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reduce the burden of arthritis in Virginia by being a forum for communication and 
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Preface 
From the Virginia Arthritis Action Coalition -- VAAC 
 
Arthritis affects individuals physically, economically, psychologically, and socially.  Arthritis-related 
efforts in Virginia focus on prevention, self-management, education, and proper medical care when 
needed, in order to maintain quality of life, sustain the productivity of its citizens, and assure physical and 
mental well-being.  
 
In an effort to address the issues surrounding arthritis in Virginia, concerned individuals and organizations 
established the Virginia Arthritis Action Coalition in 2000; membership represents a wide range of 
partners from across the state, including not-for-profit organizations, academic institutions, public health 
agencies, local government offices, community-based organizations, individuals, private business, and 
health care organizations.  The mission of the Virginia Arthritis Action Coalition is to provide a forum for 
communication and collaboration with the intent to reduce the burden of arthritis in Virginia.  The aim is 
to strengthen alliances and provide education and outreach activities among arthritis stakeholders across 
the Commonwealth.   A current list of members can be found in Appendix A.    
 
Members of the Virginia Arthritis Action Coalition are proud to present the Virginia State Arthritis Plan.  
The plan is a result of the collaborative efforts of many individuals and agencies that have contributed 
their time and expertise.  The plan provides a framework that includes key goals and strategies.   It is 
intended to provide guidance for the design, implementation and evaluation of arthritis-related activities 
for the general public, people with arthritis and their families, and health care systems.  The Virginia 
Arthritis Action Plan for 2008 - 2012 is meant to be a comprehensive framework to support and direct the 
efforts of partners and communities in a coordinated approach to reduce disability and improve the quality 
of life for Virginia residents with arthritis and related conditions.   
 
The purpose of the plan is to: 
 

q Describe arthritis and related conditions and how they affect Virginians. 
q Identify opportunities for reducing arthritis related disabilities and improving the quality of life for 

Virginians with arthritis. 
q Offer information about arthritis disease management strategies that can be implemented to 

address the burden of arthritis in Virginia. 
q Begin establishing a statewide arthritis network system with regional presence and community-

based partners. 
q Encourage all Virginians to commit to implement the goals and strategies outlined in the plan and 

lessen the burden of arthritis in Virginia.  
 
The Virginia Arthritis Action Coalition is committed to coordinating efforts that will produce the most 
effective, efficient, and comprehensive benefits for all.   We appreciate everyone who has contributed to 
the development of this plan. Every citizen of Virginia is invited to join in the implementation and 
evaluation of this plan.   
 
Sincere thanks, 
Chairs & Co-chairs of the Virginia Arthritis Action Coalition 
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Executive Summary 
 
Arthritis and related conditions affect almost 50 million Americans: one in five adults report having 
doctor-diagnosed arthritis.  Arthritis is a costly health problem and the leading cause of disability in the 
U.S.   Arthritis is one of Virginia’s most common chronic health problems, affecting almost one in three 
(28%) residents 18 years of age or older and costs the Commonwealth over $3 billion dollars yearly in 
direct health costs and lost productivity.    
 
Arthritis affects all race and ethnic groups.  While adults reporting doctor-diagnosed arthritis are 
predominately age 65 and over (59 %), almost 40 percent of those with arthritis are 45 to 64 years of age 
and those 18 to 44 years of age make up an additional 12 percent.   The incidence of doctor-diagnosed 
arthritis in women is almost 10 percent higher than in men, with almost one out of three women in 
Virginia having a diagnosis.  Approximately 1,539,000 adults or 28 percent of Virginia’s adult population 
report that they have doctor-diagnosed arthritis, while over 37 percent of Virginia residents with arthritis 
have some limitations in their daily activities.   Of Virginians age 65 years and older, over 59 percent have 
arthritis and, among those ages 45 to 64, the percentage is over 37 percent.   One in three women and one 
in four men in Virginia report having arthritis.  Although the actual numbers of adults with arthritis vary 
widely by race and ethnicity, the percentages of the respective population groups diagnosed vary by only 
three percent or less, with 28 percent of non-Hispanic white adults, 27 percent of Hispanic adults, and 25 
percent of black adults reporting doctor-diagnosed arthritis.   
 
Awareness and knowledge surrounding arthritis and the effective approaches for controlling and 
managing the disease continue to grow.  The efforts of those involved in preventing and managing 
arthritis will make significant contributions and positively affect the lives of Virginians affected by this 
disease.  
 
Goals for the Virginia Arthritis Plan include:  
 
§ Increase the awareness among people with or without arthritis of available resources, so that they 

are prepared to seek early diagnosis and/or develop or improve self-management skills. 
§ Increase the public awareness of the many forms of arthritis, the signs and symptoms of arthritis, 

and the importance of early diagnosis and self-management. 
§ Increase awareness among healthcare providers of the need for early detection and management of 

arthritis, as well as available arthritis resources.   
§ Increase the availability of arthritis prevention programs in Virginia.  
§ Increase knowledge and awareness of arthritis and related conditions and the benefits of evidence-

based interventions and programs that support Virginia residents who suffer the effects of these 
conditions.  

§ Increase the availability, accessibility, and participation in effective evidence-based physical 
activity, weight control, and self management programs for Virginia residents with arthritis and 
related conditions.  

§ Develop support systems in Virginia for persons with arthritis.  
§ Increase knowledge of Virginia health care professionals concerning arthritis prevention, diagnosis 

and treatment, and the programs available for their patients/clients.  
§ Increase effective arthritis prevention awareness strategies for at-risk populations.  
§ Improve surveillance of arthritis in general and of specific types of arthritis.  
§ Examine state level mechanisms for reporting, collecting, and analyzing prevalence data for 

selected chronic diseases, including arthritis.  
 
 



 
Virginia Arthritis State Plan 2008-2012    

7 

 
 
§ Support data systems to track the occurrence and impact of arthritis.  
§ Disseminate Virginia arthritis data in a variety of forms and formats.  
§ Identify groups and individuals who affect policy related to arthritis and related conditions. 
§ Identify federal and state statutes, regulations and budget provisions affecting consumers, 

providers and payers of arthritis and arthritis-related services. 
§ Identify best practices in the public and private sectors for the treatment and management of 

arthritis and arthritis related conditions.  
§ Examine comprehensive arthritis policy agendas from other states and develop a Virginia agenda.  
§ Explore the development of a statewide system of resources that will address arthritis and other 

related or co-morbid conditions.  
 

 
This plan provides a framework to guide arthritis efforts and a blueprint for achieving goals by public and 
non-government agencies, health systems, community organizations, and others.  The plan is a living 
document with a few actions suggested for each goal in order to initiate and promote new ideas. It is 
intended to unify efforts and prompt actions of individuals and organizations involved in arthritis-related 
care, education, research, surveillance, and outreach. 
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Introduction 
 
Arthritis is the term used to describe more than 100 different conditions that affect joints, as well as other 
parts of the body.  For this document the word arthritis is used as an umbrella term for all of these 
conditions.  Nationally, arthritis affects nearly 50 million Americans or one out of five people, including 
adults and children, making it one of the most common diseases in the U.S.  As the nation’s population 
continues to age, by the year 2020 arthritis is expected to affect an estimated 60 million Americans or 
almost 20 percent of the population, and almost 65 million by 2030 (Friedman et. al., 2007). Arthritis is a 
serious and costly public health problem.  Among all adults with disabilities, almost 20 percent reported 
that the main health condition associated with their disability was arthritis or rheumatism, making it the 
number one cause of disability in the United States.  People with arthritis often are being affected by other 
chronic diseases or illnesses.  Over 30 percent of those with doctor diagnosed arthritis report having one 
or more other chronic conditions such as heart disease or diabetes.   Arthritis costs the U.S. economy 
$86.2 billion dollars annually and is the third leading cause of work limitation (Yelin, 2003).   
 
  
 
 
 
 
 
 
 
 
 

Six Most Common Forms of Arthritis 

Osteoarthritis is the most common type of arthritis, affecting over 20 million people in the U.S. It occurs 
when the cartilage covering the end of the bones gradually wears away. Without the protection of the 
cartilage, the bones begin to rub against each other and the resulting friction leads to pain and swelling. 
Osteoarthritis can occur in any joint, but most often affects the hands and weight-bearing joints such as 
the knee, hip and facet joints (in the spine). Osteoarthritis often occurs as the cartilage breaks down, or 
degenerates, with age and is sometimes called degenerative joint disease.  

Rheumatoid arthritis is an autoimmune disease that causes chronic inflammation of the joints. 
Rheumatoid arthritis can also cause inflammation of the tissue around the joints, as well as other organs 
in the body.  While rheumatoid arthritis is a chronic illness, meaning it can last for years, patients may 
experience long periods without symptoms. Typically, however, rheumatoid arthritis is a progressive 
illness that has the potential to cause joint destruction and functional disability. 

Fibromyalgia is a condition characterized by aching and pain in muscles, tendons, and joints all over 
the body, but especially along the spine. The body also is tender to touch in specific areas, called tender 
or trigger points. The primary symptom is pain, and stress can make fibromyalgia symptoms worse. 
Common symptoms include widespread pain throughout the muscles of the body, fatigue, sleep 
disorders, headaches, and irritable bowel syndrome. 

Gout is one of the few types of arthritis where the cause is known. It results from deposits of needle-like 
crystals of uric acid in the connective tissue, joint spaces, or both. Uric acid is a byproduct of the 
breakdown of purines or waste products in the body. Normally, uric acid breaks down in the blood and is 
eliminated in urine. When the body increases its production of uric acid or if the kidneys do not eliminate 
enough uric acid from the body, levels build up.  

Lupus is a disorder of the immune system known as an autoimmune disease. In autoimmune diseases, 
the body harms its own healthy cells and tissues. This leads to inflammation and damage to various 
body tissues and organs. Lupus can affect many parts of the body, including the joints, skin, kidneys, 
heart, lungs, blood vessels, and brain. It is characterized by periods of illness, called flares, and periods 
of wellness, or remission. Symptoms include extreme fatigue, painful or swollen joints (arthritis), 
unexplained fever, skin rashes, and kidney problems. There is no cure for lupus. 

Juvenile Rheumatoid Arthritis (JRA) is the most common form of arthritis in children. It may be a mild 
condition that causes few problems over time, but it can be much more persistent and cause joint and 
tissue damage in other children.  JRA can produce serious complications in more severe cases. The 
most common features of JRA are joint inflammation, joint contracture (stiff, bent joint), joint damage 
and/or alteration or change in growth. Other symptoms include joint stiffness following rest or decreased 
activity level (also referred to as morning stiffness), and weakness in muscles and other soft tissues 
surrounding the involved joints.  JRA affects each child differently, a child may not experience all of 
these changes and may vary in the degree to which they are affected by any particular symptom. 
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Adults 
Defining arthritis in adults has evolved over time.  Currently, the Centers for Disease Control and 
Prevention (CDC) defines arthritis as those individuals reporting doctor-diagnosed arthritis and/or chronic 
joint symptoms.  Possible arthritis is characterized by having had pain, aching or stiffness in or around a 
joint within the past 30 days that was present for three or more months.  Using this definition, a 2005 state 
health behavior survey found that 27.6 percent of Virginians or 1.54 million adults reported arthritis that 
has been diagnosed by a healthcare provider, that is, doctor diagnosed arthritis (Behavioral Risk Factor 
Surveillance System, 2005).   
  
Arthritis affects every segment of the population, but most commonly affects individuals 65-74 years of 
age (59%), women (32%), people with incomes below $20,000 (46%), and people with less than a high 
school education (44%).  More than one fourth of those reporting arthritis had not been doctor-diagnosed, 
indicating that more effort is needed to increase awareness of the importance of early diagnosis and 
treatment.   Adults with arthritis are three times more likely than other adults to report that their health 
status is either fair or poor.  Twenty-eight percent of adults with arthritis say that they can do hardly 
anything or only some things.  One-third (33%) of adults with arthritis were told by their physician to lose 
weight and 59.7 percent were advised to exercise more.   
 
Arthritis is more prevalent among adults with other chronic diseases and health conditions (BRFSS, 
2005).  Diagnosed arthritis is reported by 55.5 percent of adults with diabetes (excluding gestational and 
pre-diabetes), by 58.3 percent of adults with cardiovascular disease (defined as having had either a heart 
attack or angina), by 48.9 percent of adults with high blood pressure, and by 41.4 percent of adults with 
high cholesterol.  
 
 
Children, Teens and Young Adults    
While arthritis increases with age and is usually associated with adults, children can be affected by any of 
the 100 types of arthritis.  The Arthritis Foundation reports that over 300,000 children under the age of 18 
in the U.S. suffer from some form of juvenile rheumatoid arthritis.   Definitive numbers are unavailable 
but a recent study estimates that 7,200 (95% CI: 4,600 – 9,800) juveniles in Virginia have significant 
pediatric arthritis and other rheumatologic conditions (SPARC, Sacks et al., 2007).  Juvenile rheumatoid 
arthritis (JRA) is the most common type of arthritis in children.  JRA is a chronic condition causing joint 
inflammation and stiffness for at least six weeks in a child 16 years or younger.   
 
The term “juvenile rheumatoid arthritis” is generally seen as an umbrella term for a group of conditions.  
The conditions can vary widely and are classified according to the number of joints affected, the signs and 
symptoms, and the results of blood tests. Inflammation causes redness, swelling, warmth, and soreness in 
the joints, although many children with JRA do not complain of joint pain. Any joint can be affected and 
inflammation may limit the mobility of affected joints. One type of JRA can also affect the internal 
organs.  Doctors classify JRA into three types by the number of joints involved, the symptoms, and the 
presence or absence of certain antibodies found by a blood test. (Antibodies are special proteins made by 
the immune system.) These classifications help the doctor determine how the disease will progress and 
whether the internal organs or skin is affected. 
 
Family members play a critical role in helping young people cope with juvenile arthritis. Arthritis has the 
potential to impact school performance, social life, family relationships, dating, sports, and almost every 
other aspect of a young person's life and thus raises special concerns and needs.  Specific coping skills 
may be needed to deal with the everyday challenges of arthritis.  For teens and young adults who are 
entering the workforce, there may be additional issues to face.  Arthritis can dramatically affect the quality 
of life for all children and young people affected.   Proper management of the disease is key, with and can 
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have profound benefits in terms of their productivity, psychosocial benefits, and long-term health 
outcomes.  

 

 

Three Categories of Juvenile Rheumatoid Arthritis  

· Pauciarticular -- Pauciarticular is the most common form of JRA; about half of all 
children with JRA have this type.  Pauciarticular means that four or fewer joints are 
affected. Pauciarticular disease typically affects large joints, such as the knees. Girls 
under age 8 are most likely to develop this type of JRA.  Some children with 
pauciarticular disease outgrow arthritis by adulthood, although eye problems can 
continue and joint symptoms may recur in some people. 

· Polyarticular-- About 30 percent of all children with JRA have polyarticular disease.  
In polyarticular disease, five or more joints are affected. The small joints, such as 
those in the hands and feet, are most commonly involved, but the disease may also 
affect large joints. Polyarticular JRA often is symmetrical; that is, it affects the same 
joint on both sides of the body. Some children with polyarticular disease have a more 
severe form of the disease, which doctors consider to be similar in many ways to adult 
rheumatoid arthritis. 

· Systemic--Besides joint swelling, the systemic form of JRA is characterized by fever 
and a light skin rash, and may also affect internal organs such as the heart, liver, 
spleen, and lymph nodes. Doctors sometimes call it Still's disease. The systemic form 
affects 20 percent of all children with JRA. A small percentage of these children 
develop arthritis in many joints and can have severe arthritis that continues into 
adulthood.  
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Risk Factors for Arthritis 
Gender 
Gender is a significant risk factor for arthritis, but not one that can be modified.  It is, however, an 
important factor to note for those targeting prevention and early diagnosis educational information.  
Arthritis is far more prevalent among women than among men consistently across all age groups. Women 
make up about 60 percent of arthritis cases.  
 
Before age 45, osteoarthritis occurs more frequently in males. However, after age 55, it occurs more 
frequently in females.   The tendency of males to develop arthritis before age 45 is influenced by sports 
participation and work-related joint injuries.  After age 55, women are affected because of weight 
increases and changes in hormonal levels and bone health. Osteoarthritis, the most common form, affects 
twice as many women as men.  Rheumatoid arthritis, one of the most severe and crippling forms, affects 
up to 2.5 times as many women as men. (Theis, 2007). 
 
Age 
Arthritis does not affect only older individuals and is not a normal part of aging. There are 8.4 million 
adults nationwide and almost 350,000 in Virginia (BRFSS, 2005) between the ages of 18-44 who have 
arthritis and many others at risk for developing it.   Arthritis affects individuals of all ages, races, and 
socio-economic classes, although the prevalence of arthritis does increase with age.  This pattern suggests 
that, while treatment services should be targeted to older individuals, prevention efforts must be directed 
to the general population. Among adults over 65, the prevalence is almost 50 percent, meaning that nearly 
half of the elderly population will have some form of arthritis.  Risk increases with age as does the 
presence of other complicating chronic conditions.    
 
Co-Morbidity 
Many people with diabetes and cardiovascular disease also have arthritis, thereby complicating the 
management of all these health conditions.   In Virginia, 55.5 percent of adults with diabetes also have 
arthritis and 58.3 percent of adults with cardiovascular disease have arthritis.  The presence of arthritis in 
people with diabetes, heart disease, asthma, and other chronic conditions may create barriers to adopting a 
healthier lifestyle.  
 
The symptoms of arthritis which include loss of flexibility, decreased mobility, pain, and fatigue, can 
make physical activity difficult for many individuals.    People with diabetes or heart disease who also 
have arthritis may be reluctant to increase their physical activity for fear of increasing joint damage or 
increasing pain.   This decreased activity can make the management of arthritis and co-existing chronic 
conditions challenging or place people with arthritis at greater risk of developing other chronic conditions 
such as diabetes, high blood pressure, obesity, cardiovascular disease, and depression (Virginia 
Department of Health, Division of Chronic Disease Prevention and Control, 2006).     
 
Obesity   
Being overweight and obese increases the risk of an individual developing arthritis.  The most effective 
strategy for controlling weight is combining dietary changes and exercise. One-third (33.5%) of adults 
with arthritis were told by their physician to lose weight and 59.7 percent were told to exercise more 
(BRFSS, 2005).  Because diet and exercise are important prevention and treatment strategies for arthritis, 
interventions are needed that focus on these areas.  At the same time, the presence of arthritis can make 
weight management more challenging, as individuals with arthritis are less able to maintain the level, 
variety, and regularity of physical activity as the rest of the population. 
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Obesity is associated with osteoarthritis in adults and associated with gout in men.  Obesity can be a 
contributing factor causing osteoarthritis by increasing the mechanical stress on the cartilage.  Next to 
aging, obesity is the most powerful risk factor for osteoarthritis of the knees.  Obesity can also make 
regular exercise and daily physical activity challenging.    
 
 

Weight and Physical Activity in Virginia  
1996 - 2006 

 
 

 
A confidence rate of 95 percent in the data reported.   Source: Virginia Behavioral Risk Factor Surveillance System, 1996-2006. 
Percentages are population-weighted. 
 
 
As illustrated in the figure above, the percentage of adults who are obese has increased from 15.9 percent 
in 1996 to 25.1 percent in 2006, almost a 10 percentage point increase in the rate of obesity in 10 years. 
Those adults identified as overweight increased from 33.4 percent in 1996 to 36.7 percent in 2006.  
During the same time period, adults who said that they did not participate in physical activity during their 
leisure time dropped dramatically from 29.2 percent in 1996 to 21.7 percent in 2006. 
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Evidence-based Interventions 
 
Benefits of Exercise     
An exercise program that includes a balance of exercises, range of motion, balance, strengthening, and 
endurance, can relieve the symptoms of arthritis and protect joints from further damage.   

· Range of motion exercises are intended to improve flexibility and help prevent further joint 
damage.   Flexibility exercises help the body to stay limber by stretching the muscles and tissues 
that hold the body’s structure in place.  Range of motion exercises include general stretching 
exercises, which will move joints through their entire range of mobility.  Stretching exercises, in 
turn, include calf stretches, quadriceps (thigh) stretch, and hamstring (tendons in the back of the 
knee) stretch.  Joint-specific exercises target a particular joint such as the knee in order to improve 
motion in that joint and prevent further damage.  An example of this is a quadriceps (thigh) stretch 
to keep the knees flexible.   

· Balance exercises help to prevent falls, a common problem in older adults.  Falling is a major 
cause of broken hips and other injuries that can often lead to disability and loss of independence.  
Some balance exercises build up leg muscles; others may be as simple as briefly standing on one 
leg.    

· Strength exercises build muscle.  Even very small increases in muscle can make a big difference 
in the ability to do things on one’s own.  Strength exercises also increase the metabolism, helping 
to keep weight and blood sugar under control and may also help prevent osteoporosis. They can 
improve, maintain, and prevent loss of strength in the muscles.  Strength exercises include: Simple, 
safe, and effective exercises such as abdominal crunches, push-aways, wall squats and other 
exercises that improve abdominal, neck, arm, shoulder, and leg strength. Many exercise books and 
videotapes show how to do these exercises properly.     

· Endurance or aerobic exercise can strengthen the heart and lungs and increase endurance. They 
improve the health of the heart, lungs, and circulatory system.  Having more endurance not only 
helps keep one healthier; it can also improve stamina for daily tasks such as climbing stairs, 
shopping, and socializing.  Endurance exercises also may delay or prevent many diseases 
associated with aging.  Aerobic exercises include walking, which can be done outdoors, through 
the neighborhood or along city paths, or indoors on a treadmill.  If walking is uncomfortable, it can 
be done in water up to the waist or chest.  The water helps take the weight off painful joints, and 
also provides some resistance.  Many locations offer classes specifically for people with arthritis.  
Swimming is an excellent choice for people with hip or knee osteoarthritis, because water takes 
weight off the joints while also providing some resistance (Wilcox, 2006; Brady, 2003; Der 
Ananian et.al., 2006). 

Exercise can also:  

· Help maintain normal joint movement. 

· Increase muscle flexibility and strength. 

· Help maintain weight to reduce pressure on joints. 

· Help keep bone and cartilage tissue strong and healthy.  

· Improve endurance and cardiovascular fitness. 
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Treatment and Prevention   
The goal of treatment is to provide pain relief and increase joint mobility and strength. Treatment options 
include medication, exercise, hot/cold compresses, use of joint protection, and surgery.  An individual 
treatment plan may involve several or all of these options. 
 
With early diagnosis, most types of arthritis can be managed, with the pain and disability minimized. In 
addition, early diagnosis and treatment may be able to prevent tissue damage caused by arthritis. Early, 
aggressive treatment is particularly important for rheumatoid arthritis in order to help prevent further 
damage and disability down the road. 

Although it may not be possible to prevent arthritis, there are steps to take to reduce the risk of developing 
the disease and to slow or prevent permanent joint damage. These include:  

· Eating a healthy, well balanced, nutritious diet to help strengthen the bones and muscles 

· Performing consistent and appropriate exercises to keep muscles strong to protect and support the 
joints 

· Using joint-protection devices and techniques.  Proper lifting and posture can help to protect the 
muscles and joints. 

Recommendations for Arthritis Prevention for Virginians At-Risk for Arthritis 
National data reflect that arthritis affects all age groups and both genders. The highest risk populations for 
arthritis are women, older persons, persons with genetic predisposition, obese persons, and persons who 
have sustained occupational or sports related joint injuries. 
 

Below are a few primary prevention strategies that are considered effective for arthritis.  These include: 
 

· Weight control.  Maintaining an appropriate weight or reducing weight to a recommended level 
lowers a person’s risk for certain forms of arthritis.  Obesity is a risk factor for osteoarthritis of the 
knee and gout in men. 

· Occupational injury prevention.  Taking precautions to avoid repetitive joint use and resulting 
joint injury in the occupational setting can help to prevent arthritis. 

· Sports injury prevention.  Using recommended injury prevention strategies (e.g., warm-ups, 
strengthening exercises, and appropriate equipment) helps to avoid joint injuries and damage to 
ligaments and cartilage, all of which can increase the risk of osteoarthritis. 

 
Joint Injuries 
Recreational activities, sports, occupational and repetitive motion joint injuries increase the risk of 
arthritis.  Occupations such as farming, heavy industry, and those involving repetitive motion are 
associated with arthritis.  Studies have found that self-reported, physician-attended, hand and wrist 
arthritis was common among employed persons.  The highest prevalence was among technicians, machine 
operators, assemblers, and farmers, and in the mining, agriculture, and construction industries. Compared 
to other occupations, injuries and occupational illnesses were more common among farmers and farm 
workers.  Work that required repetitive hand bending and twisting was associated with hand-wrist 
arthritis.  Among workers with hand arthritis, almost 20 percent had to make a change in their job or work, 
7.4 percent had made major changes in their work, 7.6 percent missed work, and 4.5 percent stopped 
working or changed jobs because of the problem (Dillon et al., 2002; Grisso et al., 2007). 
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Evidence-based Interventions 

The CDC Arthritis Program recommends evidence-based interventions that have demonstrated 
effectiveness to improve the quality of life for people with arthritis.  Expanding the reach (the number of 
people attending) and availability (access to programs) of evidence-based interventions for arthritis is 
desirable to promote self-management, increase mobility and lead to a positive mental and emotional 
outlook.   These approaches include physical activity programs such as the Arthritis Foundation Exercise 
Program (AFEP) and the Arthritis Foundation Aquatics Program (AFAP) and self-management education 
programs like the Arthritis Foundation Self-Help Program (AFSH) and Chronic Disease Self-Management 
Program (CDSMP), both of which are delivered by trained instructors in community settings.   

Chronic diseases, such as programs on diabetes, cardiovascular disease, and arthritis, target many of the 
same people and have common goals such as increasing physical activity and/or reaching and maintaining 
a normal weight.  Cross cutting evidence-based self-management education and physical activity 
programs have demonstrated improved health outcomes for people with all three of these conditions and 
can increase their reach and impact by working together.   

Self-management education programs like AFSH, CDSMP, and Active Living Every Day (ALED) teach 
people how to manage arthritis on a day-to-day basis. Research has shown that appropriate physical 
activity offers substantial benefits to people with arthritis and can decrease arthritis pain and disability. 
Preliminary studies have shown AFEP (formerly People with Arthritis Can Exercise or PACE) and the 
AFAP to be both safe and effective for people with arthritis.  

Arthritis and chronic disease self-management programs vary by format and duration.  These interventions 
can potentially decrease the impact of arthritis by reducing pain and the need for health-care.  They can 
improve both the physical and mental health of individuals with arthritis by increasing their self-
confidence and improving their ability to function in their daily life and activities.   See the following 
Table for specific details about each evidence-based program (Brady, 2003; Der Ananian et al., 2006; 
Wilcox, 2006). 
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Community Arthritis Management Programs 
 

Program Characteristics Benefits 
 
Active Living 
Every Day (ALED) 
 
 
 

· Focus is on behavior change to 
address physical inactivity and 
unbalanced eating 

· Lifestyle management skills and 
paced change for long lasting change 

· Flexible delivery options (in groups, 
online, face to face) 

· Classes are conducted by trained 
instructor 

· Ongoing support provided 
 

· Addresses both physical 
activity and quality 
nutrition 

· Addresses the underlying 
causes of poor health habits 

· Approaches allow people to 
tailor program based on 
stage of readiness, lifestyle 
and personal preferences.  

 

Arthritis 
Foundation  
Aquatic Program 
(AFAP) 

· Classes are conducted by trained 
instructor 

· Includes range of motion, stretching, 
breathing, and light aerobic activities 

· Meets 2-3 hours a week 

· Improve joint range of 
motion, strength, physical 
functioning, and health 
status 

· Decrease in pain 
Arthritis 
Foundation 
Exercise Program 
(AFEP) 
(formerly known as 
PACE) 

· Community based, recreational 
exercise program  

· Taught by trained instructors 
· Includes range of motion, endurance 

activities, relaxation, and health 
education 

· Meets 2-3 hours a week 

· Includes activities to 
improve physical endurance 
and joint mobility 

· Group exercise encourages 
peer interaction and 
socialization 

· Program accommodates for 
individual limitations 

· Includes basic principles of 
arthritis exercise, body 
mechanics, and joint 
protection 

Arthritis 
Foundation Self-
Help Program 
(formerly known as 
AFSH) 

· Guided by trained instructors, at 
least one of whom has arthritis 

· Participants have arthritis 
· Designed to improve self-efficacy 
· Techniques to manage arthritis, 

identifying exercise, use of 
medications, communicating 
effectively, nutrition, and action plan 
and problem solving 

· Specific attention to managing pain 

· Increase quality of life, 
knowledge, and 
recommended health 
behaviors 

· Decrease pain and use of 
medical services 

Chronic Disease 
Self-Management 
Program (CDSMP) 

· Facilitated by two trained leaders 
· Participants have at least one chronic 

disease 
· Designed to improve self-efficacy 
· Includes managing chronic disease, 

identifying appropriate exercise, use 
of medications, communicating 
effectively, nutrition, developing an 
action plan and problem solving 

 

· Improve exercise, 
communication with 
physicians, self-reported 
general health  

· Decrease health distress, 
fatigue, disability, and 
social & role activities 
limitations 
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The Burden of Arthritis in Virginia 
 
Geography 
The Commonwealth of Virginia encompasses 42,767 square miles, making it the 35th largest state 
geographically.  Local jurisdictions are comprised of 97 counties and 37 independent cities totaling 134 
localities.  The Virginia Department of Health (VDH) has grouped these localities into 35 health districts 
and five health planning regions.   
 
Virginia has both rich agricultural history and widely diverse geographical regions with six distinct 
climatic zones, and five general agricultural production areas. Farm lands (approximately 8.7 million 
acres) support Virginia livestock and agricultural products.  Forest lands (15.2 million acres) support 
important wood-based industries, as well as hunting, fishing and other forest recreation. Wetlands 
comprise approximately 350 thousand acres and are impacted directly by agricultural and forest activities.  
Geographically, Virginia is divided into regions stretching from the Eastern Shore and the Atlantic Ocean 
through the Shenandoah Valley to the Piedmont and the Blue Ridge Mountains of Appalachia in the west.   
Virginia's unusual length running east to west means that metropolitan northern Virginia lies as close to 
New York City and New England as to its own rural western panhandle.  Conversely, Lee County, at the 
tip of the southwest panhandle, is closer to eight other state capitals than it is to Richmond, Virginia's own 
capital (Economic Research Service; VAES). 
 
Population 
Virginia is the 12th most populated state in the U.S. with 7,567,465 residents (U.S. Census, 2005), an 
increase of almost half a million residents or seven percent from 2000 and a 14.4 percent increase since 
1990, according to the U.S. Census Bureau.  A significant part of this growth in population has occurred 
in the northern part of the state.  Concentration of population varies widely between Virginia’s urban and 
rural areas.  Twenty-five localities have densities of less than 50 persons per square mile.  Half of the 
Virginia localities have total populations under 30,000 persons, with 24 of those having less than 10,000 
persons.  Fifty-two counties and cities are considered to be rural (non-metropolitan) areas, however, more 
than three-fourths of the state’s population lives within metropolitan areas, according to the Census 
Bureau.   
 
The population of Virginia is 51 percent female and 49 percent male.  Women aged 15 years and older 
account for 60 percent of arthritis cases nationwide.  A large portion of Virginia’s population is at risk of 
developing some form of arthritis due to being female.  
 
People are moving away from the state's central cities and counties to the surrounding suburbs and exurbs. 
As a result, the number of metropolitan areas is expected to increase and the boundaries of existing metro 
areas are expected to expand. Rural counties that are next 
to metro areas are likely to experience significant 
population growth as space and affordable housing 
become harder to obtain in the urban core areas. Counties 
with significant quality of life advantages, those with 
access to urban amenities (either their own or nearby), and 
those with a diversified, service-based economy are 
particularly prone to rapid growth.  The average age of the 
population will increase as the baby boom generation 
enters retirement age.  
 
By 2030, nearly one in five Virginians is projected to be 
65 years or older. This population will be predominantly 
female, as women have a longer life expectancy than men. 
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Again, age and gender increase the risk for arthritis. As the baby boomers age, the percentage of older 
workers will increase, as will the average age of the labor force.   By 2030, the number of Virginia adults 
with diagnosed arthritis is projected to be 2.3 million people – an increase of 50 percent from the number 
in 2005 – which places Virginia 13th among all 50 states in terms of the percentage change (Spar, 2006). 
 

 Population Estimates by Demographic Group, Virginia, 2005 

  2005 2000 
Demographic Subgroup Count Percent* Count Percent* 

TOTAL 7,567,465 100.0 7,078,515 100.0 

Male 3,723,365 49.2 3,471,895 49.1 Sex 
Female 3,844,100 50.8 3,606,620 51.0 
< 18 1,824,568 24.1 1,738,262 24.6 
18-64 4,877,794 64.5 4,547,920 64.3 Age 
65 and older 865,103 11.4 792,333 11.2 
White 5,625,586 74.3 5,324,398 75.2 
Black 1,541,683 20.4 1,438,727 20.3 
Asian or Pacific 
Islander 373,773 4.9 289,647 4.1 Race 

American Indian or 
Alaska Nativeç 26,423 0.35 25,743 0.36 

Ethnicity** Hispanic 452,511 6.0 329,540 4.7 
Source: Virginia Division of Health Statistics.  Figures obtained from the U.S. Census Bureau. 
* Percentages may not add up to 100 percent due to rounding.   ** Ethnicity is not mutually exclusive of race. 
ç According to 2000 U.S. Census data, there were approximately 2,500 people who identified themselves as belonging to any 
of eight native tribes—Chickahominy, Eastern Chickahominy, Mattaponi, Upper Mattaponi, Pamunkey, Monacan, Nansemond, 
and Rappahannock-- recognized by the Commonwealth of Virginia.  

 
Access to Health Care 
Socio-economic status, education, language, race, ethnicity and disability can be predictors of who has 
access to adequate health care. According to the 2005 American Community Survey, an estimated 
684,000 Virginians or 9.2 percent of the population had annual household incomes below the poverty 
level and were considered “poor, and 15.9 percent had annual incomes between 100 percent and 199 
percent of the federal poverty level and were considered to be “near poor” (American Community Survey, 
2005).   
 
Based on a two-year average (2004-2005), 13.9 percent of Virginians had no health insurance.  According 
to a report by the Urban Institute and the Kaiser Commission on Medicaid and the Uninsured, 13 percent 
of Virginians were uninsured, 61 percent were insured through their employer, four percent paid for their 
own insurance, eight percent received Medicaid, 11 percent received Medicare and five percent were on 
other public assistance.   As of January 2008, approximately 25 counties were federally designated health 
professional shortage areas (HPSAs) lacking access to primary care providers.  About 14 percent of 
Virginians, or over 972,000 people, lived in geographic areas (e.g. counties, census tracts) designated as a 
primary care HPSA.    
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The state is culturally and ethnically diverse, particularly in the north where it is urban and more densely 
populated.  The countries of origin for some of these residents include Korea, Vietnam, China, India, 
Philippines, Western Europe (e.g., Germany), Mexico, El Salvador, and Bolivia.  
 
An estimated 9.9 percent or 723,000 Virginians are foreign born, including 309,000 naturalized U.S. 
citizens and 414,000 non-citizens.  Virginia ranks 17th in the percentage of the population who are foreign 
born and fifth in the percentage of foreign born from Asia (40.6%).  Almost 13 percent of Virginia 
residents speak a language other than English at home; among these groups, 43 percent speak English 
“less than very well”.  The most common second language is Spanish or Spanish Creole (45%).  The 
foreign-born are more likely to speak a language other than English, as well as to have less than a high 
school education.  Non-U.S. citizen foreign born individuals are more likely to live below the poverty 
level. 
 
Developing culturally sensitive prevention programs, literature, and activities can make an impact on the 
prevalence of arthritis and related conditions and help increase quality of life for Virginians who may 
develop these conditions (American Community Survey, 2006).  Such culturally sensitive programs must 
also include what prevention and therapeutic programs are necessarily unique to rural communities, 
particularly to those involved in agriculture.  
 
 
 
 

 
 
 
 
 
 
 
 
 








































































