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Life begins at fifty and so does Osteoarthritis
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Abstract

Background: Osteoarthritis (OA) is the most predominant chronic joint condition worldwide and a main source for impaired function
and disability with huge treatment costs and financial weight. It is a typical degenerative disorder of the articular cartilage related with
hypertrophic bone changes and the predisposing factors incorporate hereditary qualities, female sex, past injury, propelling age, and
weight. In spite of late accomplishments in the knowledge of disease pathogenesis, the treatment is as yet a test and as opposed to the
inflammatory joint infections, no disease modifying medications are right now accessible for OA.

Aim: This review plans to give an overview of the present learning of pathophysiology and the available choices accessible for knee
osteoarthritis including non pharmacological, pharmacological and surgical methodologies.

Methods: Thorough literature checking was done and the information sources included PubMed, the Cochrane Collection, Web of
Science, and the Physiotherapy Evidence Database from 1970 till date, and ClinicalTrials.gov and the procedures from the 2015
American College of Rheumatology yearly gatherings.

Results and Conclusion: Osteoarthritis of the knee joint is brought about by an intricate interchange among catabolic and anabolic
impacts of chondrocytes, which includes the whole joint. Conservative management choices ought to be executed including a blend of
training, exercise and physiotherapy, weight reduction, analgesics and neutraceuticals. Treatment for knee osteoarthritis starts with
conservative methods and advances to surgical treatment alternatives when conservative treatment falls flat. No demonstrated disease

modifying agents for the treatment of knee osteoarthritis right now exist.
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Introduction

Knee osteoarthritis is a dynamic joint ailment which may in the
long run lead to disability and is most normal in older ladies and
men. It is a degenerative joint illness portrayed by articular
cartilage destruction, synovial membrane inflammation, and
subchondral bone remodelling . Knee osteoarthritis can be
partitioned into two sorts, primary and secondary. Primary
osteoarthritis is articular degeneration with no evidence hidden
reason. Secondary osteoarthritis is the result of either an irregular
grouping of power over the joint similarly as with post-traumatic
causes or unusual articular ligament, for example, rheumatoid
joint pain. The patient presents with knee pain that is slow in
beginning and more terrible with activity, knee stiffness and
swelling, pain after prolonged sitting or resting, and pain that
worsens over time. The principles of treatment are to ease agony
and stiffness and improve function and mobility of the joint, with
current consensus guidelines suggesting the utilization of a mix
of exercise based recuperation, pain relief with paracetamol or
NSAIDs, and surgical mediation where necessary [,

Prevalence

The prevalence of osteoarthritis keeps on ascending as life
expectancy and obesity rises. This condition is assessed to
influence over 10% of the populace beyond 60 years of age and
is a significant reason for morbidity, disability, and constraints on
quality of life . Among those more established than 70 years
old, the commonness ascends to as high as 40%. The

predominance of knee osteoarthritis in males is likewise lower
than in females. Not every person who shows radiographic
discoveries of knee osteoarthritis will be symptomatic and an
investigation has discovered that only 15% of patients with
radiographic discoveries of knee OA were symptomatic.

Pathophysiology

Avrticular cartilage is made essentially out of type Il collagen,
proteoglycans, chondrocytes, and water. Normal articular
cartilage continually keeps up a harmony between each of the
components with the goal that any degeneration of cartilage is
coordinated by amalgamation. In osteoarthritis, matrix
metalloproteases (MMPs), or degradative enzymes, are
overexpressed, disturbing the harmony and bringing about a
general loss of collagen and proteoglycans. Perceptibly this
progression brings about breaking and fissuring of the cartilage
and at last disintegration of the articular surface [“l.

Presentation

Patients regularly present with the chief grievance of knee pain
which is slow in beginning, worsens with prolonged activity or
latency and with repititive bending or climbing stairs and
improves with rest, use of warmth and analgesics. The torment is
related with knee swelling, stiffness and reduced ambulatory
capacity.
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Examination

Assessment of the knee joint may uncover periarticular erythema
and swelling, quadriceps muscle atrophy, and varus or valgus
distortions. Flexion extension range of movements might be
limited and agonizing.

Principles of treatment

The principles of treatment are to ease agony and stiffness,
maintain function and improve joint mobility , with current
consensus rules suggesting the utilization of a mix of exercise
based guidelines, recommending the use of a combination of
physical therapy, analgesia with paracetamol or NSAIDs, and
surgical intervention where necessary [21,

Treatment

Non pharmacological measures: The main line of treatment for
all patients with symptomatic knee osteoarthritis incorporates
patient education and active recuperation. A blend of supervised
exercises and a home exercise program have appeared to have the
best results. The objective of treatment of OA is to control the
painful signals started from these joints and improve mobility of
the joint and quality of life. Non-pharmacological treatment
ought to consistently be endeavoured as the main line of
treatment for knee OA. Inertia and disuse of the involved joint
are injurious for the soundness of the knee joint, the
nonappearance of mechanical incitement initiates an increasingly
quick ligament degeneration because of cartilage mellowing,
decline of glycosaminoglycan content, disabled joint mechanics
and flexibility6. Moderate physical action gives different
advantages to this patient populace, other than the mechanical
and useful upgrades, they additionally offer a hazard decrease of
diabetes, cardiovascular event, falls, disability, an improvement
in mood, and self-efficacy [,

Supervised exercises: Exercise schedules ought to be custom
fitted to each patient's needs/resistance and inclinations, high
impact exercises ought to be evaded, and long haul adherence
ought to be boosted to expand success7. Aerobic and
perseverance activities like strolling, climbing stairs and cycling
decrease joint tenderness and improve functional status and
respiratory capacity. Cycling is extraordinarily prescribed
because of it's low impact profile7. Resistance and strength
training activities improve the quality, physical capacity and pain
levels and stretching assists with range of movement and
flexibility.

Weight reduction: Weight reduction is accomplished by diet
control and low-impact aerobic activity is important in all phases
of knee osteoarthritis and is demonstrated in patients with
symptomatic joint pain with a body mass index more noteworthy
than 25. During ambulation, the knee joint needs to support 3-5
times the body weight, hence little changes in weight represent
the high variation of forces to the joint8. A study by Messier et al
found that there is around 10% decrease in the risk of knee OA
per kilogram of body-weight reduced9. The Framingham study
uncovered that a weight reduction of 12 Ib brought about a 50%
risk reduction for knee OA [,

Knee bracing: Knee bracing might be valuable in patients where
either medial or lateral compartment of the knee is included, as
in a valgus or varus distortion and incorporates unloader-type
supports which move the load away from the involved knee
compartment. *

Analgesics: Medication is prescribed for patients with
symptomatic osteoarthritis and NSAIDs has been demonstrated
to be better compared to Acetaminophen 3. There are a wide
choice of NSAIDs accessible, and the decision ought to be
founded on doctor's inclination, patient acceptability and cost.
Topical NSAIDs have demonstrated to be more safe, with a
tantamount, or somewhat sub-par adequacy than systemic
NSAIDs [*2,

Neutraceuticals: Glucosamine and chondroitin sulfate are
accessible as dietary enhancements. They are auxiliary segments
of articular cartilage and the idea is that an enhancement will help
in the strength of articular cartilage. No solid proof exists that
these enhancements are advantageous.

Intra-articular corticosteroids: Studies have indicated that Intra-
articular (1A) treatment is more successful than NSAIDs and
other pharmacologic treatment, yet they likewise revealed that a
level of that advantage may be auxiliary to 1A placebo effect [*3],
Intra-articular corticosteroid injections might be helpful for
symptomatic knee osteoarthritis, particularly where there is a
significant inflammatory component. The conveyance of the
corticosteroid straightforwardly into the knee may diminish local
inflammation related with osteoarthritis and limit the systemic
impacts of the steroid. Corticoids (CS), evoke their
immunosuppressive and mitigating impacts by acting
straightforwardly on nuclear receptors, blocking the
inflammatory cascade at different levels. They decline the
activity and creation of IL-1, leukotrienes, prostaglandins, and
metalloproteinases and it is accepted that these are a portion of
the components of relief from discomfort and increment joint
mobility in knee OA 1],

Intra-articular hyaluronic acid: Intra-articular hyaluronic acid
injection (HA) is another injectable alternative for knee
osteoarthritis. HA is a glycosaminoglycan that is found all
through the human body and is a significant part of synovial
liquid and articular cartilage. HA separates during the process of
osteoarthritis and adds to the loss of articular cartilage causing
stiffness and pain of the joint. Local infiltration of HA into the
joint gives viscous lubrication, has shock absorbing properties
and conceivable anti-inflammatory and anti-oxidant functions15.
Surgery: Surgical intervention is recommended for patients with
agony and impaired function unresponsive to nonmedical and
therapeutic treatment. Osteotomy, Unicompartmental knee
arthroplasty (UKA) and Total knee arthroplasty (TKA) are the
careful alternatives accessible. A high tibial osteotomy (HTO)
might be demonstrated for unicompartmental knee osteoarthritis
related with malalignment as varus disfigurements where the
compartment of the knee is worn and arthritic. A HTO preserves
the original knee joint, including the cruciate ligaments and
enables the patient to come back to high-affect exercises once
recuperated and may defer the requirement for an arthroplasty for
as long as 10 years. A UKA likewise is indicated in
unicompartwamental knee osteoarthritis and is an option in
contrast to HTO and TKA. It is indicated for more seasoned
patients, commonly 60 years or more established, and relatively
thin patients. A TKA is the treatment alternative for patients
unresponsive to conservative management and those with
osteoarthritis in more than one compartment. It is viewed as a
significant intercession for patients who have extreme every day
torment alongside radiographic proof of knee osteoarthritis.
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Postoperative rehabilitation

Postoperative and rehabilitative care after a Total knee
arthroplasty (TKA) is aimed for re-establishing maximal
conceivable scope of range of movement and full muscular
control of the operated knee. Sufficient rehabilitation is a
significant necessity for successful postoperative status after a
TKA [,

Conclusion

Osteoarthritis of the knee joint is brought about by a complex
interaction among catabolic and anabolic impacts of
chondrocytes, which includes the whole joint. Conservative
management alternatives ought to be actualized including a mix
of patient education, supervised exercises and physiotherapy,
weight reduction and judicious use of systemic analgesics.
Exercises in early osteoarthritis are of immense benefit for these
patients and it is suggested by all the medical societies. With
increase in severity of symptoms severe enough to impact the
quality of life, methodologies including use of anti-inflammatory
agents and intra-articular steroids can be utilized with varying
results. In a patient who continues to have persistent and severe
pain despite all conservative measures, has loss of function and
disability severe enough to interrupt his routine activities,
surgical procedure ought to be considered.

To summarise, osteoarthritis (OA) is best overseen by a
multidisciplinary group that comprises of an orthopaedic
specialist, rheumatologist, physiotherapist, dietician, a pain
specialist, and an internist. The disorder has no cure and thus
attempts should be made to prevent progression of the disorder.
Treatment for knee osteoarthritis starts with conservative
measures and advances to surgical treatment alternatives when
conservative treatment fails. No proven disease-modifying agents
for the treatment of knee osteoarthritis currently exists.
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