
Table 1

Criteria for a diagnosis of osteoarthritis

•Age > 45 years
•Activity-related joint pain
•No morning stiffness or morning
stiffness < 30 minutes

Table 3

Criteria for referral of suspected
rheumatoid arthritis

Routine
•Persistent tenosynovitis of
undetermined cause

Urgent
•Small joints of hands and feet
affected
•More than 1 joint affected
•More than 3 months between
symptom onset and consultation 

Table 2

Red flag symptoms suggesting
possible serious underlying pathology

•Significant trauma 
• Immunosuppression
•History of malignancy
•Hot swollen joint
•Systemic upset, fever, night sweats,
weight loss
•Extremes of age < 20 or > 55
•Rapid deterioration in symptoms
•Nocturnal pain
•Neurological symptoms
•Current or recent infection
•Claudication
•Abdominal mass 
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cognitive impairment may also hinder
communication. In patients with
cognitive impairment, assessment may
depend on the history reported by the
carers and direct observations such as
facial expressions, behavioural changes
and non-specific measurable
physiological variables such as heart
rate and blood pressure. 

There are a number of tools available
such as the verbal and numerical rating
scales, visual analogue scales, the pain
disability index and the short form
McGill pain questionnaire.19 Some
advocate the use of the simpler
instruments such as the verbal and
graphical scales because of a low failure
rate in the elderly and those who are
cognitively impaired.20 However, a
recent systematic review looking
specifically at pain assessment in the
context of dementia concluded that 
‘no one tool could be recommended’
and there is limited evidence on the
validity, reliability and clinical utility of
current assessment tools.21

In addition to an assessment of pain
intensity, a biopsychosocial model
should be adopted to ascertain the
effect of the pain on the patient’s mood,
social function and activities of daily
living. This will aid monitoring for
improvement resulting from initiation of
analgesic therapies. It also ensures that
the clinician screens for potential
psychological sequelae of persistent
pain such as depression, anxiety and
fear avoidance behaviour. 

Assessment should focus on:
•Distribution of joint involvement 
•Symmetry 
•Any disruption of normal anatomy
•Limitations of movement 
•Presence of joint effusions or 

a single hot swollen joint
The latter should prompt exclusion of

septic arthritis which, if untreated, can
destroy the joint within 24 hours.22

The recently updated NICE guidelines
stipulate that in patients over 45, 
a history of activity-related pain without
significant morning stiffness is
satisfactory for a diagnosis of
osteoarthritis without the need for
further investigation, see table 1, above.23

In osteoarthritis the patient will
typically describe pain on movement of
the affected joint, pain worse at the end
of the day and sometimes a degree of
background pain at rest. The disease is
often localised to the large load-bearing
joints, predominantly the hips and knees.
There may be evidence of joint swelling,
tenderness, Heberden’s nodes (bony
lumps at the distal interphalangeal joint),
Bouchard’s nodes (proximal
interphalangeal joint), decreased range
of movement and mild synovitis.
Imaging, when performed, will typically
show narrowing of the joint space, the
presence of bony cysts, marginal
osteophytes and subchondral
sclerosis.24 The presence of any red flag
symptoms should warrant prompt
investigation and exclusion of more
sinister pathology, see table 2, above.

In contrast to osteoarthritis, the
inflammatory arthritides typically
present with symmetrical swollen, stiff,
and painful small joints of the hands and
feet, usually worse in the morning.24

Early tenosynovitis may not be clinically
evident but in the long-term will cause
swollen, inflamed, deformed and tender
joints. The characteristic boutonnière
and ‘swan-neck’ deformities may be
seen, along with ulnar deviation of the
digits. Rheumatoid arthritis is a
multisystem disease, the diagnosis 
and management of which is beyond

the scope of this article.
Any suspicion of an undiagnosed

inflammatory arthritis should prompt
specialist referral for assessment, in
accordance with NICE guidelines, see
table 3, above.25 Onset is typically in the
fourth or fifth decade, with a female
preponderance and a prevalence of
around 1% of the population.22 This is in
stark contrast to osteoarthritis, for which
a third of the UK population over the
age of 45 have sought treatment.26

MANAGEMENT STRATEGIES
Once the diagnosis is made, a full
explanation of the condition should 
be given to the patient to help them 
self-manage their condition.23

Positive behavioural changes should 
be encouraged such as weight loss,
appropriate footwear and graded
exercise with a focus on both local
muscle strengthening and general
aerobic fitness.23 Recent evidence
suggests exercise can reduce pain,
improve function and delay joint
replacement in hip osteoarthritis.27-29

Thermotherapy with either heat or
cold should be considered as a useful
and safe adjunct.23 A Cochrane review of
acupuncture demonstrated a
statistically significant benefit in both
controlled (sham needles) and 
waiting-list controlled trials.30 Despite
this finding, some argue whether this

‘Suspicion of an
undiagnosed
inflammatory
arthritis 
should prompt
specialist referral’

‘Functional
limitation or
reduced quality 
of life warrant
initiation of
pharmacological
therapy’


