
Musculoskeletal Care

- RESEARCH ARTICLE OPEN ACCESS

A Qualitative Evaluation of Two Electronic‐Rehabilitation
Programmes for Managing Persistent Knee Pain
Gretl A. McHugh1 | Elizabeth C. Lavender1 | Kim L. Bennell2 | Sarah R. Kingsbury3,4 | Philip G. Conaghan3,4 |
Rana S. Hinman2 | Christine Comer5 | Mark Conner6 | Rachel K. Nelligan2 | Dawn Groves‐Williams7

1School of Healthcare, University of Leeds, Leeds, UK | 2Department of Physiotherapy, The University of Melbourne Centre for Health Exercise and Sports
Medicine, Melbourne, Australia | 3Leeds Institute of Rheumatic and Musculoskeletal Medicine, University of Leeds, Leeds, UK | 4NIHR Leeds Biomedical
Research Centre, Leeds, UK | 5Musculoskeletal and Rehabilitation Service, Leeds Community Healthcare NHS Trust, Leeds, UK | 6School of Psychology,
University of Leeds, Leeds, UK | 7Clinical Trials Research Unit, University of Leeds, Leeds, UK

Correspondence: Gretl A. McHugh (g.a.mchugh@leeds.ac.uk)

Received: 16 December 2024 | Revised: 21 December 2024 | Accepted: 2 January 2025

Funding: This work was supported by Versus Arthritis (grant number 22091). R.S.H. is supported by a National Health & Medical Research Council
Investigator Grant (#2025733). K.L.B. is supported by a National Health & Medical Research Council Investigator Grant (#1174431). P.G.C. & S.R.K. are
supported in part by the National Institute for Health and Care Research (NIHR) Leeds Biomedical Research Centre (BRC) (NIHR203331). The views
expressed are those of the authors and not necessarily those of the NHS, the NIHR or the UK Department of Health and Social Care.

Keywords: digital health | exercise | knee osteoarthritis | pain | qualitative study | rehabilitation

ABSTRACT
Introduction: Persistent knee pain often due to knee osteoarthritis (OA) is a highly prevalent and disabling condition.
Electronic‐rehabilitation (e‐rehab) programmes have the potential to support self‐management of knee OA. This study aimed to
evaluate user engagement and acceptability of two e‐rehab programmes, Group e‐rehab, a remote physiotherapy‐led pro-
gramme and My Knee UK, a self‐directed web‐based exercise programme.
Methods: Descriptive qualitative study nested within a feasibility trial. In‐depth interviews were conducted remotely. Data
were analysed using inductive thematic analysis.
Results: Eighteen participants from the feasibility trial took part in the interviews, 10 who received Group e‐rehab and eight My
Knee UK. Two key themes were engagement with exercise and impact of programme. Despite initial challenges with doing the
exercises, most participants found both programmes acceptable and beneficial in improving symptoms and knowledge in
managing their knee pain. Multiple factors contributed to motivation to exercise.
Discussion: Understanding more about users' perception and acceptability of both programmes was important to ascertain,
both from people who engaged and those who did not engage with the programmes, to make improvements for the future
delivery of the e‐rehab programmes.
Conclusion: Group e‐rehab and My Knee UK can support people to self‐manage their persistent knee pain due to knee OA. The
e‐rehab programmes have the potential to improve health services by providing two new models of service delivery enabling
more patients to receive support and training to equip them to effectively manage their knee OA.
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1 | Introduction

Persistent knee pain, often due to knee osteoarthritis (OA), is a
highly prevalent musculoskeletal condition with a global preva-
lence of 16% (Cui et al. 2020). Knee OA is a disabling condition
commonly associated with high levels of pain and reduced
mobility (Ackerman et al. 2017; Zeni, Axe, and Snyder‐Mack-
ler 2010; Peat, McCarney, and Croft 2001). Exercise programmes
are successful approaches to help reduce pain and improve
physical functioning in knee OA (Mo et al. 2023; Raposo, Ramos,
and Lúcia Cruz 2021; Fransen et al. 2015). A systematic review
concluded that patient education is more effective for improving
pain and function in those with knee OA when combined with
exercise therapy (Goff et al. 2021). The National Institute for
Health and Care Excellence (NICE) recommends both exercise
and education for managing symptoms of knee OA (NICE 2022).

Physiotherapists are key providers of exercise therapy, support
and educational advice for individuals when managing knee OA.
However, physiotherapy services and other community and pri-
mary caremusculoskeletal services are overstretched.Wehave an
ageing population and a rise in adult obesity, which are creating
an increased demand for insufficiently resourced physiotherapy
services in the National Health Service (NHS) (Centre for Ageing
Better 2023;Office forHealth Improvement andDisparities, 2023;
The Chartered Society of Physiotherapy (CSP) 2024). Our over-
stretched NHS necessitates the need for alternative management
strategies to be implemented. There is good evidence to support
accessible and cost‐effective Internet‐delivered programmes for
improving the management and treatment of health conditions
(Rogers et al. 2017; Centre for Policy on Ageing 2014).

In Australia, there has been success in developing and evalu-
ating electronic‐rehabilitation (e‐rehab) programmes for people
with persistent knee pain, such as knee OA. One such pro-
gramme involved home exercises prescribed by a physiothera-
pist via six individual videoconferencing consultations over
6 months combined with an automated pain‐coping skills
training programme (Bennell et al. 2017). A randomised
controlled trial showed that the programme enabled a bio‐
psychosocial approach to managing persistent knee pain with
clinical improvements demonstrated for both pain and function
compared to online education. Another Australian programme
is ‘My Knee Exercise’. This self‐directed programme comprised
a web‐based education and 6‐month strengthening exercise
component including videos together with automated text
messages to support exercise behaviour change (Nelligan
et al. 2019). This programme was effective for improving
physical function and knee pain (Nelligan et al. 2021).

As part of this study, we adapted components of these previously
tested Australian e‐rehab programmes for use in the UK (Grove‐
Williamsetal. 2023).These twoe‐rehabprogrammes(Groupe‐rehab
and My Knee UK) then underwent feasibility testing. This paper
reports on the findings of an embedded qualitative evaluation.

1.1 | Aim of Study

The overall aim of the study was to evaluate the feasibility and
acceptability of two e‐rehab programmes: group Internet‐

delivered physiotherapist prescribed home exercise and interac-
tive educational sessions (Group e‐rehab); and self‐directed web‐
based home exercise programme with behaviour change mes-
sages (My Knee UK) for individuals with chronic knee pain. The
qualitative study evaluated user engagement, experiences and
acceptability of the two e‐rehab programmes. Feasibility trial
acceptability issues were also explored but not reported in this
paper.

2 | Methods

2.1 | Design

The study was a descriptive qualitative study (Doyle et al. 2020).
This design is useful in providing a straightforward account of
participants' experiences andperceptions (Sandelowski 2010). This
design is also useful when qualitative research is embedded in
intervention studies, as it enables an exploration of why an inter-
vention worked or did not work (Doyle, Brady, and Byrne 2016).
This study was nested within a non‐blinded randomised feasibility
trial (Grove‐Williams et al. 2022). Ethical approval was obtained
from the West of Scotland Research Ethics Committee 5 (REF: 20/
WS/006). The reporting of the study is guided by the Consolidated
Criteria for Reporting Qualitative Research (CONSORT) checklist
(Tong, Sainsbury, and Craig 2007).

2.2 | Sample

For the feasibility trial, we recruited 90 participants: 30 partic-
ipants received their usual routine care and no additional
intervention; 30 participants were randomly selected to receive
‘My Knee UK’; and 30 participants were randomly selected to
receive Group e‐rehab. For the qualitative evaluation a sub‐
sample of participants from the two intervention arms was
purposively sampled based on gender, age, and intervention
group. Our intended sample size was approximately 16–20
participants (~8–10 from each intervention group); however,
data collection continued until data adequacy was deemed to be
achieved (Vasileiou et al. 2018).

2.3 | Recruitment

Participants for the qualitative study were recruited from both
intervention arms of the feasibility trial. Participants for the
feasibility trial were recruited from primary and community
care organisations, as per published recruitment procedure
(Grove‐Williams et al. 2022). The inclusion criteria were:

� Adults ≥ 45 years;

� Knee pain >3 months and on most days of previous month;

� Knee pain during walking ≥ 4 on an 11‐point numerical
rating scale;

� Activity‐related knee joint pain;

� Mobile phone with active email account and computer
with internet access suitable for receiving and making
video calls.
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A sub‐sample of participants taking part in the feasibility study
were invited to take part in an interview after completion of
their intervention (either within 3 months or after 6 months of
completion). Once consent forms were received, participants
were contacted to arrange an interview. We varied the timing
for the qualitative interviews due to practical reasons and to
gain insight into continued engagement with the exercises.

2.4 | Intervention

The process of adaption of the Australian programmes for use in
the UK and the description of the interventions are published
(Grove‐Williams et al. 2022 2023). In summary, the two UK e‐
rehab programmes for evaluation were:

� Group e‐rehab, which involved a group‐based home exer-
cise programme with Internet‐interactive education ses-
sions, including a prescribed home exercise programme
and physiotherapist‐monitored group exercise sessions. The
exercise sessions were delivered via videoconferencing
weekly to fortnightly over a period of 12 weeks. In addition
to online group exercise classes, participants were asked to
repeat the same exercise programme at home at least three
times a week. Each group had between 4 and 7 participants
per group. Information resources were provided via
Microsoft Sway.

� My Knee UK was a 12‐week self‐directed web‐based home
exercise programme comprising educational videos and
resources, with exercise behaviour change support pro-
vided via text messaging.

Group e‐rehab and My Knee UK participants completed an
identical lower limb strengthening home exercise programme
comprised of the following:

a. Weeks 1–6: sitting knee extension, side steps and calf raises;

b. Weeks 7–12: the above plus mini (wall) squats and chair
rises (sit to stands).

The recommended exercise dosage was 30 repetitions of each
exercise (3 sets of 10). Guidance about regressing or progressing
the exercises, based on individual strength and ability, was
provided to all participants.

2.5 | Data Collection

Demographic data on participants were collected for the feasi-
bility trial at baseline. For the interviews, a topic guide was
developed from previous research and the literature (Anderson
et al. 2021) andwas reviewed by a patient, public and involvement
(PPI)member of the research team. Box 1 provides an overview of
the topic guide. Interviews were led by an experienced qualitative
researcher (EL) with support from a novice qualitative researcher
(DGW), who had been involved in recruitment of participants
and delivery of the feasibility trial. These interviews were con-
ducted via video‐call or telephone between July 2022 and
February 2023. All interviews were audio‐recorded and took

between 25 and 60 min (average 40 min). Field notes were taken
both during and after the interview. No non‐participants were
present for the interviews. Eleven participants were interviewed
within 3 months of completing the intervention (Group e‐rehab
or My Knee UK), and seven were interviewed 6 months after
completing the intervention programme.

BOX 1 | Topic guide for interview.

� Experience of being in the feasibility study (recruitment,
random allocation, questionnaire burden);

� Experience of completing the e‐rehabilitation pro-
grammes including usefulness and acceptability (also of
educational component; impact of programme);

� Engagement and motivation;

� Perception of changes in ability to manage symptoms
more effectively and impact of programme.

Specific E‐rehab programme areas:
My Knee UK:
� Exploration of web‐based home support, exercise levels,

and the motivational text support.

Group E‐Rehab:
� Exploration of the consultation with the physiotherapist

on‐line, including group interaction.

� Exploration of the support of peers on‐line, including
informal peer support outside formal videoconference
sessions.

2.6 | Data Analysis

Interviews were transcribed verbatim by an independent
agency, checked for accuracy and anonymised by the re-
searchers. Data were analysed using inductive thematic analysis
(Braun and Clark 2021). Inductive thematic analysis allows for a
flexible approach and data‐driven exploration, without any pre‐
existing theories or framework (Braun and Clark 2021). It is a
useful approach when there are differing perspectives from
participants, enabling similarities and differences to be explored
(King 2004). Within data analysis, there was a shift from
uninterpreted participant quotes to interpreted research find-
ings, whilst remaining close to the data (Sandelowski 2010).
Line‐by‐line coding was used. To assist with inter‐coding reli-
ability (MacPhail et al. 2016), two researchers (G.A.M., E.C.L.)
independently coded the data and where there were discrep-
ancies, these were discussed and addressed. Microsoft Excel was
used to organise data. There was no participant validation of the
data. However, preliminary findings were discussed at a project
advisory group meeting with two patient and public involve-
ment (PPI) members with knee osteoarthritis, who contributed
their insight and interpretation of the data.

3 | Results

From the feasibility study, 13 participants receiving Group e‐rehab
were invited to take part in the qualitative study, with 10 partici-
pants consenting and being interviewed. Of the participants
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receiving the My Knee UK programme, 15 were invited with eight
participants consenting and being interviewed. A total of 18 par-
ticipants took part in the qualitative study.

Table 1 provides demographic details of the participants. More
females than males were interviewed in the Group e‐rehab
sample, and the mean age was slightly higher in the My Knee
UK sample. Over 50% of the total participants were employed at
the time of the interview and all were of white ethnicity.

The themes and sub‐themes derived from the data were con-
structed (Figure 1) and mapped across both intervention pro-
grammes. In this paper, the themes of ‘Engagement with
exercises’ and ‘Impact of programme’ are presented.

3.1 | Engagement With Exercises

For the majority of participants in both e‐rehab programmes,
there was good engagement with the exercises, and they valued
learning about the most appropriate exercises and gaining
confidence to do the exercises. Participants said:

It was brilliant, all information step‐by‐step you
follow… it was quite nice in pictures and explanation
and each part of the exercise how you need to stay, your
spine, your shoulders, your knee, yes it was quite good.

(Rufus, 62 years, My Knee UK)

I didn't realise howexercise could help in theway it did,
so, yes, I'm definitely very pleased that I went on the
exercise, very, on the scheme, because it's givenmea lot
more confidence that I'm not just going to roll over and
say, well, okay, I'll have a new knee, then, please.

(Roger, 63 years, Group e‐rehab)

The My Knee UK participants reported that it took a few weeks
to do the exercises before seeing some improvement in symp-
toms. Having different exercises and building the exercises into
daily life helped with engagement. As one participant explained:

Once you’d done it a couple of times, it was alright and
then you moved on to the next stage and do that a
couple of times and it’s alright. As long as you’re the
sort of person who, who can get into a regular routine.
I mean, it is, it’s sometimes difficult for people to be in
a routine. I just built into a day, my day’s routine.

(Alan, 67 years, My Knee UK)

Within the theme of engagement with exercises, sub‐themes of
motivation and challenges arose.

3.1.1 | Motivation

Participants' self‐reported motivation for doing exercises to help
with kneepainwas relatively highprior to starting the programmes
(Table 1). Multiple factors contributed to participants' motivation
to exercise and included: increasing confidence, the convenience of
home‐based exercise, realistic time for completing the exercises,
and text reminders. In terms of confidence, having the support
either through watching the exercises on the My Knee UK website
or watching the physiotherapist do the exercises remotely for
Group e‐rehab appeared to increase participants' motivation.

I found the whole thing positive and good for spurring
me on. It was kind of really supporting the way I
felt about the things I wanted to do and gave me
an immense amount of confidence that exercise
was the right thing….. that I should be pushing and

TABLE 1 | Participant demographics.

My Knee UK (n = 8) Group e‐rehab (n = 10)
Age range (mean, SD) 53–67 (60.6 years, SD = 5) 49–75 (59.5 years, SD = 7)

Sex 4 Male 3 Male

4 Female 7 Female

Ethnicity 7 White—British 10 White—British

1 White—Irish

Marital status 7 Married 7 Married

1 Divorced 1 Divorced

2 Single

Employment status

Working 5 5

Retired 3 5

Duration of knee pain (months) (mean, SD) 10–300 (82 months, SD = 87) 10–480 (84 months, SD = 134)

Exercise confidence (mean, SD)a 5–10 (7, SD = 2) 5–10 (7, SD = 2)

Motivation to exercise (mean, SD)b 5–10 (8, SD = 2) 5–10 (8, SD = 2)
Abbreviation: SD = standard deviation.
aSelf‐reported confidence doing exercises to help with knee pain (10‐point Likert scale: 0 = no confidence to 10 being highly confident).
bSelf‐reported motivation for doing exercises to help with knee pain (10‐point Likert scale 0 = no motivation to 10 being highly motivated).
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strengthening and that this in the long‐term was what
I needed and this was what was going to help me.

(Clare, 64 years, My Knee UK)

When you’ve got somebody [physio] there who quite
clearly was an expert and has a way of motivating you
to do it and encouraging you and showing you the
right techniques….. the fact that you go in there and
that you’re getting feedback there and then of how to
improve your technique.

(Stuart, 49 years, Group e‐rehab)

Participants found the My Knee UK programme more conve-
nient than Group e‐rehab due to its self‐directed nature and
being able to exercise at a time of their own choosing. However,
without the set time and group involvement, some participants
found it harder to motivate themselves to exercise.

A distinct feature of My Knee UK compared to Group e‐rehab
was that daily motivational texts were sent to participants
asking whether they had completed their exercises. A partici-
pant explained:

I was getting those pings, and it was asking me, have
you done your exercises today, so it makes you, you
feel guilty if you haven’t so then you make more of an
effort. I think, I know that at the end of the day it’s
about my knee and it’s about my mobility moving
forwards—and that should be enough to motivate me,
but sometimes I think just having that, knowing that
there’s somebody there that’s sort of pushing you on I
think that helps.

(Carol, 61 years, My Knee UK)

For those who participated in Group e‐rehab, the motivational
element was reported as having support from a physiotherapist
and seeing the benefits which the exercises were having on their
own (and others') symptoms.

That was extremely beneficial, that he/she was very
much coaching us on the proper techniques as well,
not just doing the exercises, but the proper techniques
of doing it, ….. it was just the little things that he/she
added to it that made a big difference. ..I had struggled
with a lot of pain in my knees and that I was starting to
see benefits from doing it, amongst the other exercises
that I was doing as well, so I was starting to see the
benefits from it, so my motivation was, you know,
doing what I can to relieve some of the discomfort that
I have in my knees.

(Stuart, 49 years, Group e‐rehab)

For each participant, the motivation needed to do the exercises
was different. Some participants required the structure and
contact with the physiotherapist to continue exercises, whereas
others felt encouraged to practice exercises regularly because
they noticed an improvement in symptoms.

3.1.2 | Challenges

All participants from each programme found one or two of
the exercises difficult to do; however, this only appeared to
affect engaging with the exercise for a minority of partici-
pants. Some reported that it took a couple of weeks to get
used to doing the exercises. Challenges with the exercises
were highlighted more by Group e‐rehab participants

FIGURE 1 | Overview of themes and sub‐themes.
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compared with My Knee UK participants. However, all par-
ticipants felt that they could work at their own pace, gradu-
ally building up the frequency and duration of exercise
sessions. One participant said:

You did what you could do, so if you could only do, say
like the calf stretches, they were tough going, so they
were probably the hardest ones to build up, but you
just again you just did it at your own pace. So if you
couldn’t do it, you didn’t do it, you did what you could.

(Isabel, 67 years, Group e‐rehab)

Some participants found it helpful to have visual cues,
either watching the physiotherapist doing the exercises in
Group e‐rehab; or watching the exercise video in My Knee UK.
The instructions on how many repetitions for a specific exercise
and how many times per day to practice the exercises were
clear, and this helped participants work towards achieving their
exercise goal.

3.2 | Impact of Programme

Variable impact of the programme was another key theme
described in terms of participants' perceived benefits of doing
the programme. All My Knee UK participants and eight of the
10 Group e‐rehab participants found the programme to be
beneficial overall. Four sub‐themes were constructed:
improvement in symptoms, improvement in knowledge, feeling
supported, and continued engagement.

3.2.1 | Improvement in Symptoms

Several participants reported an improvement in their symp-
toms, such as reduced pain, better mobility and gaining strength
in the knee, enabling some to return to their regular activities.
One My Knee UK participant said

I’m certainly finding that I have less pain and I can do
far more. …It’s improved the muscle quality around
my knee, so it’s supporting that knee joint.

(Alan, 67 years, My Knee UK)

Similarly, Group e‐rehab participants said:

I found the exercise, the group programme, again I
found that good and I liked the exercises because I
think they’ve definitely made a difference with me,
I think there’s been some improvement. One of the
things I’ve notice was that sometimes what I find is
when I’m out and about, which can be a bit scary
sometimes, me knee had actually went to give, since
I’ve actually been doing the exercises, I’m actually
getting less of that and I would say generally it feels a
bit stronger.

(Janice, 62 years, Group e‐rehab)

I mean I found it incredibly satisfactory, it helped me
enormously, evidence from the discussion with the
consultant, it’s meant that I can now do an awful lot of
things I couldn’t do, I still have pain, I still can’t sit for
any length of time, I have to be careful when I move
my knee if I’m sitting down because the knee locks
into place but if I’m standing and it’s the effect of the
improvement in my thighs and calf muscles they are
enabling me to move around and do things that
perhaps I wouldn’t have been able to do. I’m no longer
having to use a stick.

(Edward, 75 years, Group e‐rehab)

3.2.2 | Knowledge

Both e‐rehab programmes included a range of resources and
information. Most participants accessed these resources to
support self‐management of their knee OA, commonly at the
start of the programme. One participant who accessed a video
about pain management on the My Knee UK programme said:

One of the little talks was about pain management and
how you don’t really have to have a knee replacement,
you know you can manage it yourself and that to, sort
of like set me off when I listened to that particular clip
if you know what I mean, and I thought you know
that’s what I wanted you know, I don’t really want to
go to having a knee replaced if I can avoid it.

(Joan, 67 years, My Knee UK)

Participants reported discovering new topics about self‐
managing their knee OA. An example of this was learning
more about living with OA and pacing.

I found those very useful indeed those educational
videos, because I’d never really looked up arthritis or
anything to do with pain in the past or anything really.
I’d not really thought about it in those ways and so I
did find those useful. You know, the idea of like
managing your activity so it became not all one day
and then nothing the next and that sort of thing.

(Helen, 56 years, Group e‐rehab)

The majority of participants from both programmes stated that
the information provided was valuable and improved their
knowledge of knee pain. However, a minority felt that they
already had the knowledge to manage their knee OA. Some
participants reported that they needed to be selective about the
resources they looked at due to time pressures and often just
focused on specific issues most relevant to them and the
symptoms they were experiencing. A few participants enrolled
in Group e‐rehab felt that the physiotherapists could have
provided more linkage to the educational/information compo-
nents of the programme, and this might have encouraged them
to look at the information more regularly.
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3.2.3 | Support

For participants who received Group e‐rehab, the support from
the physiotherapist was seen as very valuable. However, there is
a cost involved in having physiotherapist‐monitored group ex-
ercise sessions, which will be reported in the results of the
feasibility trial.

There were few participants who could not always attend the
remote sessions due to work commitments, highlighting the
need to provide evening sessions. There were two of the eight
My Knee UK participants who would have liked to receive
physiotherapy input. Group e‐rehab participants cited being
part of a group as being valuable and being able to connect with
others with a similar condition. Participants said:

I’ve not done any online exercise stuff in a group
before, I suppose it was just nice to be able to connect
with people in a similar situation to me.

(Shirley, 50 years, Group e‐rehab)

However, most participants said that as the Group e‐rehab
programme was of limited duration, it did not offer the
ongoing group support, which for some would have been
valuable. The My Knee UK programme did not have a personal
contact; however, if participants experienced any difficulties
while being part of the research study, they could contact a
named physiotherapist for additional support.

Not all the participants highlighted the need for support. Two
participants from My Knee UK indicated that they preferred do-
ing exercises by themselves, finding it hard to schedule exercise
with others and enjoyed the solitude. One participant said:

To be fair I probably like doing solitary things, so it
was you know quite nice to have you know like half‐
an‐hour or so, however long the actual exercises
took to myself.

(Joan, 67 years, My Knee UK)

3.2.4 | Continued Engagement

Maintaining and sustaining exercise programmes are often an
issue. Participants in this study varied in their continuation of
the e‐rehab programmes. Those who continued did so because
of the improvement in symptoms and mobility. Other partici-
pants reported to now have the knowledge to manage if symp-
toms became worse.

I found the whole thing very motivating and really
want to keep doing it; and I quite often If I’ve not been
to the gym or for some reason I’ve been too busy to go,
then I’ll quite often go back and do the exercises if
nothing else, if I’ve not been able to go anywhere.

(Isabel, 67 years, Group e‐rehab)

Some participants continued to do the exercises by building
them into their daily routine.

Since doing My Knee UK programme I’m probably
doing more of the exercises what have been on the
programme, like I say I still do, I do them at work now.

(Mark, 55 years, My Knee UK)

However, others lost motivation once the research project
finished and without the obligation to engage with the pro-
gramme, there was a lack of interest in continuing to exercise.

I’ve finished the programme now, they won’t be
bothered about me and I’ll chuck everything away. So
my motivation’s been slightly down in the last week or
so, or couple of weeks.

(Sheila, 60 years, Group e‐rehab)

A minority of participants perceived the exercises as not bene-
ficial to them and this contributed to their lack of continued
engagement. One participant said:

When I first started doing the exercises it all felt worse
and it all felt more uncomfortable and then it started
to get easier. If I’m honest I didn’t notice a massive
improvement…. I think if I’d have noticed a lot of
difference, I might’ve been better at continuing the
exercises after the study was over… I probably felt a
little bit disheartened and probably another reason
why I didn’t carry on with the exercises. I wish I had.

(Maria, 58 years, Group e‐rehab)

Participants not seeing any noticeable improvement with
symptoms became disengaged and didn't continue the exercise
programme compared to those who benefitted.

4 | Discussion

This qualitative study, nested within a randomised feasibility
trial, has enabled an in‐depth view of participants' perception of
two e‐rehab exercise programmes for persistent knee pain.
Understanding more about user engagement and acceptability
of both programmes was important to ascertain both from
people who engaged and those who did not engage with their
programme.

Digital interventions have been found to promote physical ac-
tivity (Stockwell et al. 2019). However, personalisation and
tailoring of digital interventions, such as choice of exercise in-
tensity, are important components and would help facilitate
engagement with digital exercise programmes (Mason
et al. 2024). Both e‐rehab programmes had a degree of person-
alisation, with My Knee UK having an exercise intensity feature
and Group e‐rehab being physiotherapy‐led, enabling a more
personalised approach to exercise. Participants in this study
valued being able to go at their own pace with these pro-
grammes. A qualitative evaluation of a UK digital intervention
to improve physical activity in people with musculoskeletal
conditions also found that personalisation is the key, and these
interventions are not ‘one size‐fits‐all’ (Webb, Allison, and
Mprah 2024).
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4.1 | Engagement With Exercises

Participants engaged with the exercises for both programmes
and overall found the programmes to be useful and acceptable.
Engagement may have been enhanced due to participants'
experience with remote and video consultations for healthcare
during the COVID‐19 pandemic. Motivation was a key element
and monitoring via text messaging for My Knee UK was found
to be beneficial. An umbrella systematic review found evidence
supporting the value of integrative text message interventions,
specifically in promoting adherence (Hall, Cole‐Lewis, and
Bernhardt 2015). Those following Group e‐rehab had remote
consultations with the physiotherapist, which was perceived as
a motivating element. A qualitative study found monitoring of
exercises by peers and instructors and seeing the personal
benefits of exercises to be of value (Ledingham et al. 2019).
These factors were similar in our study and contributed to
participants being more engaged in doing the exercises.

With any exercise intervention, there are always some partici-
pants who feel they are benefitting and do not continue to
engage with the exercises. In this study, a minority of partici-
pants did not engage in the exercises due to a perceived lack of
benefit from doing them. Similarly, Ledingham et al. (2019)
found that those with knee OA who had low adherence were
ambivalent about the benefits of exercise. A qualitative study
comparing responders and non‐responders to an exercise and
physical activity intervention found that non‐responders
acknowledged that their adherence to this intervention was
poor but believed other factors such as life events and body
weight contributed to this outcome (Hinman et al. 2023). This
study found that work commitments influenced attendance at
Group e‐rehab sessions, leading to poorer adherence to this
programme.

Building a person's confidence to undertake exercise was a
factor which promoted both motivation and engagement with
the exercises. This was apparent with Group e‐rehab, where the
physiotherapist supported and built‐up the groups' confidence
during the sessions. Nelligan et al. (2020) found that having a
‘human connector’ is important for digital interventions and is a
limitation for self‐directed programmes. Awareness of the time
and cost of providing physiotherapist‐led exercise sessions need
to be factored in for Group e‐rehab and whether a physiother-
apist assistant could provide this remote exercise support would
be useful to explore. The feasibility trial results will provide an
estimation of the costs of delivering and the resources required
for both e‐rehab programmes which need to be considered prior
to implementing any new models of care for the management of
knee OA.

4.2 | Impact of Programme

Overall, all participants in the My Knee UK programme and
eight of the 10 participants in the Group e‐rehab reported
benefits particularly in terms of knowledge and improvement in
symptoms. Having both education and exercise components was
viewed as beneficial. Evidence has shown that patient education
combined with exercise therapy is more effective for managing

the symptoms of knee OA (Goff et al. 2021). The known barriers
to physical activity participation in people with knee OA include
lack of knowledge about the benefits and the fear that exercise
will exacerbate pain and damage the joint (Dobson et al. 2016;
Holden et al. 2012). Both programmes included an educational
element that aimed to reduce misconceptions about OA and
exercise and reinforce the benefits and safety of exercise. Par-
ticipants reported that their knowledge increased and that they
understood more about their condition and what exercise and
other self‐management strategies would help.

Maintaining and sustaining exercise programmes are often an
issue with a multitude of factors influencing non‐adherence to
exercise (Marks and Allegrante 2005). It was encouraging that
for both programmes, some participants had either continued to
do the exercises or resumed a previous exercise activity. By
interviewing some participants several months after the inter-
vention had finished, we were able to ascertain their continued
engagement with exercising.

E‐rehabilitation programmes may not suit everyone with man-
aging their persistent knee pain and it is important not to
exclude people with limited digital literacy. However, what this
study has shown is that there is potential value for patients in
providing alternative models of care for self‐managing persistent
knee pain due to osteoarthritis. Indeed, recent research has
shown that physiotherapist consultations via videoconferencing
for the delivery of exercise‐based knee OA are non‐inferior to
traditional in‐person care models (Hinman et al. 2024).

This study had a number of limitations. We were unable to
interview participants at a consistent time point post‐
intervention due to pragmatic reasons. Interviews were there-
fore undertaken either within 3 months or between six and
9 months after programme completion by participants. Conse-
quently, individual recollections of the programme did vary.
Although purposive sampling was used, more females than
males took part in Group e‐rehab. There was poor ethnic di-
versity of participants with all being of white ethnicity. Despite
steps to increase diversity, this was unsuccessful, and alternative
strategies need to be developed for future research. Respondent
verification was not undertaken with participants, which may
have strengthened the trustworthiness of the data; however, two
researchers were involved in data coding and analysis, and PPI
members provided their perspectives on the data.

5 | Conclusion

User engagement and experience of two e‐rehab programmes
adapted for people in the UK have been investigated. Group e‐
rehab and My Knee UK can support people to self‐manage their
persistent knee pain due to OA. These e‐rehab programmes have
the potential to improve health services by providing two new
models of service delivery, enabling more patients to receive
support and training to equip them to more effectively manage
their knee pain. This qualitative evaluation provided an in‐depth
account of how these e‐rehab programmes were perceived by
users, and the challenges to engagement with the programmes.
The findings of this qualitative study, along with results from the

8 of 10 Musculoskeletal Care, 2025



feasibility trial, will assist in supporting the decision of whether it
is feasible to conduct a definitive randomised controlled trial to
determine the clinical and cost‐effectiveness of Group e‐rehab
and My Knee UK for wider implementation.
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