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Summary
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Table 2 HCRU per patient per year: Average number  
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Figure 4 Diagnosing and biologic-prescribing specialists

Figure 1 Study design 
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Figure 2 Study design 

Patients who met initial criteria for HS diagnosis, or HS symptoms without a diagnosis, 
January 2014–November 2024

N=5,744,314 (100%)

Continuous capture with both medical and pharmacy benefits for 12 months pre index date
N=2,425,291 (42.2%)

Continuous capture with both medical and pharmacy benefits for 12 months, 
including and following the index date

N=1,796,444 (31.3%) 

Patients were at least 12 years of age
N=1,764,937 (30.7%)

Patients with a known sex
N=1,763,183 (30.7%)

Patients with a known location designation
N=1,763,185 (30.7%)
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Figure 3 HCRU per patient per year:  
Proportion of patients with visit type
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Objective
To characterize the demographics, treatment patterns, and access to care among patients 
living with hidradenitis suppurativa (HS) in rural vs. urban United States (US).

Conclusions
This real-world analysis reveals distinct differences in HCRU and access to care between 
urban and rural patients with either an HS diagnosis, or HS symptoms without a diagnosis. 

Rural patients demonstrated less access to dermatology specialty care, and more often 
relied on outpatient hospital settings and primary care for general health and  
HS management. 

These findings underscore the need for alternative care models in underserved areas.  
They also highlight the need for further investigation into the impact of delays in HS 
diagnosis, and real-world treatment patterns, on long-term outcomes in the context of 
geographic disparities in access to specialty care.

Synopsis
•	 HS is a chronic, inflammatory skin disease that is characterized by the presence of lesions, 

abscesses, and tunnels.1

•	 HS often requires lifelong disease management and treatment.2

•	 Differences are seen in healthcare resource utilization (HCRU) and access to care, including 
dermatology, by geographic location and other social determinants of health.1,3 

Methods
•	 This retrospective longitudinal analysis was conducted using STATinMED Real-World Data 

Insights all-payer medical and pharmacy claims data from 01/01/2014–11/30/2024  
(case identification period: 01/01/2015–11/30/2023; Figure 1). 

•	 Eligible patients were aged ≥12 years, with ICD-9 or ICD-10-CM claims codes for either HS 
diagnosis, or HS symptoms without a diagnosis, plus continuous medical and pharmacy 
benefit enrollment for 12 months pre- and post-index date (uninterrupted medical coverage 
with medical and pharmacy benefits). Location (rural or urban) was assigned as of the index 
date using US Department of Agriculture RUCA codes. ZIP codes were linked to RUCA 
classifications, which define rural and urban areas based on population density, urbanization, 
and commuting patterns.

•	 Patients without an HS diagnosis had to have ≥2 visits 30 days to 12 months apart with related 
symptom claims (abscess, cyst, boil, furuncle, folliculitis). 

•	 We report demographic variables, HCRU, and access to care, in patients living in  
rural vs. urban areas.

•	 Access to specialist dermatology care and treatment was compared between urban and rural 
residents using chi-squared tests.

Results
•	 In total, 1,763,183 eligible patients were included (Figure 2): 2.9% (n=51,030) were rural patients 

and 97% (1,712,153) were urban patients. 

•	 Of all patients, 17% (n=297,982) had an HS diagnosis and 83% (n=1,465,201) had HS symptoms 
without a diagnosis. Among those with an HS diagnosis, 3.2% were rural patients (n=9,543) and 
among those with HS symptoms and no HS diagnosis, 2.8% were rural patients (n=41,487).

•	 Demographic characteristics are shown in Table 1. Mean age was similar for rural vs. urban  
(52 years vs. 51 years, p<0.001), and both the rural and urban patient groups were 59% female. 

	– The largest proportions of each group were in the US South, White, and had 
commercial insurance.

	– The largest category of household income for both rural and urban patients was <$25,000, 
comprising 58% of rural patients and 40% of urban patients.

•	 At baseline, rural patients showed substantially greater pain medication use than urban patients, 
both opioid (45% vs. 37%, p<0.001) and non-opioid (43% vs. 36%, p<0.001). 

•	 During follow-up, use of biologic therapies (any indication) was low overall and similar between 
rural and urban patients (2.8% rural vs. 3.1% urban, p=0.139) among HS-diagnosed patients.

HCRU and access to care
•	 Significantly greater proportions of rural patients had outpatient hospital visits than urban 

patients for any cause (p<0.001, baseline and follow-up) or HS-related (p<0.001, baseline and 
follow-up; Figure 3). Rural patients also had significantly more all-cause outpatient hospital 
visits than urban patients (p<0.001, baseline and follow-up; Table 2).

•	 Significantly greater proportions of rural patients accessed primary care than urban patients 
during follow-up, with an HS diagnosis (87% vs. 76%, p<0.001) or with HS symptoms and no 
diagnosis (87% vs. 72%, p<0.001).

•	 Among those with an HS diagnosis, a significantly smaller proportion of rural patients had 
accessed specialty care from dermatologists during follow-up than urban patients  
(15% vs. 26%, p<0.001). A similar pattern was observed for symptomatic patients without 
an HS diagnosis (23% vs. 41%, p<0.001). 

•	 Greater proportions of rural patients were diagnosed by primary care providers than specialty 
care providers, with the reverse for urban patients (Figure 4).

Mean (SD), unless otherwise specified
Urban  

(N=1,712,153)
Rural  

(N=51,030)
p value,  

Urban vs. Rural

All-cause, Baseline

Number of inpatient visits 2.4 (3.8) 2.3 (3.5) <0.001

Inpatient LOS, days 33.2 (138.0) 29.8 (123.2) 0.021

Inpatient LOS, days, median (IQR) 6 (3.0, 18.0) 5 (3.0, 14.0) <0.001

Number of outpatient hospital visits 5.1 (7.3) 5.9 (7.7) <0.001

All-cause, Follow-up

Number of inpatient visits 3.0 (4.9) 2.6 (4.4) <0.001

Inpatient LOS, days 41.7 (152.2) 36.0 (135.6) <0.001

Inpatient LOS, days, median (IQR) 8 (3.0, 24.0) 6 (3.0, 19.0) <0.001

Number of outpatient hospital visits 5.9 (8.3) 7.3 (9.4) <0.001

HS-related, Baseline

Number of inpatient visits 1.6 (1.9) 1.5 (1.5) 0.347

Inpatient LOS, days 27.3 (117.6) 26.2 (152.8) 0.865

Inpatient LOS, days, median (IQR) 7 (4.0, 15.0) 6 (3.3, 12.0) 0.009

Number of outpatient hospital visits 1.8 (2.2) 1.8 (1.9) 0.947

HS-related, Follow-up

Number of inpatient visits 1.7 (2.1) 1.7 (2.3) 0.033

Inpatient LOS, days 35.6 (135.5) 29.7 (107.7) 0.003

Inpatient LOS, days, median (IQR) 8 (4.0, 22.0) 7 (3.0, 17.0) <0.001

Number of outpatient hospital visits 2.1 (2.5) 2.3 (3.3) <0.001

n (%), unless  
otherwise specified

Overall  
(N=1,763,183)

Urban  
(N=1,712,153)

Rural  
(N=51,030)

p value,  
Urban vs. Rural

Age, mean (SD) 51 (18.4) 51 (18.4) 52 (18.6) <0.001

Sex

Male 715,106 (40.6) 694,334 (40.6) 20,772 (40.7) 0.493

Female 1,048,077 (59.4) 1,017,819 (59.4) 30,258 (59.3) 0.493

US Geographic Region

Northeast 341,908 (19.4) 338,012 (19.7) 3,896 (7.6) <0.001

North Central 398,133 (22.6) 380,296 (22.2) 17,837 (35.0) <0.001

South 677,916 (38.4) 653,824 (38.2) 24,092 (47.2) <0.001

West 345,226 (19.6) 340,021 (19.9) 5,205 (10.2) <0.001

Payer Channel

Commercial 684,577 (38.8) 668,163 (39.0) 16,414 (32.2) <0.001

Medicare 481,290 (27.3) 465,320 (27.2) 15,970 (31.3) <0.001

Medicaid 502,692 (28.5) 486,420 (28.4) 16,272 (31.9) <0.001

Government/other 40,031 (2.3) 38,889 (2.3) 1,142 (2.2) 0.628

Dual eligible 54,593 (3.1) 53,361 (3.1) 1,232 (2.4) <0.001

Race N=1,273,857 N=1,239,667 N=34,190

White 1,082,467 (85.0) 1,051,714 (84.8) 30,753 (89.9) <0.001

Black 159,892 (12.6) 156,855 (12.7) 3,037 (8.9) <0.001

Asian 27,918 (2.2) 27,658 (2.2) 260 (0.8) <0.001

Other 3,580 (0.3) 3,440 (0.3) 140 (0.4) <0.001

Ethnicity N=1,144,724 N=1,114,647 N=30,077

Hispanic 177,013 (15.5) 174,786 (15.7) 2,227 (7.4) <0.001

Non-Hispanic 967,711 (84.5) 939,861 (84.3) 27,850 (92.6) 0.156
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of included patients were in 
urban locations, with 3% rural

of included patients had HS symptoms 
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Real-world claims data were used to 
characterize treatment and access to care for 
rural vs. urban patients with HS

During the follow-up period:

Significantly greater proportions of rural patients had ≥1 HS-related outpatient hospital visit than urban patients 39% 25%
vs.

p<0.001

A smaller proportion of rural patients received dermatology specialty care at HS diagnosis or first HS symptom than 
urban patients

At index:

12% vs. 24%
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