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Burden of Disease 
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Musculoskeletal (MSK) disorders are: 
• major contributor to years lived with disability (YLDs) as reported by the 

WHO Global Burden of Disease project  
• second most common reason for work absence due to sickness 
• contribute to risks of developing other Long Term Conditions including 

depression (chronic pain) and cardio-metabolic diseases (physical inactivity) 



BetterKnowledgeBetterCareBetterOutcomes 

  

3 

Secondary Care Activity 
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Data Sources 

Hip and Knee Replacements 

• Arthritis Research UK prevalence models for hip and knee osteoarthritis (OA) 

• Patient Reported Outcomes Measurement Programme (PROMs) 

• National Joint Registry 

• Hospital Episode Statistics 

 

Back Pain  

• Arthritis Research UK prevalence models for general and severe back pain 

• NEQOS profiles for secondary care activity for non-specific back pain 
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Prevalence Data 

https://www.arthritisresearchuk.org/arthritis-information/data-and-statistics/musculoskeletal-calculator/map.aspx 

Analyse Further  

Provides ability to compare 

different regions 

Includes prevalence estimates 

by socio-demographic factors  

(age, gender, socioeconomic 

and education) and risk factors 

(BMI, smoking status and 

physical inactivity) 

 



BetterKnowledgeBetterCareBetterOutcomes 

  

6 

National PROMs programme 

Hip and knee replacement data at baseline and 6-mths post-op 

• Oxford Hip & Knee Score (OHS& OKS, range 0-48, 48 best) 

• EQ-5D 

Participation and modelled record rates 

Figure shows relationship between preoperative (Q1) and post-operative (Q2) 

questionnaires, eligible Hospital Episode Statistics (HES) episodes and the subset 

that have modelled records included in the adjusted health gain models 
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Quality of PROMs data 
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Knee Replacement 

Best Practice Tariff Criteria 
• PROMs participation (Q1 completed) for at least 50% of eligible HES activity 

• Trust is not an outlier (>3SDs below national average) on case-mix adjusted 

health gain for OHS/OKS for primary cases only 

• NJR compliance is >75% of eligible HES activity and <25% of records 

submitted have consent status not known 
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PROMs Health Gain  

Hips 

Baseline OHS – national average 18 

Health gain – national average 21 

 

 

 

Knees 

Baseline OKS – national average 19 

Health gain – national average 16  

Case study:  Northumbria Healthcare had <50% participation and below average 

health gain and used this data to drive quality improvement. It now has >60% 

complete data (>80% initial participation) & significantly better OKS health gain.  



BetterKnowledgeBetterCareBetterOutcomes 

  

9 

PROMs Health Gain  
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Process measures that reflect  
high quality care 

2. Total Knee Replacements w ithin 1 year of Arthroscopy             4a. Length of Stay for primary Knee replacements        5a. Percentage of primary Knee replacements that have an

Timeframe: 1 Apr 2011 to 31 Mar 2014 (TKRs: 1 Apr 2011 to 31 Mar 2015)             Timeframe: 1 Apr 2014 to 31 Mar 2015        Emergency ReAdmission within 30 days

(Patients aged 60 and over) (2014/15 HES data is provisional)             (2014/15 HES data is provisional)        Timeframe: 1 Apr 14 to 31 Mar 2015 (Readmissions: 1 Apr 14 to 30 Apr 2015*)

3. Fixation method for Hip Replacements (% of total)             4b. Length of Stay for primary Hip replacements        5b. Percentage of primary Hip replacements that have an

Timeframe: 1 Apr 2014 to 31 Mar 2015             Timeframe: 1 Apr 2014 to 31 Mar 2015        Emergency ReAdmission within 30 days

(Patients aged 65 and over) (2014/15 HES data is provisional)             (2014/15 HES data is provisional)        Timeframe: 1 Apr 14 to 31 Mar 2015 (Readmissions: 1 Apr 14 to 30 Apr 2015*)
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Viewing PROMs together with  
clinical outcome data 

6a. PROMs - Improvement in Oxford Knee Score (Primary only) 7a. Revision of Primary Knee Replacement w ithin 1 year (%)

Timeframe: 2013/14 (August 2015 release - Finalised) Timeframe: 1 Apr 11 to 31 Mar 2014 (Revisions: 1 Apr 11 to 31 Mar 2015)

Adjusted mean health gain for primary operations (2014/15 HES data is provisional)

6b. PROMs - Improvement in Oxford Hip Score (Primary only) 7b. Revision of Primary Hip Replacement w ithin 1 year (%)

Timeframe: 2013/14 (August 2015 release - Finalised) Timeframe: 1 Apr 11 to 31 Mar 2014 (Revisions: 1 Apr 11 to 31 Mar 2015)

Adjusted mean health gain for primary operations (2014/15 HES data is provisional)
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Other considerations for  
hip and knee replacements 

Patient flows from CCGs to providers 
• Proportion of cases and variation in case-mix between patients going to 

different NHS Trusts and Independent Sector providers 

• NJR and PROMs data is reported at a provider level so need to 

understand patient flows to interpret data 

 

Independent Sector providers 
• Variation in the facilities available at the Independent Sector providers 

• Many do not have High Dependency Units (HDUs) so are less likely 

to take cases that are high anaesthetic risk 

• Often do not undertake revision cases or complex primary cases 

• May provide more intensive physiotherapy across the pathway of care as 

caseload is less complex and more predictable 

• Difference in case-mix makes it difficult to compare outcomes 
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Back pain prevalence estimates 
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Secondary care activity 

Highlighted CCGs:

NHS SOUTH TEES 

CCG

NHS HAMBLETON, 

RICHMONDSHIRE 

AND WHITBY CCG

Highlighted CCGs:

Birmingham 

Crosscity
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Variation by GP practice in  
elective admission rates  



BetterKnowledgeBetterCareBetterOutcomes 

  

16 

Patient flows by Trust 
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Patient flows by CCG 
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Planned care procedure trends 
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Surgery trends 
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Injection trends 
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Rates of elective admissions for  
types of surgery by CCG 
• Wide variation in rates of surgery across North East and North Cumbria CCGs – all higher than 

national average. 
• North East and North Cumbria region has almost twice the rate of fusions driven by high activity 

in 4 CCGs, most notably Hartlepool and Stockton-on-Tees 
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Rates of elective admissions for  
types of injections by CCG 
• Wide variation in rates of injections across North East and North Cumbria CCGs with 6 CCGs 

below national rates and 8 higher 
• Darlington CCG has over twice the rate of admissions for injections compared to national rate 

driven mainly by very high rates of lumbar facet joint injections compared to national average  
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Back pain costs for all 
hospital admissions 
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Back pain costs for elective 
admissions by procedure group 

Hospital admissions Elective Admissions cost data by procedure group  for low back and radicular 
pain in people aged 16 years and over (April 2014 - March 2015)  

• Costs for surgery greatest for most CCGs followed by injections.   

• Some CCGs are spending more on injections for back pain (e.g. lumbar facet joint injections) than 
radicular pain (e.g. spinal nerve root injections and epidurals) 

• Darlington CCG spent more on injections than on surgery in 2014/15 
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Summary 

Measurement can support commissioners and providers to identify priorities for 
implementing best practice by understanding: 

• Burden of disease and prevalence of MSK disorders 

• Process of care  
• Variation in overall activity levels compared to national view 
• Variation in rates of different procedures used for back pain 
• Monitoring reductions in length of stay against unintended consequences of 

increasing emergency readmissions 

• Outcomes 
• PROMs for joint replacement  
• Clinical outcomes (e.g. revisions of primary replacements within a year) 
• Note: need to develop robust outcome measures to evaluate back pain 

procedures, particularly injections and other non-surgical interventions 

• Current costs and opportunities for savings  where there are high rates of procedures 
of limited clinical value 
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