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ABSTRACT

A 60-year-old man who had been
suffering from psoriasis for 20 years
developed finger dactylitis and inflam-
matory swelling with pitting edema
over the dorsum of the hand one week
after a contusive traumato the left
hand. These were not followed by any
other clinical manifestations of PsA.

Introduction

Physical trauma may play atriggering
rolein the onset of the peripheral arthri-
tis of psoriatic arthritis (PsA) (1-10) and
other forms of spondyloarthritis (SpA)
(11, 12). Peripheral arthritisis not the
only peripheral inflammatory manifes-
tation of such diseases. Peripheral en-
thesitis and tenosynovitis are frequently
observed. Tenosynovitis involving the
flexor tendon synovial shesths of fingers
and toesis responsible for the sausage-
like digit or dactylitis (13, 14). Another
peripheral manifestation of PsA and SpA
that has been described in the last few
yearsis an inflammatory swelling with
pitting edema of the dorsum of hands
and/or feet (15). Preliminary studies sug-
gest that this manifestation isdueto al-
tered capillary permeability secondary to
extensor tenosynovitis (15, 16).

We recently reported the case of a pa-
tient suffering from psoriasis who devel-
oped isolated Achilles enthesitis, one of
the most frequent forms of peripheral en-
thesitisin SpA, after aphysical injury
(17). We describe here the case of apa
tient who devel oped finger dactylitisand
inflammatory swelling with pitting ede-
ma over the dorsum of the hand after
suffering atraumato the left hand.

Casereport

A 60-year-old man affected by psoriasis
for 20 years had never suffered from any
form of arthritic or tendinous pain until
March 1995, when he violently contused
his left hand while chopping wood. Hand
radiographs taken the same day did not
show any bone fracture. After one week,
however, he developed swelling with pit-
ting edema over the dorsum and pain and
swelling along the flexor tendon of the|
and Il fingers of the left hand. One week
later the flexor tendon synovial sheaths
of thelll, IV and V fingers of the left
hand also became involved, as well as
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the Il and IV right fingers. The local
rheumatol ogist injected steroids into the
synovia sheaths of the Il and IV left fin-
gers, obtaining limited results only in the
Il.

In June 1995 the patient was referred to
our unit. Physical examination showed
swelling together with pitting edema
over the dorsum of the left hand and dac-
tylitisof the Ill, IV and V left fingers.
The joints of the three involved fingers
were not painful or swollen. On the right
hand there was mild pain and swelling
along the flexor tendons of the Il and 1V
fingers. There was no limitation of spi-
nal movement or chest expansion. The
patient’s medical history was negative
for other clinical manifestations of PsA
and SpA. Hisfamily history revedled that
his mother had suffered from psoriasis
and his grandfather from ankylosing
spondylitis.

Laboratory evaluation revealed an ESR
of 45 mm/1st hr and a CRP of 36 mg/I
(normal < 5). HLA typing showed A1,
A2, B35, B44, Cw4, DR1, DR11, DQ1,
DQ7 antigens.

Magnetic resonance imaging (MRI) of
the hand, performed as previously de-
scribed (13), showed fluid accumulation
in the synovial sheaths of theleft 111, IV
and V and theright 1l and 1V fingers,
and subcutaneous edema on the dorsum
of the left hand (Fig. 1). No fluid was
detectable in the extensor synovial
sheaths. There was no fluid in the hand
joints or in the wrists. Hand radiographs
showed no osteoporosis. Spine and pel-
vis radiographs were normal.

The patient was given indomethacin 100
mg/day. In the following months he de-
veloped tenosynovitis of the left flexor
radialis carpi tendon. About 12 months
after the onset of PsA, acute phase reac-
tants returned to normal and the tendi-
nous symptoms disappeared. They have
not reappeared so far.

Discussion

The patient described here developed
two peripheral manifestations of PsA and
SpA shortly after experiencing a physi-
cal traumato the left hand - finger dac-
tylitis and inflammatory swelling with
pitting edema of the dorsum of the hand.
In the past dactylitis has been thought to
be due to concomitant arthritis of the
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Fig. 1. Axial proton density weighted section at the metacarpo-phalangeal joints showing subcutaneous
edema on the dorsum of the left hand (white arrow), together with fluid collection in the synovial sheaths
of theleft 111, 1V and V and theright Il and IV fingers (black arrows).

metacarpophalangeal, proximal and dis-
td interphalangeal joints and flexor teno-
synovitis (1). We have recently demon-
strated that flexor tenosynovitisis the
responsabl e lesion and that joint syno-
vitisis only occasionally present (13,
14). In all five of our patient’sinvolved
fingers MRI showed fluid collection in
the flexor synovial sheaths and no fluid
in the adjacent joints.

Inflammatory swelling with pitting ede-
mais not specific to PsA and SpA (15).
It has been observed in polymyalgia
rheumatica, RS3PE syndrome, and other
conditions (15). Preliminary studies sug-
gest that the subcutaneous edema of the
dorsum is attributable to alocal atera-
tion of capillary permeability secondary
to extensor tenosynovitis (15, 16). MR
did not show any detectable fluid in the
extensor synovial sheathsin our case. It
would probably have been possible to
observe extensor tenosynovitis some
weeks before, when the inflammatory
swelling on the dorsum of the hand was
more evident.

The appearance of inflammatory swell-
ing over the dorsum of the hand wassm-
ilar to that seen in reflex sympathetic
dystrophy (RSD). In the last few years
two cases of concomitant RSD and PsA
triggered by physical injury have been
described (3, 8). In the first, reported by

Goupilleet al. (3), the coexistence of the
two diseases was certain since a diffuse
osteoporosis of the involved hand was
seen (4). In the second, reported by Con-
caet al. (8), the diagnosis of RSD was
not certain and it is possible that the
swelling of the dorsum was inflamma-
tory and caused by psoriatic arthritis.
Recently we have suggested that the
clinical spectrum of PsA should be ex-
tended to include the subset of patients
with isolated peripheral enthesitis and/
or dactylitis (17). One such patient seen
by us had developed Achilles enthesitis
after aphysical injury (17). The present
report suggests that physical trauma may
also trigger peripheral tenosynovitis and
that this may occur in isolation.
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