Evidence based management of the common MSK disorder at the general practice– SunnyBank guidelines 4/09
LOWER LIMB

A) Plantar fascitis:

S&S - Painful heel particularly worse early in the morning, usually unilateral but if bilateral rule out rheumatoid arthritis, gout or SLE.

Invx - None. X-ray is unhelpful and does not change the management

Rx - Always conservative first: 
1. soft gel heel support 
2. hot and cold compress
3. plantar stretching exercises 
4. reduction of weight
Needs reviewing in 3-4 wks time and if not better will need steroid injection.
Blood tests to be done only in bilateral cases to rule out RA and gout (heel pain may be the first presentation of RA).

B) Painful 1st MTPJ - Gout

S&S - Sudden onset of painful 1st MTPJ without any trauma. Most likely to be gout but can be OA.

Invx - Serum urate may be normal in an acute attack, so it needs to be repeated about 1 month afterwards to confirm gout. Swollen joints can be aspirated for crystals during the acute phase to confirm a diagnosis if the serum urate is normal.

Rx - There are three stages in the management of gout
1. Treating the acute attack: NSAIDs are the preferred treatment in acute gout. The most important determinant of therapeutic success is not which NSAID is chosen, but rather how soon NSAID therapy is initiated. You can also use colchicine or oral prednisolone. Acute painful joint can be injected with steroid.
2. Lowering excess stores of uric acid to prevent flares of gouty arthritis to prevent crystal deposition - uricosuric agents like probenacid
3. Prophylaxis – allopurinol (needs ‘covering’ for 1 – 3 months to prevent flare up) or low dose colchicine.

Common pitfalls: 
1. Blood uric acid level may be normal in acute attacks. 
2. Don't stop allopurinol on gouty patients during their acute attacks. 
3. Remember there are alternatives to nsaids such as oral prednisolone (35mg a day for 5 days) or colchicine for acute attacks.

4. Don't start allopurinol around the time on an acute attack, as it can increase crystal deposition and make pain worse. 
5. Start allopurinol 100mg od and uptitrate slowly with nsaids or colchicine cover until the serum urate is in the lower half of the normal range.
6. Allopurinol usually needs to be continued lifelong. 
7. People with very high uric acid are likely to suffer from gouty arthritis more often.

C) Forefoot pain:

DD - Stress #, Morton's neuroma, flat feet, synovitis of the MTPs

Flat feet – usually accompanied by valgus deformity of the foot and pronation at the subtalar-midtarsal complex. They usually need biomechanical assessment before Rx, hence appropriate referral to the chiropodist is necessary. 

Stress # - usually of the 2nd or 3rd MT mainly in young people or osteoporotic patients. No direct injury. Very tender base of the MT. X-ray confirms the diagnosis but may be normal. A bone scan may be necessary if the X-ray is normal. If you suspect it, refer to orthopaedics.

Morton's neuroma - usually women, c/o sharp pain in the forefoot radiating to the toes. Tender interdigital space. Diagnosis is usually confirmed by USS. Rx - usually needs excision but pain can be relieved by steroid inj.

Synovitis - may present with similar s/s of morton's metatarsalgia. Tenderness is present on both dorsal and plantar aspect of the MTPJs. Rx - steroid injection and chiropodist referral for shoe adjustment.


D) Pain/swelling back of the heel: 

Achilles tendonitis: pain and diffuse swelling of the tendon worse on dorsi and plantar flexion

Achilles bursitis: localised tender swelling at the bottom of the TA usually as a result of an ill fitting shoe.

Retrocalcaneal bursitis: tenderness is anterior to TA more directly on the bone.

Haglund's triad/deformity – A combination of all above three conditions and common in athletes. 

Rx - local hot and cold compress, rest, stretching exercises, steroid inj and if all of these fail, operation
E) Anterior knee pain syndrome:

Main causes are chondromalacia patella (patellofemoral overload), jumper’s knee, prepatellar bursitis

S&S - Often teenage girls or athletes, c/o pain over the front of the knee or underneath the knee-cap, may be triggered by simple injury, pain is always worse on climbing up and down the stairs or when standing up after prolonged sitting, knee may give way or swells up, it sometimes catches but there is no true locking and it is often bilateral.
The knee may look normal but careful examination may reveal misalignment and quads wasting. Patella will be tender at the edges and Clark test (sharp pain when patella is forcibly pressed against femur and pt contracts the quad muscle suddenly) is +ve.
Rx – quad drill(stretching) exercises and physio usually cure the problem but remind the patient that it will take time. Refer to ortho if conservative Rx fails. Infrapatellar bursitis may need aspiration and steroid injection
F) Lateral thigh pain:

DD – trochanteric bursitis and meralgia paraesthetica

Trochanteric bursitis: pt c/o pain around the hip area but more pointing towards the upper lat aspect of the thigh, unable to lie on the effected side, pain on walking and getting up, may mimic hip arthritis. 

Inv: none – clinical diagnosis mainly

Rx: nsaid, capsaicin cream and steroid injection which might need to be repeated. 

Meralgia paraesthetica: typical pins and needles and numbness but not so much of pain along the lat side of the thigh (lat cutaneous nerve distribution). It is due the entrapment of the last cutaneous nerve of the thigh between the two fibres of the inguinal lig at the ant sup iliac spine (ASIS). 

Inv: none – clinical diagnosis mainly

Rx: steroid injection and if it fails then operation
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