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A Quick Summary of Key Rheumatic Diseases         
[Bracketed numbers refer to linked MKSAP Board Review questions]
Osteoarthritis Rx [3, 8, 13, 37]
	Initial Rx
	2cd
	3rd
	4th

	Tylenol

PT/exercises

Weight loss
	Tramadol
	NSAIDs

Narcotics
	Joint replacement surgery


Erosive OA – vigorous OA of DIPs and PIPs with some inflammation, can rx plaquenil [47]

OA sites; Bursitis/Tendonitis - treatment : rest, injections, PT 

	Hand 
	Trigger fingers and thumbs

DeQuervains (thumb ext tendon over radial styloid)

OA: DIP (Heberdens) PIPs (Bouchard), base of thumb (1st CMC)

	Elbow
	Lateral epicondylitis - extensors > medial epicondylitis -flexors (don’t inject medial) [59]

Olecranon bursitis – swelling tip elbow, aspirate to see if infection vs trauma, inject      cautiously due to risk leak or infection

	Shoulder
	Supraspinatus tendonitis or tear – 90% of rotator cuff issues

Subacromial bursitis – usually along with supraspinatus from impingment

Bicipital tendintis – anterior aspect shoulder

Adhesive capsulitis – frozen shoulder – needs PT along with injection

	Neck
	OA C5-6-7

	Lumbar 
	OA L4-5, S1

Elderly spinal stenosis from spurs off facet joints, compress cord, cause of weakness

Night pain – watch for mets, osteomyelitis

	Hips
	Trochanteric bursitis – lateral tenderness, worse in bed, OK walking, better with injection [76]

OA hip – limited internal rotation sitting, ant groin pain, pain walking

	Knees
	OA knees – medial > lateral, pain walking, xray changes

Meniscal tears – locking and giving way, swelling

Anserine bursitis – medial knee tenderness, 2 inches inferior to joint line, medial aspect

Popliteal cyst (bakers cyst) – posterior knee swelling, ultrasound dx, inject anterior knee 

Patellofemoral pain syndrome (used to be chondromalacia patellae) – teen girls, ant knee pain climbing stairs, sitting. Better with exercises (quad sets)

	Feet
	Achilles tendonitis – never injected due to rupture

Plantar fascitis – heel pads, arch support, inserts, inject heel pad sparingly


Carpal Tunnel Syndrome

Numbness, “shake out hands” at night. Dx with NCV

Rx – rest, night splints, then injection, then surgery [81]

Fibromyalgia

11/18 tender points, widespread pain, neck and back. Poor sleep. Neg labs

Rx – tricylics, gabapentin, lyrica, cymbalta, exercises, proper sleep [85]

Rheumatoid Arthritis

Diagnosis – symmetrical, multiple joints, hands, synovitis on exam [9, 20, 43, 65]


Labs – 
RF positive 80%, but not specific (40% of Hep C)



CCP positive 60%, but very specific



ESR. CRP – not specific but can follow for disease activity



Hand xrays – erosions

Treatment [67]

	Mild 
	Moderate
	Severe – biologics, can combine with mild/mod meds. All about equipotent [75]

	Plaquenil (hydroxychloroquine) -eyes

Sulfasalazine – rash, diarrhea [32]
	Methotrexate

Leflunomide 

(both teratogenic and liver tox)

[25, 28]
	TNF – enbrel SQ (etanercept), humira SQ (adalimimab) , remicade IV- screen for TB

Orencia IV- (abatacept)

Actemra  IV(tocilizimab) –incr cholest, ALT [34]

Rituximab IV

Xeljanx PO


RA weird complications

Feltys – low WBC, splenomegally. Can rx with splenectomy if frequent infections

Monoarticular flare in RA – could be septic, even with no fever

Neck pain and weakness – could be C 1-2 erosion or pannus – watch out for this as preop test [33]

RA vasculitis – like PAN

Amyloid – rare when treated well

Adult stills – wrist and neck fusion, high WBC, salmon rash, LFTs up, very high ferritin, fevers. Can rx with prednisone, MTX, or unique use of IL-1 inhibitor (kineret) [87]

Spondyloarthropathies (SPA)

Ankylosing spondylitis –HLA B27– it is only risk factor – about 25% with B27 get AS


Diagnosis = xray of spine (bridging bony syndesmophytes) and SI joint (irreg, blurred, sclerotic, fused)


Rigid C-spine prone to fracture [51]


Treatment = high dose NSAIDs, then TNFs [21, 41, 69]

Inflammatory bowel disease – about 10% get AS picture. Peripheral joint swelling correlates with bowel activity, 
but back involvement not correlated with bowel activity


Rx – similar to RA [30]

Psoriatic arthritis – can be very destructive. Can look like RA, Reactive, AS or just few joint


Treatment same as RA [18, 62]

Reactive arthritis (Reiters) – about half assoc with Chlamydia STD or bowel infection


Treatment – like RA, but may resolve after 6 months [2, 12]

DISH – Diffuse Idiopathic Hyperostosis 

Large “candle wax drippings” syndesmophytes over anterior spine, may be symptomatic

Distinguished from SPA - not HLA B27 associated, normal SI joints [57]

Rx – NSAIDs

Lupus
Labs

	FANA
	has to be greater or equal to 1:160 to be positive

	Anti DNA
	diagnostic for SLE; strong predictor for renal, only serology that changes titer with flares 

	Sm
	diagnostic for SLE, but only found in 30%

	RNP
	MCTD = overlap of RA/SLE/scleroderma/myositis with  a positive RNP 

	SSA
	seen in 70% Sjogrens, but also 30%  regular SLE 

+SSA notable for assoc with complete heart block in infants – 100% of moms of CHB babies will have SSA, but in mom with SSA only 1% babies affected

	Anti Jo
	Polymyositis, increased risk lung infiltrate [49]

	Anti Scl 70
	Scleroderma, increased risk lung infiltrate

	Centromere
	As pattern of FANA or antibody = CREST syndrome (only pattern that matters)

	C3, C4
	Drop with active renal disease

	Histone
	Seen in Drug Induced Lupus – watch for TNF or doxycycline associated [35]


Manifestations – need 4/11 criteria for dx [29]

	skin (4)
	Oral ulcer, malar, photosensitivity, discoid plaques (chronic scarring)

Alopecia and Raynauds are common features but not criteria 

	arthritis
	Mild. Like RA distribution

	serositis
	Pleuritis, pericarditis, peritonitis

	neuro
	Can be anything and everything. If focal CNS, seen on MRI, probably antiphospholipid CVA

	renal
	50% of SLE, 5% renal failure

	heme
	Low WBC, coombs positive hemolytic anemia, ITP

Watch out for TTP (but not a standard lupus feature – needs plasmapherisis)

	FANA
	

	Other lab
	Sm, Anti DNA, anticardiolipin, lupus anticoagulant


Treatment

	Mild
	Moderate
	Severe [10]
	Antiphospholipid

	Plaquenil – keeps it quiet, give it to every one

Prednisone  5- 10 mg/day
	Prednisone 20 – 40 /day

Mycophenylate (cellcept)

Azathioprine (imuran)
	Prednisone 60/day

Solumedrol 1gm/day x 3

Cytoxan for anything bad

Mycophenylate for renal

Rituximab (heme)
	Coumadin

Probably newer ones


Benlysta is new monthly IV infusion, but only tested in mild SLE, didn’t do much in trials. 

Sjogrens

Dry eyes and mouth, 70 % SSA, milder that SLE, but can do everything SLE can do

Can use artificial tears, also use salagen (pilocarpine) pills to increase parasympth stim for tears, saliva

Unclear if plaquenil helps like in SLE to calm disease. Tx like SLE for severe issues. 

Enlarged parotids can be pseudolymphoma, can progress to lymphoma [74]

Antiphospholipid syndrome [90]
Primary APLS = no CTD, Secondary APLS = assoc with CTD

Arterial or venous clots or miscarriages. Also livido reticularis (skin) and thrombocytopenia

Assoc with lupus anticoagulant and/or anticardiolipin ab (IgG>IgM>IgA)

Miscarriage risk – do not treat + APLS labs until three 1st trimester losses or one 
unexplained 2-3rd trimester preg loss
Catastrophic antiphospholipid = diffuse lethal clotting, needs anticoagulation and plasmaphersis

Scleroderma 

Renal crisis cured with use of ACEI [42]

Centromere pattern on FANA = CREST (limited scleroderma) [72]
SCL 70 - seen with lung disease in scleroderma
Screen with PFTs in addition to echo for pulm HTN – drop in DLCO is early sign of pulm HTN

Digital ischemia – rx calcium channel block, then revatio (Viagra) , then IV prostacylin/digital sympathectomy [61]

Polymyositis 

Types:


Anti-synthetase syndrome -  polymyositis with anti Jo ab, more likely to get lung involvement

Dermatomyositis – Gottrons papules (scaling over knuckles), heliotrope (light purple rash over eyes)


About 15% risk of assoc cancer, any kind, so screen for all [73]

Inclusion body myositis – muscle bx shows “inclusion bodies” – 50 yo men with proximal + distal weakness,  
respond poorly to rx but slow mild progression [71]

Diagnosis:

Proximal weakness, shoulder and pelvic

Screen for hypothyroidism – can cause myopathy 

Watch for statin induced (can linger for months) or etoh associated myopathy

CK usually in 600 – 6000 range

FANA positive in about 60%
Workup – start with EMG: positive = insertion spikes, fasciculations, poor recruitment. Not specific for myositis 

IF EMG positive, next get muscle bx – very specific for inflammatory myopathy [53]
IF cant get EMG, an MRI will usually show patches of inflammation to help get to dx

Treatment [40]

	Initial
	2cd (most patients)
	If bad or fails 2cd:

	Prednisone 60/day, taper slowly over months when CK better
	Methotrexate

Imuran
	IVIG monthly (proven in Dermato in RCTs)

Try any RA biologic, throw them at em


Pregnancy in CTD

RA improves. Can use prednisone, sulfasalazine, plaquenil and TNF. Never use methotrexate or leflunomide (arava) since teratogenic. 

SLE may worsen. Can use prednisone, plaquenil and azathioprine. Mycophenylate (cellcept) teratogenic

Vasculitis

	Small vessel - capillary
	
	

	Palpable purpura  [80]

(Henoch –Schonlein

purpura)
	Often triggered by drug reaction or infection 

Hep C – can trigger it

Skin is common but benign

Watch for bowel bleeding and infarct

Watch for renal, follow UAs

Can be assoc with cryoglobulins 

      Type 1 monoclonal = cancer 

      Type 2 polyclonal = Hep C [48]
	Rx – often nothing

Pred if renal or GI

May need cytoxan if severe renal

	Small to medium vessel
	
	

	GPA – granulomatosis with angitis (Wegeners)

[39, 44]
	Usually present with ENT obstruction – sinus, otitis, or proptosis 

Lung can be infiltrate, nodule, hemorrhage

Renal is pauci-immune (ie no immune complexes)

80% C-ANCA (PR-3)

20% P-ANCA (MPO) so you cant ignore P-ANCA!


	Rx – vigorous

Pred 60/day

Usually Cytoxan

Rituximab new rx

	Churg Straus

[70]
	Like a Wegeners with eosinophils – usually > 30%

ANCA positive in 50%
	Rx

If mild prednisone

If moderate same as Wegeners

	MPA – microscopic polyangiitis
	Lung and renal, like Wegeners but not HEENT 
Lung bx – no granulomata, capillary level vasculitis
	Rx like Wegeners

	Medium vessel
	
	

	PAN – polyarteritis nodosum
	Hard to diagnose – ANCA neg

Infarct things – skin, bowel

Foot drop or wrist drop typical (mononeuritis multiplex)

Dx with biopsies (sural nerve and gastrocnemius good)

Dx with abd or CNS angiogram - aneurisms and cutoffs 
	Rx prednisone and cytoxan

	Hep B related PAN
	Begin rx with prednisone and antiviral [22]]
	

	Large vessel
	
	

	Takayasu

[46]
	Present with vessel stenosis – CNS, arm claudication, renovascular HTN, MI

Dx by angiogram
	Rx prednisone

Can use MTX, imuran

Stents

	Temporal arteritis (TA)

[24]
	Elderly, rare < 60 yo

HA, jaw claudication, 20% visual loss

Can be cause of FUO

15% with aorta and subclavian hit [55] 

ESR high – usually over 60

Dx with temporal artery bx (consider bilat bx if one neg)


	Rx prednisone 60/day

As soon as you think about it, then stop if labs/bx negative 


PMR – Polymyalgia Rheumatica 

Seen in elderly (over 60) – aching in shoulder and hip girdle – but NOT very tender. Assoc with high ESR

About 5% of PMR have TA, but 50% of TA have PMR sx

Rx – mid dose prednisone –start 15 mg daily, taper a mg a month. Should have remarkable initial response to pred in first day or 2. IF not better rethink Dx. 

Behcets

Oral and genital ulcers, vasculitis [83]

No diagnostic labs

Rx – colchicine for ulcers, prednisone with MTX or azathioprine for vasculitis

Crystalline

Gout – dx with crystals – sharp spears, strongly birefrigent, bright yellow)


Rx – acutely - NSAID, colchicine, steroids 


Rx chronically – allopurinol, cover with low dose colchicine to avoid flare [63, 79]


Decrease allopurinol and colchicine doses if increased creatinine > 1.6

Febuxostat (uloric) is new allopurinol – use if renal insufficiency (it is hepatically cleared)


Allopurinol toxicity – watch for eosinophilia, increased LFT, skin necrosis, can be lethal



Never use febux or allop with azathioprine (they also block aza metabolism)  [68]

CPPD – typically in very elderly over 70 yo [14, 89, 92]


If in younger, can be assoc with hemochromatosis, Wilsons, Hyperparathyroid, thyroid disease


Dx with crystal aspirate (weakly birefringent pale blue rhomboid crystals) or xray changes 


(chondrocalcinosis – stripe of calcium on knee xray or patch of calcium wrist on ulnar side)


Rx – only acute rx available – NSAID, colchicine, steroids

Infectious
Parvovirus (hits young women exposed to little kids– so preschool teacher) [54]


can cause arthritis, anemia and RF+, FANA +


Rx - usually on NSAID, can use brief prednisone

GC – use ceftriaxone, women at risk during menses and pregnancy [38]

Gram pos and neg bacterial– use abx and surgical drainage [27]

Watch for weird sites in IVDA and diabetics – sternoclavicular, sacroiliac, psoas, paraspinal abcess

Watch for Pneumocystis infection if on MTX/imuran/cytoxan + more that 20 mg prednisone

Indolent septic joint – TB or fungal [36, 84]

Osteoporosis 

Need Ca and Vit D, use bisphosphonates if DEXA less than – 2.5 or on steroids [56]



Rare atypical subtrochanteric fx – unclear if “vacation” from bisphos needed after 5 years

Estrogens work great if appropriate

Use forteo (PTH) if lots of fractures with bad DEXA

Hemachromatosis [19]

Suspect if severe OA hip, particularly in index and middle finger DIP, PIP and MCP – the Nixon “victory sign”

Assoc with CPPD 

Sarcoid

Mild RA like arthritis in hands

Acute onset with pulm infiltrate, ankle swelling, erythema nodosum = Lofgrens syndrome [6]

Relapsing polychondritis

Episodic inflammation of cartilage – sclera, ears, nose, trachea (bad flow volume loops on PFT)

Labs negative

Rx – prednisone. Add MTX or azathioprine if persistent [45]

