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Summary
What is already known about this topic?
Health care delivered by primary and specialty providers can assist
arthritis patients in achieving recommended levels of physical activity.
Yet, providers often fail to discuss physical activity with patients re-
garding arthritis management.
What is added by this report?
Notable knowledge gaps exist for health care providers related to
physical activity interventions that can reduce pain and improve func-
tion for patients with arthritis.
What are the implications for public health practice?
Improving awareness among health care providers about arthritis and
the effect of regular physical activity on pain, mobility, and function,
and improving awareness of arthritis-appropriate evidence-based inter-
ventions can improve patient outcomes and enhance quality of life.

Abstract

Introduction
Physical activity is an important nonpharmacological strategy for
managing arthritis-attributable pain and improving physical func-
tion. To prepare health care providers (HCPs) to deliver this care,
the National Association of Chronic Disease Directors, the Cen-
ters for Disease Control and Prevention, and Medscape Education
developed an online clinical practice assessment activity (CPA).

This activity aimed to help HCPs assess their knowledge of
arthritis-appropriate, evidence-based interventions (AAEBIs) and
better incorporate them into treatment programs.

Methods
A 27-question CPA was launched in November 2022 and ana-
lyzed in May 2025. Educational effectiveness was assessed with a
repeated-pairs preassessment/postassessment. Responses to mul-
tiple choice and confidence questions were aggregated and ana-
lyzed to help us understand participants’ current practices and edu-
cation needs for the management of patients with arthritis.

Results
Approximately 20,000 HCPs accessed the CPA; 4,395 completed
the assessment and were included in the analysis. Less than two-
thirds (59.8%) correctly identified recommendations about weekly
moderate-intensity physical activity for adults with arthritis. After
participating in the CPA, 82.2% agreed or strongly agreed that
their awareness of AAEBIs and their benefits had increased.

Conclusions
HCPs showed a need for education to reinforce, improve, or ex-
tend knowledge about arthritis risk factors, barriers to physical
activity, and physical activity prescription.

Introduction
During 2019–2021, an estimated 53.2 million adults in the US
were diagnosed with arthritis (1); that number is expected to rise
to 78.4 million by 2040 (2). Arthritis is associated with joint pain,
swelling, decreased joint mobility, and reduced functional range of
motion, which can lead to increased sedentary behavior and a de-
cline in regular physical activity (3–5). As a result, over 40% of
adults with arthritis report limitations in their activities due to arth-
ritis (6). Additionally, people with arthritis face higher risk of falls
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and fractures (7) and incur more than $2,000 in extra annual health
care costs (8).

Physical activity is a nonpharmacological strategy for managing
arthritis-attributable pain and improving physical function (9,10).
Physical activity is defined as any sustained body movement that
increases energy expenditure; exercise is a subcategory of physic-
al activity that is planned, purposeful, and repeated on a regular
basis to improve or maintain health and fitness (11). The Physical
Activity Guidelines for Americans, 2nd edition, recommends that
all older adults (aged ≥65 years), including those with any form of
arthritis, engage in at least 150 minutes per week of moderate-
intensity (or 75 minutes of vigorous-intensity; or an equivalent
combination of moderate- to vigorous-intensity) aerobic exercise,
and 2 days per week of muscle-strengthening exercise (9).
Guidelines from the Centers for Disease Control and Prevention
(CDC) and American College of Rheumatology emphasize both
physical activity and exercise: encouraging people with arthritis to
stay physically active overall while also performing exercises to
strengthen muscles around the joints, maintain range of motion,
and support long-term joint health (12,13). Engaging in this level
of physical activity has been shown to reduce pain, improve mo-
bility, and increase function and quality of life for people affected
by arthritis (9,14,15). In addition to regular physical activity and
exercise, people with arthritis should be encouraged to seek move-
ment throughout the day and reduce sedentary time (16).

Arthritis-appropriate, evidence-based interventions (AAEBIs) are
a collection of community-based programs validated as safe and
effective for increasing physical activity levels among people with
arthritis (15,17–20). Despite the known benefits of regular physic-
al activity, only 24.2% of US adults meet the guidelines for both
aerobic and muscle-strengthening activities; this number drops to
only 15% for adults aged 65 or older (21). These statistics are es-
pecially relevant considering that the prevalence of arthritis in-
creases with age, from 11.7% in adults aged 18 to 44 years to
48.3% for those aged 65 years or older (1).

People with arthritis may seek care from various health care pro-
viders (HCPs) including primary and specialty care physicians, ad-
vanced practice providers (eg, nurse practitioners, physician assist-
ants), nurses, and allied health professionals — all of whom have
differing educational backgrounds and awareness regarding
AAEBIs. HCP barriers to making referrals for exercise include
lack of time, lack of feedback regarding the patients referred,
medico-legal responsibility, a feeling that patients may not take
exercise advice given, and the belief that physical activity promo-
tion is not a priority during routine consultations (22,23). To ad-
dress variations in HCP knowledge and attitudes toward referring
people with arthritis to AAEBIs, a web-based clinical practice as-
sessment (CPA), Lifestyle Management Programs for Arthritis:

Expand Your Knowledge on Evidence-Based Interventions
(www.medscape.org/viewarticle/983780), was developed and pro-
moted to increase HCP referrals to AAEBIs and to establish a
baseline of their understanding of AAEBIs, current practices, and
educational gaps.

Methods
The National Association of Chronic Disease Directors, CDC,
Medscape Education, and E.A.J. (representing Exercise Is Medi-
cine), developed a 27-question online CPA. Design of the CPA
was a joint effort involving multiple subject matter experts from
the partnering organizations, ensuring that the CPA reflected both
practical field experience and best practices in arthritis manage-
ment. CPAs are questionnaire-style continuing medical education
or continuing education activities (“self-assessment survey”) that
assess clinicians’ knowledge and practice around a particular top-
ic. The online activity page presents goals and objectives, and
learners then complete multiple-choice test items and an evalu-
ation to earn credit. The CPA also delivers education following re-
sponses on why the right answer was the best answer. Paired pre-
assessment and postassessment CPA activity questions compare
responses before and after educational content is presented to
gauge change in knowledge and competence. The CPA is posted
on Medscape Education and jointly promoted by Medscape and
partnering organizations to people in relevant specialties for parti-
cipation and credit. Results are summarized by using Medscape’s
outcomes framework (eg, Moore’s levels of CME outcomes) and
compiled into metrics and outcomes reports.

The CPA covers various arthritis topics including background, the
public health threat of arthritis, osteoarthritis pathophysiology, be-
nefits of physical activity, awareness and use of screening tools,
current practices in physical activity counseling, and referrals to
AAEBIs (Table 1). The question and answer-based learning
design provided an opportunity to establish a baseline of HCPs’
knowledge, skills, attitudes, and competence regarding the man-
agement of patients with arthritis. Immediate feedback was used as
the educational component to allow learners to receive instant in-
formation regarding their performance, understanding, or progress.
This approach not only reinforced comprehension for those who
answered correctly but also enhanced knowledge, competence,
and confidence for those who answered incorrectly. The CPA also
includes a resource library that offers supplementary tools and re-
sources for HCPs to integrate into their clinical workflow when
caring for people with arthritis.

The structure and components of the CPA are outlined below, il-
lustrating how the activity enables back-end analysis to measure
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changes in learner confidence, gather data for segmentation, and
solicit feedback on the educational experience.

The CPA process begins with 2 baseline Likert scale confidence ques-
tions evaluating how prepared learners feel to care for patients with arth-
ritis.

•

Next, learners proceed through 20 educational, multiple-choice ques-
tions on arthritis care.

•

The same 2 confidence questions are presented again at the end to
measure changes in confidence.

•

After the postconfidence questions, learners complete 3 wrap-up ques-
tions, allowing for segmentation of the data by learner characteristics, fo-
cused on increased awareness of AAEBIs, the learner’s specialty area,
and patient referral mechanisms.

•

After completing the CPA, learners are offered an optional feedback
questionnaire with various formats (multiple-choice, Likert, checkbox,
open-ended) to gather learner satisfaction and intended changes to clin-
ical practice.

•

Medscape is the leading resource for clinical and medical scient-
ists seeking access to medical information (24). The CPA became
available to Medscape members in November 2022. Learners had
the opportunity to earn up to 0.25 American Medical Association
Physician’s Recognition Award Category 1 Credit(s) or up to 0.25
contact hour(s) of nursing continuing professional development
credit through December 30, 2025.

For this analysis, we included only learners who 1) completed the
activity in full, defined as answering questions 1 through 25, and
2) self-identified in response to question 26 as internal medicine or
primary care physician, nurse practitioner, physician assistant,
nurse, geriatrician, orthopedic surgeon, rheumatologist, sports
medicine specialist, physical therapist, chiropractor, pharmacist,
acupuncturist, occupational therapist, during November 28, 2022,
through December 31, 2024. These specialties represent the core
members of the multidisciplinary team commonly involved in the
assessment and management of osteoarthritis and chronic muscu-
loskeletal pain (25).

Educational effectiveness was assessed by using 2 repeated Likert
scale questions at the beginning and end of the CPA to measure
changes in learners’ confidence resulting from their participation.
Additionally, satisfaction indicators gathered through an optional
postactivity evaluation survey provided information on education-
al impact in terms of intent to change practices. Gaps in know-
ledge and competence were measured for each CPA educational
content question by the percentage of learners who selected incor-
rect answers, whereas knowledge was measured by the percentage
of learners who selected the correct answer. To determine wheth-
er the CPA influenced learners’ confidence, we conducted a

repeated-measures t test with Cohen’s d used to measure effect
size. We used Python 3.0 (Python Software Foundation) to ex-
ecute paired sample t tests and calculate Cohen’s d for each con-
fidence question. Knowledge and competence data were analyzed
and presented as aggregate absolute values, indicating the number
and percentage of learners who answered a question correctly.
Tableau (Salesforce Inc) was used to conduct accurate calculation
and analysis of percentages.

Results
Participation

Within the broader activity reach, the online self-assessment page
received 20,023 unique page views on the first page of the activ-
ity, meaning it was accessed in 20,023 individual HCP sessions. A
total of 4,395 HCPs met the inclusion criteria for this analysis,
having completed all required assessment questions and self-
identified within 1 of 13 clinical specialties. HCPs were categor-
ized into 3 groups based on health care specialty: primary care,
specialist, and therapeutic care (Figure, Table 2).
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Figure. Defining the study population through stepwise eligibility criteria for
a clinical practice assessment about lifestyle management programs for
arthritis, November 28, 2022, through December 31, 2024.

Most HCPs (68.7%, n = 3,018) came from primary care special-
ties. The 3 most represented specialties among activity completers
were internal medicine or primary care physicians (27.1%), nurses
(24.8%), and orthopedic surgeons (14.6%). A smaller proportion
of HCPs represented therapeutic care disciplines such as physical
therapy (3.7%) and pharmacy (1.8%). In the optional postactivity
feedback questionnaire, nearly three-quarters (72.2%; n = 1,469)
of 2,034 HCPs report seeing at least 1 patient a month who may
benefit from the content of the CPA.

Satisfaction and impact

The postactivity evaluation questionnaire included optional ques-
tions to assess satisfaction. Most HCPs (98.7%, n = 1,890 of
1,915) agreed that the educational activity was presented object-
ively and was free of commercial bias. Also, 91.8% (n = 1,861 of
2,028) agreed that the CPA subject matter expert proved to be

knowledgeable and effective and 87.4% (n = 1,727 of 1,977) in-
dicated that they would recommend the CPA to others. Fewer
HCPs agreed that their awareness had improved (62.6%) or com-
mitted to making 1 or more changes (76.1%).

In terms of CPA impact, 76.1% (n = 1,491) of HCPs reported be-
ing committed or very committed to changing their practices based
on what they learned in the CPA. The top 5 practices HCPs inten-
ded to change, as identified through a “select all that apply” check-
box question, were modifying treatment plans (42.3%, n = 840),
changing screening practices (16.9%, n = 335), collaborating with
the health care team differently (16.4%, n = 326), communicating
with patients, families, or caregivers differently (15.1%, n = 300),
and incorporating different diagnostic strategies into patient evalu-
ations (11.5%, n = 228). More than one-third of HCPs did not plan
changes; of these, 34.1% (191 of 560) said the CPA validated their
current approach, and for the remainder, our instrument did not as-
certain reasons.

Knowledge and competence gaps

Persistent gaps were identified related to the prevalence of arthrit-
is, associated risk factors, physical activity guidelines, and tools
for assessing physical activity patterns. For instance, 73.0% of
HCPs were unaware of the prevalence of arthritis and arthritis-
associated activity limitations. This lack of awareness was consist-
ent across the 3 specialty groups, indicating a broad cross-
disciplinary knowledge gap. Among the different specialties,
81.3% of acupuncturists, 79.1% of physical therapists, and 76.5%
of physician assistants were unaware of the burden of arthritis and
activity limitations among adults in the US.

More than half (59.8%) of HCPs did not know the recommenda-
tion that adults with arthritis should engage in at least 150 minutes
per week of moderate physical activity and 2 days per week of
strength training (9). Primary care specialists showed greater
knowledge of the CDC recommendations for physical activity for
adults, with nurse practitioners (48.3%) demonstrating the smal-
lest knowledge gap. Despite multiple studies that physical activity
can reduce pain and improve function in patients with arthritis, the
scale of this benefit was incorrectly identified by nearly two-thirds
(61.4%) of HCPs.

Many HCPs (72.3%) lacked knowledge regarding the full process
of integrating evidence-based assessment steps for evaluating
physical activity, as outlined by the Exercise Is Medicine global
health initiative (26). Gaps in knowledge were highest among
geriatricians (77.3%), primary care physicians (76.9%), occupa-
tional therapists (76.2%), physician assistants (75.4%), and rheum-
atologists and sports medicine providers (74.2%).
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Most HCPs (94.3%) had difficulty applying knowledge about co-
morbidities linked to osteoarthritis in a question based on a case
example. While there were slight differences between profession-
al groups, overall baseline knowledge was low, with 90.1% an-
swering incorrectly. HCPs in a few specialties showed stronger
understanding, but gaps were consistent across most groups. The 3
specialties with the least knowledge regarding arthritis comorbidit-
ies were nurse practitioners at 97.2%, nurses at 96.9%, and sports
medicine at 95.8%. Acupuncturists (75.0%), geriatric medicine
(82.7%), and occupational therapists (83.3%) had the highest
baseline knowledge.

Despite low baseline knowledge, after participating in the CPA,
82.2% of HCPs agreed or strongly agreed that their awareness of
AAEBIs and their benefits had improved. Nurse practitioners
(87.1%) had the highest level of agreement while acupuncturists
(62.5%) had the lowest.

Confidence and Collaboration

HCPs demonstrated a significant (P < .001) increase in both their
confidence to prescribe AAEBIs from preeducation (mean [SD],
2.43 [1.14]) to posteducation (mean [SD], 2.96 [1.04]), with a me-
dium effect size (d = −0.55), and their confidence to assess physic-
al activity patterns from preeducation (mean [SD], 2.51 [1.12]) to
posteducation (mean [SD], 2.93 [1.01]), with a small effect size (d
= −0.44). Additionally, among HCPs, 92.1% (2,184 of 2,371) in-
dicated that the activity would help them collaborate more effect-
ively with other care-team members.

Discussion
An online CPA was established for HCPs to 1) self-assess learn-
ing needs related to nonpharmacologic interventions for patients
with arthritis; 2) be able to incorporate AAEBIs into patients’ self-
management efforts; and 3) acquire and retain knowledge that will
enhance their clinical practice and improve patient outcomes. The
interest in the CPA from more than 20,000 HCPs underscores a
potential demand for arthritis-related content among HCPs. The
CPA attracted participation from various types of HCPs, with
physicians accounting for 53.5% and other HCPs comprising the
remaining 46.5%. This diverse representation included nurses,
nurse practitioners, physician assistants, and pharmacists, reflect-
ing the multidisciplinary approach to care for people with arthritis.

On completion of the CPA, HCPs were expected to demonstrate
enhanced knowledge regarding AAEBIs and other relevant phys-
ical activity opportunities for patients with arthritis. Additionally,
HCPs should be able to self-assess their learning needs regarding
the benefits of physical activity in managing arthritis symptoms.
Almost all HCPs reported that the activity would help them col-

laborate more effectively with other care-team members, under-
scoring the CPA’s relevance to interprofessional practice. In prac-
tical terms, such collaboration would reasonably include shared re-
ferral pathways to evidence-based physical activity or self-
management programs, warm handoffs to other health care profes-
sionals, brief case conferencing, and use of electronic health re-
cord order sets that cue team-based care. Many participants repor-
ted an intention to change aspects of their clinical practice based
on the CPA, suggesting movement beyond knowledge acquisition
toward behavior change. Among those who did not anticipate
changes, a notable subset indicated that the CPA validated their
current approach. Given common implementation barriers in US
settings (eg, time constraints, local policies or procedures, reim-
bursement, limited access to community programs), lack of
planned change may reflect contextual constraints rather than the
educational content. Taken together, these findings support the
CPA as an educational catalyst while highlighting the need for ac-
companying system supports — clinic protocols, electronic health
record prompts, and streamlined referral workflows — to trans-
late learning into sustained interprofessional practice.

The findings of the CPA are relevant within the context of arthrit-
is care. Knowledge gaps in several areas were identified among
HCPs across all specialties. For example, 59.8% of HCPs did not
know the current Physical Activity Guidelines for Americans re-
commendation (9) for adults with arthritis to obtain 150 minutes
per week of moderate-intensity physical activity. This finding
aligns with prior studies, which found on average that 50% of
HCPs (physicians, nurses, nurse practitioners, and physician as-
sistants) report receiving insufficient education in physical activ-
ity guidelines and prescriptions (27,28). For example, as noted in
the results, more than 90% of CPA participants (94.3%) did not
correctly identify coronary artery disease as the comorbidity most
strongly associated with developing osteoarthritis. The finding that
nearly three quarters (72.3%) of participants did not understand
the Exercise Is Medicine 3-step approach to physical activity pro-
motion (physical activity assessment, prescription, and referral)
highlights the need for further education in this area. This finding
is similar to findings in other studies that have shown gaps in
primary care providers’ knowledge and implementation of physic-
al activity counseling (29,30). Lack of confidence and training
were also identified as barriers for physical activity counseling
(31). Among primary care providers who discussed physical activ-
ity with their patients, only 78.7% reported assessing patients’ cur-
rent physical activity levels, 25.6% wrote an exercise prescription,
and 15.1% referred patients to intensive behavioral counseling
(32). Furthermore, 2 in 5 primary care providers regularly assess
for and recommend physical activity to their patients with arthritis
(31).
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The findings from the CPA identified deficiencies in knowledge of
key evidence (ie, participants providing incorrect answers) for
physical activity as a therapeutic intervention (54.2%–81.3%) and
guideline-based care (physical activity recommendations) for
people with arthritis (48.3%–75.0%). These findings show a need
for strategies that support continued educational opportunities for
HCPs to increase knowledge and awareness about physical activ-
ity counseling, arthritis management, and AAEBIs. When HCPs
regularly assess physical activity as a vital sign, they can more
easily include physical activity counseling, prescription, and refer-
ral to AAEBIs. Increasing knowledge and awareness about physic-
al activity counseling and AAEBIs is an important strategy to in-
creasing physical activity levels among adults with arthritis,
thereby improving their health outcomes. The recommendation to
participate in regular physical activity is an essential component of
whole person health care for those affected by arthritis, especially
given that evidence suggests that adults are more likely to attend
an education program and engage in physical activity when re-
commended by an HCP (33,34).

Limitations

At least 3 limitations should be considered when reviewing the
results from the CPA. First, results from the CPA are representat-
ive only of those who answered the questions; participation was
voluntary on a web-based continuing education platform during
November 28, 2022, and December 31, 2024, and likely over-
represents clinicians who are already interested in arthritis and
physical activity, introducing potential self-selection and nonre-
sponse bias. Rather than claim broad generalizability (the extent to
which a study’s results can be applied to a larger, similar popula-
tion), we emphasize transferability (the degree to which a reader
can apply a study’s findings to their own specific context).
Second, while the questions used to measure HCP knowledge
have face validity, they do not fully capture all relevant constructs
(eg, implementation climate, referral workflows, payer con-
straints), and we did not assess internal consistency, test–retest re-
liability, or measurement invariance; thus, it is unclear whether
items carry the same meaning across specialties. Lastly, outcomes
include self-reported intentions that may be influenced by factors
such as local policy or procedure barriers. Future research on the
impact of local policies and workflow on physical activity assess-
ment, prescription, and referral could better distinguish education-
al effects from contextual constraints and strengthen claims about
impact.

Conclusions

More than 20,000 HCPs accessed the Lifestyle Management
Programs for Arthritis: Expand Your Knowledge on Evidence-
Based Interventions CPA. The diversity of learners — primary

care physicians, specialty care physicians, advanced practice pro-
viders, physical therapists, nurses, and pharmacists — reflects an
interest across various disciplines to address the needs of people
affected by arthritis.

Especially notable was the impact of the learning intervention.
Learners overwhelmingly found the faculty knowledgeable and ef-
fective, found the course free of bias, and would recommend it to
a colleague. Additionally, most learners indicated a commitment
to make changes in their clinical practice as a result of the know-
ledge attained from the learning activity. These key performance
indicators demonstrate the effectiveness of the educational inter-
ventional design in supporting adult learning needs for HCPs. The
CPA provided learners with the opportunity to reflect on their
knowledge related to caring for people with arthritis.

The educational intervention revealed significant knowledge and
competence gaps. Across all disciplines, 94.3% incorrectly
answered a question related to the association of coronary artery
disease as a comorbidity with the development of arthritis. Like-
wise, most HCPs were unfamiliar with the evidence supporting
physical activity for improving pain and functionality and physic-
al activity recommendations for patients with arthritis. The evalu-
ation highlights the importance of ongoing education for HCPs to
build awareness of AAEBIs and the assessment of physical activ-
ity as a vital sign.

The finding that HCPs need to be equipped with the necessary
tools and information to counsel adults with arthritis on physical
activity aligns with previous research emphasizing the need to in-
crease knowledge and provide resources for HCPs to effectively
promote physical activity and recommend evidence-based pro-
grams for self-management (29). Providing HCPs with such re-
sources and information might increase physical activity counsel-
ing for patients with arthritis. This includes understanding the be-
nefits of physical activity for arthritis management, being aware of
evidence-based guidelines and recommendations, and having ac-
cess to resources such as physical activity programs or self-
management interventions specifically designed for people with
arthritis. When HCPs are well-informed and equipped, they can
play a vital role in encouraging adults with arthritis to engage in
regular physical activity. They can provide guidance on appropri-
ate exercises, address concerns or barriers related to arthritis
symptoms, offer strategies for managing pain during physical
activity, and refer patients to specialized programs or resources
that cater to their specific needs. Ultimately, by empowering HCPs
with the necessary tools and information, they can effectively
counsel adults with arthritis on physical activity. This counseling
can lead to improved patient outcomes, increased engagement in
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evidence-based programs, better management of arthritis symp-
toms, and overall enhanced quality of life for people living with
this condition.
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Tables

Table 1. Clinical Practice Assessment Questions About Lifestyle Management Programs for Arthritis, by Topic Area and Representative Questions, Novem-
ber 28, 2022, Through December 31, 2024

Topic area/representative question
Number of CPA
questions

Confidence questions preactivity
    Example question: How confident are you right now in your ability to conduct physical activity screenings to assess the need for
arthritis interventions, and to counsel patients about activity and exercise to ease arthritis pain?

2

Background knowledge
    Example question: What is the most common clinician-reported barrier to treating patients with arthritis-appropriate, evidence-
based interventions (AAEBIs)?

3

Public health threat of arthritis
    Example question: The currently available literature suggests that which of the following racial/ethnic populations has the highest
incidence rate of OA pain in the United States?

4

Osteoarthritis pathophysiology
    Example question: You are seeing a male patient who broke his ankle in a football accident 10 years ago. He is a smoker and
has a preexisting autoimmune disorder. What is considered a risk factor for developing OA?

1

Benefits of physical activity
    Example question: What is the current CDC recommendation regarding weekly moderate-intensity physical activity for adults
with arthritis?

3

Role of health care providers in encouraging self-management and physical activity
    Example question: What treatment strategy is currently strongly recommended by the 2019 American College of Rheumatology
(ACR)/Arthritis Foundation guidelines for the management of OA of the hip and/or knee for patients who are overweight or obese?

1

Screening tools
    Example question: The American College of Sports Medicine endorses which tool to quantify a patient’s amount of exercise?

2

Counseling about the benefits of physical activity and role of self-management
    Example question: A patient with a BMI of 35 presents with chronic knee and hip pain. Imaging shows evidence of OA in the hip
and both knees. Which of the following interventions is unlikely to improve the patient’s pain in the long term?

4

Referral to AAEBIs and other treatment options
    Example question: According to the Arthritis Foundation, which activity is the least likely to worsen pain in patients with arthritis?

2

Confidence questions postactivity
    Example question: How confident are you right now in your ability to prescribe arthritis-appropriate evidence-based interventions
to your patients?

2

Learning segmentation questions
    Example question: Which of the following most closely describes your specialty?

3

Total Questions 27

Abbreviations: BMI, body mass index; CDC, Centers for Disease Control and Prevention; OA, osteoarthritis.
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Table 2. Percentage of Incorrect Responses to Knowledge and Clinical Decision-Making Questions, Stratified by Health Care Provider Specialty, for a Clin-
ical Practice Assessment About Lifestyle Management Programs for Arthritis, November 28, 2022, through December 31, 2024

Specialty N (%)

Prevalence of
arthritis and arthritis-
associated activity
limitations, %

Physical activity
recommendations
for adults with
arthritis, %

Physical activity to
reduce pain and
improve function, %

Evidence-based
assessment steps
for evaluating
physical activity, %

Comorbidities
associated with the
development of
osteoarthritis, %

Primary 3,018 (68.7) 72.4 57.2 60.6 72.3 95.0
Primary care physicians
or internal medicine

1,190 (27.1) 69.2 58.0 65.5 76.9 94.0

Geriatric medicine 150 (3.4) 72.0 68.0 73.3 77.3 82.7
Nurses 1,091 (24.8) 74.5 57.2 54.2 66.8 96.9
Nurse practitioners 319 (7.3) 73.7 48.3 55.2 68.7 97.2
Physician assistants 268 (6.1) 76.5 58.2 64.6 75.4 95.5
Specialty 1,012 (23.0) 74.0 65.2 63.9 73.5 93.7
Orthopedic surgeons 640 (14.6) 74.8 69.5 63.6 73.1 94.2
Rheumatologists 159 (3.6) 70.4 70.4 72.3 74.2 88.7
Sports medicine 213 (4.8) 74.2 48.4 58.7 74.2 95.8
Therapeutic 365 (8.3) 75.6 66.8 60.5 69.0 90.1
Acupuncturists 16 (0.4) 81.3a 75.0 81.3a 68.8 75.0a

Chiropractors 63 (1.4) 69.8 63.5 57.1 68.3 90.5
Occupational therapists 42 (1.0) 71.4 66.7 64.3 76.2 83.3
Pharmacists 81 (1.8) 74.1 71.6 60.5 71.6 92.6
Physical therapists 163 (3.7) 79.1 65.0 58.9 66.3 92.0
Total 4,395 (100) 73.0 59.8 61.4 72.3 94.3
a Denotes outlier.
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