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Considering the latest guideline for
dealing with osteoarthritis (OA) pub-
lished by Osteoarthritis Research Soci-
ety International (OARSI),1 there
seems to be no doubt about the ben-
eficial effect of exercise for patients
with knee OA. However, even with
about 50 randomized controlled trials
(RCTs) published within the past 10 to
15 years,2 no one is able to tell who
will benefit from exercise and who
will not,3 what kind of exercise is the
best for patients with knee OA, what
dose (intensity, frequency, and dura-
tion) is the optimal to achieve the best
effect,3,4 or which principles for exer-
cise progression to follow and how to
secure adherence when exercise is
prescribed.

It must be necessary to know what
the right recommendations are
when analyzing the ability of physi-
cal therapists to follow them. The
MOVE consensus,5 frequently re-
ferred to in the article by Holden et
al,6 formulated 10 “commandments”

or recommendations prescribing ex-
ercise for patients with knee OA.
However, only 4 of the propositions
were based on category 1A/B evi-
dence, and 6 propositions were
based solely upon category 4 evi-
dence (expert opinion). Even
though all 10 propositions seem very
reasonable, it may be problematic to
say that there are disparities be-
tween physical therapists’ current
use of exercise and the current evi-
dence when so few of the recom-
mendations are evidence-based.

Holden et al use a case to give the
respondents the same background,
but an interesting question is: How
many correct scenarios and answers
could be described based on current
evidence? We have recently pub-
lished an RCT comparing land-based
and aquatic exercise between pa-
tients with knee OA and a control
group.7 Our exercise program fulfills
the recommended exercise types de-
scribed in the “Discussion” section

of our article (ie, includes aerobic,
strengthening, and balance exer-
cises), and the vignette describes
very nicely the participants in our
study. However, we could not find
any effect of either land-based or
aquatic exercise, indicating that
maybe individual differences should
be considered much more carefully
when prescribing exercise for pa-
tients with knee OA. For some pa-
tients, the major problem might be
pain, and, for other patients, it might
be muscle weakness or perhaps loss
of motion. The different problems
lead to different symptoms and thus
different physical therapy interven-
tions.8 In addition, we found that the
aquatic exercise group had signifi-
cant fewer side effects than the
group performing land-based exer-
cise, raising the possibility that gen-
eral exercise may not always be as
safe as Roddy et al5 suggested. This is
further supported by an earlier RCT
of exercise for patients with knee
OA, where the exercise group expe-
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7. Would you check if this patient was completing her exercise program?
No/Yes

If yes, please specify how you would do this. (Please check all that apply)
Observation of exercise technique/Verbal questioning/Exercise diary/Changes in objective measures/
Changes in subjective measures/Telephone review/Other (Please specify)

8. After you had discharged this patient, would you be likely to offer her any kind of physical therapy follow-
up?
No/Yes
If no, please explain your reasons for this. (Please check all that apply)
I don’t have this option/I would have exhausted all relevant treatment modalities/I expect the patient
to self-manage/I would have referred her to another health professional/A re-referral is needed for
further treatment/Other (Please specify)

If yes, please specify how you would do this. (Please check all that apply)
Open appointment/Telephone review/“One-off” follow-up appointment/Other (Please specify)

a The authors request that appropriate acknowledgment of the source be given if any of the survey questions are replicated.
b “Exercise on prescription” involves a health care professional, typically a family practitioner, referring a patient to a fitness instructor, who will prescribe an
individually tailored exercise program.
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rienced a higher amount of joint ef-
fusion following exercise compared
with a control group.9

The fact that patients with knee OA
are much less physically active than
comparable age-matched individuals
without knee OA10 points to the im-
portance of distinguishing between
prescribing exercise in order to in-
crease physical activity level and
prescribing exercise because a spe-
cific exercise may have therapeutic
effects for the patient. A possible rea-
son for the positive effect of exercise
for patients with knee OA could be
that the exercise program simply en-
courages increased physical activity.
Patients with knee OA are less phys-
ically active than age-matched indi-
viduals without knee OA,10 and the
self-reported positive effect on func-
tion and pain could be caused just as
likely by the beneficial effect of be-
ing more physically active as it could
by a specific effect of the disability
and pain related to knee OA. This
may especially be true if a general-
ized exercise program is used and
individual differences are not consid-
ered. Even though it is not yet
evidence-based, different impair-
ments and limitations lead to differ-
ent symptoms or complaints and
thus to different physical therapy
interventions.8

Physical activity could be divided
into 3 different groups: (1) the phys-
ical activities we do every day in or-
der to move from one point to an-
other or in order to perform a certain
action, (2) exercise or training (ie,
the kind of physical activity that is
repeated enough times to, for in-
stance, improve a sport perfor-
mance), and (3) exercise with a ther-
apeutic goal. So far, it could be
argued that the evidence is very clear
on one point: repeating any kind of
physical activity and thereby increas-
ing physical activity level seem ben-
eficial for patients with knee OA. In

that respect, the physical therapists
in the study by Holden et al were in
line with current recommendations.

It is very interesting that only 9% of the
physical therapists would use exercise
alone, indicating that most of the phys-
ical therapists prescribed exercise in
conjunction with, for instance, ther-
motherapy, manual therapy, or elec-
trotherapy. This raises another diffi-
culty when trying to identify the
evidence and thus establish treatment
guidelines for patients with knee OA.
The number of different combinations
of modalities is almost endless, and
designing studies that compare each
combination with a control or another
combination is not feasible. The only
sensible solution seems to be to for-
mulate well-documented theories and
then test the best theories in RCTs.11

In order to do so, we need more re-
search on the mechanism behind the
development and worsening of OA of
the knee and the possible biomechani-
cal and neuromuscular mechanisms
behind the effects of exercise and
other modalities.

The ultimate goal must be to deliver
the best possible treatment to pa-
tients with knee OA. The only way to
do so is to deliver evidence-based
treatment. Holden and colleagues’
study of the implementation of evi-
dence in practice is an important
part of that process. However, as
long as we do not know (“no evi-
dence”) who will benefit the most
from exercise or from what type of
exercise, how much is an appropri-
ate dose, how to describe the pro-
gression of exercise, and how to se-
cure adherence, we are not able to
tell whether the experts are giving
the right recommendations or
whether the practitioner is doing the
right thing.
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