up the thigh, toward the hip. Predisposing factors for iliotibial band
syndrome include a varus alignment of the knee, excessive running
distance, poorly fitted shoes, or continuous running on uneven terrain.
Treatment consists of rest, NSAIDs, physical therapy, and addressing
risk factors such as shoes and running surface. Glucocorticoid injection into the area of tenderness can provide relief, but running must be
avoided for at least 2 weeks after the injection. Surgical release of the
iliotibial band has been helpful in rare patients for whom conservative
treatment has failed.

LATERAL EPICONDYLITIS (TENNIS ELBOW)
Lateral epicondylitis, or tennis elbow, is a painful condition involving
the soft tissue over the lateral aspect of the elbow. The pain originates
at or near the site of attachment of the common extensors to the lateral
epicondyle and may radiate into the forearm and dorsum of the wrist.
The pain usually appears after work or recreational activities involving
repeated motions of wrist extension and supination against resistance.
Most patients with this disorder injure themselves in activities other
than tennis, such as pulling weeds, carrying suitcases or briefcases, or
using a screwdriver. The injury in tennis usually occurs when hitting
a backhand with the elbow flexed. Shaking hands and opening doors
can reproduce the pain. Striking the lateral elbow against a solid object
may also induce pain.
The treatment is usually rest along with administration of an
NSAID. Ultrasound, icing, and friction massage may also help relieve
pain. When pain is severe, the elbow is placed in a sling or splinted
at 90° of flexion. When the pain is acute and well localized, injection of a glucocorticoid using a small-gauge needle may be effective.
Following injection, the patient should be advised to rest the arm for
at least 1 month and avoid activities that would aggravate the elbow.
Once symptoms have subsided, the patient should begin rehabilitation
to strengthen and increase flexibility of the extensor muscles before
resuming physical activity involving the arm. A forearm band placed
2.5–5.0 cm (1–2 in.) below the elbow may help to reduce tension on
the extensor muscles at their attachment to the lateral epicondyle.
The patient should be advised to restrict activities requiring forcible
extension and supination of the wrist. Improvement may take several
months. The patient may continue to experience mild pain but, with
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MEDIAL EPICONDYLITIS
Medial epicondylitis is an overuse syndrome resulting in pain over the
medial side of the elbow with radiation into the forearm. The cause of
this syndrome is considered to be repetitive resisted motions of wrist
flexion and pronation, which lead to microtears and granulation tissue
at the origin of the pronator teres and forearm flexors, particularly the
flexor carpi radialis. This overuse syndrome is usually seen in patients
>35 years and is much less common than lateral epicondylitis. It
occurs most often in work-related repetitive activities but also occurs
with recreational activities such as swinging a golf club or throwing
a baseball. On physical examination, there is tenderness just distal to
the medial epicondyle over the origin of the forearm flexors. Pain can
be reproduced by resisting wrist flexion and pronation with the elbow
extended. Radiographs are usually normal. The differential diagnosis
of patients with medial elbow symptoms includes tears of the pronator
teres, acute medial collateral ligament tear, and medial collateral ligament instability. Ulnar neuritis has been found in 25–50% of patients
with medial epicondylitis and is associated with tenderness over the
ulnar nerve at the elbow as well as hypesthesia and paresthesia on the
ulnar side of the hand.
The initial treatment of medial epicondylitis is conservative, involving rest, NSAIDs, friction massage, ultrasound, and icing. Some
patients may require splinting. Injections of glucocorticoids at the
painful site may also be effective. Patients should be instructed to rest
for at least 1 month. Also, patients should start physical therapy once
the pain has subsided. In patients with chronic debilitating medial epicondylitis that remains unresponsive after at least a year of treatment,
surgical release of the flexor muscle at its origin may be necessary and
is often successful.
PLANTAR FASCIITIS
Plantar fasciitis is a common cause of foot pain in adults, with the peak
incidence occurring in people between the ages of 40 and 60 years. The
pain originates at or near the site of the plantar fascia attachment to the
medial tuberosity of the calcaneus. Several factors that increase the risk
of developing plantar fasciitis include obesity, pes planus (flat foot or
absence of the foot arch when standing), pes cavus (high-arched foot),
limited dorsiflexion of the ankle, prolonged standing, walking on hard
surfaces, and faulty shoes. In runners, excessive running and a change
to a harder running surface may precipitate plantar fasciitis.
The diagnosis of plantar fasciitis can usually be made on the basis
of history and physical examination alone. Patients experience severe
pain with the first steps on arising in the morning or following inactivity during the day. The pain usually lessens with weight-bearing activity during the day, only to worsen with continued activity. Pain is made
worse on walking barefoot or up stairs. On examination, maximal
tenderness is elicited on palpation over the inferior heel corresponding
to the site of attachment of the plantar fascia.
Imaging studies may be indicated when the diagnosis is not clear.
Plain radiographs may show heel spurs, which are of little diagnostic
significance. Ultrasonography in plantar fasciitis can demonstrate
thickening of the fascia and diffuse hypoechogenicity, indicating
edema at the attachment of the plantar fascia to the calcaneus. MRI is
a sensitive method for detecting plantar fasciitis, but it is usually not
required for establishing the diagnosis.
The differential diagnosis of inferior heel pain includes calcaneal
stress fractures, the spondyloarthritides, rheumatoid arthritis, gout,
neoplastic or infiltrative bone processes, and nerve compression/
entrapment syndromes.
Resolution of symptoms occurs within 12 months in more than 80%
of patients with plantar fasciitis. The patient is advised to reduce or
discontinue activities that can exacerbate plantar fasciitis. Initial treatment consists of ice, heat, massage, and stretching. Orthotics provide
medial arch support and can be effective. Foot strapping or taping are
commonly performed, and some patients may benefit by wearing a
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ADHESIVE CAPSULITIS
Often referred to as “frozen shoulder,” adhesive capsulitis is characterized by pain and restricted movement of the shoulder, usually in the
absence of intrinsic shoulder disease. Adhesive capsulitis may follow
bursitis or tendinitis of the shoulder or be associated with systemic
disorders such as chronic pulmonary disease, myocardial infarction,
and diabetes mellitus. Prolonged immobility of the arm contributes to
the development of adhesive capsulitis. Pathologically, the capsule of
the shoulder is thickened, and a mild chronic inflammatory infiltrate
and fibrosis may be present.
Adhesive capsulitis occurs more commonly in women after age 50.
Pain and stiffness usually develop gradually but progress rapidly in
some patients. Night pain is often present in the affected shoulder, and
pain may interfere with sleep. The shoulder is tender to palpation, and
both active and passive movement are restricted. Radiographs of the
shoulder show osteopenia. The diagnosis is typically made by physical
examination but can be confirmed if necessary by arthrography, in
that only a limited amount of contrast material, usually <15 mL, can
be injected under pressure into the shoulder joint.
In most patients, the condition improves spontaneously 1–3 years
after onset. While pain usually improves, many patients are left with
some limitation of shoulder motion. Early mobilization of the arm
following an injury to the shoulder may prevent the development of
this disease. Physical therapy provides the foundation of treatment for
adhesive capsulitis. Local injections of glucocorticoids and NSAIDs
may also provide relief of symptoms. Slow but forceful injection of
contrast material into the joint may lyse adhesions and stretch the
capsule, resulting in improvement of shoulder motion. Manipulation
under anesthesia may be helpful in some patients.

care, can usually avoid the return of debilitating pain. Occasionally, 2249
surgical release of the extensor aponeurosis may be necessary.
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