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Abstract  

Osteoarthritis is a widespread health issue affecting more than one-fifth of adult 

Americans. The symptom burden associated with osteoarthritis is significant, including 

discomfort, reduced quality of life, pain, and limited movement. With the aging of the population, 

the prevalence of osteoarthritis is expected to increase. Self-management of pain can improve 

outcomes for osteoarthritis patients. Therefore, this quality improvement project sought to 

evaluate the efficacy of implementing a patient education program in enhancing self-management 

of chronic knee osteoarthritis pain by reducing pain levels, use of pain medications, and patient 

revisits. Outcomes were also evaluated in terms of their impact on physical activity levels, quality 

of sleep, mood, and side effects from prescribed pain medication. The site for the project was an 

outpatient orthopedic clinic. Data were collected using SPAASMS (S- Score for pain, P- Physical 

activity levels, A- Additional pain medication, A- Additional Physician/ER Visits, S- Sleep, M- 

Mood, S- Side effects) Score Card at pre-and post-intervention. The project lasted for four weeks. 

Participants consisted of 40 osteoarthritis patients aged 67.37 ± 10.42 years. The findings 

indicated that program participation resulted in a significant reduction in pain levels and use of 

pain medications, as well as a significant increase in physical activity levels (p<.05). Significant 

improvements were also seen in mood, medication side effects, and the overall SPAASMs score 

(p<.05). However, pain-related clinic revisits did not reduce significantly after the program 

(p>.05). Therefore, the program enhanced pain management amongst osteoarthritis patients. 

Keywords: Osteoarthritis, pain, self-management, patient education  
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Self-Management of Chronic Knee Osteoarthritis Pain through Patient Education 

Osteoarthritis is one of the most prevalent health conditions that can lead to patient 

discomfort and adversely affect the quality of life. For instance, 22.7% of the entire population 

aged 18 years and older in the United States (US) has osteoarthritis (Centers for Disease Control 

and Prevention [CDC], 2018). This condition refers to the damage of the protective cartilage in 

the joints, thereby limiting movement and causing pain. It mainly occurs as people age. 

Charlesworth et al. (2019) indicate that the aging population is increasing. Therefore, the number 

of people with osteoarthritis is likely to increase. While patients experience multiple symptoms, 

pain is the primary reason they seek care in health facilities (Charlesworth et al., 2019). Patients 

are usually given pain medications, but the problem persists, necessitating active patient 

involvement in managing pain and the condition as a whole. Many patients are usually unaware 

of how to manage pain. Therefore, patient education is necessary to help them understand how to 

treat pain without increasing the use of pain medication and frequent office visits to their 

healthcare providers. This quality improvement project focused on the self-management of 

chronic knee osteoarthritis pain through patient education.  

Background 

Osteoarthritis is a common condition, but its prevalence differs between men and women. 

For instance, the prevalence is 23.5% among women and 18.1% among men (CDC, 2018). 

Consequently, women suffer more from the problem than men. Furthermore, these disparities do 

not change with age since women aged 60 years and older experience a significant condition 

burden compared to men. Therefore, healthcare providers are more likely to encounter women 

with the problem than men.  
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Osteoarthritis develops due to various risk factors. The common one is age. Water content 

in the cartilage reduces when individuals age (Hinkle & Cheever, 2018). Adequate water in the 

cartilage is helpful as it cushions and absorbs shock, preventing friction between bones. Thus, 

when the water content reduces, friction becomes inevitable, leading to the corrosion of the bones 

in the joints. 

Additionally, obesity may also contribute to friction between bones since it adds weight to 

the weight-bearing joints (Hinkle & Cheever, 2018). In addition, fat tissue in obese people can 

produce proteins that cause joint inflammation. Finally, genetic predisposition, bone deformities, 

repetitive tasks that increase joint movement and metabolic diseases like hemochromatosis can 

lead to osteoarthritis. Overall, any factor that reduces water content and increases friction between 

bones can lead to osteoarthritis. The population likely to experience this problem is older adults 

and obese women with a history of repetitive job tasks and a possible genetic predisposition.  

Patients can experience various symptoms depending on the level of the problem. Grässel 

and Muschter (2020) indicate that pain is the primary problem that patients experience. For 

instance, friction between the bones causes inflammation, which is characterized by pain. 

Additional inflammatory symptoms such as swelling, and tenderness are also evident in patients 

with the condition. The lubrication of the joints is also lost, leading to joint stiffness (Hinkle & 

Cheever, 2018). Patients may also have a gratings sensation due to the limitation in movement. 

Overall, pain is the primary reason patients seek care since it leads to increased patient 

discomfort.  

This disease does not have a cure. However, once it has been confirmed using an X-ray 

and tests such as joint fluid analysis, healthcare providers usually initiate pain alleviation 

measures to help patients move easily. For example, patients are given acetaminophen, which 
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significantly prevents prostaglandin synthesis (Grässel & Muschter, 2020). Patients also take 

Nonsteroidal anti-inflammatory drugs (NSAIDs) and Duloxetine to reduce pain levels 

significantly. However, medications are not enough since pain may persist once their effect 

reduces. 

For this reason, Grässel and Muschter (2020) recommend physical and occupational 

therapy measures to alleviate pain. Physical therapy is significant since it strengthens muscles 

around joints, increasing flexibility and reducing pain. Occupational therapy can involve 

educating patients to perform their duties without putting much stress on the joints. Surgical 

procedures are used as the last resort if conservative treatment is ineffective.  

The selected outpatient healthcare facility, Total Orthopeadic Care, provides treatment to 

many patients with knee osteoarthritis. Such patients need to be educated on managing their 

illnesses since the outpatient setting involves patients managing their symptoms at home using 

prescribed medications and medical devices such as knee braces. The use of evidence-based 

education can enhance self-management and ensure proper disease management by patients 

(Saeedifar et al., 2018). Unfortunately, while nurses and healthcare providers understand this 

evidence, the number of patients that received specific knee osteoarthritis education account for 

only 25% of those with the condition (Chou et al., 2019).  

Problem Statement 

A lack of proper patient education before surgical management within the clinical setting 

leads to inadequate osteoarthritis pain management and surgeries that might occur sooner than 

might otherwise be required. Patients have inadequate knowledge regarding the condition and the 

efficacy of available therapies. Therefore, although patients are usually prescribed with the 

therapies, they may not comply, leading to pain exacerbation. This problem should be addressed 
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by ensuring adequate patient education during the course of outpatient care. Dineen-Griffin et al. 

(2019) argue that health education helps patients understand their conditions and the significance 

of therapies in addressing such problems. Therefore, when patients are educated during the office 

visit, they can understand the need to take therapies as required. While some healthcare providers 

educate patients in the clinical setting, they do not consider self-management conservative 

therapies. For example, some patients are prescribed acetaminophen alone, while others get 

ibuprofen and duloxetine. Patients should understand the benefits and side effects of the therapies 

they have been given. Thus, the educational process should be patient-centered, that is, tailored to 

the needs of each patient, depending on their clinical presentation and patients’ needs. 

Most importantly, patients should understand that conservative therapies can be 

ineffective and may need surgical interventions. Therefore, they should be instructed to report 

when they do not experience significant improvement after using conservative therapies. Overall, 

the clinical facility where this project was conducted did not help their patients adequately 

manage osteoarthritis since they do not educate and monitor patients in the course of their non-

surgical management of the condition, and this quality improvement project intended to address 

this problem.  

Organizational “Gap” Analysis of Project Site (Needs assessment) 

I conducted a needs assessment based on the Agency for Healthcare Research and Quality 

(AHRQ) guideline, the Criteria for Inclusion of Clinical Practice Guidelines, the National Quality 

Measures Clearinghouse (NQMC), and the Health Care Delivery Measure Domains. AHRQ 

(2017) provides the Communication and Optimal Resolution (CANDOR) process tool to ensure a 

proper gap analysis. The tool has four factors that should be considered when implementing a gap 

analysis. The first one is the identification of the existing processes. Before the project, healthcare 
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providers in the orthopedic outpatient department where this project was conducted provided 

general information about prescribed drugs and how to take them. They did not have a structured 

approach to educating patients about their condition and its management, including proper 

compliance with therapies and self-care. The second factor is to identify the existing outcomes 

(AHRQ, 2017). The orthopedic outpatient facility has witnessed revisits of various patients who 

failed to manage their chronic knee osteoarthritis pain well, even among those who might have 

been well suited for self-management conservative therapies. As a result, patients returning to the 

health facility requested more pain medications. The third factor is the desired outcomes (AHRQ, 

2017). The anticipated outcome is increased knowledge of patients about osteoarthritis therapies 

and the need for compliance. The final factor is the identification and documentation of gaps. The 

setting has many demands, and nurses are few as per the available tasks. Therefore, 

implementation of clinical duties is difficult, and time and availability to adequately educate 

patients and provide them with proper instructions for compliance is reduced. Education is an 

important task during patients’ office visits; however, other clinical tasks are more valuable in the 

orthopedic outpatient center. Therefore, education is being relegate as a need to cover another 

clinical task as for example documentation. For this reason, many patients failed to comply with 

treatments after their office visit.  

Inadequate patient compliance with therapies leads to revisits to the healthcare provider 

(Warchol et al., 2019). Indeed, in the selected outpatient care facility, an estimated 60% of 

patients returned to the facility before the project was implemented, complaining of pain due to 

inadequate management of the condition. Patients then spend more resources and time getting 

care and are at a high risk of developing complications. For example, some of them had 

developed chronic joint pain and significant limitations in their range of movement, necessitating 



9 
 

surgical operations. Thus, proper osteoarthritis management, including self-care management of 

the condition, is necessary during and after the outpatient visit to avoid complications, reduce 

hospital admissions, emergency consultations, and lower costs associated with additional care.  

Literature Review 

Search Strategy 

The literature search was done in three databases. The first database to be selected was 

PubMed, as it was determined that it could provide access to various journals. The second 

database was Cochrane since it could help generate quantitative studies. The final database was 

CINAHL since it provides articles on nursing interventions regarding the management of various 

illnesses. Five keywords were used to search for the articles, and they included ‘knee 

osteoarthritis,’ ‘pain,’ ‘education,’ ‘self-care,’ and ‘self-management.’ Two Boolean terms were 

used during the search. The first one was ‘AND’ that was used to search for articles with all the 

searched words. The second term was ‘OR’ and was used to search for articles with alternative 

words in the search fields. The inclusion criteria were articles discussing osteoarthritis patients 

published within five years and empirical reports or systematic reviews. The exclusion criteria 

were articles not discussing osteoarthritis patients, opinion reports, or published more than five 

years ago. The initial search generated 37 articles from PubMed, 21 from Cochrane, and 18 from 

CINAHL. Duplicates were removed, and PubMed remained with 8, Cochrane with 7, and 

CINAHL with 2. Thus, after reading, reviewing, and analyzing the remaining articles, only five 

were highly relevant and were selected for analysis. The PRISMA diagram on the appendix page 

reflects the process used. 
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Overview 

After reviewing the studies, significant variation was found in both the self-control 

techniques reported and interventions. Two papers were based on meta-analysis methodology, 

and three articles reported on randomized controlled trials. While they have all relied on building 

enough knowledge and skills to maintain a relatively positive body condition, thereby reducing 

the burden on the health sector and improving overall health outcomes, the bottom line varies. 

Two main directions of increasing self-efficacy were identified, based on determining the value of 

physical activity and promoting various exercises through the online and offline environment, as 

well as the formation of a knowledge base and skills regarding self-control of the development of 

symptoms of the disease and, accordingly, pain control. 

Article Synthesis 

The problem statements and aims in the selected studies of each article focused on 

inadequate self-care among patients with osteoarthritis. For instance, Saeedifar et al. (2018) 

indicated that pain is the primary issue affecting patients with arthritis despite its management in 

health facilities. Therefore, the researchers aimed at assessing if self-care using the Dorothea 

Orem model would ensure pain relief. Gohir et al. (2021) concluded that routine self-management 

based on activity modification and home exercise programs for patients with osteoarthritis had 

been helpful but not to a great extent since patients continue to experience pain. Uritani et al. 

(2021) indicated that self-efficacy had not been determined despite the recommendation of self-

management. Therefore, there was a need to examine the physical and psychological effects of 

self-management education on patients. Dahlberg et al. (2020) indicated that evidence on internet-

based self-care is inadequate. Therefore, the researchers sought to examine how the digital self-

management program would facilitate self-care education and pain relief among patients with 
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osteoarthritis. Finally, Vitaloni et al. (2019) sought to examine factors that could improve the 

quality of life in patients since pain contributed to reduced quality of life. Overall, the articles 

examined inefficacies in self-care and how it can be improved to reduce pain.  

All the selected studies were quantitative and included appropriate samples. In all the 

studies, subjects were patients with arthritis. For instance, the empirical articles written by 

Saeedifar et al. (2018), Gohir et al. (2021), and Dahlberg et al. (2020) included a direct 

examination of patients with arthritis and systematic reviews written by Uritani et al. (2021) and 

Vitaloni et al. (2019) examined reports, which studied patients with arthritis. The sample size was 

also suitable for each study. For instance, the clinical trial done by Saeedifar et al. (2018) was 

implemented from 2013 to 2015 and involved 60 patients. The time was enough to gather and 

examine the data of 60 patients. The same applied to the study done by Gohir et al. (2021) that 

examined analyzing the data of 105 patients from October 2018 to March 2020. Dahlberg et al. 

(2020) examined 637 patients for over six and 12 months. The systematic reviews done by Uritani 

et al. (2021) and Vitaloni et al. (2019) selected seven and 62 articles, respectively. The articles 

were enough to generate valuable data to address research problems. Overall, the quantitative 

nature of the articles reduced biases, and the selection and size of the sample increased the 

validity.        

The findings reveal that self-care is significant in reducing pain but can be reinforced 

using patient education and follow-up.  For instance, Saeedifar et al. (2018) found that the self-

care model reduced pain significantly in the intervention group (p=0.001). Therefore, the 

researchers recommended reinforcing patient education, focusing on the model to control pain 

among patients with arthritis. On the other hand, Gohir et al. (2021) found that an internet-based 

program reduced pain and enhanced function more than the usual care (95% CI, −2.2 to −0.8). 
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Therefore, the researchers recommended internet-based education and follow-up to monitor pain 

and seek ways of reducing it among patients.  

The recommendations by Saeedifar et al. (2018) align with those provided by Dahlberg et 

al. (2020) as they both focus on patient involvement after education. Although Vitaloni et al. 

(2019) focused on only seven studies and may have had insufficient evidence, its findings 

demonstrated that evidence to support face-to-face self-management education was inadequate. 

However, the study by Uritani et al. (2021) refutes this evidence since the analysis of 62 articles 

suggests that self-management education reduced pain and improved the overall quality of life. 

The longitudinal research by Vitaloni et al. (2019) also demonstrates that digital education 

reduces joint pain after proper patient follow-up. Overall, the results confirm that patient 

education can facilitate self-management and reduce pain among patients with osteoarthritis. 

Evidence-based Practice: Verification of Chosen Option 

The selected evidence-based practice intervention was structured and rigorously designed 

for patient-centered education of patients with osteoarthritis on osteoarthritis and its management. 

The setting was an outpatient orthopedic facility where patients visit to undergo osteoarthritis 

treatment. Fereidouni et al. (2019) assert that patient education is significant as it can help patients 

understand the disease and its management and promote their active participation in the treatment 

process. Therefore, patient education can help prepare patients to be part of the treatment process. 

Most importantly, Dineen-Griffin et al. (2019) indicate that health education can facilitate self-

management. Thus, education should focus on the disease and its treatment and on strategies that 

patients can use to improve their health at home. Pain is the primary reason patients visit the 

clinic for treatment. Thus, more focus should be on pain, its causes, and the management process.  
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While treatment is significant, patients may fail to comply with therapies. For instance, 

they may understand the significance of acetaminophen but may fail to adhere to the drug due to a 

tight work schedule or forgetfulness. In addition, the literature review's evidence indicates that 

patients may not adhere to therapies as expected (Gohir et al., 2021). Thus, education may not be 

helpful to reinforce chronic osteoarthritis knee pain self-management. Therefore, the PICOT 

question for this project was, "In patients undergoing osteoarthritis treatment in the orthopedic 

outpatient clinic, does a structured patient education program improve OA self-management and 

decreased return visits over two months compared to the current standard of care?"  

Evidence-based Practice Model 

The evidence-based practice model used to guide this project is the IOWA model of 

evidence-based practice. According to Turenne et al. (2016), this model provides a step-by-step 

approach to identifying health problems and facilitates interventions to ensure practice change. 

The initial step is identifying an evidence-based trigger (Turenne et al., 2016). For instance, 

inadequate patient education and frequent revisits triggered the initiation of this quality 

improvement project. The second step is to identify if the problem is a priority. For instance, in 

this setting, the revisits strain healthcare resources and indicate poor patient outcomes. The third 

step is to have a multidisciplinary team to address the problem. This project was individual and 

did not involve forming healthcare teams. However, healthcare providers, especially nurses who 

teach patients and physicians who prescribe therapies, helped implement the project. The fourth 

step is to gather and analyze evidence, and the fifth step is to critique it (Turenne et al., 2016). 

The evidence was gathered from multiple databases, analyzed, and critiqued to determine their 

relevance to addressing the practice problem. The sixth step is to determine if the evidence is 

sufficient to address the practice problem. In this case, the evidence is enough, considering that it 
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is current and was selected after rigorous exclusion and inclusion criteria. The seventh step is to 

implement the intervention. In this case, two interventions were implemented, including patient 

education and a combination of education and follow-up. The final step was to evaluate the 

results. Any positive intervention was to be used to implement change.   

Goals, Objectives and Expected Outcomes 

This project’s goal was to improve chronic knee osteoarthritis pain management. The first 

objective was that the project coordinator would teach the Knee OA patients visiting the health 

care facility on osteoarthritis self-care management during a two-week period. The second 

objective was that the Project Investigator (PI) would educate patients visiting the facility on the 

significance of compliance and complications that may arise due to failure to comply with 

therapies. The project had two outcomes.  Fereidouni et al. (2019) indicate that health education 

helps patients understand the disease and its treatment. Therefore, the first expected outcome was 

that the use of pain medication among patients receiving self-management education would be 

reduced. The second expected outcome was to reduce patient revisits by 50%. Overall, this 

project sought to reduce the number of patients returning to the health care facility, reduce the use 

of pain medication due to inadequate self-care at home, and improve selected patients’ knowledge 

of osteoarthritis pain management. The goal of the project, therefore, was to reduce healthcare 

costs by reducing healthcare visits, medical tests, treatment, and surgical management, as well as 

to improve patients’ lifestyles and decreasing their disability. 

Setting Facilitators and Barriers 

This setting had two facilitators and one barrier. The first facilitator was that nurses 

already educate patients within the clinical settings. The only problem was that their educational 

intervention was unstructured and not patient-centered. The second facilitator was that the 
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administration was ready to support the creation of educational materials. Educational materials 

can facilitate the educational process and help patients understand health information (Fereidouni 

et al., 2019). Thus, the setting helped ensure the proper implementation of this project. However, 

some patients who visited the clinic did not understand the English language.  The clinic does not 

have an interpreter for multiple patients who do not understand the English language well. 

Therefore, the primary investigator translated all the educational material into Spanish since all 

patients speak English or Spanish.  

Methods (Plan) 

This project was an evidence-based quality improvement project. The data were collected 

using self-report via surveying patients' understanding of osteoarthritis and its treatment and 

physiological measures using the SPAASMS scorecard. The SPAASMS scorecard evaluated the 

pain level, physical activity, pain medication use, office visits, sleep quality, mood, and side 

effects from medication for each participant. Patients were educated on chronic knee osteoarthritis 

pain management to improve their quality of life, reducing the need for revisiting the office for 

treatment and use of pain medication and reducing the need for interventional or surgical 

management. A proper understanding of the disease, its treatment, and the significance of 

compliance can increase compliance rates and reduce revisits.  

Project Design 

This project entailed a pre- and post-survey design. The intervention that was introduced 

was a structured and patient-centered education on osteoarthritis and its management. Before 

adopting the project, many patients were not getting enough education about the condition and its 

management. Patients were recruited for approximately two weeks. After a two-week educational 
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period using online and printed interventional material, the participants were followed for four 

weeks to assess return to clinic rates, and physiological measure improvement.  

Project Site and Population 

The project site was an outpatient orthopedic clinic. The clinic is located in a community 

where the middle-aged population is higher than the other age groups. In this particular 

community, 36% of the population is aged 18 to 50 years. 37% of the population is aged more 

than 50 years. The rest are below 18 years. Aging can increase the risk of developing 

osteoarthritis (Charlesworth et al., 2019). Patients who present with symptomatic knee OA 

account for 10% of men and 13% of women after the age of 60 (Zhang et al., 2010). The primary 

investigator designed an evidence-based educational program for knee OA self-care management. 

The knee OA education program was implemented using an online and paper-based design. Three 

facility’s nurses assisted implementing the educational intervention. Only patients of all ages and 

gender with knee osteoarthritis who had not experienced improvement in pain after undergoing 

therapies, excluding knee replacement surgery, were included in the project. Patients presenting 

with other orthopedic problems were excluded. Forty patients were included in the project. This 

number was chosen since the time allotted for the project was ten weeks. 

The project site provides both medical and surgical procedures for patients with 

musculoskeletal problems. Current procedures include wrist joint repair and revision, total 

kneecap replacement, radius head reconstruction, kneecap revision, and osteoarthritis treatment. 

The clinic has four advanced practice registered nurses with four orthopedic surgeons. The online 

education program and flyers were created following the American Academy of Orthopaedic 

Surgeons Management of Osteoarthritis of the Knee (NonArthroplasty) Evidence-Based Clinical 

Practice Guideline to ensure proper patient education. Guided and supervised by the project’s 
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principal investigator (PI), nurses who provide patient education during the office visits helped to 

diffuse the education program as they did their regular patient education duties. The anticipated 

barrier was a language barrier, but the educational program was made available in Spanish and 

English. The PI led the project with organizational support including medical providers employed 

at the project’s site.  

Measurement Instruments 

Quantitative data were collected on all the patients selected for the project. The 

quantitative data were collected using SPAASMS (S- Score for pain, P- Physical activity levels, 

A- Additional pain medication, A- Additional Physician/ER Visits, S- Sleep, M- Mood, S- Side 

effects) Score Card since it effectively measures pain, use of medication and number of additional 

office visits (Mitra et al., 2018). In the Mitra et al. (2018) study, the SPAASMS scorecard showed 

a concordance correlation coefficient of 0.94 with 95% confidence interval = 0.86, 0.97. 

Therefore SPASSMS Score Card demonstrate high reliability, furthermore, when compared to 

other validated tools as the Depression, Anxiety, The Stress Scales, the Pain Disability Index, and 

the Visual Analog Scale, SPAASM was comparable in accuracy to evaluate chronic pain 

management effectiveness (Mitra et al., 2018). 

Data Collection Procedures 

After obtaining informed consent, using the SPAASMS SCORECARD, Pain level, 

physical activity, use of pain medication, office visits for pain, sleep quality, mood, and 

medication side effects, data were collected before delivering the educational intervention.  

Then, patient education was implemented. Patients did not have specific periods of 

coming to the orthopedic outpatient care center. Therefore, when the patient came, they were 

educated on using the online education program. Flyers containing the education material were 
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used to teach patients about the disease. The PI informed other nurses of the educational process 

and ensured that it was structured, and patient-centered. These nurses only supported the PI as 

part of their regular work duties. The process went on for two weeks during which the 40 

participants were recruited and consented to participate in the program, the pre-data collected, and 

the intervention delivered through paper-based resources and online access to the education 

program. 

Then, four weeks were used for monitoring patient visits and outcomes. Each patient was 

instructed to return to the clinic two weeks after but no later than four weeks after the educational 

program was provided. They could come back earlier if the pain was not controlled, or the 

condition deteriorated. During the fourth week post-education office visit, the number of office 

visits for pain, prescribed pain medication, pain level, physical activity, use of pain medication, 

sleep quality, mood, and medication side effects data were collected by a post implementation 

survey using the SPAASMS scorecard. 

Data Analysis 

 All the collected data were analyzed. The IBM® SPSS® Statistics software platform was 

utilized to analyze the collected quantitative data. This tool helped compare pain score, activity 

level score, number of office visits during the study, and use of pain medication and reveal 

differences, especially when using the t-test (Guetterman, 2019). Descriptive analysis was used to 

determine the range, mean, and mode trends for the two months for the group and each 

participant. Tables were used to display descriptive data, and to describe demographic data, 

including age, sex, ethnicity, level of education, disabilities, employment, and socioeconomic 

status.  
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Cost-Benefit Analysis/Budget 

The project aligned with the patient education activities that are present in the health 

facility. Thus, the project had no monetary cost. The acquisition and printing of the flyers 

required only $1000 for one month; however, this cost is part of the regular update of the patient 

education program of the orthopedic outpatient care facility.  

The expected benefits of the project included reducing numbers of office visits, decreased 

use of pain medication, improvement of patient daily life activities and decreased complications, 

and decreased use of ancillary services as well as the need for interventional or surgical 

management of knee OA. 

Timeline 

Two months and two weeks were required for the project. The first week was for 

communicating the project to the administration and getting approval. The second week was for 

communicating with the healthcare providers of the facility. Healthcare providers served as 

promoters of the educational program and encouraging patients to participate in the improvement 

project. The second and third weeks were used for participant recruitment and presurvey data 

collection, and from the second to the fifth-week education program were implemented. During 

the period from the fourth to the eighth weeks, participants were monitored and at the seventh- 

and eighth-week post education survey data collection took place, finally at the ninth- and tenth-

weeks evaluation were performed. A table of the timeline and activities is on the Appendix page 

D.  

Ethical Considerations/Protection of Human Subjects 

Approval from the University of Alabama IRB and the medical director and CEO of the 

Orthopedic outpatient facility were obtained before implementing the project. Every participant 
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provided informed consent to ensure willful participation (Nandra et al., 2020). Moreover, the 

names of the patients and nurses participating in the project were protected in compliance with the 

Health Insurance Portability and Accountability Act of 1996 (HIPAA). The data were converted 

to an electronic file and stored in the secure UA Box (online). All data were coded for matching 

purposes and then deidentified with hard copies destroyed securely. 

Results 

Descriptive Statistics for Demographic Data 

 The mean age of the research participants (N = 40) was 67.37 ± 10.42 years. The oldest 

participant was 88 years old while the youngest was 45. The majority of the participants were 

either White or Hispanic/Latino (33%, n = 13 for each group), female (83%, n = 33), of working 

class or middle class (35%, n = 14 for each group), with secondary education (48%, n = 19), 

employed (55%, n = 22) and without subjective disability (65%, n = 26). Table 1 and Figures 1 

and 2 present a detailed summary of the demographic characteristics of the research participants 

based on their ethnicity, gender, socio-economic status, education level, employment status, and 

subjective disability.  

Outcomes 

 The primary domains assessed in the project included the reduction in pain levels, use of 

pain medications, and patient revisits. Other outcomes evaluated were physical activity levels, 

sleep quality, mood, and medication side effects. The variables were compared at pre- and post-

intervention in order to establish if significant improvements in osteoarthritis self-management 

and patient outcomes were achieved. 
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Pain Levels 

A paired-samples t-test was performed to compare pain levels prior to and after the 

execution of the structured patient education program. A significant difference was seen in pain 

levels at pre intervention (M = 6.93±1.58) and after it (M = 4.1±2.04; t (39) = 9.24, p = .00). In 

particular, the pain scores were significantly lower after the structured patient education program 

realization compared to the baseline. This result suggests that the intervention led to the reduction 

in pain levels in osteoarthritis patients, indicating a decrease in the intensity of pain. The decline 

in pain intensity points to successful treatment (Mitra et al., 2011). Table 2 outlines the findings 

of the paired-samples t-test comparing pain levels at pre- and post-intervention. 

Physical Activity Levels 

The paired-samples t-test was conducted to compare physical activity levels before and 

after the adoption of the structured patient education program. The results showed a significant 

difference in physical activity levels before the intervention (M =2.18±675) and after it (M = 

0.83±0.78; t (39) = 11.09, p = .00). The physical activity scores were much lower after the 

intervention, which suggests the improvement in physical activity. It is important to note as 

regards the SPAASMS Score Card, lower scores indicate higher physical activity and vice versa. 

Therefore, it can be concluded that the intervention resulted in improvement in physical activity. 

The increase in physical activity is linked to lower pain intensity, thus, suggesting successful pain 

management (Mitra et al., 2018). Table 2 includes the results of the paired-samples t-test for 

physical activity at pre- and post-intervention. 

Use of Pain Medication 

The results of the paired-samples t-test indicated a significant difference in the use of 

additional pain medications between pre-intervention (M = 1.53±0.93) and post-intervention (M = 
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0.4±0.55; t (39) = 9.84, p = .00). The use of pain medications considerably reduced following the 

intervention. This finding implies that the structured patient education program led to the decline 

in the use of pain meds amongst osteoarthritis patients. The reduction in medication use frequency 

indicates effective pain management (Tang et al., 2019). Table 2 presents the findings of the 

paired-samples t-test for the use of pain medications at pre- and post-intervention.  

Patient Revisits 

The paired samples t-test did not show a significant difference in pain-related clinic visits 

at baseline (M = 0.25±.49) and after the structured patient education program realization 

(M=0.13±0.34; t (39) = 1.53, p = 1.33). Whereas the number of clinic visits due to pain issues 

declined after the intervention, the difference was not considerable. Such a result suggests that the 

structured patient education program did not have an impact on pain-related clinic visits. 

Successful pain management is associated with decreased hospital visits (Blackburn et al., 2016). 

However, this was not observed in the presented study. Table 2 shows the results of the paired-

samples t-test for clinic visits due to pain issues before and after the intervention. 

Sleep Quality 

When it comes to the SPAASMS Score Card, a low score points to very good sleep 

quality while a high score indicates poor quality of sleep. The paired-samples t-test showed a 

significant difference as regards sleep quality before (M = 1.73±0.96) and after the structured 

patient education program (M = 0.63±0.74; t (39) = 7.29, p = 0.00). After the intervention, the 

sleep quality score was significantly lower, highlighting the improvement in sleep quality. An 

inverse association exists between pain intensity and sleep quality. The presented research 

observed the improvement in sleep quality, indicating effective management of pain (Emery et al., 
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2019). Table 2 presents the results of the paired samples-test for sleep quality at pre- and post-

intervention. 

Mood 

Mood refers to the state of emotion. Persistent pain is associated with low mood 

characterized by anxiety and depression (Edwards et al., 2016). A low score in the SPAASMS 

Score Card indicates good mood whereas a high score shows low mood. The paired-samples t-test 

revealed a significant difference in mood before (M = 1.45±0.93) and after the structured patient 

education program (M = 0.53±0.64; t (39) = 6.81, p = 0.00). Following the intervention, the mood 

score was significantly lower, which suggests that the intervention led to the improvement of 

mood, indicating successful management of pain. Table 2 provides the paired-samples statistics 

for mood at pre- and post. 

Side Effects 

Adverse side effects of pain medications can compromise adherence (Krebs et al., 2018). 

The paired-samples t-test showed a considerable difference in side effects of medications at 

baseline (M = 0.15±0.36) and after the intervention (M=0.03±0.16; t (39) = 2.36, p = 0.02). This 

result points to the fact that the intervention led to the reduction in the presentation of side effects 

associated with pain medications use, which suggests medication compliance (Choi et al., 2019; 

Wylde et al., 2018). Table 2 summarizes the paired-samples t-test statistics for the frequency of 

medication side effects at pre- and post-intervention. 

Overall SPAASMS Score 

The paired-samples t-test revealed that the overall SPAASMS score at baseline (M = 

14.20±5.05) was significantly different from that at post-intervention (M = 6.63±4.20; t (39) = 

10.12, p = 0.00). In particular, the post-intervention score was much lower compared to the pre-
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intervention score. Therefore, the structured patient education program resulted in the decline of 

the SPAASM score, pointing to the clinical improvement of the management of the components 

of chronic pain (Wilson, 2017). Table 2 provides the paired-samples t-test statistics for the overall 

SPAASMS score at pre- and post-intervention. Table 3 and Figure 3 offer a detailed summary of 

the pretest and posttest measures of the components evaluated in the presented research. 

Summary 

 The research findings indicate that the structured patient education program resulted in 

significant improvements in all the pain management components with the exception of pain-

related clinic visits. In particular, the following improvements were documented: reduced pain 

intensity, improved physical activity, reduced use of pain medications, improved sleep quality, 

reduced frequency and severity of medication side effects. Overall, the results of the present study 

indicated that the intervention led to better management of osteoarthritis pain. 

Interpretation/Discussion 

The results from this project indicate that the implementation of a structured patient-

centered education program led to significant improvements in the management of knee OA pain. 

Specifically, the findings suggest that the program helped reduce the intensity of pain and the use 

of pain medications while at the same time enhanced physical activity. In addition, the program 

led to a reduction in the frequency and severity of medication side effects and an improvement in 

sleep quality. The results of this project are similar to those reported in existing studies showing 

the effectiveness of structured patient-centered educational interventions in enhancing the 

management of pain. For instance, Saeedifar et al. (2018) showed that patient education focusing 

on enhancing self-care helped in controlling pain among OA patients. Similarly, Gohir et al. 

(2021) supplied evidence showing that an internet-delivered patient education improved pain and 
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enhanced function in OA patients. Thus, the outcomes of this project are consistent with existing 

evidence pinpointing the beneficial impact of structured patient education on improving pain 

management for patients presenting with knee OA (Blackburn et al., 2016; Tang et al., 2019). 

Thus, the problem of poor self-management of pain among OA patients is something that can be 

potentially addressed through a structured and patient-centered educational intervention. 

Patient participation and education have been proven to be essential to improving the 

management of knee osteoarthritis by optimizing health services delivery and outcome (Chou et 

al., 2019). A fresh insight about the problem is that poor self-management of knee OA pain is 

attributed to inadequate and unstructured patient education. Essentially, the lack of proper patient 

education for OA patients results in inadequate management of pain in these patients. It is 

imperative for OA patients to receive education on how they can effectively manage their 

symptoms at home (Uritani et al., 2021). Education is integral in helping patients understand their 

disease and appreciate the importance of complying with treatment, which can in turn enhance 

their self-management capacity and ultimately their health outcomes (Dahlberg et al., 2020). The 

key point emphasized from the findings of this project are that pain-related outcomes for OA 

patients can be improved through structured education that focuses on enhancing their self-

management capacity. 

The project can be considered to be sustainable in terms of finances and political realities.  

With respect to finances, the implementation of this project only required an estimated $1000 

dollars for the printing of educational materials, which is already part of the costs incurred by the 

organization in delivering patient education through paper-based flyers and pamphlets. There 

were no training costs since there were no new tools or instruments that were incorporated into 

the project since the SPASSM score card was already used for post operatory management and 
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evaluation. The intervention was integrated into the existing patient education services 

administered at the organization; hence, no significant resources were required. In terms of 

political realities, no significant resistance to change was encountered, which can be attributed to 

the fact that the project did not introduce any substantial changes in the existing clinical processes 

conducted at the organization. In addition, the improvements in outcomes such as reduced pain-

related visits among OA patients translates to costs savings for the organization. Overall, the 

structured and patient-centered patient education program is a feasible and sustainable 

intervention for the organization.  

Both process of implementation and delivery of the improvement program, and outcome 

evaluation allude to the success for the organization on optimizing health service delivery to 

patients with OA. The objectives of this project included teaching patients with knee OA about 

self-care and the importance of treatment compliance as well as any complications that might 

arise from non-adherence. In this regard, all patients with knee OA who visited the clinic during 

the period of the project received the structured education. Among the participants there were no 

cases documented where patients missed the educational intervention, which suggest that process 

for implementing the project was effective. In addition, no complaints were documented from 

patients who received the intervention as well as nurses who administered it. In terms of outcome 

evaluation, the project can also be deemed a success. Pain management outcomes improved after 

the implementation of the project. In particular, some goals of the project were to lower patients’ 

pain levels, improve physical activity and lessen the number of patient revisits. Significant 

improvements were documented in pain levels and physical activity. While patient revisits 

reduced, the decrease was not statistically significant, which can be potentially attributed to the 

short period for implementing the project. An extended project period could have yielded 
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significant reductions in patient revisits if more patients participated in the evaluation and based 

on a longer period of evaluation. Other significant outcomes that were achieved from the project 

included reductions in the utilization of pain medications and severity of side effects, and 

improvements in sleep quality and moods. Taken together, it can be concluded that the project 

was effective in achieving its outcome of improving pain management among OA patients. 

Conclusion 

 Osteoarthritis is a prevalent problem and causes pain, which leads to patient discomfort 

that necessitates seeking care. Although patients undergo pain management in the orthopedic 

outpatient clinic, they often return due to poor self-care. The lack of proper patient-centered 

education for OA patients results in inadequate pain management, which can worsen outcomes 

for these patients in terms of increased pan-related clinic visits, reduced physical activity, and 

intense pain levels. In the clinic where this project was implemented, the delivery of structured 

patient-centered education was previously not prioritized, as a result, patients with knee OA 

presenting to the clinic were not effectively managing their pain. The implementation of the 

structured and patient-centered educational intervention resulted in significant improvements in 

pain management as evidenced by reduced pain levels and pain-related clinic visits and increased 

physical activity among those who participated. Other relevant outcomes achieved included 

improvement in mood, medication side effects, and sleep quality for these participants. The 

process evaluation also revealed that the project was feasible due to minimal resistance and 

limited resources required to implement it. 
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Tables 

 

 

 

Table 1 
Demographic Characteristics of Participants 
 Count Percent 
Ethnicity/Race White 13 33% 

Hispanic or Latino 13 33% 
Black / African American 6 15% 
Caribbean 7 18% 
American Indian 1 3% 
Total 40 100% 

Gender Female 33 83% 
Male 7 18% 
Total 40 100% 

Socio-economic 
status 

Upper Class 1 3% 
Middle Class 14 35% 
Working Class 14 35% 
Lower Class 11 28% 
Total 40 100% 

Education Level Elementary 5 13% 
Secondary 19 48% 
Post-secondary 12 30% 
Master's 4 10% 
Total 40 100% 

Employment 
Status 

Unemployed 9 23% 
Employed 22 55% 
Retired 9 23% 
Total 40 100% 

Subjective 
Disability 

No 26 65% 
Yes 14 35% 
Total 40 100% 
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Table 2 
Paired-Samples t-Test     
                                                           
          Paired t-test 
 Paired Differences t df p 

M SD SEM 95% CI of the 
Difference 

Lower Upper 
Pre- and Post-
intervention 
Pain Score 

2.825 1.933 .306 2.207 3.443 9.241 39 .000 

Pre- and Post-
intervention 
Physical 
Activity 

1.350 .770 .122 1.104 1.596 11.09
4 

39 .000 

Pre- and Post-
intervention use 
of additional 
pain 
medications 

1.125 .723 .114 .894 1.356 9.844 39 .000 

Pre- and Post-
intervention 
clinic visits for 
pain 

.125 .516 .082 -.040 .290 1.533 39 .133 

Pre- and Post-
intervention 
sleep quality 

1.100 .955 .151 .794 1.406 7.282 39 .000 

Pre- and Post-
intervention 
mood 

.925 .859 .136 .650 1.200 6.811 39 .000 

Pre- and Post-
intervention 
side effects 
from 
medications 

.125 .335 .053 .018 .232 2.360 39 .023 

Pre- and Post-
intervention 
overall 
SPAASMS 
score 

7.575 4.733 .748 6.061 9.089 10.12
2 

39 .000 

Legend: M = Mean; SD = Standard Deviation; SEM = Standard Error Mean; CI = Confidence 
Interval 
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Table 3 
Pre- and Post-Intervention Comparison for the Components of Pain 
Measure Baseline (N = 40) Post-intervention (N = 40) Significance 
Pain scores 6.93±1.58 4.1±2.04 0.00 
Physical activity 2.18±675 0.83±0.78 0.00 
Use of pain medications 1.53±0.93 0.4±0.55 0.00 
Clinic visits for pain 0.25±.49 0.13±0.34 1.33 
Sleep quality 1.73±0.96 0.63±0.74 0.00 
Mood 1.45±0.93 0.53±0.64 0.00 
Side effects 0.15±0.36 0.03±0.16 0.02 
Overall SPAASMS score 14.20±5.05 6.63±4.20 0.00 

*Significant differences at p<0.05 
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Figures 

 

 

 

 

Figure 1 
Graphical Representation of Participants’ Characteristics – Ethnicity 
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Figure 2 
Graphical Representation of Participant’s Characteristics – Socioeconomic Status 
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Figure 3 
Pre- and Post-Intervention Comparison for the Components of Pain 
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Appendices 

Appendix A: Informed Consent  

Title of the QI Project: Self-Management of Chronic Knee Osteoarthritis Pain through Patient 

Education 

PRINCIPAL INVESTIGATOR  

 

 

PURPOSE OF STUDY: To implement an education program for patients with chronic 

osteoarthritis pain at an outpatient orthopedic facility and determine its efficacy in ensuring 

proper self-care.  

STUDY PROCEDURES: The study will entail an educational intervention of osteoarthritis, its 

symptoms, management, and the significance of complying with therapies.   

RISKS: The study has no evident risks.  

BENEFITS: Participants are expected to understand and comply with therapies to manage pain 

well.  

CONFIDENTIALITY: All the personal information will be made private.  

VOLUNTARY PARTICIPATION: Participation in this project is voluntary. 

CONSENT: I understand that this project has no risks, and that participation is without 
compensation and voluntary.  
Participant's signature ______________________________ Date __________  
 
 
 
Investigator's signature _____________________________ Date __________  
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Appendix B: PRISMA diagram  
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Appendix C: SPAASMS SCORE CARD  

 
The SPAASMS score is a short, reliable tool that allows the patient to assess chronic pain 
symptoms, as well as other factors, at any point in time:  
S – Score for pain, P – Physical activity levels, A – Additional pain medication, A–
Additional physician/ER visits, S – Sleep, M – Mood, S – Side effects  
Name:  Registration #:  Date:  

VAS Pain Score  

1  2  3  4  5  6  7  8  9  10  PATIENT 
SCORE  

No pain   Most 
pain  

 

OTHER SCORES  0  1  2  3  
 

Physical activity  Very good  Good  Fair  Nil   

Additional pain meds  Nil  
< 4 times/ 
month  

< 8 times/ 
week  

> 8 times/ 
week or 
daily  

 

Additional sick calls/ 
clinic visits for pain  Nil  Once a 

month  Once a week  > 5/month 
 

Sleep quality  Very good  Good  Fair  Poor   

Mood  Very good  Good  Fair  Low   

Side effects  Nil  Mild  Moderate  Severe   

TOTAL PATIENT SCORE:   

NOTE:  The maximum score would be 25 for a patient who is not on pain medication at 
initiation of treatment (pain scored at 10, plus a score of 3 for each domain except side 
effects). The subsequent maximum score would be 28 (includes side effects of medication).  
EXAMPLE:  
Base line score of initial assessment….... 22/25 (or 22/28 for patient already on pain 
medication)  
First score after one month’s treatment.... 18/28  
Second score (next visit)……………….… 16/28 (indicates improvement)  
Third score (next visit)…….…………….... 20/28 (change from previous score indicates 
deterioration)  
Action taken……………….……………….. Increase dose of medication or supportive 
therapy; change medication if higher score is due to side effects unable to be tolerated by 
patient.  
Fourth score (next visit)…….…………….. 10/28 (indicates continued improvement)  
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Adapted from:  Mitra F, Chowdhury S, Shelley M, Buettner P. Measuring clinical outcomes 
of chronic pain patients. Practical Pain Management Web site. 
http://www.practicalpainmanagement.com/resources/diagnostictests/measuring-clinical-
outcomes-chronic-pain-patients. Published January 1, 2011.  
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Appendix D: Timeline 

 

Time  Activity  

First Week  Communicating the project to the 

administration and getting approval 

Second Week  Communicating with the stakeholders and 

encouraging their participation 

Second and third Week 

Second to fourth week 

Recruitment of participants (2nd to 3rd week) 

Educational Intervention  

Fourth to eighth Week 

Seventh and eighth Week 

Monitoring  

Post education survey 

Ninth and tenth Week  Evaluation  

 

 

 

 

 

 

 
 
 
 
 
 

This program will guide you to manage  
your knee osteoarthritis pain 
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Appendix E: Education Program 

Lear

n about each strategy and start to work 
on those that you like and work the best 
for you. 
 
Finally, pay close attention to any small 
or large changes in how well you 
function and cope with pain. 

This program will guide you to manage your knee osteoarthri�s pain.

Learn about each strategy and start to work on those that you like and work the 
best for you.

Finally, pay close a�en�on to any small or large changes in how well you func�on 
and cope with pain.
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Osteoarthritis is a common problem that 
can present at any age, but it is most 
frequent after 50 years. It is the 
degeneration of the joint cartilage due to 
wear and tear. The condition develops 
through the years and becomes evident 
when symptoms such as pain, swelling, and 
stiffening of the knee present. The pain of 
osteoarthritis is usually worse after activity, 
but at the beginning of the condition, after 
resting, you experience stiffness and pain 
that improve with movement. 
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Knee Osteoarthritis pain and progression can be impacted by simple 
things that you can perform in your daily life. 
Here are some long-term solutions to help manage OA of the knee: 

Pace your activities. 

Reduce shock Over the Knee. 
Exercise to improve your knee. 

Start dietary changes to improve your condition. 
Reduce Stress and Tension. 

Proper use of medication and home treatments. 

With this guide, we will provide simple instructions to achieve these goals 
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and effectively manage your condition. 
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PACE YOUR ACTIVITIES 

 
 
 
 
 
 
 
 

Do not let pain be in charge of how 
you perform your activities. Take 
command and plan the start and 
stops of your activities. 
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PACE YOUR ACTIVITIES 

• Break up tasks into smaller 
parts 

 • Perform your activities at a 
reduced intensity and slower 
pace. 

 • As you improve, progressively 
increase your activities. 

 • Variation of the task you 
perform during the day is 
essential. 
• Do not sit for long periods. Try 
to walk occasionally to keep your 
knee from getting stiff. 
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REDUCE SHOCK OVER THE KNEE 
 
 
 
 
 
 
 

The idea is to reduce the impact 
and irritation on the surfaces of 
the joint. It will prevent 
inflammation and pain and the 
progression of the deterioration 
of the joint's cartilage. 
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REDUCE SHOCK OVER THE KNEE • Use your hinged knee brace 
• Use a cane to help you keep your 
balance when you walk. Use your 
cane in the hand opposite to the 
painful knee. 
• If you have balance problems or 
feel like you may fall when you walk, 
use your two-wheeled walker. These 
can prevent falls that could cause 
more damage to your knee. 

 • You also can use other things to 
make life easier, such as a higher 
toilet seat and handrails in the 
bathtub or shower. 
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REDUCE SHOCK OVER THE KNEE  
• Wear good shoes. We recommend 
sneakers and running shoes that 
provide great cushioning and shock 
absorption. 

 • Walk over soft surfaces. 
• Avoid activities in your fitness and 
recreational pursuits that cause high 
impact loads to the knee, such as 
jogging, power walking, hiking, using 
the stairs, and stair-stepper 
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machines. 
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EXERCISE TO IMPROVE YOUR KNEE 

 
 
 
 
 
 

 Remember Exercise is an activity 
intended to improve and mateine your 
physical fitness, for that reason your 
regular daily life activities are not 
considered exercises. 
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EXERCISE TO IMPROVE YOUR KNEE 

• Keeping active and exercising to maintain 
knee mobility, strength, and general fitness. 

 • Follow a regular exercise program 2 to 3 
times a week to stretch and strengthen the 
muscles around the knee. 
• Exercises at least three times per week. 
• Avoid impact activities and perform 
mainly low-impact activities such as 
stationary cycles, swimming, cross-country 
ski machine, rowing machine, and the 
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elliptical machine. 
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EXERCISE TO IMPROVE YOUR KNEE 

• Pool exercises in chest-deep water can 
help you exercise longer with less pain. 
• Avoid exercises that include squatting or 
kneeling. 
• Follow the comprehensive home exercise 
program we provide to improve your knee 
osteoarthritic pain. See Exercises for knee 
rehabilitation link. 
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DIETARY CHANGES 

 
 
 
 
 
 
 
 

Follow a Regular, Well-Balanced Eating 
• Regular, healthy eating is essential for 
healing, medication effectiveness, maintaining 
your energy level, and managing pain. 
• Keeping a healthy weight is essential since 
every extra pound over your ideal body weight 
represents four pounds of force over the knee. 
If you lose 5 pounds, you reduce the pressure 
over your knee by 20 pounds. 
• There is no specific diet to help with 
osteoarthritis. You should follow a balanced, 
reduced-calorie diet recommended by The 
Dietary Guidelines for Americans, 2020-2025. 
Visit https://www.myplate.gov/ for more 

 

http://www.myplate.gov/
http://www.myplate.gov/
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information. 
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DIETARY CHANGES 
Consume plenty of water 
• Drinking water is the best way to stay 
hydrated and avoid and avoid and limit 
consumption of soda, tea, or coffee. 

 Alcohol use 
 • Alcohol is proven to interfere with your sleep 

quality by interfering with deep and restful 
sleep. 
• Use of alcohol makes it hard to deal with 
your emotions. 
Smoking or Use of Tobacco Products 
• You should stop using tobacco products since 
tobacco impairs healing and can interfere with 
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your body's 
ability to manage 
pain. 
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REDUCE STRESS AND TENSION 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
• Relaxation will help you gain a sense of 
control over your personal experience of 
the Stress–Tension–Pain cycle. Therefore, 
you will be able to continue positive 
changes in your life and behavior. 
• Practice relaxation for several minutes, 30 
to 60 minutes, as many times during the 
day as you can. 
There are three techniques that you can 
practice to achieve this goal: Breathing, 
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muscle, and mental relaxation. 
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REDUCE STRESS AND TENSION  

Breathing relaxation 
 

 It would help if you worked towards a 
slower, relaxed breathing rhythm of 6-10 
times breaths per minute. Try to spend a 
little longer blowing the air out, as this is 
the most relaxing part of the breathing 
cycle. Breathing in this way will turn down 
your body's stress response system and 
allow you to relax more fully. 
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REDUCE STRESS AND TENSION  

Muscle relaxation. 
 

 Try sitting or lying comfortably and 
consciously relaxing each muscle group, 
starting at the head and working down the 
body. Pay special attention to common 
trouble spots like the forehead, jaw, and 
shoulders. For example, smooth your 
forehead, unclench your jaw, put a slight 
smile on the corners of your mouth, and let 
your shoulders relax and drop into a more 
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comfortable position. 
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REDUCE STRESS AND TENSION  

Mind Relaxation. 
Called imagery usually works best with eyes closed 
and muscles relaxed. You will choose a place that 
you like, and it can be real or created using your 
imagination. Start imagining yourself in that place, 
making the experience as authentic as possible by 
imagining as many details as you can. For example, 
imagine the look of the sky and all the trees, 
flowers, and things that you see around you. 
Imagine the beautiful colors you see, the enjoyable 
scents you notice, and the pleasant air 
temperature around you. Relax in this place for a 
time and enjoy your visit. When you are ready to 
leave your imaginary site, readjust slowly by 
bringing your attention back to the room you are 
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in. Slowly open your eyes and gently 
move your body, noticing the things 
around you as you end your relaxing 
journey. 
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MEDICATION USE 
 
 
 
 
 
 
 
 

 
The first step to adequately using medication is to 
know the names of your drugs, what they are used 
for, their side effects, and how and when to take 
them. 
• Use your pain medications as prescribed, do not 
wait to be in severe pain to use the medicine. 
Medication effectiveness is higher if you take it 
sooner. 
• If you have not been prescribed pain medication, 
you could benefit from taking over the Tylenol 
(Acetaminophen) or Advil, Motril, or Naproxen 
(ibuprofen or naproxen) following the 
recommendations on their labels. 
• Use a pillbox to keep doses and time to take a 
medication organized. 
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• Use a timer or cell phone alarm to 
remind you when to take your 
medication. 
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HOME TREATMENT 
 
 
 
 
 
 
 

Using heat and warmth helps to reduce pain 
• Heat therapy may reduce pain and relieve muscle and joint 
stiffness. 
• Heat will improve the results of your home exercises if used 
before starting them. 
• Use hot towels, heated packs/ wraps, water bottles, and 
electric heating pads as heat sources. 
Use Ice and cold. 
• Cold therapy will help reduce inflammation, swelling, and 
pain. 
• Use over the area of pain and after physical activities and 
after finishing your home exercise program. 
Precautions to consider when using heat/cold: 
• Never use cold or heat therapy for longer than 15 to 20 
minutes. 
• Do not combine with topical medications or products. 
• Never use cold or heat directly to the skin. Instead, always 
protect the area with a towel or cloth. 
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• Keep caution using cold/heat if you have 
diabetes or have decreased skin sensitivity. 
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This self-care management program has been designed to help 
you fully comprehend strategies that you can practice as 
complementary measures to improve your condition. 
Remember to discuss with us all your treatment options. 
Ask questions if something is not clear. 
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sitling in a chair, etc. 

PATIENT HANDOUT 

 
Exercises for Knee 

Rehabilitation 
General_ l�slructions: 

How fast and now well you regain knee motion is directly 
related lo your motivation and perseverancs. Strong 
detern,ination and iqletance for temporary discornrort 
will hasten your return to normal aclivities.. 

2. Straight Leg Raising. 
lie on your back wilh your legs out straight, knees u�benl. 
Holding onto lhe bed frame. Iii! your heel slowly orr the bed. 

 
len limes: perrorm exercise · { : .:·: 

: .' ,..'- ,,,... 

\ 
 

knee becomes stronger. lnilially you may require 
assistance, but you should soon be able to perform these 
exercises and stretching maneuvers on your own. 

Swimming is a good form of exercise; many O'f the 
following exercises can be more eHectiveiy performed with 
the aid of the water's buoyancy. 

You m11y wish to establish the exercise pattern with your 
good knee; then switch to the injured one: 

Additional Instructions: 

 
 
 
 
 
 
 
 
 
 
 

1. Quadriceps Setting. 
Sit on· a flat surface wi(h legs out straight Tighten 

the knee withoul moving the leg out of position. 
(To gel the.idea of this exercise, have someone 
place his hand behind your knee and push against 
the hand, attempting to flatten your knee.) Relax 
and repeat slowly, holding the .knee in the 
tightened position approximately two seconds 
each time. Repeat this exercise al least 25 times 
evE?ry hour; it can also be performed at odd 

moments, such as iri lhe aulo 

while waiting for a traffic light,
-'-{;m--__,_--=====---====-..L_

 

��21...,,..,....,, t�•·,,A:  :  :  � 
3. Progressive Resistance Exercises. 
Sit on a high lable or bench, with legs dangling. 
Suspend weights from your ankle, using a sma� bucket, 
ladies' handbag. or any Pouch with.a.strap.• Lift the 
weight upward, fully extending the_E1ee, and hold the 

load momentarily. Then slowly rower the 
leg. until lhe knee is.again bent 90 degrees. 
Begin with lwo to five pounds. depending 
on physical condition, and repeal !he 
exercise 10 or 15 times. Progressively 
increase both the weight and number of 
repetitions. 

 
 
 
 
 
 

4. Knee Flexion Exercises. 
a. Immediately after surgery: 

1. Raise the leg straight upward· 
as In Exercise #2. 
Support lhe lower thigh jusl above lhe 

knee with hands clasped in back of 
the knee. Relax the J<nee muscles 
and let lhe weight of the leg bend · 
lhe knee: then, wilh no addilional aid, 
straighten the knee lo ils previous . 
position. Repeal. each 

lime permilling 

lhe leg to bend 
further. 

e. 

, 

Follow the exercise routine prescribed by your doctor. 
,•.,,..,·' 

 
,

 

Gradually increase the frequency of the exercises as your 

· 
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high schools or colleges. 
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. ; 

PATIENT HANDOUT 

 
2. Sit on side of bed with pillow under knees and legs 

dangling. Straighten iii/ured !eg, using fool ol good leg 
for support ii necessary: let ii drop by gravity, then 
force it to bend, using other foot lo exert pressure on 
top of the_ankle.to limits of pain tolerance; repeal. 

 
 
 
 
 

.-,-"',: 

-;:;:_�-�::�j/-'-�:i'r--�=--4 

��-··..--.._·� 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

4. lie ptone and bend knee by lilling foot from table; you may 
force the knee to bend by pulling on·a strap looped over 
your foot. 
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Este programa lo guiará para mejorar el manejo del dolor de osteoartritis de 
rodilla. 

 
Aprenda cada estrategia y empiece a trabajar en las que más le gusten y le 
funcionen mejor. 

 
Por último, preste mucha atención a cualquier cambio, pequeño o grande, en 
su funcionamiento y en el manejo del dolor. 
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La osteoartritis es un problema común que 
puede presentarse a cualquier edad, pero es 
más frecuente después de los 50 años. Es la 
degeneración del cartílago articular debido al 
desgaste por el uso de la articulación. La 
afección se desarrolla a lo largo de los años y 
se hace evidente cuando se presentan 
síntomas como dolor, hinchazón y rigidez de la 
rodilla. El dolor de la artrosis suele empeorar 
después de la actividad, pero al principio de la 
condición, después de descansar, se 
experimenta rigidez y dolor que mejora con la 
actividad. 
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El dolor y la progresión de la osteoartritis de rodilla pueden mejorarse con 
simples acciones y modificaciones que puede realizar en su vida diaria. 
Estas son algunas soluciones a largo plazo para ayudarlo a controlar la OA de la 
rodilla: 
Controle sus actividades. 

Reduzca el impacto sobre la rodilla. 
Ejercicio para mejorar la rodilla. 

Iniciar cambios en la dieta para mejorar su condición. 
Reducir el estrés y la tensión. 

Uso adecuado de medicamentos y tratamientos caseros. 
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Con esta guía, le proporcionaremos instrucciones simples para lograr estos 
objetivos y manejar su condición de manera efectiva. 
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CONTROL DE SUS ACTIVIDADES 

 
 
 
 
 

No dejes que el dolor mande cómo 
realizas tus actividades, tu debes 
tomar el mando y planifica como y 
cuando inicias y terminas tus 
actividades. 
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CONTROL DE SUS ACTIVIDADES 

• Divida sus tareas en partes más 
pequeñas 
• Realice sus actividades reduciendo 
la intensidad y a un ritmo más lento. 
• A medida que mejore aumente 
progresivamente sus actividades. 
• Variar los tipos de tareas que 
realiza durante el día es importante. 
• No se siente por largos períodos 
de tiempo. Trate de caminar de vez 
en cuando para evitar que la rodilla 
se le ponga rígida. 
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REDUZCA EL IMPACTO SOBRE LA RODILLA 
 
 
 
 
 
 
 

La idea es reducir el impacto y 
la irritación de las superficies de 
la articulación lo que evitará la 
inflamación y el dolor así como 
la progresión del deterioro del 
cartílago de la articulación. 
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REDUZCA EL IMPACTO SOBRE LA 

RODILLA 
 

 • Uso de la rodillera articulada 
 • El uso de un bastón puede ayudar a 

mantener el equilibrio cuando camina. 
Use su bastón en la mano opuesta a la 
rodilla donde tiene el dolor. 

 • Si tiene problemas de equilibrio o siente 
que puede caerse al caminar, entonces 
use su andador de dos ruedas. Estos 
pueden prevenir caídas que podrían 
causar más daño a su rodilla. 

 • También puede usar otras cosas para 
hacer la vida más fácil, como usar un 
asiento de inodoro más alto, sentarse en 
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sillas altas y pasamanos en la bañera 
o la ducha. 
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REDUZCA EL IMPACTO SOBRE 

LA RODILLA 
 

• Use zapatos cómodos. 
Recomendamos zapatos para 
corredores porque brindan una gran 
amortiguación y absorción del impacto 
de la pisada al caminar. 
• Camine sobre superficies blandas. 

 • Evite actividades de alto impacto en 
su actividad física y actividades 
recreativas ya que esas causan cargas 
de alto impacto para la rodilla, como 
por ejemplo caminar a paso rapido, 
trotar, usar las escaleras y las máquinas 
escaladoras. 
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 • Evite actividades que 
incluyan ponerse en 
cuclillas o arrodillarse. 
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EJERCICIOS PARA MEJORAR LA RODILLA 

 
 
 
 
 
 

 Recuerda que el ejercicio es una 
actividad destinada a mejorar y 
mantener tu forma física, por lo que las 
actividades habituales de la vida diaria 
no se consideran ejercicios. 
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EJERCICIOS PARA MEJORAR LA RODILLA 

• Manténgase activo y haga ejercicio para 
mantener la movilidad, la fuerza y el estado 
físico general y de la rodilla. 
• Siga un programa regular de ejercicios de 2 a 
3 veces por semana para estirar y fortalecer la 
músculos alrededor de la rodilla. 
• Los ejercicios para la rodilla deben hacerse 
por lo menos tres veces por semana. 
• Evitar actividades de impacto y realizar 
principalmente actividades de bajo impacto 
como marcha estacionaria, natación, máquina 
de esquí de fondo, máquina de remo y 
máquina elíptica. 
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EJERCICIOS PARA MEJORAR LA RODILLA 

• Los ejercicios en la piscina con agua a la 
altura del pecho pueden ayudar a hacer 
ejercicio por más tiempo y con menos 
dolor. 

 • Evite ejercicios que incluyan ponerse en 
cuclillas o de rodillas. 
• Sigua el programa completo de ejercicios 
para la casa que te hemos proporcionamos 
para mejorar el dolor de la artrosis de la 
rodilla. Vea el enlace de los ejercicios de 
rehabilitación de la rodilla. 
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CAMBIOS EN LA DIETA 

 
 
 
 
 
 
 

• Una alimentación regular y saludable es 
importante para los procesos de sanación, la 
eficacia de los medicamentos, el mantenimiento de 
su nivel de energía y el control del dolor. 
• Mantener un peso saludable es importante ya 
que cada libra adicional sobre su peso corporal 
ideal representa cuatro libras de fuerza sobre la 
rodilla. Si pierde 5 libras, reduce la 20 libras de 
presión sobre su rodilla. 
• No existe una dieta específica para ayudar con la 
osteoartritis, pero una dieta saludable ayudara con 
su condición. Debe seguir una dieta equilibrada y 
baja en calorías según lo recomendado por The 
Dietary Guidelines for Americans, 2020-2025. Visite 
https://www.myplate.gov/ para obtener más 

 

http://www.myplate.gov/
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información. 
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CAMBIOS EN LA DIETA  

Consumir Mucha agua 
• Beber agua es la mejor manera de 
mantenerse hidratado. Evite y limite el 
consumo de refrescos, té o café. 

 Evite el uso de alcohol 
 • Se ha comprobado que el alcohol interfiere 

con la calidad del sueño al interferir con el 
sueño profundo y reparador. 
• El consumo de alcohol dificulta el manejo de 
sus emociones y su estado de animo. 
Evite fumar y el uso de productos de tabaco 
• Debe dejar de usar productos de tabaco, ya 
que el tabaco interfiere con el proceso de 
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sanación y puede 
interferir con la 
capacidad de su 
cuerpo para controlar 
el dolor. 
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REDUCCION DE STRESS Y TENSION 

 
 

• El relajarse le ayudará a obtener una 
sensación de control sobre el ciclo Estrés- 
Tensión-Dolor. Lo cual le ayudara a 
continuar con cambios positivos en su vida 
y sus actividades. La relajación se puede 
hacer durante unos 30 a 60 minutos, tantas 
veces como sea posible durante el día. 
Hay tres técnicas que puedes practicar para 
lograr este objetivo: Relajación respiratoria, 
muscular y mental. 



96 
 

 

 
 

REDUCCION DE STRESS Y TENSION 

Relajación respiratoria. 

 Debe trabajar hacia un ritmo respiratorio 
más lento y relajado de 6 a 10 veces por 
minuto. Si puede, intente pasar un poco 
más de tiempo expulsando el aire, ya que 
esta es la parte más relajante del ciclo 
respiratorio. Respirar de esta manera 
reducirá la respuesta al estrés de su cuerpo 
y le permitirá relajarse completamente. 
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REDUCCION DE STRESS Y TENSION 

Relajación muscular. 
 Intente sentarse o acostarse cómodamente 

y relajar conscientemente cada uno de sus 
grupos musculares, comenzando por la 
cabeza y bajando por el cuerpo hasta sus 
pies. Preste especial atención a los puntos 
problemáticos comunes, como la frente, la 
mandíbula y los hombros. Estire la frente, 
afloje la mandíbula, ponga una leve sonrisa 
en las comisuras de la boca y deje que los 
hombros se relajen y caigan en una posición 
más cómoda. 
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REDUCCION DE STRESS Y TENSION 

Relajación mental. 
También llamada visualización, por lo general 
funciona mejor con los ojos cerrados y los 
músculos relajados. Elegirás un lugar que te guste, 
puede ser real o creado usando tu imaginación. 
Empieza a imaginarte en ese lugar haciendo que la 
experiencia sea lo más real posible imaginando 
tantos detalles como puedas. Por ejemplo, imagina 
el aspecto del cielo y todos los árboles, flores y 
cosas que ves a tu alrededor. Imagine los hermosos 
colores que ve, los agradables aromas que percibe 
y la agradable temperatura del aire que lo rodea. 
Relájese en este lugar por un tiempo y disfrute de 
su visita. Cuando esté listo para dejar su lugar 
imaginario, reajuste lentamente volviendo su 
atención a la habitación en la que se encuentra. 
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Abra lentamente los ojos y mueva 
suavemente su cuerpo, notando las 
cosas a su alrededor mientras finaliza su 
relajante viaje. 
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USE DE MEDICAMENTOS 

 
 
 
 
 
 
 
 
 

 
El primer paso para un uso adecuado de los 
medicamentos es conocer los nombres de sus 
medicamentos, para qué sirven, sus efectos 
secundarios y cómo y cuándo tomarlos. 
• Use sus medicamentos para el dolor como se 
le han recetado, no espere a tener dolor 
intenso para usar el medicamento. La eficacia 
del medicamento es mayor si se toma antes de 
presentar dolor moderado a severo. 
• Si no le han recetado analgésicos, podría 
beneficiarse tomando Tylenol (acetaminofeno), 
Advil, Motril o naproxeno (ibuprofeno o 
naproxeno) siguiendo las recomendaciones de 
sus etiquetas. 
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• Use un pastillero para mantener 
organizadas las dosis y el tiempo de 
tomar sus medicinas. 
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TRATAMIENTOS CASEROS  
El uso de calor y calor ayuda a reducir el dolor. 
• La terapia de calor puede reducir el dolor y aliviar la 
rigidez de los músculos y las articulaciones.• El calor 
mejorará los resultados de tus ejercicios en casa si lo 
usas antes de comenzarlos.• Use toallas calientes, 
paquetes/envolturas calientes, botellas de agua y 
almohadillas térmicas eléctricas como fuentes de calor. 
Usa hielo y frío.• La terapia con frío ayudará a reducir la 
inflamación, la hinchazón y el dolor.• Úselo sobre el 
área del dolor y después de actividades físicas y 
después de terminar su programa de ejercicios en casa. 
Precauciones a tener en cuenta al utilizar calor/frío: 
• Nunca use terapia de frío o calor por más de 15 a 20 
minutos.• No combinar con medicamentos o productos 
tópicos.• Nunca aplique frío o calor directamente sobre 
la piel. En cambio, siempre protege el área con una 
toalla o un paño.• Tenga precaución al usar frío/calor si 
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tiene diabetes o tiene la 
sensibilidad de la piel 
disminuida. 
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Este programa del manejo personal de osteoartritis ha sido 
diseñado para ayudarlo a comprender completamente las 
estrategias que puede practicar como medidas complementarias 
para mejorar su condición. 
Recuerde discutir con nosotros todas sus opciones de 
tratamiento. 
Haga preguntas si algo no está claro. 
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l'.JERCICIOS PARA REHABILITAR  LAS RQDil..LAS 

INSTRUCCIONES GENERALES: 

Cuan ripido y mcjor rec:upere el movitniento de la rodilla, es directamente relacionado a su rnotivaci6n y 
perseverancia. La mayor determinaci6n y tolerancia de la incomodidad temporal, le ayudaran en su retomo a sus 
a.ctividades normales. 

Siga las rutinas de ejercicios prescritas por su doctor. Aumente gradualmente la frecuencia de los ejercicios cuando 
su rodilla se vuelva mas fuerte. lnicialmeote usted puede requerir asistencia, pero pronto usted podri realizar estos 
ejercicios y maniobru de estiramiento par su propia cuenta. 
Nataci6n es una buena forma de ejercicio; muchos de los ejercicios siguientes pueden ser realizados con la ayuda del 

asua. 
Usted puede establecer un patron de ejercicios con su rodilla sana y luego cambiar por la rodilla daftada. 

INSTRUCCIONES ADICIONALES: 
 

1. QUADRICEPS SETS. 
Sientese en una superlicie plana, con tu piernas estiradas. Contraiga la rodilla sin mover la pierna en su 
posici6n.(Para tener una idea de este ejercicio, haga que una persona coloque su mano debajo de su rodilla y empuje 
su rodilla hacia la mano, tendiendo a estirar la rodilla.) Relajarse y repetir el ejercicio lentamente, manteniendo la 
rodilla en posicion contraida por 2 segundos cada vez. Repetir este ejercicio por lo menos 25 veces cada. hora. Esto 
se puede realiz.ar en c:ualquie:r momenta durante cualqujer actividad durante el dia. 

 
 
 
 
 
 
 
 
 

2. ELEVANDO LA PIERNA ESTIRADA 
Reposar sobre la espalda con la piema estirada, rodillas extendidas, levantar el talon lentamente y asi toda la pierna 
lo mas alto J)()sible. Lentamente bajar la pierna hacia la cama manteniendo la rodilla extendida. Repetir 10 veces; 
Realizar el ejercicio 3 vcces al dia. 

 
 
 
 
 
 
 
 
 
 

3. EJERCICIOS CON RESISTENCIA PROGRESIVA 
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Sientese en una mesa aha con las piernas colgando. Suspenda. pesas en los tobillos usando una cartera o algo con 
asa. Levantar el peso hacia aniba extendiendo la rodilla y sostener la carga momentaneamente. Luego lentamente 
bajar la pierna asta que la rodilla este a 90 grados de flexi6n. Emp con 2 a 5 libras dependiendo se su condicion 
fisica. Repetir el ejercicio IO O 15 veces. lncrementar progresivamente el peso y repeticiones. 
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4. EJERCICIOS DE FLEXION DE RODil.LA 
a. lnmediatamente despu& de cirngia: 
1. Etevar la piema estirada bacia arriba como en et ejercicio #2 

Dade soporte a la piema agarrando el muslo en la parte baja con ambas manos sobre la parte posterior de ta 
rodilla. Relajar los musculos de la rodilla y dejar que el peso de la pierna doble la rodilla. Luego sin ayuda 
estinr la pierna a la posicion initial. Repetir, flexionando la piema cada vez mas. 

• Hay bolsas plasticas de agua para uso en casa. Se puede comprar upatos pcsados con metal 
adberido, en tiendas de deportes. Estudiantes de colegio o Universidad pueden prestarse algim 
equipo de SUS departamentos de atletismo. 

2. Sentarse a un lado de la cama con una almohada bajo la rodilla y pierna colgando. Eictender la pierna. 
lesionada usando el pie bueno para soporte si es necesario. Permitir que caiga por gravedad entonces 
forzar la flexi6n usando el otro pie hacienda presi6n encima del tobillo hacia el limite de tolerancia 
de dolor. Repetir. 

3. Real ejercicio como bicicleta recostado en la espalda extendiendo las piemas en el aire.0 use 
una bicicleta fija cc:>n el asiento colocado el posici6n aha y bajarta cuando mejora la rodilla. 

4. Acostado boca hacia abajo, flexione la rodilla elevando el pie de la mesa; usted puede forzar la 
flexion de la rodilla jalando la picma con una banda. 
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