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Welcome

• Webinar Housekeeping
– Polling Slides
– Question Period 

• This group learning program has been certified by 
the College of Family Physicians of Canada for up 
to one (1) Mainpro+ credit

• Recording for Asynchronous session tomorrow
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Faculty/Presenter Disclosure

• Faculty/Presenter: Dr. Julia Alleyne
• Where we get Personal $: Volunteer 
• Where we get Grant/ Program $: CFPC Canada is 

supporting this program. 

• Relationships with commercial interests:
– Grants/Research Support: None
– Speakers Bureau/Honoraria:     None
– Consulting Fees:    None
– Other:   None (or alternative)



Partners in the OA 
Tool Development

College of Family Physicians of Canada

Arthritis Alliance of Canada

Centre for Effective Practice

OA Tool Webinar Working Group
• Dr. Julia Alleyne (Chair)
• Dr Pierre Frémont
• Dr. Sahil Jain
• Dr. Matthieu Lafontaine-Godbout
• Dr. Victor Lun



Learning Objectives for Webinar
1. To describe the need for the OA tool in clinical 

practice
2. To utilize the Osteoarthritis Tool to determine 

diagnosis and stage of disease through patient 
history and physical examination.

3. To educate patients with evidence based 
management recommendations

4. To apply appropriate criteria for investigations 
and referrals
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Polling Question: Practice Needs

What percentage of your patients make an 
appointment to discuss osteoarthritis symptoms 
and/or management?

2-5% of my patient visits
10-15% of my patient visits
20-25% of my patient visits
25-35% of my patient visits
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What is Osteoarthritis?

• A disorder of synovial joints
• Most commonly affects:

o Knee
o Hip
o Hand – First CMC, DIPs, PIPs
o Cervical and Lumbar spine
o First MTPs



Why an OA tool ? What’s the issue?

• Osteoarthritis is common and affects most often the hip, 
knee and hand. 30% of Canadian adults will have OA in 
at least one of these joints

• The prevalence in Primary care is 14% and expected to 
reach 25% in the next 30 years

• Patients with OA have
o 15-25% lower quality of life
o Increased long term disability
o 2-3 times higher health care costs
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Despite the Facts;

 Underdiagnosed
Undertreated
Delay in seeking care
Missed opportunities for pain management with 

both pharmacological and non-pharmacological 
interventions

 Sub-optimal function, mobility and 
independence
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Quick Self-Assessment: Question 1

True or False? 

Weight reduction among the obese (BMI >30) 
population in Canada is a prevention strategy 
for Hip, Knee and Hand Osteoarthritis.
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True or false?
Weight reduction among the obese (BMI >30) population in Canada is a 
prevention strategy for Hip, Knee and Hand Osteoarthritis.

Fact: The impact of programs resulting in weight reduction among the 
obese (BMI >30) population in Canada would lead to the prevention of 
more than 200,000 new cases of OA over the next 30 years with 
cumulative savings of more than $212 billion to Canadian society, which 
is a reduction of $48 billion in direct costs and $164 billion in indirect 
costs. Further research is needed to improve on current strategies for 
preventing and treating obesity.

Impact of Osteoarthritis in Canada, 2011, Arthritis Alliance of Canada
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Question 2
Osteoarthritis has been identified as a direct 
cause of which of the following condition(s)? 
Select all that apply.

a) Chronic Pain Syndrome
b) Depression
c) Decreased outcome in Cardiac Rehabilitation
d) COPD
e) Sub-optimal outcomes in Diabetes Management
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All of the Above

Australian Institute of 
Health and Wellness



Key Competencies

Which of the following evidence-based 
management strategies for Osteoarthritis do 
you offer to your patients?

1) Joint Protection
2) Application of Thermal Therapy( Heat)
3) Use of Duloxetine for Osteoarthritis
4) Neuro-muscular exercise
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Practice Impact of Osteoarthritis

 28 year old with ACL tear needs to be educated on 
Osteoarthritis prevention

 45 year old with recurrent intermittent knee pain and 
normal x-ray and exam, need to be advised on weight 
management and stabilizing exercise

 62 year old with early osteoarthritic signs and symptoms 
needs a comprehensive assessment and ongoing 
maintenance plan for optimal osteoarthritis care

 75 year old with diabetes & history of cardiac has 
difficulty with rehab due to joint pain.
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Let’s look at the Tool 
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How was 
the Tool 
developed?

Planning and 
Preparation

Identify Key 
Resources

Establish working 
Groups

Evidence 
Collection and 
Needs Assessment

Literature Search

Agree II Principles

Environment San

Focus Groups

Content 
Development and 
Prototyping

Usability 
Interviews and 
Application

Dissemination and 
Evaluation



What is the Evidence ?
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Who are the Guideline Experts ?

Guideline Based Knowledge Translation
• American College of Rheumatology (ACR)

o www.rheumatology.org
• Osteoarthritis Research Society International (OARSI)

o www.oarsi.org
• European League Against Rheumatism (EULAR)

o www.eular.org

o Health Quality Ontario, New Standards
• British Columbia, General Practice Services Committee, Practice 

Support Program
o www.bcguidelines.ca

23

http://www.eular.org/
http://www.bcguidelines.ca/


American College of Rheumatology - 2012 
Pharmacologic/ Non-Pharmacologic - Hip and Knee

Non-Pharmacological

•Exercise (aerobic, aquatic, 
resistance)
•Tai chi
•Weight Loss
•Alignment assistance
•Walking aids
•Heat
•Self Management
•Psychosocial Support
•Physical Modalities

Pharmacological

•1st Line
 Acetaminophen/ NSAID’s/ 
Cortisone Injection/ Tramadol
•2nd Line
Duloxetine/ Hyaluronate 
injections
•Failed Medical or Medically 
Non-Surgical
Opioids



Let’s not forget the hand

• Joint Protection
• Splints/ Supports
• Heat
• NSAID’s- Oral/Topical
• Tramadol
• Capsaicin
• Cortisone Injections Not recommended



2014 – Knee Non-Surgical

• OARSI guidelines for the non-surgical 
management of knee osteoarthritis

• Recommended
• Emergence of Duloxetine 2nd line 

• Inconclusive
• Opioids
• Tramadol

• Not Recommended
• Electrical Modalities
• Risedronate
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Evidence-based treatment for knee OA does not include arthroscopy

Arthroscopic knee debridement or meniscal surgery should 
not be performed for people with radiographic osteoarthritis 
(including patellofemoral osteoarthritis).

Arthroscopic knee lavage is not an acceptable treatment.

Health Quality Ontario; Ministry of Health and Long-Term Care. Quality-based procedures: 
Clinical handbook for knee arthroscopy. Toronto: Health Quality Ontario; 2018 July. 69 p. 
Available from: http://www.health.gov.on.ca/en/pro/programs/ecfa/funding/hs_funding_qbp.aspx

Arthroscopy Association of Canada Position Statement Concerning Arthroscopy of the Knee 
Joint (2017)
http://coa-aco.org/wp-content/uploads/2017/09/AAC-position-statement-Knee-Arthroscopy-
2017Sept.pdf

Siemieniuk et al. BMJ 2017: Arthroscopic surgery for degenerative knee arthritis and meniscal 
tears: a clinical practice guideline
https://www.bmj.com/content/357/bmj.j1982

Choosing Wisely Canada: Top 10 Things Orthopaedic Surgeons Should Question (2018)
// / /

http://www.health.gov.on.ca/en/pro/programs/ecfa/funding/hs_funding_qbp.aspx
http://coa-aco.org/wp-content/uploads/2017/09/AAC-position-statement-Knee-Arthroscopy-2017Sept.pdf
https://www.bmj.com/content/357/bmj.j1982
https://choosingwiselycanada.org/orthopaedics/


OARSI.org 
Osteoarthritis Research Society International

A systematic review of recommendations and guidelines for the 
management of osteoarthritis: The Chronic Osteoarthritis Management 
Initiative of the U.S. Bone and Joint Initiative (2014)

• Recommended:
• Education/ Self Management/ Exercise/ Weight Loss, Canes, Heat
• Acetaminophen/ NSAIDS – Topical/Oral / Cortisone Injection(Hip/ Knee)
• Joint Replacement

• Inconclusive
• Acupuncture, Knee Braces, Heel Wedges, Intra Articular Hyaluronans, 

Glucosamine/ Chondroitin

• Not Recommended
• Arthroscopy with Debridement
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EULAR – 2017 Recommendations
European League Against Rheumatism

Clinical Interpretation 
o Imaging is only indicated in 

atypical presentations or 
aggressive progression

o X-ray image is ideal for bone, 
weight-bearing views for knees

o US/MRI for soft tissue diagnosis
o US guided injections for complex 

presentations
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Quality Statements in brief 
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Quality Statements in brief 



What are the gaps?

2. Identification of Clinical Gaps
o Common approach for multiple joints
o Clinical Approach for office based practice
o Integration of Patient Key Messages
o Evidence based management approach 
o How do we stages without imaging
o What are the Non-pharm interventions
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The OA Tool - Practice Principles

Focus on Hand, Hip 
and Knee

Use Non-
Pharmacological and 

Pharmacological 
Approach

Diagnostic approach 
based on clinical 

staging of signs and 
symptoms

Evidence informed 
treatment is based 
on Education and 

Exercise

Comprehensive
approach to whole 

person chronic 
disease 

Integrated Key 
messages for 

Provider and Patient



Where to find it

CFPC
www.cfpc.ca/oatool

Centre for Effective Practice 
www.thewellhealth.ca

Arthritis Alliance of Canada 
www.aac.org
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The Osteoarthritis Tool: Algorithm
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The Osteoarthritis Tool: Algorithm
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The Osteoarthritis Tool: Algorithm



Considering the Alternatives
And all other common musculoskeletal conditions like mechanical back 
pain, patello-femoral syndrome, rotator cuff injuries, trochanteric bursitis, 
and others.



Hip and Knee Physical Exam



Hand Examination



Imaging of Affected Joints



When to refer



Management Matrix
Non-Pharmacological/ Pharmacological

Recommended
• Exercise – Neuromuscular, Cardio
• Walking Aids
• Joint Protection
• Thermal Therapy
• Analgesics + Duloxetine

Not Recommended
• Capaiscin, glucosoamine, chrondritin

Inconclusive
• Intra-articular PRP, Stem Cells, 

Hyaluronates
• Topical NSAID for Hip

Hip/ Knee Hand
Recommended
• Heat, Exercise and Joint Protection
• Topical NSAID’s
• Capaiscin
• Analgesics
• Oral NSAID’s

Not Recommended
• Intra-articular Injections for Hand OA

Inconclusive
• Intra-articular PRP, Stem Cells, 

Hyaluronates
• Topical NSAID for Hip



Options for Exercise

• Strength Training
• Aerobic Conditioning
• Stretching/flexibility
• Range of motion
• Neuromuscular exercise
• Mindful Movement

– Yoga
– Tai Chi
– Qi Gong

• Structured Physical Activity
• Aquatic Exercise/Hydrotherapy



Exercise-what does the evidence say?

Exercise type Evidence Source

Land based exercise • Land based exercises can decrease pain and improve function (Fransen & McConnell, 2014; Fransen & 
McConnell, 2015)

Hydrotherapy/Aquatic • Aquatic exercise offers short term benefit for hip and knee OA, long term effects 
have not been documented

(Bartels et al 2007; Waller et al 2014; Bartels et 
al, 2016)

Aerobic

Resistance training

Dynamic programs

• Aerobic walking reduces pain & disability in knee OA

• Resistance training is safe & effective in OA

• Combining strengthening, flexibility and aerobic are most likely to improve pain 
and function in OA

(Roddy et al 2005)

(Regnaux et al 2015)

(Uthman et al 2014)

Neuromuscular

• As effective as traditionally used strength or aerobic exercise for people with 
degenerative knee disease 

• GLA:D program has had significant impact on patient symptoms, function, intake 
of painkillers, sick leave for people with osteoarthritis, results maintained at one 
year

(Ageberg et al, 2015)

(Skou et al, 2017)

Yoga

Tai Chi

• Yoga- recommendations for improving pain & disability are weak in some studies 
on OA

• Tai Chi is effective for pain reduction in knee OA

(Cramer et al, 2013 )

(Ye et al, 2014)



Roos and Juhl. Osteoarthritis and Cartilage, 2012

Good Life with osteoArthritis: Denmark
Adapted for Canada

Consists of 3 parts
1) 2 Education sessions
2) 12 individually tailored NEuroMuscular Exercise 

(NEMEX) in a group setting
3) Database collects patient outcomes at baseline, 3 and 

12months (quality monitoring) 

For anyone who has a chief complaint of hip/knee 
osteoarthritis, or who is experiencing symptoms of 
hip/knee osteoarthritis.

In Denmark, over 25,000 people have access the program. 
Results show a 27% reduction in pain, 30% increase in 
self-reported physical activity levels, and reduced use of 
pain medication and days on sick leave.

(GLA:D® was piloted in Canada showing very similar results)

For more information, visit: www.gladcanada.ca www.glaid.dk
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Clinical Decision Making

• Danielle is a 66-year-old woman who would like 
a cortisone injection for her right knee pain. 

• Her previous doctor has retired and about 3 years 
but she did benefit from a cortisone injection for 
knee pain that had bothered her for 6 months. The 
cortisone lasted for at least a year and she has 
been managing with acetaminophen arthritis and 
some heat occasionally.



Applying the Evidence

1. What other related questions would you ask her?
2. Would you do any imaging?
3. Why pharmacological agents would you use for 

pain? 
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Red Flags – Yellow Flags
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EULAR – 2017 Recommendations
European League Against Rheumatism

Clinical Interpretation 
o Imaging is only indicated in 

atypical presentations or 
aggressive progression

o X-ray image is ideal for bone, 
weight-bearing views for knees

o US/MRI for soft tissue diagnosis
o US guided injections for complex 

presentations
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Medications

• Oral NSAIDS
– Oral NSAIDs help ~60% but cause adverse events in ~ 20%. They 

are generally preferred vs acetaminophen.

• Topical NSAID
– Effective as Oral NSAIDs (on hand/knee) with lower risks. 

• Steroid Injection
– Steroids are among the most effective therapy for 4 weeks of pain 

relief with little identified harms. 



Danielle… Retired Accountant 

• Over the last 3 months, she has noticed intermittent swelling 
accompanied by aching and occasional swelling that occurs towards 
the end of the day and is located at the anterior knee. 

• She has not noticed any giving way, locking or buckling. knee is weak 
and she can’t trust it so she holds onto railing and on a bad day.

• She was previously an avid skier and runner but now her activity is a 
daily walk with her dog for about 15 minutes. She recalls having a bad 
right knee injury that was a ski accident that occurred in her early 
twenties. She recalls seeing a doctor in the emergency room 
and going for some physio for a few months.



What Stage of OA ?

1. What stage is she symptomatic for?
2. Do you need more information?
3. What examination findings do you expect?
4. What non-pharmacological management 

could you offer?



60



What Stage is She?
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Differential Diagnosis

• Inflammatory arthritis (e.g., Rheumatoid arthritis, Psoriatic arthritis, ankylosing 
spondylitis, arthritis associated with IBD, reactive arthritis, Sarcoidosis) 

• Soft tissue pathology
• Avascular necrosis
• Fracture (traumatic versus pathologic)
• Septic arthritis
• Diseases that can predispose to OA:

– Metabolic diseases (Hemachromatosis, ochronosis)
– Endocrine diseases (acromegaly, hyperparathyroidism)
– Hypermobility (Ehler’s Danlos)
– Crystal arthropathy (Gout, CPPD)
– Neuropathic joints 
– Chondrodysplasias
– Diffuse Idiopathic skeletal hyperostosis (DISH)
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Physical Examination

• Mild Limp
• Active flexion is 90 degrees/ passive flexion is 95 degrees
• Active extension is minus 15 degrees/passive is painful with no further 

movement
• Pain with patellar compression
• Pain with ¼ squat in standing
• Pain with squat and abandons because she can’t do it. 
• No Effusion today
• Unable to do sit to stand from the chair
• Hip ROM full and does not cause knee pain
• Meniscal testing is negative



Danielle… Retired Accountant 

• Over the last 3 months, she has also become concerned about aching of 
fingers. Somedays are better than others. May be worse on cloudy days. 

• Hands are stiff in the morning, but somewhat better with activity. However, 
has discomfort with hobbies: 

- Took up knitting 15 years ago but now is finding discomfort and mobility 
limits. 

• As the appointment progresses she points to her knuckles reporting some are 
slowly increasing in size and “they look awful.” 

• She has bony growth at DIP on 2nd, 3rd and 4th on both hands with Right 
slightly > Left; as well as some bony growth at PIP 3rd on both. 

- There is some reduced extension deformity in 3rd and 4th.  
• No real redness and no clear swelling in joint itself. 
• Minima tenderness across joints. 
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Non-Pharmacological: Hand
Neuromuscular training
• Aim for 8 repetitions of exercise, 

increase to 15-20 repetitions, 1-2 
times per day

• Take a day off after strengthening
• Examples: Make a fist, spread 

fingers, opposing thumb to each 
fingertip

Self-Management
• Psychosocial interventions (example 

CBT) may help 
• Refer to a mental health counselor if 

available

Assistive Devices
• Hand or thumb splints can improve 

hand function and decrease pain, 
consider referral to therapies

Joint Protection (Examples of behavior)
• Reduce the effort needed to do a task – use 

labour saving equipment and avoid heavy lifting
• Pace yourself, rest for 30-60 seconds every 5-10 

minutes when stretching, or moving joints
• Identify activities that worsen pain, then plan 

activities to minimize pain 
• Distribute weight over several joints - example 

spread the load between 2 hands
• Avoid strain on thumb(s), repetitive thumb 

movements, and/or prolonged grip position
• Use a large grip as possible

Thermal Therapy
• Parrafin Wax
• Heat pad: 10 minutes on, 10 minutes 

off or 15-20 minutes on



Evidence Based Treatment 
Recommended
• Exercise – Neuromuscular, Cardio
• Walking Aids
• Joint Protection
• Thermal Therapy
• Analgesics + Duloxetine

Not Recommended
• Capaiscin, Glucosoamine, Chrondritin

Inconclusive
• Intra-articular PRP, Stem Cells, Hyaluronates
• Topical NSAID for Hip



Where does Danielle go from here?

1) Self Management
2) Advice on Emerging Symptoms for follow-up
3) Integrated Follow up with usual care
4) Focus on Functional abilities for further referrals
5) Provide ongoing resources like GLA:D or 

credible websites



Osteoarthritis is a Partnership



Joint Custody
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