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EXECUTIVE SUMMARY

About musculoskeletal conditions
‘Musculoskeletal conditions’ is a broad term, encompassing around 200 different problems
affecting the muscles, joints and skeleton.1 Over 9.6 million adults, and around 12,000
children, have a musculoskeletal condition in England today.2
Musculoskeletal conditions are a major area of NHS expenditure, comprising a separate
‘programme budget’ which – in 2006-07 – consumed £3.5 billion (around £10 million a day).
This represents a greater spend than on neurological conditions, diabetes, and infectious
diseases, and is an equivalent level of expenditure to that on respiratory conditions.3
Anecdotal evidence suggests that expenditure on musculoskeletal conditions increased by
over 15% in 2007-08 – a far greater increase than in other areas of programme spend.4
Given the huge cost to society and to the NHS of musculoskeletal conditions, the Department
of Health published its musculoskeletal services framework (MSF), A joint responsibility: doing
things differently, in July 2006. Its development was informed by broad engagement with a
huge number of voluntary organisations representing patients, NHS staff (including GPs,
consultants, nurses, allied health professionals, commissioners), the independent sector and
many professional groups.5
The Department of Health collaborated closely with the Department for Transport, the
Department for Communities and Local Government, the Department of Work and Pensions
and the then Department for Education and Skills in the development of the MSF.6 In many
ways, the groundbreaking nature of this development process paved the way for the similarly
broad engagement through which the Department of Health’s Cancer Reform Strategy7 and
Lord Darzi’s NHS Next Stage Review, High Quality Care for All, were produced.8
The implementation of the vision set out in the MSF has, however, been compromised by
three inherent limitations:

• It did not set formal ‘standards’ for NHS service delivery, which the NHS was required to
meet, like the ‘National Service Frameworks’ which came before it

• It did not set aside any formal funding to develop and improve capacity in
musculoskeletal services, with budgets to implement the MSF dependent on what local
NHS organisations could find from their already strained resources

• Its implementation was not led by a ‘National Clinical Director’, unlike many of the other
areas of NHS expenditure, such as cancer, diabetes, mental health, neurological
conditions, heart disease and stroke, kidney disease, and children and maternity services.9
Similarly, the commissioning of care for musculoskeletal conditions is not co-ordinated by
‘networks’, such as the cancer networks who co-ordinate the provision of cancer care
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Auditing the Musculoskeletal Services Framework
Anecdotal evidence received and experienced at first hand by members of the Arthritis and
Musculoskeletal Alliance (ARMA) suggested that this lack of strategic direction has
contributed to the worryingly poor implementation of the MSF. Although there are pockets of
good practice in different areas of the country, execution of the recommendations made in
the MSF in a uniform way across the country – in order to benefit all patients, wherever they
live – has been poor. In part, this stems directly from the anecdotal evidence we have
received that responsibility for musculoskeletal services sits across multiple divisions within the
Department of Health, hampering the strategic design and direction of services.
This lack of implementation, if confirmed, would be disappointing. Implemented in full, the
aims and objectives of the MSF should have ensured the delivery of high-quality
musculoskeletal services. The failure to have implemented it represents a barrier to Health
Minister Lord Darzi’s vision of an NHS which delivers ‘high quality care for all’.
Given the anecdotal evidence of poor implementation, the Arthritis and Musculoskeletal
Alliance (ARMA) decided to undertake an audit of the MSF to ascertain how far the MSF had
been implemented, and where barriers to its implementation exist. The audit asked each PCT
for their progress in implementing the key actions contained in the MSF.

Key findings from the audit
1. An analysis of spending on musculoskeletal conditions between different areas of the
country found that spending per patient fluctuates wildly, from £95 per head per year in
Lewisham PCT, to £1,379 per head per year in Western Cheshire PCT
2. Only 16% of responding PCTs had mapped their current resources and their use by people
with musculoskeletal conditions
3. There is huge confusion amongst PCTs on how they should go about meeting the
obligation to identify all patients with long-term conditions, and – within this – all patients
with long-term musculoskeletal conditions. 52% of PCTs had not identified all long-term
condition patients, and 33 of the 42 PCTs who said that they had done had identified only
patients with long-term conditions included in Quality and Outcomes Framework registers
4. Patients are still experiencing delays in obtaining an accurate diagnosis of a long-term
musculoskeletal condition. One cause of this – a lack of awareness amongst GPs – is
being exacerbated because less than half (43%) of PCTs offer education to GPs on how
to manage patients with inflammatory arthritis
5. 40% of PCTs do not work with voluntary and community organisations expert in the
delivery of care to patients with musculoskeletal conditions

COMM00474
June 2009

3

EXECUTIVE SUMMARY

6. More than one in five (21%) PCTs do not operate a Clinical Assessment and Treatment
Service (CATS) for musculoskeletal conditions, despite this being described as the
‘keystone’ of the Government’s policy in this area. There is a huge degree of confusion
within the NHS over the best location, purpose and staffing arrangements of CATS
7. Orthopaedic care remains a waiting time bottleneck: almost 3 in every 20 patients
(13.4%) requiring hospital admission were waiting longer than eighteen weeks for
treatment, with 2,468 waiting over six months and 132 waiting over a year
8. Over half (57%) of PCTs have not made links with their local Pathways to Work scheme
9. A review of the provision of NHS and social care rehabilitation services initiated by the
Department of Health in 2006 is yet to be completed
10. 60% of PCTs have not audited the outcomes of patients with musculoskeletal conditions.
Of those that had, a variety of outcome indicators are used. The lack of nationally
validated outcome measures is cited by a number of PCTs as a reason for not doing so

Recommendations for action
The findings of the audit indicate that the MSF has been poorly implemented in places.

• Many PCTs are commissioning musculoskeletal services without first collecting enough
information to make an accurate assessment of the needs of their local population

• Services are being delivered in a variable way around the country. Although some of this
variation may be accounted for by differences in local need, aspects of the MSF’s
recommendations (such as the establishment of CATS in each health economy, which
treat as well as triage patients) are not being implemented

• Outcomes are not measured consistently around the country
These findings would normally be of concern, but at present action is more pressing than ever
as a result of a number of changes which look set to increase both the prevalence and the
cost of treating musculoskeletal conditions. These include:
An ageing population. Although musculoskeletal conditions do not only affect older people,
their prevalence does increase with age. As the population ages over time, therefore, the
burden of musculoskeletal conditions is also set to increase.10
The challenges of changing lifestyles. Obesity, excessive alcohol consumption and a general
lack of weight-bearing exercise are all causal factors in a number of musculoskeletal
conditions. On obesity, for example, the Government’s own scientists have predicted that at
least 40% of the population will be obese by 2025, and that by 2050 the majority of the
population will be obese. With these increasing rates, therefore, the number of patients with
musculoskeletal conditions is set to rise.
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Heightened worklessness. More and more people are likely to leave work as a result of the
rising burden of musculoskeletal conditions. Some 11.2 million working days are already lost
on average per annum through musculoskeletal problems11, and musculoskeletal patients
are the second largest group of patients (22%) in receipt of incapacity benefits12, after
patients suffering from mental ill-health. As the prevalence of musculoskeletal conditions rises,
these costs are set to rise still further without appropriate intervention.
This rising burden of musculoskeletal conditions necessitates greater focus on improvement of
services. Although steps to improve musculoskeletal service provision will undoubtedly require
up-front investment over and above current expenditure, this investment is likely to deliver
cost savings in the years ahead which will more than offset the initial investment.
Furthermore, cutting-edge biomedical research is yielding many technological advances
which render existing patterns of service delivery redundant:13

• A new generation of biological treatments (such as anti-TNFs) can be used to treat
patients with autoimmune conditions

• Improved prostheses for joint replacement surgery, including advances in joint
replacement implants and procedures (for example, shorter-stem, bone-conserving hip
replacements, and improvements in bearing materials such as ceramic-on-metal for
younger, more active, people), which allow for earlier and less radical treatment

• Use of computer-assisted technology to improve surgical accuracy and facilitate less
invasive surgical techniques

• Improved diagnostic techniques (such as DXA scanning and ultrasound), and their
incorporation in new service delivery models such as ‘Fracture Liaison Services’
In order to take advantage of these new treatments, and to tackle the rising burden of
musculoskeletal conditions, we believe that the MSF now needs to be reviewed and
updated.
We recommend that a National Clinical Director for musculoskeletal services is appointed to
lead the development of a new musculoskeletal services strategy, ensuring that there is a
clear line of accountability and responsibility within the Department of Health for delivering
effective services, and that patients are provided with the quality of service originally
envisaged by the Department of Health in its MSF.
Drawing on the experience of the development of other condition-specific strategies, such as
in cancer, we recommend that the new National Clinical Director – with the support of the
Department of Health – brings together all interested parties to establish clear service priorities
over the short, medium and longer terms, the models of delivery needed to achieve the
service priorities, and to put in place the funding needed to support these service models.
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We recommend that action is driven forward in the following four areas in the first instance:
Quality of services. There is a need for effective care to be delivered to the millions of people
who are affected by all musculoskeletal conditions – including those, such as repetitive strain
injury (RSI) conditions, which were absent from the original MSF. High-quality services which
combine the skills of healthcare professionals with voluntary sector organisations and social
care services, with their design rooted in a clear understanding of local needs, must be
provided. To ensure that the commissioning of services is informed by specialist input, the
Department of Health may wish to consider the ‘network’ model of commissioning pioneered
in other areas, such as cancer.
Quality of life. Many different public services must work together to give people with
musculoskeletal conditions the services they require. For example, people with long-standing
musculoskeletal conditions may need support from the housing, transport, employment,
education and benefits services, well outside the traditional boundaries of the health and
social care services.
Quality of information. There is a need for concerted action to address the lack of information
healthcare professionals and members of the public suffer from in relation to musculoskeletal
conditions. Members of the public are often unaware as to when they should seek treatment
for a musculoskeletal condition, potentially exacerbating its severity, and – once a condition
has been diagnosed – how they can self-manage it effectively to maximise their wellbeing.
Similarly, healthcare professionals – and particularly GPs – are sometimes unable to diagnose
accurately patients who have more complicated musculoskeletal conditions. The quality of
information provided to both healthcare professionals and members of the public needs to
be improved.
Quality of training and development. There is a need to reshape the workforce to ensure it is
prepared for the continued increase in the prevalence of long-term conditions over the
coming years and decades. High quality training and development must be put in place,
together with a competency framework in order to better understand the skills needed in
order to meet the needs – sadly often unheard – of people living with these long term
conditions.
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About musculoskeletal conditions
‘Musculoskeletal conditions’ is a broad term, encompassing around 200 different problems
affecting the muscles, joints and skeleton.14 Over 9.6 million adults, and around 12,000
children, suffer from a musculoskeletal condition in England today15. The conditions can be
either long-term or short-term in nature, and have a wide variety of causes – some wellknown, some less so. The long-standing musculoskeletal conditions are a major cause of longstanding disability, ill-health and inability to work.

Some musculoskeletal conditions

• Sprains and strains, which are often self-limiting and can be self-managed appropriately16
• Musculoskeletal conditions caused by severe trauma, such as pelvic fracture, spinal cord
injury and limb amputation17

• Low back pain, which affects around 4 out of 5 people at some point in their life18
• Repetitive strain injury (RSI) conditions
• Osteoarthritis, which is the most common reason to refer patients for joint replacement
surgery19

• Osteoporosis, which is the main cause of fractures in older people20
• Rheumatoid arthritis and other inflammatory arthritis conditions such as ankylosing
spondylitis and psoriatic arthritis

• Other autoimmune rheumatic diseases such as systemic lupus erythematosus (SLE),
scleroderma and vasculitis

• Chronic pain syndromes such as fibromyalgia and marfan syndrome
Musculoskeletal conditions are a major area of NHS expenditure, comprising a separate
‘programme budget’ which – in 2006-07 – consumed £3.5 billion (around £10 million a day).
This represents a greater spend than on neurological conditions, diabetes, and infectious
diseases, and is an equivalent level of expenditure to that on respiratory conditions.21
Anecdotal evidence suggests that expenditure on musculoskeletal conditions increased by
over 15% in 2007-08 – a far greater increase than in other areas of programme spend.22
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Development of the musculoskeletal services framework
Given the huge cost to society and to the NHS of musculoskeletal conditions, the Department
of Health published its musculoskeletal services framework, A joint responsibility: doing things
differently, in July 2006. Its development was informed by broad engagement with a huge
number of voluntary organisations representing patients, NHS staff (including GPs, consultants,
nurses, allied health professionals, commissioners), the independent sector and many
professional groups.23 This sought to address a number of common concerns with the
provision of musculoskeletal services, summarised in the box below.

Some common concerns with musculoskeletal services
Services are fragmented and incoherent

• The various specialties required to treat patients with musculoskeletal conditions
effectively – and particularly in rheumatology and orthopaedics – are poorly integrated24

• A variety of service models are employed in different areas of the country, with some
areas offering services in hospital and some in the community, and other areas offering
fully integrated care, with little evidence of thoughtful planning based on the needs of
the local population

Skills of healthcare professionals are poorly exploited

• Effective musculoskeletal services need to be provided by a multidisciplinary team
encompassing a wide variety of disciplines including not only rheumatology and
orthopaedics, but also rehabilitation, physiotherapy, psychiatry, occupational therapy,
podiatry, prosthetics and orthotics, amongst others25

• There are very few examples of clinical departments embracing the full range of skills on
offer, including in rheumatology and orthopaedics, but also including rehabilitation,
physiotherapy and occupational therapy, dietetics, podiatry, prosthetics and orthotics

Services are hampered by a lack of strategic planning

• The treatment which can be provided to many patients with musculoskeletal conditions is
advancing rapidly, with improved drug therapies, joint replacement implants, diagnostic
tests, and surgical techniques and tools being developed and being made available to
many patients. However, musculoskeletal services are ill-tuned to adapt to these new
developments

• Very little information is collected from individual services on their respective
performance, and outcomes are poorly measured. At the national level, virtually no
information is collected for the purpose of benchmarking services against each other. As
a result, there is little scope for learning about ‘what works’ in the care of the patients with
musculoskeletal services, and for feeding this information back to inform service
development, and therefore service weaknesses are inadequately addressed26
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The Department of Health collaborated closely with the Department for Transport, the
Department for Communities and Local Government, the Department of Work and Pensions
and the then Department for Education and Skills in the development of the MSF.27 In many
ways, the groundbreaking nature of this development process paved the way for the similarly
broad engagement through which the Department of Health’s Cancer Reform Strategy28
and Lord Darzi’s NHS Next Stage Review, High Quality Care for All, were produced.29
The implementation of the vision set out in the MSF has, however, been compromised by
three inherent limitations:

• It did not set formal ‘standards’ for NHS service delivery, which the NHS was required to
meet, like the ‘National Service Frameworks’ which came before it. Some conditions, such
as RSI conditions, were entirely absent from the MSF

• It did not set aside any formal funding to develop and improve capacity in
musculoskeletal services, with budgets to implement the MSF dependent on what local
NHS organisations could find from their already strained resources

• Its implementation was not led by a ‘National Clinical Director’, unlike many of the other
areas of NHS expenditure, such as cancer, diabetes, mental health, neurological
conditions, heart disease and stroke, kidney disease, and children and maternity
services30
By way of an example of the lack of this direction, the Quality and Outcomes Framework of
the GP contract – which is intended to reward GPs for delivery of high-quality long-terms
conditions care – does not contain ‘points’ for rewarding GPs for providing high-quality care
to patients with long-standing musculoskeletal conditions.
Anecdotal evidence received and experienced at first hand by members of the Arthritis and
Musculoskeletal Alliance (ARMA) suggested that this lack of strategic direction has
contributed to the worryingly poor implementation of the MSF. Although there are pockets of
good practice in different areas of the country, execution of the recommendations made in
the MSF in a uniform way across the country – in order to benefit all patients, wherever they
live – has been poor.
This lack of implementation is disappointing. Implemented in full, the aims and objectives of
the MSF should have ensured the delivery of high-quality musculoskeletal services. The failure
to have implemented it now represents a barrier to Health Minister Lord Darzi’s vision of an
NHS which delivers ‘high quality care for all’.
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Auditing the MSF
Given the anecdotal evidence of poor implementation received and experienced by ARMA
members, ARMA decided to undertake an audit of the MSF. This followed a two-stage
process:

• Desk research of Department of Health statements and interrogation of existing data
sources, and of responses by ministers in Parliament to questions on musculoskeletal
services, to ascertain the progress made in meeting the commitments made at a national
level in the MSF review

• Freedom of Information requests to every Primary Care Trust (PCT) in England to ascertain
the progress made in the recommendations made in the MSF which were intended to be
implemented locally. The request was sent to PCTs in March 2009, and responses were
received from March to May 2009
In total, we received responses from 107 of England’s 152 PCTs (70%) by the deadline
requested, and these responses have formed the basis of the analyses conducted in this
report (the list of responding PCTs is included in the annex). We received a number of
responses after the deadline, and have worked hard to ensure that some of this additional
information is incorporated in the audit. We remain concerned that some PCTs did not
acknowledge the Freedom of Information request at all, in contravention of the Freedom of
Information Act 2000.
Many of the questions contained in our Freedom of Information request were ‘confirm or
deny’ requests, which we felt it would be most simple for PCTs to answer, and from which we
felt it would be easiest to undertake quantitative analyses. However, as we explain in this
report, there was some confusion amongst PCTs of the terms used, despite their original use in
the MSF itself. We feel that this, in itself, is indicative of the lack of a clear, strategic direction
set at a national level for the ongoing development of musculoskeletal services at a local
level.

COMM00474
June 2009

10

1. ABOUT THE MUSCULOSKELETAL SERVICES FRAMEWORK

The audit is based around the three stages of the NHS ‘delivery cycle’ – that is, the process by
which services are commissioned, the way in which these services are delivered to patients,
and the auditing of the outcomes for patients which result, in order to feed into the process
by which services are commissioned, as follows:

COMMISSIONING

DELIVERY

AUDITING
We summarise the key findings and make key recommendations for future activity at the end
of this report.
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Variations in spending
PCTs have responsibility for commissioning health services for their local population, and are
the legal holders of the NHS budget. They must use this budget to commission services on the
basis of an assessment of the needs of their local population.
Due to the flexibility PCTs have in determining what services they should be funding, some
local variation in spending on musculoskeletal services can be expected between different
geographical areas. However, we analysed the programme budgeting spend in each PCT
and found variations in expenditure on musculoskeletal services per head of prevalent
population – ranging from just £95 per head in Lewisham PCT in 2006-07, to £1,379 per head
per year in Western Cheshire PCT in 2006-07. The distribution of spending is shown in the chart
below:31

Expenditure per patient on musculoskeletal services
1600
1400
1200

£

1000
800
600
400
200
0

Although a proportion of this variation may be explained by coding errors by PCTs allocating
different budgets to a programme line (the Audit Commission found that procedures in the
rheumatology specialty, for example, suffer from the highest number of coding errors32), it is
also likely that a significant part of the variation is accounted for by variations in the ways in
which PCTs conduct their local needs assessments. This may mean that PCTs underestimate
the number of people with musculoskeletal conditions in their local area, and spend less than
they should do accordingly, impeding the uniformity of and equality of access to services.
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Conducting needs assessments
The MSF highlighted how needs assessment should include at least:

• A mapping exercise to understand the current supply of musculoskeletal services, and
how services need to be delivered to meet the priorities of patients

• An estimate of the number of patients living with musculoskeletal conditions in a PCT’s
health community, both now and in the future, to understand how the current and future
supply of musculoskeletal services needs to be provided
This is not just good practice, but a requirement. The Local Government and Public
Involvement in Health Act 2007 places a duty on both PCTs and local authorities to work
together to, “identify the current and future health and wellbeing needs of a local
population” through a ‘Joint Strategic Needs Assessment (JSNA)’, and to design the correct
provision of services through a ‘Local Area Agreement’.33

Mapping current musculoskeletal services
The MSF review called on NHS organisations to, “map current resources and their use by
people with musculoskeletal conditions, including NHS and other services outside hospital;
hospital-based elective and emergency services; and use of diagnostic departments; identify
gaps and need for investment”.34 However, our audit found that – three years after the MSF
was first published – just 14 of the 85 PCTs who responded had done so:

Please confirm or deny that your PCT has mapped current
resources for people with long-term conditions and their use

16%

Confirm
Deny

84%
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As a result of the Local Government and Public Involvement in Health Act 2007, all PCTs
should now be conducting reviews to map the use of current resources routinely, and it is
deeply concerning that the vast majority – 84% – have not. Indeed, just five PCTs responding
to our audit said that they had used the JSNA to do so, despite the fact that this is the tool
which should be being used. Indeed, among the indicators defined in the National Indicator
Set to be used by NHS organisations in undertaking their JSNAs are a number which relate to
musculoskeletal conditions and services, including one relating to the number of ‘people with
a long-term condition supported to be independent and in control of their condition’.35

Estimating the number of people living with long-term conditions
The requirement to identify the number of patients living with long-term conditions was first
placed upon PCTs in the Department of Health’s January 2005 publication Supporting people
with long-term conditions calling on PCTs to, “identify all long-term condition patients in your
health community”. 36 This was underlined in the MSF, which stated that:37
“The current health status and needs of those with musculoskeletal conditions, including
children, should be assessed as part of a population needs assessment using current
information sources on people with musculoskeletal conditions in order to understand the
incidence and prevalence of musculoskeletal disorders and health and healthcare
inequalities.”
Our audit uncovered a degree of confusion amongst PCTs as to how they should go about
meeting this obligation. In part, the Department of Health must take its share of the blame,
because although its own MSF calls on PCTs to use current information sources to understand
the prevalence of musculoskeletal patients at a local level, it admitted in January 2009 that:38
“We have made no estimate of the number of people living with long-standing
musculoskeletal problems.”
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As the following chart shows, just 48% of PCTs reported that they had identified all long-term
conditions patients in their health community:

Please confirm or deny that your PCT has identified all
long-term conditions patients in your health community

48%

Confirm
Deny

52%

Many PCTs who denied that they held this information felt that it was a virtually impossible
requirement. For example Milton Keynes PCT responded by saying: 39
“I am sure we won’t. There is no obvious way to know an answer to this question. I would be
interested to know of any methodology you can recommend.”
Other PCTs who denied that they held the information explained that they were taking steps
to address this lack of knowledge. For example:

• Richmond and Twickenham PCT responded that, “the PCT has ongoing processes and
•
•

personnel in place to ensure that all patients with a long-term condition are identified”40
Bassetlaw PCT said that it is, “planning to commission additional data analysis tools to
enable us to do this in the future”41
South Birmingham PCT explained that, “work [is] underway with Aetna and BUPA to run a
case-finding and predictive model available [in] early summer 2009”42

A number of PCTs highlighted that they used the ‘Patients at Risk of Re-hospitalisation (PARR)’
software tool to estimate the number of patients most at risk of future emergency readmission
to hospital as a proxy for their most at-risk long-term conditions patients. This software tool,
commissioned by the Department of Health from the King’s Fund and developed in
partnership with New York University, utilises a patient’s recent admission data to calculate
the likelihood of their readmission, taking into account factors such as prior utilisation,
diagnoses and socio-demographic information.43 Whilst the uptake of new technologies is to
be welcomed, it is important to note that the PARR tool only flags up patients who are at risk
of readmission, and patients who have not been admitted in the first place – but who may
be at risk of being admitted – will not be captured by it.
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33 of the 42 PCTs who confirmed that they held information on the number of patients living
with long-term conditions believed that they did so only because they knew the number of
patients listed on registers GPs keep in order to meet the requirements placed upon them by
the Quality and Outcomes Framework (QOF). This is a misguided belief since, as North
Somerset PCT explained:44
“Not all [long-term conditions patients] will be identified on QOF registers.”
Indeed, information on the number of patients living with only a handful of long-term
conditions (including heart disease and stroke, high blood pressure, diabetes, mental health,
epilepsy, hypothyroidism, and asthma45) is required to be kept through the QOF. As stated
above, musculoskeletal conditions have never been included in the QOF, perhaps
contributing to one of the most worrying findings of our audit:

Please confirm or deny that your PCT includes musculoskeletal
conditions within its definition of long-term conditions

45%
55%

Confirm
Deny

Although this is a concerning finding, it does indicate that the QOF is a powerful tool with
which to identify the prevalence of long-term conditions patients, and of the usefulness to
PCTs of the data collected to inform their service priorities. Recommendations for the
inclusion of certain musculoskeletal problems in the QOF have been made in the past, but
have often been frustrated. For example:
• For 2008-09, the Independent Review Panel for the QOF recommended the inclusion of
incentives to improve the management of osteoporosis.46 This recommendation was in
line with recommendations made in the National Service Framework for Older People of
2001, which called on GPs to, “take responsibility for assessing risk of osteoporosis and
identifying those who need prevention of treatment”47
• However, in order to meet the Government’s aim of achieving improved access to GPs,
the QOF ‘points’ which would have been used to support the management of
osteoporosis were instead used to reward GPs for offering longer opening hours,
overlooking the recommendations of the independent review panel
• A letter to The Times following the agreement of the 2008-09 QOF from – among others –
the British Society for Rheumatology, the Royal College of Nursing, the British Orthopaedic
Association, Help the Aged, the British Geriatrics Society, the Royal College of Surgeons,
and the National Osteoporosis Society – expressed dismay with the outcome, saying
that:48

COMM00474
June 2009

16

2. COMMISSIONING MUSCULOSKELETAL SERVICES

“Many [osteoporotic] fractures could be prevented if patients had an early diagnosis and
were put on treatment to strengthen their bones. The new measures proposed for the GPs’
contract would have constituted one of the most beneficial and cost-effective reforms in
patient care for older people in recent years…It is therefore particularly regrettable that the
Government has not accepted [these] proposals in the new GPs’ contract that would have
benefited millions of older people at risk of osteoporosis and life-threatening fractures.”

World class commissioning
One reason why musculoskeletal conditions may not be being accorded the commissioning
priority their impact warrants is because the effective commissioning of musculoskeletal
services is not prioritised through the Department of Health’s ‘World Class Commissioning’
assurance process.
Under the World Class Commissioning process, PCTs must identify a number of local service
priorities to focus on, mainly drawn from a national list of ‘vital signs’. Our audit found that the
latest list of vital signs does not contain any indicator specific to outcomes for musculoskeletal
patients which PCTs can choose to inform their service planning.49
In addition, PCTs have historically had little information to inform their commissioning
decisions. However, a number of recent developments now mean that PCTs have a lot of
information on which to draw, including:

• NICE clinical guidelines on a number of musculoskeletal conditions – such as rheumatoid
arthritis, osteoarthritis, and osteoporosis

• The development by the Rheumatology Futures Group in conjunction with the
Department of Health of an inflammatory arthritis commissioning pathway

• New falls and fractures commissioning standards which are due to be published as part of
the ‘Prevention Package for Older People’, which aim to promote better care and
prevention of fragility fractures in older people
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About the falls and fractures commissioning standards50
The new falls and fractures commissioning standards will promote better care and prevention
of fragility fractures in older people.
The standards accord the highest priority to the management of patients with hip fracture
based on the recognition that high quality, cost-effective care is best provided
collaboratively by orthopaedic surgeons working alongside geriatricians.
Falls-related injuries are the leading cause of death due to accident in older people and the
single biggest killer is hip fracture. It is therefore vital that patients with hip fracture are
admitted and operated on quickly.
Given that one in ten patients who suffer a hip fracture die within a month and a fifth never
return home, preventing this injury should be a major national priority. This means that after
any fall, but particularly after one causing a fragility fracture – typically wrist, upper-arm or
pelvis – patients must be assessed for their need for bone-strengthening drugs, and also
offered a comprehensive falls risk assessment. This multidisciplinary approach is vital. It takes
account of medical conditions, strength and balance, visual impairment and medications. In
addition, all older people at risk of osteoporosis should be identified and treated to reduce
their chance of fall and fracture.
NICE has provided guidance on falls and on the primary and secondary prevention of
osteoporosis. Together, the British Orthopaedic Association and British Geriatrics Society have
produced joint standards for hip fracture care and prevention, and created the National Hip
Fracture Database to monitor and promote compliance with them.
These new commissioning standards are a great opportunity to galvanise Primary Care Trusts
and their partners in acute hospitals to put all this into practice and hence to improve the
care and prevention of osteoporotic fractures.
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Priorities
The delivery of musculoskeletal services has historically been poor, with services based
around traditional patterns of delivery and not around the needs of patients. The MSF made
a number of recommendations for action, but progress has been limited in meeting the two
priorities for musculoskeletal services identified by patients at the time of the MSF:51

• Speedy and clear access to services (including timely and appropriate referral from
primary care)

• Good pain control

Diagnosis and intervention
Early diagnosis and intervention can make a real difference to patients with long-term,
disabling musculoskeletal conditions.52 However, evidence suggests that many patients
experience delays in accessing specialist help, and early intervention after diagnosis:

• Arthritis Care’s OA Nation report of April 2004 found that 39% of respondents needed to

•

•

visit their GP at least three times – and in some cases up to 11 times – before being offered
a diagnosis, and that typically a diagnosis was made around 18 months after symptoms
had first started53
Similarly, a recent report by the King’s Fund for the Rheumatology Futures Group found
that almost one in fifteen patients (6.7%) had to visit their GP on over ten occasions before
being referred to a specialist, and over one in 20 (5.6%) waited for over three years before
seeing a specialist54
A report published in 2008 by the Information Centre for Health and Social Care found
that only 1 in 10 older women who have suffered a fragility fracture, and 1 in 50 older
men, are tested for osteoporosis using a DXA (Dual energy X-ray Absorptiometry)
scanner55

As well as the delays patients encounter with professionals, members of the public themselves
also contribute to delays by not seeking help quickly enough. A general programme of
awareness-raising about when to seek help would therefore be of benefit.
The delays at the GP-level are caused in part by a lack of awareness amongst GPs, caused
both by a lack of incentives to acquire the skills to diagnose patients effectively, and a lack
of training time. This was a point underlined by our audit. Asked to confirm whether their PCT
offers education or training to GPs on rheumatoid arthritis, the majority of the 79 who
responded said that they did not, as the chart on the next page shows.
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Please confirm or deny that your PCT provides education for GPs
about how to manage patients with suspected rheumatoid arthritis

43%

Confirm
Deny

57%

Of those that did offer training to GPs, a number of PCTs – including North Lincolnshire PCT56
and North Somerset PCT57 – responded by saying that the GP education was provided as
part of ‘protected learning time’ (PLT) arrangements. These arrangements recognise the fact
that primary care staff are often unable to take a break to attend training sessions during
their working day. PLT takes place at a time designated during the normal working day, with
locum cover provided to those staff who attend.
Training is also important for GPs on musculoskeletal conditions more broadly, for example on
joint replacement longevity, outcomes and quality of life. If GPs delay referring patients for
joint replacement assessment for months or even years, this can be very detrimental to a
person’s health outcomes in the longer-term.
We were particularly encouraged by the response from Bath PCT, which explained that its
GPs are trained on an annual basis with specialists from the Royal National Hospital for
Rheumatic Disease. All PCTs may want to consider such collaborative training arrangements
between GPs and specialists, and to consider the ways in which GPs may access specialist
help on an ad hoc basis.

Supporting self-care
Self-care is a vital element of musculoskeletal service provision. The MSF called on PCTs, “to
support self-care by providing consistent information on musculoskeletal conditions across
their health economy”.58
However, evidence exists to suggest that the information provided to patients is often
inadequate. A study on the quality of care given to RA patients in January 2009 found that
more information for patients, such as access to service summaries and local care pathways
explaining what is available and the proposed treatment process, is required.59
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This was underlined by our audit, which found that more than one in ten of the 96 PCTs who
responded to this question did not provide any information to patients with musculoskeletal
conditions:

Please confirm or deny that your PCT provides information to
patients on musculoskeletal conditions to support self-care

13%
Confirm
Deny

87%

A number of PCTs – such as Blackburn with Darwen PCT60 and Lincolnshire PCT61 – reported
that the information they provided to patients was specific to the patient concerned.
Similarly, Tower Hamlets responded that they gave patients with musculoskeletal conditions
“verbal information/advice”.62
Whilst we hope that all PCTs are providing information to patients which is specific to them, it
is a central tenet of the MSF that self-care can only be supported by the provision of
consistent information. Without such information provided by the NHS, patients may find
erroneous information to help them manage their condition from other sources such as the
internet which may result in their condition deteriorating. Similarly, the importance of giving
patients written information is vital: patients may be concerned or distressed when in front of
a health professional, and may not be able to recall verbal advice about how to manage
their condition. As such, it is vital to supplement verbal advice with written information which
patients can refer to outside of their conversation with health professionals.
The MSF noted the wealth of written advice on musculoskeletal conditions available from,
“reliable sources [including] patient organisations such as Arthritis Research Campaign,
Arthritis Care and other members of the Arthritis and Musculoskeletal Alliance, community
pharmacies, NHS Direct, the Department of Health, the National Library for Health and
professionally endorsed websites”.63
Our audit found that many PCTs were using some of these sources of advice, with the most
frequent being the 20 PCTs who reported that they used Arthritis Research Campaign leaflets
routinely. Similarly, a large number of PCTs reported that they gave patients The Back Book,
The Neck Book and The Whiplash Book to support their self-care.
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We were particularly interested by the response we received from Hammersmith and Fulham
PCT, which Arthritis Care has been working with in its in development of an ‘information
prescriptions’ pilot, in line with national policy.
The PCT responded:64
"This Department of Health Information Prescription pilot tested out giving an information
prescription to patients with arthritis in two GP surgeries in areas of health inequality. The
findings of the pilot showed that giving out information about support available was not
enough, and that in these areas of health inequality, face-to-face support was what was
needed."
A number of PCTs – such as Somerset PCT65, South Gloucestershire PCT66 and NHS West Kent67
- reported that they had produced their own information leaflets, whilst only one PCT –
Lambeth PCT68 – responded by saying that they gave patients the information on the
management of musculoskeletal conditions which can be found on the national NHS
Choices website. Whilst we welcome the focus on self-care by local NHS organisations which
the production of their own literature demonstrates, we feel that PCTs should in the first
instance draw on available literature to avoid unnecessary duplication of effort. Similarly,
PCTs should be able to direct patients to the NHS Choices website for more information, and
the fact that only one PCT does so may indicate either that the advice available is not being
appropriately publicised to clinicians, or that the advice is not as useful and as
comprehensive as it should be.
Five PCTs – City and Hackney PCT69, Devon PCT70, Mid Essex PCT71, Nottinghamshire County
PCT72, and Suffolk PCT73 – responded that they used ‘Physio Tools’, a software programme
which creates personalised handouts giving details of exercises which patients can
undertake. This report does not endorse any specific product, but we would encourage the
Department of Health to examine all available software packages which might support the
self-care of patients with musculoskeletal conditions with a view to making recommendations
to the NHS on those which it should use.
The MSF also noted the role of third sector organisations in giving patients greater guidance
on how to manage their long-term condition:
“Voluntary and community support, through self-care networks, education and local health
partnerships, can help patients stay as healthy as possible and reduce the risk of developing
new problems...health and social care services will want to make sure that as many people
as possible benefit from such support.”
Indeed, this is not only a recommendation in the MSF, but a statutory requirement: following
the Local Government and Public Involvement in Health Act 2007, all PCTs have been
obliged to work with voluntary and community organisations in the development of their
local area agreements.
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However, our audit found that 38 of the 94 PCTs which responded to the question did not
work with voluntary and community groups.
Please confirm or deny that your PCT works with voluntary and community
organisations to support patients with musculoskeletal problems

40%

Confirm
Deny

60%

Of those PCTs which did respond, the groups most commonly worked with included Age
Concern, Arthritis Care and the National Osteoporosis Society, as well as other national
groups such as the National Ankylosing Spondylitis Society and the National Rheumatoid
Arthritis Society and a wide variety of local groups.
Even amongst those PCTs which stated that they did work with voluntary and community
organisations, it was often unclear from the responses as to whether they worked with
voluntary and community organisations on a formal basis as partners in delivering services, or
whether they worked with them only occasionally, in an informal ad hoc manner. We are
disappointed by the lack of information we received from PCTs in this respect, particularly
given that the MSF highlighted how:74
“Health and social care services will want to make sure that as many people as possible
benefit [from voluntary and community support, through self-care networks, education and
local health partnerships].”

Collaborative delivery
Although the management of musculoskeletal conditions is multidisciplinary, the integration
of the various specialties needed to care for patients – particularly rheumatology and
orthopaedics – varies between areas and can be poor. The MSF admitted that there was little
integrated planning between hospital and community care, despite the fact that many
patients will require support in the community and inpatient care on a periodic basis, and
that the lack of an integrated care pathway leads to organisational inefficiencies due to
multiple record-keeping, and negotiation around organisational barriers.75
Progress since the MSF appears to have been limited: the King’s Fund January 2009 study into
rheumatoid arthritis found that there continued to be, “little evidence of consistent progress in
care being shifted out of hospital settings or care models that sought to integrate previously
fragmented services”.76 Equally, much ongoing care for rheumatoid arthritis patients is still
located in hospitals, with little evidence of consistent progress being made in shifting care out
of hospital settings or of integrating previously fragmented services.77

COMM00474
June 2009

23

3. DELIVERING MUSCULOSKELETAL SERVICES

In order to drive the integration of services, the MSF called on NHS organisations to identify
clinical champions from both primary and secondary care, to take charge of and lead
service change in their organisations. Despite this our audit found that, of the 93 PCTs who
responded to the question on whether they had identified clinical champions, 23 PCTs (24%
of responses) had not.

Please confirm or deny that your PCT has identified clinical
champions for musculoskeletal services

24%
Confirm
Deny

76%

Although 76% of PCTs responded by saying that they had identified clinical champions, it is
probable that the figure is less than this in practice. Wiltshire PCT, for example, confirmed that
they had identified clinical champions for musculoskeletal services, and then explained:78
“All physiotherapists employed by Wiltshire Community Health Services who work with people
with musculoskeletal conditions consider themselves clinical champions for the service.”
Whilst we understand the sentiments behind this statement, it is not feasible to assume that all
physiotherapists in any given geographical area can collectively be responsible for the
strategic design of a musculoskeletal service, and drive forward the implementation of this
design, which was the purpose of the MSF’s original recommendation.
In order to ensure integrated input from a coherent and specialist team for treating patients
with musculoskeletal conditions, the MSF recommended a model of service delivery which
utilised ‘clinical assessment and treatment services (CATS)’. The development of these
multidisciplinary services - which could be located in clinical settings, communities or both, in
either primary or secondary care79 - was described as the ‘keystone’ of the MSF. It explained
that:80
“Health economies need to develop a system that reduces referrals to hospital while ensuring
that patients are directed towards the most appropriate services and clinicians. For most
health economies, this will be the development or expansion of a multidisciplinary CATS
working at the interface between primary and secondary care…It is recommended that
each health economy explores the option of establishing a CATS with the expectation that
most will choose to implement this model of care in the next 12 months.”
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The MSF recommendation built on a similar recommendation made by the Audit Commission
in 2004 which described the creation of CATS through service redesign as, “of great strategic
importance”.81
However, despite these recommendations, our audit has shown that the implementation of
CATS across the country has not been as widespread as might have been expected. 20 of
the 94 PCTs who responded said that they did not operate such a service, either in primary or
secondary care:

Location of CATS

21%
Primary care
Secondary care

79%

The balance of the CATS location between primary and secondary care is illustrated in the
chart below:

Please confirm or deny that your PCT operates a clinical assessment
and treatment service (CATS) for musculoskeletal services

21%
Confirm
Deny

79%

Although the number of PCTs who responded that they did not operate a CATS services is
worrying, one explanation is that the very concept of a CATS remains poorly understood by
NHS organisations.
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This lack of understanding was summed up by the response from Devon PCT, which
explained:82
"The definition of a clinical assessment and treatment service varies across the NHS ranging
from administrative booking only, to clinical triage for referrals, to see-and-treat services, to
multi-disciplinary team assessment of cases based on one practitioner seeing the patients
and meeting with other specialists who all have access to the patient's notes and
diagnostics."
This confusion over the exact role of a CATS was borne out by our audit. Regardless of the
discretion given to NHS organisations at a local level to design CATS to meet local needs, it is
important to underline that CATS are assessment and treatment services, and should not
therefore be assessment and triage services alone.
As per Dorset PCT’s response, our audit uncovered variation in the staffing of CATS across the
country, reflecting their greatly differing roles between NHS organisations. This lack of a
uniform service model stems directly from the MSF itself which outlined how, in one section:
“Plans for staffing a CATS should be based on an understanding of volumes of clinical activity,
the potential of new professional roles; and the impact of the agreed care pathway.”
This element of local discretion in staffing a CATS was, however, at variance with another
recommendation in the MSF, which said that:83
“CATS brings together skilled health professionals from primary and secondary care – allied
health professionals, extended-scope physiotherapists, GPs with special interests (GPwSIs),
chiropractors, osteopaths and nurse practitioners.”
Our review uncovered wide variation in the staffing of CATS:

• Oldham PCT84 which operated the most comprehensively staffed service, comprising of: a
consultant rheumatologist; a consultant orthopaedic surgeon; a consultant spinal
physiotherapist; a consultant podiatric surgeon; a nurse consultant; GPwSIs; a consultant
psychiatrist; extended scope practitioners; rheumatology nurse specialists; osteoporosis
nurse specialists; and an administrative team

• A number of PCTs operated a less well-staffed service than Oldham, but nevertheless
included consultant support from secondary care services, including Bexley Care Trust85;
Bury PCT86; Coventry Teaching PCT87; Heart of Birmingham PCT88; North Staffordshire PCT89;
and Salford Teaching PCT90

• A number of PCTs appeared to operate CATS which handled only the administrative
booking or the clinical triage services identified by Devon PCT’s response. For example,
Calderdale PCT’s CATS is staffed by only physiotherapists and a ‘service coordinator’91;
Derby City PCT’s by a physiotherapist92; and Derbyshire County PCT’s by a physiotherapist
and an extended scope practitioner.93 Harrow PCT’s CATS is staffed only by a manager,
an administrator and a GPwSI94, and Dudley PCT’s CATS by orthopaedic practitioners, a
secretary, and a patient choice adviser95
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Only four PCTs – Tower Hamlets PCT96, Cornwall and Isles of Scilly PCT97, Surrey PCT98 and
Bournemouth and Poole PCT99 – responded by saying that they had an occupational
therapist amongst their CATS staff. Such services are a vital component of musculoskeletal
care, since they allow patients to receive advice and support on the practical measures they
can take to help them understand how to minimise the impact of their condition.100
Repetitive strain injury conditions, in particular, are often both caused and exacerbated by
the workplace environment.
We were particularly surprised that none of the responses we received specifically mentioned
the potential role CATS could play in delivering multidisciplinary team care to musculoskeletal
services patients in line with the recent recommendations made by NICE on rheumatoid
arthritis. The RA guideline makes clear that:101
“People with RA should have ongoing access to a multidisciplinary team. This should provide
the opportunity for periodic assessments of the effect of the disease on their lives (such as
pain, fatigue, everyday activities, mobility, ability to work or take part in social or leisure
activities, quality of life, mood, impact on sexual relationships) and help to manage the
condition.”
Now that these guidelines have been published, PCTs should consider whether the staffing of
their CATS need to be altered accordingly.

Working with local authorities
The fragmentation characterising musculoskeletal services is not only in evidence in relation
to the provision of services by the NHS alone, but extends further towards the joint working
arrangements operated by the NHS and local authorities.
A key recommendation in the MSF was for the ongoing implementation of integrated falls
services between local authorities and PCTs, which it deemed an “essential building block”
for the prevention and treatment of osteoporosis. 102 The recommendation for integrated falls
services between PCTs and local authorities had already been made some years before – in
2001’s National Service Framework for Older People – which set a deadline for all local health
and social care systems to have established an integrated falls service by April 2005103, in
order to:

• Help identify those with a risk of recurrent falls
• Identify those at risk who can benefit from interventional schemes such as home hazard
and risk assessments and medication review
Although the recommendation was made in 2001, progress is known to have been slow. For
example, a report by the All Party Parliamentary Osteoporosis Group in 2004 found that, “less
than half of the PCTs expected that they would meet the April 2005 milestone [to have
established an integrated falls service]”.104
A further report from the Healthcare Quality Improvement Partnership and the Royal College
of Physicians in March 2009 similarly found that:105
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• Opportunities to prevent recurrent falls and fractures are still being missed
• Commissioning is patchy, rarely providing a coordinated falls and fracture strategy
• Many clinical services are not adhering to the NICE clinical guidelines which aim to
prevent falls and fractures
Our audit found evidence of continuing delay in implementing integrated falls services:

Please confirm or deny that your PCT operates an
integrated falls service with your local authority

31%
Confirm
Deny

69%

Worcestershire PCT responded that it did not currently operate an integrated falls service, but
that it was intending to commission one.106 Conversely, Wakefield District PCT responded that
it was currently operating an integrated falls service, “subject to a review of its approach and
effectiveness”.107 We are concerned by this response: the recommendation for integrated
falls services remains a live recommendation of the National Service Framework for Older
People, and we are unaware that the balance of evidence has shifted against integrated
falls services since then.
Another way in which joint working between local authorities and PCTs can help is through
the utilisation of local authority-operated services such as leisure centres to deliver services
aiming to improve the function of those living with musculoskeletal conditions. Although our
audit did not ask specifically about whether PCTs were working closely with leisure centres, 12
PCTs stated that they did so. We feel that all PCTs could benefit from such joint working.

Access to secondary care
Patients with musculoskeletal conditions have had to endure some of the longest waiting
times for hospital care. Although aspects of these waits are now being addressed, patients
with musculoskeletal problems are still forced to receive care which is inadequate to, and
years behind, the services offered to patients in other disease areas.108 For example:

• People with fracture of the neck of the femur are not always being offered total hip
replacement as a treatment as clinically appropriate. In Scandinavian countries, for
example, total hip replacement is performed for the management of a fracture of the
neck of the femur six times more often than in the UK109
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• People with osteoporotic vertebral fractures are often prescribed bed rest and pain relief,
even though patient outcomes would be much improved if they were referred to have
the fracture treated using minimally invasive injection of cement into the fracture
(vertebroplasty)
In addition, trauma and orthopaedic inpatient care has long been recognised as a
bottleneck in the delivery of the Government’s 18-week waiting time target, and the MSF
highlighted improved access as one of its key objectives:110
“Reshaping services in line with the Framework will assist in the delivery of improved access.
For those patients needing hospital treatment, by the end of 2008 patients will be waiting no
longer than 18 weeks from GP referral to the start of hospital treatment.”
Although since December 2008 no patient should technically be waiting longer than 18
weeks to the start of treatment, the latest available data suggest that this is not yet being
achieved in the trauma and orthopaedic specialty (although significant improvements have
been achieved – for example the median referral to treatment time had reduced from 29.5
weeks in March 2007 to 12.6 weeks at the beginning of this year111):112

• Almost 3 in every 20 patients (13.4%) requiring hospital admission were waiting longer than
•

eighteen weeks for treatment, with 2,468 waiting over six months and 132 waiting over a
year
Almost one in 20 (4.2%) patients had to wait longer than 18 weeks to be treated as a nonadmitted patient, with over 1,403 (1.5% of patients) needing to wait longer than six months
and 171 patients waiting over a year

Even amongst those patients who were seen within 18 weeks in the trauma and orthopaedic
specialty, data suggests that most were seen towards the end of the waiting time target, as
the following chart from the Department of Health shows:113
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Such delays are not present in the 18 week pathway in the rheumatology specialty, which
has seen a rapid reduction in its median referral-to-treatment time from 15 weeks in March
2007 to 4.4 weeks at the beginning of the year.114 However, as the recent King’s Fund report
for the Rheumatology Futures Group made clear, whilst the focus on waiting times for initial
access had improved markedly:115
“…it was claimed by professionals to have some knock-on effects, specifically greater delays
in seeing patients with existing disease (follow-up attendances). It was suggested by many
interviewees that policy drivers that focus on increasing the ratio between new and follow-up
patients can leave those with long-term disease unable to get follow-up appointments.”
The MSF, when published, recognised the need for patients with some musculoskeletal
conditions – and particularly inflammatory arthritis – to be able to obtain timely follow-up
appointments. It noted:116
“Conditions such as rheumatoid arthritis require a proactive approach to management, as
increasing evidence supports the need to maintain tight control of the disease to optimise
treatment… Patients with inflammatory arthritis (eg rheumatoid arthritis, ankylosing spondylitis,
psoriatic arthritis) and complex autoimmune diseases need to be reviewed regularly”. 117
Our evidence uncovered a worrying indifference among Primary Care Trusts in their
monitoring of follow-up waiting times for patients with such conditions. Asked whether they
had made any assessment at all of the average waiting time for a follow-up appointment for
a patient with rheumatoid arthritis, the vast majority of the 91 responding PCTs said that they
had not done so:

Please confirm or deny that your PCT has made an
assessment of the average waiting time for a follow-up
appointment for a patient with rheumatoid arthritis
11%

Confirm
Deny

89%

Worryingly, many of the PCTs which had not assessed waiting times for follow-up
appointments cited the 18-week waiting time target as the reason for not doing so, with
Peterborough PCT’s response summing up the position of many PCTs:118
"Waiting times for follow-up appointments have never been part of the monitoring regime at
either a national or local level, data collection and measurement has only been done on
waiting times for first appointments. The position has always been that the firsts are measured,
and follow-ups are expected to be maintained at a clinically appropriate level, though this
has never been defined or monitored.”
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This validates the concerns expressed in the King’s Fund report, and suggests that many PCTs
– in concentrating on meeting the 18 week waiting time target – have lost sight of the need
for timely follow-up appointments. More encouragingly, a number of PCTs which had not
reviewed follow-up waiting times – including Kirklees PCT119, Leeds PCT120, Norfolk PCT121,
Wakefield District PCT122 and Wirral PCT123 – responded by saying that they were now
conducting assessments of these waiting times.
Of the few PCTs which had assessed waiting times for follow-up appointments, a worrying
picture of lengthy delays emerged:

• Cornwall and Isles of Scilly PCT responded that:124
” An audit of rheumatology outpatient follow-ups was carried out recently in East Cornwall by
the GP practices. It was highlighted that some patients were not receiving their follow-up
appointments within six months. As a result additional capacity has been commissioned from
Plymouth Hospitals Trust.”

• Oldham PCT125 responded that the average wait was between four and six months.
• Shropshire County PCT responded that the average wait for a follow-up appointment
was, “sooner than four months”126.
These delays are concerning since the recently published NICE clinical guideline on the
treatment of rheumatoid arthritis recommended that:127
“In people with recent-onset active RA [key components of disease activity should be
measured] monthly until treatment has controlled the disease to a level previously agreed
with the person with RA.”

Addressing capacity constraints
Although these capacity constraints are concerning, the technological developments made
in the treatment of musculoskeletal services mean that the current pressure on capacity in
secondary care can be mitigated by the more effective management of musculoskeletal
conditions in primary care. As the MSF noted:128
“[The] significant developments in anti-inflammatory arthritis treatments – notably the biologic
agents – and bisphosphonates in the treatment of osteoporosis have been responsible for a
reduction in the need for inpatient care.”
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Indeed, data from the Prescription Cost Analysis System shows how the number of ‘anti-TNF’
treatments for the treatment of rheumatoid arthritis prescribed in the community has
increased markedly in recent years, from 100 prescriptions in 2000-01 to 8,000 prescriptions in
2007-08, as the following graph shows:129
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This increase is encouraging, since it suggests that more and more people with rheumatoid
arthritis are getting access to anti-TNFs in line with guidance issued by NICE. However, it also
flags up an area of concern: one anti-TNF treatment for rheumatoid arthritis130, as well as the
latest generation of biologics, requires treatment to be administered intravenously.
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However, our audit found that only seven PCTs of the 83 who responded had undertaken any
assessment of the capacity of intravenous services, either in hospital or community settings
(although 12 responded that work was ongoing in this respect):

Please confirm or deny that your PCT has made any assessment of the
(i) capacity and (ii) cost of intravenous services in (a) hospital and
(b) community settings in your PCT area

8%
14%

Confirm
Currently ongoing
Deny

78%

This finding is deeply concerning because PCTs should already be undertaking capacity
planning for intravenous services for use by cancer patients, and should be working to
develop community-based intravenous services. The recent report by the National
Chemotherapy Advisory Group, for example, found that demand for intravenous
chemotherapy had increased by 60% in the last four years and recommended that:131

• All cancer networks and providers of chemotherapy services should undertake rigorous
capacity planning

• Some patients are receiving chemotherapy as inpatients when this could be done on a
day case basis, and some are being treated at cancer centres when they could receive
treatment closer to home
The MSF also noted the crucial role that can be played by community pharmacists in easing
pressure on secondary care, and highlighted how the community pharmacy contractual
framework – introduced in April 2005 – could, “do even more to help people with
musculoskeletal problems”, for example by:132

• Advising on the safe and effective use of medicines
• Providing educational materials
• Assisting in patients’ self-management by recommending appropriate medicines
available over-the-counter without a prescription
However, last year’s White Paper Pharmacy in England admitted that though some good
progress had been made in increasing the range of services pharmacies can offer through
the community pharmacy contractual framework, “the pace of change is neither consistent
nor sufficiently rapid”.133
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Configuring secondary care capacity
As well as the services which can be shifted out of hospital and into community settings, there
is some evidence to suggest that hospital services – and particularly trauma and orthopaedic
capacity – are inappropriately configured. Most surgeons agree that higher volumes of
activity lead to improved outcomes and efficiency, whilst many patients have orthopaedic
operations in hospitals that perform the operation in question infrequently, even though they
live equally close to a hospital that performs the operation frequently.134
The MSF noted that, although most surgeons believe that higher volumes of activity lead to
improved outcomes and efficiency, there is little agreement about what are adequate
volumes. Worryingly, there has been limited progress since then in establishing the minimum
specialisation threshold needed to support orthopaedic surgery, with the Department of
Health admitting on 27 January that:135
“The Department has not undertaken a review of the levels of critical mass required in the
provision of shoulder replacement, ankle replacement and elbow replacement.”
The MSF argued that many orthopaedic procedures were being carried out too infrequently
in many NHS Trusts, and noted that (rather arbitrarily):136

• The majority of revision knee operations in England took place in hospitals performing 14
operations a year or less

• One-third of shoulder replacement operations took place in hospitals performing less than
12 operations a year

• One-quarter of revision hip replacement operations took place in hospitals with less than
24 operations a year
The results of our audit demonstrate little progress in specialisation since then. Our
investigations show that:

• 57 NHS Trusts performed 14 or fewer revision knee replacements in the latest year for
•
•

which figures are available137
61 NHS Trusts performed 12 or fewer shoulder replacements in the latest year for which
figures are available138
47 NHS Trusts performed 24 or fewer revision hip replacements in the latest year for which
figures are available139
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Pain management
Musculoskeletal patients want to ensure effective pain management services are
delivered.140 The importance of such services was recognised in the MSF which noted how,
“many patients have combined problems of severe pain and moderate to severe mental
health disturbance as a result of pain”. The MSF recommended, therefore, that a skilled team
is available in CATS to support people with musculoskeletal pain.141 It highlighted
Southampton’s NHS as a best-practice case study for fully integrating its CATS with its pain
management service. However, despite this, our audit found that only 14 of 71 PCTs operated
a similarly integrated pain management service.142

Please confirm or deny if your CATS service is fully integrated
with the local pain management service

20%
Confirm
Deny

80%

Pain management services need to be delivered by the most appropriate healthcare
professional. Psychological therapy is important for pain management because it allows
patients to understand the pain they are experiencing and the techniques used to control
it.143
Of all the PCTs which responded with staffing information, however, only City and Hackney
PCT’s CATS was staffed with a pain psychologist, in addition to four pain consultants and a
pain nurse specialist.144

Supporting people to remain in work
As for many long-term conditions, the benefits of patients being in work are typically greater
than the benefits of being outside work. However, people with musculoskeletal conditions
often find it difficult to work – a fact recognised by the National Audit Office, which is
currently conducting an inquiry into the care people of working age with rheumatoid arthritis
receive.
As Dame Carol Black’s review for the Department of Health and the Department for Work
and Pensions into the health of Britain’s working age population stated, “musculoskeletal
conditions account for around one in eight people who are issued with a sick note”.
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However, Dame Carol Black’s review also found that – once in receipt of incapacity benefits
– those with musculoskeletal conditions had a greater probability of returning to work than
those with mental health conditions (the other leading cause of worklessness).145
In order to strengthen the likelihood of people with musculoskeletal conditions returning to
work, the MSF recommended that:146
“PCTs are strongly recommended to make links with the Department for Work and Pension’s
Pathways to Work pilots being set up in their area.”
Originally established as pilot schemes, Pathways to Work programmes have been available
to everyone claiming incapacity benefits and Employment and Support allowance across
the country from April 2008.147 Despite the year which had elapsed between the programmes
being established and our audit, we found that the majority of the 94 PCTs who responded
had not yet established links, although Doncaster PCT was taking steps to link with its
programme at the time of the audit.

Please confirm or deny that your PCT has made links
with your local Pathways to Work scheme

43%

Confirm
Deny

57%

The MSF noted that many patients with musculoskeletal conditions need rehabilitation, and
that rehabilitation services should be designed to help patients remain at, or return to, work. It
also explained how rehabilitation services are needed to address the, “mental, social,
emotional and spiritual needs” of patients, in addition to their physical needs. It
acknowledged, however, that “access to rehabilitation services has not always been easy”
and noted that:148
“The Chief Medical Officer has commissioned a scoping study of current provision of health
and social care rehabilitation services. It aims to identify where service improvements are
needed.”
However, the Department of Health admitted in January 2009 that:149
“The scoping study of the provision of NHS and social care rehabilitation services has not
been completed.”
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Outcome measures
The MSF highlighted the need for PCTs to, “agree outcomes measures, referring to agreed
protocols and standards of care”. It highlighted how these should include, “patient
satisfaction measures” .150 However, beyond this, there were very few recommendations in
the MSF as to the exact outcome measures which should be used beyond the ‘conversion
rate for orthopaedic surgery’ (i.e. the percentage of patients attending outpatient
appointments who are added to the waiting list).151
Reports undertaken since the MSF was published indicate a continuing lack of understanding
of appropriate outcomes measures, and their collection. For example, a report by the
Healthcare Quality Improvement Partnership in March 2009 found that, “important public
health information on fracture rates is inadequate or not collected”.152
92 PCTs responded to our audit either saying that they had or had not audited the outcomes
of patients with musculoskeletal services. 37 said that they had, and 55 said that they had
not:

Please confim or deny that your PCT has conducted
an audit of the outcomes of patients with
musculoskeletal conditions

40%

Yes
No

60%

Of those that responded by saying that they had, however, a vast multitude of different
outcome indicators emerged.
Some of the outcome indicators in use by PCTs appear unrelated to patient outcomes
entirely. For example, Bassetlaw PCT responded that one of its outcome indicators was a
‘Value-for-Money’ survey, whilst a handful of PCTs used adherence to the 18-week waiting
time target (among other indicators) as a measure of patient outcomes, despite the fact that
18 week referral-to-treatment data does not include data related to patient satisfaction nor
clinical outcome.
Some PCTs highlighted the difficulty in identifying outcome measures with which it could
establish accurate patient satisfaction data. Bury PCT, for example, stated that they did not
use outcome indicators, “as there are no nationally-agreed outcomes”.153
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Of the PCTs who responded that they used patient satisfaction measures in auditing
outcomes a myriad of different patient satisfaction measures being used by different PCTs
emerged, including, for example:

• EQ5D Visual Analogue Scale (also known as VAS), which is a simple patient reported
outcome measure (or ‘PROM’) for a patient to complete. By drawing a line at a point on
a scale running from “best imaginable health state” on the one hand to “worst
imaginable health state” on another, and by repeating the questionnaire at a defined
interval, an individual patient’s progress (or deterioration) can be recorded and
monitored.154

• Roland Morris, which is a list of 24 questions which patients can either answer ‘yes’ to
(scoring one) or ‘no’ to (scoring zero). The outcome is a score of 0-24, and the
questionnaire can be repeated at regular intervals to show an individual’s progress or
otherwise.155

• MYMOP (Measure Yourself Medical Outcomes Profile), which is a more complicated
patient reported outcomes measure than EQ5D. MYMOP asks a patient to identify two
symptoms that bother them most, an activity which is important to the patient that their
condition makes it difficult for them to do, and their general wellbeing. It then asks them
to score how bad the problem has been in the last week, on a scale from 0 (as good as it
could be) to 6 (as bad as it could be). This allows a patient’s condition to be monitored
through follow-up questionnaires, where a well-managed condition tends to zero.156
Other measures used by PCTs include: the Western Ontario and McMaster Universities
Osteoarthritis index (WOMAC)157, the Oswestry Disability Index (ODI)158, the Disabilities of the
Arm, Shoulder and Hand questionnaire (DASH)159, the Tampa Scale for kinesphobia (ie fear of
movement)160, and the Hospital Anxiety and Depression scale (HAD).161
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Summary of findings
The findings of the audit indicate that the MSF has been poorly implemented in places.

• Many PCTs are commissioning musculoskeletal services without first collecting enough
information to make an accurate assessment of the needs of their local population

• Services are being delivered in a variable way around the country. Although some of this
variation may be accounted for by differences in local need, aspects of the MSF’s
recommendations (such as the establishment of CATS in each health economy, which
treat patients as well as triaging them) are not being implemented

• Outcomes are poorly measured in a consistent way around the country
These findings are disappointing. The MSF offers a consensus-led vision of how musculoskeletal
services should be configured and delivered around the country, but – as stated at the outset
of this report – its implementation has been patchy because of the lack of clear, strategic
direction and oversight from the Department of Health.

The need for action
Work to improve the provision of musculoskeletal services is now more pressing than ever, as a
result of a number of changes which look set to increase both the prevalence and the cost
of musculoskeletal conditions. These include:
An ageing population. Although musculoskeletal conditions do not only affect older people,
their prevalence does increase with age. As the population ages over time, therefore, the
burden of musculoskeletal conditions is also set to increase.162 In addition, those living with
musculoskeletal conditions today are now more demanding than in the past, and – for
example – know of and ask for the latest joint replacement technologies, rather than being
content with being managed by watchful waiting.
The challenges of changing lifestyles. Obesity, excessive alcohol consumption and a general
lack of weight-bearing exercise are all causal factors in a number of musculoskeletal
conditions. On obesity, for example, the Government’s own scientists have predicted that at
least 40% of the population will be obese by 2025, and that by 2050 the majority of the
population will be obese. With these increasing rates, therefore, the number of patients with
musculoskeletal conditions is set to rise.
Heightened worklessness. More and more people are likely to leave work as a result of the
rising burden of musculoskeletal conditions. Some 11.2 million working days are already lost
on average per annum through musculoskeletal problems163, and musculoskeletal patients
are the second largest group of patients (22%) in receipt of incapacity benefits164, after
patients suffering from mental ill-health. As the prevalence of musculoskeletal conditions rises,
these costs are set to rise still further without appropriate intervention.
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Indeed, the rising demands on the NHS are already evident from existing data sources. For
example, admissions to hospital for orthopaedic surgery have increased by 50% from 1997-98
to 2006-07165, for osteoporosis-related conditions by 65%166, and for rheumatology conditions
by 59%167, as the following charts show:168

Admissions to hospital for orthopaedic surgery
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This rising burden of musculoskeletal conditions necessitates greater focus on improvement of
services. Although steps to improve musculoskeletal service provision will undoubtedly require
up-front investment over and above current expenditure, for the reasons outlined above this
investment is likely to deliver cost savings in the years ahead which will more than offset the
initial investment.
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A musculoskeletal reform strategy
The rising burden of musculoskeletal conditions over the coming years underlines the
importance of investing in services to ensure that the vision set out in the MSF is fully
implemented. However, a number of policy changes since the MSF was published in 2006
now mean that some of its recommendations have been superseded, whilst its aims might be
more effectively delivered through policy levers not available at the time of the MSF’s original
development. These include:

• Personal budgets, which are budgets held by patients to allow them to commission
services themselves directly

• Integrated care organisations, which are organisations providing both primary and
secondary care services (rather than the provision of the two being organisationally
distinct)
Furthermore, cutting-edge biomedical research is yielding many technological advances
which render existing patterns of service delivery redundant:169

• A new generation of biological treatments (such as anti-TNFs) can be used to treat
•

•
•

patients with autoimmune conditions
Improved prostheses for joint replacement surgery, including advances in joint
replacement implants and procedures (for example, shorter-stem, bone-conserving hip
replacements, and improvements in bearing materials such as ceramic-on-metal for
younger, more active, people), which allow for earlier and less radical treatment
Use of computer-assisted technology to improve surgical accuracy and facilitate less
invasive surgical techniques
Improved diagnostic techniques (such as DXA scanning and ultrasound), and their
incorporation in new service delivery models such as ‘Fracture Liaison Services’

In order to take advantage of these new treatments, and to take account of the changes in
the NHS since the MSF was first published, we believe that the MSF now needs to be reviewed
and updated.

Key recommendations for action
We recommend that a National Clinical Director for musculoskeletal services is appointed to
lead the development of a new musculoskeletal services strategy, ensuring that there is a
clear line of accountability and responsibility within the Department of Health for delivering
effective services, and that patients are provided with the quality of service originally
envisaged by the Department of Health in its MSF.
Drawing on the experience of the development of other condition-specific strategies, such as
in cancer, we recommend that the new National Clinical Director – with the support of the
Department of Health – brings together all interested parties to establish clear service priorities
over the short, medium and longer terms, the models of delivery needed to achieve the
service priorities, and to put in place the funding needed to support these service models.
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We recommend that action is driven forward in the following four areas in the first instance:
1. Quality of services. There is a need for effective care to be delivered to the millions of
people who are affected by all musculoskeletal conditions – including those, such as
repetitive strain injury (RSI) conditions, which were absent from the original MSF. High-quality
services which combine the skills of healthcare professionals with voluntary sector
organisations and social care services, with their design rooted in a clear understanding of
local needs, must be provided. To ensure that the commissioning of services is informed by
specialist input, the Department of Health may wish to consider the ‘network’ model of
commissioning pioneered in other areas, such as cancer
2. Quality of life. Many different public services must work together to give people with
musculoskeletal conditions the services they require. For example, people with long-standing
musculoskeletal conditions will need support from the housing, transport, employment,
education and benefits services, well outside the traditional boundaries of the health and
social care services
3. Quality of information. There is a need for concerted action to address the lack of
information healthcare professionals and members of the public suffer from in relation to
musculoskeletal conditions. Members of the public are often unaware as to when they should
seek treatment for a musculoskeletal condition, potentially exacerbating its severity, and –
once a condition has been diagnosed – how they can self-manage it effectively to maximise
their wellbeing. Similarly, healthcare professionals – and particularly GPs – are sometimes
unable to accurately diagnose patients who have more complicated musculoskeletal
conditions. The quality of information provided to both healthcare professionals and
members of the public needs to be improved
4. Quality of training and development. There is a need to reshape the workforce to ensure it
is prepared for the continued increase in the prevalence of long-term conditions over the
coming years and decades. High quality training and development must be put in place,
together with a competency framework in order to better understand the skills required in
order to meet the needs – sadly often unheard – of people living with these long term
conditions
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The following Primary Care Trusts responded in time for their response to be included in this
audit. We are grateful to them for doing so.
Knowsley PCT
Lambeth PCT
Ashton, Leigh and Wigan PCT
Leeds PCT
Bradford and Airedale Teaching PCT
Leicester City PCT
Barking and Dagenham PCT
Lewisham PCT
Barnsley PCT
Lincolnshire Teaching PCT
Bassetlaw PCT
Liverpool PCT
Bath and North East Somerset PCT
Manchester PCT
Berkshire East PCT
Mid Essex PCT
Berkshire West PCT
Middlesbrough PCT
Bexley Care Trust
Milton Keynes PCT
Blackburn with Darwen Teaching PCT
Newcastle PCT
Bolton PCT
Newham PCT
Bournemouth and Poole PCT
Norfolk PCT
Brighton and Hove City Teaching PCT
North Lancashire PCT
Buckinghamshire PCT
North Lincolnshire PCT
Bury PCT
North Somerset PCT
Calderdale PCT
North Staffordshire PCT
Camden PCT
North Tees PCT
Central and Eastern Cheshire PCT
North Tyneside PCT
Central Lancashire PCT
Northumberland Care Trust
City and Hackney Teaching PCT
Nottingham City PCT
Cornwall and Isles of Scilly PCT
Nottinghamshire County Teaching PCT
Coventry Teaching PCT
Oldham PCT
Cumbria PCT
Oxfordshire PCT
Derby City PCT
Peterborough PCT
Derbyshire County PCT
Plymouth Teaching PCT
Devon PCT
Portsmouth City Teaching PCT
Doncaster PCT
Redcar and Cleveland PCT
Dudley PCT
Richmond and Twickenham PCT
East Lancashire Teaching PCT
Salford Teaching PCT
East Riding of Yorkshire PCT
Sefton PCT
East Sussex Downs and Weald PCT
Sheffield PCT
Eastern and Coastal Kent PCT
Shropshire County PCT
Enfield PCT
Somerset PCT
Gloucestershire PCT
South Birmingham PCT
Great Yarmouth and Waveney PCT
South East Essex PCT
Greenwich Teaching PCT
South Gloucestershire PCT
Hammersmith and Fulham PCT
South West Essex PCT
Haringey Teaching PCT
Southampton City PCT
Harrow PCT
Stoke-on-Trent PCT
Hartlepool PCT
Suffolk PCT
Hastings and Rother PCT
Surrey PCT
Havering PCT
Swindon PCT
Heart of Birmingham Teaching PCT
Tameside and Glossop PCT
Herefordshire PCT
Telford and Wrekin PCT
Hillingdon PCT
Tower Hamlets PCT
Isle of Wight NHS PCT
Trafford PCT
Islington PCT
Wakefield District PCT
Kirklees PCT
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Walsall Teaching PCT
Wandsworth Teaching PCT
Warrington PCT
Warwickshire PCT
West Essex PCT
West Kent PCT
Western Cheshire PCT
Wiltshire PCT
Wirral PCT
Worcestershire PCT

COMM00474
June 2009

44

1

Department of Health, A joint responsibility: doing it differently – the musculoskeletal services framework, 12 July

2006
2

Department of Health, A joint responsibility: doing it differently – the musculoskeletal services framework, 12 July

2006
3

Department of Health, Departmental report 2008, 19 May 2008

4

Personal communication

5

Department of Health, A joint responsibility: doing it differently – the musculoskeletal services framework, 12 July

2006
6

Department of Health, A joint responsibility: doing it differently – the musculoskeletal services framework, 12 July

2006
7

Department of Health, Cancer Reform Strategy, 3 December 2007

8

Department of Health, High Quality Care for All, 30 June 2008

9

Department of Health, National clinical directors, accessed 21 May 2009; available here:

http://www.dh.gov.uk/en/Aboutus/MinistersandDepartmentLeaders/Nationalclinicaldirectors/DH_18
10

Department of Health, A joint responsibility: doing it differently – the musculoskeletal services framework, 12 July

2006
11

Hansard, 26 January 2009, Col. 84W

12

Department of Health, A joint responsibility: doing it differently – the musculoskeletal services framework, 12 July

2006
13

Department of Health, A joint responsibility: doing it differently – the musculoskeletal services framework, 12 July

2006
14

Department of Health, A joint responsibility: doing it differently – the musculoskeletal services framework, 12 July

2006
15

Department of Health, A joint responsibility: doing it differently – the musculoskeletal services framework, 12 July

2006
16

Department of Health, A joint responsibility: doing it differently – the musculoskeletal services framework, 12 July

2006
17

Department of Health, A joint responsibility: doing it differently – the musculoskeletal services framework, 12 July

2006
18

Department of Health, A joint responsibility: doing it differently – the musculoskeletal services framework, 12 July

2006
19

Department of Health, A joint responsibility: doing it differently – the musculoskeletal services framework, 12 July

2006
20

Department of Health, A joint responsibility: doing it differently – the musculoskeletal services framework, 12 July

2006
21

Department of Health, Departmental report 2008, 19 May 2008

22

Personal communication

23

Department of Health, A joint responsibility: doing it differently – the musculoskeletal services framework, 12 July

2006
24

Department of Health, A joint responsibility: doing it differently – the musculoskeletal services framework, 12 July

2006
25

Department of Health, A joint responsibility: doing it differently – the musculoskeletal services framework, 12 July

2006
26

Department of Health, A joint responsibility: doing it differently – the musculoskeletal services framework, 12 July

2006
27

Department of Health, A joint responsibility: doing it differently – the musculoskeletal services framework, 12 July

2006
28

Department of Health, Cancer Reform Strategy, 3 December 2007

COMM00474
June 2009

45

29

Department of Health, High Quality Care for All, 30 June 2008

30

Department of Health, National clinical directors, accessed 21 May 2009; available here:

http://www.dh.gov.uk/en/Aboutus/MinistersandDepartmentLeaders/Nationalclinicaldirectors/DH_18
31

Sources:

Department of Health, Programme budgeting data 2006-07, 8 September 2008; available here:
http://www.dh.gov.uk/en/Managingyourorganisation/Financeandplanning/Programmebudgeting/DH_075743
NHS Information Centre, Attribution dataset of GP registered populations 2008, 30 January 2009; available here:
http://www.ic.nhs.uk/cmsincludes/_process_document.asp?sPublicationID=1231514209281&sDocID=4627
Assuming 1 in 4 adults have a musculoskeletal condition: Department of Health, A joint responsibility: doing it
differently – the musculoskeletal services framework, 12 July 2006
32

Audit Commission, PbR data assurance framework 2007/08, 28 August 2008

33

Department of Health, Guidance on Joint Strategic Needs Assessment, 13 December 2007

34

Department of Health, A joint responsibility: doing it differently – the musculoskeletal services framework, 12 July

2006
35

Department for Communities and Local Government, The New Performance Framework for Local Authorities and

Local Authority Partnerships: Single Set of National Indicators, 11 October 2007
36

Department of Health, Supporting people with long-term conditions: improving care, improving lives, 5 January

2005; available here:
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4100252
37

Department of Health, A joint responsibility: doing it differently – the musculoskeletal services framework, 12 July

2006
38

Hansard, 21 January 2009, Col. 1464W

39

Response from Milton Keynes Primary Care Trust, undated

40

Response from Richmond and Twickenham Primary Care Trust, 14 April 2009

41

Response from Bassetlaw Primary Care Trust, 2 April 2009

42

Response from South Birimingham Primary Care Trust, 16 April 2009

43

NHS Networks, PARR case finding tool, 2009; available here: http://www.networks.nhs.uk/447

44

Response from North Somerset Primary Care Trust, undated

45

NHS Employers, Quality and Outcomes Framework guidance for GMS contract 2009-10, March 2009

46

BMA, Letter to the profession – GP GMS contract negotiations, 20 December 2007

47

Department of Health, National service framework for older people, 24 May 2001

48

The Times, Preventing fractures, 14 January 2008

49

Department of Health, The NHS in England: the Operating Framework for 2009-10, 8 December 2008

50

Personal communication, David Marsh, Head of Academic Centre for Clinical Orthopaedics, 11 June 2009

51

Department of Health, A joint responsibility: doing it differently – the musculoskeletal services framework, 12 July

2006
52

Department of Health, A joint responsibility: doing it differently – the musculoskeletal services framework, 12 July

2006
53

Arthritis Care, OA nation: the most comprehensive UK report of people with osteoarthritis, April 2004

54

The King’s Fund, Perceptions of patients and professionals on rheumatoid arthritis care: a consultancy report by the

King’s Fund for the Rheumatology Futures Group, January 2009
55

Information Centre for Health and Social Care and QRESEARCH, Evaluation of standards of care for osteoporosis

and falls in primary care, 31 August 2007
56

Response from North Lincolnshire Primary Care Trust, undated

57

Response from North Somerset Primary Care Trust, undated

58

Department of Health, A joint responsibility: doing it differently – the musculoskeletal services framework, 12 July

2006
59

The King’s Fund, Perceptions of patients and professionals on rheumatoid arthritis care: a consultancy report by the

King’s Fund for the Rheumatology Futures Group, January 2009
60

Response from Blackburn with Darwen Primary Care Trust, 9 April 2009

COMM00474
June 2009

46

61

Response fron Lincolnshire Primary Care Trust, undated

62

Response from Tower Hamlets Primary Care Trust, 9 April 2009

63

Department of Health, A joint responsibility: doing it differently – the musculoskeletal services framework, 12 July

2006
64

Hammersmith and Fulham Primary Care Trust, undated

65

Response from Somerset Primary Care Trust, undated

66

Response from South Gloucestershire Primary Care Trust, 7 April 2009

67

Response from West Kent Primary Care Trust, 22 April 2009

68

Response from Lambeth Primary Care Trust, 22 April 2009

69

Response from City and Hackney Primary Care Trust, undated

70

Response from Devon Primary Care Trust, 9 April 2009

71

Response from Mid Essex, undated

72

Response from Nottinghamshire County Primary Care Trust, undated

73

Response from Suffolk Primary Care Trust, undated

74

Department of Health, A joint responsibility: doing it differently – the musculoskeletal services framework, 12 July

2006
75

Department of Health, A joint responsibility: doing it differently – the musculoskeletal services framework, 12 July

2006
76

The King’s Fund, Perceptions of patients and professionals on rheumatoid arthritis care: a consultancy report by the

King’s Fund for the Rheumatology Futures Group, January 2009
77

The King’s Fund, Perceptions of patients and professionals on rheumatoid arthritis care: a consultancy report by the

King’s Fund for the Rheumatology Futures Group, January 2009
78

Response from Wiltshire Primary Care Trust, undated

79

Department of Health, A joint responsibility: doing it differently – the musculoskeletal services framework, 12 July

2006
80

Department of Health, A joint responsibility: doing it differently – the musculoskeletal services framework, 12 July

2006
81

Audit Commission, Quicker treatment closer to home: primary care trusts’ success in redesigning care pathways, 10

March 2004
82

Response from Devon Primary Care Trust, 2009

83

Department of Health, A joint responsibility: doing it differently – the musculoskeletal services framework, 12 July

2006
84

Response from Oldham Primary Care Trust, 3 April 2009

85

Response from Bexley Care Trust, undated

86

Response from Bury Primary Care Trust, 6 May 2009

87

Response from Coventry Primary Care Trust, 7 April 2009

88

Response from Heart of Birmingham Primary Care Trust, undated

89

Response from North Staffordshire Primary Care Trust, undated

90

Response from Salford Primary Care Trust, undated

91

Response from Calderdale Primary Care Trust, 1 April 2009

92

Response from Derby City Primary Care Trust, 23 April 2009

93

Response from Derbyshire County Primary Care Trust, 9 April 2009

94

Response from Harrow Primary Care Trust, 20 April 2009

95

Response from Dudley Primary Care Trust, 21 April 2009

96

Response from Tower Hamlets Primary Care Trust, 9 April 2009

97

Response from Cornwall and Isles of Scilly Primary Care Trust, 17 April 2009

98

Response from Surrey Primary Care Trust, undated

99

Response from Bournemouth and Poole Primary Care Trust, 14 April 2009

100

Department of Health, A joint responsibility: doing it differently – the musculoskeletal services framework, 12 July

2006

COMM00474
June 2009

47

101

NICE, Rheumatoid arthritis: the management of rheumatoid arthritis in adults, February 2009

102

Department of Health, A joint responsibility: doing it differently – the musculoskeletal services framework, 12 July

2006
103

Department of Health, National service framework for older people, 24 May 2001

104

All Party Parliamentary Osteoporosis Group, Falling short: delivering integrated falls and osteoporosis services in

England, December 2004
105

Healthcare Quality Improvement Partnership, National Audit of the Organisation of Services for Falls and Bone

Health of Older People, March 2009
106

Response from Worcestershire Primary Care Trust, 21 April 2009

107

Response from Wakefield District Primary Care Trust, undated

108

Department of Health, A joint responsibility: doing it differently – the musculoskeletal services framework, 12 July

2006
109

Journal of Bone and Joint Surgery, Total hp replacement for fracture of the neck of the femur – a survey of

national joint registries, March 2005
110

Department of Health, A joint responsibility: doing it differently – the musculoskeletal services framework, 12 July

2006
111

Hansard, 20 April 2009, Col. 474W

112

Data for March 2009. Department of Health, Referral to treatment statistics (admitted patients, non-admitted

patients and incomplete RTT times) February 2009, 23 April 2009; available here:
http://www.dh.gov.uk/en/Publicationsandstatistics/Statistics/Performancedataandstatistics/18WeeksReferraltoTreat
mentstatistics/index.htm
113

Data for March 2009. Department of Health, Referral to treatment statistics (admitted patients, non-admitted

patients and incomplete RTT times) February 2009, 23 April 2009; available here:
http://www.dh.gov.uk/en/Publicationsandstatistics/Statistics/Performancedataandstatistics/18WeeksReferraltoTreat
mentstatistics/index.htm
114

Hansard, 20 April 2009, Col. 474W

115

The King’s Fund, Perceptions of patients and professionals on rheumatoid arthritis care: a consultancy report by

the King’s Fund for the Rheumatology Futures Group, January 2009
116

Department of Health, A joint responsibility: doing it differently – the musculoskeletal services framework, 12 July

2006
117

Department of Health, A joint responsibility: doing it differently – the musculoskeletal services framework, 12 July

2006
118

Response from Peterborough Primary Care Trust, undated

119

Response from Kirklees Primary Care Trust, undated

120

Response from Leeds Primary Care Trust, undated

121

Response from Norfolk Primary Care Trust, undated

122

Response from Wakefield District Primary Care Trust, undated

123

Response from Wirral Primary Care Trust, 8 April 2009

124

Response from Cornwall and Isles of Scilly Primary Care Trust, 17 April 2009

125

Response from Oldham Primary Care Trust, 3 April 2009

126

Response from Shropshire County Primary Care Trust, undated

127

NICE, Rheumatoid arthritis: the management of rheumatoid arthritis in adults, February 2009

128

Department of Health, A joint responsibility: doing it differently – the musculoskeletal services framework, 12 July

2006
129

Hansard, 27 January 2009, Col. 398W

130

Infliximab. Source: Nuffield Orthopaedic Centre NHS Trust, Etanercept and other anti-TNF therapies, April 2006;

available here: http://www.noc.nhs.uk/oxparc/information/documents/anti-tnf.pdf
131

Department of Health, Chemotherapy services in England: ensuring quality and safety, 12 November 2008

132

Department of Health, A joint responsibility: doing it differently – the musculoskeletal services framework, 12 July

2006

COMM00474
June 2009

48

133

Department of Health, Pharmacy White Paper Briefing paper No 7, undated

134

Department of Health, A joint responsibility: doing it differently – the musculoskeletal services framework, 12 July

2006
135

Hansard, 27 January 2009, Col. 409W

136

Department of Health, A joint responsibility: doing it differently – the musculoskeletal services framework, 12 July

2006
137

Hansard, 26 January 2009, Col. 238W

138

Hansard, 21 January 2009, Col. 1472W

139

Hansard, 26 January 2009, Col. 230W

140

Department of Health, A joint responsibility: doing it differently – the musculoskeletal services framework, 12 July

2006
141

Department of Health, A joint responsibility: doing it differently – the musculoskeletal services framework, 12 July

2006
142

Department of Health, A joint responsibility: doing it differently – the musculoskeletal services framework, 12 July

2006
143

Department of Health, A joint responsibility: doing it differently – the musculoskeletal services framework, 12 July

2006
144

Response from City and Hackney Primary Care Trust, undated

145

Dame Carol Black, Working for a healthier tomorrow, 17 March 2008

146

Department of Health, A joint responsibility: doing it differently – the musculoskeletal services framework, 12 July

2006
147

Department for Work and Pensions, Pathways to work, accessed 26 May 2009; available here:

http://www.dwp.gov.uk/welfarereform/pathways.asp
148

Department of Health, A joint responsibility: doing it differently – the musculoskeletal services framework, 12 July

2006
149

Hansard, 27 January 2009, Col. 408W

150

Department of Health, A joint responsibility: doing it differently – the musculoskeletal services framework, 12 July

2006
151

Department of Health, A joint responsibility: doing it differently – the musculoskeletal services framework, 12 July

2006
152

Healthcare Quality Improvement Partnership, National Audit of the Organisation of Services for Falls and Bone

Health of Older People, March 2009
153

Response from Bury Primary Care Trust, 6 May 2009

154

EQ5D website, accessed 27 May 2009; available here: http://www.euroqol.org/eq-5d/what-is-eq-5d/how-to-use-

eq-5d/eq-vas.html
155

Spine, A study of the natural history of back pain, part 1: Development of a reliable and sensitive measure of

disability in low back pain, 1983
156

Peninsula School of Medicine and Dentistry, MYMOP overview website, accessed 27 May 2009; available here:

http://www.pms.ac.uk/mymop/index.php?c=welcome
157

http://www.womac.org/; accessed 27 May 2009

158

http://www.orthosurg.org.uk/odi/; accessed 27 May 2009

159

http://www.dash.iwh.on.ca/; accessed 27 May 2009

160

http://www.worksafe.vic.gov.au/wps/wcm/resources/file/eb5c6742bb4ae48/tampa_scale_kinesiophobia.pdf;

accessed 27 May 2009
161

http://www.library.nhs.uk/SpecialistLibraries/Download.aspx?resID=123559; accessed 27 May 2009

162

Department of Health, A joint responsibility: doing it differently – the musculoskeletal services framework, 12 July

2006
163

Hansard, 26 January 2009, Col. 84W

164

Department of Health, A joint responsibility: doing it differently – the musculoskeletal services framework, 12 July

2006

COMM00474
June 2009

49

165

Hansard, 26 January 2009, Col. 247W

166

Hansard, 26 January 2009, Col. 247W

167

Hansard, 26 January 2009, Col. 253W

168

Admissions cannot be totalled, eg some admission for rheumatology may also be admissions for orthopaedic

surgery
169

Department of Health, A joint responsibility: doing it differently – the musculoskeletal services framework, 12 July

2006

COMM00474
June 2009

50

This document is supported by an initial grant from the British Society of Rheumatology. The audit of the
musculoskeletal services framework has been managed by ARMA. The production and distribution of this
document was supported by Roche Products Ltd and by DePuy UK.

