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Background & Burden 



Background & Burden 

 OA is the most common form of arthritis 

 

 Cartilage degradation within joints (avascular structures) 
leading to architectural changes leading symptoms 
 joint pain, functional limitation and impaired quality of life 

 

 Many names 

 ‘Wear and tear’ 

 Degenerative disease 

 Mechanical disease 

 

 Among those over 60 years, 40% have OA changes, over 
80, 80% have changes 



Gradual onset, structural changes in the joint commonly occur 
without accompanying symptoms in the early stage 



ESCEO; Osteoporos Int (2008) 19:399–428 



Risk Factors 

 Nodal OA – middle aged women, strong FH (hand, knee, hip - familial 
estimates 40-60% 

 

 Age - develops in people aged over 50 (some younger patients can 
develop OA)  

 

 Post-menapause 

 

 Obesity - Increased weight causes high stresses at the joint surface 

 

 External factors 

 Post injury / joint laxity and instability 

 Post infection (septic / Tb arthritis) 

 Secondary OA (IA) 

 Physically demanding occupations 

Primary vs 
Secondary 



Assessment & 
Extra Considerations 



Assessment 

 History 

 Key is differentiating from inflammatory joint pain 

 Gaining perspective on severity of symptoms and 
correlative impact on functional status 

 

 Physical examination 

 Dependent on joint involved 

 

 Investigations 



Mechanical vs. Inflammatory Arthritis 

Latinis, K., et al  The Washington Manual Rheumatology Subspecialty Consult., LWW, 2003.  





Joint Distribution 

 Typical joints affected 

 Hands – 1st CMCJ, PIPJs, DIPJs 

 Shoulder – ACJ 

 C. Spine 

 L. Spine 

 Hips 

 Knees – tricompartments 

 1st MTPJs 

OA tends to spare wrists, elbows, and ankles, 
unless history of trauma, inflammation, or a 
metabolic disorder 



 Distinguish between mechanical problems, soft-tissue disease, non-
inflammatory & inflammatory joint diseases 

 

 Major objective of the examination is to detect1: 

 Distribution of joints involved 

 Assess degree of involvement 

 Rule out other MSK pathology 

 

 Watch out for hallmarks of joint inflammation 

Physical Examination 

1. American College of Rheumatology Ad Hoc Committee on 

Clinical Guidelines. Arthritis Rheumat 1996; 39:1–8 



http://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwiClfzcrLDPAhUFUBQKHcMTBQYQjRwIBw&url=http://cqmsjt.com/files5/osteoarthritis-hands.html&bvm=bv.134052249,d.ZGg&psig=AFQjCNHHGK6IE_xEtL3EiHpnQYDtO-RPdA&ust=1475093244974545


Investigations 

 Blood tests – not really useful 

 

 X-rays 

 

 Scans 

 Ultrasound 

 MRI 

 CT 

 

 Joint fluid analysis – only if joint swelling is present 



Diagnosing OA without imaging 

EULAR recommendations 

A diagnosis of osteoarthritis of the knee may be made according to these three 

symptoms and signs, without imaging: 

Symptoms 
 Persistent knee pain 

 Short-lived morning stiffness (less than 30 minutes) 

 Functional limitation 

Signs 
 Crepitus 

 Restricted movement 

 Bony enlargement 

 







 









MRI 

 Unmatched for non-invasive evaluation of articular cartilage 



US in Hand OA 

 Prevalence of radiographic hand OA increases from > 60 yrs  

 Erosive OA being more common in women over  70 yrs 

 

 Osteophytes develop early in hand OA1,2 

 Associated with pain and disability2,3,4 

 Predict disease progression (hip / knee OA esp)1,5,6 

 

 US more sensitive than conventional x-ray at detecting 
osteophytes7 

 US Osteophytes were a strong predictor for radiographic OA 
development 5 years later 

 
 

1. Kumm et al; Rheum Intl 2012 
2. Van der Kraan et al; Osteo Cartil 2007 
3. Kortekaas et al; Ann Rheum Dis 2011 
4. Wenham et al; Nat Clin Pract Rheum 2009 
5. Wright et al; Arth Rheum 2009 
6. Bijsterbosch et al; Ann Rheum Dis 2011 



Management in Primary Care 



Management of OA 

 Primary goal is to control symptoms and to optimise 
function 

 maximise activity, participation and quality of life 

 

 Medical, social and psychological needs, function, quality 
of life, occupation, mood, relationships and leisure 
activities can help in tailoring treatment 

 

 





Non-pharmaceutical 

 Education about the disease 

 regular telephone conversations with a HCP can result in 
substantial improvement in pain and functional outcome 

 

 Physical therapy  - joint strengthening, increase mobility 
& balance, pain management 

 

 Weight loss 

 

 Aids - walking aids, orthoses and splints 

 



Pharmaceutical 

 Analgesics 

 

 Complementary – tumeric (with black pepper), apple cider 
vinegar, cod liver oil, cbd 

 Paracetamol is an effective first-choice drug 

 Topical NSAIDs 

 Systemic NSAIDs 

 Neuropathics 

 Patches 

 Opiods 

 

 



Pharmaceutical 

 Chondroprotective agents 

 Glucosamine and chondroitin preparations, but mainly for 
their analgesic or anti-inflammatory effects 

 DMARDs – mainly  for iOA 

 

 Intra-articular 

 Steroids – esp if local inflammation 

 Viscosupplements (hyaluronic acid)  

 Biological – PRP, Lipogems 



Surgical 

 Osteotomies – MTPJs, Knees 

 

 Unicompartmental knee arthroplasty  

 Most commonly performed on the medial TF compartment 
in relatively young patients with less severe OA 

 

 Joint arthroplasty  

 

 Total knee arthroplasty 



Follow up 
 

 NICE recommend a tailored periodic review of patients with 
symptomatic OA and information sharing should be a 
continuous 

 Essential part of the management plan, rather than a single event at 
presentation 

 

 Strongest predictors of moderate to severe pain and functional 
limitation 3 years later are baseline measures of: 

 location and severity of pain 

 physical function 

 physical activity 

 general health 

 obesity 

 socioeconomic indicators 



GP assessment of OA 





Things to consider in your practice 

 Consider organising a trial of telephone appointments 
with OA patients who have pain that is difficult to 
manage 

 

 Information sharing should be a continuous part of 
management 

 Discuss with colleagues how you can optimise this 

 

 Review the appropriate pharmacological treatments for 
OA and when they should be used 

 



Future developments 

 Deeper understanding of the genetic risk of OA 

 

 Early trials of stem cell research underway 

 

 Biologics - cellular targets akin to RA (MMP, 
ADAMTs) 

 

 More effective analgesics (Tanezumab) 



Case 

 51 year old male with hand pains – Rt MCPJs especially 

 

 Some pains in elbows and ankles 

 

 Pain in evenings after use, better with rest, stiff for 15 
minutes in the AMs 

 

 PMH: T2DM, Liver disease, previous alcohol excess 

 

 Social: Building contractor  



Case 

 Bloods: ESR, CRP normal. Urate 388. FBC, U&Es, eGFR, Bone 
Profile normal. Vitamin D 66. ALT 48, other LFTs normal. RhF, 
CCP and ANA negative 

 

 

 

 

 

 

 



Case 
 

 Ferritin: 1,201 

 

 Referred to Gastro 

 HFE gene +ve 

 Started Venesections 

 

 Impression: Haemochromatosis Arthropathy (MCPJ OA, 
CPPD, T2DM, Liver disease) 

 

 Management: Hand therapy, Analgesia, MCPJ injection 

 

 



Thank you  


