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WHO World Report on Ageing and Health

Background Paper on Musculoskeletal Health and the Impact of
Musculoskeletal Disorders in the Elderly

Executive Summary
Overview
This background paper defines musculoskeletal (MSK) health and considers the importance of a
functional and pain-free MSK system for active healthy ageing. It provides evidence for: the high
prevalence and burden of MSK disorders in the elderly; the important interactions between MSK
pain and mobility restrictions and other chronic non-communicable diseases (NCDs); and the
interventions that can improve person-centred health outcomes and quality of life in the elderly.
Determinants and demographic trends of MSK disorders are considered. Evidence-based
interventions for primary, secondary and tertiary prevention are reviewed and effective strategies
for their implementation identified. Examples from different economic and geographic settings are
given. Socio-political and research priorities are identified.

Specifically, this background paper considers:








Major disorders affecting MSK health in the elderly, including prevalence, disability levels
and impact on key person-centred outcomes (such as pain, fatigue, quality of life,
participation and occupation), determinants (risk factors) and epidemiologic trends
including:
o Low back and neck pain
o Regional pain conditions
o Osteoarthritis
o Rheumatoid arthritis and other inflammatory joint diseases
o Osteoporosis, falls and fragility fractures
Importance of MSK health for functioning (body functions and structure, activities,
participation and occupation) in the elderly and throughout the life-course with a focus on
person-centred outcomes including the impact on quality of life and social participation
Importance of MSK health to enable effective prevention and management of other major
chronic conditions, particularly in the elderly
Effective interventions for primary, secondary and tertiary prevention
Strategies for the implementation of evidence-based interventions considered separately for
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low, middle and high-income countries
Current status of how evidence is being implemented and health needs being met, with case
studies which identify barriers and facilitators
Aspects of health systems that act positively or as a barrier to improving MSK health across
the life course and specifically for older individuals
Global inequities in access to evidence-based health care services for MSK conditions
Recommendations for priorities in research and strategies to be implemented.

Summary of Evidence
Musculoskeletal (MSK) disorders incorporate more than 150 different conditions affecting bones,
joints, ligaments and muscles ranging from inflammatory joint diseases such as rheumatoid arthritis,
gout, psoriatic arthritis and autoimmune connective tissue disorders such as systemic lupus
erythematosus, to very common conditions such as osteoarthritis, low back pain, neck pain, soft
tissue and regional pain problems often related to injuries, and fragility fractures due to
osteoporosis. Populations within both the developed and developing countries are affected by the
profound current and future impact from MSK conditions. The prevalence and impact of MSK
conditions increase with age and while both men and women are impacted, the burden is greater
amongst women. The current burden of MSK disease far exceeds service capacity in most countries.
Population growth, ageing and sedentary lifestyles, particularly in developing countries, will result in
a crisis for the population health that requires a multi-system response with musculoskeletal health
services as a critical component.
The impact of MSK conditions overall in terms of disability is high globally, causing 21.3% of the total
years lived with disability (YLDs), second only to the grouping of mental health and behavioural
problems, as defined and estimated in the Global Burden of Disease 2010 Study (GBD 2010). In GBD
2010, low back pain ranked highest in terms of global disability, and sixth in terms of overall burden
(Disability-Adjusted Life Years (DALYs)). Neck pain, osteoarthritis, rheumatoid arthritis and gout
were also significant contributors to global disability burden. Within the 50 to 69 years age group
where people are likely to still be actively participating in the workforce, MSK conditions are the
leading contributor to global YLDs, accounting for 33% of global YLDs in developed countries and
27% in developing countries.
Globally there is an emphasis on maintaining an active lifestyle to reduce the impact of obesity,
cardiovascular conditions, cancer, osteoporosis and diabetes. Painful MSK conditions, however,
profoundly limit the ability of people to make these lifestyle changes that are necessary for good
health. A strong relationship exists between arthritis and MSK pain and a lack of physical activity in
the elderly resulting in functional decline, frailty, loss of well-being and loss of independence.
Whilst effective strategies are available to address the impact of MSK conditions, including some
low-cost primary care interventions, others come at a high cost and are currently not an option for
developing nations. Integrated multi-level strategies and approaches to care that adopt a whole
person approach are needed. Many resource-constrained countries are unable to provide diseasespecific prevention and management policies and programs, so it is important that MSK health
initiatives in these settings integrate well within existing health systems. Individually, lower
socioeconomic status is a risk factor for the development of disability related to arthritis and MSK
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conditions. This is in part due to the inability of people to access the best care, coupled with their
higher exposure to manual work, injuries and life conditions that predispose to them to the MSK
conditions.
There is increasing global recognition of the multi-morbidity of aging populations, including the
effects of MSK conditions. Participation and occupation in its broader definition, namely keeping
older people active in all the things they need, want and are expected to do as individuals, in families
and with communities to bring meaning and purpose to life, will be negatively impacted by MSK
conditions. It is well recognised that many opportunities exist to better harmonise global health
policy and programmes to incorporate MSK conditions in efforts to address the burden of noncommunicable disease.
It is important to acknowledge and recognise the broad range of health care professionals (HCPs)
both medical (e.g. family general practitioners (GP), specialist physicians, rheumatologists,
rehabilitation specialists, endocrinologists, geriatricians, orthopaedic, trauma and spinal/neurosurgeons) and non-medical (e.g. physiotherapists, occupational therapists, nurses, pharmacists,
dieticians/nutritionists, orthotists, podiatrists, psychologists, chiropractors, exercise
physiologists/kinesiologists, social workers, naturopaths, osteopaths, acupuncturists and etc.) who,
if appropriately trained, can contribute to the MSK health and well-being of the community at all
ages. Persons with MSK conditions should have the right of access to the individual care and HCPs
they require. While not all people will require the whole range of HCPs, invariably persons with
chronic MSK conditions will gain greater benefit when at least two (and preferably more) HCPs
contribute to their care. Throughout this document, just as it is not possible to address the complete
range of MSK conditions that can affect the elderly, it is not possible to list all care professionals who
can provide advice and management to improve MSK health.

Recommendations
Recommendations in this report include i) strategies to improve MSK health in older people
and, ii) priorities for research in this context. The guiding principles underpinning these
recommendations are listed below – recommendations should be:





evidence-informed;
person/client-centred;
multi-disciplinary and inclusive of all relevant stakeholders, achieved by engaging local
communities, families, persons with MSK-related pain and disability, their carers and
the general population;
respectful of beliefs, preferences and traditions currently in place in those
communities.
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STRATEGIES TO IMPROVE MUSCULOSKELETAL HEALTH IN OLDER PEOPLE
1. Greater recognition of musculoskeletal health in policy and public health initiatives
1.1

Ensure global health policies recognize the importance of MSK health for overall health,
wellbeing and economic prosperity for the individual and society.

1.2

Raise awareness of the need for MSK health for maintenance of functional
independence, mobility, dexterity, participation, occupation and mental wellbeing at all
ages.

1.3

Promote MSK health at all levels of society including healthy lifestyles and injury
prevention to reduce the likelihood of developing disabling MSK conditions in older age
(e.g. promote safe physical activity, prevent and reduce obesity, prevent and manage
MSK occupational and sporting injuries early to reduce risk of long-term disability)

1.4

Inform policy-relevant, evidence-based reports to governments that emphasize the need
for MSK health in older populations and promote evidence translation of current and
future effective strategies into policies.

1.5

Encourage multiple stakeholders (including funders, insurers, policy makers, educators,
researchers, consumers and carers) to co-operatively develop and implement Models of
Care to manage MSK problems, based on best evidence and consultation.

1.6

Raise awareness of the particular impacts of MSK health on all other non-communicable
chronic diseases and the impact of multi-morbidity on important health behaviours in
the elderly, such as physical activity.

2. Improve health service delivery for musculoskeletal health conditions across the continuum of
care
2.1

Encourage all health programs addressing chronic conditions in the elderly to
include MSK health. Further, ensure that MSK-focused services are available, such
as rehabilitation services, chronic pain management services, and rheumatology
clinics in ambulatory care settings.

2.2

Prioritise and develop a clearer set of pathways for new and sustainable MSK
services in low/middle income countries that align with the principles of
development effectiveness.

2.3

Promote a common goal between public health, primary care, specialized health
and social services to reduce disability across all ages and MSK conditions.

2.4

Advocate for health funding and data sharing models that support the delivery of
integrated, interdisciplinary care for people with chronic MSK conditions.

2.5

Advocate for a pathway of care across the whole patient journey as a continuum
across primary, secondary care and into aged care settings.
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2.6

Support approaches where third party funders reward the implementation of
evidence-based practices in payment and reimbursement schedules.

2.7

Disseminate and implement the effective evidence-based strategies that are
currently available for the prevention and treatment of MSK conditions. For
example:

Promote and provide services for early diagnosis and pro-active
management of rheumatoid and other inflammatory arthritis;

Implement appropriate guidelines and support for individuals with back
pain to stay active and working; avoiding bed rest; and minimising the use
of medical imaging; and provide access to short-term use of simple
analgesics and/or anti-inflammatories and manual therapy where
appropriate;

Provide treatment and monitoring of osteoporosis in those who have
sustained a fracture and are at high risk of re-fracture (e.g. through
development of fracture registers and Fracture Liaison Services);

Provide integrated care for people with osteoarthritis to optimise pain
management and psychosocial wellbeing, improve physical activity and to
achieve a healthy weight;

Promote and provide injury prevention in sporting activities early in life to
avert long-term disability;

Promote strength and balance exercises and other falls prevention
strategies;

Provide timely access to joint replacement surgery as required

3. Develop interdisciplinary workforce capacity to address musculoskeletal health
conditions
3.1

Highlight the importance of training a health professional workforce (medical and
non-medical) capable of providing care to the growing number of older persons
with MSK problems with a particular focus on widespread implementation of interprofessional learning. Here, a focus on primary care providers is critical.

3.2

Raise awareness among health professionals and the general population that
disability and functional decline in older age groups may be reversible or modified
with timely management of MSK conditions that adopts a whole-person approach
to care.

3.3

Ensure that health professional training at all levels has appropriate MSK health and
health care principles embedded in programs and practice, promotes competencybased MSK training, and adopts contemporary inter-professional education (IPE)
approaches that support integrated, interdisciplinary chronic disease management.

3.4

Ensure the health workforce includes provisions for a broad range of medical and
non-medical healthcare professionals specialising in MSK care in the elderly (such as
rheumatologists, orthopaedic practitioners, rehabilitation specialists,
physiotherapists, occupational therapists, MSK nurses, psychologists, podiatrists,
chiropractors, etc.)
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3.5

Ensure frameworks are developed and implemented to support extended and
alternative roles for health workforce, such as physician assistants, extended scope
of practice roles in allied health, nurse practitioner roles.

4. Empower older people to optimise musculoskeletal health
4.1

Link MSK health with general public health messages about healthy and productive
ageing.

4.2

Foster public empowerment to enable the general public, older persons with MSK
conditions, and carers to fully and effectively participate in their MSK healthcare.

4.3

Enable the older person to be financially independent and participate in work
despite declining MSK health with age.

4.4

Include a greater focus on the design of residential and community environments
that promote MSK health in older populations e.g. architecture of exercise-friendly
environments for older people.

4.5

Synthesise and disseminate existing research on effective and efficient approaches
for the prevention, management and control of musculoskeletal pain and disability
in older populations.

5. Prioritise research and innovation
5.1

Identify evidence-gaps and research priorities for improving MSK health in older
populations.

5.2

Establish population-based, integrated information systems for monitoring MSKrelated disability in older people.

5.3

Support development of technologies that deliver evidence-based and clinicallyappropriate information and skills to consumers to support co-care and
technologies that facilitate delivery of clinical services through digital means (e.g.
telehealth).

RESEARCH PRIORITIES
1. To encourage worldwide epidemiological research on the status of MSK conditions and MSK
health in older populations to accurately define the burden of disease and life-course of
disability associated with MSK conditions and reduced MSK health.
2. To conduct further research to improve the understanding of how health services are used
by older persons and identify barriers and potential solutions to accessing care, with
particular attention to cognitive impairment, health literacy and varying socio-economic
and cultural groups.
3. To evaluate the most effective methods for implementing evidence-based, low-cost
interventions for the management of MSK conditions in low-income countries.
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4. To conduct research on the cost effectiveness of existing and emerging OA therapies and
models of care for OA that adopt a chronic care framework.
5. To promote the importance of and support research that evaluates the long-term effect of
potential biotherapies (including cell-based therapies) for MSK conditions.
6. To evaluate benefits of managing MSK health in aged care settings.
7. To identify modifiable predictors of reduced physical function in the elderly.
8. To understand from an etiological perspective the association between MSK conditions and
psychological health in the older population.
9. To research the aetiology of sporting and occupational injury among younger individuals
and the role injury plays in older persons’ reduced MSK health.
10. To research, design and evaluate prevention and rehabilitation strategies across the lifecourse to enhance MSK health and prevent disability in older people (e.g. strategies to
prevent and / or reduce severity of future osteoarthritis, back pain and osteoporotic
fractures)
11. To determine the effectiveness of conservative care for MSK health in improving the
rehabilitation outcomes of patients with cardiovascular and other chronic diseases.
12. To develop better data systems to evaluate different models for delivery of secondary
fracture prevention and other MSK-related interventions.
13. To develop data strategies and tool kits for on-going surveillance to characterize burden of poor
as well as document benefits from improving MSK health in older persons in all countries.
14. To undertake implementation research that evaluates strategies to improve the use of best
evidence for management of MSK conditions in practice by practitioners and consumers,
including the use of evidence for discontinuing practices that are ineffective and/or potentially
harmful.
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Report
1. Introduction
Musculoskeletal health is critical for people’s mobility and their ability to work and actively
participate in all aspects of life, and to maintain economic, social and functional independence
across their life-course. Musculoskeletal health enables physical activity to reduce risk of other
non-communicable diseases. It is central to active healthy ageing 1-4.

1.1

Musculoskeletal health is a foundation for active healthy ageing

Musculoskeletal (MSK) health refers to the health of the locomotor apparatus (i.e. bones, joints,
muscles, cartilage, tendons, ligaments and nerves) that allows the individual to independently
perform all daily activities without pain or functional restrictions. Impairments of musculoskeletal
health can be the cause of acute and chronic pain, physical limitation that involves loss of
participation and withdrawal from usual social, community and occupational activities, possible
burden in other health domains, and decreased quality of life and well being.
Impaired MSK health has substantial personal, community and societal consequences which
increases substantially in older people 5. Epidemiologic studies confirm the strong relationship
between arthritis and MSK pain with lack of physical activity and resulting functional decline, frailty,
loss of well-being and loss of independence 1,6-10. Older people with arthritis and MSK disorders are
less active than their peers without arthritis and this lack of regular physical activity is the most
prevalent risk factor associated with functional decline. A frail elderly person is more likely to report
MSK pain than the more robust 11. Rheumatoid and other inflammatory arthritis are associated with
significant muscle deconditioning and sarcopenia in part mediated through systemic inflammatory
cytokines, while osteoarthritis and other age-related MSK disorders can also exacerbate sarcopenia
progression in older adults as a result of avoidance of activity due to the pain experience 12.
Poor MSK health, reflected in reduced physical capability (grip strength, walking speed, chair rising,
and standing balance times) has been repeatedly and consistently related to mortality13, in fact, gait
speed is one of the best predictors of mortality. MSK pain, either localised or generalised, cannot
always be attributed to a specific condition but the impact on the individual through disability and
loss of function is just as evident as for when it can be attributed to defined conditions. This is
particularly evident in the elderly where MSK pain is a strong predictor of reduced physical activity
and frailty14.
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1.2

Impaired musculoskeletal health is manifested by a range of
conditions and injuries that are characterised by pain and reduced
physical function across the life-course, greatest in older ages.

MSK disorders cover a spectrum of more than 150 different conditions including inflammatory joint
diseases such as rheumatoid arthritis and gout, autoimmune connective tissue disorders,
osteoarthritis, painful spinal problems including low back pain, neck pain and lumbar disc disorder,
regional pain problems often related to injuries at work, during sports, or from falls and fragility
fractures due to osteoporosis as occur more frequently in the elderly (Table 1.1). In senior
populations, falls and fragility fractures, with an incidence that steeply increases with age, are strong
predictors of loss of independence and institutionalization. 15,16
Table 1.1: Types of musculoskeletal conditions.
Source: Arthritis Foundation; http://www.arthritis.org/about-arthritis/types/
Adult-onset Still’s disease
Ankylosing Spondylitis
Back Pain
Behçet's Disease
Bursitis
Calcium Pyrophosphate Deposition
Disease (CPPD)
Carpal Tunnel Syndrome
Chondromalacia Patella
Chronic Fatigue Syndrome
Complex Regional Pain Syndrome
Cryopyrin-Associated Periodic
Syndromes (CAPS)
Degenerative Disc Disease
Developmental-Dysplasia of Hip
Ehlers-Danlos
Familial Mediterranean Fever
Fibromyalgia
Fifth Disease
Giant Cell Arteritis
Gout
Hemochromatosis
Infectious Arthritis

Inflammatory Arthritis
Inflammatory Bowel Disease
Juvenile Arthritis
Juvenile Dermatomyositis (JD)
Juvenile Idiopathic Arthritis (JIA)
Juvenile Scleroderma
Kawasaki Disease
Lumbar Disc Disorder
Lupus
Lupus in Children & Teens
Lyme Disease
Mixed Connective Tissue Disease
Myositis (inc. Polymyositis,
Dermatomyositis)
Neck Pain
Osteoarthritis
Osteoporosis
Pagets
Palindromic Rheumatism
Patellofemoral Pain Syndrome
Pediatric Rheumatic Diseases
Pediatric SLE
Polymyalgia Rheumatica

Pseudogout
Psoriatic Arthritis
Raynaud’s Phenomenon
Reactive Arthritis
Reflex Sympathetic Dystrophy
Reiter's Sydrome
Rheumatic Fever
Rheumatism
Rheumatoid Arthritis
Scleroderma
Sjögren’s Disease
Spinal Stenosis
Spondyloarthritis
Systemic Juvenile Idiopathic Arthritis
Systemic Lupus Erythematosus
Systemic Lupus Erythematosus in
Children & Teens
Systemic Sclerosis
Temporal Arteritis
Tendinitis
Vasculitis
Wegener’s Granulomatosis

MSK conditions are typically associated with pain and loss of physical function, limitation of activities
and restricted participation with a range of severity that is often unpredictable 17. They are often
chronic and progressive, although modern management can reduce the impact of many of these
conditions. Some MSK conditions can be life-threatening and result in death if left untreated 18-21.
People living with rheumatoid arthritis, osteoarthritis and those who have sustained an osteoporotic
fracture have higher mortality rates than the age and gender matched peers 18,22-24.
MSK pain is the most common form of chronic pain, even greater than cancer pain 25. Chronic MSK
pain is one of the most common reasons that people seek medical help, is costly 26,27, but is underrecognised and under-treated. People living with chronic MSK pain have a constant struggle to
affirm their self, confront stigma, reconstruct a sense of self through time, find an explanation,
navigate the health-care system and prove legitimacy28.
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1.3

Musculoskeletal health is determined throughout the life-course by
an inter-play between genetic and environmental factors and by
specific conditions and injuries.

MSK health at all ages is dependent on the normal development and maintenance of the MSK
system and the determinants of this, that is the interaction of genetics and environmental factors
such as physical activity, body weight, and nutrition. These determinants may affect MSK health in
general or increase risk of the occurrence or the course and severity of various established MSK
conditions. MSK health may be affected by various conditions or injuries during the lifecourse that
will often have an impact in later life. This accumulation over time makes age one of the strongest
risk factors for MSK conditions and injuries 29.
The epidemiological evidence confirms the dramatic increase in the majority of MSK disorders with
age, a phenomenon that is occurring in all parts of the world, particularly among females. 30-35. Yet
evidence also suggests that the disability related to MSK disorders should not be considered an
inevitable consequence of ageing with recognition that the disorders affect males and females, all
ethnic groups and can have considerable impact among those still in the workforce. The cause of
MSK conditions is complex with variable contributions from genetics, environment and lifestyle.
Important modifiable risk factors exist for the common MSK disorders, including smoking for
rheumatoid arthritis, weight-gain and physical inactivity for osteoarthritis of the knees36,37 and low
back pain and sciatica 38. Being overweight or obese accounted for 24.6% of new onset knee pain
among men and women over 50 years of age in a recent meta-analysis, while injury accounted for
5% 36. Exercise and weight-loss can make an important difference for improving MSK pain and
function across all ages and have been shown also to apply to 70 and 80 year olds 39

1.4

Musculoskeletal conditions are commonly associated with other
chronic morbidities, and can be associated with increased all-cause
mortality.

MSK conditions, by virtue of their chronicity, pain and associated disability, are frequently associated
with mental health impairments such as depression and anxiety as well as other comorbidities 40-42.
For example, a Canadian primary care-based study identified that 70% of people who presented with
a MSK condition had at least one other chronic health condition 43. It is well documented that the
physical scores for function and participation in any generic quality of life measure when tested in
populations declines with age and that for people with arthritis and MSK conditions this decline is
even greater than their aged and gender-matched peers 44-46. Physical performance parameters and
number of comorbidities are clearly related to falls incidence, injurious falls and fatal outcomes. 47,48
The risk of falling in seniors with cognitive impairment, for example, is estimated to be two to three
times higher compared to seniors with normal cognitive function, at the time that serious injury
after a fall occur more than twice compared with people whose cognitive function is normal 49,50.
Symptomatic hip and knee osteoarthritis has also been shown to significantly increase the risk of
falling in a community-dwelling prospective cohort study with the odds of falling showing a ‘doseresponse’ with an increasing number of lower limb symptomatic OA joints: those with 1 joint had
53% higher odds, those with 2 joints had 74% higher odds, those with 3-4 OA joints had 85% higher
odds 51. A new phenotype of combined osteoporosis and sarcopenia (osteosarcopenia) has been
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described in older persons with a history of falling. These patients were older, mostly women, at
high risk for depression and malnutrition, with body mass index lower than 25, and a higher
prevalence of peptic disease, inflammatory arthritis, maternal hip fracture, history of atraumatic
fracture, and impaired mobility 52.
Although more commonly associated with morbidity, many MSK conditions are also associated with
an increased risk of mortality, for example, rheumatoid arthritis, systemic lupus erythematosus and
the consequences of osteoporotic fractures 53,54. Recent population-based studies with long follow
up periods have estimated that mortality rates remain significantly higher than in the general
population up to 5-15 years after the fracture event, and that includes not only hip fractures, but
also most of the other sites for osteoporotic fractures (vertebral, pelvis, distal femur, proximal tibia,
proximal humerus, multiple ribs) 23,55 .Part of the excess mortality is highly related to baseline frailty
56-58
. People living with chronic pain over many years have also been shown to have increased allcause mortality when compared with the pain-free population 59.
A curable MSK condition, gout, is related to cardiovascular mortality, via the accumulation of uric
acid in the bloodstream and other organs, and through the provoked inflammation60,61. Gout and
other MSK conditions, such as psoriatic arthritis, are associated with obesity and metabolic
syndrome 62. Rheumatoid arthritis and other inflammatory arthritides are related directly to
cardiovascular inflammation and risk63.

1.5

Musculoskeletal health is important for prevention and management
of other chronic health conditions

The majority of chronic health conditions can be improved through participating in healthy levels of
physical activity and healthy lifestyle habits, including diet and minimising alcohol and smoking 64.
However, arthritis is very common among older people with non-communicable chronic diseases
(NCDs) such as heart disease8, chronic respiratory conditions65, diabetes65 and disorders affecting the
neurological system such as spinal cord injury and stroke66 and has been identified as a potential
barrier to the physical activity interventions for these conditions with significant impact on wellbeing and rehabilitation strategies 7-9. For example, people with lower limb osteoarthritis cannot
optimally participate in rehabilitation programmes, such as cardiac rehabilitation 67,68. If one does
not have good MSK health, people will be less able to address risk factors for other NCDs 69. It has
been demonstrated that the physical and mental aspects of quality of life related to health are
greatly impaired in persons with multimorbidity, but this impairment is even greater when one of
the diseases the person suffers is a MSK condition 70. However, most doctors intervene on the
comorbid condition rather than the MSK condition, as they consider it a normal process of ageing.

1.6

Impaired musculoskeletal health is having a growing impact on
societies

The burden from NCDs has increased and now accounts for the majority of the global burden of
disease71,72. MSK conditions are a major contributor to this NCD epidemic, and account for a much
larger global burden than what had previously been realised 30-35. This transition of burden to longterm disabling conditions such as MSK conditions is well recognised in developed countries. There is
now a growing body of research demonstrating the enormous future impact from MSK conditions
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such as osteoporotic fragility fractures and low back pain in low- and middle-income countries 3035,71,73-81
. This increased burden from MSK conditions is largely driven by population growth and
30-35
ageing
. Age is one of the most common risk factors for MSK conditions 29, and by 2050, it is
predicted there will be five times as many people over 40 years living in developing countries
compared to wealthier countries 82. Obesity is also expected to rise dramatically in the developing
world over the coming two decades 83. People are changing to sedentary occupations and lifestyles
and not undertaking as much physical activity 84. One paradigm of this is the fast changes observed
for health burden in the Middle East, where in the last two decades, dietary risk factors and high
BMI have substituted undernutrition as leading risk factors for the health burden 85. Further to this,
increased use of motor vehicles is not only reducing physical activity but also increasing the numbers
of motor accidents and resulting MSK disorders 86.

1.7

Musculoskeletal health is vital for active and productive participation
in occupational and vocational activities.

MSK health is particularly important for maintaining active productive and prolonged working life.
Most work requires dexterity, mobility, carrying, lifting or standing. Some occupations and workrelated activities are associated with MSK disorders, with low back pain and shoulder disorders
probably the most common and most debilitating. 87-91 MSK conditions prevent productive work. In
high-income countries, MSK conditions are one of the major causes of work loss and early
retirement. In subsistence communities in developing countries, MSK conditions have been shown
to have a major impact on livelihoods. Reduced MSK health therefore results in reduced
productivity and economic loss to society. These costs far outweigh healthcare costs, by a factor of
about five27. A healthy MSK system is vital for a healthy economy for society and financial security
for individuals. Similarly, a healthy work environment is necessary to avoid injury and adequately
rehabilitate following injury to maintain a healthy MSK system and worker satisfaction and
productivity.
Participation and occupation in its broader definition, namely keeping older people active in all the
things they need, want and are expected to do as individuals, in families and with communities to
bring meaning and purpose to life92, will be negatively impacted if MSK health is poor.

Examples:
A recent study using 2003 population-based data identified that by age 65, both men and women
who were out of the workforce due to back problems were far less likely to have accumulated
adequate wealth than those who were in the workforce with no health impairment. For example,
men aged 45-54 years who retired early from work due to back problems were expected to have a
median value of wealth by age 65 of just 1.5% of what would otherwise be expected by age 65 93.
A survey in Tibet found that one fifth of people 15 years and older were restricted by low back pain
in their abilities to perform subsistence activities such as collecting water and harvesting 79
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1.8

Musculoskeletal conditions are strong drivers to inequity in health
and healthy ageing

Multiple MSK conditions expose people to inequitable experiences and consequences in their daily
life. Such health inequities are conditioned on a wide list of determinants. 94 Lower socioeconomic
status is a risk factor for the development of disability related to arthritis and MSK conditions, in part
due to the inability of people to afford the best care, coupled with their higher exposure to manual
work, injuries and life conditions that predispose to them to the MSK conditions.
The burden of MSK disease far exceeds service capacity in most countries 95 We will need to look
increasingly to solutions outside the traditional public health system and widen the engagement
with the primary care sector and community based rehabilitation strategies.
Examples:
Aboriginal Australians have a significantly poorer health state and life expectancy than nonAboriginal Australians. Despite this, the impact of low back pain among Aboriginal Australians has for
a long time been perceived to be low and not associated with disability. However, recent data using
a culturally-secure framework has disputed this long-held perception, identifying that the impact of
chronic low back pain among Aboriginal Australians is profound 2
A study in rural subsistence communities in Tibet found that 33% of people suffer from low back
pain at any one point in time. Over half of these people have some form of functional disability that
impacts their livelihoods because of this e.g., unable to harvest, unable to collect water 79.
A study performed in Melbourne identified that people waiting for hip or knee replacement surgery
due to osteoarthritis reported profound psychological distress and a quality of life worse than death
96
.
A review of interventions to limit inequity in OA and RA has shown effective actions exist toward
improving access to care. 94,97 Experiments in changing health care systems in Ireland, Finland and
Thailand have shown that it is possible to turn pro-rich inequity into pro-poor distribution of care. 98100

Health systems in developed countries are gradually responding to the rising burden and the
complex needs of people with MSK disorders through the implementation of multi-disciplinary,
patient-centred models of care 28 however these are far from universal in the developed world and
are almost non-existent in developing countries. Many primary care services that people with MSK
conditions would like to access (such as those provided by osteopaths, naturopaths, acupuncturists,
chiropractors and other manual care providers) are not publicly funded and are out of financial
reach. In September 2014, rheumatology experts from five different continents met at the World
Forum on Rheumatic and Musculoskeletal Disorders (WFRMD) to discuss the main challenges and
opportunities facing the global rheumatology community today (Figure 1.1). World-wide inequalities
in access to clinical care for rheumatic and MSK disorders were identified, at the same time
recognising that the burden of disease is often higher in developing countries 94,95. While the
number of rheumatologists in developed countries far exceeds that in developing countries there
remain world-wide and regional shortfalls in the provision of rheumatologists and the many other
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health professionals integral to the provision of evidence-based best care for the MSK disorders.
Progress in technology, drug development and diagnostic capabilities in the past two decades has
resulted in major improvements in health outcomes for patients in developed countries but the cost
of these innovations including joint prostheses and inflammatory arthritis medications and the lack
of trained health personnel to deliver the specialised care puts these out of the reach of people with
MSK disorders in most low and middle income countries. Education and training of health
professionals remains a key priority.

[RMD = Rheumatic and Musculoskeletal Disorders]
Figure 1.1: Summary of the global challenges and opportunities facing rheumatology today 95
Reprinted with permission from Clinical Rheumatology, Springer
Due to the current and future impact from MSK conditions in developing settings, health systems
need to develop coherent policies for dealing with this burden71. In these countries, synergies with
other NCDs are important to explore given the inherent link between MSKs and these conditions.
Further research is urgently needed in this area and to better inform policy for dealing with MSK
conditions in these settings.
Optimising MSK health at every stage of the life-course has potential benefits for reducing not only
the global burden of MSK health, but also burden from other NCDs. However, there is generally a
paucity of data on the health impacts of MSK conditions in low- and middle-income countries. For
example, a review of osteoarthritis (OA) in Asia found that very few studies had researched the
impact of knee or hip pain or joint-specific OA on physical disability or health-related quality of life
101
. Further research is needed in this area.
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It is well recognised that many opportunities exist to better harmonise global health policy and
programmes to incorporate MSK conditions in efforts to address the burden of NCDs 102-104. Physical
activity, for example, can help to prevent cardiovascular disease, colon and breast cancers, type 2
diabetes, osteoporosis, and disabling OA and LBP 105-107. Collaboration between groups working on
these diseases will lead to more consistent public health messaging and more efficient use of
resource108. Inter-professional collaboration in care delivery improves access to care and can lead to
improvements in health outcomes and both client and health worker satisfaction 109.
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2. Epidemiology of common and major musculoskeletal
conditions and injuries
2.1 Musculoskeletal conditions and injuries contribute significantly to
global burden
2.1.1 Combined MSK conditions
The Global Burden of Disease Study 2010 (GBD 2010) made estimates for 291 conditions, including
OA of the hip and knee, rheumatoid arthritis (RA), gout, low back pain (LBP), neck pain (NP), and all
other MSK disorders, captured in a group titled ‘other MSK disorders’. The burden related to
osteoporotic fractures was not included in the MSK grouping in the GBD 2010 Study, but would be
represented in the injury grouping. The results of GBD 2010 study show that the prevalence and
burden from MSK conditions are exceptionally high throughout the world 30-35,71,74,77,80. Of the top 10
causes of burden from NCDs in developing countries, three were MSK conditions; LBP caused the
highest disability (years lived with disability (YLDs)) and the fourth highest overall burden (disabilityadjusted life years (DALYs)) in developing countries 110.
Globally, the impact of MSK conditions in terms of disability is high, causing 21.3% of the total YLDs,
second only to mental and behavioural problems 71,72. When death and disability are considered,
MSK conditions rank fourth in global burden, accounting for 6.7% of the total global DALYs 71,72. In
GBD 2010, LBP ranked highest in terms of global disability, and sixth in terms of overall burden.
Neck pain, OA, RA and gout were also significant contributors to global disability burden 71,72.
The burden in developing countries attributable to MSK conditions increased 60% from 1990 to
2010. This increase in burden was relatively consistent across MSK conditions, and was due to
population growth and ageing and potentially to improved surveillance capabilities 30-35,71,74,77,80.
Disability from MSK made up 16.8% of all YLDs in developing countries in 1990, and this increased to
19.2% in 2010 (see Table 2.1). It is predicted that burden from MSK conditions will increase
dramatically in developing countries over the coming decades given the predicted population
growth and ageing in these populations 76. MSK conditions make up a higher proportion of the total
YLDs in developed countries and the rate of increase is slightly slower rising from 27.3% in 1990 to
28.1% in 2010.
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Table 2.1: Proportion of YLDs (with 95% confidence intervals (CI)) attributable to musculoskeletal
conditions, by level of development and year, for all ages, men and women combined, GBD 2010.
MSK YLDs
Developing countries
1990
2000
2010
Developed countries
1990
2000
2010

% of YLDs

Lower CI

Upper CI

16.8
18.0
19.2

13.6
14.6
15.9

20.1
21.5
22.6

27.3
27.8
28.1

22.9
23.3
23.5

31.4
31.8
32

The proportion of YLDs attributable to MSK conditions is higher in the older age groups (see Figures
2.1a and 2.1b). In 2010 globally, MSK conditions accounted for 28.5% of YLDs for the 50-69 year age
group and 23.4% in those aged 70 years and over. This is particularly seen in developed countries,
where MSK condition accounted for 33% of total YLDs (Figure 2.1b and Table 2.2). It should be noted
that the MSK disorder grouping in these figures do not include the YLDs associated with osteoporotic
fracture. These are likely to make up a significant proportion of the Injury YLDs, particularly in the 70
years and over age group. Overall, MSK conditions were the leading contributor to YLDs in the
elderly, well ahead of mental and behavioural disorders (16.6%) which ranked 2nd in the 50-69 year
age group and neurological disorders (18.7%) which ranked 2nd in the 70 years and over age group.
Women are more commonly disabled by MSK conditions than men, accounting for a greater
proportion of total YLDs. This is seen in both developed and developing countries and the difference
is seen in both the 50-69 year and 70+ age groups (Table 2.2).
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Figure 2.1a: Proportion of total Global YLDs attributable to each major set of health conditions in
Developing countries, 50-69 and 70+ age groups, men and women combined, 1990 and 2010, GBD
2010. Source GBD 2010
a. DEVELOPING COUNTRIES
Age 50-69 years
35.0%
30.0%
25.0%
20.0%
15.0%
10.0%
5.0%

1990

0.0%

2010

Age 70+ years
35.0%
30.0%
25.0%
20.0%
15.0%
10.0%
5.0%

1990

0.0%

2010
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Figure 2.1b: Proportion of total Global YLDs attributable to each major set of health conditions in
Developed countries, 50-69 and 70+ age groups, men and women combined, 1990 and 2010, GBD
2010. Source GBD 2010
a. DEVELOPED COUNTRIES
Age 50-69 years
35.0%
30.0%
25.0%
20.0%
15.0%
10.0%
5.0%

1990

0.0%

2010

Age 70+ years
35.0%
30.0%
25.0%
20.0%
15.0%
10.0%
5.0%
0.0%
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Table 2.2: Proportion of total YLDs of leading conditions, by level of development and ages, GBD 2010.
DEVELOPED

50-69 years
1990
Total

Males

70+ years
2010

Females

Total

Males

1990
Females

Total

Males

2010
Females

Total

Males

Females

Musculoskeletal Disorders

32.7%

29.5%

35.3%

33.1%

29.8%

36.0%

26.1%

22.5%

28.0%

26.0%

22.4%

28.3%

Mental and Behavioural Disorders

17.2%

16.0%

18.1%

17.9%

16.5%

19.2%

8.2%

6.7%

9.0%

8.0%

6.5%

8.9%

Injuries

8.0%

10.6%

5.9%

8.2%

10.8%

5.9%

8.8%

11.0%

7.6%

9.8%

11.8%

8.5%

Cancer

1.6%

1.7%

1.5%

1.8%

1.9%

1.7%

2.8%

3.7%

2.4%

3.4%

4.4%

2.7%

Cardiovascular Disorders

5.4%

6.1%

4.9%

5.6%

6.3%

5.0%

9.4%

10.8%

8.6%

10.3%

11.8%

9.3%

Chronic Respiratory Diseases

5.6%

5.9%

5.4%

5.4%

5.7%

5.2%

6.5%

6.6%

6.4%

6.0%

6.3%

5.8%

Neurological Disorders
Diabetes, Urogenital, Blood &
Endocrine Disorders

4.8%

3.9%

5.5%

4.9%

4.0%

5.7%

10.1%

8.4%

11.1%

11.0%

9.2%

12.2%

9.1%

10.6%

7.9%

9.5%

11.1%

8.1%

8.7%

11.3%

7.3%

9.1%

11.5%

7.5%

11.9%

12.0%

11.9%

10.1%

10.3%

10.0%

16.4%

16.0%

16.6%

13.8%

13.3%

14.0%

2.8%

2.9%

2.7%

2.6%

2.6%

2.5%

2.3%

2.2%

2.3%

2.2%

2.1%

2.2%

Other Non Communicable Diseases
Communicable Disorders
DEVELOPING

50-69 years
1990
Total

Males

70+ years
2010

Females

Total

Males

1990
Females

Total

Males

2010
Females

Total

Males

Females

Musculoskeletal Disorders

24.8%

22.7%

26.9%

26.6%

24.4%

28.8%

20.3%

18.1%

22.2%

21.6%

19.4%

23.4%

Mental and Behavioural Disorders

15.0%

13.7%

16.3%

16.1%

14.8%

17.3%

7.2%

6.1%

8.2%

7.6%

6.3%

8.6%

Injuries

7.6%

9.8%

5.3%

7.2%

9.4%

5.0%

7.5%

9.5%

5.9%

7.3%

9.3%

5.6%

Cancer

0.6%

0.6%

0.6%

0.8%

0.8%

0.7%

0.9%

1.0%

0.8%

1.2%

1.9%

1.0%

Cardiovascular Disorders

3.8%

4.0%

3.6%

4.1%

4.4%

3.8%

6.8%

7.1%

6.5%

7.4%

8.0%

6.9%

Chronic Respiratory Diseases

7.5%

7.7%

7.3%

7.7%

8.1%

7.4%

7.7%

7.9%

7.5%

8.1%

8.2%

8.1%

Neurological Disorders
Diabetes, Urogenital, Blood &
Endocrine Disorders

3.8%

3.1%

4.4%

4.2%

3.5%

4.9%

6.7%

5.6%

7.6%

7.6%

6.4%

8.7%

8.8%

9.8%

7.8%

9.5%

10.6%

8.4%

8.7%

10.5%

7.2%

9.5%

11.6%

7.9%

Other Non Communicable Diseases

15.8%

15.8%

15.8%

14.4%

14.4%

14.4%

24.7%

24.4%

24.9%

22.3%

21.9%

22.7%

Communicable Disorders

11.7%

12.0%

11.4%

8.9%

8.9%

8.9%

8.9%

9.2%

8.6%

6.8%

6.9%

6.8%
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The WHO has recently produced their Global Burden of Disease for 2011 report and this showed
MSK disorders to be the second greatest cause of years living with disability globally 111. These data
reflect OA hip and knee, RA, Gout and Spinal pain (Low Back and Neck) and do not include the wide
range of MSK problems that are represented by “Other MSK” in GBD 2010.
The following figure from WHO Global Health Estimates 2011 show the proportion of YLDs
attributable to common grouping of causes across the life course for males and females separately
in 2011 112. YLDs due to MSK conditions combined, are represented by the darker green shading
(Figure 2.2).
Females have a higher proportion of YLDs than males and a stronger association with age. It should
be noted that the MSK conditions in these figures do not include all MSK but a subset of LBP, NP, OA
hip and knee, and RA. Osteoporotic fractures would be represented as a subset of the dark pink
shading of the other unintentional injuries category.

Figure 2.2: Proportional age distribution of global YLDs by cause and sex112

2.1.2 Burden of Common MSK Conditions
The burden of each MSK condition will be described here.
Low Back Pain
The internationally recommended definition for LBP is ‘activity-limiting LBP (± pain referred into one
or both lower limbs) that lasts for at least one day’. The ‘low back’ is defined as the area on the
posterior aspect of the body from the lower margin of the twelfth ribs to the lower gluteal folds 32,113
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The GBD 2010 Study estimated the global age-standardised point prevalence of activity-limiting low
back pain that had lasted for at least one day was 9.4% (95% Uncertainty interval (UI): 9.0 to 9.8). It
was higher in men (10.1%; 95% UI 9.4 to 10.7) than women (8.7%; 95% UI 8.2 to 9.3). Prevalence
amongst those aged 65-74 years was 22.9% (95% UI: 19.0 to 21.1), and for those aged 85 years and
above prevalence was 23.3% (95% UI: 22.3 to 24.6%) (Table 2.3). The age and sex distribution across
GBD regions was similar 32. Overall burden was greatest in Asia. These findings are comparable with
a systematic review that was undertaken on the global prevalence of low back pain. This review used
multivariate regression analysis to determine the global point prevalence of activity-limiting low
back pain that had lasted for at least one day, which was found to be 11.9% (95% UI: 9.9 to 13.9). 75

Table 2.3: Global prevalence (with 95% uncertainty intervals) of activity-limiting low back pain and
neck pain that had lasted for at least one day, by age group, GBD 2010
Low Back Pain
Age
(years)

Neck Pain

Prevalence
(%)

Lower
UI (%)

Upper
UI (%)

Prevalence

9.4

9.0

9.8

55-64

16.9

16.0

65-74

20.0

75-84
85+

All ages

Lower
UI (%)

Upper
UI (%)

4.9%

4.6%

5.3%

17.9

8.2%

7.6%

8.8%

19.0

21.1

8.0%

7.5%

8.6%

22.9

21.8

24.2

7.8%

7.2%

8.4%

23.3

22.3

24.6

7.3%

6.8%

7.8%

(%)

Neck Pain
The internationally recommended definition for neck pain is ‘activity-limiting NP (± pain referred into
one or both upper limbs) that lasts for at least one day’ 32.
GBD 2010 Study estimates found that the global age-standardised point prevalence of activitylimiting neck pain that had lasted for at least one day was 4.9% (95% UI: 4.6 to 5.3) 33. It was higher
in women (5.8%; 95% UI: 5.3 to 6.4) than in men (4.0%; 95% UI: 3.7 to 4.4). Prevalence increased
with age, reaching 8% in those aged 65 to 74 years (95% UI: 4.5 to 8.6) (Table 2.3). The age and sex
distribution across GBD regions was similar 33. As with LBP, overall burden was greatest in Asia.
Osteoarthritis
Osteoarthritis (OA) is a condition that affects the whole joint including bone, cartilage, ligaments and
muscles. It can affect any joint but occurs most often in the knees, hips, finger joints, big toe and
spine. Current evidence on risk factors for developing pain from knee OA in older adults found 5.1%
of cases were due to previous knee injury and 24.6% was related to being overweight or obese.
Prevention or the early treatment of injuries and obesity represent an opportunity to reduce the
occurrence of OA 36.
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Data from the GBD 2010 study, that used a restricted case definition of only hip and knee OA where
both symptoms and radiological signs were present, showed that globally around 3.7% of the
population have knee OA (95% UI 3.5% to 4.0%), affecting approximately 268 million people 31.
Around 0.85% of the population have hip OA (95% UI 0.74% to 1.02%), equivalent to 60 million
people globally 31. The hand is also a common site of OA, and causes considerable disability and
difficulty with activities of daily living additional to the mobility-related disability seen in hip and
knee OA114.
Knee OA is more common in females (4.8%; 95% UI 4.4% to 5.2%) than in males (2.8%; 95% UI 2.6%
to 3.1%). Similarly, hip OA is also more common in females (0.98%; 95% UI 0.82% to 1.29%) than in
males (0.70%; 95% UI 0.58% to 0.90%). OA can develop at any age but tends to be more common in
people aged over 50 years or those who have had joint injuries. While the overall prevalence of
knee OA is 3.7%, prevalence in the 55-64 year age group is 13%, rising to 15% in those 85 years and
older (Table 2.4). Similarly, while the prevalence of hip OA is 0.9% overall, a higher prevalence is
seen in those aged over 55 years reaching almost 8% in those aged 85 years and over. This increase
in prevalence of OA with age will contribute to the future crisis in treatment and management of OA
that will occur with the aging global population. For example, the prevalence of OA in Australia is
expected to rise by 58% between 2012 and 2032 27.
OA can affect many other joints, including the spine, hands and feet that were not included in the
prevalence estimates and as such the real burden of OA globally is likely to be significantly
underestimated. 31
In the recent WHO global burden of disease estimates for 2012 reported OA ranked as the 11th
leading cause of years lived with disability globally accounting for 2.4% of all YLDs. 115 The
contribution of OA to overall YLDs increased with age. For males aged 50-59 years, OA accounted
for 4.4% of total YLDs, females 7.0%. For males aged 60-69 years, OA accounted for 4.0% of YLDs
and for females 6.6%.

Table 2.4: Global prevalence of Knee OA and Hip OA overall and in ages over 55 years (source GBD
2010)
Knee OA
Age
(years)

Hip OA

Prevalence
(%)

Lower
UI (%)

Upper
UI (%)

Prevalence
(%)

Lower
UI (%)

Upper
UI (%)

3.7

3.5

4.0

0.9

0.7

1.0

55-64

13.1

12.3

14.0

2.8

2.4

3.3

65-74

14.2

13.4

15.2

4.1

3.6

4.9

75-84

14.9

14.1

15.9

5.8

5.1

6.9

85+

15.4

14.5

16.4

7.9

6.9

9.3

All ages
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Rheumatoid arthritis
Rheumatoid arthritis (RA) is an autoimmune disease that causes pain and swelling of the joints
whereby the immune system targets the lining of the joints, causing inflammation and joint damage.
The systemic inflammation is associated with potential damage to other body systems and possible
death. While there is no cure for RA, early diagnosis and treatment is shown to limit permanent
joint damage and damage to other body systems. Smoking has emerged as an important risk factor
for the development and progression of RA and represents an opportunity for prevention 116. Other
similarly preventable emerging risk factors are obesity and salt consumption 117,118.
From the GBD 2010 study the global prevalence of RA was estimated to be 0.24% (95% UI 0.23% to
0.25%), equal to 17 million people globally and was approximately two times higher in females
(0.35%; 95% UI 0.34 to 0.37) than males (0.13%; 95% UI 0.12 to 0.13). 30 Prevalence of RA increases
with age, reaching 1.4% in those aged 85 years and older for males and females combined (Table
2.5). For females aged 60-69 years, RA accounted for 1.3% of total YLDs and 1.4% in females aged 80
years and over.

Table 2.5: Global prevalence of RA overall and in ages over 55 years (source GBD 2010)
Age
(years)

Prevalence
(%)

Lower
UI (%)

Upper
UI (%)

All ages

0.24

0.23

0.25

55-64

0.53

0.51

0.55

65-74

0.78

0.75

0.82

75-84

1.06

1.01

1.11

85+

1.35

1.28

1.43

YLDs from the WHO estimates for 2012 for RA were 3.9 million accounting for 0.5% of total YLDs.
YLDs for RA in low income countries were 254,000 (0.3% of total), 865,000 in lower middle income
countries (0.5% of total), 1,160,000 in upper middle income (0.5% of total) and 1,652,000 in high
income countries (1.1% of total) 111.
Gout
Gout is a common and extremely painful condition that affects the joints. Small crystals of uric acid
form in and around the joint, causing inflammation, pain and swelling. Anyone can get gout,
however it is rare in premenopausal women. Gout normally affects one joint at a time, often the
joint of the big toe.119 Other joints, such as the hands, wrists, knees, ankles and elbows, can also be
affected by gout. There are some modifiable lifestyle factors which may increase the risk of
developing gout, including being overweight or obese, having high cholesterol, high blood pressure
or glucose intolerance, having kidney disease or taking diuretics.
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From the GBD 2010 study, the global prevalence of gout was 0.076% (95% UI 0.072 to 0.082),
equivalent to 5 million people globally (Table 2.6) 35. Prevalence was greater in men (0.125%; 95% UI
0.116 to 0.136) than in women (0.032%; 95% UI 0.030 to 0.035). WHO global burden of disease
estimates for 2012 reported global DALYs for gout as 0.1 million. YLDs from the WHO estimates for
2012 for gout were 119,318. YLDs for gout in low income countries were 4,000, 12,000 in lower
middle income countries, 33,000 in upper middle income and 71,000 in high income countries. 35

Table 2.6: Global prevalence of Gout overall and in ages over 55 years (source GBD 2010)
Age
(years)

Prevalence
(%)

Lower
UI (%)

Upper
UI (%)

All ages

0.1

0.1

0.1

55-64

0.2

0.2

0.2

65-74

0.3

0.3

0.3

75-84

0.4

0.3

0.4

85+

0.4

0.4

0.4

Other musculoskeletal disorders
Other MSK conditions includes a wide range of specific conditions such as the autoimmune and
other inflammatory disorders such as systemic lupus erythematosus, ankylosing spondylitis and
psoriatic arthritis, as well as the wide range of joint, ligament, tendon or muscle problems that cause
regional or generalised pain, such as shoulder problems and fibromyalgia. A common symptom of
these conditions is pain and stiffness in the joints, although the effects on the body are wideranging. 34
Generally, other MSK conditions are common. The prevalence of other MSK conditions in the GBD
2010 Study was estimated to be 8.2% (95% UI 8.0% to 8.5%), equivalent to almost 600 million people
globally 34. It was slightly higher in females (mean 8.7%; 95% UI 8.4% to 9.1%) than in males (mean
8.0%; 95% UI 7.7% to 8.3%). The prevalence of Other MSK conditions was considerably greater at
older ages, with a prevalence of 16% at ages 55-64 years, increasing to 24.9% at age 85 years and
over (Table 2.7).
WHO global burden of disease estimates for 2012 reported YLDs for other MSK disorders of 29.4
million accounting for 4% of total YLDs. YLDs for other MSK conditions in low income countries were
2.4 million (2.7% of total), 7.9 million in lower middle income countries (2.9% of total), 10 million in
upper middle income (4.3% of total) and 9 million in high income countries (6.1% of total). 115
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Table 2.7: Global prevalence of Other Musculoskeletal Disorders overall and in ages over 55 years
(source GBD 2010)
Age
(years)

Prevalence
(%)

Lower
UI (%)

Upper
UI (%)

8.2

8.0

8.5

55-64

16.5

16.0

17.2

65-74

22.4

21.4

23.4

75-84

24.8

23.7

26.0

85+

24.9

23.7

26.3

All ages

Osteoporosis, fragility fractures and falls
Falls constitute one of the greatest health burdens in elderly populations worldwide. In the GBD
2010 Study, falls represented the first injury type with the major global health burden and deaths in
population 70 years and above 71,72,120. Moreover, falls ranked in the three top causes for disability in
the world both for 1990 and 2010 estimates in this age group, more than chronic conditions such as
diabetes or ischemic heart disease 71,72,120, and their absolute burden almost doubled in the 20-year
period studied. The major component of the health burden due to falls was attributable to the
consequences of fractures (personal communication, GBD 2013).
Prospective studies in North America and Europe have shown that at least 30% of people 75 years
and over living in the community report having had a fall during the past year. This proportion is
greater in females and increases to 40-50% in seniors 80 years or older 48,121. Twenty percent of fallsrelated injuries require medical attention, and include lacerations, dislocations, contusions, and in 510% of the cases, more severe injuries such as head traumas and osteoporotic fractures 122.
For a person aged over 50 years living in a developed country, the lifetime risk of sustaining any
fracture has been estimated to be approximately 50% for women and 20% for men, most of these
occurring after a low energy fall and therefore related to osteoporosis 123,124.
In the year 2000 there were an estimated 9.0 million osteoporotic fractures globally, of which 1.6
million were at the hip (70% women), 1.7 million were at the forearm (80% women) and 1.4 million
were clinical vertebral fractures (58% women). Although hip fractures only accounted for 18.2% of
all fractures, they represented 40% of all global health burden (DALYs) due to fractures, reflecting
the higher mortality and disability of hip fractures compared to other sites. 125 The greatest number
of fractures was in Europe, followed by the Western Pacific region, Southeast Asia and the Americas.
Collectively, these regions accounted for the 97% of the overall numbers of fractures worldwide,
highlighting the influence of the aging populations on the incidence of osteoporotic fractures, in
particular on hip fracture rate, with a peak number between 75 and 79 years for both men and
women. In Europe, osteoporotic fractures accounted for more DALYs lost than rheumatoid arthritis
and all sites of cancer, with the exception of lung cancer. 125
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Considering the ageing of the global population, the worldwide incidence of hip fracture is projected
to increase by three-fold by 2050 compared to 1990 126.
Epidemiology of osteoporosis was recently gathered from 58 countries around the world from an
important systematic review on hip fracture incidence127. Prevalence of osteoporosis defined by T
score of -2.5 or less using international reference standard (white 20-29 females from NHANES III),
was around 3% and 10 % in men and women 50-59 years of age, respectively. This percentage
increased to 6% and 19% respectively in population aged 60-69, followed by 9% and 35%
respectively in those aged 70-79, and finally, 19% and 51% respectively in people aged 80 or over.
The countries included in such study accounted for around four fifths of the world population aged
50 years or more. Extrapolating the data to the world, the authors estimated that approximately 2.7
million hip fractures took place in 2010, of which approximately half were attributable to
osteoporosis (264,000 for men and 1.10 million for women), and therefore potentially preventable.
A recent report from the GBD 2010 initiative, where low bone mineral density (BMD) was analyzed
as a risk factor for falls burden (through its strong relationship with osteoporotic fractures) 128, found
that around one third of all falls-related deaths in the world were attributable to low BMD when the
latter was compared to an hypothetical ideal scenario where all population aged 50 years and over
had an optimal level of BMD according to their gender and age group 80. When compared with other
risk factors, low BMD ranked at a medium-high level in aged populations, being the 7th cause of
disability (YLDs) among 20 risk factor categories in people 80 years and over (www.healthdata.org).
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3

Responding to the burden of musculoskeletal conditions
in older adults

3.1

A systems approach

The magnitude of the disability burden associated with MSK conditions, as outlined in Section 2,
demands a whole system response, involving multiple levels (Table 3.1)28. While there is good
evidence for ‘what works’ to improve MSK health, chronic pain, and co-morbid mental health
impairment in older age, the implementation of that knowledge into health system policy and
resourcing, clinical practice behaviours and the lifestyles of older people’s remains grossly
inadequate in most countries. This is further complicated by a recognised dearth of implementation
research for MSK health in particular 129, and a notable absence of MSK health issues in policies
related to NCDs28. Indeed, the absence of MSK health in health policy and community service
delivery remains a key barrier to sustainable implementation of effective programs. In the context of
research, a key priority is the development and evaluation of initiatives aimed at implementing
evidence into policy and practice.
Currently, older people are not receiving effective and efficient care and in some cases are receiving
interventions that are potentially harmful. For example, in developed nations such as Canada, while
up to 80% of consumers with chronic pain could feasibly receive effective care, only 10% gain access
to evidence-informed management 130. Further examples include the overuse of X-ray imaging for
back pain in older people 131; grossly inadequate treatment for osteoporosis, despite eligibility for
subsidised therapies 132; and care for knee OA and chronic pain that is discordant with best-practice,
person-centred care 133-136. This situation, however, is being redressed with the introduction of
Models of Care for MSK health conditions, decision aids for consumers and clinicians and initiatives
such as Choosing Wisely (www.choosingwisely.org); initially launched in the United States in 2012,
and now being adopted in 12 nations 137. In low- and middle-income countries, there is a particular
need for research on effective and efficient approaches for the prevention, management and control
of MSK conditions 76.
Importantly, no single health discipline or one sector of the community can address all the needs of
the older person given the widespread prevalence of MSK problems and complex relationships
between MSK disorders and other chronic health conditions. Inter-professional collaboration in care
delivery and broader community solutions are needed to reduce mortality and morbidity, improve
access, reduce cost, improve patient satisfaction and improve health worker satisfaction138,139.
Despite contemporary health policy supporting this approach to care, implementation of such
workforce models are often stymied due to limitations in workforce volumes, competencies and
distributions and funding models that inadequately support interdisciplinary care, especially for
allied health professionals139.
Addressing these issues requires fundamental systemic and sector-wide changes in the way health
services are delivered and funded, the manner in which health professionals are trained and provide
care, and participation by older people in co-management of their MSK conditions 140. Importantly,
the manner in which interventions at any level are applied will necessarily vary according to the
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setting. These principles align with the WHO guidelines for Community Based Rehabilitation
(http://www.who.int/disabilities/cbr/guidelines/en/). In developing countries, for example it is
highly important that any initiatives, including research, must adhere to the principles of
development effectiveness to avoid doing harm to the health systems in these settings 76. These
principles are based on lessons learned from the global development community over past decades.
They aim improve the quality and effectiveness of development cooperation 141-143. The three most
critical principles are:
•

Local ownership: Developing countries should have leadership over setting strategies for
dealing with the burden of MSK conditions in their countries.

•

Alignment: All MSK health initiatives should be based on the developing country’s
development priorities, policies and strategies; for example, national health or development
strategies. Related to this, all MSK health initiatives should utilise the developing country’s
systems rather than implementing stand-alone projects. Inter-professional training and
collaboration is an important component.

•

Harmonisation: Given that multiple initiatives by different external partners can be very
draining for developing countries, cooperation between external partners in the broader
community is needed to minimise this effect, avoid duplication and improve efficiency.

Related to the above principles is the importance of taking an integrated approach to health systems
strengthening. Many resource-constrained countries cannot afford the luxury of disease-specific
prevention and management policies and programs. Therefore, it is important that MSK health
initiatives in these settings integrate well within health systems. For example, inclusion of MSK
conditions within NCD initiatives will avoid duplication of efforts, wasting of resources, and will help
to promote a more-integrated and cost-effective approach to health system strengthening 76. Given,
MSK health affects and is affected by a broad range of sectors beyond the health sector, multisectoral approaches should be explored and encouraged.

Example
One example was collaboration between the health and environmental sectors in Tibet to develop a
series of Back-Happy Tapstands given that the collection of water had been reported by village
populations as one key activity they felt contributed to their pain and disability. This is a creative
adaptation of knowledge of biomechanics, anatomy, ergonomics and human factor analysis that
incorporates occupational therapy and rehabilitation principles. The Tapstand was extremely
popular and many women rated it as the most significant improvement to their lives in the previous
three years (Figure 3.1) 79,144.
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Figure 3.1: A Traditional and Back-Happy Tapstand demonstrating the value of multi-sectoral
engagement for reducing the burden of musculosketeal conditions, Tibet

TRADITIONAL TAPSTAND

BACK-HAPPY TAPSTAND
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Table 3.1:

System level
factors

Macro

A systems approach to addressing the burden of musculoskeletal conditions in older people

Determinants of musculoskeletal health

What needs to change

The macro level considers the functionality and scope of health systems or
organisations, health policy, infrastructure and resource allocation, and
socioeconomic factors. Health systems/organisations and their
governance through health policy play a critical role in the planning and
delivery of MSK healthcare for older people. Healthcare systems in
developed nations are usually oriented towards acute care services and
respond to mortality risk rather than long-term morbidity associated with
MSK conditions and their co-morbidities which stymies opportunities for
service development in ambulatory and primary care – arguably, the
setting where MSK healthcare is most needed. Given the MSK conditions
are less frequently associated with mortality, health systems and policy
tend to be less responsive to these conditions and place lower importance
on the development of policies and programmes to address them. This
contributes to a general lack of population awareness concerning the
burden an impact associated with musculoskeletal conditions. Further,
access to MSK healthcare is variable according to geography, ethnicity
95,145-148
and socioeconomic status, thus creating care disparities
.
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The impact of impaired MSK health on function, mobility,
quality of life, mental health and economic prosperity of the
individual and their society should be communicated at a
societal level – governments, employers, educators and to
communities. The inaccurate perception that pain and
disability is an inevitable part of ageing or MSK ‘wear and
tear’ should be addressed.
Given populations are ageing and becoming more obese and
less active, the impacts on the MSK system will be profound
149
. Primary prevention initiatives for chronic diseases should
include messages about preventing disease in the MSK
system. Mass media campaigns for back pain, for example,
150-152
are known to be effective in this regard
.
MSK health should be explicitly included in polices and
28,95
frameworks that address chronic diseases or ageing
.
Developing system capacity (governance, resourcing,
infrastructure) to support MSK healthcare delivery in
community or ambulatory care settings in urban and rural
locations is important for system sustainability. Operationally,
this is likely to be achieved by implementing evidence-based
Models of Care at the community level and in retirement
28,140
facilities (see Table 3.2)
.
Encourage multidisciplinary stakeholders (including funders,
insurers, policy makers, educators, consumers and carers) to

34
153

co-operatively develop and implement Models of Care .
The IOF Capture the Fracture initiative is an example of global
cooperation in this regard.
The meso level considers health services, the clinical workforce volume
and competencies, health professional and student/trainee education,
service delivery systems, funding models, and clinical infrastructure.
Despite the identified burden of disease, the delivery of MSK care from
practitioners and health systems inadequately aligns with best available
136,154
evidence for what works
. This may be attributed, in part, to
deficiencies in knowledge and skills of health professionals, but is also
largely influenced by funding and service models that inadequately
support effective co-care. Access to, and delivery of, care is further
complicated by the chronicity of MSK conditions and the high prevalence
of comorbid conditions, particularly mental health conditions, in older
people.







Meso
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Development of knowledge and skills among health
professionals to manage MSK health conditions using a best
95,136
practice, person-centred approach is required
. In highincome countries, this is particularly required amongst family
136
physicians .
Professional bodies representing MSK health should support
curriculum development and delivery for junior health
professionals. For example, the leadership and advocacy
work undertaken in China by the Chinese Rheumatology
Association.
Develop capacity of the non-medical health workforce to
contribute to the management of MSK health conditions in
an interdisciplinary, inter-professional and non-hierarchical
155,156
manner
. Further, it is important, where feasible, to
work towards achieving a level of specialist medical oversight
to ensure access to the latest specialist evidence. For the
many geographic regions where this is not feasible, given the
vast MSK health burden and high service need, access to
evidence-based guidelines and inter-disciplinary collaboration
is crucial.
Given the known workforce shortages of medical specialists
such as rheumatologists, endocrinologists and pain medicine
95
specialists , further extend scopes of practice of other
health professionals such as nurses, allied health
professionals and pharmacists, are needed to deliver bestpractice care to older people with MSK health conditions.
Formal online and course-based training is now available, for

35














MSK Health and Ageing_Report prepared for the WHO World Report on Ageing and Health 10 July 2015

example, for nurses (http://www.acn.edu.au/postgraduate);
physiotherapists (http://www.rap-el.com.au/); pharmacists
(http://www.osteoporosis.org.au/pharmacists).
Develop activity-based funding models that appropriately
support interdisciplinary care that is required for older people
with MSK health conditions and their co-morbidities.
Extend reach of telehealth to provide multidisciplinary clinical
services to older people who live in rural and remote areas
Ensure curricula for a broad range of relevant non-medical
students as well as medical students align with contemporary
best practice and minimum standards for adequacy of skills
157-160
and knowledge in MSK healthcare
. For rheumatology
education in particular, the disproportionate emphasis on
autoimmune and inflammatory conditions to detriment of
higher burden conditions such as MSK injury, OA,
osteoporosis and fracture, low back and neck pain needs to
be addressed.
Resource health and rehabilitation services in community
based settings with minimum standards for service delivery
161,162
of MSK healthcare
.
Undertake more health services research relating to the
implementation best practice Models of Care that
incorporates program evaluation, health economic evaluation
28,163
and consumer-centred outcomes
.
Encourage employers to support older employees with MSK
health conditions maintain productive employment and
promote safe workplaces.
Improve referral networks and pathways between providers,
especially between those in primary and secondary care (e.g.
between family physicians, hospital- and primary-care based
allied health practitioners, rehabilitation services and medical

36
specialists such as rheumatologists and orthopaedic
surgeons). For example, there is emerging evidence from the
United States that organised systems of care, e.g. Veteran’s
Administration, Kaiser-Permanente, are better able to
streamline referrals.

Micro

The micro level refers to the participation by the person in their care. The
extent to which older people participate in their care is largely dependent
on their health literacy as it relates navigating the health system and MSK
health. While all clinical guidelines recommend self-management by
consumers, implicit in this expectation is that consumers have the
knowledge and skills to do so. In many cases, this may not be the case,
particularly for those people who live in socioeconomic disadvantage or in
rural and remote settings. It is critical, therefore, for meso- and macrolevel systems and services to build capacity in older people to effectively



Develop skills in a broad range of health professionals,
particularly in developing nations, around supporting older
people to actively engage in their healthcare, including
primary prevention initiatives, supporting self-management,
behaviour change, and improving health literacy related to
MSK health



Educate older people and society in general about MSK



health, particularly MSK pain and physical activity, within a
bio-psychosocial rather than biomedical context and provide
information about best practice management and system
navigation relevant to their country
Support development of technologies that deliver evidencebased and clinically appropriate information and skills to
consumers to support co-care (e.g.
http://painhealth.csse.uwa.edu.au/;
https://www.myjointpain.org.au/).

participate in the management of their MSK health condition.
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3.2

Interventions for musculoskeletal conditions

The Cochrane Musculoskeletal (https://musculoskeletal.cochrane.org/) and Back
(http://back.cochrane.org/) review group provide an excellent resource for the evidence base
underlying a range of interventions for MSK conditions (See Appendix for Cochrane Reviews for low
back pain, neck pain, RA, OA, osteoporosis, and gout). There remains a substantial gap, however, in
the translation of this evidence base into policy and practice. Increasingly, developed nations are
designing and implementing models of care to close these evidence-practice and evidence-policy
gaps 28,140,164,165. Models of Care are evidence-informed policies or frameworks that outline the
optimal manner in which condition-specific care (e.g. MSK care) should be made available and
delivered to consumers while considering the practicalities of the local environment. Models of Care
for common MSK disorders have been reviewed recently at an international level and are
summarised in Table 3.2 28. The Table also identifies key intervention strategies for people at risk of
developing, or living with, common musculoskeletal conditions based on a recent European Bone
and Joint Health Strategies Project 166.
The success and sustainability of Models of Care for MSK health relies not only on their evidencebased and clinically-feasible content, but also sector wide engagement and support 167. Content
must reflect a contemporary perspective of MSK health and pain and support care delivery by health
professionals while supporting older people to take an active role in the management of their MSK
health condition. Contemporary management approaches for persistent musculoskeletal pain are an
excellent example of how such models could be effectively operationalized168,169. Sector-wide buy in
around Models of Care is critical. Emerging evidence suggests that Network-based models of
engagement and collaboration for clinicians, consumers and other stakeholders such as managers
and policy makers are a key enabler to the adoption and systematic implementation of models of
care 140,167.
In the developed world frameworks for implementation of Models of Care range from health
networks 167,170-172, to regionally-coordinated hub and spoke models (e.g. British Colombia Pain
Initiative, Canada) and province-wide networks (Nova Scotia Chronic Pain Collaborative Network
(e.g. http://communitypainnetwork.com/). For example, in Australia, Health Networks in Western
Australia and New South Wales have provided a sustainable mechanism to engage consumers,
carers, clinicians and other stakeholders; provided a forum to exchange ideas, information and
evidence; and collaboratively plan and deliver evidence-based and contextually-appropriate health
system improvements for consumers with MSK pain 167. In the developing world, however,
structures, processes and resources to support implementation of musculoskeletal Models of Care
are less well developed and in many cases not available at all. World Spine Care
(www.worldspinecare.org) is a global charity that aims to improve lives in under-served communities
through sustainable, integrated, evidence-based, spine care. Populations in under-serviced areas of
the world, especially rural populations and in particular, the elderly, often have no access to
conventional healthcare resources to care for spinal conditions. Most are currently treated by
traditional healers or in hospitals where they receive pain/anti-inflammatory medication only. There
are no comprehensive protocols or Models of Care available to enable health care workers to treat
the spectrum of spinal conditions common in underserviced areas of the world. The result is that
individuals have to contend with pain and disability which affects their daily lives in many cases
making manual tasks impossible, thus reducing their productivity and even their ability to maintain
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their standard of life. World Spine Care has clinics currently operating, in collaboration with local
governments and communities, in Botswana and Dominican Republic where data are being collected
regarding utilization and clinical outcomes. Research is on-going with collaboration between several
academic institutions around the world. Programs in India and Tanzania are currently in
development.
Consistent features have been observed across the various models; including the importance of
primary and secondary prevention, early intervention, care coordination, access to a
multidisciplinary team to address the bio-psychosocial aspects of chronic MSK conditions and injury
and trauma sequelae, self-management support, and care planning that is inclusive of the person
with the conditions as an equal team member with respect for their cultural background and
consideration of comorbidities, mental health and socioeconomic status. While the focus of this
report is on the older person, it is important to highlight that prevention across the life-course, with
a particular emphasis on injury prevention and management, such as that related to anterior
cruciate ligament and cartilage injury in sporting, recreational and occupational activities, has
potential to significantly reduce future MSK disability173.
A workforce of adequate volume and competencies is critical for effective and sustainable
implementation of MoCs. MSK healthcare can be delivered effectively and efficiently by a wide
range of health professionals, including some with extended scopes of practice, particularly when
the principles of chronic care are adopted and are inclusive of interdisciplinary team involvement.
The use of digital technologies to support healthcare delivery and self-management is becoming
increasingly accepted as an effective strategy to overcome care disparities due to geography and
support consumers to become informed and active participants in their healthcare. Importantly,
early intervention for elderly people who have been identified with sub-acute disability from MSK
conditions has been associated with improved outcomes 174.
Again, for low-income settings, principles of development effectiveness should be applied to
interventions and initiatives to strengthen local systems.
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Table 3.2

Interventions for older people at risk of developing, or living with, common musculoskeletal health conditions. Implementation of
interventions via Models of Care is also summarised

Musculoskeletal Key strategies for prevention, early identification, and
Condition
management of established disease 166







Osteoarthritis








Programs to promote the importance of avoiding and managing
obesity with ageing and safe and appropriate physical activities
for older people
Education programs to encourage self-management, including
information on the condition, lifestyle and its treatment and how
to implement coping strategies into practice, particularly within
the context of dealing with other comorbid conditions. These
programs should focus on providing not only knowledge, but
skills to implement that knowledge.
Pain management including the use of topical analgesics, simple
analgesics and NSAIDs.
Normal biomechanics should be restored, including interventions
such as osteotomy, ligament and meniscal surgery where
indicated, or external braces or modified footwear.
Environmental adaptations in the home and workplace and the
use of aids, braces or devices should be considered.
The use of some nutraceuticals such as glucosamine sulphate,
chondroitin sulphate, ginger, etc. and of intra-articular therapies
(including corticosteroids and hyaluronic acid) may be considered
for symptomatic relief, although evidence remains uncertain for
some of these agents.
Joint replacement surgery should be considered for end-stage
joint damage that is causing unacceptable pain or limitation of

Key components in Models of Care for implementing interventions
relating to early identification and management of established
disease 28







Training of primary care doctors in the identification of inflammatory
joint problems, and establishment of agreed referral criteria.
Multidisciplinary teams working across care settings to address weight,
pain management, function, psychosocial health, co-morbidities in an
integrated manner with the person at the centre and an active partner in
162,179
the care team
Extended scope of practice roles for nurses, physiotherapists,
180
occupational therapists and other health professionals
Pharmacist-initiated screening and launch of care from community
156
settings
System-level redesign for referral processing, triage and care
coordination within hospitals, particularly at orthopaedic departments
181




Digital technologies for assessment, follow-up, care delivery and self182
management support
A range of solutions to disseminate and implement the latest evidence
based guidelines for osteoarthritis management in all parts of the
183
world.
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Musculoskeletal Key strategies for prevention, early identification, and
Condition
management of established disease 166







Rheumatoid
arthritis







Key components in Models of Care for implementing interventions
relating to early identification and management of established
disease 28

function. Surgery should be timely. Earlier in the disease course,
a conservative approach to care should be trialled that is focused
on lifestyle modification, exercise and addressing mental health
conditions.
There should be rehabilitation services pre and post-operatively,
drawing on expertise from a multi-disciplinary team to ensure
continuity of services across the continuum of care from hospital
to the home environment and the community, aimed at
175-178
improving function, activities and participation.
People with three or more persistently inflamed joints should be
assessed expertly as soon as possible, at least within 6 weeks of
onset of symptoms. If diagnosed as rheumatoid arthritis, early
treatment is imperative.
For those with the early stages of rheumatoid arthritis it is
important that a correct diagnosis is made by expert assessment
within 6 weeks of onset of symptoms.
Disease modifying anti-rheumatic drug (DMARD) treatment
should be started in addition to symptomatic therapy and
rehabilitative interventions as soon the diagnosis of RA is
established. The choice of treatment should take into account the
presence of prognostic indicators supporting the use of more
aggressive therapy. Treatment should be closely monitored to
ensure ideal disease control.
There should be education programmes to encourage selfmanagement. These should include information on the condition,
lifestyle and its treatment with a focus on practical skills.
People with RA should be enabled to participate as fully as







Training of primary care doctors in the identification of inflammatory
joint problems, and establishment of agreed referral criteria.
Multidisciplinary teams working across care settings to initiate DMARDs,
and address pain management, function, psychosocial health, co164,184
morbidities
Extended scope of practice roles for nurses, physiotherapists,
occupational therapists, pharmacists and other health workers
Shared-care models between GPs and rheumatologists in primary care
185



Digital technologies for assessment, care delivery and clinical training

186-

188



A range of solutions to disseminate and implement the latest evidence
based guidelines for rheumatoid arthritis management in all parts of the
189
world .
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Musculoskeletal Key strategies for prevention, early identification, and
Condition
management of established disease 166












Osteoporosis



Key components in Models of Care for implementing interventions
relating to early identification and management of established
disease 28

possible through rehabilitation and modification of the work,
home and leisure environment.
Treatment should be expertly monitored to ensure ideal disease
control. The choice of treatment should take into account the
presence of prognostic indicators supporting the use of more
aggressive therapy.
Surgery should be considered for end-stage joint damage that is
causing unacceptable pain or limitation of function. Those with
late stage RA may have greater surgical needs and a co-ordinated
approach is required. Surgery should be timely.
Treatment should consider all aspects of the effect of the
condition on the person.
There should be rehabilitation programmes and modification of
the work, home and leisure environment to enable people with
RA to participate as fully as possible.
Education and lifestyle advice should be provided, together with
the correction of calcium and vitamin D deficiency and risk factor
modification, where possible.
Case-finding strategies should be implemented to identify
individuals with a high fracture probability, eg identifying those
who have sustained a low trauma fracture; using fracture risk
calculators such as FRAX and Garvan.
https://www.shef.ac.uk/FRAX/;
https://www.garvan.org.au/bone-fracture-risk. Interventions
should be initiated for those with a high fracture probability.
For the population with osteopenia (BMD T score between -1 and
190
190
-2.5 ) and osteoporosis (BMD T score ≤ -2.5 ) there should be





Integrated fracture liaison and osteoporotic refracture prevention
191-194
services across care settings and geographies
(eg ACI Osteoporotic
Refracture Prevention.pdf; http://www.iofbonehealth.org/capturefracture)
Dissemination of user-friendly guidelines and practice enablers for
improved management of osteoporosis, as it relates to early
identification and management of skeletal fragility and improvement
195-203
management after minimal trauma fracture
.
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Musculoskeletal Key strategies for prevention, early identification, and
Condition
management of established disease 166




Key components in Models of Care for implementing interventions
relating to early identification and management of established
disease 28

educational and lifestyle advice programmes. For those who have
had a low trauma fracture, regardless of BMD T score or are
identified as having a high risk of fracture there should be
appropriate pharmacological interventions provided in
combination with lifestyle optimisation interventions (e.g.
nutrition, physical activity).
For people at high risk of falling there should be in addition a falls
prevention programme.
For those with established osteoporosis there are a number of
key strategies that depend on the severity and stage of the
disease. The appropriate strategy will consist of one or a
combination of the following:
o

education and lifestyle advice

o

analgesia when indicated

o

physiotherapy when indicated

o

pharmacological intervention with bone active drugs

o

falls prevention programme in older people at high risk of
falling

o

calcium and vitamin D supplementation in frail older people

o

orthopaedic management of fracture when indicated

o

multi-disciplinary rehabilitation
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Musculoskeletal Key strategies for prevention, early identification, and
Condition
management of established disease 166





Low Back pain








o

nutritional support

o

hip protectors for frail older people in residential care or
nursing homes

There should be a strategy to encourage the population to
change behaviour and beliefs about low back pain, its
consequences and natural history, and on the importance of
maintaining physical activity and employment by those with
150-152
acute or sub-acute back pain
.
On a background of public awareness, health care professionals
should follow the appropriate guidelines which recommend
supporting individuals to stay active and working; avoiding bed
rest; minimising the use of medical imaging; short-term use of
simple analgesics and/or NSAIDs where appropriate or manual
204-206
therapy and addressing “red” and “yellow” flags
.
Effective treatments for sub-acute and chronic non-LBP (about
80% of cases) are exercise therapy, behavioural therapy including
person-centred pain management, some manual therapies or a
combination of these matched to the needs of the person.
Multi-disciplinary programs should be delivered for non-specific
LBP if there is no improvement with exercise or behavioural
therapy. It is as yet unclear what the optimal content of these
programs is.
Rehabilitation should be undertaken with consideration and
involvement of the workplace.
Back pain of known cause (specific back pain) needs specific
management, although this constitutes the minority of cases

Key components in Models of Care for implementing interventions
relating to early identification and management of established
disease 28





Service delivery inversion where patients participate in group-based pain
education and cognitive behavioural therapy before accessing clinical
207,208
pain medicine services
Primary care-led risk identification with links to specialist or network care
209-211




ICT initiatives to improved consumer capacity for co-care and system
navigation (e.g. painHEALTH).
Capacity building in primary care via peer support and clinical networks
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Sources for evidence
In addition to published reports and systematic reviews that met quality criteria (see References),
data were obtained from the following sources:





WHO Global Health Estimates 2011 burden of disease data and background research
The Cochrane Library and Cochrane MSK Group
The World Forum for Rheumatic and Musculoskeletal Disorders White Paper
National and International Health Surveys and data collections including
o Center for Disease Control (CDC), USA,
o Australian Institute of Health and Welfare (AIHW),
o Arthritis Research United Kingdom (ARUK),
o International Osteoporosis Foundation (IOF),
o Global Burden of Diseases Study (GBD) 2010.
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