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Joint structure



Pain



Site

 Determine whether the pain originates from a joint (arthralgia), muscle (myalgia) 
or other soft tissue.

 may be well localised and suggest the diagnosis, e.g. the first 
metatarsophalangeal joint in gout, or in several joints suggesting an inflammatory 
arthritis.





How many joints are involved?

 One joint is a monoarthritis;

 2–4 joints, oligoarthritis; 

 >4 is polyarthritis.





Are the small or large joints of the arms or 

legs affected? 

 Different patterns of joint involvement help the differential diagnosis.



Onset

 Pain from traumatic injury is usually immediate and is exacerbated 

by movement or haemarthrosis (bleeding into the affected joint). 

 Pain from inflammatory arthritis can develop over 24 hours, or more 
insidiously. 

 Crystal arthritis (gout and pseudogout) causes acute, sometimes 

extreme pain which develops quickly, often overnight.

 Joint sepsis causes pain that develops over a day or two.



Character

 Bone pain is penetrating, deep or boring, and is characteristically worse at 

night. Localised pain suggests tumour, osteomyelitis (infection), osteonecrosis 

or osteoid osteoma (benign bone tumour) Generalised bony conditions, such 

as osteomalacia, usually cause diffuse pain.

 Muscle pain (Box 14.5) is often described as ‘stiffness’ and is poorly localised, 
deep and aggravated by use of the affected muscle(s). It is associated with 

muscle weakness in some conditions, e.g. polymyositis, but not in polymyalgia

rheumatica. Partial muscle tears are painful; complete rupture may be less so.

 Fracture pain is sharp and stabbing, aggravated by attempted movement or 

use, and relieved by rest and splintage.

 ‘Shooting’ pain is often caused by mechanical impingement of a peripheral 

nerve or nerve root: e.g. buttock pain which ‘shoots down the back of the 
leg’, caused by lumbar intervertebral disc protrusion.



 Chronic joint pain in patients >40 years with progression over years is 

commonly caused by osteoarthritis.

 Neurological involvement in diabetes mellitus, leprosy, syringomyelia
and syphilis (tabes dorsalis) may cause loss of joint sensation, so pain 

is less than expected from examination. In these conditions, even 

grossly abnormal joints may be painfree (Charcot joint).

 Chronic pain syndrome (fibromyalgia) causes widespread, 

unremitting pain with little diurnal variation that is poorly controlled 

by conventional analgesic/ anti-inflammatory drugs. defined as 

pain present for more than 3 months.



Chronic pain syndrome



Radiation

 Pain from nerve compression radiates to the distribution of that 

nerve, e.g. lower leg pain in prolapsed intervertebral disc or hand 

pain in carpal tunnel syndrome.

 Neck pain radiates to the shoulder or over the top of the head. 

 Hip pain is usually felt in the groin, but may radiate to the thigh or 

knee.



Common patterns of referred and radicular

musculoskeletal pain



Alleviating factors/associated

symptoms

 Pain caused by a mechanical problem is worse on movement and eases with rest. 

 Pain due to inflammation is worse first thing in the morning and eases with 
movement.

 Pain from a septic joint is present both at rest and with movement.



Timing (frequency, duration

and periodicity of symptoms)

 A history of several years of pain with a normal examination suggests chronic 
pain syndrome. 

 A history of several weeks of pain, early-morning stiffness and loss of function is 
likely to be an inflammatory arthritis.

 ‘Flitting’ pain starting in one joint and moving to others over a period of days is a 
feature of rheumatic fever and gonococcal arthritis. 

 If intermittent with resolution between episodes it is likely to be palindromic 
rheumatism.



Severity

 Apart from trauma, the most severe joint pain occurs in septic and 

crystal arthritis.



Stiffness



Establish what the patient means 

by stiffness?

 Is it:

• restricted range of movement?

• difficulty moving, but with a normal range?

• painful movement?

• localised to a particular joint or more generalised?

 may relate to the soft tissues rather than the joint itself.

 In polymyalgia rheumatica stiffness commonly affects the shoulder 

and pelvic areas.



characteristic differences between inflammatory 

and non-inflammatory presentations of joint stiffness

 Inflammatory arthritis presents with early-morning stiffness that takes 

at least 30 minutes to wear off with activity.

 Non-inflammatory, mechanical arthritis has stiffness after rest which 
lasts only a few minutes on movement.



Swelling



site, extent and time course of any 

swelling

 Active inflammatory arthritis from any cause results in swelling. 

 When vascular structures, e.g. bone and ligament, are injured, 
bleeding into the joint or soft tissues produces tense swelling within 
minutes. This is even more rapid and severe if the patient takes 

anticoagulants or has an underlying bleeding disorder, e.g. 

haemophilia. 

 If avascular structures, e.g. the menisci, are torn or articular cartilage 

is abraded, it can take hours or days to produce a significant 

effusion.



Erythema (redness) and warmth



Erythema (redness) and warmth

 Erythema is common in infective, traumatic and crystalinduced

conditions and may be mildly present in inflammatory arthritis. 

 All joints with an inflammatory or infective component will be warm.

 Erythema associated with distal interphalangeal (DIP) joint swelling 

helps to distinguish DIP joint psoriatic arthritis from the Heberden’s

nodes of osteoarthritis.



Weakness



Weakness

 Weakness suggests joint, neurological or muscle disease.

 may be focal or generalised.

 Weakness due to joint disorders is either from pain

inhibiting function or to disruption of the joint or its supporting 

structures.

 Always consider nerve entrapment as a cause, e.g. carpal tunnel 

syndrome at the wrist and leg weakness due to spinal root 

compression caused by a prolapsed intervertebral disc or spinal 

stenosis.



Weakness

 Muscle disorders can produce widespread weakness associated 

with pain and fatigue, e.g. in polymyositis and with a rash in 

dermatomyositis. Proximal muscle weakness can occur in endocrine 

disorders, e.g. hypothyroidism.



Locking and triggering



Locking

 an incomplete range of movement at a joint because of an 

anatomical block.

 It may be associated with pain. 

 Patients use ‘locking’ to describe a variety of problems, so 

clarify exactly what they mean. 

 True locking is a block to the normal range of movement 

caused by mechanical obstruction, e.g. a loose body or torn 

meniscus, within the joint. This prevents the joint from reaching 

the extremes of normal range. The patient is characteristically 

able to ‘unlock’ the joint by trick manoeuvres.

 Pseudo-locking is a loss of range of movement due to pain.



Triggering

 a block to extension, which then ‘gives’ suddenly when 

extending a finger from a flexed position.

 In adults it usually affects the ring or middle fingers and 

results from nodular tendon thickening or fibrous 

thickening of the flexor sheath due to chronic low-grade 

trauma, e.g. occupational or associated with 

inflammatory arthritis. 

 Triggering can be congenital, usually affecting the 

thumb.



Extra-articular features



Extra-articular features




