
SYMPOSIUMCARE OF THE ELDERLY
JOINT PAIN

Practical tip
An acutely swollen painful joint is
infected until proven otherwise.

INVESTIGATIONS
In straightforward cases of OA no
specific investigations are required
(see following practical tip). If doubt
exists, however, tests may be
necessary including FBC, ESR and
CRP, uric acid for suspected gout and
radiographs of the affected joints
especially following trauma, or
pseudogout. Radiographs may also be
helpful in distinguishing between hand
OA and RA.7

Rheumatoid factor and ANA may be
useful in cases of suspected
inflammatory arthritis. 

Joint radiographs are done in
advanced cases before considering
joint replacement (see figure 1, p17).

Chondrocalcinosis is seen in the
affected joint in cases of pseudogout
(see figure 2, left).  

Practical tip
The EULAR recommendations for the
diagnosis of knee OA state that a
confident diagnosis can be made
based on three symptoms (knee pain,
short-lived morning stiffness and
functional limitation) and three signs
on knee examination (crepitus,
restricted movement and bony
enlargement) without a requirement
for imaging. Other investigations are
recommended only if atypical
pathology is suspected.8

Synovial fluid should always be
obtained in an acute monoarthritis.
Fluid should be sent for Gram 
staining, culture and crystal analysis.
Septic arthritis may co-exist with
gout/pseudogout.

If septic arthritis is suspected, the
patient should be assessed for sources
of infection (e.g. chest radiograph,
blood and urine cultures). A specialist
orthopaedic or rheumatological
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by pseudogout and the first
metatarsophalangeal joint or knee
joint involvement may represent gout.
Stiffness in the shoulder and hip
girdles, worse in the morning,
suggests polymyalgia rheumatica.

The physical examination should
focus on the involved joint(s) and
surrounding area, as well as a general
examination to screen for other
affected joints and for potential
systemic manifestations of disease. 5, 6

• medication use (diuretics in case of
gout) 
• other risk factors such as travel,
sexual history, diet, tick bites
• occupational history
• alcohol  

The pattern of joint involvement
points to the diagnosis. Bilateral
symmetrical small joint pain, swelling
and stiffness should arouse the
suspicion of rheumatoid arthritis. The
wrist and knee are commonly affected

Table 2

Risk factors for OA
Age
Gender (female>male)
Family history
Occupation
Previous injury
Obesity
Joint laxity

FIGURE 2
Chondrocalcinosis
in pseudogout of
the knee

Table 1

Differential diagnosis of acute and chronic arthritis
Causes of acute joint pain

Causes of chronic joint pain

• Septic arthritis: S. aureus, Group B
streptococci, S. pneumoniae, Gram-negative
organisms (especially in immunocompromised
patients)
• Crystal induced arthritis – gout, pseudogout
• Flare of osteoarthritis 
• Reactive arthritis (following infection)
• Haemarthrosis
• Intra-articular injury (fracture, meniscal tear,
osteonecrosis)
• Systemic disease 
– Inflammatory e.g. rheumatoid arthritis, SLE,
polymyalgia rheumatica
-Malignancy (paraneoplastic)
• Osteoarthritis 
• Crystal associated arthritis e.g. gout,
pseudogout, Milwaukee shoulder
• Rheumatoid arthritis
• Seronegative spondyloarthropathy 
e.g. psoriatic arthritis
• Remitting seronegative symmetrical synovitis
with pitting oedema (RS3PE)
• Joint related conditions such as
tendinitis/tendinosis, tendon rupture,
ligamentous sprain/strain, bursitis
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