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Rationnel
• Que pensent les patients/soignants des Interventions Non-Médicamenteuses ?

Ø Vision fataliste: « usure » « vieillissement »

Ø Inefficace voire délétère:
§ Chirurgie inéluctable et unique solution

§ Peur de retarder chirurgie

§ Peur d’aggraver avec Activité Physique

§ Manque de preuve

Ø Banalisation de l’arthrose et des Interventions Non-Médicamenteuses

Ø Manque de légitimité / frustration 
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Méthodologie

• Initié en octobre 2020
• Déclarations d’intérêts au préalable
• Basée sur méthodologie EULAR
• Analyse systématique de la littérature sur l’efficacité et la tolérance des 

traitements NP de la gonarthrose:
• Aides techniques (orthèses, chaussures…)
• Exercices et activités physiques
• Traitements topiques (US, laser, acupuncture…)
• Education
• Nutrition (perte de poids, aliments, compléments, régimes)

• Août 2018 à Octobre 2021

van der Heijde D et al. Ann Rheum Dis 2015 ;74 :8-13 



Méthodologie

• Recommandations internationales récentes

Kolasinski SL et al. Arthritis and Rheumatology 2020

Bannuru RR et al. Osteoarthritis and Cartilage 2020

Bruyere O et al. Seminars in Arthritis and Rheumatism 2020

American Academy of Orthopaedic Surgeons Management of 
Osteoarthritis of the Knee. August 31th 2021



Méthodologie
• Type d’études: Méta-analyses, essais contrôlés randomisés
• Recherche :

• Manuelle par bibliographistes
• Automatisée = BIBOT = Nathan FOULQUIER

• Base de données:
• PubMed, MedLine
• Cochrane Library
• PEDRO
• PASCAL, FRANCIS

• Evaluation du niveau de preuve et force des recommandations
• Evaluation de la qualité des études (Jadad)
• Comité de relecture (en cours) pour le degré d’accord



Méthodologie

• 6 GROUPES DE TRAVAIL +++

• Intégrer
Ø la composante médico-économique
Ø la composante cognitivo-comportementale (observance, motivation)
Ø les comorbidités
Ø la localisation FP/FT

GT1 Aides techniques
Quentin KIRREN

Paul ORNETTI, Christelle NGUYEN

GT2 Thérapies physiques
Camille DASTE

Alexandra ROREN, François RANNOU

GT3 Topiques
Gaëlle OUVRARD

Anne-Christine RAT, Philippe THOUMIE

GT4 Education
Romane RUSCHER, Emmanuel 
COUDEYRE, Yves-Marie PERS

GT5 Nutrition
Constance BORRIE

Jérémie SELLAM, Stéphane 
WALRAND, Sébastien CZERNICHOW

GT Qualitatif
Cédric LOPEZ

Laurence BAUMANN, Agnès OUDE-
ENGBERINK, Yves-Marie PERS



Méthodologie

• PRODUIT FINAL

• Recommandations sous la forme de « bullet point » (15 max, 
idéalement 5 recommandations générales + 10 recommandations 
spécifiques)

• Commentaires/Justifications/Précisions
• Communication :
• Vignettes cliniques en lien avec Recos pharmaco
• Podcast SFR
• AFLAR, autres médias



Résultats

Principes généraux Grade Degré d’accord 
(moyenne; ET)

A. La prise en charge optimale de la gonarthrose associe des mesures non pharmacologiques
et pharmacologiques, dans le cadre d’un accompagnement faisant intervenir des
professionnels de santé et de l’activité physique

D 9.82 ± 0.72



Résultats

Adapter le discours 
Créer une ALLIANCE

Prendre en compte le profil du patient +++
épanchement, intensité de douleur, handicap, comorbidités, 
contexte professionnel, caractère aigu/chronique, arthrose 

isolée/généralisée…

Principes généraux Grade Degré d’accord 
(moyenne; ET)

A. La prise en charge optimale de la gonarthrose associe des mesures non pharmacologiques
et pharmacologiques, dans le cadre d’un accompagnement faisant intervenir des
professionnels de santé et de l’activité physique

D 9.82 ± 0.72

B. La prise en charge non-pharmacologique de la gonarthrose doit être personnalisée et
fondée sur une décision partagée en tenant compte des besoins et des préférences du patient

D 9.83 ± 0.45



Résultats

Toutes mesures visant à améliorer 
l’adhésion dont les modalités sont à 

personnaliser doivent être 
implémentées

Nelligan et al. JAMA Int Med 2021

Principes généraux Grade Degré d’accord 
(moyenne; ET)

A. La prise en charge optimale de la gonarthrose associe des mesures non pharmacologiques
et pharmacologiques, dans le cadre d’un accompagnement faisant intervenir des
professionnels de santé et de l’activité physique

D 9.82 ± 0.72

B. La prise en charge non-pharmacologique de la gonarthrose doit être personnalisée et
fondée sur une décision partagée en tenant compte des besoins et des préférences du patient

D 9.83 ± 0.45

C. L’adhésion à long terme des patients aux mesures non-pharmacologiques est déterminante
et nécessite des réévaluations régulières

C 9.65 ± 0.65



Résultats

- Pratiques psycho-corporelles peuvent être proposées si professionnel qualifié (Tai chi, Baduanjin, Yoga )

Principes généraux Grade Degré d’accord 
(moyenne; ET)

D. L’activité physique adaptée comportant en particulier des exercices physiques réguliers,
dynamiques et globaux, à sec et/ou en milieu aquatique, doit être systématiquement proposée

B 9.73 ± 0.57



Résultats

Acquérir des compétences
Facteur d’adhésion
Multidisciplinaire

Principes généraux Grade Degré d’accord 
(moyenne; ET)

D. L’activité physique adaptée comportant en particulier des exercices physiques réguliers,
dynamiques et globaux, à sec et/ou en milieu aquatique, doit être systématiquement proposée

B 9.73 ± 0.57

E. Une éducation du patient sur la gonarthrose associée à l’acquisition de techniques d’auto-
gestion doit être systématiquement proposée

B 9.15 ± 1.10



Résultats

Recommandations Grade Degré d’accord 
(moyenne; ET)

1. En cas de douleurs prédominant sur un compartiment fémoro-tibial, la
prescription d’une orthèse articulée de décharge unicompartimentale peut être
proposée

1A – B 9.00 ± 0.97

www.nature.com/scientificreports/
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improve function. Although several studies have investigated the effectiveness of unloading brace treatment for 
knee OA6–12, the recently published Cochrane review that included 13 studies (4 investigating unloading knee 
braces) concluded that there is still very limited evidence for the benefits of bracing, mainly because of bias ques-
tioning the results from most studies13. In addition, the reported beneficial effect of unloading knee braces varies 
depending on whether they are compared to controls without brace, with neutral knee braces, with knee sleeves 
or with insoles14. Therefore, the aim of ROTOR study was to assess, in a randomized controlled trial, the additive 
effect of the REBEL RELIEVER unloading knee brace, which contains a patented Loadshifter Relief Mechanism 
for adjusting corrective forces (Fig. 1), in conservative treatment of medial OA. The ROTOR cohort consisted of 
patients with symptomatic medial knee OA who required management of persistent disabling pain. The REBEL 
RELIEVER unloading knee brace is designed to accomplish two primary goals. First, the rigid superstructure of 
the brace will help maintain the leg in a normal (also called neutral) alignment. Second, the brace applies correc-
tive forces by means of a three-point pressure system. These corrective forces help distribute load away from the 
damaged compartment. The amount of corrective force can be increased as needed by making adjustments to the 
angle of the thigh shell.

�������
��������Ǥ� A total of 67 patients were screened for eligibility and randomly assigned to receive either a REBEL 
RELIEVER unloading knee brace + usual care (n = 32) or usual care alone (n = 35) (Fig. 2). Seven patients with-
drew from the study (4 [12.5%] in the Brace group and 3 [8.6%] in the Control group) and 60 patients (89.6%) 
completed the trial. Reasons for study interruption included patient’s consent withdrawal (5 patients [71.4%]), 
lost to follow-up (1 patient [14.3%]) and other reason (1 patient [14.3%]). The intent-to-treat (ITT) and safety 
population sets comprised 67 patients. Seven patients presented major protocol deviations (did not fulfil inclu-
sion/exclusion criteria; duration of treatment <30 days; forbidden concomitant treatment) and the resulting per 
protocol (PP) population comprised 56 patients (28 in each group).

Patients’ characteristics were comparable at baseline between the two groups (Table 1). The mean (standard 
deviation [SD]) age of patients was 65.7 (9.6) years, 44 (65.7%) were women, and 49 (73.1%) presented over-
weight or class I obesity according to World Health Organisation’s classification15. The mean (SD) OA duration 
was 8.6 (7.1) years and for 40 (67.8%) patients, both knees were affected. Baseline pain scores and Lequesne index 
were high, indicating that symptomatic OA was associated with pain and very severe disability.

���������ƥ�������������Ǥ� Last 24h-pain scores on the ITT population are presented in Table 2. The 
mean last 24h-pain score significantly decreased over 6 weeks in both groups (Fig. 3). There was a significant 
between-group difference for change in last 24h-pain score according to estimates of the covariance model at 
Week 6 (−41.4 mm for the Brace group vs −15.4 mm for the Control group, mean between-group difference 
−26.0 mm [95% CI −41.6 to −10.3], P < 0.0001) (Table 2). Sensitivity analyzes confirmed the results of the main 

Figure 1. REBEL RELIEVER unloading knee brace picture (A) and mechanism of action (B). The REBEL 
RELIEVER unloading knee brace is universally adaptable for medial osteoarthritis (OA), lateral OA, and 
ligament instability. The brace is designed to stabilize the knee by gently applying a three-point corrective force 
to the leg. Townsend’s patented LoadShifter technology provides the necessary mechanical leverage to shift 
compressive forces away from the damaged side of the knee. The rigid superstructure of the brace effectively 
limits varus or valgus misalignment, and redistributes the patient’s weight across a broader aspect of the knee 
joint resulting in less pain.

Thoumie et Al. Scientific Reports. 2018

intercondyle position, thus limiting overload of the medial
compartment20,21 (Fig. 1; Appendix e Part A).

Follow-up assessments

Follow-up assessments were performed using self-reported in-
struments (VAS pain, knee injury, and osteoarthritis outcome score
(KOOS), and osteoarthritis knee-and-hip quality-of-life (OAKHQOL)
questionnaires22,23) at baseline (M0) and at each follow-up visit
(M6 and M12). Patients were told that they would join the ODRA or
UCA group after all assessments performed at M0 in order to limit
potential disappointment bias of not receiving the brace. Moreover,
patients were given the opportunity to try the ODRA brace at the
end the protocol.

Clinical follow-up was completed via phone calls every 2
months for 1 year to collect compliance and safety data for the
brace (in the ODRA group), and healthcare consumption (for both
groups). Patients were given a diary to complete, which was then
used as support for the phone calls in order to limit recall bias.
During phone calls, patients were asked to complete the EuroQol 5-
Dimension questionnaire (EQ-5D-3L®), a validated, standardized
instrument commonly used for medico-economic evaluation24e26.

Outcome measures

Effectiveness was defined as the benefit of the knee bracing
compared with routine clinical practice27. The primary outcome
was the change in VAS pain (0e100, minemax) between M0 and
M12. Secondary effectiveness outcomes were the changes in KOOS
subscale scores (pain, other symptoms, function in activities of
daily living, function in sport and leisure, and knee-related quality
of life)23 and OAKHQOL domain scores (OA-specific domains
covering physical activities, mental health, social support, social
activities, and pain)22,28 between M0 and M12. For both question-
naires, scores were normalized to a scale from 0 (worst) to 100
(best). At M12, the proportion of patients who experienced a clin-
ically relevant improvement (minimal clinically important differ-
ences; MCID)29 was calculated for VAS pain, KOOS function in
activities of daily living, and the five domains of the OAKHQOL
questionnaire. The proportion of patients who reached the patient-
acceptable symptomatic state (PASS)30 was computed for VAS pain.
The selected MCID and PASS thresholds are shown in Table A1
(Appendix e Part B)29,31.

The safety of the knee brace was assessed according to the po-
tential (local and/or general) number of adverse effects of wearing
the brace, compiled from phone calls and follow-up consultations.
Compliance was self-reported and assessed according to the mean
time the brace was worn (number of days per week and hours per
day) over 1 year. Healthcare consumption types included analge-
sics, NSAIDs, and steroid and IAHA injection.

A costeutility approach was used to assess the efficiency of the
ODRA brace. It was specifically assessed by calculating the cost per
quality-adjusted life year (QALY), based on the EQ-5D-3L (Appendix
e Part C)32. For both groups, direct medical costs were estimated
from the data obtained during each phone call from the societal
perspective (including medical consultations, physiotherapy ses-
sions, spa therapy, imagery, surgery, pharmacological treatments,
and devices (including ODRA) (Appendix e Part C and Table A5).

Sample size

We assumed an absolute reduction in VAS pain of 19.9 points
out of 100 for the ODRA group (based on the MCID for knee OA33)
and no reduction (0 points out of 100) for the UCA group. Based on a
previous exploratory study21, which showed an absolute reduction

in pain (25 points ± 25.3) after 12 months in 20 knee OA patients
wearing the ODRA brace, we increased the expected variability by
setting the standard deviation (SD) at 30 for the ODRA group and 40
for the UCA group in order to take the heterogeneity of patient
management in the UCA group into account. Based on these as-
sumptions, with an alpha risk of 5% and a power of 80%, 51 patients
were required per group. We planned to enroll 60 patients in each
group in case patients were lost to follow-up.

Statistical analysis

At baseline, we compared the demographic (age, sex, body mass
index (BMI), social deprivation using EPICES score, education level)
and disease characteristics (OA disease duration, KL grading, OA
treatments) between groups using chi-square tests for qualitative
variables and Student's tests or non-parametric tests for continuous
variables.

The outcome measures were described for each group using
mean change from baseline to follow-up with 95% confidence in-
tervals (CI). As specified in the protocol, the primary analysis was
performed on complete data, with an intention-to-treat analysis
under the assumption of maximum bias34 for patients lost to
follow-up (no change in pain in the ODRA group, reduction of 20
points in the UCA group), and adjusted for unbalanced factors be-
tween groups when there were differences at baseline (P < 0.20).
Therefore, the main analysis included all patients with no missing
data for adjustment variables under the maximum bias hypothesis.
This was then completed by a full-set analysis (exclusion of patients
with missing data on outcome). The change in VAS pain between
baseline and each follow-up was analyzed separately using linear
regression. The changes in the KOOS and OAKHQOL scores were

Fig. 1

Representation of the
distractionerotation mecha-
nism of the ODRA brace
(Laroche et al., 2014; with
permission).

Osteoarthritis
andCartilage
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Please cite this article as: Gueugnon M et al., Effectiveness, safety, and costeutility of a knee brace in medial knee osteoarthritis: the
ERGONOMIE randomized controlled trial, Osteoarthritis and Cartilage, https://doi.org/10.1016/j.joca.2020.11.009

Gueugnon et Al. Osteoarthritis and Cartilage. 2020



Orthèses de décharge
Études Population N Intervention Contrôle Douleur Fonction QoL Qualité

Mobina
2019

FT médial 21 Orthèse valgus 3 points OP latérale pronatrice + - JADAD 2
Pas de groupe contrôle

Thoumie
2018

FT médial 67 Orthèse articulée (REBEL Reliever) + soins 
classiques

Soins classiques + + JADAD 3

Gueugnon
2021

FT médial 120 Orthèse valgus (distraction et rotation 
externe dynamique) + soins classiques

Soins classiques + + + JADAD 3

Robbins
2020

FT médial 171 Orthèse valgus ou exercices ou TCC Education - - JADAD 3
Intervention hétérogène

Hjartarson
2018

FT médial 150 Orthèse de décharge Attelle fictive (sans 
sangle de force)

+ + + JADAD 1
Nbx perdus vue

Madara
2019

FT ou FP 33 Orthèse varus/valgus/neutre + étirements étirements + - JADAD 2

Robert-Lachaine
2020

FT médial 24 Orthèse de décharge en valgus et rotation 
externe

Orthèse fonctionnelle 
ou orthèse 3 points

- - - JADAD 3
Pas de comparateur/Cross over

- Absence de comparateur adéquat
- Biais élevé car études ouvertes
- Efficacité potentielle sur la douleur, fonction, qualité de vie des orthèse correctrices en valgus (vs soins 
classiques)
- Suivi indispensable de l’adhésion car contraintes (5h/jour, effet modeste 7mm) et problème de tolérance
- Indications: arthrose post-traumatique, induction d’une Activité Physique
- Contrainte économique (grand appareillage 100%...)

-
+ Effet bénéfique

Pas d’effet

Non-évalué



Résultats

Recommandations Grade Degré d’accord 
(moyenne; ET)

2. Les bandes adhésives de contention ou les orthèses souples ne doivent pas
être proposées pour la prise en charge symptomatique de la gonarthrose

1B – C 7.76 ± 2.59



Bandages (kinesio-taping)

- Grande hétérogénéité des résultats, niveau de preuve faible
- Pas de franche efficacité sur la douleur et fonction vs sham KT, ni en association aux exercices

Études Population N Intervention Contrôle Douleur Fonction QoL Qualité

Maryam 2018 FP 111 KT + AINS Sham KT + AINS + JADAD 2
Multiples biais

Halil 2018 FT ou FP 61 KT Sham KT + + JADAD 2
Mais pas effet à M1/M3

Yago 2020 FT ou FP 45 KT Sham KT - - JADAD 3

Abolhasani 2019 FT ou FP 30 KT Sham KT + + JADAD 3

Rahlf 2019 FT ou FP 141 KT Sham KT - + JADAD 3

Léon-Ballesteros 2020 FT ou FP 32 KT + exercices Sham KT + exercices - - JADAD 3

Donec 2019 FT ou FP 187 KT Sham KT + - JADAD 2
Perdus de vue ++

Oguz 2021 FT ou FP 22 KT + exercices Exercices - - JADAD 3

Musa 2021 FT ou FP 60 KT + exercices Exercices + + JADAD 3

Ozge 2020 FT ou FP 60 KT + auto-exercices Auto-exercices - - JADAD 1

Parekh 2018 FT ou FP 50 KT + exercices Exercices + - JADAD
Multiples biais

-
+ Effet bénéfique

Pas d’effet
Non-évalué



Genouillères souples
Études Population N Intervention Contrôle Douleur Fonction QoL Qualité

Kolisek
2018

FT ou FP 60 Manchon (Reaction WEB Donjoy) Exercice + - NE JADAD 1
Biais multiples

Yamamoto
2019

FP 57 Manchon en néoprène avec découpe de 
la rotule

Manchon fonctionnel 
(en caoutchouc)

- - NE JADAD 3

Aishah Mohd Sharif
2019

FT ou FP 19 Manchon sans découpe de la rotule Manchon avec découpe 
de la rotule

+ + NE JADAD 2
Effectif faible, WOMAC + élevé 
Gr intervention

-
+ Effet bénéfique

Pas d’effet

Non-évalué

- Peu d’études
- Études discordantes avec biais multiples
- Proprioception ? Effet placebo/court-terme
- Stabilisation si instabilité patellaire

sleeve, the measurements were repeated. In the second
visit, which was scheduled 6weeks after sleeve applica-
tion, the post 6-week effects were recorded. During
each visit, gait analysis was conducted, while walking
on a flat surface, on a controlled speed; the Western
Ontario and McMaster Universities Osteoarthritis
Index (WOMAC) was used to assess the pain levels of
the participants. Walking data were collected with
sleeves on and off, for pre, immediate and post treat-
ment. The controlled walking speed was monitored

using a timer to ensure that the speed reflects the aver-
age walking speed of a normal person, which is esti-
mated at 1.36 0.2m/s.24 We chose specific gait cycles
from one walking trial, in which the individual was
walking on the force plates to obtain the KAM data. A
total of 16 markers were placed on the lower extremity
following the Helen Hayes standard marker set.25

Each participant performed 12 successful walking
trials, and the mean data were used for analysis. We
did not use any knee alignment device (KAD) in the

Figure 1. The two knee sleeves that were used in the study: (a) basic knee sleeve (Knee sleeve A) And (b) knee sleeve with patella
cutout (Knee sleeve B) (Drytex Basic Knee Sleeve, DonJoy, USA).

Figure 2. Study protocol.

1134 Proc IMechE Part H: J Engineering in Medicine 233(11)

Aishah Mohd Sharif et Al. J 
Engineering in Medicine. 2019

Yamamoto et Al. Acta Orthop Bras. 2019



Résultats

Recommandations Grade Degré d’accord 
(moyenne; ET)

3. Le port de chaussures souples avec semelles amortissantes doit être conseillé 1B – C 8.97 ± 1.47

?



Chaussures adaptées

- Le port de chaussures à semelles plates doit être évité
- Pas de talon surélevé
- Privilégier chaussures confortables avec bon support pour l’arche du pied

Études Population N Intervention Contrôle Douleur Fonction QoL Qualité

Kade
2021

FT 164 Chaussures flexibles à semelles plates Chaussures avec 
soutien solide

- - - JADAD 3
Biais faible
Efficacité douleur Gr CT

Reichenbach 
2020

FT 220 Gousses convexes externes réglables 
fixées à la semelle extérieure

Chaussures CT + + - JADAD 3
Biais faible

-
+ Effet bénéfique

Pas d’effet
Non-évalué



Semelles orthopédiques
Études Population N Intervention Contrôle Douleur Fonction QoL Qualité

Salam 2019 FT médial 40 OP latérale + soins classiques Soins classiques + + + JADAD 2
Multiples biais

Wyndow 2021 FP 46 OP néoprène + chaussures Chaussures - - - JADAD 3
Étude de faisabilité

Felson 2019 FT médial 62 OP latérale OP neutre + - - JADAD 3
NS pour KOOS pain

Tan 2019 FP 26 OP avec support de la voûte 
plantaire et cale de varus de 6°

OP plate - + - JADAD 3
Étude de faisabilité

Ferreira 2021 FT médial 38 OP latérale OP plate - - - JADAD 3
Nbx perdus vue

HealthPartners
Institute 2019

FT médial 12 OP latérale OP plate - JADAD 1

- Pas d’efficacité des semelles correctrices = Non-recommandées
Sauf si troubles statiques…
- Semelles amortissantes neutres = avis d’experts +++

-
+ Effet bénéfique

Pas d’effet

Non-évalué



Résultats

Recommandations Grade Degré d’accord 
(moyenne; ET)

4. Le port d’une canne peut-être proposé pour soulager les douleurs et/ou
améliorer la marche

1B – C 9.03 ± 1.05

diagnoses falsely suggestive of OA-related BMLs.11 Subsequently,
based on the MRI Osteoarthritis Knee Score,21 knee joints were
subdivided in medial/lateral tibiofemoral and patellofemoral joint
compartments. Absolute BML volumes (mm3) were calculated for
each compartment separately and volumes of medial tibial and
femoral BMLs summed for the primary outcome. To normalize BML
volumes to bone volume units, absolute BML volumes were divided
by end-bone volumes (mm3) determined from the sameMR images
via semi-automated slice-by-slice segmentations of bone contours
using custom-written software (Matlab, The MathWorks Inc.,
Natick, MA).11 (Fig. 2) Quality assurance was performed for pairs
showing BML volume changes of !50%. This led to 33 cases
reviewed and 12 corrected.

Secondary outcomes comprised either baseline to 3 months
changes or were collected at 3 months only. These included BML
volumes of the medial tibia and medial femur separately, as per the
primary outcome; knee pain using the Western Ontario McMaster
Universities Osteoarthritis Index (WOMAC, Likert version 3.1) pain
subscale (scores ranging 0e20, higher scores indicating worse
outcomes and minimum clinically important difference (MCID) of
!18% from baseline)22; difficulty with physical functioning using
the WOMAC physical function subscale (scores ranging 0 (no
dysfunction)-68 (maximum dysfunction) and MCID of 6 non-
normalized units)23; average overall knee pain and knee pain on
walking during the past week, both recorded on separate 11-point
numeric rating scales (NRS) with terminal descriptors “0¼ no pain”
to “10 ¼ worst pain possible” and MCID of 1.8 units24; participant-
perceived global change in pain, physical function and overall
condition, measured on 7-point ordinal scales (with anchors
“1 ¼ much worse” to “7 ¼ much better”)25 at 3 months with par-
ticipants reporting they were moderately better or much better
classified as “improved”; health-related quality of life using the
Assessment of Quality of Life 6D scale (scores range #0.04 (lowest
quality) to 1.00 (highest quality) and MCID of 0.06 units).26

Additional measures included participant demographics; phys-
ical activity measured as average daily step count over 7 consecu-
tive days in weeks 1 and 12 using waist pedometers (Omron HJ-

720ITC, Omron Healthcare, Illinois, USA), and habitual physical
activity over the past week at baseline and 3months evaluatedwith
the Physical Activity Scale for the Elderly questionnaire (scores
ranging 0e400, higher scores representing greater physical activity
levels).27 Adherence was measured using logbooks for: i) daily
duration of cane use, averaged in hours for each month; ii) amount
of cane use whenever walking on an 11-point NRS (anchors “not at
all” to “always whenever walking”) measured weekly and averaged
for eachmonth; and iii) amount of cane usewhenever walking over
the entire intervention period, using an identical NRS measured at
3 months.

Following cane training, process measures recorded partici-
pants’ perceived level of difficulty, effort and unnaturalness asso-
ciated with using the biofeedback cane and usefulness of
biofeedback in learning optimal body weight support.11 Other
process measures at 3 months included the perceived level of dif-
ficulty, effort and unnaturalness of cane use as well as confidence in
correct cane use, likelihood of continuation or recommendation of
regular cane use to a friend with a similar condition, using 7
custom-designed 11-point NRSs.11 Finally, adverse events of cane
use (any problem believed by the participant to be caused by cane
use and lasting !2 days or requiring medication/treatment) were
collected in monthly logbooks. Co-interventions were recorded
monthly in logbooks and at 3 months by questionnaire.

Statistical analysis and sample size calculation

This trial was powered to detect a 0.6 effect size1,28 for change in
normalized total medial tibiofemoral BML volume (primary
outcome). Given cane use has relatively poor uptake among people
with OA often because of patient vanity,29,30 we deemed a
moderate-to-large effect size of 0.6 waswarranted to advocate cane
use.31 Assuming a correlation between baseline and follow-up
measurements of 0.34,11 with two-tailed a ¼ 0.05% and 80% po-
wer using analysis of covariance controlling for the baseline level of
the outcome, 78 participants were required. Allowing for 35% drop-
out given reported high cane abandonment rates,29 we aimed to

Fig. 1. The study canes: (a) generic swan neck cane and (b) vibration feedback cane used for training in correct technique. 1: embedded uniaxial load cell; 2: vibration
feedback unit; 3: data logger.
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- Fortement recommandée par toutes les sociétés savantes
- Côté controlatéral à la douleur
- Tenir compte des caractéristiques du patient
- Proposer notamment en cas de participation osseuse de la gonarthrose
- Amélioration de la qualité, la durée et de la distance de marche
- Favorise l’autonomie +/- équilibre

- Un seul RCT récent (van Ginckel et al. OsteoArthritis and Cartilage 2018)
- 79 patients avec atteinte FT
- Pas d’efficacité sur l’évolution structurale (CJP) ni les paramètres cliniques (CJS)



Résultats

Recommandations Grade
Degré d’accord 
(moyenne; ET)

5. Un programme d’exercices physiques, à sec et/ou en milieu aquatique, ciblant
les membres inférieurs doit être proposé

1A – B 9.76 ± 0.61

- 35 RCT (à sec) + 6 RCT (aquatique): bénéfice douleur et fonction à court/moyen terme
- Initialement supervisé par un professionnel de santé / MK, puis apprentissage auto-exercices
- Adapté en fonction du/des compartiment(s) le(s) plus symptomatique(s)
- Pas de bénéfices des exercices de renforcement à haute intensité (Messier et al. JAMA 2021)
- Hétérogénéité sur les modalités d’intervention (fréquence, intensité, rythme…)
- Bénéfice sur les comorbidités associées


