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Table 1
Risk factors for the development and progression of osteoarthritis
Generalised predisposition to OA

Age - this is the strongest risk factor for OA 
Family history of OA 

Bone density - there is an inverse relationship
between OA and osteoporosis although 
fracture risk is not reduced in OA 

Hormones/female gender - OA increases 
in incidence after the menopause. 
Oestrogen therapy may have a protective 
effect (weaker evidence)

• Do you have pain when resting?
• Do you have pain at night?
• Do you have pain during gentle
activity (e.g. walking) or moderate
activity?

One of the major confounders in
assessing pain is the presence of
multiple painful joints, which is
extremely common. Other sources of
musculoskeletal pain commonly co-
exist in people with OA, for example
trochanteric bursitis caused by altered
gait in those with knee or hip OA, or
forearm tendinitis in those with painful
OA of the hands. This should be taken
into account during the consultation.
Physical function is also important to
document and can be assessed using
questions such as:
• How does your OA affect your
current job?
• Can you still do the leisure activities
that you enjoy? 
• Can you go up and down stairs?  
• How far can you walk before your
knee pain stops you? 

Anxiety and depression are
common in patients with OA and will
affect their mood and response to pain
so identifying and treating associated
anxiety and depression is very important.
The PHQ9 and GAD7 can be used to
screen for depression and anxiety. 

TREATMENT
All available treatments for OA are
directed at symptom control as there
are not yet any widely accepted drugs
that can affect the structural
progression of OA. Current guidelines
recommend a combination of non-
pharmacological and pharmacological
management. 

Treatment needs to be adjusted
according to individual symptoms,
past medical history, comorbidities
and lifestyle. NSAIDs, for example, may
be inappropriate in a patient with renal
impairment, gastrointestinal diseases
or a history of ischaemic heart disease.

The initial approach centres on self-
help and patient-driven treatments
and should be started in primary care.
This includes:
• education, advice and access to
information. Both verbal information
and patient information leaflets (e.g.
from Arthritis Research UK)8 should be
offered 
• local strengthening exercises and
aerobic fitness training
• weight loss in patients who are
overweight or obese

Exercise and weight loss
Exercise and weight loss, where
appropriate, should be recommended
for all patients. Weight loss can
improve physical function in knee and
hip OA if the patient is overweight.

Pain should not be a barrier to
exercise. Analgesia may be required to
enable patients to undertake regular
exercise. The effectiveness of exercise
has been demonstrated in numerous
randomised controlled trials and
systematic reviews, which have shown
reduced pain and disability and
improved physical function.
Appropriate exercises include forearm
strengthening exercises for hand OA
and quadriceps exercises for knee OA.
It is important to explain to patients
that exercise must be done regularly in
order to be effective. 

Referral to a physiotherapist may

Joints may be tender but not look
swollen and blood tests are usually
normal. 

Many current treatments for OA are
thought to target the synovium e.g.
NSAIDs and this may be why they are
effective. Changes in the subchondral
bone are also common on MRI and are
also associated with pain.5 At present
most data assume that OA pain is
nociceptive in origin and there is
limited evidence for a neuropathic
mechanism.

ASSESSMENT
Both NICE6 and the Osteoarthritis
Research Society International
(OARSI)7 have produced evidence-
based guidelines on the management
of OA. All current OA guidelines agree
that a holistic approach to patient
assessment should be adopted
including the effect of the disease on
quality of life, mood and function. 

The initial assessment should take
into account the patient’s concerns
and understanding of their joint
symptoms. It is important to evaluate
the effects that their OA has on their
quality of life, function and mood.

In a busy GP practice this
assessment will need to take place
over more than one visit. Current pain
medications and any self-help
treatments being used should also be
recorded so that a specific management
plan can be agreed with the patient. 

Pain 
Pain assessment can be initiated by
asking a few quick questions (see
below) and treatment altered
according to the response:

Factors associated with the 
progression of knee OA
Generalised OA
Varus alignment of the knee (bow-legged)
and medial compartment knee OA (4-fold
increased risk of radiographic progression)
Valgus alignment of the knee (knock-kneed)
and lateral compartment knee OA 
(4-fold increased risk of radiographic
progression)
Obesity, dependent on joint alignment
(conflicting results)

Low bone density, age, presence of
Heberden’s nodes (conflicting evidence)
Lower levels of vitamin D (conflicting
evidence). Routine testing not
recommended

Factors associated with the development 
of knee OA
Age
Occupational factors (physical work load)
e.g. farmers, construction workers 

Physical sporting activity (highest risk in
high-intensity sports)

Joint trauma (e.g. fracture through the joint
line, meniscectomy, anterior cruciate
ligament rupture)

Obesity




