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About rheumatic and musculoskeletal diseases
Rheumatic and musculoskeletal diseases (RMDs) are a diverse group of diseases that commonly affect
the joints but can affect any organ of the body. There are more than 200 different RMDs, affecting both
children and adults. They are usually caused by problems of the immune system, inflammation, infections
or gradual deterioration of joints, muscles and bones. Many of these diseases are long term and worsen
over time. They are typically painful and limit function. In severe cases, RMDs can result in significant
disability, having a major impact on both quality of life and life expectancy. 1

The burden of rheumatic diseases
Prevalence
•
•
•
•

Symptomatic osteoarthritis, or degenerative joint disease, affects 15% of people
worldwide.2
It is estimated that by 2050 over 130 million people will suffer from osteoarthritis worldwide.2
Rheumatoid arthritis (RA) is the most common autoimmune inflammatory form of arthritis
and affects approximately 1 in 100 people worldwide, with women affected twice as
commonly as men.3
Gout is the most common cause of inflammatory arthritis in men 4 and affects almost as
many people as RA5

Economic / social
•
•
•
•

Rheumatic diseases are the most common cause of severe long-term pain and physical
disability, and in Europe, 20 to 30% of adults are affected at any one time.6
The burden of rheumatic diseases on people and society is expected to increase.6
It has been reported that rheumatic diseases are one of the main causes of physical
disability, contributing to societal and economic costs including loss of productivity in the
workplace.7
Rheumatic diseases are also a common reason for claiming disability pensions which
impacts a country’s economy.8

Emotional
•
•
•
•

Two in five people with a rheumatic disease are limited in their everyday activities.8
The pain and disability caused by a rheumatic disease can have an impact on the emotional
well-being and mental health of a person.9
The prevalence of clinical anxiety and clinical depression in those with a rheumatic disease
is about twice that seen in the general population.10
Rheumatic diseases not only affect the people suffering from them, but also their families
who bear significant burden in terms of emotional and social costs to ensure relatives
receive the necessary care and treatment.11,12,13

Risk factors
The underlying cause of most rheumatic diseases is unknown. However, several risk factors have been
identified that increase the likelihood of developing the condition.14,15
Obesity
•

•

Long-term consequences of rheumatic diseases have been shown to be more detrimental
when a person is clinically obese or overweight.16 Between 2013 and 2016, 22.7% of
Americans had doctor-diagnosed osteoarthritis and this percentage was even higher
among adults with heart disease (49.3%), diabetes (47.1%) and obesity (30.6%).1
Obesity is increasing and between 1985 and 2007 the incidence of RA rose by an increment
of 9.2 per 100,000 among women, with obesity accounting for just over half of this
increase.17

Smoking
•

Smoking is a risk factor for developing RA, it decreases the effectiveness of drugs
prescribed to treat RA and can be a barrier to engaging in activities that may relieve
symptoms, such as exercise.18 Smoking-cessation may reduce the occurrence of several
rheumatic diseases or improve their treatment success.19

Gender and age
•
•
•

The prevalence of musculoskeletal conditions is higher among women and increases
markedly with age.10
The EU will have 58 million additional people aged 65 and over in 2050 in comparison to
2004.20
Osteoarthritis prevalence is particularly likely to increase in an aging population.21

Lack of physical activity
•

A physically active lifestyle is associated with a lower prevalence of musculoskeletal
disorders.22

Diagnosis
•
•
•

Diagnosing rheumatic diseases can be difficult because there are more than 200 different
diseases and they often share similar symptoms.8
Early diagnosis and treatment is important because it has been shown to help reduce pain and
to slow and even prevent disease progression.23,24,25
While some rheumatic diseases can be identified by a physician based on signs and symptoms,
a diagnosis often needs to be confirmed in a hospital setting by performing a physical
examination or ordering specific laboratory tests and undertaking imaging investigations.8

Treatment
Most rheumatic diseases cannot be cured, but in many cases, they can be managed so that patients can
live with their disease. Early diagnosis, improved treatment options, and applying treatment to target
principles have not only improved the percentage of patients in sustained remission, but also their quality
of life and work productivity.26,27 This represents a paradigm shift in the approach to treating patients with
RA.28 An important component of this is the concept of the “window of opportunity”, which refers to intense
and effective treatment earlier in the disease course.28
Non-pharmacological
•

The first line of treatment for most rheumatic diseases often consists of lifestyle changes
such as a programme of physical exercise, an appropriate diet and stopping smoking.24

Pharmacological
•
•

•

Non-steroidal anti-inflammatory drugs (NSAIDs) help control the symptoms of all
rheumatic diseases by reducing pain, swelling, and inflammation in the joints. However,
they do not slow down the progression of the disease.29
Glucocorticoids control the symptoms of inflammatory rheumatic diseases. 30 They are
anti-inflammatory hormones related to cortisol, a steroid produced naturally in the body.
Despite their benefits, glucocorticoids are associated with significant side effects including
diabetes, osteoporosis, hypertension, cataracts, and susceptibility to infections.
Glucocorticoids are often prescribed in combination with other drugs and the dose is usually
reduced as soon as possible.31
Disease-modifying antirheumatic drugs (DMARDs) inhibit joint damage, suppress the
acute phase response, decrease autoantibody levels and exert effects on long-term
functional outcome beyond those on signs and symptoms alone.32
o Synthetic DMARDs
▪ Conventional synthetic DMARDs (csDMARDs) are drugs that have been
developed traditionally, rather than using complex discovery mechanisms
to selectively interfere with a specific molecule.32
▪ Targeted synthetic DMARDs (tsDMARDs) have been developed to target
a particular molecular structure.32
o Biologic DMARDs are genetically engineered drugs that block cytokines, the
proteins needed to cause an immune response.32,33
▪ Bio-original DMARDs (boDMARDs) are the original version of a biologic
drug.32,33
▪ Bio-similar DMARDs (bsDMARDs) is the term given to describe officially
approved, subsequent versions of bio-original DMARDs produced by a
different company following the expiration of the patent on the original
drug.32,34

Further information
If you have any questions or require any additional information before, during or following the congress
please contact the EULAR Press Office on;
Email:
Press office no:
Twitter:
YouTube:

eularpressoffice@ruderfinn.co.uk
+44 (0) 20 7438 3084
https://twitter.com/EULAR_Press
Eular Press Office

References
1

van der Heijde D, et al. Common language description of the term rheumatic and musculoskeletal diseases (RMDs) for use in
communication with the lay public, healthcare providers and other stakeholders endorsed by the European League Against Rheumatism
(EULAR) and the American College of Rheumatology (ACR). Annals of Rheumatic Disease. 2018. doi:10.1136/annrheumdis-2017–
212565. [Epub ahead of print].
2 World Health Organization. Priority diseases and reasons for inclusion. Available at:
http://www.who.int/medicines/areas/priority_medicines/Ch6_12Osteo.pdf [Last accessed April 2018].
3 Cross M, et al. The global burden of rheumatoid arthritis: estimates from the global burden of disease 2010 study. Annals of the
Rheumatic Diseases. 2014;73:1316–22.
4
Fuo C-F, et al. Global epidemiology of gout: prevalence, incidence and risk factors. Nature Reviews Rheumatology. 2015;11:649–62.
5
Zhu Y, Pandya BJ, Choi HK. Prevalence of gout and hyperuricemia in the US general population. Arthritis & Rheumatology.
2001;63:3136–41.
6 Hagen K, et al. Exercise therapy for bone and muscle health: an overview of systematic reviews. BMC Medicine. 2012;10:167.
7 Connolly D, et al. Impact of Fatigue in Rheumatic Diseases in the Work Environment: A Qualitative Study. International Journal of
Environmental Research and Public Health. 2015;12(11):13807–13822.
8 Firestein G, et al. Chapter 29: Economic Burden of Rheumatic Diseases. Kelley’s Textbook of Rheumatology.2009;8.
9 Bartlett S, et al. Spirituality, Well-Being, and Quality of Life in People With Rheumatoid Arthritis. American College of Rheumatology.
2003;49(6):778–783.
10 Geenan R, et al. Psychological interventions for patients with rheumatic diseases and anxiety or depression. Best Practice &
Research Clinical Rheumatology. 2012;26(3):305–319.

11 Jacobi

CE, et al. Health care utilization among rheumatoid arthritis patients referred to a rheumatology center: unequal needs.
Arthritis Rheumatology. 2001;45(4):324–30.
12 Matheson LE, Harcourt D, Hewlett S. Partners’ experiences of living with rheumatoid arthritis: ‘Your whole life, your whole world, it
changes’. Musculoskeletal Care. 2010;8(1):46-54.
13 Brouwer WB, et al. Burden of caregiving: evidence of objective burden, subjective burden, and quality of life impacts on informal
caregivers of patients with rheumatoid arthritis. Arthritis Rheumatology. 2004;51(4):570-577.
14
Lahiri M, Morgan C, Symmons DP. Modifiable risk factors for RA: prevention, better than cure? Rheumatology (Oxford).
2012;51:499–512.
15 Costenbader KH, Feskanich D, Mandl L. Smoking intensity, duration, and cessation, and the risk of rheumatoid arthritis in women.
The American Journal of Medicine. 2006;119:503–9.
16 Hannan, MT. Introduction to special theme section: Obesity and the rheumatic diseases. Arthritis Care & Research. 2013;65(1):4.
17 Crowson C, et al. Contribution of obesity to the rise in incidence of rheumatoid arthritis. Arthritis Care & Research. 2013;65(1):71–77.
18 Mayo Clinic. Smoking and rheumatoid arthritis: What's the risk? Does smoking increase my risk of rheumatoid arthritis? Available at:
http://www.mayoclinic.org/rheumatoid-arthritis-smoking/expert-answers/faq-20119778 [Last accessed April 2018].
19
Källberg H, et al. Smoking is a major preventable risk factor for rheumatoid arthritis: estimations of risks after various exposures to
cigarette smoke. Annals of the Rheumatic Diseases. 2010;70(3):508–511.
20 EUMUSC.NET. Musculoskeletal Health in Europe Report v5.0. Available at:
http://www.eumusc.net/myUploadData/files/Musculoskeletal%20Health%20in%20Europe%20Report%20v5.pdf [Last accessed April
2018].
21 Cunningham N, and Kashickar-Zuck S. Nonpharmacologic Treatment of Pain in Rheumatic Diseases and Other Musculoskeletal Pain
Conditions. Current Rheumatology Reports. 2013;15(2):306.
22 Morken T, Mageroy N, and Moen B. Physical activity is associated with a low prevalence of musculoskeletal disorders in the Royal
Norwegian Navy: a cross sectional study. BMC Musculoskeletal Disorders. 2007;8(56).
23 Lard RL, et al. Early versus delayed treatment in patients with recent-onset rheumatoid arthritis: comparison of two cohorts who
received different treatment strategies. The American Journal of Medicine. 2001;111(6):446–451.
24 Panjwani S. Early Diagnosis and Treatment of Discoid Lupus Erythematosus. Journal of the American Board of Family Medicine.
2009;22(2):206–213.
25
Tosteson AN, et al. Early discontinuation of treatment for osteoporosis. The American Journal of Medicine. 2003;115(3):209–216.
26 Overman CL, et al. Patients with rheumatoid arthritis nowadays are less psychologically distressed and physically disabled than
patients two decades ago. Arthritis Care and Research. 2014;66:671–8.
27
Nikiphorou E, et al. Work disability rates in RA: results from an inception cohort with 23 years follow-up. Rheumatology. 2012;51:385–
92.
28 Yilmaz S, and Simsek I. Early intervention in the treatment of rheumatoid arthritis: focus on tocilizumab. Therapeutics and Clinical
Risk Management. 2013;9:403–408.
29 American College of Rheumatology. NSAIDs: Nonsteroidal Anti-inflammatory Drugs. Available at: https://www.rheumatology.org/IAm-A/Patient-Caregiver/Treatments/NSAIDs [Last accessed April 2018].
30 Montecucco C, et al. Low-dose oral prednisone improves clinical and ultrasonographic remission rates in early rheumatoid arthritis:
results of a 12-month open-label randomised study. Arthritis Research & Therapy. 2012;14(3):R112.
31
Smolen J, et al. EULAR recommendations for the management of rheumatoid arthritis with synthetic and biological disease-modifying
antirheumatic drugs: 2013 update. Annals of Rheumatic Diseases. 2013;73(3):492–509.
32 Smolen J, et al. Proposal for a new nomenclature of disease-modifying antirheumatic drugs. Annals Rheumatic Diseases. 2014;73:3–
5.
33 Everyday Health. Treating Rheumatoid Arthritis: DMARDs vs. Biologics. Available at: https://www.everydayhealth.com/hs/rheumatoidarthritis-treatment-management/dmards-biologics/ [Last accessed April 2018].
34 National Rheumatoid Arthritis Society. Biosimilars - What are they and how do they differ from the biologics. Available at:
https://www.nras.org.uk/biosimilars-what-are-they-and-how-do-they-differ-from-the-biologics [Last accessed April 2018].

