Return to Table of Contents

Return to Rheumatology Table of Contents
Principles of diagnosis and management

History

Red Flags:  back pain Hx

Red Flags:  Diffuse Aches and Pains
Special Populations:  Pediatrics and the Elderly
Physical Examination

Back Pain
Arthritis

Pattern Recognition in arthritis

Characteristic Patterns of Joint Involvement

Arthritis and systemic Sn/Sx:  fever and weight loss

Arthritis and organ specific Sn/Sx
Cramps, Weakness, Myalgia
Fatigue
History

Screening Hx:

1. pain or stiffness in muscles, joints, neck or back?

2. Can you dress without difficulty?  Can you take the stairs without difficulty?


Pain and stiffness are the most common symptoms of musculoskeletal disorders. Functional impairment is the most important consequence of pain and stiffness.  Dressing requires function of all limbs, while the unaided ability to use the stairs assesses lower limb function.  

Mode of Onset 

· acute onset

· infectious arthritis:  bacterial, viral

· reactive arthritis

· palindromic rheumatism

· crystal-induced arthritis (i.e. nocturnal attack of gout)

· insidious onset

· osteoarthritis

· infectious arthritis:  mycobacterial, fungal

· neuropathic arthropathy (i.e. Charcot’s joints)

Duration of Sx

·  acute/self-limiting:  <4-6 weeks

· Chronic:  >6 weeks


However, chronic illnesses can have acute exacerbations as in gout, palindromic rheumatism and calcium pyrophosphate dihydrate crystal deposition disease (CPDD)
.  


In children, a constant inflammation in an individual joint for only a few days may possibly be caused by rheumatic fever.  If such a condition exists more than a week is less likely to be caused by rheumatic fever.  

Back Pain Red Flags in the History:

· pain and stiffness worse in the morning ( AS

· pain made worse by walking and by hyperextension of the spine ( spinal stenosis

· acute severe pain ( abdominal aneurysm, compression fracture, disc herniation

· pain radiating below the knee, made worse by coughing or sneezing and described as shooting or burning ( nerve root compression

· radiation of pain into both legs ( central disc herniation

· first episode of severe pain <30 or >50 years of age ( infection, tumor, metabolic disease

· Fever, weight loss, other systemic features ( infection, tumor

· bowel or bladder problems ( spinal stenosis, cauda equina syndrome, tumor

· recent severe trauma ( fracture, spondylolisthesis

· prolonged corticosteroid usage ( compression fracture

· drug abuse ( infection

· pain not relieved by lying with legs flexed or persistent pain for  2 months ( infection, tumor 

Red Flags of Diffuse Aches and Pains

· Age > 50 years:  polymyalgia rheumatica, paraneoplastic syndrome, giant cell arteritis (redness, nodularity, pain, HA, visual disturbance, ischemia, claudication of the masseter or tongue, decreased pulse)


Consider especially with aches/pains of shoulder and hip girdle muscles.

· Constitutional symptoms:  inflammatory disease, vasculitis, sepsis, malignancy

· Weakness:  myopathy, endocrinopathy

· Morning stiffness (Gelling):  if > 30 minutes inflammatory rheumatic disorder (RA, SLE, PMR)

· New Headache, esp. with visual symptoms:  temporal arteritis

· Bilateral Symptoms:  systemic or metabolic disease

Special Populations

Pediatric Patients

(do not just attribute pain to “growing pains”, which is actually a condition to be treated as well…nutrition!)

Trauma:  1(
Arthritis is suggested by a limp, delayed growth and development, local growth disturbances or a systemic febrile illness.  

osteochondritis

primary bone tumor

growth disturbances

spontaneous infection arthritis

Factitious:  sociofamilial stress, learned behavior from parents, attention

Radiography is indicated if joint inflammation is present, or the symptom cannot be reproduced or explained.  

Elderly Patients


Osteoarthritis


Osteoporosis


Polymyalgia rheumatica


pseudogout

Complications: 

· Elderly patients generally have a high prevalence of elevated ESR or autoantibodies.

· comorbidities:  i.e. renal or hepatic disease

Physical Examination

Screening PE:  ‘GALS’

Gait 
Arms: after inspection


Hand:  make a fist, pinch index and thumb, grip strength, Dr. squeezes the metacarpophalangeal joints together 


Elbows:  straighten arms out in front


Shoulders:  put hands behind head, skin rolling


Legs: (pt. supine)


Hip:  flex knee and hip to 90(, internal rotation of hip


Knees:  inspection and palpation during ROM for crepitus or wasting


Feet:  inspect, particularly the soles; metatarsophalangeal squeeze

Spine:  


Lateral view:  have pt. flex to touch toes to assess lumbar ROM; assess curves for exaggerated/diminished lordosis or kyphosis


Posterior: inspection, palpation, ROM (lateral flexion is the most sensitive indicator ROM test for cervical spine disease)

Palpation (squeezing) of the metacarpophalangeal and metatarsophalangeal joints is helpful in locating early inflammatory arthritis.  

If generalized pain is present, skin rolling over the supraspinatus can elicit characteristic tenderness.

Back Pain


Radiography of the low back is generally not sensitive or specific for most potential problems in this area.  Radiography may demonstrate findings that are found in both symptomatic and asymptomatic patients such as:  osteophytes, narrowed disc space, lumbarization, sacralization, mild scoliosis, facet arthrosis, subluxation, and spina bifida occulta.  MRI and CAT are usually more useful, but to a questionable degree unless a specific pathology is sought.  


Indications for radiography include:

· new onset without a recent history of trauma in patients <15 or >59 years of age

· back pain after significant trauma

· pain not significantly relieved by lying flat with knees flexed

· history of prolonged corticosteroid usage

· known cancer

· fevers or weight loss

· drug abuse

Arthritis

Generalized symptoms:  diffuse aches and pains, myalgia and fatigue note that myalgia and fatigue can be due to nonmusculoskeletal causes such as depression.


DDx

· Postviral arthralgia/myalgia

· bilateral soft tissue rheumatism

· overuse injury

· fibromyalgia :  Dx by physical exam and exclusion, no pertinent labs.  Patient usually complains of sleep disturbance, diffuse 

aches and pains with no localizing physical findings.

· hypothyroidism

· metabolic bone disease (osteopenia)

· paraneoplastic syndrome

· myopathy:  polymyositis, dermatomyositis

· rheumatoid arthritis

· Sjogren’s syndrome

· Polymyalgia rheumatica (can present with temporal arteritis):  Generalized myalgia with no muscle tenderness or weakness.  


May have synovitis of small joints, elevated ESR.  10-30% of  cases overlap with GCA, therefore biopsy of the temporal artery 


is indicated if symptoms present (see GCA)

· Hypermobility

· Benign arthralgias/myalgias

· Chronic fatigue syndrome

· hypophosphatemia

***ESR is sensitive to low dose corticosteroids (i.e. <20 mg prednisone per day)

Pattern Recognition in Arthritis

What systems are affected?

Articular or periarticular?

Mechanical/degenerative or inflammatory?

Pattern of joint involvement:

· additive:  involvement of more joints while the pervious joints remain symptomatic

· generalized osteoarthritis

· reactive arthritis

· rheumatoid arthritis

· migratory:  the process ceases in one joint, but starts in another joint

· Gonococcal arthritis

· rheumatic fever

· intermittent:  recurring pattern of pain followed by remittance in the same or other joints with no evidence of disease during remittance.

· gout

· pseudogout

· systemic lupus erythematosus

· adult onset Still’s disease

· familial Mediterranean fever

· palindromic rheumatism.  

Number of affected joints: 

· monoarthritis

· oligoarthritis (2-4 joints)

· polyarthritis

Distribution
:

	
	Symmetric


	Asymmetric*



	Inflammatory
	RA

JRA (systemic and polyarticular types)

Adult onset Still’s disease

Systemic lupus erythematosus

Mixed connective tissue disease

Polymyalgia rheumatica

Rheumatic fever (adult onset)

Jaccoud’s arthritis
	Ankylosing spondylitis

Reactive arthritis

Psoriatic arthropathy (oligoarticular type)

Enteropathic arthritis

Undifferentiated spondyloarthropathy

JRA (pauciarticular types)

Palindromic rheumatism

	Degenerative/ crystal induced
	Osteoarthritis (primary generalized, nodal, erosive)

CPPD (pseudo-RA type)

‘Milwaukee shoulder’

Hemochromatosis arthropathy
	Gout (esp. oligoarthritis)

CPPD (pseudogout type)

	Infectious
	Viral disease

Lyme disease
	Bacterial arthritis

Bacterial endocarditis

	Miscellaneous
	Hypertrophic osteoarthropathy

Amyloid arthropathy

Myxedematous arthropathy

Sarcoid arthritis (acute type)
	


*most asymmetric arthritides may be or are characteristically initially monoarticular.

JCA= juvenile chronic arthritis

Skeletal Location

· appendicular

· gout

· SLE

· systemic vasculitis

· axillary 

· combined

Inflammatory:

· Spondyloarthropathies:  

· AS

· reactive arthritis

· Psoriatic arthropathy

· enteropathic arthropathies (i.e. IBD)

· undifferentiated

· JCA (polyarticular, systemic types)

· adult onset Still’s disease

· RA

· Syndrome of SAPHO:  synovitis, acne, pustulosis, hyperostosis, and osteitis

Noninflammatory: 

· OA

· diffuse idiopathic skeletal hyperostosis

· acromegaly

· ochronosis

· spondyloephiphyseal dysplasia

Characteristic Patterns of Joint Involvement

· Gout:  MTP of the big toe, ankle
· OA:  bilateral, symmetrical, DIP (Heberden’s nodes), PIP (Bouchard’s nodes)

· Polymyalgia rheumatica:  muscle girdles of the neck, shoulders, low back, buttocks

· Psoriatic arthropathy:  exclusive DIP involvement, sausage finger (enthesopathic digit or dactylis)

· RA:  bilateral, symmetrical, small and large joints

· Reactive arthritis: enthesopathic toe

· RSD:  diffuse pain, swollen hand or foot

· Septic arthritis in IVD users:  acute, sternoclavicular joint (which is rarely affected by arthritis)

· Seronegative spondyloarthropathies:  juxta-articular pain and tenderness (symptoms of inflammatory enthesopathies)

· Systemic sclerosis/ connective tissue disease:  bilateral, symmetric, puffy swelling of hands and fingers, possibly feet

Arthritis with Systemic signs and symptoms:  fever, weight loss


Note that a serious underlying illness should be suspect

· Fever and arthritis:  always evaluate for infection with CBC, blood cultures, chest radiography, urinalysis and culture.  



Fever is common in a  variety of rheumatic diseases such as 

· RA where serositis or vasculitis are also present. 

· Juvenile chronic arthritis:  tidal fever

· SLE 

· Weight loss and arthritis:  

· Weight loss is a feature of most diffuse, inflammatory rheumatic syndromes and is nonspecific:  RA, AS, reactive arthritis, enteropathic arthritis, Whipple’s disease, SLE, scleroderma

· Other causes should be considered such as hyperthyroidism, infection, neoplasm.  

Arthritis with problems in specific organs systems:  Organ specific clues can help identify specific rheumatic disease

· Skin rashes:  psoriasis form lesions, facial lesions, pustules, ulcerations, petechia or purpura are the primary types of skin disorders that occur with rheumatic conditions.

· Cardiopulmonary:  connective tissue diseases (SLE, scleroderma, myositis); most commonly pleuritic pain from pleuritis or pericarditis, progressive dyspnea, interstitial lung disease, cough

· Gastrointestinal:  often a side effect of medication to treat rheumatic conditions (i.e. gastropathy induced by NSAIDs).  Other complaints associated with the condition may include pain, diarrhea, hematochezia and are particularly associated with enteropathic arthritides (Crohn’s, UC, enteropathic reactive arthritis).  

· Eye disease:  common feature of many of the inflammatory rheumatic diseases as the lining layers of the eye share many features with the synovium.  Sx are usually 

· conjunctivitis:  reactive arthritis, Reiter’s syndrome

· uveitis:   AS, seronegative spondyloarthropathies associated w/ HLA-B27, juvenile chronic arthritis (may be painless)

· scleritis:  inflammatory arthropathies

· keratoconjunctivitis sicca:  most common ocular complication of rheumatic disease caused by lymphocytic infiltration of the lacrimal and salivary glands;  Sjogren’s syndrome, RA, connective tissue diseases; can be observed with Rose Bengal stain or Schirmer’s test

· corneal ulceration:  RA, systemic rheumatic disease associated with vasculitis.  

· Renal disease:  typically determined with chemistry or urine studies: SLE, vasculitides

Cramps, Weakness and Myalgias

Muscle Syndromes

· Generalized Weakness:  subacute or chronic (Usually w/ atrophy)

· Progressive muscular dystrophy:  Duchenne type, Fascioscapulohumeral type, Limb girdle types

· Polymyositis

· Inclusion body myositis

· Endocrine myopathies

· Chronic, slowly progressive polymyopathies (i.e. central core disease, glycogen storage disease)

· Episodic Weakness

· Familial (hyokalemic) periodic paralysis

· Normokalemic or hyperkalemic periodic paralysis

· Acute thyrotoxic myopathy

· Exertional Stiffness, Cramps, Spasms

· Leg cramps

· Metabolic defects of muscle metabolism

· McArdles disease

· Phosphofructokinase deficiency

· Carnitine palmitoyl transferase deficiency

· Debranching enzyme deficiency

· Defects of electron transport

· Congenital myotonia, paramyotonia congenita, myotonic dystrophy

· Hypothyroidism with pseudomyotonia

History

· Are the symptoms periodic, constant or progressive?

· Constant symptoms (unchanged on a daily basis) suggest a neurologic cause (i.e. peripheral neuropathy, cord lesion, CVA)

· Constant weakness without objective findings suggests a functional cause.

· Are the symptoms proximal, distal or general?

· asymmetric, peripheral weakness is usually neurologic

· symmetric proximal weakness is typical of both primary and secondary myopathies.  

· symmetric proximal and distal myopathy suggests inclusion body myositis.  

· bulbar weakness involving the muscles of the eye and swallowing suggests myasthenia

· asymmetric bulbar musculature involvement suggests cranial neuropathies or brainstem lesion

· symmetric, distal and bulbar suggests ALS

· asymmetric and distal cramps are usually benign (i.e. nocturnal leg cramps)

· Are the symptoms use related?

· absence of overuse or unusual use suggests primary or secondary myopathy

· specific muscle group involvement after strenuous exercise suggests myopathies with rare, specific enzyme deficiency involving oxidative phosphorylation of  ATP.  

· Is weakness, asthenia or general lassitude present?

· Weakness comes from loss of muscle power

· asthenia is decrease in general well-being

· in primary myopathies, fatigability of strength can be induced by repetitive use of the muscle groups in question

· myotonias have an  progressively more intense contractions with repetitive use 

Heat tends to make all myopathies worse (polymyositis, dermatomyositis)

Physical Exam:

Muscle Strength Testing

O


no muscle contraction 

1 trace
palpable contraction, little or no motion

2 poor

motion, but not against gravity

3 fair 

motion against gravity

4 good
motion against resistance

5 normal
motion against considerable resistance

Palpation:  

· tenderness with palpation is unusual even in inflammatory myopathies.  More likely, patients complain of pain at rest or with use.  

· pain upon palpation suggests gross damage, rhabdomyolysis, compartment syndrome or Trichinella infection

Fasciculations

· during rest in conjunction with muscle weakness and atrophy suggests motor neuron disease (ALS, progressive bulbar palsy) or other spinal gray matter disorders

· benign fasciculations tend to be sporadic, may have rippling and twitching sensations, but without weakness or atrophy.

If inflammatory myositis is present, screening for malignancy is necessary:  

1. Chest x-ray, occult blood, liver function tests, PSA (men) or mammogram, CA125, Gyn exam (women)

2. Upper and lower GI barium studies OR upper endoscopy and colonoscopy, abdominal and chest CT scan, pelvic colposcopy (women)

Fatigue

Differentiate the cause from rheumatic disease or secondary to depression

Fibromyalgia:  fatigue when rising with morning stiffness and in mid afternoon.  Minor activity and prolonged inactivity aggravates pain and fatigue. Sleep problems are common:  light sleeper, waking frequently during the early morning, difficulty returning to sleep.  

� Klippel J, Diee P, Ferri F.  Primary Care Rheumatology.  Harcourt Publishers 2000








