2248 by hip extension and flexion. Anserine bursitis is an inflammation of
the sartorius bursa located over the medial side of the tibia just below
the knee and under the conjoint tendon and is manifested by pain on
climbing stairs. Tenderness is present over the insertion of the conjoint
tendon of the sartorius, gracilis, and semitendinosus. Prepatellar bursitis occurs in the bursa situated between the patella and overlying skin
and is caused by kneeling on hard surfaces. Gout or infection may also
occur at this site. Bursitis is typically diagnosed by history and physical
examination, but visualization by ultrasound may play a useful role in
selected instances for diagnosis and directed guidance of glucocorticoid
injection. Treatment of bursitis consists of prevention of the aggravating situation, rest of the involved part, administration of a nonsteroidal
anti-inflammatory drug (NSAID) where appropriate for an individual
patient, or local glucocorticoid injection.
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ROTATOR CUFF TENDINITIS AND IMPINGEMENT SYNDROME
Tendinitis of the rotator cuff is the major cause of a painful shoulder
and is currently thought to be caused by inflammation of the tendon(s).
The rotator cuff consists of the tendons of the supraspinatus, infraspinatus, subscapularis, and teres minor muscles, and inserts on the
humeral tuberosities. Of the tendons forming the rotator cuff, the
supraspinatus tendon is the most often affected, probably because of its
repeated impingement (impingement syndrome) between the humeral
head and the undersurface of the anterior third of the acromion and
coracoacromial ligament above as well as the reduction in its blood
supply that occurs with abduction of the arm (Fig. 398-1). The tendon
of the infraspinatus and that of the long head of the biceps are less commonly involved. The process begins with edema and hemorrhage of the
rotator cuff, which evolves to fibrotic thickening and eventually to rotator cuff degeneration with tendon tears and bone spurs. Subacromial
bursitis also accompanies this syndrome. Symptoms usually appear
after injury or overuse, especially with activities involving elevation of
the arm with some degree of forward flexion. Impingement syndrome
occurs in persons participating in baseball, tennis, swimming, or occupations that require repeated elevation of the arm. Those over age 40
are particularly susceptible. Patients complain of a dull aching in the
shoulder, which may interfere with sleep. Severe pain is experienced
when the arm is actively abducted into an overhead position. The
arc between 60° and 120° is especially painful. Tenderness is present
over the lateral aspect of the humeral head just below the acromion.
NSAIDs, local glucocorticoid injection, and physical therapy may
relieve symptoms. Surgical decompression of the subacromial space
may be necessary in patients refractory to conservative treatment.
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Figure 398-1 Coronal section of the shoulder illustrating the relationships of the glenohumeral joint, the joint capsule, the subacromial
bursa, and the rotator cuff (supraspinatus tendon). (From F Kozin, in
Arthritis and Allied Conditions, 13th ed, WJ Koopman [ed]. Baltimore,
Williams & Wilkins, 1997, with permission.)
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Patients may tear the supraspinatus tendon acutely by falling on an
outstretched arm or lifting a heavy object. Symptoms are pain along
with weakness of abduction and external rotation of the shoulder.
Atrophy of the supraspinatus muscles develops. The diagnosis is
established by arthrogram, ultrasound, or magnetic resonance imaging
(MRI). Surgical repair may be necessary in patients who fail to respond
to conservative measures. In patients with moderate-to-severe tears
and functional loss, surgery is indicated.
CALCIFIC TENDINITIS
This condition is characterized by deposition of calcium salts, primarily
hydroxyapatite, within a tendon. The exact mechanism of calcification
is not known but may be initiated by ischemia or degeneration of the
tendon. The supraspinatus tendon is most often affected because it is
frequently impinged on and has a reduced blood supply when the arm
is abducted. The condition usually develops after age 40. Calcification
within the tendon may evoke acute inflammation, producing sudden
and severe pain in the shoulder. However, it may be asymptomatic or
not related to the patient’s symptoms. Diagnosis of calcific tendonitis
can be made by ultrasound or radiograph. Most cases are self-limited
and respond to conservative therapy with physical therapy and/or
NSAIDs. A subset of patients is refractory and requires ultrasoundguided percutaneous needle aspiration and lavage or surgery.
BICIPITAL TENDINITIS AND RUPTURE
Bicipital tendinitis, or tenosynovitis, is produced by friction on the
tendon of the long head of the biceps as it passes through the bicipital
groove. When the inflammation is acute, patients experience anterior shoulder pain that radiates down the biceps into the forearm.
Abduction and external rotation of the arm are painful and limited.
The bicipital groove is very tender to palpation. Pain may be elicited
along the course of the tendon by resisting supination of the forearm
with the elbow at 90° (Yergason’s supination sign). Acute rupture of
the tendon may occur with vigorous exercise of the arm and is often
painful. In a young patient, it should be repaired surgically. Rupture of
the tendon in an older person may be associated with little or no pain
and is recognized by the presence of persistent swelling of the biceps
produced by the retraction of the long head of the biceps. Surgery is
usually not necessary in this setting.
DE QUERVAIN’S TENOSYNOVITIS
In this condition, inflammation involves the abductor pollicis longus and the extensor pollicis brevis as these tendons pass through a
fibrous sheath at the radial styloid process. The usual cause is repetitive
twisting of the wrist. It may occur in pregnancy, and it also occurs in
mothers who hold their babies with the thumb outstretched. Patients
experience pain on grasping with their thumb, such as with pinching. Swelling and tenderness are often present over the radial styloid
process. The Finkelstein sign is positive, which is elicited by having the
patient place the thumb in the palm and close the fingers over it. The
wrist is then ulnarly deviated, resulting in pain over the involved tendon sheath in the area of the radial styloid. Treatment consists initially
of splinting the wrist and an NSAID. When severe or refractory to
conservative treatment, glucocorticoid injections can be very effective.
PATELLAR TENDINITIS (JUMPER’S KNEE)
Tendinitis involves the patellar tendon at its attachment to the lower
pole of the patella. Patients may experience pain when jumping during basketball or volleyball, going up stairs, or doing deep knee squats.
Tenderness is noted on examination over the lower pole of the patella.
Treatment consists of rest, icing, and NSAIDs, followed by strengthening and increasing flexibility.
ILIOTIBIAL BAND SYNDROME
The iliotibial band is a thick connective tissue that runs from the ilium
to the fibula. Patients with iliotibial band syndrome most commonly
present with aching or burning pain at the site where the band courses
over the lateral femoral condyle of the knee; pain may also radiate
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