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Seropositive Rheumatoid Arthritis Presenting 
with Reversible Parkinsonism and Dysphagia

Dear Editor, 
Autoimmune parkinsonism has been reported in systemic rheumatic diseases such as 

Sjögren’s syndrome and systemic lupus erythematosus, and also in paraneoplastic syn-
dromes with neuron-specific antibodies.1 However, the central nervous system is rarely in-
volved in rheumatoid arthritis (RA).2 Here we report a case of seropositive RA presenting 
with rapid- onset parkinsonism and dysphagia with no previous diagnosis of RA. 

A 57-year-old man was admitted with a 3-week history of progressive dysphagia. He had 
a history of insomnia and a familial history of Parkinson’s disease. At admission he was un-
able to swallow and needed to be kept on a Levin tube. He showed voice change, tremor, ri-
gidity, and slow gait, and these symptoms did not respond to levodopa. An evaluation was 
performed that included extensive imaging and electrophysiological studies such as esopha-
gography, duodenofiberscopy, cervical spine radiography, brain MRI, CT of the chest and 
abdomen, nerve conduction study, and electromyography, but theses did not reveal any 
structural lesion to explain the dysphagia and parkinsonism. Laboratory tests revealed ele-
vations in leukocytes (13,030/mm3), the erythrocyte sedimentation rate (41 mm/h), and C-
reactive protein level (14 mg/L). Tests of autoantibodies for rheumatoid diseases revealed 
positivity for rheumatoid factor (40.9 IU/mL) and anticyclic citrullinated peptide (189.6 U/
mL). No abnormality was observed in a cerebrospinal fluid examination. Tests for paraneo-
plastic antibodies and neuron-specific antibodies were negative in both the serum and cere-
brospinal fluid. The patient had a history of arthralgia, and hand radiography showed ero-
sion of the carpal bone (Fig. 1), and so he was diagnosed with seropositive RA. We treated 
the patient with methylprednisolone at 1 g/day for 5 days, after which oral prednisolone was 
initiated for maintenance therapy. Sulfasalazine was administered as a disease-modifying an-
tirheumatic drug. His dysphagia, tremor, and slow gait completely recovered 1 month after 
initiating the steroid therapy, but mild trunk stiffness and limb rigidity remained. 

This case is notable for the presence of rapidly progressive parkinsonism with dysphagia 
and poor levodopa responsiveness, which is atypical for idiopathic Parkinson’s disease. RA 
is associated with various neurological manifestations including rheumatoid meningitis. 
Several cases of secondary parkinsonism associated with rheumatoid meningitis have been 
reported.3 However, the present patient was unlikely to have rheumatoid meningitis because 
he had been newly diagnosed with RA, and his cerebrospinal fluid and brain MRI findings 
were normal. We considered the intense manifestation of RA as being the cause of dyspha-
gia, rigidity, and slow gait. RA can mimic parkinsonism due to the presence of joint stiffness 
and gait abnormalities. Typical RA presents with gradual-onset morning stiffness, but some 
patients can experience acute atypical stiffness.4 One study observed the extrapyramidal 
type of rigidity in one-quarter of patients in RA.5 Stiffness and joint destruction in the lower 
body result in gait abnormalities, while RA and Parkinson’s disease manifest similarly with 
nonmotor symptoms such as fatigue, depression, and sleep change, as well as motor symp-
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toms. The flare-up of RA represents the transient acceleration 
of disease activity and increases joint stiffness, pain, and fatigue-
in our case this was mimicking parkinsonism, and early immu-
notherapy produced a good prognosis. We considered that the 
dysphagia and voice change of our patient were caused by the 
laryngeal involvement of RA. Laryngeal involvement is fre-
quent in RA, and the clinical presentations vary from asymp-
tomatic to dysphagia.6 

In conclusion, this case showed that the atypical symptom 
of a sudden increase in RA disease activity in a patient with-
out a history of RA is similar to parkinsonism and improves 
with immunotherapy. The inflammatory markers of the eryth-
rocyte sedimentation rate and C-reactive protein level, radiog-

raphy of the hand and wrist, and autoantibody tests were use-
ful for diagnosing of RA. 
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Fig. 1. Anteroposterior view of the left hand shows the marginal bony 
erosions between 4th metacarpal and hamate bone (arrows). 


