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How serious is knee osteoarthritis?

Knee osteoarthritis is a major public health problem in the
United Kingdom which presently receives relatively scant
resources for treatment or clinical research. Most rheumato-
logists do not follow up patients with osteoarthritis once the
diagnosis has been made and few have an active academic
interest in osteoarthritis. There is often a fatalistic attitude
towards outcome and prognosis throughout the health care
professions. This brief review attempts to clarify three
points: (a) how common is the disease; (b) what are its
consequences in terms of symptoms and disability; and (c)
what proven treatments are available and which patients will
benefit from intervention.

Quantifying the importance of knee osteoarthritis is not
easy. It can be defined in a number of different ways using
radiographs, reported symptoms, clinical signs, or loss of
function leading to disability or handicap. For subjects over
the age of 45 years most population surveys show that the
prevalence ofradiographically determined knee osteoarthritis
ranges from 14 to 30% in men and women, rates being
consistently higher in women and increasing steadily with
age. 1-8 If knee pain is used as a definition of osteoarthritis
similar prevalence rates are found, with studies reporting
between 12 and 38% of subjects over 45 years being
affected.`9 Most studies show that the proportion of
radiological disease which is symptomatic is between 40 and
80%, increasing with disease severity.7 8 Some work has
suggested that the relation may be strengthened if patello-
femoral views are also used. Prevalence rates also vary
dramatically with how knee pain is categorised; using the
new American College of Rheumatology (ACR) criteria for
clinical osteoarthritis (which require that pain is current and
present on most days in the previous month), one study
showed that the prevalence of knee osteoarthritis decreased
to less than 3% in middle aged subjects. '0 The low
sensitivity of the ACR criteria in normal populations also
suggests that they are not appropriate for use in population
studies and should be restricted to clinical trials of sympto-
matic patients. Most population studies have used a crude
system of classifying a subject as symptomatic if knee pain
was present for most days of any month in the past. Thus it
appears that many people with radiological osteoarthritis
may have intermittent or episodic knee pain.

Only scanty data are available on the likelihood of dis-
ability resulting from knee osteoarthritis. The NHANES I
follow up study examined physical functioning in 2884
adults aged over 45 years, 10 years after the initial examin-
ation. Forty three per cent ofwomen with knee osteoarthritis
and 29% of men had difficulty walking a quarter of a mile.

Although reported disability increased with radiological
severity and was greater in those with knee pain, disability
was still increased in those with asymptomatic knee
osteoarthritis. " Similar results were obtained in a different
analysis of the same data set6 and are supported by cross
sectional studies, which suggest that over 50% of men and
women with symptomatic knee osteoarthritis reported some
loss of function or disability.

If these prevalence rates are extrapolated to the current
England and Wales population aged over 45 years, between
1-6 and 3-4 million subjects have symptomatic radiological
knee osteoarthritis and between 900 000 and 19 million of
these will have associated disability. At present it is likely
that only a small fraction of these are treated by specialists in
the United Kingdom. If early intervention could prevent
some of this disability a major effect on public health could
be achieved. There are, however, a number of problems.
The first is to determine which patients would benefit from
intervention. It is obviously inappropriate to attempt to
treat up to three million symptomatic patients in the United
Kingdom without a clearer understanding of the course and
prognosis of the disease.
The natural history of knee osteoarthritis is poorly

understood. A few small longitudinal studies have indicated
that between 30 and 50% of patients seen in a hospital clinic
will continue to deteriorate, but many remain stable over
many years.12-14 This is also suggested by cross sectional
data in elderly subjects.'5 Although traditionally associated
with morbidity, osteoarthritis has also been shown to
increase mortality.'6 It is likely that comorbid factors are
partially responsible for this, but it has also been suggested
that there is a marked excess of deaths from gastrointestinal
disease related to the use of non-steroidal anti-inflammatory
drugs (NSAIDs) and analgesic drugs, though the attributable
risks are unclear.'7
The data available so far from clinical studies are too

few to derive reliable prognostic indicators to select the
group at highest risk. In population studies those with
longstanding knee pain and poor psychological ratings do
worse in terms of disability.6 11
The second dilemma is that if a high risk group could be

reliably selected, are there any interventions which would
be effective in the long term in reducing disability? Short
term studies of treatment with NSAIDs have confirmed
their effectiveness in terms of symptoms in many patients
but no studies have addressed long term outcome, and their
benefit relative to simple analgesic drugs is controversial. 8
Similary, the long term benefits of physiotherapy and intra-
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