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Abstract
Background  Women are disproportionately impacted by osteoarthritis (OA) but less likely than men to access OA 
care, particularly racialized women. One way to reduce inequities is through policies that can influence healthcare 
services. We examined how OA-relevant policies in Canada address equitable, person-centred OA care for women.

Methods  We used content analysis to extract data from English-language OA-relevant documents referred to as 
policies or other synonymous terms published in 2000 or later identified by searching governmental and other web 
sites. We used summary statistics to describe policy characteristics, person-centred care using McCormack’s six-
domain framework, and mention of OA prevalence, barriers and strategies to improve equitable access to OA care 
among women.

Results  We included 14 policies developed from 2004 to 2021. None comprehensively addressed all person-
centred care domains, and few addressed individual domains: enable self-management (50%), share decisions (43%), 
exchange information (29%), respond to emotions (14%), foster a healing relationship (0%) and manage uncertainty 
(0%). Even when mentioned, content offered little guidance for how to achieve person-centred OA care. Few policies 
acknowledged greater prevalence of OA among women (36%), older (29%) or Indigenous persons (29%) and those of 
lower socioeconomic status (14%); or barriers to OA care among those of lower socioeconomic status (50%), in rural 
areas (43%), of older age (37%) or ethno-cultural groups (21%), or women (21%). Four (29%) policies recommended 
strategies for improving access to OA care at the patient (self-management education material in different languages 
and tailored to cultural norms), clinician (healthcare professional education) and system level (evaluate OA service 
equity, engage lay health leaders in delivering self-management programs, and offer self-management programs in a 
variety of formats). Five (36%) policies recommended research on how to improve OA care for equity-seeking groups.

Conclusions  Canadian OA-relevant policies lack guidance to overcome disparities in access to person-centred OA 
care for equity-seeking groups including women. This study identified several ways to strengthen policies. Ongoing 
research must identify the needs and preferences of equity-seeking persons with OA, and evaluate the impact of 
various models of service delivery, knowledge needed to influence OA-relevant policy.
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Background
Osteoarthritis (OA) is defined as a primarily degenera-
tive, sometimes inflammatory disease characterised by 
stiffness, inflammation, and physical and psychological 
impairments [1]. The Global Burden of Disease Study 
reported that prevalent cases of OA increased globally 
by greater than 113% over three decades, more than dou-
bling from 247.51 million cases in 1990 to 527.81 million 
cases in 2019 [2]. OA prevalence is expected to increase, 
particularly for knee and hip joints [2]. OA can lead to 
poor quality of life, depression, diabetes, and heart dis-
ease; thus, early diagnosis and management are criti-
cal [3]. While guidelines vary, initial management (often 
referred to as first-line) for hand, hip and knee OA 
typically includes physical activity, pharmacologic and 
non-pharmacologic pain control, and self-management 
programs [4]. Subsequent or second-line therapy may 
include surgery or joint replacement [4].

Compared to men, OA is more prevalent and severe 
among women [2]. Women also experience a greater 
number of OA-related comorbid conditions compared 
to males [5]. However, women are less likely than men 
to receive early diagnosis and management of OA, and 
this is particularly true among racialized or immigrant 
women [6–10], many of whom may refrain from seeking 
care due to poor healthcare experiences [11]. Further-
more, many racialized or immigrant women have low 
rates of physical activity, an important first-line strategy 
to mitigate OA, due to numerous gendered, cultural and 
socioeconomic factors [12]. Hence, efforts are needed 
to improve access to and quality of OA care for diverse 
women.

A 2023 scoping review identified only 11 studies pub-
lished after 2009 on interventions to reduce inequities in 
OA care among equity-seeking groups, of which only 2 
focused soley on women [13]. Interventions largely con-
sisted of OA self-management education, often deliv-
ered in community settings, which improved patient 
knowledge-based, behavioural and clinical outcomes 
[13]. Despite these promising findings, no interventions 
addressed other factors that contribute to inequitable 
OA care for diverse women. This is a notable gap because 
considerable research shows that barriers of OA care 
exist not only at the patient level, but also at the clinician 
(e.g. OA not considered serious, lack of time) and health-
care system levels (cost of therapies not covered, service 
availability) [14, 15]. It appears that complex, interact-
ing, multi-level determinants may influence access to and 
quality of OA care. Thus, self-management education 
alone is not likely to greatly reduce inequities experienced 

by diverse women. Other research generated insight on 
what constitutes person-centred OA care. Consultations 
with 26 patients with OA and 147 healthcare profession-
als of 18 disciplines in 31 countries generated 70 quality 
indicators of person-centred OA care (e.g. identify the 
financial burden of treatment and patient preferences 
when planning care) [16]. Systematic review and expert 
consensus were used to generate 56 quality indicators of 
person-centred OA care [17]. Another systematic review 
and engagement of patients with OA resulted in 15 qual-
ity indicators of person-centred OA care [18]. While 
important to set standards, these initiatives did not iden-
tify concrete strategies needed to achieve these person-
centred quality indicators, which may require healthcare 
system reforms [19].

A review of 24 systematic reviews including a total 
of 128 primary studies spanning eight public health 
domains (e.g. tobacco, food and nutrition, control of 
infectious diseases, screening) revealed that policies were 
more beneficial for reducing or preventing health ineq-
uities than educational campaigns, underscoring the 
important role of healthcare policies in shaping the orga-
nization and delivery of services [20]. “Policies” refers to 
documents, possibly labelled as policy, decision, plan, 
framework, strategy or synonymous term, that are gen-
erated by government or governmental agencies to guide 
the planning, funding, organization, delivery or improve-
ment of healthcare programs or services [21]. Given the 
critical role of policies in promoting equitable access to 
high-quality care [20], perhaps in combination with other 
strategies, the overall aim of this study was to examine the 
content of policies for strategies that improve OA care for 
all. This is germane in Canada, where a large proportion 
of the population is comprised of immigrants [22], and 
where research showed that women experienced dispari-
ties in access to and quality of OA care [6]. The specific 
purpose of this study was to describe whether and how 
policies developed by Canadian governmental and other 
organizations (e.g. inter-sectoral consortia, advocacy 
groups) recognize and address equitable, person-centred 
OA care for diverse women. This knowledge could pro-
vide direction for strengthening policies in Canada, and 
possibly elsewhere, so as to ultimately improve OA care.

Methods
Approach
We used content analysis of policy documents to iden-
tify details related to strategies that support equitable, 
person-centred OA care, an approach that is commonly 
used to describe explicit information in any form of 
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communication [23, 24]. Our approach was manifest, 
which refers to extracting and reporting explicit con-
tent. This approach involves both deductive and sum-
mative analysis to first organize content into categories 
(deductive), and then counting and comparing categories 
across policies (summative) [23, 24]. We did not require 
research ethics board approval because documents were 
publicly available. To enhance rigour, multiple team 
members (AA woman graduate student, MT woman 
research associate, ARG woman principal investigator) 
independently analyzed, then compared data to resolve 
discrepancies through discussion. Data were reviewed 
by the larger research team that included a 13-member 
advisory group of diverse women with lived experience 
of OA (ages 53 to 84; 10 to 40 + years with OA; OA of the 
back, hands, hips, knees, neck and sholders; 2 Ugandan, 2 
Chinese, 1 Filipino, 1 Indigenous and 7 White/European), 
healthcare professionals (family physician, rheumatolo-
gists, physiotherapist, pharmacist) and health services 
researchers with expertise in the topics of OA, person-
centred care, equity and women’s health. These differing 
characteristics and roles, and interaction among mem-
bers of the research team throughout the study, contrib-
uted to a balance of perspectives in interpreting data.

Eligibility
Additional File S1 describes detailed eligibility criteria, 
informed by prior research on OA disparities among 
women [13] and what constitutes person-centred care 
for women and persons with OA [16–18, 25, 27, 28]. 
Regarding population, eligible policies were aimed at cli-
nicians (e.g. family physicians, nurse practitioners, rheu-
matologists, physical/occupational therapists, registered 
massage therapists, community pharmacists) or decision-
makers (e.g. healthcare executives, managers, leaders), 
and pertained to prevention, diagnosis, treatment, man-
agement or support of adults aged 18 + with OA. While 
our focus was equitable OA care for diverse women, 
preliminary exploratory searching revealed few policies 
specific to women, so we included policies relevant to 
anyone with OA. Regarding issue, we included English- 
and French-language Canadian policies that focused on 
or included OA produced by government (e.g. national, 
provincial, territorial ministries of health), governmen-
tal agencies (e.g. quality councils) or other organiza-
tions (e.g. academic consortia). Regarding comparisons, 
policies included documents labelled as policy, strategy, 
platform, decision, plan, report, framework or other syn-
onymous term that described, compared or analyzed 
guidance or recommendations for the planning, fund-
ing, organization, delivery or improvement of healthcare 
programs or services. Regarding outcomes, we adopted a 
broad scope, including policies that identified problems 
and/or solutions. We excluded clinical guidelines and 

health technology assessments, which largely focus on 
recommendations for front-line care, and policies that 
focused only on rheumatoid, inflammatory or juvenile 
arthritis. We also excluded documents that solely offered 
an inventory of existing programs or resources.

Searching and screening
Additional File S2 describes the comprehensive search 
strategy in detail. In brief, we searched Canadian gov-
ernment web sites and Google to identify potentially rel-
evant Canadian policies from May 18 to June 29, 2022. 
AA and MT independently conducted searches, and 
together compiled results in an Excel file, noting organi-
zation, document title and web site address, then inde-
pendently screened full-text documents against eligibility 
criteria, and consulted with ARG to resolve discrepancies 
through discussion. To compile policies, we visited each 
federal, provincial and territorial government web site to 
both browse the navigation system (e.g. reports or pub-
lications menu item) and search the web site using the 
keywords “osteoarthritis or arthritis”. By browsing the 
navigation system and searching for the broader term 
“arthritis”, we identified any relevant policies labelled 
with other terms referring to joint disease. In Google, we 
executed multiple searches using the keywords “arthri-
tis or osteoarthritis” alternately combined with policy, 
decision, plan, report, guide, framework or strategy, and 
scanned 60 results for each search combination, after 
which relevancy of the search results diminished. We also 
screened the references in all eligible policies.

Data collection
With respect to deductive content analysis, we extracted 
data on policy characteristics, strategies to support per-
son-centred OA care and strategies to support equitable 
access to OA care. Characteristics included year of publi-
cation, publishing organization, document structure (e.g. 
number of pages, sections), policy objective, target audi-
ence and methods used to develop the policy (Additional 
File S3). Person-centred care (PCC) referred to content 
related to the components of an existing PCC framework 
that we chose because it was rigorously developed [25], 
more elaborate than other general PCC frameworks [26], 
inclusive of approaches deemed essential to person-cen-
tred OA care [16–18] and found to be relevant through 
our prior work on what constitutes PCC for diverse 
women [27, 28]. The framework we employed includes 
six domains: foster a healing relationship, exchange infor-
mation, respond to emotions, manage uncertainty, share 
decisions and enable self-management (Additional File 
S4). Equitable access referred to any mention of OA prev-
alence by intersectional factors (e.g. gender, age, ethno-
cultural group, socio-economic status or other vulnerable 
group), barriers of OA care by intersectional factors, or 
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strategies at any level (e.g. patient, clinician, organiza-
tion, system) needed or recommended to improve access 
to person-centred OA care for any equity-seeking group 
including but not limited to persons by age, sex/gender, 
geographic location, socioeconomic status or ethno-
cultural group, which refers to ethnicity or country of 
origin (Additional File S5). As a pilot test, AA, MT and 
ARG independently extracted data from three poli-
cies, then compared and discussed results to establish a 
shared understanding of data extraction. Thereafter, AA 
extracted data from remaining policies, periodically con-
sulting with MT and ARG to resolve uncertainties. We 
did not assess the quality of policies.

Data analysis
With respect to summative content analysis, we used 
summary statistics to describe policy characteristics, 
and the number of policies that included mention of the 
prevalence of OA or barriers to OA care by intersectional 
factors, person-centred OA care, strategies to improve 
equitable access to OA care, and research recommenda-
tions. We summarized data in tables and text with exem-
plar content extracted from policies.

Results
Policy characteristics
Additional File S3 includes data on policy characteristics 
and Table 1 provides a summary.

We included 14 policies ranging from 6 to 146 pages 
published from 2004 to 2021 [29–45]. One policy [33] 

spanned 3 documents [33–35] and another spanned 2 
documents [36, 37]. They were developed by govern-
ment (5, 35.7%), knowledge translation (3, 21.4%), multi-
sector (3, 21.4%), charitable (1, 7.1%), academic (1, 7.1%) 
or patient advocacy (1, 7.1%) organizations. Most policies 
addressed arthritis in general (10, 71.4%) and 4 (28.6%) 
were specific to OA. Policy objectives were to outline 
recommendations (8, 57.1%), strategic plans (4, 28.5%) 
or summarize data (2, 14.2%). Policy topics included OA 
awareness, prevention, diagnosis and/or management 
(9, 62.3%), wait times for joint replacement surgery (4, 
28.6%) or OA self-management (1, 7.1%). Twelve (85.7%) 
policies were based on key informant consultation (9, 
64.2%), review of prior research or reports (2, 14.2%) or 
routinely-collected health data (1, 7.1%). No policies were 
specific solely to women.

Person-centred OA care
Additional File S4 includes all data extracted on person-
centred care and Table  2 provides a summary. Among 
14 policies, 5 (35.7%) made no reference to PCC [32, 38, 
41, 44, 45] and 9 (64.2%) included content related to at 
least one PCC domain [29–31, 33–37, 39, 40, 42, 43]. In 
those 9 policies, the most frequently included domains 
were: enable self-management (7, 50.0%), share decisions 
(6, 42.8%), and exchange information (4, 28.5%). Few 
policies addressed the domain of respond to emotions (2, 
14.3%). No policies included content for the domains fos-
ter a healing relationship and manage uncertainty.

Table 1  Summary of characteristics of included policies
Policy Year 

published
Organization 
type

Pages
(n)

Methods Objective

Arthritis Society [29] 2021 Charity 16 Key informant consultation Recommendations
Alberta Health Services [30] 2020 Government 43 Key informant consultation Strategic plan
Bone and Joint Canada [31] 2019 Knowledge 

translation
19 Key informant consultation Recommendations

Alberta Bone and Joint Health Institute [32] 2019 Government 27 Key informant consultation Summary of data
Health Quality Ontario [33–35] 2018 Government 58

17
Key informant consultation Recommendations

Bone and Joint Canada [36, 37] 2014
2015

Knowledge 
translation

29
13

Key informant consultation Recommendations

Government of Newfoundland and Labrador
Department of Health and Community Services [38]

2012 Government 16 Key informant consultation Strategic plan

Health Council of Canada [39] 2012 Knowledge 
translation

60 Not reported Recommendations

Arthritis Alliance of Canada [40] 2012 Consortium 49 Review of past reports Strategic plan
Arthritis Alliance of Canada [41] 2011 Consortium 51 Key informant consultation Recommendations
Government of Newfoundland and Labrador Depart-
ment of Health and Community Services [42]

2011 Government 20 Review of existing reports Strategic plan

Arthritis Alliance of Canada [43] 2006 Consortium 69 Key informant consultation Recommendations
Institute for Clinical Evaluative Sciences (ICES) Toronto 
[44]

2004 Academic 146 Developed using routinely 
collected health data

Summary of data

Arthritis Consumer Experts, Arthritis Research Centre of 
Canada, Canadian Arthritis Patient Alliance [45]

No date Patient 
advocacy

6 Not reported Recommendations
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Table 2  Summary of content on person-centred OA care in included policies
PCC domain [25, 27, 28] Policies

(n, %)
[references]

Examples
Limited Expanded

Foster a healing relationship
Extend friendly greeting, make eye 
contact, speak in respectful manner, 
avoid judgmental attitude.

(0, 0) -- --

Exchange information
Listen to concerns, prompt for addi-
tional details, understand needs, goals, 
circumstances and preferences, use 
lay language, ensure privacy

(4, 28.5)
 [29, 33, 40, 43]

Despite the prevalence of 
arthritis…OA is [often] discussed 
in dismissive terms (e.g., “it’s 
just age,” or “it’s just wear and 
tear”). Even the use of the term 
“elective” can be rather dismissive 
and should instead always be 
called “scheduled.” This impacts 
the timely utilization of publicly 
available disease prevention 
resources (e.g., obesity, physical 
inactivity, knee injury preven-
tion), early diagnosis and treat-
ment interventions in primary 
care/interdisciplinary care, and 
investment in research to slow 
progression of OA [29 p5]

Health care professionals should talk to patients about 
how osteoarthritis affects energy, mood, sleep, work, 
hobbies, family, and social life” [33 p14]

Respond to emotions
Actively inquire about feelings, 
acknowledge concerns, express 
empathy, note that such feelings are 
normal or common, suggest strategies 
to cope or mitigate emotions

(2, 14.3)
 [30, 39]

Tackle the social and emotional 
issues that often accompany 
chronic disease through referral 
to a counsellor [39 p24]

Addressing individual mental and psychological charac-
teristics are important [for self-management]: What are 
the best ways to self-motivate? How do acute injuries 
and long-term conditions affect mood? How do bone 
and joint health practitioners collaborate with their 
mental health colleagues to increasingly provide a whole 
person, whole health approach [30 p12]

Manage uncertainty
Offer rationale for tests or treatment, 
describe likelihood of risks and ben-
efits using words, statistics or pictures

(0, 0) -- --

Share decisions
Describe treatment or management 
options, assess interest in shared deci-
sions, provide information to enable 
shared decisions, suggest factors to 
consider in making decisions

(6, 42.8)
 [30, 33, 39–42]

Patients will be engaged in col-
laborative and shared decision 
making, and will be partners in 
their care [30 p19]

Underpinning self-management support is shared 
decision-making between patients and health care 
providers. Health care providers are to provide patients 
with complex information in clear and understandable 
terms and, when needed, to help patients develop skills 
in making decisions that support their physical and 
mental health. For example, patients should know and 
be empowered to ask, whenever a new medication is 
introduced, “How will this new drug interact with my 
other medications? [39 p21]

Enable self-management
Set expectations for follow-up care, 
offer advice on self-care, provide 
take-home information, refer to other 
sources of information or support

(7, 50.0)
 [31, 33, 36, 39, 
40, 42, 43]

Enable self-management by 
providing on-line and hard copy 
educational materials for indi-
viduals living with arthritis and 
health care providers [40 p24]

Work with people with osteoarthritis to support the 
development of an individualized, goal-oriented self-
management plan that gives the person information and 
advice on the ongoing management of their symptoms 
and directs them to resources and other supports they 
may need. [Plans] should include information about how 
to access local services, such as exercise classes, weight-
management programs, and support groups. [Plans] will 
also need to consider any other medical conditions you 
have that may impact your goals and abilities. Depend-
ing on [the patients] needs, [plans] might also include 
information about aids and devices such as suitable 
shoes, leg braces, orthotics, and hand grips. These things 
can help you stay active and function well [33 p20]
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Even when mentioned, much of this content was brief 
or vague, offering little to no concrete description of 
what should be done to achieve PCC for equity-seeking 
persons with OA including diverse women or other vul-
nerable groups. For instance, for the most frequently 
addressed domain of enable self-management, one policy 
stated: “Enable self-management by providing on-line 
and hard copy educational materials for individuals living 
with arthritis and health care providers” [40]. In contrast, 
a more informative policy stated: “Work with people with 
osteoarthritis to support the development of an individu-
alized, goal-oriented self-management plan that gives the 
person information and advice on the ongoing manage-
ment of their symptoms and directs them to resources 
and other supports they may need. [Plans] should include 
information about how to access local services, such as 
exercise classes, weight-management programs, and sup-
port groups. [Plans] will also need to consider any other 
medical conditions you have that may impact your goals 
and abilities. Depending on [the patients] needs, [plans] 
might also include information about aids and devices 
such as suitable shoes, leg braces, orthotics, and hand 
grips” [33].

Equitable access to OA care
Additional File S5 includes all data on OA prevalence and 
barriers of OA care by intersectional factors, and Table 3 
provides a summary. Among 14 policies, 7 (50.0%) 
acknowledged greater prevalence of OA among particu-
lar equity-seeking groups: older age (4, 28.5%), gender, 
referring to women (5, 35.7%), Indigenous (4, 28.5%) and 
lower socioeconomic status (2, 14.2%). No policies noted 
that the burden of OA is greater among racialized or 
immigrant women [6–9]. Even when policies mentioned 
the disproportionate burden of OA on diverse persons, 
details were limited; for example: “while both men and 
women get arthritis, two thirds of those affected in Can-
ada are women” [40] refers to the higher prevalence of 
OA among women but does not elaborate on which types 
of women, acknowledge disparities in access to care, or 
how to tailor care for diverse women.

Nine (64.2%) policies mentioned that intersectional 
factors contribute to barriers in accessing OA care: lower 
socioeconomic status (7, 50%), geography, referring to 
persons living in rural or remote areas (6, 42.8%); older 
age (5, 35.7%); gender, referring to women (3, 21.4%); and 
ethno-cultural group (3, 21.4%). Policies provided lim-
ited detail about inequitable access to OA care for these 
diverse groups; for example: “Patient factors such as age, 
sex, obesity, comorbidities, etc. should not be barriers to 
referral for joint surgery” [33–35].

Strategies to improve access
Additional File S5 includes data on strategies recom-
mended in included policies to improve access to OA 
care, and Table  4 provides a summary. Only 4 (28.6%) 
policies recommended one or more strategies needed to 
improve access to OA care. Three of those policies men-
tioned patient-level strategies: translate self-management 
educational material into various languages [33–35, 42] 
and ensure content is culturally-relevant [33–35, 39]. 
One policy included a clinician-level strategy: incor-
porate arthritis-related curriculum in the curriculum 
for training healthcare professionals [40]. Two policies 
identified 3 system-level strategies: formally assess the 
equity of OA programs or services in healthcare organi-
zations [33–35], engage lay health leaders representing 
equity-seeking communities to deliver self-management 
programs [33–35, 39] and enhance the accessibility of 
self-management programs via telephone and online sup-
port [39].

Recommended research
Table 5 summarizes research recommendations extracted 
from 12 (85.7%) included policies. We did not initially 
intend to extract such data, but content analysis revealed 
research recommendations, which may be important to 
address gaps in policies identified by this study. Only 5 
(35.7%) policies included research recommendations 
that explicitly acknowledged equity-seeking groups [30, 
32, 40, 41, 45]: Increase investment in all aspects of OA 
research [40, 43]; Establish priorities for research that 
improves OA prevention and care [41]; Explore unique 
OA risks and OA care needs of various equity-seeking 
groups [30, 32, 40, 41]; Investigate how to support self-
management among various equity-seeking groups [30, 
32, 45]; Evaluate access to and impact of existing OA 
management programs to identify factors that contribute 
to beneficial outcomes [31, 33–37, 42–44]; Identify sup-
ports needed by healthcare professionals to foster patient 
self-management [39]; and Engage persons with OA in 
research [40].

Discussion
We analyzed the content of 14 national or provincial 
Canadian policies issued between 2004 and 2021 by gov-
ernment, knowledge translation, charitable, academic, 
patient advocacy and multi-sector organizations rele-
vant to OA (n = 4) or to arthritis in general including OA 
(n = 10). No policies comprehensively addressed all PCC 
domains, and few or no policies addressed any of the six 
domains. Even when mentioned, content was brief, offer-
ing little guidance for what should be done to achieve 
person-centred OA care. Few policies acknowledged 
greater prevalence of OA among women, older persons, 
Indigenous persons and those of lower socioeconomic 
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Factors Policies (n, %)
[references

Examples
Limited Expanded

Prevalence
Older age (4, 28.5)

[33–36, 41, 44]
[Osteoarthritis] is more common 
in middle to older age (prevalence 
is 35% in those aged 80 years and 
older)…[33–35 p3]

As the Canadian population ages, OA prevalence is expected to increase and 
be highest among those over the age of 70 years. In 2010, approximately 
49% of seniors over the age of 70 years are expected to be living with symp-
tomatic OA. By 2040, this number is expected to increase to 71% [41 p31]

Gender (5, 35.7)
[33–36, 40, 
41, 44]

While both men and women get 
arthritis, two thirds of those affected 
in Canada are women [40 p9]

Arthritis was reported more frequently by women, older people, and people 
with lower levels of education and lower incomes. These findings are 
consistent with other surveys, suggesting that people who have arthritis 
may have fewer resources to deal with the consequences of this condition. 
The higher prevalence of arthritis among women also raises questions of 
whether targeted initiatives are necessary to meet the needs of this sector of 
the population [44 p35]

Indigenous (4, 28.5)
[40, 42–44]

Chronic disease and risk factor rates 
tend to be even higher among 
Indigenous people [42 p4]

Arthritis is up to two-and-a-half times as common in the Indigenous com-
munity living off reserve (Public Health Agency of Canada, 2003) as in non-
Indigenous Canadians. Overall, 27% of Indigenous people living off reserve 
have arthritis compared with 16% of the general Canadian population. 
However, arthritis receives little attention as a significant health issue within 
the Indigenous community [43 pI]

Socio
economic 
status

(2, 14.2)
[42, 44]

People with higher levels of 
education were less likely to report 
arthritis [44 p22]

Chronic disease becomes more common as people get older. Low incomes, 
poor social supports, and unhealthy physical environments, also influence 
the development of chronic disease. These factors combined can contribute 
to a decreased quality of life for individuals [42 p2]

Barriers
Age (5, 35.7)

[33–35, 49, 40, 
43, 44]

Middle-aged and older adults with 
OA report that their condition has 
a particularly devastating impact 
on employment, community 
mobility, heavy housework, leisure 
activities, social activities and close 
relationships
[40 p10]

Canadians who have chronic conditions and who are in fair-to-poor health 
are more likely than the general public to be poorer, older, less educated, 
and living in rural areas. Advice to join a gym or eat healthier food may be 
very challenging for these people to comply with [39 p9]

Gender (3, 21.4)
[33–35, 42, 44]

Patient factors such as age, sex, 
obesity, comorbidities, etc. should 
not be barriers to referral for joint 
surgery [33–35 p46]

Women and people with less education and/or lower income were more 
likely to have potential unmet need for total joint replacement [44 p107]

Ethno-cultural 
group

(3, 21.4)
[33–35, 34, 
39, 40]

Numerous studies have identified 
difficulties in recruiting certain 
groups for chronic disease self-
management programs (ethnic mi-
norities, indigenous communities, 
rural residents, older people, and 
people with low income or lower 
education) and have raised concern 
that participation tends to drop off 
as the course progresses [39 p15]

Specific population groups, such as Indigenous peoples, newcomers, refu-
gees, and the homeless, face barriers in access to care. Factors affecting this 
lack of access include a lack of programs and self-management resources in 
different languages, as well as culturally safe care. Some of these popula-
tion groups are also disproportionately affected by poverty, social isolation, 
and precarious employment; this, in turn, may impact access to effective 
osteoarthritis care [34 p3]

Table 3  Summary of content acknowledging prevalence of OA and barriers to OA care by intersectional factors
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status; or barriers to OA care experienced by those of 
lower socioeconomic status, in rural or remote areas, 
of older age, of ethno-cultural groups or women. Only 
4 (28.6%) policies recommended strategies needed to 
improve access to OA care.

Other research also identified a lack of OA-relevant 
policies in other countries, and limited guidance in 
those policies for health system reform need to improve 
access to and quality of OA care. An analysis of govern-
ment policy and review of published research revealed 
that a national policy for OA care was established along 
with evidence-based clinical guidelines following des-
ignation of OA as a national health priority in Austra-
lia in 2002 but identified only two examples of how the 
policy or related guidelines influenced service delivery 
[46]. The authors concluded that, despite clinical guide-
lines, healthcare professionals are poorly supported 
by service models to optimize OA care. More recently, 
a 2023study that compared national policies on mus-
culoskeletal health, including 41 policies that most 
commonly addressed pain, occupational health, inflam-
matory conditions and OA, and derived a framework of 
47 principles to guide OA policy organized in 8 domains: 
service delivery, workforce, medicines and technolo-
gies, financing; data and information systems, leadership 
and governance; citizens, consumers and communities; 
and research and innovation [47]. However, neither of 
these studies specifically focused on equitable access to 
person-centred OA care, so our study is unique in this 
regard. Apart from these two studies of OA-relevant pol-
icy, system-level OA research is sparse, as other research 
has largely focused on the effectiveness of interventions 
used to promote the uptake of OA clinical guideline 

recommendations by clinicians [48, 49]. In this study, 
few policies acknowledged greater prevalence and sever-
ity of OA among women, or socio-gendered barriers of 
access to OA care among diverse women with OA. This 
finding is similar to our prior analysis of policies relevant 
to depression and cardiac rehabilitation, conditions with 
known gendered inequities, which found that few policies 
acknowledged barriers to care experienced by women or 
included strategies to reduce those disparities [50].

Several implications emerge from these findings. In 
Canada, there is a need for national and provincial/ter-
ritorial policies that recognize the importance of per-
son-centred OA care and include concrete system-level 
strategies to ensure that all persons with OA access 
the care they need, particularly equity-seeking groups 
including women. Given a lack of such policies or related 
health system reforms in many high-income countries 
[46, 47], this need may be widespread. Policies could 
perhaps be improved by including strategies to enhance 
access to OA care that may be available in the consider-
able evidence on early diagnosis and management of OA 
collated in clinical guidelines [3, 4]. Furthermore, infor-
mation to guide the consideration of PCC in OA policies 
can be drawn from existing general PCC frameworks [25, 
26] and quality indicators of person-centred OA care 
generated by various groups [16–18]. Hence, efforts may 
be needed to examine why policies supporting access 
to early, person-centred OA care are not available. This 
study revealed some insight on strategies that could be 
promoted through policy to transform the way that OA 
care is organized and delivered so that it is accessible to 
all at the patient (e.g. self-management education mate-
rial in different languages and tailored to cultural norms), 

Factors Policies (n, %)
[references

Examples
Limited Expanded

Socio
economic 
status

(7, 50.0)
[32–35, 39, 40, 
42–44]

Social, economic, and environmen-
tal conditions influence a person’s 
ability to maintain good health, 
prevent chronic disease and man-
age the complications of disease. 
All determinants of health must 
be considered to achieve optimal 
health [42 p6]

One of the challenges for patients navigating conservative treatment is that 
most of the treatment modalities fall outside of the publicly funded health 
system. Community educational programs, lifestyle coaching, exercise 
programs, physiotherapy, massage therapy, and dietary consultations are 
mostly privately funded. This results in inequity for patients unable or unwill-
ing to fund these treatments out of pocket or who lack adequate private 
insurance coverage. This situation also leads patients who are financially able 
to entertain treatment options that are not based on scientific and medical 
evidence…the result is a complex navigation challenge where patients are 
forced to become subject matter experts in managing their disease. They 
are often faced with the difficult choice of paying out of pocket for privately-
funded treatments of uncertain benefit, suffering with untreated joint pain 
until the disease progresses to end-stage, or aggressively pursuing scarce 
public services, with little guidance or information to assist in their decision-
making [32 p6]

Geography (5, 35.7)
[34, 39, 40, 42, 
44]

Barriers to program participation 
[can include] low literacy, disabili-
ties, transportation costs, distances 
to services, and access to plain 
language health [42 p9]

For many, gaining access to the right care and the right provider is a chal-
lenge. This is particularly true for people living in rural and remote areas, 
especially [Indigenous] populations, where distance and transportation 
costs are additional barriers [40 p22]

Table 3  (continued) 
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clinician (e.g. healthcare professional education in OA) 
and system level (e.g. evaluate the equity of OA pro-
grams/services, engage lay health leaders in delivering 
self-management programs, and offer self-management 
programs in a variety of formats such as telephone and 
online). However, additional primary research is likely 
needed to identify additional multi-level strategies; for 
example, via interviews with diverse persons with OA, 
clinicians, and health system leaders and policy-makers.

Once such research is generated, it may be difficult 
to integrate it into policy. Numerous factors challenge 
the translation of research into policy including percep-
tions about research evidence, competing influences 
and practical constraints, requiring dedicated action 
to promote research findings to policy-makers [51]. A 
systematic review of 19 studies on how to promote evi-
dence-informed policy-making revealed that tailored 
policy briefs, workshops, ongoing technical assistance, 

and sharing of digital instructional materials influenced 
public health policy [52]. The same review showed that 
influence on policy was more likely when supported by a 
series of actions that included establishing an imperative 
for practice change, building trust between stakeholders 
and developing a shared vision, describing change mech-
anisms, using effective communication strategies and 
providing resources to support policy development.

Although this study investigated whether OA-relevant 
policies considered any equity-seeking group, our pri-
mary interest is in reducing known disparities in OA 
care among diverse women who are disproportionately 
impacted by OA [2, 5–11]. This study found that few pol-
icies noted a higher prevalence of OA among women or 
that gender was a barrier to accessing OA care, and no 
policies included strategies specifically aimed at improv-
ing access to person-centred OA care for women. Some 
insight on approaches to reduce socio-gender inequities 

Table 4  Strategies recommended to improve access to OA care
Strategy level Strategy type Policies (n,%)

[references]
Examples

Patient
Offered to 
persons with OA 
to improve knowl-
edge, confidence, 
behaviour, OA 
symptoms, OA 
status, or quality 
of life

Translated ver-
sions of educa-
tional materials

2 (14.2)
 [33–35, 42]

Healthcare organizations/professionals] should work with community organizations to 
leverage expertise in languages spoken most frequently in a specific region, and translate 
existing educational resources on osteoarthritis into these languages [33–35 p12]

Self-manage-
ment programs

2 (14.2)
 [33–35, 39]

Target underserved populations (e.g., ethnic minorities, indigenous communities, rural 
residents, older people, and people with low income or lower education that tend to have 
lower participation in programs) through: (1) working in partnership with community health 
workers, elders, or existing multicultural services to develop culturally appropriate pro-
gram materials in terms of language and traditional beliefs about health, (2) removing 
practical barriers to participation by offering phone-based interventions, (3) training lay 
health workers from underserved communities to deliver self-management support, and (4) 
delivering programs online, but also considering that people with financial or literacy chal-
lenges may not have access to a web-enabled device or be comfortable using it [39 p15]

Clinician
Offered to health-
care professionals 
to improve knowl-
edge, confidence, 
behaviour, or how 
they provide OA 
care (e.g., skills)

Education 
(curriculum 
of healthcare 
professionals)

1 (7.1)
 [40]

Government, professional colleges and regulatory agencies, and arthritis stakeholders must 
focus their efforts and collaborate on the following strategies…Incorporate arthritis-related 
curriculum into post-graduate and specialty programs that address the needs of vulnerable 
groups [40 p19]

System
Developed and/
or offered by 
health systems or 
government to 
improve access 
to OA care, advice 
and support

Evaluate the 
equity of pro-
grams or services 
in healthcare 
organizations

1 (7.1)
 [33–35]

Health Equity Impact Assessments should be employed [in healthcare organizations] to 
reduce health disparities between population groups [33–35 p5]

Train and mo-
bilize lay health 
leaders

2 (14.3)
 [33–35, 39]

Target underserved populations (e.g., ethnic minorities, indigenous communities, rural 
residents, older people, and people with low income or lower education that tend to have 
lower participation in programs) through…training lay health workers from underserved 
communities to deliver self-management support [33–35 p46]

Enhance acces-
sibility of self-
management 
programs via 
telephone and 
Internet

1 (7.1)
 [39]

Target underserved populations (e.g., ethnic minorities, indigenous communities, rural 
residents, older people, and people with low income or lower education that tend to have 
lower participation in programs) through: (1) working in partnership with community health 
workers, elders, or existing multicultural services to develop culturally appropriate program 
materials in terms of language and traditional beliefs about health, (2) removing practical 
barriers to participation by offering phone-based interventions, (3) training lay health 
workers from underserved communities to deliver self-management support, and (4) de-
livering programs online, but also considering that people with financial or literacy chal-
lenges may not have access to a web-enabled device or be comfortable using it [39 p15]
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Table 5  Research recommendations extracted from included policies
Policy Research recommendations
Alberta Health Services, 
2020 [30]

− Partner with multiple (clinical networks) and Primary Health Care practitioners to better understand the unique needs 
of specific populations, such as members of indigenous communities and new arrivals to Canada relating to their joint 
health. Develop and test projects to bridge the gaps (p 26)
− Test multiple conservative management strategies to empower and support patient self-management of OA (p 26)
− Partner with researchers, clinicians, and patients to better understand the unique intersection and interplay between 
obesity and OA including the development of risk-management strategies to better identify and manage obesity-related 
risk in the surgical orthopedic population and a framework to provide the most appropriate MSK care for patients living 
with obesity and osteoarthritis (p 25)

Bone and Joint Canada, 
2019 [31]

Evaluate current projects related to management of patients with hip and knee OA, to identify learnings and success 
factors (p 11)

Alberta Bone and Joint 
Health Institute, 2019 [32]

− Reduce demand for arthroplasty by engaging with researchers, clinicians, and patients to better understand the unique 
intersection and interplay between obesity and OA (pg.18).
− Test multiple conservative management strategies to empower and support patient self-management. There is cur-
rently weak evidence for the effectiveness and appropriateness of OA conservative treatments and therapies, leaving 
many patients unsure of how to proceed in preventative care and management of the disease. Many of the programs 
and therapies appropriate for supporting OA management are under-utilized as patients often seek out publicly funded 
services to avoid out of-pocket patient expenses (p 18)

Health Quality Ontario, 
2018 [33–35]

Extend collection of patient-reported outcomes to other health care settings, including primary care, to facilitate the 
delivery of more patient-centred, responsive care (33 p 13)

Bone and Joint Canada, 
2014–2015 [36, 37]

Conduct research to evaluate any implementation and/or program transfer/expansion opportunities identified and/or 
develop an evaluation framework to ensure programs are being developed to meet the needs of individuals with OA 
across Canada (36 p 15)

Health Council of Canada, 
2012 [39]

Continued research and evaluation of strategies for clinicians to foster self-management and engage patients should be 
supported (p 45)

Arthritis Alliance of 
Canada, 2012 [40]

− Invest more in OA research to enhance understanding on causes progression, prevention and treatment of arthritis and 
to develop and implement more effective prevention and care strategies for the future (p 15)
− Promote greater networking, collaboration and stakeholder engagement in research, including meaningful participa-
tion by individuals living with arthritis (p 18)
− Increase investment in arthritis research, [including] (1) Develop a long-term plan to increase research investment across 
all four pillars of research to levels adequate to better address the economic and social burden of the disease; and (2) Con-
certed effort to assist current funders in increasing funds raised for arthritis research, as well as engage new funders (p 17)
− Enhance knowledge translation and exchange efforts about arthritis prevention, self-management and the effective-
ness and efficiency of arthritis care (p 18)

Arthritis Alliance of 
Canada, 2011 [41]

− While being obese has long been recognized as a risk factor for OA, especially knee OA, the importance of strategies to 
reduce obesity cannot be underestimated. Research is urgently needed in this area (p 42)
− Develop a national framework by establishing research priorities and strategies to support ongoing improvements in 
the quality of arthritis care and prevention (p 44)

Government of New-
foundland and Labrador 
Department of Health 
and Community Services, 
2011 [42]

Information about the prevention and management of chronic disease can be collected through research, audits of indi-
vidual charts, reviews of programs and services, and interviews with individuals, families and caregivers. Can assist policy 
makers and health care providers to take appropriate actions and develop relevant programs and services to provide 
better care for individuals (p 15)

Arthritis Alliance of 
Canada, 2006 [43]

− (1) Determine current access to available effective therapies for arthritis, (2) develop a proposal for the development of a 
national drug program to ensure rapid and equal access to life-saving and quality-of-life saving medications, and (3) pilot-
test a limited expanded access program (p 23)
− Governments must invest urgently in research to evaluate risk factors for sport and recreation injury, with subsequent 
development and testing of interventions designed to ameliorate identified risk factors (p 26)

Institute for Clinical 
Evaluative Sciences (ICES) 
Toronto, 2004 [44]

− Future directions for research include: (1) An improved understanding of access to and the quality of primary care for 
MSK conditions; (2) Ways to improve the organization and coordination of multidisciplinary arthritis care; and, and (3) The 
relationships between provision of specialty arthritis services and their use, and ways to improve primary care and access 
to specialty care for MSK conditions (p 82)
− Develop, implement and evaluate a chronic disease model of care that includes disease prevention, health promotion, 
self-management, and is grounded in best practices. The model should incorporate a collaborative network of health 
professionals, the key principles of client-centredness, and timely and relevant interventions in a variety of settings (p xvii)

Arthritis Consumer 
Experts, Arthritis Research 
Centre of Canada, 
Canadian Arthritis Patient 
Alliance, No date [45]

In collaboration with “aging in place” experts and the arthritis community alliance, develop an “aging in place” [a concept 
that sees seniors continuing to live their primary residence with visiting homecare and living space modifications] strat-
egy for those living with chronic disability due to arthritis (p 3)
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in OA care could be gleaned from our prior research 
involving interviews with women and clinicians [53–55], 
which formed the basis of national consensus on pri-
orities to improve women’s healthcare experiences and 
health [56]. As recommended in a few included policies, 
ongoing research in the OA context must be undertaken 
to identify strategies that address the needs and prefer-
ences of diverse women as well as other equity-seeking 
groups. For example, a qualitative study was conducted 
to understand the lived experience of Aboriginal and Tor-
res Strait Islander people with OA, knowledge essential 
to developing policies that guide culturally-safe care [57]. 
Another way to ensure that policies reflect the perspec-
tives of equity-seeking groups is to engage them in policy 
development, as was done in Australia when developed a 
system-wide model of care for hip and knee osteoarthri-
tis [58]; and in another study that generated consensus 
among women with OA and healthcare professionals on 
multi-level strategies need to improve equitable, person-
centred OA care for diverse women [59].

This study featured several strengths. We used rigor-
ous methods for content analysis [23, 24], multiple indi-
viduals independently conducted screening and data 
extraction to optimize reliability, and we employed an 
established PCC framework that encompasses OA-
specific elements of PCC to organize and interpret 
results [16–18, 25]. The entire research team, includ-
ing a 13-member advisory group of diverse women with 
OA, were engaged throughout to guide data collection 
and analysis, and reviewed the findings. Although we 
are interested in women’s health, we extracted data on 
any equity-seeking group mentioned in included policies 
to broaden study relevance. A few limitations should be 
mentioned. We included documents that others might 
not consider policy, but we purposefully defined policy 
broadly to cast a wide net and include as many docu-
ments as possible. The search strategy we employed may 
not have identified all relevant policies. All included poli-
cies were relevant to the Canadian context so findings 
may not be transferrable to other countries with different 
population health profiles or healthcare systems.

Conclusions
Canadian OA-relevant policies lack guidance to over-
come disparities in access to person-centred OA care 
for equity-seeking groups including women. This study 
identified several ways to strengthen policies: explicitly 
acknowledge disparities in access to and quality of OA 
care for equity-seeking groups; include detailed guidance 
for person-centred OA care across all domains (foster 
a healing relationship, exchange information, respond 
to emotions, manage uncertainty, share decisions and 
enable self-management); and offer concrete multi-level 
(patient, healthcare professional, system) strategies to 

enhance or transform the way that OA care is organized 
and delivered to ensure that all persons with OA access 
the care they need. To do this, ongoing research must 
identify the needs and preferences of equity-seeking per-
sons with OA, and evaluate the impact of various models 
of service delivery, knowledge needed to influence OA-
relevant policy.
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