
Received: May 7, 2021. Revised: August 2, 2021. Accepted: August 6, 2021

© The Author(s) 2021. Published by Oxford University Press. All rights reserved. For Permissions, please email: journals.permissions@oup.com
This is an Open Access article distributed under the terms of the Creative Commons Attribution Non-Commercial License (http://creativecommons.org/
licenses/by-nc/4.0/), which permits non-commercial re-use, distribution, and reproduction in any medium, provided the original work is properly cited.
For commercial re-use, please contact journals.permissions@oup.com

374

Oxford Medical Case Reports, 2021;10,374–375

https://doi.org/10.1093/omcr/omab088
Clinical Image

C L I N I C A L I M A G E

Charcot arthropathy due to rheumatoid arthritis
Sadettin Uslu

Department of Rheumatology, Ömer Halisdemir University Bor Physical Medicine and Rehabilitation, Training
and Research Hospital, Niğde, Turkey
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A 70-year-old woman with a 10-year history of rheumatoid
arthritis (RA) presented with complaints of swelling, pain,
numbness and tingling of the left foot. The patient’s personal
and family past medical history was unremarkable. She was
not taking any medications other than methotrexate (peroral;
10 mg/week). Physical examination revealed swelling and
deformity with complete dislocation of talus plantolaterally
(Fig. 1a). Strength, reflexes and senses were normal on exam-
ination. Laboratory evaluation revealed normal Erythrocyte
sedimentation rate (ESR) and C-reactive protein (CRP) levels
with positive RF (110 IU/ml) and anti-CCP (300 U/ml). The
patient was in remission (DAS28 CRP < 2.6). X-ray of the left
foot was categorized as a type 3a Charcot joint according
to the Brodsky Anatomical Classification (Fig. 1b; [1]). Nerve
conduction studies revealed a widespread sensory neuropathy
involving lower extremities with intact motor function and
no evidence of demyelination, and were considered most
likely to be pure sensory neuropathy. The patient had no
concomitant diabetes, chronic alcoholism, infections (Epstein–
Barr virus, hepatitis C and HIV), metabolic problems, inherited
conditions and nutritional deficiencies (B12 and folic acid). The
patient was diagnosed with Charcot arthropathy resulting from
sensory neuronopathy because of primary RA. The patient had
clinical improvement within 6 months with the treatment of
accommodative shoe wear via ankle-foot orthosis and pressure
dissipating foot orthotics.

Charcot arthropathy is a progressive process that leads to
bone and joint deformity as a result of peripheral neuropathy.
The underlying pathology of Charcot arthropathy is unclear,

Figure 1: (a) A clinical image of a left foot deformity with complete dislocation of

talus plantolaterally and (b) radiograph of a left foot showing tibiocalcaneal and

talonavicular subluxation and cortical erosions.

however, overactive vaso-autonomic neuropathy, repetitive
microtrauma and release of proinflammatory cytokines such as
TNFα and IL-1 were considered to be the possible mechanisms
[1]. RA has been associated with peripheral neuropathy although
Charcot arthropathy due to RA is not widely recognized [2].
The most common type of peripheral neuropathy was mixed
sensorimotor or pure sensory neuropathy in the patients with
RA and many patients are frequently asymptomatic. The
presence of neuropathy can increase the risk of developing
Charcot arthropathy in RA [3]. The initial treatment of Charcot
arthropathy is nonoperative treatment includes immobilization
and reduction of stress. Surgery is performed in fewer than 25%
of cases [4].
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