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ABSTRACT: Arthritis is a highly prevalent condition and can lead to physical impairments and
psychological morbidity, including depression, anxiety and feeling of helplessness.
Osteoarthritis(OA) is the most common form of Arthritis. There is no study in Iran to explore the
forms of relationships among pain and demographic characteristics with social and emotional
function of patients with knee OA. Therefore, this study was undertaken . Eighty-one knee
Osteoarthritis patients referring to Rheumatology clinic of Tabriz University of medical science
participated in this study with convenience sampling method. Data was collected through the social
and emotional subscales of Western Ontario and McMaster Universities (WOMAC) questionnaire.
Data analyzed using SPSS software. The results of linear regression analysis indicate the
relationship among social and emotional function, pain and co-morbidity were significant. There are
no effective cure for OA. Today, education is an important part of treating chronic diseases such as
osteoarthritis. Therefore, it seems that educating pain relief methods and developing social networks
for OA patients are helpful.
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INTRODUCTION
Chronic musculoskeletal conditions such as arthritis afflict tens of millions of Americans each year.
These conditions are associated with profoundly negative personal and social consequences, including
enormous health-care costs, disability, and increased mortality. Pain is the most impairing symptom in many
rheumatic diseases, and is a prominent contributor to these deleterious outcomes(Edwards et al., 2011).
Arthritis is a highly prevalent condition and can lead to physical impairments and psychological morbidity,
including depression, anxiety and feeling of helplessness(Blamey et al., 2009). Osteoarthritis(OA) is the most
common form of Arthritis affecting 25% of the population over the age of 65 years. The knee is most frequently
affected joint, and is estimated to be the most common cause of disability in adults. OA is a major medical
problem for the medical, psycho social, and economic aspects, that has a significant impact on daily activities,
function and independence. In addition, The high incidence of OA in elderly people and the aging of the people
will direct to increased OA and costs to treat these patients as a result(Boutron et al., 2008 ). Rheumatic
diseases have a great impact on the quality of life. They affect not only physical functioning but also
psychological and social aspects(Anderson et al., 1985). Pain, stiffness, functional impairment(Smeltzer et al.,
2010
), low quality of life and poor psychological health status(Khaltaev et al., 2003) are frequent features of
OA.
Maisiak (1990) found that OA patients were triple as likely as nonarthritic people to have a depressed
mood. Various studies have demonstrated the association between arthritis and depression(Fifield et al., 1991;
Hawley and Wolfe, 1988).
There are no common treatments for OA that could be prevented the development of joint damage
caused by OA, at present. Consequently, pain control, decrease of disability, improve the quality of life and
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educate the patient about his or her role in self management are the aimes of management of OA
patient(Fajardo and Di Cesare, 2005).
According to the Arthritis Research Campaign (2002), pain is the worst and most frequent problem(Jinks
et al., 2002) of OA patients that leads to disability(Katz et al., 2006; Tsai and Tak, 2003; Dieppe, 1995),
decreased psychosocial health(Khaltaev et al., 2003; Tsai et al., 2003), lower self-efficacy(James et al., 2005),
depression(Wolfe and Michaud, 2009; Covic et al., 2006; Dickens et al., 2002) and sleep disturbance (Vitiello et
al., 2009). Old people are mostly exposed to OA pain and may be unconscious of effective treatment
options(Hill and Bird, 2007).
Indeed, pain is one of the main symptoms of physician visits by affected persons. Several studies have
demonstrated the role of psychosocial factors in the course and experience of pain. It seems that high level of
OA pain is longitudinally associated with depression, by the effect of pain on disability and fatigue(Edwards et
al., 2011). Despite available therapies for patients with OA, persistent pain and stiffness remains as daily
experiences (Lawrence et al., 2008). Furthermore, medical and surgical procedures are high-risk profile
particularly for the old patients(Gross and Hillstrom, 2009; Fajardo and Di Cesare, 2005).
Few studies have shown relations between pain and psychological variables such as catastrophizing
thoughts(Somers et al., 2009), poor coping strategies(van Baar et al., 1998) ,depression, and having a weak
social network(Rosemann et al., 2008). There is no study in Iran to explore the forms of relationships among
pain and demographic characteristics with social and emotional function of patients with knee OA. Therefore,
this study was undertaken.
MATERIALS AND METHODS
This descriptive, correlational study was conducted among 81 in the knee OA patients reffering to
Rheumatology clinic of Tabriz University of Medical Science during the period October 2011 through March
2012 in Tabriz, Iran. The participants selected by convenience sampling method.
First, patients were examined by a rheumatologist. They were selected if they have inclusion criterias.
Inclusion criteria were: (a) patients with age above 35 years and (b) having idiopathic form of disease, and
exclusion criteria included (a) having other diseases causing pain and disability and (b) having a history of
surgery on knee joint.
Data was collected through the Social and Emotional subscales of Western Ontario and McMaster
Universities (WOMAC) questionnaire. The WOMAC was developed for use among patients with knee and / or
hip OA, developed by Nicholas Bellamy. The questionnaire copyright was obtained. The instrument items have
been ranked on a 5-point Likert-type scale. Higher scores on the WOMAC indicate worse social and emotional
functional limitations. To insure the accuracy of the persian translation it was given to three faculty members
including two master degrees in English language and one Master degree in nursing. The questionnaire was
revised considering their suggestions. In the second part of the process, the content validity of the
questionnaire was checked by 10 faculty members of Tabriz University of Medical Sciences. Internal reliability
of the questionnaire was confirmed by calculating Cronbach's alpha as 0.95. The researcher collected data by
interviewing. Descriptive (number, percent, mean, and standard deviation) and inferential (Regression model)
statistics were used to analyze the data in SPSS.
RESULTS AND DISCUSSION
Studying the demographic characteristics of the participants showed that 69 of the participants were
married (82.2%) and the educational level of the majority of the participants (87.7%) were secondary level
(Table1).
The mean (standard deviation) age of participants was 57 (30.8). Furthermore, In terms of variables
disease characteristics (as duration of disease, comorbidities, Use of assistive devices and Body Mass Index)
and the mean (standard deviation) of the outcomes of disease include pain, social and emotional function are
displayed in Table 1.
Most participants expressed their limitations on participation in leisure activities, community events and
religious programs, items of social function, as "Severe" and in response to emotional function, items of
anxiety, irritability, frustration and stress was "Severe" (Table 2).
Table 3 indicates the results of linear regression analysis to examine the relationship among social and
emotional function, pain and the participants' demographic characteristics. As observed social and emotional
function and comorbidities were significantly associated with pain.
This current correlational study was conducted on knee OA patients due to the high prevalence of OA
and impact on functional status and healthcare costs. Our results suggested significant relations among pain,
social and emotional function and comorbidities.
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Evidence have indicated the psychological and social impact on pain. Few studies have shown
relations between pain and psychological variables such as catastrophizing thoughts(Somers et al., 2009), poor
coping strategies(van Baar et al., 1998), depression, and having a weak social network(Rosemann et al.,
2008). A study in a combined group of women with rheumatoid arthritis or OA expressed that anxiety and
depression were related to both current pain and increase of pain in the future(Smith and Zautra, 2008).
Morover, association between anxiety and knee pain in women has been found(Wise et al., 2010). It
can be concluded that OA pain may impact emotional status of OA pateint particularly older adults who
confront many mental problems especially depression. Therefore, pain relief is a priority in OA patient and
nurses should pay attention to this issue and inform patient with pharmacological and non pharmacological
pain relief methods.
Our study results indicate relationship between pain and social function. However, Rosemann and
collogues (2008) concluded that the relationship between pain and a weak social network was statically
significant. On the other hand, Blixen(1999) have shown Social support appeared to play an important role in
moderating the effects of Pain and functional limitation in older adults with OA. Social support seems to have a
strong effect on functional status in knee OA(Weinberger et al., 1990).
It can be concluded that OA pain may impact on social status of OA pateint. Thus, OA pain may be
decrease patient involvement in family, friendly and religious gatherings. It seems that in addition to physical
abilities, OA patients need to empower social function. Moreover, Development of social networks make
patients to participate in the community.
Table 1. Patients’ characteristics and their OA profile
variable
Age, Mean(SD)
Duration of disease(years), Mean(SD)
BMI, Mean(SD)
pain, Mean(SD)
Social function, Mean(SD)
Emotional function, Mean(SD)
Marital status
Education

Occupation

Use of assistive devices
comorbidities

N (%)
57 (30.8)
6.04 (5.68)
30.67 (5.54)
11.04 (4.74)
12.94 (8.03)
17.81 (10.18)
69 (85.2)

Married
Widowed
Primary
Secondary
university
Housewife
Employee
Retired
Yes
No
No
Hypertension
Diabetes
Heart disease
Kidney disease

12 (14.8)
26 (32.1)
45 (55.6)
10 (12.3)
68 (84)
4 (4.9)
9 (11.1)
3 (3.7)
78 (96.3)
45 (56.3)
19 (23.8)
9 (11.2)
6 (7.5)
1 (1.2)

SD= Standard Deviation
BMI= Body Mass Index
Table 2. Frequency and percentage of OA patients’ answer to items of social and emotional function
Social function

Emotional
function

leisure activities
community events
religious programs
with spouse
with family
with friends
with others
anxiety
irritability
frustration
depression
relaxation
insomnia
boredom
loneliness
stress
well-being

None
F(%)
13(16)
14(17.3)
15(18.5)
17(21.5)
14(17.3)
14(17.3)
15(18.5)
13(16)
14(17.3)
24(29.6)
28(34.6)
11(13.6)
24(29.6)
23(28.4)
24(29.6)
18(22.2)
14(17.3)

Slight
F (%)
10(12.3)
17(21)
16(19.8)
20(25.3)
23(28.4)
26(32.1)
23(28.4)
11(13.6)
10(12.3)
12(14.8)
14(17.3)
18(22.2)
17(21)
18(22.2)
16(19.8)
12(14.8)
18(22.2)

Moderate
F (%)
15(18.5)
12(14.8)
16(19.8)
23(29.1)
24(29.6)
13(16)
14(17.3)
12(14.8)
23(28.4)
18(22.2)
17(21)
27(33.3)
12(14.8)
19(23.5)
13(16)
17(21)
28(34.6)

Sever
F (%)
24(29.6)
28(34.6)
24(29.6)
17(21.5)
18(22.2)
23(28.4)
22(27.2)
26(32.1)
25(30.9)
25(30.9)
17(21)
21(25.9)
17(21)
17(21)
23(28.4)
24(29.6)
17(21)

Extreme
F (%)
19(23.5)
10(12.3)
10(12.3)
2(2.5)
2(2.5)
5(6.2)
7(8.6)
19(23.5)
9(11.1)
2(2.5)
5(6.2)
4(4.9)
11(13.6)
4(4.9)
5(6.2)
10(12.3)
4(4.9)

Table 3. Linear regression results for relationship among physical functioning, pain, stiffness, and the participants'
demographic characteristics
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variable
Social function
Emotional function
Age
Education
Occupation
Marital status
Use of assistive devices
Duration of disease
comorbidities

ß
0.23
0.14
0.06
-0.62
-0.73
0.29
0.84
0.04
0.4

Std.Error
0.06
0.05
0.05
0.78
0.68
0.54
2.06
0.06
0.15

Beta
0.39
0.3
0.11
-0.08
-0.1
0.04
0.03
0.05
0.21

P
< 0.001
0.006
0.24
0.43
0.28
0.59
0.68
0.5
0.01

Dependent variable: physical function; ß: Unstandardized Coefficients; Beta: Standardized Coefficients
P-value: <0.05

Co-morbidity is related with lower health-related quality of life ( NPHP, 2001) and a higher level of disability in
people with chronic diseases(Gabriel S et al., 1999a). More adults with OA have at least one co-morbid
condition (Marks and Allegrante, 2002).
Our study showed a significant relationship between pain and Co-morbidity. Furthermore, the
presence of co-morbidities enhances the impact of osteoarthritis(Breedveld, 2004; Marks and Allegrante,
2002). Co-morbid conditions, mainly obesity, heart disease and pulmonary disease, increase the chance of
disability in people with knee osteoarthritis(Ettinger et al., 1994). Jordan(1997) concluded expressing pain in
patients with knee OA is correlated with the patient's disability.
There are no effective cure for OA. Today, education is an important part of treating chronic diseases
such as osteoarthritis. Therefore, it seems that educating pain relief methods and developing social networks
for OA patients are helpful.
In order to provide comprehensive medical and nursing services, we recommend to explore the social
and emotional needs of OA patients with qualitative research design.
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