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ABSTRACT
Background: Osteoarthritis (OA) represents a major cause of disability in India. For implementation 
of best practice management, it is important to consider the views of people in India since they 
might deviate from those expressed in previous studies by people with OA in the Western world.
Objective: The purpose of this study was to explore and describe approaches toward OA and its 
management among patients in a rural setting in Central Western India.
Design and Method: Conventional content analysis was used to analyze semi-structured inter-
views with 24 patients diagnosed with OA from the target area of Pravara University Hospital and 
ten adjacent primary health care centers in Maharashtra, India.
Results: Four categories; lack of power, active ambivalence, taking control and a constant struggle 
were identified as patients’ approaches to OA. The categories were further elaborated on in seven 
subcategories.
Conclusion: Daily challenges and efforts, of which some may be unique to patients in a rural setting 
in India, underlie passive and active approaches to OA and its management. Understanding these 
may enhance Indian physiotherapists’ implementation of evidence-based self-management pro-
grams adapted to Indian conditions and reduce the distress of their patients.
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Introduction

India is one of the world’s largest countries with 
a population of over 1.3 billion with 66% living in rural 
areas (World Bank, 2018). With an increasing life expec-
tancy, approaching 70 years, diseases such as osteoarthri-
tis (OA) have become more prevalent. Studies on the 
prevalence of OA in India present conflicting results due 
to differences in inclusion criteria and survey methods. 
The prevalence of knee OA based on clinical criteria has 
been estimated to be 4.4% and 3.4% in rural and urban 
India, respectively, when adjusted for demographic differ-
ences (Haq and Davatchi, 2011). Higher prevalence fig-
ures of 28.7% and 29.7% have been reported in other 
Indian studies (Das, Routray, and Panigrahi, 2018; Pal 
et al., 2016). Older age, obesity, and genetic factors 
increase the risk of OA (Vina and Kwoh, 2018), as do 
occupational activities with repetitive work or joint over-
load, such as squatting, kneeling, and cross-legged sitting 
that are common in India (Felson et al., 2000; Sandmark, 
Hogstedt, and Vingard, 2000). OA can affect both physi-
cal and mental health, sleep, work and social participation 

as well as quality of life (Hunter, Schofield, and Callander, 
2014). The risk of developing other co-morbidities, such 
as cardiovascular disease and diabetes is also increased 
(Nuesch et al., 2011).

There is no cure for OA, but several treatment stra-
tegies have been developed to relieve symptoms and 
support disease management. Medication, commonly 
non-steroidal anti-inflammatory drugs (NSAID), and 
surgical intervention are options commonly offered to 
patients with OA. However, clinical recommendations 
for best-practice management of OA focus on patient 
education and lifestyle modifications (e.g. exercise and 
weight loss) (Hochberg et al., 2012; Nelson et al., 2014; 
Zhang et al., 2008). Lack of facilities, low income, and 
low health literacy in rural communities in India (Singh 
and Badaya, 2014) might differ from the conditions in 
urban communities in India and internationally, thus 
hampering implementation of such recommendations 
(Dutta and Lahiri, 2015).

For successful implementation of best practice 
management of OA, it is important to consider the 
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views held by people with OA. A large body of knowl-
edge, based on studies with a qualitative design, has 
explored such views. Two systematic reviews using 
meta-ethnography summarize the factors affecting the 
experiences of living with OA (Smith et al., 2014a) 
and the perceptions on conservative management stra-
tegies (Smith et al., 2014b). However, the above-cited 
studies were mainly carried out in North America, 
Western Europe, and Australia. To the best of our 
knowledge, no studies with a qualitative design and 
exploring the perspectives of people with OA in India 
exist. The aim of the present study was thus to explore 
and describe approaches toward OA and its manage-
ment among patients in a rural setting in Central 
Western India.

Methods

Design

A descriptive design with a qualitative, inductive 
approach was applied, and conventional content analy-
sis was used to systematically describe the phenomenon 
(Elo et al., 2014).

Participants

A strategic maximum variation sampling method was 
used in order to include participants with a variation in 
demographic and background characteristics. Twenty- 
four participants were recruited from the target area of 
Pravara University Hospital and 10 adjacent primary 
health care centers in Maharashtra, India (Table 1). 
They were mainly patients at the physiotherapy depart-
ment, commonly occupied in farming and related indus-
try (e.g. sugar production) but also staff from the 

university and the hospital. The majority in this setting 
live with joint families, including several generations. 
Adults with hip or knee pain and no recent trauma 
were eligible for inclusion in the study. Exclusion criteria 
were chronic widespread pain and other diseases such as 
inflammatory joint disease or cancer. Ethical approval 
was received from the Institutional Ethical Clearance 
Committee for Undergraduate and Postgraduate 
Research at Dr. APJ Abdul Kalam College of 
Physiotherapy.

Recruitment

Two of the authors (GJ and SK) recruited English- 
speaking participants among staff at the university 
hospital and participants speaking only Marathi 
from among patients at the physiotherapy depart-
ment. Potential participants were informed orally 
and/or in writing about the study. Those interested 
in participating underwent a structured clinical 
examination by a physiotherapist (GJ), following 
American College of Rheumatology clinical practice 
guidelines for OA (Altman et al., 1991), to confirm 
their OA diagnosis. Written informed consent was 
obtained from those finally included in the study.

Data collection

Demographic data were collected using 
a questionnaire specifically developed for the study. 
Semi-structured interviews were conducted from 
November 2017 to February 2018 using an interview 
guide consisting of main areas of inquiry (Table 2). 
The interview guide was developed by two of the 
authors (CHO, ES) in collaboration with the two 
authors performing the interviews (KK, GJ). Open- 
ended questions with follow-up questions were used 
to facilitate elaboration and to get more details. 
Questions varied slightly between participants 
because they were adjusted to individual responses 
during the interview. The interviews were performed 
by two of the authors; one (KK) being a Swedish 
physiotherapy researcher experienced in qualitative 
methods and familiar with the Indian context, and 
the other (GJ) being an Indian master student in 
physiotherapy familiar with both English and 
Marathi and with clinical experience managing 
patients with OA. KK trained the interviewer GJ in 
interview technique before starting the data collec-
tion. The first two interviews were then performed by 
KK in English with GJ as a present observer. The 
next six interviews were carried out by GJ in Marathi 
in the presence of KK, who was unfamiliar with 

Table 1. Characteristics of the participants (n = 24).
Pravara University Hospital/Primary Health Care 

Centers, n (%)
13 (54)/11 (46)

Gender, male/female, n (%) 9 (37.5)/15 (62.5)
Age, years, median (min-max range) 65 (49–85)
Language, English/Marathi, n (%) 2 (8)/22 (92)
Disease duration, years, median (min-max range) 3 (0–25)
Body Mass Index, n (%) 

Underweight [<18.5] 
Normal weight [18.5–24.9] 
Overweight [25–29.9] 
Obesity [≥30]

1 (4) 
17 (71) 
6 (25) 
0 (0)

Marital status, single/married, n (%) 3(12.5)/21 (87.5)
Children at home, ≤5/>5, n (%) 13 (54)/11 (46)
Work status, part time/full time/not employed, n (%) 9 (37.5)/12 (50)/ 

3 (12.5)
Education, university/high school/public school, n (%) 6 (25)/6 (25)/12 

(50)
Activity limitation, VAS [0–10, none – complete], 

median (min-max range)
5.5 (1.6–8.9)

Perceived pain, VAS [0–10, none – worst imaginable], 
median (min-max range)

5.9 (3.2–8.5)
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Marathi. Oral summaries of these interviews were 
given by GJ to KK at the end of each interview in 
order to increase trustworthiness. The remaining 16 
interviews were performed in Marathi by GJ alone. 
Interviews were performed in secluded rooms at the 
outpatient physiotherapy clinic, lasted 9 to 27 min-
utes, and were audio-recorded, transcribed verbatim, 
and translated into English from Marathi by GJ. 
Transcripts were later checked and corrected by GJ 
under the supervision of two of the authors (ES and 
CHO) who were experienced in qualitative research 
methodology.

Data analysis

Inductive qualitative content analysis inspired by 
Graneheim and Lundman (2004) as well as Elo and 
Kyngäs (2008) was used to analyze the interviews 
(Tables 3 and Tables 4). One of the authors (GJ) per-
formed the primary analysis, which was refined and 
finalized in collaboration with ES, an experienced phy-
siotherapist within rheumatology, behavioral medicine, 

and physical activity and with expertise in qualitative 
research approaches. CHO, an experienced physiothera-
pist and researcher within rheumatology, behavioral 
medicine, and physical activity and with expertise in 
both qualitative and quantitative research approaches 
peer-reviewed the analysis.

Table 3. Description of the data analysis.
Familiarization To become familiar with and get an overview of 

the material, all of the transcribed interviews 
were read carefully by one of the authors 
(GJ).

Open coding and 
meaning units

Open coding was performed by writing 
manually notes and headings in the margins 
describing approaches to OA. Parts of the text 
(meaning units) containing elements related 
to the code through their content and/or 
context were then identified. The material 
was read through several times while open 
coding, and meaning units were identified to 
cover all aspects of the phenomenon. Open 
coding was performed iteratively for all 
interviews by one of the authors (GJ). To 
ensure coding consistency another author 
(ES) independently coded five of the 
interviews. The emerging codes and meaning 
units were discussed until agreement was 
reached between the researchers (GJ, ES).

Grouping codes The codes were then moved/collected from the 
margins onto a manually created mind map 
structure. Codes representing similar 
meanings of approaches to OA were grouped 
together.

Creating categories and 
subcategories

The various codes were compared regarding 
differences and similarities. Codes with 
related meanings were manually grouped 
together in categories.

Refining and labeling To increase trustworthiness, two of the authors 
(GJ, ES) repeatedly discussed and compared 
the emerging categories and subcategories 
with the content of the original interviews 
several times until negotiated consensus was 
reached. Discussions with the author used as 
the peer expert (CHO) were held 
continuously. The categories and 
subcategories were labeled by GJ and ES.

Quotes Quotes from the interviews were chosen and 
are provided for illustration and 
trustworthiness.

Table 4. Examples of meaning units and codes underlying subcategories and categories.
Meaning unit Code Subcategory Category

I feel very frustrated due to the knee pain. Unable to travel and, I can’t attend social activities. Frustration and 
social loneliness

Negative 
psychosocial 
impact

Lack of 
power

I took hot water heating but it increased my pain. And as you advised – cold pack, but in the 
winter cold pack can aggravate my pain. So what to do?

Failing treatments Doubts on 
treatments

Active 

ambivalence
I stopped myself in work as pain started, took a break and started again after getting some relief. Ergonomics Finding new 

solutions
Taking 

control
I ignore it. If I focus on pain the work cannot be completed. Since I am a farmer, it is compulsory for 

me to do farm work.
Ignorance Work life and 

poverty
A constant 

struggle

Table 2. Interview guide.
Opening question: 

“Tell me a little about your disease. How would you describe the impact 
of your present disease/symptoms a typical normal day at home, at 
work or another place”

Questions:
Can you tell me how you understand osteoarthritis (OA) – what is it?
Describe a situation or event that has had a significant impact on your life 

with OA.
Tell me something positive you have experienced with your symptoms/ 

disease.
What about negative experiences with your symptoms/disease? 

How do you typically handle symptoms from your OA? 
Is there anything that makes your life with OA satisfying? 
What could be done to make your life with OA more satisfying? 
Describe a dialog or communication you have had about your 
symptoms/disease that has made an impact on you – either positive or 
negative. 
What advice about managing OA would you give to someone else – 
using your knowledge and experiences? 
What would your ideal life with OA look like, if you could make a wish? 
Tell me about your expectations for the future. 
Is there anything else you would like to add?

PHYSIOTHERAPY THEORY AND PRACTICE 3



Findings

Four categories: 1) lack of power; 2) active ambiva-
lence; 3) taking control; and 4) a constant struggle 
were identified as patients’ approaches to OA in a rural 
setting in Central Western India (Figure 1). The cate-
gories were further illuminated through seven 
subcategories.

Lack of power

A passive and afflicted approach toward the disease and 
its management was expressed in the attribution of the 
causes of the disease to external events and by simply 
observing symptoms. Also, letting surrounding situa-
tions and one’s internal psychological state limit one’s 
ability to influence the disease was described.

Victim to fate
OA was explained as a disease affecting both females 
and males at any age, but also as a disease starting at 
the time of menopause in women or as a consequence 
of gaining weight. A history of trauma was another 
explanation, accompanied by thoughts that this was 
the foremost reason of OA. Beliefs that OA could be 
transmitted genetically from one generation to the next 
were expressed, as well as joint space narrowing being 
present in OA. Negative thoughts about the winter 
season were expressed as beliefs about joints and mus-
cles getting stiffer during this time period, or that pain 
could be aggravated by exposure to cold. Aging was 
another explanation of OA pain. An overall opinion 

was expressed that rural people lack basic knowledge 
about self-care and therefore ignore minor health 
issues. This ignorance of different symptoms in daily 
life could lead to further complications as well as 
increased suffering and discomfort. Seeking health 
care was not considered as an option until the pro-
blems became too severe.

“My grandmother had the same problem. Also, problems 
increase with age and starts there.” (Female, 50 years)

“OA can occur in anyone no matter if they are male or 
female or any particular age.” (Female, 76 years)

“I have more pain in winter season.” (Female, 49 years)

“In the village, all people are under continuous strain and 
they are illiterate, they don’t even know the most basic 
things about care.” (Female, 49 years)

“I didn’t think much of it previously when I had less pain, 
but now it is severe, so I had an x-ray taken six months 
ago.” (Female, 64 years)

Negative psychosocial impact
Living with OA for a long period of time and the 
inability to cope well with the disease hampered both 
work and social life, which could lead to feelings of 
dissatisfaction. Unhappiness at older age and 
decreasing joy in life can also contribute to dissatis-
faction with the overall life situation. A longing for 
affinity with other people who understand what it 
means to live with OA was expressed. A belief that 
no cure exists for the damage in the knees resulted in 
feelings of cluelessness regarding the management of 
the disease. Staying alone at home for the whole day, 
while other family members went to their respective 
workplaces, could lead to feelings of loneliness. The 
problems with traveling and socializing created feel-
ings of emptiness and the inability to share feelings 
with other people. The need for recognition and 
sympathy for the pain from others was expressed, 
and the lack of such sympathy was seen as a cause 
of depression.

“I felt so disagreeable sometimes; I was getting irritated 
and sometimes I took all my frustration out on the 
students of my school.” (Female, 64 years)

“Only OA people can understand the situation of OA 
people better.” (Male, 56 years)

“Due to the pain I got frustrated and gave up hope. Like 
there is nothing that can be cured with me.” (Female, 55 
years)

“My family is cooperative, but still, they all are busy in 
their work whole day, so it is somewhat difficult for me to 
manage.” (Female, 60 years)

Figure 1. Approaches to osteoarthritis among patients in a rural 
setting in central western India.
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“I am alone, and no one even asked me yet about my pain 
So, I know that I have to stand up for myself.” (Female, 66 
years)

Active ambivalence

An active but hesitant approach toward the disease and 
its management was expressed as attempts to take action 
by use of medication or physical modalities.

Doubts on treatment
Medication was reported to result in temporary pain 
reduction. However, it was doubted that more medica-
tion would cure the disease or relieve the pain. 
Furthermore, it was described that medication resulted 
in weakness of the body. Ayurvedic treatment was also 
used for knee pain, and regular intake of calcium was 
perceived as important. In order to support the knees, 
bandages and limb elevation were used during sleep. 
The use of hot packs was mentioned as useful for all 
types of joint and muscle pain, but sometimes this 
increased knee pain and swelling. Doubts about cold 
packs being effective during the winter season were 
expressed, while pain relief and reduced swelling of 
joints after cold pack application was also expressed.

“My pain was relieved temporarily with medicines, but 
I want permanent relief for my pain.” (Female, 50 years)

“You are advised for cold packs, but in winter cold pack 
can aggravates my pain.” (Female, 67 years)

“I used hot water heating, but the pain increased.” 
(Female, 60 years)

“I took too much medication, which led to more weakness 
in my bones.” (Female, 67 years)

“Ayurveda is the best treatment in our town.” (Female, 
60 years)

“My muscles get so stiff and sore, but after a hot water 
bath I feel better.” (Male, 65 years)

Taking control

An active and purposeful approach toward the disease 
and its management was expressed as a deliberate deci-
sion on whether to engage in healthy lifestyle behaviors.

Exercise and diet
There was a belief that performing exercise and keep-
ing informed about weight reduction in young age 
could be helpful in delaying the onset of OA. Another 
driving force for exercising was to cope with the pain. 
Exercise was also used when other treatment options 

could not be afforded. However, for some individuals 
walking or performing basic movements were rather 
unfamiliar strategies for managing OA, while for others 
such activities increased the ability to move after knee 
locking following prolonged time in the same position. 
A belief that exercise might aggravate pain was present, 
and assumptions that intense exercises would be harm-
ful for the elderly were expressed. The reasons for not 
performing exercise were that pain relief was obtained 
by other management strategies, lack of time, laziness, 
and ambivalence to exercise. However, for some indi-
viduals’, physiotherapy exercises resulted in pain relief 
and inspired them to continue with general physical 
activity. Group exercises were seldom performed but 
were expressed as something positive and inspiring 
that could perhaps increase social activity. Awareness 
about healthy eating and drinking, avoidance of sweets 
and fatty foods, and drinking coconut oil were also 
present.

“I wish to go to 10 years back and reduce my weight so 
that this could reduce my knee and back pain.” (Female, 
55 years)

“When I have pain, I will do exercises but when pain 
decreases, then I do not need to.” (Female 66 years)

“I can’t do exercise because I am unable to.“ (Female, 67 
years)

“I got depressed in the initial phase, but after some days 
I started exercising regularly. The pain was severe for the 
last 8 months, but now it is better with exercise.” (Male, 
63 years)

“Maybe the doctor said that exercise reduces pain, but 
I think pain increases because patients have to take a rest 
when they have pain, and if you do exercise it can 
aggravate the pain.” (Female, 67 years)

Finding new solutions
Taking small breaks during work as well as working at 
a slower pace to prevent increased symptoms was 
thought to be helpful. Further, awareness about the 
negative impact of sitting and standing for prolonged 
periods of time was present. Using slippers in daily life 
as well as avoiding cross-legged sitting were used as 
ergonomic self-management. Pain and locking in the 
knees were present when getting up from Indian-style 
toilets or after a long time of squatting. Western toilets 
could be one solution. Receiving support from the 
family, tuning to music, and avoiding exertion could 
improve the possibilities for a happy life. Seeking sup-
port and strength from God to cope with symptoms and 
problems was thought of as valuable. The need for 
regular health checkups was also expressed.

PHYSIOTHERAPY THEORY AND PRACTICE 5



“I do some work for 10–15 min. After that I stop and sit 
down or walk for 15–20 minutes.” (Male, 80 years)

“I have difficulty lifting loads in the farm and difficulty 
squatting while doing cutting work in the farm. I sit for 
some time in a chair and in long sitting since continuous 
work for a long time in one position results in pain.” 
(Female 60 years)

“I stopped walking, squatting, and cleaning and reduced 
my workload and take better care of myself.” (Female, 69 
years)

“I think that when we have pain, we should not need to 
take a rest completely. We have to do a little movement 
and little work. So that it reduces pain.” (Female, 67 
years)

“I am listening to music to distract myself from the pain.” 
(Female, 66 years)

A constant struggle

An active but demanding approach toward the disease 
and its management was expressed as a battle with 
important and compulsory aspects of life.

Work life and poverty
Ignoring pain to fulfill daily work needs was 
expressed as a strategy. Continued work on the farm 
despite a lot of symptoms was therefore highlighted, 
and the heavy workload was also blamed as the cause 
of OA. In addition, working with poor posture or in 
a wet area were suggested as other causes for OA. 
Lack of knowledge on ergonomics was a reason for 
different symptoms and problems. The inability to 
perform work properly due to the pain was further 
expressed, and in some cases quitting working was 
seen as a solution to the pain. However, such effects 
on work life with the inability to earn money could 
result in poverty. Difficulties in providing meals twice 
a day with no option to earn money due to the 
disease were expressed. In some case, even money to 
buy medicine did not exist. Prayers to God for 
strength to cope with the pain and for increased 
possibilities to earn money were used. A wish for 
the government to help poor people and to get recog-
nition for the lack of advanced treatment due to 
poverty was also expressed.

“I have so much pain, I can’t even work, but I have to do 
it because of poverty, I have no options.” (Female, 50 
years)

“If I had money, I could buy medicines and solve my 
problems; it all happens because of a lack of money.” 
(Male, 72 years)

“I have to work anyway and have to suffer very severely, 
and I can’t even sit down when preparing chapattis.” 
(Female, 60 years)

“I think that it occurs because of all that previous hard 
work on the farm to earn money and to fulfill the basic 
needs of our family; we have to work on the farm con-
tinuously.” (Female, 67 years)

“I ignore it, because if I focus on the pain then I cannot get 
my work done. Because I am a farmer, it is compulsory 
for me to do farm work.” (Male, 56 years)

Daily activities
Difficulties with balance, lifting heavy objects, squatting, 
sitting in a cross-legged position, bending, and sitting 
for a prolonged time in the same position were 
described. A limping walk was thought of as the result 
of limitations in putting weight on the affected knees. 
The quality of sleep was also affected and was often the 
most significant limitation. More severe sleep distur-
bances due to sudden locking of the knee as well as 
morning stiffness were typical complaints.

“Pain increases with cross leg sitting. Squatting also 
causes severe pain, so I avoid cross leg sitting. I always 
try to sit in long sitting position.” (Female 67 years)

“While climbing stairs, I can take the first step but have 
very severe pain in taking the next step; also, I am walk-
ing with weight on one leg only.” (Female, 67 years)

“I have a lot of pain while getting up, and there is move-
ment loss in my knee. Then for five minutes I have to try 
to support myself with the bed, get up slowly, then have to 
stand for some time, and only then I can take the next 
step. Otherwise, I couldn’t move without completing all 
these steps.” (Female, 62 years)

“I only sleep three hours out of 24. I can´t even sleep in 
the afternoon.” (Female, 70 years)

Discussion

This is, to the best of our knowledge, the first study that 
explores the patient perspective on approaches toward 
OA and its management in rural India. It thus provides 
new information beyond that reported in previous 
research exploring such perspectives in urban and 
rural communities in Western high-income countries.

The categories encompass passive or active 
approaches toward the disease and its management, 
and the subcategories reflect patients’ daily chal-
lenges and efforts underlying these approaches. 
Thus, our findings indicate that patients with OA in 
a rural setting in India have their whole life affected 
by the disease. Similar perceptions have been 
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described as parts of previous findings among people 
with OA in Northern-European settings, in terms of 
a “constant struggling through everyday life” indu-
cing emotional distress (Nyvang, Hedstrom, and 
Gleissman, 2016; Wride and Bannigan, 2018). Like 
our participants, approaches among patients with 
OA in North America, Western Europe, and 
Australia are influenced by their symptoms, their 
understanding of the disease, their perceptions of 
other people’s beliefs toward their disease and their 
functional capability (Smith et al., 2014a). Thus, it 
seems like the approaches toward the disease and its 
management among patients with OA are similar 
rather than different in several parts of the world. 
Urban and rural seniors in Canada generally have 
similar lived experiences of OA, but experiences of 
access to local care are unique to seniors in rural 
settings; barriers that may also exist in India but 
were not explored in the present study (Ali, Walsh, 
and Kloseck, 2018). A unique finding of our study 
was poverty as one reason for the perception of 
a constant struggle. Poverty was perceived to limit 
possibilities to make informed choices and to afford 
appropriate management of the disease, as well as to 
induce a sense of inequality. Another aspect of 
poverty and limited choices might be poor health 
literacy (Sorensen et al., 2012). Dealing with such 
issues represents a major challenge to Indian health 
professionals (Balarajan, Selvaraj, and Subramanian, 
2011). Building health literacy can increase auton-
omy and personal empowerment, but this requires 
interactive communication between patients and 
health professionals, as well as skills to critically 
analyze and value different types of information 
(Nutbeam, 2000). Arthritis terminology might repre-
sent a particular challenge in communications 
between health professionals and their patients with 
different levels of familiarity with and comprehen-
sion of the phrases and words used, and it is impor-
tant to also understand the emotional impact of such 
phrases and words (Barker, Reid, and Minns Lowe, 
2014). Individually tailored communication might 
not yet be part of physiotherapy practice in hierarch-
ical societies such as India, where neither patients 
nor physiotherapists might be used to sharing infor-
mation based on patients’ perspectives on their 
disease and its management. However, patients’ 
experiences of quality of care and management of 
OA in the Western world indicate that relationships 
with health professionals who truly understand the 
patients’ perspectives and who tailor and develop 
self-management plans in negotiation with their 
patients are important (Miller et al., 2016). Hence, 

it is likely that good partnerships between patients 
and physiotherapists might empower the patients’ 
own resources, thus supporting better self- 
management skills to cope with their disease and to 
manage their perceived challenges and efforts.

Our findings also highlight ergonomic challenges, 
such as squatting, kneeling and cross-legged sitting, 
specific to work and daily life in India. These are part 
of cultural behavior and might therefore be difficult to 
adapt in all situations. However, living with OA is 
a balancing act between competing values and risks 
(Darlow et al., 2018), and this is further supported by 
our findings, not only regarding work and daily life, but 
also regarding medication, physical modalities, and 
exercise, where patients expressed both pros, cons and 
ambivalence with the different treatments. A mixed but 
largely negative attitude toward conservative manage-
ment has also been described in North American, 
Western European, and Australian settings (Smith 
et al., 2014b). In the Middle East, health seeking beha-
viors for pain among people with OA are also described 
as influenced by cultural, emotional, social and financial 
needs as well as patients’ expectations, which might lead 
to non-adherence or negative attitudes toward medical 
treatment and self-management (Zamanzadeh et al., 
2017). Thus, physiotherapists in India might therefore 
need to educate and empower patients to enhance their 
informed decision-making regarding best-practice man-
agement of OA based on specific Indian cultural beha-
viors and contexts.

A longing for affinity not only with family and 
friends, but also with other people with OA, was 
expressed in our study. The importance of support 
from family members or other patients in the pathway 
of care has also been described among females with OA 
from the Gulf region (Al-Taiar et al., 2013). One way of 
satisfying this longing could be to introduce peer sup-
port through local, regional, and national nonprofit net-
works that might also lobby for people with OA and 
provide reliable information about the disease (Opava 
and Carlsson, 2012). Furthermore, implementation of 
programs for evidence-based self-management of OA, 
organized in groups (Allen et al., 2016), could be another 
way of enhancing affinity and social role-modeling.

Methodological considerations

The methodology used in the present study has 
strengths and limitations. Most of the interviews were 
performed in Marathi and translated into English. 
Since translations might confer a risk of losing nuances, 
citations were carefully discussed within the research 
team. However, no cross-checking or reviews of the 
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audio recordings or transcripts were performed, which 
might represent a limitation to our study. Another 
possible limitation is that the interviews for our study 
were fairly brief. This might reflect the inexperience of 
rural Indian patients in communicating about experi-
ences and perceptions of their disease or the reluctance 
to disclose information to a young female researcher. 
This is a cultural aspect that needs to be addressed in 
future studies. Keeping a structured reflexive journal 
could have been useful for the interviewers to sensitizes 
prejudices, subjectivities and preunderstandings poten-
tially influencing the results of each interview. 
However, the added value of the presence of an experi-
enced physiotherapist and researcher (KK) during 
some of the first interviews performed in Marathi, 
was to observe and then later discuss the non-verbal 
components of the interview in order to inspire GJ to 
develop skills to enhance patient communication. It 
might be questioned whether our data were rich 
enough (Kvale, 2009; Malterud, 2001), but the inter-
views were performed with many informants and our 
findings indicated good variation of perceptions that 
were supported with short but illustrative quotes.

One strength of our study is the involvement of 
informants with different demographic backgrounds. 
Relevant background data are presented to make our 
findings recognizable in a clinical setting and under-
standable to others. While the setting was rural, not all 
participants were rural labor workers. The reason for 
this was to meet our strategic maximum variation 
sampling method, but also that the initial interviews 
had to be performed with English-speaking people for 
logistic reasons. An interesting observation was that 
many English-speaking university and hospital staff 
were hesitant to participate, possibly reflecting 
a reluctance to disclose their disease. A higher repre-
sentation of women in our study sample reflects the 
higher prevalence of OA among females in Indian and 
other Asian populations (Cross et al., 2014; Haq and 
Davatchi, 2011). The number of participants was not 
predefined, and the recruitment stopped when no new 
aspects of the phenomenon under study had emerged 
during the last interviews. The interviewers were famil-
iar with the population and the context through 
engagement and observations as physiotherapists. 
Two experienced researchers in qualitative methods 
were involved in the data analysis and peer-review of 
the findings, which strengthens trustworthiness. 
A qualitative approach does not attempt to generalize 
the findings to the whole population group, but we 
believe that our findings can be recognized in similar 
settings to ours and be useful for health professionals 
seeing similar patients.

Clinical relevance

Our findings reveal a complex picture of experiences 
and perceptions to be addressed in physiotherapy prac-
tice in India. Thus, acknowledging patient perspectives, 
using individually tailored communication and simple 
language might empower patients with OA. Self- 
management plans negotiated with the patients might 
improve their handling of challenges and efforts related 
to OA. The development of culturally adapted, evi-
dence-based self-management programs and support 
of patient networks might satisfy the wishes for affinity 
among people with OA as described in the present 
study.

Future research

In order to better implement evidence-based practice for 
patients with OA in India, more knowledge about the 
perspectives among Indian physiotherapists is needed. 
Intervention and implementation studies on evidence- 
based physiotherapy for Indian patients with OA are 
also required.

Conclusion

Daily challenges and efforts, of which some may be 
unique to patients in a rural setting in India, underlie 
passive and active approaches to OA and its manage-
ment. Indian physiotherapists might need to implement 
evidence-based self-management programs adapted to 
Indian conditions as well as support the establishment of 
patient networks to empower their patients and reduce 
their distress.
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