
Knee Pain Scenario: 

A 42-year-old male has come to urgent care with right knee pain.  

Using the Epi-logical approach, what should be the probable diagnoses? 

The clinician should consider all differentials on the mind map except for SCFE, Osgood 

Schlatter, and Osteochondritis Dessicans, which tend to affect the younger populations.  

How should a clinician address urgent/emergent situations?  

The patient’s vital signs are normal, his BMI is 32, and he is in no acute distress. Since there are 

very few life-threatening situations, the patient’s age, absence of fever, and distress suggest that 

the clinician is not dealing with an urgent/emergent situation. Nonetheless, the clinician can 

continue to watch for any signs of septic arthritis.  

Weighing and Removing Anchor Bias 

The clinician can start asking high yield questions and then medium yield questions.   

 

The Clinician’s Questions  The Patient’s Responses How does this information 

help with the diagnostic 

reasoning process? 

I am sorry to hear about this 

pain. When did it start? 

I have been feeling it for 

about a month now. 

A month is almost borderline 

between acute and chronic 

causes of knee pain. As 

discussed previously, 

questions about the onset of 

pain may help guide the 

clinician better. 

Do you remember how it 

started? Was it sudden or 

gradual? What were you 

doing at the time it started? 

I don’t remember the exact 

details, but it has been more 

of a gradual onset pain. 

Chronic causes of knee pain 

are more likely based upon 

this information.  

Where exactly is the pain? It’s my right knee. The clinician needs to re-

phrase the question. 

Do you feel that the pain is 

more inside the joint or the 

area around it, on one side of 

the knee, or behind it, or you 

cannot tell? 

Hmm… It’s more inside the 

joint. The whole thing hurts. 

Degenerative joint disease 

(osteoarthritis), Rheumatoid 

arthritis and Patellofemoral 

pain syndrome are more 

common. Iliotibial band 

syndrome and Meniscal tear 

are somewhat unlikely. Acute 

causes of knee pain and 

Osgood Schlatter disease are 

unlikely. 

What type of work or daily 

activities do you do? 

I am a car mechanic, and am 

on my feet a lot, but nothing 

strenuous. 

Neutral. 

Does any activity make the 

pain worse or better, such as 

walking upstairs, running, 

bending, or squatting? 

I live in a two story 

apartment, and I have noticed 

that walking upstairs is really 

Patella femoral arthralgia and 

osteoarthritis are more likely 

but if the pain is severe, 

almost all activities will be 



hard. I cannot squat, and 

running is out of question.  

limited regardless of the 

cause. The fact that the 

patient cannot run (assuming 

he had not been running in 

the past either) actually 

decreases the likelihood of 

patellofemoral arthralgia, 

which is called a classic 

runner’s knee. 

Do you have pain in any 

other joints? 

Not really. Osteoarthritis and rheumatoid 

arthritis are slightly less 

likely. Generally, patients 

have multi-joint involvement 

with these conditions, but this 

could be early in the disease 

process. 

So far, the clinician has sufficient evidence to consider patellofemoral syndrome as the 

strongest possibility. Next in line are osteoarthritis and rheumatoid arthritis. The clinician 

should ask additional questions to remove anchor bias. 

Although you said that there 

was no injury prior to your 

pain starting, was there any 

unusual activity? 

Not much, but I do remember 

starting a new fitness routine 

a couple of weeks before my 

pain started.  

Finding out more about this 

fitness routine should give 

insight into the cause of pain.  

Oh, what exactly was it? I bought a fitness watch and 

joined a running group. I 

think I was running about 4-6 

miles a day. 

Patellofemoral arthralgia is 

much more likely now. 

It’s great that you started this 

fitness routine. Were you 

properly stretching before and 

after running? 

Yes, I believe I was.  Neutral.  

Did you ever hear a pop or 

have a locking sensation in 

your knee? 

No, I don’t recall that.  Meniscal and/or ligament tear 

are unlikely. Those were 

recently under consideration 

because of the fact that he 

was overusing his knee, and 

because being overweight 

places him at risk for overuse 

related ligament/meniscal 

injuries. 

Although you don’t have any 

current redness or swelling 

(assume that the patient’s 

knee is uncovered and the 

clinician has already 

inspected it during the 

At times I thought it might be 

a bit swollen, but I didn’t see 

any redness, and my wife said 

it wasn’t swollen either.  

Conditions associated with 

redness/swelling are less 

likely, such as septic arthritis, 

gout, osteoarthritis, and 

rheumatoid arthritis. 



interview process), did you 

notice any such symptoms 

prior to today? 

At this point, the most evidence is in favor of patellofemoral arthralgia. The clinician can start 

with a physical exam to gather more evidence.  

Focused knee exam Normal skin color, and no 

swelling. Slightly reduced 

range of motion, but similar 

to the left side. Mild crepitus 

in both knees. No joint line 

tenderness, but mild 

tenderness over patella. Ober, 

McMurray, Anterior and 

Posterior Drawer signs are 

negative. Lateral tracking of 

patella.   

Patellofemoral syndrome is 

most likely with the 

possibility of bilateral mild 

osteoarthritis. 

 

Patellofemoral arthralgia is the clinical diagnosis, and no labs or imaging are required, 

but due to the presence of osteoarthritis related features, X Rays are ordered, which show a mild 

joint space narrowing consistent with mild osteoarthritis.  

 


