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a b s t r a c t

Background/objective:  There is no consensus on the response rates of secukinumab, as findings from phase III 
trials differ from those reported in clinical-practice studies. This study aimed to assess the mid-term safety and 
efficacy profile of secukinumab in patients with moderate-to-severe hidradenitis suppurativa (HS). 
Methods:  This retrospective, multicenter study included patients with moderate-to-severe HS treated with secuk­
inumab (300 mg every four weeks) between 2020 and 2024. Eligible patients were aged ≥18 years, with a clinical 
diagnosis of moderate-to-severe HS, and a minimum follow-up of 24 weeks. Key exclusions included patients 
treated with nonstandard secukinumab dosing regimens or those with insufficient clinical data. The primary 
endpoints were achievement of HiSCR50 (≥50% reduction in the combined count of nodules and abscesses) at 
weeks 16 and 24). Secondary endpoints included achieving a ≥55% reduction in the International HS Severity 
Score (IHS4-55) and adverse events.
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Results:  A total of 263 patients (49.4%, women; 50.6%, men; mean age, 41.8 ± 13.2 years) were included. The 
most common HS phenotype was mixed (49.4%), and 55.1% had Hurley stage III disease. At weeks 16 and 24, a 
total of 57.4% and 63.6% of patients achieved HiSCR50, respectively. The mean IHS4 score dropped significantly 
from 16.7 ± 10.0 at baseline to 7.6 ± 5.6 at week 24 (p < 0.0001). At weeks 16 and 24, 52% and 56% of patients 
achieved an IHS4-55 response. Secukinumab was discontinued in 14.5% of patients because of lack of efficacy 
or adverse events. 
Conclusions:  Secukinumab demonstrated a significant safety and efficacy profile for patients with moderate-
to-severe in a real-world setting, with better outcomes than those reported in earlier clinical trials. Response 
evaluation at both week 16 and 24 is crucial due to variations in treatment effectiveness.

Introduction38 

Q2 HS (HS) is a persistent, relapsing, inflammatory dermatological 39 

condition originating from pilosebaceous units, predominantly impact­40 

ing intertriginous regions, and frequently correlated with multiple 41 

systemic comorbidities.1 Due to its chronicity and recurrent episodes, 42 

HS significantly impacts the patients’ quality of life, profoundly affect­43 

ing social, occupational, and psychological dimensions.2 In Europe, the 44 

reported prevalence of HS fluctuates from 1% to 4% across various stud­45 

ies, attributable to differences in study populations and methodologies3; 46 

while epidemiological data from American surveys report prevalences 47 

between 0.05% and 0.20%.4,548 

HS is clinically marked by recurrent episodes of neutrophilic inflam­49 

mation. The inflammation initiates in the hair follicles, leading to the 50 

formation of painful nodules and abscesses, which, in advanced stages, 51 

develop into pus-discharging tunnels and extensive scarring.1,352 

Although the pathogenesis of HS has not been fully understood, it is 53 

a multifactorial disease resulting from a combination of genetic, envi­54 

ronmental, and immunologic factors.1,3,6−855 

The initial pathophysiological events in HS are thought to be driven 56 

by the release of pathogen-associated molecular patterns (PAMPs) and 57 

danger-associated molecular patterns (DAMPs) following early follicular 58 

occlusion and bacterial overgrowth. These events activate the inflamma­59 

some, leading to the secretion of Interleukin (IL)-1β, primarily by tissue 60 

macrophages, and subsequent release of downstream cytokines, includ­61 

ing IL-17 and TNFα (6-8). Altered Toll-like receptor (TLR) signaling 62 

in macrophages and dendritic cells (DCs), which are the predomi­63 

nant cells in HS lesions, results in the elevated production of these 64 

cytokines, which triggers the activation of DCs, which in turn secrete 65 

IL-23, promoting the polarization of Th17 cells. IL-17-producing T 66 

helper cells have been observed to infiltrate the dermis in chronic HS67 

lesions.6−868 

HS treatment depends on disease severity and individual impact, 69 

involving topical, systemic, surgical, and combined approaches.9 Topi­70 

cal therapy is preferred in early stages, while systemic therapies, such as 71 

antibiotics, anti-inflammatory agents, immunosuppressants, botulinum 72 

toxin, isotretinoin, and antiandrogens are used for more severe73 

cases.6,1074 

The introduction of biologics has transformed the management of 75 

moderate-to-severe HS. For years, adalimumab (a TNF-α inhibitor) was 76 

the only approved biologic.11,12 Recently, anti-IL-17 biologics, such as 77 

secukinumab, ixekizumab, brodalumab have emerged as options for 78 

patients unresponsive to other therapies.13−1579 

Data from 2 double-blind, randomized phase III clinical trials (SUN­80 

SHINE and SUNRISE) have demonstrated the safety and efficacy profile 81 

of secukinumab for treating moderate-to-severe HS vs placebo, with 82 

42–48% of patients achieving HS Clinical Response (HiSCR).16−18 Addi­83 

tionally, different clinical-practice studies have shown that secukinumab 84 

may be effective in treating HS, although the proportion of treatment-85 

responders was variable.19−2786 

The current study aimed to assess the mid-term safety and efficacy 87 

profile of secukinumab in patients with moderate-to-severe HS.88 

Methods 89

Study design 90

We conducted a Q3retrospective and multicenter study under 91

real-world conditions, including consecutive HS patients with moderate- 92

to-severe HS28 who underwent treatment with secukinumab from 2020 93

through 2024. The study ensured a minimum follow-up period of 24 94

weeks, with a maintenance dose of 300 mg administered every 4 weeks. 95

The study protocol was approved from IIS La Fe Ethics Committee 96

(Valencia, Spain), which waived the requirement for informed con­ 97

sent to conduct the study. However, all participants gave their prior 98

written informed consent before receiving secukinumab. This study 99

fully complied with the Good Clinical Practice/International Council for 100

Harmonization Guidelines, the Declaration of Helsinki, and all applica­ 101

ble country-specific regulations governing clinical research, prioritizing 102

whichever provided greater protection to the individual. All identi­ 103

fying information was encrypted or withdrawn to ensure participant 104

anonymity. 105

Study population 106

Patients aged ≥18 years old with a clinical diagnosis of moderate- 107

to-severe HS, who underwent treatment with secukinumab, with a 108

maintenance dose of 300 mg administered every 4 weeks, and had a 109

minimum 24-week follow-up. We excluded those patients with other 110

secukinumab posology and cases with a lack of the data needed to ana­ 111

lyze the therapeutic response. 112

Patients were required to have a confirmed diagnosis of HS for at 113

least 6 months prior to study initiation, in accordance with the inclusion 114

criteria defined in the SUNNY trials.16−18 115

Outcomes 116

The primary endpoints were HiSCR50 (defined as the proportion of 117

patients who achieved at least a 50% reduction in nodule and abscess 118

count) at week 16 and week 24. 119

Secondary endpoints were the proportion of patients who achieved a 120≥55% reduction of the International HS Severity Scoring System (IHS4- 121

55) score29 and the safety profile (in terms of treatment-related adverse 122

events). 123

Clinical phenotypes of HS were defined according to Martorell et al. 124

classification.30 125

Pain was determined according to the Numerical Rating Scale 126

(NRS)9; however, due to the limited number of patients with available 127

data (n = 12), this variable was excluded from the statistical analysis. 128

Statistical analysis 129

A standard statistical analysis was performed using SPSS Statistical 130

Software version 28 (IBM SPSS Statistics, IL, United States). 131
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Table 1
Key demographic and clinical features of the study cohort.Q4

 Variable

 Age, years
 Mean ± SD  41.8 ± 13.2

 Sex, n (%)
 Women  130 (49.4)
 Men  133 (50.6)

 BMI (kg/m2)
 Mean ± SD  23.4 ± 4.6

 Family history of HS, n (%)
 Yes  78 (29.7)
 No  185 (70.3)

 Course of the disease, years
 Mean ± SD  15.4 ± 9.2

 Hurley stage, n (%)
 I  8 (3.0)
 II  110 (41.8)
 III  145 (55.1)

 Phenotype, n (%)
 Mixed  130 (49.4)
 Inflammatory  126 (47.9)
 Follicular  7 (2.7)

 Areas involved
 Mean ± SD  5.1 ± 2.2

 Number of previous systemic treatments
 Non-biologics

 Mean ± SD  4.1 ± 2.1
 Biologics

 Mean ± SD  1.8 ± 0.9

 Type of previous systemic treatments, n (%)
 Non-biologics

 Systemic antibioticsa  263 (100.0)
 Systemic corticosteroidsb  84 (31.9)
 Antiandrogensc  50 (19.0)
 Oral antidiabeticsd  31 (11.8)
 Retinoids

 Isotretinoin  31 (11.8)
 Acitretin  21 (8.0)

 Biologics
 Adalimumab  244 (93.1)
 Infliximab  31 (11.8)
 Ustekinumab  21 (8.0)
 Guselkumab  16 (6.1)
 Risankizumab  13 (4.9)

 Number of previous surgical procedures*
 Mean ± SD  2.5 ± 2.8

 Inflammatory nodules
 Mean ± SD  3.5 ± 4.1

 Abscesses
 Mean ± SD  1.8 ± 2.0

 Inflamed or draining tunnels
 Mean ± SD  4.6 ± 4.1

 IHS4
 Mean ± SD  16.7 ± 10.0

Table 1
(Continued)

 Variable

 Pain NRS
 Mean ± SD  5.4 ± 3.5

 Combine treatment, n (%)
 None  79 (30.1)
 Antiandrogen therapy  29 (11.0)
 Antidiabetic therapy  35 (13.3)
 Systemic antibiotic  85 (32.3)
 Systemic corticosteroids  39 (14.9)

 Combined surgery, n (%)
 No  258 (98.1)
 Yes  5 (1.9)

 Dosage (maintenance dose), n (%)
 300 mg every 4 weeks  244 (92.8)

SD: standard deviation; BMI: body mass index; HS: HS; IHS4: International HS 
Severity Scoring System; NRS: Numerical Rating Scale.

a Including combination therapy with rifampin 300 mg every 12 h and clin­
damycin 300 mg every 12 h for 10 weeks, or doxycycline 100 mg every 12 h for 
12 weeks.

b Including tapering prednisone regimen at 0.5–1 mg/kg for 15–30 days.
c Spironolactone 50–100 mg/day.
d Metformin.∗ Excluding incision and drainage.

Descriptive statistics, including number (percentage) and 132

mean ± standard deviation (SD), were applied as appropriate. 133

Results 134

Baseline demographic and clinical characteristics 135

A total of 263 patients, 130 (49.4%) women and 133 (50.6%) men, 136

were included in the study. Mean age was 41.8 ± 13.2 years. 137

The most prevalent HS phenotype was the mixed type, observed 138

in 130 (49.4%) patients, followed by the inflammatory phenotype in 139

47.9% of patients, and the follicular phenotype in 2.7%. 140

Regarding HS severity, a total of 145 (55.1%) patients exhibited Hur­ 141

ley stage III disease; 110 (41.8%) patients, Hurley stage II disease; and 142

8 (3.0%) patients, Hurley stage I disease. 143

The mean ISHA score was 16.7 ± 10.0. The mean number of pre­ 144

vious systemic treatment were 4.1 ± 2.1 and 1.8 ± 0.9 drugs for the 145

non-biologic and biologic therapies, respectively. Of the 263 patients 146

included in the study, 18 (6.8%) were biologic-naïve at the time of 147

treatment initiation. The mean number of previous surgical procedures, 148

excluding incision and drainage was 2.5 ± 2.8 procedures. 149

The main demographic and clinical characteristics are shown in 150

Table 1. 151

Efficacy 152

HS clinical response (HiSCR) 153

The proportion of patients who achieved a HiSCR50 at week-16 and 154

at week-24 of secukinumab treatment were 57.4% and 63.6%, respec­ 155

tively (Fig. 1A). 156

International HS Severity Score System (IHS4-55) 157

The mean IHS4 score significantly dropped from 16.7 ± 10.0 points 158

at baseline to 10.1 ± 5.2 points at week 16 and 7.6 ± 5.6 points at week 159

24, with both reductions being statistically significant (p < 0.0001 vs 160

baseline). 161
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Fig. 1. Overview of the main study outcomes. (A) Proportion of patients who achieved a HiSCR50 16 and 24 weeks into secukinumab therapy. (B) Proportion of 
patients who achieved a 55% reduction of the International HS Severity Scoring System (IHS4) score at weeks 16 and 24, respectively.

At week 16 and 24 of secukinumab treatment, 52% and 56% of 162 

patients reached an IHS455 (Fig. 1B).163 

Compared with the administration of secukinumab alone, the com­164 

bination therapy showed better results, regardless of the scale or time of 165 

measurement. At week 16, the proportion of patients achieving HiSCR50 166 

was significantly higher in the combination therapy group (62.2%) vs 167 

those on secukinumab monotherapy (52.2%) (p < 0.05). This differ­168 

ence persisted and slightly increased by week 24, with response rates 169 

of 66.7% vs 55.5%, respectively (p < 0.05).170 

A time-restricted subanalysis revealed statistically significant dif­171 

ferences in treatment response based on baseline disease severity and 172 

duration. Patients with moderate disease (Hurley II) showed higher 173 

response rates vs those with severe disease (Hurley III), achieving 174 

HiSCR50 in 62.2% and 65.7% of cases at weeks 16 and 24, respectively, 175 

and IHS4-55 in 68.1% at week 24. In contrast, Hurley III patients had 176

lower rates: 48.3% (HiSCR50, week 16), 51.1% (week 24), and 52.3% 177

(IHS4-55) (p < 0.05). 178

Similarly, shorter courses of the disease (<5 years) were associated 179

with better outcomes: HiSCR50 responses were 63.3% at week 16 and 180

68.4% at week 24, with 71.2% reaching IHS4-55. Patients with longer 181

disease duration (>5 years) had lower response rates (51.2%, 53.4%, 182

and 55.5%, respectively; p < 0.05). These findings underscore the influ­ 183

ence of disease stage and chronicity on treatment efficacy. 184

Safety and treatment withdrawal 185

Throughout follow-up, 38 (14.5%) patients withdrew secukinumab 186

due to lack of response (n = 33; 12.6%); oral candidiasis (n = 1, 0.4%) 187

4



AD 104562 

A. Martorell-Calatayud, E. Vilarrasa-Rull, P. Fernandez-Crehuet et al. Actas Dermo-Sifiliográficas xxx (xxxx) 104562

Table 2
A comparison of the clinical outcomes between the current study and the available real-world evidence.

 Source  Sample size  HiSCR50  Baseline IHS4  IHS4 response  IHS4-55
 Casseres et al.20  20  70% (24w)  N.A.  N.A.  N.A.
Melgosa et al., 202223 23  73.9% (16w) 11.4 ± 9.3  5.8 ± 7.1 (16w) N.A.

 83.3% (52w)  4.73 ± 79 (52w)
 Fernández-Crehuet et al., 202324  47  48.9% (16w)  21.11 ± 11.9  12.7 ± 11.6 (16w)  40.4% (16w)
Martora et al., 202425 21  57.1% (16w) 10.4 N.A. N.A.

 71.4% (52w)
 Haselgruber et al., 202426  67  41.8% (24w)*  N.A.  N.A.  44.8% (24w)
Current study 263  57.3% (16w) 16.65 ± 10.02 N.A. 56.0% (24w)

 63.6% (24w)

N.A.: not available; w: week; m: minute; HiSCR: hidradenitis suppurativa clinical response; IHS4-55: proportion of patients who achieved a 55% reduction of the 
International HS Severity Scoring System (IHS4) score.∗ Not calculable (<3 AN count) in 17.91% of patients.

psoriasis worsening (n = 2; 0.8%); ulcerous colitis flare (n = 1; 0.4%); 188 

and Crohn’s disease flare (n = 1; 0.4%).189 

Discussion190 

According to the results of the current real-world study, we con­191 

cluded that in clinical practice secukinumab demonstrates to be a safe 192 

and effective treatment for patients with HS refractory to conventional 193 

systemic therapy. Key highlights include the high proportion of patients 194 

who achieved an IHS4-55 and HiSCR at week-16 and week-24 of treat­195 

ment, as well as the low rate of treatment discontinuation (12.6%).196 

The Sunny trials (Sunrise and Sunshine)16−18 were 2 randomized 197 

control trials that assessed the safety and efficacy profile of secukinumab 198 

in patients with moderated-to-severe HS over a period of 52 weeks. The 199 

primary endpoint was the proportion of patients achieving HiSCR50, 200 

which ranged from 42% (Sunrise) to 46% (Sunshine) in the treatment 201 

groups.202 

Although HiSCR is a tool widely used in clinical practice for assess­203 

ing the reduction of inflammatory nodules and abscesses, it does not 204 

include the reduction of draining tunnels in its evaluation.11. Recently, 205 

the IHS4-55 tool has been introduced for evaluating the efficacy of HS 206 

treatments.28,31207 

At week 16, 57.4% of patients achieved HiSCR50. In the same line, 208 

at week 16 up to 52% of patients reached an IHS455 (Fig. 1B).209 

The results of our study suggested slightly improved outcomes vs 210 

those reported by the “Sunny trials.” Specifically, the proportion of 211 

patients achieving HiSCR50 was 57.4% at week 16 (vs 42% in the Sun­212 

rise and 46% in the Sunshine) and 63.6% at week 24 (vs 56% in the 213 

Sunny).16,17214 

The slightly better outcomes observed in our study may be attributed 215 

to the fact that 69.9% of the sample received combination therapy. 216 

Clinical trials on HS typically exclude treatments aimed at managing 217 

comorbidities that could potentially influence patient outcomes.16−18 In 218 

contrast, daily clinical practice and current clinical guidelines under­219 

score the importance of addressing comorbidities, as their effective 220 

management positively impacts the control of HS.32−34221 

Although randomized clinical trials (RCTs) represent the highest 222 

level of clinical evidence,35 they have limitations that may reduce their 223 

clinical validity and applicability to certain population groups. Clinical-224 

practice data can offer valuable insights into treatment efficacy across 225 

diverse patient subgroups in clinical practice.36,37226 

Other studies, conducted on daily clinical-practice conditions, have 227 

assessed the effectiveness of secukinumab in HS, predominantly using 228 

HiSCR as the primary outcome measure, with HiSCR rates ranging from 229 

46% to 83.6% at 16–52-week follow-ups.19−27 However, these studies 230 

often involved limited samples (Table 2).231 

Casseres et al.21 found that 65% (13/20) of patients achieved HiSCR 232 

at week 12. Similarly, Melgosa et al.24 followed 23 patients and reported 233 

that 73.9% (17/23) achieved HiSCR at week 16, with sustained results 234

of 71.4% (15/21) at week 24, 71.4% (10/14) at week 36, and 83.3% 235

(10/12) at week 52 of secukinumab treatment. Fernandez-Crehuet 236

et al.25 reported that 48.9% of patients achieved HiSCR at week 16, 237

while Martora et al.26 found that 57.1% (8/14) of patients achieved 238

HiSCR at week 16, with 71.4% (10/14) reaching HiSCR by week 52. 239

There is ongoing debate regarding the optimal time point for assess­ 240

ing therapeutic response to biologic agents, with week 24 generally 241

considered the most informative in clinical practice. In our study, we 242

observed an increased response at this time point, with 63.6% of patients 243

achieving HiSCR50 and up to 56% achieving IHS4-55. These findings 244

contrast with those reported by Haselgruber et al.,27 in a retrospec­ 245

tive study of 67 patients, where 41.79% (28/67) achieved HiSCR and 246

44.78% (30/67) achieved IHS4-55 at week 24. 247

To the best of our knowledge, the current study, which includes 263 248

patients, is the largest clinical-practice analysis of secukinumab for HS 249

conducted thus far. 250

Compared with published evidence, both clinical trials and clinical- 251

practice studies, the HiSCR rate in our study is in the upper range of 252

these studies. Nevertheless, it must be considered that the sample of 253

this study presented a high proportion of patients at the Hurley III stage 254

(indeed 97% of patients were either stage II or III), a long disease dura­ 255

tion (15.4 ± 9.2 years), and that patients presented previous exposure to 256

biologic drugs (mean, 1.8 ± 0.9 drugs). 257

This study has limitations that should be considered when evaluating 258

its results. Firs, its retrospective design introduces potential confounding 259

variables and inherent biases. Nevertheless, a key strength of this study 260

is its execution within clinical settings, allowing for the inclusion and 261

analysis of patient scenarios that extend beyond those typically assessed 262

in controlled clinical trials. Secondly, its limited follow-up duration. A 263

longer follow-up period might provide more comprehensive insights. 264

Important strengths of this study include its multicenter design and the 265

high number of patients included in it. 266

Conclusions 267

The results of this multicenter real-world study indicate that secuk­ 268

inumab can be considered a safe and effective treatment option for 269

patients with moderate-to-severe HS who have failed other therapies, 270

even with higher results vs the previous data published in the literature 271

from the Sunny clinical trials. Special consideration would be made in 272

the best moment to evaluate the response to medical therapy due to the 273

differences between week 16 and 24. 274

Funding 275

Medical writing service has been supported by the AEDV Spanish 276

Group of Psoriasis. 277

5



AD 104562 

A. Martorell-Calatayud, E. Vilarrasa-Rull, P. Fernandez-Crehuet et al. Actas Dermo-Sifiliográficas xxx (xxxx) 104562

Conflicts of interest278 

Antonio Martorell declared to have received honoraria and/or travel 279 

grants and/or acted as an advisory board member for Novartis, Abb­280 

Vie, Janssen Cilag, UCB, Lilly, LEO Pharma, L’Oreal, Sanofi, Boehringer 281 

Ingelheim, Almirall, Bristol Myers Squib and Amgen. Moreover, he has 282 

worked as a principal investigator in clinical trials supported by Abb­283 

Vie, UCB, Jansen, Bristol Myers Squibb, Lilly, Galderma, Sanofi, and 284 

Novartis.285 

Francisco Javier Melgosa Ramos declared to have received hono­286 

raria and/or travel grants and/or acted as an advisory board member 287 

for Novartis, Abbvie, Janssen Cilag, UCB, Lilly, LEO Pharma, L’Oreal, 288 

Sanofi, Almirall and Amgen. The remaining authors declared no con­289 

flicts of interest whatsoever.290 

Acknowledgements291 

Medical writing and Editorial assistant services have been provided 292 

by Ciencia y Deporte S.L.293 

References294 

1. Sabat R, Jemec GBE, Matusiak Ł, Kimball AB, Prens E, Wolk K. Hidradenitis suppura­295 
tiva. Nat Rev Dis Primers. 2020;6:18, http://dx.doi.org/10.1038/s41572-020-0149-1.296 

2. Alikhan A, Lynch PJ, Eisen DB. Hidradenitis suppurativa: a 297 
comprehensive review. J Am Acad Dermatol. 2009;60:539–561, 298 
http://dx.doi.org/10.1016/j.jaad.2008.11.911 [quiz 562-3].299 

3. Martorell A, García-Martínez FJ, Jiménez-Gallo D, et al. An update 300 
on hidradenitis suppurativa (part I): epidemiology clinical aspects, and 301 
definition of disease severity. Actas Dermosifiliogr. 2015;106:703–715, 302 
http://dx.doi.org/10.1016/j.ad.2015.06.004 [in English, Spanish].303 

4. Vazquez BG, Alikhan A, Weaver AL, Wetter DA, Davis MD. Incidence 304 
of hidradenitis suppurativa and associated factors: a population-based 305 
study of Olmsted County, Minnesota. J Invest Dermatol. 2013;133:97–103, 306 
http://dx.doi.org/10.1038/jid.2012.255.307 

5. Cosmatos I, Matcho A, Weinstein R, Montgomery MO, Stang P. Analysis 308 
of patient claims data to determine the prevalence of hidradenitis sup­309 
purativa in the United States. J Am Acad Dermatol. 2013;68:412–419, 310 
http://dx.doi.org/10.1016/j.jaad.2012.07.027.311 

6. Napolitano M, Megna M, Timoshchuk EA, et al. Hidradenitis suppurativa: 312 
from pathogenesis to diagnosis and treatment. Clin Cosmet Investig Dermatol. 313 
2017;10:105–115, http://dx.doi.org/10.2147/CCID.S111019.314 

7. Negus D, Ahn C, Huang W. An update on the pathogenesis of hidradenitis sup­315 
purativa: implications for therapy. Expert Rev Clin Immunol. 2018;14:275–283, 316 
http://dx.doi.org/10.1080/1744666X.2018.1449647 [erratum in: Expert Rev Clin 317 
Immunol. 2018;14(9):781. doi: 10.1080/1744666X. 2018.1516971].318 

8. Liu T, Li S, Ying S, et al. The IL-23/IL-17 pathway in inflamma­319 
tory skin diseases: from bench to bedside. Front Immunol. 2020;11, 320 
http://dx.doi.org/10.3389/fimmu.2020.594735, 594735.321 

9. Zouboulis CC, Desai N, Emtestam L, et al. European S1 guideline for the treat­322 
ment of hidradenitis suppurativa/acne inversa. J Eur Acad Dermatol Venereol. 323 
2015;29:619–644, http://dx.doi.org/10.1111/jdv.12966.324 

10. Tchero H, Herlin C, Bekara F, Fluieraru S, Teot L. Hidradenitis suppurativa: a 325 
systematic review and meta-analysis of therapeutic interventions. Indian J Dermatol 326 
Venereol Leprol. 2019;85:248–257, http://dx.doi.org/10.4103/ijdvl.IJDVL_69_18 327 
[erratum in: Indian J Dermatol Venereol Leprol. 2019;85(6):617. doi: 328 
10.4103/ijdvl.IJDVL_453_19].329 

11. Kimball AB, Okun MM, Williams DA, et al. Two phase 3 trials of adal­330 
imumab for hidradenitis suppurativa. N Engl J Med. 2016;375:422–434, 331 
http://dx.doi.org/10.1056/NEJMoa1504370.332 

12. Aarts P, Dudink K, Vossen ARJV, et al. Clinical implementation of biologics and small 333 
molecules in the treatment of hidradenitis suppurativa. Drugs. 2021;81:1397–1410, 334 
http://dx.doi.org/10.1007/s40265-021-01566-2.335 

13. Kashetsky N, Mufti A, Alabdulrazzaq S, et al. Treatment outcomes of IL-17 inhibitors 336 
in hidradenitis suppurativa: a systematic review. J Cutan Med Surg. 2022;26:79–86, 337 
http://dx.doi.org/10.1177/12034754211035667.338 

14. Novartis. Novartis Receives European Approval for Cosentyxr as First and 339 
Only IL-17a Inhibitor for Hidradenitis Suppurativa; 2023. Available from: 340 
https://www.novartis.com/news/media-releases/novartis-receives-european-341 
approval-cosentyx-first-and-only-il-17a-inhibitor-hidradenitis-suppurativa. 342 
Accessed 20 November 2024.343 

15. Novartis. FDA Approves Novartis Cosentyxr as the First New Biologic Treatment 344 
Option for Hidradenitis Suppurativa Patients in Nearly a Decade; 2023. Available from: 345 
https://www.novartis.com/news/media-releases/fda-approves-novartis-cosentyx-346 
first-new-biologic-treatment-option-hidradenitis-suppurativa-patients-nearly-347 
decade#:∼:text=Basel%2C%20October%2031%2C%202023%20%E2%80%94,sup­348 
purativa%20(HS)%20in%20adults. Accessed 29 November 2024.349 

16. Kimball AB, Jemec GBE, Alavi A, et al. Secukinumab in moderate-to-severe 350 
hidradenitis suppurativa (SUNSHINE and SUNRISE): week 16 and week 52 results of 351 

two identical, multicentre, randomised, placebo-controlled, double-blind phase 3 tri­ 352
als. Lancet. 2023;401:747–761, http://dx.doi.org/10.1016/S0140-6736(23)00022-3 353
[erratum in: Lancet. 2024;403(10427):618. doi: 10.1016/S0140-6736(24)00266-6]. 354

17. Zouboulis CC, Passeron T, Pariser D, et al. Secukinumab in patients with moderate- 355
to-severe hidradenitis suppurativa based on prior biologic exposure: an efficacy and 356
safety analysis from the SUNSHINE and SUNRISE phase III trials. Br J Dermatol. 357
2024;190:836–845, http://dx.doi.org/10.1093/bjd/ljae098. 358

18. Zouboulis CC, Prens EP, Sayed CJ, et al. International Hidradenitis Suppurativa 359
Severity Scoring System (IHS4) as a holistic measure of hidradenitis suppurativa 360
disease severity compared with Hurley staging: a post hoc analysis of the SUN­ 361
RISE and SUNSHINE phase 3 trials of secukinumab. J Eur Acad Dermatol Venereol. 362
2024;38:e496–e499, http://dx.doi.org/10.1111/jdv.19681. 363

19. Prussick L, Rothstein B, Joshipura D, et al. Open-label, investigator-initiated, single- 364
site exploratory trial evaluating secukinumab, an anti-interleukin-17A monoclonal 365
antibody, for patients with moderate-to-severe hidradenitis suppurativa. Br J Derma­ 366
tol. 2019;181:609–611, http://dx.doi.org/10.1111/bjd.17822. 367

20. Villegas-Romero I, Collantes-Rodríguez C, Valenzuela-Ubiña S, Jiménez- 368
Gallo D. Moderate to severe hidradenitis suppurativa successfully treated 369
with secukinumab. Actas Dermosifiliogr (Engl Ed). 2020;111:696–698, 370
http://dx.doi.org/10.1016/j.ad.2019.07.007 [in English, Spanish]. 371

21. Casseres RG, Prussick L, Zancanaro P, et al. Secukinumab in the treatment of mod­ 372
erate to severe hidradenitis suppurativa: results of an open-label trial. J Am Acad 373
Dermatol. 2020;82:1524–1526, http://dx.doi.org/10.1016/j.jaad.2020.02.005. 374

22. Reguiaï Z, Fougerousse AC, Maccari F, Bécherel PA. Effectiveness of secukinumab 375
in hidradenitis suppurativa: an open study (20 cases). J Eur Acad Dermatol Venereol. 376
2020;34:e750–e751, http://dx.doi.org/10.1111/jdv.16605. 377

23. Ribero S, Ramondetta A, Fabbrocini G, Bettoli V, Potenza C, Chiricozzi A, et al. Effec­ 378
tiveness of secukinumab in the treatment of moderate-severe hidradenitis suppura­ 379
tiva: results from an Italian multicentric retrospective study in a real-life setting. J Eur 380
Acad Dermatol Venereol. 2021;35:e441–e442, http://dx.doi.org/10.1111/jdv.17178. 381

24. Melgosa Ramos FJ, García Ruiz R, Estébanez Corrales A, Mateu Puchades A. 382
Long-term secukinumab efficacy in patients with moderate to severe hidradenitis 383
suppurativa: a retrospective single-centre case series (23 patients). J Eur Acad Der­ 384
matol Venereol. 2023;37:e517–e519, http://dx.doi.org/10.1111/jdv.18685. 385

25. Fernandez-Crehuet P, Haselgruber S, Padial-Gomez A, et al. Short-term effec­ 386
tiveness safety, and potential predictors of response of secukinumab in patients 387
with severe hidradenitis suppurativa refractory to biologic therapy: a multicen­ 388
ter observational retrospective study. Dermatol Ther (Heidelb). 2023;13:1029–1038, 389
http://dx.doi.org/10.1007/s13555-023-00906-2. 390

26. Martora F, Marasca C, Cacciapuoti S, et al. Secukinumab in hidradenitis suppura­ 391
tiva patients who failed adalimumab: a 52-week real-life study. Clin Cosmet Investig 392
Dermatol. 2024;17:159–166, http://dx.doi.org/10.2147/CCID.S449367. 393

27. Haselgruber S, Fernández-Crehuet-Serrano P, Fernández-Ballesteros MD, 394
et al. Insights into the window of opportunity and outcome measures in 395
patients with moderate to severe hidradenitis suppurativa treated with secuk­ 396
inumab: a real-world study. Dermatol Ther (Heidelb). 2024;14:1875–1890, 397
http://dx.doi.org/10.1007/s13555-024-01209-w. 398

28. Hurley HJ. Axillary hyperhidrosis, apocrine bromhidrosis, hidradenitis suppurativa 399
and familial benign pemphigus: surgical approach. In: Roenigk RK, Roenigk HH, eds. 400
Dermatologic Surgery. New York: Marcel Dekker; 1996:623–645. 401

29. Zouboulis CC, Tzellos T, Kyrgidis A, et al. Development and validation of the 402
International Hidradenitis Suppurativa Severity Score System (IHS4), a novel 403
dynamic scoring system to assess HS severity. Br J Dermatol. 2017;177:1401–1409, 404
http://dx.doi.org/10.1111/bjd.15748. 405

30. Martorell A, Jfri A, Koster SBL, et al. Defining hidradenitis suppurativa phenotypes 406
based on the elementary lesion pattern: results of a prospective study. J Eur Acad 407
Dermatol Venereol. 2020;34:1309–1318, http://dx.doi.org/10.1111/jdv.16183. 408

31. Tzellos T, van Straalen KR, Kyrgidis A, et al. Development and valida­ 409
tion of IHS4-55, an IHS4 dichotomous outcome to assess treatment effect 410
for hidradenitis suppurativa. J Eur Acad Dermatol Venereol. 2023;37:395–401, 411
http://dx.doi.org/10.1111/jdv.18632. 412

32. Alikhan A, Sayed C, Alavi A, et al. North American clinical management guidelines 413
for hidradenitis suppurativa: a publication from the United States and Canadian 414
Hidradenitis Suppurativa Foundations: Part I: Diagnosis, evaluation, and the use of 415
complementary and procedural management. J Am Acad Dermatol. 2019;81:76–90, 416
http://dx.doi.org/10.1016/j.jaad.2019.02.067. 417

33. Alikhan A, Sayed C, Alavi A, et al. North American clinical management 418
guidelines for hidradenitis suppurativa: a publication from the United States 419
and Canadian Hidradenitis Suppurativa Foundations: Part II: Topical, intrale­ 420
sional, and systemic medical management. J Am Acad Dermatol. 2019;81:91–101, 421
http://dx.doi.org/10.1016/j.jaad.2019.02.068. 422

34. Zouboulis CC, Bechara FG, Benhadou F, et al. European S2k guidelines for hidradeni­ 423
tis suppurativa/acne inversa part 2: Treatment. J Eur Acad Dermatol Venereol. 424
2025;39:899–941, http://dx.doi.org/10.1111/jdv.20472. 425

35. Burns PB, Rohrich RJ, Chung KC. The levels of evidence and their 426
role in evidence-based medicine. Plast Reconstr Surg. 2011;128:305–310, 427
http://dx.doi.org/10.1097/PRS.0b013e318219c171. 428

36. Miksad RA, Abernethy AP. Harnessing the power of real-world evidence 429
(RWE): a checklist to ensure regulatory-grade data quality. Clin Pharmacol Ther. 430
2018;103:202–205, http://dx.doi.org/10.1002/cpt.946. 431

37. Sherman RE, Anderson SA, Dal Pan GJ, et al. Real-world evidence – 432
what is it and what can it tell us? N Engl J Med. 2016;375:2293–2297, 433
http://dx.doi.org/10.1056/NEJMsb1609216. 434

6

dx.doi.org/10.1016/j.jaad.2008.11.911
dx.doi.org/10.1016/j.ad.2015.06.004
dx.doi.org/10.1038/jid.2012.255
dx.doi.org/10.1016/j.jaad.2012.07.027
dx.doi.org/10.2147/CCID.S111019
dx.doi.org/10.1080/1744666X.2018.1449647
dx.doi.org/10.3389/fimmu.2020.594735
dx.doi.org/10.1111/jdv.12966
dx.doi.org/10.4103/ijdvl.IJDVL_69_18
https://www.novartis.com/news/media-releases/novartis-receives-european-approval-cosentyx-first-and-only-il-17a-inhibitor-hidradenitis-suppurativa
https://www.novartis.com/news/media-releases/novartis-receives-european-approval-cosentyx-first-and-only-il-17a-inhibitor-hidradenitis-suppurativa
https://www.novartis.com/news/media-releases/novartis-receives-european-approval-cosentyx-first-and-only-il-17a-inhibitor-hidradenitis-suppurativa
https://www.novartis.com/news/media-releases/fda-approves-novartis-cosentyx-first-new-biologic-treatment-option-hidradenitis-suppurativa-patients-nearly-decade
https://www.novartis.com/news/media-releases/fda-approves-novartis-cosentyx-first-new-biologic-treatment-option-hidradenitis-suppurativa-patients-nearly-decade
https://www.novartis.com/news/media-releases/fda-approves-novartis-cosentyx-first-new-biologic-treatment-option-hidradenitis-suppurativa-patients-nearly-decade
https://www.novartis.com/news/media-releases/fda-approves-novartis-cosentyx-first-new-biologic-treatment-option-hidradenitis-suppurativa-patients-nearly-decade
https://www.novartis.com/news/media-releases/fda-approves-novartis-cosentyx-first-new-biologic-treatment-option-hidradenitis-suppurativa-patients-nearly-decade
https://www.novartis.com/news/media-releases/fda-approves-novartis-cosentyx-first-new-biologic-treatment-option-hidradenitis-suppurativa-patients-nearly-decade
https://www.novartis.com/news/media-releases/fda-approves-novartis-cosentyx-first-new-biologic-treatment-option-hidradenitis-suppurativa-patients-nearly-decade
dx.doi.org/10.1111/jdv.19681
dx.doi.org/10.1111/bjd.17822
dx.doi.org/10.1016/j.ad.2019.07.007
dx.doi.org/10.1016/j.jaad.2020.02.005
dx.doi.org/10.1111/jdv.16605
dx.doi.org/10.1111/jdv.17178
dx.doi.org/10.1111/jdv.18685
dx.doi.org/10.2147/CCID.S449367
dx.doi.org/10.1111/bjd.15748
dx.doi.org/10.1111/jdv.16183
dx.doi.org/10.1111/jdv.18632
dx.doi.org/10.1016/j.jaad.2019.02.067
dx.doi.org/10.1016/j.jaad.2019.02.068
dx.doi.org/10.1111/jdv.20472
dx.doi.org/10.1097/PRS.0b013e318219c171
dx.doi.org/10.1002/cpt.946

	Real-World Experience With Secukinumab for Hidradenitis Suppurativa: A Multicenter Retrospective Analysis of 263 Patients From the SECU-SPAIN Study
	Introduction
	Methods
	Study design
	Study population
	Outcomes
	Statistical analysis

	Results
	Baseline demographic and clinical characteristics
	Efficacy
	HS clinical response (HiSCR)
	International HS Severity Score System (IHS4-55)

	Safety and treatment withdrawal

	Discussion
	Conclusions
	Funding
	Conflicts of interest


