837

Figure 157-2 Chronic arthritis caused by Histoplasma capsulatum in the left knee. A. A man in his sixties from El Salvador presented with
a history of progressive knee pain and difficulty walking for several years. He had undergone arthroscopy for a meniscal tear 7 years before
presentation (without relief) and had received several intraarticular glucocorticoid injections. The patient developed significant deformity of the
knee over time, including a large effusion in the lateral aspect. B. An x-ray of the knee showed multiple abnormalities, including severe medial
femorotibial joint-space narrowing, several large subchondral cysts within the tibia and the patellofemoral compartment, a large suprapatellar
joint effusion, and a large soft tissue mass projecting laterally over the knee. C. MRI further defined these abnormalities and demonstrated the
cystic nature of the lateral knee abnormality. Synovial biopsies demonstrated chronic inflammation with giant cells, and cultures grew H. capsulatum after 3 weeks of incubation. All clinical cystic lesions and the effusion resolved after 1 year of treatment with itraconazole. The patient
underwent a left total knee replacement for definitive treatment. (Courtesy of Francisco M. Marty, MD, Brigham and Women’s Hospital, Boston; with
permission.)

Reactive polyarthritis develops several weeks after ~1% of cases of
nongonococcal urethritis and 2% of enteric infections, particularly
those due to Yersinia enterocolitica, Shigella flexneri, Campylobacter
jejuni, and Salmonella species. Only a minority of these patients have
the other findings of classic reactive arthritis, including urethritis, conjunctivitis, uveitis, oral ulcers, and rash. Studies have identified microbial DNA or antigen in synovial fluid or blood, but the pathogenesis of
this condition is poorly understood.
Reactive arthritis is most common among young men (except after
Yersinia infection) and has been linked to the HLA-B27 locus as a
potential genetic predisposing factor. Patients report painful, asymmetric oligoarthritis that affects mainly the knees, ankles, and feet.
Low-back pain is common, and radiographic evidence of sacroiliitis
is found in patients with long-standing disease. Most patients recover
within 6 months, but prolonged recurrent disease is more common
in cases that follow chlamydial urethritis. Anti-inflammatory agents
help relieve symptoms, but the role of prolonged antibiotic therapy
in eliminating microbial antigen from the synovium is controversial.
Migratory polyarthritis and fever constitute the usual presentation
of acute rheumatic fever in adults (Chap. 381). This presentation is
distinct from that of poststreptococcal reactive arthritis, which also
follows infections with group A Streptococcus but is not migratory,
lasts beyond the typical 3-week maximum of acute rheumatic fever,
and responds poorly to aspirin.

PARASITIC ARTHRITIS

INFECTIONS IN PROSTHETIC JOINTS

Arthritis due to parasitic infection is rare. The guinea worm Dracunculus
medinensis may cause destructive joint lesions in the lower extremities as
migrating gravid female worms invade joints or cause ulcers in adjacent

Infection complicates 1–4% of total joint replacements. The majority
of infections are acquired intraoperatively or immediately postoperatively as a result of wound breakdown or infection; less commonly,
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soft tissues that become secondarily infected. Hydatid cysts infect
bones in 1–2% of cases of infection with Echinococcus granulosus.
The expanding destructive cystic lesions may spread to and destroy
adjacent joints, particularly the hip and pelvis. In rare cases, chronic
synovitis has been associated with the presence of schistosomal eggs
in synovial biopsies. Monarticular arthritis in children with lymphatic
filariasis appears to respond to therapy with diethylcarbamazine even
in the absence of microfilariae in synovial fluid. Reactive arthritis has
been attributed to hookworm, Strongyloides, Cryptosporidium, and
Giardia infection in case reports, but confirmation is required.

POSTINFECTIOUS OR REACTIVE ARTHRITIS

CHAPTER 157 Infectious Arthritis

10% of children and 60% of women develop arthritis after infection
with parvovirus B19. In adults, arthropathy sometimes occurs without
fever or rash. Pain and stiffness, with less prominent swelling (primarily of the hands but also of the knees, wrists, and ankles), usually
resolve within weeks, although a small proportion of patients develop
chronic arthropathy.
About 2 weeks before the onset of jaundice, up to 10% of persons
with acute hepatitis B develop an immune complex–mediated, serum
sickness–like reaction with maculopapular rash, urticaria, fever, and
arthralgias. Less common developments include symmetric arthritis
involving the hands, wrists, elbows, or ankles and morning stiffness
that resembles a flare of rheumatoid arthritis. Symptoms resolve at the
time jaundice develops. Many persons with chronic hepatitis C infection report persistent arthralgia or arthritis, both in the presence and
in the absence of cryoglobulinemia.
Painful arthritis involving larger joints often accompanies the
fever and rash of several arthropod-borne viral infections,
including those caused by chikungunya, O’nyong-nyong, Ross
River, Mayaro, and Barmah Forest viruses (Chap. 233). Symmetric
arthritis involving the hands and wrists may occur during the convalescent phase of infection with lymphocytic choriomeningitis virus.
Patients infected with an enterovirus frequently report arthralgias, and
echovirus has been isolated from patients with acute polyarthritis.
Several arthritis syndromes are associated with HIV infection.
Reactive arthritis with painful lower-extremity oligoarthritis often follows an episode of urethritis in HIV-infected persons. HIV-associated
reactive arthritis appears to be extremely common among persons
with the HLA-B27 haplotype, but sacroiliac joint disease is unusual
and is seen mostly in the absence of HLA-B27. Up to one-third
of HIV-infected persons with psoriasis develop psoriatic arthritis.
Painless monarthropathy and persistent symmetric polyarthropathy
occasionally complicate HIV infection. Chronic persistent oligoarthritis of the shoulders, wrists, hands, and knees occurs in women
infected with human T-lymphotropic virus type I. Synovial thickening, destruction of articular cartilage, and leukemic-appearing atypical
lymphocytes in synovial fluid are characteristic, but progression to
T cell leukemia is unusual.
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