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Osteoarthritis, a largely intractable health condition with incalculable health and financial
and social costs and ramifications among many older adults remains an essentially
intractable condition. Commonly instructed to exercise to combat pain, the role of fear is
seldom discussed as an enormously influential exercise impediment in this regard. This
mini review highlights aspects of the research that imply consideration of fears rather than
exercise prescription alone may be more helpful than not in efforts to allay the enormous
suffering experienced by most older adults diagnosed as having osteoarthritis of one or
more joints.
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Overview
Osteoarthritis, a widespread largely degenerative disease of one
more freely moving joints, such as the hip, knee or hand joints, is
the most common crippling disabler of older adults.1,2 Associated
with multiple pathological changes in the tissues comprising and
surrounding the affected joint, the disease is also associated with
immense bouts of pain, various degrees of swelling around the affected
joint, muscle weakness, and often joint instability. The disease, which
is largely progressive, and not readily amenable to most known
treatment approaches,1 consequently commonly produces multiple
challenges to mobility, the ability to function physically, economically,
and socially, as well as independently. Commonly accompanied by
high levels of emotional distress, depression and/or impairments of
general health and vitality, reduced life quality, activity limitations,
negative personal beliefs, as well as sleep disturbances, the older adult
suffering from osteoarthritis may have multiple fears and anxieties
that can hamper their ability to adapt successfully to their disease.
These changes and others such as poor cardiovascular endurance,
low exercise tolerance, sleep challenges, and a diminished ability to
function physically without pain and undue exertion can also increase
the risk or exacerbate other health problems such as obesity, frailty,
and a proclivity for falling. At present however, and despite years
of study, very little attention is given to the interacting physical
attributes of osteoarthritis and the psychological correlate of fear,
even though there is no argument that the burden of the disease is
multi dimensional in origin and is immense.3,4
In particular, even though many diverse factors associated with
osteoarthritis can undoubtedly provoke various fears, such as
unremitting stress, falls injuries, comorbid health conditions, and fear
of drug dependency, and fear is a clear cognitive attribute in its own
right as opposed to anxiety5 to which it can lead, more attention to
anxiety is clearly given as regards its association with pain, movement
and osteoarthritis disease progression discussions. In addition, fear, a
cognitive attribute that is quite well studied in other spheres, such as
cardiovascular disease, where it is found to commonly generate both
specific as well as a distinctive set of behaviors, as well as having
distinctive antecedents that separate it from anxiety and panic,5 is only
marginally mentioned and poorly studied in the context of the entire
osteoarthritis literature. This is despite its implications for advancing
more insightful disease understandings, understanding why some
sufferers may reject surgery, or invasive tests or both, or fail to
demonstrate degree of progress anticipated in response to therapy.
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Consequently, how fear can evolve as well as involve both acute as
well as maladaptive threat responses in this condition, the adoption of
which may be highly disadvantageous in the long term to overall joint
health as well as well being is poorly understood at best.6

Objective
In light of the possible importance of the issues mentioned
above, this current review sought to examine what is known about
this fear topic insofar as having implications for clinical providers,
researchers, as well as patients in terms of efforts to heighten disease
understandings as well as the possibly of averting undue suffering
attributable to osteoarthritis. Specifically sought was information on
osteoarthritis as this occurs at multiple joint sites other than the knee
and hip, such as the neck, low back, hands, feet, ankles, shoulders,
wrist, elbow and jaw among the older population, as well as the
possible destructive role of various disease associated fears.

Hypothesis
It was hypothesized that the emotion of fear and its possible
association with accompanying symptoms of osteoarthritis other
than pain, such as anxiety, depression, muscle weakness, poor
proprioception and balance capacity, low pain, coping, and functional
self-efficacy and self-image, daily living challenges, and work
disability would be an attribute warranting consideration by clinicians.

Relevance
The key reason for focusing on the attribute of fear in this review
was its possible potentially unrecognized strong influence on joint
status and especially on overall osteoarthritis disease progression rates,
and extent, plus overall social outcomes and functional disability,
hence opening the door to more insightful disease prevention and
remediation approaches.

Rationale
Osteoarthritis, the most prevalent chronic disease,7 involves the
disruption of many joint tissues as well as painful inflammatory
processes. Involving multiple biomechanical abnormalities and
challenges that impact function,8 it is possible however, to limit these
interactive destructive processes to some degree, through both nonpharmacologic as well as pharmacologic approaches. However, the
presence of cognitive factors that may prevail in the forms of trait
anxiety, for example, plus those emerge over time, such as various
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fears, and that can be shown to impact joint destructive processes
indirectly, are seldom addressed either in the context of efforts to
better understand the disease, and especially in its treatment and
management. As a result, it can be conjectured that many cases
affected by this irreversible chronic disease than not will and do
suffer excess disability, while continuing to incur unrelenting fears
that may not only drive unhealthful behaviors and cognitions, but
stress levels that predictably impact health and pain significantly and
negatively. This is unfortunate because pain cognitions, particularly
pain catastrophizing-or exaggerated pain responses due to excess
fears, appear to be important variables in the context of efforts to
understand why some cases affected by osteoarthritis are more
disabled than others. The variable of fear may also provide insight
into why most intervention approaches fall short and may fail to either
provide optimal results, or sufficient adherence levels, even if the
pathology is comparable.9 In particular, exercise, the most commonly
recommended antidote against osteoarthritis may not be pursued
as outlined due to fears of pain, muscle weakness, and possible
instability.10 As well, unaddressed social fears may be expected to
further preempt the use of unsightly albeit recommended braces or
joint supports, orthopedic shoes/footwear, walking or mobility aids,
as well as some form of dependency in general, resulting not only in
greater exposure to mechanical forms of injury and pain, but greater
feelings of distress and possible anxiety. In addition, in the case of the
overweight or obese osteoarthritis sufferer who is especially likely to
experience pain with movement, this sub group may arguably be more
likely to develop pain-related fears of movement that in turn may serve
as obstacles or barriers to both weight control as well as involvement
in daily activities or exercise regimens that would otherwise help them
to control both their weight, as well as pain.11 The use of the internet
to foster rehabilitation among older adults with various degrees of
osteoarthritis who may be especially fearful to move in the absence
of personal professional help and oversight may also account in part
for null results or suboptimal and possibly harmful outcomes, rather
than lack of motivation reported by Mandl et al.,12 if the psychological
correlate of fear is not addressed.13 Fear as a correlate including the
fear of physiotherapy exercises, as well should not be overlooked or
remain unaddressed. Moreover, simply encouraging exercise even
though it may be injurious to an unstable or inflamed joint could not
only evoke pain, but fear of movement, plus the potential for worse
outcomes, rather than for disease amelioration, a goal highlighted
more than a decade ago.14
Unfortunately, as recounted by Heuts et al.,15 although fear of pain
and disability, as well as inflammation are closely related osteoarthritis
factors, existing osteoarthritis literature, as well as care models tend to
focus primarily on examining osteo arthritic joint tissue radiographic
and biological pathways in efforts to either diagnose the condition
and/or to solve the osteoarthritis pathological puzzle.16 As well, this
limited viewpoint along with a variety of palliative biomedical or antiinflammatory interventions, such as corticosteroid injections, antiinflammatory drug usage, opioid use, or joint exploratory surgeries
and intra-articular therapies based on these studies are not commonly
optimally effective, and are all likely to be impacted negatively where
fear prevails.2 This also applies to total joint replacement surgery, an
intervention that may not directly impact upon possible mediating or
moderating cognitive factors, such as fear, that can arguably induce
excess rates of joint degeneration and inflammation, high levels of
sedentary activities, muscle weakness, and joint instability.17

Methods
To assist in achieving the aims of this mini review, the PUBMED,
PUBMED CENTRAL, PSYCINFO, SCOPUS, ACADEMIC
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SEARCH COMPLETE, and GOOGLE SCHOLAR depositaries
believed to house salient topical peer reviewed articles were employed.
Key terms used included, osteoarthritis and fear, osteoarthritis
disability and fear. After an extensive search, all pertinent data
addressing the current topic were downloaded and those deemed of
substantive relevance are presented in this report solely in a narrative
form, given the low number of topical papers, or any well controlled
studies or studies in general on this topic. Excluded were articles on
rheumatoid arthritis, knee surgery conditions other than osteoarthritis,
protocols for intervention, and surveys being developed to assess fear
associated emotions.

Results
Very limited numbers of papers were found to prevail on this topic,
for example on PSYINFO only 46 articles are listed, regardless of
year, and among more than 8000 papers on osteoarthritis published on
PUBMED in 2020-2021, only 40 were inclusive of the keyword fear.
Among these, moreover, other than discussions on fears of falling and
pain, very few other forms of fear were mentioned. As well, almost no
report could be found that mentioned osteoarthritis as this occurs at
multiple joints, other than the knee or hip. Those mentioning possible
methods of ameliorating fear symptoms using exercises, for example
exercise participation to overcome the fear of falling, surprisingly
showed no remarkable impact.18 However, clearly, some cases with
a diagnosis of osteoarthritis in the study by Mat et al.18 may not have
improved sufficiently due to their fear of movement17 or weakness10 or
both, which may conceptually be linked in turn to depression as well as
limited physical activity participation,19 potential pathogenic attributes
not truly addressed. Other subjects may have had excessive pain due
to their fears of medication dependency, and/or misinterpretation
of health messages,20 and various intervention fears that were not
addressed, and thus were both in too much pain, as well as reluctant
to actively exercise. As outlined17 fear of movement among cases
with symptomatic knee osteoarthritis may be especially high, because
this joint is only often very painful, but is often unstable, and may
buckle or ‘lock’ readily on weight bearing. Other research implies that
in this instance or others like this, where fear is then evoked, but is
not adequately acknowledged or addressed, this could conceivably
impact future levels of physical activity participation or willingness to
participate in actions that would possibly prove beneficial otherwise.19
Kopp9 who examined several psychological attributes of osteoarthritis
cases found their model for pain intensity to include time spent
exercising and fear of painful movement.
In another study designed to examine whether fear of movement,
depression and functional performance are predictors of physical
activity level in cases with knee osteoarthritis, Kilinç et al.21 who
studied 200 cases concluded it is important to improve physical
activity levels in this group early on before the disease progresses
and becomes more costly to treat. But the actual cause of the fear and
what should be done was unclear, although Selcuk et al.19 mention that
simply focusing on pain relief is probably insufficient.
The possible presence of fear does however appear important
to address given that fear of movement is found to have a negative
impact not only on physical function, aerobic fitness, self-efficacy,
and disability per se,22 but on outcomes following total knee joint
arthroplasty surgery,23 as well as total hip joint arthroplasty.24
Fear may also greatly impact stair descent ability in cases of knee
osteoarthritis,25 as well as the patient’s belief that they can function
physically and that often leads to disability.22 Persistent fear states have
also been observed to directly impact brain neural patterns in efforts
of the individual to cope with fear related pain-anxiety generated by
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osteoarthritis,26 thus these maladaptive approaches should be thwarted
early on in order to safeguard against emergent resistant anxiety
states.27 As observed by Kocic et al.28 pain hypervigilance leading
to excess fear of movement29 can perpetuate pain, joint flexion and
functional deficits even after reconstructive joint replacement surgery,
designed to reduce pain and these deficits. In addition, research shows
that these movement associated fears commonly exist pre-operatively,
and if not addressed, do tend to predict unwanted postoperative
functional limitations, despite any technically successful surgery.
Moreover, this attribute of kinesiophobia is more common than not
among post surgical joint replacement patients where it does appear
associated with the likelihood of a low rather than a high life quality.24
Thus even though30 concluded that, fear of movement, selfefficacy beliefs and fear of falling associated with levels of disability
in people with osteoarthritis of the knee are not of high import,
because falls do not appear to heighten disability levels to the extent
that pain and stiffness do, this is not supported by other research
findings in this sphere. Indeed, several clearly show it is possible
that cases who experience fears of moving as well as fears of injury31
or re injury,32 as well as those who fear physiotherapy, or falling
after total knee arthroplasty surgery are quite numerous, especially
among women and those with high anxiety or body mass,33 who will
possibly experience more pain than desirable as a result.34 They are
also likely to be more predisposed to increases in joint derangement
and disability as shown by Helminen et al.35 where fear of movement
predicted worse functioning and as confirmed by Odele et al.36 Fear
of movement also predicts numbers of steps walked each day in knee
osteoarthritis cases,37 as well as self efficacy for function, and fear of
pain and activity participation.38
As outlined by Sánchez-Herán et al.,39 as well as pain and stiffness,
persons with knee osteoarthritis may not only be at risk for incurring
unstable joint sensations and actual instability during weight bearing
activities that often leads to a fear of movement, but together with
movement avoidance, this may engender fear of injury and re injury,
as well as actual functional impairments that exacerbate injury risk,40
falls risk, and increase the risk for frailty.41 Moreover, resultant
impairments in physical functioning as well as periods of excess pain
catastrophizing, and fear avoidance beliefs leading to limitations in
many life affirming activities, such socializing,42 and participation in
recreational activities, predict both excess aging disability, depression,
heightened co morbid disease risks, and premature mortality.43 As
well, Aydemir et al.11 who studied knee osteoarthritis cases, concluded
that muscle strength declines that commonly accompany the disease
may be further and predictably impacted due to the impact of
movement fears that lead to adoption of sedentary behaviors. In turn,
the onset of excess muscle weakness appears to influence the pursuit
of physical activities both directly, as well as indirectly, as well as in
the context of surgery.31,44
Hence, the possible presence and extent of those fears that foster
activity avoidance, and which are frequently coupled to or lead to
feelings of anxiety, anxiety sensitivity, depression, and harmful threat
perceptions among older osteoarthritis sufferers 28,45 are all potentially
key moderators or mediators that can unexpectedly impact the success
of any remedial osteoarthritis intervention effort, even if it is evidence
based and well intentioned. In this regard, it appears efforts to foster
adherence to the most common and life affirming osteoarthritis
self-management recommendations, parallel efforts to reduce any
excessive susceptibility to fears and their consequences are clearly
desirable and to this end, several therapeutic approaches have been
discussed. Among these, one of the most promising in efforts to
reduce unrealistic patient fears of various osteoarthritis symptoms
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and ensuing impairments as this might impact their daily and social
life, as well as life quality is that of Alami et al.46 of an appropriately
adapted formalized education process, plus a comprehensive global
assessment approach, and accurate drug therapy information. Another
is that of Whetherell et al.47 involving an integration of exercise and
exposure therapy plus verbal interventions that both target personal
expectancies, as well as targeting maladaptive beliefs among
osteoarthritis cases.28 Another is the self-management and exercise
approach discussed by Jonsson et al.48 and that might include efforts
to foster skills mastery, falls, pain coping, and self-efficacy/positive
beliefs.49 Others that have been proposed and need to be examined
empirically in well-designed trials include: aquatic exercises,50 brain
targeted treatments,51 joint protection/general education,20,24,52,53
approaches that increase physical activity,19,21,38 Tai Chi,54 and guided
imagery, drawings, and education.24
Web based osteoarthritis interventions and others that aim to reduce
fears34,55 and that might consider proving information on medication
safety, exercise safety, home modifications, and injury prevention
may also prove highly practical and efficacious for selected cases.

Discussion
Osteoarthritis, the most common disease affecting the mobility and
independence of many older adults and one generally resistant to most
current modes of intervention, even when surgery is implemented,
remains an enormous public health and human challenge in an aging
global society. In this regard, emerging research indicates that the
limited focus on psychological factors to date, as opposed to physical
factors that can markedly and conceivably impact the osteoarthritis
disease cycle quite negatively may partially explain this widespread
less than desirable disease outcome despite years of research. In
this introductory review we thus sought to specifically examine the
strength of the evidence for more concerted clinical efforts to both
assess as well as treat any persistent disease associated fears where
present. We also sought to highlight any evidence that could provide a
sound rationale for more efforts in remediation approaches to address
fears early on in the disease process, as well as over the course of the
disease. This was done in an effort to improve the scope of care that
might greatly improve the outlook for many older adults suffering
from chronic disabling osteoarthritis of one or more joints. It was
hoped this endeavor would reveal whether more could be done in
the clinical realm to offset both fears of a diverse nature and their
potential for enhancing negative outcomes despite well-intentioned
health recommendations.
As per Lentz et al.56 and Rosemann et al.53 it is increasingly
evident that not only is this a complex disease involving multiple
pain producing biochemical and biomechanical features not readily
reversible or amenable to intervention, but current biomedical
interventions clearly commonly fail to address the multiple and
diverse psychological correlates known to influence osteoarthritis
disability, pain and joint pathology. This is surprising because in terms
of relationships among the variables analyzed presently, there were
several noteworthy bivariate correlations between structural disabling
problems and cognitions such as excess fear. Indeed, this specific
topic, while of considerable import, because movement avoidance in
its own right is a pathological predictor of the disease process, is
surprisingly less well articulated in this respect when compared to
depression and anxiety, or pain, with which it is related. Also most
research focuses solely on one dimension of fear, even though this
term includes, but is not limited to fears of pain, movement and reinjury, as well as fears of disability, fears of medication, dependency,
surgery, and fears of falling and others.57 As well Ikram et al.58 noted

Citation: Marks R. Osteoarthritis and fear. MOJ Gero & Geri Med. 2021;6(4):114‒120. DOI: 10.15406/mojgg.2021.06.00278

Copyright:
©2021 Marks

Osteoarthritis and fear

the most common fear factor according to patients priority for total
knee replacement therapy was worsening of symptoms after total
knee replacement 42 (40%) followed by pain persistence after total
knee replacement 27 (25.7%), financial feasibility 21 (20%), and
religious problems 15 (14.3%). Since unresolved fear is an emotion
linked to greater levels of pain and disability, exaggerated pain
levels, persistent pain, deconditioning, physical disuse57 and high
dissatisfaction with joint replacement surgery, where it is in turn
linked to fear avoidance,59 failing to account for this potentially potent
disease mediator or moderator both in the clinic as well as the hospital
before or after surgery appears short sighted at best.
Indeed, increasing data, although not all60 support the idea that
providers need to develop more skill at both anticipating possible
perceptual vulnerabilities such as pain fears, as well as at addressing
and uncovering the origins of this possible attribute of excess suffering
among older adults with osteoarthritis of one or more joints. This
could include the ability to empathetically discuss the nature of their
disease with them, plus concerted efforts to offer tailored services
directed towards improving their pain coping skills, and mitigating
physical stresses, as well as mental stress associated factors such as
anger, frustration, discouragement fear and helplessness,61 as well as
fears of partaking in physical therapy or pain producing activities.55 In
addition monitoring pain during and after exercise, providing days of
rest when disease flares occur, and infusing variety into the exercise
regimen are recommended to encourage adherence.62
The role of relaxation training and the enhancement of executive
functioning skills and emotional regulation,63 advocating for
psychological therapies as indicated, in addition to physical therapies,
along with education, especially among those in high distress or those
cases with obvious negative pain coping strategies and/or unstable
unprotected joints also appears highly warranted.
At the same time, and to advance this field of endeavor, in addition
to embracing considerations of the ongoing or prevailing presence or
possible emergence of excess fear in their assessments and advisories,
providers may help to direct their ‘at risk’ osteoarthritis older clients
to resources that can provide psychotherapy as well as physical
therapy, as indicated, especially where this can clearly help foster safe
but desirable bouts of physical activity,64 as well as avoiding stressful
joint movements. In addition, future studies to evaluate whether more
careful tailoring of treatment recommendations to accommodate
specific osteoarthritis psychological phenotypes will yield more
favorable clinical outcomes than non tailored treatments, or treatments
with a more biomedical orientation are likely to prove valuable. In the
meantime, it appears safe to conclude that the presence of high levels
of intractable pain coupled with muscle weakness and joint instability,
will potentially foster multiple pain-related fears that in turn, will
greatly impact functional ability and independence, as well as feelings
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of depression and poor life quality64 if untended or recognized, even in
cases with minimal radiological damage.15
As well, although Youngcharoen et al.60 found pain related fears
of no import in influencing knee osteoarthritis health status, Skopaz
et al.65 note both high anxiety and fear-avoidance beliefs to be related
to poorer function, pain and osteoarthritis disability. As well fear of
falling, balance, and physical capacity in the case of knee osteoarthritis
appears to be significantly related.66
In short, even though the role of fear or fear factors in general
is challenging to delineate and seldom discussed in the recent
osteoarthritis literature, the presence of fear is a symptom commonly
expressed as a highly important concern by patients,67 including
possible fears of injury, disfigurement, social fears, fears of cardiac
symptoms in those with comorbid health conditions, work and
financial fears and others, and pain, which may all have a bearing on
the extent of osteoarthritis suffering and pathogenic manifestations.
Unfortunately, regardless of data base employed, not only do current
articles describing osteoarthritis pathology or treatment mostly fail to
mention fear in any form, for the most part, but those that do largely
allude to fear factors in the context of knee osteoarthritis, where they
discuss fears of pain and movement as well as falling, but fail to discuss
other joints, cases with multiple joint sites affected, and how fear might
manifest in other ways and correlate with its molecular pathology, and
overall patient wellbeing. As well, leading organizations overseeing
osteoarthritis care recommendations currently fail to endorse or even
mention its possible importance.1,2,14,16,68
However, based on what is reported, as well as knowledge of
osteoarthritis pathology, it seems reasonably safe to assert with modest
confidence that the emotion of fear, which is likely to prevail among
many older adults both as a comorbid condition in its own right, is
likely to prevail among many older adults suffering from excess
pain. Adding to these fears is the widespread myth that ‘nothing’ can
be done to mitigate this disease,46 and that providers rarely address
emotional aspects of this disease,46,56 despite evidence that their
patients may predictably suffer worse outcomes than not if one or
more of their disease associated fears remains unabated, ignored or
overlooked.71 Moreover, one can safely assume exercise recommended
self-management regimens and others will be highly challenging to
successfully pursue or adhere to in the presence of excess fear, and
lack of confidence in carrying these activities regardless of whether
these are to be applied in either a non surgical or a surgical situation.72
A pathway of destruction of the osteoarthritic joint implicating fear as
a strong predictor that might negatively affect osteoarthritis functional
and structural dimensions over time is outlined below in Figure 1,
and warrants further research, especially qualitative combined with
quantitative and molecular approaches in our view.

Figure 1 Schematic representation of possible morbidity impact of untreated fear and poor psychological adjustment to fear in older cases of osteoarthritis.
Key Sources [11, 22, 32, 41, 42, 45, 62, 69, 70-75].

Conclusion
After extensive consideration and in light of the above discourse
and available data we conclude:

Fears or fear factors, commonly accompanying the enormous
challenges faced by older adults with painful disabling osteoarthritis
of one or more joints can arguably impact the extent of osteoarthritis
as well as comorbid debility and suffering quite markedly, even if
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not well researched or acknowledged in the mainstream literature and
practical fields of endeavor. Moreover, it can safely be concluded that
unrelieved or inadequately addressed fears along with treatments that
are not only somewhat suboptimal but focus largely on the physical
features of osteoarthritis, rather than behavioral and psychological
attributes, is more likely than not to foster a more rapid, extensive,
and severely disabling state of dysfunction, plus more rapid and
extensive disease progression, pain sensitivity, heightened anxiety
states, poor surgical outcomes and others, especially among the older
adult population.
As well as possibly increasing the costs of care, plus the need for
more extreme or invasive forms of treatment, a parallel contribution
of unremitting fears and negative counter behaviors leading to
possible heart strain, high blood pressure, and/or depression, plus
obesity, increased falls risk, low self-efficacy, need for opioids,
sleep disturbances, and the associated risk of frailty can be predicted
to further hasten the rate and magnitude of any prevailing joint
destructive processes, even in the face of most recommended
management strategies and possible surgery, if ignored.
To this end, providers willing to shift or heighten their focus to
encompass a more patient-centered and holistic personalized approach,
rather than solely a pathological one, and one that deliberately take the
time to listen to and to thoughtfully assess their clients comprehensibly
at the outset as far as their personal osteoarthritis outcome beliefs,
past practical experiences, educational as well as any pervasive health
challenges, fears, doubts, and dreads, and falls history, are concerned,
while providing an empathetic but optimistic outlook about the client’s
ability to overcome any unwarranted fears and worries they may have,
will potentially enable the patient to assume more effective control
of their lives, and thereby a more advantageous ‘upward, rather than
a downward spiral’ of physical as well as mental health attributes of
wellbeing. In addition, helping older adults with osteoarthritis to deal
with, recognize, or eliminate any modifiable degree of unwarranted
fear that is possibly maladaptive and not based on a possible actual
threat, as well as extrinsically derived fear determinants, such as
fears of physiotherapy, fears of falling, or fears due to social and
environmental factors, which appears humanistic in its own right, is
likely to greatly reduce the immense and oftentimes overwhelming
less visible suffering of osteoarthritis, including its social and fiscal
burden that alone can impede healing and recovery and foster physical
illness.
At the same time, it is concluded that helping to ensure clients
receive counseling as required, as well as helping the older adult
with unremitting osteoarthritis to obtain appropriate informational,
instrumental, and empathetic albeit skilled professional support in
light of patients’ preferences and situation will potentially help to
foster more affirmative pain self-efficacy beliefs, functional ability,
and overall self-confidence and is strongly encouraged regardless of
whether the fears are physical or psychological in origin. Moreover,
in addition to careful assessment, and one that engages the patient’s
trust and co-operation, reiterating the importance of recommended
actions using credible evidence and providing empathetic support as
indicated, may be expected to markedly facilitate the adoption and
adherence of desirable osteoarthritis health recommendations, while
minimizing dysfunctional outcomes, regardless of anticipated fears,
and extent of disablement.
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