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Management of OA 

• Establish the diagnosis of OA on the basis of 

history and physical and x-ray examinations 

• Decrease pain to increase function 

• Prescribe progressive exercise to 

• Increase function 

• Increase endurance and strength 

• Reduce fall risk 

• Patient education: Self-Help Course 

• Weight loss 

• Heat/cold modalities 



Pharmacologic Management of OA 

 Nonopioid analgesics 

 Topical agents 

 Intra-articular agents 

 Opioid analgesics 

 NSAIDs 

 Unconventional therapies 



Nonopioid Analgesic Therapy 

• First-line—Acetaminophen 

• Pain relief comparable to NSAIDs, less toxicity 

• Beware of toxicity from use of multiple 

acetaminophen-containing products 

• Maximum safe dose = 4 grams/day 



Nonopioid Analgesic Therapy (cont’d) 

• NSAIDs 

• Use generic NSAIDs first 

• If no response to one may respond to another 

• Lower doses may be effective 

• Do not retard disease progression 

• Gastroprotection increases expense 

• Side effects: GI, renal, worsening CHF, edema 

• Antiplatelet effects may be hazardous 



Nonopioid Analgesics in OA 

• Cyclooxygenase-2 (COX-2) inhibitors 

• Pain relief equivalent to older NSAIDs 

• Probably less GI toxicity 

• No effect on platelet aggregation or bleeding 

time 

• Side effects:  Renal, edema 

• Older populations with multiple medical 

problems not tested 

• Cost similar to generic NSAIDs plus proton 

pump inhibitor or misoprostol 



Nonopioid Analgesics in OA (cont’d) 

• Tramadol  

• Affects opioid and serotonin pathways 

• Nonulcerogenic 

• May be added to NSAIDs, acetaminophen 

• Side effects: Nausea, vomiting, lowered 

seizure threshold, rash, constipation, 

drowsiness, dizziness 

 



Opioid Analgesics for OA 

• Codeine, oxycodone 

• Anticipate and prevent constipation 

• Long-acting oxycodone may have fewer CNS 

side effects 

• Propoxyphene 

• Morphine and fentanyl patches for severe pain 

interfering with daily activity and sleep 



 Topical Agents for Analgesia in OA 

• Local cold or heat: Hot packs, hydrotherapy 

• Capsaicin-containing topicals   

• Use well supported by evidence  

• Use daily for up to 2 weeks before benefit 

• Compliance poor without full instruction 

• Avoid contact with eyes 

• Liniments = methyl salicylates 

• Temporary benefit 



OA: Intra-articular Therapy 

• Intra-articular steroids 

• Good pain relief  

• Most often used in 

knees, up to q 3 mo 

• With frequent 

injections, risk 

infection, worsening 

diabetes, or CHF 

• Joint lavage 

• Significant 

symptomatic benefit 

demonstrated 

• Hyaluronate injections* 

• Symptomatic relief  

• Improved function 

• Expensive 

• Require series of 

injections 

• No evidence of long- 

term benefit 

• Limited to knees 



OA: Unconventional Therapies 

• Polysulfated glycosaminoglycans—nutriceuticals  

• Glucosamine +/- chondroitin sulfate: 

Symptomatic benefit, no known side effects, 

long-term controlled trials pending 

• Tetracyclines as protease/cytokine inhibitors 

• Under study 

• Have disease-modifying potential 



OA: Management Summary 

• First: Be sure the pain is joint related (not a 

tendonitis or bursitis adjacent to joint) 

• Initial treatment 

• Muscle strengthening exercises and 

reconditioning walking program 

• Weight loss 

• Acetaminophen first 

• Local heat/cold and topical agents 

 



OA: Management Summary (cont’d) 

• Second-line approach 

• NSAIDs if acetaminophen fails 

• Intra-articular agents or lavage 

• Opioids 

• Third-line  

• Arthroscopy 

• Osteotomy 

• Total joint replacement 



 



 


