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Abstract
Background: This 1-year prospective cohort study aimed to compare the changes in clinical symptoms and
functional disability between patients with coexisting patellofemoral (PF) and tibiofemoral (TF) osteoarthritis (OA)
and those with isolated TFOA.
Methods: Seventy-two patients with medial knee OA were enrolled. Knee pain and functional disability were assessed
at baseline and at 1-year follow-up using the Japanese Knee Osteoarthritis Measure (JKOM) and a visual analog scale
(VAS). We performed two-way analysis of covariance for the clinical outcome variables to examine, time (baseline and
follow-up), group (coexisting PFOA and isolated TFOA), and time-group interaction effects. Furthermore, we conducted
post-hoc exploratory analysis to address the possibility that dividing patients according to location of PFOA (i.e., isolated
lateral, isolated medial, and mixed [bilateral]) may identify a distinct subgroup with different changes in clinical outcomes
at 1-year follow-up.
Results: We detected group effects only in scores of the JKOM pain subscale (P = 0.012) and VAS (P = 0.033), adjusted
for age, sex, and body mass index. Patients with coexisting PFOA have stable moderate level knee pain and functional
disability throughout the year which is significantly worse than that in those with isolated TFOA. Post-hoc subgroup
analysis demonstrated that change of knee pain likely varied with location of PFOA. Patients with isolated lateral PFOA
had mild/moderate level knee pain, and their VAS scores were likely to improve, whereas those with mixed PFOA
exhibited stable to worsening moderate/severe knee pain.
Conclusions: Although we did not detect differences in changes in clinical symptoms and functional disability between
patients with coexisting PFOA and those with isolated TFOA, our findings indicate that patients with coexisting PFOA
had worse clinical symptoms and functional disability than those with isolated TFOA. The results of the exploratory
analysis suggested that patients with coexisting PFOA might have heterogeneous clinical outcomes, and presence of
mixed PFOA might be an indicator of severe clinical knee OA.
Keywords: Patellofemoral osteoarthritis, Tibiofemoral osteoarthritis, Knee pain, Disability

* Correspondence: aoyama.tomoki.4e@kyoto-u.ac.jp
1
Department of Physical Therapy, Human Health Sciences, Graduate School
of Medicine, Kyoto University, Kyoto, Japan
Full list of author information is available at the end of the article
© The Author(s). 2017 Open Access This article is distributed under the terms of the Creative Commons Attribution 4.0
International License (http://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and
reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to
the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver
(http://creativecommons.org/publicdomain/zero/1.0/) applies to the data made available in this article, unless otherwise stated.

Iijima et al. BMC Musculoskeletal Disorders (2017) 18:126

Background
Osteoarthritis (OA) of the knee is a common chronic
and degenerative disease and a major cause of knee pain
and functional disability worldwide [1]. Generally, knee
OA is considered a progressive condition that requires
total joint arthroplasty. However, several studies demonstrated that, while pain and functional disability generally
worsened over time in patients with knee OA, individual
outcomes were heterogeneous, with worsening in some
patients and improvement in others [2–5]. Thus, there is
a possibility that the pool of patients with knee OA comprises a number of subgroups with distinct trajectories of
pain and functional disability, not all of which are progressive. Since identifying these homogenous subgroups would
provide information about clinical prognosis and facilitate
targeted treatment, this topic has become a recent focus
of epidemiologic and clinical studies of knee OA [6, 7].
Although patellofemoral (PF) OA remains an under
recognized type of knee OA, patients with PFOA have
been recently considered a subgroup different from patients with tibiofemoral (TF) OA [8]. Duncan et al. demonstrated that the prevalence of mixed PFOA and
TFOA in older adults with painful knees is much higher
(40%) than that of TFOA (4%) or PFOA (24%) alone [9].
Since the PF joint contributes more to the symptoms of
knee OA than the TF joint dose [10], presence of PF
joint disease can adversely affect physical activity, participation in social life, and quality of life. Indeed, recent
studies demonstrated that patients with coexisting PFOA
and TFOA were more likely to have pain and functional
disability as well as knee-specific impairments such as
quadriceps weakness and restricted range of motion of the
knee joint than those with isolated TFOA did [11–14].
Importantly, increased knee pain and knee-specific impairments are potential risk factors for disease progression
[15], worsening knee pain [16], and activity limitation
[4, 17]. Furthermore, patients with coexisting PFOA are
known to have altered gait biomechanics with more frequent single-leg stance external knee flexion moments
[14], which elevates compressive stresses of the PF [18]
and TF [19] joints and increases the risk of progression
of clinical and radiographic OA.
These studies suggest that patients with coexisting
PFOA may have a natural course of the disease different
from that in patients with isolated TFOA and may exhibit
worsening clinical symptoms and functional disability over
time. However, previous studies that investigated coexisting
PFOA had a cross-sectional design [12, 13]. A longitudinal
cohort study would provide important insights into the
clinical prognosis and treatment options. Additionally, previous studies that attempted to identify distinct OA subgroups did not consider the PF joint [4, 20, 21], although
the trajectory of PF joint disease may differ from that of TF
joint disease [22]. Given that interventions targeting the PF
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joint are recommended for patients with PF joint disease
[23–25], such information may help to design an optimal
treatment based on the involvement of different compartments. Therefore, this study aimed to compare the
changes in clinical symptoms and functional disability
differences between patients with coexisting PFOA and
isolated TFOA. It was hypothesized that, (i) compared
to patients with isolated TFOA, those with coexisting
PFOA would have worsening clinical symptoms and
functional disability at 1-year follow-up, and (ii) dividing
patients according to location (i.e., isolated lateral, isolated
medial, and mixed) of PFOA could identify a distinct subgroup with different clinical outcomes at 1-year follow-up.

Methods
Study design and patients

As described in the previous study [12], 143 patients
with medial knee OA were recruited from a community
orthopedics clinic in February, 2014. Patients were identified through the medical record system, and were consecutively recruited from the community orthopedics
clinic in Hiroshima, which is located in a rural, mountainous community. We distributed an advertisement
requesting patients who were visiting the clinics for conservative treatment of knee OA. All recruited patients
had a history of pain in one or both knees. The patients
were followed up for 12 months. Inclusion criteria were
(i) age ≥50 years; (ii) radiographic OA of one or both
knees with a Kellgren/Lawrence [K/L] grade [26] ≥ 2,
primarily in the medial tibiofemoral compartment, as
evaluated using anteroposterior weight-bearing radiographs of the TF joint; and (iii) ability to walk independently on a flat surface, without walking aids.
Patients with bilateral knee OA were not considered
separately from unilateral cases. The exclusion criteria
were (i) a history of knee surgery, (ii) inflammatory arthritis, (iii) periarticular fracture, (iv) presence of neurological diseases, or (v) lateral compartment knee OA.
Lateral knee OA was defined as a knee having a K/L
grade ≥2, along with lateral joint space narrowing
(JSN) > medial JSN, and lateral osteophytes > medial
osteophytes, using an Osteoarthritis Research Society
International (OARSI) atlas [27] according to previously
described methods [28, 29]. The Ethical Committee of
Kyoto University approved this study (approval number:
E1923), and written informed consent was obtained from
all participants before enrollment both at baseline and 1year follow-up.
Baseline radiographic evaluation of tibiofemoral and
patellofemoral joints

Methods for baseline radiographic evaluation of severity
of OA of the TF and PF joints determination were described in detail elsewhere [12]. In brief, the radiographic
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severity for the TF joint was assessed using the K/L
grading system on the anteroposterior short film view in
the weight-bearing position by an experienced examiner
(TA). Similarly, radiographic severity for the PF joint
was evaluated using the K/L grading system adapted to
the lateral and medial facets of the PF joint by a single
trained examiner (HI). We have previously reported excellent intra-rater reliability for such radiographic evaluation, with a Kappa coefficient of 0.90 (TF) and 0.80
(PF) [12]. Patellar alignments and trochlear morphology
were evaluated from the skyline view by a single trained
examiner (HI) who evaluated lateral displacement, tilting
angle of the patella, and sulcus angle [12]. Details regarding the measurement for the patellar alignments
were described recently [12]. The intrarater reliabilities
were excellent for the lateral displacement (intraclass
correlation coefficient [ICC] = 0.91, 95% confidence
interval [CI] = 0.89–0.93) and tilting angle of the patella
(ICC = 0.96, 95% CI = 0.95–0.97).
Primary outcomes

Severity of self-reported knee pain was evaluated individually at baseline and 1-year follow-up, using a visual analog
scale (VAS) and the “pain and stiffness” subcategory of the
Japanese Knee Osteoarthritis Measure (JKOM) in personspecific assessments. The VAS score was interpreted as no
pain (VAS ≤ 10 mm), mild pain (10 mm < VAS ≤ 30 mm),
moderate pain (30 mm < VAS ≤ 60 mm), or severe pain
(VAS > 60 mm) based on previous studies [30, 31]. The
JKOM is a patient-based, self-administered scoring system
that includes four subcategories assessing “pain and
stiffness” (8 questions, 0–32 points), “activities of daily
living” (10 questions, 0–40 points), “participation in social
activities” (5 questions, 0–20 points), and “general health
conditions” (2 questions, 0–8 points), with 100 points set
as the maximum score. For each subscale, a higher score
indicates a worse condition (on a 0–4 Likert scale, 0 indicates no pain or difficulty while 4 represents extreme pain
or difficulty). The concurrent and construct validities of
the JKOM were established by comparing with the
Western Ontario and McMaster Universities Arthritis
Index and the Medical Outcomes Study 36-item ShortForm Health Survey [32].
Secondary outcomes

Secondary outcomes included the other JKOM subcategories (“activities of daily living,” “participation in social
activities,” and “general health conditions”) evaluated at
both baseline and 1-year follow-up. The JKOM subcategory “activities of daily living” is a self-reported physical
functional assessment reflecting daily activities such as
stair use, bending, standing up from a sitting position,
walking, shopping, taking off socks, and performing light
and heavy household duties.
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Measurement of covariates

Data on age, sex, and height were self-reported by the
patients. Weight was measured on a scale, with the participants wearing their clothes but not their shoes. Body
mass index (BMI) was calculated by dividing the weight
by the square of height.
Statistical analysis

To minimize bias produced by similarities between the
right and left knees of the same patient [33], only one
knee per patient was analyzed (“index knee”), and a
database was created with one observation per patient.
The index knee was defined as the more painful knee,
currently or in the past. If a patient reported equal pain
in both knees, the index knee was selected randomly. All
continuous data were assessed for following a Gaussian
distribution using the Shapiro–Wilk normality test, and
for homoscedasticity using the F-test. Baseline demographic characteristics, including radiographic OA severity,
were then compared between patients with coexisting
TFOA and PFOA and isolated TFOA, using the Student’s
t-test for parametric continuous variables, Mann-Whitney
U test for nonparametric continuous variables, or chisquare/Fisher’s exact tests for dichotomous/categorical
variables. Next, we performed two-way repeated analysis of
covariance (ANCOVA) for clinical outcome variables
(JKOM and VAS scores) to assess the interaction between
time (baseline and 1-year follow-up) and group (coexisting
PFOA and isolated TFOA) adjusted for age (continuous),
sex, and BMI (continuous) and further adjusted for TF
joint K/L grade (continuous). As age, sex, BMI, and TF
joint K/L grade were likely to affect the clinical outcome of
OA [2, 20] and not on the causal pathway, we included
these confounders in the model.
To verify the possibility that dividing patients according
to location of PFOA may identify a distinct subgroup with
different trajectories of clinical outcomes at 1-year followup, we performed explorative subgroup analysis of the relationships between location of PFOA (i.e., isolated lateral,
isolated medial, and mixed [bilateral]) and outcome variables by using subsamples of patients with coexisting
PFOA. We performed a two-way repeated ANCOVA for
the clinical outcome variables to assess the interaction
between time (baseline and 1-year follow-up) and group
(isolated lateral, isolated medial, and mixed PFOA) adjusted for age, sex, BMI, and further adjusted for TF joint
K/L grade, with post-hoc pairwise comparisons. Furthermore, we calculated the percentage of patients having unacceptable symptoms representing a clinically relevant
treatment target, defined as a VAS score above 30 mm
[31, 34, 35], and compared these percentages between the
groups using the chi-square test. In the sensitivity analyses, the type I error rate was not adjusted for multiple
pairwise comparisons as the analysis was exploratory in
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nature. All data analyses were performed with JMP 11
(SAS Institute, Cary, NC, USA) or R (R Foundation for
Statistical Computing, Vienna, Austria). P-values <0.05
were considered to indicate statistical significance.

Results
Our final sample included 72 patients/knees (response
rate: 50.3%) with a K/L grade ≥2 primarily for the medial
compartment. Patients who failed to complete the study
were unable to be contacted or declined to be followed for
non-specific reasons. Baseline characteristics were compared between completers and non-completers (Table 1),
and no significant differences were found between the two
groups in demographic characteristics, OA disease severity, location of PFOA, patellar alignment, knee pain intensity, and functional disability. Of the 72 patients who
completed the study (age, 56–90 years; 73.6% female), 45
(62.5%) had PFOA with a K/L grade ≥2 of either the lateral or the medial PF joint of their index knee. Table 2
shows the baseline characteristics of patients with coexisting PFOA and TFOA (n = 45) and those with isolated
TFOA (without PFOA, n = 27). As mentioned in the recently published paper [12], compared to patients with
isolated TFOA, those with coexisting PFOA tended to be
older and had a significantly higher BMI and a more advanced disease of the TF joint. Moreover, patients with
coexisting PFOA and TFOA had significantly greater
lateral displacement and lower tilting angle of the patella (i.e., less lateral rotational position of the patella)
than those with isolated TFOA. Most patients with
coexisting PFOA had either lateral (18 [40.0%]) or
mixed (23 [51.1%]) PFOA, with patients with lateral
PFOA displaying milder disease of the TF and PF joints
compared to those with mixed PFOA (see Additional
file 1: Table S1).
Clinical symptoms and functional disability and their time
dependence

Two-way repeated ANCOVA revealed no significant
time-group interactions at any outcome variables, and
only the group main effect was confirmed for all the outcome variables adjusted for age, sex, and BMI (Table 3).
Further adjustment for TF joint K/L grade did not substantially change this result (data not shown). Patients
with coexisting PFOA had worse clinical symptoms
throughout the year than did those with isolated TFOA
as reflected by higher scores in the “pain and stiffness”
subcategory and on the VAS pain score. Thus, moderate
pain (30 mm < VAS ≤ 60 mm) persisted in patients with
coexisting PFOA, although the standard deviations of
the changes in VAS pain score were large (10 [22.2%]
and 18 [40.0%] patients reported improving and worsening
categorized VAS scores, respectively). Additionally, patients with coexisting PFOA had higher scores in the
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“activities of daily living” subcategory (i.e., had more difficulty in daily living) throughout the year.
Explorative subgroup analysis: time dependence of
severity of clinical symptoms and functional disability,
and possible dependence of pain trajectory on location of
patellofemoral osteoarthritis

Explorative subgroup analysis stratified for the patients
with coexisting PFOA showed that pain trajectory
depended on the location of PFOA (Table 4). Two-way
repeated ANCOVA revealed no significant time-group
interactions, and only the group main effect was confirmed for the “pain and stiffness” subcategory (adjusted
P-value = 0.012) and VAS score (adjusted P-value =
0.033). Nevertheless, clinical symptoms in patients with
isolated lateral PFOA were likely to decrease during the
1-year follow-up (change in “pain and stiffness”: -1.89, 95%
CI: -4.31, 0.53; change in VAS: -10.8; 95% CI: -21.5, -0.08).
In contrast, clinical symptoms in patients with mixed
PFOA were moderate/severe and stable or worsening
throughout the year (change in “pain and stiffness”: 2.00,
95% CI: -2.71, 6.71; change in VAS: 9.17; 95% CI: -21.0,
39.3). Additionally, a multiple comparison revealed that
“pain and stiffness” and VAS scores in patients with mixed
PFOA were significantly higher than in those with isolated
lateral PFOA when adjusted for age, sex, and BMI (adjusted
P-values for post-hoc pairwise comparison: 0.021 and
0.022, respectively). Moreover, patients with mixed PFOA
had consistently worse scores in the other JKOM subcategories and total JKOM score. When TF joint K/L
grade was further adjusted for in the two-way repeated
ANCOVA model, all the main group effects were attenuated (data not shown).
Individual pain trajectories (Fig. 1a) revealed that 7
(38.9%) of the 18 patients with isolated lateral PFOA
were transferred to a lower pain category, whereas none
of the patients with isolated medial PFOA was transferred to a lower pain category and 3 (75%) of the 4 were
transferred to an upper pain category. Of the 23 patients
with mixed PFOA, 13 (56.5%) and 3 (13.0%) were transferred to an upper or lower pain category, respectively.
Fig. 1b shows numbers and percentages of patients with
moderate (i.e., 30 mm < VAS ≤ 60 mm) or severe knee
pain (i.e., VAS > 60 mm) corresponding to a state with
unacceptable symptoms and considered a clinically relevant treatment target [31, 34, 35]. The percentage of individuals having unacceptable symptoms significantly
decreased in patients with isolated PFOA at 1-year
follow-up (from 61.1% to 33.3%; unadjusted P-value =
0.015), but not in those with isolated medial (unadjusted
P-value = 0.486) and mixed (unadjusted P-value = 0.749)
PFOA. Importantly, more than 65% of patients with
mixed PFOA had consistently unacceptable symptoms
throughout the year (change: from 65.1% to 73.9%).
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Table 1 Comparison of baseline characteristics between patients with completer and those with non-completera
Variables

Completer (n = 72)

Non-completer (n = 71)

P-value**

Age, years

73.9 ± 8.12

73.5 ± 7.17

0.754

Women, no. (%)

53 (73.6)

55 (77.5)

0.945

Height, meters

1.55 ± 0.08

1.54 ± 0.06

0.862

Weight, kg

58.2 ± 10.3

59.4 ± 10.4

0.471

Body mass index, kg/m2

23.8 ± 4.66

24.9 ± 4.26

0.389

Tibiofemoral joint K/L grade, no. (%)

0.901

Grade 2

48 (66.7)

46 (64.8)

Grade 3

14 (19.4)

16 (22.5)

Grade 4

10 (13.9)

9 (12.7)

Patellofemoral joint K/L grade, no. (%)

0.278

Grade 0

2 (2.8)

0 (0.0)

Grade 1

25 (34.7)

18 (25.4)

Grade 2

30 (41.7)

32 (45.1)

Grade 3

9 (12.5)

16 (22.5)

Grade 4

6 (8.3)

5 (7.0)

Location of patellofemoral osteoarthritis, no. (%)

0.522

Medial facet

4 (5.6)

2 (2.8)

Lateral facet

18 (25.0)

25 (35.2)

Mixed (medial and lateral) facet

23 (31.9)

26 (36.6)

Patellar alignment and trochlear morphology
Lateral displacement, %

8.64 ± 5.97

10.2 ± 5.54

0.077

Tilting angle, degreesb

5.43 ± 4.15

6.47 ± 4.59

0.114

Sulcus angle, degrees

133.9 ± 6.61

132.7 ± 5.25

0.237

JKOM
Pain and stiffness (0–32 points)

8.82 ± 6.05

9.48 ± 5.69

0.444

Activities of daily living (0–40 points)

7.97 ± 7.40

8.45 ± 6.61

0.394

Participation in social activities (0–20 points)

4.06 ± 4.21

3.63 ± 3.85

0.548

General health conditions (0–8 points)

2.99 ± 1.65

2.96 ± 1.39

0.821

Total score (0–100 points)

23.8 ± 16.3

24.5 ± 14.6

0.586

VAS score for knee pain, mm

3.56 ± 2.90

3.71 ± 2.74

0.617

K/L grade Kellgren/Lawrence grade, JKOM Japanese Knee Osteoarthritis Measure, VAS Visual analog scale
**Based on unadjusted analysis (Student’s t-test [age, weight, and sulcus angle], Mann-Whitney U test [height, body mass index, lateral displacement, tilting angle,
JKOM score, and VAS score for knee pain], or chi-square/Fisher's exact tests [sex, tibiofemoral and patellofemoral joint K/L grades, and location of patellofemoral
osteoarthritis]) of the completer and non-completer groups
a
Except where otherwise indicated, values are mean ± SD
b
A positive value for tilting angle indicates patellar tilt toward the lateral side and a negative value to the medial side

Discussion
There is growing evidence that coexisting PFOA in patients with knee OA is common [9], and this mixed
disease is associated with worse clinical symptoms and
low quality of life [11, 12]. Although patients with coexisting PFOA are more likely to have potential risk factors
for progression of clinical knee OA because of kneespecific impairments and altered gait biomechanics
[12–14], little is known about the course of clinical
symptoms and functional disability in such patients.

The present study revealed that clinical symptoms and
functional disability in patients with coexisting PFOA
were persistently bad, but not worsening, throughout the
year (Table 3). Additionally, the exploratory subgroup analysis demonstrated a possible dependence of pain trajectory on the location of PFOA within the coexisting PFOA
subgroup. Patients with mixed PFOA exhibited stable or
worsening moderate/severe clinical symptoms, whereas
clinical symptoms were likely to improve in those with
isolated lateral PFOA (Table 4 and Fig. 1).
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Table 2 Comparison of characteristics between patients with coexisting PFOA and those with isolated TFOAa
Variables

TFOA + PFOA (n = 45)

Isolated TFOA (n = 27)

P-value**

Age, years

75.2 ± 8.86

71.6 ± 6.21

0.064

Women, no. (%)

33 (73.3)

20 (74.0)

0.945

Height, meters

1.54 ± 0.08

1.57 ± 0.08

0.120

Weight, kg

59.6 ± 10.2

55.7 ± 10.2

0.125

Body mass index, kg/m2

25.1 ± 3.76

21.7 ± 5.29

0.002

Tibiofemoral joint K/L grade, no. (%)

0.001

Grade 2

23 (51.1)

25 (92.6)

Grade 3

13 (28.9)

1 (3.7)

Grade 4

9 (20.0)

1 (3.7)
–

Patellofemoral joint K/L grade, no. (%)
Grade 0

0 (0)

2 (7.4)

Grade 1

0 (0)

25 (92.6)

Grade 2

30 (66.7)

0 (0)

Grade 3

9 (20.0)

0 (0)

Grade 4

6 (13.3)

0 (0)
–

Location of patellofemoral osteoarthritis, no. (%)
Medial facet

4 (8.9)

–

Lateral facet

18 (40.0)

–

Mixed (medial and lateral) facet

23 (51.1)

–

Patellar alignment and trochlear morphology
Lateral displacement, %

10.4 ± 5.87

5.73 ± 5.01

<0.001

Tilting angle, degreesb

4.52 ± 4.27

6.95 ± 3.54

0.009

Sulcus angle, degrees

133.6 ± 6.49

134.4 ± 6.89

0.602

TFOA Tibiofemoral osteoarthritis, PFOA Patellofemoral osteoarthritis, K/L grade Kellgren/Lawrence grade
P-values indicating statistically significant differences (<0.05) are displayed in bold
**
Based on unadjusted analysis (Student’s t-test [age, weight, and sulcus angle], Mann-Whitney U test [height, body mass index, lateral displacement, and tilting
angle], or chi-square/Fisher's exact tests [sex, tibiofemoral and patellofemoral joint K/L grades, and location of patellofemoral osteoarthritis]) of the TFOA + PFOA
and isolated TFOA groups
a
Except where otherwise indicated, values are mean ± SD
b
A positive value for tilting angle indicates patellar tilt toward the lateral side and a negative value to the medial side

Recently, Nicholls et al. characterized distinct trajectories
of knee pain using latent class growth curve modeling analysis, showing that patients labeled “mild, non-progressive,”
“moderate,” or “severe, non-improving” constituted stable
subgroups of two independent large datasets [5]. Other
studies also demonstrated that trajectories of pain severity
and self-reported functional disability in patients with knee
OA are often non-progressive over several years [20, 36].
Although we did not directly identify distinct subgroups
using statistical methods such as latent class growth modeling [5] and latent class cluster analysis [21], patients with
coexisting PFOA and TFOA in the present study likely
correspond to the “severe, non-improving” class with
consistently severe symptoms (Table 3). The presence of
persistently bad but not worsening pain and functional disability throughout the year was unexpected. Our results
may indicate that clinical symptoms and functional disability in patients with mixed TF and PF joints disease

are not necessarily progressive despite the more frequent presence of risk factors of progression of clinical
OA, such as quadriceps weakness [13, 14] and altered
gait biomechanics [14]. Nevertheless, the longer duration of worse clinical symptoms and pain-related functional disability in patients with coexisting PFOA could
lead to a further functional decline, limited participation in social activities, and decreased quality of life. A
long-term prospective study with a large sample size,
following the trajectory of the clinical symptoms and
functional disability in patients with coexisting PFOA
and TFOA, would be of particular interest in answering
this question.
Previous longitudinal studies of clinical symptom progression suggested heterogeneous outcomes in patients
with knee OA, with knee pain improving in only some
patients [2–5]. In the present study, heterogeneous outcomes in terms of knee pain were confirmed in patients
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Table 3 Changes in the JKOM and VAS scores after 1 year of follow-up
Variables

TFOA + PFOA (n = 45)
Baseline

1-year
follow-up

Two-way ANCOVAa

Isolated TFOA (n = 27)
Mean change

Baseline

1-year
follow-up

Mean change

Timeb Groupc

Interaction

Mean ± SD Mean ± SD Mean (95% CI)

Mean ± SD Mean ± SD Mean (95% CI)

Adjusted P-value

Pain and stiffness
(0–32 points)

10.9 ± 6.14

11.3 ± 8.31

0.38 (-1.16, 1.92)

5.22 ± 3.72

4.85 ± 4.28

-0.37 (-1.72, 0.98) 0.996

<0.001 0.738

Activities of daily living
(0–40 points)

11.2 ± 8.93

12.1 ± 9.10

0.93 (-1.18, 3.04)

4.15 ± 3.73

5.19 ± 5.31

1.04 (-0.43, 2.51)

0.430

<0.001 0.965

Participation in social
activities (0–20 points)

5.33 ± 4.64

4.33 ± 4.24

-1.00 (-2.47, 0.47) 2.00 ± 2.12

2.62 ± 3.68

0.62 (-0.50, 1.73)

0.778

0.010

0.237

General health conditions 3.20 ± 1.84
(0–8 points)

3.33 ± 1.51

0.13 (-0.42, 0.68)

2.63 ± 1.21

2.48 ± 1.50

-0.15 (-0.58, 0.28) 0.978

0.100

0.601

Total score
(0–100 points)

30.0 ± 17.5

30.1 ± 20.0

0.12 (-4.24, 4.48)

13.8 ± 7.93

15.3 ± 11.7

1.48 (-2.07, 5.03)

<0.001 0.803

VAS score for knee
pain, mm

40.8 ± 27.2

43.1 ± 30.9

2.33 (-6.15, 10.8)

26.9 ± 30.2

20.0 ± 18.8

-6.89 (-18.3, 4.57) 0.633

JKOM

0.769

0.003

0.334

TFOA Tibiofemoral osteoarthritis, PFOA Patellofemoral osteoarthritis, ANCOVA Analysis of covariance, 95% CI 95% confidence interval, JKOM Japanese Knee
Osteoarthritis Measure, VAS Visual analog scale
P-values indicating statistically significant differences (<0.05) are displayed in bold
a
Adjusted P-values were calculated from the ANCOVA adjusted for age, sex, and body mass index
b
Baseline vs. 1-year follow-up
c
PFOA + TFOA vs. isolated TFOA

with coexisting PFOA: 10 (22.2%) and 18 (40.0%) of the
45 patients showed improvement and worsening on
categorized VAS, respectively. To test the possibility that
categorizing the patients according to location of PFOA
may identify distinct subgroups with different trajectories
of clinical outcomes at 1-year follow-up, we performed explorative subgroup analysis (Table 4 and Fig. 1) and found
that patients with mixed PFOA had consistently severe
clinical symptoms, which exceeded the unacceptable level
(VAS > 30 mm) [34, 35] in more than 65% of the patients
after 1 year, whereas knee pain in patients with isolated
lateral PFOA was likely to decrease during this period.
Stefanik et al. showed that, in the Multicenter OA study
and Framingham OA cohort, magnetic resonance imaging
(MRI)-detected full-thickness cartilage loss and bone marrow lesion of any size in mixed PF joints were more likely
to be associated with knee pain than the same findings in
isolated medial or lateral PF joints [37]. Given that
adjusting for TF joint K/L grade reduced the significant
difference in knee pain between patients with mixed
PFOA and isolated lateral PFOA (data not shown), TF
joint severity could also contribute to knee pain differences
between the groups. Nevertheless, our findings suggest that
the heterogeneity of clinical outcomes in patients with
coexisting PFOA should be recognized, and mixed PF joint
disease might indicate a subgroup with more severe clinical
symptoms that are likely to exceed the unacceptable level.
Interestingly, the improvement in clinical symptoms in
patients with isolated lateral PFOA may not be accompanied by significant functional improvement (Table 4).

This may be a consequence of avoidance of activities because of anticipated pain and low vitality [38]. Therefore,
pain reduction should not be considered equivalent to
functional improvement, particularly that of performancebased physical function [39, 40].
Our study has several limitations to be noted. It is unknown whether the clinical symptoms and functional
disability at the 1-year follow-up were affected by a bias
due to missing values during this period. Therefore, followup losses need to be minimized to exactly characterize pain
and functional changes in patients with coexisting PFOA.
However, there were no significant differences between patients who completed the follow-up study and those who
did not in baseline characteristics, which might indicate
that data are missing at random. We confirmed that baseline knee pain intensity, which is a previously reported
prognostic factor for worsening pain and disability [41], did
not differ between completer and non-completer. Another
important limitation is the small sample size, as the study
might not have sufficient statistical power to detect a potential association between presence of PFOA and clinical
outcome changes, particularly in patients with isolated
medial PFOA. Nevertheless, the result from the explorative
subgroup analysis demonstrated a potential dependence of
pain trajectory on the location of PFOA in patients with
coexisting PFOA; it is important to verify this finding in a
larger study with a long-term follow-up. Our finding may
help to set the foundation for a prospective cohort
study with the aim of better understanding different
pain and functional trajectories in patients with knee

3.06 ± 4.40

2.72 ± 1.84

21.6 ± 21.3

9.06 ± 7.68

5.06 ± 5.06

38.9 ± 30.1

Participation in social
activities (0–20 points)

General health
2.61 ± 1.82
conditions (0–8 points)

25.2 ± 17.5

Activities of daily living
(0–40 points)

Total score
(0–100 points)

VAS score for knee
pain, mm

30.0 ± 14.8

2.50 ± 0.58

4.50 ± 2.65

11.5 ± 8.58

12.5 ± 4.79

46.5 ± 34.6

39.3 ± 25.5

3.75 ± 0.96

6.75 ± 4.99

15.3 ± 12.7

14.8 ± 9.11

Mean ± SD Mean ± SD

-10.8 (-21.5, -0.08) 24.5 ± 15.9

-3.61 (-11.7, 4.47)

0.11 (-0.97, 1.20)

-2.00 (-4.34, 0.34)

0.06 (-3.96, 4.07)

-1.89 (-4.31, 0.53)

Mean (95% CI)

3.78 ± 1.86

22.0 (0.64, 43.3)

45.1 ± 26.0

9.25 (-3.03, 21.5) 34.3 ± 17.6

1.25 (0.02, 2.48)

2.25 (-0.33, 4.83) 5.70 ± 4.69

3.75 (-2.04, 9.54) 12.8 ± 9.69

54.3 ± 26.8

36.0 ± 15.2

3.74 ± 1.14

4.91 ± 3.85

14.1 ± 7.60

14.2 ± 7.64

9.17 (-21.0, 39.3)

1.65 (-10.3, 13.6)

-0.04 (-1.53, 1.45)

-0.78 (-5.88, 4.31)

1.14 (-4.88, 7.17)

2.00 (-2.71, 6.71)

Mean (95% CI)

1-year follow-up Mean change

Mean ± SD Mean ± SD

Baseline

2.50 (-2.40, 7.40) 12.2 ± 6.25

Mean (95% CI)

Mean change

Mixed (n = 23)

PFOA Patellofemoral osteoarthritis, ANCOVA Analysis of covariance, 95% CI 95% confidence interval, JKOM Japanese Knee Osteoarthritis Measure, VAS Visual analog scale
P-values indicating statistically significant differences (<0.05) are displayed in bold
a
Adjusted P-values were calculated from the ANCOVA adjusted for age, sex, and body mass index
b
Baseline vs. 1-year follow-up
c
Isolated lateral vs. isolated medial vs. mixed
d
Significantly different (P <0.05) from the isolated lateral group when adjusted for age, sex, and body mass index as a post-hoc test of ANCOVA

28.2 ± 30.2

9.11 ± 9.56

9.28 ± 6.17

7.39 ± 7.62

Mean ± SD Mean ± SD

1-year follow-up

Baseline

Mean change

Baseline

1-year follow-up

Isolated medial (n = 4)

Isolated lateral (n = 18)

Pain and stiffness
(0–32 points)

JKOM

Variable

Table 4 Subgroup analysis of changes in the JKOM and VAS scores in patients with coexisting PFOA according to PFOA location

d

d

d

d

0.385

0.607

0.321

0.883

0.438

0.654

0.033

0.013

0.016

0.531

0.057

0.012

Adjusted P-value

0.167

0.572

0.566

0.444

0.823

0.426

Timeb Groupc Interaction

Two-way ANCOVAa
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Fig. 1 Changes in VAS in the subpopulation of patients with coexisting PFOA at 1 year follow-up. a, Trajectories of VAS scores. Categorized pain
scale grades are also shown in the same panel (no, mild, moderate, and severe). The clinically important borderline between mild and moderate
pain (VAS score = 30 mm) is displayed as a solid horizontal line. Other borderline values on the categorized pain scale are displayed as dotted horizontal
lines. White squares connected with dotted lines represent the mean change in VAS score of each group. *Significantly different (P < 0.05) after adjusting
for age, sex, and body mass index in a post-hoc analysis of two-way repeated analysis of covariance (time effect: adjusted P-value = 0.385, group effect:
adjusted P-value = 0.033, time-group interaction: adjusted P-value = 0.167, as shown in Table 4). b, Numbers and percentages of patients with
moderate or more severe pain (i.e., moderate [30 mm < VAS ≤ 60 mm] and severe [VAS > 60 mm]) corresponding to a state with unacceptable
symptoms and considered a clinically relevant treatment target [31, 34, 35]. Unadjusted P-values were calculated using the chi-square test.
†
P-values corresponding to significant differences are displayed in bold

OA. Furthermore, the lack of patient information about
pain medication and rehabilitation treatment may have
restricted our analysis. These treatment effects might
contribute to the dependence of pain trajectory on
location of PFOA. Finally, we did not evaluate the location of knee pain within the knee joint, including the
PF joint, although Stefanik et al. showed that selfreported location of the anterior knee pain is not highly
specific in PF lesions detected with MRI [42]. As also
mentioned in the recently published paper [12], altered
patellar alignment was not a predictor of knee pain intensity in patients with coexisting PFOA and TFOA
(data not shown); this runs counter to a theory that
altered patellar alignment causes increase in PF joint
stress (e.g., a lateral tilt of the patella leads to increased
contact stress on the lateral facet) that contribute to PF
joint pain via nociceptive mechanisms. Thus, the fact that
patients with coexisting PFOA had worse clinical symptoms does not have specific implications for compartmentspecific intervention.

Conclusions
Clinical symptoms and functional disability in patients
with coexisting PFOA were overall stable rather than
worsening at the 1-year follow-up. This indicates that
patients with coexisting PFOA may be a clinically severe
disease subgroup. Additionally, subgroup analysis revealed that patients with isolated lateral PFOA had mild/
moderate knee pain, and their VAS scores were likely to

improve, whereas those with mixed PFOA exhibited
stable to worsening moderate/severe knee pain. This
suggests that patients with coexisting PFOA might have
heterogeneous clinical outcomes, and presence of mixed
PFOA might be an indicator of severe clinical knee OA.
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Additional file 1: Table S1. Comparison of baseline characteristics
between patients with isolated lateral, isolated medial, and mixed medial
and lateral (n = 23) PFOA*. (DOCX 38 kb)

Abbreviations
ANCOVA: Analysis of covariance; BMI: Body mass index; JKOM: Japanese Knee
Osteoarthritis Measure; JSN: Joint space narrowing; K/L grade: Kellgren/Lawrence
grade; MRI: Magnetic resonance imaging; OA: Osteoarthritis; OARSI: Osteoarthritis
Research Society International; PF: Patellofemoral; TF: Tibiofemoral; VAS: Visual
analog scale
Acknowledgements
The authors thank the staff of the Kuroki Laboratory for the support of data
interpretation.
Funding
This work was supported by Grants-in-Aid for Scientific Research from the
Japan Society for the Promotion of Science, from the Ministry of Education,
Culture, Sports, Science, and Technology, and from the Ministry of Health,
Labor, and Welfare.
Availability of data and materials
The datasets during and/or analyzed during the current study available from
the corresponding author on reasonable request.

Iijima et al. BMC Musculoskeletal Disorders (2017) 18:126

Authors’ contributions
HI, NF, and TA designed the study, had full access to all of the data in the
study, analyzed the data, take responsibility for the integrity of the data and
the accuracy of the data analysis, interpreted the data, and drafted the
manuscript. TI, EK, HK, and SM helped to design the study and contributed
to the overall project management. HI, NF, YY, MH, KM, MJ, and EK contributed for
data collection. TI helped to performed statistical analysis. HI, NF, TI, YY, KM, MJ, TA,
and HK interpreted the data, and HI, NF, TI, and HK drafted the manuscript. HI and
TA was responsible for overall project management and designed the study.
All authors critically revised the manuscript and read and approved the final
manuscript for publication.

Page 10 of 11

11.

12.

13.

Competing interests
The authors declare that they have no competing interests.

14.

Consent for publication
Not applicable.

15.

Ethics approval and consent to participate
The Ethical Committee of Kyoto University approved this study (approval
number: E1923). Written informed consent was obtained from all participants
before enrollment both at baseline and 1-year follow-up.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.
Author details
1
Department of Physical Therapy, Human Health Sciences, Graduate School
of Medicine, Kyoto University, Kyoto, Japan. 2Japan Society for the Promotion
of Science, Tokyo, Japan. 3Rehabilitation Center, Fujioka General Hospital,
Gunma, Japan. 4Nozomi Orthopaedic Clinic, Hiroshima, Japan. 5Department
of Orthopaedic Surgery, Graduate School of Medicine, Kyoto University,
Kyoto, Japan.
Received: 27 September 2016 Accepted: 14 March 2017

References
1. Vos T, Flaxman AD, Naghavi M, Lozano R, Michaud C, Ezzati M, Shibuya K,
Salomon JA, Abdalla S, Aboyans V, et al. Years lived with disability (YLDs)
for 1160 sequelae of 289 diseases and injuries 1990-2010: a systematic
analysis for the Global Burden of Disease Study 2010. Lancet. 2012;
380(9859):2163–96.
2. Peters TJ, Sanders C, Dieppe P, Donovan J. Factors associated with
change in pain and disability over time: a community-based prospective
observational study of hip and knee osteoarthritis. Br J Gen Pract. 2005;
55(512):205–11.
3. Dieppe PA, Cushnaghan J, Shepstone L. The Bristol 'OA500' study: progression
of osteoarthritis (OA) over 3 years and the relationship between clinical and
radiographic changes at the knee joint. Osteoarthritis Cartilage. 1997;5(2):87–97.
4. Pisters MF, Veenhof C, van Dijk GM, Heymans MW, Twisk JW, Dekker J. The
course of limitations in activities over 5 years in patients with knee and hip
osteoarthritis with moderate functional limitations: risk factors for future
functional decline. Osteoarthritis Cartilage. 2012;20(6):503–10.
5. Nicholls E, Thomas E, van der Windt DA, Croft PR, Peat G. Pain trajectory
groups in persons with, or at high risk of, knee osteoarthritis: findings from
the Knee Clinical Assessment Study and the Osteoarthritis Initiative.
Osteoarthritis Cartilage. 2014;22(12):2041–50.
6. Riddle DL, Dumenci L. Modeling longitudinal osteoarthritis data to identify
homogeneous subgroups: opportunities and challenges in a burgeoning
literature. Osteoarthritis Cartilage. 2015;23(7):1035–7.
7. Felson DT. Identifying different osteoarthritis phenotypes through
epidemiology. Osteoarthritis Cartilage. 2010;18(5):601–4.
8. Hinman RS, Crossley KM. Patellofemoral joint osteoarthritis: an important
subgroup of knee osteoarthritis. Rheumatology (Oxford). 2007;46(7):1057–62.
9. Duncan RC, Hay EM, Saklatvala J, Croft PR. Prevalence of radiographic
osteoarthritis–it all depends on your point of view. Rheumatology (Oxford).
2006;45(6):757–60.
10. Kornaat PR, Bloem JL, Ceulemans RY, Riyazi N, Rosendaal FR, Nelissen RG,
Carter WO, Hellio Le Graverand MP, Kloppenburg M. Osteoarthritis of the

16.

17.

18.
19.

20.

21.

22.

23.

24.

25.

26.
27.
28.

29.

30.
31.

32.

knee: association between clinical features and MR imaging findings.
Radiology. 2006;239(3):811–7.
Englund M, Lohmander LS. Patellofemoral osteoarthritis coexistent with
tibiofemoral osteoarthritis in a meniscectomy population. Ann Rheum Dis.
2005;64(12):1721–6.
Iijima H, Fukutani N, Aoyama T, Fukumoto T, Uritani D, Kaneda E, Ota K,
Kuroki H, Matsuda S. Clinical Impact of Coexisting Patellofemoral
Osteoarthritis in Japanese Patients With Medial Knee Osteoarthritis. Arthritis
Care Res (Hoboken). 2016;68(4):493–501.
Farrokhi S, Piva SR, Gil AB, Oddis CV, Brooks MM, Fitzgerald GK. Association
of severity of coexisting patellofemoral disease with increased impairments
and functional limitations in patients with knee osteoarthritis. Arthritis Care
Res (Hoboken). 2013;65(4):544–51.
Farrokhi S, O'Connell M, Fitzgerald GK. Altered gait biomechanics and
increased knee-specific impairments in patients with coexisting tibiofemoral
and patellofemoral osteoarthritis. Gait Posture. 2015;41(1):81–5.
Baker KR, Xu L, Zhang Y, Nevitt M, Niu J, Aliabadi P, Yu W, Felson D.
Quadriceps weakness and its relationship to tibiofemoral and patellofemoral
knee osteoarthritis in Chinese: the Beijing osteoarthritis study. Arthritis
Rheum. 2004;50(6):1815–21.
Glass NA, Torner JC, Frey Law LA, Wang K, Yang T, Nevitt MC, Felson DT,
Lewis CE, Segal NA. The relationship between quadriceps muscle weakness
and worsening of knee pain in the MOST cohort: a 5-year longitudinal
study. Osteoarthritis Cartilage. 2013;21(9):1154–9.
van der Esch M, Holla JF, van der Leeden M, Knol DL, Lems WF, Roorda LD,
Dekker J. Decrease of muscle strength is associated with increase of activity
limitations in early knee osteoarthritis: 3-year results from the cohort hip
and cohort knee study. Arch Phys Med Rehabil. 2014;95(10):1962–8.
Ho KY, Blanchette MG, Powers CM. The influence of heel height on
patellofemoral joint kinetics during walking. Gait Posture. 2012;36(2):271–5.
Manal K, Gardinier E, Buchanan TS, Snyder-Mackler L. A more informed
evaluation of medial compartment loading: the combined use of the knee
adduction and flexor moments. Osteoarthritis Cartilage. 2015;23(7):1107–11.
Collins JE, Katz JN, Dervan EE, Losina E. Trajectories and risk profiles of pain
in persons with radiographic, symptomatic knee osteoarthritis: data from
the osteoarthritis initiative. Osteoarthritis Cartilage. 2014;22(5):622–30.
Waarsing JH, Bierma-Zeinstra SM, Weinans H. Distinct subtypes of knee
osteoarthritis: data from the Osteoarthritis Initiative. Rheumatology (Oxford).
2015;54(9):1650–8.
Duncan R, Peat G, Thomas E, Hay EM, Croft P. Incidence, progression and
sequence of development of radiographic knee osteoarthritis in a
symptomatic population. Ann Rheum Dis. 2011;70(11):1944–8.
Crossley KM, Marino GP, Macilquham MD, Schache AG, Hinman RS. Can
patellar tape reduce the patellar malalignment and pain associated with
patellofemoral osteoarthritis? Arthritis Rheum. 2009;61(12):1719–25.
Crossley KM, Vicenzino B, Lentzos J, Schache AG, Pandy MG, Ozturk H,
Hinman RS. Exercise, education, manual-therapy and taping compared to
education for patellofemoral osteoarthritis: a blinded, randomised clinical
trial. Osteoarthritis Cartilage. 2015;23(9):1457–64.
Callaghan MJ, Parkes MJ, Hutchinson CE, Gait AD, Forsythe LM, Marjanovic
EJ, Lunt M, Felson DT. A randomised trial of a brace for patellofemoral
osteoarthritis targeting knee pain and bone marrow lesions. Ann Rheum
Dis. 2015;74(6):1164–70.
Kellgren JH, Lawrence JS. Radiological assessment of osteo-arthrosis. Ann
Rheum Dis. 1957;16(4):494–502.
Altman RD, Gold GE. Atlas of individual radiographic features in
osteoarthritis, revised. Osteoarthritis Cartilage. 2007;15(Suppl A):A1–56.
Wise BL, Kritikos L, Lynch JA, Liu F, Parimi N, Tileston KL, Nevitt MC, Lane NE.
Proximal femur shape differs between subjects with lateral and medial knee
osteoarthritis and controls: the Osteoarthritis Initiative. Osteoarthritis
Cartilage. 2014;22(12):2067–73.
Van Ginckel A, Bennell KL, Campbell PK, Wrigley TV, Hunter DJ, Hinman RS.
Location of knee pain in medial knee osteoarthritis: patterns and associations
with self-reported clinical symptoms. Osteoarthritis Cartilage. 2016;24(7):1135–42.
Collins SL, Moore RA, McQuay HJ. The visual analogue pain intensity scale:
what is moderate pain in millimetres? Pain. 1997;72(1-2):95–7.
Moore RA, Straube S, Aldington D. Pain measures and cut-offs - 'no worse
than mild pain' as a simple, universal outcome. Anaesthesia. 2013;68(4):
400–12.
Akai M, Doi T, Fujino K, Iwaya T, Kurosawa H, Nasu T. An outcome measure for
Japanese people with knee osteoarthritis. J Rheumatol. 2005;32(8):1524–32.

Iijima et al. BMC Musculoskeletal Disorders (2017) 18:126

Page 11 of 11

33. Zhang Y, Glynn RJ, Felson DT. Musculoskeletal disease research: should we
analyze the joint or the person? J Rheumatol. 1996;23(7):1130–4.
34. Tubach F, Ravaud P, Baron G, Falissard B, Logeart I, Bellamy N, Bombardier C,
Felson D, Hochberg M, van der Heijde D, et al. Evaluation of clinically relevant
states in patient reported outcomes in knee and hip osteoarthritis: the patient
acceptable symptom state. Ann Rheum Dis. 2005;64(1):34–7.
35. Bodian CA, Freedman G, Hossain S, Eisenkraft JB, Beilin Y. The visual analog
scale for pain: clinical significance in postoperative patients. Anesthesiology.
2001;95(6):1356–61.
36. Holla JF, van der Leeden M, Heymans MW, Roorda LD, Bierma-Zeinstra SM,
Boers M, Lems WF, Steultjens MP, Dekker J. Three trajectories of activity
limitations in early symptomatic knee osteoarthritis: a 5-year follow-up
study. Ann Rheum Dis. 2014;73(7):1369–75.
37. Stefanik JJ, Gross KD, Guermazi A, Felson DT, Roemer FW, Zhang Y, Niu J,
Segal NA, Lewis CE, Nevitt M, et al. The relation of MRI-detected structural
damage in the medial and lateral patellofemoral joint to knee pain: the
Multicenter and Framingham Osteoarthritis Studies. Osteoarthritis Cartilage.
2015;23(4):565–70.
38. Holla JF, van der Leeden M, Knol DL, Roorda LD, Hilberdink WK, Lems WF,
Steultjens MP, Dekker J. Predictors and outcome of pain-related avoidance
of activities in persons with early symptomatic knee osteoarthritis: a fiveyear followup study. Arthritis Care Res (Hoboken). 2015;67(1):48–57.
39. White DK, Felson DT, Niu J, Nevitt MC, Lewis CE, Torner JC, Neogi T.
Reasons for functional decline despite reductions in knee pain: the
Multicenter Osteoarthritis Study. Phys Ther. 2011;91(12):1849–56.
40. Johnson SR, Archibald A, Davis AM, Badley E, Wright JG, Hawker GA. Is selfreported improvement in osteoarthritis pain and disability reflected in
objective measures? J Rheumatol. 2007;34(1):159–64.
41. de Rooij M, van der Leeden M, Heymans MW, Holla JF, Hakkinen A, Lems WF,
Roorda LD, Veenhof C, Sanchez-Ramirez DC, de Vet HC, et al. Prognosis of pain
and physical functioning in patients with knee osteoarthritis: a systematic
review and meta-analysis. Arthritis Care Res (Hoboken). 2016;68(4):481–92.
42. Stefanik JJ, Neogi T, Niu J, Roemer FW, Segal NA, Lewis CE, Nevitt M,
Guermazi A, Felson DT. The diagnostic performance of anterior knee pain
and activity-related pain in identifying knees with structural damage in the
patellofemoral joint: the Multicenter Osteoarthritis Study. J Rheumatol. 2014;
41(8):1695–702.

Submit your next manuscript to BioMed Central
and we will help you at every step:
• We accept pre-submission inquiries
• Our selector tool helps you to find the most relevant journal
• We provide round the clock customer support
• Convenient online submission
• Thorough peer review
• Inclusion in PubMed and all major indexing services
• Maximum visibility for your research
Submit your manuscript at
www.biomedcentral.com/submit

