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Abstract. Deformities of bones of the face and extremities aremarkers of leprosy (Hansen’s disease) which contribute
to stigma associated with this disease. Among these deformities are articular alterations that can mimic rheumatoid
arthritis (RA). In this case, a 64-year-old man presented with a history of having been treated for lepromatous leprosy and
erythema nodosum leprosumepisodes, which evolvedwith joint alterations similar to those of RA.Most cases of leprosy-
related arthritis are associated with reactional episodes, of which a large number do not respond to conventional therapy
for leprosy reactions. In cases of chronic arthritis not associated with leprosy reactions, although patients show con-
siderable relief with anti-leprosy therapy, arthritis is not completely resolved. This emphasizes the need for early diagnosis
and treatment of leprosy to prevent the development of osteoarticular alterations.

INTRODUCTION

Leprosy is a chronic infectious and contagious disease caused
by Mycobacterium leprae and Mycobacterium lepromatosis
bacilli.1,2 In addition to affecting the skin, peripheral nerves, and
multiple internal organs, it can also affect nasal tissues and
bones.3,4 The disease exhibits a broad spectrum of clinical forms,
with manifestations varying between the tuberculoid and lepro-
matous poles.5 Alterations of the facial skeleton and of the limbs
are historical markers of leprosy and part of the stigma of this
disease. Leprosy remains a serious health problem, causing per-
manent disabilities anddeformities.6 Among these deformities are
articular alterations that can mimic rheumatoid arthritis (RA).7–12

CASE DESCRIPTION

A 64-year-old African-American man, working as a security
guard, was diagnosed with lepromatous leprosy in 1965 and
was compulsorily admitted to a colony hospital in Brazil.
Medical records show that he was initially treated exclusively
with sulfone. Tenyears later, hewas treatedwithdapsone, and
in 1983, he received multidrug therapy (MDT) according to
WHO recommendations for multibacillary leprosy. He was
considered cured after 2 years of treatment. Medical records
indicated several episodes of erythema nodosum leprosum
(type 2 leprosy reaction) before, during, and after MDT. Tha-
lidomidewas administered on all occasions. At the time of this
case report (2016), the patient was suffering from systemic
arterial hypertension and depression and was being treated
with amlodipine, propranolol, and clonazepam.
Physical examination showed nasal septum perforation,

saddle nose deformation, joint deformities mimicking RA with
synovitis of proximal interphalangeal andmetacarpophalangeal
joints in both hands (Figure 1A and B), and reduced range of
motion in the proximal and distal interphalangeal joints of the
hands and feet. The hands and feet showed a loss of sensation
with preserved strength. The feet exhibited a deformity known
as “claw toes” or “hammer toes” (Figure 2). Laboratory tests for

rheumatoid factor, C-reactive protein, and antinuclear factor
were all unreactive; the erythrocyte sedimentation rate was
5 mm/hr, calcium 8.7 mg/dL, and uric acid 4.5 mg/dL.

FIGURE 1. (A) Left hand showing: joint deformities mimicking
rheumatoid arthritis (RA), with synovitis of the proximal interphalan-
geal and metacarpophalangeal joints. (B) Right hand showing: joint
deformitiesmimickingRA,with synovitisof theproximal interphalangeal
and metacarpophalangeal joints. This figure appears in color at www.
ajtmh.org.
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Radiography of the hands showed reduction of the meta-
carpophalangeal joint spaces of the second and third bilateral
fingers and reduction of the interphalangeal joint spaces from
the second to the fifth finger associated with subchondral
sclerosis. This was more pronounced in the proximal
interphalangeal joints, where deformity with marginal osteo-
phytosis, sparse subchondral cysts, and subluxation was
observed with ulnar deviation from the second to the fifth bi-
lateral finger (Figure 3). In the right hand, a “boutonnière” de-
formity in the fifth finger and a “swan neck” in the third finger
were observed. In the left hand, a “swan neck” deformity from
the third to the fifth finger and a “mallet finger” deformity of the
second bilateral finger were observed (Figure 4).
Radiography of the feet showed reduction of the meta-

tarsophalangeal joint space of the bilateral hallux and in-
terphalangeal joint associated with subchondral sclerosis of
the articular surfaces, marginal osteophytosis, and sub-
chondral cysts (Figure 5). Medial phalangeal flexion and hy-
perextension of the distal phalanges, most evident in the

fourth and fifth toe (“boutonnière finger” deformity), were also
evident (Figure 6).

DISCUSSION

Leprosy-related arthritis can be divided into the following
groups: 1) neuropathic arthropathy or Charcot’s joints, 2)
septic arthritis, 3) acute polyarthritis of the leprosy reaction,
and 4) chronic arthritis.8 Arthritis in leprosy reactions presents
acutely, being a symmetrical inflammatory polyarthritis that
affects small joints of the hands and feet, similar to RA.8

FIGURE 2. Feet: joint deformities mimicking rheumatoid arthritis
(“hammer toes”). This figure appears in color at www.ajtmh.org.

FIGURE 3. Reduction of metacarpophalangeal and interphalangeal
joint spaces. Marginal osteophytosis, sparse subchondral cysts, and
subluxation in the proximal interphalangeal joints.

FIGURE 4. “Boutonnière” deformity (fifth right finger) and “swan
neck” deformity (third right finger, and third, fourth, and fifth left
fingers).

FIGURE 5. Reduction of the metatarsophalangeal joint space of the
bilateral hallux and interphalangeal joint, marginal osteophytosis, and
subchondral cysts.
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Chronic arthritis not associated with leprosy reactions is a
symmetrical polyarthritis, similar toRAof prolongedduration.8

Clinical symptoms of arthritis are pain and edema with joint
effusion.13 Themost common radiological changes inpatients
with inflammatory joint involvement are fusiform edema in soft
areas, periarticular porosity and erosions, and narrowing of
the joint space. In people affected by leprosy presenting with
polyarthritis, differential diagnosis to rule out RA is essential,
as indicated in our case by negative tests for rheumatoid
factor, C-reactive protein, and antinuclear factor. Also, ra-
diographic changes in RA are usually more pronounced than
those observed in leprosy-related arthritis.14 Although we
could not rule out some age-related arthropathy, the degree of
articular alterations in this case was entirely consistent with
sequelae of leprosy.
Most cases of leprosy-related arthritis are associated with

reactional episodes and, in a large number of patients, arthritis
evolves chronically and does not respond to conventional
therapy for reactions.15 Cossermelli-Messina et al.16 de-
scribed 39 cases of chronic arthritis not associated with lep-
rosy reactions. Although these patients showed considerable
relief with anti-leprosy therapy, their arthritis never resolved
completely; permanent injury of the joints occurred in some of
these patients, mainly in the hands, leading to “swan neck”
and “boutonnière” deformities. It is important to highlight that
although MDT can be used to treat and cure leprosy patients,

it has limited impact on bone alterations that have already
occurred. This emphasizes the need for early diagnosis and
treatment of the disease to prevent the development of dis-
abling and disfiguring osteoarticular alterations.
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FIGURE 6. Medial phalangeal flexion and hyperextension of the
distal phalanges, more evident in the fourth and fifth toes
(“boutonnière finger” deformity).
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