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he overwhelming majority of my publications and grant
applications begin with background material detailing the
immense disability and burden associated with osteoarthritis
(OA). Focusing a lens on the impact of this condition particularly
helps to emphasize 2 things: first, it reinforces the magnitude of this
epidemic, particularly given shifts in societal demographics as each
relate to aging and obesity. Second, and most importantly from my
perspective, it highlights the opportunity that comes from limitations

in the efficacy and safety of our existing
treatments, as well as the parlous state of
typical clinical management that is char-
acterized by inappropriate care.

This Viewpoint will highlight the
shortcomings of existing clinical prac-
tices and emphasize the opportunity that
can come about by virtue of adherence
to appropriate management. In an effort
to emphasize optimism, there are huge
missed opportunities with existing effica-
cious treatments and tremendous devel-
opments that are currently going on that
will positively influence future care.

In the first instance, however, it is im-
portant to recognize the inherent short-
comings of existing OA clinical practices.
As one of the fathers of modern medi-
cine, Sir William Osler, once said: “Os-
teoarthritis is an easy disease to take care
of: when the patient walks in the front
door, I walk out the back door.””> No one

denies that the management of OA is
challenging; however, the current reac-
tive approach to end-stage disease—us-
ing palliative treatment options—is both
counterintuitive and harmful.

Many people with OA are faced with
health care professionals whom they per-
ceive to be somewhat nihilistic toward
their concerns. A number of studies have
characterized the fact that the majority
of patients do not receive appropriate
care'® and have further highlighted the
areas where we are not serving our pa-
tients well by underutilizing eflicacious,
evidence-based lifestyle and behavioral
management strategies, particularly ex-
ercise and weight loss.? There are a mul-
titude of reasons as to why this evidence
practice gap exists, including perceptions
among health care providers that OA is
merely a part of normal aging, with lim-
ited treatment options and competing

demands from other comorbid health
conditions in the context of routine visits.

One consequence of our perspective
that treatment options are limited is that
much of our management of this chronic
disabling disease is focused on treatments
that have no clinically meaningful benefit
over placebo, are harmful, not cost-effec-
tive, or all of the above. There is robust
evidence to suggest that glucosamine,
paracetamol, opioids, viscosupplements,
and arthroscopy, among other treatments
for OA, fit into this category, hence affect-
ing their stature in recent guidelines.®
When patients are offered treatment
options that are no better than placebo,
harmful, or expensive, it is not surprising
that many are dissatisfied or disillusioned
with current Western medical practice
and seek alternative treatments and/or
premature joint replacement.

Many medical professionals grew up
in an era when their profession was re-
garded as noble, and they were allowed
to self-regulate (to judge the quality of
their own work). Today, however, due
to marked variations in practice, errors
in health care (with associated morbid-
ity and mortality), and unquestionable
profiteering, we have lost most of this
privilege.* For the sake of our own integ-
rity and, more importantly, the benefit of
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our patients, we should be seeking bet-
ter care, better health at a lower cost. As
Berwick* advocated in a recent viewpoint,
this will only come about by virtue of con-
tinual design and redesign of our health
care system, with increasing accountabil-
ity and a shift in resources to creating ap-
propriate care.

So how does this relate to OA? In
the first instance, we need to recognize
that the majority of patients are receiv-
ing inappropriate care and that many
of the commonly utilized interventions
have grave limitations. Similar to an ad-
diction, if you don’t recognize that there
is a problem, then it will be difficult to
make any effort to address it. Once the
problem has been recognized, addressing
it will go well beyond the development
of guidelines, algorithms to facilitate
adoption of appropriate evidence-based
practice,’ and assessment of quality indi-
cators. Changing the delivery of care will
require complex interventions aimed at
improving consumer knowledge, self-
management, and health care delivery
characterized by integrated, multidis-
ciplinary chronic disease management.
This may seem overwhelmingly convo-
luted and, particularly from a health care
design and delivery perspective, a chal-
lenge too vast to overcome. As a clinician
researcher and as someone who has OA,
my response to this is: this is a small chal-
lenge compared to the burden faced by
our patients. The disease has a tremen-
dous impact on the individuals who are
affected as well as a large societal cost.”

Our current palliative approach, in
clinical medicine, of analgesic prescrip-
tion followed by joint replacement needs
to change. We need to focus care to tailor
management to the individual needs of
the consumer, targeted toward the cen-
tral complaints of pain and functional
limitation, with a chronic disease mul-
tidisciplinary management approach.
Modern health care systems are typi-
cally reactive and focused on acute care,
whereas the management of OA is ideally
efficient, coordinated, and patient cen-
tered to support integration of evidence

into practice. The pendulum of treatment
choices provided for patients by health
care professionals needs to swing from
the drugs and surgery end to behavioral
management with a focus on exercise,
weight loss, and self-management. This
focus is emphasized in recent guidelines,®
and my colleagues and I have recently
published real-world case algorithms to
facilitate implementation.?

So how might one go about redesign-
ing the health care system, cognizant
of the grave limitations faced by many
consumers with OA? Fortunately, recent
international activities have facilitated
reflection on this and have provided a
framework based on existing models
of care that others might find suitable
within their own local context.! Evidence
is now mounting to support these policy
changes, which will facilitate improved
patient outcomes and reduce inappropri-
ate health care utilization and resource
waste. These models should be routinely
incorporated in care for patients with
knee and/or hip OA, ideally early in the
disease continuum rather than as a last
resort. A shared decision-making process
to select the right patient at the right time
for joint replacement, recognizing that 1
in 4 patients undergoing arthroplasty will
not be satisfied with the outcome, is criti-
cal. Employing decision tools to identify
those who are likely to be nonresponders,
including screening for low pain scores,
limited radiographic change, morbid
obesity, and psychosocial comorbidities,
is essential.

Looking forward, there is light on the
horizon, and we should see major shifts
in a couple of other areas for OA. Osteo-
arthritis prevention should not be seen as
a future goal, because it is something that
is readily within reach now; however, it
also needs some system redesign to en-
sure widespread implementation of inju-
ry prevention programs and community
obesity reduction in order to see salutary
benefits. Unfortunately, despite good evi-
dence that by reducing weight and pre-
venting joint injury we can significantly
reduce the risk of people developing OA,

many governments appear impotent to
deploy programs that have been shown
to be efficacious.

Another area that shines brightly on
the horizon is that of disease modifica-
tion. This has been an active area of re-
search interest for a number of decades.
It is a landscape that unfortunately is
littered with clinical trial failures, and
many of the corporate interests have
come and gone over the years as a con-
sequence of having their toes burnt. It is
important to note, however, that much
has been learned from these negative
clinical trials, and this knowledge is now
being applied in more thoughtful clini-
cal trial designs. Osteoarthritis is a het-
erogeneous disease that is characterized
by slow progression. The tools that we
have been using to phenotype the disease
and to monitor its progression have had
grave limitations. These limitations are
being overcome, and increasing interac-
tion between academics, industry, and
regulatory authorities is paving the way
to facilitate more efficient clinical trials,
raising the real possibility that we should
have effective disease modifiers available
relatively soon.

As health care professionals responsi-
ble for consumers with this disabling dis-
ease, we have a personal and professional
responsibility to adopt these changes. Rec-
ognizing that many do not like change, re-
flect on the impact existing practices have
on clinical outcomes and waste in the
health care system. If that is insufficient,
it is likely that change will come whether
you like it or not, as we have recently seen
in both the technological and political
landscapes. An increasing evidence base
supports this health care redesign and
implementation of appropriate evidence-
based chronic disease practices.

As one more eloquent than I once
said, “The people who are crazy enough
to think they can change the world are the
ones who do.” We have all been afford-
ed an opportunity to impact the lives of
citizens who are affected by this disabling
disease. How we respond to that opportu-
nity will not only impact the individuals
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disabled by the disease but also make a
massive difference to our society through
reducing underemployment and health

care waste. ®

ACKNOWLEDGMENTS: The editorial advice and
suggestions of Jillian Eyles and Jordan Hunter

aregreatly appreciated.

[ VIEWPOINT ]

1. Allen KD, Choong PF, Davis AM, et al. Osteo-
arthritis: models for appropriate care across
the disease continuum. Best Pract Res Clin
Rheumatol. 2016;30:503-535. https://doi.
org/10.1016/j.berh.2016.09.003

2. Balint G, Rooney PJ, Buchanan WW. A legacy for
rheumatology from Sir William Osler. Clin Rheu-

matol. 1987;6:423-435.

. Basedow M, Esterman A. Assessing appro-

priateness of osteoarthritis care using quality
indicators: a systematic review. J Eval Clin
Pract. 2015;21:782-789. https://doi.org/10.1111/
jep.12402

. Berwick DM. Era 3 for medicine and health

care. JAMA. 2016;315:1329-1330. https://doi.
org/10.1001/jama.2016.1509

. Evans J. The untold story behind Apple’s ‘Think

Different” campaign. Available at: http://www.
computerworld.com/article/2936344/apple-
mac/the-untold-story-behind-apple-s-think-
different-campaign.html. Accessed April 3, 2017.

. Hunter DJ. Lower extremity osteoarthritis man-

agement needs a paradigm shift. Br J Sports
Med. 2011;45:283-288. https://doi.org/10.1136/
bjsm.2010.081117

. Hunter DJ, Schofield D, Callander E. The individ-

ual and socioeconomic impact of osteoarthritis.
Nat Rev Rheumatol. 2014;10:437-441. https://

doi.org/10.1038/nrrheum.2014.44

8. McAlindon TE, Bannuru RR, Sullivan MC,
et al. OARSI guidelines for the non-surgical
management of knee osteoarthritis. Osteoar-
thritis Cartilage. 2014;22:363-388. https://doi.
0rg/10.1016/j.joca.2014.01.003

9. Meneses SR, Goode AP, Nelson AE, et al. Clini-
cal algorithms to aid osteoarthritis guideline
dissemination. Osteoarthritis Cartilage.
2016;24:1487-1499. https://doi.org/10.1016/j.
joca.2016.04.004

10. Runciman WB, Hunt TD, Hannaford NA, et al.

CareTrack: assessing the appropriateness of
health care delivery in Australia. Med J Aust.
2012;197:100-105. https://doi.org/10.5694/
mjal2.10510

MORE INFORMATION

WWW.JOSPT.ORG

by JOSPT.

JOSPTs website (www.jospt.org) offers readers the opportunity to browse
published articles by Previous Issues with accompanying volume and issue
numbers, date of publication, and page range; the table of contents of the
Upcoming Issue; a list of available accepted Ahead of Print articles; and

a listing of Categories and their associated article collections by type

of article (Research Report, Case Report, etc).

Features further curates 3 primary JOSPT article collections:
Musculoskeletal Imaging, Clinical Practice Guidelines, and Perspectives
for Patients, and provides a directory of Special Reports published

372 | JUNE 2017 | VOLUME 47 | NUMBER 6 | JOURNAL OF ORTHOPAEDIC & SPORTS PHYSICAL THERAPY




