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Abstract

Osteoarthritis is common joint disease affecting older people, causes disability and reduced life quality. Aim
determine effect of self-efficacy management program on achieve and improvements of pain and physical health.
Subjects and method: Systemic random sample of 80 elders aged 60 yrs and old, divided into two equal groups
(study and control). This study conducted from end of July 2012 to end of August 2013 at orthopedic outpatient
clinics of Assiut University Hospital. Assessment conducted at the beginning, then after 8" weeks and 6" months
from training, study tools included structure interview questionnaire, SF-36 questionnaire, pain rating scale, timed
up\go test and arthritis self-efficacy scale. Results: At posttest; 77.5% of study group had a poor physical health
with not a statistically significant (P = 0,785) and 55.0% of them had fair mental health with a statistically
significant (P = 0.043). Moreover, statistically significant difference (P < 0.022) observed between pre and post test
among study group regarding time up\go test. Conclusion: Osteoarthritis knee program have a significant impact on
elderly physical activity, However, post-test assessments of study group indicate that significant improvements
regarding their self-efficacy. Recommendation: Osteoarthritis elders should participate in self-management

programs and physical activity consistent with national guidelines.
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Introduction

Knee osteoarthritis (OA) is the most common
degenerative joint disorder in the elderly and a major
public health problem throughout the world. It is the
leading cause of pain and is estimated to be the fourth
leading cause of disability among the aging
population. It increases the risks of morbidity because
loss of functional capacity, including difficulty in
walking, inability to perform self-care, transferring,
going up and down stairs, Knee OA not only impairs
physical functions but also reduces quality of life. In
addition, it is the third leading cause of life-years lost
due to disability (March & Bagga, 2004).

Osteoarthritis (OA) is a result of genetic, local
mechanical stresses or systemic factors and is a
chronic condition characterized by the breakdown
and loss of the joint's cartilage, bony overgrowth and
alterations in the ligaments, menisci and muscles
around the joint. Cartilage is the part of the joint that
cushions the ends of the bones and allows easy
movement of joints. The breakdown of cartilage
causes the bones to rub against each other. Symptoms
of OA include joint pain, aching, stiffness and
swelling resulting in decreased function and mobility
(U.S.Department of Commerce., 2006).

World Health Organization reports that 80% of
people with osteoarthritis have some degree of
limitation, with 25% unable to carry out activities of
daily life. The major consequences of osteoarthritis
are: pain, stiffness, loss of joint mobility, disability,
loss of independence, reduced social interaction,
deformity and decline in well-being (WHO, 2003).
Pharmacologic and surgical interventions are
frequently applied in the knee OA treatment. These
therapeutic strategies have yielded mixed success;
however, are associated with adverse long term side
effects. Sothat; current approaches to knee OA
treatment have increasingly focused on identifying
and developing more effective pain management
strategies (Baker, et al., 2001).

Optimal osteoarthritis management involves both
pharmacologic and behavioral intervention such as
exercise and weight management (Zhang, et al.,
2008). However, most osteoarthritis patients do not
adequately practice these behavioral and most
primary care practices are not set up to support them
(Fontaine, et al.,, 2004 & (CDC), 2005). So that,
exercise is considered to be one of the most important
treatments for patients with mild to moderate knee
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osteoarthritis It has Positive effects on pain and
function, as well as cost-effectiveness has been
reported (Altman, et al., 2000, Fransen, et al., 2003,
Jordan, et al., 2003 & Segal, et al., 2004).

Aim of the study

To determine the effect of self-efficacy management

program on achieve and maintain clinically

meaningful improvements in pain and physical

function in elderly with knee osteoarthritis (OA).

Also; To identify elderly osteoarthritis individuals

who are at risk to fall.

Research questions

= Does osteoarthritis of knee program affect
elderly physical and mental health?

= Does elderly osteoarthritis patients able to
maintain long term physical activity?

Subjects & Method

Research Design

Quasi-Experimental design was used in the study.
Setting

The study was carried out in orthopedic outpatients'
clinics of main Assiut University Hospital.

Subject

Systemic random sample of 80 osteoarthritis elderly
patients from both sexes” aged 60 years and more
were included. Moreover the total numbers of
patients were divided into two equal groups as the
following; 40 patients for study group which attended
osteoarthritis knee program sessions and other 40
patients for control group not included in program
application and used for comparison.

Tools of data collection:- Five tools were utilized
to collect data for this study, these are

Tool 1: A structured interview questionnaire was
constructed by researcher after reviewing the relevant
literature. To assess a comprehensive and accurate
scocio-demographic characteristic of osteoarthritis
patients. It includes personal data as name, age,
address, sex, marital status, level of education and
occupation....etc. "This tool was done only one time"
Tool II: This tool included Short Form 36
Questionnaire (SF-36) to measures quality of life
with only 36 questions which reflecting both physical
and mental status and has 8 sub-components.
Physical component which include Physical Function
(PF), Role Physical (RP), Bodily Pain (BP) and
General Health (GH) with (22) questions. While
mental component consist of Mental Health (MH),
Role Emotional (RE), Social Function (SF) and
Vitality which represented by (14) questions
(Brazier, etal., 1999 & Ware, et al., 2002).

This tool was done three times for both study and
control elders groups, the first time at the 15 week

before OAKP intervention, 2" time at 8" week after
application of OAKP and 3™ time after 6™ months
from application.

SF-36 questionnaire was translated into Arabic form
and content validity of it was done by panel of seven
experts from community health nursing, nursing
administration, psychiatric nursing and medical
nursing staff at Assiut University who reviewed the
instrument for clarity, relevance, understanding,
applicability and the necessary modification was
done accordingly.

Tool I11: Wong-Baker Faces Pain Rating Scale used
in the present study to evaluate pain (severity. type,
and duration), determine a treatment plan and
evaluate  the  effectiveness  of  treatment
(Hockenberry, et al., 2005).

This tool done three times for both study and control
elders groups. The first time at the 1% week before
OAKP intervention, after that at 8" week and at 6™
months after application of OAKP.

Tool 1V: Timed Up & Go Test (TUG):- It used in
the present study to predict elderly osteoarthritis
individuals who are at risk to falls. This test consist
of steps followed to determine elderly quality of
sitting, standing balance, safety during transfer
through instruction of patient to get up and go at
comfortable and safe pace to the line three meters,
turn, return to the chair and sit down again ...etc. the
test scored according to time taken to completed steps
as the following [< 14 seconds: 87% not a high risk of
falls and >14 seconds: 87% a high risk of falls
(Shumway, et al., 2000 & Steffan, et al., 2002).

This tool was done three times for both study and
control elders groups, the first time at the 1st week
before OAKP intervention, the second time at 8th
week after application of OAKP and the third time
after 6th months from application.

Tool V: This includes 8-item Arthritis Self-Efficacy
Scale (ASES) is a self-administered, disease-specific
questionnaire. This scale indicates the level of
certainty that studied elderly can perform each task.
Each question is scored on numeric rating scale
ranging from 4= very uncertain, 5 - 6 = moderately
uncertain, and 10 = very certain. Each subscale is
scored separately by taking the mean score of the
items. Higher scores indicate higher self-efficacy.
This scale is available in (Lorig, et al., 1989 & Lorig
& Holman, 1998).

This tool was done three times for both elders groups,
the first time at the 1st week before OAKP
intervention, the second time at 8th week after
application of OAKP and the third time after 6th
months from application.

The Stanford Osteoarthritis of the Knee program
(OAKP)
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The program has been developed by the researcher
based on patients needs and review of relevant
literature, available resources and revision by
professor and assistant professor as well as expert in
the field of orthopedic surgery, medical surgical
nursing and community health nursing. According to
the opinions of experts necessary modifications were
made. It was delivered over a six-week period with
studied elderly patients group attending one day of
one and a half hours per week, after that; the
researcher reassessed both study and control groups
at eight week and after six months from starting.
General objectives of the program
Improvements of knee physical function and
relieving pain.
Specific objectives of the program
= Teach the elders how to coping with
osteoarthritis and measure used for joint
protection,
= Motivate the elders toward modification of their
behavior and practice about their disease.
= Decrease the risk of fall among elderly with
knee osteoarthritis.
Assessment: Based on the results of pretest and
reviewing the relevant literature about physical
function and quality of life which denotes physical
function deficit and reduced self efficacy; so the
program media were prepared.
Planning stage: The arrangement of conducting the
program done during this stage; the sessions and time
of the program decided. The study group sample
were attending one session of one and a half hours
per week for six weeks period in a variety of numbers
ranged between (I-3) in each day according to the
date of first interview. Other facilities were checked
and arranged during this phase as the teaching place
and handout book ...etc.
Application Time: the time of application was
decided according to the attendance of participants at
orthopedic outpatients' clinics and the coordination
between the researcher and elders patients.
Teaching place: - the program was conducted in the
orthopedic outpatients' clinics.
Teaching methods and materials: It was important
before implementing the program to prepare simple
teaching methods; as discussion and role play. The
media; as picture and handouts.

Pilot study

It was carried out before starting data collection on
five (5) of osteoarthritis elderly patients attending
orthopedic outpatient clinics at Assiut university
Hospital. The aim of the pilot study is to test the
clarity and applicability of the tools and determine
the time required to fill the questionnaire. Based on

the result of pilot study, the necessary modifications

of tools were done.

Implementation stage

The knee osteoarthritis program was conducted in

one year; which it was delivered over a six weeks

with study elderly patients group attending one day

per week, after that; the researcher reassessed both

groups (study &control) at eight week and after six

months from starting.

Evaluation stage: the evaluation was done through:

A) Post test which done at 8th week after
implementing and completing OAKP to assess
elder's physical health and function.

B) Follow up which was done after 6th months of
completing the osteoarthritis knee program.

The teaching program included organization of

the program sequence.

Data collection phase

Field work

Before the application of the program, the patients
were evaluated by assistant lecturer and senior
resident of the orthopedic clinics to exclude diseases
interfering with gait such as; cervical spondylosis, hip
problems and other neurological disorder such as;
parkinsonism. After that; the researcher introduced
herself to participants to establish the necessary
rapport, gain their attention and interest, an
orientation to the program and its purpose was done
and the elderly were informed about the time and
place of session taken; Pretest was done before
implementing the program to assess the elderly
physical and mental health, each session started by a
summary about what was given during the previous
session and the objectives of the new topics. The post
test at 8™ week and finally follow up test done after
6" months for both groups were implemented by
repeating the same format of the pre test to determine
the effect of the program.

The educational program conducted in the period
from end of July 2012 to end of August 2013.

Ethical consideration

The purpose and nature of this study was explained
for directors of the studied settings. Also, every
elderly have ethical rights to agree or refuse to
participate in the study. An oral consent was taken
from the elderly after informed them that the
information obtained will be confidential and used
only for the purpose of the study.

Statistical analysis

The data obtained were reviewed, prepared for
computer entry, coded, analyzed and tabulated.
Statistical analysis was done using the SPSS version
16 & 19. Descriptive statistics in the form of
frequencies and percentages for qualitative variables.
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While means and standard deviations for quantitative of total items in physical and mental health which
variables. Chi-square, ANOVA test and T-test used more than 50 = fair health while less than 50 = poor
to compare differences in the distribution of health It is considered significant when P-values were
frequencies among different groups. Score range of less than 0.05 (P < 0.05).

Short Form 36 Questionnaire (SF-36) by summation

Results

Table (1): Distribution of the osteoarthritis elderly patients regarding to their socio demographic
characteristics in outpatient clinics at Assiut university hospital (2013).

. . . study (n= 40) Control (n=40)
Socio demographic characteristics No. | % No. | %
Age
60 < 65 years 19 47.5 13 32.5
65 < 70 years 12 30.0 15 37.5
> 70 years 9 22.5 12 30.0
Mean * SD 66.05 + 5.84 68.0+ 6.45
Sex
Male 26 65.0 15 375
Female 14 35.0 25 62.5
Residence
Rural 25 62.5 25 62.5
Urban 15 375 15 375
Marital status
Married 31 77.5 34 85.0
Widow 9 22.5 6 15.0
Level of education
Illiterate 27 67.5 35 87.5
Read & write 6 15.0 2 5.0
Primary 1 2.5 0 0.0
Secondary 3 7.5 2 5.0
University 3 7.5 1 2.5
Occupation
Housewife 14 35.5 24 60.0
Skilled worker 4 10.0 1 2.5
Employee 6 15.0 5 12.5
Free business 2 5.0 3 7.5
Farmer 9 22.5 4 10.0
Not working 5 125 3 7.5
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Table (2): Distribution of osteoarthritis elderly patients regarding Physical health components according to
SF-36 health survey throughout pre-test, post test and follow up in outpatient clinics at Assiut university
hospital (2013).

Pre Post Follow-up
Physical health level (n=40) (n=40) (n=40) Test P-value! | P-value?
No.| % [ No. | % | No. [ %
Study group
Poor level of physical health | 32 | 80.0 | 31 | 77.5 32 80.0 Chi- 0.785+ 1.000+£
Fair level of physical health 8 [ 200 9 | 225 8 20.0 Square
Control group test.
Poor level of physical health | 36 | 90.0 | 38 | 95.0 38 95.0 0.671# 0.671#
Fair level of physical health 4 ] 10.0 2 5.0 2 5.0
#There are un-statistical significant differences at P > 0.05.
P-valuel: between pre test and post test. P-value2: between pre test and follow-up test

Table (3): Distribution of osteoarthritis elderly patients in both group regarding mental health components
according to SF-36 health survey throughout program phases (pre-post 8" week - follow up when 6™ month)
in outpatient clinics at Assiut university hospital (2013).

Pre Post Follow-up
Mental health levels (n=40) (n=40) (n=40) P-valuel | P-value?
No. | % No. | % No. | %
Study group
Poor level of mental 27 67.5 18 45.0 27 67.5
health 0.043* 1.000
Fair level of mental 13 325 22 55.0 13 32.5
health
Control group
Poor level of mental 32 80.0 32 80.0 33 82.5
health 1.000 0.775
Fair level of mental 8 20.0 8 20.0 7 17.5
health

Chi-Square test was used, (*) There are statistical significant differences at P < 0.05, P-valuel: between pre
test and post test, P-value2: between pre test and follow-up test.

a

3.5 | 3.4

2.5 -
m pre

m post
1.5
follow

0.5

Study control
Paired samples t-test was used.

Figure (1): Impact of OAKP among both groups regarding Wong-Baker Faces Pain Rating Scale throughout
program phases in outpatient clinics at Assiut university hospital (2013).
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Table (4): Impact of osteoarthritis knee program among both group regarding Time UP and Go test (TUG)
at pre-test, post test and follow-up assessment in outpatient clinics at Assiut university hospital (2013).

Pre Post Follow-up p.
Time UP and Go test (n=40) (n=40) (n= 40) Test luel P-value?
No.| % | No. | % | No. | % vaiue
Study group
Normal 19 | 475 | 29 72.5 18 45.0 Chi- 0.022* 0.823#
Abnormal 21 | 52.5 11 27.5 22 55.0 Square
Control group test.
Normal 14 | 35.0 15 37.5 11 27.5 0.919# 0.469#
Abnormal 26 | 65.0 | 25 62.5 29 72.5

(*) significant at P-value < 0.05.

#There are un-statistical significant differences P-valuel: between pre test
and post test

P-value2: between pre test and follow-up test.

45.05

q43.63

26.58 os5. 65 M pre

m post

Ffollow

control

Study

Paired samples t-test & independent samples t-test was used.
Figure (2): Distribution of studies sample according to their Arthritis self-efficacy (ASE) score throughout
three phases of program in outpatient clinics at Assiut university hospital (2013).

Table (5): Relation between age groups and total score of scales among study group sample during post-test
assessment (8™ week) in outpatient clinics at Assiut university hospital (2013).

Age (years)
Total score of scales <65 65-<70 >170 P-value
Mean + SD Mean + SD Mean + SD
Pain rating scale 2.89+0.88 2.83+1.03 3.44+1.24 0.331#
Time up and go test 11.53 £ 2.65 10.42 £5.00 13.11+£ 2093 0.243+
Arthritis self-efficacy scale 48.05 + 19.09 45.67 +9.53 37.89 +£19.92 0.344+

# P-value is un-statistically significant difference at >0.05. (ANOVA Test).

Table (6): Relation between age groups and total score of scales among
assessment in outpatient clinics at Assiut university hospital (2013).

study group during Follow-up

Age
Total score of scales <65 65 -<70 =170 P-value
Mean + SD Mean + SD Mean + SD
Pain rating scale 3.26 + 1.05 3.58+1.17 3.44+1.24 0.738#
Time up and go test 13.26 + 3.46 12.08 + 4.14 14.67 £ 3.32 0.287+#
Avrthritis self-efficacy scale 47.42 +23.25 41.92 +12.76 37.89 +19.92 0.474+
# P-value is un-statistically significant difference at >0.05. (ANOVA Test).
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Table (1): shows that distribution of osteoarthritis
elderly patients regarding to their socio demographic
characteristics, that nearly half (47.5%) of the study
group their age ranged between 60 < 65 years, while
more than one third (37.5%) of control group aged 65
- < 70 years. Concerning to their sex, it was found
that about two-third (65%) of the study group were
male and 62.5% of control group were female. As
regard the residence of studied sample, 62.5% of both
groups were comes from rural areas. The table also
shows that 77.5% and 22.5% were married and
widow from study group, respectively, while the
majority (85.0%) of control group were married.
Concerning educational level of the studied elderly, it
was found that 67.5% and 87.5% were illiterate from
both study and control groups, respectively. Only
7.5%0 and 2.5% accomplished University education
from both study and control group, respectively.
Regarding to the occupational status, it was clear that
all female gender in both study and control group
were housewife, While more than one fifth (22.5%)
of study group and only 10.0% of the control group
of male were farmer. Concerning to floor which
studied sample were living, the majority (72.5% and
85.0 %) of both study and control group were living
at ground floor.

Table (2): The table reveals that there is minimal
change between pre-test (80.0%) and post test
(77.5%) of study elders group had a poor level of
physical health. These differences were not a
statistically significant (P-valuel < 0.785). However,
the majority (90.0 % and 95.0 %) of control elderly
had a poor level of physical health at pre-test and post
test, respectively. The differences between both
assessments are not statistically significant (p-valuel
<0.671).

According to distribution of the studied sample
regarding their total level of mental health
Components by using (SF-36) health scale.

Table (3): indicates that slightly more than two-third
(67.5%) of study group in the first week of data
collection (pre-test) had a poor level of mental health.
While more than half (55.0%) of them had fair level
of mental health in post test 8" week. These findings
indicate that there is a significant difference between
pretest and post test at (p-value' < 0.043). Whilg;
among the control group observed that equal
percentage (80.0%) in pre-test and post test had a
poor level of mental health with not a statistically
significant difference (p-value® < 1.000).

Figure (I): illustrated the impact of OAKP among
both groups regarding Wong-Baker Faces Pain
Rating Scale throughout program phases. It was
found that there was no statistical significant
difference among both study and control groups

throughout of program phases regarding pain rating
(p-value > 0.05).

Table (4): Display the distribution of studied sample
by normal and abnormal time/seconds required to
complete (TUG) test based on their age. It appears
from the table that, (47.5%) of study group in pre-test
and (72.5%) from them in post test were complete
test within normal range of time/seconds. These
differences between pre and post test are statistically
significant (p-value! > 0.022). While among control
group the differences between each assessment phase
(pre, post and follow-up assessment) not statistical
significant was observed (P-valuel< 0.919 and
Pvalue? < 0.469) respectively.

Figure (2): display the distribution of studies sample
according to their Arthritis Self-Efficacy (ASE) score
throughout phases of program, it was observed that
there was highly statistical significant difference
among study group regarding Arthritis self--efficacy
Scale throughout program phases (P-value'< 0.003
and P-value’< 0.000). Meanwhile no statistical
differences detected throughout OAKP phases among
control group (P-valuel< 0.181and Pvalue? < 0.354).
Also as regarding to relation between study and
control group according to arthritis self-efficacy
scale, the result reveal that highly statistical
significant difference at post test (8" weeks) and
follow-up (6" months) (P-value < 0.000).

Table (5): This displays the relation between age
groups with total score of Pain rating scale, time up\
go test and arthritis self-efficacy scale among study
group sample during post-test assessment. It clear
that there are no statistically significant differences in
relation of total score with their age of study group
(P-value; < 0.331, <0.243, <0.244) respectively.
Table (6): illustrated that there is no statistically
significant difference in relation of total score of pain
rating scale, time up\go test and arthritis self-efficacy
scale with their age of study group at follow-up
assessment phase of program (P-value; < 0.738,
<0.287, <0.474) respectively.

Discussion

Osteoarthritis is the most common joint disease
worldwide (Michael, et al., 2010) that appears to
originate in the cartilage and affects the underlying
bone, soft tissues and synovial fluid. It is mostly
affecting the hand and large weight-bearing joints
such as the knee (Flugsrud, et al., 2010). The
evidence supports the use of self-management
programs in primary care of patients with knee
osteoarthritis; it was conducted by various healthcare
providers including rheumatologists, nurses, physical
and occupational therapists and health educators.
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This was modified to include an exercise component
(Coleman, et al., 2012).

Concerning socio-demographic characteristics of the
sample, two groups (study and control) were included
in this study with no a statistical significant
difference found between them regarding age. All
elders participated in this study their age ranged from
sixty to eighty-four years. This means that the young
older adults is the age of beginning of knee
osteoarthritis and reflect the serious effect of age and
age related changes on health status among elderly
people.

Moreover, the current study agree with the same
result of study conducted in Cairo by Ahmed, (2011)
about effect of sensorimotor training on balance in
elderly patients with knee osteoarthritis and reported
that there were no significant differences between the
groups with respect to age. In addition to the current
findings in accords with the findings of the study
conducted in America by Maly, et al., (2005) who
reported that the same mean age of his studied
sample and ranged fifty to eighty-nine years. The
above findings are confronted with the published
results of the study conducted in Saudi Arabia by
Alrushud, et al., (2013) about impact of knee
osteoarthritis on the quality of life among Saudi
elders, who reported that their sample aged between
sixty to seventy years.

This study revealed that the total number of male
higher than female in study group. However
limitations should be noted when interpreting the
previous findings. Such as, the participants of this
study included a greater proportion of men than those
originally interviewed to participate. However, many
of female patients come only to take medication and
believe that their age, sex and more physically active
lifestyle pattern are risk factor of disease. These
results disagree with that reported by study conducted
in New York by Marks, (2013), that higher
percentage of sample was female.

This results is contradicted with Coleman, et al.,
(2012) who implemented their study at randomized
controlled trail of a self-management education
program for osteoarthritis of the knee delivered by
health care professionals, they found that the majority
of sample were female with the following male to
female ratio; (23:52 in control and 14:57 in OAK).
Also our finding is contradicted with study conducted
by Cho, et al., (2011) about gender and prevalence of
knee osteoarthritis types in elderly Koreans which
reported that men had lower prevalence than women
for  radiographic and  severe radiographic
osteoarthritis and with the findings of the study
conducted in Tokyo by Muraki, et al., (2010) who
reported that the female sex was strong risk factor

even in the subgroup without radiographic knee
osteoarthritis.

Furthermore, in study conducted by Zhang, et al.,
(2001), who found that the prevalence of OA
increased with age in both men and women. In their
population; women showed a similar increasing
pattern; but in men a steep increase in prevalence was
observed between sixty-five to sixty-nine years old
and seventy to seventy-four years old subject and no
significant increase was observed subsequently. This
finding might be interpreted to mean that aging does
not increase the risk of knee OA development.

As regard to residence of elderly sample the finding
of current study found that about two-third of both
groups came from rural area. This may be related to
unawareness/negligence of rural families toward
general health care, protection of joints, effect of
excessive joint use, extreme daily activities and not
accessibility of health care services in rural areas. A
similar finding also was presented in the study
conducted in Tokyo by Muraki, et al., (2010) which
documented that rural residency were risk factors for
radiographic knee OA, knee pain and their
combination.

Based on studied sample occupation, The present
findings indicated that more than one-third in study
group and two-third in control group were housewife,
while farmer were observed in one third among male
studied subjects. This finding could be attributed to
excessive joint use in stair climbing, bending, lack of
physical activity performance and lack of knowledge
about joint protection which in turn lead to increase
the risk for development of knee osteoarthritis.

The SF-36 encompasses eight domains of health-
related quality of life and has been widely used in OA
populations (Kosinski, et al., 1999). Domain of role
limitations due to physical health was markedly
affected by the disease, this domain were collected by
asked elderly about physical function, role physical,
bodily pain and general health while role limitation
due to emotional problems includes four items related
to the psychological health. Participants were asked
about the effect of their psychological state on their
mental health, role emotional, vitality and social
activity time and quality.

Results of the current study showed a negative impact
of knee OA on quality of life (QOL) of studied
elders. Which, all domains of SF-36 of patients with
knee OA are affected by the disease as they had
lower scores for both physical and mental health
components of the SF-36 questionnaire, while, a
significant difference improvement was observed in
mental health for study group at post test phase
following application of program. However; these
improvements were declined at follow-up. This may
be due to unawareness of elderly people who have
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knee osteoarthritis for importance of follow-up care
and the effect of age-related changes on their general
health.

Similar findings are found in the study carried out by
Alrushud, et al., (2013) who reported that a
significant negative impact of knee osteoarthritis on
quality of life of Saudi elders compared with elders
without knee osteoarthritis. All domains of SF-36 of
patients with knee OA are affected by the disease as
they had lower scores than elders without knee OA.
Moreover, they had lower scores for both physical
and mental components sof the SF-36 questionnaire
with highly statistically significant for both.

Also, this finding is consistent with other research
studies conducted in different countries such as
Cook, et al., (2007) in the U.S., who found that
elders with knee OA are more likely to report lower
levels of quality of life (QOL) even with controlling
the confounding variables of age, gender, race,
education and income. Zakaria, et al., (2009) in
Malaysia, who measured the elder's patient QOL by
using SF-36 and stated that patients with knee OA
attending primary care clinics have relatively poor
QOL.

In addition to, Chacon, et al., (2004) in Venezuela,
had measured QOL wusing the arthritis impact
measurement scales in a version translated to
Spanish, and they found that the perception of QOL
is negatively affected by increasing the level of joint
pain, old age and low socioeconomic status in elderly
patients with knee OA. Yildiz, et al., (2009) in
Nottingham, concluded that elderly patients with
knee osteoarthritis undergo a significant impact on
multiple dimensions of QOL compared with healthy
controls.

Another study was done by Muaraki, et al., (2010)
in Japan, who found that knee OA was significantly
associated with lower QOL scores among the elder
women. Boonsin, (2006). In Thailand, stated that
knee OA has a negative impact on QOL. Salafi, et
al., (2005) in Italy, stated that elderly patients with
knee OA had significant lower scores of SF-36.
However, these findings stand in opposition to the
results of Dominick, et al., (2005) who compared
QOL responses among elder's subjects with OA,
rheumatoid arthritis and no arthritis diagnosis
mentioned that there is no statistically significant
differences in QOL scores between subjects with
osteoarthritis and those without arthritis.

Depending on results of the current study found that
the responsiveness of the mental health component of
SF-36 is relatively high than physical health
component throughout program phase among study
group of elderly, while lack of response in both
mental and physical health component was observed
among control group. This could be referred to two

reasons. Firstly, that knee OA causes pain and
disability, leading to increase elderly dependant in
performing daily living activities and prevents them
from having a normal life. Secondly, it may be
referred to poor adaptation to this chronic disease.
Moreover, the finding of the present study in
accordance with the result conducted by Muraki, et
al., (2010) who measured QOL among elders with
knee osteoarthritis, found that subjects with
symptomatic knee OA had significantly lower
physical QOL.

Also, the finding of Jinks, et al., (2007) is
inconsistence with the current study results; noticed
that the major change in self-reported health status
between baseline and follow-up was the decline in
physical function among persons who developed
knee pain. Although there was evidence that this
group already had slightly poorer physical health
status at baseline' On the other hand, Zakaria, et al.,
(2009) in their study to measure the QOL among
patients with symptomatic knee OA, found that the
physical health showed better score compared with
mental health.

These results are confronted with the results of the
study conducted by Alrushud, et al, (2013), who
reported that the responsiveness of the mental health
component of SF-36 is relatively low when compared
with the physical health component. Also, the higher
scores in the mental health component compared with
the physical component were disagreeing with other
studies. Cook, et al., (2007) found that individuals
with OA are more likely to report mental health
problems. While, Tangtrakulwanice, et al., (2006)
proved that responsiveness of the mental health
component of SF-36 is relatively low when compared
with the physical component.

Pain was considered as a major determinant loss of
function in individuals with OA. They limit their
functional activities to avoid movements that
exacerbate pain during performing activities of daily
living (Loyland, et al., 2010). In the current study
findings, the study group demonstrated mild
improvement in severity of pain throughout program
phases but with no a statistical difference among both
study and control group. On the other hand, these
findings are contrasted with Coleman, et al., (2012)
who mentioned that pain decreased about one third
during the post-test intervention in OAK group and
the control group had increase in pain level during
the same phase with a statistical difference for both
groups.

In this context, Ahmed, (2014) reported that the least
visual analogue scale (VAS) score among women
with unilateral left knee involvement was (57.5), with
considered the score of <40 mm at rest and <50 mm
on movement as the acceptable symptomatic state in
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patients with lower limb OA, Furthermore, this
finding also disagree with another studies conducted
by Ahmed, (2011) which documented that the study
group showed more signiflrcant reduction of pain
than the control group.

The current study displayed that improvement of
elders' basic functional mobility in the study group
according to time-up and go (TUG) test with a
significant difference between pre and post
intervention of program compared to control group.
This findings supported by Van, et al., (2008) who
mentioned that the TUG test results showed a
significant improvement in the OAK group compared
with the control group at post intervention and
follow-up.

Also; study of Coleman, et al., (2012) added that the
TUG test improved during the period between
baseline and sixth month in the OAK group
compared with the control group' although these
improvements had little clinical relevance.

Regarding self-efficacy, this study demonstrated
improvement in the confidence that studied elderly
abilities to perform a specific task with a significant
difference was observed at post intervention and
follow-up among study group compared to control
group, Moreover' the current findings revealed a
statistical difference between study and control group
during post intervention and follow-up phases of
program. A similar finding also was presented in the
study conducted in Denmark by Gains, et al., (2002)
which documented that a significant relationship
between the functional self efficacy (FSE) and self-
reported performance in twenty women with knee
OA. No significant relationship was found in the
men, who participated.

Moreover; the current study agree with the results of
study conducted by Sharma, et al., (2003) &
Harrison, (2004) reported that high levels of self-
efficacy resulted in decreased odds of poor observed
performance of a sit-to-stand task over the span of
three years in people with knee osteoarthritis. On the
other hand; the previous results are supported with
the published results conducted by Maly, et al.,
(2005) who mentioned that the self-efficacy scores in
these other studies are much lower (indicating poorer
levels of self-efficacy) than those obtained in their
sample.

Unfortunately, the present findings indicated that
most of studied elders within age group sixty to less
than or equal sixty-five years are not suffering from
others chronic disease and doing physical exercise
demonstrate improvement in their self-efficacy, time-
up\go test and severity of pain at post test assessment
and this improvements slightly decrease at sixth
months follow-up assessments. This means that the
young older adults is the age of beginning of health

problems and reflect the serious effect of age and age
related changes on health and cognitive function
among elderly people. So that, early enhancing self-
efficacy has become an essential feature of most
arthritis management because of its relationships with
health behaviors and health status.

Conclusion

Based on the findings of the current study. It can be
concluded that the osteoarthritis of knee program
(OAKP) have a significant impact on the physical
activity of elderly patients. However, assessments of
the study group at post test (8" weeks) phase of
program after exercise interventions indicate that the
significant improvements regarding arthritis self-
efficacy scale. While these improvements slightly
decrease at 6" months follow-up assessments.

Recommendations

Based on the study results, the following
recommendations are suggested implementation of
self management education (SME) should be
expanded as a community based intervention with
supportive tools, evaluation and strategies for
promoting the maintenance of long-term exercise.
Further other program applied about knee
osteoarthritis for elderly caregiver is very important
health issues to ensure the continuity of care and
perform of physical activity exercise.
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