
Osteoarthritis (OA) is a common, disabling and costly con-
dition managed mainly in primary care. A rise in preva-

lence is partly explained by increasing obesity and longevity.1,2

NICE CG177 (February 2014) updates the 2008 guidance
on this topic. In the light of recent evidence a number of rec-
ommendations have been revised relating to OA diagnosis,
treatment and review. However, the emphasis on the ‘core’
treatments to be offered to all patients remains unchanged:
patient education, exercise and weight loss (if overweight).
This is supported by other guidelines.3,4

Diagnosis
The updated guideline states that in patients in a susceptible
age group (>45 years), the presence of typical symptoms (activ-
ity-related joint pain with less than 30 minutes of early morning
stiffness) may be used to diagnose OA without the need for
additional tests such as X-rays. However, a number of atypical
symptoms that may indicate an alternative diagnosis and do
require further investigation (such as prolonged morning stiff-
ness or prior joint trauma) are highlighted. 

This should facilitate the confident early diagnosis of OA
in primary care allowing prompt instigation of core treatments
and the agreement of an individualised management plan with
the patient (another key recommendation). 

Nutritional supplements and complementary
therapies
The existing recommendation that the nutritional supplements
glucosamine and chondroitin should not routinely be offered
for OA remains unchanged, though individual patients may
choose to use these over-the-counter (OTC) products them-
selves. This is based on cumulative evidence that the clinical
benefit of these compounds is likely to be largely due to a
placebo effect, particularly in the longer term, while evidence
for a structure-modifying role remains uncertain. Other guide-
lines reach the same conclusion and highlight problems of
publication bias and heterogeneity (different studies reaching
opposing conclusions) in this area.5

A review of the current evidence for acupuncture similarly
failed to change the recommendation that it should not be
offered to patients with OA, due principally to a lack of evi-
dence of benefit when compared with sham acupuncture in
high-quality, properly blinded studies. 

Drug treatments
It should be emphasised that this guideline does not include
a review of the pharmacological management of OA. Although

initially intended, this has been deferred until after the com-
pletion of an ongoing Medicines and Healthcare products
Regulatory Agency (MHRA) review of the safety of OTC anal-
gesics; in the meantime, the 2008 NICE guidance on drug
treatments for OA remains in place. However, the guideline
group considered that prescribers should be aware of, and
take into account, recent evidence on the efficacy and long-
term safety of paracetamol. 

Paracetamol is currently recommended by NICE as a first-
line analgesic in OA alongside topical NSAIDs. Other drugs
(oral NSAIDs, including COX-2 inhibitors, and opioids) should
be considered only if these options fail. As noted by other
guideline groups,5 pooled randomised controlled trial evidence
now suggests that paracetamol may offer only a small degree
of benefit for OA pain, with minimal effects on stiffness and
function. 

Coupled with this is evidence from observational studies
suggesting that the adverse effects of paracetamol (compris-
ing GI, renal and cardiovascular toxicity) may be greater than
previously thought, although none of the studies identified
looked specifically at an OA population. 

Any future guidance restricting the use of paracetamol in
OA is likely to prove problematic for both clinicians and
patients given the paucity of other safe and effective options.
In particular, prescribers will be aware of ongoing concern
regarding the safety of NSAIDs following last year’s MHRA
warning concerning diclofenac; however, despite this our clin-
ical experience is that many OA patients continue to use
NSAIDs regularly to manage their pain. It will be interesting to
see how the guideline group balances these issues when the
full review is undertaken. 

Although not specifically addressed in this guideline,
there currently remains no evidence that disease-modifying
drugs used in rheumatoid arthritis are effective for OA; how-
ever, it is recognised that some OA patients have a very
‘inflammatory’ pattern and a trial is currently being under-
taken in the UK to investigate the efficacy of hydroxychloro-
quine in hand OA.6

Follow-up and review
Of relevance to all clinicians treating OA is the new recom-
mendation for annual review of all patients taking regular
medication for their OA, as well as those with ongoing pain,
multiple joint involvement and co-morbidities. Reviews should
incorporate monitoring of symptoms, patient education and
support for self-management. Regular review in primary care
also provides an opportunity to consider onward referral for
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joint surgery if appropriate, and further new guidance is
included regarding the types of information that should be
provided to patients considering this option.

The future
Lastly, the guideline makes several recommendations for
future research, in particular a need to identify true disease-
modifying treatments for OA with the ability to ameliorate struc-
tural joint damage. Though damage and symptoms are not
always well correlated in OA, it is expected that such treat-
ments would have some effect on pain, stiffness and the need
for expensive surgery. 

It must surely be hoped that in preparing the next iteration
of this guideline, NICE may have the opportunity to consider
such treatments.
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