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Rheumatoid arthritis (RA) is a systematic autoimmune 
inflammatory disease characterized by progressive and 
destructive polyarthritis; the bone and cartilage of joints are 
often destroyed and the tendons and ligaments are weakened. 
The onset of RA disease is usually from 35-60 years with a 
female predominance; the female to male ratio is 3:11,2. Besides 
clinical features, laboratory investigations are essential for the 
diagnosis of RA. Investigations include C-reactive protein 
(CRP), erythrocyte sedimentation rate (ESR), rheumatoid 
factor (RF) and anti-cyclic citrullinated peptide (anti-CCP).  
The European League against Rheumatism (EULAR) 
recommends conventional radiography, ultrasound or MRI to 
confirm the diagnosis of RA3.

There are several rheumatoid arthritis-related complications, 
articular (joints) and extra-articular (eye, skin, blood, lung, 
heart, etc.). One of the most common articular complications 
is hand deformity. The majority of patients with RA 
develop metacarpophalangeal joints (MCP) pathology 
and tenosynovitis4. SND is one of the most common hand 
deformities which leads to functional disability in patients5. 
SND is the hyperextension of the proximal interphalangeal joint 
(PIP) with hyperflexion of distal interphalangeal joint (DIP). 
The cause of SND includes intrinsic or extrinsic mechanisms 
or a combination of both. In RA, the intrinsic mechanism plays 

Rheumatoid Arthritis-Associated Swan Neck Deformity
 Improved with Adalimumab Therapy
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Rheumatoid arthritis (RA) primarily affects the synovial joints; it is a systemic autoimmune 
inflammatory disorder. Swan neck deformity (SND) is an articular manifestation of RA; its 
association with seropositive RA is well documented. 

We present a thirty-nine-year-old Bahraini male with seropositive RA-associated SND. 
At the time of diagnosis in 2015, the patient presented with morning stiffness, 3rd and 4th 
metacarpophalangeal (MCP) joints pain, tenderness of the left hand and bilateral 3rd and 4th 
proximal interphalangeal (PIP) joint pain and swelling for two months. Laboratory investigations 
revealed positive rheumatoid factor (RF) and C-reactive protein (CRP) only. The patient was 
diagnosed as seropositive RA. The patient was treated with weekly 12.5 mg methotrexate (MTX) 
injection and folic acid 5 mg. The patient was lost for follow-up for two years and returned with 
hand deformity, prominent SND of 3rd and 4th fingers bilaterally. Laboratory investigations 
revealed: antinuclear antibody (ANA) (1:160), RF (64 IU), anti-cyclic citrullinated peptide (anti-
CCP) (356) and CRP (13). The patient was started on Humira (Adalimumab) injection 40 mg SC 
every two weeks plus MTX 10 mg weekly. Humira therapy dramatically improved laboratory 
and clinical signs of SND.

In RA-associated SND, early detection and initiation of Humira biological therapy are essential 
in stopping the progression of the disease.
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the main role for SND; irritation from inflammation leads to 
reflex spasm of adjacent MCP joints. Extrinsic causes with 
wrist flexion contracture and primary distal interphalangeal 
joint disease are sometimes present in RA6. Hand deformity is 
more common in a seropositive patient, resulting in pain and 
functional disability7. 

The early phase of RA is important because the inflammation 
is at its peak. The rate of erosion, number of inflamed joints 
and rate of bone loss are also at their peak during this time. 
The patient is bound to deteriorate if left untreated during the 
early phase of RA; suppressive treatment is of great benefit 
at this time8. Non-steroidal anti-inflammatory (NSAIDs), 
corticosteroids, and disease-modifying antirheumatic drugs 
(DMARDs) are used in the treatment of RA. DMARDs have 
the capacity to reduce the activity and improve the radiographic 
outcomes in RA patients8. DMARDs was subdivided into two 
classes: non-biologic/traditional, such as methotrexate and 
biologic, such as anti-TNF4.
 
The American College of Rheumatology (ACR) recommends 
the use of biologic DMARDs early in the disease combined 
with methotrexate in a patient with active RA. Health-related 
quality of life improved with adalimumab9-11. A study revealed 
that treatment with ADA+MTX was significantly superior to 


