
Studies have proven that switching to a second TNF-alpha inhibitor is
a strong therapeutic strategy. Interestingly, among the second line
drugs, Secukinumab is found to be superior against adalimumab, leflu-
nomide and ustekinumab.
Clinical assessment has limitations to assess psoriatic pathology, thus
musculoskeletal ultrasound has become very useful in recent years to
detect inflammation and inform clinical decisions. Unique US findings
in psoriatic arthritis are paratenontis and enthesitis. Detection of spe-
cific features in psoriatic arthritis may help identify treatment failures
and help better inform decisions about treatment change especially in
the context of biologic sequential use.
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Introduction/Background: Psoriatic arthritis mutilans is known to be
the most severe form of psoriatic arthritis1 and reported to have a prev-
alence of 2-21%2, depending on the classification used. Clinical fea-
tures include shortening of the digits, telescoping and flail joints with
radiographs showing severe osteolysis and bone resorption3. There is
an increased prevalence of metabolic syndrome, cardiovascular dis-
ease and psychiatric illness among these patients4. Treatment of the
disease is usually a stepwise approach starting with conventional syn-
thetic disease modifying anti-rheumatic drug (csDMARD), combination
csDMARD, biologic DMARD (bDMARD) or targeted synthetic DMARD
(tsDMARD).
Description/Method: This 65-year-old gentleman has a diagnosis of
psoriatic arthritis, mutilans type for more than 40 years. His other cur-
rent co-morbidities include hypertension, hyperlipidaemia and depres-
sion. He was treated with methotrexate with good efficacy until this
was stopped in 2012. Whilst on methotrexate, he had deranged liver
function tests and the ultrasound scan of his abdomen showed fatty
infiltration of the liver. Liver biopsy showed steato-hepatitis which was
thought to be secondary to methotrexate and the drug was stopped.
He was then started on Sulphasalazine, which was uptitrated to 1.5 g
twice a day but with no benefit. He was having 12 swollen and 8 tender
joints with a patient global score of 6/10 and physician global score of
7/10.
The patient was started on Golimumab in August 2013. He had four
doses of 50 mg and two doses of 100 mg of the drug. Each dose had
resulted in severe headaches which necessitated discontinuation of
the treatment. He was then commenced on Adalimumab in August
2014, which also resulted in severe headaches and sweating with no
efficacy otherwise. At that point, his Alanine Transaminase (ALT) levels
continued to be fluctuating between 50 to 80 U/L and he was also noted
to be hypertensive.
The patient was then started on Ustekinumab in October 2016 to which
he tolerated well and had almost immediate noticeable improvement in
his tender and swollen joints. The patient remained stable on this three
monthly treatment till this day.
Interestingly, the erosive changes on the x-rays of his hands and feet
has not progressed since 2010, despite tolerance and efficacy chal-
lenges of his treatment.
Despite stability of his disease and treatment, this gentleman sadly
attempted suicide in March 2021 by consuming weed killer. He was
informally admitted to a mental health ward.
Discussion/Results: We present a case of psoriatic arthritis mutilans
which was complicated by side effects and lack of efficacy of several
disease modifying treatment. He had methotrexate which had to be
stopped due to steato-hepatitis. Both Golimumab and Adalimumab
was stopped due to side effects characterised by headaches.
Ustekinumab was started four years following the cessation of metho-
trexate which continues to be the most effective medication for this
patient.
This patient also suffers with cardiovascular co-morbidities and
depression. Tumour necrosis factor (TNF)-a associated endothelial
dysfunction as well as interleukin (IL)-17A associated increased
expression of adhesion and pro-inflammatory molecules may contrib-
ute to the association of psoriatic arthritis mutilans with cardiovascular
disease5,6. It is also known that there is a higher prevalence of mental
health disease in patients with psoriasis. This is thought to be due to
the involvement of the same inflammatory pathway as proinflammatory
IL-1 and IL-6 are increased in both psoriatic arthropathy and depres-
sion7.

Key learning points/Conclusion: Based on our research, there is a
lack of evidence for treatment specific to arthritis mutilans, due to the
relatively rare nature of the disease. However, this case report has
proved that treatment should be individualised to the patient, based on
their response and tolerance to the medications.
It is also pertinent to be aware and manage co-morbidities associated
with the disease which includes hypertension, hyperlipidaemia, diabe-
tes mellitus and psychiatric illnesses. This requires close collaboration
with the patient’s general practitioner.
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Introduction/Background: Dactylitis is a hallmark feature of PsA
(PsA) and related spondyloarthritides and may affect up to half of PsA
patients during the course of their disease(1). Presence of dactylitis
may imply a more aggressive disease phenotype; dactylitis at presen-
tation is associated with higher swollen and tender joint counts, higher
systemic inflammatory response, presence of ultrasound-detected
inflammation and erosions(2), as well as radiographic joint progres-
sion(3). Trial data suggest treatments used in PsA may not be equally
effective against dactylitis(4).
Description/Method: A 55-year-old man was referred to rheumatology
with several months of pain in the right index finger. He was unable to
hold a pen, use a computer, or play golf. He had chronic plaque psoriasis
since late 20s. On examination, right index finger was mildly swollen, sug-
gestive of dactylitis, and flexion was restricted. No other joints or digits
were affected. Inflammatory markers and x-rays of hands and feet were
normal. A diagnosis of PsA was made. He had been reviewed by derma-
tology a few months earlier and started on apremilast; his finger seemed
to be improving, so apremilast was continued and etodolac added PRN.
Over the next 2 years he reported short-lived episodes of finger pain
but had no objective abnormalities when assessed in clinic. He then
developed more persistent left hand pain and stiffness, was felt to have
wrist and MCP synovitis, and started on sulfasalazine 1.5g daily, with
symptomatic improvement.
Two years later he reported pain in the right hand, with inability to make
a fist or play golf. Clinically he had synovitis at the right 4th PIPJ, and
soft tissue swelling affecting the 2nd and 3rd fingers. He was given an IM
glucocorticoid and sulfasalazine dose was increased to 3g daily. After
3 months he had ongoing difficulty bending the right 4th finger, and mild
proximal swelling, and was referred for ultrasound. This showed PIP
synovial hypertrophy, an inflamed extensor tendon, marked flexor
tenosynovitis, and soft tissue swelling, consistent with dactylitis. He
underwent guided injection to the flexor tendon sheath. Four weeks
later he reported complete resolution of pain, and 90% improvement in
swelling and function. Very recent x-rays of hands and feet showed no
visible erosions in the hands, but a large juxta-articular erosion in the
right middle toe.
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