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Definition

Arthritis has a severe impact on people of all
ages and has been known to mankind since
ancient times. Little was known of the
diseases, except its symptoms and signs.
Rheumatoid arthritis for example can be
traced back to dinosaurs and prehistoric
man.
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History:

The tirst published research reports are a
few centuries old. According to a book
by Bruce M. Rothschild, “The Complete
Dinosaur’, only a small portion of
dinosaurs actually suffered anything
resembling human arthritis.



Before the 1600’s the disease was rare. It
then spread across the Atlantic during
the Age of Exploration. In 1859 the
disease acquired its current name.



Etymology

Arthritis is the inflammation of the joints
which is a term derived from

Greek in which
arthro- means joint and
—itis means inflammation.



To reach a diagnosis we should evaluate
a)History
b)Physical Examination

c) Lab investigation
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History includes
a)Age
b)Sex

c)Personal history: marital status
d)Occupational history

e)Drug history



. ~ Age =

Hemophilia may manifest at an early
age

JIA before age of 16

Young age,septic & inflammatory
RA in middle age

OA in old age

SLE second decade.



Sex

RA and other auto immune disease common
1IN women

AS,&SPA common in men

Gout common in men



~—  Family history

Auto immune disease & gout run in
family



.

/

Drug

Thiazide diuretic
Low dose Asprin
Pyrazinamide
Ethumbutol

Anti-Cancer drugs.






Symptom Analysis

Pain

Stiffness

Swelling

Limitation of motion

Weakness
Fatigue
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Pain
Key initial step in the clinical evaluation
of a patient with a painful joint is to
determine whether the pain stems from
the joint or an adjacent bursa, tendon,
ligament, bone, or muscle or whether it

is referred from a visceral organ or
nerve root.



- Assessment of pain by mnemonic
“OPQRST”

O= Onset
P=Precipitating factor
Q= Quality
R=Radiation
S=Severity

T=Timing
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-Pain cont

If the pain is stemming from the joint, the
following 3 broad categories of joint
disease must be differentiated

1)Inflammatory arthritis
2)Non inflammatory arthritis

3)Arthralgia



-Pain cont

With inflammatory joint disease

Pain is present both at rest and
with motion.

[t is worse at the beginning of usage
than at the end.
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-pain cont

With non inflammatory Disease :

(i.e, degenerative, traumatic, or
mechanical) joint disease, the pain
occurs mainly or only during motion
and improves quickly with rest.
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-pain cont.

Patients with advanced
degenerative disease of the hips,
spine, or knees may also have pain at
rest and at night.
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Stiffness

Stiffness is a perceived sensation
of tightness when attempts are
made to move joints after a
period of inactivity.
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-cont

[t typically subsides over time.

Its duration may serve to
distinguish inflammatory forms of
joint disease from non-
inflammatory.
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-Stiffness cont.

With inflammatory arthritis
the stiffness is present upon
waking and typically lasts 30-60
minutes or longer.
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-Stiffness cont

With non inflammatory
arthritis,stiffness is experienced
briefly (eg, for about 15
minutes) upon waking in the
morning or after periods of
inactivity
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Joint swelling

With inflammatory arthritis, joint
swelling is related to:

-Synovial hypertrophy,
-Synovial effusion

-Inflammation of periarticular
structures.



-joint swelling cont.

The degree of swelling often varies over
time. With non inflammatory arthritis, the
formation of osteophytes leads to bony
swelling.

Mild degrees of soft tissue swelling do occur
and are related to synovial cysts, thickening,
or effusions.
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Joint motion

Loss of joint motion may be due to
structural damage, inflammation, or
contracture of surrounding soft tissues.

Patients may report restrictions on
their activities of daily living, such as
fastening a bra, cutting toenails,
climbing stairs, or combing hair.



Muscle strength

Muscle strength is often diminished
around an arthritic joint as a result of
disuse atrophy.

Weakness with pain suggests a
musculoskeletal cause (eg, arthritis or
tendinitis) rather than a pure
myopathic or neurogenic cause.



=Muscle strength cont.

Manifestations include decreased
grip strength, difficulty rising from
a chair or climbing stairs, and the
sensation that a leg is “giving way.”



Fatigue
Fatigue is usually synonymous with

exhaustion and depletion of energy in
patients with arthritis.

With inflammatory poly arthritis, the
fatigue is usually noted in the
afternoon or early evening
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-Fatigue cont.

With psychogenic disorders,
the fatigue is often noted upon
arising in the morning and is
related to anxiety, muscle
tension, and poor sleep.



EVALUATION OF HISTORY
Onset.
Duration.

Temporal pattern of arthritis.
Number of involved joints.

Symmetry of joint involvement.
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Distribution of affected joints.

Distinctive types of musculoskeletal
involvement.

Extra-articular manifestations.
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The onset

The onset of symptoms can be abrupt
or insidious.

With an abrupt onset, joint symptoms
develop over minutes to hours.

This may occur in the setting of
trauma, crystalline synovitis, or
infection.
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-The onset cont.

With an insidious pattern, joint
symptoms develop over weeks to
months.

This onset is typical of most forms of
arthritis, including rheumatoid
arthritis (RA) and osteoarthritis.



Duration

Acute symptoms are defined as
those that have been present for
less than 6 weeks.

Chronic symptoms are defined as
those that have lasted for 6 weeks
or longer.



The temporal patterns of joint involvement

The temporal patterns of joint involvement
are

(1) Migratory
(2) Additive or simultaneous, and

(3) Intermittent.
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Migratory

With a migratory pattern,
inflammation persists for only a few days
in each joint (as in acute rheumatic fever
or disseminated gonococcal infection).
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Additive or Simultaneous

With an additive or simultaneous
pattern, inflammation persists in
involved joints as new ones become
affected.



Intermittent

With an intermittent pattern,
episodic involvement occurs, with
intervening periods free of joint
symptoms (as in gout, pseudogout,
or Lyme arthritis).
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Number of joint

The involvement of only 1 joint is
referred to as mono arthritis.

Oligo arthritis is the involvement of 2-4
joints.

Poly arthritis is the involvement of 5 or
more joints.
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Symmetric arthritis

Symmetric arthritis is characterized
by involvement of the same joints on
each side of the body.

This symmetry is typical of RA and
SLE.
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Asymmetric

Asymmetric arthritis is
characterized by involvement of
different joints on the 2 sides.

This is typical of psoriatic arthritis,
reactive arthritis, and Lyme arthritis.
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/Signs of inflammatory joint disease include the following

Synovial hypertrophy.
Joint effusions.

Pain with motion, particularly at the
extremes of joint motion.

Erythema and warmth.

Limited range of motion.
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~ With regard to distribution

With regard to distribution, the distal
interphalangeal joints of the fingers are
usually involved in psoriatic arthritis, gout, or
osteoarthritis but are usually spared in RA.

Joints of the lumbar spine are typically
involved in ankylosing spondylitis but are
spared in RA.
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Synovial hypertrophy

Synovial hypertrophy is the most reliable
sign of an inflammatory arthritis. The
synovial membrane is normally too thin to
palpate.

In chronic inflammatory arthritis, the
synovial membrane has a doughy or boggy
consistency, a feature best appreciated at the
joint line or margin.
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Joint effusions

Joint effusions develop in response to
synovial inflammation, trauma, anasarca,
intra-articular hemorrhage (hemarthrosis), or
an adjacent focus of acute inflammation
(sympathetic effusion).

These are detected by performing fluctuation
test through the synovial cavity.
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. Erythema of the joint

Erythema of the joint is restricted to acute
inflammatory forms of arthritis, such as gout,
septic arthritis, or acute rheumatic fever.

It is rare in persons with RA but may occasionally
occur in those with psoriatic arthritis.

Warmth of the joint is a sensitive sign of
inflammatory arthritis.
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Joint tenderness

Joint tenderness is a sensitive sign of
joint disease, but it is not specific for
inflammatory arthritis.

The presence of joint tenderness in the
absence of other joint abnormalities
must be interpreted in the context of
the patient’s emotional state.



~Signs of degenerative or mechanical joint disease
include

Bony overgrowth of the joints (osteophytes).
Limited range of motion.

Crepitus during active or passive range of
motion.

Joint deformity.



Techniques used in the musculoskeletal

examination include
Inspection/Look

Palpation/Feel

Assessment of range of
motion/Move



~—  Inspection

Inspection of joint detect abnormalities including :

Swelling.
Deformity:.
Overlying erythema.

Or wasting of the periarticular
musculature.
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Palpation of the joints

The examiner should palpate with enough
pressure to blanch his or her thumbnail.
This ensures that the assessment of joint
tenderness is uniform.

Application of this amount of force during
palpation should not cause pain in a normal
joint.
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-Cont.

A palpable or audible grating sensation
is typically produced during motion of
the joint .Soft, fine crepitus may be felt .

Coarse crepitus or grating may be felt in
joints severely damaged by long-
standing RA or degenerative arthritis.



Crepitus
Assess crepitus by palpating the joint

with one hand while moving the joint
passively with the other.

In the lower extremities, crepitus of the
hip or knee can sometimes be heard as
the patient arises from a chair, climbs a
step, or pivots on the affected joint.
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Instability or abnormal mobility

Assess instability or abnormal mobility by
applying forces to the relaxed joint in planes of
motion normally associated.

Instability of a lower-extremity joint (eg, a knee
or ankle) should also be assessed by observing
the joint during weight-bearing and walking.

Instability of the joint may be due to laxity of
ligaments or to destruction of the articular
surface.



— PRINCIPAL CAUSES OF ACUTE MONOARTHRITIS
IN A PREVIOUSLY NORMAL JOINT

Septic arthritis.
Crystal synovitis-gout, pseudogout.

Mono articular presentation of oligo- or
polyarthritis.

Reactive, psoriatic or other sero negative
spondorthritis.
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Rheumatoid arthritis.
Juvenile idiopathic arthritis.

Trauma-especially if associated with
haemarthrosis.

Foreign body reaction (e.g. plant thorn).
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CAUSES OF INFLAMMATORY OLIGOARTHRITIS

Seronegative spondarthritis.
Reactive arthritis.

Psoriatic arthritis.
Ankylosing spondylitis.

Enteropathic arthritis .
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Juvenile idiopathic arthritis.

Oligoarticular presentation of polyarthritis.

Infection, including
-Bacterial endocarditis
-Neisseriae
-Mycobacteria
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CAUSES OF POLYARTHITIS

A:Non-inflammatory :
Generalised osteoarthritis.

Haemochromatosis.

Acromegaly, Rare.
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B:Inflammatory :

Viral arthritis
Rheumatoid arthritis
Seronegative spondarthritis

(psoriasis, reactive, ankylosing spondylitis,
enteropathic) arthropathy)

Chronic gout

Juvenile idiopathic arthritis
Chronic sarcoidosis
Systemic sclerosis
Polymyositis



riteria for diagnosis of rheumatoid arthritis*

Criterion sScore

Joints affected

1 large joint

2—10 large joints

1-3 small joints

4—10 small joints

=10 joints (at least 1 small joint)

Serology

N La R = O

Neqative RF and ACPA 0
Low positive BF or ACPA 2
High positive RF or ACPA 3
Duration of symptoms

<6 weeks 0
=6 weeks 1
Acute phase reactanis

Normal CRP and ESR 0
Abnormal CRP or ESR 1

Fatients with a score =6 are considered to have definite RA.

"European League Against Rheumatism/American College of Bheumatology 2010
critena.

(ACPA = anti-citrullinated peptide antibody, CRP = C-reactive protein;

ESR = enythrocyte sedimentation rate; RF = rheumatoid factorn)







P DEFORMITY- RA

Normal joint

—— N

Swan neck deformity

?s\' SN

CMMG 200)




Boutonniere
Deformity




‘\\ ,
-CLINICAL FEATURES COMMON TO SERONEGATIVE SPONDARTHRITIS

Asymmetrical inflammatory oligoarthritis (lower > upper

limb)

Sacroilitis and inflammatory spondylitis.

Inflammatory enthesitis.

Tendency for familial aggregation.

No association with seropositivity for rheumatoid factor.

Absence of nodules and other extra-articular features of RA.



Criteria for the classification of systemic lupus

—erythematosus.

Features

Malar rash

Discoid rash

Photosensitivity

Oral ulcers

Arthritis

Serositis

Characteristics

Fixed erythema, flat or raised, sparing the
nasolabial folds.

Erythematous raised patches with adherent
keratotic scarring and follicular plugging.

Rash due to unusual reaction to sunlight

Oral or nasopharyngeal ulceration, which may be
painless

Non-erosive, involving two or more peripheral
joints
Pleuritis (history of pleuritic pain or rub, or pleural

effusion) or pericarditis (rub, electrocardiogram
evidence or effusion)



- E— -Cont._—
/ Characteristics

Renal disorder Persistent proteinuria > 0.5 g/24 hrs or cellular
casts (red cell, granular or tubular)

Neurolo gIC al Seizures or psychosis, in the absence of
di d provoking
1SOraer drugs or metabolic derangement

Haematological Haemolytic anaemia or leucopenia* (< 4 x 109/L) or
lymphopenia* (<1 x 109/L) or thrombocytopenia*

disorder (<100 x 109/L) in the absence of offending drugs

Immunological Anti-DNA antibodies in abnormal titre or presence
of antibody to Sm antigen or positive
antiphospholipid antibodies

Antinuclear Abnormal titre of ANA by
antibody (ANA) jmmunofluorescence.

An adult has SLE if any 4 of 11 features are present
serially or simultaneously
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CHARACTERISTICS OF NODAL GENERALISED OSTEOARTHRITIS

Polyarticular interphalangeal joint involvement
Heberden's (+ Bouchard's) nodes

Marked female preponderance

Peak onset in middle age

Good functional outcome for hands

Predisposition to OA at other joints, especially knees

Strong genetic predisposition
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~ Un differentiated arthrites

In some patient with inflamatory arthrites,it is
not possible to establish a specific diagnosis
during several weeks to months following
symptom onset,these group labled as un-
differentiated arthritis.
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Monoarthritis /Oligoarthritis(1-3 joints)
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Polyarthritis (4 or more joints)
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* CBC with ESR

°*CRP

* ACPA

°*RA

* ANA
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Imaging
* USG

* MRI

* X RAY



Other.

* Synovial Fluid Analysis
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Histologic Findings

In the majority of patients with
rheumatic diseases, an accurate diagnosis
can be established without performing a
synovial biopsy.

For certain conditions, histopathologic
findings in the synovium are either

pathognomonic or highly specific.






