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Abstract

Objective: To explore the ways in which people talk about knee osteoarthritis and how this
may influence engagement in physical activity and activity-based interventions as
recommended by clinical practice guidelines.

Design: A qualitative synthesis using discourse analysis methods.

Methods: Systematic review methods were used to identify qualitative studies exploring the
perceptions of people with knee osteoarthritis, their carers and/or clinicians. Methodological
quality was evaluated using the Critical Appraisal Skills Programme. Raw quotes extracted
from each study were analysed using inductive discourse analysis.

Results: A search of five electronic databases from inception until August 2019 yielded 778
articles. Sixty-two articles from 56 studies were included, reporting data (1673 direct quotes)
from people with knee osteoarthritis, carers and clinicians in 16 countries. Two overarching
discourses were identified - impairment and participation. The overarching impairment
discourse prevailed in all participant groups and study settings. In this discourse, knee
osteoarthritis was likened to a machine that inevitably wore-down over time and required a
doctor to repair. The overarching participatory discourse almost always co-existed alongside
an impairment discourse. According to this discourse, a 'busy body' was perceived as 'healthy'
and people could remain active despite knee osteoarthritis.

Conclusion: The prevailing impairment discourse may potentially discourage people from
using knees that have passed their 'use-by-date' and increase reliance on doctors to repair
joint damage. Consistent with recommendations in clinical practice guidelines, a
participatory discourse may provide an alternative way of communicating, which may
encourage people with knee osteoarthritis to continue to engage in physical activity by
focusing on what they can do, rather than what they cannot do.
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Introduction

Radiographic signs of knee osteoarthritis are observed in approximately 20% of the adult
population (1, 2), and among those aged >65, one in two are receiving treatment for it (3).
With population ageing and other risk factors such as obesity and sedentarism (reduced
activity levels) on the rise, the prevalence of osteoarthritis is increasing such that it will
become one of the most common diseases in populations from high-income countries (4).
Knee osteoarthritis is already one of the most common causes of mobility limitation world-
wide (5). Reduced mobility due to knee osteoarthritis impacts on engagement in work, social
activities and the ability to manage other comorbid chronic conditions such as diabetes and
heart disease (6). As a result, people with knee osteoarthritis die younger (by 10 years) than
those without (7).

With access to high-value care, people with knee osteoarthritis can manage their symptoms
and lead active, engaged lives into old age (8, 9). Clinical practice guidelines recommend
physical activity and lifestyle interventions such as targeted exercises and weight loss (where
indicated) as the first-line treatment of knee osteoarthritis (10). Knee replacement surgery is
recommended for the minority of people with advanced signs and symptoms (10). A range of
factors including pain, deformity and stiffness, as well as co-morbidities such as obesity, can
hinder participation in activity-based interventions. In addition, common misconceptions
about knee osteoarthritis may contribute to low uptake of high-value care (11, 12). For
example, our previous research in an Australian setting has shown that people with knee

osteoarthritis avoid activity and exercise when they believe it will further damage their joint
(13, 14).

The way(s) in which people talk about their health (known as health discourses) both shape
and reflect their experiences with and attitudes to health, illness and healthcare (15). Health
discourses emerge within a social, cultural and political context and evolve over time to serve
the purpose of those that use them (16). Diverse groups of people within a context (for
example, people from culturally and linguistically diverse backgrounds, carers, clinicians,
policy makers) may use different language to each other when trying make sense of a health
symptom; emphasising the importance of a common narrative in health communication and
healthcare (15). Discourse analysis provides a framework for studying the way people talk
and the implications of 'talk' (16). For example, in the field of chronic disease prevention,
discourse analysis has revealed that the dominant discourse used by clinicians and policy
makers termed 'personal choice', silences conversations about the social determinants of
health. The use of the ‘personal choice’ discourse therefore can have the effect of
disadvantaging people with low health literacy most at risk of chronic disease (17). These
findings have informed changes in public health messaging and institutional processes and
practices, in fields as diverse as heart disease and worker health (17, 18).

Understanding how people talk about knee osteoarthritis and the potential implications of
this, can inform health communication and healthcare. Therefore, the aims of this systematic

Official Journal of the American Academy of Pain Medicine

1 Z0Z Adenuep /g uo ne‘npa‘gawiun®@ijzung-eyiuewes Aq 1€1Z19/2109eud/wd/c601L 01 /10p/8lo1le-s0ueApe/auinipawuled/wod dno olwspeoe//:sdny wolj papeojumo(



review of the qualitative literature involving people with knee osteoarthritis, their carers and
clinicians were to: (i) explore the ways in which people talk about knee osteoarthritis (health
discourses) and (ii) consider how the identified health discourses might influence engagement
in physical activity and lifestyle interventions, including self-management as recommended
by clinical practice guidelines.

Method
Identification and selection of studies

The dataset for our synthesis was identified using systematic review methods, developed in
our previous reviews exploring the scope of qualitative studies in the field of knee
osteoarthritis (19), and psychosocial aspects of knee osteoarthritis (20).

The following five electronic databases were searched from inception until August 2019:
CINAHL, Embase, Medline, Psychinfo, SPORTDiscus. Two key concepts were used for the
search strategy: knee osteoarthritis and qualitative research. Key words and MeSH terms
were combined for each concept using the ‘OR’ operator and results were combined using
the ‘AND’ operator (see example search Table 1). Search results were downloaded into
bibliographic software. The reference lists of selected articles were hand-searched for
additional relevant articles.

Titles and abstracts obtained were independently reviewed by two authors according to the
inclusion criteria (Table 2). A full text version of the study was obtained where eligibility
was uncertain based on title and abstract. Studies were included where they reported:
perceptions of people with knee osteoarthritis, their carers or clinicians managing people with
knee osteoarthritis; perceptions on management and attitudes to living with knee
osteoarthritis; and where they explored attitudes about the decision to proceed to knee
replacement surgery. Studies were excluded where they focused on the perioperative or
postoperative experience of knee replacement. Systematic reviews of qualitative studies were
excluded.

Data extraction

Data extracted from each study included participant characteristics (age, sex, disease severity,
body mass index and current management, where available) and study characteristics (setting,
sample size, method of data collection and qualitative framework informing the analysis). For
each study, raw quotes were extracted. For studies that included participants pre and post
knee replacement, only quotes from pre-knee replacement participants were extracted.
Likewise, for studies that included participants with a range of conditions (e.g. people with
hip and knee osteoarthritis), only quotes from participants with knee osteoarthritis were
extracted. Raw quotes were indexed with the study name and uploaded into NVivo 10 (QSR
International) to facilitate analysis.
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Methodological rigour

Consistent with other qualitative systematic reviews in orthopaedics (21, 22), evaluation of
the methodological quality of the included articles was performed using the Critical
Appraisal Skills Programme (CASP) for qualitative research checklist (23). The CASP
checklist consists of 10 questions which cover the validity of the results, ethical
considerations, trustworthiness and clarity of results and the value of the research. Two
reviewers (SB, PO) read the articles and independently answered ‘yes’, ‘no’ or ‘unsure’ for
each criterion, entering the values into a table. For the two included articles authored by the
two reviewers; the evaluation was conducted by two additional reviewers (JW, NT).
Discrepancies between reviewers were discussed among the authorship team until consensus
was reached with all criteria scored as yes or no. Articles were not excluded on the basis of
the CASP scores.

Data analysis

Our analysis involved adapted discourse analysis methods. Health discourse analysis studies
the ways in which people talk about a health condition. It can provide insight into what the
condition means to them, what it is like to live with it and why they may feel and act as they
do (24). In the current study, the discourse analysis approach enabled us to explore how
people communicate about knee osteoarthritis and the implications this may have for
engagement in physical activity and active lifestyle interventions, including self-
management. Our dataset was quotes extracted from studies included in the systematic
review; this enabled us to explore similarities and differences in the way people
communicate about knee osteoarthritis in different settings around the world.

The discourse analysis was conducted by a multidisciplinary research team comprising of
Australian-based clinicians (physiotherapists, nurse, orthopaedic surgeon) with extensive
careers in orthopaedics and rehabilitation, and track records in clinical guideline
development and health services research. The team have content expertise in cognitive
behavioural aspects of musculoskeletal pain and surgical decision-making. The formulation
of discourses was driven by the data rather than a pre-determined framework. Data analysis
comprised of three stages adapted from Willig (16). In the first stage, one author (SB, a
physiotherapist and qualitative researcher) read and re-read the entire data set of raw quotes
extracted from the included studies, generated a list of codes which captured the ways in
which the participants talked about knee osteoarthritis, and formulated provisional
discourses. A second author (PO, a social scientist) then independently read a sample of the
data set and coded quotes using the provisional discourses. In the second stage of analysis,
the provisional discourses were presented to the multi-disciplinary research team who
challenged the emerging interpretations from different clinical and theoretical standpoints.
In the third stage of analysis, final discourses, their function and implications for
engagement in healthy behaviours and uptake of lifestyle interventions were agreed through
consensus discussion and considered in relation to the existing literature.
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Results

The search strategy yielded 778 articles. Following title and abstract screening by two
authors, 84 underwent full text review. Of these, 22 were excluded, leaving 62 articles in the
final sample (see Figure 1). The 62 included articles reported data from 56 studies. Forty-
seven articles reported data from the perspective of 1208 people with knee osteoarthritis; 1
article from the perspective of 28 carers; and 14 articles from the perspective of 2043
clinicians. Most articles were set in the UK (25-39), Australia (13, 14, 40-47), USA (48-56)
and Canada (57-66) with remaining studies from Belgium (67), Denmark (68), France (69,
70), Hong Kong (71), Korea (72), Kuwait (73), Malaysia (74), New Zealand (75), Spain (76,
77), Singapore (78), Sweden (79, 80) and Taiwan (81-84). Details about the characteristics
of the included studies are presented in Table 3.

Evaluation of methodological rigour revealed that only 13 of the 56 studies fulfilled all 10
questions on the CASP; 12 studies failed on two or more questions and seven articles failed
most (>5 not fulfilled). Question one ( “was there a clear statement of the aims of the
research?”) and two (“is a qualitative methodology appropriate?”’) were met in all 56
studies. Question six ( “has the relationship between the researcher and participant been
adequately considered?”’) was most commonly not met, with 41 studies failing to address it
(see Table 4)

From the 62 articles, 1673 quotes were extracted. Three articles (27, 48, 71) contained no
quotes. The process of data reduction from codes to discourses and overarching discourses is
presented in Table 5. Two overarching discourses were identified: an impairment discourse
and a participatory discourse.

The overarching impairment discourse comprised three discourses, which we termed: (i) 'the
body as a machine', (ii) 'ageing', and (iii) 'normalisation'. This overarching discourse focused
on what individuals could not do because of knee osteoarthritis. People who used this
discourse perceived the body to be a machine (body as a machine discourse) that came with a
use-by date. Wear and tear in the knee was perceived to be an inevitable part of ageing that
one had little control over (ageing discourse). According to this discourse, knee
osteoarthritis could be seen as a 'normal' condition that people had to "put up with' until the
knee machinery was 'broken enough' to warrant a knee replacement (normalisation
discourse).

The overarching participatory discourse comprised two discourses, which we termed: (i)
'healthy ageing', and (ii) 'empowerment'. This overarching discourse focused on what
individuals could, rather than what they could not do. People who used this discourse
perceived that a 'busy body' was a 'healthy body' and the knee could be healthy despite
osteoarthritis (healthy ageing discourse). In this discourse, people with osteoarthritis felt
empowered to take charge of their 'knee health' (empowerment discourse).
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The impairment discourse was the prevailing discourse among all participant groups (people
with knee osteoarthritis, their carers and clinicians) and all study settings. Where it existed,
the participatory discourse almost always co-existed alongside an impairment discourse,
except in four studies (45-47, 63) (see Table 3). Of these, three studies (two involving
physiotherapists, one involving people with osteoarthritis) took place in Australia and were
embedded in clinical trials of cognitive behavioural approaches in osteoarthritis care (45-47).
One study explored the experiences of community/outpatient physiotherapists in Canada
(63). Comparative quotes illustrating how people talk about of knee osteoarthritis using
impairment and participatory discourses are presented in Table 6.

Discussion

Discourses evolve over time to meet the changing needs of the societies that use them and
new discourses can coexist and combine with earlier ones (85). While the studies included in
this review took place in a range of socio-historical and geographical contexts, we identified
two recurring and overarching discourses related to knee osteoarthritis: a dominant
impairment discourse, and a less prevailing participatory discourse that almost always co-
existed alongside an impairment discourse.

These two overarching discourses can be placed within the context of early and more recent
discourses described in the wider medical literature. The impairment discourse we described
has its roots in the dualism of the mental and the physical. Human beings find it natural to
distinguish between the physical world containing matter, tangible objects, including human
bodies, which are public; and the human mind, a private world hidden by our behaviour. We
think that each individual has a privileged access to his own mind, while our access to the
minds of others is indirect, based on observations of their behaviour, and at best uncertain.
The dualism of the mental and the physical informs not just Cartesian dualism, but the
mainstream of modern philosophy, including materialism. Materialism rejects the Cartesian
conception of the mind as a non-physical substance, but concludes that it must be a material
substance, thereby replacing the mind-body dichotomy, with a brain-body dualism, in which
the brain takes on the role of the mind. According to materialism, the body is a complex
machine comprised of different parts (e.g. musculoskeletal, cardiovascular, endocrine
system) that could each break down with time and/or give rise to separate disease entities or
health conditions (such as osteoarthritis, heart disease, diabetes). Break-downs in the machine
require specialised 'mechanics' to fix them (i.e. orthopaedists, cardiologists,
endocrinologists). The complaint of pain is viewed as damage or disease symptomology.
While not every patient shows damage or disease in the same way, the expression of what
doctors perceive to be 'excessive' pain or suffering was put down to a 'fault of the mind' (86).
'Faults of the mind' are separate from the body, and thus perceived to be beyond the concern
of the specialist 'body doctor' (85). Aspects of the impairment discourse we identified in our
review overlap with the simplistic dualism of the mental and the physical (87, 88). For
example, materialistic notions that 'broken' body parts are unsafe to use and that pain can
only be cured by fixing the broken body part.
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We suggest the impairment discourse we identified does not encourage people with knee
osteoarthritis to be actively engaged in the management of their condition. This discourse
implies people cannot fix a diseased or damaged joint themselves. As such, those who use an
impairment discourse may resort to "putting up with' their symptoms until someone else (e.g.
a surgeon) can fix it for them. This conflicts with recommendations in practice guidelines that
all people with knee osteoarthritis can benefit from active self-management strategies and
evidence that multiple trajectories in knee osteoarthritis exist, including trajectories of
stability and recovery (89).

Contemporary pain management has moved medicine beyond simplistic dualism. While
materialism explains the philosophical underpinnings of impairment discourse, the
explanation of participatory discourse within the context of materialism is missed and may
not apply. The participatory discourse we have described has roots in the
sociopsychobiomedical conceptual framework which recognises that the illness experience
can be influenced by more than just a malfunctioning physical machine; it can also be
influenced by one's sociopsycho context (90). This can be bidirectional: sociopsycho factors
can cause pain; they can also result from chronic pain (91-93). According to the
sociopsychobiomedical framework, while an individual may be unable to make
pathoanatomical changes within their knee joint, they may be able to control modifiable
factors within their psychosocial context that contribute to their pain experience. According
to this discourse, by making the 'right' choices, individuals can maintain an active, engaged
lifestyle and age 'healthily' (94). However, while some people will be experts in their own
health, others will lack the literacy or knowledge to make health-related decisions and lack
the skills, confidence or resources to implement them (95). Empowering people who seek
care with the knowledge, skills and resources to take control of the modifiable aspects of
their health becomes the key objective of the clinical encounter (96).

The participatory discourse we have described takes its name from the International
Classification of Functioning, Disability and Health (known as the ICF). The ICF is a
biopsychosocial framework for measuring health and disability at both individual and
population levels that integrates medical and social models of health and disability (97). It
promotes the use of a common language to describe health in a way that both positive and
negative aspects of functioning can be considered. According to the ICF, even in severe or
life-threatening health conditions where there may be a focus on ‘curing the disease’,
psychosocial and environmental factors remain important contributions. Participation
(defined as ‘involvement in a life situation’), is considered as the ultimate health outcome
(98). In the context of knee osteoarthritis, the ICF focus on 'participation’ turns attention to
what an individual can do despite their knee, rather than what they cannot do. Consistent with
evidence-based recommendations (99-101), with the participatory discourse, clinicians aim to
empower individuals with strategies that support them to live active, engaged lives where
possible, rather than only focussing on 'fixing' the knee.

While our study is the first to explore discourses in knee osteoarthritis, findings from the
broader field of musculoskeletal pain suggest that the participatory discourse has been slow
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to trickle into mainstream medical discourse. The dualism of the mental and the physical
pervasively instantiated in Western culture has profoundly affected our view of human nature
and language to such an extent that it remains challenging to understand the nature of pain
without the implicit assumption of dualism. While some people will require pathoanatomical
changes to be clinically assessed before pain and mobility can be restored, there is evidence
that pain can persist in the absence of injury or demonstrable tissue damage (102, 103); that
pain experience is poorly correlated with the extent of patho-anatomical changes (104); and
that appropriately graded physical activity is beneficial for most if not all people with
persistent musculoskeletal pain (105, 106). People around the world of all ages, both with and
without musculoskeletal pain, including clinicians, commonly believe persistent
musculoskeletal pain always signals a damaged body part that needs to be investigated,
healed or fixed, even when there is evidence to the contrary, or is lacking entirely (21, 107-
109). People with persistent musculoskeletal pain who endorse these beliefs are more likely
to rest and avoid activity in order to 'protect' the damaged body part (110, 111).

Clinicians play an important role in shaping health discourses and are ideally placed to
provide people seeking care with an alternative way of communicating about knee
osteoarthritis. Building on the collaborative partnership between the patient and clinician,
sensitive clinicians can communicate to the person with pain, not the brain or alleged injured
tissue. If eventually the individual does require surgery, the participatory discourse can
complement management and provide guidance for recovery and rehabilitation. The side-by-
side participant quotes presented in Table 6 may assist clinicians to transition away from a
discourse of impairment towards one of participation when helping people 'make sense' of
knee osteoarthritis (110, 112).

Design considerations

Calls for a biopsychosocial approach in the management of knee osteoarthritis have been
made previously (112). Here, we have adopted a novel approach to look at the
sociopsychobiomedical paradigm in relation to how people talk, rather than how clinicians
clinically reason about knee osteoarthritis. To the best of our knowledge, this is the first time
a discourse analysis approach has been applied to the field of knee osteoarthritis.

The studies included in this review took place in a range of socio-historical and geographical
contexts, providing us insight into how people talk about knee osteoarthritis around the world
and how discourses evolved over time. However, a limitation of this design is that the quotes
we extracted had already been subjected to an interpretive process through the lens of each
study's authors. As is inherent to the qualitative research paradigm, we acknowledge
alternative interpretations to those presented are possible. A limitation of our review is the
lack of consumer involvement in the analysis; as such these findings reflect our
predominantly clinical lens. Consultation with a consumer representative after the completion
of data analysis supported the credibility of our interpretations. Exploring how minority
groups and people in other non-Western settings communicate about knee osteoarthritis is a
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fruitful avenue for future research, as these populations were under-represented in our
review.

That only 13 of the 56 included studies met all of the methodological rigour criteria deserves
further consideration. Qualitative methods are relatively novel in orthopaedic research, a field
dominated by quantitative approaches and positivist paradigms. While a long tradition in the
social sciences has provided qualitative researchers with the tools to conduct robust
qualitative health research, translating these for an audience unfamiliar with qualitative
methods can be challenging, particularly in the context of tight journal word counts. We
recommend future studies in the field use widely accepted checklists such as the
Consolidated Criteria for Reporting Qualitative Research (COREQ) (113) during the design
and reporting stages of a study.

Conclusion

The way people talk about knee osteoarthritis provides insight into what the condition means
to them and what it is like to live with it, including why people feel and act as they do. Our
review identified a dominant impairment discourse. We have argued this discourse may
potentially discourage people from using knees that have passed their 'use-by-date’,
discourage people from actively participating in their own care and increase reliance on
doctors to repair the joint damage. Future work is needed to understand how best to
reconfigure communication in the clinical setting to encourage people with knee
osteoarthritis to engage in physical activity and active lifestyle interventions, including self-
management. Consistent messaging from health professionals involved in osteoarthritis care
that knees do not have a ‘use-by-date’; that knee pain does not always get worse with age;
and that knees are safe to use despite 'changes' on imaging, is important. Revisiting how we
teach communication skills to trainees by incorporating the participatory discourse into
curricula is likely to be an important step towards this goal.

Further qualitative studies involving primary data and reported using widely accepted
checklists such as the Consolidated Criteria for Reporting Qualitative Research (COREQ)
(67) are needed to explore the range of ways in which people talk about knee osteoarthritis.
Future research to understand how a participatory discourse impacts on the lived experience
of knee osteoarthritis would be fruitful, as would future intervention studies exploring the
effect of changing the way people talk about musculoskeletal pain on behaviour.

Acknowledgement:

We would like to thank our consumer representative, Marion Glanville Hearst for her time
reading this manuscript and sharing her experiences of the content.

Official Journal of the American Academy of Pain Medicine

1 Z0Z Adenuep /g uo ne‘npa‘gawiun®@ijzung-eyiuewes Aq 1€1Z19/2109eud/wd/c601L 01 /10p/8lo1le-s0ueApe/auinipawuled/wod dno olwspeoe//:sdny wolj papeojumo(



References

1. Jordan J, Helmick C, Renner J, Luta G, Dragomir A, Woodard J. Prevalence of knee
symptoms and radiographic and symptomatic knee osteoarthritis in African Americans and
Caucasians: the Johnston County Osteoarthritis Project. Journal of Rheumatology.
2007;34:172-80.

2. Felson D, Naimark A, Anderson K, Kazis L, Castelli W, Meenan R. The prevalence of
knee osteoarthritis in the elderly. The Framingham Osteoarthritis Study. Arthritis Rheum.
1987;30:914-8.

3. Arthritis and Osteoporosis Victoria 2013. A problem worth solving Available:

https://www.msk.org.au/wp-content/uploads/2018/07/APWS.pdf [ Accessed Jan 27 2020] [

4. Hunter D, Bierma-Zeinstra S. Osteoarthritis. The Lancet. 2019;393(10182):1745-59.
5. Vos T, Abajobir AA, Abate KH, Abbafati C, Abbas KM, Abd-Allah F, et al. Global,
regional, and national incidence, prevalence, and years lived with disability for 328 diseases
and injuries for 195 countries, 1990-2016: a systematic analysis for the Global Burden of
Disease Study 2016. The Lancet. 2017;390(10100):1211-59.

6. Hunter DJ, Schofield D, Callander E. The individual and socioeconomic impact of
osteoarthritis. Nature Reviews Rheumatology. 2014;10(7):437-41.

7. Niiesch E, Dieppe P, Reichenbach S, Williams S, Iff S, Jiini P. All cause and disease
specific mortality in patients with knee or hip osteoarthritis: population based cohort study.
BMJ. 2011;342(d1165).

8. Skou ST, Roos EM. Good Life with osteoArthritis in Denmark (GLA: D™): evidence-
based education and supervised neuromuscular exercise delivered by certified physiotherapists
nationwide. BMC Musculoskeletal Disorders. 2017;18(1):72.

0. Abbott J, Wilson R, Pinto D, Chapple C, Wright A. Incremental clinical effectiveness

and cost effectiveness of providing supervised physiotherapy in addition to usual medical care

Official Journal of the American Academy of Pain Medicine

1 Z0Z Adenuep /g uo ne‘npa‘gawiun®@ijzung-eyiuewes Aq 1€1Z19/2109eud/wd/c601L 01 /10p/8lo1le-s0ueApe/auinipawuled/wod dno olwspeoe//:sdny wolj papeojumo(


https://www.msk.org.au/wp-content/uploads/2018/07/APWS.pdf

in patients with osteoarthritis of the hip or knee: 2-year results of the MOA randomised
controlled trial. Osteoarthritis and Cartilage. 2019;27(3):424-34.

10.  The Royal Australian College of General Practitioners. Guideline for the management
of  knee and hip osteoarthritis, second edition 2018 Available:

https://www.racep.org.au/FSDEDEV/media/documents/Clinical%20Resources/Guidelines/Jo

1int%20replacement/Guideline-for-the-management-of-knee-and-hip-OA-2nd-edition.pdf

[Accessed Feb 1 2020] [

11. Hinman RS, Nicolson PJ, Dobson FL, Bennell KL. Use of nondrug, nonoperative
interventions by community-dwelling people with hip and knee osteoarthritis. Arthritis Care
Res (Hoboken). 2015;67(2):305-9.

12. Eyles J, Hunter D, Briggs AM, Hinman RS, Fitzpatrick J, March L, et al. National
osteoarthritis strategy brief report. Living well with osteoarthritis. Australian Journal of
General Practice. 2020;49(7):438-42.

13. Bunzli S, O'Brien BP, Ayton D, Dowsey M, Gunn J, Choong P, et al. Misconceptions
and the Acceptance of Evidence-based Nonsurgical Interventions for Knee Osteoarthritis. A
Qualitative Study. Clinical Orthopaedics & Related Research. 2019;10:10.

14. Wallis JA, Webster KE, Levinger P, Singh PJ, Fong C, Taylor NF. Perceptions about
participation in a 12-week walking program for people with severe knee osteoarthritis: a
qualitative analysis. Disability & Rehabilitation. 2019;41(7):779-85.

15. Malterud K, Guassora AD, Graungaard AH, Reventlow S. Understanding medical
symptoms: a conceptual review and analysis. Theor Med Bioeth. 2015;36(6):411-24.

16. Willig C. Chapter 7: Discourse Analysis. In: Smith JA, editor. Qualitative Psychology:

A Practical Guide to Research Methods: Sage Publications, London UK; 2015.

Official Journal of the American Academy of Pain Medicine

1 Z0Z Adenuep /g uo ne‘npa‘gawiun®@ijzung-eyiuewes Aq 1€1Z19/2109eud/wd/c601L 01 /10p/8lo1le-s0ueApe/auinipawuled/wod dno olwspeoe//:sdny wolj papeojumo(


https://www.racgp.org.au/FSDEDEV/media/documents/Clinical%20Resources/Guidelines/Joint%20replacement/Guideline-for-the-management-of-knee-and-hip-OA-2nd-edition.pdf
https://www.racgp.org.au/FSDEDEV/media/documents/Clinical%20Resources/Guidelines/Joint%20replacement/Guideline-for-the-management-of-knee-and-hip-OA-2nd-edition.pdf

17. Clark M, McGannon K, Berry T, Norris C, Rodgers W, Spence J. Taking a hard look
at the Heart Truth campaign in Canada: A discourse analysis. Journal of Health Psychology.
2018;23(1699-1710).

18. Sherratt F. Shaping the discourse of worker health in the UK construction industry.
Construction Management and Economics. 2017;36(3):141-52.

19. Taylor N, Bunzli S, Wallis J, Shields N. Qualitative research and osteoarthritis of the
knee. In: Hayre C, Muller D, editors. Enhancing Healthcare & Rehabilitation: The Impact of
Qualitative Research: CRC Press; 2018.

20. Wallis JA, Taylor NF, Bunzli S, Shields N. Experience of living with knee
osteoarthritis: a systematic review of qualitative studies. BMJ Open. 2019;9(e030060).

21. Synnott A, O’Keeffe M, Bunzli S, Dankaerts W, O'Sullivan P, O'Sullivan K.
Physiotherapists may stigmatise or feel unprepared to treat people with low back pain and
psychosocial factors that influence recovery: a systematic review. Journal of Physiotherapy.
2015;61(2):68-76.

22. Egerton T, Diamond L, Buchbinder R, Bennell K, Slade SC. A systematic review and
evidence synthesis of qualitative studies to identify primary care clinicians' barriers and
enablers to the management of osteoarthritis. Osteoarthritis and Cartilage. 2017;25(5):625-38.

23. Critical Appraisal Skills Programme (qualitative), 2018 Available: http://www.casp-

uk.net/ [Accessed Nov 7, 2019] [

24. Parker 1. Discourse dynamics: Critical analysis for social and individual psychology:
London: Routledge; 1992.

25. Belsi A, Papi E, McGregor AH. Impact of wearable technology on psychosocial factors

of osteoarthritis management: a qualitative study. BMJ Open. 2016;6(2):e010064.

Official Journal of the American Academy of Pain Medicine

1 Z0Z Adenuep /g uo ne‘npa‘gawiun®@ijzung-eyiuewes Aq 1€1Z19/2109eud/wd/c601L 01 /10p/8lo1le-s0ueApe/auinipawuled/wod dno olwspeoe//:sdny wolj papeojumo(


http://www.casp-uk.net/
http://www.casp-uk.net/

26. Campbell R, Evans M, Tucker M, Quilty B, Dieppe P, Donovan JL. Why don't patients
do their exercises? Understanding non-compliance with physiotherapy in patients with
osteoarthritis of the knee. Journal of Epidemiology & Community Health. 2001;55(2):132-8.
27. Clarke SP, Moreton BJ, das Nair R, Walsh DA, Lincoln NB. Personal experience of
osteoarthritis and pain questionnaires: mapping items to themes. Disability & Rehabilitation.
2014;36(2):163-9.

28. Pouli N, Das Nair R, Lincoln NB, Walsh D. The experience of living with knee
osteoarthritis: exploring illness and treatment beliefs through thematic analysis. Disability &
Rehabilitation. 2014;36(7):600-7.

29. Elwyn G, Rasmussen J, Kinsey K, Firth J, Marrin K, Edwards A, et al. On a learning
curve for shared decision making: Interviews with clinicians using the knee osteoarthritis
Option Grid. Journal of Evaluation in Clinical Practice. 2018;24(1):56-64.

30. Hendry M, Williams NH, Markland D, Wilkinson C, Maddison P. Why should we
exercise when our knees hurt? A qualitative study of primary care patients with osteoarthritis
of the knee. Family Practice. 2006;23(5):558-67.

31. Johnson EC, Horwood J, Gooberman-Hill R. Trajectories of need: understanding
patients' use of support during the journey through knee replacement. Disability &
Rehabilitation. 2016;38(26):2550-63.

32. Kinsey K, Firth J, Elwyn G, Edwards A, Brain K, Marrin K, et al. Patients' views on
the use of an Option Grid for knee osteoarthritis in physiotherapy clinical encounters: An
interview study. Health Expect. 2017;20(6):1302-10.

33. Morden A, Jinks C, Ong BN. Lay models of self-management: how do people manage

knee osteoarthritis in context? Chronic Illness. 2011;7(3):185-200.

Official Journal of the American Academy of Pain Medicine

1 Z0Z Adenuep /g uo ne‘npa‘gawiun®@ijzung-eyiuewes Aq 1€1Z19/2109eud/wd/c601L 01 /10p/8lo1le-s0ueApe/auinipawuled/wod dno olwspeoe//:sdny wolj papeojumo(



34. Ong BN, Jinks C, Morden A. The hard work of self-management: Living with chronic
knee pain. International Journal of Qualitative Studies on Health and Well-being. 2011;6(3):1-
10.

35. Tallon D, Chard J, Dieppe P. Exploring the priorities of patients with osteoarthritis of
the knee. Arthritis Care Res. 2000;13(5):312-9.

36. Toye FM, Barlow J, Wright C, Lamb SE. Personal meanings in the construction of need
for total knee replacement surgery. Soc Sci Med. 2006;63(1):43-53.

37. Toye F, Room J, Barker KL. Do I really want to be going on a bloody diet? Gendered
narratives in older men with painful knee osteoarthritis. Disability & Rehabilitation.
2018;40(16):1914-20.

38. Victor CR, Ross F, Axford J. Capturing lay perspectives in a randomized control trial
of a health promotion intervention for people with osteoarthritis of the knee. Journal of
Evaluation in Clinical Practice. 2004;10(1):63-70.

39. Woolhead GM, Donovan JL, Chard JA, Dieppe PA. Who should have priority for a
knee joint replacement? Rheumatology. 2002;41(4):390-4.

40. Briggs AM, Hinman RS, Darlow B, Bennell KL, Leech M, Pizzari T, et al. Confidence
and Attitudes Toward Osteoarthritis Care Among the Current and Emerging Health Workforce:
A Multinational Interprofessional Study. ACR Open Rheumatol. 2019;1(4):219-35.

41. Bunzli S, Nelson E, Scott A, French S, Choong P, Dowsey M. Barriers and facilitators
to orthopaedic surgeons' uptake of decision aids for total knee arthroplasty: a qualitative study.
BMJ Open. 2017;7(11):e018614.

42. Egerton T, Nelligan R, Setchell J, Atkins L, Bennell KL. General practitioners'
perspectives on a proposed new model of service delivery for primary care management of

knee osteoarthritis: a qualitative study. BMC Fam Pract. 2017;18(1):85.

Official Journal of the American Academy of Pain Medicine

1 Z0Z Adenuep /g uo ne‘npa‘gawiun®@ijzung-eyiuewes Aq 1€1Z19/2109eud/wd/c601L 01 /10p/8lo1le-s0ueApe/auinipawuled/wod dno olwspeoe//:sdny wolj papeojumo(



43, Hinman RS, Delany CM, Campbell PK, Gale J, Bennell KL. Physical therapists,
telephone coaches, and patients with knee osteoarthritis: Qualitative study about working
together to promote exercise adherence. Physical Therapy. 2016;96(4):479-93.

44, Hinman RS, Nelligan RK, Bennell KL, Delany C. "Sounds a bit crazy, but it was almost
more personal:" A qualitative study of patient and clinician experiences of physical therapist-
prescribed exercise for knee osteoarthritis via Skype. Arthritis Care Res. 2017;69(12):1834-
44,

45. Lawford BJ, Delany C, Bennell KL, Hinman RS. "I was really sceptical...But it worked
really well": a qualitative study of patient perceptions of telephone-delivered exercise therapy
by physiotherapists for people with knee osteoarthritis. Osteoarthritis Cartilage.
2018;26(6):741-50.

46. Lawford BJ, Delany C, Bennell KL, Hinman RS. "I was really pleasantly surprised":
first-hand experience with telephone-delivered exercise therapy shifts physiotherapists'
perceptions of such a service for knee osteoarthritis. A qualitative study. Arthritis Care Res.
2018;08:08.

47. Nielsen M, Keefe FJ, Bennell K, Jull GA. Physical therapist-delivered cognitive-
behavioral therapy: a qualitative study of physical therapists' perceptions and experiences.
Physical Therapy. 2014;94(2):197-209.

48. Chang HJ, Mehta PS, Rosenberg A, Scrimshaw SC. Concerns of patients actively
contemplating total knee replacement: differences by race and gender. Arthritis Rheum.
2004;51:117-23.

49. Ali A, Rosenberger L, Weiss TR, Milak C, Perlman Al. Massage therapy and quality
of life in osteoarthritis of the knee: A qualitative study. Pain Med. 2017;18(6):1168-75.

50. Figaro MK, Allegrante JP, Russo PW. Preferences for arthritis care among urban

African Americans: 'l don't want to be cut'. Health Psychology. 2004;23(3):324-9.

Official Journal of the American Academy of Pain Medicine

1 Z0Z Adenuep /g uo ne‘npa‘gawiun®@ijzung-eyiuewes Aq 1€1Z19/2109eud/wd/c601L 01 /10p/8lo1le-s0ueApe/auinipawuled/wod dno olwspeoe//:sdny wolj papeojumo(



51.  Keysor JJ, Sparling JW, Riegger-Krugh C. The experience of knee arthritis in athletic
young and middle-aged adults: an heuristic study. Arthritis Care Res. 1998;11(4):261-70.

52. Kroll TL, Richardson M, Sharf BF, Suarez-Almazor ME. 'Keep on truckin" or 'It's got
you in this little vacuum' race-based perceptions in decision-making for total knee
arthroplasty. Journal of Rheumatology. 2007;34(5):1069-75.

53. Suarez-Almazor ME, Richardson M, Kroll TL, Sharf BF. A qualitative analysis of
decision-making for total knee replacement in patients with osteoarthritis. Journal of Clinical
Rheumatology. 2010;16(4):158-63.

54. Man A, Davis A, Webster F, Polatajko H. Awaiting knee joint replacement surgery: An
occupational perspective on the experience of osteoarthritis. Journal of Occupational Science.
2017;24(2):216-24.

55. Pellegrini CA, Ledford G, Chang RW, Cameron KA. Understanding barriers and
facilitators to healthy eating and physical activity from patients either before and after knee
arthroplasty. Disability & Rehabilitation. 2018;40(17):2004-10.

56. Rabago D, Van Leuven L, Benes L, Fortney L, Slattengren A, Grettie J, et al.
Qualitative assessment of patients receiving prolotherapy for knee osteoarthritis in a
multimethod study. Journal of Alternative and Complementary Medicine. 2016;22(12):983-9.
57. Barber T, Sharif B, Teare S, Miller J, Shewchuk B, Green LA, et al. Qualitative study
to elicit patients' and primary care physicians' perspectives on the use of a self-management
mobile health application for knee osteoarthritis. BMJ Open. 2019;9 (1) (no
pagination)(e024016).

58. Hall M, Migay AM, Persad T, Smith J, Yoshida K, Kennedy D, et al. Individuals'
experience of living with osteoarthritis of the knee and perceptions of total knee arthroplasty.

Physiotherapy Theory and Practice. 2008;24(3):167-81.

Official Journal of the American Academy of Pain Medicine

1 Z0Z Adenuep /g uo ne‘npa‘gawiun®@ijzung-eyiuewes Aq 1€1Z19/2109eud/wd/c601L 01 /10p/8lo1le-s0ueApe/auinipawuled/wod dno olwspeoe//:sdny wolj papeojumo(



59. Li CS, Pathy R, Adili A, Avram V, Barasi MA, Mundi R, et al. Is the treatment gap in
knee osteoarthritis real? A qualitative study of surgeons' perceptions. J Long Term Eff Med
Implants. 2013;23(2-3):223-40.

60. MacKay C, Badley EM, Jaglal SB, Sale J, Davis AM. "We're all looking for solutions":
a qualitative study of the management of knee symptoms. Arthritis Care Res. 2014;66(7):1033-
40.

61. MacKay C, Jaglal SB, Sale J, Badley EM, Davis AM. A qualitative study of the
consequences of knee symptoms: 'It's like you're an athlete and you go to a couch potato'. BMJ
Open. 2014;4(10):e006006.

62. MacKay C, Sale J, Badley EM, Jaglal SB, Davis AM. Qualitative study exploring the
meaning of knee symptoms to adults ages 35-65 Years. Arthritis Care Res. 2016;68(3):341-7.
63. MacKay C, Hawker GA, Jaglal SB. Qualitative study exploring the factors influencing
physical therapy management of early knee osteoarthritis in Canada. BMJ Open.
2018;8(11):¢023457.

64. Maly MR, Krupa T. Personal experience of living with knee osteoarthritis among older
adults. Disability & Rehabilitation. 2007;29(18):1423-33.

65. Prasanna SS, Korner-Bitensky N, Ahmed S. Why do people delay accessing health care
for knee osteoarthritis? Exploring beliefs of health professionals and lay people. Physiother
Can. 2013;65(1):56-63.

66. Webber SC, Ripat JD, Pachu NS, Strachan SM. Exploring physical activity and
sedentary behaviour: perspectives of individuals with osteoarthritis and knee arthroplasty.
Disability & Rehabilitation. 2019:1-8.

67. Spitaels D, Vankrunkelsven P, Desfosses J, Luyten F, Verschueren S, Van Assche D,
et al. Barriers for guideline adherence in knee osteoarthritis care: A qualitative study from the

patients' perspective. Journal of Evaluation in Clinical Practice. 2017;23(1):165-72.

Official Journal of the American Academy of Pain Medicine

1 Z0Z Adenuep /g uo ne‘npa‘gawiun®@ijzung-eyiuewes Aq 1€1Z19/2109eud/wd/c601L 01 /10p/8lo1le-s0ueApe/auinipawuled/wod dno olwspeoe//:sdny wolj papeojumo(



68. Traumer L, Serensen EE, Kusk KH, Skou ST. Investigating the motives of patients
with knee OA undergoing a TKR: A qualitative interview study. Musculoskeletal Care.
2018;16(3):380-7.

69. Alami S, Boutron I, Desjeux D, Hirschhorn M, Meric G, Rannou F, et al. Patients' and
practitioners' views of knee osteoarthritis and its management: A qualitative interview study.
PLoS ONE. 2011;6 (5)(e19634).

70. Gay C, Eschalier B, Levyckyj C, Bonnin A, Coudeyre E. Motivators for and barriers to
physical activity in people with knee osteoarthritis: A qualitative study (Article in Press). Joint
Bone Spine. 2017.

71. Chan KKW, Chan LWY. A qualitative study on patients with knee osteoarthritis to
evaluate the influence of different pain patterns on patients' quality of life and to find out
patients' interpretation and coping strategies for the disease. Rheumatology Reports.
2011;3(1):9-15.

72. Son HM, Kim DH, Kim E, Jung SY, Kim AR, Kim TH. A qualitative study of the
experiences of patients with knee osteoarthritis undergoing moxibustion. Acupunct Med.
2013;31(1):39-44.

73. Al-Taiar A, Al-Sabah R, Elsalawy E, Shehab D, Al-Mahmoud S. Attitudes to knee
osteoarthritis and total knee replacement in Arab women: a qualitative study. BMC Res Notes.
2013;6:406.

74. Ahmad M, Singh D, Qing C, Rahman N. Knee osteoarthritis and it’s related issues:
Patients’ perspective. Malaysian Journal of Health Science. 2018;16:171-7.

75. Darlow B, Brown M, Thompson B, Hudson B, Grainger R, McKinlay E, et al. Living
with osteoarthritis is a balancing act: an exploration of patients’ beliefs about knee pain. BMC

Rheumatology. 2018;2(1).

Official Journal of the American Academy of Pain Medicine

1 Z0Z Adenuep /g uo ne‘npa‘gawiun®@ijzung-eyiuewes Aq 1€1Z19/2109eud/wd/c601L 01 /10p/8lo1le-s0ueApe/auinipawuled/wod dno olwspeoe//:sdny wolj papeojumo(



76. Carmona-Teres V, Moix-Queralto J, Pujol-Ribera E, Lumillo-Gutierrez I, Mas X,
Batlle-Gualda E, et al. Understanding knee osteoarthritis from the patients' perspective: A
qualitative study. BMC Musculoskeletal Disorders. 2017;18(1):225.

77. Pera PI, Ferrer MCO, Juarez MN, Juarez EN, Soler LM, Matheu CL, et al. Obesity,
knee osteoarthritis, and polypathology: Factors favoring weight loss in older people. Patient
Preference and Adherence. 2016;10:957-65.

78. Xie F, Li SC, Fong KY, Lo NN, Yeo SJ, Yang KY, et al. What health domains and
items are important to patients with knee osteoarthritis? A focus group study in a multiethnic
urban Asian population. Osteoarthritis and Cartilage. 2006;14(3):224-30.

79. Nyvang J, Hedstrom M, Gleissman SA. It's not just a knee, but a whole life: A
qualitative descriptive study on patients' experiences of living with knee osteoarthritis and their
expectations for knee arthroplasty. International Journal of Qualitative Studies on Health and
Well-being. 2016;11:30193.

80. Thorstensson CA, Roos EM, Petersson IF, Arvidsson B. How do middle-aged patients
conceive exercise as a form of treatment for knee osteoarthritis? Disability and Rehabilitation.
2006;28(1):51-9.

81. Hsu KY, Y.F. T, Lin YP, Liu HT. Primary family caregivers' observations and
perceptions of their older relatives' knee osteoarthritis pain and pain management: a qualitative
study. Journal of Advanced Nursing 2015;71(9):2119-28.

82. Kao MH, Tsai YF. Living experiences of middle-aged adults with early knee
osteoarthritis in prediagnostic phase. Disability & Rehabilitation. 2012;34(21):1827-34.

83. Kao MH, Tsai YF. Illness experiences in middle-aged adults with early-stage knee
osteoarthritis: findings from a qualitative study. Journal of Advanced Nursing.

2014;70(7):1564-72.

Official Journal of the American Academy of Pain Medicine

1 Z0Z Adenuep /g uo ne‘npa‘gawiun®@ijzung-eyiuewes Aq 1€1Z19/2109eud/wd/c601L 01 /10p/8lo1le-s0ueApe/auinipawuled/wod dno olwspeoe//:sdny wolj papeojumo(



84. Wen-Ling Y, Yun-Fang T, Kuo-Yao H, Weichih Chen D, Ching-Yen C. Factors related
to the indecision of older adults with knee osteoarthritis about receiving physician-
recommended total knee arthroplasty. Disability & Rehabilitation. 2017;39(22):2302-7.

85. Salmon P, Hall GM. Patient empowerment and control: a psychological discourse in
the service of medicine. Social Science & Medicine. 2003;57(10):1969-80.

86. Werner A, Malterud K. It is hard work behaving as a credible patient: encounters
between women with chronic pain and their doctors. Social Science & Medicine.
2003;57(8):1409-19.

87. Demertzi A, Liew C, Ledoux D, Bruno M, Sharpe M, Laureys S, et al. Dualism persists
in the science of mind. Annals of the New York Academy of Sciences. 2009;1157(1):1-9.

88. Hook C, Farah M. Look again: Effects of brain images and mind-brain dualism on lay
evaluations of research. Journal of Cognitive Neuroscience. 2013;25(9):1397-405.

89. Collins J, Katz J, Dervan E, Losina E. Trajectories and risk profiles of pain in persons
with radiographic, symptomatic knee osteoarthritis: data from the osteoarthritis initiative.
Osteoarthritis Cartilage. 2014;22:622-30.

90. Engel GL. The need for a new medical model: a challenge for biomedicine. Science.
1977;196(4286):129-36.

91. Chang M, Hsu J, Huang K, Su T, Bai Y, Li CS, et al. Bidirectional association between
depression and fibromyalgia syndrome: a nationwide longitudinal study. . The Journal of Pain.
2015;16(9):895-902.

92. Husted J, Tom B, Farewell V, Gladman D. Longitudinal study of the bidirectional
association between pain and depressive symptoms in patients with psoriatic arthritis. Arthritis

Care Res. 2012;64(5):758-65.

Official Journal of the American Academy of Pain Medicine

1 Z0Z Adenuep /g uo ne‘npa‘gawiun®@ijzung-eyiuewes Aq 1€1Z19/2109eud/wd/c601L 01 /10p/8lo1le-s0ueApe/auinipawuled/wod dno olwspeoe//:sdny wolj papeojumo(



93. Bondesson E, Larrosa P, Stigmar K, Ringqvist A, Petersson IF, Joud A, et al.
Comorbidity between pain and mental illness—Evidence of a bidirectional relationship.
European Journal of Pain. 2018;22(7):1304-11.

94, Pack R, Hand C, Rudman DL, Huot S. Governing the ageing body: explicating the
negotiation of ‘positive’ageing in daily life. Ageing & Society. 2019;39(9):2085-108.

95. Timonen V. Beyond successful and active ageing: A theory of model ageing. Policy
Press. 2016.

96. Pluut B. Differences that matter: developing critical insights into discourses of patient-
centeredness. Medicine, Health Care and Philosophy. 2016;19(4):501-15.

97. The ICF: An overview Available: https://www.wcpt.org/sites/wept.org/files/files/GH-

ICF _overview FINAL for WHO.pdf [Accessed Feb 5 2020] [

98. Whiteneck G, Dijkers MP. Difficult to measure constructs: conceptual and
methodological issues concerning participation and environmental factors. Archives of
Physical Medicine and Rehabilitation. 2009;90(11):S22-S35.

99. Ballantyne J, Sullivan M. Intensity of chronic pain - the wrong metric. New England
Journal of Medicine. 2015;373(22):2098-9.

100.  Sullivan M, Ballantyne J. Must we reduce pain intensity to treat chronic pain? . Pain.
2016;157(1):65-9.

101. Committee TIPRC. National Pain Strategy: a comprehensive population health-level
strategy for pain. 2015.

102. Brodal P. A neurobiologist’s attempt to understand persistent pain. Scandinavian
Journal of Pain. 2017;15(1):140-7.

103. Lim M, O'Grady C, Cane D, Goyal A, Lynch M, Beyea S, et al. Threat prediction from

schemas as a source of bias in pain perception. Journal of Neuroscience. 2020;40(7):1538-48.

Official Journal of the American Academy of Pain Medicine

1 Z0Z Adenuep /g uo ne‘npa‘gawiun®@ijzung-eyiuewes Aq 1€1Z19/2109eud/wd/c601L 01 /10p/8lo1le-s0ueApe/auinipawuled/wod dno olwspeoe//:sdny wolj papeojumo(


https://www.wcpt.org/sites/wcpt.org/files/files/GH-ICF_overview_FINAL_for_WHO.pdf
https://www.wcpt.org/sites/wcpt.org/files/files/GH-ICF_overview_FINAL_for_WHO.pdf

104.  Steffens D, Hancock M, Maher C, Williams C, Jensen TS, Latimer J. Does magnetic
resonance imaging predict future low back pain? A systematic review. European Journal of
Pain. 2014;18(6):755-65.

105. Hoffmann TC, Maher CG, Briffa T, Sherrington C, Bennell K, Alison J, et al.
Prescribing exercise interventions for patients with chronic conditions. CMAJ.
2016;188(7):510-8.

106. Teoh LS, Eyles JP, Makovey J, Williams M, Kwoh CK, Hunter DJ. Observational study
of the impact of an individualized multidisciplinary chronic care program for hip and knee
osteoarthritis treatment on willingness for surgery. International Journal of Rheumatic
Diseases. 2017;20(10):1383-92.

107. Bunzli S, Watkins R, Smith A, Schiitze R, O’Sullivan P. Lives on hold: a qualitative
synthesis exploring the experience of chronic low-back pain. The Clinical Journal of Pain.
2013;29(10):907-16.

108. Orhan C, Van Looveren E, Cagnie B, Mukhtar NB, Lenoir D, Meeus M. Are pain
beliefs, cognitions, and behaviors influenced by race, ethnicity, and culture in patients with
chronic musculoskeletal pain: A systematic review. Pain Physician. 2018;21(6):541-58.

109. Morton L, de Bruin M, Krajewska M, Whibley D, Macfarlane G. Beliefs about back
pain and pain management behaviours, and their associations in the general population: A
systematic review. European Journal of Pain. 2019;23(1):15-30.

110. Bunzli S, Smith A, Schiitze R, Lin I, O'Sullivan P. Making sense of low back pain and
pain-related fear. JOSPT. 2017;47(9):628-36.

111.  Vlaeyen JW, Linton SJ. Fear-avoidance and its consequences in chronic

musculoskeletal pain: a state of the art. Pain. 2000;85(3):317-32.

Official Journal of the American Academy of Pain Medicine

1 Z0Z Adenuep /g uo ne‘npa‘gawiun®@ijzung-eyiuewes Aq 1€1Z19/2109eud/wd/c601L 01 /10p/8lo1le-s0ueApe/auinipawuled/wod dno olwspeoe//:sdny wolj papeojumo(



112.  Caneiro J, O'Sullivan PB, Roos EM, Smith AJ, Choong P, Dowsey M, et al. Three steps
to changing the narrative about knee osteoarthritis care: a call to action. Br J Sports Med.
2020;54:256-8.

113.  Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative research
(COREQ): a 32-item checklist for interviews and focus groups. International Journal for

Quality in Health Care. 2007;19(6):349-57.

Official Journal of the American Academy of Pain Medicine

1 Z0Z Adenuep /g uo ne‘npa‘gawiun®@ijzung-eyiuewes Aq 1€1Z19/2109eud/wd/c601L 01 /10p/8lo1le-s0ueApe/auinipawuled/wod dno olwspeoe//:sdny wolj papeojumo(



Downloaded from https://academic.oup.com/painmedicine/advance-article/doi/10.1093/pm/pnab012/6121314 by samantha.bunzli@unimelb.edu.au on 27 January 2021

Official Journal of the American Academy of Pain Medicine



Table 1

: Search strategy in Medline

Search

1.

e A i

9.

10.
11.
12.

knee osteoarthritis mp or Osteoarthritis, Knee/
knee/

knee arthroplasty.mp or Arthroplasty, Replacement, Knee/
Knee joint/

(knee adj3 osteoarthritis).mp

qualitative research.mp or Qualitative Research/
qualitative analysis.mp

qualitative evaluation.mp

qualitative study.mp

lor2or3or4or5

6or7or8or9

10 and 11

/ denotes MeSH term; mp denotes keyword
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Table 2. Inclusion criteria

Inclusion criteria Exclusion criteria

Design Qualitative studies -Systematic reviews of qualitative
- Full text article in peer reviewed  research
journal -Questionnaires/surveys

-Single case studies

Participants Knee osteoarthritis - Participants not identified as
-Perceptions of people with knee having knee osteoarthritis (for
osteoarthritis, their carers or example, knee pain)
clinicians
-Can include other conditions if
perceptions about knee
osteoarthritis are reported
separately from the other conditions

Interventions No intervention needed -Perceptions of peri-operative or
-Can include perceptions about post-operative knee replacement
interventions for knee osteoarthritis

Official Journal of the American Academy of Pain Medicine
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Table 3: Characteristics of included studies
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Kuwaiti women
waitlisted for TKR

100% women

waiting list in
one public
orthopaedic
hospital

Official Journal of the American Academy of Pain Medicine

limitation as well as the
patient’s decision making
process to undertake TKR
among women with knee

Study Country Population Demographics Method: Sampling Data collection  Research questions Overarching
(N, age, sex, Framework / discourse
BMI) analysis
Ahmad et al., Malaysia Patients with knee 12 participants, Thematic Purposive Individual Explore perspectives of  Impairment discourse 5
2018 OA attending 8 female 53-85 analysis sampling interviews patients with knee OA Participatory discourse%’
Physiotherapy yrs, mean 67.1 -In-depth mainly about pain 2
outpatients >2/10 experiences, its impact, =X
on VAS median effects of physiotherapy %
score 5/10 and their personal 5
expectations §
V)
Alami etal., France  Knee OA N=81 Descriptive Purposive Individual Explore views of patients Impairment discourse %
2011 71% women, -Inductive interviews and health professionals 3
Health N=29: 11 GPs, 4 -semi-structured  about management of 2
professionals surgeons, 6 knee OA &
rheumatologists, 3
8 alternative 3
therapists 2
™
Al etal., USA Knee OA N=18 Descriptive ~ Purposive Individual Explore effects of Impairment discourse g
2017 -relatively Mean age 65 Content -participation in interviews massage >
independent yIS, analysis trial -semi-structured §
78% women, :
Mean BMI 33 g
Al-Taiar et al., Kuwait  Severe knee OA  N=39 Thematic Convenience Focus groups Explore the pain Impairment discourse %
2013 Mean age 62 yrs. analysis sample from experience and mobility f%f
N
@
%
2
5
N
)
5
<
S



pain in the waiting list for

-semi-structured

Official Journal of the American Academy of Pain Medicine

interventions are of little

|w)

(]

S

=

(o]

2

g

é"

3

E

3

surgery. §

.

Barber et al., Canada  Primary care Clinicians: Intentional Individual Explore patient and Impairment discourse 3
2019 physicians who  Clinicians: n=4, cognitive task (purposive) interviews physician perspectives of §
often see patients 3 woman, 6-22  analysis -semi-structured  knee OA, its management °

with knee OA and years since Patients: and if they would use a 3

Patients with knee graduation participatory self-management app §

pain on most days patients: n=5,3  action research 3

of the month at ~ woman, 57-72 overall: &

any time in the years (mean 63) consensual 2

past. qualitative &

research 2

Belsi et al., UK Knee OA N=21 Framework Convenience Focus groups Explore expected impact Impairment discourse %
2010 -receiving Age range 45-65 analysis of wearable technology  Participatory discourseg
rehabilitation VIS, <)

90% women S

Briggs et al., Australia Practicing primary 1886 clinicians. Summative Cross sectional  Survey with free  Attitudes toward Impairment discourse §
2019 and New care clinicians (75% F, 41 content survey of text exercise/PA as a core Participatory discourse3
Zealand (GPs, GP (12.3) years), analysis representative intervention for OA 3

registrars, nurses, 1161 students sample 3

physios) and (63% F, 24.5 >

students (3.5) years N

X

Bunzli et al., Australia Orthopaedic N=20 An All orthopaedic Individual Explore the barriers and  Impairment discourse
2017 surgeons implementatio surgeons interviews facilitators to TKR b
performing TKR n approach performing TKR -semi-structured  decision aid uptake S

involving at one tertiary among orthopaedic %

deductive and hospital surgeons >

inductive S

analysis ®

Bunzli et al., Australia Patients with n=27,48% F, Framework Purposive Individual Explore why do patients Impairment discourse §
2019 advanced knee mean 67 years analysis interviews feel that nonsurgical 4
Qo

o

]

N

N

g

2

S

<

N

N
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OA waiting list for value in the treatment of
TKR knee OA
Campbell er UK Knee OA N=20 Inductive Convenience Individual To understand reasons for Impairment discourse
al., 2001 Age range 40- -Participation in interviews compliance or non-
70+ yrs, RCT -in-depth compliance with home
70% women exercise program for
people with knee OA
C Spain Knee OA N=10 Content Theoretical Individual Understand current Impairment discourse
armona- . . . . . . - :
-symptomatic Mean age 70 thematic Interviews practice from perspective Participatory discourses
Teres et al., . . .
2017 IS, analysis based -semi-structured  of people with knee OA
70% women on Lazarus Understand experiences
stress model of people with OA
categories
Hong Knee OA N=20 Grounded Convenience Individual Evaluate influence of n/a
Chan and . ) . . .
Chan. 2011 Kong -mild to very Mean age 57 theory interviews different pain patterns on
’ severe IS, -semi-structured  quality of life Investigate
65% women coping strategies
USA Severe knee OA  N=37 Content Consecutive Focus groups Examine differences in  n/a
Chang et al., . . ) .,
2004 Mean age 60 yrs analysis patients actively patients’ concerns
20 White and 17 68% women considering regarding TKR by
African TKR from one race/ethnicity and gender.
Americans orthopaedic
actively surgeon’s office
considering TKR
UK Knee OA N=24 Descriptive Purposive Individual Explore participant’s Impairment discourse
Clarke et al., . : . ) . s .
2014 -symptomatic Mean age 62 thematic interviews experience of living with
IS, analysis -semi-structured  knee OA and their beliefs

Pouli et al.,
2014

71% women

Official Journal of the American Academy of Pain Medicine

about knee OA and its
treatment
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Darlow et al.,
2018

Egerton et al.,
2017

Elwyn et al.,
2018

Figaro et al.,
2004

Gay et al.,
2017

New
Zealand

Australia

UK

USA

France

Patients with knee
OA

Health
professionals

Health
professionals

Knee OA

Not actively
seeking TKR

Knee OA
-mild to moderate
symptoms

n=13, 7F,
median 60-65
years

N=11
GPs

N=6
Physiotherapists

N=94
Mean age 71yrs
African American

N=20
(interviews)
Mean age 67 yrs
60% women
N=7 (focus
groups)

Mean age 69 yrs

Interpretive
Description

Descriptive
-Inductive

Descriptive
-Inductive

Content
analysis

Constant
comparative
methods

Content
analysis

Purposive
sampling

Purposive

Convenience

Purposive
sampling to
recruit from a
church and
seniors centre

proportionately.

Network,

convenience and

snowball
sampling to
extend the
sample

Convenience
-recruited from
Spa Therapy

Individual
interviews
-semi-structured

Individual
interviews
-semi-structured

Individual
interviews
-semi-structured

Field interviews
-structured

Individual
interviews
-semi-structured
Focus groups

Official Journal of the American Academy of Pain Medicine

Explore the beliefs of
people with knee OA,
explore how these beliefs
had formed and what
impact they had on
behaviour

Explore GP expectations
to use a telephone service
for patients with knee OA

Explore reactions of
health professional to
using a patient decision
support tool

Explore older urban
Blacks with knee OA to
determine their
preferences and
expectations of TKR

Explore the motivators
for, and barriers to,
regular physical activity
in people with knee OA

Impairment discourse
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Impairment discourse

Impairment discourse
Participatory discourse

-90UBAPE/3UIDIPSWU

Impairment discourse
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Impairment discourse
Participatory discourses
N
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Hall et al.,
2008

Hendry et al.,

2006

Hinman et al.,

2016

Hinman et al.,

2017

Canada

UK

Australia

Australia

Unilateral knee
OA

Scheduled for
TKR

Knee OA
-mild to severe
symptoms

Knee OA
-mild to moderate
symptoms

Physiotherapists
-Mean 19 yrs
experience

Telephone
coaches

-2 had prior
experience
-3 health
disciplines

Knee OA

86% women

N=15 Grounded Purposive Individual
Mean age 67 yrs theory sampling of interviews
40% women preoperative -semi-structured
patients at one
orthopaedic
hospital
N=22 Conceptual Convenience Individual
Age range 52-86 Framework -recruited from interviews
y1s General Practice Focus Groups
73% women (N=6)
N=6 Symbolic Convenience Individual
Mean age 62 interactionism -participation in interviews
VIS, Grounded RCT -semi structured
50% women theory - 5 x 30
min sessions
N=10 over 26 weeks
50% women
Mean age 43 yrs
N=4
100% women
Mean age 42 yrs
N=12 Donabedian  Convenience Individual
50% women framework -participation in interviews

Mean age 62 yrs RCT -semi structured

Official Journal of the American Academy of Pain Medicine

Explore views of TKR
and the role of
physiotherapy

Impairment discourse
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Explore the views of Impairment discourse
primary care patients with Participatory discourse
knee OA towards
exercise, and explore
factors that determine
acceptability and
motivation to exercise,
and barriers that limit its
use

uidipawule

Explore perceptions of
participants,
physiotherapists and
telephone coaches
engaged in an integrated
program of physiotherapy
and telephone coaching
for people with knee OA

Impairment discourse
Participatory discourse

wd/e601"01/10p/a[o1e-a0ueApE/d

@l1zung-eyuewes Aq y1.¢1z19/z10qeud,

Explore the experiences Impairment discourse
of people with knee OA  Participatory discourse
and physiotherapists with
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Hsu et al.,
2015

Johnson et al.,
2016

Kao and Tsai,
2012, 2013

Keysor et al.,
1998

Kinsey et al.,
2017

Kroll et al.,
2007,

Taiwan

UK

Taiwan

USA

UK

USA

-mild to
moderate
symptoms

Physiotherapists
-Mean 15 years’
experience

Caregivers of
people with knee
OA

Knee OA

Scheduled for
TKR

Knee OA
-symptomatic

Knee OA
-presence of
functional
limitations

Knee OA

Knee OA

N=8
50% women
Mean age 39 yrs

N=28
Mean age 48 yrs,
46% women

N=10
Age range 61-78

yIs
40% women

N=17

Mean age 50 yrs,
82% women
Mean BMI 28.6

N=4
Age range 25-43

yrs,
75% women

N=72
Man age 66 yrs
60% women
N=37
Mean age 64 yrs

Official Journal of the American Academy of Pain Medicine

Thematic and
constant
comparative
analysis

Descriptive
content
analysis

Interpretive

Phenomenolog sampling for age
and sex from
preoperative
patients at a
large hospital

ical Analysis

Constant
comparison

Van Kaam
method of
phenomenolog
ic data analysis

Descriptive
-Thematic
analysis

Grounded
theory

Convenience

Purposively

using Skype for exercise
management of knee OA

Individual
interviews
-semi-structured

Explore primary
caregivers perceptions of
their older relatives’ knee
OA pain and management

Impairment discourse

Individual
interviews
-semi-structured

Explore how the process Impairment discourse
of undergoing and

recovering from TKR

alters patients’

experiences and use of

their support networks.

Individual
interviews
-semi structured

Understand the living and Impairment discourse
illness experiences of
middle-aged adults with

early knee OA
Individual Understand the Impairment discourse
interviews experience of living with Participatory discours
-semi structured  OA as young and middle-
(each participant aged adults

interviewed twice)

Individual
interviews
-semi-structured

Explore patients
experiences of using a
decision support tool

Impairment discourse

Focus groups Explore the experiences, Impairment discourse

knowledge, beliefs, and
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Suarez-
Almazor et al.,
2010

Not actively
seeking TKR

Lawford et al., Australia Knee OA

2018a

-mild to moderate
symptoms

Lawford ef al., Australia Physiotherapists

2018b

Lietal., 2013

MacKay et al.,
2014a and
2014b, 2016

Canada

Canada

-Mean 14 years’
experience

Health
professionals

Knee OA
-moderately
symptomatic

62% women

15 African
American, 9
Hispanic and 13
Caucasian

N=20

Mean age 59 yrs
65% women
Mean BMI 30

N=8
Mean age 35 yrs
50% women

N=10
Orthopaedic
surgeons and
residents

N=51
Median age 49

yrSs,
61% women

Donabedian
framework
Interpretivist
paradigm
Thematic
analysis

Constructivist
paradigm

Descriptive

Constructivist
grounded
Theory/
constant
comparative
method

attending
primary care
clinics at the
same outpatient
institution

Convenience
-Participation in
RCT

Convenience
-Participation in
RCT Thematic
analysis

Purposive

Purposive

Individual
interviews
-semi-structured

Individual
interviews
-semi-structured

Individual
interviews
Focus group

Focus groups
Individual
interviews
-semi-structured

Official Journal of the American Academy of Pain Medicine

attitudes of African
American, Hispanic, and
Caucasian patients
regarding their knee
arthritis and TKR, in
order to understand how
differing perceptions may
influence decision-
making about total knee
replacement.
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Explore participants
perceptions of telephone
delivered exercise therapy
and behavioural change
strategies

Participatory discourse

€601°01/10p/d[0ILE-90UBADE/SUIDIPOLIUIE

Explore the experiences
and impacts from a
behavioural management
training course for
physiotherapists

g
o
=
e

o
o
=4

3
&
72}
<}
]
=1
=
72}
(¢]

Perceptions on
management of knee OA
and opinion on implants

Impairment discourse

Aq v1€1219/210qeud/wd;

Explore the meaning and Impairment discourse
perceived consequences  Participatory discourse
of knee symptoms and
how people with knee OA
manage their symptoms
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MacKay et al., Canada

2018

Maly and Canada

Krupa, 2007

Man et al., USA

2017

Morden et al., UK

2011; Ong et
al., 2011

Physiotherapists

Knee OA

Knee OA

Waitlisted for
TKR

Knee OA
-moderate to
severe

n=33 Thematic
Mean years in ~ analysis
practice = 21 (1-
45)
76% women
N=3 Descriptive
Age range 62-87 phenomenolog
yIs, y
67% women
N=8 Thematic
Age range 46-80 analysis
yrIs
50% women
N=22 Descriptive

Age range 50-75+ -constant

yrSs,
59% women

comparison

Purposive and
snowball

Convenience

Secondary
analysis of 8
purposively
sampled
transcripts from
a primary study
exploring why
people with OA
do or

do not re-engage
in pre-operative
occupations
following hip or
knee
replacement

Purposive

Individual
interviews
-semi-structured

Individual
interviews
-semi structured

Individual
interviews
-semi-structured

Individual
interviews
-semi-structured
Diaries

Official Journal of the American Academy of Pain Medicine
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S

Identify barriers and
enablers to managing
patients with perceived
early knee OA and the
contextual factors
affecting implementation
of care

Understand the
experience of living with
knee OA in older adults

Participatory discourse®

/

Impairment discourse

Explore the meaning and Impairment discourse
importance of

occupational changes

experienced by

individuals during the

pre- TKR period

wewes Aq v1€1Z19/2109eud/wd/g601 01 /10p/2[01B-80UBAPE/aUIDIpaWUIRd/WO02 dNo"dIWapeoe),

Explore self-management Impairment discourse &
of knee OA Participatory discourseS
and explore the meaning =
and enactment of self-
management in everyday
life
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Nielsen et al.,
2014

Nyvang et al.,
2016

Pellegrini et
al., 2018

Pera et al.,
2016

Prasanna et al.,
2017

Rabago et al.,
2016

Australia

Sweden

USA

Spain

Canada

USA

Physiotherapists

- Providing
therapy for
patients with knee
OA

Knee OA

Scheduled for
TKR

Patients with knee
OA wait listed for
TKR

Knee OA

Knee OA

Health
professionals

Knee OA

N=8
90% women

N=12
Mean age 66 yrs
58% women

n=21, 67 years,
44% female

N=10

Mean age 67
yrs,

80% women,
Mean BMI 41

N=5

Age >50 yrs
60% women
N=6: Allied
health

N=22
Mean age 57 yrs,
22% women

Framework
analysis

Thematic
analysis

Constant
comparative
analysis

Phenomenolog
y

Thematic
content
analysis

Content
analysis

Descriptive

Purposive

Purposive
sampling for sex
and age from
patients
scheduled for
surgery at one
hospital

Purposive
sampling

Purposive

Convenience

Purposive
-Participation in
trial

Individual
interviews
-semi structured

Individual
interviews
-semi-structured

Individual
interviews
-semi-structured

Focus group

Focus groups

Individual
interviews
-semi-structured

Official Journal of the American Academy of Pain Medicine
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S

Explore therapists’
experience with pain
coping skills therapy

Participatory discourse®

/

Explore patients’
experiences of living with
knee OA when scheduled
for TKRand further their
expectations for future
life after surgery.

Impairment discourse

Explore barriers and
facilitators to physical
activity and healthy
eating among TKR
patients

Impairment discourse

Explore meaning of
obesity and factors
associated with weight
loss or gain

Impairment discourse
Participatory discourse

d/wd/s601 01 /10p/301E-80UBAPE/aUIDIpaWUIRd/WO02 dNo"dIWapeoe),

eu

Explore reasons for delay Impairment discourse
in management

lzungeyuewes Aq ¢1€1219/2109

Explore experiences of ~ Impairment discourse @

. . . . S
participants who received Participatory discourses:
prolotherapy g
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100% men,
BMI range 31-38

Official Journal of the American Academy of Pain Medicine

Son et al Korea Knee OA N=16 Content Convenience Individual Explore experience of Impairment discourse £
2013 ? -mild Age range 40-69 analysis -Participation in interviews moxibustion Participatory discourseg
yIS trial g

69% women &

o

Soitacls ef al Belgium Knee OA N=11 Content Convenience Individual Explore patient Impairment discourse
2817 v Mean age 66 yrs analysis interviews perceptions of guideline §
64% women -semi-structured  recommendations 8

Tallon et al UK Knee OA N=7 Content Convenience Focus groups Explore perception of Impairment discourse g
2000 ° -mild to moderate analysis treatment preferences 8
o]

oY)

Qo

Sweden Knee OA N=16 Phenomenogra Convenience Individual Describe how middle- Impairment discourse 5

Thorstensson . . L . . . - . 5
et al.. 2006 -Moderate to Age range 39-64 phic analysis  -Participation in interviews aged patients conceive Participatory discourse?
° severe yrs trial -semi-structured ~ exercise as a treatment for g
radiographically ~ 38% women, knee osteoarthritis 3

(at least Grade 3 Mean BMI 30 =

KL score) g

(]

Tove et al UK Knee OA N=18 Interpretive ~ Purposive Individual Explore patients’ personal Impairment discourse 2
208] 6 v Age range 54-77 Phenomenolog sampling of interviews meanings of knee El
Waitlisted for yrs ical Analysis patients listed  -semi-structured osteoarthritis and total 5

TKR 33% women for TKR at one knee replacement 2

orthopaedic 3

hospital with 5

below average N

scores on the <

pain / disability. g

questionnaire S

Tove et al UK Knee OA N=6 Constructivist Convenience Individual Experience of weight loss Impairment discourse %’
2(){7 " -listed for TKR ~ Age range 59-76 grounded interviews or gain R
yrSs, theory -flexible guide )

s

2

2

8

N

N

)

5

<

N

N
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Traumer ef al. Denmark Patients . n=11, 5F, 69 Themgtic Convenience ¥ndivi'dua1 To ipvestigate decision  Impairment discourse
2018 ’ undergoing TKR  years (57-55) analysis sample interviews making processes for
-participation in -semi-structured TKR among patients with
RCT knee OA
Victor ef al. UK Knee OA N=170 Conter.lt Convppienpe . 1ndivi.dual Explore nqegning of Impairment discourse 2
2004 ’ Mean age 63 yrs, analysis —P.artlclpatlon in interviews ostGQaﬁhrltls for those 3
73% women trial Group discussion receiving health B
Diaries promotion %
Wallis ef al. Australia Knee OA N=21 Phenomenolog Conyepieqce . ¥ndivi.dual Explore the .perceptions Impgiment dispourse §
2019 ’ -severe 43% women ical -participation in interviews of people with severe Participatory dlscourseg
radiographic Mean age 67 yrs RCT -semi structured  knee osteoarthritis and s
findings Mean BMI 34 increased cardiovascular 2
risk about participating in 5
a walking program &
Webber et al. Canada Patients pre and 8 pre-operative, 6 Interpre‘Five Purpo.sive Focus groups Explf)re und.er'standing of Impgiment dispourse %
2018 ’ post TKR (only =~ Women, 67 yrs  description sampling physical activity and Participatory discourse=
pre included) sedentary behaviour in 8
people with knee OA 3
Wen-Ling ef Taiwan  Older people with N=26 Themgtic Convgnience 1ndivi.dual Exp.lore fagtors related to Impairment discourse ?53
al.. 2017 knee OA Mean age 74 yrs analysis sarnphng from interviews the 1ndeqls1on of older S
? 77% women two medical -semi-structured  adults with knee S
Recommended a centres and one osteoarthritis about =
TKR by surgeon regional hospital receiving physician- IS
but are indecisive recommended total knee <
replacement and their g
needs during the decision- S
making process. g
Woolhead et UK Knee OA except N=25 Constaqt Purpqsive ¥ndivi.dual Explore patients’ views  Impairment discourse é
al.. 2002 for 1 person with Mean age 65 yrs comparison  sampling for sex interviews on who should have )
" rheumatoid 58% women and age from -semi-structured  priority for total knee 5
arthritis and patients wait replacement g
listed for §
V]
N
3 g
Official Journal of the American Academy of Pain Medicine é
2
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systemic lupus

erythematosus.
Waitlisted for
TKR
Xie et al., Singapore Knee (t)A )
2006 -symptomatic

surgery with 3
orthopaedic
surgeons
N=41 Grounded Purposive Focus groups
Mean age 64 yrs, theory/
66% women Content
analysis

Determine health-related Impairment discourse
quality of life domains

affected by knee

osteoarthritis

Identify ethnic variations

in the importance of these

domains

UK = United Kingdom,;

USA = United States of America
OA = Osteoarthritis

TKR = Total Knee Replacement
Yrs = Years

KL = Kellgren Lawrence

GP = General Practitioners

BMI = Body Mass Index

RCT = Randomised Controlled Trial

Official Journal of the American Academy of Pain Medicine
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Table 4: Critical Appraisal Skills Programme (CASP) assessment

Study name

1. Was there
a clear
statement of
the aims of
the research?

2.Isa
qualitative
methodology
appropriate?

3.Was the 4. Wasthe 5. Was the 6. Has the
research recruitment data relationship
design strategy collected in  between
appropriate  appropriate a way that researcher and
to address to the aims  addressed participant
the aims of  of the the research ~ been

the research? issue? adequately
research? considered?

7. Have
ethical issues
been taken
into
consideration?

8. Was the
data
analysis
sufficiently
rigorous?

9. Is there
a clear
statement
of
findings?

10. How
valuable
is the
research?

Ahmad et al.,, 2018
Alami et al., 2011
Alietal, 2017
Al-Taiar et al.,
2013

Barber et al., 2019
Belsi et al., 2016
Briggs et al,. 2019
Bunzli et al,. 2017
Bunzli et al., 2019
Campbell et al.
2001
Carmona-Teres et
al., 2017

Chan and Chan.,
2011

Chang et al., 2004
Clarke et al., 2014
and Pouli et al.,
2014

Darlow et al., 2018
Egerton et al., 2017
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Table 5. Process of data reduction

Codes

Discourses

Overarching discourse

Loss of cartilage and bone
Mechanical problem,
mechanical fix

Down hill trajectory

Body as a machine

Use-by date

Ageing

Losses and failures

Fear

Fatalism

Degeneration vs regeneration

Ageing discourse

Normal wear and tear
Lack of disease
Invisible suffering
Not a priority

Normalisation discourse

Impairment discourse

Owning my knee
Healthy ageing

Busy bodies
Maintaining the knee
Preventing progression

Healthy ageing discourse

Strong muscles

Patient in charge
Clinician as coach
Legitimising suffering
Fitting exercise into life
Vehicle for living

Empowerment discourse

Participatory discourse
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Table 6. Comparative quotes illustrating how people make sense of knee osteoarthritis using impairment and participatory discourses

Making sense of knee
osteoarthritis

Impairment discourse

Participatory discourse

The meaning of
imaging findings

"The bones on the joint get closer together and the bits
in between isn’t working as it should and it closes and
closes and as it closes it get more painful"(28)

"I’ve made a decision not to use that term ’wear and tear’... the
implication is that it’s not unusual and everybody gets it and, you
know, it’s not something we need to take any notice of"(75)

"Even someone with 'severe osteoarthritis' would likely still benefit
from an activity program to promote improved flexibility, strength
and balance"(40)

The impact of
osteoarthritis

"My knee prevented me from doing so many things I
valued, and that also affects one’s mood and wellbeing,
right?"(68)

"Thanks to this ... Well, I think, Why should I go here
when I just as well can die, and so on; that’s how I can
think, it’s not a long time left"(79)

"All these activities, they’re ways to meet people. When you meet
new people, it does them all sorts of good, and you too. You should
never cut yourself off because you have osteoarthritis"(70)

"Physical activity is everything. I mean it’s being mindful of, you
know, getting up and walking and doing as much as you possibly can.
It’s not just going to the gym... it’s walking the dog, it’s activities with
the grandchild, it’s that whole component of wellness for me and
behaviours"(66)

The future with
osteoarthritis

“It must get worse and worse ... its frightening ... I will
just become totally immobile, chair- bound”(36)

"I think it’s the worry associated with not knowing what
it is"(65)

"Because of what I have learned, I really now understand what the
problem is. And I know what [ need to do . . . and what will happen if
I don’t. I’'m not as afraid and I believe I am able to adapt as [ need to
over the years to come(51)”

Seeking care for
osteoarthritis

"So I go to the doctor and all he just simply done was
put his hand on my knee, he said ”move your leg, . . .
you are getting old you’ve got rheumatism"(26)

"I think trying to develop a bit of trust, and I think that comes about
by listening to the person, and giving them time and opportunity to
talk about what their problems are and how they’re feeling"(46)

Treatment of
osteoarthritis

"And if the bone’s worn like mine was, the pain will be
there. There’s only one thing to do, it’s like cancer, is to
cut it away”’(35)

"I know I have a problem with my knee; it’s not gone, but I feel that
I have control over it in that I’'m doing these exercises and that has
helped me to have some sort of feeling of control over it, and I'm
sure I have"(44)
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Exercising with
osteoarthritis

"Pain is an alarm that has to be listened to. Killing the
pain is not enough for the disease to disappear"(69)

"I was walking 4 miles 3 times a week but the doctor
told me it wasn’t really a good idea to walk because the
pounding"(52)

"It definitely made it a stronger knee, or stronger muscles around the
knee, I suppose, e.g., quad muscles and things like that. Therefore, I
was able to move around a bit easier and stairs weren’t as bad”(45)

"You just feel great when you’ve done it . . . so this is why I persevere,
painful knees or not . . . you know, they say exercise releases happy
something in your brain and it certainly does"(30)
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Records identified through
database searching

Additional records identified
through other sources

!

(n=755) (n=23)
Titles and abstracts
screened —_— Records excluded
(n=778) (n=694)

Full-text articles assessed
for eligibility
(n=84)

Full-text articles excluded (n=22)
— | Abstract (n=7)
Knee osteoarthritis not reported

!

separately (n=5)
Not knee osteoarthritis (n=1)
Systematic review (n=3)

Final yield
Eligible articles
(n=62)

Total knee replacement (n=2)
Not qualitative (n=2)
Commentary (n=1)

Protocol (n=1)

Figure 1. Search yield
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