A R T H R I T I D E S
LARGE GROUP OF CONDITIONS THAT DESTROY JOINTS IN VARIOUS WAYS.PRIVATE 

Joints are classified into 3 types:

1.
fibrous - synarthroses


Ex: cranial sutures.  Move very little - not subject to arthritides

2.
cartilaginous - amphiarthrodial


Ex:
between vertebral bodies, uncovertebral joints, pubic symphysis, upper sacroiliac joint


Limited mobility.  Hyaline cartilage or fibrocartilage covering adjacent bone ends

3.
synovial - diarthroses



Ex:
nearly all extremity joints, facet (apophyseal) joints of spine, lower portion of sacroiliac joints


Freely movable.  Articular surfaces covered with hyaline cartilage


Joint surrounded by a capsule and ligaments.
Outer layer of capsule is fibrous


Inner layer of capsule is vascularized connective tissue, the synovium does not cover the articular cartilage; rather, it merges with the periosteum covering the intracapsular portions of bone.


The synovium secretes the highly viscous synovial fluid that lubricates the joints and nourishes the articular cartilage.

Note that both the spine and the sacroiliac joints show a combination of freely-movable and semi-movable joint structure and function.

4 MAIN GROUPS OF ARTHRITIDES

1.
DEGENERATIVE (DJD, osteoarthritis, spondylosis, degenerative discopathy)
2.
INFLAMMATORY (rheumatoid, ankylosing spondylitis, psoriatic arthritis, Reiter's Syndrome, arthritis associated with inflammatory bowel disease, SLE, progressive systemic sclerosis, dermatomyositis)
3.
CRYSTAL DEPOSITION (gout, CPPD, HADD)
4.
INFECTIOUS (pyogenic, TB, fungal, etc.)

EFFECTS OF DISEASE ON JOINT STRUCTURES
The key to understanding the arthritides is to realize that the articular cartilage is the great protector of joints.  The various arthritides simply have different ways of harming the articular cartilage.Normal joint function due to interaction of synovial fluid with articular cartilage on subchrondal bone disease caused from altered anatomic arrangement, chemical changes clinical consequences: joint pain, swelling, limitation of movement, instability, deformity, joint effusion, erythema.
PRIVATE 
INFLAMMATORY ARTHRITIDES

A.
RHEUMATOID ARTHRITIS
Etiology:  ??

D.
REITER'S SYNDROME

General:

1.
Rare in females.

2.
Predilection for the feet.


3.
Often affects the spine.

Etiology:

Unknown hypersensitivity reaction which may follow a non-gonococcal sexually-transmitted urethritis.  The urethritis is most likely amenable to drug treatment, but the hypersensitivity arthritis which may follow is not.


Clinical:

1.
urethritis, conjunctivitis, circinate balanitis


2.
inflammatory polyarthritis, much like rheumatoid, with special predilection for the feet.


3.
subungual hyperkeratosis


X-ray:

1.
juxtaarticular bone demineralization


2.
later may be reactive sclerosis


3.
usually no erosive or destructive joint changes


4.
shaggy or fluffy periosteal bone formation, distinct from the cortex.



Big spur extending inferiorly from calcaneus is classic ("lover's heel")


5.
very coarse, asymmetrical syndesmophytes in spine

E.
ARTHRITIS ASSOCIATED WITH INFLAMMATORY BOWEL DISEASE

Indistinguishable from other rheumatoid variants.

PRIVATE 
CRYSTAL DEPOSITION ARTHRITIDES

A.
GOUTY ARTHRITIS

General:

1.
Clinical syndrome precedes joint destruction by a long time


2.
Joint returns to normal after each attack until the condition is far advanced and the joint becomes destroyed.  Historically, a major cause of joint destruction.  Currently, it is rarely allowed to progress untreated long enough to cause visible x-ray changes.


3.
Predilection for 1st MT-P joint ("podagra")



Also intertarsal joints, fingers, hands, and wrists.


Etiology:

1.
congenital disturbance of uric acid metabolism

2.
sodium urate crystals deposited in soft tissues provoke an inflammatory reaction


3.
crystals irritate the smooth cartilage surface


Clinical:

1.
10:1 male


2.
Severe, localized joint pain, redness, swelling.


X-ray: (occur late is disease, not frequently seen now)


1.
subchondral punched-out areas of radiolucency, or marginal erosions which may have some surrounding sclerosis


2.
spotty radiolucency of urate deposits, esp in the carpals, may be the only finding.


3.
punched-out areas are surrounded by a sharply-circumscribed swelling in the soft tissues, the tophus.  Historically, the classic finding of severe gouty arthritis was the overhanging margins of bone around the tophus - now rarely seen.


4.
late destruction of articular cartilage results in joint space narrowing.


5.
lack of symmetry, little or no osteopenia, no osteophytosis, no misalignments, no ankylosis.

B.
CPPD (calcium pyrophosphate dihydrate crystal deposition disease), chondrocalcinosis



(the term "pseudogout" has also been used, but is not a good term)


Etiology:

1.
presence of intra-articular calcium-containing salts within hyaline and fibrocartilage


2.
apparently hereditary and familial


3.
often seen in patients with hypertension or diabetes mellitus.  Also may occur with hyperparathyroidism, hemochromatosis, ochronosis, gout, and rheumatoid arthritis.


Clinical:

Intermittent episodes of pain, tenderness, swelling, heat, and redness, with attacks lasting from one to several days.


X-ray:

1.
peculiar calcification of the articular plate (or menisci) in one or more joints.


2.
knee is most commonly involved, but no joint is immune.  Other common joints affected: wrist, MC-P joints, hip, shoulder, elbow, ankle


2.
otherwise, looks like very severe DJD.


3.
Subchondral cyst formation may be severe enough to cause bony collapse and fragmentation, with loose body formation


Lab:  All normal, except joint aspiration reveals calcium salt crystals in the synovial fluid.

C.
HADD (Hydroxyapatite Deposition Disease)

The typical calcific tendinitis (and to a lesser extent, calcific bursitis).


Shoulder most common.  Spine, hip, elbow, knee, wrist/hand, ankle/foot.

D.
OCHRONOSIS (alkaptonuria)  deposition of homogentisic acid.

PRIVATE 
INFECTIOUS ARTHRITIDES

A.
PYOGENIC ARTHRITIS  (suppurative arthritis)

General:

1.
Usually monarticular


2.
Many forms of bacteria, most commonly staph


Clinical:

Acute onset, fairly rapid course, localized joint pain, swelling, redness, probably fever


X-ray:

1.
small, generally circular zones of diminished density - sometimes multiple, confluent circular areas.  These can be anywhere in the bone, but are most commonly in the epiphysis or metaphysis.


2.
If there is enough pus in the joint, it will result in haziness of the joint surface, esp as compared to the contralateral side or adjacent level.  This may rapidly progress to juxta-articular breakdown of bone.  Involvement of both sides of a joint is quite classic for an infection, and is a good dd from tumor (which can sometimes look quite similar).


3.
May smolder and be very difficult to eradicate.


4.
Later healing with hypertrophic changes; coarse periosteal new bone.


5.
If severe involvement of the joint, may result in bony ankylosis.

B.
TUBERCULOUS ARTHRITIS

General:

1.
Certainly, not so common as it once was.


2.
TB, however, is undergoing a resurgence.


3.
Most common joint(s) is the spine, where is may be multi-level.


4.
Hip joint is the next most common.


5.
Any other joint may be affected - usually monarticular except in the spine.


Etiology:

Myocobacterium tuberculosis must reach the joint from a primary infection elsewhere, usually from the lung.


Clinical:

Insidious onset, chronic course over months, more aching nature to the pain.


X-ray:

1.
generalized osteopenia around the affected joint(s).


2.
in the cylindrical bones, the infection usually starts in the metaphysis, with involvement of the nearby joint.


3.
widening of the joint, followed by destruction of the subchondral cortex.  No sclerosis.


4.
in the spine, the earliest sign may be narrowing of the disc space, with vertebral body destruction becoming progressively evident over time.  Classic signs:



a.
vertebral body destruction, more pronounced anteriorly



b.
some disc destruction



c.
paraspinal soft tissue swelling


5.
smoldering, slowly-progressive joint destruction, with juxtaarticular breakdown of bone.


6.
when joint is destroyed, the joint space narrows.


7.
healing after a long course with fibrous ankylosis
NON-ARTICULAR vs. ARTICULAR PAIN:  How to distinguish between synovitis and mechanical lesions.

Synovitis: 

· sx at rest and after activity

· prolonged morning stiffness, usually > 2 hours

· NSAIDS  alleviate Sx

· exacerbations and remissions

· more common in females, middle aged

· x-ray often normal to thinning of joint space
Mechanical or Degenerative:

· sx’s < with use

· morning stiffness around 20 minutes

· NSAID’s of little help

· progressive worsening, rarely exacerbations and remissions

· usually involves weight bearing joint
· x-ray has asymmetric loss of cartilage, lipping, osteophytes

ARTHRITIS: RELATED DISORDERS


Rheumatic Diseases (general)

· prolonged latent period is characteristic (sx. come and go before dz is apparent)
· episodic exacerbations and remissions – periodicity

· sx tend to be variable and overlapping
· autoimmune mechanisms usually present
· polyarthritis of peripheral joints (DIP’s)

· permanent joint damage
deformities:  ulnar deviation, boutoniere, swan neck deformity

Myofascial Pain Dysfucntion and Temporal Mandibular Joint ARTHRITIS
MPD:
-Usually females

-Unilateral, dull, deep,  aching, perauricular pain 

  w/adiation to temporal area:  possible HA <morning

-Tender masseters (very general finding ( these folks 

  are exceptionally so)

-Limited opening, clicking or popping sound

-likely 2( Bruxism:  stress?  food allergies?  improper 

 tooth alignment?

-no degenerative changes

TMJ:
-Typically 30-50 yrs

-X-ray shows condylar flattening, lipping, spurs or 

  erosion:  changes in joint structure
         Symptoms are same as MPD

NON-ARTICULAR RHEUMATISM
Each of the following may mimic the pain of arthritis

· 1)
Bursitis:
· sub-deltoid – sore under deltoid muscle

· bicipital tendentious – pain on the groove

tendonitis of supraspinatus tendon or rotator cuff injury (SIT muscles)

· 2)
Nerve pain:
· radicular pain/lesion along a segment

sciatic pain along a nerve

· 3)
Nocturnal pain:
pain which awakens the patient.  If persistent, consider tendonitis, diabetic or alcoholic 
neuropathies

· BURSITIS
· acute or chronic inflammation of bursa

· most commonly in shoulder

· etiology unknown, but may be caused by trauma, overuse, infection

· pain, localized tenderness, limitation of ROM
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