Rheumatology 2002;41(suppl. 1):3-6
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Abstract

The prevalence of arthritis is high, with osteoarthritis (OA) being one of the most frequent
disorders in the population. In England and Wales, between 1.3 and 1.75 million people
have OA and a further 0.25-0.5 million have rheumatoid arthritis (RA), while in France
some 6 million new diagnoses of OA are made each year. In 1997, ~16% of the US
population had some form of arthritis. This prevalence is expected to increase in the coming
years, as arthritis more often affects the elderly, a proportion of the population that is
increasing. The economic burden of such musculoskeletal diseases is also high, accounting
for up to 1-2.5% of the gross national product of western nations. This burden comprises
both the direct costs of medical interventions and indirect costs, such as premature
mortality and chronic and short-term disability. The impact of arthritis on quality of life is
of particular importance. Musculoskeletal disorders are associated with some of the poorest
quality-of-life issues, particularly in terms of bodily pain (mean score from the MOS
36-item Short Form Health Survey of 52.1) and physical functioning (49.9), where quality
of life is lower than that for gastrointestinal conditions (bodily pain 52.9, physical
functioning 55.4), chronic respiratory diseases (72.7, 65.4) and cardiovascular conditions

(64.7,59.3).
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Introduction

When considering the importance of medical issues, the
first factor to take into account is the prevalence of the
disorder. Arthritis, specifically osteoarthritis (OA), has
been shown to have a high prevalence wherever such
statistics are available. Indeed, OA is one of the most
frequent disorders seen in the population. In England
and Wales, between 1.3 and 1.75 million people are
affected by OA and between 0.25 and 0.5 million people
have rheumatoid arthritis (RA) or inflammatory rheuma-
tism [1]. In France, data from a review of national health
statistics during the early 1990s showed that 6 million
new diagnoses of OA were being made each year [2].
This equates to ~8% of the French population being
diagnosed with OA. In the USA, an estimated 16% of
the population, or 43 million people, had some form
of arthritis in 1997 [3]. Projecting to the year 2020, an
estimated 18.2% of Americans will be affected by arth-
ritic disorders, equivalent to 60 million people [4, 5].

The prevalence of arthritis and more especially OA
increases with age in both male and female patients [3], as
illustrated for the USA in Fig. 1. Most arthritis patients
are aged 55 yr or older. It is reasonable to suppose
that these data reflect the situation in other developed

Correspondence to: J.-Y. Reginster, WHO Collaborating Centre for
Public Health Aspects of Rheumatic Disorders, University of Licge,
B-4020 Liege, Belgium.

countries, such as those in western Europe. For instance,
NSAID use, which could logically be considered to reflect
the prevalence of arthropathies, has been shown to
increase with age in the UK [6]. Examining population
demographics shows that there is an increase in the
ageing subset of the population. UN population projec-
tions for 1995-2010 show an increase in the population
aged 60 yr or older in both western Europe and the USA
[7]. In 2010, the projected percentage of the population
aged 65 yr or older in Europe is ~25%, up from ~20%
in 1995. These data show an even more striking increase
in the population aged 75 yr or older. The fact that the
incidence of arthritis increases with age, coupled with
the increase in the ageing subset of the population, mean
that arthritis, which is a significant health care problem
today, will become even more of a burden in the coming
years.

The burden of a disease relates not only to its preva-
lence, but also to the cost of the disease to the health care
system of a country. Governments in all countries are
currently facing problems regarding the rational manage-
ment of health care resources and so it is interesting
to see how the economic burden of musculoskeletal
disorders, of which OA is the most common, compares to
that of other diseases. The economic burden of a disease
comprises direct costs, such as the costs associated with
drugs, medical care, hospitals, research, pensions and
benefits, and indirect costs, such as premature mortality
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FIG. 1. Estimated prevalence of self-reported arthritis, USA, 1997.
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FIG. 2. SF-36 scale showing the impact of musculoskeletal conditions on quality of life in comparison with other chronic diseases.
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and chronic and short-term disability. Canadian surveys
have shown that musculoskeletal disorders rank highly as
causes of morbidity and use of health services [§8]. An
estimate of the direct and indirect costs for 1986 of
musculoskeletal disorders in Canada showed that they
accounted for 10.4% of all health care costs and ranked
fourth after cardiovascular disease (21.3%), injuries
(13.9%) and cancer (11.6%) [9]. The economic burden
of musculoskeletal disorders is therefore close to that of
cancer and if additional costs, such as the costs of chiro-
practors and physiotherapists, are added to the equation,
the economic burden of musculoskeletal disorders may
even exceed that of cancer [9].

In a systematic review of the literature, Cooper [10]
found that the economic impact of RA was reported to
be substantial by all studies reviewed. The total annual
cost per patient was found to range from US$5720 to
US$5822. Medication represented between 8 and 24% of
total medical costs, physician visits between 8§ and 21%,
and in-patient stays between 17 and 88%. The average
number of days absent from work due to RA was
reported to be in the range of 2.7-30 days per year [10].
The annual cost for musculoskeletal disorders has been
estimated as up to 1-2.5% of the gross national product
for the countries studied, including the USA, Canada,
the UK, France and Australia [11]. This demonstrates
that an important part of health care resources is
directed to musculoskeletal disorders, especially OA, and
that this burden should not be underestimated.

Arthritic conditions are also extremely painful for the
patient. For decades, medical interventions have been
aimed at increasing life expectancy. However, an import-
ant feature of health care in western countries is now
aimed at increasing life expectancy while maintaining
an optimal quality of life. Musculoskeletal disorders are
associated with a significantly decreased quality of life
in terms of physical and functional impairments [12].
The MOS 36-item Short Form Health Survey (SF-36) is a
generic health status tool and is designed for use across a
wide range of chronic diseases. It is the most widely used,
too, for assessing quality of life and has been shown to
have excellent reliability and validity in the USA [13, 14]
and The Netherlands [15, 16]. There are several scales in
the SF-36 that look at such aspects as physical function-
ing, pain, social functioning and mental health. Using
this tool, musculoskeletal disorders have been shown to
be associated with a poorer quality of life, especially
in terms of bodily pain and physical functioning, than
cardiovascular conditions, chronic respiratory diseases
and gastrointestinal conditions. Using the SF-36, a lower
mean score for a disease aspect indicates a poorer level of
functioning. Musculoskeletal disorders had a mean score
of 52.1 for bodily pain and 49.6 for physical functioning.
This compares to mean scores of 52.9 for bodily pain
and 55.4 for physical functioning for gastrointestinal
conditions; corresponding values for chronic respiratory
diseases were 72.7 and 65.4, and for cardiovascular con-
ditions 64.7 and 59.3, as shown in Fig. 2. In fact, over all
of the aspects considered by the SF-36, musculoskeletal
conditions were associated with the poorest quality of life

of the conditions studied [12]. Using the summed rank
score, where a higher score indicates poorer function-
ing, musculoskeletal disorders scored 78.5, compared
with 69.0 for gastrointestinal disorders, 52.5 for chronic

respiratory diseases and 37.0 for cardiovascular
conditions.
Conclusions

In conclusion, there are three main elements that must be
borne in mind when considering the impact of arthritis to
both health care systems and the patients themselves.

e The prevalence of arthritis is already high and it will
increase in the coming years due to the increasing
proportion of the elderly in the population.

e Arthritis is a substantial economic burden.

e Arthritis can result in a severe impairment of quality
of life in patients with persisting disease.

References

1. Watson M. Management of patients with osteoarthritis.
Pharm J 1997;259:296-7.

2. Levy E, Ferme A, Perocheau D, Bono I. Les couts socio-
economiques de I’arthrose en France. Rev Rhum Ed Fr
1993;60:63S-67S.

3. Centers for Disease Control and Prevention. Prevalence
of Arthritis—United States, 1997. MMWR Morb Mortal
Wkly Rep 2001;50:334-6.

4. Centers for Disease Control and Prevention. Arthritis
prevalence and activity limitations—United States, 1990.
MMWR Morb Mortal Wkly Rep 1994;43:433-8.

5. Lawrence RC, Helmick CG, Arnet FC er al. Estimates of
the prevalence of arthritis and selected musculoskeletal
disorders in the United States. Arthritis Rheum 1998;
41:778-99.

6. Blower AL, Brooks A, Fenn GC et al Emergency
admissions for upper gastrointestinal disease and their
relation to NSAID use. Aliment Pharmacol Ther 1997,
11:283-91.

7. Population Division of the Department of Economic
and Social Affairs of the United Nations Secretariat
(1999). World population 1950-2050 (the 1998 revision),
POP/DB/WPP/Rev.1998. UN, 1999. [Data set in digital
form.]

8. Badley EM, Rasooly I, Webster GK. Relative importance of
musculoskeletal disorders as a cause of chronic health
problems, disability, and health care utilization: findings
from the 1990 Ontario Health Survey. J Rheumatol
1994;21:505-14.

9. Badley EM. The economic burden of musculoskeletal
disorders in Canada is similar to that for cancer, and may be
higher. J Rheumatol 1995;22:204-6.

10. Cooper NJ. Economic burden of rheumatoid arthritis: a
systematic review. Rheumatology 2000;39:28-33.

11. March LM, Bachmeier CMJ. Economics of osteoarthritis:
a global perspective. Baillieres Clin Rheumatol 1997;11:
817-34.

12. Sprangers MAG, de Regt EB, Andries F et al. Which chronic
conditions are associated with better or poorer quality of
life? J Clin Epidemiol 2000;53:895-907.



13.

14.

J-Y. Reginster

McHoney CA, Ware JE, Raczek AE. The MOS 36-item
short form health survey (SF-36): II. Psychometric and
clinical tests of validity in measuring physical and mental
health constructs. Med Care 1993;31:247-63.

Shiely JC, Bayliss MS, Keller SD, Tsai C, Ware JE Jr. SF-36
Health Survey annotated bibliography, st edn (1988-1995).
Boston, MA: The Health Institute, New England Medical
Center, 1996.

15. Zee van der KI, Sanderman R, Heyink J. A comparison
of two multidimensional measures of health status: the
Nottingham Health Profile and the RAND 36-item health
survey. 1.0. Qual Life Res 1996;5:165-74.

16. Aaronson NK, Muller M, Cohen PDA et al. Translation,
validation and norming of the Dutch language version of
the SF-36 Health Survey in community and chronic disease
populations. J Clin Epidemiol 1998;51:1055-68.



