
   1Caneiro!JP, et!al. Br J Sports Med Month 2019 Vol 0 No 0

Three steps to changing the narrative 
about knee osteoarthritis care: a call 
to!action
JP Caneiro,  !1,2 Peter B O’Sullivan,1,2 Ewa M Roos,  !3 Anne J Smith,1 
Peter Choong,4 Michelle Dowsey,4 David J Hunter,5,6 Joanne Kemp,7 
Jorge Rodriguez,7 Stefan Lohmander,  !8 Samantha Bunzli,4 
Christian J Barton4,7,9

Knee osteoarthritis (OA), characterised by 
knee pain and functional limitation,1 2 is 
widely understood to imply that symp-
toms are due to structural damage. This 
view leads to the belief that non-surgical 
approaches are futile and the structural 
damage needs to be ‘fixed’.3 4 In contrast, 
contemporary evidence supports knee OA 
as a ‘whole person condition’ in which 
knee health is influenced by the interac-
tion of different biopsychosocial factors 
that modulate inflammatory processes and 
tissue sensitivity, as well as behavioural 
responses that lead to pain and disability.5 6 
This contrasting view reinforces the crit-
ical role of non-surgical approaches to 
manage knee OA. To promote this concep-
tual shift in understanding knee OA, clini-
cians must take three key actions.

CHANGE THE MESSAGE
Clinicians must explain that knee pain is 
a modifiable symptom related to sensi-
tised knee structures and influenced by a 
variety of biopsychosocial factors, rather 
than solely related to damaged structures. 
This message is underpinned by knowl-
edge that levels of pain and disability are 
often poorly explained by the degree of 

structural change on imaging; and that 
symptoms are influenced by a person’s 
individual context, including life stage, 
psychological, social, physical and lifestyle 
factors, and health comorbidities. Clini-
cians should deliver this message with a 
focus on the person’s own narrative and 
clinical presentation. Consider the clinical 
scenarios presented in table 1, which illus-
trate this change in the narrative about 
knee OA care. In all three scenarios, pain 
is not described in terms of irreversible 
damage. Instead, pain is described as an 
altered state of a person’s knee health 
influenced by biopsychosocial factors, 
of which many can be modified. In cases 
where the patient is wedded to the struc-
tural model, we encourage clinicians to 
use behavioural learning strategies to chal-
lenge patient’s beliefs through their own 
lived experience. For example, patients 
are asked to reflect on their expected and 
actual pain responses to graded re-en-
gagement in tasks that are feared, avoided 
and or provocative, such as knee loading 
and strengthening (sit to stand, steps and 
single leg loading), and or cardiovascular 
exercise (exercise bike or walking).7

CHANGE THE TREATMENT FOCUS
Clinicians must shift the focus away from 
a ‘structural damage’ model where a total 
knee replacement or other surgery is inevi-
table, towards a ‘person-centred’ approach 
where modifiable biopsychosocial factors 
that drive pain and disability can be 
targeted through non-surgical interven-
tions. This change requires clinicians to 
implement guideline-recommended strat-
egies for the management of knee OA that 
include: provision of personally relevant 
education, prescription of targeted exer-
cise therapy and physical activity aligned 
with patient’s goals; and weight loss 
support. This change in treatment focus 
enables clinicians to reassure patients that 
it is safe to exercise and strengthen their 
knee, and that they can effectively manage 

their condition without surgical interven-
tion (table 1). There is growing evidence 
to support this view.8 9 Notwithstanding, 
surgical care may be indicated for patients 
with advanced OA,10 who have not 
responded to appropriate non-surgical 
care,6 11 12 and are predicted to have a good 
response to knee replacement surgery.6

PUT THE PATIENT IN CHARGE
Across health disciplines, the consensus on 
the best practice care for musculoskeletal 
pain states that to put the patient in charge 
of their care, clinicians must:13

 Ź Help patients build a positive mindset 
towards a biopsychosocial under-
standing of knee OA, reinforcing the 
importance of long-term self-manage-
ment to effectively manage the condi-
tion, instead of overdependence on 
passive therapies and quick ‘fixes’.

 Ź Coach patients to develop confi-
dence to engage in leg strengthening 
exercises, functional restoration and 
regular physical activity. This may be 
facilitated in an individualised manner 
or group environment.8 9

 Ź Target weight loss for patients who are 
obese.

 Ź Manage co-care in the presence of 
comorbidities such as depression, 
sleep apnoea, obesity, type 2 diabetes 
and/or cardiovascular disease.

 Ź Coach patients to adopt a healthier 
lifestyle using strategies such as 
engagement in regular physical 
activity; and adoption of healthy sleep 
habits.

 Ź Coach patients to actively manage 
flare-ups. Reassure them that flare-ups 
are normal, and use it as an oppor-
tunity to reinforce key messages 
and behaviours that underpin the 
programme.

 Ź Make shared decisions regarding the 
potential risks and benefits of surgical 
intervention where non-surgical 
approaches have been exhausted.

 Ź Use decision aids,1 educational 
websites and patient stories to augment 
this process (see https:// painhealth. 
csse. uwa. edu. au; www. myjointpain. 
org. au; www. pain- ed. com).

We contend the actions proposed in 
this editorial will enable clinicians to 
promote a new and better understanding 
of knee OA, take on the role of a health 
coach and help people with knee OA to 
be more confident to self-manage and be 
less likely to seek and embrace low quality 
care. To support the clinicians to make this 
shift, we provide key messages to convey 
(see online supplementary file 1), and an 
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infographic which can be used to guide 
patient education in clinic (figure 1). 
Health system changes such as funding 
of guideline-recommended care for OA, 
and better reimbursement for patient-cen-
tred exercise and education programme 
also need to occur. To change the societal 
narrative about knee OA, we all need to 
spread this message to clinicians and the 
public (via friends, family, fellow workers 
and athletes).
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Figure 1 Infographic for patient education.

Table 1 Clinical scenarios to illustrate a change in the narrative of osteoarthritis (OA) care
Clinical scenarios Explanatory message Treatment focus

Case 1: A young sportsperson with knee pain that 
developed gradually in the context of a high training load 
after a period of sickness and low levels of energy. She 
has low-grade structural changes on MRI.

In this context, her knee pain would be conceptualised as a 
consequence of high training load coupled with compromised 
general health. The changes seen on MRI would be described 
as pre-existing and unlikely to be related to her pain.

A load management plan that includes strategies 
for adequate recovery, and an injury prevention 
programme (due to potential for traumatic injuries, 
which can modulate structural change). These would be 
key targets to reduce pain, resume normal training and, 
build immune and long-term physical resilience.

Cse 2: A middle-aged tradesman with a 10-year 
history of trauma (ACL rupture and reconstruction) 
with moderate knee OA on MRI. He presents with 
muscle weakness, a physically demanding job and high 
contextual demands in terms of work–family–social 
balance affecting sleep and abdominal obesity.

In this context, his knee pain would be conceptualised as 
a consequence of an interplay of structural, physical and 
lifestyle factors leading to subchondral bone oedema.5

Lifestyle changes such as sleep hygiene, dietary advice 
and regular physical activity would be important factors 
to address, in addition to targeted exercises to build 
his strength and physical capacity to match his work 
demands.

Case 3: A sedentary retiree presenting with severe pain, 
grade 4 structural changes on radiographs (Kellgren-
Lawrence classification),14 general deconditioning, health 
comorbidities (depression, sleep apnoea, obesity) and, 
negative beliefs about exercise (eg, ‘My knee is bone on 
bone…I cannot exercise’).

In this case, knee pain is explained in terms of the interplay of 
structural, psychological, physical and lifestyle factors, where 
the influence of comorbidities also needs to be considered. 
It is important to explain that exercise is safe and effective 
in reducing pain and treating comorbidities in people with 
moderate to severe OA.15–17

Weight loss and a supervised programme to improve 
cardiovascular fitness as well as leg strength and 
balance (prevention of falls) would be central to the 
management of his long-term health. Multidisciplinary 
care is also needed to manage his health comorbidities.

ACL, Anterior Cruciate Ligament.
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