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ABSTRACT 

  

Objective:  To assess the functional disability in knee osteoarthritis 

patients using aggregated locomotor function (ALF) score in correlation 

to clinical and radiological variables.  

Patients and methods:  43 patients, 22 females (51.2 %) – 21 males 

(48.8%), with a clinical diagnosis of knee osteoarthritis were included in 

the study. The mean age of the patients in the study was 58.0 ± 9.0 (yrs) 

with a range of 40.0 – 75.0 (yrs).   All subjects fulfilled American 

College of Rheumatology (ACR) clinical criteria for knee OA (2004). 

Patients were excluded if they had traumatic or inflammatory arthritis or 

major concurrent illness. All patients were subjected to full history 

taking, clinical examination, radiological evaluation and functional 

assessment using the ALF score.  

Results: The mean time of the (ALF) score in the study patients was 43.58 

± 14.58 sec. with a range 23.92 - 80.42 sec.  There was a significantly 

high ALF mean score in patients with muscle power grade 3 than those 

with muscle power grade 4 or 5, patients with score (2) tenderness than 

those with score (1) or (0) and patients with knee effusion than those 

without.   There was a higher ALF score in patients with varus or flexion 

deformity than patients without deformity. Radiologically, patients with 

X - ray grade 4 had ALF mean higher than those with grade 3, 2 or 1. A 

significant positive correlation was found between ALF score  and  age 

(r=0.453**, P=0.002), weight (r=0.888 , P= 0.022), BMI (r=0.755, 

P=0.039) and VAS for pain (r=0.307* , P=.045).  



 

 

 

Conclusion: This study has demonstrated that a simple timed measure of 

locomotor function can be used as a measure of physical functioning. 

Knee OA patients with worse clinical condition (knee joint effusion, 

deformity, tenderness, weak quadriceps muscle strength, limited range of 

motion and high BMI) or more radiological damage revealed to be more 

functionally disabled and had high ALF score. The individual 

components of the ALF challenge the locomotor function of patients with 

knee OA, but are not so demanding that they cannot be completed. 

Consequently, the measure appears to offer the patient and clinician an 

appropriate, simple and convenient outcome measure in the treatment of 

knee OA.  
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Introduction 

 

INTRODUCTION 
       

  
        OA, the most common form of arthritis, is a degenerative 
joint disease characterized by joint pain and dysfunction caused by 
a progressive and irreversible loss of articular cartilage (Boileau et 
al., 2008). 

 
  OA is the most common form of arthritis, affecting nearly 27 
million Americans or 12.1% of the adult population of the United 
States  (Lawrence et al., 2008). 
 

OA is one of the common chronic medical conditions 
encountered with old age, and a major cause of disability  which 
leads to a decline  in physical function that may ultimately require 
joint replacement surgery (Powell et al., 2005).  

 
OA can be defined by symptoms or pathology. The pathology 

of osteoarthritis involves the whole joint in a disease process that 
includes focal and progressive hyaline articular cartilage loss with 
concomitant changes in the bone underneath the cartilage, 
including development of marginal outgrowths, osteophytes and 
increased thickness of the bony envelop (bony sclerosis).  Many 
people with pathologic and radiographic evidence of osteoarthritis 
have no symptoms. From a clinical perspective, the most 
compelling definition of disease is one that combines the 
pathology of the disease with pain that occurs with joint use 
(Jordan et al., 2000). 

 
Radiographic OA is usually defined as the presence of a 

definite osteophyte on the radiograph. Some subjects with 
radiographic OA have symptoms and others do not.  Symptomatic 
OA is usually defined as the presence of symptoms and 
radiographic evidence of OA (Felson, 2004). 
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   Epidemiological studies have estimated that symptomatic 
radiographic knee OA affects 10% of adults >55 years of age (Peat 
G et al.,2001).  

 
Clinically, the condition is characterized by joint pain, 

tenderness, limitation of movement, crepitus, occasional effusion, 
and variable degrees of local inflammation (Dieppe, 1999). 

 
Osteoarthritis is one of the leading causes of chronic disability. 

Recent estimates suggest that symptomatic knee OA occurs in 13% 
of persons age 60 and over. The prevalence is expected to increase 
further as the population ages (Dieppe and Lohmander, 2005). 

 
The most widely used classification schemes for OA are based 

on the radiological appearance of the joint. The radiological 
hallmarks of OA are osteophyte formation, joint space narrowing, 
and sclerosis and cyst formation. Severity may be graded based on 
the 0-4 scale developed by Kellgren and Lawrence (Kellgren and 
Lawrence, 1957). 

 
Assessing the relationship between radiographic features of 

knee OA, pain and disability is complex. Previously, a lack of 
correlation between symptoms and radiographs has been found 
probably related to the joint views taken (Hannan et al., 2000). 

 
Objective assessment of locomotor function of timed walking, 

stair ascent and descent and transferring to and from a chair has 
been used by several investigators in the field of knee osteoarthritis 
(Van Baar et al., 1998). 

 
Recently the times of these individual activities have been 

aggregated to form one timed sore. By aggregating the time of the 
activities, a better objective assessment of the patient overall 
functional capabilities can be obtained (McCarthy et al., 2004). 
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Aim of the work 
 

To correlate the aggregated locomotor function score with the 
clinical and radiological variables in patients with knee OA. 
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