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c a s e  r e p o r t

A  49-year-old African American male with a past 
medical history significant for chronic, long-
standing, hidradenitis suppurativa involving his 

axillary and inguinal regions presented to the rheuma-
tology clinic complaining of pain and swelling of his left 
elbow, bilateral knees, and right ankle. Simultaneously, 
he began to develop conjunctivitis of his right eye. His 
joint symptoms were closely related to an exacerbation 
of the hidradenitis, which ultimately required surgi-
cal intervention. He denied any history of iritis, oral or 
genital ulcers, urethritis, bowel disease, or psoriasis that 
would suggest another cause of his symptoms. 

Physical exam was notable for severe hidradenitis 
located in bilateral axillary and inguinal regions. The 
skin in these regions was thickened and fibrotic, with 
associated sinus tracts emitting purulent exudate, partic-
ularly in the inguinal region (Figure 1). There was a 
healing surgical scar present in the right inguinal region. 
Ocular examination revealed a nonexudative conjuncti-
vitis of the right eye. Joint evaluation revealed small 
bilateral knee effusions without associated warmth. 
Soft-tissue swelling around the medial malleolus was 

noted at the right ankle.
Laboratory studies revealed anemia of chronic dis-

ease and a Westergren erythrocyte sedimentation rate of 
72 mm/hr. Serologic testing for rheumatoid factor, anti-
CCP, and HLA B-27 were negative. Radiographic stud-
ies of the sacroiliac joints and lower lumbar spine 
revealed minimal degenerative changes (Figure 2). X-
rays of the knees showed mild osteophytosis. X-ray of 
the right ankle revealed soft-tissue swelling.

A presumptive diagnosis of reactive arthritis second-
ary to hidradenitis suppurativa was made. He was ini-
tially placed on prednisone and responded well. After 
that was tapered, he was started on sulfasalazine, with 
recurrence of his symptoms. He was then started on 10 
mg of methotrexate per week, and after several months 
of therapy, his symptoms improved.

Discussion
Hidradenitis suppurativa is a chronic disorder of the 

apocrine sweat glands, characterized by comedolike fol-
licular occlusion, chronic relapsing inflammation, and 
mucopurulent discharge. Progressive scarring and sinus 
tract formation are seen in later stages. It affects approx-
imately 1% of the population.1 The incidence is similar 
in both men and women, and an increased frequency is 
observed in African Americans.1

Reactive arthritis is the triad of urethritis, conjuncti-
vitis, and inflammatory arthritis. Typical infectious 
agents include Chlamydia trachomatis, Samonella, Shi-
gella, and Yersenia species as well as Campylobacter 
jejuni.2 Many other infectious agents, however, have 
been described. Joint involvement is typically asymmet-
ric and oligoarticular, predominantly of the lower 
extremities. The differential diagnosis includes septic 
arthritis, psoriatic arthritis, enteropathic arthritis, and 
rheumatoid arthritis. 

Spondyloarthropathy associated with hidradenitis 
suppurativa and acne conglobata (a severe form of cystic 
acne), was originally described in 1982 in a case series 
of 10 patients.3 Ninety percent of these patients were 
African Americans in their third or fourth decade of life. 
All patients had a history of episodic oligoarthritis most 
commonly affecting the knees, followed by the elbow, 
wrist, ankle, and shoulder. All of the affected patients 
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also had clinical features of axial arthritis of the lumbo-
sacral spine. The majority of patients had anemia and an 
elevated erythrocyte sedimentation rate. Eight of the 10 
patients had radiographic evidence of sarcroiliitis.

Subsequent studies revealed similar findings. Cuta-
neous manifestations often precede the onset of arthritis 
by as many as 20 years.4 Hidradenitis suppurativa/acne 
conglobata with arthritis is often associated with other 
clinical manifestations. Pyoderma gangrenosum, recur-
rent urethritis, conjunctivitis, and xerophthalmia have 
all been documented.4

Radiographic features include both axial and periph-

eral arthropathies. Involvement can be symmetrical or 
asymmetrical. Both the spine and sacroiliac joints can 
become affected. Sacroiliitis is a common finding in 
patients with acne conglobata and arthritis.5 Syndesmo-
phytes and squaring of the vertebrae and calcification of 
the anterior longitudinal ligament have also been 
described. The axial skeleton is less frequently involved 
or occurs later, and is often asymptomatic in hidradeni-
tis suppurativa.6 Peripheral joint involvement is more 
commonly seen in hidradenitis suppurativa, and has 
been predominantly characterized by erosions, perios-
teal reactions, and cystic changes of variable degree.6 

Prior studies showed that the use of non-steroidal anti-
inflammatory drugs was a reasonable treatment option.4 
Steroids have also been used with variable success.

Methotrexate has not typically been used to treat 
arthritis associated with hidradenitis suppurativa, 
although it has been regularly used to treat other types of 
reactive arthritis.

The cause of arthritis associated with hidradenitis 
suppurativa/acne conglobata is unknown. There does 
not seem to be a genetic predisposition. These condi-
tions are associated with chronic cutaneous infection, 
and the arthropathy occurring in these conditions may 
be reactive to the infectious process. However, no single 
bacterium has been consistently cultured from active 
skin lesions. Circulating immune complexes, including 
antinuclear antibodies, have been found in several 
patients. Elevated complement levels have also been 
noted to occur. This may, however, reflect a nonspecific 
reaction to inflammation and has also been seen in other 

Figure 2. Skin, in Various Stages of Healing From Surgical Debridement, That Is Thickened and Fibrotic, 
With Associated Sinus Tracts Emitting Purulent Exudates

Figure 1. Minimal Degenerative Changes of the 
Sacroiliac Joint With No Evidence of Sacroiliitis
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seronegative spondyloarthropathies, such as ankylosing 
spondylitis.7 Given that there is no clear genetic predis-
position, this disease process may be a good model for 
the study of the role of the environment in the pathogen-
esis of inflammatory arthritis.
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