
Identifying inflammatory arthritis in primary care: A clinical 
approach 
Lucy Douglas – Q&As 
If suspecting an auto-immune/inflam condition - Do these always show up with blood test or more 
likely to show up in a 'flare up' of condition?  
 
No blood tests are not always positive. They may be more likely positive in a flare, but certain 
inflammatory conditions e.g. spondyloarthropathies are often associated with normal inflammatory 
markers, so normal blood tests cannot be used to exclude inflammatory disease.  
Similarly, inflammatory markers and immunology results can be positive for reasons other than 
inflammatory/immune joint disease and can be seen in healthy people at times. Therefore use 
history and examination primarily to determine which patients need onward referral to 
rheumatology.  
how useful is HLA B27 test - is this useful in primary care?   
 
Generally not that helpful . About 5% healthy individuals carry this genetic marker and only about 
40% of those with spondyloarthropathy. Not all those with Ank spond are HLA B27 positive. 
Therefore this marker is not sensitive or specific enough to aid diagnosis or exclude 
spondyloarthropathy. Again, use history and examination to determine which patients to refer 
If suspecting auto immune / inflamm condition in terms of objectively considering the time 
restraints what would you assess except signs of synovitis? (obviously your suspicions are there 
following your history)  
 
If I were considering inflammatory/immune joint disease, I would generally do a GALS assessment 
as it rapidly enables you to assess relevant joints within the time constraints of primary care i.e. you 
can assess swelling, range of movement and synovitis.  
Have certainly seen pts with CTS referred to ortho re this but also to rheum and their CTS resolved 
with DMARD.  
 
If the CTS is precipitated by wrist and flexor tendon synovitis, or this is suspected then refer to 
rheumatology not to orthopaedics 

 
Thanks for presentation - could you clarify which department "genetics" is (related to Marfans 
/EDS). Thanks.  
 
Genetics departments are located in major hospitals and can be found via Choose and Book.  
i have a 27n yr old male with left sided low back pain, positive diurnalk pattern, but no other 
features, or family hx, should i refer into rheumatology or wait and see how he responds to physio 
and time. had pain for approx 2 months.  
 
I think it probably depends on your level of suspicion and the associated features i.e. how did this 
come on i.e. gradual or acute, what is the nature of the pain and stiffness in the early hours, family 
history, associated features e.g. h/o iritis for example. If low suspicion arrange a review after 
physio. If high suspicion refer. 
Is there any evidence now that early treatment of sponyloarthropathies improves outcome in the 
way it does in RA? 
 



 

I believe there is such evidence. However I am not a rheumatologist so cannot answer this question 
confidently 
Re: haemochromatosis, are FBC and Ferritin sufficient as a screen or should Transferrin saturation 
and iron levels also be checked?  
 
ferritin and transferrin saturation are adequate as an initial screen (GP notebook).  
how common is the occurrence of psoriatic arthritis with people who have psoriasis. Would 
primary care monitoring be useful for people with psoriasis read code.  
 
EULAR figures 8-40%. Active monitoring of all patients with psoriasis is probably impractical, but 
warning patients diagnosed with psoriasis about the risk and asking them to report arthritis 
symptoms is very likely worthwhile. A readcode linked alert may be useful in that respect.    


