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health benefits, reducing the incidence
of lifestyle associated diseases such as
cardiovascular disease and type 2
diabetes, and mechanical stress on the
joints.

Aids and devices such as footwear
with sufficient arch support; insoles to
correct for pes planus and aid shock
absorption; or walking aids to reduce hip
or knee pain can contribute to a
substantial therapeutic benefit and
improvement in patient functionality.

Pharmacological treatments
Conventional analgesia provides
variable benefit to patients with
osteoarthritis. Pharmacological
management should be tailored to the
individual and depends on factors such
as pain severity and time of day when
pain is most troublesome, in addition to
comorbidities and concurrent
medications. It is important to remember
to ask about OTC therapies. Potential
analgesics include topical and oral
NSAIDs, and oral and occasionally
topical opioid medications. Clearly oral
NSAIDs and opioids carry significant
risks. 

Timing of delivery of analgesia is also
important, for instance, to improve
adherence to exercise or muscle
strengthening activities, patients can be
advised to take analgesia pre-emptively.

Topical capsaicin has also been found
to be cost effective in comparison with
placebo in the treatment of hand or
knee osteoarthritis.11 Intra-articular
corticosteroid injections may be an
option for short-term pain relief in
patients with inadequate response to
oral medications.12

Surgery
The NICE quality standard suggests that
patients with osteoarthritis should be
supported with non-surgical core
treatments for at least three months
prior to referral for consideration of joint
surgery.1

Arthroscopy with debridement is not
useful for most patients with knee
osteoarthritis, but can be considered in
patients with true locking (as opposed
to gelling, severe pain/stiffness after
sitting in a fixed position for a period, »

pharmacological and surgical
interventions. 

The NICE quality standard focuses on
improving symptom control, promoting
self-management and improving the
consistency of referrals for consideration
of joint surgery.1

Non-pharmacological management
Patient education in the form of both
verbal and written information about
osteoarthritis and its management 
(for example, patient leaflets available
from the Arthritis Research UK website,
see Useful information box, p20) are 
key to the long-term management of
patients with osteoarthritis. This may
also include dietary advice, information
about weight management
programmes, behavioural approaches
and access to local services such as
exercise classes and physiotherapy.
NICE emphasises that patients should
be encouraged to participate in the
development of a self-management
plan that directs the patient to any
support they may need.1

Exercise: Muscle strengthening and
aerobic exercise are recommended as
part of essential management and have
been shown to improve joint pain and
function.1 Muscle strengthening targeted
to affected joints (e.g. forearm exercises
for those who cannot undo jars or
quadriceps exercises for those whose
legs ‘give way’ or have difficulty getting
out of chairs) is likely to improve
symptoms dramatically. Strengthening
can be followed by increasing aerobic
exercise (e.g. by using an exercise bike or
cross-trainer) to maintain strength 
and improve general fitness. Strategies
to improve adherence to exercise or
muscle strengthening activities are a
major priority.

In patients who are overweight, 
it is vital that weight loss should be
encouraged in a supportive manner 
with sign posting to local resources. 
Weight loss not only improves joint pain
and function but has a myriad of other

‘Muscle
strengthening
targeted to
affected joints 
is likely to improve
symptoms
dramatically ’

‘Weight loss should
be encouraged in a
supportive manner
with sign posting 
to local resources’
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Osteoarthritis has become a major chronic pain condition.
It affects more than 10% of adults and accounts for
almost 10% of health service resources. The impact of
osteoarthritis is amplified by underuse of effective
muscle strengthening exercises and a focus on often less
effective and poorly tolerated analgesic therapies.
Although traditionally considered to be primarily a
disease of cartilage, there is now ample evidence that
typical clinical osteoarthritis involves multiple tissue
pathologies. 

Increased BMI is associated with a higher incidence  
of knee osteoarthritis. 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.

Pain is the main presenting symptom. However, we still 
have a poor understanding of the causes of pain in
osteoarthritis. In patients aged 45 or over 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. 

Patient education in the form of both verbal and 
written information about osteoarthritis and its
management (for example, patient leaflets from Arthritis
Research UK) is key. Non-pharmacological therapies
including targeted muscle strengthening, aerobic
exercise, weight loss if overweight, aids and orthotic
devices are integral in the long-term management of
osteoarthritis. Strategies to improve adherence to
exercise or muscle strengthening activities are a major
priority. Muscle strengthening and aerobic exercise have
been shown to improve joint pain and function. Weight
loss not only improves joint pain and function but has a
myriad of other health benefits, reducing the incidence of
lifestyle associated diseases such as cardiovascular
disease and type 2 diabetes, and mechanical stress 
on the joints. 

Conventional analgesia provides variable benefit to
patients with osteoarthritis. Pharmacological management
should be tailored to the individual and depends on factors
such as pain severity and time of day when pain is most
troublesome. Topical capsaicin has also been found to be
cost effective in comparison with placebo in the treatment
of hand or knee osteoarthritis. Patients with osteoarthritis
should be supported with non-surgical core treatments for
at least three months prior to referral for consideration 
of joint surgery. There is no evidence to support the use of
scoring tools to identify which patients are eligible 
for referral for orthopaedic surgery. Arthroscopy with
debridement is not useful for most patients with knee
osteoarthritis. 


