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3 Genu varus, Genu valgus, Genu recurvatum & OA.

Introduction
Treatment generally involves a combination of

exercise, lifestyle modification, and analgesics. If pain

becomes debilitating, joint replacement surgery may

Knee osteoarthitis or degurerative disease ofthe be used to
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Symptoms may includejoint pain, tenderness,

stiftress, lockin& and sometimes 
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Objectives: To assess the gender and age distribution related to deformities & risk factors of osteoarthritis among

patients in Salah aldin govemorate.

Methodolory: A 1668 knee joints of 1000 patient comprised in the study. All patients underwent full history,

complete rheumatic clinical, radiologioal & laboratory examination to assess the demognphic ctibria and knee joints

Results: The age distribution in this study show that most of deformities dwelo,p after the age of 50 years and

females are pedomioantly affected 676(67.6%) while males were 324<32%). The rural inhabitant people were

7l8(7l.Eo/o) while those lived in urban 282(28o/o).; In this study the Genu varus deformity were 877(52.6Yo) knee

fixed flexion deformity were 556{33%) knee joint.

Regarding to the causes & risk factors of OA of the knee joint obesity were 326 (36.50/o) of ptients, traumatio injuries

or fractures 23 (l I .67o), genetic factor ll4 (2E.5o/o), infiammatory arthritis 9 (7.t%) and others.

Conclusion: Females affected twice morp than males with OA of knee and its disabilities. Obesity is serious

contributing factor. Genu varus are a significant deformities and then fixed flexion defonnities specially in posl

traumatic, post inflammatory process & knee instability syndromes or meniscus tear.

Age grouping was done in assessing various deformities.
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is the most conspicuous risk factor (7-10) and of great

interest because it is potentially modifiable.
Although some studies have related higher

concentrations of C-reactive protein to both greater

prevalence and incidence of knee OA (l1,14,15), not
all studies have reported this (16,17).The pafferns

(12,13,16,18) of association between metabolic factors

and OA have led some to declare that the primary
contribution of obesrty to OA may be joint specific
and dependent upon the degree to which obesity

contributes to the mechanical loading of articular
cartilage at a specific site (19-21)
For example, varus knee alignment is thought to place

mechanical loads, including those loads generated by
excess body mass, mostly on the medial tibiofemoral
compartment (22). The impact of excess body mass at

this site could generate both mechanical and metabolic
contributions, whereas the impact of excess body mass

on hand OA may be more reflective of the metabolic
contribution.

(varus, valgus, genu recurvatum & fixed flexion
deformities)and also divided into other subgroups to
study the of risk factors of the disease .

The conservative treatment protocol started with
analgesia, NSAID & regular courses of physiotherapy

& supportive measures like foot orthosis & knee

braces.

sults

A total of 1000 patients with 1668 knee OA during
the fotlow-up. The females with OA were 676(67 .6%\
while males were 324(32%). The rural inhabitant
people were 718(71.8%) while those lived in urban
282(28%) as shown in table l.
The knee joint deformities show different percentage

according to type & age of patients as shown in table 2
& figure 1.

The advanced stage of OA of the knee joints end

with one of the serious deformities; [n this study the
Genu varus deformity wene 877(52.6%) knee joint
fixed flexion deformity were 556(33%) knee
joint.While Genu valgus deformity were
176(10.5%)knee joint & Genu recurvatum deformity
were 59(3.5%) knee joint (Table 2).

From the history & follow up of the patients the risk
factors were obesity 326 (36.5Yo),traumatic injuries or
fractures 23 (l1.6yo), genetic factor ll4 (28.5%),
inflammatory arthritis 9 (7 .8%), overuse syndromes or
over kneeling habits 34 (24%) & Ligamentous
instability 9 (9%) are described in Table 3.

Regarding to the age distribution the study show that
most of deformities develop after the age of 50 years

specially in patients who are obese & those with
strong hereditary predisposing factor while post
traumatic & post inflammatory OA were irrespective
to the age (figure l).

aa

IsCUSSTOn

The aim ofthe study to assess the age distribution and

the risk factors of osteoarthritis of knee joints and its
related defonnities in Salah Aldin.

tients & meth

Cross-sectional study was curried out in department
of physiotherapy in Tikrit teaching hospital including
1000 patients present with 1668 knee osteoarthritis,
managed in a hospital & other rheumatic private
clinics between April 2010 to March 2011 .The
patient aged between 30-86 years.

All patients underwent full history taking thorough
clinical & radiological examination of both knees,
some patients subjected to specific investigations like
CRP, ESR" FBS, Rheumatoid factor & serum uric acid
to register the presence of any rheumatic & other
systemic diseases.

Demographic features include the residence, sex, age

of patients and the mechanical, ovenv-ei4l:,: 
"- -._ oscoarthritis (oA) is the most common form of

hereditary factors were also checked as a dsk factors : ,. 
, key cause of pain

regardlns bad lifestyle habitslik"g:-f-T^:::y*, Hffi.i""ffi,ilT;,'#T:if['|;
up & down stair excessive going" measurement of
weight & height and Obesity was defined by a body
mass indor(BMI) orro ana arove, i;;;-][- Due to ageing process in men', ddueto cessation of

other 9ausos or contributing rad#.--- 
*-- *- 

menses in women, bones may become osteoporotic

The patients divitled into sl" gro,ips accorrding to the and soft' They then bend and cause a deformig around

age in relation to rhe t"qu-.i"r ofjoine a"ioirriti". the knee'
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Like other studies, in present study the females have
a greater chance to be affected by OA of the knee
joints (67.60/o) than males (32%) & is a highly
prevalentjoint disease affecting adults' age more than
60 years (4,5,6).

Also the study show that the rural inhabitants were the
vast majority (71.8%) among osteoarthritis patients &
that is might be due to overuse, continuous heavy
mechanical impacts on their knees & they are of low
health education.

The obesity in present study comprise (36.50/o) in
compares to other studies believed that obesity is the
most conspicuous risk factor (7-10) and in spite of
misrecognition of the exact cause. A number of studies
have shown that obesity represents one ofthe most
important risk factors and it is also a predictor for
progression of OA especially of a knee joint and less
of the hip joint. So the primary contribution of obesrty
to OA may be joint specific and dependent upon the
degree to which obesity contributes to the mechanical
loading of articular cartilage at a specific site (19-21).
Also current study has supported the evidence that the
presence of genetic factor play an important role as an
additional contributing risk factor (28.5%).

Varus knee alignment deformity in OA patients
abou(52.6%) & is thought to place mechanical loads,
including those loads genented by excess body mass,
mostly on the medial tibiofemoral compartment (22)
were is the flexion deformity(33%) mostly happened
secondary to trauma, inflammatory prooess & knee
instability syndromes or meniscus tear.
The present study recommends:
Patient's oducation, weigfit reduction as early as
possible of life, leaving the bad habits like prolong
squatting up-& down-stair going & over- kneeling
work in addition of getting an enough time of rest to
overcome & prevent further damage to the cartilage.
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Tablel: knee osteoarthritis in relation to sex & residence.
Residence Fema e Male

Rura inhabitant 480 238 71817,-.8%l
Urban inhabitant t96 86 282 (a8ofrl,

Tota 676157.6%l 324132%l 1000 (100%l
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Table 2: Distribution of knee joint deformities.

Table 3: Risk factors of knee osteoarthritis.

:

Deformities Frequency No(%)

Genu varus 877 1s2.6%l

Genu va gus 176lto.s%l

Genu recurvatum 59 (3.5%)

Fixed flex on ss6 (s3%)

TOTAL 1668

Risk factors

Knee joints O.A NO(%)

Yes NO Total

Obesity 326 (36.50/0) 567 893

Treuma 23 (tt.6v") 177 200

Genetic factor ll4 (28.50/") 286 400

Inflamm atora arth ritis 9 (7.Lh',) 101 110

Overuse syndromes 34 Q4%) 106 r40

Sport injury e (e%) 9l 100
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Figure 1: Age distribution among osteoarthritis patients.
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