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Response to Letter to the Editor: Rediscovering the Art of Clinical
Examination in the Era of Super-Specialisation

Pradeep Kumar Pathak’, Priti Ranjan Sinha', Pranjal Agrawal’, Nikhil Gupta', Siddharth Jain'

Dear Sir,

We sincerely thank the author of the letter titled “Rediscovering
the Art of Clinical Examination in the Era of Super-
Specialisation” for their thoughtful observations on our case
report. We welcome the opportunity to clarify certain aspects of
our clinical reasoning and management.

1. Systemicand clinical evaluation

A comprehensive relevant history was taken, and a general and
systemic examination was performed, which included the
musculoskeletal, cardiovascular and respiratory systems. The
findings were not consistent with Rheumatoid arthritis. For
conciseness, these were not elaborated in the final manuscript.
Our statement that the patient “had no signs or symptoms
suggestive of rheumatoid arthritis” was intended to indicate the
absence ofboth articularand extra-articular features.

2.Rationale for surgical intervention

The patient presented with progressive wrist pain and swelling
for two months, with ultrasonographic evidence of flexor
tenosynovitis and median nerve compression in the carpal
tunnel. Seeing the space-occupying lesion in the carpal tunnel

along with the weakness of the flexor tendons, timely surgical
decompression and synovectomy were indicated on both
diagnosticand therapeutic grounds.

Because Disease-Modifying Anti-Rheumatic Drugs
(DMARD:s) often require 6-12 weeks to achieve clinical
efficacy, their initiation in the setting of acute compressive
neuropathy would not have addressed the immediate
neurological risk [1,2]. Early surgical intervention in such cases
preventsirreversible nerve damage [3].

3. Extra-articular manifestations and seronegativity

The possibility of systemic or extra-articular manifestations was
clinically excluded. Evidence shows that extra-articular
manifestations correlate strongly with seropositivity and disease
duration [4,5]. Turesson et al. reported that patients with
positive rheumatoid factor or longer disease duration had a
markedly higher risk of systemic involvement, including nodular,
pulmonary, and vasculitic features [6]. This evidence suggests
that in a patient with a brief disease course and a seronegative
profile, the likelihood of such manifestations at presentation is
extremelylow.

In this case, the rheumatoid factor and anti-CCP antibodies were

negative. The duration of the disease was only two months.
There was no polyarticular involvement. There were no type B
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symptoms. The EULAR score was less than six. Hence,
exhaustive systemic investigations were not indicated beyond
standard clinical screening, which was normal.

4. Delays in diagnosis due to negative RA factor and anti-CCP
antibodies

It’s well known and widely documented in the literature that the
diagnostic process for seronegative cases can be prolonged,
often taking several months or even years, as opposed to the
more straightforward diagnosis of seropositive rheumatoid
arthritis [ 1,7]. In diagnosing seronegative rheumatoid arthritis,
clinicians often face significant challenges due to the absence of
definitive serological markers such as rheumatoid factor (RF)
and anti-cyclic citrullinated peptide (CCP) antibodies.

4.Diagnosticreasoningand clinicaljudgement

The surgical decision was driven by both diagnostic uncertainty
and therapeutic necessity.

The differential diagnosis included tuberculosis, giant-cell
tumour of the tendon sheath, and inflammatory tenosynovitis.
Thus, open exploration served adual purpose:
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1.Diagnostic: ~ Excision biopsy to obtain representative

tissue samples for histopathology; and
2. Therapeutic: Torelieve nerve compression.

This approach aligns with recommended Orthopaedic
management when imaging and serology are inconclusive but
compressive neuropathyis present [3,6].

S.Concluding remarks

We agree with the author’s broader emphasis on holistic clinical
evaluation. Our case demonstrates that clinical judgement,
corroborated by imaging and followed by timely intervention,
remains the cornerstone of safe and effective patient care. We
have further emphasised in the concluding remarks of the
article that a high index of suspicion and a multidisciplinary
approach are key in managing such atypical presentations of
seronegative RA [8].

Sincerely,

Pathak PK, Sinha PR, Agrawal P, GuptaN, Jain S.
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