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Introduction
This guideline updates and replaces 'Osteoarthritis' (NICE clinical guideline 59). The
recommendations are labelled according to when they were originally published (see About
this guideline for details).
Osteoarthritis refers to a clinical syndrome of joint pain accompanied by varying degrees of
functional limitation and reduced quality of life. It is the most common form of arthritis, and one
of the leading causes of pain and disability worldwide. The most commonly affected peripheral
joints are the knees, hips and small hand joints. Pain, reduced function and effects on a
person's ability to carry out their day-to-day activities can be important consequences of
osteoarthritis. Pain in itself is also a complex biopsychosocial issue, related in part to a person's
expectations and self-efficacy (that is, their belief in their ability to complete tasks and reach
goals), and is associated with changes in mood, sleep and coping abilities. There is often a poor
link between changes visible on an X-ray and symptoms of osteoarthritis: minimal changes can
be associated with a lot of pain, or modest structural changes to joints can occur with minimal
accompanying symptoms. Contrary to popular belief, osteoarthritis is not caused by ageing and
does not necessarily deteriorate. There are a number of management and treatment options
(both pharmacological and non-pharmacological), which this guideline addresses and which
represent effective interventions for controlling symptoms and improving function.
Osteoarthritis is characterised pathologically by localised loss of cartilage, remodelling of
adjacent bone and associated inflammation. A variety of traumas may trigger the need for a
joint to repair itself. Osteoarthritis includes a slow but efficient repair process that often
compensates for the initial trauma, resulting in a structurally altered but symptom-free joint. In
some people, because of either overwhelming trauma or compromised repair, the process
cannot compensate, resulting in eventual presentation with symptomatic osteoarthritis; this
might be thought of as 'joint failure'. This in part explains the extreme variability in clinical
presentation and outcome that can be observed between people, and also at different joints in
the same person.
There are limitations to the published evidence on treating osteoarthritis. Most studies have
focused on knee osteoarthritis, and are often of short duration using single therapies. Although
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most trials have looked at single joint involvement, in reality many people have pain in more
than one joint, which may alter the effectiveness of interventions.

Guideline update 2014
This guideline update was originally intended to include recommendations based on a review of
new evidence about the use of paracetamol, etoricoxib and fixed-dose combinations of NSAIDs
(non-steroidal anti-inflammatory drugs) plus gastroprotective agents in the management of
osteoarthritis. Draft recommendations based on the evidence reviews for these areas were
presented in the consultation version of the guideline. Stakeholder feedback at consultation
indicated that the draft recommendations, particularly in relation to paracetamol, would be of
limited clinical application without a full review of evidence on the pharmacological management
of osteoarthritis. NICE was also aware of an ongoing review by the MHRA (Medicines and
Healthcare Products Regulatory Agency) of the safety of over-the-counter analgesics. Therefore
NICE intends to commission a full review of evidence on the pharmacological management of
osteoarthritis, which will start once the MHRA's review is completed, to inform a further
guideline update.
Until that update is published, the original recommendations (from 2008) on the
pharmacological management of osteoarthritis remain current advice. However, the Guideline
Development Group (GDG) would like to draw attention to the findings of the evidence review
on the effectiveness of paracetamol that was presented in the consultation version of the
guideline. That review identified reduced effectiveness of paracetamol in the management of
osteoarthritis compared with what was previously thought. The GDG believes that this
information should be taken into account in routine prescribing practice until the planned full
review of evidence on the pharmacological management of osteoarthritis is published (see the
NICE website for further details).
The current update addresses issues around decision-making and referral thresholds for
surgery, and includes new recommendations about diagnosis and follow-up. The update also
contains recommendations based on new evidence about the use of nutraceuticals,
hyaluronans and acupuncture in the management of osteoarthritis.
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Drug recommendations
The guideline will assume that prescribers will use a drug's summary of product characteristics
to inform decisions made with individual patients.
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Patient-centred care
This guideline offers best practice advice on the care of adults with osteoarthritis.
Patients and healthcare professionals have rights and responsibilities as set out in the NHS
Constitution for England – all NICE guidance is written to reflect these. Treatment and care
should take into account individual needs and preferences. Patients should have the opportunity
to make informed decisions about their care and treatment, in partnership with their healthcare
professionals. If the patient is under 16, their family or carers should also be given information
and support to help the child or young person to make decisions about their treatment.
Healthcare professionals should follow the Department of Health's advice on consent. If
someone does not have capacity to make decisions, healthcare professionals should follow the
code of practice that accompanies the Mental Capacity Act and the supplementary code of
practice on deprivation of liberty safeguards.
NICE has produced guidance on the components of good patient experience in adult NHS
services. All healthcare professionals should follow the recommendations in Patient experience
in adult NHS services.
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Key priorities for implementation
The following recommendations have been identified as priorities for implementation. The full
list of recommendations is in section 1.

Diagnosis
 Diagnose osteoarthritis clinically without investigations if a person:
 is 45 or over and
 has activity-related joint pain and
 has either no morning joint-related stiffness or morning stiffness that lasts no longer
than 30 minutes. [new 2014]

Holistic approach to osteoarthritis assessment and management
 Offer advice on the following core treatments to all people with clinical osteoarthritis.
 Access to appropriate information (see recommendation 1.3.1).
 Activity and exercise (see recommendation 1.4.1).
 Interventions to achieve weight loss if the person is overweight or obese (see
recommendation 1.4.3 and Obesity [NICE clinical guideline 43]). [2008, amended 2014]

Education and self-management
 Offer accurate verbal and written information to all people with osteoarthritis to enhance
understanding of the condition and its management, and to counter misconceptions, such
as that it inevitably progresses and cannot be treated. Ensure that information sharing is
an ongoing, integral part of the management plan rather than a single event at time of
presentation. [2008]
 Agree individualised self-management strategies with the person with osteoarthritis.
Ensure that positive behavioural changes, such as exercise, weight loss, use of suitable
footwear and pacing, are appropriately targeted. [2008]
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Non-pharmacological management
 Advise people with osteoarthritis to exercise as a core treatment (see recommendation
1.2.5), irrespective of age, comorbidity, pain severity or disability. Exercise should include:
 local muscle strengthening and
 general aerobic fitness.

It has not been specified whether exercise should be provided by the NHS or whether
the healthcare professional should provide advice and encouragement to the person to
obtain and carry out the intervention themselves. Exercise has been found to be
beneficial but the clinician needs to make a judgement in each case on how to
effectively ensure participation. This will depend upon the person's individual needs,
circumstances and self-motivation, and the availability of local facilities. [2008]

Referral for consideration of joint surgery
 Base decisions on referral thresholds on discussions between patient representatives,
referring clinicians and surgeons, rather than using scoring tools for prioritisation. [2008,
amended 2014]
 Refer for consideration of joint surgery before there is prolonged and established
functional limitation and severe pain. [2008, amended 2014]

Follow-up and review
 Offer regular reviews to all people with symptomatic osteoarthritis. Agree the timing of the
reviews with the person (see also recommendation 1.7.2). Reviews should include:
 monitoring the person's symptoms and the ongoing impact of the condition on their
everyday activities and quality of life
 monitoring the long-term course of the condition
 discussing the person's knowledge of the condition, any concerns they have, their
personal preferences and their ability to access services
 reviewing the effectiveness and tolerability of all treatments
 support for self-management. [new 2014]
 Consider an annual review for any person with one or more of the following:
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 troublesome joint pain
 more than one joint with symptoms
 more than one comorbidity
 taking regular medication for their osteoarthritis. [new 2014]
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Recommendations

The following guidance is based on the best available evidence. The full guideline gives details
of the methods and the evidence used to develop the guidance.
The wording used in the recommendations in this guideline (for example, words such as 'offer'
and 'consider') denotes the certainty with which the recommendation is made (the strength of
the recommendation). See About this guideline for details.

1.1

Diagnosis

1.1.1

Diagnose osteoarthritis clinically without investigations if a person:
 is 45 or over and
 has activity-related joint pain and
 has either no morning joint-related stiffness or morning stiffness that lasts no
longer than 30 minutes. [new 2014]

1.1.2

Be aware that atypical features, such as a history of trauma, prolonged morning jointrelated stiffness, rapid worsening of symptoms or the presence of a hot swollen joint,
may indicate alternative or additional diagnoses. Important differential diagnoses
include gout, other inflammatory arthritides (for example, rheumatoid arthritis), septic
arthritis and malignancy (bone pain). [new 2014]

1.2

Holistic approach to osteoarthritis assessment and management

1.2.1

Assess the effect of osteoarthritis on the person's function, quality of life, occupation,
mood, relationships and leisure activities. Use figure 1 as an aid to prompt questions
that should be asked as part of the holistic assessment of a person with
osteoarthritis. [2008]
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Figure 1 Holistic assessment of a person with osteoarthritis (OA)
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This figure is intended as an 'aide memoir' to provide a breakdown of key topics that are of
common concern when assessing people with osteoarthritis. For most topics there are a few
suggested specific points that are worth assessing. Not every topic will be of concern for
everyone with osteoarthritis, and there are other topics that may warrant consideration for
particular people.
1.2.2

Agree a plan with the person (and their family members or carers as appropriate) for
managing their osteoarthritis. Apply the principles in Patient experience in adult NHS
services (NICE clinical guidance 138) in relation to shared decision-making. [new
2014]

1.2.3

Take into account comorbidities that compound the effect of osteoarthritis when
formulating the management plan. [2008]

1.2.4

Discuss the risks and benefits of treatment options with the person, taking into
account comorbidities. Ensure that the information provided can be understood.
[2008]

1.2.5

Offer advice on the following core treatments to all people with clinical osteoarthritis.
 Access to appropriate information (see recommendation 1.3.1).
 Activity and exercise (see recommendation 1.4.1).
 Interventions to achieve weight loss if the person is overweight or obese (see
recommendation 1.4.3 and Obesity [NICE clinical guideline 43]). [2008,
amended 2014]

1.3

Education and self-management

Patient information
1.3.1

Offer accurate verbal and written information to all people with osteoarthritis to
enhance understanding of the condition and its management, and to counter
misconceptions, such as that it inevitably progresses and cannot be treated. Ensure
that information sharing is an ongoing, integral part of the management plan rather
than a single event at time of presentation. [2008]
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Patient self-management interventions
1.3.2

Agree individualised self-management strategies with the person with osteoarthritis.
Ensure that positive behavioural changes, such as exercise, weight loss, use of
suitable footwear and pacing, are appropriately targeted. [2008]

1.3.3

Ensure that self-management programmes for people with osteoarthritis, either
individually or in groups, emphasise the recommended core treatments (see
recommendation 1.2.5), especially exercise. [2008]

Thermotherapy
1.3.4

The use of local heat or cold should be considered as an adjunct to core treatments.
[2008]

1.4

Non-pharmacological management

Exercise and manual therapy
1.4.1

Advise people with osteoarthritis to exercise as a core treatment (see
recommendation 1.2.5), irrespective of age, comorbidity, pain severity or disability.
Exercise should include:
 local muscle strengthening and
 general aerobic fitness.

It has not been specified whether exercise should be provided by the NHS or
whether the healthcare professional should provide advice and encouragement
to the person to obtain and carry out the intervention themselves. Exercise has
been found to be beneficial but the clinician needs to make a judgement in each
case on how to effectively ensure participation. This will depend upon the
person's individual needs, circumstances and self-motivation, and the
availability of local facilities. [2008]
1.4.2

Manipulation and stretching should be considered as an adjunct to core treatments,
particularly for osteoarthritis of the hip. [2008]

© NICE 2014. All rights reserved. Last modified February 2014

Page 14 of 36

Osteoarthritis

NICE clinical guideline 177

Weight loss
1.4.3

Offer interventions to achieve weight loss1 as a core treatment (see recommendation
1.2.5) for people who are obese or overweight. [2008]

Electrotherapy
1.4.4

Healthcare professionals should consider the use of transcutaneous electrical nerve
stimulation (TENS)2 as an adjunct to core treatments for pain relief. [2008]

Nutraceuticals
1.4.5

Do not offer glucosamine or chondroitin products for the management of
osteoarthritis. [2014]

Acupuncture
1.4.6

Do not offer acupuncture for the management of osteoarthritis. [2014]

Aids and devices
1.4.7

Offer advice on appropriate footwear (including shock-absorbing properties) as part
of core treatments (see recommendation 1.2.5) for people with lower limb
osteoarthritis. [2008]

1.4.8

People with osteoarthritis who have biomechanical joint pain or instability should be
considered for assessment for bracing/joint supports/insoles as an adjunct to their
core treatments. [2008]

1.4.9

Assistive devices (for example, walking sticks and tap turners) should be considered
as adjuncts to core treatments for people with osteoarthritis who have specific
problems with activities of daily living. If needed, seek expert advice in this context
(for example, from occupational therapists or Disability Equipment Assessment
Centres). [2008]

1

See Obesity: guidance on the prevention, identification, assessment and management of overweight and obesity in adults and
children (NICE clinical guideline 43).
2

TENS machines are generally loaned to the person by the NHS for a short period, and if effective the person is advised where
they can purchase their own.

© NICE 2014. All rights reserved. Last modified February 2014

Page 15 of 36

Osteoarthritis

NICE clinical guideline 177

Invasive treatments for knee osteoarthritis
1.4.10

Do not refer for arthroscopic lavage and debridement3 as part of treatment for
osteoarthritis, unless the person has knee osteoarthritis with a clear history of
mechanical locking (as opposed to morning joint stiffness, 'giving way' or X-ray
evidence of loose bodies). [2008, amended 2014]

1.5

Pharmacological management

NICE intends to undertake a full review of evidence on the pharmacological management of
osteoarthritis. This will start after a review by the MHRA (Medicines and Healthcare Products
Regulatory Agency) of the safety of over-the-counter analgesics is completed. For more
information, see the Introduction.
In the meantime, the original recommendations (from 2008) remain current advice. However,
the Guideline Development Group (GDG) would like to draw attention to the findings of the
evidence review on the effectiveness of paracetamol that was presented in the consultation
version of the guideline. That review identified reduced effectiveness of paracetamol in the
management of osteoarthritis compared with what was previously thought. The GDG believes
that this information should be taken into account in routine prescribing practice until the
planned full review of evidence on the pharmacological management of osteoarthritis is
published (see the NICE website for further details).

Oral analgesics
1.5.1

Healthcare professionals should consider offering paracetamol for pain relief in
addition to core treatments (see recommendation 1.2.5); regular dosing may be
required. Paracetamol and/or topical non-steroidal anti-inflammatory drugs (NSAIDs)
should be considered ahead of oral NSAIDs, cyclo-oxygenase 2 (COX-2) inhibitors or
opioids. [2008]

1.5.2

If paracetamol or topical NSAIDs are insufficient for pain relief for people with
osteoarthritis, then the addition of opioid analgesics should be considered. Risks and
benefits should be considered, particularly in older people. [2008]

3

This recommendation is a refinement of the indication in Arthroscopic knee washout, with or without debridement, for the
treatment of osteoarthritis (NICE interventional procedure guidance 230 [2007]). The clinical and cost-effectiveness evidence for
this procedure was reviewed for the original guideline (published in 2008), which led to this more specific recommendation on
the indication for which arthroscopic lavage and debridement is judged to be clinically and cost effective.
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Topical treatments
1.5.3

Consider topical NSAIDs for pain relief in addition to core treatments (see
recommendation 1.2.5) for people with knee or hand osteoarthritis. Consider topical
NSAIDs and/or paracetamol ahead of oral NSAIDs, COX-2 inhibitors or opioids.
[2008]

1.5.4

Topical capsaicin should be considered as an adjunct to core treatments for knee or
hand osteoarthritis. [2008]

1.5.5

Do not offer rubefacients for treating osteoarthritis. [2008]

NSAIDs and highly selective COX-2 inhibitors
Although NSAIDs and COX-2 inhibitors may be regarded as a single drug class of 'NSAIDs',
these recommendations use the two terms for clarity and because of the differences in sideeffect profile.
1.5.6

Where paracetamol or topical NSAIDs are ineffective for pain relief for people with
osteoarthritis, then substitution with an oral NSAID/COX-2 inhibitor should be
considered. [2008]

1.5.7

Where paracetamol or topical NSAIDs provide insufficient pain relief for people with
osteoarthritis, then the addition of an oral NSAID/COX-2 inhibitor to paracetamol
should be considered. [2008]

1.5.8

Use oral NSAIDs/COX-2 inhibitors at the lowest effective dose for the shortest
possible period of time. [2008]

1.5.9

When offering treatment with an oral NSAID/COX-2 inhibitor, the first choice should
be either a standard NSAID or a COX-2 inhibitor (other than etoricoxib 60 mg). In
either case, co-prescribe with a proton pump inhibitor (PPI), choosing the one with
the lowest acquisition cost. [2008]

1.5.10

All oral NSAIDs/COX-2 inhibitors have analgesic effects of a similar magnitude but
vary in their potential gastrointestinal, liver and cardio-renal toxicity; therefore, when
choosing the agent and dose, take into account individual patient risk factors,
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including age. When prescribing these drugs, consideration should be given to
appropriate assessment and/or ongoing monitoring of these risk factors. [2008]
1.5.11

If a person with osteoarthritis needs to take low-dose aspirin, healthcare
professionals should consider other analgesics before substituting or adding an
NSAID or COX-2 inhibitor (with a PPI) if pain relief is ineffective or insufficient. [2008]

Intra-articular injections
1.5.12

Intra-articular corticosteroid injections should be considered as an adjunct to core
treatments for the relief of moderate to severe pain in people with osteoarthritis.
[2008]

1.5.13

Do not offer intra-articular hyaluronan injections for the management of osteoarthritis.
[2014]

1.6

Referral for consideration of joint surgery

1.6.1

Clinicians with responsibility for referring a person with osteoarthritis for consideration
of joint surgery should ensure that the person has been offered at least the core
(non-surgical) treatment options (see recommendation 1.2.5). [2008]

1.6.2

Base decisions on referral thresholds on discussions between patient
representatives, referring clinicians and surgeons, rather than using scoring tools for
prioritisation. [2008, amended 2014]

1.6.3

Consider referral for joint surgery for people with osteoarthritis who experience joint
symptoms (pain, stiffness and reduced function) that have a substantial impact on
their quality of life and are refractory to non-surgical treatment. [2008, amended
2014]

1.6.4

Refer for consideration of joint surgery before there is prolonged and established
functional limitation and severe pain. [2008, amended 2014]

1.6.5

Patient-specific factors (including age, sex, smoking, obesity and comorbidities)
should not be barriers to referral for joint surgery. [2008, amended 2014]
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When discussing the possibility of joint surgery, check that the person has been
offered at least the core treatments for osteoarthritis (see recommendation 1.2.5),
and give them information about:
 the benefits and risks of surgery and the potential consequences of not having
surgery
 recovery and rehabilitation after surgery
 how having a prosthesis might affect them
 how care pathways are organised in their local area. [new 2014]

1.7

Follow-up and review

1.7.1

Offer regular reviews to all people with symptomatic osteoarthritis. Agree the timing
of the reviews with the person (see also recommendation 1.7.2). Reviews should
include:
 monitoring the person's symptoms and the ongoing impact of the condition on
their everyday activities and quality of life
 monitoring the long-term course of the condition
 discussing the person's knowledge of the condition, any concerns they have,
their personal preferences and their ability to access services
 reviewing the effectiveness and tolerability of all treatments
 support for self-management. [new 2014]

1.7.2

Consider an annual review for any person with one or more of the following:
 troublesome joint pain
 more than one joint with symptoms
 more than one comorbidity
 taking regular medication for their osteoarthritis. [new 2014]

1.7.3

Apply the principles in Patient experience in adult NHS services (NICE clinical
guidance 138) with regard to an individualised approach to healthcare services and
patient views and preferences. [new 2014]
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Research recommendations

The Guideline Development Group has made the following recommendations for research,
based on its review of evidence, to improve NICE guidance and patient care in the future. The
Guideline Development Group's full set of research recommendations is detailed in the full
guideline.

2.1

Treatments for osteoarthritis in very old people

What are the short-term and long-term benefits of non-pharmacological and pharmacological
treatments for osteoarthritis in very old people (for example, aged 80 years and older)?

Why this is important
Very little data exist on the use of pharmacological and non-pharmacological treatments for
osteoarthritis in very old people. This is highly relevant, not only because of the ageing
population but also because of the high incidence of comorbidities in this population –
osteoarthritis may be one of many health problems affecting function, and this may influence the
appropriateness of management options. The acceptability, nature and setting for exercise
strategies for this population is one area suggested for further study. Any non-pharmacological
intervention for which a reduction in the need for drug treatment can be demonstrated is
desirable. NSAIDs are frequently contraindicated in older people with comorbidities (such as
renal failure, cardiovascular or gastrointestinal intolerance), and effective pharmacological
options for this group warrant further study. Outcome and intervention studies are also needed
for very old people in whom joint replacement surgery is not recommended because of risks
associated with comorbidities.

2.2

Combinations of treatments for osteoarthritis

What are the benefits of combinations of treatments for osteoarthritis, and how can these be
included in clinically useful, cost-effective algorithms for long-term care?

Why this is important
Most people with osteoarthritis have symptoms for many years, and over this time they will
receive several treatments, sometimes in combination. This may involve a combination of nonpharmacological and pharmacological treatments, such as using a walking stick and taking
analgesics at the same time. Perhaps more commonly, a person may take different analgesics
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at the same time (for example, NSAIDs and opioids). However, most of the osteoarthritis trial
evidence only evaluates single treatments, and often such trials are of short duration (for
example, 6 weeks). We need to understand the benefits of combination treatments relevant to
particular anatomical sites of osteoarthritis (for example, hand compared with knee) and
whether particular combinations provide synergistic benefit in terms of symptom relief. Also
needed is an understanding of how combinations of treatments can be included in algorithms
(for example, dose escalation or substitution designs) for use in clinical practice. Trials to
address this area may need to utilise complex intervention methodologies with health economic
evaluations, and will need to stratify for comorbidities that affect the use of a particular
intervention.

2.3

Treating common presentations of osteoarthritis for which there is
little evidence

What are effective treatments for people with osteoarthritis who have common but poorly
researched problems, such as pain in more than one joint or foot osteoarthritis?

Why this is important
Although people with osteoarthritis typically have symptoms that affect one joint at any
particular time, there are still many people, especially older people, who have more than one
painful joint. For example, it is common for osteoarthritis to affect both knees, or for a person to
have pain in one knee and in one or more small joints such as the base of the thumb or the big
toe. The mechanisms that cause pain may differ in people with one affected joint compared with
those who have pain in several joints. For example, altered use because of pain in one joint
often leads to increased mechanical stress and pain at other sites, and having chronic pain at
one site can influence the experience of pain elsewhere in the body. However, almost all trials
of treatments for osteoarthritis focus on a single joint, and if a participant has bilateral symptoms
or additional symptoms at a different joint site only one 'index' joint (the most painful) is
assessed. Whether systemic treatments for osteoarthritis work less well if a person has more
than one painful site, and whether local treatment of one joint (for example, injection of
corticosteroid into a knee) can lead to benefits at other sites (for example, the foot) remains
unknown. A further caveat to current research evidence is that most trials focus on treatment of
knee osteoarthritis, and to a lesser extent hip or hand osteoarthritis, but there are very few trials
that examine other prevalent sites of osteoarthritis such as the first metatarsophalangeal
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(bunion) joint, the mid-foot joints, the ankle or the shoulder. Trials should be undertaken to
determine the efficacy of available treatments, both local and systemic, at such sites. New
outcome instruments to measure pain, stiffness and function specific to osteoarthritis at each
site may need to be developed and validated for use in such trials.

2.4

Biomechanical interventions in the management of osteoarthritis

Which biomechanical interventions (such as footwear, insoles, braces and splints) are most
beneficial in the management of osteoarthritis, and in which subgroups of people with
osteoarthritis do they have the greatest benefit?

Why this is important
In many people, osteoarthritis is made worse by weight-bearing or biomechanical forces
through an affected joint. For example, base of thumb pain may be worse with grabbing and
lifting items. Local support for the joint, in this case via a thumb splint, may improve pain and
function. A large range of devices are available to help people with osteoarthritis in different
joints, but there are very few trials to demonstrate their efficacy, and in particular little data to
guide healthcare professionals on which people would benefit most from these aids. For
example, there are many knee braces available, but few well designed randomised controlled
trials of their efficacy, and few suggestions for clinicians on which patient subgroups might
benefit from their use. Trials in the device area require careful attention to design issues such
as the selection of control or sham interventions, blinded assessments and the choice of
validated outcome measures that reflect the specific joint or functional ability being targeted.

2.5

Treatments that modify joint structure in people with osteoarthritis

In people with osteoarthritis, are there treatments that can modify joint structure, resulting in
delayed structural progression and improved outcomes?

Why this is important
There is evidence from observational studies that factors affecting structural joint components,
biomechanics and inflammation in and around the joint influence the progression of
osteoarthritis. Symptoms appear to be more closely linked to structure than was once thought,
so preventing progression of the structural deterioration of a joint is expected to deliver
symptomatic benefits for people with osteoarthritis, as well as delaying joint replacement in
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some. There have been published randomised controlled trials with interventions targeting
structural components of cartilage (glucosamine sulphate) and bone (strontium ranelate).
However, several limitations have been identified with the glucosamine sulphate studies, and it
is unclear whether cardiovascular concerns will prevent approval of strontium ranelate for
treating osteoarthritis. Randomised, placebo-controlled trials of adequate power and duration
(related to the structural end point under consideration) should be undertaken to determine the
benefits and side effects of agents with disease-modifying osteoarthritis drug potential for
treating both hip and knee osteoarthritis (separately). Appropriate structural end points may
include progression of radiographic joint space narrowing or MRI features of osteoarthritis.
Associated clinical end points could include measures of pain, function and health-related
quality of life. Studies should also include rates of subsequent joint replacement (preferably
maintaining original blinding, even if extensions are open label). Later phase trials should
include a health economic evaluation.
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3.1

Scope and how this guideline was developed

NICE clinical guideline 177

NICE guidelines are developed in accordance with a scope that defines what the guideline will
and will not cover.
How this guideline was developed
NICE commissioned the National Clinical Guideline Centre to develop this guideline. The
Centre established a Guideline Development Group (see section 4), which reviewed the
evidence and developed the recommendations.
The methods and processes for developing NICE clinical guidelines are described in The
guidelines manual.

3.2

Related NICE guidance

Details are correct at the time of publication of the guideline (February 2014). Further
information is available on the NICE website.

Published
General
 Patient experience in adult NHS services. NICE clinical guidance 138 (2012).
 Medicines adherence. NICE clinical guidance 76 (2009).

Condition-specific
 Minimally invasive total hip replacement. NICE interventional procedure guidance 363
(2010).
 Shoulder resurfacing arthroplasty. NICE interventional procedure guidance 354 (2010).
 Mini-incision surgery for total knee replacement. NICE interventional procedure guidance
345 (2010).
 Depression in adults with a chronic physical health problem. NICE clinical guideline 91
(2009).
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 Total prosthetic replacement of the temporomandibular joint. NICE interventional
procedure guidance 329 (2009).
 Individually magnetic resonance imaging-designed unicompartmental interpositional
implant insertion for osteoarthritis of the knee. NICE interventional procedure guidance
317 (2009).
 Rheumatoid arthritis. NICE clinical guideline 79 (2009).
 Total wrist replacement. NICE interventional procedure guidance 271 (2008)
 Arthroscopic knee washout, with or without debridement, for the treatment of osteoarthritis.
NICE interventional procedure guidance 230 (2007).
 Obesity. NICE clinical guideline 43 (2006).
 Metatarsophalangeal joint replacement of the hallux. NICE interventional procedure
guidance 140 (2005).
 Artificial trapeziometacarpal joint replacement for end-stage osteoarthritis. NICE
interventional procedure guidance 111 (2005).
 Artificial metacarpophalangeal and interphalangeal joint replacement for end-stage
arthritis. NICE interventional procedure guidance 110 (2005).
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The Guideline Development Group, National Collaborating
Centre and NICE project team

4.1

Guideline Development Group

The Guideline Development Group members listed are those for the 2014 update. For the
composition of the previous Guideline Development Group, see the full guideline.
Erika Baker
Senior Pharmacist, Cheshire and Merseyside Commissioning Support Unit
Ian Bernstein
Musculoskeletal Physician, Ealing Hospital NHS Trust Community Services, and GP, Gordon
House Surgery, London
Fraser Birrell
Consultant Rheumatologist, Northumbria Healthcare NHS Trust, and Honorary Clinical Senior
Lecturer, University of Newcastle upon Tyne
Philip Conaghan (Chair)
Consultant Rheumatologist, Leeds Teaching Hospitals Trust, and Professor of Musculoskeletal
Medicine, University of Leeds
Jo Cumming
Patient member
Mike Doherty
Head of Academic Rheumatology, University of Nottingham, and Honorary Consultant
Rheumatologist, Nottingham University Hospitals NHS Trust
Krysia Dziedzic
Arthritis Research UK Professor of Musculoskeletal Therapies, Research Institute of Primary
Care and Health Sciences, Keele University, and NICE Fellow
Richard Frearson
Consultant Physician/Geriatrician, The Newcastle upon Tyne Hospitals NHS Foundation Trust
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About this guideline
NICE clinical guidelines are recommendations about the treatment and care of people with
specific diseases and conditions.
NICE guidelines are developed in accordance with a scope that defines what the guideline will
and will not cover.
This guideline was developed by the National Clinical Guideline Centre, which is based at the
Royal College of Physicians. The Collaborating Centre worked with a Guideline Development
Group, comprising healthcare professionals (including consultants, GPs and nurses), patients
and carers, and technical staff, which reviewed the evidence and drafted the recommendations.
The recommendations were finalised after public consultation.
The methods and processes for developing NICE clinical guidelines are described in The
guidelines manual.
NICE produces guidance, standards and information on commissioning and providing highquality healthcare, social care, and public health services. We have agreements to provide
certain NICE services to Wales, Scotland and Northern Ireland. Decisions on how NICE
guidance and other products apply in those countries are made by ministers in the Welsh
government, Scottish government, and Northern Ireland Executive. NICE guidance or other
products may include references to organisations or people responsible for commissioning or
providing care that may be relevant only to England.
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Update information
This guideline updates and replaces NICE clinical guideline 59 (published February 2008).
Recommendations are marked as [new 2014], [2014], [2008] or [2008, amended 2014]:
 [new 2014] indicates that the evidence has been reviewed and the recommendation has
been added or updated
 [2014] indicates that the evidence has been reviewed but no change has been made to
the recommended action
 [2008] indicates that the evidence has not been reviewed since 2008
 [2008, amended 2014] indicates that the evidence has not been reviewed since 2008,
but changes have been made to the recommendation wording that change the meaning.

Recommendations from NICE clinical guideline 59 that have been amended
Amended recommendation wording (change to meaning)
Recommendations are labelled [2008, amended 2014] if the evidence has not been reviewed
since 2008 but changes have been made to the recommendation wording that change the
meaning.
Recommendation in 2008

Recommendation in current

guideline

guideline

1.1.5 Healthcare professionals

1.2.5 Offer advice on the

The GDG felt that the term

should offer all people with

following core treatments to all

'clinical osteoarthritis' is

clinically symptomatic

people with clinical

accurate. For most

osteoarthritis advice on the

osteoarthritis.

clinicians this would mean

following core treatments.
 Access to appropriate
information (see section
1.2.1).
 Activity and exercise (see

 Access to appropriate
information (see
recommendation 1.3.1).
 Activity and exercise (see
recommendation 1.4.1).

Reason for change

'symptomatic osteoarthritis'
(for which analgesia is
offered), but advice on core
treatments should also be
offered to people with
asymptomatic
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 Interventions to achieve

section 1.3.1).
 Interventions to achieve

weight loss if the person

weight loss if person is

is overweight or obese

overweight or obese (see

(see recommendation

section 1.3.2 and

1.4.3 and Obesity [NICE

'Obesity' [NICE clinical

clinical guideline 43]).

guideline 43]).

[2008, amended 2014]

1.3.7.1 Referral for

osteoarthritis.

1.4.10 Do not refer for

The GDG felt that 'as

arthroscopic lavage and

arthroscopic lavage and

opposed to morning joint

debridement should not be

debridement4 as part of

stiffness' is clearer than

offered as part of treatment for

treatment for osteoarthritis,

'not gelling'.

osteoarthritis, unless the

unless the person has knee

The footnote wording has

person has knee osteoarthritis

osteoarthritis with a clear

also been amended for

with a clear history of

history of mechanical locking

clarity.

mechanical locking (not

(as opposed to morning joint

gelling, 'giving way' or X-ray

stiffness, 'giving way' or X-ray

evidence of loose bodies).

evidence of loose bodies).

4

[2008, amended 2014]

4

This recommendation is a

refinement of the indication in

4

Arthroscopic knee washout,

refinement of the indication in

with or without debridement,

Arthroscopic knee washout,

for the treatment of

with or without debridement,

osteoarthritis (NICE

for the treatment of

interventional procedure

osteoarthritis (NICE

guidance 230). This guideline

interventional procedure

reviewed the clinical and cost-

guidance 230 [2007]). The

effectiveness evidence, which

clinical and cost-effectiveness

led to this more specific

evidence for this procedure

recommendation on the

was reviewed for the original

indication for which

guideline (published in 2008),

arthroscopic lavage and

which led to this more specific

This recommendation is a
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debridement is judged to be

recommendation on the

clinically and cost effective.

indication for which
arthroscopic lavage and
debridement is judged to be
clinically and cost effective.

1.5.1.2 Referral for joint

1.6.3 Consider referral for joint

The GDG felt that the

replacement surgery should be surgery for people with

message of original

considered for people with

osteoarthritis who experience

recommendation 1.5.1.2

osteoarthritis who experience

joint symptoms (pain, stiffness

was clearer if it was split

joint symptoms (pain, stiffness

and reduced function) that

into 2 separate

and reduced function) that

have a substantial impact on

recommendations (1.6.3

have a substantial impact on

their quality of life and are

and 1.6.4).

their quality of life and are

refractory to non-surgical

refractory to non-surgical

treatment. [2008, amended

treatment. Referral should be

2014]

made before there is
prolonged and established

The GDG removed the

word 'replacement' from
1.6.4 Refer for consideration of these recommendations,
joint surgery before there is
because it noted that the

functional limitation and severe prolonged and established
evidence reviewed to
pain.
functional limitation and severe inform the
1.5.1.3 Patient-specific factors pain. [2008, amended 2014]
recommendations on
(including age, gender,

1.6.5 Patient-specific factors

surgery made in 2008 had

smoking, obesity and

(including age, sex, smoking,

included evidence on both

comorbidities) should not be

obesity and comorbidities)

joint replacement and

barriers to referral for joint

should not be barriers to

arthroplasty (which

replacement surgery.

referral for joint surgery. [2008, includes procedures such
amended 2014]

as joint remodelling or
realignment). The GDG
therefore felt that using the
wording 'joint replacement'
in the recommendations
was unduly restrictive.
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1.5.1.4 Decisions on referral

1.6.2 Base decisions on

The word 'current' has

thresholds should be based on

referral thresholds on

been removed so that the

discussions between patient

discussions between patient

recommendation remains

representatives, referring

representatives, referring

valid over time.

clinicians and surgeons, rather

clinicians and surgeons, rather

than using current scoring

than using scoring tools for

tools for prioritisation.

prioritisation. [2008, amended
2014]

Strength of recommendations
Some recommendations can be made with more certainty than others. The Guideline
Development Group makes a recommendation based on the trade-off between the benefits and
harms of an intervention, taking into account the quality of the underpinning evidence. For some
interventions, the Guideline Development Group is confident that, given the information it has
looked at, most patients would choose the intervention. The wording used in the
recommendations in this guideline denotes the certainty with which the recommendation is
made (the strength of the recommendation).
For all recommendations, NICE expects that there is discussion with the patient about the risks
and benefits of the interventions, and their values and preferences. This discussion aims to help
them to reach a fully informed decision (see also Patient-centred care).
Interventions that must (or must not) be used
We usually use 'must' or 'must not' only if there is a legal duty to apply the recommendation.
Occasionally we use 'must' (or 'must not') if the consequences of not following the
recommendation could be extremely serious or potentially life threatening.
Interventions that should (or should not) be used – a 'strong' recommendation
We use 'offer' (and similar words such as 'refer' or 'advise') when we are confident that, for the
vast majority of patients, an intervention will do more good than harm, and be cost effective. We
use similar forms of words (for example, 'Do not offer…') when we are confident that an
intervention will not be of benefit for most patients.
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Interventions that could be used
We use 'consider' when we are confident that an intervention will do more good than harm for
most patients, and be cost effective, but other options may be similarly cost effective. The
choice of intervention, and whether or not to have the intervention at all, is more likely to depend
on the patient's values and preferences than for a strong recommendation, and so the
healthcare professional should spend more time considering and discussing the options with the
patient.
Recommendation wording in guideline updates
NICE began using this approach to denote the strength of recommendations in guidelines that
started development after publication of the 2009 version of 'The guidelines manual' (January
2009). This does not apply to any recommendations ending [2008] (see Update information
above for details about how recommendations are labelled). In particular, for recommendations
labelled [2008] the word 'consider' may not necessarily be used to denote the strength of the
recommendation.

Other versions of this guideline
The full guideline, Osteoarthritis: care and management in adults, contains details of the
methods and evidence used to develop the guideline. It is published by the National Clinical
Guideline Centre.
The recommendations from this guideline have been incorporated into a NICE Pathway.
We have produced information for the public about this guideline.

Implementation
Implementation tools and resources to help you put the guideline into practice are also
available.

Your responsibility
This guidance represents the view of NICE, which was arrived at after careful consideration of
the evidence available. Healthcare professionals are expected to take it fully into account when
exercising their clinical judgement. However, the guidance does not override the individual
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responsibility of healthcare professionals to make decisions appropriate to the circumstances of
the individual patient, in consultation with the patient and/or guardian or carer, and informed by
the summaries of product characteristics of any drugs.
Implementation of this guidance is the responsibility of local commissioners and/or providers.
Commissioners and providers are reminded that it is their responsibility to implement the
guidance, in their local context, in light of their duties to have due regard to the need to
eliminate unlawful discrimination, advance equality of opportunity and foster good relations.
Nothing in this guidance should be interpreted in a way that would be inconsistent with
compliance with those duties.
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