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Introduction 

A case of osteoarthritis is to be considered whenever a family medicine doctor is presented with a joint pain case in a 

primary health care setting. [1-4] Generally, the patient’s pain may include upper limb joints like shoulders and fingers, with 
lower limb joints like the hips, knees, and ankles. These presentations are usually in people in their forties or older, and the 

clinical presentation may vary in older cases. [5] Patients older than 50-years-old with this disease might commonly present 

with mild morning stiffness that progresses in severity as activity increases, along with arthralgia and movement limitations. 

For confirmation of this diagnosis, the use of radiographic diagnostic testing could prove of great help. Although the 

radiological outcomes moreover than not are not in line with the presentation of the patient's symptoms.  

Osteoarthritis more commonly afflicts females, increasing with age progression. [6] Importantly, in the epidemiology of the 

osteoarthritic disease, the prevalence would be observed to be higher when screening is done through radiographic means. 

Osteoarthritis is commonly found in the joints of the hands, knees, and hips. While knee arthropathy occurs more in females, 
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Introduction: One of the most common presenting complaints to the family physician is joint pain. 

It is the physician’s duty thereafter to diagnose the patient and offer appropriate management of 

symptoms. The diagnosis of osteoarthritis is clinically based, but it is important to differentiate it 

from other arthritic conditions. Therefore, other diagnostic modalities such as imaging and 

laboratory markers may be suitable. Objective: We aimed to discuss the approach to osteoarthritis in 

the primary health clinic, and how it is diagnosed and managed. Methods: We searched Pubmed for 

((Osteoarthritis) (AND (management) OR (diagnosis)) and extracted the relevant literature.  Review: 

Osteoarthritis appears in the fifth decade in females, with a stiffness that progresses in severity 

throughout the day. Laboratory markers are often negative, hence, differentiating it from 

inflammatory rheumatoid arthritis. Imaging shows joint space narrowing and, as osteoarthritis is 

progressive, it could be utilized to monitor therapeutic response. Conclusion: Osteoarthritis is a 

debilitating illness for which many patients follow-up their treatment alongside their general 

practitioner. The family physician should therefore attempt to discuss the different therapeutic 

options available including conservative, medical, and surgical interventions. 
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gender discrepancy does not often occur in other joints. [7] Furthermore, the female gender is a risk factor for osteoarthritis 

development, and there were reports on genetic predisposition with dietary factors.  

Considering the prevalence above in a primary care setting, a common condition that might be presented is osteoarthritis. In 

this article, we will discuss how a family medicine doctor should approach a suspected osteoarthritis case, how to diagnose, 

and how to manage these patients. 

Methodology 

We searched Pubmed for ((Osteoarthritis) (AND (management) OR (diagnosis))). In regards to the inclusion criteria, the 

articles were selected based on the inclusion of one of the following topics; osteoarthritis, differential, diagnostic imaging, 

management, and pain control. Exclusion criteria were all other articles that did not have one of these topics as their primary 

endpoint. 

 

Review: 

A normal healthy joint consists of two bones, each with their layer of articular cartilage, which is a type of connective tissue 

that does not allow the friction of the two bones involved making it easier to glide against each other dynamically in weight-

bearing joints. 

joints have different types, one of which is a synovial joint that consists of synovium and articular cartilage. The synovium 

consists of connective tissue, blood vessels, lymphatic vessels and two types of cells A and B. Type A cells clears debris, 

and type B is in charge of the production of synovial fluid that helps lubricate the two articular surfaces. as for the articular 

cartilage maintaining its health is the chondrocytes' job. Chondrocytes are embedded in an extracellular matrix with two 

major components, type II collagen and proteoglycans that both provide tensile strength and elasticity of the cartilage. 

Maintenance of the health of cartilage is by the process of breaking down old cartilage and producing new one instead. 

 

Pathophysiology 

Osteoarthritis occurs when there is the loss of articular cartilage combined with underlying defective repair mechanisms. 

Certain risk factors of osteoarthritis cause the scale to tip towards the catabolic activity in cartilage homeostasis regulated by 

chondrocytes. Inevitably leading to increased articular damage and decreased production of new cartilage. This increase in 

articular damage causes chondrocytes to compensate for damage by inciting a decrease in proteoglycans production and an 

increase in type II collagen, subsequently switching to type I collagen causing no interaction between it and proteoglycans. 

This latter shift in collagenous formation will lead to a decrease in elasticity of the cartilage causing further breakdown. 

Hence, this articular cartilage breakdown causes inflammation of the synovium. Eventually, bone friction occurs due to loss 

of cartilage that will cause bony eburnation and osteophytes formation which is a new bone formation with outward growth. 

[8] 

 

Risk Factors 

Multiple risk factors are modifiable, including being overweight or obese, working a job that necessitates squatting or 

bending, and playing sports that involve a lot of repetitive impacts. Non-modifiable risk factors include old age (more than 

50-years-old), suffering a joint injury, or having a family history of osteoarthritis. Certain risk factors are further associated 

with debilitating osteoarthritis, these include female gender, presence of other comorbid conditions, and patients who had 

osteoarthritis for a long time. [9] 

 

Clinical Presentation 

Patients often present in their fifth decade with pain in the hands, hips, and knee joints, an alert physician should have a low 

threshold for suspecting osteoarthritis in such an inflammatory presentation. Common clinical manifestations of 

osteoarthritis include pain and swelling of joints with the presence of crepitations. This joint pain often would exacerbate 

during the evening period and alleviates by ample rest.  

Along with that joint pain, patients who are 50 years and older, will usually have some movement limitations and morning 

stiffness that worsens throughout the day. Hence, differentiating it from rheumatoid arthritis. A commonly misdiagnosed 

illness in osteoarthritic patients is rheumatoid arthritis, the family physician should be able to differentiate both using clinical 

examination and laboratory findings in difficult cases (Table 1). 

 

Table 1: Differentiating Osteoarthritic patients from Rheumatoid arthritic patients 

 Osteoarthritis Rheumatoid Arthritis 

Joints affected 
Distal interphalangeal, carpometacarpal joints, 

Heberden’s nodes 

Proximal interphalangeal and 

metacarpophalangeal joints 

Examination Hard stony bone-like joints Soft warm and tender (inflamed) joints 

Joint stiffness Worsens as the day progresses Worst after rest 
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Positive laboratory 

investigation 

Negative Rheumatoid factor, anti-cyclic citrullinated 

antibody, Normal ESR 

Positive Rheumatoid factor, anti-cyclic 

citrullinated antibody, High ESR with or without 

high C-reactive protein 

 

Moreover, many differentials shall be in the mind of the physician and be ruled out in the clinical setting, including; 

traumatic injury, collagen vascular diseases, gout, and pseudogout arthropathies. Moreover, in patients with an active sexual 

history, a diagnosis of septic arthritis, especially in a limping patient, should be considered and ruled out.  Further extra-

dermatological manifestations include psoriasis, which presents as silvery scales on extensor surfaces. Psoriatic arthritis may 

as well present with painful joints associated with skin scaling.    

  

Diagnostic Imaging 

In patients presented with osteoarthritis risk factors and symptoms, the family physician should rely on clinical judgment 

before proceeding to image modalities. This is because most patients will have classical signs and symptoms at presentation, 

thus, the radiographic findings are often unnecessary for diagnosis. Nevertheless, in patients with ambiguous symptoms 

radiology may help and is still considered the gold standard for diagnosing osteoarthritis. Generally, the x-ray is done 

initially in these patients, with common findings including; narrowing of joint spaces, subchondral sclerosis, and 

osteophytes. The Kellgren Lawrence osteoarthritis classification criteria are commonly used to stage inflammatory damage 

based on the imaging findings of the affected joints (Table 2). [10] 

 

Table 2: Kellgren Lawrence Osteoarthritis Classification Criteria 

Grade Disease Status Radiological Findings 

Grade 1 Doubtful Diagnosis Small osteophyte formation 

Grade 2 Mild disease Definite osteophyte formation 

Grade 3 Moderate disease Moderate joint space reduction 

Grade 4 Severe disease Great reduction in joint space, Subchondral sclerosis 

 

In addition to the diagnosis of difficult cases of osteoarthritis, radiographic imaging can be used to estimate inflammatory 

damage, and monitor treatment thereafter. Before referring a patient for replacement of the affected joint, radiography can be 

beneficial to check out the severity which is a determining factor to perform surgery or not. In most non-arthralgic patients, 

who are more than 50-years-old, magnetic resonance imaging would be useful in detecting abnormalities within the joint. 

[11] 

 

Management Approach 

A patient-centered approach is important in the management of this painful joint condition. In primary care practice, 

management should be done in a stepwise fashion beginning with conservative and medical therapy, while reserving 

complicated cases for surgical referral. For instance, exercising and losing weight are of great benefits in the knee and hip 

osteoarthritis. Medical treatment helps with reducing the patient’s pain and improving his movement. Although opioids and 
non-steroidal anti-inflammatory drugs have shown to cause serious side effects. 

 

Conservative Therapy 

The choice for non-invasive, conservative management is regarded as a must in these patients. Nevertheless, the effect of 

these will be affected by which joint is affected, the severity of the disease among many other factors. Some beneficial 

therapeutic for knee osteoarthritis include weight loss, physical therapy, Tai Chi arts, needle taping, and most importantly 

exercise. [12, 13] The use of aquatic exercise has been shown to have good short term benefits. Also, massage therapy has 

been effective in managing osteoarthritis as recent trials have shown significantly favorable results. [14, 15] Nevertheless, a 

trial suggested that there is no significant benefit of physical therapy in hip osteoarthritis. [16] 

Studies have shown that weight loss is recommended especially when the knees or hips are affected. [17] Although, a 

systemic review has found evidence of low quality about the effect of bariatric surgery on decreasing pain and morbidly in 

patients with knee involvement. [18] Some natural product supplements such as S-adenosylmethionine, 

methylsulfonylmethane, chondroitin, and glucosamine have been suggested in management but with variable effects on 

osteoarthritis management. Methylsulfonylmethane taken as three grams twice daily has been reported to significantly 

improve symptoms of pain and physical impairment. [19] However, more recent trials have shown that this effect is 

negligible over three months. [20] Other complementary therapy includes acupuncture, especially for knee and hip joint 

osteoarthritis. [21, 22] 

 

Medical Therapy 

For osteoarthritis, non-steroidal anti-inflammatory drugs (NSAIDs) are more effective than acetaminophen but considering 

which is safer, then acetaminophen is more appropriate when given in an adequate dose. However, the use of the non-
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steroidal anti-inflammatory drug for example diclofenac is most effective, succeeded by naproxen. [23] A somewhat 

effective medical therapy appearing in several small trials was topical capsaicin, although a noticed adverse effect is a 

transient burning sensation. [24] For moderate effect in treating osteoarthritis, tramadol shall be considered by the physician. 

[25] As for more severe and painful cases, duloxetine, which is a serotonin-norepinephrine reuptake inhibitor, is approved 

and shows a significant pain alleviation. [26] A common side effect in patients taking serotonin-norepinephrine reuptake 

inhibitors is moderate nausea. [27] Hence, only selected patients should use tramadol and duloxetine as they have similar 

side effects. Transdermal and oral opioids, with the exclusion of tramadol, have significant side effects and long term use is 

not recommended. Therefore, the family physician should predominantly start with acetaminophen at a full-dose with or 

without topical therapy.  The general approach afterward is to use non-steroidal anti-inflammatory drugs (like diclofenac or 

naproxen), then, if needed, prescribe duloxetine or tramadol. Unfortunately, symptoms of chronic osteoarthritis tend to 

increment in severity, although they may temporarily improve in the short term with aggressive therapy. Corticosteroid 

injections have been shown to only relieve short term pain and decrease limitations, but they do not improve the quality of 

life. Furthermore, the steroidal injection has shown decrement in synovial fluid levels for ADULTS, a predictor of 

management success in osteoarthritis inflammation. [27] 

 

Surgical Therapy 

For patients with radiographic confirmation of osteoarthritis who suffer moderate or severe pain, surgery (joint replacement) 

may be indicated. It is good practice to have radiographic confirmation of knee osteoarthritis as this can lead to better 

management and a further improvement in function and pain control. Although, major complications can occur in these 

surgeries like infection, repeat surgery, or mobilization with the use of anesthesia and formation of deep vein thrombosis. 

[28] Often severe joint arthropathy would require hip or ankle joint replacement surgery, and factors such as daily life 

limitation and age are taken into consideration. An ineffective way for knee osteoarthritis is arthroscopic meniscectomy, 

which also showed insignificance in treating patients with degenerative meniscal tears. [29]  

 

Conclusion 

Osteoarthritis is a debilitating illness for which many patients follow-up their treatment alongside their general practitioner. 

The family physician should therefore attempt to discuss the different therapeutic options available including conservative, 

medical, and surgical interventions. Surgical procedures such as arthroscopic meniscectomy should be avoided in mild 

patients, and surgical approaches, in general, should be reserved for complicated resistant cases. Each patient has to receive 

their tailored management plan depending on a multifactorial basis. 
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