The Identity Cirisis of Osteoarthritis in General Practice:
A Qualitative Study Using Video-Stimulated Recall
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ABSTRACT

PURPOSE Patients and doctors report marked disenchantment with primary care
consultation experiences relating to osteoarthritis. This study aimed to observe
and analyze interactions between general practitioners (GPs) and patients pre-
senting with osteoarthritis (OA) to identify how to improve care for OA.

METHODS We conducted an observational study in general practices in the
United Kingdom using video-recorded real-life consultations of unselected
patients and their GPs. Postconsultation interviews were conducted using video-
stimulated recall. Both consultations and interviews were analyzed thematically.

RESULTS Three key themes were identified in an analysis of 19 OA consultations
and the matched GP and patient interviews: complexity, dissonance, and priori-
tization. The topic of osteoarthritis arises in the consultation in complex contexts
of multimorbidity and multiple, often not explicit, patient agendas. Dissonance
between patient and doctor was frequently observed and reported; this occurred
when GPs normalized symptoms of OA as part of life and reassured patients who
were not seeking reassurance. GPs used wear and tear in preference to osteoar-
thritis or didn't name the condition at all. GPs subconsciously made assumptions
that patients did not consider OA a priority and that symptoms raised late in the
consultation were not troublesome.

CONCLUSIONS The lack of a clear illness profile results in confusion between
patients and doctors about what OA is and its priority in the context of mul-
timorbidity. This study highlights generic communication issues regarding the
potential negative consequences of unsought reassurance and the importance of
validation of symptoms and raises new arguments for tackling OA’s identity crisis
by developing a clearer medical language with which to explain OA.

Ann Fam Med 2015;13:537-544. doi: 10.1370/afm.1866.

INTRODUCTION

steoarthritis (OA) is the most common cause of musculoskeletal

pain in older people and is globally the fastest increasing cause

of years lived with disability.! Although a range of international
guidance exists for OA management, guidelines agree on the core impor-
tance of patient education and self-management in the treatment of this
long-term condition.*

Patients may encounter any of a number of problems getting their OA
managed. First, patients appear not to consult their primary care physi-
cians (general practitioners [GPs] in the United Kingdom) as frequently
for OA as they do for some other long-term conditions. A number of
studies report relatively low consultation rates®'3: only 17% of patients
with OA consult annually.'® One reason for this may relate to dissatisfac-
tion with OA consultations. Both patients and doctors report “negative
talk” in consultation concerning OA, namely that OA is to be expected,
that it involves an inevitable decline, and that little can be done about
it.'"* Second, there is a gap between the care that is recommended and the
care patients receive. Fewer than one-third of patients with OA report
having received treatment as recommended by UK guidelines.'*'¢ Iden-
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tifying the reasons for these problems would help to
develop strategies to optimize the care of patients
with OA. We have little evidence of what goes on in
the OA consultation; research about the content and
experience of consultations based solely on postcon-
sultation interviews may not reflect what actually hap-
pens in the consultation.'

The aim of this study was to investigate the lan-
guage, explanations, and exchanges that occur in gen-
eral practice consultations with patients who have OA
and ultimately to identify how to improve the delivery
of effective care and positive management of OA.

METHODS
Design

This study involved observation of real-life general
practice consultations using video recordings. Physi-
cians and patients were interviewed after their con-
sultations and shown their own consultation video
recordings to enhance and enrich their accounts using
video-stimulated recall.”” Information on comorbidity
and previous consultations was collected by medical
record review. The study received ethical approval
from the National Research Ethics Committee North-
west—Greater Manchester East (11/H1013/3), and all
participants gave full written consent. GPs were told
that the study concerned chronic musculoskeletal
conditions.

Setting

The study took place in 7 general practices in the
United Kingdom between August 2012 and August
2013. GPs in the United Kingdom are qualified medi-
cal practitioners who undergo 4 years postgraduate
training and pass an exit examination in primary care.

Participant Recruitment and Selection

GPs in practices belonging to local research networks
were invited to participate. Each consenting GP nomi-
nated 2 half-day clinics to be video recorded, in which
consecutive, eligible patients aged over 45 years were
approached for consent. Patients gave consent for
video recording before and after the consultation and
48 hours later, by telephone. In the 48 hours following
the consultation, all video recordings were viewed to
determine whether OA had been discussed. The deci-
sion was made using predefined inclusion and exclu-
sion criteria (Table 1). Patients and GPs participating
in OA consultations were invited for interviews within
2 weeks of the consultation where possible. Review of
the medical records was conducted to gather informa-
tion about multimorbidity, OA history, and previous
consultations.

Table 1. Inclusion and Exclusion Criteria for
Selection of Index Consultations

Inclusion
GP used terms wear and tear, arthritis, or osteoarthritis diagnostically.

GP gave no diagnosis, but findings support diagnosis of OA based
on criteria recommended by the UK National Institute for Health
and Care Excellence (NICE) OA Guideline Development Group'®:

e Persistent joint pain worse with use
e Patient aged 45 years and over
e Morning stiffness lasting no more than 30 minutes

Exclusion

GP diagnosed a regional soft tissue problem or a generalized soft
tissue problem such as fibromyalgia.

GP gave no diagnosis, but the researcher felt a soft tissue diagnosis
to be more likely than OA.

Inflammatory arthritis (or suspected inflammatory arthritis) was
apparent during consultation or present on medical record if the
researcher’s clinical suspicion prompted a review of the record.

Malignancy was apparent during consultation or present on the
medical record.

GP referred the patient to secondary care because of diagnostic
uncertainty.

Patient had only spinal symptoms.

GP = general practitioner; OA = osteoarthritis, UK = United Kingdom.

Postconsultation Interviews

Postconsultation semistructured interviews were con-
ducted and audio-recorded by 1 of the authors (Z.P.).
The general practitioners were asked to describe a typ-
ical OA consultation before being shown their video
recorded consultation. Patients were asked about their
recollections of the consultation, antecedents to the
consultation, and their expectations of the consulta-
tion before video playback. Differences in recalled and
observed events were explored.

Data Capture, Coding, and Analysis

The consultations and interviews were transcribed ver-
batim. We analyzed the transcripts to identify themes
and coded them using NVivo V9.0 software (QSR
International Pty Ltd). From the results, we produced
an overarching map of all themes. The themes were
subsequently analyzed at a more interpretative level,
with constant comparison within cases (a case being

a matched consultation, patient interview, and doctor
interview) and across cases; eg, across all doctor inter-
views. Quantitative measures, including the number of
items discussed and the length of the consultation in
minutes, were recorded.

In a systematic attempt to avoid 'doctor-centric’
analysis and gain balance, a sociologist and qualitative
researcher (T.S.) and a rheumatologist (Z.P.) analyzed
the transcripts in parallel and discussed their findings.
The final interpretative themes were the product of dis-
cussions involving the other authors, a professor of med-

ANNALS OF FAMILY MEDICINE + WWW.ANNFAMMED.ORG * VOL. 13, NO. 6 * NOVEMBER/DECEMBER 2015

~e g >


WWW.ANNFAMMED.ORG

OSTEOARTHRITIS

ical education, (A.B.H.), and a GP and
professor of epidemiology (P.R.C.).

RESULTS

Fifteen GPs from 7 different prac-
tices participated. Figure 1 details the
patient recruitment and consultation
selection. Of patients approached,
79.4% consented. The GP practices
varied in size from 1,800 to 3,800
patients and covered areas with a
deprivation decile of 6 or higher,
where 1 is the most deprived and 10
is the least deprived. Three of the 15
GPs were female, 7 were GP trainers
(experienced in using video), and the
median number of years worked as a
GP was 17 (range 3 to 29).

The consultations are detailed
in Table 2. GPs verified that the
included patients had OA. Three
overarching themes were identified in
the analysis: complexity, dissonance,
and prioritization; these are discussed
individually below. Supporting quo-
tations are listed in the Supplemental
Appendix, which is available at http://
annfammed.org/content/13/6/537/
DC1. Quotations are referred to in
the text by parenthesized numbers,

such as "(Q1)."

Complexity

Complexity was a prominent feature
of the consultations, manifested in
the number of items discussed, the
interrelation of comorbid conditions,
and the flow of conversation from
one item to another. All patients had
comorbid conditions (a median of

5 per patient) and 15 of the 19 con-
sultations contained talk about mul-
tiple items, with a median of 3 per
13-minute consultation.

Where multiple items were dis-
cussed and dealt with sequentially, eg,
following up hypertension and looking
at a skin lesion, the consultation was
able to maintain structure and order
(Q1). With discussion time devoted to
other topics, of course, less time was
spent on OA even in the most struc-
tured consultations (Table 2).

Figure 1. Patient recruitment and selection of index consultations.

257 patients booked into
pre-arranged video clinics

\ 4

\ 4

5 consultations excluded
2 requested by GP
1 cognitive impairment
1 insufficient time to approach
1 deemed too unwell

252 patients approached to have
consultation video recorded

\ 4

Y

52 patients declined
19 no reason given
5 feeling too unwell
4 intimate/personal problem
4 in a hurry
4 concern about video or data
protection
4 didn’t want further contact or
to complete questionnaire
4 participated in this or other
research before
4 anxious or low mood
2 participant stated hearing or
visual impairment as barrier
2 other reasons

200 patients agreed to participate
prior to consultation (Consent 1)

Y

205 video-recorded consultations
collected with 200 patient partici-
pants (5 patients consulted twice)

\ 4

10 videos deleted or discounted

3 Withdrew consent at 48 hours
(Consent 2)

3 unable to contact at 48 hours

1 consultation was about par-
ticipant’s spouse, who was
not present and therefore had
not given consent

3 video camera not turned on

195 video consultations reviewed
involving 190 patients

\ 4

Y

176 video consultations excluded
(did not contain discussion of OA as
judged using criteria in Table 1)

19 index consultations identified
(19 patients and 13 GPs); participants
invited to postconsultation interview

using video-stimulated recall

Y

2 patients declined inter-
view (reasons not given)

Final sample

19 index consultations

13 GP postconsultation interviews

17 patient postconsultation interviews

GP = general practitioner; OA = osteoarthritis
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The complex consultation was less ordered when
talk kept moving between unrelated topics. The
patient's consulting style appeared to influence struc-
ture, and in some consultations, disorder resulted.

For example, 5 issues were discussed in Consultation
10, with the topic of talk changing 16 times. Some
patients initiated topic shifts when GPs were talking.
In 1 example, the patient talked over a GP, introducing
a new topic while the GP was handing the patient an
order for x-ray imaging (Q3). The interjection inter-
rupted the GP's flow and the completion of their “clos-
ing talk”; the GP did not return to OA and did not ask
the patient to come back for the x-ray results. After
the consultation, the GP thought he/she had asked the
patient to return for the results; the patient assumed
the GP had "nothing more to offer.”

The interrelation between comorbid conditions
contributed to complexity, particularly when other
conditions were implicated as barriers to OA treat-
ment, or OA was presented as a barrier in managing
a comorbid condition. This was evident, for example,
in a patient whose inability to exercise due to angina
hampered management of OA of the knees (QQ3). A
complex relationship existed between the patient's

poorly controlled angina, weight gain and arthritis. In
this example, the GP closed discussion of joint pain to
pursue angina treatment; this was rationalized in the
postconsultation interview as pursuing the condition
that was the greatest threat to the patient's health.

Dissonance

Dissonance, misalignment of patient and physician
expectations or agendas, was both observed during
consultation analysis and reported by participants in
postconsultation interviews. Patient expectations of
the consultation varied significantly, with some want-
ing information, some being exclusively focused on
symptom relief, and others desiring a combination of
information and active management. Similarly, GPs
varied in how focused they were on offering informa-
tion or symptom management. Dissonance occurred
in 3 main circumstances discussed below.

Dissonance Due to GP Emphasis on Reassurance
Patients who were seeking clear diagnostic informa-
tion, not reassurance, described feeling that their
concerns were not validated when the GP downplayed
or normalized symptoms or otherwise provided reas-

Table 2. Characteristics of Patients and Consultations

Patient

Joint(s) Discussed in

Consultation Demographics Order Presented, Most  New Problem  OA-Related  Joint Pain Primary or
No. Age Sex Symptomatic in Bold? or Follow-up® Read Code¢  Secondary Complaint?
1 62 Female Hip, knee, back Follow-up No Primary
2 65 Male Hip, back Follow-up Yes Secondary
3 75 Female Shoulder, neck, knee Follow-up Yes Primary
4 69 Male Knee New Yes Secondary
5 70 Male Knee Follow-up Yes Primary
6 79 Male Neck, hip New Yes Secondary
7 65 Female Knee, hip New No Secondary
8 49 Male Knee New No Secondary
9 67 Female Hip Follow-up Yes Secondary
10 75 Female Hip, knee New Yes Secondary
M 74 Female Knee Follow-up Yes Secondary
12 79 Female Knees, hip Follow-up Yes Primary
13 72 Female Knee Follow-up Yes Secondary
14 65 Male Knee New No Primary
15 65 Female Hip New No Secondary
16 61 Female Knee Follow-up Yes Secondary
17 84 Female Knee Follow-up Yes Secondary
18 62 Female Hands, feet New No Primary
19 85 Female Knee Follow-up Yes Primary

OA = osteoarthritis

< Evidence of previous medical record entry of OA in any joint.

2 Spinal pain was not the focus of the study, and patients with spinal pain only were excluded. It is mentioned here where spinal symptoms were discussed in conjunction
with peripheral joint OA to illustrate how many patients had multisite pain. Areas of spinal pain listed in this column are italicized.

b New in this column indicates that the patient had either not discussed the most symptomatic joint with the GP before (data derived from the medical record and

patient report) or that the patient was seeing the GP for results following the first consultation.

9 Primary complaint is defined as the first presenting complaint mentioned to the GP in the consultation.
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surance. GPs were observed to use talk implying that
OA is normal as a strategy to reassure, facilitate accep-
tance, or conclude the consultation (Q4).

Only 2 GPs mentioned the term osteoartbritis in
a consultation (Consultations 14 and 18); in both of
these instances the term was used as part of a general
explanation, not used diagnostically. In one-half of the
consultations that contained new presentations of OA
(4 of 8), the GPs gave no diagnostic label. Wear and
tear and arthritis were the most common terms physi-
cians used. GPs described a strong reassurance agenda,
which underpinned their explanations for their using
the term osteoarthritis infrequently. They felt the term to
be alarmist (Q8-9). Many patients, however, wanted a
clearer and more meaningful diagnosis (Q7).

Although physicians described wear and tear as
synonymous with OA, patients did not share the same
meaning, and most were unsure about the meaning of
the term (Q10).

When GPs were observed to give a diagnosis of
OA, it was based on x-ray findings, with GPs borrow-
ing terms directly from reports. In the brief exchanges
about diagnosis that were observed, GPs spent more
time explaining what OA wasn't (rheumatoid arthritis)

Other Problems Consultation Length, min

Discussed, No. Total Time on OA (%)
3 14:10 08:46 (61.9)
1 07:00 05:56 (84.8)
0 16:14 16:14 (100)
2 12:44 01:00 (7.9)
0 127 12:17 (100)
3 10:44 01:51 (17.2)
2 13:36 00:45 (5.5)
4 20:23 10:72 (54.9)
1 06:40 01:15 (18.8)
4 12:16 00:50 (6.8)
3 18:29 01:49 (9.8)
0 08:36 08:36 (100)
1 09:21 02:37 (28)

2 10:05 8:05 (80.2)
3 12:53 01:10 (9.1)
2 08:49 06:00 (68.1)
4 22:42 00:25 (1.8)
0 09:44 09:44 (100)
1 20:20 20:00 (98.4)

than what it was; again, their approach was shaped
by a strong reassurance agenda. The diagnosis of OA
therefore became a diagnosis of exclusion, after other
conditions, particularly rheumatoid arthritis, had been
ruled out. The patient could then interpret the lack of
diagnostic specificity as "nothing showing” and "noth-
ing being done” (Q11).

In addition to describing symptoms as “normal”
or "to be expected,” some GPs downplayed the sig-
nificance of symptoms, using terms such as early onset
or talking down the significance of radiology reports
(Q5-6). GPs also described the need to play down OA
to avoid encouraging the patient to adopt the “sick
role.” Patients also talked about joint pain being "nor-
mal”; however, dissonance in the consultation resulted
when patients felt the messages about OA being nor-
mal or early onset failed to validate the importance and
impact of their symptoms (Q6).

Dissonance Resulting From Unmet Information
Needs

Patients commonly felt the need for information about
diagnosis, self-management, employment, and progno-
sis; dissonance resulted when these needs were not met
(Q12). In the absence of a clearly articulated patient
agenda, GPs appeared to favor offering active man-
agement plans over information. One GP described
the importance of education in the interview, then
reflected on potential dissonance after viewing the
consultation and observing his/her own tendency to
offer action over information (Q13). Some GPs did not
recognize patient education as a priority, and others
reflected that they might not have the knowledge to
provide the necessary education (Q14-15).

A further complicating issue was that patients were
often not explicit about their needs even when asked
directly about their expectations, suggesting that they
may not have had a clear preconsultation agenda.

Dissonance as a Result of Management Perceived to
be Not Active Enough

Dissonance in this circumstance was less commonly
observed than the other 2 sources of dissonance, but
was reported by patient participants in 2 postconsulta-
tion interviews (QQ16).

Prioritization
Some GPs felt that patients assigned joint pain a low
priority, assuming it to be a normal consequence of
aging (Q17). Not all patient participants held this view,
however.

When multiple problems were raised, only one
physician put a strategy for prioritization into words
in the consultation (Q1). In the postconsultation inter-
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views, GPs described influences on prioritization such
as patient safety and conditions for which management
is financially incentivized. Prioritization was also influ-
enced by availability of resources such as physical ther-
apy. GPs also described choosing problems to address
where they felt they could be most useful (Q20).

In 6 consultations where new presentations of OA
were raised, the symptoms of joint pain were brought
up after discussion of other topics (Table 2). Some
GPs described frustration with patients’ “late-arising
concerns.” Others assumed that joint pain mentioned
late in the consultation was unlikely to be troublesome
and was a result of the patient making conversation
(Q18). Analysis of the consultations and patient inter-
views identified other explanations: either the patient
had mentioned joint pain early in the consultation and
the doctor had not pursued it or the patient articu-
lated other reasons for being hesitant to discuss joint

pain (Q19).

DISCUSSION

This study's findings demonstrate that OA appears in
complex contexts of multimorbidity against a backdrop
of multiple and varied patient and physician expecta-
tions. A central feature of the observed and reported
dissonance of patient and physician expectations con-
cerns communication, or lack of it, complicated by the
tendency of patient or physician or both to normalize
symptoms, by physicians' attempts to reassure patients
who were not looking for reassurance, and by physi-
cians' failure to meet their patients’ information needs.
OA is diagnosed by exclusion, with more talk about
absence of disease than positive pragmatic explanations
and advice. OA and joint pain tend to be deprioritized
by both patients and physicians, for a range of com-
plex, often unarticulated reasons. As a result of all this,
little time is devoted to discussion of OA, and patients
are given only minimal information about it. The
construct of OA is vague, and we appear to lack clear
medical language to describe and explain the condi-
tion. OA is experiencing an identity crisis.

Many of the findings in this study relating to
physician-patient communication are not specific to
OA. Physicians and patients have been described as
colluding in "demedicalizing” and normalizing depres-
sion, favoring a societal explanation that depression is
justifiable.! Parallels also exist with research studying
consultations of patients with medically unexplained
symptoms; normalization, reassurance, and "no disease”
explanations left patients feeling rejected and were
associated with a less empathic physician style.2°?> Fur-
thermore, avoidance of diagnostic labels in gastroen-
teritis and tonsillitis has been associated with reduced

perceived validation of symptoms.?? Failure to elicit
patient beliefs and expectations is commonly cited as
the reason consultations may “go wrong”**?°; this study
also demonstrates the importance of the therapeutic
relationship in validating the patient's symptoms, as
reported in other conditions, eg, back pain.?> One of
the major challenges to maintaining the therapeutic
relationship is the complexity that multimorbidity
brings to the consultation. This study’s findings sup-
port the notion that the single-disease framework is no
longer a relevant model for primary care,*” and com-
munication skills training for primary care physicians
needs to be mindful of this context.

The perception that evidence-based treatments
for OA have limited effectiveness has previously been
identified as a problem for GPs in managing the con-
dition."* This study identified a number of additional
barriers; they are summarized in Table 3. Previously,
researchers have advocated avoidance of the term
osteoarthritis because of the difficulty of correlating the
diagnostic test (radiography) with symptoms, diag-
nosis, and outcome and because of concern about the
potential for harm from the label.® While we agree
with the sentiments underlying that proposal and
with suggestions that OA should not be overtreated
or overmedicalized,* our empirical study does sug-
gest that a formal language is needed for holistic
components of OA care such as patient education and
self-management support. The findings suggest that
use of the term osteoarthritis could help in validating
patient suffering, could reduce dissonance in the con-
sultation, and could be a necessary first step in giving
information.

A major strength of this study is the methodology:
using a combination of data sources to understand
the context and interactional components of the con-
sultation and to consider both physician and patient
perspectives. Consent rates in the video phase of the
study were just under 80%, in line with similar pub-

Table 3. Barriers to Use of the Term Osteoarthritis
and the Discussion of Osteoarthritis Identified in
This Study

The predominance of the societal construct of OA that suggests it is
part of normal life/aging process

Omission of OA in the UK government-led quality of care initiative

Limited or uneven access to treatment resources such as physical
therapy

Lack of knowledge about the prognosis of OA

Lack of clear language for positive diagnosis and explanation of OA
Inconsistent interpretation of language in radiology reports
Concern that diagnosis may result in harm or adoption of “sick role”

OA = Osteoarthritis; UK = United Kingdom
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lished studies,*® and the osteoarthritis consultations
were drawn from a large, unselected sample. How-
ever, the characteristics of GPs and practices involved
may not be representative of the United Kingdom

as a whole, with few patient participants from ethnic
minorities and no practices from more deprived areas.
Generalizability to other cultures and health systems
is also limited. The camera may have had an influence
on behavior: some participants reported that they (or
their counterparts) were trying to “behave better,” con-
sciously or otherwise.

In summary, this study raises new arguments for
developing a clearer medical language with which to
explain OA in general practice consultations. We need
to be able to deliver a clear account of osteoarthritis
that covers what it is and what the prognosis is. This
is likely to be useful in avoiding uncertainty, providing
structure for the consultation and facilitating holistic
medical care that encompasses self-management. This
study also highlights more generic communication
difficulties around failure to validate concerns and
elicit patient expectations; these difficulties are likely
to be influenced by the complexity that multimorbid-
ity introduces into the modern-day consultation. The
obvious next step would be to work with patients and
doctors to create GP training and patient information
packages and to test their efficacy in improving the
consultation experience.

To read or post commentaries in response to this article, see it
online at http://lwww.annfammed.orgl/content/13/6/537.

Key words: osteoarthritis; arthralgia; primary care; clinic visits; physi-
cian-patient relations; multiple morbidities; diagnosis; prognosis
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