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ABSTRACT
Unilateral atraumatic knee effusion is a relatively common presenting complaint among geriatric
patients in primary care and musculoskeletal speciality clinics. Gout, pseudogout, degenerative
joint diseases and reactive arthritis are the most common causes of the atraumatic knee effusions.
Rheumatoid arthritis very rarely presents as arthritis of one or two large joints. Arthrocentesis, plain
radiography and screening blood tests should be performed to help narrow the differential
diagnosis. In some cases, advanced imaging modalities such as MRI may be indicated. This study
reports a case of rheumatoid arthritis in a 75-year-old gentleman with oligoarthropathy of two large
joints as the presenting symptoms.

KEYWORDS: Synovitis; rheumatoid arthritis; arthrocentesis; oligoarthropathy

Introduction

Rheumatoid arthritis (RA) is the most common
systemic inflammatory arthritis, with worldwide
prevalence of ,0.5–1%.1,2 It is more common
among women, with the peak incidence between
age 55 and 65 years.1,2 The hallmark of RA is
symmetric involvement of small joints. Large joints
involvement, particularly as a presenting condition,
is rare. The purpose of this report is to remind
clinicians to not regard typical presentations of
common conditions as the only possibility in the
differential diagnosis. Clinicians should follow basic
and logical approaches to any case, starting with a
thorough history and physical examination and
obtaining appropriate imaging and laboratory tests.

Case report

A gentleman aged 75 years presented with bilateral
(right worse than left) knee pain for years. Previ-
ously, he was told that he had knee osteoarthritis.
Due to personal preference, he has refused any
intra-articular corticosteroids or viscosupplement
injections in the past. He complains of right knee

swelling with inability to bend his knee beyond 908.
On further questioning, he also mentions right
elbow pain and swelling. His past medical history is
significant for well-controlled type 2 diabetes mel-
litus, hypertension and hyperlipidemia, for which
he is taking metformin, lisinopril, and atorvastatin.
During physical examination, he is afebrile with
normal vital signs. He has significant right knee
effusion with mild joint line tenderness and palpa-
ble synovitis (Figure 1a). His right elbow exami-
nation also revealed significant effusion and
synovitis (Figure 1b). Plain radiography showed
mild-to-moderate degenerative changes (Figure 2).

Arthrocentesis of the right knee joint with an
18-gauge needle (inner diameter of 0.838 mm) pro-
duced 47 mL of cloudy synovial fluid with obvious
synovial tissue (Figure 3). Laboratory investigations
revealed unremarkable complete blood cell counts,
comprehensive metabolic panel, hemoglobin A1c of
6.1% (reference range [RR] 4.0–6.0%) and uric acid of
6.1 (RR4.4–7.6mg/dL).He had anegative antinuclear
antibodies (ANA) and elevated C-reactive protein
(CRP) of 25.7 (RR,10.0 mg/L) and an erythrocyte
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sedimentation rate (ESR) of 47 (RR,10 mm/h).
Rheumatoid factor (RF) was 268 (RR 0–14I U/mL)
and anti-cyclic citrullinated peptide (anti-CCP) was

.200 U (levels.60 U consistent with strong
positive). His urine chlamydia, gonorrhoea and
trichomonas nucleic acid amplification tests were
negative. There were no crystals in his synovial fluid,
with a synovial fluid nucleated cell count of 25,175 per

Figure 1. Right knee (a) and right elbow (b) effusion (open arrows).

(a) (b)

Figure 3. Cloudy aspirated synovial fluid with floating
synovium (open arrows).

Figure 2. Plain radiography reveals moderate (right) and mild (left) tricompartmental
osteoarthritis of the right (a, b) and left (c, d) knees. Radiographs show joint space
narrowing (open arrows), osteophyte formation (arrows), subchondral cyst formation and
sclerosis (arrowheads).

(a) (c)

(b) (d )
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mm3 (76% segmented neutrophils) and a red
blood cell count of 13,000 per mm3.

A MRI revealed severe tricompartmental osteoar-
thritis with broad areas of full-thickness cartilage
loss, subchondral cystic change and oedema. There
was a large effusion with exuberant synovitis
throughout the joint (Figure 4).

The patient was counselled about his new diagnosis
of RA and therapeutic options during the following
visit. However, he decided not to start any treat-
ment at this point, and wanted to follow up with his
primary care provider in the coming months.

Discussion

Rheumatoid arthritis typically presents as poly-
arthritis of multiple small joints and associated
constitutional symptoms.1,2 Extra-articular mani-
festations are common. Diagnosis is currently based
on the 2010 American College of Rheumatology–
European League Against Rheumatism Classifica-
tion.3 Criteria include joint involvement (most
points given to polyarthritis of small joints),
chronicity (at least 6 weeks), elevated acute-phase
reactants (CRP, ESR) and positive serology

(RF, anti-CCP).3 A total of at least six points out of
maximum 10 defines the diagnosis of RA.3 In this
system, zero points are given to patients who
present with mono-arthritis of a large joint
(ie shoulder, elbow, hip, knee and ankle).3

Although RA incidence is four- to five-fold higher
in females than in males aged ,50 years, the
female-to-male ratio is only two-fold higher in
patients aged .60–70 years.4 Additionally, RA
should remain on the differential diagnosis of
mono-arthropathy or oligo-arthropathy despite
rarely presenting initially as swelling of a single
large joint.1–3,5–7 This is especially true for patients
who do not have a clear diagnosis and their symp-
toms do not improve after standard treatment for
common conditions such as osteoarthritis or
gout.1,2,6,7 A potential approach to avoid delays in
diagnosis and treatment of RA would be to imple-
ment early plain radiographic imaging in all patient
who present with monoarthritis.1–3,6 This practice
would close the gap between the 2010 ACR/EULAR
criteria and the previous 1987 ACR criteria, which
included radiographic changes.1–3

In cases with unexplained monoarticular or poly-
articular arthritis lasting for .6 weeks, RA should

Figure 4. T2-weighted right knee MRI images (a, b) show significant effusion (*) and synovitis (arrows).

(a) (b)
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be in the differential diagnosis.1–3,7 Other more
common aetiologies, such as gout, pseudogout and
reactive arthritis (eg chlamydia, gonorrhoea and
viral hepatitis) should be ruled out. Obtaining early
plain radiographic imaging and arthrocentesis with
a large-bore needle is an important diagnostic tool
to help with the diagnosis.6,7
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