Exploring the Priorities of Patients with
Osteoarthritis of the Knee
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Objective. To explore the perceived importance
of symptoms, treatment preferences, and research
priorities of people with osteoarthritis (OA) of the
knee.

Methods. Results of a focus group were used to
facilitate the design of a questionnaire, distributed to
112 people with knee OA.

Results. Pain, disability, and instability in the
joint were the most important symptoms, and anxi-
ety about knee OA caused distress to many people.
Oral drugs (90%), physical therapy (62%), and aids
and adaptations (56%) were the most commonly
used treatments. Surgery, oral drugs, and intra-artic-
ular injections were perceived as the most effica-
cious interventions. Patients’ highest priorities for
research were surgery and educational interven-
tions, despite the fact that few had had surgery and
education was not perceived as very effective.

Conclusions. The lack of a patient-centered ap-
proach to care leads professionals to ignore key
symptoms and issues for individuals, and to a pre-
occupation with pharmaceutical interventions,
rather than the treatment options that their patients

prefer.
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INTRODUCTION

Osteoarthritis (OA) of the knee is a common cause
of pain and disability in older people (1). There is no
cure for the condition, but a variety of different in-
terventions are available to reduce pain, improve
function, and (possibly) limit the risk of disease pro-
gression (2). Primary care physicians, as well as
rheumatologists, orthopedic surgeons, and physio-
therapists, all see large numbers of patients with
knee OA, and have to develop management strate-
gies for and with them.

Research on interventions for knee OA has been
prolific. A recent assessment of the published re-
search evidence located 930 English-language in-
tervention studies on human subjects, published
between 1950 and 1997 (3). Research on pharmaceu-
tical and surgical interventions dominate this litera-
ture, accounting for 59% and 26% of the studies,
respectively. In contrast, research on physiotherapy
and exercise (6%), complementary and alternative
therapies (5%), and educational interventions (3%)
appears under-represented. The research agenda
may be skewed and influenced by factors such as
commercial interests (4) and publication biases (5).

The management strategies advocated by health
professionals may also be influenced by commercial
and other interests. A recent observational study of
the management practices of physicians in the
United States indicated that nonsteroidal anti-in-
flammatory drugs (NSAIDs) were the most popular
pharmaceutical treatment for OA (6,7), despite the
majority of evidence suggesting that these drugs are
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not superior to simple analgesics in the relief of joint
pain (8—11). These studies and others also suggest
that nonpharmaceutical treatments tend to be rela-
tively underutilized in the management of knee OA.

The mismatch between the agendas and interests
of the research community, health care profession-
als, and the consumer has been a matter of recent
debate (12—14). However, there has been relatively
little empirical research into the issue. In the specific
context of knee OA, published research on the pri-
orities of patients has been scarce. Similarly, patient
involvement in the development of outcome mea-
sures has been uncommon. A number of recommen-
dations have been published on the most appropri-
ate outcome measures, particularly in the context of
intervention research (15—19). Panels of physicians
in the field typically develop such guidelines. This
raises concern about the extent to which such out-
come measures reflect the symptoms and experi-
ences of patients.

The purpose of this study was to explore the
symptoms, treatments, and research agenda from the
perspective of the individual with OA of the knee.
We specifically aimed to elucidate the most patient-
relevant outcomes by evaluating the perceived im-
portance of different symptoms and to explore the
treatment preferences and research priorities of pa-
tients using both qualitative and quantitative meth-
odology.

PATIENTS AND METHODS

We used two methods. First, we conducted a focus
group in order to gain some qualitative understand-
ing of the experiences of patients with knee OA and
their priorities. Second, we developed a 93-item
questionnaire in order to obtain quantitative infor-
mation on the issues of interest to the patients and
to us.

Focus group. Participants were recruited with the
assistance of local general practitioners (GPs). Thir-
ty-seven knee OA patients who were registered with
these GPs were invited to participate. The GP ex-
plained the aims of the study to each potential par-
ticipant, and requested permission to forward the
patient’s contact details to the research team. Inter-
ested individuals were then sent an information
sheet and invited to attend the focus group meeting.
Of the 37 patients who were approached, 7 agreed to
take part. The discussion lasted approximately two
hours and addressed two key themes: the patients’
experience of the symptoms of OA of the knee, and
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their experience of and preferences for treatment
(and treatment research). Coping strategies were also
discussed. The meeting was tape-recorded and tran-
scribed verbatim. The qualitative software package
QSR NUD*IST (20) was used to facilitate analysis,
and the transcript was analyzed for emerging themes
(recurring topics, ideas, opinions, or perceptions).

Questionnaire. A 93-item questionnaire was used
to assess the symptoms, treatment experiences, pref-
erences, and research priorities of patients with OA
of the knee. We specifically aimed to probe patient-
relevant outcomes that had emerged from the focus
group discussion. Local ethics committee approval
was obtained for the patient survey.

The survey sample comprised patients who were
currently participating in a longitudinal study of
knee OA. The inclusion criterion for the longitudinal
study was activity-related knee pain with radio-
graphic evidence of mild to moderate knee OA (Kell-
gren and Lawrence grade 2 or 3) (21). Exclusion
criteria included severe radiographic knee OA (Kell-
gren and Lawrence grade 4), other causes of knee
pain such as inflammatory arthritis, ipsilateral hip
OA, and other conditions preventing participation
such as severe cardiorespiratory disease. Subjects for
this study had been recruited from previous studies
(n = 27), a community-based study (n = 48), local
primary care physicians (n = 39), and local rheuma-
tology clinics (n = 21). This sample of 135 patients
included 63 men and 72 women with a mean age of
64 years (range 38—81).

At the time of our investigation, 118 patients re-
mained in this longitudinal study. We excluded 13
on the basis of current significant psychosocial prob-
lems or questionnaire fatigue. The remaining 105, as
well as the 7 patients involved in the focus group,
were sent the questionnaire (a total of 112).

The survey questions consisted of both closed (cat-
egorical) and open responses. The questions ad-
dressed the following issues: the onset and experi-
ence of symptoms of OA of the knee, treatments
(used and preferred) for knee OA and perceptions of
efficacy, and priorities for research into treatments
for knee OA. Respondents were also asked about
their ways of coping with the condition, using an dap-
tation of the Ways of Coping Questionnaire (22).

RESULTS

Focus group. The symptoms and impact of knee
OA was the first area explored. The 7 subjects varied
in their stage of illness, treatments used, and in what
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they found most problematic about their illness.
However, pain, disability, depression, and anxiety
were the major problems for all participants. A strik-
ing feature of the symptoms reported was the psy-
chological impact of the pain and disability. Exam-
ples are given below.

Mr. A: “[Pain] was destroying me, mentally. Well I
mean it was very painful. And it seemed to, it
seemed to sap me mentally as well. And I used to sit
there and think ‘My God! I'm sick and tired of this
thing.” And the pain was the main thing that took my
attention because it, it also affected me psychologi-
cally. I just felt sapped with it!”

Mr. B: “I don’t know how to describe it. It’s not
real pain, if you understand what I mean. I think it
was more psychological. I was scared what was hap-
pening. Of what was gonna happen.”

Treatment was the second topic of discussion.
Drugs were seen as helpful, though several partici-
pants took drugs as little as possible. Examples of
this follow.

Mr. A: “[The GP] offered me some tablets once. He
said ‘the only thing about these is that you get a nasty
after-effect.” I said ‘I'm not in sufficient pain to take a
chance on that.” ”

Mrs. C: “There’s side effects to every tablet. I don’t
like to take too many tablets, but if you’re in pain,
you need them.”

Surgery was perceived as the only way to “cure”
the disease, but some wanted to avoid this due to
fear of risks or because they felt they were too old to
benefit.

Mr. B: “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.”

Mr. D: “I wouldn’t want an operation at my stage of
life.”

Similarly, canes were perceived as useful, but
some participants who felt their pride would be af-
fected did not use them. Physiotherapy and regular
exercise were seen as beneficial treatments.

Mr. D: “T'll tell you what I would like—a program
of exercises. I think the right type of exercise is about
the best thing. The right type. Providing people do it.
And I would do it. Because I'm more concerned
about what’s gonna happen.”

Alternative therapies such as ginger, cod liver oil,
acupuncture, magnets, and others were discussed
and used frequently by many of the participants.
Some felt such treatments were helpful, and others
suggested they might benefit from placebo effects.
Despite a lack of evidence for complementary ther-
apies, and perceived dismissal by the medical pro-
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fession, these patients said they were prepared to try
anything that other patients had found helpful.

Most participants appeared satisfied with their
treatment and felt there was little more their GP
could do for them, as the problem was viewed as a
part of the aging process. However, they wanted
more information about the condition, self-help (e.g.,
exercises, ways to avoid aggravating the condition),
and available treatment options.

There were a variety of coping strategies that in-
cluded carrying on regardless, taking medication as
required, the use of aids to daily living, restricting
movement, and resting. Others felt that they wanted
to remain active as long as possible and that exercise
was a good coping strategy.

Questionnaire. Ninety-six (86%) completed ques-
tionnaires were returned. Of these respondents, 41
(43%) were men and 51 (53%) were women (4 did
not report their sex). The mean age of respondents
was 61 years. Most (90%) had experienced knee
problems for over 5 years, and 48% first experienced
problems over 10 years ago.

Participants were asked to rate their experience of
various symptoms as “not a problem,” “mild,”
“moderate,” or “extremely severe” (Table 1). When
asked about the symptom that upset them most, lim-
itations of activity and pain were the most distress-
ing. Feelings of instability (weakness) in the knee
joint and problems with mobility were also fre-
quently experienced as the most upsetting symptom.
Swelling in the knee joint, depressed mood or anx-
iety about the knee, and clicking or cracking sensa-
tions were perceived as less upsetting. When asked
which symptom they would most like treated, 88%
of respondents agreed or strongly agreed that pain
management was their priority. Treatments for lim-
itations in activity and feelings of instability in the
knee joint were also seen as important (Table 2).
Respondents did not view symptoms that were per-
ceived as the least upsetting (swelling, clicking sen-
sations, depressed mood) as a priority for treatment.

Oral drugs (simple analgesics and anti-inflamma-
tories) were the most commonly used treatments.
(We used the word “tablets” throughout the ques-
tionnaire, rather than “NSAIDs” or “analgesics,”
since focus group discussion suggested some pa-
tients do not differentiate between these drug types.)
Eighty-five respondents (90%) reported they had
taken tablets for their condition, and 53% (n = 50)
used tablets “often” or “very often” (Table 3). Aids
and adaptations (e.g., canes, braces, bath/stair rails)
and physical therapy (e.g., physiotherapy, exercise,
chiropractice) were also frequently used. The sub-



Arthritis Care and Research

Priorities of Patients with Knee OA 315

Table 1. Patients’ current experience of symptoms
Not a Moderately or Total

problem, Mild, extremely severe, responses to

no. (%) no. (%) no. (%) question
Pain in my knee 3(3) 24 (26) 66 (71) 93
Unable to do activities I used to do 5 (5) 27 (28) 63 (66) 95
Feeling fed up about my knee 19 (21) 28 (30) 45 (49) 92
Difficulty getting about 20 (22) 30 (32) 43 (46) 93
Clicking or cracking in my knee 16 (17) 37 (39) 41 (44) 94
Feeling my knee “give out” 12 (13) 42 (46) 37 (41) 91
Swelling in my knee 26 (28) 34 (37) 33 (35) 93
Worry/anxiety about my knee 31 (34) 35 (39) 24 (27) 90
Other symptom 10 (30) 9 (27) 14 (42) 33

jects’ perceptions of the effectiveness of these inter-
ventions for their pain or disability are shown in
Table 4.

We presented a list of 11 factors relating to symp-
toms, treatment, and outcomes and asked partici-
pants to rate the importance of each factor in making
them “feel better.” Response options were “not im-
portant,” “slightly important,” “moderately impor-
tant,” or “extremely important.” Cure emerged as the
most important factor, with 87% of respondents rat-
ing this as extremely important. Improved quality of
life was rated extremely important by 68% of re-
spondents. Other factors that frequently provoked
this response were: increased confidence in mobility
(56%), increased mobility (55%), pain relief (54%),
information about knee OA (49%), improved sleep
(46%), and reduced swelling (39%). Advice on self-
help, having someone to talk to, and adaptations to
the home environment were perceived as less impor-
tant to their well-being; these factors were rated as
moderately or extremely important to 52%, 46%,
and 33% of respondents, respectively.

EEINTS

Table 2. A comparison of symptom perception and
treatment preferences*

Most upsetting Want treated

Symptom symptom mostt
Unable to do activities I used to 73 (82) 65 (79)
Pain in my knee 71 (81) 76 (88)
Feeling my knee “give out” 54 (66) 56 (72)
Difficulty getting about 55 (64) 50 (64)
Swelling in my knee 41 (49) 35 (47)
Feeling fed up about my knee 33 (40) 26 (37)
Worry/anxiety about my knee 29 (36) 20 (28)
Clicking or cracking in my knee 26 (35) 29 (40)
Other symptom 14 (70) 12 (70)

* Number (percentage) of respondents who “agree” or “agree strongly.”
1 Ideally, this symptom would be their priority for treatment.

Next, we asked respondents to state which treat-
ments should be made a priority for researchers, and
to rank their 5 choices in order of importance. This
question raised fewer responses than others in the
survey. Seventy participants (73%) stated their first
priority, and only 41 (43%) gave all 5 choices. Knee
replacement surgery was the most popular priority
and was ranked as the first choice by 37% of respon-
dents. Education, advice, and methods of self-help
was the other popular option, with 21% ranking this
as their first choice. A summary of responses is pre-
sented in Table 5.

Finally, participants were asked which 3 strategies
they found most helpful in coping with their knee
OA. Keeping active was perceived as the most help-
ful strategy; 45 (21%) gave this response. Other pop-
ular choices were lifestyle adaptations (10%) and
maintaining a positive attitude (8%).

Table 3. Summary of the treatments used by
participants
Often or
Never, very often, Ever, Total
Treatment no. (%) mno. (%) no. (%) responses

Tablets* 9 (10) 50 (53) 85 (90) 94
Physical therapy 33 (38) 14 (16) 53 (62) 86
Aids and adaptations 39 (44) 24 (27) 49 (56) 88
Education and advice 38 (46) 9(11) 44 (54) 82
Injections in the knee 44 (53) 9 (11) 39 (47) 83
Removal of fluid/

debris 51 (61) 3(4) 33 (39) 84
No treatment at all 36 (69) 5 (10) 16 (31) 52
Complementary

therapy 62 (77) 7 (9) 19 (23) 81
Knee replacement 76 (94) 0 (0) 5 (6) 81
Other treatment 10 (48) 6 (24) 11 (52) 21

* The word “tablets” was used throughout the questionnaire, rather than
“nonsteroidal anti-inflammatory drugs” or “analgesics,” since focus group
discussion suggested some patients do not differentiate between these drug
types.
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Table 4. Summary of responses to the question: how helpful do you find these
treatments for reducing pain and disability?

Haven’t Not Slightly ~ Moderately = Extremely Total
Treatment tried helpful  helpful helpful helpful response
Knee replacement 77 0 1 1 3 82
Tablets 9 6 17 38 22 92
Injections in the knee 45 7 10 14 9 85
Removal of fluid/debris 52 6 8 6 10 82
Aids and adaptations 39 1 22 15 11 88
Physical therapy 38 8 19 7 13 85
Complementary therapy 59 6 8 7 2 82
Education and advice 41 6 21 13 4 85
No treatment at all 37 6 5 1 0 49
Other treatment* 14 1 4 3 2 24

* Other treatments included support bandages (n = 4), hot/cold compress, etc. (n
cream/gel (n = 2), self-massage (n = 1), “keeping going” (n = 1), and hydrotherapy (n =

DISCUSSION

We undertook this study in order to investigate the
health experiences and priorities of individuals with
OA of the knee. As outlined in the introduction, one
of the reasons for wanting to do this was the concern
that there may be a mismatch between the treatment
and research agendas of professionals and those of
people with the condition (12—-14). We explored 3
main areas of patient experience and views: the
symptom experience, use of and responses to inter-
ventions, and research priorities. We included per-
sonal coping strategies within the focus group and

Table 5. Summary of responses to the question: which
treatments should be made a priority for researchers?

1st or 2nd 1st—5th
1st choice, choice, choice,
Treatment priority no. (%) no. (%) no. (%)
Knee replacement 26 (37) 29 (22) 44 (16)
Education and advice 15 (21) 22 (17) 41 (15)
Physical therapy 2 (3) 14 (11) 38 (14)
Tablets 3(4) 13 (10) 30 (11)
Injections in the knee 3(4) 10 (8) 24 (9)
Complementary
therapy 4 (6) 8 (6) 21 (8)
Removal of fluid/
debris 0 (0) 6 (5) 22 (8)
Aids and adaptations 0 (0) 4(3) 17 (6)
No treatment at all 1(1) 2(2) 2 (1)
Other priority* 16 (23) 22 (17) 30 (11)
Total responses 70 (100) 130 (100) 269 (100)

* Other research priorities listed include: pain relief (n = 9), a cure (n = 4),
reduced swelling (n = 2), other surgical procedures (n = 2), improved
mobility (n = 2), diagnostics (n = 2), prevention (n = 1), counseling (n =
1), holistic approaches (n = 1), diet (n = 1), other (illegible/not specified)
(n = 5).

= 4), exercises (n = 3),
1

).

questionnaire, as this is clearly a major issue for the
participants, but this project was not focused on
coping strategies, which have been explored exten-
sively by others (23,24).

We used a combination of qualitative and quanti-
tative methods. We only undertook one focus group,
and note that of the 37 patients approached, only 7
agreed to take part. This low response and self-se-
lection of participants could have introduced bias,
which is inherent in any voluntary research method.
However, we do not claim that their views are rep-
resentative of all people with knee OA. Our inten-
tion was not to elicit the entire range of possible
experiences, ideas, or priorities of patients with knee
OA, but rather to obtain some idea of their percep-
tions in order to help us design a questionnaire for
the main, quantitative part of the study. In spite of
the paucity of our qualitative data, our one focus
group provided rich material on the experiences of
people with knee OA. The questions used in our
postal survey were based on the themes and topics
that emerged from this focus group, as well as our
own knowledge (based in part on a comprehensive
literature review reported elsewhere [3]) and con-
cerns.

The subjects chosen for both the focus group and
the questionnaire present a major issue in terms of
the interpretation of our findings. Most of our study
group was from the community, rather than a hospi-
tal-based practice, suggesting that the data should be
more generalizable than much of the published work
on knee OA. Our subjects’ demography, in terms of
sex ratio and age, is similar to that described in
community studies of OA (25-28). Since the epide-
miologic data on knee OA show consistency here,
we feel our study group does reflect community knee
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OA patients. We chose to select people with mild to
moderate OA of long standing. This strategy has the
advantage that the participants will be accustomed
to having the condition, having had time to become
familiar with it and to understand what interven-
tions and help is available, as well as time to develop
effective coping strategies. A disadvantage is that
some of these subjects may have become prejudiced
for or against specific interventions through personal
experience or because of individual relationships
with health care professionals.

Comorbidities such as depression clearly affect
pain and the responses of patients to the survey.
However, in this study it was not possible to gather
data on all such parameters, so the prevalence of
these factors, and their impact on pain reporting and
other responses, is impossible to ascertain. The in-
volvement of the chosen subjects in both the focus
group and postal survey was excellent; all those in
the focus group spoke extensively about their prob-
lems. In addition, the response rate to all parts of the
questionnaire was very high, with the exception of
questions about research priorities; this may suggest
some reticence or uncertainty among participants on
this issue. Given that there has been very little re-
search of this sort published elsewhere, it is impos-
sible for us to say how representative our findings are.

The data obtained on the symptom experiences of
those with knee OA illustrate the diversity of prob-
lems encountered. Pain and problems with daily
activities came out as the most important problems.
Additional issues of importance to the patients were
feelings of instability (or weakness) in the knee joint,
lack of mobility and confidence in mobility, and
anxiety or depression (“being fed up about my
knee”). The focus group transcripts, as well as the
questionnaire results, indicate that these psycholog-
ical impacts were a major issue to many individuals.

Most of the outcome measures used to assess the
severity of this condition and the responses to treat-
ment, such as the Lequesne algofunctional index
(29) and the Western Ontario and McMaster Univer-
sities Osteoarthritis Index (WOMAC) (15), use pain
and disability as their major domains, which is
clearly appropriate. The OMERACT (Outcome Mea-
sures in Rheumatoid Arthritis Clinical Trials) III
panel recommended 3 key outcome measurements
for phase III clinical trials: pain, physical function,
and patient global assessment (16); the authors claim
that these factors are the most “highly patient rele-
vant measures.” However, patients were not in-
volved in the consensus process. In light of our re-
sults, it is surprising that none of these standard
outcome instruments mentions feelings of instability
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or tackles the psychological impact of this condition,
whereas other symptoms that were not stressed by
our patients, such as stiffness, are included in some
instruments, such as the WOMAC (15). (While emo-
tional function was considered, this dimension was
not retained in the final WOMAC.) We did not in-
quire about stiffness in our questionnaire, since this
did not emerge as an important issue for the focus
group participants. Given the diversity of individual
experiences, it may be more appropriate to use pa-
tient-centered measures or individualized measures
for knee OA, rather than a single standard instru-
ment for all patients. Examples are the Disease Re-
percussion Profile (30) and the patient-specific index
of Wright and Young (31).

The perceptions and priorities of health care pro-
fessionals can only be inferred from what patients
said about their treatment, as well as the available
literature. In this regard, the data on symptom prior-
ities suggested a degree of mismatch between the
treatment priorities of the health care professionals
treating these patients and those of the patients
themselves. A significant proportion of patients
(72%) wanted treatment for feelings of instability in
the knee joint. This symptom was a cause of consid-
erable distress to 66% of respondents. Despite evi-
dence that this symptom can be alleviated with the
relatively simple intervention of putting a support
bandage around the knee (32), it appears to be cur-
rently undertreated in clinical practice. We suspect
that clinicians are relatively unaware of the impor-
tance of this symptom and do not generally ask about
it or think of treating it. Other symptoms that pa-
tients wanted help with, but generally were not ad-
dressed by the health care professionals, were feel-
ings of lack of confidence in mobility and loss of
sleep. The apparently differing concerns of health
care professionals and their patients may reflect
communication problems, rather than gaps in the
knowledge of professionals.

Data on interventions used showed that the sub-
jects surveyed had experience with a wide range of
available treatments, not a surprising finding in view
of their long disease duration. As expected (6,7), oral
drugs were the most commonly prescribed and used
treatment. However, it is interesting to note that 10%
of patients never used tablets, and only 53% re-
ported that they used them often. Some of the focus
group quotations suggest that many patients are very
suspicious of tablets, and limit their use as much as
they can. Doctors prescribing these medications
should probably think more about the patients’ per-
ceptions of them, and likely compliance. Aids, ad-
aptations, and physical therapy were also widely
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used and thought to be helpful. Our data on the use
of complementary therapy show a rather lower rate
of usage than in some other surveys (33,34). Educa-
tional interventions appear to be used less than the
patients would like. It is interesting to note that a
significant minority used no intervention and fa-
vored no treatment. Perhaps these people have the
most effective coping strategies.

We were particularly interested in patients’ views
on research priorities, in light of our related work on
the mismatch between the research agenda and pri-
orities of the public (13,14). The question on priori-
ties for intervention research generated fewer re-
sponses and, therefore, appeared more challenging
than others in the survey. However, knee replace-
ment surgery and educational interventions emerged
as clear research priorities. The emphasis on surgery
was of interest to us, as we had deliberately excluded
patients with the most severe disease, and only a
small minority (5) of those in the survey had expe-
rienced knee replacement surgery. We believe that
this finding from the survey supports the quotations
of people in the focus group, who said that it was
clear to them that the only way to cure a damaged
joint was to cut it out.

The priority of education cannot be explained by
perceived efficacy, as only one respondent described
education as the best treatment used. However, this
finding is again reinforced by the qualitative data
suggesting that when patients say they want more
education they are asking for more help in taking
control of the condition themselves and to be em-
powered to handle it more effectively. Lack of side
effects seems to be another issue of importance in
patient research priorities. Despite being perceived
as the most effective and commonly used treatment,
research on oral drugs was prioritized by only 3 (4%)
respondents. These priorities clearly contrast with
those of researchers (and perhaps funding bodies
and editors) in the field, as indicated by the available
literature. The research evidence published between
1950 and 1997 is dominated by literature on oral
drugs (3). Further interesting mismatches emerged
between patients’ ratings of the efficacy of treatments
and their research importance, and between the re-
ported severity of symptoms and the importance of
treating these symptoms. The reasons for these dis-
crepancies remain unclear, and these issues clearly
warrant further qualitative research.

The patients we surveyed used a wide variety of
coping strategies to manage their knee problems.
Keeping active, adapting, and resting were reported
to be the most helpful strategies. A smaller propor-
tion of respondents rated professional help and med-
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ication as the best way of coping. This reinforces the
suggestion that these patients prefer to actively man-
age their own condition, illustrating the potential for
educational and self-help interventions for OA of the
knee.

In spite of the relatively small size of our survey,
we believe that it has uncovered a number of impor-
tant issues for consideration by health care profes-
sionals who help take care of those with knee OA.
The data suggest that the relative lack of a patient-
centered approach to care leads to professionals’
ignoring key symptoms and issues for individuals,
and that the professional preoccupation with phar-
maceutical interventions is misplaced.

We believe that more research needs to be under-
taken on methods of consumer involvement in the
research priority-setting process. We recommend
that researchers and physicians consult patients
about their needs and preferences and that these
views be incorporated into decisions about treat-
ment, outcome measurement, and priorities for re-
search. In particular, practitioners and researchers
should endeavor to individualize interventions and
outcome measurements, rather than generalize them,
if we are to accurately represent and effectively treat
the patient’s needs.

We thank all the study participants for giving their time and
information. We also thank Andrea Litva and John Duddy for their
invaluable help with the organization of this project.
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