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arc commissioned two separate studies, one from MORI, and

one from our Epidemiology Unit in Manchester. A summary

of these results can be found later in this document.

What we found was that arthritis represents a much more

serious, significant and widespread problem than was

previously thought. It also showed that almost twice as

many people believe they have arthritis than report their

condition to their GP. In our MORI poll, 13 million people

say they are currently affected by arthritis and joint pain.

Yet according to the report by the Epidemiology Unit,

this figure is nearer 7 million.

How can this enormous discrepancy exist? One reason is

that different types of surveys elicit different responses –

population surveys which ask people directly if they have any

form of arthritis inevitably produce higher numbers than

surveys of GP attendance rates. 

Another reason may be confusion over what constitutes

arthritis, joint pain, or musculoskeletal pain. The medical

profession use the term musculoskeletal conditions to cover

arthritis and other forms of joint and bone disease, but this

term is unfamiliar to the public. (See footnote 1). Certainly,

part of the problem in gathering prevalence data about

arthritis is the difficulty in defining exactly where joint pain

ends and arthritis begins. Some GPs do not make this

distinction when they diagnose a patient. 

What we find particularly shocking is that despite the

enormous numbers of people affected by arthritis, there is

such a paucity of specific and accurate data on the different

types of arthritis and related conditions, of which there are

more than 200 different types. For example, there is no

national system for monitoring the musculoskeletal health of

the population. Unlike, for instance, the Health Survey for

England, which focuses on cardiovascular and respiratory

problems. Most GP practices have registers of their asthma and

diabetes patients. There are various regional and national

cancer registries. But there is nothing comparable for arthritis

and related conditions. We believe this situation is deeply

worrying and must be remedied.

Because of this lack of available information, our researchers

at the Epidemiology Unit are unable to present specific

current prevalence figures for the number of people with

osteoarthritis, for example. Neither is there any reliable

information on the prevalence of osteoporosis, ankylosing

spondylitis or gout. Nevertheless, they have produced

extensive figures which are as accurate as possible given the

existing available data.

What there is little doubt about is that the number of people

with arthritis in the UK is rising as the population ages, and

as a result, the problem is becoming an increasing drain on

the NHS and on society. 

According to the Epidemiology Unit report, more than

7 million adults in the UK have long-term health problems

associated with arthritis and related conditions. Nearly

9 million visited their GP in the past year for arthritis and

related conditions. Such conditions are the second most

common cause of days off work in both men and women,

The size of the problem
It has long been known that arthritis(1) is one of the biggest causes of disability in the
UK, affecting people of all ages, in particular older people.

But little is known about how people are affected by it. For that reason, 18 months ago
the Arthritis Research Campaign (arc) embarked on an exercise to find out how big the
problem really is, and what, if anything, could be done to relieve their suffering.
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after mental disorders. The number of people visiting their

GP for arthritis and related conditions rose by almost 13%

between 1981 and 1991.

Much of the increase is probably accounted for by a rise in the

number of people with osteoarthritis (OA), the most common

type of arthritis which tends to affect people as they get older.

Around 2 million adults consult their GPs about symptoms of

OA each year.

The reasons for this increase in the number of people with OA

are two-fold. One is that the prevalence of OA rises with age,

and as the population ages so the number and the proportion

of OA rises. Secondly, one of the major risk factors for OA,

especially of the knee, is obesity, and the UK has the eighth

highest prevalence of obesity in the world.

Our MORI poll showed that while around two-thirds (66%) of

people with arthritis are satisfied with the care and treatment

they receive from their GP, those with general joint or back

pain are less satisfied than those with rheumatoid arthritis,

as they are less likely to have received drug treatment or

advice from a health professional. However, we do not know

how many people with arthritis or joint pain simply self-treat

with painkillers from the chemist and never consult their GP.

And yet, although arthritis is a chronic, growing problem,

expenditure appears to be going in the opposite direction.

The condition is, in fact, receiving less and less of a share of the

NHS cake. Between 1990 and 1999, NHS expenditure on

arthritis increased by 5%, compared with an increase of almost

4 times that amount in the total NHS budget. That means that

as the problem grows, the share of the budget being applied to

it appears to shrink.

Our ‘Arthritis: The Big Picture’ report, while inevitably

incomplete, nevertheless reveals some disturbing truths about

the sheer size and severity of arthritis, and the huge costs

involved. If nothing else, the scale of these costs make it

imperative that a much more accurate picture of the state of

the nation’s joint related health is built up over the next few

years. And the way in which this can be achieved is for a national

register for arthritis and related conditions to be set up.

We find it perplexing that arthritis and related conditions can

affect so many people yet are not sufficiently serious to

warrant a system of effective monitoring. A recent, separate

MORI poll reveals that the man in the street is very much aware

of the seriousness of the problem of arthritis - and yet the

powers-that-be apparently are not.

Arthritis Research Campaign, May 2002.

The cost of the problem
The costs to the nation of arthritis are shocking. 206 million working days were
lost in the UK in 1999-2000 - equivalent to a loss of production of £18 billion.

The estimated direct cost to health and social services was £5.5 billion. The cost of
prescription costs alone added up to £341 million. Hip and knee replacements cost
£405 million.

(1) The medical profession uses the term "musculoskeletal conditions" to cover all conditions that affect the bones, joints, and ligaments such as arthritis of all kinds, connective tissue diseases, back pain,
osteoporosis, soft tissue rheumatism and regional and widespread pain. For the purpose of this report the term arthritis and related conditions is used as an umbrella term rather than musculoskeletal conditions.
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Arthritis: The Big Picture 1
statistics from the arc Epidemiology Unit
Everyone knows that arthritis and related conditions(1) are common. You only have to stand
on a street corner and watch people walk by to realise that many, especially the elderly,
have painful feet or a reduced range of movements in their hips or knees. Join a bus queue
and you will overhear tales of back, neck and shoulder pain ruining people’s lives.

Despite the fact that these problems are extremely prevalent, there is no national
system for monitoring the musculoskeletal health of the population, and the extent of
arthritis and related conditions. This is in marked contrast to other health issues.
The Health Survey for England has focused on cardiovascular health. Most GP
practices have registers of their diabetic and asthmatic patients. The nation is justly
proud of its national and regional cancer registries and much has been learned by
looking for and finding variations in cancer occurrence by age group, gender,
occupation or region.
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There are no equivalent studies or registries for arthritis and

related conditions. There is, in fact, no system for monitoring

conditions in general or for specific diseases. There is no

system for monitoring arthritis in any European country

(although some countries, in particular Scandinavian

countries, do have national registers for certain rheumatic

diseases.) The European Union is currently funding a project

to make recommendations on indicators of arthritis and

related conditions which could be collected routinely in all

EU countries.

Nevertheless, it is possible to build up a picture, albeit

incomplete, which gives some idea of the extent of arthritis

and related conditions to the individual and to society.

We have searched a whole variety of routinely collected

statistics including the General Household Survey, reasons

for consultations in general practice, referral rates to

rheumatology and orthopaedic clinics, reasons for hospital

admissions and death certificate data. Some idea of the costs

to society can be gleaned from reasons for sickness absence

and the costs of certain groups of drugs. Often this data is not

collected in the detail we would like. Thus we can find the

number of prescriptions for non-steroidal anti-inflammatory

drugs (NSAIDs) but not the condition for which the NSAID

was prescribed.

Since devolution each nation in the UK has produced a

separate set of health statistics. The items in these sets are

not identical and the different countries vary in the length of

time taken to release statistics from previous years. We have

presented here the most recent figures for each country, even

though this hinders direct comparisons between countries.

Contained within this section are statistics on arthritis and

related conditions, all evidence-based and grouped by

condition. Two appendices(2) include tables derived from the

major data sources grouped by what might be termed

‘perspective.’ Thus we measure the extent of the condition,

the demands on general practice and hospitals, and

mortality rates.

Some forms of arthritis are associated with a shortened life

expectancy and this is reflected in mortality statistics.

Mortality statistics do not, however, provide a good guide to

the number of years of life lost as a result of arthritis because

the underlying condition is often not recorded on the death

certificate. For example, epidemiological studies have shown

that rheumatoid arthritis (RA) shortens life expectancy from

around 6-10 years and yet RA is not mentioned on the death

certificate of most people with RA when they die.

Unless otherwise stated the following statistics apply to the

year 2000. Information is also included on the known risk

factors for developing these conditions and whether

socio-economic factors (such as occupation or social

deprivation) have any effect on the occurrence of

the condition. 

We cannot say whether there are any regional variations

beyond those which can be explained by the known risk

factors. For example, we know that complaints of back pain

are more common in people who live in areas of social

deprivation. We would therefore expect regional variations in

the frequency of back pain. There is no evidence that

geography per se (on the small scale of the UK) affects the

incidence or prevalence of any rheumatic disease. There is

evidence, however, that the provision of healthcare for

arthritis and related conditions varies from region to region

and we have included this.

(1) The medical profession uses the term "musculoskeletal conditions" to cover all conditions
that affect the bones, joints, and ligaments such as arthritis of all kinds, connective tissue
diseases, back pain, osteoporosis, soft tissue rheumatism and regional and widespread pain. For
the purpose of this report the term arthritis and related conditions is used as an umbrella term
rather than musculoskeletal conditions.

(2) Available on request from head office or on the arc website at www.arc.org.uk.
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Number of cases
All arthritis and related
conditions combined

Arthritis and related conditions at the community level

45% of the UK adult population have experienced pain

caused by arthritis and related conditions for at least one

week in the last month (source: Tameside study(4))

7.1 million UK adults report long-standing ill-health due to a

musculoskeletal problem (source: General Household Survey, 2000(3))

Arthritis and related conditions at the primary care level

8.9 million adults in the UK (19% of the adult population)

have attended their GPs in the last year for arthritis or related

conditions. This includes 3.7 million men and 5.2 million

women. (source: RCGP 1991 statistics applied to year 2000 population(4))

415,000 children in the UK (4% of children aged under 16)

have attended their GPs in the last year for arthritis or related

conditions. (source: RCGP 1991 statistics applied to year 2000 population(4))

Caution: Do not add together the figures on the occurrence

of the individual conditions as many of them overlap.

For example, many people with osteoarthritis also have back

pain; and many people with rheumatoid arthritis also have

osteoporosis. 

Inequalities

There are inequalities in the provision of rheumatology and

orthopaedic services. Although the need for hospital referral

is likely to be greatest among those most socially deprived,

the referral rate is highest for those who are most affluent.

The referral rates in suburban areas to rheumatologists are

much higher than the referral rates in rural areas.

Mortality

3,242 deaths in the UK were directly attributed to arthritis

and related conditions (source: National Statistics, 2000 mortality statistics (5,6,7)

Specific types of arthritis
and related conditions

Osteoarthritis (OA)

Number of people with X-ray evidence of osteoarthritis

We estimate that at least 4.4 million people in the UK have

X-ray evidence of moderate to severe OA of their hands;

550,000 have moderate to severe OA of the knees and

210,000 have moderate to severe OA of the hips. (source: US

NHANES survey(8))

Gender split

The ratio of men:women amongst those with moderate to

severe radiographic OA is 

Hand OA: 1:2

Knee OA: 1:4

Hip OA: 1:1

Three age bands

Young adults (aged 25-44):

Hand OA: 80,000; knee OA: 27,000; hip OA: 18,000

Middle-aged adults (aged 45-64):

Hand OA: 1.4 million; knee OA: 91,000; hip OA: 31,400

Elderly (aged 65+):

Hand OA: 2.9 million; knee OA: 370,000; hip OA: 154,000

Number of people with moderate to severe

radiographic OA by country within the UK:

Hand OA: England: 3.7 million; Scotland: 380,000;

Wales: 240,000; Northern Ireland: 116,000

Knee OA: England: 460,000; Scotland: 48,000;

Wales: 30,000; Northern Ireland: 14,000 

Hip OA: England: 194,000; Scotland: 20,000;

Wales: 12,000; Northern Ireland: 6,000

Number of people who consult their GPs

with symptoms attributed to OA

Each year 2.02 million adults in the UK consult their GPs

because of symptoms attributed to OA. (source: RCGP 1991 statistics

applied to year 2000 population(4))
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Gender split

The ratio of men:women amongst those who consult their

GPs is 1:1.8 

Three age bands

Young adults (aged 16-44): 129,000

Middle-aged adults (aged 45-64): 783,000

Elderly (aged 65+): 1,113,593

The ratio of young:middle-aged:elderly is 1:6:9 (approximately)

Number of people consulting their GP

for OA by country within the UK:

England: 1.70 million; Scotland 173,000; Wales 107,000;

Northern Ireland 50,000

Ethnic group variations:

People of Indian and African Caribbean origin have a lower

prevalence of OA hip than people of European Caucasian

origin. African American women have a higher prevalence of

OA knee than American Caucasians. We do not know whether

the same difference applies within the UK. (source: Epidemiology

of the Rheumatic Diseases – 2nd Ed(9))

Risk factors for developing OA

Some types of OA are hereditary. This applies particularly to

the type of OA which affects the finger joints. There are four

main categories of non-inherited risk factor. These are

congenital abnormalities (OA hip may be a late complication

of congenital dislocation of the hip or hip dysplasia); trauma

(OA often develops in a joint which has previously

experienced a serious injury such as a fracture; or been

operated on); overweight (being overweight is the strongest

risk factor for developing OA of the knee) and occupation (e.g.

OA of the hip is particularly common in farmers and, OA of

the knee occurs in people whose occupation involves a lot

of bending). (source: Epidemiology of the Rheumatic Diseases – 2nd Ed(9))

Cost to society

36 million working days were lost because of OA in 1999-2000

in Great Britain. This represents £3.197 billion lost

production. (source: Department of Works and Pensions, 2000 (10))

Costs to the NHS

There were 3.02 million GP consultations for OA in 2000.

(source: OHE Health Statistics Compendium 2001(11))

There were 114,628 hospital admissions for OA in 1999-2000.

(source: Department of Health (England): Hospital Episode statistics 1999/2000(12))

Comparison with ten years ago

The total number of people with OA has risen in the last ten

years. There are two main reasons for this. One is that the

prevalence of OA rises progressively with age. As the

population ages, so the number and the proportion of people

with OA rise. Secondly, one of the major risk factors for OA,

especially knee OA, is obesity. The prevalence of obesity in the

UK continues to rise. Currently the UK has the eighth highest

prevalence of obesity in the world. The proportion of people

who have OA who consult their GPs about the symptoms of

OA is also rising. This may be because people are less willing

to put up with the pain or because there is a more widespread

perception that effective treatments are available.

Rheumatoid arthritis 

Number of cases

Around 387,000 adults in the UK have rheumatoid arthritis

(RA). This is 0.81% of the adult population. (source: Norfolk RA

prevalence survey 2000(13))

There are around 12,000 new cases of RA in the UK each year.

(source: NOAR incidence study(14))

Gender split

The ratio of men:women is 1:2.7

Three age bands 

Young adults (aged 16-44): 17,000

Middle-aged adults (aged 45-64): 158,000

Elderly (aged 65+): 212,000

Ratio of young:middle-aged:elderly is 1:9:12
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Number of people with RA by country within the UK:

England: 323,500; Scotland: 33,100; Wales: 20,500;

Northern Ireland: 9,600

There is no evidence that the incidence of RA differs

throughout the UK. However, there is some evidence from

Scotland that people who live in areas of social deprivation

have a worse outcome from their RA.

Ethnic group variations

The prevalence of RA is lower in people of Pakistani and

African Caribbean origin than in European Caucasians. (source:

Epidemiology of the Rheumatic Diseases – 2nd Ed(9)).

Risk factors for RA

RA tends to cluster in families. There are a number of non-

genetic risk factors for RA. These include smoking and

obesity. Some cases of RA appear to be triggered by common

infections or by childbirth. It is likely that the risk factors for

RA act in a cumulative fashion. (source: Epidemiology of the Rheumatic

Diseases – 2nd Ed(9)).

Mortality

790 deaths in the UK were attributed to RA. (source: National

Statistics, 2000 mortality statistics (5,6,7))

Cost to society

9.4 million working days were lost because of RA in 1999-

2000 in Great Britain. This represents £833 million lost

production. (source: Department of Works and Pensions (10))

Costs to the NHS

There were 1.9 million GP consultations for inflammatory arthritis

in 2000. (source: OHE Health Statistics Compendium 2001 (11))

There were 45,887 hospital admissions for inflammatory

arthritis in 1999-2000. (source: Department of Health (England): Hospital

Episode statistics 1999/2000 (12))

Comparison with ten years ago

Although we do not have directly comparable figures

(because the definition of RA has changed) it is likely that

the number of people in the UK with RA has fallen over the

last 10 years. There are competing influences at play.

The prevalence of RA rises quite steeply with age and so, as

the population ages, we would expect the number of people

with RA to rise. However, during the 1970s-1980s the

incidence of RA in women fell. This was probably due to a

protective effect of the oral contraceptive pill. Incidence rates

have been steady for the last 10 years. However, the effect of

the fall in incidence two decades or so ago is still working

through with regards to the prevalence.

Childhood arthritis

Number of cases

Around 12,000 children in the UK have juvenile idiopathic

arthritis. (source: Epidemiology of the Rheumatic Disease 2nd Ed (9))

Gender split

The ratio of boys:girls is 1:2.5

Number of cases of childhood arthritis by country in the UK

England: 9,900; Scotland: 1,000; Wales: 600; Northern

Ireland: 400

Ethnic group variations

There is no information on the relative frequency of

childhood arthritis in the different ethnic groups in the UK.

Risk factors

Breast-feeding may reduce the risk of childhood arthritis in

the child. There is some evidence of a cyclical pattern to the

incidence of childhood arthritis which suggests an infectious

trigger. However, no single infection has been implicated.

(source: Epidemiology of the Rheumatic Diseases – 2nd Ed (9)).

Costs

There were 2,554 admissions for juvenile idiopathic arthritis

in England in 1999-2000. (source: Department of Health (England):

Hospital Episode statistics 1999/2000 (12)).

Comparison with ten years ago: 

Childhood arthritis is not common. There is no evidence

that the overall incidence or prevalence of the disease has

changed in recent years.
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Ankylosing spondylitis

Number of cases

Each year 200,000 people consult their GPs in the UK with a

diagnosis of ankylosing spondylitis. (source: RCGP 1991 statistics

applied to year 2000 population (4))

Gender split

The ratio of men:women is 5:1

Three age bands 

Young adults (age 16-44): 9,200

Middle aged adults (age 45-64): 9,700

Elderly (age 65+): 1,200

Ratio young:middle aged:elderly is 8:8:1

Number of cases of AS by country in the UK

England: 16,800; Scotland: 1,700: Wales: 1,000;

Northern Ireland: 500

Ethnic group variations

There is no evidence on the relative frequency of AS in the

different ethnic groups in the UK. Evidence from other countries

suggests that AS is less common in people of Indian and

African origin than in European Caucasians.

Risk factors

Around 90% of European Caucasians with AS possess the

HLA-B27 gene (compared with around 6% of the general

population). For this reason AS tends to cluster in families.

However, possession of HLA-B27 is not sufficient for an

individual to develop AS. Infection is the most likely trigger.

Mortality

17 deaths in the UK were directly attributed to AS in 2000.

(source: National Statistics, 2000 Mortality Statistics (5,6,7))

Cost to society: 

1.4 million working days were lost because of AS in Great

Britain in 1999-2000. This represents £122 million lost

production. (source: Department of Works and Pensions (10))

Comparison with ten years ago

There is no evidence in the UK, or in other Caucasian populations

that the incidence of AS has altered in the last 50 years.

It is being recognised more often in women now, but this

does not reflect a change in incidence. There is evidence that

the time from symptom onset to diagnosis has fallen over the

last 50 years.

Systemic lupus erythematosus (SLE)

Number of cases

There are around 10,000 people in the UK with diagnosed SLE.

(source: Epidemiological survey in Leicester (15))

Gender split

The ratio of men:women amongst prevalent SLE cases in the

UK is 1:11 in the White population; 1:35 in those of Asian

origin; and 1:22 in those of African Caribbean origin. (source:

Epidemiological study in the West Midlands (16))

Three age bands 

Young adults (16-44): 3,800

Middle-aged adults: 3,700

Elderly: 2,100

Ratio young:middle-aged:elderly is 2:2:1 (very approximately)

Ethnic group variations 

SLE is 2.5 times more common in women of Asian origin than

in those of European origin. SLE is 5.7 times more common in

women of African Caribbean origin than in those of European

origin. SLE is much less common and the differences between

the ethnic groups are less marked for men than for women.

SLE occurs with approximately equal frequency in Asian and

European men, and is approximately 2.7 times as common in

men of African Caribbean origin as in men of European

origin. These figures to not take account of the fact that the

ethnic minority population is younger than the indigenous

European population. (source: Epidemiological study in the West Midlands (16))
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Geographical variations

SLE is seen more commonly in those parts of the UK which

have a high proportion of people of Asian or African Caribbean

origin (e.g. London, Birmingham, Greater Manchester, Leicester).

Number of cases of SLE by country within the UK

England: 8,000; Scotland: 840; Wales: 480; Northern Ireland: 250

Risk factors

SLE tends to cluster in families indicating that genetic factors

play a part. Female gender is the strongest risk factor for SLE.

Viral infections or a variety of chemicals (including some

drugs) may trigger SLE in some cases. (source: Epidemiology of the

Rheumatic Diseases – 2nd Ed (9)).

Cost to society 

588,000 working days were lost in Great Britain because

of SLE in 1999-2000. This represents £52 million lost

production. (source: Department of Works and Pensions (10))

Comparison with ten years ago

There is no evidence that the underlying incidence and

prevalence of SLE is changing. The total number of diagnosed

cases has, however, increased. There are two reasons for this:

there are more people in the UK from the ethnic minority

groups which have a higher risk of SLE. There is greater

awareness of the disease amongst GPs and hospital doctors,

which means that the appropriate tests to diagnose the

disease are done more often. 

Scleroderma

Number of cases

There are around 1,500 cases of diagnosed scleroderma in

the UK. (source: Epidemiological survey in the West Midlands (17))

Gender split

The ratio of men:women is 1:4

Three age bands 

Young adults: (age 16-44): 400

Middle-aged adults: (age 45-64): 800

Elderly: (age 65+): 350

Ratio of young:middle-aged:elderly is 1:2:1 (approximately)

Number of cases of scleroderma by country within the UK

England: 1,300; Scotland: 140; Wales: 76; Northern Ireland: 45

Ethnic group variations

There is no information on the relative frequency of

scleroderma in the different ethnic groups in the UK. In the

USA scleroderma is more common in African Americans than

in those of European descent. (source: Epidemiology of the Rheumatic

Diseases – 2nd Ed (9)).

Risk factors

In some cases scleroderma may be triggered by chemicals

(in particular silica and some organic solvents) and drugs

(e.g. bleomycin). (source: Epidemiology of the Rheumatic Diseases – 2nd Ed (9)).

Cost to society

37,000 working days were lost because of scleroderma in

1999-2000. This represents £3.3 million lost production.

(source: Department of Works and Pensions (10))

Comparison with ten years ago

There is no information on whether the occurrence of

scleroderma has changed in the UK over the last few decades.

Gout 

Number of cases

Each year 250,000 people consult their GPs in the UK with

a diagnosis of gout. (source: RCGP 1991 statistics applied to year 2000

population (4))

Gender split

The ratio of men:women is 3.8:1
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Three age bands 

Young adults (aged 16-44): 44,000

Middle-aged adults (aged 45-64): 100,000

Elderly (aged 65+): 107,000

The ratio of young:middle-aged:elderly is 1:2:2 (approximately)

Number of people who consult their GP

with a diagnosis of gout by country in the UK.

England: 211,000; Scotland: 21,000; Wales: 13,000;

Northern Ireland: 6,000 

Ethnic group variations

There is no information on the relative frequency of gout in

the different ethnic groups in the UK.

Risk factors

The primary risk factor for gout is a raised level of the

chemical uric acid in the blood (hyperuricaemia). Obesity and

an increase in body weight during young adulthood and

middle age are potentially modifiable risk factors for the

development of gout. High blood pressure is also a risk factor,

as is lead exposure. It has not been firmly established that a

high alcohol consumption is a risk factor for gout. Diuretic

therapy is associated with a rise in the serum uric acid and so

with gout. (source: Epidemiology of the Rheumatic Diseases – 2nd Ed (9)).

Cost to society

1.2 million working days were lost because of gout in

1999-2000. This represents £109 million lost production.

(source: Department of Works and Pensions (10))

Comparison with ten years ago

The number and proportion of people who have ever had an

attack of gout has risen. This is partly because the incidence

of gout rises with age and the population is getting older. It is

partly because gout is a metabolic disease and is more

common in people who are obese. The prevalence of obesity

is rising. Finally gout may be a side effect of a number of

drugs, in particular diuretics. Diuretics are widely used for the

treatment of high blood pressure and heart failure.There is

an effective preventative treatment for gout (allopurinol).

As a result of this treatment the number of people with

chronic (i.e. recurrent) disabling gout has fallen.

Osteoporosis

Number of cases

There is no reliable information on the prevalence of osteoporosis

as measured by bone density in the UK.

2.1 million people aged between 50 and 80 have at least one

vertebral deformity on X-ray. (source: EVOS study (18))

73,000 people experience a hip fracture each year in the UK.

(source: Hospital based study in Edinburgh (19))

Gender split

The ratio of men:women amongst those with a radiological

vertebral deformity is 1:1.1

The ratio of men: women amongst those with a hip fracture is 1: 4

Three age bands 

Vertebral deformity: age 50-59: 610,000

age 60-69: 525,000

age 70-79: 794,000

Hip fracture: age 16-44: 2,100

age 45-64: 6,500

age 65+: 64,200

Ratio of young:middle-aged:elderly is 1:3:31

Number of cases of osteoporosis by country in the UK

Vertebral deformity: England: 1,721,000; Scotland: 178,000;

Wales: 57,000; Northern Ireland: 51,000

Hip fracture: England: 61,000; Scotland: 6,000; Wales: 4,000;

Northern Ireland: 1,700
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Ethnic group variations

Rates of hip fracture are higher among European Caucasians than

among those of African Caribbean origin. The rates in those of

Asian origin are intermediate between the other two ethnic groups.

Risk factors

There is a genetic influence on bone density and fracture risk.

Non-genetic risk factors include body build (thin body build

is a risk factor); reproductive variables (loss of ovarian

function either naturally at the menopause or surgically;

older age at the start of menstruation); other diseases

(thyrotoxicosis, rheumatoid arthritis, Cushing’s disease,

partial gastrectomy, stroke and others) and drugs (steroids,

anticonvulsants). 

Comparison with ten years ago

There was an approximate doubling of hip fracture rates

between 1955 and 1985. Rates have stabilised since then.

Back pain 

Number of cases

11 million people in the UK will have experienced back

pain for at least one week in the last month.

(source: Tameside population survey (2))

2.6 million people in the UK have consulted their GP about

back pain in the last year. (source: RCGP 1991 statistics applied to year

2000 population (3))

Gender split

The ratio of men:women amongst those who have

experienced back pain in the last month is 1:1.2

The ratio of men:women amongst those who have attended

their GP for back pain in the last year is 1:1.3

(This suggests that women with back pain are more likely to

consult their GPs than men with back pain)

Three age bands 

Experienced back pain:

Young adults (aged 16-44): 4.9 million

Middle-aged adults (aged 45-64): 3.6 million

Elderly (aged 65+): 2.5 million

the ratio of young: middle-aged:elderly is 2:1.4:1 approximately

Visited their GP in last year:

Young adults (aged 16-44): 1.1 million

Middle aged adults (aged 45-64): 0.95 million

Elderly (aged 65+): 0.56 million

the ratio of young:middle aged:elderly is 2:1.7:1 (approximately)

The number of people with back pain in each country in the UK

Experienced back pain for at least one week in the last month:

England: 9.2 million; Scotland: 0.95 million; Wales: 0.55 million;

Northern Ireland: 0.29 million 

Attended GP in the last year with back pain:

England: 2.2 million; Scotland: 0.23 million; Wales: 0.11 million;

Northern Ireland: 0.08 million

Ethnic group variations

Back pain for at least one week in the last month is 20% more

common in African Caribbeans, 60% more common in Indians

and 50% more common in Pakistanis and Bangladeshis than

in European Caucasians. This difference was not accounted

for by age, gender, obesity or area of residence. (source: Ethnic

minority study (20)).

Risk factors

Back pain occurs predominantly in those of working age.

Risk factors include certain occupations, obesity and social

deprivation (as determined from the postcode of residence). 

Cost to society:

108 million working days were lost in Great Britain because of

spinal problems in 1999-2000. This represents £9.59 billion

lost production. (source: Department of Works and Pensions (10))

Costs to the NHS

There were 6.4 million GP consultations for back pain in

2000. (source: OHE Health Statistics Compendium 2001 (11))

Comparison with ten years ago: 

Consecutive General Household Surveys suggest that level of

self-reported back pain has been fairly stable over the last 10

years. (source: arc Health Needs Assessment 2nd Ed (21))
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Economic costs
Caution: do not add these figures to obtain a global cost. Not

all the costs are paid from the same purse - and some costs

compensate for others. For example incapacity benefit

compensates for loss of earnings. Some of the disease costs

are also included in the total costs. For example, the costs of

joint replacements are included in the total in-patient costs.

Days of certified incapacity from work

206 million working days were lost in the UK because of

arthritis and related conditions in 1999-2000. This is

equivalent to a loss of production of £18.114 billion

(source: Department for Work and Pensions (10); New Earnings Survey, 2001(22)).

Arthritis and related conditions were the second most

common reason for working days lost for both men and

women (behind mental disorders for both genders).

Cost of incapacity benefit

£2.418 billion was paid to people in the UK who were

claiming incapacity benefit because of arthritis and related

conditions in 2001. (source: Department for Work and Pensions (10);

Department for Social Development, Northern Ireland (23)).

Cost of severe disablement allowance

£98 million was paid to people in the UK who were claiming

the severe disablement allowance because of arthritis and

related conditions in 2001. (source: Department for Work and Pensions (10);

Department for Social Development, Northern Ireland (23)).

Community and Personal Social Services Costs

The estimated total cost in the UK of community services

and social services for arthritis and conditions in 2001 was

£389 million and £1.3 billion respectively. (source: Burdens of

Disease project (24) and retail prices index (25)). These sums include

£90 million and £147 million for RA and £43 million

and £215 million for OA for community and social services

care respectively.

Costs to the NHS

The estimated total real cost to the NHS in 1998/1999 for

arthritis and related conditions was £1.11 billion. This includes

£675 million for arthritis. (source: UK Health Statistics, ONS, (26)).

NHS expenditure on arthritis and related conditions

increased by 5% between 1990 and 1999, compared with an

increase of 19% in the total NHS budget.

There were 20.4 million consultations in general practice in

the UK for arthritis and related conditions in 2000. The cost

of these consultations was £307 million. (source: OHE Health

Statistics Compendium 2001 (11), Unit Costs of Health and Social services (27)). 

33.5 million prescriptions were written for drugs for arthritis

and related conditions in the UK in 2000 (this figure excludes

drugs prescribed for osteoporosis). The ingredient cost of

these drugs was £288.1 million. The cost of dispensing the

drugs was £38.9 million. (source: Prescriptions Pricing Authority (28) and

Unit Costs of Health and Social Services (27)).

The ingredient costs of disease modifying anti-rheumatic

drugs in the UK was £5.3 million. The cost of bisphosphonates

was £53.6 million. The ingredient costs of non-steroidal

anti-inflammatory drugs was £221.6 million. (source: Prescriptions

Pricing Authority (284) and Unit Costs of Health and Social Services (27))

The total hospital costs for rheumatology in the UK in 2000-

2001 were around £259 million. Around 40% of these costs

were incurred by out-patients, 3% by day cases and 57% by

in-patients.

44,048 total hip replacements and 35,351 total knee

replacements were performed in the UK in 2000. The cost of

these lower limb replacements was £405 million.
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Whilst there is little difference between sub-groups in those

who have experienced arthritis or joint pain, the following

groups are much more likely to say they currently have

arthritis or joint pain: 

• women (34%, compared with 23% of men)

• older people (52% of those aged 55+, compared with 18%

of those aged under 55 years)

• less affluent people (35% of DEs, compared with 25% for ABC1s)

• the less well educated (43% of those without formal

qualifications, compared with 23% of those with formal

qualifications).

The profile of those affected by arthritis or joint pain

shows that women are much more likely to be affected by

osteoarthritis, rheumatoid arthritis, joint pain and back pain

(Please see table opposite). 

Equally, those with arthritis and joint pain are more likely to

be older, although joint pain and back pain is more common

among younger age groups, compared with osteoarthritis and

rheumatoid arthritis. Indeed, whilst nearly four-fifths (78%) of

those with osteoarthritis and around three-fifths (61%) of

those with rheumatoid arthritis are aged 55+, more than half

of those affected by joint pain or back pain are younger than

this (53% and 57% respectively).

By comparison with the gender and age differences noted above,

the differences between social classes and between regions

are much smaller, although those with rheumatoid arthritis

tend to be less affluent and from the North and Midlands.

Arthritis: The Big Picture 2
statistics from MORI
The Arthritis Research Campaign (arc) has previously estimated that around 8 million
people are affected by arthritis. From this survey, however, the proportion who say
that they have or have had arthritis or joint pain is over a third (36%), which translates
into more than 16 million adults – double the previously estimated number.

While many of these people may have had joint pain for a while only, rather than
arthritis, on the face of it the results suggest that more people may have the condition
than was previously thought. Around three in ten (29%) adults says they are currently
affected by arthritis or joint pain, representing more than thirteen million across Great
Britain – around 50% more than arc’s previous estimate.
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The incidence of arthritis and joint pain increases with age,

and jumps sharply among people in their mid-thirties, mid-

forties and mid-fifties (see chart on page 18). There are large

differences in the proportions affected by arthritic conditions

– from around one in ten of those aged 15-34 years; to two in

ten among those aged 35-44 years; to three in ten of those

aged 45-54 years; and to around half of those aged 55+.

By comparison, there is little difference between those aged

55-64 years and those aged 65+ in the incidence of arthritis

and joint pain (49% against 54%). Equally, there is no

significant difference between those aged 15-24 years and

those aged 25-34 years (10% against 11%). 

Most of those with arthritis describe their condition in

general terms – as joint pain (45%) and back pain (26%).

By comparison, fewer report having: osteoarthritis, rheumatoid

arthritis, rheumatism or ankylosing spondylitis (23%, 11%, 6%

and 6% of those with arthritis respectively). Among the least

common are fibromyalgia, lupus, polymyalgia rheumatica

and psoriatic arthritis (each being reported by around 1%).

There is little difference between sub-groups in how commonly

people experience back and joint pain. However, older

people aged 55+ are much less likely to describe themselves

as being affected by these generic conditions (21% suffer from

back pain, compared with 31% of those aged 15-54), and are

much more likely to say they have osteoarthritis (34%,

compared with 9% of those aged 15-54).

Osteoarthritis Rheumatoid Joint pain Back pain
arthritis 

Unweighted total: (179) (95) (357) (194)
Weighted total: (167) (83) (322) (189)

% % % %
Sex
Male 34 41 46 43
Female 66 59 54 57

Age
15-24 – – 10 9
25-34 2 8 10 11
35-44 4 14 17 15
45-54 16 17 16 22
55-64 31 22 19 20
65+ 47 39 29 24

Social Class
AB 31 14 20 19
C1 24 30 23 29
C2 14 24 21 21
DE 31 30 35 31

Region
North 38 45 39 33
South 32 24 29 31
Midlands 30 30 32 36

Profile of people with joint pain

Unweighted total - actual number of people interviewed.   Weighted total - numbers adjusted to reflect the profile of the population.
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Overall, there is a reasonably high level of satisfaction with

the level of care and treatment that people receive from their

GP for arthritis and joint pain. Around two-thirds (66%) are

satisfied with the care and treatment they receive from their

GP. This is over four times the proportion who are dissatisfied

with this treatment (15%).

Satisfaction with the treatment given by GPs is much

higher among:

• women (71%, compared with 60% of men)

• older people (78% of those aged 65+, compared with 66%

satisfaction overall)

• less affluent people (74% of DEs, compared with 60% for C1s)

• people living in the North (73%, compared with 62% for the

South and 63% for the Midlands)

• those with rheumatoid arthritis and osteoarthritis, compared

with those with joint pain or back pain

Those with rheumatoid arthritis and osteoarthritis tend to be

much more satisfied with the treatment given for this,

compared with those with joint pain or back pain. Whilst

around four-fifths (79%) of those with rheumatoid arthritis are

satisfied with the care and treatment they receive from their

GP1, this drops to a little over half (55%) of those who suffer

from back pain2. This reflects the social profile of those with

arthritis and joint pain (see page 17), and the higher levels of

satisfaction among older people and less affluent groups. 

It may also be that people with back pain or joint pain are

less likely to have received drug treatment or advice from a

health professional (see chart opposite), and this may lead to

lower levels of satisfaction.

Incidence of arthritis and joint pain

Do you have or have you ever had arthritis or joint pain?

% Yes, have arthritis or joint pain

Aged 15-24 years 10%

Aged 25-34 years 11%

Aged 35-44 years 18%

Aged 45-54 years 32%

Aged 55-64 years 49%

Aged 65+ 54%

Base: Adults aged 15+ in Great Britain (2,031) Source: MORI
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The higher satisfaction with GPs among those with rheumatoid

arthritis and osteoarthritis partly reflects the higher incidence

of osteoarthritis among women, and both these forms of

arthritis among older people, who tend to be more satisfied

overall with the care and treatment given by their GP. 

Currently, nearly nine-tenths (87%) of people with arthritis or

joint pain are not under the care of a rheumatologist or an

orthopaedic surgeon. Those few who are receiving such care

are split fairly evenly between rheumatologists and

orthopaedic surgeons (6% for the former and 7% for the latter).

It is difficult to draw firm conclusions about the quality of

care provided by rheumatologists and orthopaedic surgeons

owing to the small base sizes of those who have received care

and treatment from them (53 and 62 people for each). Whilst

the base sizes are insufficient to provide reliable statistical

results, the figures obtained suggest that most (around four-

fifths) are satisfied with the quality of care given. Most people

do not have to wait longer than 12 months to get their first

appointment (with around four-fifths reporting that they did

not have to wait more than a year for their first appointment).

The treatment most commonly offered to people with

arthritis and joint pain is drug therapy (48%). Also commonly

offered are X-rays (39%). Advice is given to around a third

(34%), and this is split between advice on complementary

therapies (given to 11%), exercise or weight loss (20%), and to

rest or lie flat (15%). A similar proportion (37%) are referred,

mainly to physiotherapists (35%), although sometimes to pain

management clinics (6%).

There is some variation in the treatment offered to people

with arthritis. Drug treatments are more commonly offered

to people with rheumatoid arthritis and osteoarthritis.

However, a quarter of those with arthritis have not been

offered any advice or treatment by health professionals.

This is much more common among those with back pain or

joint pain, compared with those with rheumatoid arthritis

and osteoarthritis (Please see the chart below).

How satisfied or dissatisfied would you say you are with the level of care
and treatment you receive from your GP for your arthritis or joint pain?

Understanding arthritis

Base: All suffering from rheumatoid arthritis (95), osteoarthritis (179) back pain (194) or joint pain (357) Source: MORI

Rheumatoid arthritis

Osteoarthritis

Joint pain

Back pain

Very satisfied Fairly satisfied Neither Fairly dissatisfied Very dissatisfied Don’t know

41 38 8 6 6 1

48

34

31 24 19 13 10 3

28 19 8 6 5

25 11 7 7 2
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Experiences of arthritis

The worst aspect of having arthritis, as reported by those

affected by it, is pain, which half cite as the single worst

aspect, rising to 55% among those with osteoarthritis3. 

By comparison, other quality of life issues caused by

arthritis and joint pain, and public indifference to the

disease are much less often cited as being the worst

problems. The disability, poorer quality of life, and

dependence on others and on medication are cited by

16%, 13% and 10% respectively. Relatively few say that

public indifference or medical indifference are the single

worst aspect (3% and 4% respectively).

Drugs for arthritis and joint pain

Just over half (54%) of adults with arthritis and joint pain do

not take drugs or other types of medication to alleviate or

treat their condition.

Which, if any, of the following services have you ever been offered for your arthritis by
a health professional?

Treatments for arthritis

Base: All suffering from rheumatoid arthritis (95), osteoarthritis (179) back pain (194) or joint pain (357) Source: MORI

Rheumatoid arthritis

Osteoarthritis

Joint pain

Back pain

Drug treatment Advice Referral None of these

63%

49%

42%

13%

61%

39%

47%

11%

53%

41%

50%

20%

47%

33%

39%

27%
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Those affected by joint pain are much less likely to take

medication than those with back pain or those diagnosed as

having rheumatoid arthritis or osteoarthritis. Whilst around

half (53%) of those with joint pain do not take medication,

this drops to 42% for those with back pain and 41% among

those with rheumatoid arthritis.

The older drugs used in the treatment of arthritis – the non-

steroidal anti-inflammatory drugs (NSAIDs) such as Brufen or

Voltarol – dominate current drug usage according to

respondents, whilst newer drugs, such as the anti-TNF drugs

Remicade or Enbrel, are used by very few people by comparison.

NSAIDs are the most commonly taken drugs – taken by a third

(36%) of those with arthritis. Anti-TNF drugs, steroids or

steroid injections, and disease-modifying drugs such as

methotrexate are not widely used (each used by less than 4%).

There is little difference in drug usage between those with

back or joint pain and those with rheumatoid arthritis or

osteoarthritis. Usage of NSAIDs, anti-TNF drugs and steroids is

consistent between sub-groups. The only significant

difference is between the proportions who do not take any

medication – those with joint pain are much less likely to

take medication, compared with people with rheumatoid

arthritis and those with back pain.

Complementary medicine

Around one in four (23%) of those with arthritis and joint pain

have taken some form of complementary medicine, such as

homoeopathy, acupuncture, herbal medicine or glucosamine

sulphate for their arthritis.

By comparison with the use of conventional forms of

medication, there are large differences between people with

arthritis and joint pain in their use of complementary

medicine. Around a third (33%) of those with osteoarthritis

have used complementary medicine, compared with around

a fifth of those with rheumatoid arthritis or joint pain (21%

and 22% respectively). 

Conclusions and implications

This survey highlights a far wider incidence of arthritis and

joint pain than previously thought. Arthritis and joint pain

currently affects around three in ten – more than 13 million

across Great Britain, whereas previous estimates had

indicated 8 million. Arthritis and joint pain are more likely to

be reported by women, older people, and less affluent groups. 

Whilst overall attitudes towards GPs are encouraging, there

are important differences between sub-groups in satisfaction

with the quality of care and treatment given. This reflects

marked differences in the services offered by health

professionals to people with arthritis and joint pain. Those

with back pain and joint pain are less likely to be prescribed

drugs or given advice by a health professional, and are

less satisfied with the quality of care and treatment given

to them, compared with those with rheumatoid arthritis

or osteoarthritis. 

This survey provides a new benchmark for brand awareness,

establishing arc as one of the market leaders in terms of

groups promoting medical research into the cause, cure and

treatment of arthritic conditions. However, there is little

difference in awareness between the groups campaigning on

arthritis, and there is some scope for raising the profile of arc.

Understanding of arthritis and joint pain is patchy. For example,

most people (88%) realise that it is not just elderly people who

get arthritis. However, relatively few people (27%) know

about its relative incidence among children, compared with

leukaemia. This suggests that there is room for people’s

understanding of arthritis to be strengthened and deepened.

There are important sub-group differences that indicate a

need to target messages carefully. It is significant that whilst

women and less affluent groups more commonly experience

arthritis and joint pain, compared with men and more

affluent social groups, they are also more likely to see

arthritis as affecting everyone eventually. It is also notable

that on some questions, more literate and better educated

people have no greater understanding of arthritis and joint

pain. This is surprising, given MORI’s experience of finding

generally greater levels of awareness among these groups.

Education is clearly needed to promote understanding and

correct any misconceptions about arthritis.
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Footnotes (part 2)

1. The figure for satisfaction among those with rheumatoid arthritis is indicative

only, owing to the small sample size (95).

2. This is at least to some degree reflected in differences in the levels of

dissatisfaction, with those affected by back pain much more dissatisfied with the

quality of care and treatment given, compared with those affected by

osteoarthritis and rheumatoid arthritis, and joint pain.

3. This difference is not statistically significant.
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