
presentations of patients with dapsone-induced agranulocytosis,

including perianal pain, which should be actively inquired

about.

K. St Claire,1,2 S. Kaul,3 E.G. Caldito,3 O.N. Kramer iD ,4

T. Griffin5 and J. Albrecht iD 6,7

1University of Illinois College of Medicine, Chicago, IL, USA; 2Department

of Dermatology, Wayne State University, Detroit, MI, USA; 3Department of

Medicine, Cook County Health, Chicago, IL, USA; 4Department of

Dermatology, University of Illinois, Chicago, IL, USA; 5Library of the

Health Sciences, University of Illinois, Chicago, IL, USA; 6Division of

Dermatology, Department of Medicine, Cook County Health, Chicago, IL,

USA; and 7Department of Otolaryngology, Division of Dermatology, Rush

Medical College, Chicago, IL, USA

Correspondence: Joerg Albrecht.

Email: jalbrecht@cookcountyhhs.org

References

1 Andersohn F, Konzen C, Garbe E. Systematic review: agranulocyto-

sis induced by nonchemotherapy drugs. Ann Intern Med 2007;
146:657–65.

2 Kurien G, Jamil RT, Preuss CV. Dapsone. [Updated 21 October
2020.] In: StatPearls [Internet]. Treasure Island, FL, USA: StatPearls

Publishing. Available at: https://www.ncbi.nlm.nih.gov/books/
NBK470552/ (last accessed 6 December 2020).

3 Ranawaka RR, Mendis S, Weerakoon HS. Dapsone-induced haemo-
lytic anaemia, hepatitis and agranulocytosis in a leprosy patient

with normal glucose-6-phosphate-dehydrogenase activity. Lepr Rev
2008; 79:436–40.

4 Stickland JF, Hurdle AD. Agranulocytosis probably due to dapsone
in an infantry soldier. Med J Aust 1970; 1:959–60.

5 Potter MN, Yates P, Slade R, Kennedy CTC. Agranulocytosis caused
by dapsone therapy for granuloma annulare. J Am Acad Dermatol

1989; 20:87–8.
6 Booth F, Barker LC, Barton CJ, Naik RB. Agranulocytosis during

malaria prophylaxis with Maloprim (pyrimethamine and dapsone).
Postgrad Med J 1984; 60:566–7.

7 Meza L, Baselga J, Holmes FA et al. Incidence of febrile neutropenia
(FN) is directly related to duration of severe neutropenia (DSN)

after myelosuppressive chemotherapy. Proc Am Soc Clin Oncol 2002;
21:255b (abstr. 2840).

Funding sources: none.

Conflicts of interest: J.A. is an investigator for AbbVie and Medpace.

The other authors declare they have no conflicts of interest.

Guidelines for the management of hidradenitis
suppurativa: recommendations supported by
the Centre of Evidence of the French Society of
Dermatology

DOI: 10.1111/bjd.19710

DEAR EDITOR, Hidradenitis suppurativa (HS) is a painful chronic

inflammatory skin disease that impacts quality of life substan-

tially. Its prevalence is estimated to be 0�7%.1 Various patho-

physiological hypotheses exist, but there is no therapeutic

consensus, which complicates the management of patients

with HS.

Figure 1 Timeline of duration of therapy until a diagnosis of agranulocytosis was made
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Therefore, the Centre of Evidence of the French Society of

Dermatology initiated a standardized recommendation process

for HS. A 13-member working group (WG) was formed,

comprising dermatologists (A.B., E.S., M.M.-B., I.B.-V., N.J.,

J.-F.S.), a plastic surgeon (P.P.), an emergency physician

(Y.Y.), an infectious diseases specialist (E.C.), a microbiolo-

gist (O.J.-L.), a psychologist (K.C.), a general practitioner

(S.S.) and a patient representative from an HS patient associa-

tion. Members had no conflicts of interest and a strict

methodology was followed.2 Firstly, a systematic review of

the literature was performed to compile references from

study inception to September 2018. Assistance was provided

by the French National Health Authority medical health

librarian (supporting information available on request from

the author). Eight physicians specializing in methodology

then extracted data from each report (supporting information

available on request from the author) and analysed the

methodology and risk of bias using the Appraisal of Guideli-

nes for Research & Evaluation instrument for guidelines, the

Assessing Methodological quality for Systematic Reviews tool

for systematic reviews and the risk-of-bias tool for random-

ized controlled trials (Cochrane Collaboration).3 Observational

studies were retained if they included more than 20 patients.

Senior experts were interviewed and their comments were

incorporated into the manuscript. Finally, the draft

recommendations were submitted to a multidisciplinary panel

of 36 reviewers.

The most important recommendations, supported by both

evidence- and expertise-based data, were used to design a

decision-making algorithm (Figure 1).

(i) Hurley stage I or II – use of amoxicillin/clavulanic acid

or pristinamycin for 7 days; for preventive treatment or

postacute care, co-trimoxazole or cyclines; for follicular

HS (‘punched-out’ scars, ice-pick scars, follicular epider-

mal cysts, comedones and pilonidal sinus), oral retinoid.

(ii) Hurley stage II or III – ceftriaxone/metronidazole or

levofloxacin/clindamycin for 15–21 days. Anti-tumour

necrosis factor (TNF)-a can be proposed, but should be

re-evaluated within 3–6 months. Specialized, multidisci-

plinary care (involving a dermatologist and a surgeon, at

least) is recommended for severe cases.

A medicosurgical approach is strongly recommended for all

patients, either after or in combination with medical steps.

Surgery (assisted by ultrasounds, probes, etc.) is considered a

curative treatment for specific lesions, but surgeons must fully

understand the need to maintain adequate margins, as in skin

carcinoma surgery, to achieve remission.

After final proofreading by the Centre of Evidence (O.C.,

M.B.-B)., the algorithm was published on a dedicated open-

Figure 1 French guidelines for hidradenitis suppurativa (HS) management: treatment algorithm for HS in adults. d, day; IV, intravenous; IM,

intramuscular; SC, subcutaneous; PO, per os.
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access website to provide a user-friendly and practical tool fea-

turing fast, step-by-step navigation according to clinical situa-

tions (https://reco.sfdermato.org/en/).

It should be noted that several of our recommendations dif-

fer from other guidelines (supporting information available on

request from the author).

(i) As topical antibiotics and antiseptics have a low level of

evidence and present a high risk of bacterial resistance,

the WG recommends the use of soap and water as an

alternative.4

(ii) For Hurley stage I or II, amoxicillin/clavulanic acid or

pristinamycin (which act synergistically against Gram-

positive and anaerobic bacteria) for 7 days is recom-

mended because of their antimicrobial spectrum cover-

ing bacteria associated with HS lesions, including

anaerobes.

(iii) Cyclines can be prescribed for preventive treatment or

postacute disease, as proposed in other guidelines, but

co-trimoxazole (at low doses) was suggested by the

WG owing to its susceptibility rate, in addition to its

immunomodulatory and anti-inflammatory properties.5

(iv) The combination of oral clindamycin and rifampicin was

not recommended for the following reasons: there is

insufficient follow-up data in observational studies;

enzyme induction reduces the level of clindamycin by

82%;6 clinicians have insufficient knowledge regarding

the modalities of rifampicin absorption; and especially

because of the risk of developing antibiotic resistance to

this treatment.7

(v) For Hurley stage II or III, an optimized combination of

antibiotics with large spectral action on bacteria (ceftri-

axone/metronidazole or levofloxacin/clindamycin)8 is

recommended, as long as they are used at an antibiotic

dose, for a maximum of 21 days and without any con-

traindication to the use of fluoroquinolone.5

(vi) The WG considered the level of evidence insufficient to

recommend a list of miscellaneous drugs, including

intralesional corticosteroids, dapsone and ciclosporin.

(vii) For HS associated with inflammatory diseases, such as

Crohn disease or spondyloarthropathy, preventive treat-

ment with anti-TNF-a is recommended, in agreement

with gastroenterologists or rheumatologists.

(viii) The WG highlighted the importance of following recom-

mendations for complete wide margins during surgical

management to achieve resection, taking the subclinical

peripheral extension of HS lesions into account, in accor-

dance with the model for oncological skin surgery.

HS is a chronic disease requiring long-term and multidisci-

plinary management that takes into consideration the pain and

psychological impact, the different medical and surgical treat-

ments available and the preservation of the microbial ecology.
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