2222 application of manual pressure lateral to the patella may cause
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an observable shift in synovial fluid (bulge) to the medial aspect.
The examiner should note that this maneuver is only effective in
detecting small to moderate effusions (<100 mL). Inflammatory
disorders such as RA, gout, pseudogout, and psoriatic arthritis may
involve the knee joint and produce significant pain, stiffness, swelling,
or warmth. A popliteal or Baker’s cyst may be palpated with the knee
partially flexed and is best viewed posteriorly with the patient standing
and knees fully extended to visualize isolated or unilateral popliteal
swelling or fullness.
Anserine bursitis is an often missed periarticular cause of knee pain
in adults. The pes anserine bursa underlies the insertion of the conjoined tendons (sartorius, gracilis, semitendinosus) on the anteromedial proximal tibia and may be painful following trauma, overuse, or
inflammation. It is often tender in patients with fibromyalgia, obesity,
and knee OA. Other forms of bursitis may also present as knee pain.
The prepatellar bursa is superficial and is located over the inferior portion of the patella. The infrapatellar bursa is deeper and lies beneath
the patellar ligament before its insertion on the tibial tubercle.
Internal derangement of the knee may result from trauma or degenerative processes. Damage to the meniscal cartilage (medial or lateral)
frequently presents as chronic or intermittent knee pain. Such an injury
should be suspected when there is a history of trauma, athletic activity, or chronic knee arthritis, and when the patient relates symptoms
of “locking” or “giving way” of the knee. With the knee flexed 90° and
the patient’s foot on the table, pain elicited during palpation over the
joint line or when the knee is stressed laterally or medially may suggest
a meniscal tear. A positive McMurray test may also indicate a meniscal
tear. To perform this test, the knee is first flexed at 90°, and the leg is then
extended while the lower extremity is simultaneously torqued medially
or laterally. A painful click during inward rotation may indicate a lateral
meniscus tear, and pain during outward rotation may indicate a tear in
the medial meniscus. Lastly, damage to the cruciate ligaments should be
suspected with acute onset of pain, possibly with swelling, a history of
trauma, or a synovial fluid aspirate that is grossly bloody. Examination
of the cruciate ligaments is best accomplished by eliciting a drawer sign.
With the patient recumbent, the knee should be partially flexed and the
foot stabilized on the examining surface. The examiner should manually
attempt to displace the tibia anteriorly or posteriorly with respect to the
femur. If anterior movement is detected, then anterior cruciate ligament damage is likely. Conversely, significant posterior movement may
indicate posterior cruciate damage. Contralateral comparison will assist
the examiner in detecting significant anterior or
posterior movement.
HIP PAIN
The hip is best evaluated by observing the
patient’s gait and assessing range of motion. The
vast majority of patients reporting “hip pain”
localize their pain unilaterally to the posterior
gluteal musculature (Fig. 393-5). Such pain
tends to radiate down the posterolateral aspect
of the thigh and may or may not be associated
with complaints of low back pain. This presentation frequently results from degenerative
arthritis of the lumbosacral spine or disks and
commonly follows a dermatomal distribution
with involvement of nerve roots between L4
and S1. Sciatica is caused by impingement of
the L4, L5, or S1 nerve (i.e., from a herniated
disk) and manifests as unilateral neuropathic
pain extending from the gluteal region down the
posterolateral leg to the foot. Some individuals
instead localize their “hip pain” laterally to the
area overlying the trochanteric bursa. Because of
the depth of this bursa, swelling and warmth are
usually absent. Diagnosis of trochanteric bursitis
or enthesitis can be confirmed by inducing point
tenderness over the trochanteric bursa. Gluteal
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and trochanteric pain are common findings in fibromyalgia. Range of
movement may be limited by pain. Pain in the hip joint is less common and tends to be located anteriorly, over the inguinal ligament;
it may radiate medially to the groin. Uncommonly, iliopsoas bursitis
may mimic true hip joint pain. Diagnosis of iliopsoas bursitis may be
suggested by a history of trauma or inflammatory arthritis. Pain associated with iliopsoas bursitis is localized to the groin or anterior thigh
and tends to worsen with hyperextension of the hip; many patients
prefer to flex and externally rotate the hip to reduce the pain from a
distended bursa.

LABORATORY INVESTIGATIONS
The vast majority of musculoskeletal disorders can be easily diagnosed by a complete history and physical examination. An additional
objective of the initial encounter is to determine whether additional
investigations or immediate therapy is required. Additional evaluation is indicated with: (1) monarticular conditions; (2) traumatic or
inflammatory conditions; (3) the presence of neurologic findings;
(4) systemic manifestations; or (5) chronic symptoms (>6 weeks) and
a lack of response to symptomatic measures. The extent and nature of
the additional investigation should be dictated by the clinical features
and suspected pathologic process. Laboratory tests should be used
to confirm a specific clinical diagnosis and not be used to screen or
evaluate patients with vague rheumatic complaints. Indiscriminate use
of broad batteries of diagnostic tests and radiographic procedures is
rarely a useful or cost-effective means to establish a diagnosis.
Besides a complete blood count, including a white blood cell (WBC)
and differential count, the routine evaluation should include a determination of an acute-phase reactant such as the ESR or CRP, which
can be useful in discriminating inflammatory from noninflammatory
disorders. Both are inexpensive, easily obtained, and may be elevated
with infection, inflammation, autoimmune disorders, neoplasia, pregnancy, renal insufficiency, advanced age, or hyperlipidemia. Extreme
elevation of the acute-phase reactants (CRP, ESR) is seldom seen without evidence of serious illness (e.g., sepsis, pleuropericarditis, polymyalgia rheumatica, giant cell arteritis, adult Still’s disease).
Serum uric acid determinations are useful in the diagnosis of gout
and in monitoring the response to urate-lowering therapy. Uric acid,
the end product of purine metabolism, is primarily excreted in the
urine. Serum values range from 238 to 516 μmol/L (4.0–8.6 mg/dL)
in men; the lower values (178–351 μmol/L [3.0–5.9 mg/dL]) seen in
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Figure 393-5 Origins of hip pain and dysesthesias. (From JJ Cush et al: Evaluation of musculoskeletal complaints, in Rheumatology: Diagnosis and Therapeutics, 2nd ed, JJ Cush et al [eds].
Philadelphia, Lippincott Williams & Wilkins, 2005, pp 3–20. Used with permission from Dr. John
J. Cush.)
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