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1. Definition, Aetiology & Pathophysiology 
[image: Osteoarthritis | Nature Reviews Disease Primers]
Figure 1: Osteoarthritis
Osteoarthritis is a chronic, heterogeneous joint disorder defined as an alteration in the structure of articular cartilage, remodelling of subchondral bone, the development of osteophytes, and synovitis causing pain, stiffness, and reduced functionality (Chen et al., 2026).
The notion of “wear and tear” does not fully describe this complex joint disorder that combines mechanical, inflammatory, and metabolic components disrupting the equilibrium between the processes of destruction and regeneration of the joint tissue (Kloppenburg et al., 2025).
As an osteoarthritic disease has multiple aetiologies, it develops due to the interaction between non-modifiable factors, such as ageing, female gender, genetic predisposition, and a history of joint injury, and modifiable, including obesity, physical inactivity, and work-related joint loading (Silverwood et al., 2015; Swain et al., 2020).
Mechanical overload and low-grade inflammation activate the expression of pro-inflammatory cytokines and extracellular matrix degrading enzymes resulting in the progressive degradation of cartilage, sclerosis of subchondral bone, and formation of osteophytes (Chen et al., 2026; Kloppenburg et al., 2025).
In addition, the inflammation of the synovium and its hypertrophy are responsible for joint pain and effusions, contributing to a vicious circle of mechanical damage (Kloppenburg et al., 2025).
Currently, there is a growing number of scientific evidence that suggests considering osteoarthritis a systemic disease that is associated with the development of extra-articular manifestations and increased risk of cardiovascular morbidity and mortality, metabolic syndrome (Wang et al., 2022; Steinmetz et al., 2023).
Furthermore, OA demonstrates high heterogeneity and includes post-traumatic, metabolic, and inflammatory osteoarthritis that may require different treatment strategies (Kloppenburg et al., 2025; Chen et al., 2026).
2. Epidemiology & Burden 
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Figure 2: The prevalence of Osteoarthritis 
Osteoarthritis is the most prevalent joint disease across the globe, responsible for causing chronic disability among patients. According to the estimates made in 2020, 595 million people across the world suffered from osteoarthritis. It accounted for 7.6% of the global population suffering from this disease which has shown 132% increment in the incidence since 1990 (Steinmetz et al., 2023).
The global burden of this joint disease is expected to rise further in the future, possibly affecting nearly one billion people by the year 2050, which is attributed to the increase in the aging population and prevalence of obesity (Kloppenburg et al., 2025; Dell’Isola et al., 2025). 
The osteoarthritis of the knee contributes to the maximum burden followed by hand and hip joints. Women suffer from more prevalence and disability in comparison to men (Steinmetz et al., 2023; Courties et al., 2024). 
In the United Kingdom, the osteoarthritis contributes significantly towards the burden of musculoskeletal disease. The disease causes considerable contribution to the consultation at general practitioner's office, hospital admission and poor quality of life in adults especially above 45 years (Versus Arthritis, 2025; Swain et al., 2023). 
Recently available data in the United Kingdom show that the individuals suffering from osteoarthritis have higher healthcare utilization in terms of consultation at general practitioner's office, hospital admission and higher all-cause mortality than the other general population (Swain et al., 2023). 
The osteoarthritis has caused considerable economic burden on the United Kingdom in terms of direct and indirect cost including costs incurred on healthcare, loss of productivity, early retirement and disability benefit payments (Versus Arthritis, 2024; Chen et al., 2026). 
Disability at work is another important aspect because some individuals suffer from reduction in their working hours or leave the job prematurely, thereby causing wider social inequality (Versus Arthritis, 2025). 
It is evident that there exist health inequalities among patients who suffer from osteoarthritis as people coming from the areas of higher deprivation experience late diagnosis and poorer functional outcomes (Swain et al., 2023; Wang et al., 2022). 
Notwithstanding its high prevalence, the osteoarthritis still remains an under-recognized condition in primary care as a consequence of coding practices and the old perception about the inevitability of this joint disease as a natural phenomenon (Kloppenburg et al., 2025; Courties et al., 2024).
3. Risk Factors 
[image: ]
Figure 3: Risk Factors Osteoarthritis 
The pathogenesis of OA is multifactorial and involves complex interaction of the genetic vulnerability, biomechanics, and environment, but not only a single cause (Kloppenburg et al., 2025; Chen et al., 2026).
Advanced age remains one of the strongest non-modifiable risk factors, which causes sharp increase in the prevalence of the disease among people older than 45 years due to increasing joint loading and changes in cartilage and subchondral bone structure (Silverwood et al., 2015; Steinmetz et al., 2023). 
Gender is a risk factor in terms of higher risk of OA for women in knees and hands, but there are no data about exact biological mechanisms, including hormonal factors (Kloppenburg et al., 2025; Courties et al., 2024).
History of joint trauma, such as rupture of the anterior cruciate ligament and meniscal damage, increases the risk of development of post-traumatic OA, which can happen long after the injury (Silverwood et al., 2015; Chen et al., 2026).
Genetics plays an important role, as estimations of heritability show the genetic contribution to the development of the disease and its importance, especially for early-onset and multiple-joint OA (Kloppenburg et al., 2025).
The most studied and most powerful risk factor among those, which can be modified, is obesity, which acts both via increasing mechanical joint loading and low-grade inflammation associated with obesity (Steinmetz et al., 2023; Dell'Isola et al., 2025).
There is an increased risk of OA in the knee and hip joint in occupations involving joint loading, heavy lifting, and squatting, though the strength of evidence varies depending on joint site (Silverwood et al., 2015; Swain et al., 2020).
Metabolic risk factors, including insulin resistance and dyslipidaemia, were recently described to play role in the development of OA independently of obesity, supporting the idea of metabolic subtype of OA (Chen et al., 2026; Courties et al., 2024). 
It is possible to consider several modifiable risk factors, but the complexity of interaction of genetic, biomechanical, and lifestyle factors complicates implementation of effective prevention programs based on epidemiological studies (Kloppenburg et al., 2025; Dell'Isola et al., 2025).
4. Physical, Psychological & Social Impact 
Physical Impact 
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Figure 4: Physical Impact of OA

The symptoms of OA include chronic joint pain, morning stiffness, and limited range of movement that worsen mobility and the ability to accomplish daily tasks (Kloppenburg et al., 2025; Zhao et al., 2025).
Pain in OA can be related to physical activity and be variable, but in severe cases it may become constant, affecting patient’s mobility, ability to walk, climb up the stairs and sleep (Li et al., 2025; Chen et al., 2026).
Joint deformation, muscle atrophy and decreased proprioception affect functioning and increase risk of falling especially in elderly patients with knee or hip OA (Kloppenburg et al., 2025; Zhao et al., 2025).
Several comorbidities occur in OA, for example cardiovascular diseases and diabetes, which make functioning more difficult (Wang et al., 2022; Swain et al., 2023).
Fatigue, although not widely mentioned in literature, is very common in OA and negatively influences physical function, being strongly correlated with pain and disturbances in sleep (Li et al., 2025; Chen et al., 2026).
Psychological Impact
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Figure 5: Psychological Impact of OA
Depression and anxiety are very prevalent among people suffering from OA, with prevalence rates being considerably higher than among the general population (Feng et al., 2025; Stubbs et al., 2016).
It has been demonstrated that there is an interaction between psychological distress and OA, with pain and functional impairment increasing the risk for developing a negative mood, and depression and anxiety worsening the perception of pain and decreasing coping (Feng et al., 2025; Li et al., 2025).
Kinesiophobia and fear of disease progress are prevalent phenomena, leading to decreased activity, which results in decreased physical activity and quality of life (Kloppenburg et al., 2025; Zhao et al., 2025).
It has also been reported that psychological distress impacts negatively on treatment adherence, involvement in self-management and satisfaction with healthcare (Feng et al., 2025; Chen et al., 2026).
Although the impact on patients' psychological well-being has been demonstrated to be high, mental health support is not systematically incorporated into care pathways for OA patients in the UK (Stubbs et al., 2016; Versus Arthritis, 2025).
Social Impact
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Figure 6: Social Impact of OA
OA is an important reason for being unable to be productive at work, as many people have problems keeping their jobs or having to adapt themselves in the workplace (Versus Arthritis, 2025; Swain et al., 2023).
Due to chronic pain and restricted mobility, some people become less socially active, do not take part in any leisure activities, and feel isolated, especially older patients who live alone (Zhao et al., 2025; Li et al., 2025).
The economic burden related to OA affects not only patients but also involves lost earnings and costs connected with extra help, care, and use of support system (Versus Arthritis, 2025; Wang et al., 2022).
The burden experienced by families and informal carers may include stress, disturbed routine, and extra caring duties that can negatively affect their health and well-being (Kloppenburg et al., 2025; Versus Arthritis, 2025).
Moreover, socioeconomic inequalities affect the social burden caused by OA, because people who belong to disadvantaged groups face more problems when using social services (Swain et al., 2023; Chen et al., 2026).
5. Evidence-Based Management in the UK 
[image: Osteoarthritis in people over 16: diagnosis and management—updated summary  of NICE guidance | The BMJ]
Figure 7: Evidence-Based Management in the UK 
The management of OA in the UK is determined by NICE guideline NG226, according to which the holistic person-centred approach is paramount and includes education, exercise, and weight management (NICE, 2022).
Non-pharmacological treatment options make up the basis of OA treatment. Physical activity is a crucial intervention that consists of various types of exercises aimed at improving the patient's pain, function, and quality of life (Moseng et al., 2024; Holden et al., 2023).
The education of patients and self-management support are crucial elements that allow the patient to learn more about his/her disease and set realistic goals (NICE, 2022; Hunter et al., 2023).
For those people who suffer from obesity, weight management is important as any amount of reduction can ease joint loading and help improve the condition of knee OA (Moseng et al., 2024; Kloppenburg et al., 2025).
Pharmacological treatment should be used as an addition to non-drug treatments. Topical NSAIDs should be considered as the first-line treatment since they are relatively safe while oral NSAIDs need to be administered in the smallest doses and for a short period of time (NICE, 2022; Chen et al., 2026).
Opioids should be used only rarely due to high risks and insufficient long-term effect of this kind of pharmacological intervention (NICE, 2022).
The referral to joint replacement surgery should be carried out when pain and disability significantly influence the quality of life of the patient and all conservative therapies have been optimized (NHS England, 2023; Versus Arthritis, 2025).
In multidisciplinary care including the participation of physiotherapists, occupational therapists, and nurse specialists is considered the best practice, but not all regions have access to it (Hunter et al., 2023; Holden et al., 2023).
Primary care is an important part of the management of OA; however, lack of time, insufficient preparation, and poor adherence to guidelines create barriers to the provision of high-quality treatment (Hunter et al., 2023; Kloppenburg et al., 2025).
Although there is a detailed national guidance, a lot of variance in the availability of evidence-based treatment including physical activity, weight management, and orthopaedic referral exists (Versus Arthritis, 2025; Chen et al., 2026).





6. Theoretical Models 
[image: The eHealth Enhanced Chronic Care Model: A Theory Derivation Approach |  Semantic Scholar]
Figure 7: Chronic Care Model 
Management of long-term illnesses such as osteoarthritis requires well-structured theoretical frameworks that can ensure a more proactive and coordinated care approach. Among the models that can be used for management of patients with osteoarthritis, two particular approaches can be noted (Hunter et al., 2023; Kloppenburg et al., 2025).
One of the well-known frameworks for the improvement of care outcomes in case of chronic illness is the Chronic Care Model created by Wagner and his colleagues worldwide (Moseng et al., 2024; Hunter et al., 2023).
The main components of the Chronic Care Model are self-management support, delivery system design, decision support, and clinical information systems. They fit very well into the framework of management of patients with long-term and variable osteoarthritis (Kloppenburg et al., 2025).
NHS Personalised Care Model in the UK that works via the framework of the House of Care model is a modification of the Chronic Care Model (Year of Care Partnerships, 2025).
The House of Care approach includes a productive dialogue between the patient and the healthcare practitioner who will have the help of organisational systems and community resources, and therefore it fits very well for osteoarthritis and similar chronic diseases where self-management is required (Year of Care Partnerships, 2025; NICE, 2022).
Both approaches mentioned above imply the transformation of the reactive disease-based care into the holistic person-centred approach to the illness (Hunter et al., 2023; Moseng et al., 2024).
However, the implementation of the models in practice in the NHS is inconsistent because of different barriers, including lack of resources, time constraints in primary care, and uneven access to multidisciplinary support and self-management programs (Kloppenburg et al., 2025; Versus Arthritis, 2025).
7. Policy & Political Context 
[image: Progressing future osteoarthritis treatment toward precision medicine:  integrating regenerative medicine, gene therapy and circadian biology |  Experimental & Molecular Medicine]
Figure 8: Integrated Care Systems for Osteoarthritis
In the UK, there is a recognition that osteoarthritis is an important chronic condition in which an integrated and person-centred approach is necessary. The NHS Long Term Plan and other strategic documents focus on early intervention and self-management support and integrated care for patients with musculoskeletal conditions (NICE, 2022; Versus Arthritis, 2025).
The NICE guideline NG226 offers a comprehensive framework for the management of osteoarthritis that seeks to address variability in practice and promote evidence-based medicine both in primary and secondary care (NICE, 2022).
The introduction of Integrated Care Systems (ICSs) offers an opportunity to coordinate care in primary, community and secondary care sectors better and increase care pathways for people with osteoarthritis by improving coordination and resource allocation (Hunter et al., 2023; Kloppenburg et al., 2025).
However, there are still many issues that need to be addressed. For example, a lack of workforce, specifically shortage of physiotherapists, rheumatologists, and orthopaedic surgeons leads to difficulties with accessing assessment and treatment services, especially in deprived areas (Versus Arthritis, 2025; Swain et al., 2023).
There is also a problem with inequality in accessing evidence-based treatment, including the use of exercise therapy, weight reduction advice, and joint replacement operations among people with osteoarthritis (Versus Arthritis, 2024; Kloppenburg et al., 2025).
Personalised care and shared decision-making are the principles promoted by policy frameworks in the UK; however, their implementation is difficult because of time constraints and lack of opportunities for self-management (Hunter et al., 2023; NICE, 2022).
Despite the existence of a policy framework encouraging prevention and management of osteoarthritis in the community setting, the gap between policy intentions and practice is visible in terms of addressing biopsychosocial aspects of the problem (Versus Arthritis, 2025; Swain et al., 2023).


8. Recommendations 
Pathways for early diagnosis in primary care need to be improved through better clinician training, use of validated tools for assessing the condition, and rapid referral protocols because late diagnosis results in poorer long-term outcomes in terms of pain and function (NICE, 2022; Hunter et al., 2023).
Screening for psychological distress, including depression and anxiety, needs to become an integral part of osteoarthritis care pathways because of the high rate of psychological problems that influence patient pain and medication adherence (Feng et al., 2025; Stubbs et al., 2016).
Evidence-based programmes for self-management, including education and exercise, should be implemented throughout the Integrated Care Systems and used by patients to manage their condition (Moseng et al., 2024; NICE, 2022).
Weight loss and exercise programmes should become more accessible to people with the condition, especially those coming from deprived backgrounds (Kloppenburg et al., 2025; Versus Arthritis, 2025).
Family members and carers of patients suffering from osteoarthritis should receive more recognition and help because they themselves face considerable emotional and physical burdens while assisting the patient (Versus Arthritis, 2025; Swain et al., 2023).
Inequity of access to joint replacement surgery between regions needs to be addressed by introducing better commissioning practices and lowering variation in referral criteria (NHS England, 2023; Versus Arthritis, 2025).
Principles of palliative care, including advance care planning and symptom control, should be applied to the treatment of patients with advanced osteoarthritis with many co-morbid conditions (Kloppenburg et al., 2025; Chen et al., 2026).
Summary 
Osteoarthritis is an important and increasing public health issue in the United Kingdom and elsewhere due to increased prevalence related to the ageing of the population and obesity. Osteoarthritis is a heterogeneous and complex disease that can result in a number of adverse effects related to chronic pain and disability as well as psychological problems for patients and their family members.
There are evidence-based clinical practice guidelines available with regards to the disease (e.g., NICE NG226). Nonetheless, there are certain problems with the implementation of such guidelines and access to the core non-pharmacological treatment and specialists. There are several theoretical models (Chronic Care Model and NHS Personalised Care Model) that could help to deal with the issues mentioned above and improve patient outcomes.
The problem lies in the existence of inequities, staff shortages, and lack of integration of mental health care and carers into treatment processes. The issues need to be addressed to ensure the best care for osteoarthritis patients.
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The Burden Of Osteoarthritis
Osteoarthritis: A Serious Disease

« Osteoarthritis is the most prevalent
joint disease across the globe,
responsible for causing chronic YW
disability among patients. According O, Seerauailty
to the estimates made in 2020, .
595 million people across the world I‘ mood, and
suffered from osteoarthritis. It = participating in
accounted for 7.6% of the global
population suffering from this disease
which has shown 132% increment in
the incidence since 1990.
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For references and more information, visit https://oaaction.unc.edu/oa-module/oa-prevalence-and-burden/





