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In most patients, the aetiology of osteoarthritis (OA) is
unknown, although there are several risk factors for its
development. Prevalence increases with age, and the
condition is more common in women. OA is not a
necessary association of ageing and often does not
deteriorate over time.

The knee, hip, hand and first metatarsophalangeal joint
are the most common peripheral joints affected by OA.
The most frequently affected joints in the hands are the
distal interphalangeal (DIP) joints and proximal
interphalangeal (PIP) joints. 

The most common symptom of OA is joint pain, usually
when the patient is weight bearing through the joint.
Patients often feel worse at the end of the day, with
symptoms worsening after repetitive weight bearing, for
example after a walk or using stairs. Patients may have
early morning stiffness. However, it is uncommon for it to
last more than 10 minutes, and prolonged early morning
stiffness (more than 30 minutes) may indicate
inflammatory arthritis.

An assessment of joint pain should include: the number
of joints involved and the pattern of joints affected (OA
commonly involves multiple joints in the over 50s); the
effects on participation in important daily activities and
work; any associated sleep and mood disturbance.

On examination, a joint with OA will have tenderness
(most marked over the joint line); swelling (synovial 
or bony); crepitus; reduced range of movement and
reduced muscle strength.

The initial management should include patient
education, advice and information; strengthening
exercises and aerobic fitness training; and weight loss 
if overweight/obese.

Paracetamol and/or topical NSAIDs are the treatments
of choice if additional analgesia is required. NSAIDs or
COX-2 inhibitors should be considered if paracetamol
and/or topical NSAIDS fail to provide sufficient pain relief.
Other options include topical capsaicin and intra-articular
steroid injections.
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Surgical options
Surgical options for the treatment of
OA include:
• Total joint replacement
• Unicompartmental knee
replacement, eg for OA restricted to 
a single compartment 
• Osteotomy and joint-preserving
procedures, eg for young adults with
deformity, although these procedures
are performed relatively infrequently.

These options will vary with
individual cases and surgical advice.

Patients with knee OA who have 
a clear history of mechanical locking
(not gelling, ‘giving way’ or X-ray
evidence of loose bodies) should be
referred for arthroscopy.

Patients with OA with inadequate
pain relief and functional improvement
from a combination of the above
treatments should be considered for
joint replacement. These patients
should be referred before there is
prolonged and established functional
limitation and severe pain.
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Usually, no more than three injections
per year are recommended. Around
70% of patients receiving an intra-
articular steroid injection to the knee
will show a modest but short-term
improvement (usually 2-4 weeks),6

during which muscle-strengthening
exercises can be promoted. 

The data on the analgesic efficacy 
of various hyaluronan preparations are
mixed and they are not recommended
by NICE. Like many OA therapies,
there is unfortunately no good
evidence to select OA subgroups that
may have a better response to this
therapy.

Opioid analgesics are a useful
option in OA but generally have more
effect on pain than function. 
There may be a high incidence 
of side-effects (especially confusion
and constipation), which may be more
debilitating in the elderly.

The use of glucosamine and/or
chondroitin remains somewhat
controversial. There is now one
licensed preparation of glucosamine
hydrochloride available in the UK, but
results from previous trials have not
suggested benefits. However, there 
is some evidence that glucosamine
sulphate at a dose of 1.5g daily can
provide symptomatic relief of knee
OA5 and a three-month trial can be
considered, although this preparation
is not licensed in the UK.

Non-pharmacological treatments
GPs should advise patients with
knee/hip OA on appropriate footwear,
which should be shock absorbing with
arch support. Referral to a podiatrist
for insoles, which may reduce pain and
improve mobility, should be
considered. Walking aids can reduce
pain in knee or hip OA when used in
the contralateral hand. 

A knee brace can reduce pain and
the risk of falls in knee OA and
mild/moderate valgus or varus
instability. However, this is not 
a substitute for quadriceps exercises
for most people with OA.

TENS therapy may give additional
short-term pain relief. Local cold or
heat application can also reduce
symptoms, although supporting
evidence is limited. 

The use of acupuncture remains
somewhat controversial because of
heterogeneous analgesic trial results,
and different regimens and types of
acupuncture interventions. There is
some evidence for short-term 
(2-6 weeks) symptomatic relief for
knee OA.5

‘GPs should advise
patients with knee/hip 
OA on appropriate
footwear, which should 
be shock absorbing with
arch support’
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