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despite a lack of comparative studies evaluating their efficacy.

Objectives: This study aimed to assess current prescription patterns for systemic HS
therapies among European HS specialists, evaluate unmet needs in antibiotic and
biologic use and explore expert opinions on criteria for biologic upgrade as a first-
line therapy.

Methods: A structured questionnaire was distributed to 55 HS specialists, the major-
ity of whom were members of the European Hidradenitis Suppurativa Foundation
(EHSEF), comprising HS experts and future opinion leaders. Responses underwent
statistical analysis to assess trends in antibiotic versus biologic prescription, treat-
ment efficacy and potential improvements in therapeutic decision-making.
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2 HS: UPGRADE CRITERIA FOR BIOLOGICS

Results: A total of 43 participants (76.6% of invited experts, 80% of invited opin-
ion leaders) responded. While 95% adhered to licensing regulations mandating
10-12 weeks of antibiotics before biologics, 81% acknowledged prescribing antibiotics
despite anticipating inadequate responses. More than half reported patient-reported
flares during antibiotic treatment. The majority (77%) supported earlier biologic
initiation in cases of persistent flares, and 79% favoured short-term biologic therapy
over antibiotics for early-stage HS. Participants identified specific phenotypic attrib-
utes such as rapidly progressing disease, extensive involvement and comorbidities as
factors warranting earlier biologic intervention.

Conclusions: Current treatment practice may delay optimal intervention, potentially
leading to missed therapeutic windows. A significant proportion of respondents ex-
pressed a preference for earlier biologic intervention, especially in cases of severe dis-
ease or frequent flares. The findings underscore the need for a consensus statement
defining upgrade criteria for biologics as a first-line therapy, potentially improving
patient outcomes and reducing healthcare burdens.

KEYWORDS

INTRODUCTION

Novel research findings on hidradenitis suppurativa/acne in-
versa (HS) over the past two decades'™ have redefined the
disease from a primarily infectious one to a multifactorial in-
flammatory skin disease with a complex pathogenesis centred
on a disruption of the innate immunity and abnormal keratino-
cyte differentiation of the hair follicle. This shift in under-
standing led to the evolution of treating the disease with agents
targeting specific components of the inflammatory cascade,
such as the TNF-a inhibitor adalimumab, which was licensed
over 10years ago." A more comprehensive understanding of
HS pathophysiology led to further evolution of therapeutic
strategies and the addition of the anti-IL-17A and anti-IL17A/F
inhibitors secukinumab and bimekizumab to the therapeu-
tic ‘arsenal’ of dermatologists and HS specialists over the last
2years.5’7

Moreover, the development of validated scoring systems,
both dichotomous and continuous, aims to accurately rep-
resent severity changes in both a dynamic and categorical
manner. This approach facilitates a more precise capture of
the potential available treatments.®™*?

Biologic treatment is currently restricted by licensing regu-
lation, which mandates a 10- to 12-week course of antibiotics
prior to initiation. Various antibiotic treatments have shown
efficacy in small randomized control trials, case-control stud-
ies and case series, using heterogenous scoring semiquantita-
tive or qualitative methods to define treatment response.'*
A recent prospective multicenter European study employed a
well-validated scoring system to assess the efficacy of doxycy-
cline and clindamycin-rifampicin® as treatment options for
HS patients; however, head-to-head prospective studies com-
paring antibiotics with biologics are lacking.

All Phase III biologic studies included Hurley stage
IT and IIT patients, making the presence of scarring or

adalimumab, bimekizumab, biologics, hidradenitis suppurativa, secukinumab, upgrade criteria

Why was the study undertaken?

Phase III HS studies with biologics have
traditionally required Hurley II-III patients with
irreversible lesions (draining tunnels) for inclusion,
overlooking opportunities for earlier intervention.
Early aggressive treatment during the optimal
‘window of opportunity’ could prevent progression
to irreversible damage.

What does this study add?

Nearly half of surveyed participants reported
HS patients' flares within 1-3months after
discontinuing prolonged antibiotic therapy. 79% of
the participants would prefer short-term biologics to
antibiotics for Hurley I severe disease. A number of
different phenotypic constellations were proposed
for an upgrade to biologics.

What are the implications of this study for
disease understanding and/or clinical care?

A significant proportion of respondents expressed
a preference for earlier biologic intervention, espe-
cially in cases of severe disease or frequent flares,
with no significant differences between experts
and future opinion leaders. The study provides the
rationale for the development of upgrade criteria
for the use of biologics in HS. Further consensus-
building is required to provide a proposal for the
appropriate phenotypes for first-line biologic
treatment.
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draining tunnels necessary for their inclusion. This cur-
rently outdated approach stems from an era where irre-
versible HS lesions were perceived as a hallmark of disease
severity rather than the inevitable consequence of the
inadequately treated inflammatory component of the
disease.?

HS has a high socio-economic burden with a regular need
for patients seeking treatment in a hospital emergency de-
partment.””® In addition, inpatient treatment of HS is often
associated with significant direct and indirect costs. These
costs not only encompass the medical expenses related to
surgery themselves but also include the costs of hospital-
ization, medications and follow-up care. Indirect costs can
further extend to lost wages for the patients during their
recovery period and the potential impact on their overall
quality of life. The financial burden can be significant for
both the healthcare system and the patients, reinforcing the
urgent need for more efficient management and treatment
strategies with an earlier positive impact on HS patients'
quality of life.

Currently, the understanding and management of in-
flammatory skin diseases is undergoing a significant par-
adigm shift, with HS emerging as a prime example of a
condition where early and aggressive intervention could
be critical for effective treatment."** HS serves as a model
disease demonstrating the importance of an optimal win-
dow of opportunity, where timely and robust therapeutic
strategies may not only potentially delay but even reverse
disease progression.*® Several studies support the idea of
a more aggressive approach in order to change disease
trajectory in the course of the disease: A multicentre ob-
servational study on secukinumab demonstrated that
a lower therapeutic burden, defined as fewer prior sys-
temic treatments and surgical interventions, was signifi-
cantly correlated with higher response.”® Results from a
registry analysis highlighted that consistent biologic use
reduced the need for acute interventions, systemic antibi-
otics and hospitalizations compared to delayed biologics
after irreversible damage, demonstrating an inverse cor-
relation between treatment delay and clinical response to
biologics.**?!

This evolving approach brings to the forefront the ques-
tion of whether specific cases or phenotypic constellations
of HS subtypes might warrant first-line biologic treatment,
providing advantages both for patients' health outcomes and
long-term sustainability for healthcare. The use of antibiot-
ics in patients who are likely to switch to biologics in the near
future should be critically evaluated, particularly in view of
the increasing antibiotic resistance worldwide.*

To address this, we sought insights from selected physi-
cians, the majority of whom have been associated with the
European Hidradenitis Suppurativa Foundation (EHSF),
who possess specialized knowledge and experience with
HS. Our objective was to better define their systemic ther-
apy strategies and identify potential unmet needs in the
prescription of antibiotics and biologics in their clinical
practice.

METHODS

An electronic questionnaire was distributed to 55 HS
specialists, with the majority of them being also members of
the European Hidradenitis Suppurativa Foundation (EHSF)
on 20 July 2024 using Google Forms (California, USA), who
were expected to complete it within 40 days. Invitations were
distributed via email to the addresses provided by members
upon joining the European Hidradenitis Suppurativa
Foundation (EHSF). To ensure balanced geographical
representation, colleagues from all European countries were
considered. Participants were classified into two categories:
HS experts and future opinion leaders.

HS experts were defined as physicians aged >40years
with extensive clinical experience in the management of HS,
frequent peer-reviewed publications on the disease and/or
contributions to national or international clinical guidelines.
Many had served as principal investigators in major clinical
trials or disease registries. In addition, they often held lead-
ership roles in professional societies, organized dedicated
HS workshops and contributed to major educational initia-
tives aimed at improving HS care.

Future opinion leaders were defined as younger col-
leagues (typically aged <40years) actively involved in emerg-
ing HS research, with recent first- or co-author publications,
poster presentations or documented active participation in
national or international congresses related to HS within the
preceding 3 years.

The age of the experts and future opinion leaders was
presented as mean + SD, and the statistical analysis was per-
formed using Jamovi Version 2.6.25.0 (Sydney, Australia).

The questionnaire included 16 questions, which at-
tempted to clarify the prescription patterns of systemic ther-
apies for HS, the implementation of the guidelines in the
‘real-world’ situation, and to identify potential unmet needs
in the prescription of biologics (see also supplemental mate-
rial 2). In a subsequent step, the participants were asked to
describe, if applicable, three cases of phenotypes or clinical
constellations in which they would prefer to start biologic
treatment as monotherapy or in combination with antibi-
otics without the previously required 3-month antibiotic
course. The results were statistically presented as mean + SD
or median (Ist-3rd quartile), and were statistically evalu-
ated using chi-squared, Mann-Whitney or Student's t-test,
where applicable, after evaluation of data distribution using
the Kolmogorov-Smirnov test, using Python version 3.12.4
software (Python Software Foundation, Beaverton, USA).

Differences were considered significant if the p-value
was <0.05. Visualization of the results was performed using
Microsoft Excel Version 16.93.1 (Microsoft Corporation,
Washington, USA).

RESULTS

A total of 23 out of the 30 invited experts (77%) and 20 out of
the 25 invited opinion leaders (80%) (total participants=43)
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FIGURE 1 (a) Graphic representation of the 19 out of 22 invited countries, which participated in the survey. The participants from a country varied

from 1 to 7 persons. (b) Graph on the level of clinical importance guidelines and consensus statements have for the participants. (c) Box and whisker plot

depicting the percentage of patients treated by the participants, experts and opinion leaders, who were pre-treated with antibiotics before the initiation of
biologics. ID: Tree plot demonstrating the most common antibiotics prescribed for the 3-month course for HS patients from the participants of this study.
(e) Percentage of participants who replied yes, admitted they had to prescribe at least once antibiotics as a regulatory necessity in order to initiate biologic

treatment, although they did not expect an adequate response.

joined the study, with diversified origins from 19 out of 22
invited European countries (Figure 1). 9/23 (39%) of the ex-
pertsand 11 of 20 (55%) of the future opinion leaders were fe-
males. The mean age of the experts was 55.4 + 7.8 years, while
the age of the future opinion leaders was 36.5+4.88years
(p<0.001). The descriptives of the participants are presented
in the supplemental material.

Forty-one of 43 participants (95%) agreed that a consen-
sus statement on the use of biologics as first-line therapy for
HS would be useful for their clinical practice. The partic-
ipants were asked about the importance of guidelines and
consensus agreements for clinical practice, and the median
value was 9 out of 10 (8-10), with no significant differences
between experts and future opinion leaders (Figure 1b).
A total of 81% of the respondents (83% of the experts and
80% of the future opinion leaders) reported prescribing
antibiotic therapy as a first-line treatment due to regula-
tory requirements, despite not expecting adequate efficacy
(Figure le).

95% of the specialists indicated that their patients had re-
ceived biologics as per licensing regulations, with the vast
majority (95%) having received prior treatment with anti-
biotics for 10-12weeks (Figure 1c). The percentage for fu-
ture opinion leaders was 90% (74-100) compared to experts

(95%, 90-100), but with no statistically significant difference
observed.

Doxycycline was the most prescribed antibiotic (47%)
(Figure 1d), followed by clindamycin monotherapy (21%),
the combination of clindamycin and rifampicin (16%), other
tetracycline-group antibiotics (9%) and lastly other combi-
nations, including agents targeting predominantly Gram-
negative and anaerobic bacteria (7%) (Figure 1d).

Regarding antibiotic efficacy in controlling disease flares,
52 +24% of those treated by the expert group and 56 +20% of
those treated by future opinion leaders were reported to have
experienced a flare during the course of the 10- to 12-week
antibiotic treatment (Figure 2), with no statistical differences
between the different groups (p>0.05). Additionally, 58% of
the participants stated that they would then initiate mono-
therapy with biologics rather than continue with antibiot-
ics, while 74% favoured combining biologics with antibiotics
(Figure 2b).

Participants were asked how many patient-reported
flares they would consider significant in order to switch to
a biologic agent prior to completing the 12-week antibiotic
course. Most experts required over two flares (23% of the
participants) or three flares (21% of the participants) to initi-
ate earlier biologic therapy (Figure 2c), whereas the threshold
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appeared to be lower (>1 flare) for most of the future opinion
leaders (16%), with no statistically significant differences be-
tween the two groups (p <0.05).

Another focus of the survey revolved around the treat-
ment strategies concerning patients who responded to anti-
biotic therapy (Figure 2d). 60% of all the participants chose
to discontinue the treatment after 10-12 weeks, while 26%
opted to continue the antibiotic therapy (p <0.001). Among
experts, 56% would stop the therapy, while 22% supported its
continuation (p>0.05). In contrast, 65% of the future opin-
ion leaders discontinued the treatment after the 3-month
course, while 30% preferred continuation of antibiotic ther-
apy (p=0.004). Among those extending antibiotic therapy
over 3months, 18% continued treatment for 1 month, 55%
for 4-6 months, 9% for more than 6 months and 18% con-
tinued the treatment until a flare or a side effect necessitated
discontinuation (Figure 2e). For those continuing antibiot-
ics, 60% of the experts and 43% of the future opinion leaders
would prefer to continue the therapy for 3-6 months, while
20% versus 29% would continue the treatment until a flare
or a side effect occurred. A short-term prolongation of the
antibiotic course (1 month) was chosen by fewer participants
(20% vs. 28%).

Furthermore, participants were asked to estimate the
average time to relapse after discontinuing a prolonged
course of antibiotic treatment, according to their clinical ex-
perience. A total of 49% of them reported a relapse within
1-3months, 35% within 3-6 months, while 9% highlighted
an early disease worsening in less than 1 month.

Participants were asked whether they believed that an an-
tibiotic course lasting over 3 months as per licensing require-
ments might lead to missing the window of opportunity in
HS, leading to Hurley progression and irreversible lesions,
such as draining or non-draining tunnels and cicatriza-
tion. A total of 48% of the experts (Figure 3b) and 70% of
the young opinion leaders (Figure 3) believed the window of
opportunity could be missed, with the difference not being
statistically significant (p=0.2).

Lastly, participants were asked to express whether they
would prefer a short-term biologic treatment instead of an-
tibiotic treatment for Hurley I patients (Figure 3c) and, if
so, how long this treatment should be (Figure 3d). A total
of 79% of participants preferred such treatment, with sig-
nificantly more future opinion leaders (85%) compared to
experts (74%, p=0.006). The preferred duration would be
12 weeks with the option to extend it to 24 weeks (41% vs.
59%, p=0.0019). The second most preferred option was a
fixed 12-week course of biologics.

The majority of responses from both groups concerning
specific phenotypic constellations that could be eligible for
an upgrade to biologic treatment fell into the following cate-
gories: disease severity according to IHS4, number of flares,
disease dissemination on both the upper and lower body,
fast progression of Hurley stage, disease with concomitant
inflammatory comorbidities or syndromic HS phenotypes,
specific involvements of the anogenital and/or inguinal re-
gion as well as paediatric patients with a family history of

HS or patients with inflammatory HS lesions that began in
childhood or adolescence (Table 1).

DISCUSSION

This study aimed to describe an expert opinion on current
prescription patterns regarding biologics and antibiotics for
HS, to uncover potential unmet needs and to provide the ra-
tionale for developing upgrade criteria for the use of biologics
as first-line therapy for HS. Although such recommendations
are already in use for other chronic inflammatory skin dis-
eases, for example, psoriasis,” > a clear statement advocat-
ing for upgrading HS patients without the need of a 3-month
antibiotic course is not documented clearly in the literature
to date. This is surprising, given that the ‘point of no return’
marked by scarring and tunnel formation is more easily iden-
tifiable in HS compared to other inflammatory diseases.

In addition, it seems that the treatment of multiple
draining tunnels is recognized as the ‘Achilles heel of cer-
tain modern anti-inflammatory therapies: A reanalysis of
the PIONEER I&II data identified draining tunnels as a
major factor influencing clinical response.”® Frew et al.*
demonstrated through a time-to-event analysis that the
presence of dermal tunnels significantly increased the
time required to achieve HiSCR, with patients needing
more than double the time compared to patients without
tunnels. A randomized real-world study compared HS
patients treated with adalimumab as monotherapy ver-
sus combination with surgery over a course of 12 months.
The results highlighted that surgery led to a significantly
higher reduction of IHS4 and DLQ], indirectly suggesting
that the surgical removal of hard-to-treat lesions resulted
in a more robust clinical response and better quality of life
for HS patients. Draining tunnels might lead to secondary
polymicrobial bacterial colonization'®*" and there is also
evidence for biofilm formation within the lumen of the
tunnels which may attribute to recalcitrance towards an-
tibiotics and the prolonged inflammation.**”** The patho-
genesis for such lesions might be more challenging to treat
with biologic monotherapy, requiring prolonged antibiotic
courses and/or surgical procedures, such as deroofing
and local or wide excisions, for adequate disease control.
Although anti-IL-17 compounds have been shown to have
efficacy in treating draining tunnels,* a significant gap
remains between the clinical response between Hurley II
and I1I patients in both relevant Phase III trials.®’

The value of a ‘hit hard and early’ approach versus long-
term inflammatory suppression of irreversible lesions was
reflected in the responses to this questionnaire. Indeed,
participants almost unanimously supported the idea that
upgrade criteria for biologic use as first-line therapy would
be beneficial for clinical practice. The respondents showed
strong adherence to guidelines, rating their importance at
9 out of 10 and prescribing biologics according to licensing
requirements in 95% of cases, following a long course of
antibiotics.
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FIGURE 2 (a) Percentage of participants stating that patient-reported flares were reported during the 12-week antibiotic course. n.s: non-significant.
(b) Graph on the therapeutic decision of continuing the antibiotic therapy versus switching to or adding a biologic after a patient reported flare. (c)
Number of flares needed according to all the participating EHSF-members, experts and young opinion leaders in order to initiate biologic treatment
before the end of the 12-week antibiotic course. (d) Graphic depiction of the percentage of participants who would decide to continue the antibiotic
treatment or stop it, in case of a responder, n.s: not significant; **P<0.01; **p<0.001. (e) different time periods of treatment from participants who would
decide to continue with the antibiotic therapy after the course of 3months, both experts (f) and future opinion leaders (g).
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aforementioned phenotype. n.s: not significant; **p <0.01.
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TABLE 1 The table summarizes some of the preliminary results of specific clinical scenarios and phenotypic constellations in which early biologic
therapy may be considered in HS according to preliminary survey results. These results do not constitute formal guideline recommendations.

Candidates for early biologic intervention - preliminary results

+ Antibiotics contraindicated

* Syndromic HS or HS with inflammatory comorbidities

* Frequent inflammatory HS flares

+ At least moderate disease and non-adjacent anatomical sites
Martorell’s mixed or inflammatory phenotypes

» Rapid progressors

* Hurley | and severe HS

* Hurley Il with tunnels and at least moderate HS

* Hurley Ill cases and at least moderate HS
Hurley 1l with extensive area involvement

+ Ectopic, conglobate, or scarring folliculitis phenotypes

+ Childhood/adolescent onset with family history and inflammation

+ At least moderate disease in specific anatomic areas

Details / Examples

E.g., Crohn’s disease, arthritis, pyoderma gangrenosum

> 3 flares in 12 weeks

IHS4 = 4 and involvement of both upper and lower body areas
As previously described'

Any increase in Hurley stage within < 3 months

Hurley I, IHS4 > 11

Hurley I, IHS4 = 4 with draining tunnels

Hurley I, IHS4 > 4

Hurley I, IHS4 = 4 with = 3 areas affected

As defined by Jemec and van der Zee?

Onset in childhood/adolescence, positive family history, IHS4 > 4
IHS4 = 4 plus inguinal, anogenital, gluteal, or visible area involvement

HS is known among inflammatory skin diseases for its
significant diagnostic delay. A German study estimated this
delay at around 10.1years,"” while a more recent French
study®® conducted after awareness efforts by institutions,
patient organizations and the pharmaceutical industry
demonstrated a significant reduction in this time to less than
half. This underscores the importance of early diagnosis as
it impacts the progression of single lesions to draining tun-
nels. This prospect was highlighted by 70% of future opinion
leaders, suggesting that a 3-month antibiotic course might
lead to a missed window of opportunity, while the experts
were more divided on this issue, without the difference being
significant.

Prospective head-to-head studies directly comparing
the efficacy of antibiotics versus biologics are lacking, but
participants reported that the current prescription pattern,
dictated by licensing requirements, cannot adequately cap-
ture all HS cases. A total of 81% of responders admitted
to prescribing antibiotics without expecting a sufficient
response, as it remains a prerequisite for biologic admin-
istration. Additionally, 54% of the participants admitted
already having patients complaining about flares before
the end of the 12-week antibiotic course. The disease-free
interval is not equally documented for all antibiotic regi-
mens used in HS. For clindamycin-rifampicin, it is docu-
mented to be around 4-5 months.'®*' Beyond bacteriostatic
or bactericidal effects, antibiotics have also demonstrated
purely anti-inflammatory effects such as inhibiting effects
on lymphocyte transformation, antibody production and
neutrophile chemotaxis.”>* A total of 77% of partici-
pants reported initiating biologic treatment earlier, with-
out completing the 12-week antibiotic course, when flares
occurred. Experts primarily required three flares, while
young opinion leaders considered two or more flares as
an indication of suboptimal disease control, prompting an
earlier switch to a biologic agent. The consortium of the
German S2k guideline was the first to provide a statement
on this matter, proposing a review of the meaningfulness
of an extended duration of antibiotic therapy and a possible

switch to another therapeutic modality (biologics and/or
surgery if necessary) at 3 months the latest.>>

Concerning HS patients who responded to antibiotic
therapy, significantly more young opinion leaders compared
to experts chose to stop rather than continue antibiotic
treatment. Surprisingly, 55% opted to continue the treat-
ment over 3—6 months and 18% persisted until a flare or side
effect required discontinuation. For 8years, adalimumab
was the only licensed biologic therapy for HS and the high
number of refractory cases, along with the reimbursement
challenges across different countries, might explain these
results. Despite this, concerns regarding antimicrobial re-
sistance®®”” from extensive antibiotic courses and the newly
available anti-IL-17 compounds might lead to a shift in treat-
ment strategy in the coming years.

A total of 86% of future opinion leaders and 74% of ex-
perts favoured a 3- to 6-month biologic treatment course
over antibiotics for severe Hurley I patients. This particular
phenotype may shape the future of HS treatment, with early
diagnosis that subsequently would allow a ‘hit hard and early’
approach for shorter, intensive intervention rather than life-
long immunosuppression of late-Hurley stage lesions.

A total of 42 out of 43 participants provided several dif-
ferent answers regarding which phenotypic constellations
or cases of HS they would deem appropriate for initiating
biologic monotherapy as first-line therapy or for combin-
ing biologics and antibiotics, with the initial goal of distin-
guishing between the two groups. Unfortunately, there was
a substantial overlap in the answers of both groups, making
this distinction impossible. Many respondents selected sim-
ilar groupings of clinical features but could not always de-
termine distinctive, group-specific phenotypes appropriate
for early biologic initiation. Thus, while the data reflect gen-
eral agreement in some clinical scenarios, they lack enough
discrimination to support a tailored phenotype-specific
recommendation for upgrading to biologics. Clinical het-
erogeneity of HS, in combination with the missing sharp de-
marcation of certain clinical phenotypes, might be possible
reasons for the current difficulty in effectively personalizing
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HS treatment. A possible answer could be a molecular or
genotype-based approach: advances in biomarker discovery,
tissue profiling and genome studies might help us identify
molecular subgroups of HS patients likely to benefit from
early or targeted biologic interventions.

The aforementioned data speak to the need for further
clarifications and consensus building. Despite the hetero-
geneity, answers will be grouped appropriately and will be
presented in a next round where a larger number of HS ex-
perts and future opinion leaders will be requested to vote
on a Likert scale ranging from —5 (strongly disagree) to +5
(strongly agree) on a number of statements during a Delphi
consensus conference. We hope that the results of the con-
ference will serve as the foundation for developing an EHSF
checklist, including clear recommendations for the upgrade
criteria for first-line biologic therapy in HS.

There are several limitations to our study: despite the
considerable amount of participants, the study surveyed a
limited number of HS experts and future opinion leaders.
This might not appropriately depict the diversity of clinical
practice across different European regions and health sys-
tems. The distribution of a survey as a method might lead
to selection bias, since respondents might have different
opinions than non-respondents. The use of a structured
questionnaire narrows the depth of responses and might not
capture all clinical considerations or reasoning. Data based
on self-reported opinions and behaviours might be subject
to recall bias and not adequately reflect clinical practice.
EHSF members may tend to answer in ways they perceive
as professionally desirable or aligned with current guide-
lines rather than reporting true individual beliefs. Although
this manuscript is to be perceived as an expert opinion of
physicians, lack of the patients' voice, view and perspectives
might have added a valuable variable to the interpretation
of the results. Lastly, several authors of this manuscript re-
port personal fees, advisory roles and research support from
pharmaceutical companies involved in the development of
biologic therapies for HS, including participation in related
clinical trials. These relationships are detailed in the conflict
of interest section and may be relevant to the interpretation
of study findings.
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