4.14        Acute onset joint pain
	Background Box: Mechanisms of disease revision

	Routes of infection

· Pinprick / Stab wound

· Laceration

· Open fracture

· Surgery

· Haematogenous
	Signs of inflammation

· Redness

· Heat

· Pain

· Swelling

· Loss of function
	Basic management

· Analgesia

· Rest affected part

· Antibiotic

· Surgical removal of appropriate tissue


The specific diseases that will be dealt with here are:

· Acute haematological osteomyelitis

· Subacute haematological osteomyelitis

· Chronic osteomyelitis

· Tuberculosis

· Septic arthritis is dealt with in objectives 4.14.3 – 4.14.5

· Gout is dealt with in objective 4.14.6

· (4.14.1) Recognise the symptoms of infection of bone or soft tissue

These vary from disease to disease but include

	· Pain
	· Fever
	· Inflammatory signs

	· Non-use of limb
	· ↓ ROM
	· ‘looks ill’


	Disease
	PC

	Subacute haematological osteomyelitis
	Pain near a large joint that has lasted weeks – months

A limp

Slight swelling, tenderness, wasting

	Acute haematological osteomyelitis
	Usually a child: presenting ill-looking and feverish with severe pain, non-use of the affected limb, ↓ ROM, fever and tachycardia. Inflammation indicates suppuration has occurred.

In infants the presentation may be very mild with irritability and drowsiness + metaphyseal tenderness and ↓ROM. There may be a history of difficult birth or an obvious site of infection such as inflamed IV access site.

	Chronic osteomyelitis
	Follows acute haematological osteomyelitis, surgery or an open fracture.

Recurrence of pain, pyrexia and signs of inflammation

There may be a discharging sinus or thick tissue that is puckered or folded concealing where a scar/sinus attaches to bone.

	Tuberculosis
	Usually a child or young adult who has had a previous infection or recent contact with the disease.

Pain is present as well as swelling (if a superficial joint). In advance dcases there may be attacks of fever or lassitude and intense pain at night.

Suggestive features indicating the need for further investigation are:

· A long history 

· Involvement of only one joint

· Marked muscle wasting

· Marked synovial thickening


· (4.14.2) Initiate diagnostic procedures and treatment of the condition

A good array of investigations includes

· Basic obs: RR (may ↑), HR (may ↑), BP (may ↓), T (may ↑)

· FBC: ↑ WCC

· CRP: ↑
· Blood cultures

· X-ray – if a joint then do not forget the joint above (referred pain)

	Disease
	Investigations

	Subacute haematological osteomyelitis
	As above. Note that WCC may be normal.

	Acute haematological osteomyelitis
	As above + antistaphylococcus antibody titre if diagnosis is in doubt.

Aspiration of pus – Gram stain and microscopy

Blood cultures are positive only about 50% of the time

	Chronic osteomyelitis
	X-ray show a patchy loss of density or frank excavation around an implant

CT / MRI is invaluable for the planning of treatment

	Tuberculosis
	X-ray showing periarticular osteoporosis

Mantoux test – a negative result almost certainly excludes but a positive result simply means a past TB infection.

Synovial fluid microscopy / culture may yield AFB but very reliability

Synovial biopsy and culture is more reliable


· (4.14.3) Recognise the possibility of septic arthritis

This is an orthopaedic emergency – if suspected, IMMEDIATE referral to orthopaedics is indicated.

The effects of septic arthritis on the joints

· Acute synovitis with purulent joint effusion

· Articular cartilage is attacked

· Articular cartilage is destroyed

· Healing leads to bony ankylosis and joint destruction

Clinical features differ with the age of the patient

	Newborn infants
	Children
	Adults

	· Irritability

· Refusal to feed

· Possible pyrexia

Examination

· Look for sites of entry – umbilical cord / inflamed IV access site.

· Tachycardia

· Carefully palpate and move joints looking for:

· Warmth

· Tenderness

· Resistance to movement
	· Acute pain in a single large joint (usually the hip)

· Reluctance to move the limb (pseudoparesis).

· Swinging pyrexia

Examination:

· Look carefully for site of infection – e.g. septic toe, boil, ear discharge 

· Overlying skin is red

· ? Superficial joint swelling 

· Tachycardia
	· Acute pain – usually of a superfiacial joint e.g knee, wrist, ankle)

· Pseudoparesis

· Ask about gonnococcal infection or IDU

Examination

· Warmth

· Marked tenderness

· Pseudoparesis


Investigation:

· X-ray is often normal – in children the joint space may be slightly widened due to fluid in the joint.

· Ultrasound will reveal the effusion

· Joint aspiration and fluid examination is the ideal investigation. Fluid may be obviously purulent or may appear clear in early stages – WCC and Gram stain should be carried out immediately. WCC > 50k / ml are highly suggestive of sepsis.

· Fluid is also sent for culture and sensitivity testing.

Mangement:

· Immediate joint aspiration

· Analgesia

· Splintage

· Antibiotics

· Surgical drainage

· (4.14.4) Recognise the indications for surgery

Indications for surgery include

· For the very young

· Where the hip is involved

· Where aspirated pus is very thick

· If repeated closed aspiration produces no improvement within 48 hours

The surgical treatment is drainage and washout (normal saline) under anaesthetic. A catheter is left in place and the wound closed with suction irrigation continuing for 2-3 days.

· (4.14.5) Discuss the prognosis and rehabilitation with the patient or parents

The outcome is good if treatment is started quickly – if it is not then the following may occur:

· Dislocation of the femoral head

· Secondary osteoarthritis from partial joint destruction

· Localised deformity or shortening of bone if a growth plate is destroyed

· Ankylosis if all articular cartilage is destroyed.

· (4.14.6) Recognise acute and chronic gout and initiate management

	Background Box: Gout

· Gout is the deposition of urate crystals into the joints – if dispersed into the synovium they precipitate an inflammatory reaction.

· 95% of gout is ‘primary’

· 5% of gout is ‘secondary’ (see left for causes)
	Secondary Causes of Gout

· Salicylates

· Diuretics

· Alcohol

· Obesity

· Renal failure


Acute gout has the following typical presentation

· Mostly males, in females it is rare before the menopause

· Often occurs ‘from nowhere’ but may be precipitated by alcohol, unaccustomed exercise, trauma, surgery or an intercurrent illness.

· A sudden onset sever joint pain that lasts a few weeks

· Typically affected are: metatarsophalangeal joint, ankle joint, finger joints, olecranon bursa.

· The joint is hot and tender.

Background box: Pseudogout

· Caused by crystals of pyrophosphate

· Far more common in women that in men

· More tendency towards affecting larger joints

Chronic gout has the following typical presentation

· Many attacks of acute gout may eventually merge into palyarticular gout

· Joint erosion arises: chronic pain, stiffness and deformity

· Finger joints may resemble RA if affected.

· Tophi may appear around joints, over the olecranon, in the pinna of the ear and (less frequently) in nearly any other tissue.

· Renal calculi may arise
Differential dignoses

· Infection: septic arthritis, cellulitis, septic bunion

· Reiters disease

· Pseudogout

· Rheumatoid arthritis
	Management of acute gout

· Rest of the joint

· Large dose of a NSAID

· Tense joint effusion may call for aspiration and local hydrocortisone injection

Prevention of recurrence

· Loss of weight if obese

· Reduction of alcohol

· Cessation of diuretics / salicylates

· Allopurinol (not started until resolution of the acute attack) + either NSAID or colchicine
	Management of chronic gout

· Allopurinol + either NSAID or colchicines

· Curettage of ulcerating tophi
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