Hip and Knee Osteoarthritis – Patient Information Handout
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The Problem:  Osteoarthritis is one of the most common problems seen by an orthopedic surgeon.  This condition can affect one or multiple joints in a person’s body causing pain and dysfunction.  Patients presenting with arthritis typically are between 60 and 80 years old.  More commonly we are seeing patients presenting at earlier ages.  This is likely due to the increased demands being placed on joints through active lifestyles of the population.  Acute injuries or chronic wear and tear can damage the delicate cartilage surface that allows joints to move smoothly.  Factors such as obesity and congenital deformities can contribute to accelerated degeneration of a joint.  A strong family history of arthritis may point to genetics as an additional causative agent.

The Symptoms: Once a joint develops cartilage damage and arthritis, the changes are irreversible.  Early on, when the damage is not severe, symptoms may come and go based on activity and often with weather changes.  As damage progresses, symptoms may be present all the time, even at rest.  Pain usually gets worse after a day’s activity or strenuous work.  Night pain that disturbs sleep is often an indicator of advanced arthritis.  Swelling will often be noticed in the knee but not usually in the hip or shoulder.  In the knee the pain is usually felt on the inside of the joint.  It can also be felt on the outside or under the kneecap.  Many patients complain of stiffness, grinding or pain in the back of the knee.  Some patients develop a Baker’s cyst at the back of the knee related to increased swelling in the joint.  At the hip, patients usually have posterior or lateral hip pain, typically with groin pain as well.  This pain may radiate down to the knee.  Alternatively, knee pain may be felt in the ankle or hip.  This pattern of pain radiation is common.  Many patients with arthritis will walk with a noticeable limp.  Patients with hip arthritis may notice the affected leg getting slightly shorter due to the loss of cartilage in the joint.  Patients with knee arthritis may notice that they look more bow legged or knock kneed.  This is due to loss of cartilage on one side of the knee which causes collapse and deformity.
Diagnosis:  In advanced cases, the diagnosis of hip or knee arthritis is not difficult.  Usually the diagnosis can be made by your doctor with a history and physical exam, combined with appropriate x-rays.  In the earlier stages of joint damage, diagnosis may be more difficult.  X-rays may be normal and specific physical findings may be lacking.  Further investigations such as a bone scan or MRI scan may be appropriate to assist in making the diagnosis.  Your doctor will decide which tests are appropriate.
Treatment:  The treatments for osteoarthritis include surgical and non-surgical options.  Each option may not be appropriate for every patient.  Treatment decisions have to factor in patient preferences and the current stage of the patient’s disease.  Some treatments work better in the earlier stages but are ineffective later on.  Some treatments may be prohibitive due to their cost alone, and therefore are not appropriate for all patients.  Other patients may not be able to tolerate certain medications or treatments for various other reasons.  Ultimately, a treatment plan must reflect the individual circumstances and needs of each patient.  The following is a discussion of the more commonly accepted treatments for osteoarthritis that I recommend.  It may not be a totally comprehensive list, but it is adequate for the purpose of this handout.

Non-operative Treatments:
1.) Weight loss – can result in considerable reduction of symptoms if a patient is overweight.  This is easy to suggest but difficult to accomplish for most patients. 
2.) Cane – When used in the opposite hand can take up to 50% of the strain off of the affected arthritic joint and help ease pain.  This treatment is highly recommended.
3.) Physiotherapy – has mixed results with most patients not realizing huge relief.  Muscle strengthening in a gym setting may have some minor benefit.

4.) Medications – Tylenol is the first line of treatment.  It often works well.  If Tylenol is not effective, anti-inflammatories can be tried next.  Aspirin is the most basic anti-inflammatory.  Others include Ibuprofen (600 mg every 4 hours), Indocid, and Naproxen etc.  Many patients experience stomach upset with anti-inflammatories.  Some medications come with stomach protectors, like Arthrotec.  Others claim to have less side-effects on the stomach such as newer medications like Celebrex.  Most anti-inflammatories work equally as well as the next, but different medications may provide variable results for each patient.  I suggest you try two or three different kinds before stating that they do not work for you.  If they all cause stomach upset, then they are not for you.  If you have a past history of stomach upset or ulcers, anti-inflammatories are not recommended.  Other side effects to watch for include swelling and easy bleeding or bruising. These should be reported to your doctor.

5.) Glucosamine sulfate/Chondroitin sulfate/MSM etc. – These herbal remedies are essentially proteins found in cartilage.  Some patients report decreased arthritis pain with the use of these supplements.  Most patients, however, do not see any benefit. No scientific studies have shown any meaningful benefit from these drugs. These compounds are OK to try, but if no benefit is seen after three months of use, you may want to consider discontinuing them. 
6.) Bracing – This option is appropriate for knees and not hips.  Some people find an over the counter Neoprene knee sleeve provides some measure of comfort.  If you have significant malalignment of your knee (knocked knee or bowed legs) a more expensive Unloader brace may provide benefit.  These bulkier braces are best used during specific activity such as golf or walking.  Most patients will not tolerate wearing the Unloader brace all day.  Some extended health plans will cover a portion of the more expensive braces which run from $600.00 to over $1000.00.
7.) Viscosupplementation (Synvisc, Orthovisc, Neovisc, Durolane etc) – all of these compounds contain Hyaluronic acid or a close relative of this protein, which is found in native human cartilage.  No one is sure why this product works when injected into the knee.  Some people call it a lubricant but it probably does not provide any long lasting lubrication to the joint.  This treatment involves either one or three injections into the knee.  Hips are rarely ever injected due to the difficulty of access to the hip.  Risks include a one in one thousand risk of infection and a 1-3% chance of an allergic reaction to the compound which usually resolves on its own.  Makers of these compounds claim a 70% good to excellent response although they admit that the effect only lasts 6-12 months.  I have found good results with this product to be less than 70%.  Injections can be repeated if they are effective.  The cost is typically $200-$400.00 and is not covered by MSP.  Some extended care plans will cover part of the cost.

8.) Cortisone injections – this can be a very effective treatment in some patients. Cortisone is a powerful anti-inflammatory medication. The duration of effect is variable but occasionally can be long lasting.  Again there is a small risk of infection or a ‘steroid flare’ up of the knee.  Hips can also be injected at the hospital with radiological guidance.  Multiple injections are discouraged because the cortisone can have an undesirable effect on joint cartilage.  The cortisone is not absorbed into the blood stream in any meaningful doses, so it doesn’t cause side effects outside of the joint. Patients with diabetes may see a temporary spike in their blood sugars after injection.
Operative Treatments

1.) Arthroscopy – this treatment applies mostly to the knee. It is only considered in certain situations as it will not be effective in most patients.  Hip arthroscopy is difficult and not recommended for moderate to advanced arthritis.  This procedure is done as a daycare surgery and involves two or three small incisions over the knee.  A camera is inserted into the joint and the joint surfaces and shock absorber cartilage (meniscus) are inspected.  Any loose bits of cartilage are flushed out and meniscal tears are also trimmed.  This procedure works best with early osteoarthritis and is not recommended for advanced cases.  The success rate in the literature is about 60%, although symptoms can return after 1-2 years.  There is a low risk of infection (1 in 100 or less), and stiffness can occasionally be a problem.  Blood clots in the leg after surgery are extremely rare.  The occasional patient may have more knee pain after an arthroscopy so each patient must consider the risks and the benefits of the procedure.  Recovery following surgery usually between 3-6 weeks, but occasionally can take longer depending on the patient and their knee.
2.) High tibial osteotomy- this procedure may be appropriate for a younger patient (less than 50 yrs) with significant leg malalignment and only one part of the joint affected (either the inside or the outside).  It involves making a cut in the tibia bone and re-aligning the limb to take pressure off of the arthritic part of the knee.  In the properly selected patient, this procedure can work well for up to 10 years.  The advantage is that once the bone heals, a patient can run, jump or do whatever they want on the knee without worrying about ruining a partial or complete joint replacement.  Osteotomies are not typically done for hip arthritis except in rare cases. 

3.) Uni-compartamental knee arthroplasty – This is essentially a partial knee replacement of either the inside or the outside portion of the knee.  It can rarely be done for arthritis of the knee cap in select patients.  This procedure is best suited for older (>60), low to moderate demand patients who are slim with good range of motion of the knee to start with.  The operation itself is done through a smaller incision and results in less pain, less blood loss and a shorter hospital stay compared to a total knee replacement.  Patients have a more normal feeling knee as most of the joint remains intact.  The long term survival of these implants at 10-15 years is greater than 90%, making them an attractive option in the appropriately selected patient.  Only your surgeon can decide whether you are a candidate for this operation or not.

4.) Total joint replacement.

A.) Total hip replacement – is a major operation designed to replace the surfaces of the ball and socket joint of the hip with metal and plastic.  The success rate of this operation is very high.  The surgeon implants metal components without bone cement in most cases.  An incision is made over the hip and tendons are taken off of the bone in order to get at the hip joint.  The arthritic bone is then removed and components are placed.  Patients can expect to be in hospital 2-4 days after surgery.  Recovery is usually 6-12 weeks.  Risks of the surgery include but are not limited to: infection, bleeding requiring transfusion, nerve damage, fracture of the femur bone, blood clots in the leg, and dislocation.  Patients can have reactions to the anaesthetic or can have heart attacks/strokes as a result of blood loss.  Everything that can be done to prevent these complications will be done prior to, during, and after the surgery.  The operative leg may be either slightly shorter or longer by 1-2 centimeters following the surgery.  Although we strive to achieve equal leg lengths in every patient, we can never guarantee this.  Hip stability always takes priority over leg length.  A shoe lift can be used on the shorter leg post-operatively if necessary. 
B.) Total knee replacement – is a major operation to replace all of the surfaces of the knee joint.  One exception is the patella (kneecap).  If this is very healthy at the time of the surgery, it will be left alone and not resurfaced.  Leaving a healthy patella alone does not affect the results of the surgery in terms of pain relief.  Knee replacement surgery is highly successful at relieving pain.  The recovery and rehabilitation is a little bit harder than a total hip replacement.  Most patients require a full 3 to 4 months to recover motion and strength in the leg.  Risks are the same as listed above for total hips, except you will not see leg length issues or dislocation with a knee.  The other problem we worry about in the knee is stiffness.  Patients must work very hard to get the knee bending after surgery or it may not flex an adequate amount.  Rarely, a patient will require a manipulation under anaesthetic to achieve proper motion.
I hope that this information has helped you to understand your arthritic condition better. 
