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Summary

Introduction: Hidradenitis suppurativa (HS) is a chronic, relapsing inflammatory skin disorder primarily affecting intertriginous regions. In
advanced stages, it can lead to extensive scarring, sinus tract formation, and significant impairment in quality of life. While early-stage disease
may respond to medical management, severe and refractory cases often require subsequent radical surgical intervention. This report presents
two cases of extensive perineal HS managed through abdominoperineal resection followed by reconstruction with a pedicled oblique rectus
abdominis myocutaneous flap (Taylor’s flap). Case presentation: Two patients, a 49-year-old man and a 67-year-old woman, presented with
long-standing, relapsing perineal HS unresponsive to conservative therapies. Both were active smokers with significant disease burden. After
multidisciplinary evaluation, each underwent abdominoperineal resection followed by reconstruction using a pedicled Taylor’s flap. Additional
procedures included excision of inguinal lesions with split-thickness skin grafting. Postoperative complications included venous congestion of
the flap, partial dehiscence, and one case of uncomplicated eventration. All complications were managed successfully. Despite these issues,
both patients recovered well and remained disease-free at 3.5 and 2.5 years of follow-up, respectively. Conclusion: In highly selected patients
with severe, refractory HS, abdominoperineal resection combined with Taylor’s flap reconstruction can be a successful salvage strategy. While
postoperative complications can occur, they are manageable with appropriate care. These cases underscore the importance of a multidisciplinary
approach and demonstrate that radical surgery may be curative in advanced HS when conservative measures fail.
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Introduction

Hidradenitis suppurativa (HS), also
known as acne inversa or Verneuil's
disease, is a chronic inflammatory con-
dition primarily affecting intertrigi-
nous skin regions rich in apocrine seba-
ceous glands and hair follicles [1]. The
prevalence is estimated to range be-
tween < 1% and 4% in the overall pop-
ulation [2]. The pathogenesis of HS
remains incompletely understood. Folli-
cular occlusion is considered the initiat-
ing event leading to lesion formation [3].

Clinically, HS manifests along a spectrum
from recurrent inflamed nodules and ab-
scesses to draining sinus tracts and ex-
tensive cicatricial bands. The associated
symptoms - including pain, malodor,
chronic drainage, and disfigurement -
may contribute to significant psychoso-
cial distress in affected individuals [4].
Management strategies for HS can be
broadly classified into medical and surgi-
cal approaches, with treatment selection
guided by disease severity at presenta-
tion. Early-stage disease may respond to

exclusive medical therapy and advanced
cases often necessitate surgical inter-
vention aiming at the complete excision
of involved tissue [5,6].

This report presents two cases of exten-
sive perineal HS in which abdominoper-
ineal amputation, followed by reconstruc-
tion with an oblique rectus abdominis
flap, or Taylor’s flap, was performed as an
elective salvage procedure after all other
therapeutic options had been exhausted.
Additionally, an updated review of the lit-
erature on the disease is provided.
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Fig. 1. Patient 1 - preoperative skin markings, donor-site.

Case description

Patient 1

A 49-year-old male, clinically diagnosed
with hidradenitis suppurativa 5 years
prior, presented with recurrent and pro-
gressively worsening lesions affect-
ing the perineal, perianal, and gluteal
regions. His past medical history in-
cluded active smoking. His disease his-
tory had been characterized by multiple
episodes of abscess formation, necessi-
tating repeated surgical drainage and
local excisions. Despite prolonged con-
servative management, including pro-
longed (> 12 weeks) period of doxycy-
cline therapy, extensive local wound
care, and repeated courses of topical
antibiotics, he continued to experience
recurrent relapses and progressive per-
ineal disease. The patient also received
adalimumab for severe HS at stand-
ard dosing (160 mg initially, followed by
80mg at week 2, and then 40 mg weekly
thereafter). He did not receive other bio-
logic agents such as secukinumab or bi-
mekizumab, as these treatments were
not available in our institution nor reim-
bursed for this indication at the time of
management. A multidisciplinary con-
sultation was conducted to explore de-
finitive surgical options. After thorough
discussion, a radical surgical approach
was proposed to these patients, consist-
ing of an abdominoperineal resection
with a definitive colostomy, followed by

reconstruction using a pedicled Taylor’s
flap. Surgical management was sched-
uled as a single-stage procedure per-
formed under general anesthesia in the
absence of active lesions. He underwent
preoperative consultations with a psy-
chologist and a stomatherapist to en-
sure informed decision-making and op-
timize postoperative compliance.

Skin markings delineating the per-
ineal resection and the flap design were
made preoperatively (Fig. 1, 2).

The musculocutaneous flap was har-
vested in a retrograde fashion, incor-
porating a segment of anterior fascia
at the periumbilical region to preserve
the emergence of perforating vessels.
The flap was then tunneled to the per-
ineum, posterior to the bladder, with
careful intraoperative assessment of the
deep inferior epigastric vascular pedicle
to ensure optimal perfusion (Fig. 3). Two
drains were placed to prevent fluid accu-
mulation, which could compromise the
flap’s vascularization (Fig. 4). Due to an
initial mismatch between the defect and
the skin paddle, the flap was loosely se-
cured before definitive fixation. The ab-
dominal wall was then closed with re-
inforcement of the aponeurosis using
a mesh of polyglactin. At the end of the
procedure, the skin paddle appeared
well-perfused and norm colored. Ad-
ditionally, two gluteal fistulae were ex-
plored, with methylene blue instilla-

Fig. 2. Patient - 1 perineal Hurley IlI-HS lesions.

tion confirming no communication with
the resected area. These fistulae were
subsequently incised and managed
accordingly.

While hospitalized, the patient devel-
oped a superficial parietal abscess at
the donor site. This was managed with
surgical drainage, bacteriological sam-
pling, and targeted antibiotic therapy,
leading to both clinical and biological
improvement.

Additionally, despite abdominal wall
reinforcement with a polyglactin mesh,
the patient developed an uncompli-
cated incisional hernia which was man-
aged conservatively.

Two areas of minimal dehiscence were
noted along the flap’s circumference
which after bi-daily local wound care,
improved considerably. The patient was
discharged from hospital on day 22. He
was initially kept under close observa-
tion with frequent consultations, which
were gradually spaced out. The patient is
now seen annually for routine follow-up.

At the time of writing, the patient has
been followed for three and a half years
without any recurrence of hidradenitis
suppurativa or flap-related complica-
tions (Fig. 5).

Patient 2

A 67-year-old woman, diagnosed with
hidradenitis suppurativa at the age of
47, presented with focalized lesions af-
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Fig. 3. Flap’s position after tunneling to the perineal

region.

Fig. 4. Flap’s position after its definitive fixation; note that

two drains were placed to prevent fluid accumulation.

Fig. 5. Patient 1 - 3.5 years post-operative.

fecting the intergluteal cleft and bilat-
eral inguinal regions. Her medical his-
tory was significant for active smoking,
obesity, unilateral carotid stenosis, high
blood pressure, and severe lower ex-
tremity arterial disease. Her disease
course was characterized by multiple
exacerbations requiring drainage pro-
cedures and antibiotic treatment (long-
-term doxycycline treatment), along
with extensive local wound care.

She was treated with the same
biologic protocol (adalimumab) as
Patient 1.

Surgical management was performed
under general anesthesia. Incisions were
made according to preoperative mark-
ings, isolating a skin paddle overlying
the rectus abdominis muscle (Fig. 6). The
fascial sheath of the muscle was incised,
and a caudal dissection was carried out to
reach the flap’s pivot point at the deep in-
ferior epigastric pedicle, while preserving
the pubicinsertion of the muscle. The flap
was then tunneled through a preformed
window to reach the perineal defect and
positioned within the intergluteal cleft.
Before the fixation of the flap, the inguinal

Fig. 6. Patient 2 — preoperative skin markings, donor-site.

lesions were addressed. Following their
excision, dissection was extended to the
adductor muscles to ensure a viable re-
cipient bed for bilateral skin graft place-
ment (Fig. 7). In the final stage of the oper-
ation, the patient was repositioned in the
prone position to facilitate posterior fixa-
tion of the flap (Fig. 8, 9).

To reinforce the abdominal wall and
reduce the risk of an incisional hernia,
an absorbable polyglactin mesh was
placed also placed in this patient.

No complications were noted at the
donor site, and the bilaterally grafted in-
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Fig. 7. Inguinal lesions are excised; the dissection is
extended to the adductor muscles to prepare a recipient

bed for bilateral skin graft placement.

Fig. 9. Flap’s position after its definitive fixation.

guinal regions showed uneventful heal-
ing. In the immediate postoperative pe-
riod, the flap exhibited signs of venous
congestion, necessitating heparin ther-
apy and local wound management.
A vacuum-assisted closure device was
initially placed; however, its use was dis-
continued due to flap maceration and
poor patient tolerance. Local wound
care with alginate dressings was intro-
duced. The patient was discharged from
the hospital after 2 weeks of satisfactory
wound progression. However, after dis-
charge, presumed inadequate access to
proper local wound care and a period

position.

of relative mal-
nutrition nega-
tively impacted
the flap’s evolu-
tion, leading to
deterioration and
necessitating readmission. During this
second hospitalization, which lasted
2 weeks, nutritional support was opti-
mized, and appropriate wound manage-
ment was re-established. The patient
was followed closely with frequent con-
sultations, which were gradually spread
out over time. She is now seen annually
for follow-up. The patient has now been

Fig. 8. Flap’s position after tunneling to the perineal
region; note that the patient was positioned in a prone

Fig. 10. Patient 2 - 2.5 years post-operative.

followed up for two and a half years
without any recurrence of hidradenitis
suppurativa or flap-related complica-
tions (Fig. 10).

Discussion

Hidradenitis suppurativa (HS) is a chro-
nic, recurrent inflammatory skin disor-
der that primarily affects intertriginous
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areas rich in apocrine glands and termi-
nal hair follicles [1].

Prevalence estimates range from
one to four percent, though HS is likely
underdiagnosed due to its clinical re-
semblance to other conditions, particu-
larly during early stages. Also, misdiag-
nosis as recurrent furunculosis or simple
"boils" is common [2]. Although the
exact pathogenesis remains incom-
pletely understood, recent evidence
supports the prevailing theory that HS is
a chronic follicular occlusive disease in-
volving the follicular portion of the fol-
liculopilosebaceous unit [3]. The disease
affects more frequently women, with
a reported female-to-male ratio of ap-
proximately 3.5 : 1, and the median
age at diagnosis is 31 years [7]. The ax-
illae represent the most frequently af-
fected area, followed by the inguinal
folds, inner thighs, perineal and perianal
regions, inframammary and mammary
areas, buttocks, pubic region, scrotum,
vulva, and, less frequently, the trunk,
scalp, and retroauricular regions.

The clinical manifestations of HS are
variable and progressive, ranging from
recurrent inflamed nodules and ab-
scesses to the development of draining
sinus tracts (also referred to as skin tun-
nels) and dense bands of scar tissue. The
associated symptoms are pain, malodor,
purulent drainage, and disfigurement,
and can significantly impair quality of
life and exert a profound psychosocial
burden on affected individuals [4].

The diagnosis of HS is clinical and is
based on patient history and character-
istic skin findings, with chronicity and re-
currence as key hallmarks [8].

Onset during adolescence or early
adulthood, recurrent or persistent le-
sions, and a positive family history sup-
port the diagnosis. HS has also been re-
ported at a higher prevalence in patients
with seronegative arthritis and Crohn’s
disease with both conditions sharing
clinical and histopathological features
such as sinus tracts, granulomatous in-
flammation, and scarring [9].

Tab. 1. Hurley staging system for hidradenitis suppurativa [6,8].

localized lesions and
includes the forma-
tion of single or mul-
tiple abscesses, with-
out sinus tracts and
scarring

Stage |

recurrent abscesses,
with sinus tract for-
mation and scarring,
occurring as either
single lesions or multi-
ple, widely separated
lesions

Stage ll

diffuse or nearly dif-
fuse involvement of
the affected region,
with multiple inter-
connected tracts and
abscesses across the
entire area

Stage lll

Skin biopsy is generally not required
for the diagnosis of HS but may be help-
ful in uncertain cases to exclude other
conditions. Radiologic imaging is also
not routinely indicated; however, mag-
netic resonance imaging can be valua-
ble in assessing the extent of severe
anogenital involvement especially in the
preoperative setting [10].

Guidelines for the diagnosis, evalua-
tion, and management of HS were
published by the United States and
Canadian Hidradenitis Suppurativa
Foundations in 2019 [5], and more re-
cently by the European S2k guidelines

in 2024 [6]. These guidelines aim to stan-
dardize care, synthesize available evi-
dence, and support clinicians in select-
ing and implementing evidence-based
therapies. Treatment strategies for HS
are broadly categorized into medical
and surgical approaches. Management
is guided by disease severity, often as-
sessed using the Hurley staging system
(Tab. 1) which, despite its simplicity and
widespread clinical use, lacks sensitiv-
ity to change and is therefore unsuit-
able for clinical trial endpoints [5,6]. To
address this, more responsive tools such
as the Hidradenitis Suppurativa Clinical

Acta Chir Plast 2025; 67(4): 245-251

249




TAYLOR’S FLAP RECONSTRUCTION FOLLOWING ABDOMINOPERINEAL RESECTION

Response (HiSCR) [11] and the Interna-
tional Hidradenitis Suppurativa Severity
Score System (IHS4) [12] have been de-
veloped and validated, with their use en-
dorsed by international guidelines.

Regardless of disease severity, patient
education, smoking cessation, weight
loss, psychosocial support, and appro-
priate management of lesions, pain, and
comorbidities are essential components
of care [5,6].

Medical management aims to reduce
lesion development, control disease pro-
gression, and treat acute symptomatic
lesions. This involves a range of thera-
pies (e.g. topical and systemic antibio-
tics, biologic agents) which are exten-
sively detailed in current guidelines
and fall beyond the scope of this case
report.

Surgical management targets the re-
moval of active disease foci and chronic
scarred tissue and is typically reserved
for advanced or refractory HS [13]. Pro-
cedures range from localized excision of
lesions to wide excision of extensively
affected areas. The surgical approach
must be individualized and tends to
become more aggressive in higher-
stage disease, particularly when exclu-
sive medical therapy fails. Importantly,
surgery should not be used in isola-
tion; evidence showed that optimal out-
comes are achieved through a multidis-
ciplinary approach combining surgery
with medical treatment and lifestyle
modifications [14].

A variety of surgical techniques have
been reported in the literature [13-20].
Punch debridement is typically used for
small, active lesions to evacuate newly
inflamed nodules, while surgical un-
roofing (also known as deroofing) offers
a more conservative option for persis-
tent nodules and sinus tracts in Hurley
stage | or Il [13]. For patients with Hur-
ley stage Il or Ill disease, the STEEP pro-
cedure (skin-tissue-sparing excision
with electrosurgical peeling) has been
introduced as an alternative to wide ex-
cision, allowing for the removal of af-

fected tissue while preserving surround-
ing healthy skin [15].

Wide excision with reconstruction is
considered a last-resort treatment for ex-
tensive and severe hidradenitis suppura-
tiva (Hurley stage lll), particularly when
exclusive medical therapy and conserva-
tive surgical options have failed. In a co-
hort study of 253 patients, Deckers etal.
reported that wide excision followed by
secondary healing achieved remission in
up to 50% of cases at a median follow-up
of 36 months [16]. Favorable outcomes
have also been observed with wide exci-
sion and reconstruction using pedicled
thoracodorsal artery perforator flaps in
high-stage axillary HS lesions [17]. A re-
cent meta-analysis further supports this
approach, demonstrating that wide ex-
cision combined with flap-based recon-
struction is associated with a lower rate
of postoperative recurrence compared
to conservative surgical techniques, al-
though the increased morbidity of more
extensive procedures must be carefully
considered [18].

In this report, we present two pa-
tients with severe and recurrent hidrad-
enitis suppurativa lesions affecting the
perineal, inguinal regions, and interglu-
teal cleft. Given the aggressive course of
their disease, the exhaustion of medical
and conservative options, and the fre-
quency of relapses, an extensive surgi-
cal intervention was deemed necessary
following multidisciplinary consultation
and thorough discussion with both pa-
tients. Reconstruction following abdom-
inoperineal resection was performed
using a pedicled Taylor’s flap, chosen for
its ability to effectively fill the resultant
dead space with the rectus abdominis
muscle. This approach is supported in
the literature as a reliable option in sim-
ilar reconstructive contexts, with favora-
ble outcomes [19]. However, a recog-
nized limitation of the Taylor’s flap is the
iatrogenic weakening of the abdominal
wall due to the removal of the rectus ab-
dominis muscle and its sheath, as illus-
trated in the case of the first patient. An

alternative technique, such as the deep
inferior epigastric perforator (DIEP) flap,
may help mitigate this complication.
Unlike the transverse rectus abdominis
muscle (TRAM) flap, the DIEP flap has
been associated with reduced donor-
site morbidity [20].

Conclusion

Hidradenitis suppurativa in its ad-
vanced, refractory form remains a thera-
peutic challenge, especially when exten-
sive perineal involvement and multiple
comorbidities are present. In the two
cases presented, exclusive medical and
conservative surgical therapies were in-
effective in achieving long-term control.
Abdominoperineal resection, albeit rad-
ical, offered a definitive solution in both
patients. Reconstruction using a pedi-
cled oblique rectus abdominis myocu-
taneous flap (Taylor’s flap) proved to
be a reliable option for covering the ex-
tensive perineal defect, even in patients
with significant comorbidities. These
cases highlight the value of a multidisci-
plinary approach and demonstrate that,
in highly selected patients, radical resec-
tion followed by tailored reconstructive
strategies can be considered a salvage
option when all other therapies have
been exhausted.
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