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Hidradenitis suppurativa (HS) is a chronic inflammatory disease characterized by the recurrence 
of painful follicular nodules and abscesses in apocrine gland-bearing intertriginous areas that 
can progress to form sinus tracts, tunnels, and scarring.1 HS is most prevalent among African 
American patients, patients with low income, and patients with diabetes mellitus, obesity, and/or 
other cardiovascular diseases. Infliximab (IFX), along with its biosimilar formulations, is an 
intravenously administered chimeric anti-tumor necrosis factor-α (TNF-α) monoclonal antibody 
with demonstrated efficacy in reducing HS severity.2,3 There is no standardized dosing regimen 
of IFX for management of HS, but clinical guidelines suggest infusion of 5 mg/kg every 8 weeks 
with titration up to 10 mg/kg every 4 weeks depending on patient response.4 Recent studies 
have indicated better outcomes may be achieved if patients initiate maintenance therapy at 
higher doses and frequencies.5-7 IFX has the advantage of weight-based dosing over the two 
FDA-approved biologics for HS (adalimumab and secukinumab), allowing higher doses for 
patients with obesity. Early disease control is extremely important in HS for mitigation of scar 
formation, permanent tissue damage, and potential complications.5,8 Thus, if determined to be 
more effective and comparably safe, initiating IFX at a higher maintenance dosage and/or 
frequency could improve patient outcomes. We aimed to determine the most effective IFX 
dosage regimen for HS. We performed a retrospective chart review of 27 patients who initiated 
or continued IFX/biosimilar for HS at University Medical Center in New Orleans between 
January 1st, 2020, and December 31st, 2023. We defined effective treatment as the regimen 
required to attain disease control, evidenced by disease stabilization and lack of progression. Of 
the 27 patients, 29.6% (8/27) discontinued IFX due to reported adverse events, eg, infusion 
reactions, documented ‘failure’ at low-dose without up-titration, and pregnancy. Maintenance 
dosing was initiated at 5mg/kg in 66.6% (18/27) of patients, most (55.5%, 10/18) at every 8 
weeks; 72.2% (13/18) required dosage and/or frequency increase to attain disease control, and 
27.8% (5/18) discontinued IFX. Of 5 patients (18.5%, 5/27) who initiated maintenance dosing at 
7 or 7.5 mg/kg, 40% (2/5) remained stable, 40% required a dosage or frequency increase, and 
20% (1/5) discontinued. One patient (3.7%, 1/27) initiated IFX at 10mg/kg every 4 weeks and 
has remained on this regimen. Independent of dosage, the most common infusion frequency 
required for disease control was every 4 weeks (52.6%, 10/19), followed by every 6 (21%, 4/19), 
8 and 5 (both 10.5%, 2/19), and 9 weeks (5.2%, 1/19). The IFX regimen with the highest 
proportion of stable patients was 10 mg/kg every 4 weeks (26.3%, 5/19). The mean BMI of our 
cohort was 36.38, and most patients (63%, 17/27) had BMI ≥ 30. This, as well as the number of 
patients requiring dosage increase (68.4%, 13/19) and the disease control attained with higher 
doses/frequencies, demonstrates the beneficial role of frequent weight-based IFX dosing in 
patients with obesity and Hurley stage 3 HS. Minimal elevations in adverse events were seen 
upon dose escalation, indicating that the benefit derived from disease control—improved quality 
of life; decreased inflammatory pain, drainage, scarring, immobility, and disability; and 
prevention of potential future cardiac disease, secondary amyloidosis, and lesional squamous 
cell carcinoma—outweighs the risk if IFX is not contraindicated in these patients. 
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