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Supporting Ongoing Stakeholder Collaboration 

Effective collaboration among arthritis stakeholders will be the key to successful 

implementation of the Framework.   

Objective 6:  Broaden Stakeholder Participation in the Alliance 

The Arthritis Alliance of Canada provides a forum for collaboration among arthritis 

stakeholders.  In order to move the Framework forward and to significantly improve the lives 

of people living with arthritis in Canada, it is important that additional, key stakeholders join 

with existing members of the Alliance in championing implementation of the Framework.   

Strategies 

To achieve these desired outcomes, governments and arthritis stakeholders must focus their 

efforts and collaborate on the following strategies: 

6.1 Engage the participation of the federal, provincial/territorial and municipal 

governments to work with and support the arthritis community in 

implementing the Framework.   

6.2 Engage the participation of health professions and organizations involved in 

the prevention of chronic disease in implementing the Framework. 

6.3 Engage the participation of professions and organizations involved in sport and 

workplace injury prevention to participate with the arthritis community in 

implementing the Framework. 

6.4 Engage employers and insurers to participate with the arthritis community in 

implementing the Framework. 

Desired Outcomes 

The following outcomes will be achieved through broadened stakeholder participation. 

• The federal, provincial/territorial and municipal governments support the 

arthritis community in implementing Framework initiatives. 

• A broadened range of health professional and injury prevention organizations 

participate in the implementation of Framework initiatives. 

• Employers, workers and insurers participate in the implementation of 

Framework initiatives. 
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The Framework encompasses a wide range of objectives and strategies that need to be 

addressed over time.  This section of the report outlines initial priorities for implementation 

and related opportunities for the contributions of various stakeholders.   

Initial Priorities 

The Arthritis Alliance of Canada will focus on facilitating the implementation of four initial 

priorities. 

1.  Implement a harmonized, pan-Canadian strategy 
to raise awareness of arthritis. 

Joint action on arthritis must begin with raising awareness in order to change behaviours.  

The mandates of several organizations in the Alliance include raising awareness of arthritis 

through information and education.  The support and involvement of governments, the 

private sector and health professional organizations is required to expand and build on these 

efforts through a harmonized, pan-Canadian awareness-building strategy that will change 

the understanding and behaviour of the public, health professionals, policy makers, 

employers, educators and others. 

The goals of this initial priority are: 

• Increased public awareness of key risk factors, consequences and prevention 

strategies for arthritis and directions to the appropriate resources for action; 

• Increased recognition of arthritis as a chronic disease in chronic disease prevention 

and management strategies and obesity reduction strategies; 

• Increased awareness and ability to effectively screen for arthritis; and 

• Increased recognition among employers, insurers and government agencies of 

arthritis as a major source of workplace disability:  

o The need to invest in injury prevention as injury leads to arthritis; and  

o The importance of workplace policies to accommodate episodic disabilities of 

employees living with arthritis.  

Requirements to achieve these goals include: 

Initial Priorities for Implementation 

Awareness Through 

Resources, Research and 

Relationships 

Working with its network 

of dedicated volunteers, 

health-care professionals 

and employees, The 

Arthritis Society provides 

leadership and funding for 

research, advocacy and 

solutions.  To date, the 

Society’s investment in 

research and education 

projects has led to 

breakthroughs in the 

diagnosis, treatment and 

care of people with 

arthritis.    

Increased knowledge and 

awareness is critical so 

Canadians will consider 

joint pain as a health 

priority, eliminating risk to 

themselves and the far-

reaching socio-economic 

implications for all 

Canadians. 



 

JOINT ACTION ON ARTHRITIS:  

A FRAMEWORK TO IMPROVE ARTHRITIS PREVENTION AND CARE IN CANADA 
$+!

 

• Engaging all stakeholders in the awareness raising effort; 

• Developing common, compelling, evidence-based messages aimed at dispelling 

myths about arthritis; 

• Targeting relevant messages to specific audiences in order to change behaviour; 

• Delivering these messages through a communication strategy with a consistent look 

and feel; 

• Coordinating delivery of these messages through existing arthritis-related 

organizations and vehicles, and through government chronic disease, injury 

prevention and obesity reduction strategies; and 

• Using the strategy to direct people to take action and access appropriate resources.   

The Alliance has established a leadership structure and working group to lead the 

development and implementation of this strategy. 

2.  Champion improvements in models of arthritis 
care. 

The goal of this priority is to facilitate implementation and continuous improvement in 

models of care for individuals living with arthritis in Canada. 

The Alliance has established an expert Models of Care Working Group that has developed 

evidence-based criteria that can enhance efficient and effective diagnosis and care of arthritis 

in different care environments.  Based on this work, the Alliance will collaborate with 

interested stakeholders to: 

• Seek the support of governments and health-related associations to champion 

improvement in models of arthritis care across the country; 

• Develop new and build on existing quality indicators to demonstrate the 

effectiveness of arthritis care and report provincial outcomes on a regular basis;  

• Develop and implement a communication strategy to share information on the best 

models of care across Canada; and 

• Work with key providers of educational materials to ensure there are evidence-

based electronic and print educational materials to support self-management in 

arthritis care. 

3. Promote research into arthritis prevention, self-
management, and the effectiveness and 
efficiency of arthritis care. 

The third priority for initial implementation focuses on resources and efforts toward 

improving prevention and the delivery of care for arthritis.  This priority aligns with and 



 

JOINT ACTION ON ARTHRITIS:  

A FRAMEWORK TO IMPROVE ARTHRITIS PREVENTION AND CARE IN CANADA 
$,!

 

coalesces ongoing initiatives across the country designed to deliver high quality patient-

centred care in a sustainable publically funded health care system. 

The goal of this priority is to promote research into the organization and delivery of health 

care services.  This includes studies of arthritis prevention, self-management, and comparative 

effectiveness and efficiency of models of care with a focus on the patient.  This is critical to 

ensuring not only that improvements in models of care are evidence based and patient 

focused, but also that they demonstrate measurable benefits. 

The Alliance has established a Research Working Group to implement this initial priority and 

to guide longer-term efforts to align and strengthen research into arthritis.  In the short term, 

the Research Working Group will collaborate with interested stakeholders to: 

• Develop targeted research funding opportunities that focus on arthritis prevention, 

self-management and care delivery models and the measurement of their benefits 

to patients and the health care system; 

• Enable the Canadian arthritis community to synthesize and exchange new 

knowledge and best practices in order to drive measurable improvements in the 

health of people living with arthritis; 

• Facilitate the formation of multi-disciplinary research groups to address knowledge 

gaps in arthritis prevention, management and models of care; and   

• Promote the application of knowledge transfer principles in order to engage health 

care decision makers and providers to facilitate the uptake and implementation of 

research results related to innovative models of care and their application in 

different settings. 

4. Support ongoing stakeholder collaboration. 

None of this work on these initial priorities or other Framework initiatives will happen without 

the ability to support ongoing stakeholder collaboration.  The arthritis community must 

continue to collaborate, and new stakeholders need to participate in these initiatives.  A 

stable, funded organization is required in order to support stakeholder collaboration and to 

facilitate implementation of Framework initiatives. 

The Alliance will move this priority forward by broadening the range of stakeholders 

participating as Alliance members and contributors to the implementation of Framework 

initiatives. 
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What Stakeholders Can Do 

The Alliance and its members have taken the lead in facilitating the development of this 

Framework and will be approaching governments and other arthritis stakeholder 

organizations with specific requests for both support and participation in order to implement 

its initial priorities.   

To date, collaboration has been the hallmark of the Alliance’s success.  Improving the lives of 

individuals with arthritis and mitigating the increasing burden of arthritis will require the 

support and participation of all stakeholders.   

Stakeholders will be encouraged to contribute to the implementation of the initial priorities in 

a variety of ways. 

Contact Us 

We would like to hear from you.  Send us your feedback on Joint Action for Arthritis: A 

Framework to Improve Arthritis Prevention and Care in Canada or contact us to discuss how 

your organization could help to make the Framework’s vision a reality.  Email us at 

info@arthritisalliance.ca or visit www.arthritisalliance.ca.   

Stakeholders How Stakeholders Can 
Contribute 

• Consumer organizations

• Employers and business 
organizations 

• Federal and 
provincial/territorial 
governments 

• Educators 

• Health care providers and 
associations 

• Injury prevention organizations 

• Insurers 

• Researchers 

• Research funding agencies 

• Sports medicine and coaching 
organizations 

• Support and participate in the 
awareness building strategy. 

• Participate in evaluation and 
knowledge transfer strategies 
to improve models of arthritis 
care. 

• Provide research funding and 
support to evaluate models of 
care. 

• Become a member of the 
Arthritis Alliance of Canada. 

• Provide financial support for 
the work of the Alliance in 
supporting ongoing 
stakeholder collaboration and 
implementation of the 
Framework. 
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Summary of Supporting Evidence 

1. Raising Awareness of Arthritis 

• The level of awareness about arthritis as a specific health issue and the impact of 

arthritis on the workforce is low among the general public, health care providers, 

and employers.33,34,79,84 

• Even among those living with arthritis, many do not know the type of arthritis that 

they are living with.85  

• In addition, the quality of health information on the web is inadequate and the 

ability of patients to navigate the web for high quality arthritis information and 

resources is poor.86,87,88,89,90 

• Although arthritis conditions are common problems seen in primary care, arthritis 

awareness and provision of arthritis care by primary care physicians is 

suboptimal.33,34,35 

• Patient educational interventions are effective in improving knowledge levels about 

arthritis91,92,93 and can promote behaviour change in people with arthritis.94,95  

2. Align and Strengthen Research into Arthritis  

• Most research over the last five years has focused on understanding mechanisms of 

disease, treatment, and disease management/quality of life: research focused on 

prevention and diagnosis or screening has been limited.28  

• Arthritis funding has plateaued since 2005 and although arthritis is more prevalent, 

it continues to receive significantly less funding than diabetes and cancer ($ 4.30 for 

every person of arthritis, compared with $12.83 per person with diabetes and $138. 

60 per person with cancer).28  

• Furthermore, while osteoarthritis (OA) is more prevalent (>10% of the population) 

than rheumatoid arthritis (RA) (<1% of the population), and has an increasing 

burden,1,4 research funding directed towards OA has been comparable to levels of 

funding in RA highlighting the need for ongoing research investment in OA.28  

• It is recognized that there is high variability in disease activity and progression within 

and between patients with inflammatory arthritis (e.g. rheumatoid arthritis, psoriatic 
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arthritis).96  To improve disease prevention and develop better therapies for arthritis, 

it is important to understand underlying disease mechanisms (e.g. dysregulation of 

immune response) and progression.97  

• Identification of biomarkers that can predict patients at risk for active and 

progressive disease has significant implications in preventing disease progression 

and maintaining function by targeting the right therapies to the right patient.98  

Although some progress has been made in advancing personalized and precision 

medicine in rheumatology, more research is needed.99,100   

• Little is known about the interactions among lifestyle, behaviour, environment and 

genes on the development of arthritis conditions. Understanding these interactions 

and the etiology of disease is essential to control and prevent disease onset.101,102,103 

• People living with arthritis have a higher likelihood of developing and living with 

other cormorbid conditions, especially as a person ages.1,11,104,105,106 However, there 

is little information on best practices for the management of arthritis conditions 

such as OA in the setting of other common chronic conditions.19  Furthermore, the 

presence of other chronic conditions has been shown to be a major barrier to 

receiving appropriate care and to lead to worse outcomes in OA.20,21,107   

• Coordinated and integrated surveillance systems at multiple levels of the health care 

systems can promote and enhance quality of care delivered for people living with 

arthritis.108,109 

• In order for health systems to provide effective and timely care for arthritis, valid and 

reliable information is needed to support decision-making by all health care 

stakeholders.  Quality indicators are tools that can be used to measure the 

performance of systems of care, identify care gaps, and facilitate quality 

improvement initiatives to deliver the right care to the right patient at the right 

time.64,110  

• There is evidence to support the effectiveness and, in some cases, cost- 

effectiveness of emerging models of care, such as the use of specialized nurses or 

rehabilitation therapists working in extended clinical roles.111,112,113,114,115,116,117,118 

• While some studies have shown that models designed to improve knowledge of 

primary care physicians in screening and referrals resulted in positive outcomes, 

such as reduced wait times for rheumatologists,91,119, 120,121 further research is 

needed to determine and evaluate optimal models and systems of care for arthritis 

in Canada. 



 

JOINT ACTION ON ARTHRITIS:  

A FRAMEWORK TO IMPROVE ARTHRITIS PREVENTION AND CARE IN CANADA 
%%!

 

3. Enhance Professional Education with Respect to Arthritis 

• Musculoskeletal conditions make up the largest area of practice for Canadian 

physiotherapists, occupational therapists, nurses, chiropractors, pharmacists, and 

other health care professionals.29,30,31,32  

• However, primary care physicians report less confidence and fewer abilities 

completing musculoskeletal assessments compared with other clinical 

encounters.33,34,35  

• Additionally, arthritis history and physical assessment skills have been found to be 

limited among entry-level physiotherapists and occupational therapy students.36,38  It 

is also important to note that the recent transition from a four-year baccalaureate 

program to a two-year master's program in most Canadian universities has resulted 

in a reduction in the average rheumatology instructional time in undergraduate 

physiotherapy programs.37 

• Education programs focused on health care providers have been shown to enhance 

provision of arthritis care specifically by improving patient knowledge about their 

type of arthritis, their treatments and associated side effects, and available 

community services and resources to help manage their disease.122 

• There is a need for health care professionals to improve aboriginal health in Canada 

by providing holistic care that considers aboriginal history, traditional beliefs and 

healing practices, and that acknowledges and addresses the needs of this vulnerable 

population.123 

4. Improve Prevention of Arthritis 

• Obesity is a recognized risk factor for OA of the knee, the hip and the hand.42,43,44,45 

There is some agreement that increased load on the joint is one mechanism 

contributing to the development of OA.124,125,126 Weight loss has been identified as 

an important prevention strategy for OA.29,48,49 

• Physical activity is necessary to achieve and maintain healthy body weight,127 which 

can be a preventative measure for the development of certain types of arthritis, 

such as OA.49, 2 

• Physical activity can have a beneficial effect on bone and joint health, as well as 

physical and psychosocial functioning of individuals with joint disease.128,129 Certain 

types of recreational physical activity are appropriate for persons with rheumatoid 

arthritis and osteoarthritis.52,53,130 

• Therapeutic exercises, including functional strengthening, general physical activity 

and whole body, low-intensity exercises, are effective in managing arthritis.131 

• Injuries such as fractures or injuries of the knee can lead to increased risk of 

development of osteoarthritis later in life.54  Recent findings showed that > 50% of 

people who have a knee injury will develop OA within 12–20 years.132  

• Sport is a leading cause of injuries in adolescents requiring medical attention and 

emergency department visits.55,56,57  Injuries of the lower extremity, primarily knee 
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and ankle, are most common, making up greater than 60% of sporting 

injuries.55,56,133,134  

• Researchers have determined occupational risk factors and affected occupations for 

knee injuries,58,59,60,61 which can allow employers to design and implement 

workplace policies and modifications to support episodic disability related to 

arthritis.62  

5. Improve Access to and Delivery of Care 

• Quality indicators can measure health care system performance across providers, 

system levels and regions.64,110,135  

• The rheumatology community has made significant efforts to develop quality 

indicators that are focused on examining processes of care for arthritis, which are 

evidence-based and measurable for use in routine rheumatology 

practices.64,110,136,137,138,139. 

• In rheumatology, continued collaborative efforts among rheumatology stakeholders, 

including policy makers and payers, are needed to develop quality measures that 

assess the impact of health system structures and processes of care on improving 

health outcomes. In addition, efforts are needed to validate the use of existing 

quality measures in routine data collection systems, such as electronic health records 

to facilitate ongoing quality and performance measurement across rheumatology 

practices.64,110 

• Research has shown the timely access to total joint replacement for patients who 

are eligible for surgery is a cost saving both to the health care system and to 

patients and their caregivers.140 There is significant suffering and significant loss in 

quality of life, possibility of joint damage, and reduced mobility for patients who 

wait greater than six months for surgery.141 

• Guidelines recommend early consultation with an arthritis specialist to confirm 

diagnosis and treatment.142,143,144,145,146 

• Many guidelines also support early referral to a rheumatologist and treatment with 

DMARDs (disease modifying anti-rheumatic drugs) for patients with 

RA.147,148,149,150,151,152 153  Early DMARD intervention slows the progression of 

structural joint damage and improves long-term outcomes, as well as overall patient 

quality of life.  Delays of three months or more in instituting DMARDs can lead to 

worse physical disability and joint damage.154 155,156,157  

• Despite recommendations around early access to care for patients with RA, studies 

have found that less than 50% of patients receive DMARDs treatment within six 

months to a year of symptoms onset.75,76,77  

• There are recommended guidelines that support the management of OA using both 

pharmacologic therapy and non-pharmacologic interventions, such as exercise, 

education, joint protection and assistive devices.138,158,159,160,161,162,163  Strategies for 

guideline dissemination result in modest to moderate improvements.71,72,73,74 
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• In spite of the guidelines and recommendations that exist for the management of 

arthritis, inappropriate or ineffective medication use has been reported among 

arthritis patients.21,164  

• To enhance quality and delivery of effective and efficient arthritis care, research has 

identified the need to develop models that are integrated across the continuum of 

care with linkages to primary and community care.  The need for integration with 

other chronic disease models has also been noted for the sustainable management 

of arthritis as a chronic condition.165  

• There is supporting evidence for the effectiveness of multidisciplinary team care for 

arthritis.166,167 



JOINT ACTION ON ARTHRITIS:  

A FRAMEWORK TO IMPROVE ARTHRITIS PREVENTION AND CARE IN CANADA 
%)!

Links to Related Reports 

The list below provides links to key arthritis reports developed by the Alliance. All reports are 

available at www.arthritisalliance.ca. 

Appendix B 

Report Name* Description 

Summit on Standards for 

Arthritis Prevention and Care 

(2005) 

Describes the process of national consultation 

conducted in 2005 and the resulting 12 

standards for arthritis prevention and care.  These 

standards have been incorporated as desired 

outcomes in Joint Action on Arthritis: A 

Framework to Improve Arthritis Prevention and 

Care in Canada. 

Canadian Arthritis Funding 

Landscape Review** 

Describes the arthritis funding landscape related 

to research and summarizes Canada’s strengths, 

needs  and challenges in the global context of 

the disease. 

The Impact of Arthritis in 

Canada: Today and Over the 

Next 30 Years 

Documents the burden of arthritis in Canada, 

focusing on osteoarthritis and rheumatoid 

arthritis, and investigates the potential impact of 

targeted investigations to mitigate the burden. 

*Some reports are under the Alliance’s former name, the Alliance for a Canadian 

Arthritis Program (ACAP). 

** Commissioned by the Canadian Arthritis Network (CAN), The Arthritis Society 

(TAS), the Institute of Musculoskeletal Health and Arthritis (IMHA) at the Canadian 

Institutes of Health Research (CIHR), and the Alliance for the Canadian Arthritis 

Program (ACAP). 
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Standards for Arthritis Prevention and Care 

The following standards for arthritis prevention and care were developed in 2005 by the 

Alliance, then named the Alliance for a Canadian Arthritis Program. 

Definitive Standards fro Arthritis Prevention and Care1 

1. Every Canadian must be aware of arthritis. 

2. Every Canadian with arthritis must have access to accurate information and 

education on arthritis that meet a defined set of criteria and are appropriate to their 

age and stage of disease. 

3. Participation in social, leisure, education, community and work activities must be an 

integral measure used to evaluate outcomes by health professionals, educators, 

policy makers and researchers. 

4. Every Canadian must be informed about the importance of achieving and 

maintaining a healthy body weight, and actively encouraged to engage in physical 

activity, to prevent the onset and worsening of arthritis. 

5. All relevant health professionals must be able to perform a valid, standardized, age 

appropriate musculoskeletal screening assessment. 

6. Inflammatory arthritis must be identified and treated appropriately within four 

weeks of seeing a health care professional. 

7. Health care professionals must recognize osteoarthritis as a significant health issue 

and treat it according to current treatment guidelines (Jordan 2003). 

8. Bone mineral density testing must be offered free to all women > 65 years, all men 

and women with low trauma fracture after age 40, and every Canadian of any age 

with risk factors for osteoporosis, according to current prevention and treatment 

guidelines (Brown 2002). 

9. Every Canadian with arthritis must have timely and equal access to appropriate 

medications. 

10. Post–approval evaluation of arthritis medications must be part of drug approval. 

Appendix C 
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11. Patient preferences, including risk–benefit trade–offs, must be incorporated into 

regulatory decision making and prescribing of arthritis medications. 

12. Every Canadian with arthritis requiring joint surgery must wait no longer than six 

months from the time the decision to have surgery is made by the patient and 

physician. 

Provisional Standards Requiring Additional Research 

13. To prevent arthritis, every Canadian must understand and implement prevention 

strategies to reduce sport and recreation injuries. 

14. Every Canadian with arthritis must have timely access to appropriate integrated 

health care appropriate to their age and disease stage. 

15. Every Canadian with arthritis will be enabled to participate in life roles that are 

important to them. 

Reference 

1Arthritis Alliance of Canada. Standards on Arthritis Preventions and Care. 2003 Website: 

http://www.arthritisalliance.ca/docs/SAPC%20Full%20Report%2020060331%20en.pdf. 

Accessed September, 2011 
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