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BACKGROUND 
Arthritis is currently one of the most prevalent chronic conditions in Canada and is a 
leading cause of long-term disability, pain, and increased health care utilization [1, 2] 
The term �arthritis� is defined as "inflammation of the joints," and it encompasses over 
100 different conditions. Some conditions included under the �arthritis and 
rheumatism� designation are osteoarthritis, rheumatoid arthritis, fibromyalgia and 
systemic lupus erythematosus. The most common symptoms of arthritis are joint pain, 
stiffness, swelling and muscle weakness; these symptoms can lead to joint damage, 
which may limit the range of movement and/or deform the joint [3�5]. 

Arthritis is a far more prevalent condition among women than among men [6�10]. 

Findings from numerous studies have shown that rheumatoid arthritis affects up to 2.5 
times as many women as men and that the female:male ratio for osteoarthritis is 
approximately 2:1 [9, 11�16]. While there is currently no known cure for arthritis or 
rheumatism, there are various treatments available, including drugs, surgery, 
rehabilitation and self-management, that have been shown to prevent long-term 
disability, maintain function and reduce the pain that is associated with 
these conditions [11]. 

This chapter presents information on the status and impact of arthritis and 
rheumatism on women in Canada. The impact of the disease will be measured in 
terms of ill health, pain, long-term disability and health care utilization. In order to set 
the data on arthritis in women in a broader population health context, we also present 
data on men with arthritis and various subgroups of women, including those with 
chronic conditions other than arthritis and those who report no chronic conditions. 
The information presented in this report has been obtained primarily from analysis of 
data from the 1998�1999 National Population Health Survey (NPHS) as well as from 
the Canadian Joint Replacement Registry. 

                                         
* The views expressed in this report do not necessarily represent the views of the Canadian Population Health Initiative, the 

Canadian Institute for Health Information or Health Canada. 
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Methods 
The analyses in this chapter are based on the cross-sectional household data from the third cycle (1998�
1999) of the NPHS (see Appendix A). Data from the health file for the 14,682 selected respondents who 
were over the age of 15 were weighted�taking into account the sample design, adjustments for non-
response and post-stratification�to represent about 23.8 million Canadians. 

Arthritis was identified in the NPHS by asking respondents whether they had arthritis or rheumatism as 
a long-term chronic condition (defined as a condition diagnosed by a health professional that had lasted, 
or was expected to last, six months or more). Individuals were also asked early in the survey to report 
their sex (male/female); answers to all subsequent questions could thus be linked to each 
individual�s response. 

The Canadian Joint Replacement Registry (CJRR) is a fairly new, national registry (launched in June 
2000) that collects information on total hip and total knee replacement surgeries performed in Canada 
and follows joint replacement recipients over time to monitor outcomes. The CJRR is a joint effort 
between the Canadian Institute for Health Information (CIHI) and the orthopaedic surgeons of Canada. 

Results 
Demographic Characteristics 
According to data from the 1998�1999 NPHS, almost 4 million individuals over the age of 15 reported 
having arthritis that had been diagnosed by a health professional, two thirds of these individuals 
(approximately 2.4 million) being women. This represents a disease prevalence among women of 20%, 
which was almost double the percentage of men who reported the condition (12%). 

The rates of arthritis increased with age among both men and women (Exhibits 1 and 2), resulting in a 
maximum disease prevalence in the 75 and older age group for both sexes. Women displayed a higher 
prevalence rate of arthritis than men within each age group. More than 55% of the women over the age 
of 75 reported that they had arthritis, which represents almost half a million women in the Canadian 
population and is more than double the number of men in the same age group who were affected. 
Despite the consistent increase in prevalence rates with age, the actual number of individuals with 
arthritis peaks in the 55 to 64 age group and then begins to decline in the older age groups, a result of the 
age structure of the Canadian population. In fact, 60% of individuals who reported arthritis or 
rheumatism were between the ages of 15 and 64. In contrast to that of arthritis, the age distribution 
among women who reported other chronic conditions reached their peaks at a younger age (25 to 34) 
and was followed by a subsequent decline in prevalence rates. As might be expected, the proportion of 
women who reported having no chronic conditions also declined dramatically with increasing age. 

Few studies have reported international comparisons of arthritis prevalence, and those that have been 
carried out have mainly reported on rheumatoid arthritis (for which there are internationally accepted 
criteria for diagnosis) and not osteoarthritis. Exhibit 3 displays some of the published sex-specific 
international prevalence rates for rheumatoid arthritis [17�22]. Ethnicity has also been looked at with 
respect to arthritis prevalence, and higher rates of arthritis have been seen in many ethnic groups, 
including Native Canadians, Native Americans and African Americans [13, 15]. 
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Socio-Economic Status 
Socio-economic status is a concept that is generally measured by income and by education and/or 
employment variables. Arthritis is a disease that affects individuals from all socio-economic classes. 
However, a higher percentage of women who reported low or middle income and fewer years of 
education reported arthritis than did women from higher socio-economic classes (Exhibit 1). For 
example, 30% of women in the lowest income category reported arthritis, which was double the 
percentage of women with high income who reported these conditions. Similarly, income and 
educational disparities were seen in men with arthritis, although these differences were far less marked. 
The opposite relation held for chronic conditions other than arthritis: women who reported high income 
or a post-secondary education were the most likely to also report a chronic condition (Exhibit 4). 
Women with high income were also more likely to report no chronic conditions. 

In terms of marital status, 40% of women who were widowed or divorced reported the presence of 
arthritis, whereas less than 6% of single women did so. This is likely a function of the age distribution of 
women with arthritis. A substantial proportion (44%) of working-age women (between 16 and 64 years 
of age) with arthritis and 33% of men with arthritis reported not currently being in the labour force, as 
compared with the 21% of women who reported chronic conditions other than arthritis and 18% of 
women who reported no chronic conditions. 

Long-Term Disability and Health Status 
Arthritis has a major impact in terms of long-term disability, which is measured in the 1998�1999 NPHS 
as long-term activity restriction at home, at work, at school or in leisure-time activities. Approximately 
50% of men and women with arthritis reported long-term disability, as compared with about 20% of 
women with other chronic conditions and less than 5% of women with no chronic conditions (Exhibits 5 
and 6). While men with arthritis had a slightly higher overall prevalence of long-term disability than 
women with arthritis, a higher percentage of the women reported that their disability was specifically 
attributable to their arthritis, whereas men were more likely to attribute their disability to other 
musculoskeletal conditions (e.g. chronic back pain). Arthritis was also strongly associated with a report of 
poor self-rated health, in that more than 30% of women with arthritis reported only fair or poor health. 
A much lower proportion (10%) of women with chronic conditions other than arthritis and less than 2% 
of women with no chronic conditions rated their health as fair or poor. 

Approximately 45% of women with arthritis reported pain that prevented at least some activities, and 
21% reported that pain prevented them from participating in all or most activities. Rates among women 
and men with arthritis were quite similar in terms of the experience of pain. Women who reported 
chronic conditions other than arthritis or who reported no chronic conditions were far less likely to 
experience pain�87% and 96% respectively reporting that no activities were limited as a result of pain. 

When individuals were asked whether, because of any condition or health problems, they required 
assistance to accomplish a variety of tasks (including personal care, household chores, shopping, etc.), 
43% of women with arthritis reported that they were dependent upon others to assist them with one or 
more of these activities. Only 30% of men with arthritis, less than 13% of women with other chronic 
conditions and 3% of women with no chronic conditions reported a need for assistance. 

Health Care Utilization 
A slightly higher percentage of women with arthritis (67%) than men with arthritis (62%) reported that 
they had consulted a general practitioner (GP) three or more times in the previous 12 months (Exhibits 7 
and 8). For women with other chronic conditions or no chronic conditions the percentage was 
substantially lower, at 51% and 30% respectively. Approximately equal proportions of women (40%) 
and men (38%) with arthritis and women with a chronic condition other than arthritis (36%) reported 
that they had consulted a medical doctor other than a GP at least once in the previous year; the 
proportion of women with no chronic conditions who had consulted a specialist in the previous year was 
notably lower, at only 21%. 
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In terms of allied health care services, both women and men with arthritis and women with other 
chronic conditions were equally likely�approximately 13% in all groups�to have consulted a 
chiropractor at least once in the previous year. However, women with arthritis reported having visited a 
physiotherapist more frequently than either men with arthritis, women with chronic conditions other 
than arthritis or women with no chronic conditions. 

When individuals with arthritis were asked specifically about what treatment, if any, they used to care 
for their arthritis, almost 50% of women reported that they had used some treatment, slightly higher 
than the 46% of males who had done so. Arthritis treatment options were further broken down into 
specific types. Approximately equal proportions of both sexes had used medication (43%), whereas 
women reported using diet and exercise more frequently than men. The 1998�1999 NPHS also asked 
about the use of some specific types of medications. Women with arthritis were more likely than men 
with arthritis and women with other chronic conditions to report the use of pain medications (80% 
versus 73% and 74% respectively) and antidepressants (11% versus 5% and 7% respectively) but 
equally likely as men with arthritis to report the use of medications containing codeine (9% for both). 

Total joint replacement (TJR) surgery is a cost-effective means of treating primarily osteoarthritis. TJR 
can provide significant pain relief and improvement in an arthritis sufferer�s functional status and quality of 
life [23]. According to the most recent data published in the 2002 Report of the Canadian Joint 
Replacement Registry (i.e. for 1999�2000), 62.2 and 73.3 women per 100,000 population had had total 
hip and total knee replacement surgeries respectively [24]. The age-specific rates for total knee 
replacements performed on both men and women in Canada for 1999�2000 can be found in Exhibit 9. 
Although these rates were generally slightly higher among females than males, this finding needs to be 
viewed in light of the overall prevalence rate for arthritis among women, which was almost double that 
among men (Exhibit 2). 

Discussion 
Characteristics of Women with Arthritis 
Women in Canada report arthritis more frequently than men. According to the NPHS, compared with 
women with other chronic conditions, women with arthritis were older, had lower incomes and fewer 
years of education and were more likely to be widowed and out of the labour force. Consequently, it 
appears that the women who are experiencing arthritis may be the women with the fewest resources to 
deal with the impact of the condition on their daily lives. In terms of the health impacts of arthritis, 
women with the disease were far more likely to experience long-term disability than women with other 
chronic conditions. They also reported poorer health, experienced more pain that restricted activity, and 
consulted with GPs, specialists and physiotherapists more frequently. 

Treatment Options 
The prevalence of arthritis increases so dramatically with age that many older people consider the disease 
to be a normal aspect of aging until it becomes sufficiently painful and/or debilitating to prompt medical 
care [6]. However, it is a misconception that arthritis is a disease only of the elderly, since the largest 
number of individuals with arthritis is in the age range 45 to 64. Another common misconception is that 
arthritis is an inevitable part of growing old for which nothing can be done. Although there is, at present, 
no known cure for arthritis, appropriate treatment helps to prevent long-term disability, maintain 
function and reduce pain. For some types of arthritis, particularly rheumatoid arthritis, a rheumatologist 
may best manage treatment [15], while total joint replacement surgery is an effective therapy for those 
with advanced osteoarthritis of the hip or knee [25]. As well, self-management strategies, including 
exercise and education, have been shown to help reduce pain and long-term disability and to decrease 
the need for medications [26]. 
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Health Care Utilization 
Despite the well-documented benefits of the various available treatments for arthritis, surveys have 
repeatedly shown that between 40% and 60% of individuals with self-reported joint symptoms or signs 
of arthritis or rheumatism are not receiving treatment. The reason behind the relatively low percentage 
of individuals with arthritis or rheumatism who see a health professional is unknown, but rates of health 
care utilization have been shown to be affected by a wide variety of factors, including sex, age and socio-
economic status [27]. 

It is difficult to make comparisons between men and women about the use of health care services for 
arthritis because basic sex differences in prevalence rates and/or disease severity must be taken into 
account. For example, despite the slightly higher rate of TJR among women, a recent Canadian study 
found that although there is under-use of TJR in both sexes, once disease prevalence and need are 
accounted for, the degree of under-use is more than three times as great in women as in men [27]. 

The issue of health care utilization by those with arthritis is of particular importance since recent 
research done in the United States has suggested that individuals with arthritis who receive appropriate 
care (such as care from a rheumatologist) experience lower rates of long-term disability than those who 
receive care on a more irregular basis [28]. If the health care services available for those with arthritis or 
rheumatism are not being used, particularly if a specific group of people (such as women) are not being 
reached, the effects of this disease may be far more debilitating than is necessary and greatly decrease 
quality of life. There are also issues surrounding the availability of specialized health care services, such as 
TJR surgery and the services of rheumatologists, in some of the more rural regions of Canada. Research is 
currently being conducted on regional variation in service availability, although the findings were not 
available for inclusion in this report. 

The burden of arthritis in women also has considerable societal costs. A high proportion of women 
with arthritis reported not being in the labour force. This finding has been reported in other studies as 
well, many of which have also noted that simple and non-costly adaptations, such as flexible work 
schedules, may enable many people to remain in, or return to, the workplace [29�31]. As well, women 
often have roles as homemakers and caregivers that may be affected by arthritis disability. Since most 
disability and employment studies focus only on paid work, relatively little is known about the effect of 
arthritis on domestic responsibilities [23]. 

Gaps and Recommendations 
A number of gaps exist in the arthritis and gender data that are currently available. A major gap is the lack 
of detailed data on the use of health care services by women with arthritis. Most of the care for arthritis, 
including specialist care, is delivered in ambulatory settings on which there are currently no systematic 
data available, although, in principle, such data could be captured by a provincial database of physician 
billing claims. Data are available on surgery and hospitalization, but only a minority of women with 
arthritis undergo these interventions. There are no systematic data available on the prescribing of 
medications, the use of rehabilitation services, such as physical and occupational therapy, or access to 
other services, such as assistive devices, therapeutic exercise programs, community support and self-
management. The need for data on the use of prescription medication is of increasing importance in light 
of current advances in the development of stomach-sparing anti-inflammatory drugs (e.g. COX-2 
inhibitors) and effective, but expensive, drugs for the treatment of rheumatoid arthritis. People with 
arthritis are also major users of alternative health care services and herbal medications. This is a further 
area in which there is a deficit of reliable information about efficacy and use. 

Our only sources of comprehensive population-based data are national and provincial health surveys. 
These surveys rely on self-reported information regarding socio-demographic characteristics, medical 
conditions and health status, although there are questions surrounding the validity of this method. 
Another issue with these surveys is that they do not enable us to differentiate between the many types of 
arthritis, such as osteoarthritis and rheumatoid arthritis. This is important, since patients with rheumatoid 
arthritis tend to report more frequent and intense pain than patients with osteoarthritis, and the 
proportion of individuals with rheumatoid arthritis who are women is higher than the proportion with 
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osteoarthritis [32]. Also, data from these surveys do not allow health status or health utilization to be 
attributed to a specific disease. Therefore, even if an individual reports the presence of both arthritis and 
long-term disability, it cannot be ascertained whether the long-term disability is a direct result of 
the arthritis. 

Information about the impact of arthritis on women and their associated use of health care services is 
vital to underpin a strategy aimed at reducing the impact of this disease. Such a strategy would require 
that health and support services be available in a timely manner and provided in such a way as to meet 
the needs of women. Any such strategy would need to address access to primary care physicians and 
specialist services. There are perceived deficiencies in the primary care management of arthritis, and 
areas of concern include timely referral to specialists, advice to patients about exercise and other non-
pharmacological interventions, and the examination of joints [33�36]. We lack information about the use 
of medical specialists, particularly rheumatologists, by women with arthritis. More information is clearly 
needed about the factors associated with use of care by women for their arthritis. 

The disability associated with arthritis often leads to reduced independence, to lower participation in 
employment, social and leisure activities, and to loss of income and the incurring of extra expenses. 
Rehabilitation therapy and community support services need to be in place to help individuals deal with 
the disabilities and associated costs arising from arthritis. These services represent a vast but largely 
uncharted territory. There are few data about them and, in the case of community services, very little 
documentation about what services are available and how they are used. There is evidence that the use 
of education and self-management strategies can lead to significant decreases in pain, disability and 
medical consultation as well as increases in self-efficacy [37�39]. As well, this type of �self-managed� 
intervention appears to be more frequently used by women than men [40]. This points to the need for 
further research and more investment in community-based interventions that may facilitate the day-to-
day management of arthritis by women. 

Conclusion 
The burden of arthritis both on women and on society is expected to increase with the aging of the 
population. Because of the current age structure of the Canadian population and the aging of the �baby 
boomer� generation (those born between 1946 and 1960), a large increase is expected in the number of 
people over the age of 65 and a subsequent increase of approximately 1 million per decade over the next 
30 years in the number of people with arthritis or rheumatism. Sixty per cent of this increase in 
prevalence will occur among women. These statistics alone point to the need for a comprehensive health 
strategy to reduce the impact of arthritis. Major efforts are also needed to find ways of capturing 
information on the use of ambulatory care, specialists, medications, rehabilitation and other services by 
both women and men with arthritis. 

Arthritis is one of the most frequent chronic conditions in women in Canada, and the health care and 
support systems aimed at dealing with the impact of arthritis need to be geared to the provision of care 
over a longer period of time, the ultimate goal of care being to improve the situation of women with 
arthritis and their families. It is hoped that this report will contribute to putting arthritis on the agenda of 
women�s health. 
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Exhibit 1: Socio-Demographic Characteristics of 1998/99 NPHS Respondents, 
Stratified by Sex and Disease Status 

Women with 
arthritis 

Men with arthritis 
Women with other 
chronic conditions 

Women with no 
chronic conditions 

 

Number 
Percent 

(%) 
Number 

Percent 
(%) 

Number 
Percent 

(%) 
Number 

Percent 
(%) 

Prevalence of 
arthritis 

2,422,366 20.0 1,374,946 11.8 5,544,154 46.0 4,138,733 34.0 

Age         

15-24 ----- ----- ----- ----- 966,198 48.1 1,001,399 49.9 

25-34 88,697 4.3 67,696 3.3 1,063,108 51.1 929,409 44.6 

35-44 270,886 10.1 188,504 6.9 1,336,077 49.8 1,075,641 40.1 

45-54 446,483 22.0 240,135 12.3 983,220 48.4 597,470 29.4 

55-64 551,108 41.2 326,205 24.1 506,188 37.8 279,975 20.9 

65-74 538,958 49.3 301,856 33.5 401,782 36.7 153,432 14.0 

75+ 486,814 55.6 235,296 38.4 287,581 32.8 101,407 11.6 

Income*         

Low 536,119 29.5 203,976 17.3 755,042 41.5 525,921 28.9 

Middle 797,565 26.1 367,506 13.3 1,312,555 43.0 939,860 30.8 

High 946,940 15.0 725,718 10.5 3,046,226 48.4 2,302,711 36.6 

Education         

Less than 
secondary 

school 
932,701 30.5 506,436 16.2 1,147,403 37.5 976,049 31.9 

Secondary 
school 

386,923 19.1 160,784 9.7 888,824 43.9 746,838 36.9 

Post secondary 
school 

1,102,743 15.7 707,725 10.3 3,505,434 49.9 2,415,845 34.4 

Employment**         

Not in Labour 
Force 

611,510 43.8 275,124 32.8 1,039,105 21.4 700,643 18.0 

Marital Status         

Married 1,342,868 19.5 1,057,219 14.6 3,173,276 46.0 2,384,233 34.6 

Single 165,552 5.7 105,568 3.1 1,422,792 49.1 1,311,948 45.2 

Widowed/ 
Divorced 

913,946 39.7 212,159 20.9 948,086 41.1 442,550 19.2 

-----  not releasable according to Statistics Canada guidelines 
* Low < $20,000, middle $20,000-$49,999, high $ $50,000  

** Employment statistics are based only on the working age population, between 16 and 64 years of age, inclusive. 
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Exhibit 2: Number and Prevalence of Self-Reported Arthritis or Rheumatism, 
by Age and Sex 
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Source: NPHS, Statistics Canada, 1998�1999 

Exhibit 3: International Prevalence Rates of Rheumatoid Arthritis by Sex 

 Prevalence of rheumatoid arthritis (%) 

 Overall Female Male 

France [17] 0.62 0.86 0.32 

Italy [18] 0.33 0.51 0.13 

Norway [19] 0.47 0.63 0.30 

Spain [21] 0.5 0.8 0.2 

Sweden [22] 0.51 0.46 0.56 

Yugoslavia [23] 0.18 0.29 0.18 
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Exhibit 4: Percentage of Women in Income, Education, And Employment Classes, 
by Disease Status 
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Source: NPHS, Statistics Canada, 1998�1999 
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Exhibit 5: Health Status Measures of 1998/99 NPHS Respondents, Stratified by 
Sex and Disease Status 

Women with  

arthritis 

Men with 

arthritis 

Women with other  

chronic conditions 

Women with no  

chronic onditions 
 

Number 
Percent 

(%) 
Number 

Percent 
(%) 

Number 
Percent 

(%) 
Number 

Percent 
(%) 

Long-term 
disability* 

1,145,159 47.3 700,678 51.0 1,044,844 18.8 147,376 3.6 

Long-term 
disability due 
to**  

        

Arthritis 354,980 14.6 153,438 11.2 n/a n/a n/a n/a9 

MSK� 300,212 12.4 256,112 18.6 304,788 5.5 n/a n/a 

Other 1,767,174 72.9 965,396 70.2 5,229,574 94.3 4,092,380 98.9 

Self rated 
health 

        

Excellent 200,360 8.3 134,884 9.81 1,128,071 20.3 1,352,343 32.7 

Good 1,574,373 65.0 855,483 62.2 3,888,797 70.1 2,710,328 65.5 

Fair/poor 647,633 26.7 384,579 28.0 527,286 9.5 76,061 1.8 

Pain that 
restricts 
activities 

        

None 1,362,201 56.2 777,740 56.6 4,807,234 86.7 3,990,009 96.4 

Some activities 553,965 22.9 319,544 23.2 453,548 8.2 124,745 3.0 

Most/all 
activities 

506,201 20.9 277,662 20.2 283,372 5.1 ----- ----- 

Dependence�         

Requires 
assistance 

1,031,534 42.6 418,684 30.4 709,357 12.8 108,618 2.6 

-----  not releasable according to Statistics Canada guidelines 
n/a  not applicable 

* Long-term disability is defined as limitation in the kind or amount of activity as a result of a long-term physical or mental condition or a 
health problem. 

** Respondents who reported long-term disability were then asked to specify the health condition causing this disability. 
� Musculoskeletal 

� Dependence is defined as the need of another person�s help in preparing meals, shopping for groceries, performing everyday housework, doing 
heavy household chores, personal care or moving about around the house, as a result of any condition or health problem. 
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Exhibit 6: Percentage of Women With Health Impacts, by Disease Status 
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Source: NPHS, Statistics Canada, 1998�1999 
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Exhibit 7: Health Care Utilization by 1998/99 NPHS Respondents, Stratified by 
Sex and Disease Status 

Women with arthritis Men with arthritis 
Women with other 
chronic conditions 

Women with no 
chronic conditions 

 

Number 
Percent 

(%) 
Number 

Percent 
(%) 

Number 
Percent 

(%) 
Number 

Percent 
(%) 

Consulted*         

GP (3+) 1,617,529 67 846,987 61.8 2,846,967 51.4 1,257,055 30.4 

Specialist (1+) 957,595 39.6 521,385 37.9 1,983,666 35.8 887,349 21.4 

Chiropractor 
(1+) 

325,056 13.4 182,901 13.3 749,057 13.5 304,998 7.4 

Physiotherapy 
(1+) 

339,737 14 155,015 11.3 479,217 8.6 166,118 4 

Treated for 
arthritis** 

1,208,761 49.9 631,595 45.9 n/a n/a n/a n/a 

Drug 1,039,343 42.9 586,983 42.7 n/a n/a n/a n/a 

Diet 145,020 6 50,852 3.7 n/a n/a n/a n/a 

Exercise 263,506 10.9 102,079 7.4 n/a n/a n/a n/a 

Other 119,670 4.9 ----- ----- n/a n/a n/a n/a 

Medication 
use� 

        

Analgesics 1,945,701 80.3 1,000,114 72.7 4,082,147 73.7 2,669,806 64.5 

Codeine 208,811 8.6 125,155 9.1 376,125 6.8 121,675 2.9 

Anti-
depressants 

256,111 10.6 72,272 5.3 382,763 6.9 81,441 2 

-----  not releasable according to Statistics Canada guidelines 
n/a  not applicable 

* Consultation is the number of times in the previous 12 months that respondents saw or talked on the telephone with a specified health care 
professional about their physical, emotional or mental health. 

** Following an affirmative response to a diagnosis of arthritis or rheumatism, respondents were asked whether they received any treatment for 
their condition and, if yes, to specify the treatment. 

� Medication use refers to use for any (unspecified) reason in the month before the administration of the survey. 
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Exhibit 8: Percentage of Women Using Health Care Services, by Disease Status 
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Exhibit 9: Age Specific Rates (per 100,000 population) of Total Knee 
Replacement Procedures, by Sex, Canada, 1999�2000 

0

100

200

300

400

500

600

<45 45-54 55�64 65�74 75�84 85+

Age group

N
um

be
r 

of
 P

ro
ce

du
re

s

Males

Females

 
Source: CJRR, CIHI, 1999, 2000 


