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History and examination are sufficient to diagnose
osteoarthritis (OA) in most cases. Joint pain and stiffness
(lasting no longer than 30 minutes in the morning), which

is worse with weight bearing or usage, in a patient aged

45 years or over, is indicative of OA. On examination, in small
joints there may be tenderness, deformity or Hebberden’s or
Bouchard’s nodes; in hip joints (where painis felt in the groin
and buttocks), restriction of internal rotation; and in knee
joints, effusions (including Baker’s cysts), crepitus and bony
enlargement.

NICE published a new guideline on OA in October 2022.
Muscle strengthening and aerobic exercise remain core
treatments and exercise should be tailored to the individual.
In overweight patients, there is a dose-response
relationship between weight loss and improvement in
symptoms, particularly for knee OA; 10% weight loss

is more likely to achieve greater pain relief than 5%.

In addition to improving pain, weight loss is likely to
improve function and patients’ quality of life.

Paracetamol is now recommended just for short-term use
and when other pharmacological options are not appropriate.
Strong opioids are not recommended and if weak opioids
are used, for example, low-dose codeine, these should only
be used short term. Pharmacological therapy should be
used ‘at the lowest effective dose for the shortest possible
time’ in combination with non-pharmacological therapy.
Patients with knee OA may be offered topical NSAIDs and
patients with OA affecting other joints may also be offered
this despite lesser evidence for other sites.

Oral NSAIDs reduce pain and are still recommended
but should only be used for short-term management
due to risk of adverse effects especially in those with
comorbidities. The co-prescription of gastroprotective
agents should be offered while patients are taking
NSAIDs, particularly for those at greater risk of
gastrointestinal events. Intra-articular corticosteroids
may be offered as an alternative if the above
pharmacological options are not effective.

The impact on each individual’s physical and mental
wellbeing as well as occupation should be taken into
account when planning management. The trajectories of
pain may differ depending on the joint affected. Once a
hip joint has become chronically and moderately painful,

it is likely that hip replacement becomes an important
consideration. Referral for joint replacement should be
based on severity of symptoms and failure of conservative
treatment, and should not be influenced by factors such
as age, gender or comorbidities. Only a relatively small
proportion of people with knee OA will require joint
replacement and quadriceps muscle strengthening may
be the most appropriate target for most patients together
with optimisation of pharmacological therapy.



