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A Public Health Approach to Addressing Arthritis in
Older Adults: The Most Common Cause of Disability
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Arthritis is highly prevalent and is the leading cause of disability among older

adults in the United States owing to the aging of the population and increases in

the prevalence of risk factors (e.g., obesity). Arthritis will play a large role in the

health-related quality of life, functional independence, and disability of older adults

in the upcomingdecades.We have emphasized the role of the public health system

in reducing the impact of this large and growing public health problem, and we

have presented priority public health actions. (Am J Public Health. 2012;102:

426–433. doi:10.2105/AJPH.2011.300423)

Decreasing mortality rates combined with the
entry of the large baby boomer generation into
age groups at higher risk means that there will be
many more older adults living more years with
chronic conditions than ever before. Chronic
musculoskeletal conditions, such as arthritis, are
among the most common chronic diseases that
affect millions of American adults. They are also
disabling: among the 47.5 million US adults
who have a disability,18.6 million report arthritis
and rheumatism and 7.6 million report back or
spine problems as the main cause of their dis-
ability (Figure 1). Because of the aging of the
population and increases in risk factors (e.g.,
obesity), these conditions will likely play a large
role in the health-related quality of life and dis-
ability of older adults in the upcoming decades.

We have provided a state-of-the-art per-
spective on arthritis as a prototypical muscu-
loskeletal condition, emphasizing the role of the
public health system in reducing the impact of
this large and growing public health problem.
We have provided examples from our 10-year
experience with the Centers for Disease Con-
trol and Prevention’s (CDC’s) Arthritis Program
that may help in the development of a useful
public health practice framework for address-
ing other chronic musculoskeletal conditions,
such as osteoporosis and chronic back pain.

DESCRIPTION AND DEFINITION OF
THE PROBLEM

Arthritis and other rheumatic conditions
encompass more than 100 different diseases

that affect the joints and surrounding connec-
tive tissues (muscles, tendons, and ligaments).
These conditions are generally characterized
by pain, aching, and stiffness in and around
a joint. Inflammatory or systemic types of
arthritis and other rheumatic conditions (e.g.,
rheumatoid arthritis, systemic lupus erythema-
tosus) can affect multiple organ systems (e.g.,
cardiovascular, renal, respiratory) and often have
an autoimmune component. The most common
type of arthritis is osteoarthritis. The long-term
effects of arthritis include worsening of joint
symptoms, joint deformity, and disability.2

Arthritis Disability Is Preventable and

Treatable

Arthritis is the most common cause of
disability,1 and more than 23% of incident
disability in activities of daily living among older
adults can be attributed to arthritis.3

Strong scientific evidence supports the fact
that engaging in aerobic and muscle-strength-
ening exercise reduces pain, increases function,
improves quality of life, and delays disability
among people with arthritis.4---6 Longitudinal
studies suggest that if older adults with arthritis
engage in regular physical activity, age-related
functional decline can be reduced by as much as
32%.7 In a randomized controlled trial of aero-
bic and muscle-strengthening exercise among
older adults with knee osteoarthritis, incident
activity of daily living disability was reduced by
about 43% over 18 months.8

Excess weight increases pressure on the
joints, and modest weight loss improves

important clinical symptoms of arthritis, such
as functional limitation, pain, and disability. In
several randomized controlled trials, weight
loss significantly improved physical function
by as much as 28%.9---13 Even small amounts of
weight loss are beneficial. For example, weight
loss of about 5% (about 12 lbs for a person
weighing 250 lbs) significantly reduced pain
and physical disability,11 and weight loss of
about 10% has been shown to have moderate
to large clinical effects on disability.12 Inten-
tional weight loss among those with osteoar-
thritis may even lower mortality risk by about
50%.14 Multiple professional guidelines suggest
that health care providers advise all overweight
or obese patients with osteoarthritis to lose
weight.15---18

Self-management education is an interactive
educational process that focuses on building
skills such as goal setting, decision-making,
problem-solving, and self-monitoring and is
different from didactic arthritis education and
information dissemination.19,20 Persons with
arthritis who participate in self-management
education programs have small, but important
improvements in self-efficacy (including confi-
dence in their ability to manage their condition),
psychological health (including anxiety and de-
pression), and physical health (including fatigue
and social role limitations).19 Widespread com-
munity dissemination of these relatively low-cost,
effective programs is facilitated by the availability
of disease-specific (arthritis self-management
programs) and generic (chronic disease self-
management programs) formats, the use of
trained lay leaders as instructors, and the exis-
tence of basic training and program support
infrastructure.20

Early diagnosis and appropriate clinical
care with a growing spectrum of effective
disease-modifying antirheumatic drugs, espe-
cially newer biological response---modifying
drugs, have been shown to improve prognosis
and outcomes for inflammatory types of
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rheumatic disease, such as rheumatoid arthri-
tis. Early treatment with disease-modifying
antirheumatic drugs limits radiographic joint
damage, improves health-related quality of
life, and reduces lost work disability days.21---26

In a Dutch study, individuals whose time
from symptom onset to assessment by a rheu-
matologist was more than 12 weeks had
significantly higher rates of joint destruction
over 6 years.26

Effective Arthritis Interventions Are

Underutilized

Despite the known health benefits of being
physically active, 55% of adults with arthritis
aged 65 years and older are physically in-
active.27 Adults aged 65 years and older with
arthritis report low rates of health care pro-
vider counseling for weight loss (39%) and
exercise (50%) and low levels of arthritis
education (8.5%).28 Lack of awareness and
knowledge of effective arthritis management
interventions among consumers and health
care practitioners likely contribute to this
underutilization. Audience research with
people with arthritis indicates that many be-
lieve that arthritis is something to be tolerated,
not managed, and they do not begin to seek
out solutions until their arthritis begins to
threaten their valued life activities (unpub-
lished 2000 CDC reports). Healthy People

201029 and now Healthy People 202030

arthritis management objectives address ar-
thritis education as well as health care pro-
vider counseling for weight loss and physical
activity. From 2002 through 2006 there has
been a modest 18% improvement in self-
reported rates of health care provider coun-
seling for weight loss among overweight or
obese adults with arthritis (aged 18 years and
older)28 but no change for the other 2 objec-
tives, exercise and education; rates for all 3
objectives still fall below Healthy People 2010
targets. Adults aged 65 years and older have
particularly low rates of participation in evi-
dence-based arthritis education (8.6%).28 De-
spite evidence-based clinical guidelines fo-
cused on nonpharmacological treatments for
osteoarthritis, such as weight loss and physical
activity, current clinical practice does not re-
flect these guidelines.31 For example, in the
United States at least 1medication was ordered
or continued in 71% of ambulatory care visits for
arthritis, whereas counseling or education for
diet or nutrition (9% of visits) and exercise (19%
of visits) were ordered much less frequently.32

EPIDEMIOLOGY AND PUBLIC
HEALTH BURDEN

In 2007---2009, 21% (50 million) of
US adults aged 18 years and older had

doctor-diagnosed arthritis.33 Arthritis preva-
lence increases steadily with age (Figure 2),
affecting 29.8% of those aged 45 to 64 years
and 50.0% of those aged 65 years and older.
Women have a higher prevalence of arthritis
than do men at all ages. However, arthritis is not
just an old person’s disease; two thirds of adults
with arthritis are younger than 65 years.33 Based
purely on the aging of the population (and not
accounting for the current obesity epidemic), the
projected prevalence of arthritis is expected to
exceed 67 million individuals (25 million in-
dividuals with arthritis-attributable activity limi-
tations) by the year 2030.34

Osteoarthritis is the most common type of
arthritis, affecting approximately 27 million
adults overall and 12 million (34%) adults
aged 65 years and older.35 Other prevalent
types of arthritis and other rheumatic conditions
among adults aged 18 years and older include
rheumatoid arthritis (1.3 million), systemic lupus
erythematosus (approximately 300000), gout
(3 million), and fibromyalgia (5 million).35,36

Although the medical management of these
various types of arthritis are very different,
arthritis management strategies such as main-
taining a healthy weight, being physically active,
and participating in self-management education
are appropriate and beneficial for all types of
arthritis and may be extremely beneficial in
preventing loss of independence and disability
among older adults.

Impact

Arthritis has substantial personal and soci-
etal effects. Among adults with arthritis aged
65 years and older, 45.4% report arthritis-
attributable activity limitations,32 and about 1
in 4 report severe pain.37 Among working-age
adults with arthritis, 30.6% (7 million) report
work limitations because of arthritis.38 These
arthritis-related impairments and limitations
are associated with poor mental health and
diminished health-related quality of life39---41

and higher rates of physical inactivity and
obesity27,42 and likely contribute to arthritis
being the most common cause of disability.1 In
2003, arthritis among adults aged 18 years
and older cost the United States $128 billion
in direct costs (medical expenditures) as well
as indirect costs (lost wages), accounting for
approximately 2% of the annual gross do-
mestic product.43

Source. Centers for Disease Control and Prevention.1

FIGURE 1—Most common causes of disability among US adults 18 years and older: Survey of

Income and Program Participation, 2005.
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Comorbidity

Because the prevalence of arthritis is high,
it often co-occurs with other chronic diseases,
resulting in more activity limitation, disability,
and perhaps early mortality. More than 50% of
adults aged 18 years and older with diabetes
or heart disease and 31% of obese adults also
have arthritis.33,44,45 Arthritis may complicate
the management of these common chronic
conditions by limiting the ability to be physically
active, a key self-management behavior for these
and other chronic conditions. For example,
adults with both diabetes and arthritis were
found to be 1.5 to 2 times more likely to be
physically inactive than were adults having only
arthritis or diabetes.44

PUBLIC HEALTH APPROACHES AND
INTERVENTIONS

In 1999, on the heels of the National
Arthritis Action Plan: A Public Health Strat-
egy,46 the US Congress appropriated the first-
ever funding to address the public health burden
of arthritis by creating the Arthritis Program at
the CDC. The overall goal of the CDC Arthritis
Program is to improve the quality of life of
persons affected by arthritis. In collaboration
with public health partners (aging services, com-
munity-based organizations, health foundations,
etc.) over the past decade, the CDC Arthritis
Program has been developing and growing a

comprehensive public health program for ar-
thritis that focuses efforts in the following 5 areas.

Defining the Epidemiology of Arthritis

Studies have established arthritis as a large
and growing problem in the United States that
has significant personal effects (e.g., severe pain,
activity limitation, work limitation, disability,
decrease in health-related quality of life) for all
demographic groups and large societal effects
(e.g., health care system burden, direct and
indirect costs). To define this burden, it was
necessary to develop and validate a standard
case definition for self-report surveys (doctor-
diagnosed arthritis) as well as a definition that
can be applied in clinical and administrative
databases that use diagnostic codes. A vali-
dated47,48 self-report case-finding question for
arthritis surveillance has been used since 2002
in both national (the National Health Interview
Survey) and state-based (the Behavioral Risk
Factor Surveillance System) annual health sur-
veys. Self-reports of arthritis are used to monitor
the burden and impact of arthritis at the national
and state levels; particular emphasis is placed
on data that are informative for guiding pro-
grammatic activities at the state and local levels.
To assess the impact of arthritis on the health
care system using other sources of administrative
data, the National Arthritis Data Workgroup
developed a definition of arthritis and other
rheumatic conditions derived from the

International Classification of Disease, Ninth Re-
vision, Clinical Modification (Hyattsville, MD:
National Center for Health Statistics).49 This
definition has been used to monitor the impact of
arthritis on ambulatory care as well as hospital-
izations.32,50,51

Expanding the Number of Evidence-

Based Interventions

The CDC has been expanding the number
of evidence-based interventions to address
arthritis by (1) actively identifying existing
interventions appropriate for arthritis, (2)
funding the development of new interventions,
and (3) evaluating the effectiveness of new
and existing interventions. With public health
partners, the CDC established standard criteria
(arthritis appropriateness, strength of evidence,
and implementability as a public health in-
tervention) and uses these criteria to screen
existing self-management education and phys-
ical activity interventions for their usefulness
in arthritis management.19 The menu of such
programs has also been expanded through
prevention research on the development and
evaluation of newmodes of intervention delivery
(e.g., the Internet, self-study, and self-directed
programs) and the addition of programs in
different languages (e.g., Spanish).

For self-management education, the CDC
promotes an arthritis-specific program (the
Arthritis Self-Management Program), a similar
program for Spanish-speaking adults (Pro-
grama de Manejo Personal de la Artritis), and
2 generic programs (the Chronic Disease Self-
Management Program and its Spanish version,
Tomando control de su salud). The generic
programs are proven to help people with
arthritis but address other chronic diseases as
well (Table 1). These programs cover topics
such as problem-solving, developing health
habits such as regular exercise and relaxation,
managing symptoms, appropriate use of med-
ications, and communicating with your health
care provider.

For physical activity, the CDC promotes
walking, swimming, and biking as generally
safe and feasible activities for most adults with
arthritis. For those who want more support
to become physically active or who need the
security of knowing that the exercise they
perform is appropriate for people with arthri-
tis, 6 physical activity programs are proven

Source. Centers for Disease Control and Prevention, Unpublished Data.

FIGURE 2—Prevalence of arthritis among US adults 18 years and older, by age and gender:

National Health Interview Survey, 2007–2009.
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TABLE 1—CDC Arthritis Program Recommended Evidence-Based Self-Management and Physical Activity Interventions for Adults With Arthritis

Description For More Information

Self-Management Education

Arthritis Self-Management

Program

Small group sessions taught by 2 trained leaders meeting wkly for 2-h classes for 6 wk. Content

includes focus on health behaviors, medication use, cognitive symptoms management using

skills such as goal setting, and problem-solving.

http://patienteducation.stanford.

edu/programs/asmp.html

Chronic Disease Self-

Management Program

Small group format lead by 2 trained leaders meeting wkly for 2–2.5 h/session for 6 wk.

Persons with a variety of chronic conditions attend together. The content is not arthritis specific

but focuses on health behaviors and general disease management skills. Self-study mail-based

and interactive group Internet versions are also available; however, infrastructure for widespread

dissemination is still in development.

http://patienteducation.stanford.

edu/programs/cdsmp.html

Programa de Manejo

Personal de la Artritis

A Spanish version of the Arthritis Self-Help Program conducted by 2 Spanish-speaking leaders.

Course is culturally adapted and delivered in Spanish (not translated).

http://patienteducation.stanford.

edu/programs_spanish/asmpesp.html

Tomando Control de su

Salud

A culturally adapted Spanish language version of the Chronic Disease Self-Management Program

conducted by 2 Spanish-speaking leaders who follow a standardized curriculum.

Persons with a variety of chronic conditions, including arthritis, attend together.

http://patienteducation.stanford.

edu/programs_spanish/tomando.html

Physical Activity

Arthritis Foundation

Exercise Program

A nonaquatic group exercise class that includes aerobic (moderate intensity), muscle-

strengthening, balance, and flexibility exercises. Classes meet 2–3 times/wk for 1 h and are

ongoing or time limited (8–12 wk). Trained instructors select approximately 25 exercises from a

menu of more than 90 for each session. The class can accommodate persons with varying

functional levels; exercise can be adapted to be done sitting, standing, or lying down.

http://www.arthritis.org/

af-exercise-program.php.

Formerly known as People

With Arthritis Can Exercise.

Arthritis Foundation

Aquatic Program

A warm water pool exercise class developed specifically for people with arthritis. Group classes

are offered 2–3 d per wk for 1 h and may be ongoing or time limited (8–12-wk sessions).

Instructors complete a training course, are CPR certified, and typically hold water rescue or

lifesaving certification. Participants do not need to know how to swim; all exercises are done in

chest-deep water.

http://www.arthritis.org/aquatic-

program.php

Arthritis Foundation

Walk With Ease

A 6-wk walking program developed for sedentary adults with arthritis or other chronic conditions

offered in 2 formats: traditional small group and self-directed. A trained instructor leads group

sessions, which can be done indoors or outdoors. Group walks start with a short education

topic and 10–40 min of walking, including a warm-up and cool-down period. A structured

workbook, derived from behavioral change theory, guides self-directed participants to develop a

safe and individualized walking program.

http://www.arthritis.org/walk-

with-ease.php

EnhanceFitness An ongoing small group exercise class developed for older adults (not specifically for people

with arthritis). A rheumatologist and physical therapist have reviewed the exercises, and

exercises are considered arthritis appropriate. Classes are offered 3 d/wk for 1 h and include

conditioning, strengthening, balance, and flexibility exercises. Exercises can be done sitting or

standing and can accommodate various functional levels. Periodic fitness assessments are used

to assess participant progress.

http://www.projectenhance.org/

admin_enhancefitness.html.

Formerly known as Lifetime

Fitness.

Fit and Strong! Designed specifically for adults with lower extremity osteoarthritis, this small group exercise

program includes 1 h of conditioning (aerobic walking) and strengthening exercise and 30 min

of arthritis education. Certified exercise instructors lead classes, which are offered 3 times/wk.

http://www.fitandstrong.org

Active Living Every Day A 12–20-wk group behavioral change program designed to teach participants how to identify

and overcome barriers to physical activity, goal setting, and so on. Hr-long classes are

conducted wkly and led by trained facilitators following a lesson plan. No exercise is done in

class; participants learn how to incorporate physical activity into their daily lifestyle.

http://www.activeliving.info

Note. CPR = cardiopulmonary resuscitation.
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safe and effective for persons with arthritis
(Table 1). These programs offer a variety of
choices, including arthritis-specific (e.g., Fit
and Strong!, the Arthritis Foundation Exercise
Program, the Arthritis Foundation Aquatic
Program) and generic (EnhanceFitness, Ar-
thritis Foundation Walk With Ease) exercise
classes as well as a behavioral change program
(Active Living Every Day) that teaches par-
ticipants how to become and stay physically
active using skills such as goal setting, recog-
nizing barriers to being physically active, and
rewards but does not include actual exercise
during class.

Fostering Dissemination of Evidence-

Based Interventions

Since 1999, the CDC has funded arthritis
programs in state health departments and
worked with national partners to foster the
dissemination and adoption of evidence-based
self-management education and physical
activity programs to reach adults with arthritis.
The CDC funds state health departments
directly to create state arthritis programs
and has funded between 12 and 36
programs every year since 1999. A primary
goal of these state arthritis programs is to

exponentially expand the reach of evidence-
based self-management education and physical
activity interventions across the state.52 The
CDC has also indirectly funded arthritis ac-
tivities in state health departments by working
with the National Association of Chronic
Disease Directors53 to fund other chronic dis-
eases programs in state health departments to
integrate evidence-based arthritis-appropriate
interventions into their chronic disease program
activities.

To provide technical assistance and training
to support the dissemination of evidence-
based arthritis management interventions, the
CDC Arthritis Program also works with na-
tional partners54 such as the Arthritis Foun-
dation, Project Enhance, the Stanford Patient
Education and Research Center, the Admin-
istration on Aging, and the National Council
on Aging, among others. Using funds from the
American Recovery and Reinvestment Act,
the Administration on Aging funded 45 states,
the District of Columbia, and Puerto Rico to
deliver the Chronic Disease Self-Management
Program to older adults, build statewide de-
livery networks, and train the workforce to
deliver this program in communities. A new
partnership with the Y (also known as the

YMCA) of the United States will seek to embed
EnhanceFitness and other physical activity
programs appropriate for people with arthritis
in their national network and system of more
than 2000 YMCAs in local communities
across the United States.

Increasing Public Awareness of

Management Strategies

The CDC and public health partners have
identified and promote 5 key public health
messages (see box on this page) through pro-
active media outreach and multicomponent
community-based health communications
campaigns. Utilizing extensive audience re-
search, the CDC developed Physical Activity,
the Arthritis Pain Reliever, a health commu-
nications campaign promoting physical activ-
ity among White and African American adults
with arthritis, and Buenos Días, Artritis, a par-
allel campaign designed to promote physical
activity among Spanish-speaking adults with
arthritis. Both campaigns have demonstrated
an increase in self-reported physical activity
among respondents in communities where the
campaign was conducted.55---57 Currently, all
CDC-funded state arthritis programs conduct at
least 1 of these campaigns in concentrated local

Five Key Public Health Messages for People With Arthritis

d Learn arthritis management strategies. Learn techniques to reduce pain and activity limitations through participating in self-management education programs available in

communities across the country. Both arthritis-specific and generic (any or multiple chronic diseases) programs are offered in a variety of community settings including churches,

senior centers, recreation centers and health care facilities. Classes are lead by 2 trained instructors and meet for 2.5 hours a week for a 6-week session.

d Watch your weight. Excess weight worsens arthritis symptoms, physical function and contributes to disability and poor outcomes after joint replacement surgery. Even small

amounts of weight loss, about 10–12 pounds for a 200-pound woman, can improve symptoms. A variety of weight management approaches have been successful for persons

with arthritis including behavioral modifications (diet, exercise, etc.), medication, and surgery.

d Be active. Physical activity produces healthier joints and improves balance needed for doing activities of daily living. For persons with inflammatory types of arthritis, physical

activity can help mitigate the cardiovascular, pulmonary and renal complications associated with these conditions and help maintain bone health for persons taking long-term,

low dose corticosteroids. Adults with arthritis are recommendeda to engage in at least 150 minutes per week (e.g., 30 minutes per day on 5 days per week) of at least

moderate intensity aerobic activity such as walking, cycling, or water exercise and do muscle strengthening exercises at least 2 days per week.

d See your health care provider. Especially important for inflammatory types of arthritis, early diagnosis and appropriate medical treatment will slow progression and can

prevent unnecessary disability. For osteoarthritis, implementing self-management strategies such as weight management and engaging in appropriate physical activity at the first

sign of symptoms may delay disability and preserve independence.

d Protect your joints. Persons who have had previous trauma to the joints such as ruptured ligaments or serious fractures have higher rates of osteoarthritis. Certain occupations

that involve carrying heavy loads, repeated knee bending or kneeling and collision or contact sports and recreation activities can lead to joint injuries. Following occupational

and sports safety guidelines can help avoid joint injuries that may lead to arthritis.

a2008 Physical Activity Guidelines for Americans. Available at http://www.health.gov/paguidelines.
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areas each year, and campaign materials are
available, free of charge, for other organizations to
use as well.58 In addition, in 2010, the Arthritis
Foundation worked with the Ad Council to
release a public awareness campaign, Moving
Is the Best Medicine,59 to foster greater aware-
ness of arthritis management strategies.

Bringing Stakeholders Together

Annually, arthritis state grantees and other
partners, such as the local and regional offices
of the Arthritis Foundation, meet to set goals,
review progress, obtain technical assistance,
and share information and best practices re-
lated to implementing evidence-based arthritis
management interventions at the local com-
munity level. In addition, expert panels con-
ducted by the CDC have examined topics such
as physical activity and arthritis60 and pedi-
atric rheumatic disease surveillance case def-
initions.61 In 2009, the Arthritis Foundation
and the CDC brought together a group of
more than 70 diverse experts and stake-
holders to create a blueprint for public health
action to address osteoarthritis, the most
common type of arthritis. Released in Febru-
ary 2010, the National Public Health Agenda
for Osteoarthritis62 outlines a strategic re-
sponse to address osteoarthritis for the next
3 to 5 years and includes the following over-
arching goals:

To ensure the availability of evidence-based
intervention strategies—such as self-management
education, physical activity, injury prevention,
weight management, and healthy nutrition—to all
Americans with or at risk for osteoarthritis,

To establish supportive policies, communication
initiatives, and strategic alliances for osteoar-
thritis prevention and management, and

To initiate needed research to better understand
the burden of osteoarthritis, its risk factors,
and effective strategies for prevention and
intervention.62(p1)

In 2011, to facilitate implementation of the
recommendations in the Agenda for Osteoar-
thritis, the CDC and the Arthritis Foundation
held a meeting of the Osteoarthritis Action
Alliance, a coalition of stakeholders and orga-
nizations interested in advancing the Agenda
for Osteoarthritis, and a group of physical
activity and policy experts to prioritize policy
and environmental strategies that can facilitate
physical activity among people with arthritis.
The priority strategies developed from these

2 activities can be implemented by national,
state, and local partners, including state arthri-
tis programs.

OPTIONS FOR PRIORITY PUBLIC
HEALTH ACTIONS

Arthritis prevalence and impact data illus-
trate the fact that arthritis is a large and
growing public health concern among older
adults that urgently needs attention. Public
health and health care systems and commu-
nity-based organizations can consider several
options for action.

Forge Strategic Alliances

As with any complex public health problem,
achieving improvements in health among
adults with arthritis will take integrated
efforts across multiple sectors. The long-stand-
ing CDC and Arthritis Foundation partnership
has produced important changes in arthritis
awareness and funding, which eventually
should result in improved quality of life for
persons living with arthritis. Because effective
interventions (self-management education,
physical activity, weight loss, etc.) for arthritis
are also common to many chronic diseases
such as heart disease, diabetes, and obesity,
greater coordination of intervention efforts
with these other chronic disease programs and
partners would reach more individuals and
subsequently increase the impact on health.
Building and sustaining alliances with non-
public health groups, including aging networks;
federal, state, and local community organiza-
tions; health care systems; faith-based and
religious organizations; employers and busi-
nesses; and others, can maximize the effects
of existing resources and have the most impact
on public health.

Expand Delivery of Evidence-Based

Interventions

Despite proven effectiveness, evidence-
based arthritis management interventions are
clearly underutilized by persons with ar-
thritis.28,31 This may be because of a lack of
awareness or access to such programs as well as
low rates of referral by health care providers.
Awareness can be addressed with targeted
communication campaigns; however, access
and referral issues are more complex to resolve.

One strategy to improve access and sustainability
is to embed evidence-based interventions into
existing organizations with multiple points of
service delivery whose constituents or service
users are likely to have arthritis. This systems
approach of embedding interventions into the
routine work of organizations with multiple
service delivery points (as opposed to engaging
single sites) has the potential to exponentially
increase the reach of these interventions. Exam-
ples of strong delivery system partners include
area agencies on aging (and other members of
the aging network, which has multiple sites in
every US state), health care systems and com-
munity health clinics, university extension ser-
vices, parks and recreation centers, YMCAs and
other health and fitness groups, and faith-based
organizations.

Increase Visibility of Public Health

Messages and Effective Interventions

It is important to raise the visibility of key
public health messages about self-management
education, physical activity, and healthy
weight strategies as well as about the avail-
ability of arthritis self-management education
and physical activity interventions for those
with high need, such as older adults. Outreach
to media, health care providers, and commu-
nity members at large can all increase
awareness of the importance of adopting
self-management behaviors and of the avail-
ability and accessibility of public health in-
terventions among adults with arthritis. The
CDC is testing ways to link clinical and
community services through a primary care
practice---based outreach effort, using an aca-
demic detailing approach to inform primary
care practitioners about these evidence-based
interventions and to facilitate provider rec-
ommendations of the interventions to their
patients with arthritis or other chronic dis-
eases. The CDC is also testing a strategy to
use grassroots marketing by experienced
program participants to generate word-of-
mouth program recommendations throughout
communities.

Initiate Priority Policy and Environmental

Change Strategies

Identifying, implementing, and evaluating
policy strategies that will affect the prevention
and management of arthritis will eventually
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reduce the burden and impact of these
disabling conditions for older adults. Policies
that reduce obesity in the general population
(e.g., increase access to fruits and vegetables)62

and reduce or mitigate occupational and
sports- and recreation-related joint injuries (e.g.,
implement work safety guidelines, promote
wearing appropriate safety equipment) may be
effective at preventing osteoarthritis. Policy
and environmental changes to facilitate regular
physical activity (e.g., provide walkable neigh-
borhoods and access to safe places to be
active) and participation in self-management
education among people with arthritis can also
substantially reduce the burden of arthritis.
Policies that increase the reach of effective
interventions will improve symptoms, function,
and quality of life and delay disability for
the millions of adults currently affected by
arthritis.

CONCLUSIONS

Arthritis is a common condition and has
a severe impact on older adults. Aggressively
addressing arthritis pain and functional im-
pairment among older adults through appro-
priate medical management and public health
approaches, such as the use of community-
based physical activity and self-management
education interventions, may delay loss of
independence and disability. j
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