
The Five Minute Moment

 Osteoarthritis of the Knee ,1 2

Narrative Section

HISTORICAL VIGNETTE - The presence of osteoarthritis (OA) of the 
knee joint dates back thousands of years. Ancient descriptions in Egyptian 
manuscripts provide clinical evidence 
of osteoarthritis. Modern evaluations 
of pre-historic skeletons from Alaskan 
hunter-gatherers (from 4000 BCE) 
show degenerative changes of the 
knee joint. Even the derivation of the 
word “osteoarthritis” comes from 
early Greek physicians, a term they 
used to suggest inflammatory 
changes of the joint. But recent 
understanding of this nearly 
ubiquitous condition questions 
certain features. Most OA of the knee 
does not involve active inflammation. 
More than joint pressure and overuse 
causes the clinical wear of the joint. 
And an increasing prevalence of this 
condition in a sedentary society 
suggests additional causes. So how 
can modern clinicians use their physical exam to increase the likelihood 
that the knee being examined is afflicted by osteoarthritis?   
 

CONTEXT AND USEFULNESS - By understanding six cardinal features of 
the history and physical exam of the knee, clinicians can distinguish 
osteoarthritis of the knee from other types of joint inflammatory conditions.
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of the pain associated with osteoarthritis, pain 
emanates most often from the patellofemoral 
joint.7 Bone,8 synovial inf lammation, and a 
stretched joint capsule filled with f luid9 are 
likely to be sources of pain; bursitis can also 
cause symptoms.10 Hyaline articular cartilage is 
un likely to be a source of pain, since it contains 
no nociceptive fibers.

S tr ategies a nd E v idence

Diagnosis
The pain of osteoarthritis is usually related to 
activity. For osteoarthritis of the knee (Fig. 1), 
activities such as climbing stairs, getting out of a 
chair, and walking long distances bring on pain. 
Morning stiffness usually lasts less than 30 min-
utes.11 Patients often note that their knees “give 
way,” a so-called instability symptom.

Since the knee does not bend much during 
walking on level ground, the patella does not 
articulate with the underlying femur, and pain 
during this activity is not likely to originate in 
the patellofemoral joint. With more knee bend-
ing, such as that which occurs during sitting, 
stair climbing, or jumping, the patella articulates 
with the femoral trochlea, and pain during these 
activities is typical of that originating in the 
patellofemoral joint. A history of the knee giving 
way may indicate the presence of an internal de-
rangement such as a meniscal tear or a tear of 
the anterior cruciate ligament. However, it may 
also reflect weakness of the muscles that support 
the joint. Pain in the knee at night reflects either 
severe symptomatic disease or pain from causes 
other than osteoarthritis, such as inflammatory 
arthritis, tumors, infection, or crystal disease 
(Table 1).

Examination of the patient should include test-
ing for various possible causes of knee pain (Ta-
ble 1). Since arthritis of the hip can cause referred 
pain to the knee, range of motion of the hip 
should be assessed to see whether movement at 
the hip joint induces knee pain or whether there 
is groin tenderness. Bursitis (either anserine or 
trochanteric) should also be ruled out. Trochan-
teric bursitis is part of a syndrome of lateral hip 
and thigh pain that can extend distally to the 
tensor fascia lata and even to the iliotibial band, 
causing lateral knee pain that occurs especially 
with bending of the knee. Examination of the 
iliotibial band and more proximal structures in 
the lateral thigh can identify the source of pain 
(Table 1). Both anserine and trochanteric bursitis 
can be treated effectively with a local injection of 
a corticosteroid.

Tenderness at the junction of the femur and 
tibia (the joint line) should be evaluated, as should 
the presence of an effusion. Examination of the 
patient should include an evaluation of whether 
the legs are varus (bowlegged) or valgus (knock-
kneed), a physical finding that usually signifies 
marked malalignment. The knees are farther 
apart than the feet in the frontal plane when a 
person with varus malalignment is standing, and 
the knees are closer together than the feet in a 
person with valgus malalignment. Varus and val-
gus malalignment are strong risk factors for wors-
ening radiographic disease4,5 and are probably 
associated with functional limitations.5 In addi-
tion, gait should be observed to determine wheth-
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Figure 1. Osteoarthritis of the Medial Side of the Knee.
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Physical Manuever

Model Proper Technique - (1) Starting with the history of a patient 
with chronic knee pain, those older than 50 
years are at greatest risk. (2) Ask how long 
morning stiffness is experienced. Stiffness 
of the knee that lasts less than 30 minutes 
suggests OA (LR = 3) while stiffness lasting 
longer suggests an inflammatory condition. 

(3) Next, observe the knees. Boney 
enlargement seen and felt has the greatest 
prediction for OA being present (LR = 11.8). 
If a varus deformity of the knee is seen, this 
increases the chance of OA as well (LR = 
3.4). When passively flexing and extending 
the knee, (4) palpating crepitus slightly 
increases the likelihood of OA (LR = 2.1), as does (5) the presence of 
tenderness along the boney margins of the joint. (6) The absences of 
warmth of the knee joint suggests osteoarthritis instead of inflammatory 
arthritis (LR = 1.6).  

INTERPRETATION - Each of the six conditions above have value in 
distinguishing inflammatory versus non-inflammatory arthritis, with boney 
enlargement of the knee headlining the group. When 3 of 6 conditions 
above are present, that collective grouping has its own predictive value of 
osteoarthritis (LR = 3.1). Radiographs (above) show narrowed joint spaces, 
initially affecting the medial compartment, and osteophytes.  

CAVEAT AND COMMON ERRORS - Radiographs are too insensitive to 
identify early osteoarthritis, so imaging should be interpreted in the clinical 
context. Referred pain to the knee, such as from hip OA, should be 
evaluated, as well as knee pain arising from structures outside the joint, 
such as bursitis and iliotibial band syndrome. Pain from a meniscal tear can 
also cause joint-line tenderness during examination and should be 
considered.  
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