Recent advances in the diagnosis and management of

hand osteoarthritis

Hand osteoarthritis is a prevalent and heterogeneous condition and is one of the most common
musculoskeletal conditions in adults aged 50 years and over. Hand osteoarthritis frequently causes pain
and functional limitation with subsequent reduction in health-related quality of life. The diagnosis and
treatment of hand osteoarthritis can be challenging and a range of factors, including different clinical
phenotypes, the numbers of joints affected and the impact on the individual, require a biopsychosocial
approach to assessment and management. There are a number of international recommendations for the
diagnosis and management of hand osteoarthritis and this review considers new evidence from July 2012
to December 2012 to report advances in the field. This review identifies new advances that may contribute

to evidence-based practice.
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Osteoarthritis (OA) is the most common form of
arthritis and the source of most of the musculo-
skeletal pain and disability in adults aged 50 years
and over [1]. Although the projected increase in the
proportion of older people in the population has
propelled OA up the agenda of health planners,
the main focus of attention has been on lower limb
OA. Less attention has been given to the hand,
despite the fact that it is one of the most common
sites of pain and osteoarthritic change in this age
group [2]. In the UK, it is estimated that at least
4.4 million people have x-ray evidence of mod-
erate-to-severe OA of their hands [101. In a large
cross-sectional survey of older adults with muscu-
loskeletal hand problems in north Staffordshire
(UK), participants reported that they considered
the diagnosis of ‘hand OA’ to represent a serious
condition [3]. Sufferers reported significant pain
and disability, which affected their everyday lives.
In-depth interviews with patients with hand OA
clearly highlight the personal impact and loss of
independence caused by this condition, with dis-
ruption of day-to-day activities, such as washing,
toileting and dressing, together with psychological
and emotional distress [4]. Patients report consid-
erable frustration caused by their hand problems,
which is compounded by a perceived lack of
appropriate information and advice about their
condition [3]. It has been increasingly recognized
by healthcare professionals, researchers and the
public that hand OA is an important chronic dis-
ease, which impacts on the health and wellbeing
of adults in their middle years and beyond.

Summary of current evidence

Until the last decade there had been a paucity of
research in the field of hand OA, so a number of
international recommendations for the diagno-
sis and management of hand OA have relied on
consensus of opinion leaders [6.7].

Diagnosis

European evidence-based guidance for the diag-
nosis of hand OA has previously proposed key
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recommendations using a systematic review of
the evidence combined with expert consensus [].
It concluded that diagnosis of hand OA should be
based on an assessment of a composite of measures
including Heberden’s nodes, age (over 40 years),
family history of nodes and joint space narrowing
in any finger joint on x-ray. Recognized subsets
with different risk factors, associations and out-
comes were identified; interphalangeal joint OA
(with and without nodes), thumb-base OA and
erosive hand OA which is considered to have a
poorer outcome than nonerosive interphalangeal
joint OA (Box 1) [6].

Management

International recommendations covering the
management of hand OA have been previ-
ously reported for example, European League
Against Rheumatism (EULAR) evidence-based
recommendations (7] and NICE guidance [102].
Evidence-based treatments for hand OA have
also been previously reviewed (8.9] and sum-
marized [10,11]. European recommendations
offer 11 propositions based on consensus and
systematic review of the research evidence (7).
Individualized treatment is based on a combi-
nation of nonpharmacological and pharmaco-
logical approaches. Advice and education is
recommended with particular emphasis on
joint protection education and hand exercises.
Nonpharmacological approaches include the
local application of treatments (e.g., heat),
which are preferred over systemic treatments
particularly if only selected joints are affected
(e.g., splinting for thumb-base OA or to cor-
rect finger joint deformity). Pharmacological
approaches include topical NSAIDs and cap-
saicin cream. EULAR recommends that oral
medication should be used at the lowest effec-
tive dose for the shortest duration with particu-
lar attention to efficacy, comorbid conditions
and contraindications to use. Intra-articular
corticosteroid injections may also be offered
for painful thumb-base OA.
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Guidance from the UK has been previously
established through NICE recommendations for
OA of the hip, knee, hand and foot [102]. Here
recommendations emphasize core treatment
approaches for all people with OA presenting in
primary care. Advice, information and educa-
tion are recommended for all, along with specific
advice on exercise and physical activity, and if
obese, on healthy eating and healthy weight.
Evidence for the NICE guidelines was based
predominantly on research in knee OA, and
nonpharmacological approaches were considered
essential for all individuals with OA.

A review of best evidence for best therapies in
hand OA has summarized evidence from system-
atic reviews of nonpharmacological therapy [10]
and this has been updated in an overview by Moe
and colleagues [11]. Evidence supporting nonphar-
macological therapy, in particular exercise, was
conflicting with inconsistent treatment responses.

New evidence for diagnosis

& management

The purpose of this review was to take a 6-month
period of evidence from July 2012 to December
2012 to report advances in the field, highlight
the trends in the literature and identify potential
future direction for research and practice.

Method

A literature search was undertaken of the Current
Awareness Database at the Arthritis Research UK
Primary Care Centre (Keele University, Keele,
UK), which uses PubMed [103] and Web of Sci-
ence [104] to retrieve manuscripts in musculo-
skeletal conditions. The search terms are outlined
in Box 2. Eligible publications were those in the
English language published between 1 July 2012
and 31 December 2012. The focus of the review
was diagnosis and management of hand OA.
Publications evaluating methodological issues,
outcome measurement, surgical interventions
and basic science studies were therefore excluded.
Individual articles were selected for inclusion in
this review at the sole discretion of the author.

Results

The literature search identified 28 eligible pub-
lications specifically relevant to hand OA and
a further 45 articles on OA in general. Those

on diagnosis and management of hand OA are
detailed below.

Diagnosis

Studies on diagnosis covered prevalence, risk
factors, comorbidities, mortality, imaging and
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Signs
Targets the interphalangeal joints
Central erosions present on imaging
Inflammation
More severe structural damage than in
nonerosive interphalangeal joint osteoarthritis
Symptoms
Rapid onset
Marked pain
Marked functional limitation
Inflammation
Outcome

Poorer than for nonerosive interphalangeal
joint osteoarthritis

phenotypes. Hand OA as a whole joint disease
was investigated by Madry et a/. who demon-
strated that even in the early stages of hand OA
the entire joint, including the articular cartilage,
subchondral bone, synovial membrane and peri-
articular structures are found to be involved [12].
Another study of the Brazilian population by
Blay and colleagues highlights further that the
diagnosis and treatment of OA is complex and
multidimensional [13].

Prevalence

A systematic review of the prevalence of musculo-
skeletal problems in older adults identified seven
studies on hand OA giving eight prevalence
estimates for symptomatic, radiographic and
combined symptomatic, radiographic hand OA
(14]. Different definitions and age ranges were
reported, but consistent findings were found for
the high prevalence in women and with increas-
ing age. The point prevalence estimates for
combined symptomatic radiographic hand OA
ranged from 4 to 14%. For radiographic hand
OA alone prevalence ranged from 56% in the
youngest men to 100% in the oldest women.
The review confirms previous summaries of
prevalence estimates.

Risk factors

Factors associated with the severity and progres-
sion of hand pain and hand OA were addressed
in two systematic reviews [15,16]. Kwok and col-
leagues assessed risk factors for the progression
of hand OA. Most factors showed limited or
inconclusive evidence for the association with
radiographic hand OA progression, although a
positive association was found with an abnor-
mal scintigraphy scan [15]. The contribution of
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Web of Science search strategy

(ts = topic) ts = osteoarthritis

Pubmed strategy for osteoarthritis trials
[ptyp] - publication type

— Search: ((("osteoarthritis”"[MeSH Terms]) OR osteoarthritis)) AND (Search AND ((Clinical Trial[ptyp] OR Clinical Trial,
Phase Ill[ptyp] OR Clinical Trial, Phase I[ptyp] OR Clinical Trial, Phase IV[ptyp] OR Clinical Trial, Phase Il[ptyp] OR Comparative
Study[ptyp] OR Controlled Clinical Trial[ptyp] OR Randomized Controlled Trial[ptyp] OR Twin Study[ptyp])) OR ((randomized
controlled trial[Publication Type] OR (randomized|[Title/Abstract] AND controlled[Title/Abstract] AND trial[Title/Abstract])) OR
((relative[Title/Abstract] AND risk*[Title/Abstract]) OR (relative risk[Text Word]) OR risks[Text Word] OR cohort
studies[MeSH:noexp] OR (cohort[Title/Abstract] AND stud*[Title/Abstract])) OR (incidence[MeSH:noexp] OR mortality[MeSH

Terms] OR follow up

— studies[MeSH:noexp] OR prognos*[Text Word] OR predict*[Text Word] OR course*[Text Word])))

radiographic findings to quality of life and func-
tional limitation, however, has been found to be
largely mediated by pain, and pain is proposed as
a better predictor of disability than radiographic
change in a paper by Laslett ez al. (17].

Nicholls e /. summarized the evidence for
the factors associated with the severity and
progression of pain and functional limitation
in population studies of older adults with hand
pain (Box 3) [16]. All of the eligible studies were
found to be cross-sectional. Factors associated
with hand-pain severity were age, impact, frus-
tration, patient expectation of the duration of
the condition and self-reported diagnosis. Fac-
tors associated with limited hand function were
OA, hand pain, older age, female gender, manual
occupation, neck or shoulder pain, weaker grip
strength, illness perceptions and comorbidity.

There is emerging evidence that risk factors,
such as pain, occupation, multisite involvement,
illness perceptions and impact, should form
part of a biopsychosocial assessment of hand
OA. Future longitudinal studies are, however,
needed to give further insights into risk factors
for progression of radiographic hand OA and for
changes in symptoms.

Comorbidities

New evidence for the link with comorbities is
provided by two studies. Addimanda and col-
leagues investigated clinical associations with
radiographic features and found a significantly
increased odds ratio in patients with hand OA
for hypercholesterolemia (odds ratio: 2.10) and
autoimmune thyroiditis (odds ratio: 4.85) after
adjusting for age, gender and BMI [18]. Patients
with erosive hand OA and nonerosive hand OA
showed similar risks and there were no increases
in cardiovascular manifestations compared with
controls. Massengale and colleagues also found
that coronary heart disease was associated with
intensity of chronic hand OA pain 19].

Int. J. Clin. Rheumatol. (2013) 8(4)

These studies represent new investigations into
a broader understanding of potential mechanisms
with respect to hand OA.

Mortality

A meta-analysis of mortality in rheumatic dis-
eases found no studies of risk of mortality in
hand OA or OA in general [20]. Whilst the bur-
den of OA is a concern of the western world, we
still have limited data on the impact of OA on
mortality, and this represents an important gap
in evidence.

Imaging

Haugen and colleagues have previously demon-
strated that radiographic joint space narrowing
and malalignment, as well as clinical soft tissue
swelling, are strongly associated with the pres-
ence of MRI-defined bone marrow lesions in a
cross sectional study from the Oslo hand OA
cohort [21]. Imaging research has continued to
expand in the field of hand OA and sensitive
measures, such as MRI, may provide a greater
insight into the progression of disease from onset
to joint failure and the risk factors associated
with disease progression [22-24].

Diagnostic phenotypes
New evidence on diagnostic phenotyping is pro-
vided by four studies within the review period.
Marshall ez al. found a similar frequency of joint
involvement and patterning in erosive OA and
nonerosive hand OA involving definite joint space
narrowing, suggesting that erosive OA is a severe
form of hand OA rather than a distinct entity [2s].
Furthermore, Addimanda and colleagues found
that an erosive subset of hand OA was character-
ized by more severe structural damage and central
erosions, whereas marginal erosions were a feature
common to all with hand OA [2¢].

Hand OA is a prerequisite for diagnosing gen-
eralized OA and two studies were identified in
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the current search. Nelson and colleagues used
cross-sectional data from the Johnston County
OA Project and applied factor analysis to radio-
graphic OA scores across multiple joint sites to
quantify the burden of radiographic OA [27).
They found four distinct factors: interphalangeal
and thumb-base OA; metacarpophalangeal joint
OA; knee OA; and OA spine. The hip did not
load onto any factor. These findings are helpful
in understanding the overall pattern of multi-
site radiographic OA and in determining how
generalized OA should be evaluated in future
radiographic studies.

Moe and colleagues described and compared
disease impact in patients with clinically diag-
nosed hand OA with those with hip or knee and
generalized OA [28]. Generalized OA was con-
sidered in participants with more affected joint
groups; however, spinal OA was not included.
Considerable disease impact was noted across all
presentations (OA at single sites and generalized
OA) and functional impact was frequently signif-
icant at other sites beyond the primary OA site.

There is still a need for further research on the
onset, presentation, risk factors for progression
and impact for both specific hand OA pheno-
types and for multisite joint OA in order to bet-
ter inform healthcare professionals and patients
in the optimal care for people with hand OA.

Management
The review of evidence from July to Decem-
ber 2012 identified nine eligible articles on the
management of hand OA, one of which was a
publication of a new guideline.

Guideline
The new guideline from the ACR considers guid-
ance for knee, hip and hand OA, with evidence
presented separately for each [29]. The guidance
covers pharmacological and nonpharmaco-
logical modalities for hand OA. The evidence
is provided by a systematic review conducted by
the Institute of Population Health in Ottawa
(Canada; to 31 December 2010). The base case
described is a female with symptomatic hand OA
without comorbidities having failed a course of
over-the-counter paracetamol and with evidence
of interphalangeal joint damage on x-ray. In line
with previous international guidance, the ACR
proposes joint protection techniques, provi-
sion of assistive devices, use of thermal therapy,
splinting for thumb-base OA and an assessment
of activities of daily living.

Consistent with previous guidelines, phar-
macological options include oral and topical
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NSAIDs, tramadol and topical capsaicin. Topi-
cal NSAIDs are considered to be first line for
adults aged >75 years ahead of oral NSAID:s.
In contrast to earlier guidelines, intra-articular
therapies and opioid analgesics are not recom-
mended. For patients with thumb-base OA,
the ACR guidelines recommend neither intra-
articular corticosteroids nor hyaluronates. The
absence of evidence for methotrexate, sulfa-
salazine and hydroxychloroquine led to no
positive recommendation on these treatments.

ACR recommendations ranged from ‘strong’
to ‘conditional’ based on the available strength
of evidence and on consensus judgment of clini-
cal experts from multidisciplinary backgrounds.
A supplementary bibliography can be accessed
online [105]. TaBLe 1 summarizes the core non-
pharmacological interventions recommended
across three international guidelines.

Implementation messages are consistent with
previous guidance recommending core non-
pharmacological approaches. In contrast to pre-
vious guidelines intra-articular corticosteroids
for thumb-base OA and opioids as adjunctive
treatments are not recommended by ACR 2012.
This may reflect the opinions of the experts
from different health economies as much as
the evidence from which the recommendation
is drawn; however, there are implications for a
change in practice in relation to pharmacological
treatment.

Factors associated with hand pain severity
Age
Impact
Frustration

Patient expectation of the duration of the
condition

Self-reported diagnosis
Factors associated with limited hand
function

Osteoarthritis
Hand pain
Older age
Female gender
Manual occupation
Neck or shoulder pain
Weaker grip strength
lliness perceptions
Comorbidity

Adapted with permission from [16].
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International
guideline/
recommended
therapy

Exercise joint
protection

Assistive devices

Splints

Heat

NICE [102]

"Exercise should be a core
treatment for people with OA,
irrespective of age, comorbidity, pain
severity or disability

Exercise should include local muscle
strengthening and general aerobic

fitness”

“Assistive devices (e.g., tap turners)

European League Against

Rheumatism [7]

hand OA"

should be considered as adjuncts to
core treatment for people with OA who
have specific problems with ADLs
Healthcare professionals might need to
seek expert advice in this context

(e.g., from occupational therapists)”

“People with OA who have
biomechanical joint pain or instability
should be considered for assessment
for joint supports as an adjunct to their

are recommended”

core treatment”

“The use of local heat or cold should be
considered as an adjunct to core

treatment”

"Education concerning joint
protection (e.g., how to avoid adverse
mechanical factors) together with an
exercise regime (involving both range of — Evaluate the ability to perform
motion and strengthening exercises) is
recommended for all patients with

“Splints for thumb-base OA and
orthoses to prevent and/or correct
lateral angulation and flexion deformity

“Local application of heat (e.g., by use
of paraffin wax or hot pack), especially

ACR 29

ACR “conditionally recommend
that health professionals should
do the following

ADLs
— Instruct in joint protection
techniques”

"Provide assistive devices as
needed, to help patients
perform ADLs"

“Provide splints for patients with
trapeziometacarpal joint OA”

“Instruct in the use of thermal
modalities”

prior to exercise, and ultrasound are

beneficial treatments”

ADL: Activity of daily living, OA: Osteoarthritis.
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Original studies
Additional evidence from overviews, systematic
reviews and original studies was identified by
the search for both nonpharmacological and
pharmacological management.

Nonpharmacological approaches
Thermotherapy
Kovdcs et al. studied the benefits of spa therapy,
a treatment not available in some healthcare
settings, for example the National Health Ser-
vice, in patients with OA of the hand [30]. A
total of 47 patients with ACR-defined hand OA
were recruited to a double-blind, randomized,
controlled study of balneotherapy, bathing in
sulfurous thermal water for 20 min per session
(15-times over 3 weeks) versus a control of warm
tap water bathing. Assessments were undertaken
at the beginning and at the end of the treatment,
and 3 and 6 months after the beginning of the
treatment. Benefits of spa therapy were seen for
hand pain and disability within the first 6 months
of follow-up.

A second prospective single-blind randomized
controlled trial was conducted to evaluate the effi-
cacy of paraffin bath therapy on pain, function

Int. J. Clin. Rheumatol. (2013) 8(4)

and muscle strength in patients with bilateral
hand OA (n = 56) [31]. Patients were randomized
into two groups; group one had paraffin bath
therapy five-times a week for 3 weeks for both
hands; group two was the control. All patients
had joint-protection information and use of
paracetamol was noted. The primary outcome
was pain at rest and during activities of daily liv-
ing over the last 48 h and was assessed with a
visual analog scale (010 cm) at 3 and 12 weeks.
At follow-up participants allocated to paraffin
therapy demonstrated a significant improvement
in pain at rest at 3 and 12 weeks compared with
the control group.

These studies provide confirmatory evidence
to support the recommendation to use differ-
ent applications of heat therapy in people with
hand OA.

Exercise therapy

An overview synthesizing evidence from system-
atic reviews considered the effects of exercise on
pain and physical function for patients with mus-
culoskeletal conditions [32]. In addition, the evi-
dence for the effect of exercise therapy on disease
pathogenesis was also explored. Four common

future science group



Recent advances in the diagnosis & management of hand osteoarthritis

conditions: fibromyalgia, low back pain, neck pain
and shoulder pain, and four specific musculoskele-
tal diseases: OA (including hand OA), rheumatoid
arthritis, ankylosing spondylitis and osteoporosis
were reviewed. Cochrane reviews with the most
recent update were first identified from January
2007 or later, and then non-Cochrane reviews
published after this date were included.

Pain and physical functioning were selected
as primary outcomes. Nine reviews comprising
a total of 224 trials and 24,059 patients were
included [32]. Only one review addressed the
effect of exercise on pathogenesis. While strong
evidence was found that supported exercise ther-
apy in the overall management of musculoskeletal
conditions, there was little or no evidence that
exercise can influence disease pathogenesis.

The review provides additional support for the
conflicting evidence for hand exercises [32]. Under-
standing the role and value of exercise in hand
OA is one of the important priorities for study.
Rather than producing more reviews and indi-
vidual studies, the analysis of individual patient
data from completed studies may provide some
of the insights into subgroups of individuals in
whom exercises are beneficial or deleterious, and
such subgroups could be proposed by consensus.

Dynamic stability for thumb-base OA
O’Brien and colleagues report on findings from
the only identified study focused on thumb-base
OA [33]. They describe findings from a retro-
spective cohort study investigating the change
in pain and disability in adults with thumb-base
pain following an intervention described as
a conservative dynamic stability interven-
tional model for thumb pain. The approach is
described in Box 4.

Participants were selected from consultation
records using the International Classification of
Disease codes ICD-9 (729.5 and 715.94) for upper
limb pain and generalized OA of the thumb. A
review of the medical records then identified
participants with a diagnosis of thumb-base OA
alone. This reduced the initial sample from 455
to 35. The generalizability of the findings is,
therefore, limited to those with specific thumb-

It represents an example of how model care could
be implemented in routine practice.

Pharmacological approaches

NSAIDs

Topical NSAIDs for chronic musculoskeletal pain
were reviewed to estimate treatment efficacy in
studies of 8 weeks duration or longer (34]. The
focus was on studies of high methodological qual-
ity and on those examining the measured effect of
preparations according to study duration. At least
ten participants were required in each treatment
arm with application of treatment at least daily.
Any topical formulation was eligible including
creams, gel, patch and solution. Overall, topical
NSAIDs were found to be significantly more effec-
tive than placebo for reducing pain. No differ-
ence in efficacy was demonstrated in the direct
comparison of topical NSAIDs with oral NSAIDs.
Mild skin reactions were the most common local
adverse event for topical NSAIDs compared with
oral medication. Gastrointestinal adverse events
did not differ from placebo, but were less frequent
than with oral NSAIDs. The review confirms the
recommendation from international guidelines
that topical NSAIDs used for 8 weeks or longer
can be effective in relieving pain in hand OA 34].

Opioids for OA pain

The evidence for the benefits and risks for opioids
for OA pain was reported for “Tools for Practice’
articles in Canadian Family Physician [35]. Only
small improvements for opioids were identified in
comparison with other oral medication. Opioid
risks were dose-dependent and more than 100-
mg morphine equivalent per day was associated
with increased risk of opioid-related mortality.
The overview concluded that long-term improve-
ments in OA pain and function with opioids are
not proven and opioids should not be routinely
used in OA. This evidence is in line with the
ACR 2012 hand OA recommendations.

Modality
Restoration of the thumb web space

base problems without any coexisting hand con- Re-education of intrinsic and extrinsic thumb muscles with an emphasis on:
dition. Of the 31 females and four males evalu- — The first dorsal interosseous and thumb opponents
ated, average pain and disability scores improved — Abductors and extensors for restoring stability and joint position

— Joint mobilization for pain control
— Muscle strengthening to maintain joint stability

Orthotics to stabilize the thumb base as required
Joint protection education
Adaptive equipment

and the average number of patient visits was 2.37
over an average of 44.5 days. While this study
is limited in its retrospective design, its lack of
a comparator group and small sample size, the
intervention described is comprehensive and is a
synthesis of previously recommended therapies. | Adapted with permission from [33].

future science group
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Ultrasound-guided intra-articular
injections

Klauser and colleagues evaluated sonographic
criteria in 33 patients with hand OA undergo-
ing weekly ultrasound guided intra-articular
injections of hyaluronic acid [36]. Measure-
ments of joint thickening and joint inflamma-
tion were performed with grayscale semi-quan-
titative power-Doppler ultrasound. Sonographic
measurements of decrease in joint thickening
were significantly correlated with reduction in
self-reported pain. Power-Doppler ultrasound
scores were also associated with reduction in
self-reported pain (36]. Whilst ultrasound may
have a role in guiding injections the ACR recom-
mend neither intra-articular corticosteroids nor
hyaluronates [31].

Low-dose oral prednisolone

A randomized double-blind placebo-controlled
trial of low-dose oral prednisolone evaluated
whether it was an effective analgesic for hand
OA compared with placebo [37]. Participants
received 5 mg of prednisolone or placebo every
day for 4 weeks. The primary outcome was the
change in hand pain on a visual analog scale.
Noncontrast 0.2 T MRI was performed on the
most painful hand at baseline and at 4 weeks.
No statistically significant benefit of predniso-
lone over placebo was found and baseline syno-
vitis and effusion did not predict any response
to treatment. This new evidence suggests that
short-term low-dose oral prednisolone should
not be offered for the treatment of hand OA.

Complementary & alternative
therapies
A recent systematic review considered the evi-
dence for the effectiveness of practitioner-based
complementary and alternative therapies in the
management of OA [38]. The review found insuf-
ficient evidence to either support or refute the
efficacy of practitioner-based complementary
therapies for OA.

This is disappointing for patients in particular
who often prefer such approaches that harness
contextual effects of therapies.

Conclusion

This review has taken a broad approach to pro-
vide an update on a variety of aspects in hand
OA. While comprehensive, it has taken a limited
time frame of 6 months and the review could
be repeated every half year to give a complete
picture of the evidence. Nevertheless, important
judgments can be made on the publication of

Int. J. Clin. Rheumatol. (2013) 8(4)

evidence for diagnosis and management of hand
OA. Studies in diagnosis of hand OA showed an
uptake of more sensitive imaging modalities (e.g.,
MRI) alongside traditional radiographic evalua-
tion, allowing a more in depth understanding of
different clinical phenotypes for targeted treat-
ment in the future. There were surprisingly few
studies of thumb-base OA in the 6-month period
of the literature search, more attention had been
given to the rarer subset of more severe hand OA,
erosive OA.

Original studies on the management of hand
OA, although fewer than those on diagnosis,
were balanced between pharmacological and
nonpharmacological approaches. Management
of hand OA was also supported by the ACR 2012
clinical guideline. Whether guidelines can cap-
ture a multidimensional view of management has
been discussed by authors such as Hughes and
colleagues who selected five clinical guidelines
covering the commonest causes of comorbidity
(including OA) published since 2007 [39]. They
found comorbidity and patient adherence were
inconsistently accounted for in the guidelines
and ranged from extensive discussion to none
at all which reflects a general paucity of data
on living with hand OA and self-management
approaches [40]. There were limited disease-spe-
cific recommendations on patient-centered care.
Individuals with hand OA commonly present in
primary care and the sheer number of guidelines
applicable to such chronic disease consultations
is a challenge for primary care practitioners and
patients.

The role of exercise in the relief of hand pain
and improvement in functioning for hand OA
continues to be a complex issue. This could be
related to a lack of original studies, but also to
different responses to exercise. Further individ-
ual trials may not clarify the inconsistencies, but
individual patient data may have the potential
to address important clinical questions relating
to specific subgroups of patients and treatment
response [41]. A pilot initiative, the OA Trial
Bank, has been funded by the Dutch Arthritis
Association and endorsed by EULAR and OA
Research Society International (OARSI) in order
to address important questions without the need
to repeat large multicenter trials [106]. Initiatives
such as this will also help to increase our under-
standing of diagnostic subsets and responses to
treatment, strengthening existing guidance.

This review has focused on hand OA diagnosis
and management. The initial search for evidence
took a broad focus and identified a number of
studies on hand OA and OA in general [42-87].
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The review has some limitations: only two
sources of evidence were searched on the Current
Awareness Database at the Arthritis Research
UK Primary Care Centre [103,104]; the date of
the search was limited to a 6-month period from
1 July 2012 to 31 December 2012; and studies
were selected by the author alone.

The review has included a range of study
designs and has highlighted trends in evidence
generated over a 6-month period with the iden-
tification of new guidance, the ACR 2012, which
may stimulate a change in practice in the nonuse
of intra-articular corticosteroids and opioids for

hand OA.

Future perspective

Advancing imaging techniques will further our
understanding of hand OA as a whole joint dis-
ease and will enable better differentiation of diag-
nostic phenotypes that may respond differently
to different treatment approaches. In the mean-
time there are several findings that can be directly
implemented into assessment and diagnosis for
example, number of hand joints and other joints
involved, the pattern of joint involvement.

The components of best care for OA have been
defined as: consistency of care; continuity of care;
patient-centered care; access to information and
advice; support for self-management; and care

Diagnosis of hand osteoarthritis

compatible with a chronic long-term condition
(88]. Lifestyle and behavior change interventions
offer important ways to encourage a patient-
centered approach where healthcare profession-
als can assist the patient with hand OA in their
self-management of hand OA [89]. Evidence on
implementing best practice for hand OA in the
context of a consultation is underrepresented and
methods for evaluating quality care such as those
produced by the European Musculoskeletal Con-
ditions Surveillance and Information Network
(eumusc.net) project could provide opportunities
to evaluate implementation efforts [90,107].

Future research is likely to be balanced
between diagnostic studies, efficacy trials of new
and existing interventions, trials determining
the clinical and cost—effectiveness of packages
of care and new models of care leading to com-
plex designs, with patient and public priorities
gaining greater prominence and shaping future
direction [91,92].
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Hand osteoarthritis (OA) is a heterogeneous disease and even in the early stages the entire joint, including the articular cartilage,
subchondral bone, synovial membrane and periarticular structures are involved.

Erosive OA is a severe form of hand OA and is characterized by more severe structural damage and central erosions on imaging.
Radiographic metacarpophalangeal joint OA may be distinct pattern from interphalangeal and thumb-base OA, knee and spinal OA.

Treatment recommendations for hand OA

Advice and education is recommended with particular emphasis on joint protection education and hand exercises.
Nonpharmacological approaches include the local application of treatments (e.g., heat), which are preferred over systemic treatments

particularly if only selected joints are affected.

Topical NSAIDs are the first-line pharmacological agent.

Conclusion

The diagnosis and treatment of hand OA can be challenging.

A range of factors, including different clinical phenotypes, risk factors, the numbers of joints affected, other joint sites involved and the
impact on the individual, requires a holistic approach to assessment and management.

There are a number of international guidelines for the diagnosis and management of hand OA and this review considers new evidence

that strengthens existing recommendations.
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1. Based on the review by Dr. Dziedzic, which of the following statements about
clinical features and factors affecting management of hand osteoarthritis is most

likely correct?

[ A Hand osteoarthritis is not associated with significant disability

[ B Hand osteoarthritis is limited to the articular cartilage only

[ C Lipid abnormalities have not been reported as a comorbidity

[ D Pain, occupation, multisite involvement, illness perceptions, and impact should form part
of a biopsychosocial assessment of hand osteoarthritis, as these may affect management

2. Your patient is a 74-year-old male thought to have hand osteoarthritis. Which of
the following statements about diagnosis of hand osteoarthritis is most likely

correct?

[J A Imaging shows that erosive osteoarthritis is a less severe form of hand osteoarthritis

characterized by marginal erosions

[1 B Radiographic metacarpophalangeal joint osteoarthritis has a similar pattern to
interphalangeal and thumb base osteoarthritis

[1 € Magnetic resonance imaging (MRI) may offer more insight into disease progression from
onset to joint failure and risk factors associated with disease progression

[0 D The diagnosis of generalized osteoarthritis does not require hand osteoarthritis
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3 Which of the following statements about treatment of hand osteoarthritis would
most likely be correct?

[1 A Systemic treatments are preferred over nonpharmacological approaches
[ B Oral nonsteroidal anti-inflammatory drugs (NSAIDs) are first-line pharmacotherapy

[0 € No guidelines are currently available for the diagnosis and management of hand
osteoarthritis

[J D Advice and education are recommended, emphasizing joint protection education and
hand exercises
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