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Editorial

Education in Musculoskeletal
Health — How Can It Be
Improved to Meet Growing
Needs? 

Education of future doctors is key for better global health,
including musculoskeletal health. A central strategy of the
Bone and Joint Decade (BJD) is to improve the education of
health professionals so that it reflects the burden of muscu-
loskeletal conditions and meets the needs of people with or
at risk of musculoskeletal problems1. This is not the case at
present1,2.

Musculoskeletal conditions affect one in 5 adults and are
the commonest cause of physical disability3, the commonest
reason for longterm treatment in Europe4, and the second
most common reason for consulting a doctor. In many coun-
tries musculoskeletal conditions constitute 10%–20% of the
reasons for primary care visits5 and they are also common as
comorbidities. Despite this, the basic education of doctors
about musculoskeletal conditions is lacking, and it is possi-
ble to graduate from medical schools around the world with-
out proper training in musculoskeletal medicine. Primary
care training programs often do not include specific experi-
ence with musculoskeletal conditions. There is a range of
specialties involved in the management of the spectrum of
musculoskeletal conditions, including rheumatology, ortho-
pedics, pain physicians, geriatrics, sports medicine, and
occupational medicine. However, at the specialist level there
is a lack of common education between these specialties,
although integrated multiprofessional and multidisciplinary
care is recommended4,6,7. Training programs for these dif-
ferent disciplines are seldom linked and do not have similar
learning objectives, despite often relating to the manage-
ment of identical problems. In addition, there are few multi-
disciplinary educational activities at local, national, and
international levels that bring together all the relevant disci-
plines.

This lack of basic education in musculoskeletal health
and disease and lack of coordination between different dis-
ciplines is clearly not the best way to achieve effective man-
agement of musculoskeletal problems. As a result many

people do not get the best treatment2,8 in either primary or
secondary care, as clinical skills and understanding of all
treatment options by the different disciplines are insuffi-
cient. For example, approaches to management of
osteoarthritis of the knee may be very different between pri-
mary care, rheumatology, and orthopedics; and the patient
journey can be prolonged by inadequate management along
the way7.

Ways to improve the situation include standardized
learning objectives for musculoskeletal conditions at all
levels from undergraduate to the different disciplines
involved in their management, and improved coordination
between different specialist training programs.

In this issue of The Journal, a study by Wadey and col-
leagues9 describes a high degree of commonality between
learning objectives of the different specialties and asserts
that it is possible to develop a multidisciplinary core cur-
riculum for specialist training programs.

The initial step in the improvement of care is to establish
recommendations for core competencies that all doctors
should have when qualifying, irrespective of their future
clinical practice. These competencies can then be built upon
in the specialist training programs depending on specific
needs. Such global recommendations for core content of an
u n d e rgraduate musculoskeletal curriculum have been
developed by the Bone and Joint Decade Education Task
Force and persons with an interest in education from all
parts of the world and from the spectrum of relevant spe-
cialties2. All possible knowledge, skills, and attitudes that
may be relevant to musculoskeletal conditions were priori-
tized, according to commonality of the problem in society
and urgency of management to identify a minimum level of
competence for managing patients with musculoskeletal
problems. These core competencies aim to strengthen the
foundation for future clinical practice and to delineate
between core competence when leaving a medical school
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and competence that should be gained during postgraduate
training. Basic clinical skills in history-taking to gain a full
understanding of people’s problems and their effect, as well
as examining the musculoskeletal system, were strongly
emphasized.

Wadey and colleagues9 have taken these recommenda-
tions one step further2 to establish core competencies in spe-
cialist training programs in Canada for disciplines that have
a major involvement in the management of musculoskeletal
conditions. They asked program directors to identify key
learning objectives for residents in their own disciplines of
family practice, emergency medicine, sports medicine,
physical medicine and rehabilitation, orthopedics, and
rheumatology. Their study highlights the variety of disci-
plines dealing with musculoskeletal problems and the wide
spectrum of conditions, ranging from arthritis to trauma and
malignancy. Nevertheless, a high degree of agreement was
noted between the different specialties about core compe-
tencies, and there was universal consensus that ability to
take a good history and complete a thorough and accurate
physical examination relevant to a musculoskeletal system
are the most important items. However, these competencies
are not always formally taught or appraised. There is little
standardization of clinical assessment between the different
specialties, and the evidence base for many of the clinical
tests is also poor. In addition, poor communication is a
major reason for patient dissatisfaction. More priority
should be given to this part of training to develop expertise:
initiatives such as the Patient Partner Programme1 0 can be
instrumental. Wadey also found general consensus in all
specialties about the importance of recognizing emerg e n-
cies and red flags. The differences in competencies pro-
posed, not surprisingly, related to the true or perceived need
for that competency in a given clinical practice setting. For
example, fracture management is not a priority for family
practice in general, although there may be other communi-
ties where family practice is the first line of management,
i.e., where orthopedic services are more limited and cen-
tralized. Not all specialties acknowledge the importance of
providing lifestyle advice, despite the effects of obesity and
lack of physical activity on musculoskeletal health11; the
growing impact of poor lifestyles on public health is
increasingly a concern1 2. While it is understandable that
rheumatologists do not prioritize competencies related to
trauma, it is disappointing that emergency medicine does
not appreciate the importance of the spectrum of manage-
ment strategies for acute and chronic musculoskeletal dis-
orders. Early broad based interventions are important in
preventing chronicity of musculoskeletal problems11. Tw o
areas not highlighted by the BJD recommendations were
research and critical appraisal skills: these should be part of
the general undergraduate curriculum; but it is welcome to
see their importance identified by specialties. Overall, the
degree of consensus about a broad spectrum of competen-

cies for a wide range of conditions is encouraging. This is
recognition that the best management of musculoskeletal
problems needs a broad set of common competencies from
a variety of specialties, each with its own additional specif-
ic skills.

Validation of the BJD recommendations for a global
undergraduate core curriculum should strengthen the case
for implementation at the undergraduate level. It is essential
that musculoskeletal medicine be included at the level of
undergraduate curriculum and implemented in medical edu-
cation worldwide, to reflect the burden of musculoskeletal
conditions. Although the BJD recommendations, which
offer a framework for any medical school reevaluating the
curriculum, already serve as a basis for change in several
countries, there is much competition for inclusion in the
undergraduate curriculum; a major barrier to implementa-
tion is lack of time and priority. Implementation can also be
driven by assessment, and ensuring that competency in the
management of musculoskeletal problems is included with-
in the assessments of undergraduates is also important.
Successful implementation therefore requires wide dissemi-
nation of the recommendations, along with identifying and
working with the key decision-makers such as the curricu-
lum committee, accreditation body, and the examination
board.

The commonality of recommendations for the diff e r e n t
disciplines and the ability to propose a Canadian multidis-
ciplinary core curriculum for musculoskeletal health mean
that a move to more commonality and integration for part
of training should be considered. Agreement on competen-
cies will also facilitate development of common teaching
approaches and materials, such as an online course pro-
posed by Wa d e y. A more integrated approach to training,
ensuring the achievement of common core competencies,
would improve clinical care by providing a more coordi-
nated approach to management, with each discipline hav-
ing a greater understanding of all the options for manage-
ment yet maintaining its own special areas of expertise.
This would better meet the needs of new ways of provid-
ing care for people with musculoskeletal problems, such as
integrated clinical assessment and treatment centers pro-
posed in the UK7. A challenge will be to include such
broad based training within the reduced timeframes
imposed by regulations on the working week in many
c o u n t r i e s .

This study also shows that the implementation of the BJD
Undergraduate Curriculum will provide a strong basis for all
doctors and can also be developed for use in specialty train-
ing. The implementation of the Canadian multidisciplinary
core curriculum for musculoskeletal health will ensure that
all disciplines have a more coordinated approach to the
management of musculoskeletal problems. Both these ini-
tiatives should help achieve the ultimate goal of the Bone
and Joint Decade: To improve health related quality of life
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of those with musculoskeletal conditions. Outcome should
improve for persons with a musculoskeletal problem, who-
ever they happen to see.
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