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Learning 
Objectives 

■  Cite a systematic approach to the diagnosis of 
arthritic disorders. 

 

■  Discuss the DX and management of RA, OA, and 
gout. 

 

■  Identify indications and use of disease-modifying 
antirheumatic drugs. 
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Question 1. A 38 year old female with history of lupus presents with acute pain, 
rubor, calor and swelling in her right knee. She denies recent 
trauma and is currently taking hydroxychloroquine and prednisone. 
Her other SLE sx have been well-controlled. The most likely cause 
of this patient's knee pain is: 

 

A.  Infectious arthritis 

B.  Patellofemoral syndrome 

C.  Rheumatoid arthritis 

D.  Sjagren syndrome 

E.  Systemic lupus erythematous flare 
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An Approach to Articular Disease 

Look for 1 of 3 patterns: 
§  Monoarticular 

§  Symmetric Polyarticular 

§  Asymmetric Polyarticular 
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Acute 
Monoarthritis 
§  Inflammation (swelling, tenderness, 

warmth) in one joint 

§  Occasionally polyarticular diseases can 
present with monoarticular onset: (RA, 
JRA, reactive and enteropathic arthritis, 
sarcoid, viral, psoriatic arthritis) 

§  The most critical diagnosis to consider 
is - acute infection  
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Monoarticular Differential 

Common 

■  Osteoarthritis 

■  Crystals (Gout) 

■  Trauma 

■  Infectious 
•  Septic 
•  Viral 

■  Neoplastic 

■  Overuse 

■  Vascular (Necrosis) 

Less Common 

■  Rheumatologic 
•  Ankylosing spondylitis 
•  JRA 
•  Psoriatic arthritis 
•  Reactive arthritis 
•  Sarcoidosis 
•  SLE 

■  Hemoglobinopathies 
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Symmetric Polyarthritis 

§  Rheumatoid Arthritis 
§  Systemic Lupus Erythematosus 

(Skin findings) 
§  Psoriatic Osteoarthritis 
§  Scleroderma 

§  Polymyalgia Rheumatica (older pt 
with shoulder/ hip symptoms) 

§  Lyme disease 
§  CPPD (pseudogout) 
§  Sarcoid (CXR) 
§  Spondyloarthropathy (IBD)  
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Key Points in the Approach to Arthritides 

1.  Distinguish arthritis from non-articular, soft tissue syndromes 
•  “Active” ROM restriction implies soft tissue 
•  “Passive” ROM (intraarticular) implies joint involvement 

2.  Distinguish single-joint from multiple-joint involvement 

3.  Mechanical vs. inflammatory mechanism 
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Diagnostic Clues 

•  Active ROM restricted 
•  Back pain/eye inflammation 

•  Coagulopathy 

•  Diuretics/renal stones/tophi 

•  Hilar adenopathy 

•  Immunosuppression/steroids 
•  Insidious onset of pain 

•  Previous attacks w/ resolution 

•  Skin Lesions 

Periarticular  
Ankylosing spondy  

Hemarthrosis 

Gout 

Sarcoidosis 

Septic arthritis 
OA 

Crystals 

Psoriatic arthritis 
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Question 2. A 59 year old female presents with symptoms of fatigue, mild 
weight loss, and morning stiffness in both hands lasting more 
than an hour. She notes worsening tenderness in her MCPs and 
DIPs bilaterally. Which of the following is the most specific to 
the diagnosis of this inflammatory process? 

 

A.  High ESR 

B.  Positive ANA 

C.  Rheumatoid joint erosions 

D.  Rheumatoid factor  
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Answer 2. A 59 year old female presents with symptoms of fatigue, mild 
weight loss, and morning stiffness in both hands lasting more 
than an hour. She notes worsening tenderness in her MCPs and 
DIPs bilaterally. Which of the following is the most specific to 
the diagnosis of this inflammatory process? 

 

A.  High ESR 

B.  Positive ANA 

C.  Rheumatoid joint erosions 

D.  Rheumatoid factor  
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Rheumatoid 
Arthritis 
Rheumatoid joint erosions most 
specific to RA diagnosis 
 
Typically associated with RA 
•  High ESR 
•  Positive ANA 
•  Positive RF 
•  Positive anit-CCP #1  

13 



Joint Findings in 
RA 
Typically associated with RA 
■  Metacarpophalangeal swelling and 

pain 
■  Boutonniere deformity: Flexion of the 

PIP with hyperextension of the DIP 
■  Swan-neck deformity: Extension of 

the PIP flexion of the DIP 
■  Baker cyst 
■  Atlantoaxial instability 
■  RA Spares SI Joints 
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Question 3. When using the Joint Score Classification, which of the 
following does not contribute toward a diagnosis of RA? 

 

A.  4-10 small joints affected 

B.  + Rheumatoid factor 

C.  + Sedimentation rate 

D.  Duration of symptoms less than 6 weeks 

E.  + anticyclic citrullinated peptide antibodies 
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Criteria for RA 

Every patient with > 6 points is unequivocally positive for RA 
•  Patients with sx in >1 joint with clinical synovitis not explained by another 

diagnosis. 

4 areas considered in diagnosis  
•  Number of Joints:  

 2-10 large joints = 1; 1-3 small joints = 2; 4-10 small joints = 3; > 10 small joints = 5 
 

•  Serology: + RF and Anti-CCP 

•  Acute Phase reactants: + CRP/ESR 

•  Duration of symptomzs: > 6 weeks 
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Question 4. After diagnosing RA. when should disease modulating anti-
rheumatic drugs (DMARDs) be initiated? 

 

A.  Promptly upon making the diagnosis 

B.  Following 3 months of NSAID therapy 

C.  Following a 5-day steroid burst. 

D.  Only after the patient has failed conservative therapy 
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NON-DMARDs 

■  NSAIDs: No theraputic differences 
 

■  Glucocorticoids (Prednisone): Steroids unable quick control of the disease and 
allow time for the other DMARDs to take effect.  Steroids are a bridge to 
DMARD therapy.  They are the answer for acutely ill patients with severe 
inflammation.  Long-term glucocorticoid use should be avoided if at all possible. 
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DMARDs (Nonbiologics) 

■  Methotrexate: Inhibits dihydrofolate reductase: First line! 
•  Need 1000 mg of folate daily 

■  Leflunomide (Arava): Inhibits pyrimidine synthesis 

■  Hydroxychloroquine (Plaquenil): Antimalarial, blocks toll-like receptors 

■  Sulfasalazine (Azulfidine): Folate depletion 

■  Minocycline (Minocin): Antimicrobial. MOA unknown. 

21 



DMARDs (Anti-TNF-α Biologics) 

■  Adalimumab (Humira) 
■  Certolizumab (Cimzia) 
■  Etanercept (Enbrel) 
■  Golimumab (Simponi) 
■  Infliximab (Remicade)  
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Key Recommendations for Practice (SORT) 

■  Combination therapy with two or more DMARDs is more effective than 
monotherapy. However, more than one biologic agent should not be used at 
one time. (A) 

■  No regimen of monotherapy is clearly superior to any other. (A) 

■  A guided exercise program can improve quality of life and muscle strength. 
(B) 

■  Patients with inflammatory joint disease should be referred to rheumatology 
if symptoms last more than six weeks. (C) 
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Key Recommendations for Practice (SORT) 

■  Cardiovascular disease is the main cause of mortality in persons with RA; 
therefore, risk factors for coronary artery disease should be addressed in 
these patients. (C) 

■  Corticosteroids are effective but have high toxicity. Use lowest dose 
possible for shortest time. (A) 
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Extraarticular Manifestations of RA 

§  Accelerated CAD 
§  Pericarditis 
§  Scleritis 
§  Keratoconjunctivitis 
§  Ulcerative keratitis 
§  Amyloidosis 
§  Splenomegaly 

§  Neuropathy 
§  Pleural effusion 
§  Interstitial lung disease 
§  Pulmonary nodules 
§  Rheumatoid nodules 
§  Vasculitis 

25 



Major 
Spondyloarthropathies 

■  Ankylosing spondylitis 
■  Reactive arthritis (Reiter's 

syndrome) 
■  Psoriatic arthritis 
■  Inflammatory bowel disease - 

associated spondyloarthropathy 
■  Undifferentiated 

spondyloarthropathy 
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Ankylosing Spondylitis 

■  The most common spondyloarthropathy 0.1-0.2% 
■  Related to the prevalence of HLA-B27 
■  Most often affects white males between 15-40 
■  Back pain insidious, dull, radiates to gluteal, worse in AM, improves 

with activity, but nocturnal sx 
■  Enthesitis common - Achilles and plantar fascia 
■  Anterior uveitis is common 
■  First-line tx: NSAIDs 
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Question 5. ■  A 27-year-old male presents with months of back pain 
that is worse at night.  He has diminished expansion of his 
chest on inhalation and flattening of the normal lumbar 
curve.  What is the most accurate of these tests? 

A.  X-ray 

B.  MRI 

C.  HLA-B27 

D.  ESR 

E.  RF 
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Question 6. A 35 year old male presents with a 3-month history of an 
asymmetric polyarthritis noted in 6 separate joints. PE 
reveals pitting of the fingernails along with a scaly, silver 
rash noted on both elbows. Which tx has been shown to delay 
further progression of this patient's joint erosion? 

 

A.  Aspirin 

B.  Etanercept 

C.  Methotrexate 

D.  Naproxen sodium 

E.  Sulfasalazine 
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Answer 6. A 35 year old male presents with a 3-month history of an 
asymmetric polyarthritis noted in 6 separate joints. PE 
reveals pitting of the fingernails along with a scaly, silver 
rash noted on both elbows. Which tx has been shown to delay 
further progression of this patient's joint erosion? 

 

A.  Aspirin 

B.  Etanercept 

C.  Methotrexate 
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E.  Sulfasalazine 
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Psoriatic Arthritis 
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Psoriatic Arthritis 

■  Asymmetric, oligoarticular-associated dactylitis 
■  Predominant DIP involvement - nail changes 
■  Polyarthritis "RA-like" - lacks RF or nodules 
■  Arthritis mutilans - destructive erosive hands/feet 
■  Axial involvement - spondylitis 
■  HIV-associated - more severe 
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Psoriatic Arthritis 

■  Prevalence of arthritis in psoriasis: 5-20% 
•  Psoriasis usually precedes PSA - 75% 
•  In 15-20%, arthritis precedes psoriasis 
•  Nail changes common 
•  Usually insidious, but 1/3 have acute onset – Dactylitis 
•  Uveitis 

■  Psoriatic plaques 
•  Scalp, extensor surfaces, anal cleft, umbilicus 

34 



Diagnosis of Psoriatic Arthritis 

35 

Point system: Need to have established inflammatory articular disease with 
>3 points from  
•  Current psoriasis: 2 points 
•  Hx of psoriasis: 1 point 
•  FHx of psoriasis: 1 point 
•  Dactylitis: 1 point 
•  RF negative: 1 point 
•  Nail dystrophy: 1 point 
•  Juxta-articular new bone formation: 1 point 

•  No specific lab findings 



Treating Psoriatic Arthritis 

■  Physical therapy: Start early! 
•  Treatment 

o  DMARDs for slowing down joint erosions 
o  Methotrexate Weekly and give folate 
o  Sulfasalazine: Cochrane, 2009 
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Reactive Arthritis (Reiter's) 

■  Triggered by an extraarticular infection 
■  Reiter's triad: 

1.  nongonococcal urethritis 
2.  conjunctivitis 
3.  arthritis 

■  Sx usually occur 1-4 weeks after infection 
■  Typically oligoarticular (lower extremities) 
■  Onset is acute (days), 2-4 joints become painful and swollen in 

asymmetric distribution 
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Key Clinical Recommendations 

■  Clinical criteria supported by laboratory tests, synovial fluid analysis, and radiographs help to 
establish the presence of spondyloarthropathies. (C) 

■  Initial management begins with NSAIDs. (C) 

■  Sulfasalazine (Azulfidine) may be an effective second-line agent that provides short-term relief. 
(B) 

■  DMARDs such as etanercept (Enbrel) and infliximab (Remicade) are effective in treating 
Inflammatory symptoms. (B) 

■  Despite the possibility of a bacterial etiology in reactive arthritis, antibiotic therapy has been 
ineffective. (B)  

■  Second-line treatment of psoriatic arthritis (after NSAIDs) includes systemic corticosteroids, 
methotrexate, sulfasalazine, cyclosporine, and tumor necrosis factor-α inhibitors. (B) 
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Question 7. Right-handed 80 year old male, previous painter, presents 
with chronic right, dull hand pain. States his DIPs and PIPs 
most tender, but not his MCPs. On exam, there is mild 
swelling in DIP/PIP distribution but no rubor or calor. Which 
of the following is NOT consistent with this diagnosis? 

 

A.  Osteophytes at the joint margins 

B.  Changes in joint alignment 

C.  Heberden's nodes 

D.  MCP inflammation 
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Answer 7. Right-handed 80 year old male, previous painter, presents 
with chronic right, dull hand pain. States his DIPs and PIPs 
most tender, but not his MCPs. On exam, there is mild 
swelling in DIP/PIP distribution but no rubor or calor. Which 
of the following is NOT consistent with this diagnosis? 

 

A.  Osteophytes at the joint margins 

B.  Changes in joint alignment 

C.  Heberden's nodes 

D.  MCP inflammation 
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Osteoarthritis 
A chronic joint disorder in which there is 
progressive softening and disintegration of 
articular cartilage accompanied by new growth 
of cartilage and bone at the joint margins 
(osteophytes) and capsular fibrosis. 

■  Primary or idiopathic 

■  Secondary 
•  Posttraumatic, childhood anatomic 

abnormality, metabolic, neuropathic, 
endocrinopathy, Paget's, gout, septic 
arthritis 
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Osteoarthritis Symptoms 

■  Absence of systemic findings 
■  Minimal articular inflammation 
■  Distribution: DIP and PIP but not wrist and MCP 
■  Insidious onset, “aching or burning” 
■  Transient stiffness 
■  More common in hands and large weight-bearing joints 
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Osteoarthritis X-Ray Changes 

■  Joint space narrowing 
■  Subchondral sclerosis 
■  Osteophytes 
■  Cysts 
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Osteoarthritis X-Ray Changes 
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OA Medical Management 

■  NSAIDs 
■  APAP - no longer has great data for OA of large joints 
■  Walking aids 
■  Weight loss 
■  Physiotherapy – aquatics 
■  Altered activity 
■  Injections: Steroids vs. Hyaluronic Acid 

•  Weaker data to support the use of hyaluronic acid 
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Osteoarthritis Key Practice Guidelines AAFP 2014 

■  Persons with symptomatic knee osteoarthritis should participate in self-
management programs, strengthening, low-impact aerobic exercise, and 
neuromuscular education. 

■  Acupuncture, glucosamine, and chondroitin are not recommended therapies 
for knee osteoarthritis. 

■  Recommended pharmacologic therapies include oral or topical nonsteroidal 
anti-inflammatory drugs or tramadol.  

■  Hyaluronic acid injections are not recommended, and evidence to support 
corticosteroid injections is inconclusive. 
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Question 8. A 53 year old male with hx of renal stones presents with an 
exquisitely painful left great toe and heel that started last 
night. Patient denies fever, rash and other systemic 
symptoms. Which diagnostic feature is most specific to this 
inflammatory disorder? 

 

A.  A serum uric acid > 6.8 mg/dL 

B.  Negatively birefringent crystals in tissues 

C.  Radiographic evidence of joint erosion 

D.  Positively birefringent crystals in the tissues  
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Answer 7. A 53 year old male with hx of renal stones presents with an 
exquisitely painful left great toe and heel that started last 
night. Patient denies fever, rash and other systemic 
symptoms. Which diagnostic feature is most specific to this 
inflammatory disorder? 

 

A.  A serum uric acid > 6.8 mg/dL 

B.  Negatively birefringent crystals in tissues 

C.  Radiographic evidence of joint erosion 

D.  Positively birefringent crystals in the tissues  
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Gout: Testing 

■  Best initial test: Arthocentesis 
■  Most Accurate test: Polarized light examination 

49 



Gout: Common Clinical 
Symptoms 

■  Acute gout often begins at night. 

■  Rapid onset of rubor, calor, swollen, 
intensely tender. 

■  Rare fever, rash or other systemic signs. 

■  Involvement of 2 or more joint is 
uncommon in early flares. 

■  MTP of the great toe (podagra) is the 
first joint affected in half of all cases. 

■  20% of patients have renal stones.  
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Gout: A Chronic Disease of 4 Stages 

1.  Asymptomatic hyperuricemia 
2.  Acute flares of crystallization 
3.  Intervals between flares 
4.  Advanced gout & complications 
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Gout and Serum Uric Acid  

■  Hyperuricemia alone is insufficient to diagnose gout! 
■  Gout risk increases when serum levels persistently exceed 

6.8 mg/dL - at which point extracellular fluids become 
saturated and hyperuricemia occurs. 
■  ASA Decreases Uric Acid Excretion  
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Foods That Increase Gout Risk 

■  Foods high in protein 
•  Beef, pork, lamb (RR 1.41) 
•  Seafood (RR 1.51) 

■  High-fructose corn syrup 
•  In women, one fructose-sweetened soft drink daily raises risk 

for gout by 74% (RR 1.74) 
•  2 drinks per day 139% (RR 2.39) 
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Antihypertensives and Gout 

■  After adjusting for multiple confounders 
•  CCBs    RR 0.9 
•  Losartan    RR 0.8 
•  Thiazides    RR 2.4 
•  B-Blockers    RR 1.5 
•  ACEls    RR 1.3 
•  Nonlosartan ARBs  RR 1.3  
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Gout 

Indications for UA lowering agent (UALA) 
■  Tophus or tophi (A) 
■  Frequent attacks (>2 attacks/yr) (A) 
■  CKD stage 2 or worse (C) 
■  Gout with urolithiasis (C) 
■  UA overproduction and urinary overexcretion (>1000 mg daily) (C) 
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American College of Rheumatology 2012 Recommendations 
for Acute Flare 

■  Monotherapy with NSAIDs, steroids, or colchicine for mild-to-moderate 
attack. 
–  Colchicine when NSAIDs contraindicated such as CKD, AKI 

 
■  Colchicine should be the first-line therapy for “attack prophylaxis” 

■  Prophylaxis should continue for the greater of: 6 months, 3 months after 
achieving target UA levels without tophi, or 6 months after achieving target 
levels with resolution of tophi. 
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