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Background
Hidradenitis Suppurativa (HS) is a chronic inflammatory disease affecting pediatric and adult patients. Age of onset typically occurs in the second or third decade of life(1). HS also occurs in pediatric patients, generally after the onset of puberty(2). Among adolescents, HS can be associated with significant comorbidities including diabetes, metabolic syndrome, psychiatric disorders, and inflammatory arthritis(3, 4). Current treatment consists of topical and/or systemic antibiotics, hormonal interventions, analgesics and, in selected cases, the tumor necrosis factor (TNF) inhibitor monoclonal antibody adalimumab (FDA approved for pediatric patients ≥12 years of age), and surgical excision(5-7). Analysis of real-world data that address the clinical treatment of pediatric HS patients and how treatments compare with adult HS patients has not been reported. 
Methods
HS adult (>18 years) and pediatric (< 18 years) subjects were identified in three US administrative claims databases, [IBM MarketScan® Commercial Claims and Encounters (CCAE), Multi‐state Medicaid (MDCD), and Optum's de-identified Clinformatics® Data Mart Database (Optum)] that were transformed into the Observational Medical Outcomes Partnership (OMOP) Common Data Model (CDM)(8), version 5.3. Subjects were required to have two SNOMED codes (59393003) for HS and at least 365 days of prior observation time to the first HS diagnosis. HS cohorts were characterized with respect to demographics and comorbidity information assessed in the 30 days after and 180 days prior to the index HS diagnosis. Treatment pathways illustrated the use of therapies using the following exposure categories: topical treatments, oral antibiotics, biologics, and surgical treatments. Oral antibiotics included tetracycline, doxycycline, lymecycline, minocycline, amoxicillin, pristinamycin, ceftriaxone, and metronidazole. Biologics included adalimumab, infliximab, anakinra, and anti-TNF. Topical treatments included clindamycin and resorcinol. Surgical treatments included laser procedures, incision and drainage of abscess, excision of skin and subcutaneous tissue, and acne surgery. Exposures prescribed within 14 days of each other were considered a combination therapy.
Results
A total of 2047, 2522, and 709 pediatric and 21158, 12666, and 11061 adult HS subjects with mean ages of 15.1, 14.8, and 15.0 (pediatric) and 37.7, 36.4, and 44.0 (adult) years, with female predominance (pediatric: 84%, 84%, 85%; adult: 78%, 83%, 73%), were identified from CCAE, MDCD, and Optum. Depression and anxiety were less prevalent in pediatric than in adult HS patients; 8 – 11% of pediatric
patients exhibited these comorbidities. Not unexpectedly and indirectly confirming the demographics of the pediatric population assessed, acne was 3- to 4-fold more prevalent in the pediatric population and Type 2 diabetes mellitus was 10- to 20-fold more prevalent in adult than in pediatric patients. Children and adults both frequently use oral antibiotics as a first line treatment for HS. Children were
found to use an oral antibiotic in combination with a topical at a slightly higher rate, which is not surprising
given that topical clindamycin (the drugs used more frequently in pediatric patients compared to adults)
is a common treatment of acne (which is more common in adolescents). Additionally, while the use
of surgical procedures and biologics is infrequent in both children and adults, use in children appears
more limited.

Table 1. Characterization of pediatric and adult HS cohorts
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Conclusion
This study illustrates that associated conditions and therapeutic treatment of HS in adults and pediatrics is very similar. These data support similarity of disease treatment practices which may inform development of drugs for the pediatric population.
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"Assessed in the 180 days prior to and 30 days post index

Adult Pediatric
CCAE MDCD Optum CCAE MDCD Optum
(n=22,113) (n=15,228) (n=12,181) (n=2,126) (n=2,998) (n=737)
% Female 784 827 73.2 83.8 84.1 85.4
Mean age * SD (years) 38+13 36 £13 4416 15£2 152 15£2
Age groups (%)
0-3 [ 0 [ < < 0
4-6 [ 0 [ 0 < <
71 [ 0 [ 52 7.6 69
1217 [ 0 [ 94.7 921 929
18-64 99.8 97.8 86.3 0 [ 0
>65 < 22 137 [9) 0 [9)
Select clinical characteristics' (%)
Type 1diabetes mellitus <1 238 21 < 14 <
Type 2 diabetes mellitus 2.2 222 21.8 11 39 <
Depression n7 257 16.2 8.2 n2 8.8
Anxiety 57 279 19.2 10.5 10.6 ni
Cellulitis 10.2 149 123 8 na 85
Pilonidal cyst 14 17 14 21 17 <
Acne 12.5 6.8 9.7 243 B5 278
Folliculitis 55 57 6 6.6 6 5.6
Furuncle 5 53 54 59 5.6 52
Crohn’s disease 13 15 14 < < <
Ulcerative colitis < < < < < [
Arthropathies
Rheumatoid arthritis 14 18 23 < < <
Psoriatic arthritis < < < o < o
Ankylosing spondylitis <1 < <1 < 0 0
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