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Proposals for the establishment of a pathway for investigation and management of knee problems in primary care
Knee Pain

Common Causes:

The commonest causes of acute knee pain (pain less than 1 week duration): 
· Osteoarthritis: estimated prevalence 34% (this is much higher in patients over 50yrs) 

· Sprains and strain: 42% 

· Meniscus injury: 9% 

· Collateral ligament: 7% 

· Cruciate ligament: 4% 

· Gout: 2% 

· Fracture: 1.2% 

· Rheumatoid arthritis: 0.5% 

· Septic arthritis: 0.3% 

· Pseudogout: 0.2% 
Standards for Examination:

1. Age (appendix 1)

2. History

 Look 
· Weight bearing 

· Observe walking/gait 

· Alignment 

· Bony enlargement 

· Swelling 

· BMI

Feel 
· Erythema/warmth 

· Points of tenderness: patella/joint line/head of fibula, tibia 

· Crepitus 

· Effusion (especially subtle on “stroke test”) – more likely to indicate and intra-articular problem 

Move 
· Range of movement 

· Examination other joints: lower back/hip/ankle/foot 

· Ask patient to stand on one leg. This tests the hip muscles and they should be able to stand still and then do a half squat balanced. Poor technique 

· shows weak gluteal muscles. If able to squat and then walk like a duck, if able to, unlikely to be an intra-articular knee (or hip) problem. 

· Signs of systemic disease 
3. Oxford Knee Score- The OKS is a validated tool to assess changes in patients functions and symptoms. The OKS can be used to assess response to management and treatments.
4. Investigations

Cases with a clear history of mechanical locking and a loose body evident on 

X-ray will be rare and will require arthroscopy or MRI
4.1

Laboratory tests for suspected alternative pathology, when clinically indicated 

· CRP or ESR (not both) to exclude inflammation or infection elsewhere 

· Uric acid, which may be normal in the acute phase 

· Rheumatoid factor and antinuclear antibodies (for inflammatory arthropathy) 

· Diagnostic aspiration (for Gout or septic arthritis) 

4.2

X-ray - indications
The cause of pain of less than 4 weeks duration is likely to be soft tissue related and this will not show on a radiograph 
Consider X-ray according to the Ottawa Knee Rules: 

· Older adults - even trivial trauma may result in fracture 

· History of non-investigated prior trauma

· Complex history

· Significant unexplained effusion

· Loss of mobility in un Intermittent locking

· Painful prosthesis

· Palpable enlarging mass 

Unrelieved pain by 4 weeks of conservative care, remember to consider referred pain from hip 

If an acute locked knee (unable to extend) then plain X-ray and arthroscopy are the quickest way to manage. 

Knee pain in a person from the age of 50 years, with any of the above indicators and no history of trauma, may be X-rayed to look for joint space narrowing in patients with less severe symptoms. 

4.3

MRI - indications

MRI as the investigation of choice is not routinely indicated for all clinical situations. Management can be commenced on the basis of history and examination. 

Even if there is suspicion of a meniscus lesion, initial management is conservative with later consideration of MRI if there is a failure of conservative management or if there is clear internal derangement: 

Patients over 50 almost invariably have signal changes in the posterior horn of the medial meniscus that can be described as a tear. Only if the symptoms and signs fit a posterior horn tear of the medial meniscus does the diagnosis stand. 

MRI is the investigation of choice for internal derangements unless the knee is acutely locked when a diagnostic arthroscopy with concomitant treatment is indicated: 

· Present professional agreement is for MRI evaluation of the menisci, subchondral bone and synovium if there is no response to conservative management and: 

· the person had no evidence of Femorotibial joint space (FTJS) narrowing on X-ray 

· the person had evidence of FTJS narrowing on X-ray but internal derangement is suspected after a full history and clinical assessment 

Contra- Indications for MRI Absolute Contraindications: 
· electronically, magnetically, and mechanically activated implants 

· ferromagnetic or electronically operated active devices like automatic cardioverter defibrillators 

· cardiac pacemakers 

· metallic splinters in the eye 

· ferromagnetic haemostatic clips in the central nervous system (CNS) 

Patients with absolute contraindications should not be examined or only with special MRI safety precautions. Patients with an implanted cardiac pacemaker have been scanned on rare occasions, but pacemakers are generally considered an absolute contraindication. Relative contraindications may pose a relative hazard, and the type and location of an implant should be assessed prior to the MRI examination. 

Relative Contraindications: 
· cochlear implants 

· other pacemakers, e.g. for the carotid sinus 

· insulin pumps and nerve stimulators 

· lead wires or similar wires (MRI Safety risk) 

· prosthetic heart valves (in high fields, if dehiscence is suspected) 

· haemostatic clips (body) 

· non-ferromagnetic stapedial implants 

Recommendation and action point: Any MRI request for patients aged fifty years and over should only be with prior approval of the local Radiology service. This is to apply to primary and community MRI requests. The clinician should already have the result of plain knee x-rays.
5. Recommendations
1. History age and full examination

2. Weight bearing x-ray 

3. Any magnetic resonance imaging (MRI) request for patients aged fifty years and over should only be with prior approval of the local Radiology service. This is to apply to primary and community MRI requests. The clinician should already have the result of plain knee X-ray before MRI is requested. 
4. The Oxford Knee Score (OKS) should be routinely used for patients with suspected osteoarthritis of the knee, before referral, to assist in the initial assessment. The OKS to be repeated in the MSK service to evaluate change and response to treatment for the individual patient. 

The current prior approval policy for arthroscopies should be reviewed and updated to take account of the evidence from the Bazian report. GPCCG’s should consider how to effectively monitor the updated policy
Appendix 1

AGE CONSIDERATIONS

Other differentials in adolescents/younger adults 
· Joint hyper mobility syndrome, the most common missed diagnosis in persistent anterior knee pain (signpost patient to www.hypermobility.org) 

· Osgood-Schlatter's disease and Sinding–Larsen-Johansson 

· Osteochondritis dissecans 

· Plica syndrome 

· Patellar instability 

· Fat pad (Hoffa’s) syndrome 

· Referred pain (hip and spine) 

· Psychological problems 

Imaging for suspected alternative pathology 
· Rare indications for radiological examination if suspected alternative pathology 

· Plain x-ray has limited role in non-traumatic anterior knee pain and is only indicated if other pathology is suspected:

· History of trauma 

· Suspected fracture 

· Underlying arthropathy 

· Unrelieved by conservative care 

· Suspected trochlear dysplasia 

MRI is indicated only for the exclusion of more serious cause, principally tumour; beware tumour around the hip. MRI could be indicated to confirm a normal knee (this would normally be done in secondary care) 
Initial assessment and investigations should be completed before a decision is taken about the possible need to refer

UNDER 50’s

History and examination vital, MRI very helpful with meniscal injury, cruciate tear and internal derangement with instability.
ARTHROSCOPY may well be the first line investigation for the locked knee

OVER 50’s

Osteoarthrosis extremely common, rarely require arthroscopy.  

Good quality weight bearing x-rays indicated.  

MRI not routinely indicated
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