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RHEUMATOID ARTHRITIS (RA) 

‒ Immunologic tissue injury occurs in rheumatoid arthritis. 

‒ Rheumatoid arthritis is an erosive arthritis involves the MCP and PIP joints. 

‒ When RA affects the axial skeleton, the cervical spine is the most commonly affected, 

resulting in C1-C2 instability sublaxial sublaxation, resulting in neck pain, stiffness and 

hyperreflexia. 

‒ Joint disease is symmetrical and non-migratory. 

‒ Joint stiffness lasts for > 30 minutes and affected joint show signs of inflammation. 

‒ The symptoms should last at least 6 weeks.  

‒ Splenomegaly is a common finding in patients with RA. 

‒ Narrowing of joint space and juxta articular bony erosions is the characteristic x-ray 

finding in rheumatoid arthritis (RA). 

‒ Due to the autoimmune nature of the disease, systemic symptoms such as fatigue, fever, 

malaise and anemia often occur. 

‒ ESR is always elevated. 

‒ Rheumatoid factor is present in most cases (80%) of rheumatoid arthritis. 

‒ Disease modifying anti-rheumatic drugs (DMARD) slow down the progression of bony 

erosions and cartilage loss and therefore these agents are now, recommended to be used 

earlier in the course of disease. 

‒ Erosive joint disease in rheumatoid arthritis is a clear-cut indication for the use of diseases 

modifying anti-rheumatic drugs (DMARD) and methotrexate is the initial drug of choice 

for this purpose. 
 

‒ Methotrexate is anti-metabolite agent, it acts by interfering with the cellular utilization of 

folic acid & folic acid depletion; via inhibiting dihydrofolate reductase → decrease folic → 

macrocytic anemia (low hematocrit and high MCV). 

‒ Side effects of methotrexate: macrocytic anemia, pancytopenia, stomatitis (painful oral 

ulcers), hepatotoxicity (increase AST & ALT levels), interstitial lung disease and alopecia. 

‒ Side effects of methotrexate can be reduced by using concomitant folic acid supplements. 

‒ Recommendations for patients on methotrexate: CBC and liver enzymes every 3 months. 
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‒ Etanercept and infliximab are the new generation TNF inhibitors, and highly effective in 

patients who have refractory disease with methotrexate. They are very expensive and are not 

indicated as first line of treatment.  
 

‒ Baker's cyst is a complication of rheumatoid arthritis (it is extension of the inflamed 

synoviam into the popliteal space, it may rupture and leads to swollen painful calf). 

‒ Patients with RA are at increased risk of developing osteopenia and osteoprosis. 

‒ Long standing RA is the most common cause of systemic amyloidosis. 

‒ Patients with rheumatoid arthritis and those who have joint damage are at increased risk of 

developing septic arthritis, particularly with Staphylococcus aureus. Inflammatory 

monoarthritis presents acutely with a red, swollen joint and motion limited by pain; the 

differential diagnosis includes septic arthritis, crystal-induced arthritis and trauma. 

Treatment with IV antibiotics should be initiated promptly for septic arthritis to lessen the 

likelihood of joint destruction. 

 

 

ADULT STILL'S DISEASE 

‒ Adult still's disease which is a variant of rheumatoid arthritis. 

‒ Patient presents with high spiking fevers and characteristic evanescent salmon colored 

maculopapular or macular rash that involves trunk and extremities. Rash typically 

develops along with fever. Temperature may show variation up to 4C. 

‒ Other important findings include arthritis or arthralgias and significant leukocytosis. 

‒ To make the diagnosis of adult still's disease, conditions like systemic lupus erythematosus 

(SLE), rheumatoid arthritis, malignancy, infectious mononucleosis and Parvovirus infection 

should not be present.  

‒ Rheumatoid factor and ANA are usually negative. 
 

‒ Young patients with high spiking fevers associated with characteristic salmon colored 

evanescent rash, arthralgias, and leukocytosis most likely have adult stills disease. 
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JUVENILE RHEUMATOID ARTHRITIS (STILL'S DISEASE) 

‒ Systemic features such as high-grade fever, fleeting maculopapular rashes, 

hepatosplenomegaly, lymphadenopathy, pleuropericarditis and myocarditis are 

characteristic. 

‒ The mainstays of treatment are NSAIDs and monitoring of the liver enzymes.  

‒ Corticosteroids are used if the patient does not respond to NSAIDs, or in the presence of 

myocarditis or anterior uveitis.   

 

 

SYSTEMIC LUPUS ERYTHEMATOSUS (SLE) 

‒ The diagnosis of Systemic lupus erythematosus (SLE) is established when four or more of 

the diagnostic criteria of SLE are met. These criteria include “DOPAMINE RASH”: 

Discoid rash, Oral ulcers, Photosensitivity, Arthritis (migratory and asymmetrical), Malar 

rash, Immunological abnormality, Neurological abnormality (lupus cerebritis, seizures), 

ESR elevated, Renal abnormality,  Antinuclear antibodies, Serositis, and Hematological 

abnormality. 

‒ More than 90% of patients have arthritis most commonly affecting MCP and PIP joints. 

‒ Arthritis in SLE is non-deforming (NO permanent joint deformities. 

‒ There is decrease in serum C3 level. 

‒ Anti-DsDNA antibodies are highly specific for and confirms the diagnosis of SLE. 

‒ Anti-Smith antibodies are highly specific for systemic lupus erythematosus but are found in 

only 30-50% of SLE cases. 
 

‒ Renal involvement in SLE is due to immune complex mediated glomerular injury. These 

immune complexes are primarily composed of anti-DsDNA antibodies. 

‒ Diffuse proliferative glomerulonephritis is the severe form of glomerulonephritis seen in 

patients with systemic lupus erythematosus.   

‒ Kidney biopsy is indicated to guide the treatment in all systemic lupus erythematosus 

patients with renal involvement. 
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‒ Hydroxychloroquine (DMRAD) is the safest drug for systemic lupus erythematosus (SLE). 

The most common side effects of hydroxychloroquine are allergic skin reactions and nausea 

but they are not serious ones. However, rarely, it may cause serious eye disease including 

macular degeneration; therefore eye examinations at 6 months to 1 year intervals should be 

performed in all patients who are taking hydroxychloroquine. 

‒ Serial measurement of anti-dsDNA and C3 levels is used to monitor response to treatment. 

 

‒ Prognosis of SLE depends on renal involvement (chronic renal failure). 

‒ Chronic renal failure is the most common cause of death in patients with SLE. 

 

 

SCLERODERMA 

‒ Scleroderma is a disorder characterized by diffuse fibrosis of skin and internal organs. 

‒ Raynaud' s phenomena are seen in most patients with scleroderma. 

‒ Scleroderma of the esophagus: characteristic symptoms (i.e., "sticking sensation in the 

throat" or dysphagia accompanied by heartburn) and manometric findings (i.e., absence of 

peristaltic waves in the lower two-thirds of the esophagus, and significant decrease in the 

lower esophageal sphincter tone). 

‒ Scleroderma patients have positive ANA and Anti-Scl-70 antibodies. 

‒ Scleroderma is associated with anti-centromere antibodies in up to 90% of patients. 

‒ There is no available treatment for scleroderma. 

‒ Steroids for acute flares; penicillamine can be used for skin changes. 

‒ Calcium channel blockers for Raynaud’s. 

‒ ACEIs for renal disease and malignant hypertension. 
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SYSTEMIC SCLEROSIS 

‒ Systemic sclerosis is a form of scleroderma with widespread organ involvement. 

‒ Pathogenesis: connective tissue thickening, production of myofibroblast proliferation and 

increase collagen and ground substance production. 

‒ Thickening of the skin begins in acral sites (hands and feet) with edema that transitions to 

dermal sclerosis with obliteration of skin appendages (hair follicles and sweat glands) and 

flexion contractures. 

‒ The face may take on a “mask-like” appearance due to dermal thickening. 

‒ Calcinosis cutis and  Raynaud' s phenomena are also commonly observed. 

‒ Involvement of the kidneys produces hypertension (treated with ACEIs). 

‒ Pulmonary arterial hypertension ultimately results in right heart failure. 

‒ Esophageal and gastric dysmotility cause these patients to suffer from GERD. 

‒ Antinuclear antibodies and anti-topoisomerase-I antibodies would most likely present. 

 

 

CREST SYNDROME 

‒ CREST syndrome is a localized form of scleroderma. 

‒ CREST is an acronym for the cardinal features of this syndrome Calcinosis, Raynaud' s 

phenomena, Esophageal dysfunction, Sclerodactyly, and Telangiectasias. 

‒ In CREST syndrome hardening of the skin is limited to the face and hands whereas in the 

diffuse form of scleroderma it extends to involve the trunk and proximal extremities. 

‒ Calcinosis presents as nodular swellings, which may be symptomatic or asymptomatic. If 

symptomatic it presents with pain and tenderness, sometimes it may ulcerate and exude a 

white chalky fluid. X-ray of the involved area shows calcifications. 

‒ Sclerodactyly: fibrosis of the skin of the fingers results in shinny appearance and thickening 

of the skin of the fingers and flexion contractions and joint pain. 

‒ Telangiectasias is a mat like patches found on the face and palms. 

‒ Pulmonary arterial HTN (loud P2) may occur in 25-50% of patients. 

‒ Anti-centromeric antibodies are associated with CREST syndrome. 
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SJOGREN'S SYNDROME 

‒ It is an autoimmune disorder resulting in chronic dysfunction of the exocrine glands. 

‒ It is characterized by dry mouth (Xerostomia→ dental caries and difficulty speaking and 

swallowing), dry eyes (keratoconjunctivitis, with burning, itching, and foreign body 

sensation), nasal dryness, vaginal dryness, chronic bronchitis and reflux esophagitis. 

‒ Parotid enlargement may be chronic or relapsing. 

‒ Anti SS-A (Ro) and anti SS-B (La) are more frequently positive in patients with Sjogren' s 

syndrome. 

‒ Sjogren' s patient with positive anti SS-A usually have extra glandular manifestations. 

‒ Lip biopsy is the most specific test for Sjogren' s syndrome. The diagnosis is confirmed 

when the biopsy shows lymphoid foci in accessory salivary glands. 

 

‒ Sjogren's syndrome can cause RTA type 1 (distal tubular acidosis): which is characterized 

by non-AG metabolic acidosis, urine pH greater than 5.5 and low serum potassium. 

‒ Non-Hodgkin lymphoma is a complication of Sjogren's syndrome.  

 

 

BEHCET'S DISEASE 

‒ Behcet's disease is a rare multi-systemic inflammatory disease with an autoimmune etiology 

‒ This syndrome is more common in the Turkish, Asian and Middle Eastern population. 

‒ Diagnosis is based on the recurrence of the symptoms and exclusion of other conditions 

such as Crohn's disease and syphilis.   

‒ The international criteria for diagnosis includes: Recurrent oral ulcers plus two of the 

following features 

• Recurrent genital ulcers; 

• Eye lesions, including anterior uveitis and posterior uveitis; 

• Retinal vascularization; 

• Skin lesions including erythema nodosum (painful and nodular with areas of 

hyperpigmentation suggested by the old, healed nodules), acneiform nodules and 

papulopustular lesions; 
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• Positive pathergy test. 

‒ Some patients have involvement of the gastrointestinal, skeletal and vascular systems. 

‒ Combined environmental and hereditary factors are assumed to play a role in the 

pathophysiology of this condition. 

‒ Corticosteroids or cytotoxic drugs offer relief from most of the symptoms but do not protect 

from progression to dementia or blindness. 

 

 

ANKYLOSING SPONDYLITIS (AS) 

‒ Also called Apophyseal joint arthritis. 

‒ Back pain worse in the morning with stiffness which improves with exercise for more than 

three months. 

‒ Anterior uveitis is the most frequent extra-articular manifestation of ankylosing spondylitis 

and it presents with unilateral painful red eye, blurred vision, photophobia and presence of 

pus in the anterior chamber on slit lamp eye examination. 

‒ Abnormal spine movements: reduced range of forward flexion of the lumber spine on 

Schober testing and reduced chest expansion. 

‒ Enthesopathy (heel pain) is quite specific for spondyloarthropathy. 

‒ Fusion of the costovertebral joints resulting in chest wall motion restriction and restrictive 

pattern on pulmonary function testing. 

‒ Rheumatoid factor levels are usually negative. 

‒ HLA-B27 is frequently (>90% of the patients) present in patients of ankylosing spondylitis 

and other spondyloarthropathies. 

‒ Plain X-ray of the Sacroiliac joint is the next best step in a suspected patient of ankylosing 

spondylitis, sacroiliitis is the earliest change to be seen. 

‒ Regular exercise/physiotherapy is the only beneficial treatment that halts the disease 

progression in ankylosing spondylitis. 

 

‒ AS and IBD are both associated with HLA-B27 and may occur in association with each 

other. Both conditions may also associated with positive p-ANCA despite the absence of 

vasculitis in both conditions. 
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‒ Patients suffering from ankylosing spondylitis for 20 years or more are at increased risk of 

vertebral fractures due to decreased bone mineral density. Vertebral fractures in those 

patients may occur with minimal trauma. 

 

 

REACTIVE ARTHRITIS “SSYCC” 

‒ Reactive arthritis is the term used when arthritis develops after infection with Salmonella, 

Shigella, Yersinia, Campylobacter and Chlamydia. 

‒ To make a diagnosis of reactive arthritis, time interval between gastrointestinal or 

genitourinary infection and joint disease should be less than 6 weeks. 

‒ Rheumatoid factor levels are usually negative. 

‒ The treatment of choice for reactive arthritis or Reiter's syndrome is with NSAIDs. 

‒ Tetracycline may be added if the disease is due to genitourinary infection with Chlamydia 

and this will result in early resolution of symptoms. 

‒ Patients who are refractory to the above treatment may benefit from sulfasalazine, 

infliximab and methotrexate. 

 

 

REITER'S SYNDROME 

‒ Chlamydia causes Reiter's syndrome characterized by urethritis, conjunctivitis, 

mucocutaneous lesions, and arthritis. 

‒ Mucocutaneous lesions: Keratoderma blennorrhagicum (found on palms and soles) and 

circinate balanitis (painless shallow ulcers present on the glans penis or urethral meatus).

‒ Rheumatoid factor is usually negative in Reiter's syndrome.  

‒ HIV should be considered in patients with Reiter's syndrome. 
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PSORIATIC ARTHRITIS 

‒ Marginal bony erosions and irregular joint destruction. 

‒ Asymmetric oligoarticular arthritis, affecting two to three joints simultaneously. 

‒ DIP involvement and the presence of nail changes may be the only clue in these patients. 

‒ The proximal joints of the hands and feet are frequently affected. 

‒ Patients usually have typical features (silvery scales on erythematous plaques over flexural 

surfaces) of psoriasis present for years. 

‒ Sausage-shaped digits may be present. Morning stiffness more than hour. 

‒ Think of psoriatic arthritis when pitting nails is present in the history. 

‒ Ibuprofen (which may be taken for psoriatic arthritis) increases lithium blood levels, thereby 

increasing the chances for psoriasis exacerbation. 

‒ NSAIDs, anti-TNF agents and methotrexate are used for treatment of psoriatic arthritis; 

systemic corticosteroids are relatively contraindicated. 

 

 

ENTHESITIS “ENTHESOPATHY” 

‒ It is an inflammation and pain at the sites of where tendons and ligaments attach to bone. 

‒ It is most commonly seen in cases of recurrent tendon or ligament stress. 

‒ It is a common finding in HLA-B27 associated arthropathies such as ankylosing spondylitis, 

psoriatic arthritis and reactive arthritis. 

‒ It is classically manifests with heel pain due to tenderness at the site of insertion of the 

Achilles tendon. 

‒ The tibial tuberosities and the iliac crests are also common sites of symptomatic enthesitis. 
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OSTEOARTHRITIS “WEAR AND TEAR ARTHRITIS” 

‒ Osteoarthritis is non inflammatory disease. 

‒ Osteoarthritis characterized by progressive deterioration and loss of articular cartilage. 

‒ Osteoarthritis is the end result of any joint disorder. It is a degenerative joint disease. 

‒ Obesity is a major risk factor for osteoarthritis. 

‒ Osteoarthritis predominantly involves the DIP joints. 

‒ Bilateral knee joint pain with transient morning stiffness (lasting < 15 minutes) and 

improved with rest, is characteristic symptom of osteoarthritis (OA). 

‒ Progressive joint pain in weight bearing joints, brief morning stiffness, and reduced range of 

movement. 

‒ Osteoarthritis of the cervical spine usually presents with diffuse neck pain. 

‒ Affected joints are tender to touch, signs of inflammation are usually minimal or absent. 

‒ Crepitus is a popping sound occurs in OA as a of cartilage erosion & incongruous joint 

surfaces. 

‒ There are 6 criteria used to establish the diagnosis of OA in the setting of painful knee: age 

> 50, crepitus, bony enlargement, bony tenderness, and lack of warmth/inflammation, and 

minimal or no morning stiffness. If three or more criteria are met, the specificity for OA is 

69%. 

‒ X-ray reveals narrowing of joint space, osteophyte formation, subchondral sclerosis, and 

subchondral cysts. 

‒ Heberden's nodes are seen at the DIP joints. Boucher's nodes are seen at the PIP joints. 

‒ Weight loss is considered as the best management in the patients with knee osteoarthritis. 

‒ Exercise program is meant to improve functional status of the patient. 

‒ Always acetaminophen is the initial drug of choice for the pain. 

‒ If acetaminophen fails to control pain NSAIDs, like indomethacin, are indicated. 

Indomethacin is contraindicated in patients with renal failure and history of GI bleeding. 
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GOUT 

‒ Gout results from deposition of monosodium urate crystals into the joint space. 

‒ Sudden onset of pain and swelling in the metatarsophalangeal joint is suggestive of gout. 

‒ Gout can present with nodular swelling of the digits resulting in significant deforming 

arthritis. Rheumatoid nodules predominantly occur over pressure points such as the elbow 

and extensor surface of the proximal ulna. All of these patients will have positive 

rheumatoid factor levels. 

‒ This is more common in patients with chronic renal disease, myeloproliferative disorders 

(e.g. polycythemia vera), psoriasis, chronic alcoholism and using medications such as 

thiazides (diuretics or water pills), niacin etc.  

‒ Induction of chemotherapy results in rapid tumor cell lysis and release uric acid in the 

circulation. For prevention, allopurinol and probenecid are used. 
 

‒ You should never leave a tender inflamed joint without aspiration. 
 

‒ Joint fluid aspiration reveals negatively birefringent needle shaped urate crystals. 

‒ X-ray shows punched out erosion with a rim of cortical bone (in patients with chronic gouty 

arthritis). 

‒ The goal of treatment is to maintain serum uric acid levels to less than 6 mg/dL. 

‒ Colchicine is used for the acute treatment of gout. 

‒ In patients with frequent attacks of acute gouty arthritis not controlled by colchicine, a 24-

hour uric acid levels in urine is determined. This evaluates whether hyperuricemia is due to 

over production or under secretion of uric acid. 

‒ A value of < 800 mg/day suggests under secretion → give Uricosuric agent e.g. 

Probenecid. 

‒ A value of  > 800 mg/day suggests over production → give xanthine oxidase inhibitor e.g. 

Allopurinol. 
 

‒ Cessation of alcohol and staying on low purine diet are important measures in the 

prevention of future attacks in patients with gouty arthritis. 
 

‒ In chronic tophaceous gout, monosodium urate crystals deposit into the skin, resulting in 

formation of tumors (tophi) with a chalky white appearance. 
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‒ Myeloproliferative Disease (MPD) e.g. Polycythemia Vera (PCV) → ↑ catabolism and 

turnover of purines → over-production of uric acid → ↑ serum uric acid → precipitation of 

gouty arthritis. 

‒ Polycythemia Vera (PCV): A typical patient is an old plethoric male who may complain of 

pruritus after hot bathing (due to histamine release from an increased number of 

circulating basophils). Up to 40% of patients with PCV suffer from gout. Symptoms such as 

headache, dizziness, and paresthesias are frequently related to hyperviscosity. They also 

have granulocytosis and thrombocytosis on peripheral blood smear, and splenomegaly. 

‒ Bone marrow is virtually always hypercellular. There is an elevated leukocyte alkaline 

phosphatase, normal oxygen saturation, and low erythropoetin level. 

 

‒ Lesch-Nyhan syndrome is characterized by a deficiency in hypoxanthine-guanine 

phosphoribosyl transferase, an enzyme involved in purine metabolism. It is characterized 

by self-mutilation, mental retardation, hyperuricemia and neurologic signs (e.g., dystonia, 

choreoathetosis and cerebral palsy). It is generally diagnosed in childhood. 

 

 

PSEUDO-GOUT 

‒ Hyperparathyroidism predisposes to the development of pseudo-gout. 

‒ In pseudo-gout, joint is acutely red and swollen. 

‒ Knee is the most frequent site of involvement. 

‒ Precipitating factors may include pre-existing joint damage (e.g. trauma, surgery). 

‒ Remember the 4 Hs: Hyperparathyroidism, Hemochromatosis, Hyperphosphatemia, 

Hypomagnesaemia, (Hypothyroidism). 

‒ Joint fluid aspiration reveals positively rhomboid shaped calcium pyrophosphate dehydrate 

(CPPD) crystals. 

‒ Radiographics show evidence of chondrocalcinosis (calcified articular cartilage). 
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SEPTIC ARTHRITIS 

‒ Staphylococcus aureus causes septic arthritis in previously damaged joints, prosthetic 

joints, IV drug abusers & elderly. 

‒ The most common organisms in children are Staphylococcus aureus and streptococcus. 

‒ E. Coli is a common cause of septic arthritis in intravenous drug abusers. 

‒ Neisseria gonorrhoeae is the most common cause of septic arthritis in young sexually 

active patients. 

‒ Septic arthritis is more likely to develop in disseminated gonococcemia when gonococcal 

urethritis is untreated. 

‒ Joint will be red and swollen and patient will be febrile. There is usually evidence of 

infection elsewhere like that of urinary tract, skin or respiratory tract. 

‒ In septic arthritis, synovial fluid WBC count is usually above 100,000/cmm and more than 

75% of them are PMNs. Gram stain and culture are usually positive. 

‒ Urethral cultures have higher yield than synovial or blood culture in cases of suspected 

gonococcal purulent arthritis 

‒ IV nafcillin is the treatment of choice for septic arthritis. 

‒ In infants a combination of nafcillin and third generation cephalosporin and nafcillin alone 

for children over age 5 years is a reasonable empiric antibiotic therapy. 

‒ Septic joint in a child is a true surgical emergency and needs immediate surgical drainage. 

A delay of even 4-6 hours can lead to avascular necrosis of the femoral head. 
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DISSEMINATED GONOCOCCAL INFECTION SYNDROME 

‒ Disseminated gonococcal infection is a syndrome of rash, tenosynovitis and polyarthralgia. 

‒ Mucosal gonococcal infection (if untreated) → gonococcal bacteremia → Disseminated 

gonococcal infection. Women are at more likely to develop disseminated gonococcal 

infection especially during menses and pregnancy.   

‒ Rash is pustular or vesiculopustular and is usually present on trunk and extensor surfaces of 

the distal extremities and it may become hemorrhagic.  

‒ Tenosynovitis of multiple tendons at wrist, hands and ankles may occur. 

‒ Arthralgia is migratory and joint examination does not show redness, swelling or tenderness 

‒ Skin and joint manifestation are thought to be immune-mediated caused by immune-

complex formation from gonococcemia. 

‒ Blood cultures and cultures from the cutaneous pustules are typically negative due to the 

growth requirements of the organism. 

 

 

VERTEBRAL OSTEOMYELITIS 

‒ Vertebral osteomyelitis is usually hematogenous, and the lumbar area is most commonly 

affected. Risk factors: IV drug abusers and immunosuppression states (e.g. uncontrolled 

DM, patient with sickle cell anemia, HIV patient, patients use corticosteroids, etc.). 

‒ S. aureus is the most common pathogen in IV drug abusers, but infection with other gram 

negative organisms (e.g. E. coli) is also common. 

‒ Back pain accompanied by low-grade fever (may not present) and elevated ESR (> 

100mm/h) is the typical presentation. High-grade fever and chills are uncommon. 

‒ Physical examination may demonstrate that gentle percussion over the affected vertebrae 

elicits pain and paravertebral muscular spasm. 

‒ Early diagnosis is very important in patients with this condition, because epidural abscess 

and spinal cord compression may develop if the treatment is delayed. 

‒ WBCs count may be normal or elevated.   

‒ MRI is currently the imaging modality of choice in patients with suspected vertebral 

osteomyelitis. Compared to a bone scan, a MRI has the same sensitivity for detecting 

osteomyelitis and is less time-consuming. 
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VIRAL ARTHRITIS 

‒ Parovirus B19 infection is the most common cause of viral arthritis, and most probably in 

adults who have frequent contact with children such as teachers and day-care workers. 

‒ Patient presents with arthritis/arthralgias involving the MCP, PIP and wrist with morning 

stiffness less than 30 minutes. Slapped check appearance is unusual in adults. 

‒ Viral arthritis resolves with 2 months. 

‒ No joint swelling and no systemic symptoms (no increase in WBCs count or ESR). 

‒ Positive inflammatory markers such as ANA and rheumatoid factor may occur. 

‒ Anti-B19 IgM is the diagnostic study of choice when Parovirus infection is suspected. 

‒ Treatment involves use of NSAIDs for resolution of symptoms. Antiviral therapy is 

unnecessary as the symptoms are self-limited. 

 

 

WEGENER'S GRANULOMATOSIS 

‒ The triad of upper respiratory tract disease, lower respiratory tract disease, and 

glomerulonephritis defines Wegener's granulomatosis. 

‒ Wegener's granulomatosis is vasculitis of the small vessels and necrotizing granulomatous 

lesions affecting upper and lower respiratory tracts as well as causing focal necrotizing 

glomerulonephritis. 

‒ Respiratory involvement presents as nasal ulcers, nasal congestion, rhinitis, sinusitis, cough, 

hemoptysis, epistaxis, dyspnea, and chest discomfort. 

‒ These patients usually undergo several treatments for sinusitis and nasal congestion 

unsuccessfully before Wegener's granulomatosis is suspected. 

‒ Patient may develop renal failure due to rapidly progressive glomerulonephritis. 

‒ Renal involvement may be evident by hematuria, proteinuria and cylindruria on routine 

urine examination. 

‒ Chest x-ray reveals infiltrates, nodules, masses, and cavities. 

‒ The demonstration of anti neutrophil cytoplasmic antibodies (ANCA) confirms the 

diagnosis of Wegener's granulomatosis. 

‒ Positive C-ANCA is highly specific for Wegener's granulomatosis. 
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‒ Renal biopsy may show immune deposits with crescent formations. 

‒ Wegener's granulomatosis is treated with a combination of cyclophosphamide and steroids. 
 

‒ Long term use of cyclophosphamide is associated with increase incidence of acute 

hemorrhagic cystitis and bladder carcinoma. Drinking plenty of fluids, voiding frequently 

and taking MENSA are all helpful in preventing these complications. 

  

 

CHURG STRAUSS SYNDROME (CSS) 

‒ CSS is a multisystem vasculitic disorder of unknown etiology that affects the skin, kidney, 

nervous system, lungs, gastrointestinal tract and heart. 

‒ Leukotreine antagnoists e.g. zafirlukast are known to cause CSS. 

‒ It is characterized by allergic rhinitis, asthma and prominent peripheral blood 

eosinophilia. Up to 75% of the patients with CSS have evidence of peripheral neuropathy. 

‒ P-ANCA is associated with Churg-Strauss syndrome. 

‒ The disease requires treatment with glucocorticoids and sometimes with 

immunosuppressants e.g. cyclophosphamide. 

 

 

GOODPASTURE'S SYNDROME 

‒ Goodpasture's syndrome involves the lungs and kidneys (Pulmonary-renal syndrome). 

‒ Goodpasture's syndrome is caused by circulating anti-glomerular basement membrane 

antibodies. 

‒ Linear deposition of IgG on the basement membrane is seen in Goodpasture's syndrome. 

‒ Sputum stain may show iron in the form of hemosiderin. 

‒ Early removal of these antibodies by emergency plasmapheresis is imperative in order to 

minimize the extent of kidney damage.  
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POLYARTERITIS NODOSA (PAN) 

‒ Polyarteritis nodosa involves medium sized arteries and most frequently organs include 

kidney, liver, gastrointestinal tract, skin, heart and peripheral nerves with the exception of 

the lungs. 

‒ It has been found to be associated with hepatitis B and C. 

‒ Labs shows elevated P-ANCA.   

‒ Patients with PAN typically present with clinical features of multisystem disease. These 

features include fatigue, weakness, fever, arthralgias, hypertension, renal failure, 

neurological abnormalities and abdominal pain. 

 

 

TEMPORAL ARTERITIS “GIANT CELL ARTERITIS” 

‒ Giant cell arteritis should always be suspected in a patient older than 50 years who presents 

with headache and pain in one or both temples, visual problems (decreased vision or 

blurry vision) and polymyalgia rheumatica (proximal stiffness in neck, arms, hips). 

‒ Other common symptoms: scalp tenderness, and jaw claudication. 

‒ Giant cell arteritis → chronic aortitis → disruption of collagen and elastin → Thoracic 

aortic aneurysm (such patient need to have continuous monitoring). 

‒ Blood samples can be drawn for ESR before the start of glucocorticoid therapy. 

‒ Giant cell arteritis must be treated immediately with high dose glucocorticoids once the 

clinical diagnosis is made. 

‒ One should not wait for temporal artery biopsy before starting glucocorticoid therapy as any 

delay in the treatment may result in visual loss. 

‒ Temporal artery biopsy can be done within several days after treatment, for confirmation of 

the disease. 
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POLYMYALGIA RHEUMATICA 

‒ Diagnosis of polymyalgia rheumatica is suggested in this patient because of the following 

findings: age of patient greater than 50, morning stiffness for 30 minutes or more and 

present for more than a month and it involves shoulder and hips. 

‒ Patients complain of stiffness rather than weakness or pain. 

‒ When the patient is asked to identify location of his pain; patient typically indicate that the 

pain is in the soft tissue not the joints. 

‒ No signs of inflammation of the joints. 

‒ Polymyalgia rheumatica may be present alone or in 40-50% cases, it is associated with giant 

cell arteritis. 

‒ It is a diagnosis of exclusion; ESR is greater than 40 mm/hour.  

‒ There is no need of temporal artery biopsy or high dose prednisone if there are no symptoms 

or signs suggestive of temporal arteritis.  

‒ The treatment of choice for polymyalgia rheumatica when it is not associated with giant cell 

arteritis is low-dose prednisolone. 

 

 

INFLAMMATORY MYOPATHIES 

DERMATOMYOSITIS 

‒ Autoimmunee disorders characterized by proximal muscle weakness, and ultimately 

wasting. Facial or ocular muscles are never involved. 

‒ Dermatomyositis involve typical skin changes: Heliotrope dusky rash around the eyes 

associated with periorbital edema, and Gottron's papules, which are red scaly patches over 

the metacarpophalangeal joints. 

‒ Occult malignancies are often associated with dermatomyositis or Polymyositis such as: 

breast, lung or colon cancer. So a careful metastatic workup should be done in this regard. 

‒ Suspected patients should have measurement of serum creatine kinase and aldolase levels. 

‒ Anti Jo-1 antibodies are positive in polymyositis and dermatomyositis. 

‒ Specific diagnosis is usually made by muscle biopsy. 

‒ Inflammatory myopathies are best treated with corticosteroids e.g. prednisone. 
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POLYMYOSITIS 

‒ Autoimmunee disorders characterized by proximal muscle weakness, and ultimately 

wasting. 

‒ Polymyositis presents as difficulty ascending or descending stairs, combing hair, kneeling 

down, difficulty in rising from a seated position etc. 

‒ In polymyositis there is no skin findings, which helps to distinguish it from 

dermatomyositis. 

‒ Facial muscles, ocular muscles, and muscles of mastication are never involved. 

‒ However, dysphagia may be found due to the involvement of striated muscles of the upper 

pharynx. 

‒ Occult malignancies are often associated with dermatomyositis or Polymyositis such as: 

breast, lung or colon cancer. So a careful metastatic workup should be done in this regard. 

‒ Suspected patients should have measurement of serum creatine kinase and aldolase levels. 

‒ Anti Jo-1 antibodies are positive in polymyositis and dermatomyositis. 

‒ Muscle biopsy is the best diagnostic test and shows mononuclear infiltrates surround 

necrotic & regenerating muscles fibers.  

‒ Inflammatory myopathies are best treated with corticosteroids e.g. prednisone. 

‒ In case the patient fails to improve on or cannot tolerate the side effects of corticosteroid 

therapy, immunosuppressive agents such as methotrexate may be effective. 

 

 

‒ Hypothyroidism should always be considered in patients with an unexplained elevation of 

serum CK concentration and myopathy (muscle weakness). 

 

‒ Hyperthyroid myopathy presents as progressive proximal muscle weakness. 
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MIXED CONNECTIVE TISSUE DISEASE 

‒ Mixed connective tissue disease represents the over lapping symptoms of systemic lupus 

erythematosus (SLE), scleroderma and myositis. 

‒ It is associated with autoantibody to ribonuclear protein (Anti-RNP antibodies). 

‒ Raynaud' s phenomena in the form of finger ulcers, arthralgias, and esophageal 

hypomotility, swollen hands, myositis, rash, leukopenia, and sclerodactyly are the common 

initial presentations.  

 

 

FIBROMYALGIA 

‒ The cause is unknown but may be due to sleep disorder, depression, and viral infections. 

‒ Fibromyalgia is a chronic widespread pain disorder associated with fatigue, poor sleep, 

irritable bowel syndrome and depression for more than 3 months. 

‒ Fibromyalgia pain worsens with exercise. 

‒ Normal physical exam except excessive muscular tenderness in 9 or more "tender points". 

‒ Always consider thyroid abnormalities and fibromyalgia in a patient with diffuse muscle 

aches and excessive fatigue with non-restorative sleep. 

‒ Inflammation, joint swelling and muscle weakness are absent. 

‒ Initial evaluation should include a Complete blood count (CBC), ESR, Thyroid function 

tests (TFTs) and enzymes (CK). 

‒ Radiographic, laboratory, and histologic studies typically show no abnormalities. 

‒ Patents improve with tricyclic antidepressants e.g. amitriptyline and usually given in low 

doses at nighttime (increase the amount of restorative phase 4 sleep). 

‒ To relieve the pain, non-narcotic analgesics like acetaminophen can given during daytime. 

‒ The only other drug other than tricyclic antidepressants studied extensively in fibromyalgia 

is cyclobenzaprine. 

‒ So either amitriptyline or cyclobenzaprine are the initial drugs of choice. 

‒ Selective serotonin reuptake inhibitors (SSRIs) are added when disease is refractory to the 

above medicine. 

‒ When patient feels better with the pharmacological treatment exercise program is initiated.  
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PAGET'S DISEASE OF THE BONE (OSTEITIS DEFORMANS) 

‒ The exact cause of the disorder is unclear, but several workers have shown evidence of viral 

etiology in Paget's disease. 

‒ The single most common cause of asymptomatic isolated elevation of alkaline phosphatase 

in an elderly patient is Paget's disease. 

‒ Pathophysiologic mechanism is impaired bone remodeling in focal areas of the bone. 

‒ Paget's disease of the bone is characterized by excessive bone destruction and repair. 

‒ Increase bone turnover, in which osteoclastic dysfunction (increased numbers of larger than 

normal osteoclasts at the involved sites) → progression of osteoclastic activity → increase 

bone breakdown → activation of the osteoblasts → immature bone deposition occurs → 

hypertrophy of bones → "mosaic" pattern of lamellar bone. 
 

‒ Patients are often asymptomatic; however, those with symptoms usually first note an 

increase in hat size (asymmetric enlargement of the cranium) and occasional headaches. 

‒ Cranial bone enlargement → entrapment of cranial nerve VIII → hearing loss. 

‒ Normal serum calcium, normal serum phosphate and normal serum parathyroid hormone 

levels are seen in patients with osteoporosis and Paget's disease. 
 

‒ Markedly elevated serum alkaline phosphate level as a result of increase bone turnover and 

high hydroxyproline level. 

‒ Radiologic and histologic evidence of increased bone turnover (resorption and formation) 

can be readily assessed by measuring the biochemical markers of bone turnover:  

1) Alkaline phosphatase - marker of bone formation; it is elevated in patients with Paget's 

disease, and is most commonly used to assess the activity of disease, as well as response 

to treatment. 

2) Urinary n telopeptide - most commonly used to as a marker of bone resorption. 
 

‒ In evaluation of a patient of Paget’s disease, the initial goal is to establish which bone have 

been affected. Full extend of the disease is best ascertained by full body scan (which shows 

increase uptake by the affected bones) followed by radiographic confirmation. 
 

‒ Asymptomatic patients of Paget’s disease do not require treatment. 

‒ Symptomatic patients are best treated with oral or IV Bisphosphonates e.g. alendronate. 
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‒ Indications of treatment of Paget’s disease: 

1) Bone pain. 

2) Hypercalcemia of immobilization. 

3) Neurological deficit. 

4) High-output cardiac failure. 

5) Preparation of orthopedic surgery. 

6) Involvement of weight-bearing bones (to prevent deformity). 
 

‒ A small number of patients of Paget’s disease will develop sarcomatous changes over 10 

years and third will present as a new lytic lesion and a sudden increase in alkaline 

phosphatase. 

 

‒ In osteoporosis, there is osteoblastic dysfunction. 

 

 

"BLUE TOE SYNDROME" 

‒ The problem can occur spontaneously, and may occur secondary to surgical manipulations. 

‒ Cardiac catheterization can cause atheromatous embolism (dislodged plaques) from the 

aortic root may embolize to the cerebral, gastrointestinal, renal and cutaneous circulations 

→ localized ischemia and organ dysfunction (e.g. elevation of creatinine and blue toe synd.) 

‒ Blue toe syndrome results from emboli to small pedal vessels and characterized by intact 

pulses, painful cyanotic toe along with features of ischemic lesions in distal limbs, such as 

livedo reticularis (mottled discoloration of the extremities). 

‒ Labs are significant for increased ESR, hypocomplementemia and eosinophilia. 

 

 

‒ Reflex sympathetic dystrophy refers to burning pain in an area with previous history of 

trauma. Symptoms refer to vasomotor instability with changes in temperature, color, and 

texture of skin. This patient had no such symptoms.  
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BUERGER'S DISEASE 

‒ Buerger's Disease usually occurs in young smokers. 

‒ It is an episodic, and segmental inflammatory process of small and medium sized arteries 

(thromboangiitis obliterans). It is characterized by occlusive disease of the arteries, 

migratory superficial thrombophlebitis, and Raynaud's phenomenon.  

‒ The disease has an intermittent course with episodes of ischemia. Peripheral pulses are 

usually diminished or absent. Intermittent claudication is common.  

‒ Cessation of smoking is an important component of management.  

 

 

‒ Erythromelalgia is a paroxysmal disorder of peripheral blood vessel dilation with 

bilateral burning pain on palms and soles. It then progresses to the entire extremity. The 

area usually becomes red and warm. 

 

 

SPINAL CORD COMPRESSION 
‒ It is an acute syndrome of acute back pain associated with compression of the spinal cord. 
‒ It is considered a neurologic emergency. 
‒ Commonly caused by cancer, herniated disk, epidural abscess, or hematoma. 
‒ Pain is the earliest symptom in the majority of patients. 
‒ Cauda equina is an acute compression of lumbosacral nerve roots 

by infection or tumor, presenting with acute motor and sensory loss, 
loss of rectal tone, urinary retention or overflow incontinence. 
Important physical findings include saddle anesthesia around the 
anus or perineum and decreased tone of anal sphincter. This is a 
surgical emergency, and a neurosurgeon should be notified as soon 
as possible. 
‒ High-dose of dexamethasone should be started immediately once  the diagnosis is 

suspected. 
‒ An MRI should be performed to identify the site of compression/fracture, followed by 

surgery. 
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LUMBAR SPINAL STENOSIS   (NEUROPATHIC CLAUDICATION) 

‒ It is a common cause of low back pain & legs pain that radiate to the buttocks & thighs. 

‒ Lumbar spinal stenosis is associated with aging, especially after 60 years age. 

‒ The most common cause is degenerative joint disease. 

‒ Degenerative central canal → narrowing of the lumbar spinal canal that can → compression 

of the nerve roots → weakness, sensory loss, numbness/tingling and low back pain 
radiates to the buttocks and legs associated with calf pain. 
‒ Narrowing of the spinal canal results from encroaching osteophytes at the facet joints, 

hypertrophy of the ligamentum flavum and protrusion of intervertebral disks. 
 

‒ Flexion of the lumbar spine → widening of the spinal canal → relieves pain (e.g. sitting, 

leaning forward, flexion of the hip and uphill walking). 

‒ Extension of the lumbar spine → narrowing of the spinal canal → worsens pain (e.g. 

standing, leaning backward and downhill walking) 
 

‒ Leg cramping is worse at rest, with standing, and with walking (pseudo-or neurogenic 
claudication). 
‒ In some patients gait disturbance is so prominent that they complain of having "spaghetti 

legs" or walking "like a drunken sailor". 
 

‒ Positive Romberg sign are specific but not sensitive for lumbar spinal stenosis.  

‒ The preservation of pedal pulses helps distinguish from vascular claudication. 
 

‒ MRI is the investigation of choice for suspected lumbar spinal stenosis. 

‒ Mild to moderate: NSAIDs and abdominal muscle strengthening. 

‒ Advanced: Epidural steroid injections can provide relief. 

‒ Refractory: Surgical laminectomy may achieve significant short-term success, but many 

patients will have a recurrence of symptoms. 
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DISK HERNIATION 
‒ Causes include degenerative changes, trauma, or neck/back strain or sprain. 
‒ Most common in the lumbar region, especially at L4–L5 and L5–S1. 
‒ Common among middle-aged and older men. 
‒ Disc herniation presents as acute onset of electricity-like low back pain radiating down the 

buttock and below the knee usually preceded by several months of aching, “discogenic” 

pain. The pain is caused due to impinged nerve. 

‒ Herniated disk manifests with sciatica-type pain that radiates along the thigh and typically 

below the knee. Exacerbated by straining (e.g., coughing). 

‒ Pain of herniated disc syndrome becomes worsened with sitting and lumbar flexion and 

therefore is different from pain of spinal stenosis. 

‒ Associated with  sciatica, paresthesias, muscle weakness, atrophy, contractions, or spasms. 
‒ Positive straight leg suggests nerve root irritation due to impingement. 

‒ Crossed straight leg test is very specific for disc herniation. 

‒ At the same time, no neurologic deficit is present and the perianal area is intact (it is always 

important to rule out cauda equina syndrome). 
 

‒ Obtain a plain radiograph if other causes of back pain are suspected (e.g., infection, 
fracture). 
‒ In patients with acute 'mechanical' back pain without significant neurologic deficit, 

conservative approach is preferred for a period of 4-6 weeks. This includes early 
mobilization, muscle relaxants, and NSAIDs. Bed rest and physical therapy has not been 
shown to be helpful. 
‒ If the pain persists after 4-6 weeks of conservative treatment or progressive neurologic 

deficit evolves, high-resolution diagnostic modalities are usually employed: MRI or CT 
with or without contrast myelography. 

 

‒ Emergency surgical decompression is indicated in case of significant or rapidly progressive 
neurologic deficit (foot drop, weakness of the legs) or cauda equina syndrome.  
‒  Severe or rapidly evolving neurologic deficits and are indications for discectomy. 
 

 
 
 



   

 110 

EPIDURAL ABSCESS 
‒ It is an enclosed infection in the epidural space → spinal cord compression. 

‒ Infections usually occur via hematogenous spread or from direct extension. 
‒ Predisposing factors include diabetes, an immunocompromised host, renal disorders, 

intravenous drug abuse, and recent spinal procedure. 
‒ Patient presents with fever, chills, back pain, paresthesias, and urinary retention. All the 

above are signs of a neurologic compressive disorder. 
‒ The condition can rapidly lead to rapid paralysis.  
‒ MRI is the investigation of choice. 
‒ When patients present with symptoms of neurological compromise, an urgent surgical 

decompression is required and antibiotics.  
‒ In mild infections with little or no spinal cord compression, management is usually medical 

with frequent neurologic evaluation and repeat imaging studies. If there is any evidence of 
progression or new neurologic symptoms, a surgical consultation should be obtained.  

 

 

LERICHE SYNDROME 

‒ Leriche syndrome occurs as a result of atherosclerotic vascular disease and is characterized 

by impotence and intermittent claudication. 

‒ This patient does have 

‒ Intermittent claudication does not occur at rest or standing and occurs only after walking 

and gets relieved by rest. 

‒ Physical findings of patient with intermittent claudication may show absent or diminished 

pulses below the level of stenosis, low temperature of the involved extremity, bruit, 

impaired wound healing, increased venous filling time, shiny skin, hair loss, and atrophy of 

skin. 
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METASTASIS FROM CARCINOMA 

‒ It is the most common malignant tumor of the skeletal system. 

‒ Malignancy is an infrequent but common cause of low back pain. 

‒ Important risk factors include old age, history of malignancy, 

weight loss, and failure to improve with conservative therapy. 

‒ In patients with history of malignancy, back pain raises suspicion 

for bone metastasis. 

‒ Progressive low back pain not relieved by rest, worse at night with failure to improve with 

conservative therapy suggests vertebral body metastasis. 

‒ Bone scans identify areas of high bone turnover, and used to evaluate metastatic disease. 

Technetium 99 scinti scanning is the most effective method to assess bone metastasis. 

 

Chronic back pain is characteristic for multiple myeloma. 

Punched-out lytic lesions and monoclonal immunoglobin proteins in serum & urine 

 

 

LUMBAR STRAIN 

‒ Patient presents with an episode of acute back pain (relation to lifting a heavy object, no 

radicular signs, and good response to conservative therapy). 

‒ There is usually no point tenderness. Para spinal muscles are involved. 

‒ Proper patient education is very helpful in protecting the back from recurrent injury. The 

education should emphasize the importance of strengthening the supporting muscles 

(including abdominal muscles) by regular exercise, choosing an appropriate sleeping 

posture (e.g. avoiding sleeping on the stomach), and learning proper techniques for bending 

and lifting objects (Keep the back straight while lifting an object). Exercises with repetitive 

twisting and bending should be avoided. While lifting an object, one should also bend the 

knees, keeping the back straight; this technique is very useful in preventing strains and back 

injuries. Warm-up exercises should be done before any sporting activities. 
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LUMBAGO 

‒ Usually related to physical strain and has less dramatic onset. 

‒ Usually paravertebral muscle tenderness rather than spinal tenderness is the feature. 

 

 

COMPRESSION FRACTURE OF THE VERTEBRAE 

‒ It is a common complication of advanced osteoporosis (vertebral body demineralization). 

‒ It usually manifests as acute back pain without any history of trauma in a predisposed 

patient to osteoporosis e.g. old age, postmenopausal women and glucocorticoid therapy. 

‒ Neurologic examination will be normal. “Local tenderness usually present”. 

‒ Malignancy presents with similar picture. X-ray spine and bone scan is indicated to 

differentiate these two. 

 

‒ Note: Absent ankle reflex can be seen in elderly patients as part of the normal aging 

process. 

‒ Absent Babinski sign suggests no upper motor neuron-type lesion. 

‒ Lower extremity weakness or numbness suggests associated nerve injury. 

 

 

THIRD TRIMESTER OF PREGNANCY 

‒ Low back pain is a very common complaint in the third trimester of pregnancy. 

‒ It is a very common problem that is mechanical in nature. 

‒ It is believed to be caused by the increase in lumbar lordosis and the relaxation of the 

ligaments supporting sacroiliac and other joints of the pelvic girdle. 

‒ In addition, hormonal factors may contribute to the problem.   
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SPONDYLOLISTHESIS 

‒ Back pain in children requires a careful search into the cause because back pain in children 

is frequently due to organic causes. 

‒ Patient presents with slowly developing back pain and neurologic dysfunction (e.g., urinary 

incontinence). Such clinical manifestations in combination with a palpable "step-off" at the 

lumbosacral area are typical for high-grade spondylolisthesis. 

‒ Spondylolisthesis is a developmental disorder characterized by a forward slip of vertebrae 

(usually L5 over S1). Such a displacement results in chronic back pain and in neurologic 

dysfunction, if significant. The area of vertebral displacement (a palpable "step-off") is 

detected on physical examination if the problem is severe.   

 

 

TENNIS ELBOW 

‒ Tennis elbow is lateral epicondylitis about the origin of the extensor muscle from lateral 

epicondyle of humerus due to repeated forceful wrist extension. 

‒ Patient presents with pain near the lateral epicondyle that is worsened by usage. 

‒ Examination reveals point tenderness just distal to the lateral epicondyle of the humerus 

and exacerbation of pain by extension of wrist against resistance. 

‒ Pathophysiology: degeneration of the carpi radialis brevis near the lateral epicondyle. 

 

 

FROZEN SHOULDER 

‒ This is a result of pericapsulitis. Majority of the cases are idiopathic.  

‒ There is limited range of motion due to stiffness of glenohumeral joint. 

‒ Chronic pain may be present but the most prominent symptom is joint stiffness. 

‒ On examination, range of motion is restricted both on active and passive movement in all 

cardinal movements. 

‒ Arthroscopy establishes the diagnosis by showing decreased joint space volume, and loss of 

normal axillary pouch. 

‒ Treatment: NSAIDs, corticosteroids injection into the joint space, and physical therapy.  
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ROTATOR CUFF TEAR OR ROTATOR CUFF TENDINITIS 

‒ It  presents with severe pain and weakness of the shoulder abduction. 

‒ It results from impingement of the supraspinatous tendon. 

‒ Movements of shoulder like positioning the arm above the shoulder aggravate pain. 

‒ Range of motion is limited only on active movement but is normal on passive flexion. 

‒ A positive drop arm sign, with inability to actively maintain 90 degree of passive abduction, 

may be present in large tears. 

‒ Rotator cuff tendinitis can be distinguished from rotator cuff tear by injecting lidocaine that 

will result in improvement in range of motion in cases of rotator cuff tendinitis but no 

effect in range of motion in cases of rotator cuff tear. 

‒ MRI is used for definite diagnosis. 

 

 

SUBACROMIAL BURSITIS 

‒ The subacromial bursa lies between the acromion and the tendon of the supraspinatus 

muscle. Inflammation of the subacromial bursa typically occurs in the setting of chronic 

micortrauma to the supraspinatus tendon repetitive overhead activity of the arm as in tennis, 

swimming, pitching or golf. The supraspinatus tendon is traumatized by compression 

between the acromion and the humeral head (impingement syndrome), and its vascular 

supply may be temporarily compromised during such episode of compression. 

‒ Subacromial bursitis is characterized by shoulder pain, which is absent at rest but present 

on overhead activity. 

‒ Physical examination reveals pain with active range of motion of the shoulder, Neer's 

impingement sign (tederness in the shoulderon passive internal rotation and forward flexion 

at shoulder) is present. No atrophy of deltoid muscle is present. 

‒ Ultrasonogram or MRI generally confirms the diagnosis. 

‒ Treatment is conservative with NSAIDs, physical therapy and activity modification. 
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ANSERINE BURSITIS 

‒ Inflammation of the anserine bursa can be the result of abnormal gait, overuse or trauma 

‒ Anserine bursitis presents with sharply localized pain over the antero-medial part of the 

tibial plateau just below the joint line of the knee; the pain often presents overnight as 

pressure from the knees making contact with one another while the patients lie on their 

sides can exacerbate the pain. 

‒ On examination, there is a well-defined area of tenderness over the medial tibial plateau 

just below the joint line. 

‒ Valgus stress test does not aggravate the pain, thereby ruling out damage to the medial 

collateral ligament. 

‒ X-ray of the tibia is normal. 

‒ Treatment is with rest, ice and maneuvers to reduce pressure on the bursa. 

‒ Corticosteroids injection into the bursa is also helpful. 

 

MEDIAL COLLATERAL LIGAMENT INJURY 

‒ Medial collateral ligament injury is associated with abduction injury to the knee. 

‒ Medial collateral ligament injury presents with pain along the medial joint line and is 

aggravated by walking. 

‒ It is caused by Valgus stress applied on the lateral aspect of the knee when it is partially 

flexed. 

‒ Medial knee pain is aggravated by, Valgus stress testing. 

 

CERVICAL SPONDYLOSIS 

‒ Cervical spondylosis affects 10% of patients older than 50 years of age. 

‒ History of chronic neck pain is typical. 

‒ Limited neck rotation and lateral bending is due to osteoarthritis and secondary muscle 

spasm. 

‒ Sensory deficit is due to osteophytes-induced radiculopathy and isolated sensory 

abnormalities are associated with good prognosis. 

‒ Typical radiographic findings include bony spurs and sclerotic facet joints. 
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DE QUERVAIN'S TENOSYNOVITIS 

‒ De Quervain's disease is characterized by tendonitis of abductor pollicis longus and 

extensor pollicis brevis as they pass through a fibrous sheath at the radial styloid process. 

‒ It was originally described in washerwomen in whom these tendons were chronically 

irritated by wringing the clothes. However, in present times it is most commonly seen in 

post partum females due to repetitive lifting of the infant.   

‒ Tenderness is noted over the radial side of wrist and first dorsal compartment.  

‒ Clinical diagnosis can be made by positive Finkelstein test (grasping the flexed thumb into 

the palm with the fingers aggravates pain). 

‒ Treatment is best with local injection of long-acting steroids. 

 

 

AMYLOIDOSIS 

‒ Amyloidosis may be primary or may be secondary to an inflammatory process. Amyloidosis 

represents a group of greater than 20 diseases in which complex proteins are deposited in 

the body’s tissues and organs as beta-pleated sheets. The disease can be hereditary or 

acquired and has varied manifestations depending on the type of amyloid being deposited. 
 

‒ Primary amyloidosis may produce joint disease and gastrointestinal complaints of 

diarrhea. 
 

‒ Secondary (AA) amyloidosis results from the deposition of acute phase reactants, 

particularly serum amyloid A, in the setting of chronic inflammatory disease. 

‒ Potential causes of chronic inflammation associated with secondary amyloidosis include 

chronic infection, psoriasis, inflammatory bowel disease, IV drug abuse and autoimmune 

diseases such as rheumatoid arthritis. 

‒ AA amyloidosis is a systemic disease, and the kidneys and GI are prominently affected. 

‒ Nephrotic syndrome is common in these patients and may manifest with hypertension, 

proteinuria and edema of the face and legs. 

‒ Hepatomegaly is also a common finding in secondary amyloidosis. 

‒ Amyloidosis also affects the heart (cardiomyopathy), musculoskeletal system 

(pseudohypertrophy) and nervous system (peripheral neuropathy). 
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‒ The appearance of 'speckled pattern' suggests the diagnosis of cardiac amyloidosis. 

‒ When a patient with Amyloidosis develops heart failure, the median survival is less than 

one year. Treatment is only symptomatic and it focuses on congestive heart failure 

symptoms. Chemotherapy and bone marrow transplantation may improve survival in 

specific cases, but overall survival rate is very low. In heart is the end stage and next step is 

Transplantation. 

 

 

ANTIPHOSPHOLIPID ANTIBODY SYNDROME 

‒ It is characterized by recurrent arterial or venous thrombosis, or recurrent fetal losses in 

the presence of antiphospholipid antibodies. 

‒ There are three types of antiphospholipid antibodies. The first type is responsible for false-

positive syphilis serology. The second type is lupus anticoagulant, and it falsely elevates 

the APTT level. The third type is anticardiolipin antibody.   

‒ Antiphospholipid antibody syndrome may occur as a primary condition, or it may be 

associated with other autoimmune disorders such as SLE. 

‒ Antiphospholipid antibody syndrome places a pregnant patient at increased risk of first or 

second trimester abortion. The use of heparin and aspirin reduces this risk. Warfarin is not 

used due to its teratogenicity.  

‒ Acute thrombosis is treated with heparin and factor anti-X-a activity is measured, since 

APTT is not reliable in such cases. 

 

 

SERUM SICKNESS-LIKE REACTION 

‒ It is an immune-complex mediated hypersensitivity reaction to non-human proteins. 

‒ It may occur one to two weeks after administration of certain drugs, such as penicillin, 

amoxicillin or cefaclor in the setting of a viral disease. 

‒ Prominent symptoms include fever, urticarial rash, polyarthralgia and lymphadenopathy. 

‒ Serum sickness-like reaction is a clinical diagnosis, and should resolve with withdrawal of 

the offending agent, it does not represent a true drug allergy. 
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NEUROGENIC ARTHROPATHY 

‒ It is also known as Charcot’s joint, due to diabetic neuropathy and repeated joint trauma. 

‒ The process starts with decreased pain, proprioception, and temperature perception, which 

can occur due to DM, peripheral nerve damage, syrniomyelia, spinal cord injury, Vitamin 

B12 deficiency, or tabes dorsalis. 

‒ As normal neurologic input is lost, patients unknowingly traumatize their weight bearing 

joints. This causes secondary degenerative disease, joint deformities, and functional 

limitation. 

‒ X-rays will reveal loss of cartilage, osteophytes formation and loose bodies. 

‒ Associated pain is typically mild. 

‒ Management of Charcot’s joint involving treating the underlying disease and providing 

mechanical devices (e.g. special shoes) to assist in weight bearing and to decrease further 

trauma. 

 

 

OSTEONECROSIS 

‒ Osteonecrosis is also referred to as aseptic necrosis, avascular necrosis, ischemic necrosis 

and osteochondritis dessicans. 

‒ Chronic corticosteroid use and chronic excessive ingestion of alcohol account for over 

than 90% of cases of avascular necrosis of bone (osteonecrosis). Other precipitating factors 

include; trauma and antiphospholipid syndrome. 

‒ In all cases, the vasculature to the affected bone is disrupted causing bone and bone 

marrow infarction. Subsequently, the bone is unable to remodel and trabecular thinning 

occurs ultimately leading to collapse of the affected bone. This process may take months to 

years, on occasion to occurs. Clinically, the patient experience progressive pain during this 

time. Progression of the disease will ultimately cause joint instability and pain at rest. 

‒ In the hip, patients presents with slowly progressive anterior hip pain with limitation of 

range of motion. 

‒ MRI is the most sensitive test for this condition 
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CARPAL TUNNEL SYNDROME (CTS) 

‒ It occurs following entrapment of the median nerve within the carpal tunnel. 

‒ It is commonly seen in individuals with history of repetitive hand movements. 
 

‒ It is seen in association with rheumatoid arthritis, leukemia, and hyperparathyroidism. 

‒ Tenosynovial inflammation may cause CTS in the setting of rheumatoid arthritis. 

‒ Synovial tendon hyperplasia may cause CTS in patients with acromegaly. 

‒ Incidence increases in pregnancy secondary to an estrogen-mediated depolymerization of 

ground substance which causes interstitial edema in the hands and face; that results in 

increase pressure in the carpal tunnel resulting in median nerve compression. 

‒ Accumulation of matrix substances throughout the body causes a variety of the systemic 

manifestations of hypothyroidism. Matrix accumulation in the median nerve and tendons of 

the carpal tunnel may cause carpal tunnel syndrome. 
 

‒ Patients usually complain of numbness, pain, and paresthesias along the median nerve 

distribution. There is diminished two-point discrimination over the affected areas. They 

have weakness in the affected limb and frequently drop things. 

‒ Pain worsened by manual activity and after wake the patient from sleep. 

‒ Nerve conduction studies are very useful in diagnosing the carpal tunnel syndrome. 

Sensory conduction delay is usually more prominent than motor weakness.  

‒  The initial treatment of CTS involves neutral wrist position splinting and NSAIDs. 

‒ Local steroid injection is indicated in cases where wrist splinting is insufficient to relieve 

pain. Surgical decompression is reserved for cases when conservative management fails. 
 

‒ Tinel's sign is elicited by tapping over the median nerve. This causes a tingling sensation 

along the median nerve distribution. It has very low sensitivity and specificity.  

‒ Phalen's sign - flexion of both wrists to 90 degrees with the dorsal aspect of hands held in 

opposition for 60 seconds leads to pain or paresthesia along the median nerve. This is a 

positive Phalen's sign. This test has a good specificity but lower sensitivity.  

‒ Carpal compression test is performed by, applying pressure over the carpal tunnel. This 

reproduces the patient's symptoms. This test is more sensitive than Tinel's and Phalen's 

signs but not diagnostic. 
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ERYTHEMA NODOSUM (EN) 

‒ It is characterized by reddish painful, subcutaneous, nodules that usually develop in the 

anterior surface of both legs (with areas of hyperpigmentation suggested by the old, healed 

nodules). EN occurs most often in women ages 15-40 years. 

‒ Histologically, this is a panniculitis involving inflammation of septa in the subcutaneous fat 

tissue. 

‒ EN tends to be a relatively benign condition which heals in its own within 2-6week period 

without scarring. However; EN can be an early sign of more serious disease processes and 

rapid identification of the underlying cause may prevent disease-specific mortality. 

‒ Recent streptococcal infection is the most common cause of EN 

‒ While other important causes include; sarcoidosis, tuberculosis (TB), histoplasmosis and 

inflammatory bowel disease. 

‒ In Europe and North America, sarcoidosis constitutes a dominant cause of EN while 

tuberculosis (TB) remains an important underlying condition in other parts of the world. 

Thus, the initial work-up in excluding these diseases include antistreptolysin O (ASO) titer, 

a tuberculin skin test, and a chest radiograph. 

‒ The association of EN and Sarcoidosis is particularly strong in young, African-American 

woman. Cough, arthritis, uveitis, and bilateral hilar lymphadenopathy → Sarcoidosis. 

 

 

‒ Cyclosporine is an immunosuppressor (cytotoxic drug) most commonly used after 

transplantation to prevent organ rejection. It predisposes to viral infection, lymphoma and 

can be nephrotoxic. 

 

 

 

  

 


