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[bookmark: _Hlk182381045]This guideline is designed to provide current evidence-based direction for the management of knee osteoarthritis (OA) in adults referred to Canberra Health Services (CHS) Network. It also incorporates the Australian Commission on Safety and Quality in Health Care (ACSQHC) Osteoarthritis of the Knee, Clinical Care Standard 2024. 
Background
Best practice recommends managing knee OA as a chronic condition, using surgery as a last resort. Figure 1 outlines the main principles used in this guideline.
 [image: This figure shows the 3 lines of treatment which should be followed for OA knee: first line is education, exercise and weight control, second line is pharmacological pain control, aids and other passive treatment, the third and final is joint replacement surgery.] 
Figure 1: 3 lines of treatment for OA knee with surgery as the last resort if both first and second lines fail.
Increasing numbers of referrals for joint replacement overload the capacity for the public health system, particularly if joint replacements and imaging are viewed as initial solutions for hip and knee osteoarthritis. Joint replacement surgery should only be undertaken when clinically indicated and in an informed, shared decision-making process.

Establishment of a care pathway using education, exercise and weight management as a first line treatment has been demonstrated to ensure surgical referrals are appropriately made (Dowsey et al 2014). That is, for those with end-stage knee OA who have exhausted all nonsurgical interventions. This pathway can break through waiting lists, improve the responsiveness of health systems, and educate patients and referrers for better use of nonsurgical programs such as Good Living with osteoArthritis: Denmark (GLA:D®). This pathway will reduce the use of unnecessary knee imaging and invasive procedures such as arthroscopy (Sakellariou et al 2017).
Outcomes of evidence-based care guidelines in other Australian jurisdictions have demonstrated improved knee surgery waiting times, improved shared care management of knee OA in the community, better patient satisfaction and better support for general practitioners (GPs) (Fransen et al 2015). 
Evidence based care pathways established internationally have provided excellent outcomes (NICE 2022). These pathways have shown:
an increase in the proportion of people who go on to have a total knee replacement (TKR) only when they have exhausted all non-surgical options 
improved outcomes from having a TKR, since people are well-versed in pain management, self-care skills, and are fitter and stronger due to exercise and education prior to surgery
efficiencies from surgeons seeing people only when they require surgery.
Key Objective: 
The key objective of this guideline is to improve the coordination of care, ensure equity and quality of care, and facilitate inter-disciplinary, conservative management for individuals with OA, prior to any surgical or imaging options being offered. 
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This guideline applies to the management of adult patients with knee OA referred for management within CHS. The CHS Network includes the inpatient facilities and outpatient services at the Canberra Hospital (CH), Clare Holland House (CHH), North Canberra Hospital (NCH), University of Canberra Hospital (UCH) and community-based services.
This guideline applies to referrals from GPs, and the following CHS Network staff working within their scope of practice:
Allied Health Professionals
Registered and Enrolled Nurses
Medical Officers 
Students under direct supervision.
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Note 
“A patient with suspected knee osteoarthritis receives a comprehensive, person-centred assessment which includes a detailed history of the presenting symptoms, comorbidities, a physical examination, and a psychosocial evaluation of factors affecting quality of life and participation in activities. A diagnosis of knee osteoarthritis can be confidently made based on this assessment.” (Australian Commission on Safety and Quality in Health Care 2024).
Knee OA is considered a spectrum condition that may fluctuate over time and is characterised by symptoms of pain, mobility impairment, function / participation impairment and reduced quality of life. Management is directed towards these domains and principally consists of three streams of care, which may span the continuum of the condition.  
Assessment in people with knee OA should be holistic, considering social factors and social supports; beliefs, concerns and knowledge about pain and OA; the occupational impact of OA; mood; sleep; pain features; attitudes to exercise; and comorbidities (for example, hypertension, obesity, depression, cardiovascular disease, renal disease, or gastrointestinal disease). 
A comprehensive assessment should include:
a detailed history
a physical examination and functional assessment
identification of any atypical features (red flags) and
a psychosocial evaluation. 
This assessment should use validated tools to monitor the condition as well as record outcomes from interventions. The Oxford Knee Score (OKS) (Kellgren & Lawrence 1957) is to be used by all health practitioners for initial assessment / baseline score in CHS. Refer to Attachment 1. Although this tool was developed initially to measure outcomes post joint replacement it has been found to be an effective patient recorded outcome measure (PROM) for all patients with knee symptoms before and after surgery. In CHS it is used to help build a clinical picture of the severity of the patient’s symptoms. It can be used to assess if a patient needs to be escalated to a more urgent category or referred for an Orthopaedic Screening Clinic (OSC) or consultant consultation.

A detailed history of stiffness and/or swelling and a physical examination is needed to exclude centrally referred pain and/or other inflammatory arthritic conditions. Atypical features may indicate alternative or additional diagnoses: a history of trauma, malignancy, prolonged morning joint-related stiffness, rapidly worsening symptoms, or the presence of a hot, swollen joint (inflammation).
Referrals
If the first contact practitioner is a GP, they must refer on to a physiotherapist (either in the community, private setting or an orthopaedic screening clinic) who has the capacity to carry out a comprehensive, evidence-based assessment (acknowledging the time limitations set on GP appointments).
Referral sources may include (but are not limited to): 
GPs
· The referral process is published on Health Pathways https://www.chnact.org.au/for-health-professionals/healthpathways/. This sends the referral to Central Health Intake (CHI) for triage and urgency categorisation. 
· On seeing a patient suspected of having Knee OA, GPs can refer to private or community physiotherapy services, dependent upon the patient’s preferences. 
· Referrals can be made straight into the CHS Community Physiotherapy GLA:D® Australia program, or a privately run GLA:D® Australia program, if the patient is willing and able to participate in a group exercise and education program. No imaging is necessary at this stage. The CHS Community Physiotherapy GLA:D® program is available at Belconnen, Phillip and Tuggeranong Community Health Centres. 
· If a group setting is unsuitable, patients can be seen individually as needed by the Community Physiotherapy program. 
· If a patient has already exhausted all first- and second-line treatments (see Fig 1), please refer to Orthopaedic Screening Clinic (OSC) at Canberra Hospital.
Physiotherapists can refer internally via Digital Health Record (DHR) by ‘placing an order’ for “community physiotherapy, GLA:D® assessment”, or externally via CHI (phone 5124 9977 or Email ChiIntake@act.gov.au)
Nurses, Occupational Therapists, Dietitians, Psychologists, Social Workers, Pharmacists, Exercise Physiologists, Podiatrists, and Medical Officers (including orthopaedic surgeons, consultants and specialists) can all refer internally via DHR, or externally via CHI
Self-referrals - phone CHI (02) 5124 9977. 
All referrals must include sufficient information to enable efficient triaging as detailed in the Patient Information and Referral form: CHI referral form (located on the Clinical Forms Register, form 251145). Please use ISBAR format in DHR when placing an order (see Clinical Handover Procedure located on the Policy and Guidance Documents Register).

Orthopaedic Screening Clinic (OSC) 
CHS has established an outpatient physiotherapy-led orthopaedic screening clinic (OSC) at Canberra Hospital. It is staffed by advanced and extended scope practitioner physiotherapists (AMPs and ESPs). Patients referred to Orthopaedic Outpatients for any elective procedure are triaged by a team of suitably trained physiotherapists. These physiotherapists make decisions about the urgency of the referral and the most suitable clinic at which the consultation should take place (see Triaging of Outpatient Referrals for Consultation with Orthopaedic Specialists Guideline Located on the Policy and Guidance Documents Register). OA knee patients are included in this process, being triaged and assessed from referrals made by GPs, health professionals and consultants. If they meet the necessary criteria, these patients are referred on to the OSC. 
Here they receive the above comprehensive assessment, including a detailed case history to identify any prevalent co-morbidities (e.g. hypertension, obesity, depression, cardiovascular disease, renal disease, and gastrointestinal disease). Co-morbidities should be identified by a health professional to ascertain any relevant contraindications or precautions to treatments, especially surgery. In the context of complex comorbidities, inflammatory arthropathy, large joint effusions, or other red flag conditions, specialist medical assessment may be indicated (e.g. by rheumatology, rehabilitation medicine, sport and exercise medicine). 
All referring health professionals must be careful with their language when talking to patients with OA (Bunzli 2023). Language should be used which encourages patient empowerment and decreases the distress experienced. Psychological therapies may be indicated in patients presenting with psychological impairments such as distress, anxiety, depression, or other mood disorders. Health professionals may refer patients on to services such as the Pain Management Service, the adult mental health service or clinical psychology services, in consultation with each patient. 
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Note 
“Imaging is not routinely used to diagnose knee osteoarthritis and is not offered to a patient with suspected knee osteoarthritis. When clinically warranted, X-ray is the first-line imaging. Magnetic resonance imaging (MRI), computerised tomography (CT) and ultrasound are not appropriate investigations to diagnose knee osteoarthritis. The limited value of imaging is discussed with the patient, including that imaging results are not required for effective non‑surgical management.” (Australian Commission on Safety and Quality in Health Care 2024)
Knee OA can be diagnosed clinically by a medical doctor or physiotherapist without the need for imaging. Magnetic resonance imaging (MRI) is not required unless a specific differential diagnosis is needed for an atypical presentation.
Plain x-ray services can be requested during an OSC appointment if necessary (see Triaging of Outpatient Referrals for Consultation with Orthopaedic Specialists Guideline located on the Policy and Guidance Documents Register for details). Circumstances for necessary x-ray include:
alternative diagnoses to OA are suspected. 
atypical features are apparent. 
symptoms have rapidly worsened. 
immediate surgery is being considered.

The AMPs and ESPs will determine the need for x-ray and refer the patient to the CHS Medical Imaging department. Should further imaging such as magnetic resonance imaging (MRI), computed tomography (CT) or ultrasound (US) scan be clinically indicated, the AMPs and ESPs will discuss the case with the duty orthopaedic consultant, who, if in agreement, will place the imaging request using DHR. In this case, private or CHS imaging services can be utilised depending on the patient’s preference. In the case of a private referral, the imaging referral will be provided to the patient who will then be responsible for organising the appointment. For CHS imaging, the Medical Imaging Departments will schedule the appointment and contact the patient according to their business rules. It is incumbent upon the AMP/ESP to follow up on any imaging requests results and liaise with the requesting consultant (where appropriate) to finalise the diagnosis and management plan (see Triaging of Outpatient Referrals for Consultation with Orthopaedic Specialists Guideline located on the Policy and Guidance Documents Register for details).
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Note 
“Information about knee osteoarthritis and treatment options is discussed with the patient. The patient participates in developing an individualised self-management plan that addresses their physical, functional, and psychosocial health needs.” (Australian Commission on Safety and Quality in Health Care 2024)
Education and support must be tailored to an individual’s needs. These will vary depending on their type of knee OA, age at diagnosis, comorbidities, and the severity and duration of their condition.




Fundamental messages for education
Any education program which provides the following fundamental messages is of value:
Knee OA changes found on imaging do not predict symptoms experienced and disability levels.
Passive treatments such as acupuncture, dry needling, supplements, massage, laser, and other modalities are not evidence-based treatment for knee OA.
Invasive procedures such as arthroscopic debridement and ongoing injections are not evidence-based treatment for knee OA.
The language used by health professionals when speaking to a patient about knee OA may influence a patient’s ability to self-manage. Avoid language such as “bone on bone”, “wear and tear”, “irreversible damage” and other potentially unhelpful phrases.
Exercise is key to managing knee OA but must be individually tailored to each patient’s needs, and abilities. Exercise must also be carefully graded which means patients start with light weights and fewer repetitions and build slowly to heavier weights, more sets and more repetitions. The starting point of the program will vary depending on the fitness level of each patient.
Weight and nutrition can have a positive effect on self-management of knee OA.
Surgery is only needed by approximately 10% of patients as most patients can manage their knee OA without surgery,
Patients will not make their knee OA worse by exercise. Too much rest/inactivity has been shown to cause knee OA cartilage breakdown.
Management at CHS
GLA:D® Australia
GLA:D® Australia is a nonsurgical program, endorsed for use by CHS community physiotherapy, which provides a range of resources for patients wishing to find out about their condition: https://gladaustralia.com.au/. As part of the management of knee OA, CHS physiotherapists should guide patients through these resources, and/or provide them with select information, based on patients’ individual needs. CHS community physiotherapists have been accredited to provide the GLA:D® program and go through a regular credentialling process administered by GLA:D® Australia.
The advantage of the GLA:D® Australia program is that it provides an education component as part of the program, to enable patients to become well informed about their condition and debunk any myths surrounding knee OA and the management of same. Having a clear, consistent message and management plan is also important in ensuring patients make the most of the exercise component of the program. 


Other
Other services within CHS offering education on self-management for OA (as well as other conditions) include:
Pain Management Unit
Bariatric Medicine Service
Take Control Live Well 
Links with these public health programs and Non-government Organisations (NGOs) such as Arthritis Australia may provide synergies for all services to the benefit of some participants.
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Note
“A patient with knee osteoarthritis is advised that being active can help manage knee pain and improve function. The patient is offered advice on physical activity and exercise that is tailored to their priorities and preferences. The patient is encouraged to set exercise and physical activity goals and is recommended services or programs to help them achieve their goals.” (Australian Commission on Safety and Quality in Health Care 2024)
All people with knee OA should be provided with appropriate non-pharmacological and non-surgical care. This includes education about pain, their condition, and effective strategies for self-care; support for physical activity and exercise; weight loss (where indicated); and strategies for effective management of persistent pain that are underpinned by a contemporary understanding of pain science. 
The advantage of the GLA:D® program is that it provides a basic exercise program which can be tailored to an individual patient’s needs. The ten exercises used in the program each have four levels from easy to more challenging. Physiotherapists delivering the program can help each patient find a way of achieving their desired outcomes using slight modifications, varying speed, duration, and effort. The basic model is for 15 repetitions and three sets of each exercise. This presents a range of ways in which the exercises can be personalised dependent upon the patient’s stamina and endurance. The GLA:D® program runs for six weeks with patients attending twice per week. This allows time for patients to learn their exercises, make some initial progress, then continue the program independently at home. The three-month review on completion of the program with physical outcome measures determines the short-term success of the program, while the 12-month survey examines the more long-term outcomes.


The establishment of the GLA:D® program as part of a community based public health system ensures equity of access for those who can’t afford to access this program privately. Arthritis Australia and other NGOs offer a collection of other exercise opportunities tailored for patients with knee OA. The important message is that physical activity will help reduce knee OA symptoms.
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Note 
“A patient with knee osteoarthritis is advised of the impact of body weight on symptoms. The patient is offered support to manage their weight and optimise nutrition that is tailored to their priorities and preferences. The patient is encouraged to set weight management goals and is referred for any services required to help them achieve these goals.” (Australian Commission on Safety and Quality in Health Care 2024)
Although the use of Body Mass Index (BMI) is not an ideal measure of weight, as this will vary with muscle mass, and body type, it is commonly used for classification. BMI is calculated by dividing a person’s weight in kilograms by the square of their height in metres. 
	[bookmark: ]BMI (adults)
	Classification

	Less than 18.5
	Underweight

	18.5 to 24.9
	Healthy weight

	25 to 29.9
	Overweight but not obese

	30 to 34.9
	Obese class I

	35 to 39.9
	Obese class II

	40 or more
	Obese class III


Figure 2: Meaning of BMI ranges - Australian Government, Dept of Health and Aged Care use this classification system when assessing patient’s BMI.
People who are overweight have double the risk of developing knee osteoarthritis and for people with obesity the risk is fourfold. 
In one study, a 10% weight loss before knee replacement surgery demonstrated improvements in all general health-related outcomes compared with that of the controls and allowed more than 33% of the patients to be out of bed and mobilising the day of surgery (Liljensøe, 2014). 
A study by Chu et al (2018) revealed that with a weight loss of 14.3%, bariatric surgery (BSURG) reduced the risk of invasive intervention for knee OA by 69.9% at 12 months, and by 80% at 24 months; similarly, the use of medication for pain relief was decreased by 96.9% at 12 months (Chu et al 2018). 
A meta-analysis found that a 5–10% weight loss induces only small positive effects on pain, self-reported disability, and physical, but not mental, quality of life in adults with a BMI ranging from 33.6 to 36.4 kg/m2 and with mild to moderate knee OA (Panunzi et al 2021).
Patients referred to CHS for help with managing their knee OA should be offered nutritional advice with the goal of either gaining or losing weight, dependent on their needs. Healthy eating habits are an essential part of successfully managing the symptoms of OA knee.
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Note 
“A patient with knee osteoarthritis is offered medicines to manage their pain and mobility in accordance with the current version of the Therapeutic Guidelines or locally endorsed, evidence-based guidelines. A patient is not offered opioid analgesics for knee osteoarthritis because the risk of harm outweighs the benefits.” (Australian Commission on Safety and Quality in Health Care 2024)
Pharmacological care is an important adjunct for some people with OA. This may include simple analgesics, non-steroidal anti-inflammatory agents, and intra-articular agents. For a minority it may include a short-term trial of opioids with a discontinuation plan in place. It is imperative that pharmacological therapy is integrated with non-pharmacological management options to ensure that pain and function are addressed holistically, based on contemporary pain science.
Medicines may help to manage knee pain and other symptoms. GPs, consultants, medical officers, health professionals with prescribing capabilities and pharmacists need to engage with consumers to advise and monitor (particularly for unwanted side effects) the use of these pharmaceuticals in the treatment of OA:  
Topical analgesics rubbed into the skin to relieve pain. 
· They include non-steroidal anti-inflammatory (NSAID) ointments. These ointments can be used for short-term pain relief, or in addition to other treatments and can be bought over the counter in pharmacies. 
Oral analgesics include paracetamol and NSAID tablets. 
· Paracetamol may provide a small benefit in pain relief however patients should stop using it if it is not helping their pain. 
· Prescription-only pain relievers such as codeine, oxycodone and tramadol have a very limited role in managing pain for OA. They are not recommended. Taking them provides a modest temporary benefit (if any), and there is a significant risk of harm. 
· Oral NSAIDs are more effective than paracetamol for reducing pain and can improve symptoms for most people. However, NSAIDs also have a greater potential for harm, particularly for older people. They can cause serious problems with heart, kidneys and gastrointestinal systems which may include an increase in blood pressure, reduced kidney function and stomach ulcers that can bleed. 
Intra-articular injections can give some short-term pain relief but are not recommended for long term use. 
· There are two types of injections, corticosteroid and hyaluronan injections. 
· Current clinical guidelines do not recommend hyaluronan injections.
· Corticosteroid injections should only be used if they are providing pain relief and increased function. 
· Infection in the joint is a rare but serious complication associated with intra-articular injections. 
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Note 
“A patient with knee osteoarthritis receives planned clinical review at agreed intervals, and management is adjusted for any changing needs. A patient who has worsening symptoms and severe functional impairment that persists despite optimal nonsurgical management is referred for assessment to a non-general practitioner (GP) specialist or multidisciplinary service.” (Australian Commission on Safety and Quality in Health Care 2024)
There is no evidence that age or knee OA severity reduce the success of, and response to, GLA:D® (or other exercise and education) interventions. So, severity doesn’t preclude the chance of a positive response to GLA:D®. This puts an increased importance on monitoring knee OA progression. 
The progression rate of knee OA varies depending on the individual, but generally, it is considered a slow, gradual process. Studies report radiographic progression rates of around 2.5% to 3.6% per year, often measured by joint space narrowing on X-rays. However, a significant portion of individuals may experience faster progression, particularly those with risk factors like obesity, previous knee injury, or significant malalignment. Faster progression rates are an important indicator for the need for TKA, increasing the need for frequent reviews for these patients. 
Many people have osteoarthritis that does not progress and is well managed as a chronic condition. For most people with knee OA, non-surgical care is appropriately delivered in community-based settings, with care co-ordinated between primary care providers. A regular GP review every three to six months can help address exacerbations early or any side effects from medication.
GLA:D® offers a three-month post program follow up, as well as a 12 month follow up.
Patients can re-present to their GP and/or community health professional when they need further help with management of their symptoms. Patients can repeat the GLA:D® program annually if this helps them with their self-management and keeps them out of the acute hospital system.
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Note 
“A patient with knee osteoarthritis who has severe functional impairment despite optimal non‑surgical management is considered for timely joint replacement surgery or joint-conserving surgery. The patient receives comprehensive information about the procedure and potential outcomes to inform their decision. Arthroscopic procedures are not offered to treat uncomplicated knee osteoarthritis.” (Australian Commission on Safety and Quality in Health Care 2024)
For a sub-group of people with advanced disease, total joint replacement (TJR) may be indicated. Importantly, TJR surgery should be reserved for people who have exhausted all other non-surgical care options and where there is good probability of successful surgical and patient satisfaction outcomes.
Patients who have exhausted all non-surgical interventions can be referred (via their GP or community physiotherapist) to the OSC where they will be reviewed and, if found appropriate, placed on the surgical waiting list. Conversely, patients on the surgical waiting list who find that non-surgical intervention is successfully restoring their function, can be removed from the waiting list. These decisions are made in consultation with the patient via an orthopaedic clinic appointment.
Criteria for consideration of surgical intervention:
Trial/failure of 12 weeks nonsurgical strategies, including GLA:D® or similar exercise and education program.
Participants who have either knee dysfunction and a Knee Osteoarthritis Outcome Score (KOOS), or hip dysfunction and Hip Osteoarthritis Outcome Score (HOOS), of less than or equal to 30 out of 100 should be considered for surgery. These PROMs are taken at three- and 12-months post GLA:D®. They can also be used by OSC and physiotherapists throughout CHS as part of the patient review process.
An oxford knee score (OKS) of 15 - 20 should trigger consideration for surgery. 
Consideration is given to other influencing factors / comorbidities / risk factors for general anaesthetic. Consultation with patients around joint replacements must include informed consent and detailed discussion of the risks, rehabilitation commitment and expectations involved in joint replacement surgery. Patients and their families must be aware of the commitment and dedication to rehabilitation needed for successful surgical outcomes.
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Outcomes 
GLA:D® and/or other evidence-based education / self-management programs are considered by CHS health professionals, GPs and medical officers as a first line treatment for OA as per this guideline.
X-rays are no longer used to diagnose OA and are only used if clinically indicated as per Section 2.
Arthroscopies are no longer used as treatment for OA.
TKR only occurs for patients who have exhausted all non-surgical treatment and have OKS of below 20.
Patients’ expectations of TKR are well managed and full consultation regarding surgery rehabilitation is undertaken with patients and their carers.
Measures
Annual GLA:D® Australia reports for consenting patients. These are specific to CHS and compiled by La Trobe University, showing:
· numbers of patients participating in and completing the GLA:D® program within CHS
· estimate of numbers of participants who delayed or cancelled elective joint surgery following completion of the program
· measures against pain and function post GLA:D® benchmarking CHS with the rest of Australia
· measures of weight management at the start, three months check and 12 months check.
More than 80% patients newly diagnosed with OA receive a full individualised assessment either with Community Care Physiotherapy or by a OSC physiotherapist.
More than 80% patients diagnosed with OA are offered an individualised self-management program, a program of physical activity and nutrition advice if appropriate. 
· Patients can either access GLA:D® through CHS or privately. Patients can also access other exercise and education-based programs privately. 
· Patients are discharged from GLA:D® with their home exercise program and are supported to continue with this program.
More than 80% patients with OA have a documented timeframe for regular reviews (at least every 12 months) to monitor their self-management program either with their GP, a community health professional or OSC.
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Policies
Nursing and Midwifery Requirements for Practice
Clinical Care Standard Osteoarthritis of the Knee Clinical Care Standard Reporting
Canberra Health Services
Operational Manual: Adult Community Mental Health Services (ACMHS) Access Mental Health Team (AMHT)

Procedures
Infection Prevention and Control 
Patient Identification and Procedure Matching
Orthopaedic Surgery – Pre and Post Operative Management in Adult
Clinical Handover

Guidelines 
Fasting Guidelines – Elective and Emergency Surgery
Triaging of Outpatient Referrals for Consultation with Orthopaedic Specialists 
Consent for Healthcare Treatment 

Legislation
Health Records (Privacy and Access) Act 1997
Human Rights Act 2004
Work Health and Safety Act 2011
Carers Recognition Act 2021

Other
Australian Commission on Safety and Quality in Health Care: Osteoarthritis of the Knee Clinical Care Standard (2024). OA knee Clinical Care Standard 2024 
Australian Charter of Healthcare Rights
Arthritis Australia https://arthritisaustralia.com.au/ 
The National Strategic Action Plan for Arthritis. Australian Government, Department of Health, Canberra; 2019 2019-National-Strategic-Action-Plan-for-Arthritis.pdf  
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Self-management of a chronic condition: a daily, interactive process that involves actively participating in evidence-based health care. It can improve quality of life and reduce the progression of a condition. It involves education so that a patient can share in decisions about their care. It involves having a plan, tracking signs and symptoms, taking prescribed medications, following prescribed exercise programs, eating well, sleeping well and taking into consideration how a chronic health condition affects physical, emotional and social aspects of life. Self-management should include regular access to community support services to prevent unplanned admissions to hospital.
OA severity: The Kellgren-Lawrence (K-L) grading system is a method used to assess the severity of osteoarthritis (OA) on a radiograph, typically of the knee, by assigning a grade from 0 (no OA) to 4 (severe OA), based on the presence and extent of joint space narrowing and osteophytes observed on the image; essentially, it's a semi-quantitative way to measure the progression of OA on an X-ray. Due to the lack of correlation between X-ray severity and functional severity this system is not a reliable way to clinically assess severity and must therefore be used in conjunction with PROMs (patient reported outcome measures) including pain experienced.
OA disease progression: the progression rate of knee osteoarthritis (OA) varies depending on the individual, but generally, it is considered a slow, gradual process, with studies reporting radiographic progression rates of around 2.5% to 3.6% per year, often measured by joint space narrowing on X-rays; however, a significant portion of individuals may experience faster progression, particularly those with risk factors like obesity, previous knee injury, or significant malalignment / joint deformity. In rapid progression cases more frequent reviews are recommended.
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OA, Osteoarthritis, GLA:D®, GLAD, Good Living, TJR, joint, replacement, total joint replacement, TKR, total knee replacement, THR, total hip replacement, TKA, total knee arthroplasty, AMP, Advanced Musculoskeletal Practitioner, ESP, Extended Scope Practitioner, OSC, Orthopaedic Screening Clinic, orthopaedic, AH, Allied Health
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Attachment 1 – Oxford Knee Score (Harris et al 2016)
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