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CENTRAL VALLEY
PHYSICAL THERAPY

Knee & Hip Osteoarthritis

Integrating Research into Practice:
Central Valley Physical Therapy’s Approach to Evidence-Based Practice

PROBLEM: Knee & Hip Osteoarthritis

33%

30 - 40%

Diagnosis:

The number of people 63 - 94 yrs old affected by
knee OA resulting in pain and limiting their ability to
rise from a chair, stand, walk, and use stairs 1.2 Knee
OA is frequently experienced in younger people as well
(>30yrs). 3.4

The number of people suffering from knee OA who
have concomitant hip OA 5.6

Significant quadriceps strength deficit in individuals
with knee OA results in decreased stability and
abnormal stress on the knee joint. 478

Knee OA is the most common form of disability in the
United States and afflicts many in our own
community.®

Many patients often have symptoms of hip and knee
OA early in its course without radiographic changes
and 40% of patients with typical radiographic changes
may be asymptomatic. Therefore, subject matter
experts recommend the diagnosis of hip & knee OA
not be based on radiographs alone.10. 11

Knee OA- Altman'’s criteria of knee pain Hip OA- Altman'’s criteria based on

with radiographic osteophytosis and at
least one of following three findings
has a sensitivity of 91% and specificity
of 86%.10

degrees

* age > 50

* morning stiffness < 30 minutes

e crepitus

www.centralvalleypt.com

complaint of hip pain and the following
clinical findings only has a sensitivity
of 86% and specificity of 75%:12
e hip internal rotation (IR) <15
* hip flexion <115 degrees
OR
«if hip IR painful & >15 degrees
* morning stiffness < 60 minutes
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INTERVENTION: e Manual Physical Therapy & Specific Exercise

e Strengthening Exercise

e Aerobic Exercise
In addition to physical therapy, glucosamine (1500mg daily) has been shown to be
effective in the management of patients with knee OA,13.14 in particular post-
menopausal women1® and patients with moderate to severe knee pain.1é Benefits
include not only a reduction in symptoms and improvement in function, but
preservation of joint space has been demonstrated as well.14 17

EVIDENCE: Oxford Evidence Grade= A (level= 1a studies)
Using an innovative treatment approach consisting of manual therapy and exercise
based on evidence published by our colleagues in the Annals of Internal Medicinel8
and our own work,19 patients frequently report a 20-40% relief in their symptoms
after only 2 - 3 sessions and some improvement is usually maintained for up to 1
year_l& 20

Knee Joint Replacement at 1 Year

. 40

40 33
3% . BTKA
g 20 | @ No TKA
4 8

10 2

0

Manual Therapy + Control
Exercise

Treatment

Number of patients requiring total knee arthroplasty at 1 year
Deyle G, Henderson NE, Matekel RL, Ryder MGarber MB, Allison SC. Effectiveness of manual physical
therapy and exercise in osteoarthritis of the knee. A randomized, controlled trial. Ann Intern Med.
2000;132:173-81.
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Number Needed to Treat (NNT):
7- for knee OA, the NNT with manual physical therapy and exercise to achieve one additional
successful outcome (avoided total knee arthroplasty) - an outcome that would not have
occurred if the patient had been treated with the control treatment (in this case placebo
ultrasound treatment and a walking program).18 This means that only 7 patients need to be
treated with manual physical therapy and exercise before realizing benefits above and
beyond that compared to the control treatment group. Would further clarification be helpful?
Let’s consider 7 hypothetical patients with knee OA. If all 7 patients received the control
group intervention one of them would not achieve a successful outcome. However, treating
these patients with manual physical therapy and exercise would result in all patients
achieving a successful outcome. Low numbers needed to treat imply that the benefits of
manual physical therapy and exercise can be frequently realized when you see a patient with
knee OA.

6- for hip OA, the NNT with manual physical therapy and stretching to achieve one additional
successful outcome (classified as improved).2t

10- for knee OA, the NNT with manual physical therapy and exercise to achieve one
additional avoided injection.18

REFER: Patient’s with hip & knee OA, especially those who meet Altman’s criteria listed
above. In addition, preliminary evidence suggests that knee OA patients treated with manual
physical therapy (hip mobilizations, specifically) who demonstrate any two of the following
findings have a 97% post-test probability of experiencing a 230% reduction in pain and/or
functional limitations at 48hrs.22

* pain/paresthesia ipsilateral hip/groin e ipsilateral passive hip internal
* pain ipsilateral anterior thigh rotation less than 17 degrees
e pain with ipsilateral hip distraction ¢ ipsilateral passive knee flexion less

than 122 degrees

A manual physical therapy and exercise approach is helpful even for patients with hip and
knee OA who have severe pain and/or deformities.18.20.21. 23,24 While deformities won’t
improve, pain arising from the periarticular tissues and resultant disability may be
significantly reduced resulting in your patients having less pain and disability and a higher
quality of life.

Based on evidence from high quality clinical trials, our manual physical therapy and exercise
approach will benefit many of your patients with knee pain.

CONTRAINDICATIONS:

Precaution is warranted in patients with poor bone density and suspected femoral neck
pathology (stress fracture, avascular necrosis). In addition, patients with cardiovascular co-
morbidities should be monitored closely when participating in aerobic, strengthening, and
endurance exercises.

MINIMALLY EFFECTIVE OR UNSUPPORTED INTERVENTIONS:

The advantage of oral NSAIDs (including COX 2 agents) over placebo for short term pain relief
is small.25 Because serious adverse effects are associated with oral NSAIDs use, only limited
use has been recommended.26
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INTERVENTION

Typical care episode:
2 visits twice weekly for 4 weeks (average of 8 sessions).

Content:
1. Impairment based examination of the lumbar spine and lower extremity joints.27

2. Manual therapy directed toward identified impairments in the lumbar spine and lower
extremities.18 19

Example:

3. Supervised stretching, progressive strengthening, and range-of-motion exercise
Example:

Do not let your

Keeping your heel :
in (.(lfm:c} kil the You should feel the pelvis “hike up”
wall. reach and buttock muscles toward vour
turn your toes working. head.

upward.

4. Home Exercise Program
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