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ABSTRACT

Background:Osteoarthritis (OA) is a degenerative joint disease characterized by the breakdown of cartilage in the joints.
The present study was conducted to assess cases of osteoarthritis knee. Materials & Methods:120 patients of osteoarthritis
knees of both genders were enrolled. All cases underwent an AP view of both knees while they were upright. Measurements
were taken of height, weight, and BMI. Cases were split bythe Kellgren Lawrence Grading system based on radiological
features. Results: The age group 20-30 years had 36, 30-40 years had 54 and >40 years had 30 patients.14 cases had BMI
<18.9 kg/m?, 56 had BMI between 18.9-24.9 kg/m?, and 50 had BMI below > 24.9 kg/m?. Right-side knee involvement was
seen in 48, left knee was involved in 32 and bilateral knee involvement in 40 cases.34 cases had grade 0, 20had KL grade I,
34 had KL grade II, 20 had KL grade 11l and10 cases had KL grade IV. 49 had sitting/squattingas a household habit, 48 had
standing and 23 cases had nothing specific as a predominant household habit. The difference was significant (P< 0.05).
Conclusion: The primary risk factors for the illness include obesity, and sitting/squatting in daily activities, and a family
history of OA knee. A good understanding of these factors is necessary to establish preventative methods.
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INTRODUCTION

Osteoarthritis (OA) is a degenerative joint disease
characterized by the breakdown of cartilage in the
joints. It is the most common type of arthritis and
typically affects weight-bearing joints such as the
knees, hips, spine, and hands.! While it is more
common in older adults, it can also occur in younger
individuals, especially if they have a history of joint
injury or other risk factors.The risk of developing
osteoarthritis increases with age, as the wear and tear
on the joints accumulate over time.There may be a
genetic predisposition to osteoarthritis, with some
individuals having a family history of the
condition.?Previous joint injuries, such as fractures or
ligament tears, can increase the risk of developing
osteoarthritis in the affected joint.Excess body weight
places added stress on weight-bearing joints, such as
the knees and hips, increasing the risk of
osteoarthritis.Repetitive movements or activities that
place excessive stress on the joints can contribute to
the development of osteoarthritis.®

The financial burden of OA is significant and includes
treatment costs, home and life adaptation costs for
affected persons and their families, and decreased
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productivity at work.* Major risk factors include the
presence of walking difficulty and a history of
diabetes, cancer, or cardiovascular disease.® All
diseases have excess mortality rates associated with
them, but cardiovascular problems have the highest
rate.The risk for disability attributable to OA Knee is
as great as that attributable to cardiovascular disease
and greater than due to any other medical condition in
elderly persons.® The present study was conducted to
assess cases of osteoarthritis knee.

MATERIALS & METHODS

This study comprised 120 patients of osteoarthritis
knees of both genders. All were informed regarding
the study and their written consent was obtained.

Data such as name, age, gender etc. were recorded.
After evaluation, the cases underwent an AP view of
both knees while they were upright. Measurements
were taken of height, weight, and BMI. Cases were
split by Kellgren Lawrence Grading system based on
radiological features from standing-position AP views
of both knees x-rays into the following groups. Grades
0 and 1 represent no features, Grade 2 and minimal
represent definite osteophytes with unimpaired joint
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space, Grade 3 and 4 represent moderate and bone ends. Data thus obtained were subjected to
moderate reductions in joint space, and Grade 4 statistical analysis. P value < 0.05 was considered
represents severe impairments in joint space with  significant.

subchondral bone sclerosis and possible deformity of

RESULTS
Table I Distribution of patients

Age groups(years) | Number | P value
20-30 36 0.05
30-40 54
>40 30

Table I shows that the age group 20-30 years had 36, 30-40 years had 54 and >40 years had 30 patients.

Table 11 Assessment of parameters

Parameters Variables Number | P value

BMI <18.9 14 0.03
18.9-24.9 56
> 249 50

Side Right 48 0.48
Left 32
B/L 40

KL grading Grade 0 34 0.76
Grade | 22
Grade Il 34
Grade 111 20
Grade IV 10

Household activity | squatting/sitting 49 0.52
Standing 48
Nothing specific 23

Table I, graph | shows that 14 cases had BMI <18.9 kg/m?, 56 had BMI between 18.9-24.9 kg/m?, and 50 had
BMI below > 24.9 kg/m?. Right side knee involvement was seen in 48, left knee was involved in 32 and
bilateral knee involvement in 40 cases.34 cases had grade 0, 20had KL grade I, 34had KL grade II, 20 had KL
grade 111 while 10 cases had KL grade IV. 49 had sitting/squattingas household habit, 48 had standing and 23
cases had nothing specific as a predominant household habit. The difference was significant (P< 0.05).

Graph | Assessment of parameters
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DISCUSSION one of the oldest known companions of humans,

Osteoarthritis (OA), sometimes referred to as dating back to our Neanderthal ancestors. It affects so
"Osteoarthrosis" or "Degenerative joint disease,” is many elderly individuals that it has long been
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perceived as an unavoidable aspect of aging.”®Several
investigators have reported that occupational squatting
is a strong risk factor for knee OA and biomechanical
studies suggest that deep squatting increases contact
force across the tibiofemoral joints more so than
across the patellofemoral joints.®° Other investigators
have also found that the distribution of contact forces
between the medial tibiofemoral compartment and the
lateral tibiofemoral compartment is different
depending on the angle of flexion.!**?The present
study was conducted to assess cases of osteoarthritis
knee.

We found that the age group 20-30 years had 36, 30-
40 years had 54 and >40 years had 30 patients.
Cooper et al*® in their study found that ninety-nine
men and 255 women aged > or =55 years had baseline
interviews and weight-bearing knee radiographs in
1990-1991. Repeat radiographs were obtained in
1995-1996 (mean follow-up duration 5.1 vyears,
median age at follow-up 75.8 years). Risk factors
assessed at baseline were tested for their association
with incident and progressive radiographic knee OA
by logistic regression.Rates of incidence and
progression were 25% and 3.6% per year,
respectively. After adjusting for age and sex, the risk
of incident radiographic knee OA was significantly
increased among subjects with higher baseline body
mass index (odds ratio [OR] 18.3, 95% confidence
interval [95% CI] 5.1-65.1, highest versus lowest
third), previous knee injury (OR 4.8, 95% CI 1.0-
24.1), and a history of regular sports participation.
Knee pain at baseline and Heberden's nodes were
weakly associated with progression. Analyses based
on individual radiographic features (osteophyte
formation and joint space narrowing) supported
differences in risk factors for either feature.

We observed that 14 cases had BMI <18.9 kg/m?, 56
had BMI between 18.9-24.9 kg/m?, and 50 had BMI
below > 24.9 kg/m?. Right-side knee involvement was
seen in 48, left knee was involved in 32 and bilateral
knee involvement in 40 cases.34 cases had grade 0,
20had KL grade I, 34 had KL grade Il, 20 had KL
grade Il and10 cases had KL grade IV. 49 had
sitting/squattingas a household habit, 48 had standing
and 23 cases had nothing specific as a predominant
household habit. Zhang et al'** found that squatting
was very common, approximately 40% of men and
approximately 68% of women reported squatting > or
=1 hour per day at age 25. The prevalence of
tibiofemoral OA increased as the time spent squatting
at age 25 increased in both the men and women.
Compared with subjects who squatted <30 minutes
per day at age 25, the multivariable-adjusted
prevalence odds ratios of tibiofemoral OA were 1.1
for time spent squatting of 30-59 minutes/day, 1.0 for
60-119 minutes/day, 1.7 for 120-179 minutes/day, and
2.0 for > or =120 minutes/day among the men, and the
respective odds ratios among the women were 1.4,
13, 12, and 24. A weaker association with
patellofemoral OA was found. Prolonged squatting in
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daily life was more strongly associated with medial
knee OA than with lateral disease in the men, but had
a similar effect on both knee compartments in the
women. After adjusting for the impact of squatting,
the age-adjusted difference in the prevalence of
tibiofemoral OA was reduced from an excess of
14.4% to 9.5% in the Chinese women, but the
difference in prevalence of tibiofemoral OA in the
Chinese men increased after adjustment for age and
squatting, from 2.9% lower to 7.0% lower as
compared with their white counterparts.

The limitation of the study is the small sample size.

CONCLUSION

Authors found that the primary risk factors for the
illness include obesity, and sitting/squatting in daily
activities, and a family history of OA knee. A good
understanding of these factors is necessary to establish
preventative methods.

REFERENCES

1. Buckwalter Joseph A., Charles Saltzman and Thomas
Brown. The impact of osteoarthritis: implications for
research. Clinical orthopaedics and related
research 2004; 6-15.

2. Felson David T and Michael Nevitt. Epidemiologic
studies for osteoarthritis: new versus conventional
study design approaches. Rheumatic Disease Clinics of
North America 2004; 783-797.

3. Englund Martin. Meniscal tear in knees without
surgery and the development of radiographic
osteoarthritis among middle-aged and elderly persons:
The multi-center osteoarthritis  study. Arthritis &
Rheumatism 2009; 831-839.

4. Doherty M. Risk factors for progression of knee
osteoarthritis. Lancet 2001; 358(9284):775-6.

5. Jordan JM, Linder GF, Renner JB, Fryer JG. The
impact of arthritis in rural populations. Arthritis Care
Res. 1995; 8(4):242-50.

6. Gabriel SE, Crowson CS, Campion ME, O’Fallon
WM. Indirect and nonmedical costs among people
Osteoarthritis and Cartilage with rheumatoid arthritis
and osteoarthritis compared with nonarthritic controls.
J Rheumatol 1997;24: 43-8.

7. Abdulrazak A, Boyer JT. Arthritis and aging. Curr
OpinRheumatol1992;4:153-9.

8. Wilder FV,Hall BJ, Barrett JP Jr, Lemrow
NB. History of acute knee injury and osteoarthritis of
the knee: a prospective epidemiological assessment.
The Clearwater Osteoarthritis Study. Osteoarthritis
Cartilage 2002; 10: 611-6.

9. Felson DT, Hannan MT, Naimark A, Berkeley J,
Gordon G, Wilson PW, et al. Occupational physical
demands, knee bending, and knee osteoarthritis: results
from the Framingham Study. J
Rheumatol1991;18:1587-92.

10. Maetzel A, Makela M, Hawker G, Bombardier C.
Osteoarthritis of the hip and knee and mechanical
occupational exposure: a systematic overview of the
evidence. J Rheumatol1997;24:1599-607.

11. Dahlkvist NJ, Mayo P, Seedhom BB. Forces during
squatting and rising from a deep squat. N Engl J Med
1982;11:69-76.

12. Niu J,Zhang YQ, Torner J, Nevitt M, Lewis
CE, Aliabadi P et al.Is obesity a risk factor for

14



13.

14.

International Journal of Life Sciences, Biotechnology and Pharma Research Vol. 2, No. 2, April-June 2013

progressive radiographic knee osteoarthritis? Arthritis
Rheum 2009; 61: 329-35.

Cooper C, Snow S, McAlindon TE, Kellingray
S, Stuart B, Coggon D. Risk factors for the incidence
and progression of radiographic knee
osteoarthritis. Arthritis Rheum 2000; 43: 995-1000.
Zhang Yuging. Association of squatting with increased
prevalence of radiographic tibiofemoral knee
osteoarthritis:  the Beijing Osteoarthritis ~ Study.
Arthritis Rheumatism 2004;50(4):1187-1192.

©2013Int. J. LifeSci.Biotechnol.Pharma.Res.

Online ISSN: 2250-3137

Print ISSN: 2977-0122

15



	Corresponding Author

