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Abstract

Making a diagnosis of rheumatoid arthritis is often tricky. With no single test that confirms or eliminates the
disease, the diagnosis of RA is based on a physical exam, patient history, laboratory tests and often imaging.
However, symptoms of RA, such as pain, swelling and fatigue, are not exclusive to the disease. And correct
diagnosis is important in choosing an appropriate treatment plan.

A number of diseases, such as lupus, fibromyalgia or Sjögren’s syndrome, may easily be confused with RA, or
coexist in a patient. Arthritis symptoms might develop following certain infections, such as Lyme disease,
tuberculosis, gastrointestinal infection or sexually-transmitted diseases. Patients with certain cancers, such as large
granular lymphocyte (LGL) leukemia, have an increased incidence of RA, an acute leukemia in children may even
be misdiagnosed as idiopathic juvenile arthritis.

In this case report a 25 years male patient presented with arthralgia, fatigue, swelling of swelling of all MCPs,
PIPs both wrists and knees, tender shoulders, Limited range of motion of right elbow, limitation of ROM of knees,
severe cervical muscle spasm, was misdiagnosed as rheumatoid arthritis with 2ry Sjogren's syndrome with no
response to treatment; imaging revealed multiple exostoses at distal end of Rt radius, ulna and distal femoral and
tibial end.
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Introduction
Making a diagnosis of rheumatoid arthritis is often tricky. With no

single test that confirms or eliminates the disease, the diagnosis of RA
is based on a physical exam, patient history, laboratory tests and often
imaging. However, symptoms of RA, such as pain, swelling and fatigue,
are not exclusive to the disease. And correct diagnosis is important in
choosing an appropriate treatment plan. A number of diseases, such as
lupus, fibromyalgia or Sjögren’s syndrome, may easily be confused with
RA, or coexist in a patient. In this case report a 25 years male patient
was misdiagnosed as rheumatoid arthritis then revision of diagnosis
was done secondary to imaging and was finally diagnosed as
Hereditary multiple exostoses (HME) [1], also known as Multiple
Osteochondromas (MO), which is a rare orphan autosomal dominant
pediatric disorder that has an incidence of about 1:50,000 [2].

HME is characterized by nonmalignant cartilage-capped bony
tumors-called osteochondromas or exostoses-that form within the
perichondrium flanking the growth plates of long bones, ribs, hip, and
vertebrae in very young and adolescent patients [3]. Patients often
display a significant number of osteochondromas throughout their
skeleton by the time the growth plates close at the end of puberty.
Because of their location, sizes, and considerable number,
osteochondromas can, and do, cause a number of health problems
[4,5]. Surgery is currently the common treatment for HME patients
and is used to resect the most symptomatic and problematic

osteochondromas and ameliorate associated skeletal defects, such as
skeletal element bowing, growth disparities, or nerve impingement
[6,7]. In about 2% of the patients, osteochondromas can undergo
malignant transformation, turning into chondrosarcomas or
osteosarcomas that can be life threatening because of their typical
resistance to chemo- or irradiation therapy [8,9].

Case Report
Male patient of age 25 years presented to OPD with history of

generalized bony aches for two years, polyarthralgia mainly of small
joints of hands, wrists, and knees with intermitted swelling, morning
stiffness 15 minutes and dry mouth. He was diagnosed as rheumatoid
arthritis with 2ry Sjogren's syndrome was on Methotrexate 25 mg/
week S.C. injection, hydroxychloroquine 400 mg/d. prednisone 5 mg
oral/day & NSAIDs with mild improvement. On examination there
was swelling of all MCPs, PIPs (Figure 1) both wrists and knees (Figure
2), tender shoulders, Limited range of motion of right elbow, limitation
of ROM of knees, severe cervical muscle spasm, all other findings were
within normal limit. Family history was irrelevant, Vital signs were all
normal.

Routine blood investigations were normal, all autoimmune profiles
were negative, and MRI cervical and lumber was completely free. X
rays hands (Figure 3) showed multiple exostoses at the distal end of the
Rt. Radius & ulna. X rays knees (Figure 4) showed multiple bony
exostosis projected from distal femoral and proximal tibial & fibular
ends.
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Figure 1: Swelling of all MCPs, PIPs.

Figure 2: Swelling of knees.

Figure 3: Multiple exostoses at the distal end of the right radius and
ulna.

Figure 4: Distal femoral, proximal tibial and fibular ends.

Discussion
The diagnosis was Hereditary multiple exostoses (HME), also

known as Multiple Osteochondromas (MO). Clinical, radiological,
immunological and epidemiological parameters play important role in
diagnosis of Diaphyseal aclasis [10-13].

Osteochondromatosis is the most frequent benign bone tumor of
the skeletal system [10,14-19]. Osteochondroma may occur in some
short bones and may develope endochondral ossification despite its
preference for long bones [19]. Affected individuals exhibit bilateral
deformities and multiple osteochondromas in the hands, wrists, legs
and feet. The forearms and wrists are the most common influenced
sites. These deformities include relative shortening of the ulna, bowing
of the radius, ulnar deviation of the distal aspect of the radius, wrist
and hand [14-18]. In this case, all these deformities and multiple
osteochondromas were present in defined locations.

The Management of HME is surgical, whereas the medical one is
still at an experimental level.

Must be underlined that treatment of exostoses may be conservative
if there are no clinical problems to avoid eventual surgical
complications; also, spontaneous regression of the lesions has been
documented in single cases during childhood and adolescence [20].
Surgery may be considered when symptoms appear: individuals
affected by HME often undergo multiple interventions (sometimes
greater than 20) to remove symptomatic osteochondromas or address
deformities [21].
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