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Abstract
The high-quality management of hand osteoarthritis (OA) is crucial for improving the daily lives of people with the condition. The 2022 National 
Institute for Health and Care Excellence (NICE) guidelines for OA management emphasize education, weight advice and physical activity as 
foundational management strategies, although hand OA requires specific, tailored approaches. While there can be a focus on pharmacological 
treatments, non-drug interventions such as education, hand exercises, splinting, joint protection and ‘offloading’ should be prioritized. 
Pharmacological options including topical NSAIDs are recommended before considering oral medications or intra-articular steroid injections. 
Although no disease-modifying therapies exist, many symptom management strategies are available. In cases where conservative treatments 
fail, surgical interventions such as joint fusion, trapeziectomy or arthroplasty are options. The latest insights into OA management based on col
lective clinical expertise as well as research are outlined. This is underpinned by a current view of pathogenesis, with the hope of enabling a pos
itive consultation incorporating current, accurate information about hand OA. Addressing concerns, myth-busting and using non-negative lan
guage are important for activation and empowerment.

Lay Summary
What does this mean for patients?
Hand osteoarthritis (OA) can have a significant impact on daily activities. Effective management is therefore very important. The latest guide
lines provide a general approach to OA, including education, weight loss and physical activity. But treatments for hand OA should also be 
person-centred. While doctors often focus on medications, it is important that non-drug treatments are tried, such as hand OA education, doing 
hand exercises, using hand supports (splints) and changing activities to reduce strain on joints, before focusing on medication. This article also 
discusses the latest understanding (from the clinic and research) on the causes of hand OA and things that make it worse, to improve good qual
ity advice during healthcare appointments. When medications are recommended to improve symptoms, anti-inflammatory gels (put on the skin) 
should be used first, with tablet treatments or steroid injections considered only if necessary. Although there is currently no cure for hand OA, 
there are many treatment options that can help manage symptoms. If these are not effective, surgery may be an option. Research is focused 
on new treatments that might slow or prevent OA or improve pain. In the meantime, we should use the knowledge and treatments we have to 
improve the lives of people with hand OA.
Keywords: hand, osteoarthritis, treatment, drug, therapy, exercise, splint, surgery, flare, pain

Key messages 
� Just because it is common, this does not mean hand osteoarthritis is inevitable or untreatable, or not important to the individual or the 

healthcare provider. 
� A multimodal approach is important: communication and good quality person-centred advice is key, supporting positive, evidence-based 

care; it is osteoarthritis, not just ‘it is not rheumatoid arthritis (RA)’. 
� Advice (including accurate information) from a clinician can be a transformative therapy: do not assume anyone other than you will do this. 
� Mechanical load (and offload) is one of the most important factors in the evolution, flare and progression of hand osteoarthritis and 

should be considered therapeutically. 
� There is always something we can do, including (but not starting with) drugs or surgery. It is important to implement the treatments we have. 
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Clinical importance of hand OA: impact and 
current state
Symptomatic hand osteoarthritis (OA) is the most common 
form of OA, affecting 22% of adults >50 years of age (16% 
males, 28% females). It causes joint pain, stiffness and re
duced hand function, impacting independence, confidence 
and work [1–3]. Its effects on physical function can exceed 
those of rheumatoid arthritis (RA), which has far more treat
ment options [4]. In its early, inflammatory phases, hand OA 
may sometimes be hard to differentiate from inflammatory 
arthritis, or in later stages, due to pain and functional chal
lenges. At any point, it may pose challenges in management.

Hand OA is more common in women, particularly after 
menopause. In secondary care, the female:male ratio may be 
at much as 9:1, possibly due in part to sex-specific differences 
in severe symptoms or multiple joint involvement [5, 6]. 
However, many with hand OA experience mild symptoms 
that respond to self-management, often managed in primary 
care or never seeking healthcare. Surgical pathways may see 
more patients with persistent pain at the base of the thumb, 
whereas non-surgical pathways are more likely to see those 
with early swelling of finger joints or multiple finger joint in
volvement. To provide a comprehensive view, we include 
insights from a multidisciplinary author team.

There is an unmet need for effective treatments for hand 
OA, both to slow progression and target pain. Hand OA has 
historically received less attention than hip and knee OA, per
haps relating to a less well-articulated economic case, leading 
to fewer clinical trials and limited progress in pharmacologi
cal options. While clinical guidelines (summarized in Table 1) 
have mainly focused on large joints or are joint agnostic. 
Adapting general OA guidance to hand OA remains a man
agement challenge.

Scope and remit of this review
This review shares the clinical expertise of those with exten
sive experience in managing hand OA. It provides insights 
and ‘clinical pearls’ based on practical experience of what 
works (and what doesn’t). Research evidence is also 

provided, but this is not a systematic literature review. Where 
views are based on anecdotal experience, this is noted. Its 
scope is summarized in Table 2. The number and location of 
affected joints are key to management, considered through
out. While focused on idiopathic hand OA, most of the con
tent also applies to secondary OA, such as post-traumatic 
OA. In our clinical experience, these are a small minority of 
cases: the disease appears clinically indistinguishable (though 
often focused on one joint) and current treatment options are 
no different.

We hope this article will be of interest to a wide range of 
practitioners including occupational therapists and physio
therapists, specialist nurses, general practitioners, rheumatolo
gists and orthopaedic surgeons, including doctors in training.

Natural history and aetiology of hand OA with 
a view to its management
Understanding the natural history of hand OA is crucial for 
discussions on ‘what to expect’ as well as management. The 
disease typically progresses through recognizable phases [13]. 
In our experience, ‘inflammatory’ with synovitis and erosion, 
‘repair and remodelling’ with joint shape changes and 
‘resolving/quiescent’ with bony deformity, stiffness and less 
pain are all frequently discernible. Different joints may be in 
different phases. The term ‘inflammatory, erosive osteoarthri
tis’ suggesting a discrete clinical entity is misleading, as in
flammation and erosion are present in many patients [14– 
16]. However, whether erosions are universally or frequently 
present remains controversial [2, 17]. Severe multijoint ero
sive joint disease is difficult to treat, so identifying this pheno
type may help focus on a group with particularly poor 
outcomes. The time to reach the ‘quiescent’ phase varies, but 
many patients improve in 2–5 years, especially females. This 
can vary, with some people having active disease for more 
than a decade.

Hand OA can affect one or more ‘rows’ out of the distal 
interphalangeal (DIP) joint, proximal interphalangeal (PIP) 
joint or base of the thumb [2]. Other hand joints and the 
knee may be affected (due in part to shared genetic risk), al
though more generalised OA is clinically far more unusual. 

Table 1. Summary of current international guidance relevant to the management of hand OA.

Body/institution Title of guidance Link to guidance Year published  
[reference]

National Institute for Health and Care Excellence 
(NICE)

Osteoarthritis in over 16s: diagno
sis and management [NG226]

https://www.nice.org.uk/guid 
ance/ng226

2022 (update) [7]

European Alliance of Associations for Rheumatology 
(EULAR)

2018 update of the EULAR rec
ommendations for the manage
ment of hand osteoarthritis

https://ard.bmj.com/content/78/ 
1/16

2018 [8]

Osteoarthritis Research Society International (OARSI) OARSI guidelines for the non-sur
gical management of knee, hip 
and polyarticular osteoarthri
tis 2019

https://www.oarsijournal.com/arti 
cle/S1063-4584(19)31116- 
1/fulltext

2019 [9]

American College of Rheumatology (ACR) 2019 American College of 
Rheumatology/Arthritis 
Foundation guideline for the 
management of osteoarthritis of 
the hand, hip, and knee

https://acrjournals.onlinelibrary. 
wiley.com/doi/10.1002/ 
acr.24131

2019 [10]

BSSH (NICE accredited) Evidence for Surgical  
Treatment (BEST)

Evidence-based management of 
thumb base osteoarthritis

https://www.bssh.ac.uk/professio 
nals/best_guidelines.aspx

2023 [11]

Results from a European consensus study Quality indicators for hand osteo
arthritis care

https://www.oarsiopenjournal. 
com/article/S2665-9131(25) 
00014-7/fulltext

2025 [12]
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Isolated DIP joint OA tends to have a better prognosis. It is 
common for patients to worry about OA spreading, but reas
surance and information on natural history can help re
duce anxiety.

Flares, well recognized in inflammatory arthritis, also oc
cur in many patients with hand OA and last a few days, al
though evidence quantifying this is lacking. In our 
experience, mechanical triggers are common. Helping to rec
ognize these (and any related triggers) and developing strate
gies for their self-management and prevention is useful, 
although the impact of this on disease progression is unclear.

During consultations, we recommend identifying modifi
able and non-modifiable risk factors for progression and 
flare. Prior hand trauma, mechanical overload and hypermo
bility at the base of the thumb increase risk. Mechanical over
load through occupation (cleaner, caregiver, artist) or 
recreational activities (do-it-yourself, gardening) is not un
usual. Menopausal timing and changes in hormonal treat
ments should be documented [e.g. hormone replacement 
therapy (HRT), oral contraceptive pill, gonadotropin- 
releasing hormone analogues, aromatase inhibitors, ovula
tion therapies, anti-androgens etc]. Although not immediately 
intuitive, the role of weight management in modulating sys
temic and joint-based inflammation, including in the hand, 
should not be underestimated. Loss of weight is associated 
with a reduction in low-grade systemic inflammation [18, 
19]. Psychological factors like anxiety, depression and low 
self-efficacy also influence pain levels in hand OA [20].

Pathogenesis of hand OA with a view to 
its management
OA at all joints is driven by an active cellular response to me
chanical stress (paralyzed joints, including hand joints, do 
not get OA) [21]. Mechanically induced signalling drives in
flammatory pathways that contribute to pain and tissue dam
age (so-called mechanoflammation) [22]. Mechanical stress 
also drives pro-regenerative pathways that may contribute to 
remodelling of bone, cartilage and other soft tissues. There is 
a fundamental difference between this type of inflammatory 
response and that seen in inflammatory arthritis, likely 
explaining why trials of established RA treatments have 

mostly failed in OA (reviewed in [23]). On the other hand, 
mechanically ‘offloading’ OA joints experimentally (mainly 
large joints) ameliorates disease in animals and in humans 
[24, 25].

OA affects all the tissues of the joint and several of these 
may contribute to pain, stiffness and deformity. Although ar
ticular cartilage is aneural, it is a recognized source of pro- 
nociceptive and inflammatory molecules that can drive pain 
sensitization and cartilage degradation [26]. Bony and liga
mentous remodelling are also evident on examination and 
may be sources of pain, including at the enthesis [27]. 
Heberden’s nodes at the DIP joints are not infrequently pre
ceded by synovial cysts that can occasionally rupture to the 
exterior. Drainage is generally avoided so as to reduce the 
chance of introducing infection into the joint cavity. The role 
of the synovium in the pathogenesis of OA remains contro
versial. Synovial inflammation is common and associated 
with joint pain in most individuals [14]. Treatment of synovi
tis when active, e.g. by non-steroidal anti-inflammatory drug 
(NSAID) treatment, steroid injection or offloading, may lead 
to symptom improvement and a reduction in swelling that 
allows exercises to maintain and improve joint mobility 
(see below).

Our knowledge of molecular pathogenesis in hand OA has 
been underpinned by recent genome-wide association studies 
(GWASs) that have identified a number of putative genes 
with a causal role in disease [28, 29]. One such gene is reti
naldehyde dehydrogenase 2 (ALDH1A2), encoding an en
zyme that controls retinoic acid levels. Polymorphic variants 
in this gene are common in the population and lead to re
duced levels of retinoic acid, which is associated with higher 
levels of mechanoflammation in hand OA cartilage and 
worse hand disease [29, 30].

Evidence-based management approaches
Table 1 provides information and links to various interna
tional guidance. The evidence-based, independently collated 
general advice from the National Institute for Health and 
Care Excellence (NICE) on management of OA was updated 
most recently in October 2022 [7] and remains a cornerstone 
of management for OA at any site for many. The current 

Table 2. Scope of this review.

Area What is included? What is not included?

Affected joint sites Hand osteoarthritis (OA)—one to many affected joints in 
the hand 

These include all commonly affected sites in the hand—inter
phalangeal (IP) joint (both proximal and distal), base of 
thumb, including carpometacarpal (CMC) and scaphotra
peziotrapezoidal (STT) and any combination of these 

Wrist OA 
Other non-hand OA 

Focus of review Clinical management of hand OA 
The importance of communicating the diagnosis of OA and 

how to do this well 
The importance of detection of relevant clinical aspects and 

concurrent conditions relevant to management 
Key aspects of current understanding of pathogenesis, aetiol

ogy and natural history with a view to management 

Making a diagnosis of hand OA 
Disease features or routine clinical assessment 
Detailed aspects of aetiopathogenesis, includ

ing molecular pathogenesis 
(for all, see Marshall et al. [2]) 

Types and routes of  
clinical presentation

All hand OA presentations to a clinician (one joint to many) 
Particular focus on those with moderate to severe symptoms 

not responding to first-line management seen in secondary 
care, i.e. ‘difficult-to-treat’ hand OA 

Management considerations specific to sec
ondary forms of OA
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iteration removed some management options and provoked 
controversy in doing so. NICE guidelines are not joint spe
cific, so advice needs to be tailored to management of hand 
OA specifically. In our experience, many physicians are not 
familiar with NICE guidance on OA and seldom follow its 
algorithms; for instance, by jumping to drug-based options 
before advocating for non-drug options or prescribing first- 
line oral rather than topical options.

In 2018, EULAR published hand OA management guid
ance [8]. Aspects of note were caution around evidence for 
hand intra-articular injections and splinting (though less 
could be said about these interventions at IP joints). The 
British Society for Surgery of the Hand (BSSH) has also pub
lished guidance specifically relating to the base of the thumb 
[11] (Table 1), but most other current guidance does not re
late specifically to the hand. Hand OA is generally underrep
resented in clinical trials and data are lacking that are 
generalizable across joint sites (e.g. nearly all injection and 
splinting trials are of the base of the thumb).

Here we discuss our current approaches in the light of cur
rent evidence (or lack thereof) and other refinements based 
on collective experience.

‘What works?’: a clinical perspective
We have compiled a ‘top 10’ key tips for what works in prac
tice in our clinical experience (Table 3). We expand on some 
of these areas further in the sections below, focusing on cer
tain modalities in management. Table 4 summarizes publicly 
accessible resources to support the management of hand OA.

Provision of advice and information
A conversation providing high-quality information is essen
tial to support effective management. Language should be 
carefully considered to be accurate and positive in encourag
ing self-management (Table 3). Myth-busting and discussing 
the future (the disease’s natural history) are productive and 
usually reassuring.

Epidemiological studies suggest that �45% of people with 
knee OA have resolving (non-progressive) pain [31]. 
Research suggests that the same may be true for the hand 
[32]. Like RA, earlier-stage disease could potentially be more 
modifiable, so it is useful to have these conversations early 
on. It is important for people to understand that progression 
of the disease is not inevitable—to a surgeon or an unusable 
joint—and that their condition is potentially modifiable (al
though we lack drugs that do this). Using terms like ‘wear 
and tear’ may minimize the condition, make people passive 
bystanders or infer this is entirely ageing-related or inevitable 
(neither true nor helpful). Even in the hand, the opportunity 
to talk about weight control and loss with all patients is im
portant—any weight loss will help, 10% better than 
5% [18].

Use of motivational interviewing techniques can be helpful, 
focusing on gains and goals for the person. There is now in
creasing evidence for this in OA, with a recent thought- 
provoking call to action [33] and the emergence of other tool
kits supporting positive consultations that empower people 
with OA [34]. Studies have recently reported on the develop
ment and feasibility of mobile applications specifically devel
oped for people with hand OA. These results suggest such 
applications can serve as a viable and feasible mode of 

information and treatment delivery [35]. However, further 
research including high-quality trials evaluating the efficacy 
and cost-effectiveness of this delivery mode is now needed.

Exercise, splinting and activity modification
Exercise
EULAR recommends a regimen of range of motion and 
strengthening exercises [8]. Several recent high-quality trials 
illustrate a consensus expert opinion–derived hand strength
ening and stretching program that informs clinical practice. 
Dziedzic et al. [36] and Kjeken et al. [37] both reported 
stretching and strengthening exercises for osteoarthritic fin
gers, thumbs and wrists, whereas the OTTER II exercise pro
gram [38] is specific to OA at the base of the thumb. The 
OTTER II program (Table 4) provides accessible patient- 
oriented OA education and a progressive exercise program. 
While a 2017 Cochrane systemic review reported low-quality 
evidence for small to moderate beneficial effects of exercise 
on hand pain, function and stiffness [39], we nonetheless 
strongly advocate hand exercise for patients. Exercise may 
improve pain and stiffness in the very short term, i.e. for a 
number of hours, and thereby improve function; to our 
knowledge, the short-term effectiveness of hand exercise has 
not been investigated.

Uncertainty exists regarding the most effective mode and 
corresponding level of supervision for hand exercises, 
whether this be one on one, an exercise group or home-based 
independent exercise. Some evidence suggests that exercising 
for 20 min three times a week with rest days in between is a 
well-tolerated and effective exercise dose [37, 38]. Allowing 
recovery days between sessions tries to avoid increases in 
pain or inflammation, promoting adherence. In our clinical 
practice, we frequently recommend daily exercises broken 
down into shorter exercise periods across two or three ses
sions, which seems to improve long-term adherence without 
exacerbating symptoms.

Patients with hand function deficits are common and are 
routinely (in our clinical practice) referred to hand therapy 
for evaluation, education and exercise instruction, aiming to 
develop their knowledge and skills in symptom self- 
management. Exercise advice is informed by the OTTER II 
program [38] with modification based on any identified de
formity. For IP joint OA, we additionally routinely use ten
don gliding exercises (Fig. 1), with additional thumb mobility 
and hand strengthening exercises as required [37].

Splinting
The rationale for splinting of the osteoarthritic base of the 
thumb joint is that support or counterpressure at the CMC 
joint during functional resistive pinch activities may address 
various issues (Fig. 2). Their use for these reasons has been re
cently supported by a consensus group as part of evidence- 
based British Society for Surgery of the Hand Evidence for 
Surgical Treatment (BEST) guidelines (Table 1). There are 
numerous commercially available splints (orthoses) for sup
port or protection of the thumb basal joint (Fig. 3A–C). 
Additionally, custom orthoses in various designs can be fabri
cated by clinicians with the requisite skills, using low- 
temperature thermoplastics. Prefabricated orthoses may be 
preferred by patients; a custom orthosis is suggested when fir
mer support or additional stability is desired to improve 
thumb posture.
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Table 3. Top 10 practical tips for management of hand OA.

Top 10 tips Comments Tips to try Tips to avoid

1. Make a clear diagnosis of 
hand OA

Self-management is a cornerstone 
of OA treatment. People cannot 
manage their condition if they 
do not know what they have. 

If there is uncertainty about the di
agnosis leading to investigations, 
make sure to have a follow-up 
conversation (by phone or in 
person) to provide the diagnosis 
and information. 

Use the term ‘osteoarthritis’. 
Make a diagnosis, even if the 
person is young or it is 
early stage. 

Focus on what it is rather than 
what it is not (e.g. inflamma
tory arthritis). 

Try to avoid synonyms (e.g. OA, 
arthritis, wear and tear), as this 
can be confusing. 

Do not request imaging to diag
nose hand OA with appropriate 
history and clinical features. 

If imaging has been done, talk 
about the features using non- 
negative terms (avoid ‘bone on 
bone’ or ‘degeneration’). 

2. Give positive, accurate mes
sages about what to expect 
from OA

Having a good-quality conversa
tion and answering questions 
has been shown to help 
self-management. 

Hope, understanding and interest 
are good therapeutics. 

Educate that not all OA gets 
worse (and quite a lot 
gets better). 

Support consultations with writ
ten information (e.g. Versus 
Arthritis leafleta) but not at the 
expense of the conversation. 

Avoid rushing in talking to people 
about their diagnosis and 
explaining the natural history— 
what to expect is an important 
part of management.

3. Explain that OA is mechani
cally driven by an active cellu
lar process

People understanding that the sci
ence behind OA suggests their 
joint is not just an inert surface 
wearing out helps them to un
derstand there are things they 
can actively do to help manage 
their condition. 

Knowing that there is the possibil
ity of modification of the disease 
course and symptoms through 
self-management is motivating 
and evidence-based. 

Do say that mechanical factors are 
important in their joint condi
tion, both in its development 
and in their symptoms getting 
worse (or just as impor
tantly, better).

Do not use the term ‘wear 
and tear’.

4. Consider if there is another con
current condition (and treat it)

Vitamin D insufficiency affects 
muscle and so can impact pain 
indirectly. It is common in the 
groups we see. It is not an evi
dence-based treatment for OA 
symptoms or structure, but in
sufficiency should be addressed 
for general musculoskele
tal heath.

Remain vigilant and treat the fol
lowing conditions that can co
exist and may be more common 
in this group:

� Flexor tendinopathy 
� Carpal tunnel syndrome 
� De Quervain’s tenosynovitis 
� Calcium pyrophos

phate deposition  
disease (CPPD) 

� Gout/hyperuricaemia 
� Type II diabetes mellitus (DM)/ 

metabolic syndrome 
� Fibromyalgia 
� Polymyalgia rheumatica 
� Inflammatory arthritis 

Avoid missing symptoms or signs 
not in keeping with joint- 
based pathology:

� Restriction of range or digital 
pain vs only joint involvement 

� Disproportionate issues with 
fine motor tasks; sensory symp
toms; whole hand pain and/or 
dropping things suggesting neu
ral issues 

� Excessive inflammatory flares or 
atypical joint distribution (wrist 
or MCP joint predominance 
suggesting inflamma
tory arthritis) 

� Myalgia 

5. Advise hand exercises to all 
people with hand OA

There is an evidence base for exer
cise modifying symptoms and 
functional progression and their 
use at all stages of disease.

Routinely advocate and show 
patients hand exercises yourself, 
including range-of-motion exer
cises (you do not need to be a 
hand therapist to do this). 

Signpost resources and 
links (Table 4). 

Do not exclude a short conversa
tion on exercise because you are 
referring to a hand therapist. 

Do not forget to advocate for gen
eral exercise as well as joint- 
based exercises. 

6. Identify ways to mechanically 
offload the hand joints

There is evidence that addressing 
excessive joint loading helps 
pain and might modify disease. 
What this means may be quite 
individualized. 

Some people will be ‘working 
through the pain’ or putting 
inadvisably high loads on the 
hands (osteoarthritic joints are 
less resilient)—remember to ask 
about this. 

Identifying personal mechanical 
triggers (even occasional ones) 
is useful. 

Take a history of relevant occupa
tional and leisure or homework
ing activities that might 
be culprits. 

Help the person to think through 
how personal triggers/drivers 
can be modified: whether they 
can be stopped, reduced or done 
differently. 

Splinting of various kinds can 
sometimes provide useful 
‘offload’, as can pacing and joint 
care advice. 

Make clear this is not advice to 
avoid use of the hands: ongoing 
use is essential and underuse can 
lead to stiffening of joints or 
deconditioning of hand muscles. 

Do not forget to advise on weight 
loss and general exercise (likely 
beneficial, even in the hand due 
to systemic effects). 

(continued)
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However, the trials evidence for effectiveness of splinting is 
equivocal. The OTTER II trial found splinting at the base of 
the thumb provided no additional benefit to a supported self- 
management program of education and exercise delivered by 
therapists [40]. These were trial-specific orthoses [38], worn 
over a period of 8 weeks, and findings may not be generaliz
able to all thumb orthoses or intervention periods.

There has been considerably less research investigating the 
effectiveness of splinting for osteoarthritic IP joints. A 2019 
systematic review concluded that splinting of DIP joints is ef
fective in reducing pain [41]. We investigated night-time cus
tom gutter thermoplastic DIP joint splinting over 3 months in 
a controlled trial, showing joint pain reduction and improve
ment in joint extension [42]. Night-time use aimed to avoid 

substantial loss of joint flexion, and indeed this did not occur. 
Another study of a bespoke manufactured thermoplastic 
splint design worn all day similarly identified a reduction in 
pain [43].

There is scant evidence regarding splinting of PIP joints. In 
our clinical practice, we are reticent to immobilize them, as 
any loss of active motion can have profoundly negative con
sequences for hand function. As opposed to static orthoses, 
we consider the use of light compression garments made of 
soft stretch fabric (individual finger sleeve or whole hand) 
that, though lacking an evidence base for hand OA, aim 
to support pain relief and enhanced function (Fig. 3D and E). 
Compression could reduce inflammation, reduce pain by di
verting attention or stimulate large afferent nerve fibres (gate 

Table 3. (continued)

Top 10 tips Comments Tips to try Tips to avoid

7. Consider analgesics when there 
is pain uncontrolled by 
other means

Do not use analgesics as a first- 
line treatment, but also empha
size that if they have moderate, 
severe or persistent pain despite 
other strategies, regular analge
sia is justified and evi
dence-based.

Remember to advocate for topical 
NSAIDs first (awkward to use 
sometimes, but has a strong evi
dence-base that patients often 
are not aware of). 

Suggest blood pressure and renal 
function surveillance in the mi
nority on regular coxibs 
or NSAIDs. 

Do not rule out acetaminophen 
for multiple joint disease where 
there appears to be a clinical re
sponse as part of an analgesic 
ladder (we lack data for 
hand OA). 

Do not forget to recommend pro
ton pump inhibitors for those 
using over-the-counter NSAIDs. 

8. Think about the life course and 
sex-specific factors

There is increasing evidence to 
support a role for menopause 
and sex hormones in symptom
atic hand OA. 

A reproductive history including a 
history of menopause symptoms 
can set any joint-based symp
toms in context: menopause is 
associated with increased likeli
hood of musculoskeletal pain. 

Remember to take a reproductive 
history: many patients are peri- 
or postmenopausal women. 

Ask about last/final menstrual pe
riod and use of HRT. Was it 
stopped abruptly? (this should 
be avoided). Was there a history 
of issues with menstrual periods, 
endometriosis etc? 

Encouraging a discussion with a 
prescriber such as a general 
practitioner if HRT is a consid
eration may be helpful. 

If HRT is ever stopped, advise to 
taper this over as long a period 
as possible before stopping (pro
portionate to how long they 
have taken it for and considering 
if there are tolerability or 
safety concerns). 

In women, do not forget to ask 
about symptoms of menopause 
(or for men, andropause), as 
well as hot flashes, myalgia, dis
turbed sleep, fatigue, anxiety, 
anger or mood swings, poor 
concentration and urogynaeco
logical symptoms such as vagi
nal discomfort and loss of 
libido, are all common.

9. Treat a flare of OA like a soft 
tissue injury

In a flare, tissues are generally 
responding to aberrant mechani
cal loading with inflammation, 
symptoms and signs of which 
are usually apparent. 

Just like an injury, most people 
will identify a likely precipitant. 

Adapt management from the well- 
known ‘RICE’ acronym: rest 
(offload), ice (or warmth, what
ever is most helpful), compres
sion (hand compression 
garments, splints), elevation 
(ease inflammation with use of 
topical or oral NSAIDs).

Do not forget to try to identify the 
precipitant with the person, 
with the aim of reducing further 
flare severity/frequency.

10. Avoid suggesting a 
‘single solution’

Controlling symptoms is often 
multifaceted and management 
should be layered on. 

There is always something to try, 
although what is effective for the 
person may change over time. 

Success is often a multimodal ap
proach that is personalized and 
led by the person. 

Involve others in the multidiscipli
nary team as necessary and em
power the person and their 
general practitioner to try differ
ent approaches. 

Encourage good sleep hygiene, 
general exercise and managing 
stress and anxiety, they will all 
help pain and well-being. 

Remind/remember things that 
worked previously. 

Do not use steroid injections in 
place of all other care. 

Do not treat severe OA as inflam
matory arthritis, i.e. do not use 
hydroxychloroquine or anti- 
TNF therapy. 

a See Table 4 for details.

6                                                                                                                                                                                                                        Fiona E. Watt et al. 



control theory). In our clinical experience, patients with base 
of the thumb and IP joint pain report relief with such inter
mittent light compression. They may purchase these them
selves to try if they are not available by healthcare routes. 
Taping (such as seen in Fig. 4B) may also reduce lateral stress 
and improve joint pain.

Activity modification and joint protection
Education in the principles of joint care (joint protection) is 
important to encourage offloading joints during functional 
tasks (Table 4). This is not advice to avoid the use of joints, 
but to help reduce strain on joints during all activities of daily 
living. Greater force is required when gripping smaller 

diameter objects—cushioned gloves can be helpful (Fig. 4A) 
or patients may find that building up tool handles is helpful. 
Adaptive devices can also be useful for offloading the 
joints (Fig. 4C).

Pharmacological options
According to NICE guidance, drugs should not be used as 
first-line treatment, which is sometimes unsettling to special
ist musculoskeletal services that are increasingly focused on 
drug treatment for other arthropathies [7]. That being said, 
by the time people reach secondary care, a raft of measures 
may be useful in controlling symptoms, with drugs being one 
of them.

Table 4. Summary of publicly available management resources for hand OA, including information and hand exercises.

Body/institution/group Title of resource Link to resource Year published

Versus Arthritis Osteoarthritis of the hand and 
wrist—leaflet, video of exercises

https://versusarthritis.org/about-ar 
thritis/conditions/osteoarthritis- 
of-the-hand-and-wrist/

General hand exercises includ
ing video: 

https://versusarthritis.org/about-ar 
thritis/exercising-with-arthritis/ 
exercises-for-healthy-joints/exer 
cises-for-the-fingers-hands- 
and-wrists/

2021

Jigsaw-E (Keele University) Osteoarthritis of the hand—edu
cational videos

https://jigsaw-e.com/delivery-tool 
kit/hand-osteoarthri 
tis-education/

2019

Keele University Osteoarthritis of the hand—leaflet https://www.jigsaw-e.com/wp-con 
tent/uploads/2019/10/OA- 
Hand-Leaflet-v.0.10-02.02.18- 
LC-FINAL.pdf

2019

OTTER-II (University of 
Southampton)

Exercises and pacing https://bmjopen.bmj.com/content/ 
9/10/e028342.long#DC1

Supplementary appendix with 
OTTER-II exercises to down
load: bmjopen-2018- 
028342supp003.pdf

2019

TOPS study (University Hospitals 
of Derby and Burton NHS 
Foundation Trust)

Downloadable patient exercise 
and education sheets in multi
ple languages

https://www.thetops.study/tops- 
info-sheets

2023

British Society for Surgery of the 
Hand (BSSH)

Basal thumb OA https://www.bssh.ac.uk/patients/ 
conditions/24/basal_thumb_ar 
thritis [11]

Pulvertaft Hand Centre (Derby) Osteoarthritis at the base of 
thumb (surgical options)

https://www.uhdb.nhs.uk/down 
load/osteoarthritis-base-of- 
thumb-1163v4pdf.pdf? ver= 
84304&doc= 
docm93jijm4n3214

Figure 1. Tendon gliding exercises for hand OA. The five serial tendon gliding exercise positions stretch the long flexor tendons and the intrinsic muscles 
and encourage stretching of the IP joints into the end available range of motion. Figure used with permission from Daniel Bautista 

Practical management of hand OA                                                                                                                                                                                           7 

https://versusarthritis.org/about-arthritis/conditions/osteoarthritis-of-the-hand-and-wrist/
https://versusarthritis.org/about-arthritis/conditions/osteoarthritis-of-the-hand-and-wrist/
https://versusarthritis.org/about-arthritis/conditions/osteoarthritis-of-the-hand-and-wrist/
https://versusarthritis.org/about-arthritis/exercising-with-arthritis/exercises-for-healthy-joints/exercises-for-the-fingers-hands-and-wrists/
https://versusarthritis.org/about-arthritis/exercising-with-arthritis/exercises-for-healthy-joints/exercises-for-the-fingers-hands-and-wrists/
https://versusarthritis.org/about-arthritis/exercising-with-arthritis/exercises-for-healthy-joints/exercises-for-the-fingers-hands-and-wrists/
https://versusarthritis.org/about-arthritis/exercising-with-arthritis/exercises-for-healthy-joints/exercises-for-the-fingers-hands-and-wrists/
https://versusarthritis.org/about-arthritis/exercising-with-arthritis/exercises-for-healthy-joints/exercises-for-the-fingers-hands-and-wrists/
https://jigsaw-e.com/delivery-toolkit/hand-osteoarthritis-education/
https://jigsaw-e.com/delivery-toolkit/hand-osteoarthritis-education/
https://jigsaw-e.com/delivery-toolkit/hand-osteoarthritis-education/
https://www.jigsaw-e.com/wp-content/uploads/2019/10/OA-Hand-Leaflet-v.0.10-02.02.18-LC-FINAL.pdf
https://www.jigsaw-e.com/wp-content/uploads/2019/10/OA-Hand-Leaflet-v.0.10-02.02.18-LC-FINAL.pdf
https://www.jigsaw-e.com/wp-content/uploads/2019/10/OA-Hand-Leaflet-v.0.10-02.02.18-LC-FINAL.pdf
https://www.jigsaw-e.com/wp-content/uploads/2019/10/OA-Hand-Leaflet-v.0.10-02.02.18-LC-FINAL.pdf
http://bmjopen-2018-028342supp003.pdf
http://bmjopen-2018-028342supp003.pdf
https://www.thetops.study/tops-info-sheets
https://www.thetops.study/tops-info-sheets
https://www.bssh.ac.uk/patients/conditions/24/basal_thumb_arthritis
https://www.bssh.ac.uk/patients/conditions/24/basal_thumb_arthritis
https://www.bssh.ac.uk/patients/conditions/24/basal_thumb_arthritis
https://www.uhdb.nhs.uk/download/osteoarthritis-base-of-thumb-1163v4pdf.pdf? ver=84304&doc=docm93jijm4n3214
https://www.uhdb.nhs.uk/download/osteoarthritis-base-of-thumb-1163v4pdf.pdf? ver=84304&doc=docm93jijm4n3214
https://www.uhdb.nhs.uk/download/osteoarthritis-base-of-thumb-1163v4pdf.pdf? ver=84304&doc=docm93jijm4n3214
https://www.uhdb.nhs.uk/download/osteoarthritis-base-of-thumb-1163v4pdf.pdf? ver=84304&doc=docm93jijm4n3214
https://www.uhdb.nhs.uk/download/osteoarthritis-base-of-thumb-1163v4pdf.pdf? ver=84304&doc=docm93jijm4n3214


NSAIDs
Topical NSAIDs are a recommended first-line pharmacologi
cal treatment for hand OA with proven efficacy, but often un
derused [7]. They are particularly helpful for one or a few 
affected joints, especially the base of the thumb or DIP joints. 
Many patients are unaware of this recommendation or how 
to use them. Gels tend to be more soothing than creams. It is 
best to apply sparingly once or twice daily—starting at night 
may be less inconvenient. Patients should wash their fingers 
after use. Cotton gloves may be preferred.

NICE does not recommend oral anti-inflammatories 
[NSAIDs or cyclooxygenase-2 (COX-2) inhibitors] as a first- 
line option for OA, but they may be considered when other 
treatments are ineffective or not tolerated [7]. They are only 
used by �15–25% of OA patients, many of whom have con
traindications [44]. Clinicians should follow guidelines to use 
the lowest dose for the shortest duration and counsel and re
view use regularly, including cardiovascular and gastrointes
tinal risks in longer-term users. NSAIDs can help manage 
flares. For long-term use (>2 weeks), patients should take 
them with meals and a proton pump inhibitor [45]. While 
long-term monitoring guidance is lacking, we would also rec
ommend annual checks for blood count, liver and renal func
tion and blood pressure, with more frequent monitoring if 
needed. This applies to both conventional NSAIDs and 
COX-2 inhibitors.

Other analgesics
Opiates are not routinely recommended for treatment of 
painful hand OA [7]. Paracetamol (acetaminophen) was also 
removed from NICE guidance, as its overall efficacy in trials 
is low [46]. This evidence tends to come from trials of single 
large-joint OA. In our opinion, it still offers a less toxic alter
native to oral anti-inflammatories, which we advocate as an 

option where it is found helpful, based on the need for an an
algesic ladder for this chronic painful condition.

Steroids
The use of injections for hand OA remains controversial [47– 
49]. Trials of injections at the base of the thumb show a 
short-lived effect (4–6 weeks), potentially driven at least in 
part by placebo, regression to the mean or contextual factors. 
There is less evidence for or against PIP joint injections [48]. 
The EULAR guidance questions the continued use of injec
tions at the base of the thumb [8]. However, given the limited 
pharmacological and surgical options, injections are still con
sidered for severe pain or flare and may reduce longer-term 
use of other analgesics [50]. Concerns exist about the long- 
term effects of cumulative steroid injections or local anaes
thetics, as seen in knee OA [51]. Practical considerations for 
hand joint injections are summarized in Table 5.

Trials of oral and intramuscular steroids have shown pain 
relief, although doses of 10 mg/day are needed and rebound 
pain occurs after stopping [52, 53]. Long-term steroid use is 
not recommended due to the established risks [54], but, as in 
other rheumatology practice, short courses or single intramus
cular doses may sometimes help gauge whether a patient could 
benefit from off-label immunosuppressants like methotrexate.

Diet and nutraceuticals
Advice should be given to maintain a healthy, balanced diet 
and use multivitamins if needed, along with vitamin D. There 
is no evidence that vitamin D levels (or its supplementation) 
have therapeutic effects on OA and high-quality evidence is 
lacking for other nutraceuticals [55, 56]. Chondroitin sul
phate has been studied for hand OA [57]. Response to other 
popular remedies such as turmeric, curcumin or special diets 
could be due to placebo or contextual effects. These agents 
are usually combined with proven treatments like hand 

Figure 2. Putative mechanisms and modes of action of hand splints. A variety of mechanisms have been proposed for splinting, most of which are not 
proven. Their effects are likely to be multifactorial. These may vary in terms of their effects in different clinical scenarios and based on the type of orthotic 
and how and when they are used. All splints aim to reduce pain, improve function and may prevent or correct joint deformity 
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exercises or weight loss. While most supplements are safe, 
they can be costly, so in our opinion care should be taken in 
recommending them. If patients choose to use them, they 
should be encouraged not to start at a time when they are 
changing other things and monitor their symptoms for 3– 
6 months before deciding whether to continue.

Other pharmacological agents
Topical capsaicin (0.025–0.05%) can be helpful for chronic 
pain in hand OA, especially with neuropathic features over 
the base of the thumb, but should be used sparingly with cau
tion highlighted, as it can irritate the eyes and sensitive areas. 
Duloxetine may be beneficial for hand OA associated with 

sleep disturbance or anxiety, particularly if there is another 
indication for a selective serotonin reuptake inhibitor [58]. 
Oral colchicine trials for hand OA have been negative, but it 
may be useful if secondary crystal diseases like calcium pyro
phosphate deposition disease (CPPD) or hyperuricaemia are 
suspected (see below).

There are no licensed disease-modifying therapies for OA 
(see Emerging treatments). Hydroxychloroquine is not effec
tive and should not be used unless another coexisting disease 
is being treated [59]. Other biologic agents blocking cyto
kines, such as anti-TNF, IL-1 inhibition or IL-6 inhibition, 
should not be used, based on trial evidence of a lack of effi
cacy in hand OA [54, 60–63].

Figure 3. Examples of orthoses for hand OA. (A–C) Thumb basal joint OA orthoses. (A) Push thumb brace (example: Nea International bv, Maastricht, 
The Netherlands). Consider for those with high-load hands who experience pain during function; best for those without a significant positive shoulder 
sign and with a stable metacarpophalangeal (MCP) joint. (B) Custom thermoplastic splint. For those with pain during function, subluxation of the basal 
joint and hyperextension deformity of the MCP joint. (C) Ventilated thumb restriction splint (example: Promedics, London, UK). Can be worn for function 
and at rest, provides warmth and compression. Straps support the basal joint during pinch while encouraging span of the thumb web. Does not stabilize 
hyperextension deformity of the MCP joint. (D, E) Compression garments for hand OA. (D) Compression sleeve for painful IP joints. Custom fabricated or 
commercially available. Rigidity of material provides support to lateral stress. (E) Thermal compression gloves (example: Thermoskin, Sea-Band Ltd, 
Leicestershire, UK). Provides warmth and compression across the hand. Fingertips are free for function 
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Surgical options
Hand surgery is usually reserved for symptomatic disease 
that has exhausted non-surgical treatments, but in our experi
ence it is rarely considered by the rheumatologist. Patients 
considering surgery often have tried topical and oral analge
sia, hand therapy, with or without splinting, and steroid 
injections. Surgical management of hand OA involves a spec
trum of procedures tailored to the severity of symptoms, de
gree of functional impairment and patient-specific factors, 
such as activity demands. The main procedures include joint 
denervation, arthrodesis and arthroplasty.

DIP joint
The preferred surgical option is arthrodesis (joint fusion). 
While implant arthroplasty is possible, it may result in joint 
instability while preserving little movement. Arthrodesis pro
vides reliable pain relief and a stable and dependable fingertip 
with correction of any deformity. The procedure can be per
formed under local anaesthetic. Many arthrodesis techniques 
are described, each with their own indications [64].

PIP joint
Both arthrodesis and implant arthroplasty are considered for 
the PIP joint [65]. The choice is dependent on which finger is 
involved and patient preference. Patients with stiff immobile 

joints will often chose arthrodesis. Implant arthroplasty is 
usually achieved with a Swanson silicone spacer [66]. Surface 
replacement implants are available but are more expensive 
and associated with higher revision rates.

Base of the thumb
Trapeziectomy (also known as trapeziumectomy) was first 
described in 1949, in which the trapezium bone is removed to 
treat trapeziometacarpal joint OA. There have been >30 
modifications or other procedures described since then. The 
current NICE-accredited surgical guidelines, published by the 
BSSH, recommend trapeziectomy alone as the preferred sur
gical option (Table 1). Trapeziectomy can be augmented with 
ligament reconstruction and tendon interposition. The addi
tional surgical complexity does not appear to improve out
comes and may increase the risk of harm [67]. Implant 
arthroplasty rates have increased over the last 5 years but cur
rently lack high-quality evidence to support their use [68]. 
Implants may shorten recovery time but might not improve 
long-term outcomes and are more costly.

Other considerations in the management of 
hand OA
Therapeutic heat modalities
Many patients report temporary pain relief and improved 
hand mobility after using therapeutic heat, although evidence 
for effectiveness in hand OA is weak [69]. Heat modalities, 
such as hot packs, paraffin wax baths, electric mittens or sim
ply immersing hands in warm (not hot) water, are believed to 
increase blood flow, metabolism and connective tissue elas
ticity, theoretically improving function and reducing pain 
[70]. However, caution is needed to avoid burns, especially in 
patients with reduced sensation from conditions like diabetes 
mellitus (DM) or carpal tunnel syndrome (CTS). Hand thera
pists often offer a trial of paraffin wax therapy to help 
patients make informed decisions before purchasing a bath 
for home use. While heat (including before doing hand exer
cises) can support symptom self-management, its routine use 
in clinical care lacks strong evidence.

Flares
Inflammatory flares are common in hand OA, but gout or 
Calcium pyrophosphate deposition disease (CPPD) should be 
ruled out. In cases of hyperuricaemia, treatment is recom
mended even without a clear gout diagnosis. For inflamma
tory joint symptoms with frequent, short-lived flares 
suggestive of CPPD, a short course of colchicine can be tried 
(monitoring clinical response). If hyperuricaemia is present, 
allopurinol should be used to suppress urate levels to 
<360 μmol/l, as per NICE guidance [71].

In our experience, offloading is likely to help hand symp
toms, reducing the frequency of flare episodes (with offload
ing further helping to ameliorate flares when they occur). 
Consider occupational, home and exercise activities that can 
be modified to bring about offloading as well as encouraging 
the use of orthoses.

Sleep
NICE guidance does not include that sleep hygiene is impor
tant for those with OA. Even in the general population, there 
is good evidence that impaired sleep is associated with small 
elevations in inflammatory markers and a decline in self- 

Figure 4. Activity modification and joint offloading for hand OA. (A) 
Cycling gloves (example: Endura mitt, Endura, Cheshire, UK). Padding 
protects the median nerve at the carpal tunnel and Al pulleys at the 
metacarpal heads. A textured palm facilitates grip. Joint protection like 
this is recommended during heavy household tasks, gardening and 
sports. (B) Figure-eight taping. Taping may reduce lateral stress on the 
DIP joints and reduce pain during heavy functional activity and sport 
without loss of joint mobility. (C) Adaptive devices (example: 6-in-1 multi- 
opener, Progressive, Kent, WA, USA). Reduces load on thumb and finger 
joints during domestic and work tasks. Demonstration video available 
from https://www.youtube.com/watch? v=zuKEq5F1974
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reported physical health status [72]. Poor sleep and night 
pain are not uncommon in hand OA and may potentiate pain 
syndrome, particularly in post-menopausal women. Asking 
about this is often helpful, and general advice and signposting 
should be given.

Imaging
The question of when to consider imaging often arises. While 
X-rays are not required for diagnosis, they can help guide 
treatment decisions, such as splinting, injection or surgery. In 
cases of diagnostic uncertainty, X-rays can detect periosteal 
changes in seronegative inflammatory arthritis or chondro
calcinosis from CPPD. Ultrasound is a useful option for 
assessing atypical features and quantifying synovitis. MRI is 
rarely needed unless other conditions are being considered or 
for trial purposes, as an attempted stratification method (dis
cussed in Marshall et al. [2] and Favero et al. [17] and also 
‘The opportunity and clinical need for stratification’ below) 
or outcome measure; a more detailed exploration of imaging 
is outside the scope of this review.

Common concurrent/associated common 
musculoskeletal conditions of the hand
Flexor tendinopathy and CTS are common in hand OA 
patients, sharing risk factors or being influenced by the un
derlying disease. It is important to detect and manage these 
treatable conditions, which can cause digital, hand or thumb 
base pain, reducing hand function further. It should be noted 
that OA-related remodelling and sensitivity at the base of the 
thumb may affect the fit and tolerance of prefabricated rest
ing splints for CTS, which sometimes requires cus
tom orthoses.

Comorbidities and metabolic syndrome
Metabolic syndrome, often undiagnosed, is prevalent in this 
patient group, including hyperlipidaemia and type 2 DM 
[19, 32]. There is active investigation into whether these 
comorbidities have shared risks or have a bearing on the dis
ease course [73–75]. Ensuring active detection and manage
ment as we would in inflammatory arthritis or vasculitis 
appears important. Lupus, fibromyalgia and polymyalgia 
rheumatica were also found to be more likely in OA popula
tions [74].

Future and emerging treatments relevant 
to practice
Existing anti-rheumatic agents
Two international trials of oral methotrexate for hand OA 
have shown opposing results, though the negative trial only 
used a dose of 10 mg/week [54, 76, 77]. The other, the 
METHODS trial, met its primary endpoint of pain reduction 
over 6 months, using 20 mg of methotrexate per week [76]. 
Here, an attempt at stratification at inclusion of those with 
some level of targetable inflammation meant participants re
quired MRI-detected grade 1 synovitis or more for enrol
ment. It is not yet clear what bearing this MRI criterion has 
for generalizability of findings to the clinic, where patients 
would not typically undergo MRI, including for treatment 
decisions. It will be important to understand if there are rea
sonably reliable clinical or ultrasound-based correlates, or 
even whether such stratification is necessary at all.

Methotrexate should not yet be routinely used for hand OA 
(based on one trial), but could be considered in exceptional cases 
with a dosing regimen similar to that for RA (15–20mg/week 
with folate supplementation). In our clinical experience, this 

Table 5. Practical suggestions when considering intra-articular steroid injections in hand joints

Consideration Consider Avoid

Timing Consider only where other interventions (including 
non-drug) have failed; where there is flare or persis
tent moderate to severe pain/synovial swelling; where 
the patient is comfortable with the indication (for 
symptoms) and associated risks

Use first-line before other strategies (non-drug and 
drug) have been tried 

Do not advocate to the many patients who do not want 
injections—they can usually be managed by 
other means 

Agent We would tend to use a long-acting steroid (such as 
methylprednisolone acetate), although soluble ste
roids can also be used

Combine steroid with large amounts of local anaes
thetic—use of 1% lidocaine at <20% of total vol
ume, or none is advisable

Volume A total injection volume of 1 ml is acceptable for first 
CMC injections 

Lower volumes (i.e. ≥0.5 ml) are better tolerated for 
the IP joints 

Use high volumes or inject under pressure if there is a 
large effusion—they can cause significant capsular 
pain and risk of ‘leaching back’ with associated sub
cutaneous tissue atrophy 

We would advise against injecting the DIP joints: this is 
particularly painful and anecdotally joint fusion has 
been reported 

Frequency Make clear that this is a single injection, that courses 
are not advocated 

If effective but wearing off, other interventions may 
be considered 

Avoid closely spaced injections to the same joint 
(<3 month interval) 

Avoid multiple injections (e.g. >3 to one joint) wher
ever possible (crystalline matter in these preparations 
on repeated use appears to cause a paradoxical syno
vitis in some) 

Advice Combine with splinting or prescribed rest for a few 
days (including time off work where relevant) 

Active mobilization should be encouraged from 1 week 
after injection to improve joint range of motion and 
reduce the risk of joint fusion, particularly for 
IP joints 

Post-injection pain in the 1–2 days following injection 
is not uncommon and should be managed with para
cetamol (with advice/vigilance for features of 
joint infection)
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should be done only after consultation with at least one colleague 
and/or in a multidisciplinary team meeting, when objective fea
tures suggest severe disease, diagnostic uncertainty/possible over
lap with seronegative arthritis, progressive radiologically erosive 
polyarthropathy, uncontrolled hand pain (≥6/10), active synovi
tis in two or more joints and/or low-grade C-reactive protein 
(CRP) response. The patient should agree to off-label use, outside 
of NICE guidance, and provide informed consent. Baseline and 
follow-up measurements (e.g. pain, function, joint counts) should 
be recorded and therapy should be stopped if there is no response 
after adequate dosing. Prescreening and monitoring should fol
low RA guidelines.

To our knowledge there are no clinical trials examining 
sulfasalazine in hand OA, although there are some case 
series data. Anecdotally patients who show overlap features 
with seronegative arthropathy may benefit, although caution 
should be exercised given that clinical trial evidence 
is lacking.

Bone remodelling drugs
One clinical trial of denosumab in those with erosive hand 
OA showed some slowing of structural deterioration, with an 
impact on pain described in the extension phase [78]. There 
is no evidence for efficacy of bisphosphonate therapy in hand 
OA [79]. At present, neither class is recommended for treat
ing hand OA.

HRT
There has been interest in the link between menopause, hor
mone loss and hand OA, particularly in peri- or postmeno
pausal women [80–82]. Currently there is no specific 
recommendation beyond standard guidance for using HRT 
in those with painful hand OA. However, a history of meno
pause timing, hormone use and related symptoms can help 
determine whether heightened hand pain might be part of a 
broader menopausal syndrome. Musculoskeletal pain (myal
gia, arthralgia) is a common menopausal symptom that may 
be considered when initiating HRT under current NICE guid
ance [83]. HRT should not be abruptly stopped unless for 
safety reasons, as tapering over 4 weeks can cause a flare in 
hand OA symptoms [84]. Although understanding is incom
plete, findings suggest that a decrease in sex hormones, espe
cially when rapid, may play a role in hand OA for some 
women [85].

Glucagon-like peptide-1 (GLP-1) agonists
Like many branches of medicine, we are trying to fully under
stand the role and place in the management in OA beyond 
current licenses of GLP-1 agonists. So far, trials have been fo
cused on the knee and have shown pain reduction [86]. There 
is some evidence they may reduce inflammation in the joints 
and alleviate pain by targeting the inflammatory pathways, 
which may be relevant for the condition [87]. Further hand- 
specific data on the effects of this drug class will be of 
great interest.

New pharmacological agents in trials
New or repurposed drug classes are being tested that are 
linked to pathogenic mechanisms arising from GWASs. For 
example, drugs that boost levels of retinoic acid and suppress 
joint degradation in preclinical models [30] are currently be
ing tested in human hand OA. Other genetic associations 
with hand OA have recently been described and may support 

new drug targets or tests that will help to subgroup this dis
ease [28, 88]. This is important, as it appears that having a 
genetic association for any given pathway more than doubles 
the chances of a successful therapeutic being developed [89].

Extending the evidence base for surgical 
intervention
While high-quality randomized controlled trials have 
compared surgical techniques, no studies have compared sur
gery with conservative treatment. The Surgery versus 
Conservative OsteOarthritis of Thumb Trial (SCOOTT) has 
recently been funded. The aim of the study is to answer two 
questions: Is surgery, trapeziectomy or carpometacarpal joint 
replacement (CMCJR) superior to enhanced non-surgical 
management? and Is CMCJR non-inferior to trapeziectomy? 
Another study, the Finnish Thumb Arthritis Surgery Trial 
(FINTASY) is investigating the efficacy of trapeziectomy with 
placebo surgery as the comparator. Surgical techniques also 
continue to evolve. Surgical joint distraction preserves the na
tive joint and appears effective for OA at other sites, but the 
benefits might not outweigh the inconvenience of the device 
in the hand [90].

The opportunity and clinical need for stratification
There have been recent efforts to better stratify patients with 
hand OA to select those most likely to respond to therapy. 
This ranges from their inclusion into trials (such as the pres
ence of a more inflammatory phenotype for agents targeting 
inflammation, e.g. imaging-based presence of synovitis by ul
trasound or MRI [2, 76]), or in the assessment of outcomes 
(e.g. bone change for bone-targeting agents [78]). So far, 
there is little definitive evidence supporting our ability to 
identify clinically meaningful, discrete molecular subtypes in 
hand OA or that we might successfully ‘deep-phenotype’ res
ponders to treatments. However, it remains intuitive that 
those with a more active or aggressive disease course, or cer
tain disease features relating to the therapeutic target, may 
better demonstrate response to therapy within a trial period. 
Progress here may yet improve our success rates in identifying 
effective interventions.

There are significant gaps in our knowledge and effective 
management options for hand OA, as highlighted in this re
view. Recent research priority-setting exercises in this area 
are summarized, alongside key research gaps, in Table 6 [91, 
92]. Research gaps highlighted in the updated NICE recom
mendations correlate poorly with these [7]. While not the 
main purpose of this review, research could better represent 
the voice of the patient and mobilize knowledge into current 
pathways of care. There is an apparent and increasing ineq
uity in managing OA, partly due to perceived prevalence (in
evitability/relation to ageing) and relative importance (and 
associated tolerization). This is true for rheumatology and 
likely in other healthcare areas, including primary care. As 
clinicians, we question whether we are doing enough for 
those affected by common musculoskeletal conditions such 
as hand OA.

Conclusions
Hand OA remains the Cinderella of the rheumatology clinic. 
While biologic or targeted therapies are lacking, evidence- 
based interventions and positive consultation approaches can 
greatly improve the lives of those affected. This review aims 
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to provide a practical toolkit for rheumatologists and others 
to better support patients with this common yet often misun
derstood condition.
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Table 6. Research gaps, opportunities and barriers for hand OA.

Research need Research setting process 
and or reference 
where relevant

Opportunity Barrier

New interventions that either tar
get pain or slow or prevent dis
ease are needed. These should 
be targeted to specific patho
genic mechanisms

Child Health and 
Nutrition Research 
Initiative (CHNRI) 
method;  common 
musculoskeletal condi
tions including osteoar
thritis [91]

Quality of life; primary care con
sultations; reduce need for sur
gical procedures

Efficacy in current trials

When interventions should be 
used and in whom 

Subgrouping that is useful clini
cally and in trials of those with 
hand OA to allow stratification 
of populations or their selective 
inclusion into trials is needed, 
ideally with molecular tests that 
do this 

James Lind Alliance 
Priority Setting Process 
(PSP) in common con
ditions of hand and 
wrist [92]

Would support better care path
ways and equity for patients 

Would make new treatments more 
cost effective 

Lack of relevant clinical subgroups or 
phenotyping 

Lack of stratification 
Lack of prognostic biomarkers 

Better trial design Needed in OA as a whole Range of issues with definitions of in
cluded population and sensitivity and 
specificity of outcomes

Meaningful clinical outcomes 
Documentation and measurement 

of flare 

May include periods of flare or 
symptoms important to patients 
as well as pain

Assessment of pain at static time points 
does not take into account disease 
variability

Diagnostic coding of cases as 
‘hand osteoarthritis’ (irrespec
tive of stage or subgroup) in 
electronic health records

Advisable for homogeneity and 
the disease being better 
‘counted’ (and considered) by 
healthcare systems

Critical barrier for both healthcare pro
vision, electronic health records–based 
research and participant identification 
for studies/trials. 

OA is often undercoded (non-specific 
codes such as ‘hand pain’ or ‘arthritis 
NOS’ being frequent) 

Core standardized pain and func
tional assessments

Outcome Measures in 
Rheumatology 
(OMERACT) hand 
OA working group 
(who are carrying out 
ongoing work in this 
area) [93]

Routinely collected data that cross 
over to trials (much like DAS28 
in RA) would allow better pa
tient care, knowledge transfer 
and opportunity for research 
with electronic health 
records data

No standardized outcomes for people 
with OA in general or hand OA

Reasons for barriers to care Effective management, supported 
by good communication about 
the best evidence on 
the condition

Barriers to access to clinical care, high- 
quality information and treatment ex
ist and may include: 

� lack of diagnosis; 
� lack of multidisciplinary team input, 

including access to therapies; 
� subconscious or other biases relating 

to lower clinical priority for common 
musculoskeletal conditions; 

� lower educational/socio-economic sta
tus, cultural or language issues reduc
ing health advocacy and 
healthcare access; 

� gender-based referral and treatment 
biases may exist around painful con
ditions in females 
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