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ABSTRACT

Osteoarthritis (OA) is the most common joint disorder worldwide It is a
chronic degenerative disorder characterized by cartilage loss. OA
prevalence is high, and it is a major cause of disability. Numerous factors
have been associated with an increased risk for the development of OA;
these include systemic factors such as genetics, age and gender as well as
local mechanical factors such as joint injury , joint deformity and muscle
weakness .Therapies for OA have been directed mostly toward the
alleviation of signs and symptoms of the disease, predominantly manifested
by pain. Evaluating therapeutic efficacy has largely focused on
improvement in pain and joint function.

Management of OA, the most common form of arthritis, involves a
combination of  nonpharmacological, pharmacological, and surgical
options in advanced cases. As the populations of developed nations age
over the next few decades, the need for Dbetter understanding of
osteoarthritis and for improved therapeutic alternatives will continue to

grow.

Key Words : osteoarthritis , etiopathogenesis , non-pharmacological
options , DMOAD:s .
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Review of Literature

Introduction and Aim of the work

Osteoarthritis (OA) is the most common articular disease
worldwide; its high prevalence entails significant costs to society .Direct
costs of osteoarthritis include clinician visits, medications, and surgical
intervention,indirect cost is the time lost from work. As the populations
of developed nations age over the next few decades, the need for better
understanding of osteoarthritis and for improved therapeutic alternatives
will continue to grow (Lozada,2009).

It is becoming increasingly apparent that the subchondral bone,
periosteum, periarticular ligaments, periarticular muscle , synovium, and
joint capsule are all richly innervated and are the likely source of
nociception in osteoarthritis .In addition, it is apparent that local tissue
alterations in the bone and meniscus and alignment of the lower extremity
are important in terms of disease genesis (Hunter ,2009).

New diagnostic recommendations for knee osteoarthritis,have been
published, one on risk factors :female sex, aging, overweight, joint injury,
malalignment, joint laxity, occupational and recreational use, family
history, and Heberden's nodes (bone overgrowth at the distal finger
joints), and one on clinical diagnosis that focused on 3 symptoms: pain on
use, short-lived morning stiffness, and functional limitation, and 3 signs :
crepitus, restricted movement, and bony enlargement.The third
recommendation called for plain radiography of the knees, with a weight

bearing, semi-flexed view, plus a lateral and skyline view (Zhang,2009).



Review of Literature

A group of patients show fast progression of the disease process
leading to disability and ultimately joint replacement.Apart from
symptom relief, no treatments have been identified that could eradicate
the disease process .Therefore, there has been increasing attention
devoted to the understanding of the mechanisms that are driving the
disease process.The biology of the cartilage-subchondral bone unit has
been highlighted as a key in osteoarthritis, and pathways that involve both
cartilage and bone formation and turnover have become prime targets for
modulation,and thus therapeutic intervention(Luyten et al.,2008).

Therefore the aim of this work is to demonstrate the advances in

etiopathogenesis , clinical assessment and management of osteoarthritis.



Review of Literature

Epidemiology and Etiopathogenesis

EPIDEMIOLOGY

Osteoarthritis 1s derived from the Greek word "osteo" meaning of
the bone, "arthro" meaning joint , and "itis" meaning inflammation,
although the "itis" of osteoarthritis is somewhat of a misnomer as
inflammation is not a conspicuous feature.

By the age of 65, more than 80% of the population have radiographic
changes consistent with osteoarthritis in at least one site (hands, feet,
spine, knees, or hips), 40% complain of arthritic symptoms, and 10%
report limitation in activity due to arthritis. Women, after the
perimenopausal period, are more likely to develop osteoarthritis of the

knees, hips, and hands than are men (Issa and Sharma, 2006).

The prevalence of OA (the frequency of the disease in the
population at a given time), varies according to the definition of OA, the
specific joints under study, and the characteristics of the study population.
The prevalence of radiographic and symptomatic knee, hand, and hip OA
has been estimated. The age-standardized prevalence of radiographic
knee OA in adults over the age of 45 years was 19.2% among the
participants in the Framingham Study (the prevalence of radiographic and
symptomatic knee Osteoarthritis of independently living elderly in the
early 1980s at which time they had been observed for over 35 years and
many risk factors for Osteoarthritis had been ascertained. This study
suggested that knee osteoarthritis increases in prevalence throughout the
elderly years, more so in women than in men. Also, studies of risk factors

have shown that obesity precedes and increases the risk of knee



