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Abstract.	 [Purpose] The present study aimed to identify the physical functions associated with health-related 
quality of life in older adults with knee osteoarthritis. [Participants and Methods] A total of 132 participants were 
included in this study in two groups: the knee osteoarthritis group (n=66) and the control group (n=66). We compared 
the results of the Medical Outcomes Study 36-Item Short-Form Health Survey with the physical function measures 
related to health-related quality of life. In the knee osteoarthritis group, we examined the relationship between the 
degree of knee pain and health-related quality of life. [Results] The knee osteoarthritis group showed a significantly 
shorter one-leg standing time, lower maximum walking speed, and significantly longer time to complete the Sit-to-
Stand-5 and Timed Up and Go tests than the control group. The knee osteoarthritis group had significantly lower 
36-Item Short-Form Health Survey scores than the control group on seven subscales and significantly lower scores 
for physical component summary and role or social component summary. In the knee osteoarthritis group, physical 
component summary and role or social component summary were correlated with Sit-to-Stand-5, Timed Up and Go, 
and maximum walking speed. We observed a correlation between physical component summary and knee pain on 
joint loading. [Conclusion] In older adults with knee osteoarthritis, rehabilitation approaches aimed at achieving a 
smooth transition from sitting to standing may increase social participation and improve health-related quality of life.
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INTRODUCTION

Knee osteoarthritis (KOA) is a multifactorial disease caused by various factors such as aging, obesity, and mechanical 
stress1); it is the most common joint disease among older adults2, 3). The prevalence of KOA in Japan is high4), with estimated 
25.3 million people over the age of 40 years being affected by KOA, of which approximately 8 million are symptomatic 
cases with complaints of pain and other symptoms5). Furthermore, according to the Japanese Ministry of Health, Labour and 
Welfare’s FY2019 National Survey of Basic Living Conditions, joint diseases, including KOA, represented the fifth leading 
factor that contributes to the need for long-term care and the leading factor that contributes to the need for support6). The 
number of older adults affected by KOA is assumed to continue to rise in Japan where rapid population aging is underway.
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As KOA progresses, articular cartilage damage, osteophyte formation, and stiffening of the subchondral bone occur, caus-
ing pain, a decline in physical functions, and loss of ability to perform activities of daily living (ADL)7, 8). Previous studies 
have also reported a decrease in quality of life (QoL) due to KOA9). QoL is considered to be equivalent to the World Health 
Organization’s (WHO) definition of health10); according to the WHO Charter, “Health is defined not as the absence of disease 
or infirmity, but as a state of complete physical, mental, and social well-being”11). To determine whether a person is healthy 
or not, it is essential to evaluate not only the physical component but also the mental and social components of health. It is 
possible to assess the health status of older adults with KOA more multidimensionally by taking into account QoL, rather 
than focusing solely on physical functions.

Among QoL measures, health-related QoL (HRQoL) is the one that shows the influence of perceived health on QoL10). 
The Medical Outcomes Study 36-Item Short-Form Health Survey (SF-36®︎) is a useful measure for the evaluation of HRQoL. 
The SF-36®︎ consists of eight subscales and three summary scores (physical component summary [PCS], mental component 
summary [MCS], and role/social component summary [RCS])12). It has been reported that factors related to HRQoL as 
measured by SF-36®︎ in patients with KOA include the amount of joint effusion and the degree of pain9). It has also been 
reported that the PCS of SF-36®︎ is correlated with age and that MCS is correlated with gender13). Furthermore, a systematic 
review on the HRQoL of patients with KOA revealed that the female gender, obesity, decline in physical functions, poverty, 
psychological distress, depression, and living alone were factors that negatively affect HRQoL of patients with KOA14). 
Although it is clear that age and gender affect the HRQoL of patients with KOA, to the best of the authors’ knowledge, no 
previous studies have examined the HRQoL of patients with KOA in comparison with healthy controls perfectly matched 
for age and gender. Comparing fully age- and gender-matched KOA older adults without KOA will further clarify the char-
acteristics of KOA older adults when the effects of age and gender are excluded. Moreover, although a decline in physical 
functions has been reported to adversely affect HRQoL, specific physical functions measures related to the physical, mental, 
and social aspects of HRQoL have not been sufficiently studied. In particular, no physical functions related to the RCS of 
HRQoL have been examined. It has been reported that exercise therapy is effective in improving HRQoL in patients with 
KOA15); thus, if physical functions that influence each aspect of HRQoL are identified, it will become possible to develop a 
rehabilitation approach that not only aims to improve physical functions but also HRQoL. Therefore, this study we compared 
and examined the association between physical functions and HRQoL among KOA elderly and community-dwelling elderly 
who were perfectly matched in terms of age and gender.

PARTICIPANTS AND METHODS

Sixty-six participants in the KOA group were selected from older adults (60 years of age and older) diagnosed with KOA 
at an orthopedic hospital in Toyama City, Toyama Prefecture, and were scheduled for surgeries, including high tibial oste-
otomy or knee joint replacement. Of this 66 in the KOA group, 37 had bilateral knee osteoarthritis and 29 had unilateral knee 
osteoarthritis. The knee joints scheduled for surgery included 32 knees on the left side and 34 knees on the right side, with a 
femoro-tibial angle of 181.8 ± 4.6° and a Kellgren–Lawrence classification of grade 2 in 14 cases, grade 3 in 36 cases, and 
grade 4 in 16 cases. Sixty-six participants in the control group were selected from community-dwelling older adults (60 years 
and older) who attended a local social club for older people, had no symptoms of knee pain or limited range of motion, and 
had not been diagnosed with KOA. The study included a total of 132 participants (16 males and 50 females in each group 
with the mean age [ ± standard deviation] of 73.0 ± 5.9 years) who had scored 28 or higher on the Mini Mental State Exami-
nation and had no missing measurement data. Participants in the KOA and control groups were perfectly matched for age and 
gender. The participants received verbal and written explanations about the purpose of this study, and they provided written 
informed consent. This study was approved by the Institutional Review Boards of Sainou Hospital (approval number 016), 
Osaka University of Health and Sports Sciences (approval number 20-2), and Kinjo University (approval number 2020-01).

Grip strength, one-leg standing time, Sit-to-Stand-5 (SS-5), Timed Up and Go test (TUG), and maximum walking speed 
were used as measures of physical functions. Grip strength was measured using a digital grip strength meter (Grip D, Takei 
Scientific Instruments Co., Ltd, Niigata, Japan). The maximum values were recorded by measuring grip strength twice for 
each hand in the standing position. One-leg standing test and TUG can be used to assess the ability to maintain balance16, 17). 
The SS-5 can be used to assess lower-limb strength and the ability to perform ADL18). Walking speed can be used to assess 
the risk of falling19). For the one-leg standing test, the participants were instructed to maintain a single-leg stance on each leg 
in an upright standing position with arms folded across their chest as long as they could; the maximum value was recorded. 
For the SS-5, the participants were instructed to stand up from a chair and sit back down five times as quickly as possible 
with arms folded across their chest; the time to complete the test was measured once. For the TUG, the participants were 
instructed to stand up from a seated position upon command, walk 3 m, turn around, walk back to the chair, and sit down. 
The time to complete the TUG test was recorded. For the measurement of the maximum walking speed (m/s), the participants 
were instructed to walk as fast as possible on a 4 m walking path with 1 m spare sections before and after the walking path; 
the time to walk 4 m was measured using a stopwatch. The measurement was taken twice, and the maximum walking speed 
was recorded. In the KOA group, knee pain at rest and knee pain on joint loading were measured using a visual analog scale 
(VAS).
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Body composition was measured using a body composition analyzer (MC-780A, Tanita, Tokyo, Japan) for body weight, 
body fat percentage, skeletal muscle mass index (SMI), and body mass index (BMI). The SF-36®︎ was used to assess HRQoL; 
eight subscale scores (physical functioning [PF], role physical [RP], bodily pain [BP], general health [GH], vitality [VT], 
social functioning [SF], role emotional [RE], and mental health [MH]) and three summary scores (PCS, RCS, and MCS) 
were calculated using a web-based scoring system. Higher scores indicated better HRQoL.

The following items were included in the statistical analysis: grip strength, one-leg standing time, SS-5, TUG, maximum 
walking speed, body composition data, SF-36®︎ scores (eight subscale items and three summary scores) for both groups. 
The unpaired t-test was used for the items for which normality was found in the measurement results. The Mann–Whitney 
U-test was used for items for which normality was not found. Subsequently, the relationship between physical functions and 
HRQoL (three summary scores) was examined in the KOA and control groups. Furthermore, the relationship between VAS 
and HRQoL (three summary scores) was also examined but only for the KOA group. After the normality test, the Pearson 
product-moment correlation coefficient was used for the items for which normality was found, and the Spearman’s rank 
correlation coefficient was used for the items for which normality was not found. The statistical software used was SPSS 
Statistics 26 (Advanced ANALYTICS Co., Ltd, Tokyo, Japan). The statistical significance was determined at the 5% level.

RESULTS

The results of body composition measurements for the two groups are shown in Table 1. The KOA group had a sig-
nificantly higher body weight and BMI than the control group (p<0.01). There were no significant differences in body fat 
percentage and SMI between the two groups. The VAS score for knee pain at rest was 18.9 ± 20.6 mm, and that of knee pain 
on joint loading was 44.3 ± 25.4 mm in the KOA group.

Physical functions measurements and SF-36®︎ results for the two groups are shown in Table 2. First, with regard to 
the physical functions, the KOA group showed significantly shorter one-leg standing time (p<0.01), significantly lower 
maximum walking speed (p<0.01), and significantly longer time required to complete the SS-5 (p<0.01) and TUG (p<0.01) 
in comparison with the control group. On the SF-36®︎, the KOA group showed significantly lower scores in seven of the eight 
subscales (PF [p<0.01], RP [p<0.01], BP [p<0.01], GH [p<0.01], VT [p<0.01], SF [p<0.01], and RE [p<0.01]), excluding 
MH, in comparison with the control group. With regard to the three summary scores, the KOA group showed significantly 
lower PCS (p<0.01) and RCS (p<0.05) scores in comparison with the control group, but there was no significant difference 
in the MCS scores.

Table 3 shows the findings pertaining to the relationship between physical functions and HRQoL in the KOA and con-
trol groups. In the KOA group, PCS had weak negative correlations with SS-5 (ρ=−0.30, p<0.05), time to complete TUG 
(ρ=−0.32, p<0.01), knee pain on joint loading (ρ=−0.33, p<0.01), and a moderate positive correlation with maximum walking 
speed (ρ=0.40, p<0.01). Furthermore, RCS had weak negative correlations with SS-5 (ρ=−0.26, p<0.05), time to complete 
TUG (ρ=−0.24, p<0.05), and a weak positive correlation with maximum walking speed (ρ=0.25, p<0.05). In contrast, in the 
control group, MCS had weak positive correlations with body weight (ρ=0.36, p<0.01), BMI (ρ=0.36, p<0.01), and body fat 
percentage (ρ=0.32, p<0.01). RCS had weak positive correlations with one-leg standing time (ρ=0.28, p<0.05) and maximum 
walking speed (ρ=0.25, p<0.05), whereas PCS had no correlation with any of the physical functions measures.

DISCUSSION

In comparison with community-dwelling older adults, older adults with KOA showed significant differences in one-leg 
standing time, SS-5, TUG, maximum walking speed, and seven subscales (PF, RP, BP, GH, VT, SF, and RE), as well as PCS 
and RCS scores on the SF-36®︎. In the present study, which compared the physical functions of older adults with KOA and 
community-dwelling older adults who were perfectly matched for gender and age, older adults with KOA exhibited lesser 
ability to maintain balance16, 17), lower-limb muscle strength, and lesser ability to perform ADL18). These results which may 

Table 1.	 Body composition measurements for the KOA and control groups

KOA group Control group
Body weight (kg)** 60.90 ± 10.12 55.84 ± 9.73
BMI (kg/m2)** 25.31 ± 3.51 23.12 ± 2.93
Body fat percentage (%) 31.52 ± 8.70 29.12 ± 7.41
SMI (kg/m2) 7.24 ± 1.23 6.80 ± 0.91
Mean ± standard deviation.
**p<0.01.
KOA group: knee osteoarthritis group; Control group: community-dwell-
ing elderly group; BMI: body mass index; SMI: skeletal muscle mass index.
The KOA group had a significantly higher body weight and BMI than the 
control group.
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Table 2.	 Comparison of physical function and SF-36®︎ scores between the KOA and control groups

KOA group Control group
Grip strength (kg) 25.10 ± 7.50 27.20 ± 7.73
One-leg standing time (s)** 25.12 ± 30.21 58.01 ± 38.70
Time to complete the SS-5 (s)** 16.24 ± 6.12 7.92 ± 2.10
Time to complete the TUG (s)** 10.83 ± 4.53 6.14 ± 1.02
Maximum walking speed (m/s)** 1.11 ± 0.34 1.93 ± 0.34
PF** 47.10 ± 21.10 88.10 ± 13.00
RP** 56.20 ± 25.30 83.00 ± 21.60
BP** 43.10 ± 17.30 70.70 ± 22.00
GH** 56.50 ± 15.70 67.70 ± 15.90
VT** 59.00 ± 22.70 70.20 ± 17.30
SF** 74.10 ± 24.70 88.10 ± 20.20
RE** 71.60 ± 25.60 86.70 ± 22.60
MH 71.30 ± 21.10 78.60 ± 16.80
PCS** 27.40 ± 10.00 47.60 ± 8.60
MCS 58.00 ± 10.20 57.40 ± 8.30
RCS* 45.60 ± 12.50 49.40 ± 11.40
Mean ± standard deviation.
*p<0.05, **p<0.01.
SF-36®︎: MOS 36-Item Short-Form Health Survey; KOA group: knee osteoarthritis group; Control 
group: community-dwelling elderly group; SS-5: Sit-to-Stand-5; TUG: Timed Up and Go test; PF: 
physical functioning; RP: role physical; BP: bodily pain; GH: general health; VT: vitality; SF: 
social functioning; RE: role emotional; MH: mental health; PCS: physical component summary; 
MCS: mental component summary; RCS: role/social component summary.
The KOA group showed significant differences in one-leg standing time, maximum walking speed, 
SS-5 and TUG compared with the control group. On the SF-36®︎, the KOA group showed significant 
differences in seven of the eight subscales, excluding MH, and two of the three summary score, 
excluding MCS, compared with the control group.

Table 3.	 Correlations between physical function and SF-36®︎ component scores in the KOA and control groups

KOA group Control group
PCS MCS RCS PCS MCS RCS

Body weight (kg) −0.13 0.09 −0.04 0.13 0.36** −0.09
BMI (kg/m2) −0.18 0.03 −0.14 −0.07 0.36** −0.14
Body fat percentage (%) −0.09 −0.07 −0.05 −0.15 0.32** 0.03
SMI (kg/m2) −0.20 0.06 −0.01 0.18 0.19 −0.17
Grip strength (kg) −0.08 0.17 0.15 0.17 0.15 −0.07
One-leg standing time (s) 0.13 −0.08 0.15 0.12 0.14 0.28*
Time to complete the SS-5 (s) −0.30* −0.05 −0.26* −0.10 −0.01 −0.04
Time to complete the TUG (s) −0.32** 0.03 −0.24* −0.15 0.10 −0.13
Maximum walking speed (m/s) 0.40** −0.01 0.25* 0.19 −0.04 0.25*
Pain at rest (mm) −0.09 −0.02 −0.08
Pain on joint loading (mm) −0.33** −0.07 −0.03
Correlation coefficient.
*p<0.05, **p<0.01.
SF-36®: MOS 36-Item Short-Form Health Survey; KOA group: knee osteoarthritis group; Control group: community-
dwelling elderly group; PCS: physical component summary; MCS: mental component summary; RCS: role/social com-
ponent summary; BMI: body mass index; SMI: skeletal muscle mass index; SS-5: Sit-to-Stand-5; TUG: Timed Up and 
Go test.
In the KOA group, PCS was correlated with SS-5, TUG, knee pain on joint loading, and maximum walking speed. 
Furthermore, RCS was correlated with SS-5, TUG, and maximum walking speed. In the control group, MCS was cor-
related with body weight, BMI, and body fat percentage. RCS was correlated with one-leg standing time and maximum 
walking speed.
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indicate a higher risk of falling19), as suggested in previous studies20–23). The findings pertaining to HRQoL in this study 
are similar to those reported in previous research9, 24), although there was no significant difference in MCS between the two 
groups. This suggests that the older adults with KOA who participated in this study were able to maintain their MH because 
they were patients on the waiting list for surgery who wished to be active again after the operation.

Analysis of physical functions measures related to HRQoL in older adults with KOA revealed that PCS and RCS were 
negatively correlated with the time to complete SS-5 and TUG while being positively correlated with maximum walking 
speed. In contrast, in community-dwelling older adults, RCS was positively correlated with one-leg standing time and maxi-
mum walking speed, but no correlation was established with SS-5 and TUG. These findings indicate that SS-5 and TUG are 
characteristic physical functions measures related to HRQoL in older adults with KOA. SS-5 and TUG include standing up 
from a chair as a common movement between the two measures of physical functions. KOA makes it difficult to go up and 
down the stairs or stand up from a chair due to pain and limited range of motion21, 22). The negative correlation between PCS 
and knee pain on joint loading established in the present study clearly indicates that knee pain on joint loading had a negative 
impact on knee flexion and extension involved in activities such as standing up from a seated position or going up and down 
the stairs. Factors associated with HRQoL in patients with KOA have been reported to be pain9 and decreased physical 
activity25). Patients with KOA tend to avoid physical activity due to pain and discomfort in the knee joint, as well as due to 
the notion that increased activity can worsen their symptoms25). Standing up from a seated position is an important movement 
that serves as a starting point for subsequent walking and locomotion. Older adults with KOA are expected to gradually lose 
their ability to stand up as the pain and limited range of motion will hinder their ability to perform this movement. This is 
likely to lead to a decline in physical activity in their daily life, which in turn is likely to lead to activity restrictions and fewer 
opportunities for interaction with others and social participation, which may result in decreased motivation for activities and 
exacerbation of anxiety. The findings of this study indicate that the sit-to-stand movement may have an unfavorable impact 
not only on physical but also on social aspects of HRQoL in older adults with KOA.

This study has four limitations. First, although we were able to elucidate physical functions measures related to RCS in 
older adults with KOA, we were not able to actually measure the amount of physical activity and evaluate daily social activi-
ties. Since factors related to RCS have not been examined in previous studies, it is necessary to further investigate other fac-
tors related to RCS. Second, this study included older adults with advanced KOA who were eligible for surgery. To elucidate 
the characteristics of older adults with KOA, it is necessary to also examine whether HRQoL decreases with the severity of 
the disease, whether HRQoL changes depending on disease severity, and whether the relationship between physical functions 
and HRQoL differs depending on disease severity. Third, the proportion of female participants was disproportionately high. 
In future research, it is necessary to equalize the proportion of male and female participants. Fourth, in the comparison 
of HRQoL between older adults with KOA and community-dwelling older adults, we could not establish the reason why 
only MCS did not show any significant difference. It was surmised that the older adults with KOA who participated in this 
study were able to maintain their MH because they were on the waiting list for surgery and wished to be active again after 
the operation. That is, it is possible that the reason why only MCS showed no significant difference was due to a sampling 
bias. Sample size should be increased in future research, and further studies should examine whether HRQoL increases with 
improvement in physical functions following surgery in the same participants.

This study examined physical functions related to HRQoL in older adults with KOA. The findings suggest that the sit-to-
stand movement and knee pain on joint loading affect the physical and social aspects of HRQoL in older adults with KOA. In 
the rehabilitation of older adults with KOA, approaches aimed at reducing knee pain on joint loading during the sit-to-stand 
movement and achieving smooth transition from sitting to standing may increase engagement in ADL and social participa-
tion, thereby improving HRQoL.

Conflicts of interest
The principal investigator and the co-investigators have no conflicts of interest to declare in relation to this study.

ACKNOWLEDGMENTS

We would like to express our sincere gratitude to all the participants and the staff of Sainou Hospital for their cooperation 
in taking measurements during this study. We would like to thank Editage (www.editage.com) for the English language 
editing.



65

REFERENCES

1)	 Lespasio MJ, Piuzzi NS, Husni ME, et al.: Knee osteoarthritis: a primer. Perm J, 2017, 21: 16–183. [Medline]  [CrossRef]
2)	 Felson DT, Zhang Y: An update on the epidemiology of knee and hip osteoarthritis with a view to prevention. Arthritis Rheum, 1998, 41: 1343–1355. [Medline]  

[CrossRef]
3)	 Roos EM, Arden NK: Strategies for the prevention of knee osteoarthritis. Nat Rev Rheumatol, 2016, 12: 92–101. [Medline]  [CrossRef]
4)	 Muraki S, Oka H, Akune T, et al.: Prevalence of radiographic knee osteoarthritis and its association with knee pain in the elderly of Japanese population-based 

cohorts: the ROAD study. Osteoarthritis Cartilage, 2009, 17: 1137–1143. [Medline]  [CrossRef]
5)	 Yoshimura N, Muraki S, Oka H, et al.: Prevalence of knee osteoarthritis, lumbar spondylosis, and osteoporosis in Japanese men and women: the research on 

osteoarthritis/osteoporosis against disability study. J Bone Miner Metab, 2009, 27: 620–628. [Medline]  [CrossRef]
6)	 Ministry of Health, Labour and Welfare. 2019 Comprehensive Survey of Living Conditions. https://www.mhlw.go.jp/toukei/saikin/hw/k-tyosa/k-tyosa19/

dl/14.pdf (Accessed Apr. 11, 2022)
7)	 Linaker CH, Walker-Bone K, Palmer K, et al.: Frequency and impact of regional musculoskeletal disorders. Best Pract Res Clin Rheumatol, 1999, 13: 197–215.  

[CrossRef]
8)	 Guccione AA, Felson DT, Anderson JJ, et al.: The effects of specific medical conditions on the functional limitations of elders in the Framingham Study. Am 

J Public Health, 1994, 84: 351–358. [Medline]  [CrossRef]
9)	 Alkan BM, Fidan F, Tosun A, et al.: Quality of life and self-reported disability in patients with knee osteoarthritis. Mod Rheumatol, 2014, 24: 166–171. [Med-

line]  [CrossRef]
10)	 Karimi M, Brazier J: Health, health-related quality of life, and quality of life: what is the difference? PharmacoEconomics, 2016, 34: 645–649. [Medline]  

[CrossRef]
11)	 World Health Organization. CONSTITUTION OF THE WORLD HEALTH ORGANIZATION. http://apps.who.int/gb/bd/PDF/bd47/EN/constitution-en.

pdf?ua=1 (Accessed Apr. 11, 2022)
12)	 Fukuhara S, Suzukamo Y: Manual of SF-36v2 Japanese version. Kyoto: iHope International Inc., 2004, 2019.
13)	 Pang J, Cao YL, Zheng YX, et al.: Influence of pain severity on health-related quality of life in Chinese knee osteoarthritis patients. Int J Clin Exp Med, 2015, 

8: 4472–4479. [Medline]
14)	 Vitaloni M, Botto-van Bemden A, Sciortino Contreras RM, et al.: Global management of patients with knee osteoarthritis begins with quality of life assess-

ment: a systematic review. BMC Musculoskelet Disord, 2019, 20: 493. [Medline]  [CrossRef]
15)	 Tanaka R, Ozawa J, Kito N, et al.: Does exercise therapy improve the health-related quality of life of people with knee osteoarthritis? A systematic review and 

meta-analysis of randomized controlled trials. J Phys Ther Sci, 2015, 27: 3309–3314. [Medline]  [CrossRef]
16)	 Jonsson E, Seiger A, Hirschfeld H: One-leg stance in healthy young and elderly adults: a measure of postural steadiness? Clin Biomech (Bristol, Avon), 2004, 

19: 688–694. [Medline]  [CrossRef]
17)	 Bennell K, Dobson F, Hinman R: Measures of physical performance assessments: Self-Paced Walk Test (SPWT), Stair Climb Test (SCT), Six-Minute Walk 

Test (6MWT), Chair Stand Test (CST), Timed Up & Go (TUG), Sock Test, Lift and Carry Test (LCT), and Car Task. Arthritis Care Res (Hoboken), 2011, 63: 
S350–S370. [Medline]  [CrossRef]

18)	 Tinetti ME, Speechley M, Ginter SF: Risk factors for falls among elderly persons living in the community. N Engl J Med, 1988, 319: 1701–1707. [Medline]  
[CrossRef]

19)	 Maki BE: Gait changes in older adults: predictors of falls or indicators of fear. J Am Geriatr Soc, 1997, 45: 313–320. [Medline]  [CrossRef]
20)	 Hunter DJ, Bierma-Zeinstra S: Osteoarthritis. Lancet, 2019, 393: 1745–1759.  [CrossRef]
21)	 McDonough CM, Jette AM: The contribution of osteoarthritis to functional limitations and disability. Clin Geriatr Med, 2010, 26: 387–399. [Medline]  [Cross-

Ref]
22)	 Arnold CM, Faulkner RA: The effect of aquatic exercise and education on lowering fall risk in older adults with hip osteoarthritis. J Aging Phys Act, 2010, 18: 

245–260. [Medline]  [CrossRef]
23)	 Williams SB, Brand CA, Hill KD, et al.: Feasibility and outcomes of a home-based exercise program on improving balance and gait stability in women with 

lower-limb osteoarthritis or rheumatoid arthritis: a pilot study. Arch Phys Med Rehabil, 2010, 91: 106–114. [Medline]  [CrossRef]
24)	 Otani K, Kikuchi S, Yabuki S, et al.: Lumbar spinal stenosis has a negative impact on quality of life compared with other comorbidities: an epidemiological 

cross-sectional study of 1862 community-dwelling individuals. Sci World J, 2013, 2013: 590652. [Medline]  [CrossRef]
25)	 Nikolic G, Nedeljkovic B, Trajkovic G, et al.: Pain, physical function, radiographic features, and quality of life in knee osteoarthritis agricultural workers liv-

ing in rural population. Pain Res Manag, 2019, 2019: 7684762. [Medline]  [CrossRef]

http://www.ncbi.nlm.nih.gov/pubmed/29035179?dopt=Abstract
http://dx.doi.org/10.7812/TPP/16-183
http://www.ncbi.nlm.nih.gov/pubmed/9704632?dopt=Abstract
http://dx.doi.org/10.1002/1529-0131(199808)41:8<1343::AID-ART3>3.0.CO;2-9
http://www.ncbi.nlm.nih.gov/pubmed/26439406?dopt=Abstract
http://dx.doi.org/10.1038/nrrheum.2015.135
http://www.ncbi.nlm.nih.gov/pubmed/19410032?dopt=Abstract
http://dx.doi.org/10.1016/j.joca.2009.04.005
http://www.ncbi.nlm.nih.gov/pubmed/19568689?dopt=Abstract
http://dx.doi.org/10.1007/s00774-009-0080-8
https://www.mhlw.go.jp/toukei/saikin/hw/k-tyosa/k-tyosa19/dl/14.pdf
https://www.mhlw.go.jp/toukei/saikin/hw/k-tyosa/k-tyosa19/dl/14.pdf
http://dx.doi.org/10.1053/berh.1999.0016
http://www.ncbi.nlm.nih.gov/pubmed/8129049?dopt=Abstract
http://dx.doi.org/10.2105/AJPH.84.3.351
http://www.ncbi.nlm.nih.gov/pubmed/24261774?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/24261774?dopt=Abstract
http://dx.doi.org/10.3109/14397595.2013.854046
http://www.ncbi.nlm.nih.gov/pubmed/26892973?dopt=Abstract
http://dx.doi.org/10.1007/s40273-016-0389-9
http://apps.who.int/gb/bd/PDF/bd47/EN/constitution-en.pdf?ua=1
http://apps.who.int/gb/bd/PDF/bd47/EN/constitution-en.pdf?ua=1
http://www.ncbi.nlm.nih.gov/pubmed/26064371?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/31656197?dopt=Abstract
http://dx.doi.org/10.1186/s12891-019-2895-3
http://www.ncbi.nlm.nih.gov/pubmed/26644699?dopt=Abstract
http://dx.doi.org/10.1589/jpts.27.3309
http://www.ncbi.nlm.nih.gov/pubmed/15288454?dopt=Abstract
http://dx.doi.org/10.1016/j.clinbiomech.2004.04.002
http://www.ncbi.nlm.nih.gov/pubmed/22588756?dopt=Abstract
http://dx.doi.org/10.1002/acr.20538
http://www.ncbi.nlm.nih.gov/pubmed/3205267?dopt=Abstract
http://dx.doi.org/10.1056/NEJM198812293192604
http://www.ncbi.nlm.nih.gov/pubmed/9063277?dopt=Abstract
http://dx.doi.org/10.1111/j.1532-5415.1997.tb00946.x
http://dx.doi.org/10.1016/S0140-6736(19)30417-9
http://www.ncbi.nlm.nih.gov/pubmed/20699161?dopt=Abstract
http://dx.doi.org/10.1016/j.cger.2010.04.001
http://dx.doi.org/10.1016/j.cger.2010.04.001
http://www.ncbi.nlm.nih.gov/pubmed/20651413?dopt=Abstract
http://dx.doi.org/10.1123/japa.18.3.245
http://www.ncbi.nlm.nih.gov/pubmed/20103404?dopt=Abstract
http://dx.doi.org/10.1016/j.apmr.2009.08.150
http://www.ncbi.nlm.nih.gov/pubmed/24453878?dopt=Abstract
http://dx.doi.org/10.1155/2013/590652
http://www.ncbi.nlm.nih.gov/pubmed/31662813?dopt=Abstract
http://dx.doi.org/10.1155/2019/7684762

