providers before receiving the correct diagnosis [5,6]. Flares 
are commonly treated in emergency settings with antibiotics 
or incision and drainage, without recognition of underlying 
HS [1,24]. At initial evaluation, nearly half of pediatric patients 
already exhibit scarring, and between 35% and 53% present 
with Hurley stage II or III disease [5]. While referral bias may 
partially explain this, the data highlights the importance of 
early intervention to prevent long-term morbidity.

Comorbid conditions are highly prevalent in pedHS, with 
reported rates between 34% and 93% [5,6,14,25,26]. Obesity 
is the most consistently observed association, affecting 
32.5% to 68.7% of pediatric patients, although there may be 
regional variation [5,6,14,15,26,27]. Obesity is considered an 
independent risk factor in HS, and obese children have nearly 
a sixfold increased risk of HS compared to their normal-weight 
peers [23,28,29]. Elevated BMI is positively correlated with 
increased risk of HS development in adulthood, and achieving 
normal weight before puberty may reduce future HS risk 
[30]. Although weight loss is often recommended, its effect 
on disease severity remains unclear, although studies have 
reported reduced disease severity and involved body sites 
following weight reduction [1,29].

Components of metabolic syndrome are frequently observed 
in pediatric patients. Higher rates of metabolic syndrome, 
hyperlipidemia, and hypertension are seen in pedHS patients 
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compared with controls [15,21-23]. A recent meta-analysis 
found pooled prevalence rates of 3% for hypertension and 
7% for hyperlipidemia, in contrast to a significantly higher 
rate of 37% for obesity [31]. Non-White pedHS patients have 
an increased risk of acanthosis nigricans compared to White 
patients [26].

The role of hormonal imbalance in early-onset HS remains 
unclear. Although androgens are thought to contribute to 
disease pathogenesis, particularly through effects on sebum 
production and apocrine gland activity, large studies have 
not found systemic hyperandrogenism in most pediatric 
patients [2,11,18,26]. Instead, local androgen sensitivity at 
pilosebaceous units may be more relevant [2,32].

While case reports suggested links to premature adrenarche 
and precocious puberty, these represent fewer than 5% of 
cases in large series [5,6,16,33]. Polycystic ovarian syndrome 
(PCOS) is frequently observed in female pedHS patients 
[5,8,27,38], and hirsutism and menstrual irregularities are also 
common [14,26,34]. In adults, screening for signs of PCOS and 
precocious puberty is recommended, but hormonal workup is 
not recommended if signs are not present [35].

Although type 2 diabetes has been reported in up to 5% of 
pedHS patients, the association between pedHS and diabetes 
is inconclusive [6,15,31]. Some studies show increased 
prediabetes rates in males, while others report no significant 
differences in diabetes prevalence compared to controls 
[25,26].

HS significantly impairs quality of life and is associated with 
a substantial burden of mental health disorders in pediatric 
patients [23]. Affected children often report reduced 
participation in sports, difficulties with hygiene, and distress 
related to physical appearance, impacting broad domains of 
life including school attendance, physical activity, and self-
esteem [26,36].

The Children’s Dermatology Life Quality Index and visual 
analog scales for pain and itch are useful tools for assessing 
disease impact and guiding management [3]. In a study of 
adolescents (ages 12-17) with HS, the mean Skindex-Teen 
score was 45.7, considerably higher than scores reported in 
patients with psoriasis (21.1) or atopic dermatitis (29.4) [37]. 
Quality of life correlates with clinical severity, with higher 
Hurley stages associated with greater impairment [37].

Depression rates are elevated compared with the general 
pediatric population, with 32% of adolescents screening 
positive on PHQ-2 in one study [38]. Compared to adults, 
children with HS have a higher hazard ratio for developing 
depression [39]. Among 153 children with HS, the proportion 
with psychiatric conditions grew from 15.7% to 23.5% over 
five years, suggesting an increased risk of developing mental 
health issues after diagnosis [25]. In another study, nearly 
1/3 (23/73) patients were diagnosed with a new psychiatric 
condition after HS diagnosis, especially among female patients 
[26]. Although research is limited, bipolar disorder has been 
associated with pedHS in previous studies [40]. Psychiatric 
diagnoses are also more frequent in children with both HS and 
obesity [6,41].

Pediatric HS is associated with several inflammatory and 
follicular occlusion disorders. Acne, psoriasis, pilonidal cysts, 
and pyoderma gangrenosum occur at higher rates in pedsHS 
patients than controls [5,6,14,25,26,34]. A recent meta-analysis 
identified acne as the most common comorbidity (43%), 
followed by obesity (37%), anxiety (18%), and hirsutism (14%) 
[31]. In rare cases, HS occurs as part of an autoinflammatory 
syndrome involving combinations of pyogenic or psoriatic 
arthritis, pyoderma gangrenosum, ankylosing spondylitis, and 
acne [42,43].

Down syndrome is strongly associated with HS [5,14,26,34]. 
Children with Down syndrome experience earlier HS onset 
and more frequent follicular occlusion disorders, including 
folliculitis, keratosis pillaris, acne vulgaris, and furunculosis 
[43,44].

Inflammatory bowel disease is more prevalent in pedHS 
[2,5,6,25]. One study reported gastrointestinal symptoms 
in nearly half of patients, with over 11% of those evaluated 
receiving an IBD diagnosis [45].

Treatment of HS in the pediatric population is based primarily 
upon recommendations for adult patients, small case series 
reports, expert opinions, and safety data extrapolated from 
medication use in other pediatric diseases. First-line treatment 
methods of mild HS, such as Hurley I and mild Hurley II, include 
topical therapy like clindamycin 1% solution [3]. If used long-
term, it should be used alongside benzoyl peroxide to prevent 
the growth of antibiotic-resistant bacteria [46].

Local antiseptics such as chlorhexidine, zinc pyrithione 
washes, and azeleic acid are other topical options. However, 
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their efficacy as monotherapy is negligible [46]. Topical 
resorcinol, a treatment occasionally used in adult patients 
with HS, was found to have a response rate of up to 63% in 
pediatric patients [46]. Its safety is controversial, however, as it 
reportedly has had toxic effects in children [3]. Topical retinoids 
are sometimes recommended in patients with HS, although 
data is scarce regarding their efficacy in both children and 
adults [46]. For patients with unrelenting symptoms despite 
topical therapy, systemic therapies may be considered.

In patients with mild HS that is non-responsive to topical 
therapy, or in patients with moderate to severe HS, oral 
antimicrobials may be used. While tetracyclines are the most 
common antimicrobial prescribed in adults with HS, this 
therapy is contraindicated in children <10 years of age, given 
the risk of teeth discoloration [46]. Clindamycin 10-25 mg/
kg/d administered every 6 to 8 hours is a common alternative 
in children. A small case series of pediatric patients has shown 
both efficacy and safety in the use of oral clindamycin 300 
mg twice daily with or without rifampicin 300 mg twice daily. 
Oral azithromycin at a dose of 10 mg/kg/d for three days 
with oral zinc supplementation of 90 mg/day may be used 
for suppression of acute relapses of disease. Ertapenem was 
found to be effective in treating severe infections secondary 
to HS in adult patients, although it has not been studied for 
this use in children [46]. However, it has been safely used in 
children for the treatment of other severe infections.

Other oral therapies that are efficacious and safe for pediatric 
patients include immunosuppressants such as cyclosporine, 
dapsone, oral retinoids, and oral finasteride [3]. While small 
doses of oral finasteride of 1 to 5 mg per day have successfully 
treated HS in patients as young as six years of age, the long-
term effects of finasteride on children with HS is unknown. 
Spironolactone and oral contraceptives are other options 
recommended for women with HS. Still, the safety of these 
drugs for use in HS in the pediatric population is not well-
studied, and their effects on development during puberty 
are unknown [46]. Metformin has shown efficacy in treating 
milder cases of HS in adults while also treating comorbidities, 
but its specific use for HS has not been studied in children [46].

The final medication category for treatment of HS is biologics. 
For children above 12 years old who are unresponsive to 
systemic therapies, adalimumab is approved for the treatment 
of moderate-to-severe HS [3]. Other biologics have been used 
in children and adolescents with HS in individual cases. These 

include infliximab, etanercept, ustekinumab, anakinra, and 
gustekinumab. 96.2% of pediatric patients who used biologics 
experienced at least partial resolution of symptoms, and there 
was no report of adverse events [3].

Surgical intervention is an option for patients in later stages 
of HS. For the pediatric population, localized procedures 
like “deroofing” and incision and drainage are performed. 
However, these procedures often require general anesthesia 
in children, which carries additional risk [3].

Intralesional corticosteroid injections are effective in 
managing acute flares and pain in adult patients. However, 
this therapy has not been studied in children, making its 
efficacy and safety unknown. Successful treatment with 
botulinum toxin A and laser therapies have been described in 
individual cases in children [3]. However, large-scale studies 
have yet to be conducted using these therapies. In addition to 
each of these medical and surgical interventions for treatment 
of HS in children, psychotherapeutic strategies must also be 
considered, given the significant psychosocial impact this 
disease has on children.

HS can have a significant impact on the lives of children. 
The painful nature of this disease can hinder a child’s school 
attendance, participation in activities, ability to exercise, and 
self-esteem. Some of these hindrances can contribute to 
obesity, further perpetuating the disease [4]. These children 
are additionally at increased risk of developing comorbid 
psychiatric disorders [3].

DISCUSSION

This review offers insight into how pedHS compares to the 
disease in adult populations. In both groups, HS presents with 
characteristic lesions in apocrine gland-bearing areas and has 
a significant psychosocial and physical burden. The female 
predominance and co-occurrence with obesity and mood 
disorders are similar to adult HS presentations.

Despite these similarities, several features are more prominent 
in children. The onset of pedHS is typically during adolescence, 
and many report symptoms before the age of 13. Diagnostic 
delay is more common in children, likely due to lower clinical 
suspicion and symptomatic overlap with other dermatologic 
conditions. These delays can lead to more advanced 
disease at diagnosis and long-term morbidity during critical 
developmental stages.
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In terms of management, most pediatric therapies are 
extrapolated from adult treatment protocols, with few 
therapies formally studied in children. While some agents, 
like adalimumab, have regulatory approval for adolescents, 
the evidence base for other treatments is limited, and safety 
profiles in children are not well defined.

Early recognition of HS in pediatric patients is vital to 
preventing disease progression and permanent complications 
such as scarring and contractures [1]. There is an approximate 
gap of 2 years between the age of onset and diagnosis in 
pediatric patients with HS [5]. Early recognition and treatment 
of comorbidities in children with HS is likewise crucial to 
minimizing the long-term effects of these comorbid conditions. 
The multiple comorbidities frequently present in patients 
with HS necessitate a team of subspecialists to effectively and 
holistically treat these patients. The significant psychological 
impact HS has on children must also be addressed. Pediatric 
patients with HS often experience a hindrance in their school 
attendance, participation in activities, ability to exercise, and 
self-esteem, and often develop comorbid psychiatric disorders 
[3,4]. Addressing the psychosocial impact of this disease and 
helping patients develop effective coping mechanisms is vital 
to the holistic care of these children.

Existing literature regarding pedHS has limitations. Many 
studies are based on case reports or series, with small sample 
sizes and no information regarding long-term outcomes. Other 
limitations include outcome measures that are inconsistent 
across studies, and a lack of validated measures of pedHS [1,7]. 
Large-scale longitudinal studies with consistent methods of 
measuring severity and outcomes are needed.

Although HS can be identified in various ways, there are 
still many gaps in the precise diagnosis. Mechanisms are 
created to introduce new standards for evaluation [47]. 
Since current approaches are primarily focused on adult 
populations and cannot accurately represent adolescent 
and pediatric populations, future research should prioritize 
the development of standardized diagnostic criteria for 
pediatric populations. Additionally, important registries and 
prospective studies should evaluate metabolic, hormonal, 
and physiological comorbidities that are common in many 
pedHS cases [48]. The impact of integrated approaches on 
clinical outcomes, psychological well-being, and healthcare 
utilization could be evaluated through trials involving 

dermatologists, endocrinologists, dietitians, and mental health 
professionals [49]. Moreover, for early-onset HS, pediatric-
focused interventional studies guarantee the required 
safety, effectiveness, and dosage of systemic agents such 
as adalimumab [50]. Thus, the need for adjusted treatment, 
derived from adult studies, suggests differences in pediatric 
and adolescent development and calls for future research to 
establish a more impactful intervention on emotional and 
developmental challenges for adolescents and pediatrics with 
HS.

CONCLUSION 

Pediatric-specific research is essential to improve outcomes 
in HS. Investigation of epidemiology and comorbidities in 
pedHS can profoundly impact diagnosis and prognosis. Early 
recognition and diagnosis of HS can prevent progression of 
the disease. Delayed diagnosis of HS can result in life-long 
consequences such as disease progression and increased 
disability [5]. As a particularly vulnerable group, pedHS 
patients warrant further investigation into the unique clinical 
and psychosocial challenges they face [28]. Identifying age-
appropriate management strategies can improve prognosis 
and quality of life for pediatric patients. Current management 
of pedHS is extrapolated from adult treatment [1]. Clinical 
trials including pediatric patients are crucial for developing 
evidence-based management strategies to enhance outcomes 
for pediatric patients. Overall treatment data are limited by 
small sample size, inconsistent outcome measures, and lack 
of validated pedHS measures [1]. These findings underscore 
the critical and immediate need for robust, pediatric-specific 
research to better understand and address HS in pediatric 
patients [51-55].
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