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Disorder that affects joints. Symptoms generally include joint 

pain and stiffness. redness, warmth, swelling, and decreased 

range of motion of the affected joints 

 

Acute  

Chronic 

Inflammatory 

Non inflammatory 

Evaluation of arthritis 

 



Osteoarthritis 

Charcot’s joints 

Hemochromatosis 







 

History 
 Age 

 Occupation, and social, drug, travel 

 Sexual history 

 Pain and joint stiffness 

 Diurnal variation 

 Aggravating and relieving factors  

 Trauma, joint locking 

 Systemic symptoms (fevers, sweats, rigors, and weight loss) 

 Ocular, oral, respiratory, gastrointestinal, or skin symptoms 

 

 



EXAMINATION 
 Pain, erythema, swelling, heat, and loss of function 

 joint instability, limited movement, and deformity 

 ocular signs, skin rashes, ulcers, and nodules 

 

Blood 
 CBC- ESR –CRP –ANA – RF –Anti ccp  

 ACE –ANCA- PT –PTT – Plt –ASOT –TFT -LFT  

 Viral screening (IgG and IgM antibodies)- HLA …… 

 

Urine 

 

 





Imaging Studies 
 

 Radiography : 

 Soft tissue swelling, calcium in periarticular tissues,  

 Fractures, local bone disease, and loose bodies, destructive changes  

 

 Computed tomography (CT) 

  CT scanning better identifies fractures, bone diseases, and intra-

abdominal and chest pathology 

 

 Musculoskeletal ultrasound 

 

 MRI 

 Although it is the best technique for soft tissue Imaging Internal 

ligament damage and tendon enthesitis and AVN 

 





/ ساله با درد وتورم مچ پا همراه با گرمی و بدنبال ان هر دو زانو از چند روز  قبل  25بیمار آقایی 

 ..........معاینه چشم نرمال /زخم وضایعه پوستی ندارد 

 

 افزایش داردESRدر ازمایشات مختصری 

 7000برابر  WBC/ کشت منفی : مایع مفصل

 سابقه عفونت ادراری را در چند هفته قبل میدهد

 

 آرتریت راکتیو: تشخیص

 ایندومتاسین: درمان

 

 

 

 

 

 

 

 



ساله با درد وتورم مفاصل  75بیمار آقای 

ابتدا اولین /اندام فوقانی و تحتانی 

MTP درگیر اما طی چند ماه بقیه مفاصل

در معاینه یکسری توده /درگیر شده است 

های ندولار و سفت در سطوح مفصلی و 

 (توفوس) اطراف ان مشهود است

 

 8: اسید اوریک 

 1/5: کراتینین 

 

 

 

 

 

 

 

 

 





ساله با درد و تورم زانوی  67بیمار خانمی 

راست از چند روز قبل مراجعه در معاینه  

یک ماه قبل هم / مفصل گرم ومتورم است

 چنین حمله ای داشته است                   

                   

 کشت مایع مفصل منفی 

 

10000بالای  WBC 

 

علیرغم دریافت انتی بیوتیک از یک هفته قبل 

 علایم بیمار کاهش نیافته                        

 

 

 

 

 



مفصل /تب ندارد / ساله راننده تاکسی بادرد وتورم زانوی چپ از یک هفته قبل  45بیمار آقایی 

بیمار در بخش عفونی بستری و تحت درمان با آنتی بیوتیک وسیع الطیف قرار . مختصری گرم است

 درمعاینه کریپتاسیون دارد/گرفته اما بهبودی ندارد 

   WBC<5000/ کشت منفی 

ESR/ CRP  نرمال 

 

 

 

 

 

 

 

 

 

 

 



ساله بادرد مچ  و بی حسی انگشتان اول تا سوم دست راست به پزشک متخصص  37بیمار خانمی 

 ارتوپدی مراجعه 

یک ماه بعد . اندام فوقانی و گزارش تنگی کانال کارپ تحت عمل جراحی قرار گرفت  NCVبا توجه به  

با علائم مشابه در دست چپ تحت عمل قرار میگیرد یک هفته بعد با همین علائم در مچ پا ها مراجعه 

میکند و نظر پزشک همچنان عمل جراحی است لذا با توجه به  عدم بضاعت مالی به متخصص داخلی 

 مراجعه میکند

 

 درد و تورم مفاصل مشهود است: معاینه 

 

 ESR – CRP – RFافزایش : ازمایشات 

 

 

 

 

 

 

 

 



Rheumatoid Arthritis 

Dr. P-soufivand 



 Rheumatoid arthritis (RA) is a chronic 

inflammatory disease 

  Unknown etiology  

 Marked by a symmetric, peripheral 

polyarthritis.  

 It is the most common form of chronic 

inflammatory arthritis and often results 

in joint damage and physical disability 

 

 

Definition  









Gender 

• Women are about twice as likely as men to 
develop OA(hands-knees)  

 

• Women have a lower prevalence of OA than 
men before age 50 years  

 

• There is a marked increase in prevalence 
among women after age 50, particularly in the 
knee.(postmenopausal estrogen deficiency ) 

 

 

    ER-β  : increased proteoglycan synthesis 

 

  Leptin :                                                      9 
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EPIDEMIOLOGY 

 0.5–1% of the adult population 

worldwide 

 

  Females / males( 2–3:1 ) 

 

 The incidence of RA increases 

between 40 and 50 years of age 

 

 After which it plateaus until the age of 

75 and then decreases 



CLINICAL FEATURES 

• Inflammation of the joints, tendons, and bursae. 

 

• Early morning joint stiffness ( more than 1 h ) 

 

• The earliest involved joints are typically the small joints of 

the hands and feet.  

 

• Monoarticular, oligoarticular )≤4 joints), or polyarticular (>5 

joints) 

 

• The wrists, metacarpophalangeal (MCP), and proximal 

interphalangeal (PIP)  

 

• Distal interphalangeal(DIP)  

 



Patterns of Onset 
PRE-CLINICAL RHEUMATOID ARTHRITIS 

 

Insidious Onset 
55% to 65%  The small joints of the hands, wrists, and feet 

symmetric, and is accompanied by morning stiffness 

 

Less commonly, monoarticular or oligoarticular ) elbows, 

knees, or hips( 

Acute or Intermediate Onset 
8% to 15%  

polyarticular arthritis that 

Small and large joints 

 

 



Atypical Onset 
Bursitis or tendonitis 

Carpal tunnel syndrome  

 

Palindromic Rheumatism 
Uncommon  

a few hours to a few days. 

often monoarticular 

knees, fingers, or shoulders 

 

 

 

 





• Primary osteoarthritis 
     

• Secondary osteoarthritis  
    Metabolic conditions (e.g., calcium crystal deposition, 

hemochromatosis, acromegaly)  

    Anatomic factors (e.g., leg-length inequality, 
developmental hip dislocation) 

    Traumatic events (e.g., major joint trauma, chronic joint 
injury, joint surgery)  

    Sequelae of inflammatory disorders (e.g., ankylosing 
spondylitis, septic arthritis). 
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Osteoarthritis 



ETIOLOGIC FACTORS  

• Systemic 

   age  

   gender 

   genetic 
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• Local 

    obesity  

    trauma(micro-macro) 

    mal-alignment 

    occupation 

    sport 

    muscle weakness 

    neuropathy 

    nutrition 

       



    Age is the risk factor most strongly correlated with osteoarthritis 

     80% of people > 75 y 

 

• Chondrocyte   
 

    1-  Decreased  mitotic and synthetic activity  

      

    2-  Decreased response to (IGF)- 

 

    3-  Decreased  size and  aggregating proteoglycans and loss of matrix tensile 
strength and stiffness  

 

    4- Increased Apoptosis (Fas, Fas ligand, caspase-8, and p53)  
               

•    Muscle  weakness  

•    Sensory  neuron 
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Ulnar deviation results from subluxation of the MCP joints, with 

subluxation of the proximal phalanx to the volar side of the hand. 

Hyperextension of the PIP joint with flexion of the DIP joint 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



)“swanneck 

deformity”(, flexion of the PIP joint with hyperextension of the 

DIP joint 



boutonnière deformity”(, and subluxation of the first MCP 

joint with hyperextension of the first interphalangeal (IP) joint 



Z deformity 





piano-key  



Atlantoaxial involvement  

 

 Neurologic manifestations  

 

 Instability of C1 on C2 

 

 Atlantoaxial subluxation has been 

declining in recent years 

 

 Occurs now in less than 10% of 

patients 
 









In the United States in 2012 
 

There  were 671,374 hospital discharges for 

knee and 452,615 for hip arthroplasty. 

 

With estimated aggregate charges of more than 

US$36 billion and US$26 billion. 
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In industrialized societies OA is the 

leading cause of physical disability, 

increases in health care usage, and 

impaired quality of life. 

                                                                    

The impact of arthritic conditions 

is expected to grow while the 

population both increases and ages 

in the coming decades 
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• CONSTITUTIONAL 

• Weight loss, fever, fatigue, malaise,depression, and 

in the most severe cases 

 

• they generally reflect a high degree of inflammation  

 

• Fever of >38.3°C at any time during the clinical 

course( systemic vasculitis or infection) 



• NODULES 

• Subcutaneous nodules (30–40% ) 

 

• Highest levels of disease activity 

 

• A positive test for serum RF 

 

•  Firm , nontender   

 

• The tendons, or bursae , forearm, sacral prominences, and Achilles 

tendon.  

 

• The lungs, pleura, pericardium, and  peritoneum.  

 

• Nodules are typically benign, although they can be associated 

with infection, ulceration, and gangrene 



• PULMONARY 

• Pleuritis , the most common pulmonary manifestation of RA,  

     Chest pain , dyspnea,  pleural friction rub and effusion.  

 

• Pleural effusions ) increased numbers of monocytes and neutrophils( 

 

• Interstitial lung disease (ILD) (dry cough and progressive shortness of 

breath)  

 

• ILD can be associated with cigarette smoking and is generally found in 

patients with higher disease activity 

 

• CT scan 

 

 



• CARDIAC 

• Pericarditis 

 

• Rheumatoid nodules , infiltrated with amyloid. Mitral regurgitation  

 

• VASCULITIS 

• Long-standing disease, a positive test for serum RF, and      

hypocomplementemia 

 

• Less than 1% of patients 

 

• Petechiae , purpura, digital infarcts, gangrene, livedo reticularis, and in 

severe cases large, painful lower extremity   ulcerations. 



• HEMATOLOGIC 

• A normochromic, normocytic anemia  

 

• The degree of anemia parallels the degree of inflammation 

 

• C-reactive protein (CRP) and erythrocyte sedimentation rate 

(ESR) 

 

• Platelet counts  

 

•  Felty’s syndrome : Neutropenia , splenomegaly, and nodular 

RA (1% )  

 

• T cell large granular lymphocyte leukemia (T-LGL)  

 



Cardiovascular Disease  

• The most common cause of death  

 

• The incidence of coronary artery disease and 

carotid atherosclerosis is higher in RA 

patients than in the general population 

 Osteoporosis 

• Osteoporosis is more common in patients 

with RA than an age- and sex-matched 

population, with prevalence rates of 20–30%. 

• The inflammatory milieu of the joint probably 

, Chronic use of glucocorticoids and 

disability-related immobility also contributes 

to osteoporosis 



DIAGNOSIS 

 Inflammatory arthritis, with laboratory and radiographic  

 

 A score of 0–10, with a score of ≥ 6 fulfilling the requirements for definite 

RA. 

SYNOVIAL FLUID ANALYSIS 

 Inflammatory state.  

 WBC counts ( 5000 and 50,000 WBC/μL) 

 

Plain Radiography 

 Soft tissue swelling 

 Symmetric joint space loss, and subchondral erosions, 

 Most frequently in the wrists and hands (MCPs and PIPs) and 

the feet (MTPs). 

 

 







TREATMENT 

 NSAIDs 

 

 GLUCOCORTICOIDS 

 

 DMARD(Disease modifying antirheumatic drug ) 

Their ability to slow or prevent structural progression of RA.  

Hydroxychloroquine, sulfasalazine, methotrexate, and leflunomide; 

they exhibit a delayed onset of action of approximately 6–12 

weeks. 

 

 BIOLOGICALS 

 

 

 

 

 



JUVENILE IDIOPATHIC ARTHRITIS 

 
 JIA is the most common chronic rheumatologic 

disease of childhood 

 

 with a prevalence of 1:1000 children 

 

 1 to 3 years and one at 8 to 12 years 

 

 Girls are affected more commonly than 

boys 

 









TREATMENT 

 Nonsteroidal anti-inflammatory drugs 

(NSAIDs) are the first choice in the treatment 

of JIA. 

 

 Systemic corticosteroid 

 

 Second-line : hydroxychloroquine and 

     sulfasalazine, Methotrexate 

 

 Etanercept, infliximab, and adalimumab, 

 



DD: 
Juvenile idiopathic arthritis 

 

Systemic lupus erythematosus 

 

Juvenile dermatomyositis 

 

Scleroderma with arthritis 

 

Bacterial arthritis 

 

Viral arthritis 

 

Fungal arthritis 

 

Poststreptococcal arthritis 
 

 

 

Rheumatic fever 

 

Henoch-Schönlein purpura 

 

Reiter syndrome 

 

Traumatic arthritis 

 

Legg-Calve-Perthes disease 

 

Growing pains 

 

 

 

 

 



DD : 
Leukemia 

 

Lymphoma 

 

Sickle cell disease 

 

Thalassemia 

 

Malignant and benign tumors of bone, cartilage, or synovium 

 

Metastatic bone disease 

 

Hemophilia 

 

 






