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ABSTRACT  

Background: Osteoarthritis (OA) is a degenerative joint 

disease caused by inflammation and eventually loss of the 

cartilage. It is the commonest form of arthritis and one of the 

leading causes of pain and disability worldwide. Several 

studies have documented discordance between the physicians’ 

practice and OA management recommendations around the 

world. In 2013 the Saudi ministry of health (MOH) issued 

National clinical practice guideline (CPG) for the management 

of OA in primary health care (PHC). This study is to assess the 

physicians’ knowledge about the guidelines and to assess 

physicians’ knowledge about the diagnosis and management 

of OA cases.  

Materials and Methods: A cross-sectional study conducted at 

PHC in Jeddah. We included a sample of 187 practicing 

physicians. A Self-administered questionnaire was handed to 

the physicians to assess their knowledge on OA diagnosis and 

management strategies.  

Results: Almost two thirds of the physicians (65.8%) had only 

MBBS qualification, and the rest were either certified family 

medicine Diploma (10.7%) or Board certified (23.5%). For OA 

diagnosis, two thirds of the physicians (63.1%) had above 

average level of knowledge, both board certified family 

medicine and specialists obtained significantly highest 

proportions of above average scores (P<0.001). Physicians 

with more than 10 years of experience got significantly highest 

proportion of above average scores (P<0.018). For                

OA  management  and  advice,  family  medicine qualified  with  

 

 

 
diploma has significantly highest proportion of above average 

scores (P<0.019). We obtained a description on the pattern of 

pharmacological, non-pharmacological prescriptions, and 

agreement on OA patient referral as well as other pain control 

strategies commonly advised by the PHC physicians.  

Conclusion: PHC physicians in Jeddah are challenged with 

making proper diagnosis and management for OA patients. 

Despite the alignment with the available evidence-based 

practice for non-pharmacological strategies, the 

pharmacological prescription pattern was widely variable.  
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INTRODUCTION 

Osteoarthritis (OA) is known as degenerative arthritis or 

degenerative joint disease. It is usually caused by inflammation, 

breakdown, and eventually loss of cartilage in the joint.1 It is a 

clinical syndrome of joint pain accompanied by varying degrees of 

functional limitations and reduced quality of life. It is the 

commonest form of arthritis, affecting millions of people and one 

of the leading causes of pain and disability worldwide.2 The 

prevalence of the disease increases with increasing age, reaching 

60.6% in the age group of 66-75 years with female 

predominance.3  The disease has a great burden on the population    

worldwide, as the pain in knee and hip joints is leading to a 

significant disability that requires surgical intervention. Also it has 

psychological burden as the pain of small hand joints interferes 

with ability to do the daily activity in older patients. Economic 

burden is considered to be high as patients require more 

medications and possible surgical intervention.1 As we know that 

OA is progressive disease, proper management including non-

pharmacological and pharmacological is needed for better control 

of the progression. Moreover, surgical referral may slow the 

progression and reduce the pain.2 

http://www.ijmrp.com/
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In 2012 a study carried out in Al-Jouf Province in the Kingdom of 

Saudi Arabia to assess knowledge, attitude, and practice of 

primary health care (PHC) physicians in management of OA. The 

study concluded a lack of knowledge and inappropriate 

management of OA by physicians.4 A prospective study carried 

out in France in 2005 to assess the adherence of physicians to 

OA management guidelines. It concluded that the adherence was 

only approximately 75% for each of the non-pharmacological and 

pharmacological recommendations and 54% for both together.5 A 

study conducted in 2006 to evaluate the problems and needs for 

improving primary care of OA patients. The study showed that the 

general practitioners (GP) focused on the management of pain, 

with no intervention to improve lifestyle of their patients.6 A study 

carried out in USA, 2011, to assess the management of mild to 

moderate OA in PHC. It showed the need for further education to 

physicians regarding the management of OA.7 In Australia, 2015, 

a study to assess GP adherence to the Royal Australian College 

of General Practitioners (RACGP) guidelines for the non-surgical 

management of hip and knee OA were done. It showed that the 

non-pharmacological management was not given the importance 

suggested by the clinical guidelines.8 A study conducted in 2015, 

about PHC physicians' perceptions and confidence in deciding 

which patients to refer for total joint arthroplasty of the hip and 

knee. The result reflected the lack of confidence and clarity of 

indication for surgical referral.9 

The PHC centers and physicians represent the first line of 

diagnosis and management of common health problems in the 

community. Several studies have documented discordance 

between the physicians’ practice and management 

recommendations around the world, but there is no published data 

about the physician knowledge in PHC centers, Ministry of health 

(MOH), Jeddah City. In 2013, MOH published the National clinical 

practice guideline (CPG) for the management of OA in PHC.10 

This study is to assess the physicians’ knowledge about the  

existing guidelines. The aim of our study is to improve OA 

management among PHC physicians. This will help both 

physicians and decision makers to improve quality of care for OA 

patients. Our objective is to assess physicians’ knowledge about 

the diagnosis and management of OA. 

 

MATERIALS AND METHODS 

A cross-sectional study conducted at PHC in Jeddah city. A 

sample of 187 physicians was selected by multistage stratified 

sampling technique. First stage, from 5 strata that contains 46 

PHC centers, three PHC centers were selected randomly from 

each stratum. Second Stage, 187 PHC physicians were selected 

by systematic sampling form the 15 selected centers. All 

physicians were considered eligible for inclusion (GPs, family 

medicine specialists and consultants, Saudi and non-Saudi). A 

structured self-administered questionnaire in English language 

was handed to the participating physicians. The questionnaire 

consisted of two main parts, sociodemographic data and a group 

of questions to assess the knowledge about OA diagnosis and 

management. Three practicing consultants validated the 

questionnaire. One of them was a rheumatologist. The two others 

were family and community consultants. The questionnaire piloted 

by testing 10% of the calculated sample size, the results were not 

included in the research. 

The Dependent Variable was Physicians’ knowledge. The 

Independent Variables include Sociodemographic data, Non-

pharmacological treatment, Pharmacological treatment and 

referral criteria for surgery.  

The data was entered and analyzed by SPSS, version 21. We 

used mean, median to describe the continuous variables and 

percentage for frequency distribution. Chi-Square tests to evaluate 

the level of significance. We obtained an ethical approval from 

local research ethics committee in Jeddah directorate with 

approval number A00391. 

 

RESULTS 

The majority of the participating physicians were females (72.7%), 

with dominance of Saudis (89.8%), their mean age accounted for 

33.3±6.9 years and almost two thirds (65.8%) had only MBBS 

qualification, and the rest were either certified with family medicine 

Diploma (10.7%) or Board certified (23.5%). The general 

practitioners constituted (43.3%) of the sample, while the 

specialists and consultants collectively formed (28.4%). Their 

experience ranged between 1-33 years with an average of 

7.0±6.1 years of experience.  

 

Table 1: Knowledge of the physicians about diagnosis of osteoarthritis 

S.No. Item (correct answer) Respondents who gave 

correct answers 

No. Percentage 

1. The cause of osteoarthritis (Multifactorial) 156 83.4 

2. Plain radiography helps in confirming the diagnosis (yes) 154 82.4 

3. Diagnosis of osteoarthritis can almost always be made by history and physical 

examination (yes) 

146 78.1 

4. Lab tests are essential to make diagnosis (no) 142 75.9 

5. Treatment of osteoarthritis should not based solely on radiographic abnormality (yes) 122 65.2 

6. Patient usually present with symptoms except (Morning stiffness lasts more than 30 

minutes) 

118 63.1 

7. The least joint that can be affected by osteoarthritis (wrist) 100 53.5 

8. ESR and CRP are high in case of osteoarthritis (no) 88 47.1 

9. Radiographic changes in osteoarthritis do not include (Symmetrical joint space 

narrowing) 

82 43.9 
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Figure 1: Overall level of knowledge of the physicians 

about diagnosis of osteoarthritis 
 

The great majority of the physicians (83.4%) knew that the cause 

of OA is multifactorial, and plain radiography helps in confirming 

the diagnosis (82.4%). Also, about three quarters of them knew 

that diagnosis of osteoarthritis can almost always be made by 

history and physical examination (78.1%). About (75.9%) knew 

that  lab  tests  are not essential to make diagnosis. Regarding the  

 

erythrocyte sedimentation rate (ESR) and C-reactive protein 

(CRP) testing less than one half of the physicians knew that ESR 

and CRP testing are not expected to be high in case of 

osteoarthritis. On the other hand, (43.9%) of them acknowledged 

that radiographic changes in OA do not include symmetrical joint 

space narrowing [Table 1].  

The overall mean score of knowledge was 5.9±1.8 out of nine. 

When setting 60% as an average for acceptable level of 

knowledge, Figure 1 demonstrates that approximately two thirds 

of the physicians (63.1%) had above average, while the rest 

(36.9%) had below average level of knowledge. The highest level 

of knowledge was observed in the Board certified family 

physicians (86.4%), followed by family medicine Diploma (70%), 

compared to physicians with Bachelor degree (53.7%) p<0.05. 

Also, the percentage of knowledgeable physicians was 

significantly higher among consultants (86.4%) and specialists 

(87.1%) than the general practitioners (39.5%), and increases 

significantly with longer experience, as it ranged between (51.3%) 

in physicians who had experience for less than five years up to 

(72.3%) in physicians who had experience for ten years or more 

p<0.05. On the other hand, although the percentage of 

knowledgeable physicians who achieved above average score 

was higher among females (66.2%), non-Saudis (68.4%) and 

those aged forty years and above (73.3%). These differences are 

not statistically significant p>0.05 [Table 2]. 

 

 

Table 2:  Differences in the level of knowledge of the physicians about diagnosis of OA according to their characteristics 

 Level of knowledge    

Characteristics Below average Above average X2 P* 

 No % No % 

 Gender      

 

2.025 

 

 

0.155 

Male 23 45.1% 28 54.9% 

Female 46 33.8% 90 66.2% 

Nationality      

 

0.257 

 

 

0.612 

Saudi 63 37.5% 105 62.5% 

Non Saudi 6 31.6% 13 68.4% 

Age      

 

5.139 

 

 

0.162 

25-<30 years 28 48.3% 30 51.7% 

30-<35 years 24 32.9% 49 67.1% 

35-<40 years 9 34.6% 17 65.4% 

40+ years 8 26.7% 22 73.3% 

Qualification      

 

15.345 

 

 

0.001** 

MBBS 57 46.3% 66 53.7% 

FM Diploma 6 30.0% 14 70.0% 

FM Board  6 13.6% 38 86.4% 

Current position      

 

35.630 

 

 

<0.001** 

GP 49 60.5% 32 39.5% 

Resident 13 24.5% 40 75.5% 

Specialist 4 12.9% 27 87.1% 

Consultant 3 13.6% 19 86.4% 

Years of experience      

 

8.051 

 

 

0.018** 

<5 years 38 48.7% 40 51.3% 

5-<10 years 18 29.0% 44 71.0% 

10+ years 13 27.7% 34 72.3% 

* Based on Chi Square ** Statistically significant 

 

63.1%

36.9%

Above average

Below average
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Table 3: Advices given to OA patients for pain control 

S. 

No. 

Advice given to the patients for pain control Frequency of advice 

Always/ most 

of the time 

N(%) 

Occasional 

N(%) 

Not at all/ 

don’t know 

N(%) 

1. Applying ice pack or massage. 67(35.8) 75(40.1) 45(24.1) 

2. Apply warm bath or shower. 67(35.8) 76(40.6) 44(23.6) 

3. Advice to use compression, if swelling is present. 69(36.9) 56(29.9) 62(33.2) 

4. Elevation of the affected extremity. 61(32.6) 55(29.4) 71(38.0) 

5. Advice regarding weight reduction. 171(91.4) 10(5.4) 6(3.2) 

6. Strengthening exercises 151(80.7) 19(10.2) 17(9.1) 

7. Moderate aerobics 94(50.3) 65(34.7) 28(15.0) 

8. Weight training exercises 91(48.7) 41(21.9) 55(29.4) 

9. Climbing stairs 12(6.4) 40(21.4) 135(72.2) 

10. Consider the use of transcutaneous electrical nerve 

stimulation as adjunctive to core treatment for pain relief 

14(7.5) 60(32.1) 113(60.4) 

11. Prescribe appropriate foot wear 80(42.8) 63(33.7) 44(23.5) 

12. Prescribe bracing/ joint support 39(20.9) 86(46.0) 62(33.1) 

13. Prescribe assistive devices ( walking stick and tap turner) 40(21.4) 90(48.1) 57(30.5) 

 

Table 4:  Differences in the physician's knowledge level in advising OA patients according to physician's characteristics 

 Level of knowledge    

Characteristics Below average Above average X2 P* 

 No % No % 

 Gender      

 

0.807 

 

 

0.369 

Male 47 92.2% 4 7.8% 

Female 119 87.5% 17 12.5% 

Nationality      

 

Fisher 

 

 

0.136 

Saudi 147 87.5% 21 12.5% 

Non Saudi 19 100.0% 0 0.0% 

Age      

 

0.864 

 

 

0.834 

25-<30 years 52 89.7% 6 10.3% 

30-<35 years 63 86.3% 10 13.7% 

35-<40 years 24 92.3% 2 7.7% 

40+ years 27 90.0% 3 10.0% 

Qualification      

 

7.916 

 

 

0.019** 

MBBS 112 91.1% 11 8.9% 

Family medicine Diploma 14 70.0% 6 30.0% 

Board certified family 

medicine 

40 90.9% 4 9.1% 

Current position      

 

8.242 

 

 

0.041** 

General practitioner 77 95.1% 4 4.9% 

Resident 42 79.2% 11 20.8% 

Specialist 28 90.3% 3 9.7% 

Consultant 19 86.4% 3 13.6% 

Years of experience      

 

3.965 

 

 

0.138 

<5 years 72 92.3% 6 7.7% 

5-<10 years 51 82.3% 11 17.7% 

10+ years 43 91.5% 4 8.5% 

* Based on Chi Square ** Statistically significant 
 

The majority of the physicians (91.4%) indicated that they always 

advise their OA patients to reduce their weight, as well as to 

perform strengthening physical exercises (80.7%). However, only 

one half of the physicians (50.3%) reported that they always 

advise their patients to perform moderate aerobics, and (48.7%) 

advise them to do weight training. Approximately one third of the 

physicians are always advising their OA patients to apply ice pack 

or massage (35.8%), to apply warm bath or shower (35.8%), and 

to use compression, if swelling is present (32.6%) [Table 3]. As 

shown in Table 4, the percentage who had above average level of 
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knowledge about the correct advices given to OA patients was 

significantly higher among physicians who have Family Medicine 

Diploma (30%), while the lowest percentage was found among 

physicians with only Bachelor degree qualification (8.9%). While, 

the lowest percentage was recorded among GP (4.9%), the 

relatively higher percentages were recorded by residents (20.8%) 

followed by consultants (13.6%) p<0.05.On the other side, 

although the percentage of knowledgeable physicians was higher 

in Saudi Females doctors (12.5%), those aged 30-<35 years 

(13.7%) and those who have working experience for 5-<10 years 

(17.7%), these differences are not statistically significant p>0.05. 

Table 5 shows that most frequently prescribed treatments for OA 

patients are Acetaminophen, where the majority of the physicians 

(76.5%) are always prescribing it, followed by NSAID which are 

always prescribed by (65.2%) of the physicians and topical NSAID  

which are always prescribed by (64.2%) of the physicians. On the 

other hand, the least prescribed treatments included opioid 

(4.8%). Topical rubifacient prescribed by (5.9%) of the physicians, 

Hyaluronic acid (HA) intraarticular (IA) injection are advised by 

(9.1%) and Corticosteroid (CS) IA injection are prescribed by 

(15%) of them.  

Regarding reasons for referral of the OA patients, the highest level 

of agreement for the causes of referral for the OA patients was 

observed for joint replacement surgery with prolonged and 

established functional limitations, where a total of 74.9% of the 

physicians either agree or strongly agree for it, followed by 

agreement on referral for joint replacement surgery in people who 

experience joint symptoms (pain, stiffness and reduce function) 

that affect the quality of life, where a total of (72.2%) of the 

physicians agree on it [Table 6]. 
 

Table 5: Frequency of prescribing different pharmacological treatments for OA patients 

S. No. Pharmacological treatment Frequency of prescribing 

Always/ most of 

the time N(%) 

Occasional 

N(%) 

Not at all/ don’t 

know N(%) 

1. Acetaminophen 143(76.5) 25(13.4) 19(10.2) 

2. NSAID 122(65.2) 62(33.2) 3(1.6) 

3. Proton pump inhibitor 32(17.1) 88(47.1) 67(35.8) 

4. COX2 inhibitor 42(22.5) 78(41.7) 67(35.8) 

5. Opioid 9(4.8) 56(29.9) 122(65.2) 

6. Glucosamine and chondroitin 45(24.1) 69(36.9) 73(39.0) 

7. Topical NSAID 120(64.2) 54(28.9) 13(7.0) 

8. Topical capsaicin 30(16.0) 54(28.9) 103(55.1) 

9. Topical rubifacient 11(5.9) 50(26.7) 126(67.4) 

10. Corticosteroid intraarticular injection 28(15.0) 116(62.0) 43(23.0) 

11. Hyaluronic acid intraarticular injection 17(9.1) 89(47.6) 81(43.3) 
 

Table 6: Agreement of the physicians for the causes of referral of osteoarthritis patients 

S. No. Causes for referral Agreement 

Strongly 

agree 

Agree Neutral Disagree Strongly 

disagree 

1. Referral for arthroscopic lavage and debridement in 

patient with clear history of mechanical locking 

24(12.8) 74(39.6) 52(27.8) 34(18.2) 3(1.6) 

2. Referral for arthroscopic lavage and debridement in 

patient with x-ray evidence of loose bodies 

14(7.5) 67(35.8) 74(39.6) 31(16.6) 1(0.5) 

3. Referral for joint replacement surgery in people 

who experience joint symptoms (pain, stiffness and 

reduce function) that affect the quality of life. 

59(31.6) 76(40.6) 32(17.1) 15(8.0) 5(2.7) 

4. Referral for joint replacement surgery in cases 

refractory to non-surgical treatment 

42(22.5) 63(33.7) 54(28.9) 21(11.2) 7(3.7) 

5. Referral for joint replacement surgery with 

prolonged and established functional limitations 

68(36.4) 72(38.5) 40(21.4) 6(3.2) 1(0.5) 

 

DISCUSSION 

The study revealed that PHC physicians in Jeddah are challenged 

with making proper diagnosis and management for OA patients. 

Specialists had better knowledge about diagnosis of OA than 

general practitioners. This notion had been documented earlier 

by Harold et al in 1999, they stated that "specialists are generally 

more knowledgeable about care of broad range of diseases and 

quicker to adopt new and effective treatments than GP".11 Also, 

the cumulative buildup of knowledge acquired through years of 

experience observed in our study comes in accordance with the 

findings of a study carried out in Al-Jouf, Saudi Arabia.4 OA is a 

degenerative joint disease which affects mainly the weight-bearing 

joints, these degenerative changes had been suggested to be 

attributed to several suspected factors.12 Despite the available 

evidence showing that the genetic factors have been found to be 

strong determinants of the disease13, our study showed that the 

great majority of the physicians knew that the disease is 

multifactorial without commenting on genetic determinants.  

Making the proper diagnosis is considered to be the first step in 

the course of OA management, researchers in OA pointed to the 



M. S. Al-Shareef et al. Knowledge of Knee Osteoarthritis Diagnosis & Management among PHC Physicians 

162 | P a g e                                                           Int J Med Res Prof.2018 Jan; 4(1); 157-64.                                                            www.ijmrp.com 

difficulty of making correct diagnosis due to ambiguous signs and 

symptoms of the disease14, for example, a large proportion of the 

patients with radiographic evidence of OA, are not complaining of 

any symptoms or disability, and it is not clear whether to consider 

such people as having OA or not; these difficulties have led to the 

existence of several definitions of OA, that may partly explain 

disparities in OA estimates.15 In this era, the most commonly used 

ways for diagnosis include; radiographic OA, symptomatic OA and 

self-reported OA. The radiographic diagnosis definition considers 

only pathophysiological joint signs present on radiographic 

images.16 In our study, most of the physicians (82.4%) agreed that 

plain radiography helps in confirming the diagnosis radiographic 

OA. Also, more than three quarters of them (78.1%) knew that 

diagnosis of the disease can almost always be made by history 

and physical examination. This preclude that our participating 

physicians are doing symptomatic and self-reported OA diagnosis. 

In 2011, at Al-Jouf province similar study showed that (63.6%) of 

the participants reported that radiographs are the first line 

confirmation of presence of OA. On the other hand, (71.4%) of the 

physicians knew that diagnosis almost always made by history 

and physical examination.4 The discrepancy in physician 

knowledge on radiographic diagnosis and symptomatic diagnosis 

between Jeddah and Al-Jouf could be partly attributed to time 

difference since 2012. Also, the relatively recent national CPG 

issued in 2013.10 Moreover, physician knowledge on diagnosing 

the disease is influenced by the multifactorial nature of OA as well 

as the wide array of unclear signs and symptoms.14 

With regard to laboratory OA diagnosis, laboratory tests such as 

ESR and CRP have been recognized as markers of inflammation; 

these tests can be used for evaluating the acute activity of the 

disease but not for its diagnosis.17 Our study indicated that 

(52.9%) of the physicians are using ESR and CRP for making OA 

for definitive diagnosis. The findings reflects misconception among 

our study group regarding the use of OA laboratory diagnosis in 

confirming diagnosis, as Bochen K. concluded that almost one 

half of the active patients who require treatment could be missed if 

ESR and CRP tests are used as measures for definitive 

diagnosis.18 

The non-pharmacological treatment mentioned in both national 

CPG for the management of OA in PHC and the NICE CPG for 

OA management 2014 included: Applying Ice packs, hot showers, 

weight reduction, and other relevant strengthening exercise and 

aerobics.10,19 For weight reduction, strong evidence had been 

established for the association between overweight/obesity and 

health problems of the lower extremities, such as pain, disability 

and OA.20 Attempts to reduce weight, even for small amounts, can 

be beneficial in reducing stress on weight bearing joints, in this 

respect, Zamboni et al. suggested that weight loss can be reached 

by a combination of physical activity and appropriate dietary 

habits.21 Almost all of the participating physicians asserted that 

they are always advising their OA patients to reduce their weight 

(91.4%). They regularly perform strengthening exercise (80.7%), 

advise to do moderate aerobics (50.3%) and to do weight training 

(38.7%). Also (71.6%) of our physicians’ advice their patients to 

ably ice packs and hot shower as an adjunct to core treatment. 

Our study group showed an acceptable level of knowledge and 

alignment with the available evidence-based non-pharmacological 

strategies for OA pain control. Regarding the pharmacological 

treatment of OA, recent research showed that there is a 

controversial result for the therapeutic effect of Acetaminophen on 

OA. In 2014, Prior and his colleagues reported that 

"Acetaminophen 1300 mg, given three times daily, can provide 

effective relief of signs and symptoms of osteoarthritis of the hip or 

knee”.25 Moreover, in 2015 Machado et al claimed that 

Acetaminophen provides minimal short-term benefit for people 

with OA. Also, patients who are taking paracetamol are nearly 4 

times more likely to have abnormal liver function test compared to 

placebo.26,27 Despite of this controversy, the majority of our 

physicians (76.5%) pointed that they are always prescribing 

Acetaminophen for their patients. In order to meet with the current 

evidence for pharmacological prescription in OA, the need arise to 

update the available national CPG for the management of OA in 

PHC.10  

Although that the Non-steroidal anti-inflammatory drugs (NSAIDs) 

are considered the cornerstone for treatment of OA, questions had 

been raised about its adverse events. Nevertheless, if properly 

prescribed oral NSAIDs can provide an effective and safe 

treatment for OA.28 In 2016, meta-analysis conducted by Costa 

BR et al showed that no role for single agent paracetamol for 

treatment of patient with OA. They concluded that diclofenac 

150mg/day is the most effective NSAID available in improving 

both pain and function. But regarding the safety profile and side 

effects, physicians should select the best choice according to 

patients’ characteristic.29 In 2013, Martin Basedow’s study to 

assess physician practice in OA management showed that (84%) 

of PHC physician prescribe NSAID and only (6%) prescribe opioid 

for their patients.8 In this course, almost two third of our physicians 

(65.2%) are always prescribing NSAID, (22.5%) prescribe COX2 

inhibitors and (4.8%) prescribe opioid for their OA patients.  

In 2013, a study conducted in Australia about OA management 

showed that (13%) of PHC physicians prescribe supplemental 

glucosamine and chondroitin for their patients. Our study reflected 

that (24.1%) of participating physicians prescribe supplemental 

glucosamine and chondroitin for their patients. This finding was 

against what was recommended by the more recent NICE CPG 

and national CPG for the management of OA in PHC for not 

prescribing these agents for OA patients.10,19  

Regarding the use of topical treatment for OA, our study reflected 

that (64.2%) of PHC physicians are prescribing topical NSAID, 

(16.0%) prescribe capsaicin, and (5.9%) prescribe rubifacient. In 

Al-Jouf study, less than half (42.9%) of the physicians prescribed 

topical NSAID as adjunct to oral medication. Our results showed 

an acceptable level regarding prescribing topical NSAID, which 

can be interpreted by the availability of such medications in PHC 

centers, the ease of application by patients or maybe being 

prescribed upon patients request. The recent NICE CPG and 

national CPG for OA management recommended the use of 

topical NSAID and capsaicin, but not rubifacient.10,19 Still our 

participating physicians are advising OA patients to use 

rubifacient. 

Intraarticular injections (IA) are considered as the last non-

operative modality, if the other conservative treatment modalities 

are ineffective. Corticosteroid (CS) IA injection provides short 

effect and can be used as an adjunct to core treatment for the 

relief of moderate to severe pain in people with OA.30 Hyaluronic 

acid IA injection might have efficacy, but the cost-effectiveness is 

an important concern that patients must be informed about the 

efficacy of these preparations.30 Few minorities of our physicians 
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indicated that they advise their patients to get HA IA injection 

(9.1%), while higher proportions of our study group are prescribing 

CS IA injection (15%). In Al-Jouf study, only (5.2%) of their 

physicians prescribe CS IA injection for treating OA pain.4 

According to NICE CPG and national PHC CPG in OA 

management, CS IA injections should be considered as an 

adjunct to core treatments for the relief of moderate to severe pain 

in people with OA. Also, strongly advised not to offer HA IA 

injection for the OA management.10,19 Our results reflect the need 

for conducting education programs to worn physicians against the 

missuses of HA IA injection in OA management. 

The highest level of agreement of the study group for the causes 

of referral for their OA patients was observed for joint replacement 

surgery with prolonged and established functional limitations. The 

debilitating pain associated with knee OA often leads patients to 

seek for complete total knee arthroplasty (TKA). The baseline 

physical function appears to be an important element in patients 

considering to be operated. Also good proportion of the 

participating physicians agreed on referral for joint replacement 

surgery in people who experience joint symptoms that needs 

debridement. This complies with the recommendation concluded 

in a prospective study carried out by Hutt et al in 2015, the study 

stated that "although not universally effective, arthroscopic 

debridement for patients with knee OA and mechanical symptoms 

can result in significant improvements in pain and function". The 

fact that the procedure seemed to provide satisfaction for the 

patients, even at an early follow-up period, it proved to be cost-

effective.31 
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