
Volume 39 • Number 4 • 2005 83

ABSTRACT
Rheumatoid arthritis (RA) is a systemic inflammatory disease 
primarily manifesting in the synovial joints and associated 
structures. In those patients with long-standing erosive disease, 
foot impairments (pain, stiffness and deformity) are common. 
Foot assessment is challenging in complex cases and may be 
aided by newer investigative techniques including instrumented 
gait analysis. Management requires multidisciplinary team input 
but care pathways have yet to be established and the evidence 
base is in its infancy. This case study highlights the assessment, 
investigation and management of a patient with RA with long-
standing erosive disease with complex foot impairments. It 
focuses on a number of key issues related to the assimilation of 
clinical, disease and investigative data in the process of clinical 
decision making, treatment planning and outcome. Particular 
emphasis is placed on the use of instrumented gait analysis in 
these processes. 
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CLINICAL DETAILS
A 69 year old female RA patient was referred to the  
rheumatology podiatry clinic in 2001. She had a disease duration 
of 25 years and although she was responding reasonably  
well to her Disease Modifying Anti-Rheumatic Drug  
(DMARD), methotrexate and a non-steroidal anti-inflammatory 
drug, her main complaint was persistent bilateral metatarsalgia 
and ankle pain, worse in the right foot. This case report  
will focus on the right foot which underwent reconstruction 
surgery.

The patient gave a classical description of progressive  
RA, characterised by relapses and remissions.  She recalled  
that the disease was most active initially in the forefoot and had 
developed to become persistent and more widespread  
involving the ankle region. Her symptoms were persistent even 
when the disease was quiescent.  In response to these symptoms, 
medical care involved increased DMARD therapy, depo-
medrone injections and two intra-articular corticosteroid 
injections (ankle and talonavicular joint), all with limited 
benefit.

On examination the right ankle, subtalar and talonavicular 
joints were swollen and tender. She tested positive to the  
lateral metatarsophalangeal (MTP) squeeze test and on  
closer examination was markedly tender at all five  
MTP joints and notably at the interphalangeal (IP)  
joint of the hallux. An adventitious bursa with overlying  
callus was present on the plantar aspect of the hallux IP  
joint.

The range and quality of motion was normal for the ankle 
joint. The subtalar joint was stiff with limited movement within 
an everted posture relative to subtalar neutral. No inversion past 
neutral was found and when minimally stressed, the subtalar 
joint was tender at the end range of motion. Frontal and sagittal 
plane motion about the midtarsal joint was limited particularly 
in the direction of inversion and plantarflexion. In the forefoot, 
the first MTP joint was stiff and abductovalgus deformity was 
present. The lesser MTP joints were all stiff and showed  
hammer and claw toe deformities with extremely prominent 
metatarsal heads plantarly. Although tender no active  
synovitis could be detected. On weight bearing, the  
calcaneus was in a valgus position and the medial longitudinal 
arch profile was low, consistent with pes planovalgus.  
Lesser toe ground contact was absent and the first  
MTP joint was observed to be intermittently plantarflexing 
resulting in a reduction of ground contact under the first 
metatarsal head and increased loading under the hallux IP joint.  
The neurological and vascular status of the right foot was 
unremarkable.




