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Foot rash and joint pain

An untreated infection led to a series of unusual signs and
symptoms that included difficulty walking.

A 21-YEAR-OLD MAN presented to the emer-
gency department (ED) with a 2-month
history of joint pain, swelling, and difficul-
ty walking that began with swelling of his
right knee (FIGURE 1A). The patient said that
over the course of several weeks, the swelling
and joint pain spread to his left knee, followed
by bilateral elbows and ankles. Nonsteroidal
anti-inflammatory drugs (NSAIDs) and aspi-
rin produced only modest improvement.

Two weeks prior to presentation, the pa-
tient also experienced widespread pruritus and
conjunctivitis. His past medical history was
significant for a sexual encounter that resulted
in urinary tract infection (UTI)-like symptoms
approximately 1 month prior to the onset of his
joint symptoms. He did not seek care for the
UTI-like symptoms.

In the ED, the patient was febrile
(102.1 °F) and tachycardic. Skin examina-
tion revealed erythematous papules, intact

FIGURE 1
Swollen knee and foot lesions

The 21-year-old patient presented with swelling over the right knee (A) and 1- to

vesicles, and pustules with background hyper-
keratosis and desquamation on his right foot
(FIGURE 1B). The patient had spotty erythema
on his palate and a 4-mm superficial erosion
on the right penile shaft. Swelling and tender-
ness were noted over the elbows, knees, hands,
and ankles. No inguinal lymphadenopathy was
noted.

An arthrocentesis was performed on the
right knee that demonstrated no organisms on
Gram stain and a normal joint fluid cell count.
A complete blood count (CBC), C-reactive
protein (CRP), erythrocyte sedimentation rate
(ESR), and urinalysis were ordered. A punch
biopsy was performed on a scaly patch on the
right elbow.

O WHAT IS YOUR DIAGNOSIS?

O HOW WOULD YOU TREAT THIS
PATIENT?

foot along with confluent thick scaling and desquamation (B).
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3-mm papules on the sole of his right
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Reactive arthritis
features a triad
of conjunctivitis,
urethritis, and
arthritis that
follows either
gastrointestinal
or urogenital
infection.
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Dx: Keratoderma

blenorrhagicum

The patient’s history, clinical findings, and lab
results, including a positive Chlamydia tracho-
matis polymerase chain reaction (PCR) test
from a urethral swab, pointed to a diagnosis of
keratoderma blenorrhagicum in association
with reactive arthritis (following infection with
C trachomatis).

Relevant diagnostic findings included
an elevated CRP of 26.5 mg/L (normal range,
<10 mg/L), an elevated ESR of 116 mm/h (nor-
mal range, < 15 mm/h) and as noted, a positive
C trachomatis PCR test. The patient’s white
blood cell count was 9.7/pL (normal range,
4.5-11 pL) and the rest of the CBC was within
normal limits. Urinalysis was positive for leu-
kocytes and rare bacteria. A treponemal anti-
body test was negative.

Additionally, the punch biopsy from the
right elbow revealed acanthosis, intercellular
spongiosis, and subcorneal pustules consistent
withlocalized pustular psoriasis or keratoderma
blenorrhagicum. After the diagnosis was made,
human leukocyte antigen B27 allele (HLA-B27)
testing was conducted and was positive.

A predisposition

exacerbates the infection

Reactive arthritis, a type of spondyloar-
thropathy, features a triad of conjunctivitis,
urethritis, and arthritis that follows either
gastrointestinal or urogenital infection.! Re-
active arthritis occurs with a male predomi-
nance of 3:1, and the worldwide prevalence
is 1 in 3000.! Causative bacteria include
C trachomatis, Yersinia, Salmonella, Shigella,
and Campylobacter,  Escherichia  coli,
Clostridioides (formerly Clostridium) diffi-
cile, and C pneumoniae.? Patients with the
HLA-B27 allele are 50 times more likely to
develop reactive arthritis following infection
with the aforementioned bacteria.!

Findings consistent with a diagnosis of
reactive arthritis include a recent history of
gastrointestinal or urogenital illness, joint
pain, conjunctivitis, oral lesions, cutaneous
changes, and genital lesions.? Diagnostic tests
should include arthrocentesis with cultures or
PCR and cell count, ESR, CRP, CBC, and uri-
nalysis. HLA-B27 can be used to support the
diagnosis but is not routinely recommended.?

Pustules and psoriasiform scaling
characterize this diagnosis

The differential diagnosis for the signs and
symptoms seen in this patient include dissem-
inated gonococcal arthritis, psoriatic arthritis,
rheumatoid arthritis, and secondary syphilis.

1 Gonococcal arthritis manifests with
painful, sterile joints as well as pustules on
the palms and soles, but not with the psoriasi-
form scaling and desquamation that was seen
in this case. A culture or PCR from urethral
discharge or pustules on the palms and soles
could be used to confirm this diagnosis.?

1 Psoriasis in association with psoriatic
arthritis and the psoriasiform rashing of reac-
tive arthritis (keratoderma blenorrhagicum)
show similar histopathology; however, pa-
tients with psoriatic arthritis generally exhibit
fewer constitutional symptoms.*

I Rheumatoid arthritis also manifests
with joint pain and swelling, especially in the
hands, wrists, and knees. This diagnosis was
unlikely in this patient, where small joints
were largely uninvolved.*

1 Secondary syphilis also manifests with
papular, scaly, erythematous lesions on the
palms and soles along with pityriasis rosea-
like rashing on the trunk. However, it rarely
produces pustules or hyperkeratotic kerato-
derma.’ As noted earlier, a treponemal anti-
body test in this patient was negative.

Drug therapy
is the best option
First-line therapy for reactive arthritis con-
sists of NSAIDs. If the patient exhibits an
inadequate response after a 2-week trial,
intra-articular or systemic glucocorticoids
may be considered.? If the patient fails to
respond to the steroids, disease-modifying
antirheumatic drugs (DMARDs) may be
considered. Reactive arthritis is considered
chronic if the disease lasts longer than 6
months, at which point, DMARDs or tumor
necrosis factor-o inhibitors may be utilized.?
For cutaneous manifestations, such as kera-
toderma blenorrhagicum, topical glucocor-
ticoids twice daily may be used along with
keratolytic agents.

1 Our patientreceived 2 doses of azithro-
mycin (500 mg IV) and 1 dose of ceftriaxone
(2 g IV) to treat his infection while in the ED.
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Over the course of his hospital stay, he re-
ceived ceftriaxone (1 gIV daily) for 6 days and
naproxen (500 mg tid po) which was tapered.
Additionally, he received a week of methyl-
prednisolone (60 mg IM daily) before taper-
ing to oral prednisone. His taper consisted
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