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= How to make a clinical diagnosis of rheumatod

arthrits.

* Which special investigations should be ordered o »

confirm the diagnosis?

® In the next ssue an article on the diagnosis of osteo- »
arthritis will be presented. In a third article, in July,
the treatment differences between these wo

comditions will be illustrated.

te k.

* Hoe om 'n klinlese diagnose van mimatoiede artris

Watter spesiale ondersocke moet aangevea word om

die diagnose te bevestig?

witgelig word.

In die volgende uitgawe gaan die diagnose van osteo-
artritis bespreek word. In 'n derde artikel, i Julie,
sal die verskille i die behandeling van OA en RA
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INTRODUCTION

Rheumatoid Arthritis (RLA) is a chronic
relapsing disease characterised by
general il health, chronic synovial
inflammation of jeint and tendons, and
systemic disease.

It is common - affecting 2% of the
female population - with 2.4 million
cases estimated in the USA. The Annual
incidence of new cases is 48 / 100000
of the population,

There is a definite familial tendency
and a female dominance, The mean age
at onset is 35-55 years. Onset is acute
in 30%, and insidious onset in 70%.

The synovium is the centre of the
abnormality in the musculoskeletal
manifestations of rheumatoid arthritis.
The body loses its ability to differentiate
self from non self, and an immune
reaction is mounted against self — an
autoimmune reaction with resulting
inflammation. Erosion of the subchon-
dral bone follows with joint and iendon
damage.

The illness usually présents with
stiffness and swelling of joints in a
palyarticular and symmetrical distribu-
tion. However, with time, the disease
becomes chronic, and there is erosion
and damage to the underlying cartilage
and bone. The damage 15 NOT
reversible once the cartilage has been
lost, and progression with mechanical

change occurs, Over years, the inflam-
mation will then starl to subside, and the
symploms change - to pain later in the
day, and less morning stiffness,
reflecting mechanical problems. The
joints are deformed and function
deteriorates due to this deformity.

The basic clinical asscssment
remains the comerstone of diagnosis,
and the laboratory tests and radiological
assessment are adjuncts to this
assessment, largely helping to confirm
the clinical assessment. The laboratory
and radiclogy are NOT the first line of
the diagnostic process.

THE ASSESSMENT OF THE
RA PATIENT

A. The History

1. Ewvaluation of the history including
onset, duration and distribution of
joint disease.

2. Assessment of pain, stiffness and
function,

3. A full systematic history, as the con-
dition is a systemic disease.

4. A genetic history may be useful in
view of the hereditary aspects of
disease.

5. Impact of the disease on daily life.

In fact for a quick assessment four key
questions require answering, These are

extremely helpful to differentiate
inflammatory versus non-inflammatory
symploms,

. Is the patient stiff generally in the
body?

2. s the stiffness predominately in the
morning? If so, how long does the
patient remain stiff?

3. Is there midday fatigue — a strong
sign of inflammatory disease.

4. Does the patient get swelling or heat
in the joints?

Patients with inflammatory arthritis,
typically, are very stiff and this lasts
longer than 1 hour after waking. The
pain and stiffness in these patients gets
better with mobilisation and as the day
progresses. In contrast ostecarthritis
patients tend to be transiently stiff for
seconds to minutes afier waking and
problems are worse through the day and
on activity. Post rest stiffness called
gelling is typical lasting seconds to
minutes in osteparthritis patients.
Similarly, fatigue and sofi fissue
swelling are typical of inflammation.,

B. A full comprehensive General,
.'ir.-f.ri.':rr, aned Musculoskeletal
ExAminaion,

This includes an examination of ALL
the joints in the body, and regional
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tendon and bursal sites. An assessment

of deformity in each joint should also

be made. A rheumatological exami-
nation should include cach jomnt, Lse the

‘look, feel and move® technigue of

examination.

I. LOOK for obvious swelling or de-
formity.

2. FEEL for synovitis. This examina-
tion technigue is not complex, but
does require experience. One wants
to be able to detect even subtle
swelling, a finding in early disease.
[t is considered unnecessarily late to
diagnose only once there is gross
swelling, or even worse, when there
15 already deformity. Feel, therefore,
in the joint lining for a soft tissue,
almost spongy *feel’ to the joint. The
same technique is followed w all
Joinis,

3. MOVE the joint. This is to establish
tenderness and range of movement.
It must be realised that joint pain

Figure 1;: Examination of the joints, Each
juint is carefully inspected and palpated
for swelling, Here the examiner feels the
proximal interphalyngeal joints.

Figure 4: X-rays of the hands im
Rheumatoid arthritis, Demonstrates
periarticular porosis, joint space
narrowing of the proximal inter-
phalyngeal joints, and erosions. Noie
ernsion of the winar styloid, and
narrowing of the wrists. (See Fig 5)

might result cither from within the
joint — capsular, versus soft tissuc
mnvalvement e, muscles or tendons
- putside the joint. The differentia-
tion between joint versus soft tissue
discase is not complicated. It is
based on the simple principle that
muscle or tendon disease will not be
painful on passive movement, but
rather on contracting the involved
tendon. This can be done by testing
movemeni againsi resisiance,
However joint disease itself can be
diagnosed by testing for tendemess
on passive movement of the joint,

Restriction of joint range of

movement, in the so-called capsular
pattern, for that particular joint is an
indication of previous age indeter-
minate discase,

By doing this to all the joints, a picture
of involved joints and soft tissues can
be formulated and by assessing the type

Figure 2: Examination of the joinis, The
wrists are examined by palpating the joint
lining and checking for restriction in
range of movement.

Figure 5: X-ravs of the wrist demon-
strating joint space narrowing and
erosion of the ulnar styloid. Note also mid-
carpal erosions,

of joint invoelvement and the distribution
of discase, a diagnosis can be made, AT
AN EARLY STAGE, and therapy
instituted.

In the case of rheumatoid arthritis,
the articular discase stars early on, as
an inflammatory disease characterised by
« Pain.

+  Moming stiffness.

+ Inflammatory symptoms are more
fvpically felt in the moming.

«  Midday fatigue

*  Heat and swelling in the joints.

[tis typically a BILATERAL SYMME-
TRICAL POLY-ARTHRITIS, affecting
nearly any joint, especially hands,
wrists, feet, cervical spine and large
joints. The lumbar spine is not involved.
Further investigations may be done, but
it is important to realise they are NOT
necessary for diagnosis, and in fact may
be NORMAL. In fact. we want to see
MORMAL XRAYS, with NO erosions.

Figure 1: Examination of the joints: The
joints in the feet, in particalar the
metatarsophalyngeal joints are palpated
for tenderness and swelling.

Figure 6: Technetium-99 bone scan in a
paticnt complaining of stiffness and painful
joints but a NORMAL examination,
showing uptake of technetiom in sub clinical
inflammation of joints, Note symmetrical,
polyarticular uptake pattern (hands, feet
and knees demonstrated) — typical of
Rheumatoid arthritis,
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Figure 7: Early swelling of Rheum:a-
toid arthritis. Note the fleshy swelling
of the tissue around the proximal
interphalyngeal joints of the hand,

Figure 10: Soft tissue swelling of the
carpometacarpal, metacarpal and
interphalyngeal joint of the thumb in
early Rhenmatoid arthritis,

Figure 13: Extra-articular involve-
ment. Rhenmatoid nodule, at the
extensor aspect of the elbow. Note
also the deformity in the hands with
ulnar deviation.

Figure 8: Mild early swelling of the
metacarpal joints and the wrist in
Rheumatoid arthritis.

Figure 11: Swelling of the knees in
Rheumatoid arthritis.

rH: Extra-articular involve-
ment. Rheumatoid vasculitis with
skin wleeration on the dorsum of the
foot.

Figure 9: Moderate early swelling of
the metacarpal joints and the wrist
in Rheumatoid Arthritis.

Figure 12: Late Rheumatoid
arthritis, with deformity. Note the
subluxation of the metacarpophalyn-
geal joints and ulnar deviation of the
fingers. The subluxation gives a false
impression of swelling. In Tact
individual examination in this case
reveals NO soft tissue swelling on
palpation. The ends of the metacarpal
bones are palpated and felt as bony
prominence.




