
First-line treatment is with a simple
analgesic, such as paracetamol,
with treatment for mechanical
problems, such as upper and lower
limb strengthening exercises; this may
require referral to physiotherapy.
NSAIDs are useful in patients without
contraindications, and topical NSAIDs
have fewer serious side-effects. Opioid
analgesics may also be useful. Lifestyle
interventions such as weight loss
should be considered.

In many patients, diagnosis and
management will be straightforward
and treatment should not be delayed.
For example, polymyalgia rheumatica
can often be managed with
prednisolone and appropriate bone
protection. 

An acute episode of polyarticular
gout is usually treated with NSAIDs or
colchicine (the latter at an appropriate,
tolerated dose). 

Multiple mechanical joint pains or
fibromyalgia can be managed with
muscle strengthening and aerobic
exercise programmes and drug
therapy. 

In patients with inflammatory
polyarthritis, treatment with 
disease-modifying antirheumatic
drugs (DMARDs) should be instituted
in secondary care, where the evolution
of both the disease process and
modern DMARD use (including
biological therapy) can be evaluated.
Patients on DMARD therapy will
usually remain under follow up in
secondary care where the need for
escalation (or reduction) in therapy
can be assessed. However, shared care
with the GP with regard to drug
monitoring requirements is usually
appropriate, when local guidelines are
in place.

Patients with suspected
inflammatory polyarthritis should be
promptly referred to a rheumatologist
for assessment. Ideally, waiting times
should be short enough that
treatment with a corticosteroid, which
will mask clinical features, is not
required pre-referral. However,

‘Patients should
not be denied
adequate pain
relief or NSAIDs
while awaiting
an appointment’
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patients should not be denied
adequate pain relief or NSAIDs while
awaiting an appointment.

SUMMARY
Polyarthralgia is a common problem
with a wide range of differential
diagnoses. Clinical assessment is the
most important factor in making a
diagnosis. History and examination
should help to differentiate
mechanical from inflammatory
disorders, and investigations play
a small role. 

Early intervention, regardless of
aetiology, is the key to successful
management. Treatment is likely to be
a combination of lifestyle modification,
physical therapy and medication, and
this combined approach is most likely
to negate the disability and chronic 
ill-health traditionally seen in patients
with polyarthralgia.  
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In patients with symptoms in multiple joints, it is
important to decide whether the condition is
inflammatory or mechanical in nature. History and
physical examination should establish a diagnosis in at
least 75% of patients.Laboratory investigations and
imaging studies may be indicated to aid diagnosis.

In patients with inflammatory arthritis, early morning
stiffness typically lasts for more than one hour; in
contrast, patients with osteoarthritis may find their
joints become less stiff in only 5-10 minutes.
Symmetrical joint pain may also suggest an inflammatory
problem, such as rheumatoid arthritis (RA) 
or polymyalgia rheumatica.

Fever may suggest infective arthritis or 
crystal-associated arthritis. GPs should ask about 
extra-articular symptoms as these may indicate
seronegative arthritis.

GALS (gait, arms, legs and spine) assessment followed
by a more focused examination is unlikely to miss any
significant musculoskeletal pathology. 

Patients with suspected inflammatory arthritis should be
examined for synovitis, indicated by synovial thickening
and effusion. Bony enlargement is more common in
mechanical disorders, such as osteoarthritis, and
tenosynovitis is commonly found in overuse problems
and inflammatory arthritides. Muscle weakness is a
hallmark of polyarthralgia.

The role of investigation will depend on the diagnosis
being considered. No investigation will exclude
inflammatory arthritis in a patient with the appropriate
history and findings on examination. Rheumatoid factor
is not a screening test for RA. It should only be performed
in patients with a high likelihood of inflammatory arthritis.
Anti-cyclic citrullinated peptide (anti-CCP) antibodies
have similar sensitivity but increased specificity
compared with rheumatoid factor for the diagnosis
of RA, and anti-CCP testing can be useful in the diagnosis
of early RA.

GPs should refer any patient considered to have a
moderate to high risk of inflammatory polyarthritis,
obvious inflammatory arthritis, or if the patient has
polyarthralgia, there is diagnostic uncertainty and the
clinician or patient is concerned.

Standard treatment of polyarthralgia is a combination
of nonpharmacological and pharmacological therapies.
Simple analgesics and NSAIDS are first-line drugs. In
patients with an inflammatory polyarthritis, treatment
with disease-modifying antirheumatic drugs (DMARDs)
should be instituted in secondary care. Waiting times
should be short enough to avoid the need for
corticosteroid treatment, which will mask the clinical
features.

We welcome your feedback 

If you would like to comment on
any of the articles in this issue of
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