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Social media (SM) is an online medium that allows people, groups, and organizations to
communicate with each other. The term describes a range of online platforms that make
communication interactive and engaging. SM users can use its channels to provide
information, give their opinions, and engage in conversations. Communication mediums on
these platforms include written text, videos, sound recordings, and images (1). As of 2024,
SM connects over 5.17 billion people worldwide, representing approximately 63.7% of the
global population. These social networks became integral to daily life, with users spending an
average of 2 hours and 20 minutes per day engaging across various apps. Popular platforms
like Facebook, YouTube, Twitter (currently called X), and Instagram collectively boast billions
of monthly active users, highlighting their significance in modern communication,

entertainment, and information sharing (2,3).

These SM platforms are progressively employed in primary healthcare, offering innovative
advantages for healthcare providers, patients, and communities. Professionals now have the
chance to present themselves individually, and healthcare practices can also showcase their
organizations across different SM platforms. As the upcoming generation of patients grows
up in a SM-saturated society, its role in healthcare is expected to expand further. SM already
serves as a vital platform for peer interaction and support, especially for patients with
musculoskeletal diseases. A global survey found that around 63% of patients with such
conditions use social media to connect with others who share similar health challenges,

helping them exchange experiences, gain knowledge, and better manage their diseases (4).

While SM fosters meaningful connections and knowledge sharing among patients, it
simultaneously raises concerns about the accuracy of health-related information shared on

these platforms. Recent research highlights that the veracity of medical information on SM is




a significant concern, as platforms often host both accurate data and substantial
misinformation. This inaccurate information often spread rapidly due to the use of emotional
language and the nature of social sharing. Users with limited health literacy or critical
thinking skills are more likely to trust and disseminate false claims, potentially leading to

adverse health outcomes (5).

All of these online tools can be used as a source of information in multiple disease, our main
focus of this study is knee osteoarthritis (KOA), a condition that impacts millions globally(6).
KOA is characterized by clinical symptoms and radiological indicators, affecting various tissues
in and around the joint, with cartilage playing a pivotal role (7). As KOA progresses, patients
experience pain during movement, which eventually persists even at rest, significantly
impacting their quality of life. The chronic pain contributes to muscle weakness, reduced
range of motion, and joint stiffness, further exacerbating the functional handicap (8). This
combination of chronic pain and reduced function often leads to a cycle of inactivity, muscle
atrophy, and worsening joint health, leaving patients with a long-term functional handicap.
Studies have shown that OA-related pain not only affects physical mobility but also causes

psychosocial stress, depression, and a decrease in overall well-being (8,9).

Unfortunately, KOA remains a chronic, disabling condition without a definitive cure, and
current management strategies focus on symptom relief and slowing disease progression
rather than addressing the underlying cause. Therefore, KOA patients turn to SM in the hope
of finding a solution or a treatment to relieve their pain. To the best of our knowledge, there
are very few studies focusing on the use of SM in osteoarthritis, and none that specifically
concentrate on KOA. Therefore, it is crucial to investigate the extent of information sought by

KOA patients on SM, assess the level of trust they place in the information they encounter,




and identify the factors influencing their use of SM platforms. Overall, our study will help
guide future research in developing targeted informational programs on SM that address the

needs of patients; while ensuring they are not exposed to risky behaviors.

The main goal of this study was to explore the prevalence of information sought by KOA

patients on SM and to determine factors associated with its use.

'
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A. Ethical consideration:

This study was approved by the Ethics Committee of the University Hospital of Tangier under
the number 01/2022. All participants provided informed consent in accordance with the

Declaration of Helsinki.

B. Study design:

A cross-sectional study was conducted in the University Hospital of Tangier, more specifically
in the rheumatology department including patients with KOA, from February 2022 to

September 2022.

C. Population:
The inclusion criteria were patients older than 18 years, followed in the rheumatology

department for KOA according to American College of Rheumatology criteria (10) for more

than 3 months.

Patients who had cognitive impairments that hindered their ability to fill out the

guestionnaires were omitted from the study.

D. Questionnaire:

1. Sociodemographic and clinical data
All patients underwent a standardized questionnaire-based interview covering their
sociodemographic and clinical data, including age, level of education, body mass index

(kg/m2), disease duration (years) and the presence of comorbidities.

The Visual Analog Scale (VAS) was used for measuring pain intensity due to its simplicity and
high reliability, it is scored from 0 to 10. A score of 0 means "no pain," while 10 indicates

"worst possible pain." In interpretation, 0—1 generally reflects minimal pain, 2—3 mild pain,




4—-6 moderate pain, 7-8 severe pain, and 9—10 extreme or unbearable pain. This scale's
simple design allows for consistent tracking of pain over time, making it a reliable tool in

clinical settings for conditions like OA (11).

We also used the Lequesne index of severity for KOA, it consists of 3 sections that assess
pain or discomfort, maximum distance walked, and activities of daily living. Scores are
assigned for each parameter, with higher scores indicating greater severity, and a total index
score is calculated by summing the parameter scores. Total scores can range from 0-24, with

higher scores indicating more severe osteoarthritis and functional impairment (12).

As well, the Kellgren and Lawrence (KL) classification was utilized, it’s a commonly used
radiographic grading system developed to assess the severity of OA, particularly in the knee
and hip joints. It classifies joint degeneration into five grades, from 0 to 4. Grade 0 represents
a normal joint with no signs of OA, while Grade 1 shows doubtful signs like minor joint space
narrowing and potential osteophyte formation. Grade 2 indicates mild OA with definite
osteophytes and possible joint space narrowing. In Grade 3, OA is moderate, with clear joint
space narrowing, multiple osteophytes, and some bone sclerosis or deformity. Finally, Grade
4 signifies severe OA, marked by severe joint space narrowing, large osteophytes, significant
bone sclerosis, and distinct bone end deformities. The scale’s simplicity and clarity make it
highly practical for use in clinical settings and research, although it has some limitations, such

as variability in interpretation and lower sensitivity for early-stage OA (13).

2. Social media use:
A questionnaire was developed to assess the use of SM. To enhance its reliability in this
study, cognitive interviews were conducted with a sample of knee OA patients, who provided

feedback on each item, specifically regarding clarity and acceptability. The patients also




suggested any items that could be removed or added. Based on this feedback, certain
modifications were implemented. A review committee, including two rheumatology
professors and a professor specializing in physical medicine and rehabilitation, then

examined the final version and approved its content.

Furthermore, the questionnaire included yes-or-no questions regarding the use of seven
different types of SM, as well as open-ended questions on whether the patient regularly
follows particular influencers or pages, whether they trusted the information obtained, and
whether or not the sources they found were useful. There were also questions related to
whether they discussed the found content with the physician and the desirability of having
healthcare professionals on social networks. Three minutes were sufficient time to complete

the questionnaire.

3. Other variables:
To measure patients’ trust in their relationship with physicians, we utilized the arabic version
of the Trust in Physician Scale (TPS) (14). It includes 11 items, each one is scored on a 5-point
Likert (1 through 5), allowing the participants to choose where they lie in agreement with
each of a series of statements (“1” meant “Strongly agree” whereas “5” meant “Strongly
Disagree”). The total score is the average of the individual scores for each item and higher
values indicate positive perception (14). The TPS is recognized as a reliable and valid
measurement tool for assessing trust in patients with KOA, emphasizing its effectiveness in

capturing key dimensions of the patient-physician relationship (15).

More variables pertaining to patients, such as pain catastrophizing, a psychological response
to pain characterized by an exaggerated perception of the pain's threat and a sense of

helplessness in managing it (16). It was assessed using the validated arabic version of the




Pain Catastrophizing Scale (PCS) (17). It is interpreted based on 3 key dimensions of pain-
related thoughts: rumination, magnification, and helplessness. These subscales reflect
specific cognitive responses that can influence how intensely a person experiences pain.
Rumination measures how often one fixates on pain and its impact, magnification assesses
tendencies to exaggerate pain’s threat, and helplessness gauges feelings of losing control
over pain. Each item is rated on a 5-point scale, from 0 ("not at all") to 4 ("all the time"), with
total scores ranging from 0 to 52. A total PCS score of 30 or higher is often considered a
threshold indicating significant catastrophic thinking, warranting targeted cognitive
interventions. Higher scores are linked to increased pain intensity and disability. The PCS is
widely used to identify individuals who may benefit from cognitive strategies to improve pain
management and quality of life, making it a useful tool in both clinical and research settings

for evaluating the psychological impact of chronic pain (17).

Moreover, the validated arabic version of the Beliefs about Medicines Questionnaire
(BMQ)-Specific Concerns subscale was used to assesses patients' specific concerns regarding
their prescribed medication, especially in chronic illness contexts (18). This subscale includes
statements about potential adverse effects or long-term harms patients may associate with
their medication. Patients rate their agreement on a Likert scale from 1 (strongly disagree) to
5 (strongly agree) for each item, with higher scores reflecting more concerns. This score,
when combined with the Necessity subscale, provides insights into the patient’s overall
perception—whether they primarily view the medication as beneficial or are more
apprehensive about its risks. For interpretation, a score above 24 on the Necessity subscale
suggests strong belief in the medication's importance, while a score above 15 on the
Concerns subscale reflects significant worry about side effects. Higher necessity and lower

concern scores generally indicate better medication adherence. These thresholds help




identify patients who may benefit from education or support regarding their medication

adherence (18).

Additionally, the severity of depression was assessed by the validated Arabic version of the
Patient Health Questionnaire (PHQ-9) (19). And finally, the Generalized Anxiety Disorder
scale (GAD-7) (20) was used to assess the severity of generalized anxiety disorder symptoms

in individuals.

E. Analysis of the data:

The statistical software IBM SPSS, version 21.0, was employed to assess the data.

A descriptive analysis was conducted; the quantitative variables were expressed in means
and standard deviations or, depending on the distribution of the variable, in medians and

guartiles, and the qualitative variables in numbers and percentages.

Utilizing binary logistic regression, the variables associated with SM use were assessed. A p

value less than 0,05 were deemed statistically significant.




Results




A. Descriptive analysis:

1. Sociodemographic data of the participants:

a) Age & sexe:
The study consisted of 178 patients. The average age of the patients was 58,48 years + 9,915

[29-80]. A female predominance was noted (88,2%), giving us an approximate gender ratio of

9:1.
Figure 1: Gender distribution of patients.
I R
Gender
H Men
B Women
b y

b) Body Mass Index (BMI):

The average BMI in our study sample was 30,72 kg/m?+ 5,557 [15-44].




¢) Matrimonial status:
Among our participants, married patients made up 74,2% of the total, with the remaining

patients falling into one of three categories: widowed, single, or divorced.
Figure 2: Distribution of patients by matrimonial status.
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d) Educational level:
In our study group, education levels were remarkably low, with 71,3% of the patients having
no formal education, while the rest had attained levels of education ranging from

primary/middle school to high school or college.




Figure 3: Distribution of participants by educational level.
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e) Region of residence & socioeconomical level:
The majority of patients in our study resided in urban areas, with most participants coming
from a low socioeconomic background (79,1%).

Figure 4:Distribution of patients by region of residence.
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Figure 5: Distribution of patients by socioeconomical level.
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f) Comorbidities:

In our study, the vast majority of the participants (65,2%) had an underlying comorbidity.

Table 1: Distribution of patients depending on presence/absence of comorbidities.

Patients that have Patients that don’t have any
comorbidities comorbidities
Number of patients (%) 116 (65,2%) 62 (34,8%)
[ 15 )




Figure 6: Distribution of patients based on their comorbidities.
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2. KOA characteristics:
a) Disease duration:

The median progression period of KOA was approximately 3 years [1-8,5].

b) Visual Analog Scale (VAS):

The average pain score on the VAS reported by our patients was 4,79 + 2,214 [0-10]

¢) The Kellgren and Lawrence classification:

In our study, we found that the majority of the patients were categorized as a Grade 2

(64,4%) or as a Grade 3 (25,6%), while the rest were either Grade 1 (5,6%) or Grade 4 (4,4%).

Figure 7: Distribution of patients according to the KL classification.
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d) The Lequesne index of severity for KOA:

The average Lequesne index of severity for KOA in our study participants was 9,8.




Table 2: Distribution of patients according to the Lequesne index.

/ Number of patients (%) Mean

Lequesne index > 10 81 (45,5%)

9,8
Lequesne index < 10 97 (54,5%)
Standard deviation 3,881

e) KOA therapies:
A range of treatment options were used for KOA, with analgesics like paracetamol being the
most frequently employed (83,4%) amidst all cases, followed by symptomatic slow-acting
drugs for osteoarthritis (SySADOA), used by 67,5% of patients, then non-steroidal anti-
inflammatory drugs (NSAIDs) such as ibuprofen or ketoprofen, and topical treatments like
NSAIDs creams or capsaicin gels applied by 58,1% of all patients. Whereas, around one-
fourth of the participants have tried corticosteroid injections and 2,7% have used

viscosupplementation.




Figure 8: Distribution of patients depending on the treatments received for KOA.

100.00%

90.00%

80.00%

70.00%

60.00%

50.00%

40.00%

30.00%

20.00%

10.00%

0.00%

Analgesics NSAIDs Co!'t |_cos.ter|o SySADOA V|scosu|?ple
d injections mentation
pat :
[ Patients that received the 83.40% 58.10% 21.00% 67.50% 2.70%
treatement
e ——
“Patients that didn't receive the | 0/ 41.90% 79.00% 32.50% 97.30%
treatement

——

19

'




aaaaaaaa

§4\'I 1.8%

oooooooo

oooooo

uuuuuuu

&\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\

5

[ )

L



b) Utilization & trust of patients in SM information regarding KOA:
Of the sample, 16,9% of patients trusted and relied on the information they discovered on

SM, with 19,7% having already taken steps and acted on some of this information.

¢) Patients’ trust in healthcare professionals & their online presence:
Just 10,7% shared this information with their doctors, while 63,5% expressed interest in

having healthcare professionals accessible online to address their queries.

4, Other variables:

a) TPS & PCS:
In our study sample, the median TPS was 48,24 + 6,746 [20-55], and the median PCS was

24,89 + 16,403 [0-52].

b) BMQ necessity & concerns:
The average BMQ necessity subscale in our study patients was 16,983 + 6,358 [5-25], and the

medium BMQ concerns subscale was 14,699 + 5,687 [0-52].

c) PHQ-9 & GAD-7:
In our study group, the median PHQ-9 score was 8,32 + 5,318 [0-24], and the average GAD-7

score was 9,47 + 5,978 [0-21].

B. Key factors associated with SM use for health information:

1. Univariate analysis:
A statistically substantial link was found in the univariate analysis between age (OR= 0,952 IC
95% [0,921-0,985]; p = 0,005), low level of education (OR= 5,500 IC 95% [2,285-13,236]; p <
0,001), absence of comorbidities (OR= 0,478 IC 95% [0,250-0,916]; p = 0,026), disease

duration (OR= 1,057 IC 95% [1,005-1,241]; p = 0,030), PCS (OR= 1,021 IC 95% [1,001-1,041];




p =0,044), TPS (OR= 0,947 IC 95% [0,902-0,993]; p = 0,026), and the utilization of SM as a

tool for health information gathering.

On the other hand, there was no association found between female gender, pain VAS,
Lequesne index, BMQ necessity & concerns, GAD-7, PHQ-9, and the use of SM as a source of

health information.

Table 3: Univariate analysis of SM use among patients with KOA.

Univariate analysis OR [IC 95%)]

p

Young age 0,952 [0,921-0,985]
Female gender 0,444 [0,142-1,387] 0,163
Low level of education 5,500 [2,285-13,236]
Absence of comorbidities 0,478 [0,250-0,916]
Pain VAS 1,076 [0,932-1,241] 0,319
Disease duration 1,057 [1,005-1,111] m
Lequesne index 0,962 [0,885-1,045] 0,359
PCS 1,021 [1,001-1,041]
TPS 0,947 [0,902-0,993]
BMQ necessity 1,002 [0,953-1,053] 0,940
BMQ concerns 1,036 [0,979-1,095] 0,223
GAD-7 1,043 [0,989-1,100] 0,117
PHQ-9 1,027 [0,968-1,090] 0,373
2. Multivariate analysis

In the multivariate analysis, only the age (OR= 0,961 IC 95% [0,925-0,998]; p = 0,037), the

low level of education (OR= 5,637 IC 95% [1,914-16,605]; p = 0,002) and the catastrophic




thinking about pain (OR= 1,031 IC 95% [1,006-1,056]; p = 0,017), were associated with the

using of SM as a health information resource.

Table 4: Multivariate analysis of SM use among patients with KOA.

Multivariate analysis OR [IC 95%] p
Young age 0,961 [0,925-0,998] -
Low level of education 5,637 [1,914-16,605] “
Absence of comorbidities 0,834 [0,363-1,917] 0,669
Disease duration 1,061 [0,996-1,131] 0,065
PCS 1,031 [1,006-1,056]
TPS 0,959 [0,907-1,015] 0,151
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According to our study, one third of patients with KOA had sought information regarding
their condition on SM. YouTube was identified as the most frequently used SM platform. The
low level of education, the young age and pain catastrophizing were factors associated with

the use of SM as a source of health-related information.

Social networks offer quick access to medical information, but they often lack proper
verification, making them prone to misinformation (21). Although KOA is a chronic disease,
current therapeutic options lack robust effectiveness. To gain a better understanding of their
condition, a third of our patients with KOA turned to SM as a source of information.
Accordingly, these results were similar to what Heimel et al. found in their study, as one-third
of COPD (Chronic Obstructive Pulmonary Disease) patients turn to SM to exchange health-
related information, with those in more advanced stages of the disease and with higher
educational backgrounds being more likely to engage (22). This highlights the growing role of
social platforms in chronic disease management and patient support networks (22). Similarly,
a study on patients with Inflammatory Bowel Disease (IBD) found that 32% used SM for
disease management, with most favoring it for connecting with organizations and accessing
information. Privacy and reliability concerns were common, highlighting SM’s dual role as a
resource and a challenge for IBD patients (23). In parallel, Unal et al. found that 24.3% of
acne vulgaris patients regularly turned to SM for health-related information, with 96.3%
specifically searching for acne-related details. The results of this study underscore the
growing impact of SM on patients’ health management (24). In contrast to our findings
regarding SM engagement, while few studies have focused on the musculoskeletal system

and no articles have specifically addressed KOA, a previous study by Erdogan et al. explored




SM use among patients with various rheumatologic conditions, such as rheumatoid arthritis
(25%) and Behcet’s syndrome (19%), but did not specifically examine KOA, leaving a gap in
understanding its representation. The study found that 77% of participants had access to SM,
with many showing interest in using it for healthcare communication, indicating a high level
of openness among rheumatic disease patients to engage with SM in a clinical context (8).
These results are consistent with those reported in another study, which demonstrated that
68.1% of patients with chronic low back pain sought information regarding their condition on
social networks, highlighting how the condition’s prevalence and its effect on young
individuals and also those with lower educational levels make accessible online content a key
source of guidance and support (25). Moreover, as demonstrated by our study’s results,
younger patients often turn to social networks for health-related information because of
their accessibility, simplicity, and visual appeal, as well as their alignment with users' digital
habits. In contrast, since KOA is a disease that usually affects older patients, they are less
likely to engage with social networks, often due to lower digital literacy or a preference for
traditional sources of information. Furthermore, patients with lower educational levels may
also favor SM because it presents information in straightforward language and an easily
understandable format, making complex medical topics more accessible. Also, a study by
Mouelhi et al. reported that in renal transplant recipients (RTR), factors such as younger age,
higher income, and the need for esteem support were significantly associated with the
utilization of social platforms for health purposes (26). As well, as revealed in a previous
study, patients who did not own a device to connect them to the internet or a smartphone
were significantly older and had a lower educational status compared to those who owned.
On the other hand, patients who received a higher level of education were more likely to use

all three types of social platforms (Facebook/Instagram/Twitter) more frequently than those




who had a lower level of education (8). Correspondingly, evidence from the literature shows
that in 2021 almost 72% of US adults now use some form of SM, including 73% of adults
between the ages of 50—65 and 45% of those above the age of 65. Even though SM usage is
increasing in the elderly, 27% of Americans above the age of 65 years continue to lack
internet access and 47% do not have a smartphone, consistent with 55% of those above 65
years of age not using SM (27,28). Beyond that, given its potential clinical implications and
possible contribution to overall health decline, pain catastrophizing in rheumatic disease
warrants increased attention. A study undertaken by Bianca Aily et al. found that in relation
to socioeconomic factors, lower educational attainment was independently associated with
the simultaneous presence of pain catastrophizing and kinesiophobia (fear of movement) in
KOA patients (29). As well, catastrophic thinking was commonly observed in KOA patients
with lower radiographic severity, especially among those reporting high pain intensity (30).
Furthermore, evidence suggests that an older perceived age is linked to greater pain
catastrophizing, as well as to trait resilience and positive affect (31). Moreover, the site and
severity of arthritis, as indicated by radiographic imaging, were not found to correlate with
physical function or pain. This suggests that the limitations associated with KOA are more
closely related to personal and psychological factors, particularly ineffective cognitive coping
strategies like catastrophizing (32). Given that multiple studies suggest catastrophizing in KOA
is potentially modifiable, web-based training focused on enhancing pain-coping skills has
been proposed as an effective intervention (33). In this context, SM platforms could serve as
accessible tools for delivering structured pain management programs, providing peer
support, and disseminating educational content to help patients replace maladaptive coping
mechanisms with effective strategies. Since lower educational attainment is linked to higher

catastrophizing, leveraging SM to promote cognitive behavioral interventions could be




particularly beneficial in reaching and engaging vulnerable populations, ultimately improving

self-management and psychological resilience in KOA patients.

In our study, the SM platform most commonly used by patients suffering from KOA was
YouTube (29,5%), after which comes Google (16,5%), Facebook (12,8%), and WhatsApp
(10,1%). Accordingly, Unal et al. found that YouTube was the most frequently used platform
among acne vulgaris patients, with 76.4% utilizing it for information. Google followed closely
at 71.2%, while Twitter had a usage rate of 59.5%, showcasing its significant role in accessing
and sharing health-related content. Facebook and Instagram also stood out, each with a
usage rate of 59%, highlighting their importance for skincare discussions and advice (24).
Comparably, in the study conducted by AIMuammar et al., WhatsApp (91.5%) emerged as
the most popular platform, offering a convenient way for patients to communicate in real-
time about their health. YouTube followed closely at 84.6%, primarily serving as a source of
educational content where patients could watch health-related videos. Twitter (82.6%) was
also widely used, facilitating community support and the exchange of health information
(34). On the other hand, in a study conducted by Truumees et al. on scoliosis-specific SM use,
the most used platforms for information were Facebook, Instagram, and YouTube. Facebook
was the leading platform, with 49.3% of posts originating from businesses and 28% authored
by medical doctors. Instagram followed closely with 71% of posts coming from actual
patients, primarily with the intent to describe their experiences or daily life with scoliosis.
YouTube had the highest presence of hospital and physician groups, with 35% of posts made
by these entities. This indicates a strong preference for Facebook among those seeking
scoliosis-specific information, while Instagram also plays a significant role in sharing personal
experiences (35). These findings are consistent with the results of the study conducted by

Erdogan et al., it revealed that Facebook was the most utilized platform by patients with




rheumatic diseases, with 71% using it as their primary source for information and support.
Instagram followed at 62%, while Twitter and YouTube were less frequently used, with 20%
and 11% of patients respectively. These findings highlight a clear preference for Facebook
and Instagram among patients, emphasizing the role of SM in improving patient engagement
and fostering communication in the management of rheumatic diseases (8). The differences
observed in our study compared to other studies may be attributed to various factors, such
as the level of education. Patients with lower levels of education may prefer platforms like
YouTube over Facebook and Instagram due to its straightforward and visually engaging
format. YouTube offers easily digestible video content that doesn’t require strong reading
skills, allowing users to access complex health topics through demonstrations, tutorials, or
simple explanations that reduces the barriers posed by medical jargon. Unlike Facebook or
Instagram, which often rely on written posts and captions, YouTube caters to those who
benefit more from audio-visual learning. Additionally, the platform’s algorithm often suggests
related videos, helping users explore topics without needing advanced digital literacy or

extensive searching skills.

According to our research, 16,9% of patients reported that they trusted and depended on
information discovered on SM, and 19,7% had already taken specific actions based on what
they found. Additionally, only 10.7% of patients shared this information with their doctors,
and almost two-thirds of the participants showed a preference for having healthcare
professionals available online to address their questions. While SM platforms can negatively
impact patient care by spreading misinformation, this can lead to misguided health decisions

or delayed medical intervention. Patients may encounter unreliable sources or exaggerated




claims, creating confusion and fostering distrust in healthcare providers. Additionally, the
overwhelming amount of health-related content online can make it challenging for patients
to distinguish credible advice from harmful opinions. In this regard, a study by Elangovan et
al. evaluated the validity and reliability of content related to spondyloarthritis (SpA) on
YouTube. The study found that among the 200 videos that were analyzed, the majority were
created by healthcare professionals (62%) and patients (37%). Most videos (60%) provided
useful information, while 11% contained misleading patient opinions, often featuring
inaccuracies about clinical features or unproven alternative treatments for SpA. Notably, 82%
of misleading content was patient-generated. Videos from healthcare professionals were
more reliable and offered the most valuable information (36). Furthermore, Barahona-Correa
et al. also noted in their research that the majority of videos related to systemic lupus
erythematosus (SLE) were deemed useful (87%) or offering valuable patient opinions (8.1%).
However, a small portion of videos were found to be misleading (2.2%) or presented
misleading patient opinions (2.7%). Despite the overall usefulness of most content,
misleading videos garnered significantly higher engagement, as measured by views, likes,
and popularity index. Furthermore, videos posted by independent users attracted more
attention but were found to be less reliable, comprehensive, and of lower quality compared
to those from professional or academic sources. This underscores the importance of
improving the visibility and appeal of reliable, high-quality information on social platforms
like YouTube to ensure that patients with SLE have access to trustworthy resources (37). In a
related context, a study done by Ghalavand & Nabiolahi delves into the complex issue of
assessing health information quality on SM and identifies key factors that shape users'
perceptions of reliable information. The study underscores the detrimental impact of

misinformation on patient care, with a significant portion of respondents expressing




concerns about content from unverified sources or influencers lacking medical expertise (38).
While accuracy, credibility, and clarity were prioritized by many participants as key factors for
reliable health information, the presence of misinformation remained a pervasive issue.
Emotional appeal further complicates this, as nearly half of the users admitted to trusting
highly engaging or emotionally compelling content, even if it lacked verified sources. Poorly
presented but accurate information often led to skepticism, highlighting the challenge of
ensuring trust in online health content. This reveals an urgent need for greater oversight,
transparency, and professional involvement in the dissemination of health information to
mitigate the risks posed by misinformation (38). Privacy concerns also arise, as sharing
personal health information on public forums risks breaches and unintended exposure.
Marshal et al. highlighted significant risks associated to SM use, including potential breaches
of patient confidentiality and unprofessional conduct. They emphasized the importance of
maintaining a clear separation between personal and professional content online and
strongly advocated for the development of comprehensive guidelines to mitigate these
challenges (39). All of these issues underscore the need for healthcare professionals to guide
patients toward accurate and secure resources. This aligns with findings from a previous
study, which emphasized the critical role of healthcare practitioners in building trust through
their online presence on SM. Respondents were more likely to trust content shared by
professionals who displayed credentials or affiliations with recognized institutions and
engaged actively with their audience (38). Transparency, professional interaction, and the use
of evidence-based practices were key factors in fostering credibility. However, the
inconsistent citation of references by practitioners remained a concern, emphasizing the
need for a more rigorous approach to ensure the reliability of health information on SM (38).

Correspondingly, another research was conducted in Ghana during the COVID-19 pandemic




studied how users judge the credibility of health information on SM. It revealed that users
place significant trust in verified sources, especially content provided by healthcare
professionals. Key elements that enhance confidence include transparency, reliance on
evidence-based information, consistent interaction with audiences, and well-structured
presentation (40). Despite these positives, misinformation from unverified sources remains a
major concern. The findings highlight the critical role of healthcare practitioners in fostering
trust through a professional online presence and the consistent inclusion of credible
references in their content (40). Moreover, in an article written by Zamora, the benefits and
challenges of using SM as a platform for physicians to connect with patients were explored,
aiming to enhance their education and empowerment. She emphasizes the potential of
social platforms to inform patients about rheumatologic conditions and foster engagement
through online communities. However, she also highlights significant challenges, including
the spread of misinformation and misinterpretations arising from posts taken out of context.
To resolve these concerns, she suggests establishing a structured framework mandatory at
least within institutional settings to ensure that individuals sharing medical information on
SM possess the necessary qualifications and expertise. This framework would promote
transparency and accountability, particularly in direct interactions with patients (41).
Ultimately, to address the negative impact of SM on patient care, it is essential to implement
targeted solutions that promote responsible use and accurate information dissemination.
Healthcare providers should play a more active role in curating and sharing reliable,
evidence-based content on social platforms. Offering training programs for medical
professionals on effective online communication can help bridge the gap between patients
and trustworthy resources. Additionally, creating partnerships between SM platforms and

credible health organizations can help flag or reduce the spread of misinformation.




Promoting digital literacy among patients, especially those who are vulnerable to misleading
information, is equally critical. Finally, encouraging open and ongoing discussions between
patients and their healthcare providers about the information they encounter online can

foster trust and ensure better guidance in managing their health.
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> Study’s strengths:

Our study is one of the first of its kind to evaluate the link between the use of SM and KOA

patients and all of the associated factors, while taking into consideration the socioeconomic

and clinical aspects of the patients.

Moreover, this study represents a significant contribution in addressing the importance of

social platforms in the future healthcare of patients with rheumatic diseases, especially those

with KOA.

> Study’s limitations:

We encountered certain limitations that restricted the overall strength of our study, most of

them were related to the methodology:

R/
A X4

K/
L X4

*

Questionnaire: the questionnaire that was developed in the sake of this research was
not validated before using it.

Geographic distribution: the narrow geographic scope of our study may limit the
broader applicability of our findings.

Sample size: the number of patients in our study could have been higher, particularly
if the recruitment has been conducted over a longer period of time.

Risk of bias: Acting as both caregivers and information gatherers from patients might
introduce bias, particularly regarding our interest in connecting with healthcare

professionals on SM platforms.
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In conclusion, SM is becoming an integral part of healthcare, particularly for patients with
KOA who increasingly turn to these platforms. To maximize the benefits of these resources
for arthritic patients, healthcare professionals must actively engage, promote effective
communication with patients, and develop credible platforms. Moreover, these findings have
significant implications for evaluating the true value of SM platforms for this population of
patients; whether in enhancing patient education and awareness, fostering peer support and
community building, or enabling remote monitoring and communication with healthcare
providers. Furthermore, additional studies could expand upon this work to enhance patients-
centered care, ultimately helping to refine the concept of virtual clinics while incorporating
telemedicine, digital therapeutics and interactive rehabilitation tools like VR. By building on
this study's findings, researchers can also hone Al-driven support systems such as Al chatbots
to answers patients’ questions, provide them with symptom managements tips, and also
guide them to appropriate resources. This approach is essential to ensure patients benefit

from reliable information while minimizing their exposure to risky behaviors.
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Abstract:

Background: Knee osteoarthritis (KOA) is a chronic, disabling condition without a

definitive cure, and current management strategies prioritize symptom relief and
slowing disease progression rather than addressing the underlying cause. Therefore,
KOA patients turn to social media (SM) in the hope of finding a solution or a
treatment to relieve their pain. The main goal of this study was to explore the
prevalence of information sought by KOA patients on SM and to determine factors

associated with its use.
Methods: This cross-sectional study included adult patients followed in our

rheumatology department for KOA according to the American College of
Rheumatology criteria for > 3 months. All patients underwent a standardized
guestionnaire-based interview covering their sociodemographic and clinical data,
including age, level of education, body mass index, disease duration, and the
presence of comorbidities. Pain intensity was measured using the Visual Analog Scale
(VAS). We used the Lequesne index for KOA to assess functional impairment, and the
Kellgren and Lawrence classification to assess the severity of KOA. To measure
patients’ trust in their physicians, we utilized the Trust in Physician Scale (TPS). In
contrast, the Beliefs about Medicines Questionnaire (BMQ)-Specific Concerns
subscale was used to assess patients' concerns about prescribed medication,
particularly in chronic illness. Psychosocial risk factors were assessed using the Pain
Catastrophizing Scale (PCS), the Generalized Anxiety Disorder (GAD-7), and the

Patient Health Questionnaire for depression (PHQ-9).




Results: A total of 178 patients were included, with an average age of 58,48 years

and a female predominance. The average progression period of KOA was 3 years and
the median pain score on the VAS was 4,79. A third of KOA patients turned to SM for
health information, mainly YouTube. While 16,9% trusted the content, only one-tenth
shared it with their doctors. The main factors associated with the use of SM were the
young age (p = 0,037), the low level of education (p = 0,002) and pain catastrophizing
(p=0,017).

Conclusion: These findings highlight the significant potential of SM platforms for

KOA patients, whether it's enhancing their education and awareness, fostering peer
support and community connections, or enabling better communication and remote

monitoring with healthcare providers.




Resumé:

Introduction : L'arthrose du genou (KOA) est une affection chronique et invalidante

sans remede définitif. Les stratégies actuelles de prise en charge visent
principalement a soulager les symptomes et a ralentir la progression de la maladie
plutot qu'a traiter la cause sous-jacente. Par conséquent, les patients atteints de KOA
se tournent vers les réseaux sociaux (RS) dans I'espoir de trouver une solution ou un
traitement pour soulager leur douleur. L'objectif principal de cette étude était
d'explorer la prévalence des informations recherchées par les patients KOA sur les RS

et de déterminer les facteurs associés a leur utilisation.
Méthodes : Cette étude transversale a inclus des patients adultes suivis dans notre

service de rhumatologie pour KOA selon les critéres de I'American College of
Rheumatology pendant plus de 3 mois. Tous les patients ont été soumis a un
entretien basé sur un questionnaire standardisé couvrant leurs données
sociodémographiques et cliniques, notamment I'age, le niveau d'éducation, l'indice
de masse corporelle, la durée de la maladie et la présence de comorbidités.
L'intensité de la douleur a été mesurée a l'aide de I'échelle visuelle analogique (EVA).
Nous avons utilisé l'indice de Lequesne pour évaluer l'incapacité fonctionnelle liée au
KOA et la classification de Kellgren et Lawrence pour évaluer la gravité de la maladie.
La confiance des patients envers leurs médecins a été mesurée avec I'échelle de
confiance envers le médecin (Trust in Physician Scale, TPS). En revanche, le sous-
échelle des préoccupations spécifiques du questionnaire sur les croyances concernant
les médicaments (BMQ) a été utilisé pour évaluer les préoccupations des patients

concernant les médicaments prescrits, en particulier dans les maladies chroniques.




Les facteurs de risque psychosociaux ont été évalués a l'aide de I'échelle de
catastrophisation de la douleur (PCS), du questionnaire d'anxiété généralisée (GAD-7)

et du questionnaire de santé des patients pour la dépression (PHQ-9).
Résultats : Un total de 178 patients ont été inclus, avec un 4ge moyen de 58,48 ans

et une prédominance féminine. La durée moyenne de progression de la KOA était de
3 ans et le score médian de la douleur sur I'EVA était de 4,79. Un tier des patients
atteints de gonarthrose se sont tournés vers les RS pour obtenir des informations de
santé, principalement sur YouTube. Bien que 16,9% aient fait confiance au contenu,
seulement un dixieme |'a partagé avec leurs médecins. Les principaux facteurs
associés a l'utilisation des RS étaient le jeune age (p = 0,037), le faible niveau
d'éducation (p = 0,002) et la catastrophisation de la douleur (p = 0,017).
Conclusion : Ces résultats mettent en évidence le potentiel significatif des
plateformes de RS pour les patients atteints de KOA, qu'il s'agisse d'améliorer leur
éducation et leur sensibilisation, de favoriser le soutien entre pairs et les connexions
communautaires, ou de permettre une meilleure communication et un suivi a

distance avec les prestataires de soins.

Mots clés : Arthrose du genou, Réseaux sociaux, source d’information
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Fiche d’exploitation

Caractéristiques sociodémographiques :

Nom et prénom :

Numéro téléphone :

Age :

Sexe :

Etat matrimonial : [Jcélibataire
Nombre d’enfants :

[ analphabeéte
[ universitaire

[] urbain

Niveau socioéconomique : O bas (< 2500)
[ haut (> 10000)

Niveau d’instruction :

Lieu d’habitat :

Comorbidités :

Diabéte : [ oui
HTA : [ oui
Obésité : [ oui
Cardiopathie : [ oui
Néphropathie : [ oui
Hépatopathie : [ oui

[ oui
[ oui
[ oui

Pneumopathie :
Tabac :
Alcool :

Maladies digestives :

CJoui

Ménopause :

Dépression :

Coui

Affections neurologiques :

Coui

] marié

Colopathie fonctionnelle []
Maladie cceliaque []

[CJnon

Si oui, age de ménopause : ......cccceueuees

[CJnon

53

[ divorcé [ veuf

[ primaire [] secondaire

[ rural

O moyen (entre 2500 et 10000)

[ non
[] non
[] non

[Jnon
[Jnon
[Jnon
[Jnon
[Jnon

[ non

RGO [] Maladie de Crohn []
Autres @ e,

[Jnon

'



Sioui, laquelle : ....oeeeeeereens

Néoplasie : [Joui [Jnon
Anémie : [Joui [Jnon
Psoriasis : [Joui [Jnon
Uvéite : [Joui [Jnon
Chirurgie antérieure : [ oui [J non

Autres comorbidités : ....coocevvveveverivnneenn.

Données cliniques de la gonarthrose :

Membre concerné : Droit [] Gauche []
Durée d’évolution de I'arthrose en année :
EVA douleur :

PM (en min) :

Poids (en Kg) :

IMC (en kg/m?) :

Indice de LEQUESNE :

Stade radiologique (Classification de Kellgren et Lawrence) :

1 2 mE Ca

Traitements regus :

Antalgiques : Coui [Jnon

AINS : Coui [Jnon

AAAL : Ooui [Jnon

Infiltration de corticoides : [Joui [CJnon
Viscosupplémentation : [Joui [Jnon




Anxiété: Generalized Anxiety Disorder - 7 (GAD-7)

Plus dela Presque

Au cours des 14 derniers jours, a quelle fréquence Plusieurs

avez-vous été dérangé(e) par les problémes suivants? Jamais mn.'itié des tc:us les
jours jours

(Utiisez un « ¥ » pour indiquer votre réponse)

1. Sentiment de nervosité, d'anxiété ou de tension 0 1 2 3
2. Incapable d'arréter de vous inquiéter ou de 0 1 2 3

contrler vos inquiétudes

3. Inquiétudes excessives a propos de fout et de rien 0 1 2 3
4. Difficulté a se détendre 0 1 2 3
5. Agitation telle qu'il est difficile de rester tranquille 0 1 2 3
6. Devenir facilement contrarié(e) ou irritable 0 1 2 3
7. Avoir peur que quelque chose d'épouvantable 0 1 2 3

puisse arriver

Score total :




Dépression : Patient Health Questionnaire —9 (PHQ-9)

Au cours des 2 derniéres semaines, selon quelle fréquence Plus da

P
avez-vous été géné(e) par les problémes suivants 7 Plusisurs la moitié rt'::uiuu
(Veuillez cocher (#) votre réponse) Jamais jours  dutemps les jours
1. Peu d'intérét ou de plaisir & faire les choses 0 1 2 3
2. Etre triste, déprimé(e) ou désespére(e) 0 1 2 3

3. Difficultés & s’endormir ou a rester endormi(e), ou

dormir trop 0 ! 2 3
4. Se sentir fatigué(e) ou manguer d'énergie 0 1 2 3
5. Avoir peu d'appétit ou manger trop 0 1 2 3

6. Avoir une mauvaise opinion de soi-mé&me, ou avoir le
sentiment d'étre nul(le), ou d'avoir degu sa famille ou s'étre 0 1 2 3
décu(e) soi-méme

7. Avoir du mal & se concentrer, par exemple, pour lire le
joumnal ou regarder la télévision

8. Bouger ou parler si lentement gue les autres auraient pu le
remarguer. Ou au confraire, &tre si agité(e) que vous avez 0 1 2 3
eu du mal & tenir en place par rapport & d’habitude

9. Penser qu'il vaudrait mieux mourir ou envisager de vous
faire du mal d’'une maniére ou d'une autre

Score total :




Catastrophisme : Pain Catastrophizing Scale (PCS)

1. Quand jai mal, je m'inguigdte i savoir =i la douleur va cesser.

Jamais Rarement FParfais Souvant Toujours
2. Quand jai mal, je sens gue je ne poaurrais plus continuer comme ¢a

bien longtemps.

Jamais Rarement Farfois Sousent Toujours
3. Quand j'ai mal, j'al 'impression gue Cest tarrible @ gue ca n'ira jamaes

rmisLux,

Jamais Rarement Farfois Souvent Toujours
a. Cwuand jai mal, j'ai ''mpression qua c'est horribla et que la doulewr

contrdle ma vie.

Jamais Rarememnt FParfois Souveaent Toujours
5. Quand jai mal, je frouwe gue c'est insupportable.

Jarmais Rarement Farfais Souvent Toujours
5. CQuand j'ai mal, jai peur que la douleur empire.

Jamais Rarement Farfois Souent Toujours
7. Quand j'ai mal, jimagine la pira.

Jamais Rarement Farfois Souwent Toujours
B. CQuand j'ai mal, je souhaite que ma douleur disparais=se.

Jamais Rarement FParfais Souvant Toujours
g, Cwand jai mal, je suis obsade (&) par ma doulaur

Jarmais Rarement Farfois Souweant Toujours
10 Quand j'ai mal, je ne pense qu a quel paint c'est douloureaux

Jamais Rarement Farfois Souvent Toujours
11. Quand j'ai mal, j& ne pense gu'ad fail gue je voudrais que la douleur

CERSE.

Jamais Rarement Farfais Souveant Toujours
12, Quand jai mal, je pense qu'il n'y a rien que je puisse faire pour arréier

ma douleur.

Jamais Rarement Farfois Souvant Toujours
13, Quand jai mal, je me demande si gualgque chosa de grave pourrait sa

produine.

Jamais Rarement Parfois Souvant Toujours

Score total :




Confiance au médecin : Trust in Physician Scale (TPS)

Tout a
fait
d’accord

D’accord

Incertain

En
désaccord

Fortement
en
désaccord

Je doute que mon médecin me soigne en tant
gue personne

Mon médecin tient compte de mes besoins qu'il
considere en premier

J'ai tellement confiance en mon médecin que
j'essaie toujours de suivre ses conseils

Si mon médecin me dit telle chose, alors elle est
vraie

Je n'ai pas toujours confiance en |'opinion de
mon médecin et j'aimerais demander un
deuxiéme avis

J'ai confiance au jugement de mon médecin
concernant les soins médicaux prodigués

Je pense que mon médecin ne fait pas tout ce
qu'il devrait

Je fais confiance en mon médecin pour mettre
mes besoins au-dessus de toutes autres
considérations quand il traite mes problemes
médicaux

Mon médecin est réellement un expert pour
prendre soin des problemes comme les miens

Je fais confiance en mon médecin pour me dire
si une erreur a été commise au sujet de mon
traitement

Je regrette parfois que mon médecin ne garde
pas confidentielles les informations dont nous
avons discuté

Cotation : 1 fortement en désaccord a 5 tout a fait d’accord

Score total :

58

'




Croyances vis-a-vis du traitement : Beliefs about Medicines Questionnaire (BMQ)

F“”::'mt Emn Incertxin IV avecord Taast: & B
" diésacoord draccard
désaccord
1. Ma zanté, aujourd b, dépend de mon traitement
2. Awvoir & prendre un traiterment m'inguidte.
3. Ma vie gserait impossible sans mon traitement.
4.  Rans mon traitement, je serais trés malade.
5 e minguidte parfols 4 propos des effets & long terme
de mon traitemment.
B, Mon traitement est un mystére powr mid.
7. Ma zanté future dégend de mon traitement
B.  Maon traitement perturbe ma vie
9. Je suls parfols iInguiet{e) de devenir trag
dépendant(e) de mon traitement.
10. Mon traitement empéche mon état dempirer.
11. Les médecing utilisent rop de traitements.
12, Les personnes qui prennent des médicaments
dewraient arridter leur traitement de temps en temps
13%. Laplupart des traitements provoguent une
dépendance.
14. Les remédes naturels sont ples siirs gue les
raitements mddbcaus.
15. Les traitements font plus de mal gue de bien.
16. Tous les traitements sont des poisons.
17. Les médecing accordent trop de confiance aux
traitements.
18. 5iles médecing passabent plus de temps avec les
patients, ils prescriraient moins de traitements.

Score total :

Cotation : 1 fortement en désaccord a 5 tout a fait d’accord

Echelle des croyances spécifiques (BMQ Spécifique) : sous-échelle Necessity (items 1, 3, 4, 7, 10) et sous-
échelle Concerns (items 2, 5, 6, 8, 9)

Echelle des croyances générales (BMQ Général) : (items 11 a 18)

59

'




Questionnaires :

1. Est-ce que vous cherchez des informations concernant votre

pathologie (a part celles fournies par votre médecin) ?

doui [ Non
Les Vous en Vous en
suivez- Que avez appliquez ? | Qu’est-ce Quel était le résultat ?
vous ? suivez- | confiance ? que
Sources vous ? vous- Positif | Neutre | Négatif
Oui | Non Oui | Non | Oui | Non | appliquez Et quel été la
? conséquence ?

YouTube
Facebook
WhatsApp
Instagram
Snapchat
Tik Tok
Google

2. Est-ce que ga vous arrive de discuter les différentes informations regues

Non []

avec votre médecin traitant ? Oui []

3. Qu’est-ce qui vous pousse a suivre ces informations ?

- Jai envie d’apprendre davantage []

- Par ce que je ne trouve pas de réponse a mes questions []

- Je ne comprends pas le langage médical []

- J’hésite de demander conseil au médecin []

4. Aimeriez-vous avoir dans vos espaces virtuels des professionnels de santé

pour vous encadrez et répondre a vos questions : Oui []

(
| 60

Non []

'
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