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Outline of talk 

¸ Acute mono arthritis 

¸ Pros & Cons of injections 

¸Regional problems 

ïShoulder  

ïKnee 

ïSoft tissue 

 

 

 



Acute monoarthritis 

¸ Septic arthritis 

¸Crystal arthritis 

¸Reactive arthritis  

¸Rheumatoid arthritis 

¸Other inflammatory arthritis 

 

 



Septic Arthritis - 1700 

 The disease is seated in the knee with 
remarkable pain. The swelling becomes very 
great and fluctuation is perceivable.  The é. 
foot is unable to support any share of the 
weight of the body.  The patients sometimes 
die hectic and wasted before the swelling 
either breaks or is opened. 
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Septic arthritis 

¸ Pre-existing arthritis 

¸ Leg ulceration 

¸ IVDA 

¸ Immunosuppression 

¸ Prosthetic joint 

¸Recent intra articular steroid 

 







 



Investigations  for Monoarthritis 

¸ Synovial fluid analysis 
ïGram stain and culture  

ïPolarised light microscopy 

¸ Serum urate / U&Es; LFTs; bone profile; 
ferritin 

¸RF; CCP Ab 

¸Reactive screen - ?GU; ?GIT 

¸ FBC,ESR,CRP, blood culture 





Crystals 



Advantages of aspiration 

¸ Assessment of inflammation 

¸Diagnosis 

¸ Probably enhances placebo effect 

¸Makes patient feel better immediately 

¸Mechanical effect, eg on quadriceps 



Why inject? 

¸ Pain relief      

 - in RA, approx 25% injected joints are 

  pain free post injection   

 - in RA, on self-rating pain scores, the  

  median period of improvement is 12 

  weeks 

¸ Approx 80% of inflamed joints improve 

¸ As part of disease control 



Why avoid injections? 

¸ They hurt ï a bit 

¸No evidence that they change the course of 

arthritis on their own 

¸ Septic arthritis 

¸May be placebo response ïstudies show 1 of 

every 2 

¸Osteonecrosis/steroid atrophy 



Side effects 

¸Warn pts about     

 - sepsis - local features   

   - systemic features  

  (1 in 10,000)    

 - post-injection pain (1 in 6)   - 

 - flushing (1 in 6) 

¸Warn diabetics of high BMs 

¸Haemarthrosis ï esp. if on warfarin  

¸ Intermenstrual bleeding 



Risk reduction 

¸ Always use a no touch technique 

¸ If possible, ensure your patient is relaxed 

(even if you arenôt!) 

¸ Ask about drug sensitivities ï either from 

previous injections or from previous use of 

L/A 

¸ Ask about distant infections, current use of 

antibiotics 

 

 



Regional problems 

¸ Shoulder  

ï Painful arc 

ï Rotator cuff tear 

ï ACJ  

¸ Elbow  

ï Golfers and tennis elbow 

¸ Wrist 

ï Carpal tunnel syndrome and De Quervainôs  

¸ Knee  

¸ Hip 



How to inject  

¸ Local anaesthetic 

     

¸ 1 needle to draw up     

   

¸ Fresh needle to penetrate skin   

   

¸Disconnect local & inject steroid 



What to inject 

¸Depot steroid preps     

        

 tramcinolone hexacetonide   

      

 triamcinolone acetonide   

    

¸Hyaluronic acid     

         



Enhancing the benefit 

¸REST       

¸ 24 hrs bed rest improves outcome in knee  

¸ Benefits of non-weight bearing can be 

achieved without hospital admission 

¸Wrist splints/epicondylar clasps useful  

         



When it doesnôt work ... 

¸Ultrasound guided injection   

    

¸Rifampicin + triamcinolone    

       

¸ ?MRI       

  

¸ ?orthopaedic review   

 



Shoulder problems 

¸ Subacromial  

¸Glenohumeral 

¸ AC joint 

¸ Adhesive capsulitis ï frozen shoulder 

¸Rotator cuff tear     

     ?role of X ray 

 







Subacromial impingement 

¸ Investigations ï X ray, ESR, ?urate 

¸Calcific tendonitis - ?apatite 
ïAcute  

ïChronic phase 

¸ Treatment  
ï steroid (?where) + ?physiotherapy 

ï aspiration of calcific deposit 

ïSurgery - decompression 




