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ABSTRACT

Reactive arthritis is clinically defined as inflammatory aseptic arthritis which develops
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shortly after an extra-articular infection. The classic triad of conjunctivitis, urethritis,
and arthritis is found in a minority of patients. Patiepresent with an asymmetric
mono- or oligoarthritis that predominantly affect lower limbs. Here, we present a

case of reactive arthritis with inadequate primary response to Nonsteroidants Usually
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Introduction

eactive arthritis is clinically defined as
inflammatory aseptic arthritis which
develops shortly after an extra-ar-
ticular infection. The classic triad of
conjunctivitis, urethritis, and arthritis
is found in a minority of patients [1].
Patients usually present with asymmetric mono- or oligo-
arthritis that predominantly affects lower limbs [2]. Here,
we present a case of reactive arthritis with inadequate re-
sponse to nonsteroidal anti-inflammatory drugs (NSAIDs).
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Case Presentation

A 26-year-old man presented to our emergency depart-
ment with complaints of conjunctivitis, fever, myalgia, and
joint pain. His symptoms appeared two weeks before ad-
mission with dysuria, constipation, and followed by con-
junctivitis. He was initially treated with topical agents for
conjunctivitis, lactulose for constipation, and ciprofloxacin
(250 mg, BD) for Urinary Tract Infection (UTI). Dysuria and
constipation were resolved with treatment, but conjuncti-
vitis did not improve. In the following days, fever, myalgia,
and joint pain were added to his symptoms. He was com-
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plaining of pain, especially in his lower back and legs. His
medical history was otherwise unremarkable.

Physical examination revealed swelling, mild to mod-
erate tenderness, and restricted mobility in his ankles
and knees. The remaining examinations were unremark-
able. Ultrasonography showed no abnormal finding
in abdominal and pelvic areas. Laboratory blood tests
showed elevated White Blood Cells (WBC) count (19300/
mm?3). Erythrocytes Sedimentation Rate (ESR) was 104
mm/h, and C-reactive protein (CRP) was 79 mg/dL. The
Human Leukocyte Antigen (HLA)-B27 test was positive.
Viral markers and Brucella antibody tests were negative.
Rheumatologic blood tests (ANA, RF, Anti-CCP, Anti-ds
DNA, Anti-Ro, and Anti-La) were within the normal range.

With a diagnosis of reactive arthritis, he was treated
with naproxen 500 mg every 12 hours. After two weeks,
his symptoms did not recover, so we changed the treat-
ment regimen to high-dose indomethacin (75 mg, BD)
and sulfasalazine (1 g, BD). After that, the patient im-
proved significantly and he was discharged with an out-
patient regimen of sulfasalazine, indomethacin, and pan-
toprazole. Two months later, all of his symptoms were
resolved, and therefore, we discontinued medications.

Discussion

Reactive arthritis is a type of inflammatory arthritis
with acute onset. It is commonly considered a form of
spondyloarthritis. The pathogenesis of inflammation in
joints is not fully understood yet. Some believe that the
structural similarity of the HLA-B27 and certain micro-
bial antigens may trigger autoimmune responses. The
incidence of reactive arthritis is higher among individu-
als carrying HLA-B27 [2]. In a study by Leirisalo et al. [3],
patients with reactive arthritis who were HLA-B27 posi-
tive were found to have a more severe acute disease
and more chronic symptoms. Similarly, the case we pre-
sented in this study was HLA-B27 positive.

Symptomatic relief is the main treatment goal in pa-
tients with reactive arthritis. In a majority of patients, the
disease resolves spontaneously without any complica-
tion within a few weeks after the onset of symptoms [2].

NSAIDs (e.g., naproxen, diclofenac, or indomethacin)
are the mainstay of treatment. To effectively control pain
and inflammation, anti-inflammatory doses of NSAIDs are
given as the initial treatment for at least two weeks. How-
ever, there is no evidence that NSAIDs affect the course of
the disease [4, 5]. In clinical practice, individual responses
to NSAIDs trial therapy vary significantly. Although the
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majority of patients respond well to treatment, some are
resistant to NSAIDs and need more advanced treatment
strategies. In our case, the patient did not respond ad-
equately to an anti-inflammatory dose of naproxen (500
mg, BD); therefore, we initiated another NSAID trial (indo-
methacin, 75 mg, BD) and sulfasalazine (1 g, BD) which is
a disease-modifying antirheumatic drug.

The use of sulfasalazine is suggested in patients with
reactive arthritis resistant to NSAIDs or with chronic
reactive arthritis (i.e., lasting longer than six months)
[6]. Two randomized double-blind placebo-controlled
trials showed that sulfasalazine is well tolerated and
moderately effective in patients with refractory chronic
reactive arthritis [7, 8]. However, there is no study of
the efficacy of sulfasalazine in the setting of reactive ar-
thritis. Our patient responded very well to combination
therapy with indomethacin and sulfasalazine, and all of
his symptoms were resolved about two months later.
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