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Abstract 

Objective: To explore the relationships between participant characteristics, perceptions of a short educational video 
about osteoarthritis and its management, and immediate changes in behavioural determinants for effective self-
management behaviours.

Methods: Seventy-eight participants with knee OA (77% female, mean age 63.0 ± 8.7) watched the 9-min video that 
included evidence-based content and was designed to foster empowerment to self-manage effectively. Data were 
collected by online questionnaire at baseline and immediately after watching the video. Associations were tested 
between baseline health and information processing characteristics (health literacy, need for cognition), perceptions 
of the video (enjoyment, helpfulness, believability, novelty and relevance) and pre-post changes in behavioural deter-
minants (self-efficacy for managing arthritis, attitude to self-management or ‘activation’, and importance/confidence 
for physical activity).

Results: All behavioural determinants improved immediately after watching the video. Positive perceptions were 
associated with greater improvements in self-efficacy for arthritis (Spearman’s rho, ρ = 0.26–0.47). Greater perceived 
relevance was associated with increased self-rated importance of being physically active (ρ = 0.43). There were small 
positive associations between health literacy domains related to health information and positive viewer perceptions 
of the video. People with higher need for cognition may achieve greater improvement in confidence to be physically 
active (ρ = 0.27).

Conclusion: The educational video may help achieve outcomes important for increasing self-management behav-
iours in people with knee osteoarthritis. Positive perceptions appear to be important in achieving these improve-
ments. People with lower health literacy and lower need for cognition may respond less well to this information 
about knee osteoarthritis delivered in this way.
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Introduction
Patient education is the most commonly used inter-
vention for chronic disease management [1]. Educa-
tion interventions have variably been shown to have 
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benefits for chronic disease management in general and 
musculoskeletal pain disorders more specifically [1–5]. 
Although impacts are modest, education interventions 
are accepted as an important part of multi-component 
behaviour change interventions. Knee osteoarthritis 
(OA) is a highly prevalent, chronic painful condition 
with no cure, and recommended care focusses on edu-
cation and self-management behaviours. Education is 
recommended as a core component of knee OA man-
agement [6–8], yet not all education is beneficial – it 
can do harm via the nocebo effect whereby expectation 
of symptom worsening is unintentionally promoted [9]. 
People who are fearful of activity because of their under-
standing of their joint damage are less likely to engage in 
the very treatment that can alleviate symptoms and pre-
serve joint functioning [10]. Education for people knee 
OA has received little research attention and little is 
known about the comparative impacts of different types 
of education [6].

The potential benefits of education interventions 
for knee OA include improvements in psychosocial 
outcomes [2–4], pain [4, 5], function [4, 11, 12], and 
markers of disease [1, 5]. To achieve these benefits, edu-
cation should not just share information about the dis-
ease process but develop a patient mindset and level of 
understanding that facilitates ongoing physical activity, 
participation and well-being [13]. Education should aim 
to activate the person to self-manage through changes in 
behavioural determinants such as expectations, motiva-
tion and self-efficacy [14–18]. Traditional patient edu-
cation for people with knee OA focuses on structural 
damage (e.g. cartilage degeneration or ‘wear and tear’) 
and an expectation of disease progression (e.g. symptoms 
will progress and surgery is inevitable) [19]. This type of 
information is typical of education currently delivered by 
healthcare professionals [20, 21] as well as via written and 
online resources. This information has been shown to 
foster negative outcome expectation, fatalism and activity 
avoidance in people with knee OA [13, 20, 22, 23]. Pre-
vious research suggests that patient education for people 
with musculoskeletal pain delivered with a biopsychoso-
cial approach and messages of empowerment and posi-
tive expectation of benefit from conservative options, 
may be more beneficial than traditional disease informa-
tion approaches [3, 24, 25]. Our own qualitative study 
exploring the reactions of people with painful knee OA 
to a brief educational video with novel empowerment 
content including psychosocial components of the condi-
tion, found most participants responded favourably [26]. 
Many declared an intention to add at least one effective 
self-management behaviour. However, there was a range 
of responses and a small proportion reported less favour-
able reactions to the video. These included frustration 

(e.g., because the information was not what they wanted 
to hear) and some resistance either because the informa-
tion was at odds with their beliefs or advice from their 
doctor, or because they perceived the recommendations 
did not apply to their personal situation [26]. This vari-
ability in responses warrants further exploration in order 
to optimise utilisation of low-cost, scalable education and 
target enhanced education approaches.

This quantitative study aimed to further explore 
responses to this educational video. The video utilises 
presentation features and content that moves away from 
the more common biomedically based-education and 
pathoanatomical approaches to explaining and managing 
the disease. It avoids pictures of structural damage and 
does not describe severity in terms of imaging results. 
It was designed to communicate positive expectations 
about the effects of self-management behaviours with 
optimism for one’s future prognosis [16]. Our rationale 
for how the educational video would achieve benefits for 
people with knee OA is depicted in the proposed inter-
vention logic (Fig. 1).

The study had three objectives. Firstly, to investigate 
whether the behavioural determinants targeted by the 
intervention (self-efficacy for managing OA, ‘activation’ 
i.e. attitude towards self-management, importance of 
physical activity, and confidence to be sufficiently physi-
cally active) changed immediately after watching the 
video (analysis A). The second objective was to describe 
viewer perceptions of the video (enjoyment, helpfulness, 
believability, novelty and relevance) (analysis B), and then 
explore whether viewer perceptions were associated with 
changes in behavioural determinants (analysis C). The 
third objective was to identify participant characteristics 
(age, health status and information usage attributes, i.e. 
health literacy and need for cognition) that were associ-
ated with viewer perceptions (analyses D) and/or changes 
in behavioural determinants (analysis E).

Significance
Successful adult patient education is a planned interven-
tion, grounded in adult learning theory, with multiple 
components that need careful consideration [27]. Explor-
ing potential causal pathways explaining the effect of this 
novel educational intervention may help to identify char-
acteristics that are important for educational interven-
tions for this patient population. Since people function 
in complex social and physical environments and bring 
a range of personal attributes and health beliefs to their 
self-management of any health condition, understand-
ing the participant characteristics that may indicate who 
will/will not benefit from this low cost, scalable educa-
tion intervention may help with planning more tailored 
implementation strategies and optimise utilisation.
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Methods
This exploratory study utilised data collected as part of an 
evaluation of a novel patient education video [26]. The study 
was approved by the School of Health Sciences Human Eth-
ics (University of Melbourne: ID 1953681) and the report 
adheres to the STROBE Statement [28]. All participants 
provided informed consent. Further methods details can 
also be found in the published qualitative study [26].

Intervention
The 9-min knee OA info video “Knee Pain: What can I 
do?” [29] was created with consideration of both content 
(factual, meeting people’s information needs) and deliv-
ery (engagement, education pedagogy) [26]. The content 
reflects contemporary understanding of pain neurobiol-
ogy and optimal OA management i.e. moving away from 
a biomedical focus on structural damage and reliance on 
medication and surgery, towards a biopsychosocial and 
self-management approach to long-term management. 
Some features of the design were a deliberate attempt 
to help avoid creating resistance to some of the con-
tent that may challenge some people’s beliefs and iden-
tity. The design was also based on theories of behaviour 
change (Social-cognitive theory [30] and the Informa-
tion-Motivation-Behavioural skills model [31]), included 
several behaviour change techniques (chiefly cognitive 

restructuring, information about health and social con-
sequences, verbal persuasion about capability, social sup-
port, and credibility of source [32]), and targeted known 
barriers to effective self-management behaviours such as 
focussing attention on structural changes and being fear-
ful of doing further damage [33]. In terms of adult edu-
cation pedagogy, the video was based on a constructivist 
approach to learning whereby viewers are active partici-
pants in new knowledge creation. In that respect, the 
video validates concerns about living with the disease, and 
viewers are guided to reflect on their own experiences via 
open ended questions to create cognitive dissonance in 
relation to unhelpful beliefs about knee OA [13]. The goal 
of the short video was to create a positive mindset using 
contemporary information about knee OA delivered in a 
way that empowers people to seek further information on 
how they can actively engage in managing their condition.

Participants and recruitment
One hundred Australian participants were recruited via 
social media, community advertisement and word of 
mouth during June–November 2019. Participants were 
eligible if they had knee OA based on self-reported physi-
cian diagnosis or clinical diagnostic criteria [7]. Exclusion 
criteria included: inflammatory arthritis; arthroplasty 
(any joint), prior or current participation in care with a 

Fig. 1 Intervention logic of the educational intervention designed to foster self-management behaviours. The intervention is theorized to impact 
on behavioural determinants directly (A) and indirectly via positive perceptions of the video (B and C). Participant characteristics are possible 
predictors of perceptions of the video (D) and of the impact of the video on behavioural determinants (E). Outcomes were not measured in this 
study
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focus on self-management education e.g. chronic pain 
program or tertiary OA program; or difficulty communi-
cating in English. A sample size of 100 participants would 
give a 95% confidence interval margin of error of about 
0.2 standard deviations around a sample mean for out-
come measures (i.e. a confidence interval of width of 0.4 
standard deviations). This was considered appropriate for 
an exploratory study.

Data collection
Participants completed a baseline questionnaire includ-
ing demographic details (age), health factors (anthropom-
etry, knee pain history), and information usage attributes 
(health literacy, need for cognition). The questionnaire 
also included behavioural determinants that were hypoth-
esised to be important mechanisms for the intervention 
to be effective in facilitating better self-management (self-
efficacy for managing OA, activation, and importance and 
confidence to be physically active) [15, 30, 31, 34–37]. After 
completion of the baseline questionnaire, participants were 
sent the link to the video and asked to repeat the behav-
ioural determinants questionnaire plus a custom-made 
survey to determine viewer perceptions of the video imme-
diately afterwards. Study timeline shown in Fig.  2. Meas-
urement tools/survey items are briefly described below 
with further detail provided in Additional file 1.

Participant characteristics
Pain (average over past week and worst pain during activ-
ity) was self-reported using an 11-point numerical rating 
scales (NRS) [38]. Health literacy was measured using the 
44-item Health Literacy Questionnaire [39], a compre-
hensive measure of nine domains of health literacy with 
established validity. Four of the health literacy domains 
are related to health information: ‘Having sufficient infor-
mation to manage my health’, ‘Appraisal of health infor-
mation’, ‘Ability to find good health information’ and 
‘Understand health information well enough to know 
what to do’. ‘Need for Cognition’, a personality trait relat-
ing to how people tend to process information, was meas-
ured using three items with 11-point NRS [40]. People 
who process information with minimal effort and using 
short cuts (e.g., heuristics) are said to have lower need 
for cognition [41]. They often decide whether to believe 
information based on the source of the information or 

emotional responses. However, people with higher need 
for cognition have a preference for thinking actively and 
critically when processing information [41]. Along with 
health literacy, need for cognition may influence how an 
individual responds to the video and if they benefit from 
watching it [40]. To be effective, the video should engage 
all people regardless of their health literacy, need for cog-
nition and other individual characteristics.

Viewer perceptions of the video
The survey included questions on perceived enjoyment, 
helpfulness, believability (degree to which the informa-
tion was believed to be true), novelty (amount of new 
information), and relevance of the information (aver-
age of three items); all rated on 0–6 Likert scales [26]. 
Scores less than 4/6 for enjoyment, helpfulness, believa-
bility and relevance were considered negative responses, 
while a score of less than 2/6 was considered negative for 
amount of new information.

Behavioural determinants
Activation (or attitude towards self-management) was 
measured with the 13-item Patient Activation Measure 
(PAM) [11, 42]. Self-efficacy for managing OA was meas-
ured using the Arthritis Self-Efficacy Scale (ASES) [43]. 
The ASES has three subscales: Pain, Function and Other 
Symptoms. Only three of the nine items from the func-
tion subscale were measured as the other items were not 
relevant to knee OA. Importance of physical activity and 
confidence to be sufficiently physically active were each 
rated on an 11-point NRS [31].

Analysis
Baseline data are described using mean (standard devia-
tion, SD) and range. Pre-post changes in self-efficacy 
for managing OA, activation, and importance and con-
fidence for physical activity were analysed using paired 
t-tests (analysis A). Viewer perceptions of the video 
(analysis B) are described using mean (SD), range and 
the proportion of participants with negative perceptions. 
To identify the perceptions of the video that were associ-
ated with changes in behavioural determinants (analysis 
C), Spearman’s rho correlation coefficient with 95% con-
fidence intervals (CI) [44] were used. Participant char-
acteristics that were associated with perceptions of the 

Fig. 2 Study timeline
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video (analysis D) and changes in behavioural determi-
nants (analysis E) were identified using Spearman’s corre-
lation with 95% confidence intervals (CI) [44]. Participant 
characteristics were age, BMI, severity of knee pain, need 
for cognition, and the four health information domains 
of health literacy (Fig.  1). Interpretation of correlation 
analyses was guided by the criteria 0 - < 0.32 = question-
able, ≥0.32 - < 0.40 = fair, and ≥ 0.40 = moderate. The cut 
off of 0.32 was selected as the lower limit because the 
95%CI lower bound for a Spearman’s correlation of 0.32 
for n = 78 is 0.10 [45–47], therefore a correlation of below 
0.32 had a > 5% chance of actually being negligible. Analy-
ses were carried out with SPSS (IBM Corp SPSS Statistics 
for Windows, Version 26.0. Armonk, NY).

Results
Seventy-eight (78%) participants completed the study 
(Fig. 3). Non-completers (participants who did not sub-
mit the follow-up questionnaire and survey) were of 
similar sex, age, and BMI, but fewer non-completers 
had tertiary education and pain severity was higher for 
the non-completers. Participant characteristics are pro-
vided in Table  1. The sample included mostly females 
with an average age of 63 years and average BMI of 
about 30 kg/m2. The sample included a wide range of 
knee OA presentations in terms of pain severity and 
duration. Average health literacy was high (Table 1), and 
as a group there was a higher need for cognition (mean 
7.5/10, SD2.1).

Fig. 3 Flow diagram
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Table 1 Characteristics of participants

NRS numerical rating scale
a higher score signifies better health literacy
b higher score signifies greater need for cognition (which is indicative of a tendency to enjoy effortful cognitive activities)

Characteristic (n = 78)

Age, years (average ± SD, range) 63.0 ± 8.7, 46–83

Female (n, %) 60 (77%)

BMI, kg/m2 (average ± SD, range) 29.8 ± 6.4, 20.7–55.3

Painful knee(s) (n, %)

 Left knee 18 (23.1%)

 Right knee 19 (24.4%)

 Both knees 41 (52.6%)

Duration of pain in worst knee (n, %)

 Less than 1 year 8 (10.3%)

 1 or 2 years 12 (15.4%)

 3 to 5 years 23 (29.5%)

 5 to 10 years 19 (24.4%)

 More than 10 years 16 (20.5%)

Pain, NRS 0–10 (average ± SD, range)

 Average pain over past week in most painful knee? 4.6 ± 1.9, 0–8

 Worst pain felt during activity over past week in most painful knee? 6.3 ± 1.8, 2–9

Health Literacy Questionnaire (average ± SD)a

 Feeling understood and supported by healthcare providers (0–4) 3.0 ± 0.5

 Having sufficient information to manage my health (0–4) 2.8 ± 0.4

 Actively managing my health (0–4) 3.0 ± 0.4

 Social support for health (0–4) 2.9 ± 0.4

 Appraisal of health information (0–4) 3.0 ± 0.3

 Ability to actively engage with healthcare providers (0–5) 3.7 ± 0.6

 Navigating the healthcare system (0–5) 3.6 ± 0.5

 Ability to find good health information (0–5) 3.9 ± 0.5

 Understand health information well enough to know what to do (0–5) 4.1 ± 0.4

Need for Cognition NRS 0–10 (average ± SD, range)b

 Average score of 3 items, 0–10 7.5 ± 2.1, 2–10

Table 2 Results for pre-post (within-group) comparison (n = 78)

a higher score indicates better/greater

Baseline (mean ± SD) Follow-up (mean ± SD) Change (mean ± SD, 
95% confidence 
interval)

Arthritis Self-Efficacy Scale (ASES):a

 Pain subscale (5 items, 1–10) 5.8 ± 1.7 7.2 ± 1.8 1.4 ± 1.8, 1.0 to 1.8

 Function subscale (3 items, 1–10) 6.4 ± 2.7 7.5 ± 2.4 1.1 ± 1.4, 0.8 to 1.4

 Other symptoms subscale (6 items, 1–10) 6.2 ± 1.6 7.4 ± 1.6 1.3 ± 1.4, 0.9 to 1.6

Patient Activation Measure (PAM)a

 Average of 13 items (1–4) 3.3 ± 0.4 3.5 ± 0.4 0.23 ± 0.35, 0.16 to 0.31

 Importance of regular physical activity (0–10)a 8.8 ± 1.5 9.3 ± 1.1 0.4 ± 1.3, 0.1 to 0.7

 Confidence can achieve sufficient physical activity (0–10)a 6.6 ± 2.5 7.4 ± 2.1 0.8 ± 2.0, 0.4 to 1.3
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Pre-post change in behavioural determinants (A)
Results for the pre-post (within-group) comparison 
showed statistically significantly improved ratings for 
all outcomes including arthritis self-efficacy, activation 
and ratings for importance/confidence with physical 
activity (Table 2).

Viewer perceptions of the video (B)
Viewer perceptions of the video are detailed in Table  3. 
While most perceptions were positive, a small but nota-
ble number of people indicated they did not enjoy the 
video (10%), did not find it helpful (10%), were not con-
vinced the information in the video was true and correct 
(4%), thought there was no or minimal new information 
in the video (23%), and/or did not think it was particu-
larly relevant to them (14%).

Associations between perceptions of video 
and behavioural determinants (C)
Some viewer perceptions were associated with changes 
in the behavioural determinants (Table 4). Relevance was 
moderately positively associated with change in impor-
tance to be physically active (ρ = 0.41, 95%CI 0.20 to 
0.59) such that the greater the perceived relevance, the 
greater the increase in ratings of importance of physical 

activity after viewing the video. Novelty (i.e. information 
in the video was perceived as being new) was positively 
associated with both change in self-efficacy for manag-
ing pain (fair association, ρ = 0.34, 95%CI 0.12 to 0.53) 
and change in self-efficacy for managing other symptoms 
(moderate association, ρ = 0.41, 95%CI 0.19 to 0.58). The 
more new information the participant perceived, the 
greater the increase in self-efficacy. Perceived helpfulness 
was also associated with increases in pain self-efficacy 
(fair, ρ = 0.32, 95%CI 0.10 to 0.51), and other symptoms 
self-efficacy (moderate, ρ = 0.47, 95%CI 0.26 to 0.63). 
Enjoyment was associated with change in ASES other 
symptoms (fair, ρ = 0.32, 95%CI 0.10 to 0.51), but the asso-
ciation between enjoyment and change in ASES pain was 
smaller and therefore considered questionable (ρ = 0.26, 
95%CI 0.04 to 0.46). Viewer perceptions of believability 
did not seem to be associated with any changes to deter-
minants. In addition, none of the perceptions measured in 
this study were associated with changes to activation or 
confidence to be physically active.

Participant characteristics associated with viewer 
perceptions (D)
There were several questionable positive associations 
between domains of health literacy and the viewer 

Table 3 Viewer perceptions of the video with proportion reporting negative perceptions (n = 78)

Item Score (average ± SD, 
range)

Number (%) 
with negative 
response

Enjoyability of the video (0 = not at all enjoyable – 6 = very enjoyable) 5.0 ± 1.0, 2–6 < 4/6: 8 (10%)

Degree to which the video was helpful (0 = not at all helpful – 6 = extremely helpful) 4.9 ± 1.2, 0–6 < 4/6: 8 (10%)

Believability (Belief that the information was true and correct) (0 = not at all – 6 = completely) 5.3 ± 0.8, 3–6 < 4/6: 3 (4%)

Perceived novelty (Amount of new information) (0 = no new information – 6 = a great deal of new 
information)

2.9 ± 1.7, 0–6 < 2/6: 18 (23%)

Perceived relevance (average of 3 questions, scored 0–6, higher = more relevant) 5.0 ± 1.0, 2–6 < 4/6: 11 (14%)

Table 4 Associations between viewer perceptions and pre-post change in behavioural determinants. Data are Spearman’s rho 
correlation coefficient with 95% confidence intervals, n = 78, bold signifies ρ ≥ 0.32

* p < 0.05

Change in ASES 
(pain)

Change in ASES 
(function)

Change in ASES 
(other symptoms)

Change in PAM Change in 
importance of 
physical activity

Change in 
confidence they 
can be sufficiently 
physically active

Enjoyable 0.26* (0.04 to 0.46) 0.10 (− 0.12 to 0.32) 0.32* (0.10 to 0.51) 0.02 (− 0.20 to 0.24) 0.20 (− 0.02 to 0.41) 0.06 (− 0.16 to 0.28)

Helpful 0.32* (0.10 to 0.51) 0.08 (− 0.15 to 0.29) 0.47* (0.26 to 0.63) 0.03 (− 0.20 to 0.25) 0.18 (− 0.04 to 0.39) 0.14 (− 0.08 to 0.35)

Believability 0.13 (− 0.09 to 0.35) − 0.20 (− 0.40 to 
0.03)

0.15 (− 0.08 to 0.36) 0.08 (− 0.15 to 0.30) 0.13 (− 0.10 to 0.34) − 0.01 (− 0.23 to 0.21)

Novelty 0.34* (0.12 to 0.52) 0.05 (− 0.18 to 0.27) 0.41* (0.19 to 0.58) 0.13 (− 0.09 to 0.35) 0.23* (0.00 to 0.43) 0.10 (− 0.12 to 0.32)

Relevance 0.02 (− 0.20 to 0.25) − 0.11 (− 0.32 to 
0.12)

0.20 (− 0.03 to 0.40) 0.08 (− 0.15 to 0.29) 0.41* (0.20 to 0.59) 0.13 (− 0.09 to 0.35)
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perceptions of helpfulness and believability (Table  5), 
but the positive association between the health literacy 
domain of ‘Understand health information well enough 
to know what to do’ and perceived believability was 
considered fair (ρ = 0.36, 95%CI 0.14 to 0.54). These 
associations indicate better health literacy in relation to 
health information may lead to more positive percep-
tions of the video. Or conversely, that people with lower 
health literacy were more likely to react negatively. 
There was a questionable negative association between 
pain severity and believability (ρ = − 0.26, 95%CI − 0.46 

to − 0.04). If true, that would mean, the more severe the 
pain, the less believable the information in the video.

Associations between participant characteristics 
and change in behavioural determinants (E)
There was a questionable positive association 
between need for cognition and change in confidence 
to be sufficiently active (ρ = 0.27, 95%CI 0.05 to 0.47) 
(Table  6). No other characteristics measured in this 
study were associated with changes in behavioural 
determinants.

Table 5 Participant characteristics associated with perceptions of the video. Data are Spearman’s rho correlation coefficient with 95% 
confidence intervals, n = 78 (apart from BMI where n = 77), bold signifies ρ ≥ 0.32

HL Health literacy
* p < 0.05

Enjoyable Helpful Believability Novelty Relevance

Age 0.01 (− 0.21 to 0.23) − 0.05 (− 0.27 to 0.17) − 0.19 (− 0.40 to 0.04) 0.10 (− 0.13 to 0.32) − 0.11 (− 0.33 to 0.12)

BMI − 0.12 (− 0.34 to 0.11) − 0.18 (− 0.39 to 0.05) − 0.02 (− 0.24 to 0.20) −0.05 (− 0.27 to 0.18) 0.03 (− 0.20 to 0.25)

Knee pain severity 0.12 (− 0.11 to 0.33) 0.05 (− 0.17 to 0.27) −0.26* (− 0.46 to − 0.04) 0.01 (− 0.21 to 0.23) −0.13 (− 0.34 to 0.10)

Need for cognition − 0.05 (− 0.27 to 0.17) −0.09 (− 0.31 to 0.14) 0.00 (− 0.22 to 0.22) −0.12 (− 0.33 to 0.11) −0.03 (− 0.25 to 0.19)

HL Having sufficient 
information to manage my 
health

0.09 (− 0.14 to 0.31) 0.16 (− 0.07 to 0.37) 0.14 (− 0.09 to 0.35) −0.01 (− 0.23 to 0.21) 0.08 (− 0.15 to 0.30)

HL Appraisal of health 
information

0.19 (− 0.04 to −.40) 0.22* (0.00 to 0.42) −0.03 (− 0.25 to 0.19) −0.08 (− 0.30 to 0.15) 0.00 (− 0.22 to 0.22)

HL Ability to find good 
health information

0.17 (− 0.06 to 0.38) 0.19 (− 0.04 to 0.40) 0.28* (0.06 to 0.48) 0.10 (− 0.13 to 0.32) 0.14 (− 0.09 to 0.35)

HL Understand health 
information well enough to 
know what to do

0.23* (0.00 to 0.43) 0.27* (0.05 to 0.47) 0.36* (0.14 to 0.54) 0.13 (−0.10 to 0.34) 0.20 (− 0.03 to 0.41)

Table 6 Participant characteristics associated with change in outcomes. Data are Spearman’s rho correlation coefficient with 95% 
confidence intervals, n = 78 (apart from BMI where n = 77), bold signifies ρ ≥ 0.32

ASES Arthritis self-efficacy scale, PAM Patient Activation Measure, PA physical activity, HL Health literacy
* p < 0.05

Change in ASES 
(pain)

Change in ASES 
(function)

Change in ASES 
(other symptoms)

Change in PAM Change in 
motivation to be PA

Change in 
confidence to be 
sufficiently PA

Age 0.04 (− 0.18 to 0.26) 0.13 (− 0.10 to 0.34) −0.06 (− 0.28 to 0.16) −0.03 (− 0.25 to 0.19) 0.04 (− 0.18 to 0.26) 0.16 (− 0.07 to 0.37)

BMI −0.12 (− 0.34 to 0.11) 0.08 (− 0.15 to 0.30) −0.19 (− 0.40 to 0.04) −0.01 (− 0.23 to 0.21) 0.14 (− 0.09 to 0.35) 0.07 (− 0.16 to 0.29)

Knee pain severity −0.12 (− 0.33 to 0.11) −0.11 (− 0.33 to 0.12) −0.01 (− 0.23 to 0.21) 0.10 (− 0.13 to 0.32) −0.19 (− 0.40 to 0.04) 0.03 (− 0.19 to 0.25)

Need for cognition −0.01 (− 0.23 to 0.21) −0.12 (− 0.33 to 0.11) 0.01 (− 0.21 to 0.23) −0.02 (− 0.24 to 0.20) 0.11 (− 0.12 to 0.33) 0.27* (0.05 to 0.47)

HL Having sufficient 
information to man-
age my health

− 0.03 (− 0.25 to 0.19) −0.19 (− 0.40 to 0.04) −0.09 (− 0.31 to 0.14) −0.08 (− 0.30 to 0.15) −0.08 (− 0.30 to 0.15) −0.14 (− 0.35 to 0.09)

HL Appraisal of health 
information

− 0.08 (− 0.30 to 0.15) −0.11 (− 0.33 to 0.12) −0.03 (− 0.25 to 0.19) −0.05 (− 0.27 to 0.17) −0.14 (− 0.35 to 0.09) 0.14 (− 0.09 to 0.35)

HL Ability to find good 
health information

0.08 (− 0.15 to 0.30) −0.12 (− 0.33 to 0.11) 0.01 (− 0.21 to 0.23) −0.08 (− 0.30 to 0.15) −0.06 (− 0.28 to 0.16) −0.00 (− 0.22 to 0.22)

HL Understand health 
information well 
enough to know what 
to do

0.01 (− 0.21 to 0.23) −0.11 (− 0.33 to 0.12) 0.20 (− 0.03 to 0.41) 0.10 (− 0.13 to 0.32) 0.02 (− 0.20 to 0.24) 0.22 (− 0.01 to 0.42)
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Discussion
This study showed that people report improvements in 
self-efficacy for managing their OA, activation, physi-
cal activity importance, and physical activity confidence 
immediately after watching a short educational video that 
delivers information about knee OA using a biopsycho-
social explanation for the pain and a focus on empower-
ment for self-management. The perceptions of the video 
ranged amongst the participants with some rating the 
video negatively for enjoyment, helpfulness, believability, 
novelty and/or relevance. Positive responses to the video 
information were associated with greater improvements 
with self-efficacy for managing OA pain and other symp-
toms. Perceived greater relevance was associated with 
greater increase in rating of importance to be physically 
activity. Taken together the data supports a positive rela-
tionship between health literacy related to health infor-
mation and how the video was received. There may be 
a negative association between pain severity and belief 
that the information was true and correct. Finally, there 
may be an association between greater need for cognition 
and reporting greater improvements in confidence to be 
physically activity immediately after watching the video.

Interpreting the clinical meaning of the changes in 
behavioural determinants is difficult as measurement 
error and minimal clinically important changes have 
not been determined for these measures. Comparing 
effect sizes (change score divided by baseline SD [48]) 
with comparable interventions may provide some insight 
into the importance of the findings. The effect sizes for 
within-group changes in arthritis self-efficacy domains 
of pain and other symptoms were greater than reported 
in other studies looking at education interventions for 
people with knee OA. The average within-group change 
effect size for ASES pain from five cohort studies and four 
RCTs on self-management education interventions was 
0.39 and 0.37 respectively [17], compared with 0.82 for 
this video. Similarly, for ASES other symptoms, reported 
average within-group effect sizes were 0.28 (cohort) and 
0.25 (RCTs), compared with 0.81 in this study. The effect 
size for PAM of 0.58 was comparable with within-group 
changes in PAM reported in other studies on people with 
knee OA testing interventions with a focus on support-
ing self-management (0.34 [49], 0.51 [50] and 0.57 [50]). 
The relatively large effect sizes for such a short and eas-
ily implementable intervention may alternatively be 
explained by the short period of time between interven-
tion (viewing the video) and completing the follow up 
questionnaire.

The measures of importance/confidence to be physi-
cally active are measures of cognition rather than action 
but both are critical to motivation and thus to success-
ful behavior change [31]. If a goal is not perceived to be 

‘important’ or we do not believe we can achieve it, then 
we are unlikely to pursue it. It is difficult to say how high 
these scores need to be to translate into action because 
many factors affect action, e.g., stability of intention, con-
trol over time, social and environmental influences etc. 
The amount of change that is clinically important is not 
known for these scales. An increase of 0.4 NRS points for 
‘importance’ may be clinically meaningful over a large 
population, however the lower bound of the 95%CI for 
change of 0.1 is unlikely to be clinically beneficial. ‘Confi-
dence’ changed by 0.8 NRS points in our sample, which is 
more likely to be a clinically important impact of the edu-
cation. The improvements in ASES and ‘confidence’ to 
be active may indicate the content and/or design/deliv-
ery features of this video were particularly helpful for 
improving self-efficacy. It must be emphasised that there 
was no comparator group in this study and these positive 
changes in all the measured behavioural determinants 
cannot necessarily be attributed to the intervention and 
may not be lasting.

Ratings of perceptions of the video were predomi-
nantly positive, however not everyone (10–23%) found 
the video enjoyable, helpful, felt there was new informa-
tion, or perceived it to be relevant to them. It remains 
unclear whether any of the participant characteristics can 
predict more positive or negative perceptions, as most 
associations were of questionable strength. It is pleas-
ing from the perspective of general applicability and 
acceptability of the video that strong associations were 
not apparent, however, there was a tendency for health 
literacy domains to be positively associated with percep-
tions, in particular helpfulness and believability. Most 
notably, self-reported ability to understand health infor-
mation was associated with finding the video believable. 
Although most of these correlations were categorised 
as questionable based on our criteria, it does raise some 
concern that the video may be less useful for people who 
are potentially most vulnerable in terms of health literacy. 
Other studies have found that interventions benefitting 
people with higher health literacy also benefit those with 
lower [51] and this was our aim. Based on our findings we 
speculate that our contemporary description of knee OA 
as a whole-of-joint, chronic pain condition, influenced 
by psychological and social factors, may be more difficult 
to comprehend and may challenge previous information 
that explains OA as a simple problem of mechanical wear 
and tear for those with lower health literacy. Educational 
interventions for knee OA may be more effective for peo-
ple with lower health literacy if delivered with additional 
support. The questionable negative association between 
severity of pain and belief that the information was true 
suggests that people with higher pain levels may be less 
likely to believe or trust the information. If this is true, 
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people with severe pain may need different educational 
strategies or additional support to help them learn and 
understand about the benefits of lifestyle self-manage-
ment interventions for them.

In line with our logic model, positive viewer per-
ceptions were related to greater improvements in the 
behavioural determinants. Interestingly though, not all 
perceptions were correlated with changes in all deter-
minants targeted. Relevance for example, was corre-
lated only with change in rating of importance of being 
physically active. Whereas, novelty, helpfulness and find-
ing the video enjoyable were associated with changes in 
arthritis self-efficacy. Based on extant frameworks and 
theorisations [52–54], it was assumed that all of these 
perceptions could lead to an increased attention towards, 
and acceptance of, the advice provided (i.e. increased 
persuasiveness), and therefore those with more positive 
perceptions were thought more likely to report greater 
changes across the determinants. For example, some 
people presumably did not perceive the information to be 
novel because they had been previously exposed to opti-
mistic, biopsychosocial information, and it is not unex-
pected that these individuals did not feel more confident 
than before watching the video. To advance our proposed 
logic, the relationship between perceptions, the video 
content/delivery features and changes in these determi-
nants needs further exploration. It may be that a ceiling 
effect occurred in terms of the perceptions, or it may be 
that some of the strategies used to change the determi-
nants need improving. This may particularly be the case 
for increasing determinants relating to physical activ-
ity behaviour change, as effect sizes obtained for these 
determinants were smaller. Increased perceived personal 
relevance of the video was associated with appreciat-
ing the importance of physical activity and suggests that 
efforts to ensure relevance should be maintained and 
strengthened.

In terms of a direct relationship between participant 
characteristics and change in behavioural determinants, 
there was a small and questionable association between 
higher need for cognition and greater increase in con-
fidence to be physically active after watching the video. 
Given that confidence to be physically active may be fos-
tered more effectively by this video in those with higher 
need for cognition, it seems that the video may have 
catered more in this respect to those people. People with 
a higher need for cognition tend to enjoy cognitive tasks 
and process information more elaborately. These people 
should respond well to a video that presents strong argu-
ments and is factual in terms of intentions and patient 
activation. People with a lower need for cognition, who 
rely more on heuristics, emotions and other periph-
eral cues to process information, were expected to also 

respond well, given there is sufficient positivity and other 
peripheral cues to draw from (e.g. university brand-
ing suggesting credibility, real people telling their sto-
ries) [40, 54]. Systematic reviews suggest that ‘feedback’, 
‘action planning’, ‘providing instruction’ and ‘reinforcing 
effort towards the behaviour’ are the most effective strat-
egies for increasing self-efficacy for physical activity [18, 
55], however, these are not easily incorporated into a 
brief educational video. ‘Vicarious experience’ may also 
be helpful [55], and this strategy was able to be incor-
porated into the video. Further exploration of which 
behaviour change strategies conducive to delivery via 
educational videos enhance physical activity self-efficacy 
is important as confidence is considered one of the core 
predictors of actual behaviour [15].

It is important to highlight that not all educational 
interventions produced for people with knee OA can be 
expected to result in similar findings. Effective patient 
education has been conceptualised as both an ‘art’ and a 
‘science’ [56]. Both content and delivery features/strate-
gies are important to consider in developing and evaluat-
ing educational interventions. This video included factual 
content about knee OA (knowledge, information), as well 
as exploring affective learning (values, beliefs, attitudes) 
[57], delivered using an empowerment discourse [58]. 
It included features to cater for both higher and lower 
need for cognition (although our findings suggest further 
improvements are recommended for the latter) and posi-
tioned to engage people with knee pain as active partici-
pants with individual perspectives. The focus of the video 
was on the main things people can do to manage symp-
toms and achieve long-term optimal functioning rather 
than focussing on structural changes and an expecta-
tion of symptom worsening. In this respect it is differ-
ent to typical/traditional education provided to people 
with the condition. Our findings support this approach 
as an effective strategy because of the generally positive 
perceptions and possible improvements in behavioural 
determinants, which need to be confirmed in experimen-
tal studies.

Limitations
The lack of a comparator group means we cannot know 
whether the changes in outcome measures can be attrib-
uted to the intervention. The responses were measured 
immediately after watching the video, so sustainability 
of the changes is also unknown. The improvements in 
behavioural determinants must therefore be considered 
with caution. A further limitation is the risk of Type 1 
error due to multiple analyses. Generalisability is lim-
ited as we inadvertently did not sufficiently capture the 
views of people with low health literacy. In addition, the 
sample was limited to people who were exposed to the 
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Australian health services and Australian societal beliefs 
and attitudes about health and healthcare, and therefore 
the results may not be the same for people living in dif-
ferent locations/cultures.

Conclusion
This study adds further support that positively framed 
video information about knee OA with an emphasis on 
empowerment for self-managing with physical activ-
ity and exercise may be beneficial. Findings are sugges-
tive, though not conclusive, that short term benefits 
may include improvements in self-efficacy, activation, 
and motivation/confidence to be physically active. The 
video investigated in this study appears to be slightly bet-
ter received by people with higher health literacy and 
higher need for cognition, as these characteristics were 
associated with more positive perceptions of the video 
and greater increase in confidence for physical activ-
ity respectively. Further research is needed to confirm 
these findings, but it is recommended that designers of 
empowerment education for people with knee OA strive 
to engage those with lower health literacy and lower need 
for cognition. Our findings also suggest that education 
interventions that are enjoyable and perceived to be help-
ful, and relevant to the individual may have greater effect. 
Thus, efforts by health professionals to help people with 
knee OA to perceive the information is being relevant to 
them personally may optimise the potential for the video 
to increase motivation and confidence to be physically 
active.

Abbreviations
ASES: Arthritis Self-efficacy Scale; BMI: Body mass index; CI: 95% confidence 
interval; NRS: Numeric rating scale; OA: Osteoarthritis; PAM: Patient Activation 
Measure; RCT : Randomised controlled trial; SD: Standard deviation; STROBE: 
STrengthening the Reporting of OBservational studies in Epidemiology.

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s12891- 021- 04751-2.

Additional file 1. 

Acknowledgements
We would like to thank Bridget Graham for assistance with data collection and 
data management. We also acknowledge Dr. Liam Maclachlan and Dr. Josh 
Simmich for their contribution to the design and production of the Knee Pain 
Info Video. Study data were collected and managed using REDCap electronic 
data capture tools hosted at The University of Melbourne.

Authors’ contributions
TE conceived and designed the study, analysed the data and drafted the 
manuscript. JB and TE collected the data. All authors (TE, JB, CES and KLB) 

contributed to results interpretation and revising the manuscript. All authors 
read and approved the final manuscript.

Authors’ information
Dr. Thorlene Egerton from the Centre for Health, Exercise & Sports Medicine 
(https:// healt hscie nces. unime lb. edu. au/ depar tments/ physi other apy/ chesm), 
University of Melbourne, conceived and designed the Knee Pain Info Video 
which is freely available (https:// youtu. be/ o8ZJN 56aSic) for clinicians and 
public.

Funding
This work was supported by 1) the National Health & Medical Research Coun-
cil Centre for Research Excellence in Translational Research (#1079078), and 2) 
Melbourne School of Health Sciences Internal Research Grant 2019.

Availability of data and materials
The datasets used and analysed during the current study are available from 
the corresponding author on reasonable request from thorl ene. egert on@ 
unime lb. edu. au.

Declarations

Ethics approval and consent to participate
The study was approved by the School of Health Sciences Human Ethics 
(University of Melbourne: ID 1953681). All participants provided informed con-
sent. All procedures were conducted in accordance with the principles of the 
Declaration of Helsinki and the Note for Guidance on Good Clinical Practice 
(CPMP/ICH-135/95).

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1 Centre for Health, Exercise and Sports Medicine, The University of Melbourne, 
Level 7, Alan Gilbert Building, Melbourne, Victoria 3010, Australia. 2 Physi-
otherapy Department, The University of Melbourne, Melbourne, Australia. 
3 Melbourne Centre for Behaviour Change, Melbourne School of Psychologi-
cal Sciences, The University of Melbourne, Melbourne, Australia. 4 Melbourne 
School of Health Sciences, The University of Melbourne, Melbourne, Australia. 

Received: 18 February 2021   Accepted: 29 September 2021

References
 1. Weingarten SR, Henning JM, Badamgarav E, Knight K, Hasselblad V, Gano 

A Jr, et al. Interventions used in disease management programmes for 
patients with chronic illness-which ones work? Meta-analysis of pub-
lished reports. BMJ. 2002;325(7370):925.

 2. Clarke CL, Ryan CG, Martin DJ. Pain neurophysiology education for the 
management of individuals with chronic low back pain: systematic 
review and meta-analysis. Man Ther. 2011;16(6):544–9.

 3. Louw A, Zimney K, Puentedura EJ, Diener I. The efficacy of pain neurosci-
ence education on musculoskeletal pain: a systematic review of the 
literature. Physiother Theory Pract. 2016;32(5):332–55.

 4. Watson JA, Ryan CG, Cooper L, Ellington D, Whittle R, Lavender M, et al. 
Pain neuroscience education for adults with chronic musculoskeletal 
pain: A mixed-methods systematic review and meta-analysis. J Pain. 
2019;20(10):1140 e1141–22.

 5. Warsi A, Wang PS, LaValley MP, Avorn J, Solomon DH. Self-management 
education programs in chronic disease: a systematic review and method-
ological critique of the literature. Arch Intern Med. 2004;164(15):1641–9.

 6. Bannuru RR, Osani MC, Vaysbrot EE, Arden NK, Bennell K, Bierma-
Zeinstra SMA, et al. OARSI guidelines for the non-surgical management 

https://doi.org/10.1186/s12891-021-04751-2
https://doi.org/10.1186/s12891-021-04751-2
https://healthsciences.unimelb.edu.au/departments/physiotherapy/chesm
https://youtu.be/o8ZJN56aSic
thorlene.egerton@unimelb.edu.au
thorlene.egerton@unimelb.edu.au


Page 12 of 13Egerton et al. BMC Musculoskelet Disord          (2021) 22:862 

of knee, hip, and polyarticular osteoarthritis. Osteoarthr Cartil. 
2019;27(11):1578–89.

 7. National Institute for Health and Care Excellence: Osteoarthritis: Care and 
management in adults. Clinical Guideline CG177. London: NICE; 2014.

 8. The Royal Australian College of General Practitioners. Guideline for the 
management of knee and hip osteoarthritis. 2nd ed. East Melbourne: 
RACGP; 2018.

 9. Dieppe P, Goldingay S, Greville-Harris M. The power and value of 
placebo and nocebo in painful osteoarthritis. Osteoarthr Cartil. 
2016;24(11):1850–7.

 10. Heuts PH, Vlaeyen JW, Roelofs J, de Bie RA, Aretz K, van Weel C, et al. Pain-
related fear and daily functioning in patients with osteoarthritis. Pain. 
2004;110(1–2):228–35.

 11. Hibbard JH, Stockard J, Mahoney ER, Tusler M. Development of the 
patient activation measure (PAM): conceptualizing and measuring activa-
tion in patients and consumers. Health Serv Res. 2004;39(4 Pt 1):1005–26.

 12. Ajzen I: Constructing a theory of planned behavior questionnaire. http:// 
people. umass. edu/ aizen/ index. html; 2006.

 13. Bunzli S, O’Brien P, Ayton D, Dowsey M, Gunn J, Choong P, et al. Miscon-
ceptions and the acceptance of evidence-based nonsurgical interven-
tions for knee osteoarthritis. A qualitative study. Clin Orthop Relat Res. 
2019;477(9):1975–83.

 14. Maly MR, Costigan PA, Olney SJ. Determinants of self-report outcome 
measures in people with knee osteoarthritis. Arch Phys Med Rehabil. 
2006;87(1):96–104.

 15. Bauman AE, Reis RS, Sallis JF, Wells JC, Loos RJ, Martin BW, et al. Correlates 
of physical activity: why are some people physically active and others 
not? Lancet. 2012;380(9838):258–71.

 16. Abhishek A, Doherty M. Mechanisms of the placebo response in pain in 
osteoarthritis. Osteoarthr Cartil. 2013;21(9):1229–35.

 17. Brand E, Nyland J, Henzman C, McGinnis M. Arthritis self-efficacy scale 
scores in knee osteoarthritis: a systematic review and meta-analysis 
comparing arthritis self-management education with or without exercise. 
J Orthop Sports Phys Ther. 2013;43(12):895–910.

 18. Williams SL, French DP. What are the most effective intervention tech-
niques for changing physical activity self-efficacy and physical activity 
behaviour--and are they the same? Health Educ Res. 2011;26(2):308–22.

 19. Egerton T, Nelligan RK, Setchell J, Atkins L, Bennell KL. General practition-
ers’ views on managing knee osteoarthritis: a thematic analysis of factors 
influencing clinical practice guideline implementation in primary care. 
BMC Rheumatol. 2018;2:30.

 20. Paskins Z, Sanders T, Hassell AB. Comparison of patient experiences of the 
osteoarthritis consultation with GP attitudes and beliefs to OA: a narrative 
review. BMC Fam Pract. 2014;15:46.

 21. Teo PL, Bennell KL, Lawford BJ, Egerton T, Dziedzic KS, Hinman RS. Physi-
otherapists may improve management of knee osteoarthritis through 
greater psychosocial focus, being proactive with advice, and offering 
longer-term reviews: a qualitative study. J Physiother. 2020;66(4):256–65.

 22. Darlow B, Brown M, Thompson B, Hudson B, Grainger R, McKinlay E, et al. 
Living with osteoarthritis is a balancing act: an exploration of patients’ 
beliefs about knee pain. BMC Rheumatology. 2018;2(1):15.

 23. Wallis JA, Taylor NF, Bunzli S, Shields N. Experience of living with knee 
osteoarthritis: a systematic review of qualitative studies. BMJ Open. 
2019;9(9):e030060.

 24. Burton AK, Waddell G, Tillotson KM, Summerton N. Information and 
advice to patients with back pain can have a positive effect. A rand-
omized controlled trial of a novel educational booklet in primary care. 
Spine (Phila Pa 1976). 1999;24(23):2484–91.

 25. Darlow B, Brown M, Grainger R, Hudson B, Briggs AM, Abbott JH, et al. 
Stakeholder views about a novel consumer health resource for knee 
osteoarthritis. Osteoarthritis Cartilage Open. 2020;2(2):100058.

 26. Egerton T, McLachlan L, Graham B, Bolton J, Setchell J, Short CE, et al. 
How do people with knee pain from osteoarthritis respond to a brief 
video delivering empowering education about the condition and its 
management? Patient Educ Couns. 2021;104(8):2018–27.

 27. eviQ Education: Patient education resource [https:// educa tion. eviq. org. 
au/ patie nt- educa tion- resou rce].

 28. von Elm E, Altman DG, Egger M, Pocock SJ, Gotzsche PC, Vandenbroucke 
JP, et al. The Strengthening the reporting of observational studies in 
epidemiology (STROBE) statement: guidelines for reporting observational 
studies. Epidemiology. 2007;18(6):800–4.

 29. Egerton T, Maclachlan L, Simmich J. Knee Pain Info Video [https:// youtu. 
be/ o8ZJN 56aSic].

 30. Bandura A. Social cognitive theory of self-regulation. Organ Behav 
Hum Decis Process. 1991;50(2):248–87.

 31. Fisher W, Fisher J, Harman J. The information-motivation-behavioral skills 
model: A general social psychological approach to understanding and 
promoting health behavior. In: Suls J, Wallston K, editors. Social psycho-
logical foundations of health and illness. Walden: Blackwell Publishing; 
2003. p. 82–106.

 32. Michie S, Richardson M, Johnston M, Abraham C, Francis J, Harde-
man W, et al. The behavior change technique taxonomy (v1) of 93 
hierarchically clustered techniques: building an international consensus 
for the reporting of behavior change interventions. Ann Behav Med. 
2013;46(1):81–95.

 33. Dobson F, Bennell KL, French SD, Nicolson PJ, Klaasman RN, Holden MA, 
et al. Barriers and facilitators to exercise participation in people with hip 
and/or knee osteoarthritis: synthesis of the literature using behavior 
change theory. Am J Phys Med Rehabil. 2016;95(5):372–89.

 34. Kawi J, Schuerman S, Alpert PT, Young D. Activation to self-manage-
ment and exercise in overweight and obese older women with knee 
osteoarthritis. Clin Nurs Res. 2015;24(6):644–60.

 35. Zhaoyang R, Martire LM, Sliwinski MJ. Morning self-efficacy predicts 
physical activity throughout the day in knee osteoarthritis. Health 
Psychol. 2017;36(6):568–76.

 36. Degerstedt A, Alinaghizadeh H, Thorstensson CA, Olsson CB. High 
self-efficacy - a predictor of reduced pain and higher levels of physical 
activity among patients with osteoarthritis: an observational study. 
BMC Musculoskelet Disord. 2020;21(1):380.

 37. Hurley M, Dickson K, Hallett R, Grant R, Hauari H, Walsh N, et al. Exercise 
interventions and patient beliefs for people with hip, knee or hip and 
knee osteoarthritis: a mixed methods review. Cochrane Database Syst 
Rev. 2018;4:CD010842.

 38. Fitzgerald GK, Hinman RS, Zeni J Jr, Risberg MA, Snyder-Mackler L, 
Bennell KL. OARSI clinical trials recommendations: design and conduct 
of clinical trials of rehabilitation interventions for osteoarthritis. Osteo-
arthr Cartil. 2015;23(5):803–14.

 39. Osborne RH, Batterham RW, Elsworth GR, Hawkins M, Buchbinder R. 
The grounded psychometric development and initial validation of the 
health literacy questionnaire (HLQ). BMC Public Health. 2013;13:658.

 40. Nikoloudakis IA, Crutzen R, Rebar AL, Vandelanotte C, Quester P, Dry 
M, et al. Can you elaborate on that? Addressing participants’ need for 
cognition in computer-tailored health behavior interventions. Health 
Psychol Rev. 2018;12(4):437–52.

 41. Cacioppo JT, Petty RE, Feinstein JA, Jarvis WBG. Dispositional differ-
ences in cognitive motivation: the life and times of individuals varying 
in need for cognition. Psychol Bull. 1996;119(2):197.

 42. Hibbard JH, Mahoney ER, Stockard J, Tusler M. Development and test-
ing of a short form of the patient activation measure. Health Serv Res. 
2005;40(6 Pt 1):1918–30.

 43. Lorig K, Chastain RL, Ung E, Shoor S, Holman HR. Development and 
evaluation of a scale to measure perceived self-efficacy in people with 
arthritis. Arthritis Rheum. 1989;32(1):37–44.

 44. Bonett DG, Wright TA. Sample size requirements for estimating Pear-
son, kendall and spearman correlations. Psychometrika. 2000;65:23–8.

 45. Portney LG, Watkins MP. Foundations of clinical research : applications 
to practice. 3rd ed. Upper Saddle River: Pearson/Prentice Hall; 2013.

 46. Schober P, Boer C, Schwarte LA. Correlation coefficients: appropriate 
use and interpretation. Anesth Analg. 2018;126(5):1763–8.

 47. Mukaka MM. Statistics corner: a guide to appropriate use of correlation 
coefficient in medical research. Malawi Med J. 2012;24(3):69–71.

 48. Lipsey M, Wilson D. Practical Meta-analysis. Thousand Oaks: Sage Publica-
tions; 2001.

 49. Crandall KJ, Shake M, Ziegler U. Assessing the Impact of a Game-
Centered Mobile App on Community-Dwelling Older Adults’ Health 
Activation. OBM Integr Compliment Med. 2019;4(3):12. https:// doi. org/ 
10. 21926/ obm. icm. 19030 41.

 50. Ahn YH, Ham OK. Evaluation of the interaction model of client health 
behavior-based multifaceted intervention on patient activation and 
osteoarthritis symptoms. Jpn J Nurs Sci. 2020;17(2):e12306.

 51. Bailey AN, Porter KJ, Hill JL, Chen Y, Estabrooks PA, Zoellner JM. 
The impact of health literacy on rural adults’ satisfaction with a 

http://people.umass.edu/aizen/index.html;
http://people.umass.edu/aizen/index.html;
https://education.eviq.org.au/patient-education-resource
https://education.eviq.org.au/patient-education-resource
https://youtu.be/o8ZJN56aSic
https://youtu.be/o8ZJN56aSic
https://doi.org/10.21926/obm.icm.1903041
https://doi.org/10.21926/obm.icm.1903041


Page 13 of 13Egerton et al. BMC Musculoskelet Disord          (2021) 22:862  

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

multi-component intervention to reduce sugar-sweetened beverage 
intake. Health Educ Res. 2016;31(4):492–508.

 52. Sekhon M, Cartwright M, Francis JJ. Acceptability of healthcare interven-
tions: an overview of reviews and development of a theoretical frame-
work. BMC Health Serv Res. 2017;17(1):88.

 53. Short C, Rebar A, Plotnikoff R, Vandelanotte C. Designing engaging online 
behaviour change interventions: a proposed model of user engagement. 
Eur Health Psychol. 2015;17(1):32–8.

 54. Petty RE, Barden J, Wheeler SC. The Elaboration Likelihood Model of per-
suasion: Developing health promotions for sustained behavioral change. 
In: DiClemente R, Crosby R, Kegler M, editors. Emerging theories in health 
promotion pratice and research. 2nd ed. San Francisco: Josey-Bass; 2009. 
p. 185–214.

 55. Ashford S, Edmunds J, French DP. What is the best way to change self-effi-
cacy to promote lifestyle and recreational physical activity? A systematic 
review with meta-analysis. Br J Health Psychol. 2010;15(Pt 2):265–88.

 56. Stewart M. The art and science of patient education for health literacy-E-
book: Elsevier health sciences; 2019.

 57. Butterworth K, Allam O, Gray A, Butterworth H. Providing confusion: 
the need for education not information in chronic care. Health Inform J. 
2012;18(2):111–23.

 58. Dixon-Woods M. Writing wrongs? An analysis of published dis-
courses about the use of patient information leaflets. Soc Sci Med. 
2001;52(9):1417–32.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


	Exploring changes, and factors associated with changes, in behavioural determinants from a low-cost, scalable education intervention about knee osteoarthritis: An observational cohort study
	Abstract 
	Objective: 
	Methods: 
	Results: 
	Conclusion: 

	Introduction
	Significance

	Methods
	Intervention
	Participants and recruitment
	Data collection
	Participant characteristics
	Viewer perceptions of the video
	Behavioural determinants
	Analysis

	Results
	Pre-post change in behavioural determinants (A)
	Viewer perceptions of the video (B)
	Associations between perceptions of video and behavioural determinants (C)
	Participant characteristics associated with viewer perceptions (D)
	Associations between participant characteristics and change in behavioural determinants (E)

	Discussion
	Limitations

	Conclusion
	Acknowledgements
	References


