Non-Surgical Options for Managing Knee and Hip Osteoarthritis:
Supporting Document
1.

DECISION AID DETAILS AND TERMS OF USE

Decision aids

The following decision aids are part of this collection:
1.
Types of non-surgical options for managing knee osteoarthritis
2. Exercise options for managing knee osteoarthritis
3. Weight loss programs for managing knee osteoarthritis
4. Physical and psychological options for managing knee osteoarthritis
5. Medical options for managing knee osteoarthritis
6. Types of non-surgical options for managing hip osteoarthritis
7.
Exercise options for managing hip osteoarthritis
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Terms of use

Patients: These decision aids are not meant to give you medical advice or recommend a course of treatment and you should not
rely on them to do so. They are not intended, and should not be used, to replace the advice or care provided by your health
professional. Before making any health decisions, you should consult with your health professional and discuss your options.
Health professionals: These decision aids are not meant to give you clinical advice and you should not rely on them to do so. They
are not intended, and should not be used, as a substitute for a full examination and consideration of medical history in reaching
a diagnosis and treatment based on accepted clinical practices.
All users: Reasonable efforts have been made to ensure that the content provided in these decision aids is up-to-date and accurate.
However, none of the authors, their organisations, or the funders of these decision aids accepts any liability or responsibility for the
accuracy, currency or completeness of the information contained in the decision aids.
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2.

EVIDENCE SOURCES

Decision aid content was sourced primarily from the Guideline for the
Management of Knee and Hip Osteoarthritis, Second Edition3 and
accompanying Technical Document1 (hereafter referred to as the
Guideline and the Technical Document), published by the Royal Australian
College of General Practitioners (RACGP) in July 2018. The Guideline has
a strong focus on self-management and its scope is all osteoarthritis
interventions other than joint replacement. Specific evidence sources are
elaborated below (see Sections 6 and 8) and also indicated via in-text
citations in the enclosed versions of the decision aids (see Section 9).
3.

TARGET POPULATION

The target population for these decision aids is adults diagnosed with
symptomatic osteoarthritis of the knee and/or hip who are seeking nonsurgical management of their osteoarthritis symptoms, with the exception
of weight loss program decision aids, which are relevant only for adults
who are overweight or obese. Some of the options presented in the
decision aids may not be clinically appropriate for all patients. Health
professionals are encouraged to provide supplemental counselling about
safety individualised to each patient based on their clinical expertise as
explained below (see Section 7.3).
4.

OPTIONS

4.1

Options presented

With two exceptions, the options presented in the decision aids are
interventions given a “Strong recommendation for the intervention” or
“Conditional recommendation for the intervention” classification by the
RACGP during the Guideline development process. More information
about these recommendations is provided below (see Section 6.2).
The decision aids also present two options (i.e., topical nonsteroidal antiinflammatory drugs, paracetamol) given a “Conditional (neutral)
recommendation” classification by the RACGP but explicitly described as
reasonable to trial for a short period with accompanying monitoring and
capture of adverse events and discontinuation if ineffective.
4.2

Options not presented

The decision aids do not present interventions given a “Strong
recommendation against the intervention”, “Conditional recommendation
against the intervention”, or “Conditional (neutral) recommendation”
classification by the RACGP, except as noted above (see Section 4.1).
These excluded interventions are listed in the ‘Knee osteoarthritis and
other interventions’ and ‘Hip osteoarthritis and other interventions’
reference documents available at askshareknow.com.au.
The decision aids do not include information on combination therapy with
the exception of presenting weight loss programs with various
components. Health professionals using the decision aids are encouraged
to provide supplemental counselling about combination therapy.
Because the decision aids are intended for patients seeking management
of their osteoarthritis symptoms, no ‘no intervention’ option is presented.
5.

STRUCTURE

There are five decision aids that describe options for managing knee
osteoarthritis and five decision aids that describe options for managing
hip osteoarthritis. Each set of five comprises one decision aid that
provides an overview of the categories of non-surgical management
options (i.e., exercise options; weight loss programs; physical and
psychological options; medical options). Each of the remaining four
decision aids in each set focuses on a single category and provides
comparative information about management options within it.

6.0

DECISION AID CONTENT

6.1

Evidence Quality

During the Guideline development process, the RACGP rated the overall
quality of the evidence on each intervention using the Grading of
Recommendations Assessment, Development and Evaluation (GRADE)
approach, which takes into account four domains of quality (i.e., risk of
bias, inconsistency, indirectness, and imprecision). These overall quality
of evidence ratings were extracted from the Technical Document and
interventions rated as very low or low quality (as opposed to moderate or
high quality) were noted in a statement on each decision aid. Notably, the
quality rating was very low or low for most options presented in the
decision aids. Guidance for health professionals in explaining evidence
quality when using the decision aids is provided below (see Section 7.6).
6.2

Recommendation

During the Guideline development process, the RACGP formulated
recommendations for each intervention considering the quality of
evidence, the balance between benefits and harms, values and
preferences, resource use, and other relevant considerations. These
recommendations were extracted from the Guideline and presented
immediately below the name of each option in the decision aids using a
simplified label and visual aid, as follows:
Guideline Classification3

Decision Aid Label

Visual Aid

Strong recommendation
for the intervention

Strong recommendation

¢¢¢¢¢

Conditional recommendation
for the intervention

Conditional recommendation

¢¢¢¢¢

Conditional (neutral)
recommendation

Neutral recommendation

¢¢¢¢¢

6.3

“What did people do?”

Systematic reviews and randomised controlled trials included in the
evidence synthesis during Guideline development were sourced (where
possible) and information on the interventions that underwent evaluation
extracted and summarised. This summary was intended to enable patients
to consider each intervention’s alignment with their individual values,
preferences, and circumstances but was not intended to provide detailed
specifications or usage instructions. Where Guideline developers elected
to apply evidence from research conducted with people with knee
osteoarthritis to those with hip osteoarthritis (or vice versa), intervention
descriptions were adapted to refer to the relevant joint or to be more
general in nature.
6.3

“How much did it improve [pain/function]?”

Estimates of the effect size of each intervention, as compared to the
relevant control (i.e., standardised mean differences), on pain and
function were extracted from the Technical Document or, where not
provided, calculated from source systematic reviews and/or randomised
controlled trials. Effect sizes were converted to verbal descriptors based
on Cohen’s guidelines169, as follows:
Standardised Mean
Difference

Cohen’s Guidelines

Verbal Descriptor

0.01 – 0.19

-

Very small improvement

0.20 – 0.49

Small

Small improvement

0.50 – 0.79

Medium

Moderate improvement

0.80 +

Large

Large improvement

Note. Where the 95% confidence interval for a standardised mean difference
spanned 0, a verbal descriptor of ‘No improvement’ was used.

6.4

“What were some of the side effects?”

Randomised controlled trials included in the evidence synthesis during
Guideline development were sourced (where possible) and information
on the adverse events extracted and summarised. Due to relatively poor
and inconsistent reporting of adverse events across trials, those noted in
the decision aids should not be regarded as a comprehensive list or
necessarily related to the intervention implemented.
6.5

“How many people had serious side effects?”

Percentages of participants reported to have experienced serious
adverse events were extracted from the Technical Document and
converted to natural frequencies using a denominator of 100 (e.g., ‘2 in
100 people’).
6.6

“How much weight was lost?”

For the ‘weight loss programs’ decision aids only, randomised controlled
trials included in the evidence synthesis during Guideline development
were sourced and information on the average amount of weight loss
observed over the intervention period extracted.
7.

GUIDANCE FOR HEALTH PROFESSIONALS

7.1

How should these decision aids be used?

These decision aids are intended primarily as a framework for a
conversation between a health professional and a patient. Thus, the
decision aids were designed to be used during (rather than outside of) a
consultation with a patient. They aim to help make the different
management options clear and guide a discussion about which options
might be most suited to the individual patient given their values,
preferences, and circumstances. Like any new tool, it might take a few
practices to feel confident using these decision aids, but they do not
typically require significant changes to the clinical workflow.

7.5

The options in the decision aid are too burdensome for the
patients I see. What do I do?

Because decision aids are required to be based on scientific evidence170,
these decision aids present only interventions studied in randomised
controlled trials. However, we recognise that there is sometimes a
mismatch between the interventions studied in trials and those feasible or
adopted in practice. If a patient explains that an option in a decision aid is
unrealistic in their circumstances, it may be possible to suggest
alternatives based on your clinical expertise, along with supplemental
counselling about the benefits and harms that may be expected from
these alternatives. Blank decision aid templates on which alternative
options can be summarised are available at askshareknow.com.au.
7.6

How do I explain evidence quality to patients?

The uncertainty introduced by the availability of only low or very low
quality evidence can make decision-making more complex. However,
transparency about the quality of scientific evidence is required in
decision aids170 and an important aspect of shared decision-making. Below
is one way to explain low quality evidence and its meaning for the
decision-making process. You may wish to use or adapt this example.
“As you can see, the information on these options is from low quality or
very low quality studies, not moderate or high quality studies. This can be
because the studies had only a small number of people, were done on
people with a different type of osteoarthritis, or had other problems.
Unfortunately, there’s nothing we can do about that. What this means for
our decision-making today is that we can’t be sure what the benefits and
harms of these options will be and need to remember that your
experiences might be very different from the people’s in the studies.”
7.7

How do I explain harms to patients?

No. In some situations, it may be appropriate to discuss only a subset of
available options. In these situations, the ‘overview’ decision aid that
describes the categories of management options may be a helpful tool for
alerting the patient to the full range of available options prior to having a
more focused discussion about a subset of these.

As noted above (see Sections 6.4 and 6.5), the decision aids summarise
adverse events reported in randomised controlled trials of the
interventions and provide the frequency with which serious adverse
events were experienced. Because the decision aids present frequencies
using only negative framing (i.e., the number of people who experienced
a serious adverse event), health professionals are encouraged to provide
the equivalent positive framing (i.e., the number of people who did not
experience a serious adverse event) verbally for balance.

7.3

7.8

7.2

Do I have to use every decision aid with every patient?

The decision aid lists options that are contraindicated for the
patients I see. What do I do?

You may find that the decision aids list options that are not clinically
appropriate for some patients. In this situation, you can simply cross out
an option and explain to the patient why it is not safe in their
circumstances.
7.4

Our service doesn’t offer the options presented in the
decision aids. What do I do?

Discussing options not offered within your own service may be difficult for
health professionals and/or frustrating for patients. However, it can also
be detrimental to make assumptions about a patient’s values,
preferences, and circumstances ahead of time; one patient’s willingness
to travel or ability to pay for an option may be very different from
another’s. Wherever possible, we encourage open discussion about both
the full range of options and the practical factors (e.g., time commitment,
cost, local availability) that may affect the suitability of each for a patient.
Additionally, we encourage supplemental counselling about locally
available alternatives to options presented in the decision aids and the
benefits and harms that may be expected from these alternatives. Blank
decision aid templates on which alternative options can be summarised
are available at askshareknow.com.au.

Can I give the decision aids to patients ahead of time?

Although these decision aids are intended to be used during the
consultation, some patients value an opportunity to review the content
and identify their questions ahead of time. Health professionals are not
discouraged from giving the decision aids to patients to read ahead of a
consultation. However, it is important to remember that the decision aids
are general in nature (i.e., may present options not suitable for a
particular patient) and may also include terms or concepts that are
challenging for patients to understand without explanation.
7.9

How do the decision aids fit with the ‘Osteoarthritis of the
Knee Clinical Care Standard’?

These decisions aids complement and facilitate implementation of the
Australian Commission on Safety and Quality in Health Care Osteoarthritis
of the Knee Clinical Care Standard (2017)171, which aims to support the
delivery of appropriate evidence-based clinical care and promote shared
decision making. In particular, these decision aids assist implementation
of care standards pertaining to education and self-management (i.e.,
Care Standard 3), weight loss and exercise (Care Standard 4), and
medicines used to manage symptoms (Care Standard 5) by facilitating
the participation of patients in decisions about osteoarthritis management
and the development of self-management plans that consider their
individual needs, preferences, and circumstances.
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9.

DECISION AIDS WITH IN-TEXT CITATIONS

TYPES OF NON-SURGICAL OPTIONS
for managing knee osteoarthritis

This decision aid aims to help you and your health professional talk about types of non-surgical options for managing knee
osteoarthritis. It summarises the findings of scientific research so that you can make decisions that are right for you.
Your health professional can tell you more, including how to access these or similar options and whether they are safe for you.

EXERCISE
OPTIONS

WEIGHT LOSS PROGRAMS
(if overweight or obese)

PHYSICAL + PSYCHOLOGICAL
OPTIONS

MEDICAL
OPTIONS

What did people
do?

Attended Tai Chi, walking, muscle
strengthening, stationary cycling,
yoga, or water-based exercise
classes

Completed weight loss programs
focused on dietary education, diet,
exercise, or a combination

Used a walking stick; received
massage; had transcutaneous
electrical nerve stimulation; or
received manual therapy, heat
therapy, or cognitive behaviour
therapy.

Took oral NSAIDs or duloxetine
(off-label use); had corticosteroid
injections; applied topical NSAIDs;
or took paracetamol

How much did it
improve pain?

Up to a large improvement,
depending on the option

Up to a moderate improvement,
depending on the program
(and amount of weight loss)

Up to a large improvement,
depending on the option

A small improvement

How much did it
improve function?

Up to a large improvement,
depending on the option

Up to a moderate improvement,
depending on the program
(and amount of weight loss)

Up to a large improvement,
depending on the option

Up to a small improvement,
depending on the option

How many people
had serious side
effects?

Up to 5 in 100 people
(but unknown for some options)

None
(but unknown for some programs)

None
(but unknown for some options)

Up to 2 in 100 people

See Exercise Options for
Managing Knee Osteoarthritis
decision aid

See Weight Loss Programs for
Managing Knee Osteoarthritis
decision aid

See Physical and Psychological
Options for Managing Knee
Osteoarthritis decision aid

See Medical Options for Managing
Knee Osteoarthritis decision aid

Where can I
learn more?

Caution: The research on most of these options was low quality or very low quality1. This means that the actual effects of most of these options may be very
different from what the research found2.

This decision aid is for use only during a visit with your health professional. It is not intended to give you medical advice or make a recommendation.
For more information, including terms of use, authors, and information sources, see askshareknow.com.au

Version 1.0 (with citations)
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EXERCISE OPTIONS
for managing knee osteoarthritis

What did people do?

This decision aid aims to help you and your health professional talk about exercise options for managing knee osteoarthritis. It
summarises the findings of scientific research so that you can make decisions that are right for you.
Your health professional can tell you more, including how to access these or similar options and whether they are safe for you.

TAI CHI

WALKING

MUSCLE
STRENGTHENING

STATIONARY
CYCLING

YOGA

WATER-BASED
EXERCISE

Strong
recommendation3
¢¢¢¢¢

Strong
recommendation3
¢¢¢¢¢

Strong
recommendation3
¢¢¢¢¢

Conditional
recommendation3
¢¢¢¢¢

Conditional
recommendation3
¢¢¢¢¢

Conditional
recommendation3
¢¢¢¢¢

Attended Tai Chi classes
(for 20-60 mins, 1-3
times a week),
sometimes adding or
transitioning to home
practice (for 15-40
mins, 3-7 times a week)4–

Attended low- to
moderate-intensity
walking classes (for 60
mins, 3 times a week) or
gradually increased their
step count (every day)12–

Attended individual or
group classes at a facility
to strengthen their leg
muscles (for 15-60 mins,
1-3 times a week) and/or
did similar exercises at
home (for 30 mins, 1-5
times a week)16

Attended indoor
stationary cycling classes
for osteoarthritis (for
40-60 mins, at least
2 times a week)17

Attended yoga classes
for osteoarthritis (for
45-60 mins, once a
week) with additional
practice at home (for 30
mins, 4 times a week)18,19

Attended exercise
classes done in a shallow
pool that focused on
strength, stretching,
balance and/or fitness
(for 20-60 mins, 2-3
times a week)20

15

11

How much did it
improve pain?

Moderate improvement1

Small improvement1

Moderate improvement1

Large improvement21

Large improvement21

Small improvement1

How much did it
improve function?

Moderate improvement1

Small improvement1

Moderate improvement1

No improvement1

Large improvement21

Small improvement1

Joint, foot, back,
and muscle pain4–11

Falling; fracture12–15

Joint, neck, back, and
groin pain; falling;
fracture; aggravated
varicose veins15,22–43

Joint pain17

Musculoskeletal pain1

Joint, leg, back, and
muscle pain; slipping;
cramping; dizziness;
heart problems6,31,33,44–53

5 in 100 people1

1 in 100 people1

2 in 100 people1

(Unknown)1

None1

(Unknown)1

What were some of
the side effects?

How many people had
serious side effects?

Caution: The research on all of these options was low quality or very low quality1. This means that the actual effects of these options may be very different from what the
research found2.

This decision aid is for use only during a visit with your health professional. It is not intended to give you medical advice or make a recommendation.
For more information, including terms of use, authors, and information sources, see askshareknow.com.au
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WEIGHT LOSS PROGRAMS
for managing knee osteoarthritis

This decision aid aims to help you and your health professional talk about weight loss programs for managing knee osteoarthritis.
It summarises the findings of scientific research so that you can make decisions that are right for you.
Your health professional can tell you more, including how to access these or similar options and whether they are safe for you.

DIETARY EDUCATION + DIET + EXERCISE

DIETARY EDUCATION + DIET

DIETARY EDUCATION

Guidelines give a strong recommendation to weight loss for people who are overweight
or obese but do not give recommendations about these individual weight loss programs3
¢¢¢¢¢

What did people do?

Attended group and individual classes on dietary
habits with health professionals
(for 60 mins, once a week)

Attended group classes on dietary habits with a health
professional (for 90 mins, once a week, then once
every 2 weeks)

– and –

– alternating with –

Followed a personalised low-calorie meal plan with
up to 2 meal replacement drinks or bars per day
(every day for the period of the diet)

Followed a low-calorie diet of 6 meal replacement
drinks per day (every day for 8 weeks then every day
for another 4 weeks later on)55

Attended group and individual classes on dietary
habits (once a week, then once every 2 weeks, then
once a month)56

– and –
Did structured exercise at a facility
(for 60 mins, 3 times a week)54
How much weight
was lost?

9% of body weight after 6 months54

11% of body weight after 12 months55

5% of body weight after 18 months56

How much did it
improve pain?

Moderate improvement54

Small improvement55

No improvement56

How much did it
improve function?

Moderate improvement54

No improvement55

No improvement56

What were some of
the side effects?

(Unknown)54

Constipation, flatulence, dizziness, sensitivity to cold55

(Unknown)56

None1

(Unknown)1

(Unknown)1

How many people had
serious side effects?

Caution: The research on weight loss programs was very low quality1. This means that the actual effects of these programs may be very different from what the research
found2.
This decision aid is for use only during a visit with your health professional. It is not intended to give you medical advice or make a recommendation.
For more information, including terms of use, authors, and information sources, see askshareknow.com.au
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PHYSICAL AND PSYCHOLOGICAL OPTIONS
for managing knee osteoarthritis

This decision aid aims to help you and your health professional talk about physical and psychological options for managing knee
osteoarthritis. It summarises the findings of scientific research so that you can make decisions that are right for you.
Your health professional can tell you more, including how to access these or similar options and whether they are safe for you.

WALKING STICK

MASSAGE

TRANSCUTANEOUS
ELECTRICAL NERVE
STIMULATION

MANUAL THERAPY

HEAT THERAPY

COGNITIVE
BEHAVIOUR
THERAPY

Conditional
recommendation3
¢¢¢¢¢

Conditional
recommendation3
¢¢¢¢¢

Conditional
recommendation3
¢¢¢¢¢

Conditional
recommendation3
¢¢¢¢¢

Conditional
recommendation3
¢¢¢¢¢

Conditional
recommendation3
¢¢¢¢¢

Used a wooden walking
stick with a T-shaped
handle (every day)57

Received Swedish or
aroma massage from a
trained practitioner or
did guided self-massage
(for 20-60 mins, 1 to 3
times a week)58–61

Had transcutaneous
electrical nerve
stimulation (TENS), which
sends tingling sensations
into the body through
patches placed on the
skin (for 20-60 mins, 2-5
days a week)62–67

Attended sessions where
a trained practitioner
(e.g., physiotherapist)
used their hands and
body to slowly and gently
apply pressure to and
move the knee joint (3
times a week)68,69

Put an electric heat pad
on their knee (for 20
mins, 2 times a day, 5
days a week), had a
digital moist heat pad put
on their knee (for 20
mins, 3-4 days a week),
or wore a heat-retaining
knee sleeve (for at least
12 hrs a day, every
day)70–72

Attended group classes
on pain coping or other
skills with a psychologist
and/or other professional
(for 45-120 mins, once a
week or once every 2
weeks)73–76

How much did it
improve pain?

Large improvement21

Moderate improvement1

Moderate improvement1

No improvement1

Small improvement1

Small improvement1

How much did it
improve function?

Large improvement21

Moderate improvement1

Small improvement1

Moderate improvement1

No improvement1

No improvement1

What were some of
the side effects?

(Unknown)57

Discomfort58–61

Skin reaction62–67

None68,69

None70–72

(Unknown)73–76

How many people had
serious side effects?

(Unknown)1

(Unknown)1

None1

None1

None1

(Unknown)1

What did people do?

Caution: The research on all of these options was low quality or very low quality1. This means that the actual effects of these options may be very different from what the
research found2.

This decision aid is for use only during a visit with your health professional. It is not intended to give you medical advice or make a recommendation.
For more information, including terms of use, authors, and information sources, see askshareknow.com.au
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MEDICAL OPTIONS
for managing knee osteoarthritis

What did people do?

This decision aid aims to help you and your health professional talk about medical options for managing knee osteoarthritis. It
summarises the findings of scientific research so that you can make decisions that are right for you.
Your health professional can tell you more, including how to access these or similar options and whether they are safe for you.

ORAL NSAIDS

DULOXETINE
(off-label use)

CORTICOSTEROID
INJECTIONS

TOPICAL NSAIDS

PARACETAMOL

Conditional
recommendation3
¢¢¢¢¢

Conditional
recommendation3
¢¢¢¢¢

Conditional
recommendation3
¢¢¢¢¢

Neutral
recommendation3
¢¢¢¢¢

Neutral
recommendation3
¢¢¢¢¢

Took nonsteroidal antiinflammatory drugs (NSAIDs)
orally (once or twice a day)77–89

Took the drug duloxetine orally
(once a day)90–92

Had an injection of a
corticosteroid into their knee
joint (usually once only,
sometimes once a week (for a
short period) or once every
3-6 months)93–117

Applied nonsteroidal antiinflammatory drugs (NSAIDs) in
a cream or gel to their knee (24 times a day)84,118–123

Took the drug paracetamol
orally (3-4 times a day)82,124–131

[Note: Duloxetine is not
approved for this use3]

How much did it
improve pain?

Small improvement1

Small improvement1

Small improvement
(for 4-6 weeks only)1

Small improvement1

Small improvement132

How much did it
improve function?

Small improvement1

Small improvement1

Small improvement
(for 4-6 weeks only)1

Very small improvement1

Very small improvement132

What were some of
the side effects?

Digestive problems (e.g.,
constipation, indigestion,
diarrhoea); respiratory
problems (e.g., infection, cold);
rash; pain (e.g., joint, back);
headache; ulcers; heart
problems (including causing
death); others77–89

Digestive problems (e.g.,
constipation, nausea);
respiratory problems (e.g.,
cough, asthma); pain (e.g.,
joint, muscle); sweating;
drowsiness; dizziness; heart
rhythm problems; low sex
drive; others90–92

Injection site reactions (e.g.,
warmth, swelling, discomfort,
stiffness, fluid accumulation);
pain (e.g., joint, back); nausea,
cold, headache93–106,111–117.
There may also be more rapid
cartilage loss with repeated
use3.

Digestive problems (e.g.,
constipation, indigestion);
skin problems (e.g., rash,
itching, dryness); pain
(e.g., joint, back, neck);
headache; respiratory
problems (e.g., infection, cold,
asthma); others84,118–123

Digestive problems (e.g.,
indigestion, nausea, diarrhoea);
headache; dizziness;
respiratory problems (e.g.,
infection, cough); pain (e.g.,
back, neck); abnormal liver
function; others82,124–131

2 in 100 people1

1 in 100 people1

2 in 100 people1

1 in 100 people1

1 in 100 people1

How many people had
serious side effects?

Caution: The research on corticosteroid injections and paracetamol was very low quality1. This means that the actual effects of these options may be very different from
what the research found2.

This decision aid is for use only during a visit with your health professional. It is not intended to give you medical advice or make a recommendation.
For more information, including terms of use, authors, and information sources, see askshareknow.com.au

Version 1.0 (with citations)
© 2019 The University of Sydney and the Agency for Clinical Innovation

TYPES OF NON-SURGICAL OPTIONS
for managing hip osteoarthritis

This decision aid aims to help you and your health professional talk about types of non-surgical options for managing hip
osteoarthritis. It summarises the findings of scientific research so that you can make decisions that are right for you.
Your health professional can tell you more, including how to access these or similar options and whether they are safe for you.

EXERCISE
OPTIONS

WEIGHT LOSS PROGRAMS
(if overweight or obese)

PHYSICAL + PSYCHOLOGICAL
OPTIONS

MEDICAL
OPTIONS

What did people
do?

Attended Tai Chi, walking, muscle
strengthening, stationary cycling,
yoga, or water-based exercise
classes

Completed weight loss programs
focused on dietary education, diet,
exercise, or a combination

Used a walking stick; received
massage; had transcutaneous
electrical nerve stimulation; or
received manual therapy, heat
therapy, or cognitive behaviour
therapy.

Took oral NSAIDs or duloxetine
(off-label use); had corticosteroid
injections; applied topical NSAIDs;
or took paracetamol

How much did it
improve pain?

Up to a large improvement,
depending on the option

Up to a moderate improvement,
depending on the program
(and amount of weight loss)

Up to a large improvement,
depending on the option

Up to a large improvement,
depending on the option

How much did it
improve function?

Up to a large improvement,
depending on the option

Up to a moderate improvement,
depending on the program
(and amount of weight loss)

Up to a large improvement,
depending on the option

Up to a small improvement,
depending on the option

How many people
had serious side
effects?

Up to 5 in 100 people
(but unknown for some options)

None
(but unknown for some programs)

None
(but unknown for some options)

Up to 2 in 100 people

See Exercise Options for
Managing Hip Osteoarthritis
decision aid

See Weight Loss Programs for
Managing Hip Osteoarthritis
decision aid

See Physical and Psychological
Options for Managing Hip
Osteoarthritis decision aid

See Medical Options for Managing
Hip Osteoarthritis decision aid

Where can I
learn more?

Caution: The research on most of these options was low quality or very low quality1. This means that the actual effects of most of these options may be very
different from what the research found2.

This decision aid is for use only during a visit with your health professional. It is not intended to give you medical advice or make a recommendation.
For more information, including terms of use, authors, and information sources, see askshareknow.com.au
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EXERCISE OPTIONS
for managing hip osteoarthritis
TAI CHI

This decision aid aims to help you and your health professional talk about exercise options for managing hip osteoarthritis. It
summarises the findings of scientific research so that you can make decisions that are right for you.
Your health professional can tell you more, including how to access these or similar options and whether they are safe for you.

WALKING

MUSCLE
STRENGTHENING

STATIONARY
CYCLING

YOGA

Guidelines give a strong recommendation to land-based exercise
but do not give recommendations about these individual exercises3
¢¢¢¢¢

What did people do?

Attended Tai Chi classes
(for 20-60 mins, 1-3
times a week),
sometimes adding or
transitioning to home
practice (for 15-40
mins, 3-7 times a week)4–

Attended low- to
moderate-intensity
walking classes (for 60
mins, 3 times a week) or
gradually increased their
step count (every day)12–
15

11

WATER-BASED
EXERCISE
Conditional
recommendation3
¢¢¢¢¢

Did supervised group or
individual exercises at a
facility to strengthen
their muscles (for 45-90
mins, 1-2 times a week)
and/or similar exercises
unsupervised at a facility
or at home (for 30-45
mins, 1-3 times a
week)133–135

Attended indoor
stationary cycling classes
for osteoarthritis (for
40-60 mins, at least
2 times a week)17

Attended yoga classes
for osteoarthritis (for
45-60 mins, once a
week) with additional
practice at home (for 30
mins, 4 times a week)18,19

Attended exercise
classes done in a shallow
pool that focused on
strength, stretching,
balance and/or fitness
(for 20-60 mins, 2-3
times a week)20

How much did it
improve pain?

Moderate improvement1

Small improvement1

No improvement1

Large improvement21

Large improvement21

Small improvement1

How much did it
improve function?

Moderate improvement1

Small improvement1

No improvement1

No improvement1

Large improvement21

Small improvement1

What were some of
the side effects?

How many people had
serious side effects?

Joint, foot, back,
and muscle pain4–11

Falling; fracture12–15

Joint pain136–138

Joint pain17

Musculoskeletal pain1

Joint, leg, back, and
muscle pain; slipping;
cramping; dizziness;
heart problems6,31,33,44–53

5 in 100 people1

1 in 100 people1

(Unknown)1

(Unknown)1

None1

(Unknown)1

Caution: The research on all of these options was low quality or very low quality1. This means that the actual effects of these options may be very different from what the
research found2.

This decision aid is for use only during a visit with your health professional. It is not intended to give you medical advice or make a recommendation.
For more information, including terms of use, authors, and information sources, see askshareknow.com.au
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WEIGHT LOSS PROGRAMS
for managing hip osteoarthritis

This decision aid aims to help you and your health professional talk about weight loss programs for managing hip osteoarthritis. It
summarises the findings of scientific research so that you can make decisions that are right for you.
Your health professional can tell you more, including how to access these or similar options and whether they are safe for you.

DIETARY EDUCATION + DIET + EXERCISE

DIETARY EDUCATION + DIET

DIETARY EDUCATION

Guidelines give a strong recommendation to weight loss for people who are overweight
or obese but do not give recommendations about these individual weight loss programs3
¢¢¢¢¢

What did people do?

Attended group and individual classes on dietary
habits with health professionals
(for 60 mins, once a week)

Attended group classes on dietary habits with a
health professional (for 90 mins, once a week, then
once every 2 weeks)

– and –

– alternating with –

Followed a personalised low-calorie meal plan with
up to 2 meal replacement drinks or bars per day
(every day for the period of the diet)

Followed a low-calorie diet of 6 meal replacement
drinks per day (every day for 8 weeks then every day
for another 4 weeks later on)55

Attended group and individual classes on dietary
habits (once a week, then once every 2 weeks,
then once a month)56

– and –
Did structured exercise at a facility
(for 60 mins, 3 times a week)54
How much weight
was lost?

9% of body weight after 6 months54

11% of body weight after 12 months55

5% of body weight after 18 months56

How much did it
improve pain?

Moderate improvement54

Small improvement55

No improvement56

How much did it
improve function?

Moderate improvement54

No improvement55

No improvement56

What were some of
the side effects?

(Unknown)54

Constipation, flatulence, dizziness, sensitivity to cold55

(Unknown)56

None1

(Unknown)1

(Unknown)1

How many people had
serious side effects?

Caution: The research on weight loss programs was very low quality1. This means that the actual effects of these programs may be very different from what the research
found2.
This decision aid is for use only during a visit with your health professional. It is not intended to give you medical advice or make a recommendation.
For more information, including terms of use, authors, and information sources, see askshareknow.com.au

Version 1.0 (with citations)
© 2019 The University of Sydney and the Agency for Clinical Innovation

PHYSICAL AND PSYCHOLOGICAL OPTIONS
for managing hip osteoarthritis

This decision aid aims to help you and your health professional talk about physical and psychological options for managing hip
osteoarthritis. It summarises the findings of scientific research so that you can make decisions that are right for you.
Your health professional can tell you more, including how to access these or similar options and whether they are safe for you.

WALKING STICK

MASSAGE

TRANSCUTANEOUS
ELECTRICAL NERVE
STIMULATION

MANUAL THERAPY

HEAT THERAPY

COGNITIVE
BEHAVIOUR
THERAPY

Conditional
recommendation3
¢¢¢¢¢

Conditional
recommendation3
¢¢¢¢¢

Conditional
recommendation3
¢¢¢¢¢

Conditional
recommendation3
¢¢¢¢¢

Conditional
recommendation3
¢¢¢¢¢

Conditional
recommendation3
¢¢¢¢¢

Used a wooden walking
stick with a T-shaped
handle (every day)57

Received Swedish or
aroma massage from a
trained practitioner or
did guided self-massage
(for 20-60 mins, 1 to 3
times a week)58–61

Had transcutaneous
electrical nerve
stimulation (TENS), which
sends tingling sensations
into the body through
patches placed on the
skin (for 20-60 mins, 2-5
days a week)62–67

Attended sessions where
a trained practitioner
(e.g., physiotherapist)
used their hands and
body to slowly and gently
apply pressure to and
move the hip joint (for
50 mins, 1-2 times a
week), sometimes with
extra movements done at
home (3 times a week)

Put an electric heat pad
on their hip (for 20 mins,
2 times a day, 5 days a
week) or had a digital
moist heat pad put on
their hip (for 20 mins, 34 days a week)70–72

Attended individual
sessions on pain coping,
relaxation, or other skills
with a psychologist or
other professional or did
similar sessions via
telephone or the internet
(for 15-60 mins, 1-4
times a month)141–145

What did people do?

139,140

How much did it
improve pain?

Large improvement21

Moderate improvement1

Moderate improvement1

Large improvement1

Small improvement1

Very small improvement1

How much did it
improve function?

Large improvement21

Moderate improvement1

Small improvement1

Large improvement1

No improvement1

No improvement1

What were some of
the side effects?

(Unknown)57

Discomfort58–61

Skin reaction62–67

Discomfort, muscle
soreness, pain146,147

None70–72

None148–152

How many people had
serious side effects?

(Unknown)1

(Unknown)1

None1

None1

None1

(Unknown)1

Caution: The research on all of these options was very low quality1. This means that the actual effects of these options may be very different from what the research found2.

This decision aid is for use only during a visit with your health professional. It is not intended to give you medical advice or make a recommendation.
For more information, including terms of use, authors, and information sources, see askshareknow.com.au
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MEDICAL OPTIONS
for managing hip osteoarthritis

This decision aid aims to help you and your health professional talk about medical options for managing hip osteoarthritis. It
summarises the findings of scientific research so that you can make decisions that are right for you.
Your health professional can tell you more, including how to access these or similar options and whether they are safe for you.

ORAL NSAIDS

DULOXETINE
(off-label use)

CORTICOSTEROID
INJECTIONS

TOPICAL NSAIDS

PARACETAMOL

Conditional
recommendation3
¢¢¢¢¢

Conditional
recommendation3
¢¢¢¢¢

Conditional
recommendation3
¢¢¢¢¢

Neutral
recommendation3
¢¢¢¢¢

Neutral
recommendation3
¢¢¢¢¢

Took nonsteroidal antiinflammatory drugs (NSAIDs)
orally (once or twice a day)153–

Took the drug duloxetine orally
(once a day)90–92
[Note: Duloxetine is not
approved for this use3]

Applied nonsteroidal antiinflammatory drugs (NSAIDs) in
a cream or gel to their hip
(2-4 times a day)84,118–123

Took the drug paracetamol
orally (3-4 times a day)82,124–131

155

Had an injection of a
corticosteroid into their hip
joint, guided by ultrasound or
x-ray imaging (once only)156–160

How much did it
improve pain?

Small improvement1

Small improvement1

Large improvement1

Small improvement1

Small improvement132

How much did it
improve function?

Small improvement1

Small improvement1

No improvement1

Very small improvement1

Very small improvement132

What were some of
the side effects?

Digestive problems (e.g.,
constipation, indigestion,
diarrhoea); respiratory
problems (e.g., infection, cold);
pain (e.g., joint, back);
headache; heart problems;
dizziness; others161–163

Digestive problems (e.g.,
constipation, nausea);
respiratory problems (e.g.,
cough, asthma); pain (e.g.,
joint, muscle); sweating;
drowsiness; dizziness; heart
rhythm problems; low sex
drive; others90–92

Injection site reactions (e.g.,
discomfort); pain (e.g., joint);
deep vein thrombosis164–168.
There may also be more rapid
cartilage loss with repeated
use3.

Digestive problems (e.g.,
constipation, indigestion);
skin problems (e.g., rash,
itching, dryness); pain
(e.g., joint, back, neck);
headache; respiratory
problems (e.g., infection, cold,
asthma); others84,118–123

Digestive problems (e.g.,
indigestion, nausea, diarrhoea);
headache; dizziness;
respiratory problems (e.g.,
infection, cough); pain (e.g.,
back, neck); abnormal liver
function; others82,124–131

2 in 100 people1

1 in 100 people1

2 in 100 people1

1 in 100 people1

1 in 100 people1

What did people do?

How many people had
serious side effects?

Caution: The research on duloxetine, corticosteroid injections, and paracetamol was low quality or very low quality1. This means that the actual effects of these options may
be very different from what the research found2.

This decision aid is for use only during a visit with your health professional. It is not intended to give you medical advice or make a recommendation.
For more information, including terms of use, authors, and information sources, see askshareknow.com.au
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