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damage to adjacent supporting soft
tissue structures such as tendons and
ligaments, and weak muscles are all
thought to contribute to the
development or progression of
osteoarthritis.4 Genetic factors are
complex and differ according to
anatomical site.4 

Increased BMI is associated with a
higher incidence of knee osteoarthritis5

through mechanisms that are thought to
relate to the biomechanical effects of
excess stress and loading on the joint 
in addition to meta-inflammatory factors
– a term often referring to low-grade

chronic inflammation.5,6,7 Anatomical
abnormalities such as valgus alignment
or previous joint trauma including
meniscectomy, anterior cruciate
ligament rupture and fracture through
the joint are also associated with
increased incidence of osteoarthritis.4

Pain is the main presenting symptom.
However, we still have a poor
understanding of the causes of pain 
in osteoarthritis. Given the benefits 
of intra-articular corticosteroids (albeit
short-term) and NSAIDs, it seems likely
that peripheral nociception is highly
important, though spinal and central
mechanisms of pain may play a role. 

While x-rays have only a very crude
relationship to symptoms, modern
imaging studies have demonstrated 
that synovitis and subchondral bone
pathology are associated with pain, 
and not surprisingly these are highly
innervated structures.

Recent studies with anti-nerve growth
factor (anti-NGF) antibodies (which
have been successful analgesics in
osteoarthritis trials but associated with

significant side effects such as rapidly
progressive osteoarthritis) have opened
up a field looking at peripheral pain
molecular pathways and a number of
therapeutic agents targeting these
pathways are in clinical development.8,9

DIAGNOSIS AND ASSESSMENT 
NICE published a quality standard for
osteoarthritis1 in June 2015, see table 1,
below, which follows on from their earlier
clinical guideline (CG177) published in
2014.10 It states that the diagnosis should
be made clinically without investigations
if the patient has activity-related joint
pain in addition to early morning joint
stiffness lasting less than 30 minutes.1

It is always important to consider the
differential diagnosis or coexisting
conditions such as crystal or
inflammatory arthritis which can cause
similar, or contribute to more
pronounced, musculoskeletal
symptoms. 

A history of prolonged morning
stiffness lasting more than 60 minutes or
a previous history of podagra are still
very useful, and in these cases where an
alternative diagnosis is possible, imaging
and/or additional directed investigations
(for example, rheumatoid factor and
anti-CCP antibodies if rheumatoid
arthritis is suspected) may be needed.

Patient assessment should consider
not only the generic characteristics of
pain, but also the impact of pain on the
individual including impact on daily
activities, quality of life and mood.1
This not only enables patient-centred
treatment but fosters self-management
and direction to any support the patient
may need. It also promotes patient
empowerment by enabling the patient
to focus on their individual goals, and is
associated with improved patient
satisfaction and development of skills
such as problem solving, goal setting
and coping strategies.1

MANAGEMENT
Current osteoarthritis therapy is focused
on symptoms and there are no licensed
structure-modifying therapies. Treatment
can be considered in terms of lifestyle
modification/non-pharmacological,

‘Increased BMI 
is associated 
with a higher 
incidence of knee
osteoarthritis’

‘There is now ample
evidence that
typical clinical
osteoarthritis
involves multiple
tissue pathologies’

Table 1 

NICE osteoarthritis quality statements QS871

Statement 1 
Adults aged 45 or over are diagnosed with osteoarthritis clinically 
without investigations if they have activity-related joint pain and 
any morning joint stiffness lasts no longer than 30 minutes.

Statement 2
Adults newly diagnosed with osteoarthritis have an assessment 
that includes pain, impact on daily activities and quality of life.

Statement 3
Adults with osteoarthritis participate in developing a self-management 
plan that directs them to any support they may need. 

Statement 4
Adults with osteoarthritis are advised to participate in 
muscle strengthening and aerobic exercise.

Statement 5
Adults with osteoarthritis who are overweight or obese are 
offered support to lose weight. 

Statement 6
Adults with osteoarthritis discuss and agree the timing of their 
next review with their primary healthcare team. 

Statement 7 
Adults with osteoarthritis are supported with non-surgical core treatments 
for at least 3 months before any referral for consideration of joint surgery.

Statement 8
Healthcare professionals do not use scoring tools to identify which adults with
osteoarthritis are eligible for referral for consideration of joint surgery.


