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TREATMENT	

Hypertrophic Osteoarthropathy

The treatment of HOA aims to identify the associated disorder and
treat it appropriately. The symptoms and signs of HOA may disappear completely with removal of or effective chemotherapy for a
tumor or with antibiotic therapy for a chronic pulmonary infection
and drainage of the infected site. Vagotomy or percutaneous block
of the vagus nerve leads to symptomatic relief in some patients.
NSAIDs or analgesics may help control symptoms of HOA.
REFLEX SYMPATHETIC DYSTROPHY SYNDROME
The reflex sympathetic dystrophy syndrome is now referred to as
complex regional pain syndrome, type 1, according to the new classification system of the International Association for the Study of
Pain. This syndrome is characterized by pain and swelling, usually of
a distal extremity, accompanied by vasomotor instability, trophic skin
changes, and the rapid development of bony demineralization. Reflex
sympathetic dystrophy syndrome, including its treatment, is covered
in greater detail in Chap. 454.

PART 15
Immune-Mediated, Inflammatory, and Rheumatologic Disorders

TIETZE SYNDROME AND COSTOCHONDRITIS
Tietze syndrome is manifested by painful swelling of one or more
costochondral articulations. The age of onset is usually before 40,
and both sexes are affected equally. In most patients, only one joint is
involved, usually the second or third costochondral joint. The onset of
anterior chest pain may be sudden or gradual. The pain may radiate to
the arms or shoulders and is aggravated by sneezing, coughing, deep
inspirations, or twisting motions of the chest. The term costochondritis
is often used interchangeably with Tietze syndrome, but some workers
restrict the former term to pain of the costochondral articulations
without swelling. Costochondritis is observed in patients over age 40;
tends to affect the third, fourth, and fifth costochondral joints; and
occurs more often in women. Both syndromes may mimic cardiac
or upper abdominal causes of pain. Rheumatoid arthritis, ankylosing
spondylitis, and reactive arthritis may involve costochondral joints but
are distinguished easily by their other clinical features. Other skeletal
causes of anterior chest wall pain are xiphoidalgia and the slipping rib
syndrome, which usually involves the tenth rib. Malignancies such as
breast cancer, prostate cancer, plasma cell cytoma, and sarcoma can
invade the ribs, thoracic spine, or chest wall and produce symptoms
suggesting Tietze syndrome. Patients with osteomalacia may have significant rib pain, with or without documented microfractures. These
conditions should be distinguishable by radiography, bone scanning,
vitamin D measurement, or biopsy. Analgesics, anti-inflammatory
drugs, and local glucocorticoid injections usually relieve symptoms
of costochondritis/Tietze syndrome. Care should be taken to avoid
overdiagnosing these syndromes in patients with acute chest pain
syndromes; many patients will be tender to overly vigorous palpation
of the costochondral joints.
MYOFASCIAL PAIN SYNDROME
Myofascial pain syndrome is characterized by multiple areas of
localized musculoskeletal pain and tenderness in association with
tender points. The pain is deep and aching and may be accompanied
by a burning sensation. Myofascial pain may be regional and follow
trauma, overuse, or prolonged static contraction of a muscle or muscle group, which may occur when an individual is reading or writing
at a desk or working at a computer. In addition, this syndrome may
be associated with underlying osteoarthritis of the neck or low back.
Pain may be referred from tender points to defined areas distant
from the area of original tenderness. Palpation of the tender point
reproduces or accentuates the pain. The tender points are usually
located in the center of a muscle belly, but they can occur at other
sites such as costosternal junctions, the xiphoid process, ligamentous
and tendinous insertions, fascia, and fatty areas. Tender point sites
in muscle have been described as feeling indurated and taut, and
palpation may cause the muscle to twitch. These findings, however,
have been shown not to be unique to myofascial pain syndrome: in a
controlled study, they were also present in some “normal” subjects.
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Myofascial pain most often involves the posterior neck, low back,
shoulders, and chest. Chronic pain in the muscles of the posterior
neck may involve referral of pain from a tender point in the erector
neck muscle or upper trapezius to the head, leading to persistent
headaches that may last for days. Tender points in the paraspinal
muscles of the low back may refer pain to the buttock. Pain may be
referred down the leg from a tender point in the gluteus medius and
can mimic sciatica. A tender point in the infraspinatus muscle may
produce local and referred pain over the lateral deltoid and down
the outside of the arm into the hand. Injection of a local anesthetic
such as 1% lidocaine into the tender point site often results in at least
transient pain relief. Another useful technique is first to spray an
agent such as ethyl chloride from the tender point toward the area
of referred pain and then to stretch the muscle. This maneuver may
need to be repeated several times. Massage and application of ultrasound to the affected area also may be beneficial. Patients should be
instructed in methods to prevent muscle stresses related to work and
recreation. Posture and resting positions are important in preventing muscle tension. The prognosis in most patients is good. In some
patients, regionally localized myofascial pain syndrome may seem to
evolve into more generalized fibromyalgia (Chap. 396). Abnormal or
nonrestorative sleep is a common accompaniment in these patients
and may need to be specifically addressed.
NEOPLASIAS AND ARTHRITIS
Primary tumors and tumor-like disorders of synovium are uncommon
but should be considered in the differential diagnosis of monarticular
joint disease. In addition, metastases to bone and primary bone tumors
adjacent to a joint may produce joint symptoms.
Pigmented villonodular synovitis (PVNS) is characterized by the
slowly progressive, exuberant, benign proliferation of synovial tissue,
usually involving a single joint. The most common age of onset is in
the third decade, and women are affected slightly more often than
men. The cause of this disorder is unknown.
The synovium has a brownish color and numerous large, fingerlike villi that fuse to form pedunculated nodules. There is marked
hyperplasia of synovial cells in the stroma of the villi. Hemosiderin
granules and lipids are found in the cytoplasm of macrophages and in
the interstitial tissue. Multinucleated giant cells may be present. The
proliferative synovium grows into the subsynovial tissue and invades
adjacent cartilage and bone.
The clinical picture of PVNS is characterized by the insidious onset
of persistent swelling and pain in affected joints, most commonly the
knee. Other joints affected include the hips, ankles, calcaneocuboid
joints, elbows, and small joints of the fingers or toes. The disease may
also involve the common flexor sheath of the hands or fingers. Less
often, tendon sheaths in the wrist, ankle, or foot may be involved.
Symptoms of pain, a catching sensation, or stiffness may initially be
mild and intermittent and may be present for years before the patient
seeks medical attention. Radiographs may show joint space narrowing,
erosions, and subchondral cysts. The diagnosis of PVNS is strongly
suggested by gradient echo MRI, which reveals a synovial mass
lesion of low signal intensity typical of tissue containing hemosiderin
(Fig. 397-3). The joint fluid contains blood and is dark red or almost
black in color. Lipid-containing macrophages may be present in the
fluid. The joint fluid may be clear if hemorrhage has not occurred.
Some patients have polyarticular involvement.
The treatment for PVNS is complete synovectomy. With incomplete synovectomy, the villonodular synovitis recurs, and the rate of
tissue growth may be faster than it was originally. Irradiation of the
involved joint has been successful in some patients.
Synovial chondromatosis is a disorder characterized by multiple focal metaplastic growths of normal-appearing cartilage in the
synovium or tendon sheath. Segments of cartilage break loose and
continue to grow as loose bodies. When calcification and ossification
of loose bodies occur, the disorder is referred to as synovial osteochondromatosis. The disorder is usually monarticular and affects young to
middle-aged individuals. The knee is most often involved, followed by
hip, elbow, and shoulder. Symptoms are pain, swelling, and decreased
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