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1. Definition, aetiology and prevalence
1.1 What is osteoarthritis?
Osteoarthritis (OA) is a long-term condition affecting the whole joint, including cartilage, bone, the joint lining, ligaments and surrounding muscles. Joint tissues gradually change as the body's repair processes become less effective. Pain, stiffness, swelling and difficulty moving can follow, particularly in the knees, hips and hands. Osteoarthritis is not simply “wear and tear”, nor is it an inevitable consequence of getting older (WHO, 2023; Tang et al., 2025; NICE, 2022).
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(Samobathi Pain Clinic, 2026)
Symptoms often vary from day to day. Some people experience mild discomfort, while others find that walking, working, sleeping or dressing becomes difficult. Many people continue to live active, meaningful lives with appropriate support. The central message is that movement, education and an individualised care plan can improve symptoms even when joint changes cannot be reversed (NHS, n.d.-a; Wood et al., 2023).
1.2 Worldwide and UK burden
Worldwide, WHO estimated 528 million people were living with osteoarthritis in 2019; around 60% were women and 73% were aged over 55 (WHO, 2023). A newer Global Burden of Disease analysis estimated approximately 607 million people in 2021, or 7.7% of the global population (Zeng et al., 2025). These figures use different reference years and methods, so should not be treated as directly comparable measurements of annual growth. Knee osteoarthritis accounts for the largest share of cases (GBD 2021 Osteoarthritis Collaborators, 2023).
In the UK, Arthritis UK reported that around 10 million people live with osteoarthritis (Arthritis UK, 2025a). Recent estimates for England indicate knee OA in 21.8% and hip OA in 15.6% of people aged 50 and over; these percentages are not estimates for all UK adults (Arthritis UK, n.d.-a). The burden is unevenly distributed, with higher prevalence among women, older adults, people with higher body mass index and disadvantaged communities (NICE, 2022; Arthritis UK, n.d.-a).
Osteoarthritis contributes to disability, lost participation, healthcare demand and the need for accessible rehabilitation. International projections suggest a rising future burden as populations age (GBD 2021 Osteoarthritis Collaborators, 2023; WHO, 2023).
1.3 Recognising osteoarthritis and its pathophysiology
Typical symptoms include pain during or after activity, brief stiffness after rest, reduced movement, tenderness, occasional swelling and a grinding sensation. Symptoms do not always match the appearance of an X-ray. In people aged 45 or over with activity-related joint pain and morning stiffness lasting no longer than 30 minutes, clinicians can usually diagnose OA clinically without routine imaging (NICE, 2022; Wood et al., 2023).
Seek a medical review if pain is persistent, function deteriorates, or the diagnosis is uncertain. A hot, very swollen joint, fever, sudden inability to bear weight or severe pain following injury requires urgent assessment because other conditions may be responsible (NHS, n.d.-a; NICE, 2022).
Osteoarthritis is a whole-joint disorder: cartilage changes occur alongside bone remodelling, synovial inflammation and alterations in muscles and ligaments. Biological changes and the lived experience of pain are not interchangeable: imaging severity correlates imperfectly with disability. This is why NICE recommends a clinical, function-focused approach rather than routine imaging for typical presentations (NICE, 2022; WHO, 2023).
1.4 Risk factors: three modifiable and three non-modifiable
MODIFIABLE 1 — Excess body weight: Higher body weight increases mechanical loading at the knee and contributes to metabolic inflammation. Supported weight reduction can improve pain and function in people who are overweight (NICE, 2022; Arthritis UK, 2025b).
MODIFIABLE 2 — Joint injury and repeated high-impact strain: Previous ligament or meniscal injuries and certain occupational exposures can increase later risk. Injury prevention, appropriate rehabilitation and safe working practices may help (Tang et al., 2025; NHS, n.d.-b).
MODIFIABLE 3 — Muscle weakness and low physical activity: Weak supporting muscles and deconditioning can worsen pain and limitations. Gradually progressive strengthening and regular movement are important management targets; inactivity is not necessarily the original cause of OA (EULAR, 2024; NICE, 2022).
NON-MODIFIABLE 1 — Increasing age: Joint repair and resilience change over time; risk increases with age, although OA is not inevitable (WHO, 2023; Tang et al., 2025).
NON-MODIFIABLE 2 — Sex: Women are more frequently affected, particularly later in life, reflecting complex biological and social factors (WHO, 2023; Zeng et al., 2025).
NON-MODIFIABLE 3 — Genetics and family history: Inherited susceptibility affects joint shape, tissue biology and individual risk, although family history does not determine a person's future (Tang et al., 2025; Arthritis UK, 2025b).
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(STACEY FEINTUCH, 2019)
2. Critical impacts and NHS treatments
2.1 Physical, psychological, social and family impact
PHYSICAL: Persistent pain, stiffness, fatigue, reduced muscle strength and mobility limitations can make stairs, shopping, self-care and exercise difficult. Sleep disruption can worsen daytime fatigue and pain sensitivity (NICE, 2022; NHS, n.d.-a).
PSYCHOLOGICAL: Unpredictable symptoms may cause frustration, low mood, anxiety about movement or fear of losing independence. A person's emotional wellbeing deserves assessment alongside joint symptoms; reassurance, supported self-management and psychological support can help (NICE, 2022; EULAR, 2024).
SOCIAL: People may reduce hobbies, family outings or employment, and some face financial pressure, transport barriers or isolation. Inequalities in housing, work conditions and access to services may compound these difficulties (Arthritis UK, 2025c; WHO, 2023).
Implications for care: assess function and pain rather than imaging alone; ask about sleep and mood; and offer practical assistance with work, transport, social participation and rehabilitation (NICE, 2022; NHS England, n.d.-a).
For family carers, supporting mobility, household tasks and appointments may create emotional strain, reduced employment opportunities and financial pressure. However, care needs vary considerably: not everyone with osteoarthritis requires a carer. Clinicians should assess carer needs without assuming family members are available or able to provide unpaid support (NICE, 2022; NHS England, 2023).
Critical evaluation: symptom severity, social deprivation and access to services interact. Exercise can improve function, but transport costs, fear of pain and long waiting lists may undermine adherence. Psychological distress can also amplify pain and avoidance; treating joint symptoms without addressing mental health and social isolation risks incomplete care (NICE, 2022; WHO, 2023).
2.2 Evidence-based NHS treatment
Therapeutic exercise is a first-line treatment. A physiotherapist or suitable professional can tailor strengthening, aerobic activity, flexibility and balance work to a person's joint, fitness and goals. Mild discomfort at the start of a programme does not automatically mean joint damage; progression should be gradual and adapted to symptom flares (NICE, 2022; EULAR, 2024).
Walking, cycling, swimming and chair-based exercise can all be useful depending on ability. People who are overweight can benefit from supported weight loss; NICE explains that any loss may help and that 10% body-weight loss is generally more beneficial than 5% (NICE, 2022). Education, comfortable footwear, walking aids and pacing strategies can improve confidence and everyday function (EULAR, 2024; NHS, n.d.-c).
A realistic weekly plan might combine several short walks, two or more strengthening sessions and rest breaks when needed. The best programme is one that can be maintained, not an exhausting short-term challenge (WHO, 2020; EULAR, 2024).
Medicines may help people participate in exercise and daily life but should not replace core treatments. For knee OA, a topical non-steroidal anti-inflammatory drug (NSAID) may be offered. Oral NSAIDs may be considered when suitable, at the lowest effective dose for the shortest time, taking account of stomach, kidney and cardiovascular risks and possible gastroprotection (NICE, 2022; NHS, n.d.-d).
NICE does not routinely recommend paracetamol or weak opioids for OA because evidence of benefit is limited; strong opioids and glucosamine are not recommended. Intra-articular corticosteroid injections may offer short-term relief for selected people. Hyaluronan injections should not be offered (NICE, 2022). Never start or stop prescription medicines without a clinician's advice.
Joint replacement may be considered when hip or knee symptoms substantially affect quality of life and non-surgical measures are ineffective or unsuitable. Referral decisions should be based on clinical need, not an automatic exclusion because of age or body mass index (NICE, 2022; NHS, n.d.-e).
NICE recommends tailored therapeutic exercise for everyone with osteoarthritis, and supported weight management where relevant. Topical NSAIDs can be useful for knee osteoarthritis; oral NSAIDs require assessment of gastrointestinal, kidney and cardiovascular risks. Strong opioids and glucosamine are not recommended. Steroid injections can provide short-term relief but are not a substitute for sustained rehabilitation (NICE, 2022).
3. UK and international care models
3.1 UK model: The House Of Care Model 
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(NHS,2024)
The House of Care model is a UK framework supporting personalised care and support planning for people with long-term conditions. It places patients at the centre of decisions and encourages collaboration between healthcare professionals, patients and families. The framework emphasises informed patients, committed healthcare professionals, supportive organisational systems and effective commissioning (NHS England, 2018).
For individuals living with osteoarthritis, the model supports personalised treatment plans involving physiotherapy, tailored exercise, weight management, pain control and regular monitoring. Patients can work with GPs and physiotherapists to establish achievable goals, such as improving mobility and maintaining independence. This approach is consistent with NICE (2022), which recommends therapeutic exercise and appropriate weight management as core osteoarthritis treatments. ￼
 The House of Care model encourages shared decision-making, patient empowerment and continuity of care. However, its effectiveness depends on adequate healthcare staffing, communication between services and patient engagement. People experiencing financial difficulties, low health literacy or limited access to physiotherapy may struggle to benefit equally. Therefore, accessible education, community rehabilitation and regular follow-up are essential to improve outcomes.
3.2 International model: Chronic Care Model 
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(ACT Center, n.d.)
The Chronic Care Model was developed by Wagner and colleagues in the United States to improve the management of long-term conditions. It identifies six interconnected components: healthcare organisation, community resources, self-management support, delivery system design, decision support and clinical information systems (Wagner, 1998).
In osteoarthritis management, the model encourages healthcare professionals to provide coordinated and proactive care rather than focusing only on symptom relief. Patients can receive structured education, exercise programmes, physiotherapy, weight-management support and regular assessments. Healthcare teams can also use clinical guidelines and patient records to monitor progress and adjust treatment according to individual needs.
Critical evaluation: The Chronic Care Model promotes multidisciplinary collaboration, prevention and evidence-based management. It may help patients maintain physical functioning and reduce avoidable healthcare use. However, successful implementation requires funding, trained professionals, integrated information systems and sustained patient participation. These challenges can be particularly significant in underserved communities. Furthermore, the model is a general chronic-disease framework, so its effectiveness for osteoarthritis depends on how well its components are adapted to individual patient needs.
4. Local and national health policy
4.1 National agendas
NATIONAL: NICE NG226 guides clinical management, NICE NG197 supports shared decision-making and the NHS personalised-care approach promotes supported self-management. Their practical implications are consistent treatment advice, patient involvement and appropriate referral (NICE, 2022; NICE, 2021; NHS England, n.d.-b).
LOCAL: Integrated care boards (ICBs), GP practices and local authorities can coordinate community musculoskeletal services, leisure-based physical activity, falls prevention and support for people with disability. Local provision varies, so patients should ask their GP practice, council or NHS service about options in their area (NHS England, n.d.-c; GOV.UK, n.d.-a).
Three implementation priorities: (1) offer accessible exercise and physiotherapy pathways; (2) identify barriers affecting deprived communities and people with disabilities; (3) track patient-reported pain, mobility and participation rather than service activity alone (Arthritis UK, n.d.-a; NICE, 2022; WHO, 2017).
NICE NG226 establishes the national evidence base for exercise, weight management, medication safety and referral. NHS personalised care policy supports shared decision-making and community-based support. These approaches align with prevention and reducing avoidable disability, but publication of guidance does not guarantee uniform delivery (NICE, 2022; NHS England, 2019).
4.2 Local implementation and inequalities
Integrated Care Boards (ICBs), primary care networks, local authorities and voluntary organisations can commission physiotherapy, community exercise, weight-management and social prescribing pathways. Because the user has not specified a local authority or ICB, these are examples of local implementation mechanisms rather than claims about a particular borough.
Services should measure waiting times, treatment completion, pain/function outcomes and differences by deprivation, ethnicity, disability and language. Co-design with people living with osteoarthritis is essential. Without funded capacity, referral schemes can shift responsibility to patients while leaving structural access barriers untouched (NICE, 2022; NHS England, 2023).
5. Person-centred care and recommendations
5.1 Self-management and shared decisions
A flare is a period when pain and stiffness temporarily increase. Consider reducing intensity briefly rather than stopping all movement, use agreed pain-relief measures and return gradually to normal activity. A clinician can help distinguish a typical flare from a new injury or another condition (NHS, n.d.-a; NICE, 2022).
Arrange review if symptoms interfere with sleep or daily activities, if medication causes adverse effects, or if self-management is not working. Seek urgent help for a suddenly hot swollen joint, fever, severe unexplained pain or inability to bear weight. These may signal problems other than osteoarthritis (NHS, n.d.-a; NHS, n.d.-f).
Osteoarthritis itself is not generally a terminal illness, so it is misleading to describe routine OA treatment as “end-of-life care”. However, a person with advanced disability or other life-limiting illnesses may need comfort-focused, coordinated care. The aim is to minimise pain, protect dignity, support preferred activities and respect the person's wishes (NICE, 2015; NHS, n.d.-g).
If someone is approaching the end of life because of another condition, their team should review safe positioning, transfers, pressure-area care, pain relief and support for carers. Advance care planning and shared decisions should be handled sensitively, without assuming that age or disability removes a person's choices (NICE, 2015; NICE, 2021).
5.2 Advanced disease and end-of-life considerations
Osteoarthritis affects the whole joint, but symptoms can often be improved. Stay active in ways that are manageable; strengthen supporting muscles; consider weight-management support when relevant; and ask for a personalised plan. Medicines may support activity, but exercise and education remain central. Seek assessment when symptoms change unexpectedly, and ask about community resources and mental wellbeing as well as joint pain (NICE, 2022; EULAR, 2024; WHO, 2023).
Osteoarthritis itself is not generally a terminal illness. End-of-life planning becomes relevant when someone also has a life-limiting illness or profound frailty. In that context, care should prioritise comfort, safe positioning, symptom relief, dignity and the person’s goals, avoiding burdensome interventions without meaningful benefit (NICE, 2015; WHO, 2023).
5.3 Practical recommendations for improvement
Offer a personalised written exercise and flare-management plan with achievable goals and review dates (NICE, 2022).
Make supported weight management accessible and non-stigmatising, including adaptations for disability and financial barriers (NICE, 2022).
Offer shared decisions about medicines and surgery with clear discussion of benefits, harms and alternatives (NICE, 2022).
Assess psychological wellbeing, work demands and family-carer needs; signpost to appropriate support (NHS England, 2023).
Audit local access, waiting times and patient-reported outcomes to identify inequities (NHS England, 2019).
6. Conclusion
Osteoarthritis is a major long-term condition with consequences extending beyond joint pain to mobility, emotional wellbeing, participation and family life. High-quality care combines evidence-based exercise, appropriate weight support, cautious use of medicines and timely surgical assessment when needed. UK personalised care and WHO ICOPE provide complementary perspectives, but equitable implementation requires coordinated services, community resources and sustained attention to patients’ priorities (NICE, 2022; WHO, 2025).
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