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Abstract

Objective: The purpose of this study was to evaluate the effect of a biomechanical therapy on the pain, function,
quality of life and spatio-temporal gait patterns of patients with hip osteoarthritis (OA).

Design: 60 patients with hip OA were examined before and after twelve weeks of a personalized biomechanical
therapy (AposTherapy). Patients were evaluated using the WOMAC questionnaire for pain and function and the SF-36
Health Survey for quality of life, and underwent a computerized gait test.

Results: After twelve weeks of treatment, a significant improvement was found in the patients’ velocity, step length
and cadence (P < 0.001). WOMAC-pain, stiffness and function subscales were significantly improved compared to
baseline (P < 0.001). SF-36 physical score subscale improved significantly (P=0.007).

Conclusions: Patients with bilateral hip OA treated with AposTherapy for twelve weeks showed statistically and
clinically significant improvements in pain, function and gait patterns.

Keywords: Osteoarthritis; Hip; Gait; Biomechanics; Pain; Quality of
life

Introduction

Osteoarthritis (OA) is a major health concern in modern society,
affecting 10% of men and 21% of women over age 65. The hip joint is
the second most common lower limb site after the knee [1], with an
estimated prevalence of 1% - 11% [2].

Several articles have described locomotor deviations typical of
individuals suffering from hip OA. The spatio-temporal gait of this
population is characterized by a lower walking speed, lower cadence,
shorter step length and shorter single limb support phase of the
involved leg [3-5]. It is likely that patients continuously adapt their
gait in response to pain, deformity or laxity in the joints of the lower
extremities as their disease progresses [6] These gait adaptations may
influence the motion of the lower back and other joints of the lower
extremities [7]. A recent study by Shakoor et al. explained that unilateral
end-stage hip (OA) can lead to degenerative changes and eventually
end-stage knee OA in the contralateral limb. Moreover, the loading and
structural asymmetries appear early in the disease course, while the
knees are still asymptomatic [8].

Treatments for OA are typically directed at the management
of symptoms, with a goal of pain relief and improved function.
Several studies emphasize the importance of physical therapy and
biomechanical intervention for patients with hip OA, claiming that
such therapies should aim to restore or maintain gait patterns close to
normal, as well as improve walking efficiency and quality of life (QoL)
[9,10]. However, a recent meta-analysis from 2009, which reviewed
more than 4,000 articles, concluded that there was insufficient
evidence to suggest that exercise therapy was an effective short-
term management approach for reducing pain levels, improving
joint function and QoL [11]. A novel biomechanical device (Apos
System, APOS—Medical and Sports Technologies Ltd.) was recently
introduces as a non-invasive therapy for different musculoskeletal
problems[12-15]. Haim et al. showed that by using this biomechanical
intervention for symptomatic bilateral knee OA, walking velocity and
functional activity were increased while knee adduction moment
and pain were reduced [16]. The effect of this therapy has not been

assessed in patients with hip OA, although it may be assumed that the
same biomechanical principles apply.

The purpose of this current study was to examine the efficiency of
this biomechanical therapy on the gait patterns and clinical symptoms
in patients with hip OA. We hypothesize that patients who undergo this
therapy will show improvement in gait patterns and function, as well as
a relief in pain.

Methods

Participants

This was a retrospective study. The protocol was approved by the
Institutional Helsinki Committee Registry (Registration number
NCT00767780). A search for eligible data was performed through
the research database of AposTherapy Center. Eligibility for the study
was defined as follows: 1. Patients suffering from symptomatic hip
OA for at least six months and who fulfilled the American College of
Rheumatology clinical criteria for OA of the hip [17]; 2. Patients who
completed a gait test, the Western Ontario and McMaster Osteoarthritis
Index WOMAC [18] questionnaire and the Short Form SF-36
Health Survey [19] at the start of therapy (study baseline) and after
twelve weeks of therapy. Exclusion criteria were: 1. Neurological and
rheumatic inflammatory diseases; 2. Corticosteroid injection within 3
months of the study; 3. Earlier hip surgery excluding arthroscopy; 4.
Joint replacement of the hip or knee; 5. Instability of the hip due to
traumatic ligament injury; 6. OA in other lower extremity joints other
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Figure 1: Biomechanical platform and mobile elements.

A unique biomechanical device comprising of two individually calibrated
biomechanical elements that are attached to a specially designed sole with
two mounting rails and positioning matrix to enable flexible positioning of each
biomechanical element. One element is attached under the hindfoot and the
second element is attached under the forefoot. The biomechanical elements
are available in different degrees of convexity and resilience.

than hips 7. Other trauma to the hip joint 8. OA due to Developmental
Dislocation of the Hip (DDH).

Three hundred and eighty patients with primary hip OA joined
AposTherapy between May 2009 and July 2012. Two hundred and
thirteen did not have a gait test and/or questionnaires at pre-treatment
assessments and/or post 3 months of treatment. Ninety seven patients
had one of more of the exclusion criteria. Overall, 60 patients met
inclusion criteria. Patients’ characteristics are summarized in Table 1.

Intervention

A novel biomechanical device (Apos System, Apos medical and
sports technologies Ltdl) comprised of convex adjustable pods placed
under the hind-foot and fore-foot regions of each foot were used (Figure
1). This device enables customized calibration of the biomechanical
elements, which allows for control of body alignment and promotion of
perturbation throughout all phases of the step cycle.

Protocol

Prior to their first and second examinations, patients were
instructed not to consume pain medications for at least 72 hours in
order to eliminate the effect of these medications on the results.
Anthropometric measurements were drawn from the medical file of
the patients. All patients underwent a computerized gait analysis using
the GaitMat system (E.Q., Inc. Chalfont, and PA) [20]. During the gait
test, all patients walked barefoot at a self-selected speed. Each gait test
included 4 walks and the mean value of the 4 walks was calculated for
each of the following parameters: velocity (cm/s), cadence (steps/min),
step length (cm), stance phase (% gait cycle), Single Limb Support (SLS)
(% gait cycle).

Patients were then asked to complete the WOMAC questionnaire
and the SF-36 Health Survey. The WOMAC questionnaire is a Visual
Analogue Scale (VAS), with 3 sub-categories: pain, stiffness and
function, ranging from 0 to 100 mm, with 0 mm indicating no pain or
limitation in function and 100 mm indicating the most severe pain or

limitation in function. The SF-36 has 8 sub-categories from which two
scores are calculated: A Physical score and mental score. Results range
between 0 and 100, with 0 indicating the worst QoL and 100 indicating
the best QoL.

After the completion of the baseline measurements, the
biomechanical device was individually calibrated to each patient by a
physiotherapist certified in AposTherapy methodology. The principle
of calibration is to bring each of the patient’s joint to a position that
allows for diminished pain while walking. Biomechanically, shifting
the elements on the shoe changes the foot’s COP during gait, thus
altering the orientation of the Ground Reaction Force (GRF) vector and
reducing loads from the affected area of the joint while walking [21-
23]. Once the desired alignment is achieved, the patient should report
immediate pain relief while walking. Treatment was then initiated
and continued on a daily basis for a period of 12 weeks. Patients were
instructed to put on the biomechanical device and go about their ADL
for 10 minutes each day during the first week (actual walking time of
3-4 minutes) and gradually increase to 60 minutes a day by the fourth
week and for the remainder of the treatment period (actual walking
time of 20-25 minutes). After 12 weeks of therapy, patients underwent
a second gait analysis and completed a second WOMAC questionnaire
and SF-36 Health Survey.

Statistical analysis

Data were analyzed with SPSS software version 19.0 and were
presented as mean and standard deviation for all gait spatio-temporal
parameters and self-evaluation questionnaires. The distributions of the
variables in the study were examined using the Kolmogorov-Smirnov
non-parametric test. To demonstrate the level of improvement of
gait spatio-temporal parameters and self-evaluation questionnaires,
over time, paired sample t-tests were performed and the percent of
improvement, compared to baseline, were calculated. Correlations
between baseline measurements including age, gender and BMI, and
the differences of the measurements over time were demonstrated using
Pearson correlations. Independent t-tests were calculated to found
differences in the extent of improvement in gait parameters between
sub-groups of gender and obesity (BMI>30). Significance levels were
set at 0.05.

Results

Baseline and changes in gait spatio-temporal and questionnaires
following twelve weeks of therapy are presented in Tables 1 and 2,
respectively. There were no reports of any adverse events, including
imbalance, tripping or other physical problems during the study period.

A significant improvement was found in the patient’s velocity with
more than an 11% increase (P=<0.001), patients had increased their step
length and cadence in about 6% and 5%, respectively (P<0.001). Patients
demonstrated a mean reduction of 0.9% in stance phase (P<0.001) and
a 2.4% increase in SLS (P=0.003). All other gait parameters did not
differ significantly over time. Results are summarized in Table 2.

Study population

N (Female, %) 60 (41, 22.3%)

Age (years) 65.0 (8.4)
Height (cm) 1.64 (0.09)
Weight (kg) 78.9 (20.1)
BMI (kg/m?) 29.0 (7.5)
Duration of symptoms 43.1 (54.4)

Table 1: Patients characteristics. Results are presented as mean (sd).
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Baseline = 3 Months _Mean *
difference
Velocity (cm/sec) 91.7 (22.3) 102.4 (19.9) 10.7 (15.3) | <0.001
Cadence (steps/min) 70.2(7.4) 73.9(6.0) @ 3.7(5.7) <0.001
SL more affected hip (cm) 53.1(9.0) 56.5(9.2) = 3.4(5.0) <0.001
SL less affected hip (cm) 51.2(10.5) 54.7(9.7) 3.5(5.9)  <0.001
BOS more affected hip (cm) 6.6(3.3) 6.7(4.00 | 0.1(2.6) 0.887
BOS less affected hip (cm) 6.7(3.5) | 6.7(4.1) | 0.0(2.6) @ 0.943
Stance phase more affected hip R
(% GC) 61.3(2.8) 60.8(2.1)  -0.5(1.2) <0.001
Sotance phase less affected hip 62.5(3.2) 617 (25) -0.8(2.3) P=0.005
(% GC)
oS phase more affected b 375(32)  385(26) 1.0(23) P=0.003
(% GC)
i 0,
glés) phase less affected hip (% 35 7 5 3y 393(2.1)  0.6(1.3) | <0.001

Abbreviations: SL: Step Length; BOS: Base of Support; GC: Gait Cycle; SLS:
Single Limb Support

* Significant level was set to P < 0.05

Table 2: Gait spatio-temporal changes following 12 weeks of Therapy. Results are
presented as mean (sd).

Baseline 3 Months | Mean difference prex
WOMAC Index*
Pain 48.0 (19.7) 1 31.2(20.9)  -16.8(18.80) P<0.001
Stiffness 49.9 (26.8) 1 37.3(28.6) | -12.6 (25.2) P<0.001
Function 44.5(17.9) | 34.1(20.9) -10.4 (11.3) P<0.001
SF-36 Health Survey**
SF-36 overall score 52.2 (14.2) | 56.0 (15.8) 3.8 (13.5) 0.032
SF-36 physical scale = 45.8 (15.1) | 51.1 (16.8) 5.3(13.8) P=0.007
SF-36 mental scale 61.2 (15.6) | 64.1(15.6) 2.9 (15.3) P=0.141

*WOMAC Index - Western Ontario and McMaster Universities Index. The WOMAC
questionnaire includes 24 questions in a VAS format (0=no pain/stiffness/difficulty,
100=severe pain/stiffness/difficulty).

** SF-36 Health Survey includes 36 questions. Results range between 0-100
(0=poor quality of life, 100=high quality of life).

*** p-value was set to p<0.05.

Table 3: Self-evaluation questionnaires changes following 12 weeks of therapy.
Results are presented as mean (sd).

After 12 weeks of treatment the WOMAC-pain, WOMAC-stiffness
and WOMAC-function subscales were significantly lower. Pain
decreased by 35.0% (P<0.001), stiffness decreased by 25.3% (P<0.001),
and functional disability decreased by 23.4% (P<0.001). The extent of
improvement in the level of pain and function meets with the OARSI-
OMERACT criteria for clinical response to treatment. The SF-36
health survey improved after 12 weeks of treatment with an overall
improvement of 7.3%. Physical score subscale improved by 11.6%
(P=0.007) whereas the mental score increased by 4.7% but did not reach
a level of statistical significance. Results are summarized in Table 3.

A correlation between the extent of improvement and patients’
characteristics (age, gender and BMI) was calculated. There was
no significant correlation between age/gender and the extent of
improvement neither in gait parameters nor in self-evaluation
questionnaires. A significant positive correlation was found between
BMI and the extent of improvement in gait parameters (P<0.05).
There was no significant correlation between BMI and the extent of
improvement in pain, function and quality of life. In order to further
understand the effect of BMI of treatment outcomes a more specific
analysis was conducted. Patients were divided into two groups of BMI
(Below and above a BMI value of 30 kg/m?). Thirty-five patients were
with a BMI below 30 kg/m” and 15 patients were with a BMI value above
30 kg/m?. There were no significant differences in none of the measured

variables between the groups at baseline. Nevertheless, a significant
difference was found between the groups in the extent of improvement
in the following gait parameters: more and less symptomatic step length
(P=0.011 and P=0.004, respectively), more and less symptomatic swing
phase (P=0.010 and P=0.013 respectively), more and less symptomatic
stance phase (P=0.010 and P=0.013, respectively), more and less
symptomatic SLS phase (P=0.013 and P=0.015, respectively) and more
and less symptomatic DLS (P=0.002 and P=0.002, respectively). This
phenomenon is presented in Figure 2.

Discussion

The American College of Sports Medicine and Physical Activity
Guidelines Advisory Committee formulated recommendations for
adults with arthritis [24]. These guidelines prescribe a minimum of
30 minutes of moderate intensity exercise at least five times a week
to promote cardiovascular health, with at least a couple of sessions
of muscle strengthening activity each week as well. These guidelines
are clearly demanding for individuals with OA of the hip, given the
associated pain, loss of function, depression and poor self-efficacy [25].
Epidemiology data concerning physical activity levels of individuals
demonstrates that approximately 42% of men and 32% of women
older than 65 years were participating at these recommended levels of
physical activity [26].

Several studies have emphasized the importance of physical therapy
for patients with hip OA [9,11]. Recommended modalities specific to
hip OA include manual therapy, exercise program, hydrotherapy,
electro-acupuncture, acupuncture with advice and home exercises.
There is, however, ‘insufficient evidence’ to support exercise as a
treatment to decrease pain or to improve function [11,27-31].
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Figure 2. Differences in the extent of improvement between the two BMI
groups.

Figure 2 represents the variation in improvements rates in selected gait
parameters (velocity, cadence and more symptomatic stride length). The
upper graph represents patients with a BMI<30 kg/m? and the lower graph
represent patients with a BMI>30 kg/m?. The Y axis represents the level of
improvement (i.e. the difference between the end-point results minus the
pre-treatment results). The units of the Y axis are the absolute values of the
measured parameter (velocity=cm/s, cadence=steps/min, more symptomatic
step length=cm). A positive value indicates an improvement in gait measures
and a negative value represent worsening of gait measures. Although both
groups improve significantly following therapy, patients with a BMI>30 kg/m?
improved to a greater extent (velocity — p=0.002, cadence — p=0.018, More
symptomatic stride length — p=0.005).
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The use of AposTherapy in the present study showed significant
improvement in the subjective reports of pain and function after twelve
weeks, as demonstrated by the significant improvement in the self-
evaluation symptoms and QoL assessment questionnaires, as well as in
the significant improvement in gait patterns. The improvement in the
WOMAC-pain and WOMAC-function subscales met the OMERAC-
OARSI guidelines for the minimum improvement threshold that would
qualify as a clinical improvement for the patient [32].

A statistically significant improvement was seen in all objective
gait analysis parameters, excluding BOS. Patients demonstrated a
significantly higher walking speed (91.7 cm/s to 102.4 cm/s), step
length (53.1 cm to 56.5 cm) and cadence (70.2 steps/min to 73.9 steps/
min). In addition, patients decreased their stance phase of the more
affected hip from 61.3% GC to 60.8% GC and increased their SLS phase
in the more affected hip from 37.5 to 38.5 indicating an improved
ability to maintain single limb loads on the more affected limb. These
improvements alongside an improvement in function and a reduction
in pain suggest an overall improvement in patients’ functional state.

The examined biomechanical therapy is theorized to work via two
principles: changing the location of the COP (alignment) and repetitive
perturbation movements (neuromuscular). The device is calibrated to
each patient after baseline assessment. Calibration of the biomechanical
elements changes the location of the COP and lead to a shift in the
external moments acting on the hip joint [22]. The resultant shift can
reduce the load on the affected side of the leg, improving both pain and
functional disability. Repetitive unconscious perturbation movements
that train neuromuscular performance (a requirement for motor
learning), is achieved due to the fact that the patient is wearing the
device during his working environment while performing activities
of daily living. These continuous repetitive perturbation movements
performed at hundreds of repetitions per day allow the body to learn,
even without realizing it, correct movement patterns. This makes the
treatment easy to comply with.

Bar-Ziv et al, in a prospective, sham control study that evaluated the
effect of this therapy in patients suffering from knee OA, demonstrated
an improvement in function and a reduction in pain following eight
weeks of therapy in the experimental group, without similar changes
in the level of pain and function in the control group [13]. Elbaz et
al. in a study on patients with knee OA, showed that three months of
therapy with the biomechanical device led to significant improvement
in function, pain and gait parameters [14]. The current study supports
these findings, demonstrating similar improvements in pain, function,
QoL and gait patterns in patients with bilateral hip OA. An interesting
finding of this study was the correlation between BMI and the extent
of improvement in gait parameters. A significant positive correlation
was found between BMI and the extent of improvement. Patients were
divided into two groups of BMI (Below and above a BMI value of 30
kg/m?). There were no significant differences in none of the measured
variables between the groups at baseline. Nevertheless, a significant
positive correlation was found. Although both groups demonstrated
improved gait patterns, heavier patients might have improved to
a greater extent in their gait patter. The fact that heavier patients
improved to a greater extent in their gait patterns but not in their levels
of pain, function and quality of life was surprising, especially since the
overall cohort did demonstrate a significant improvement in both the
gait patterns and in the pain, function and quality of life. It is difficult
to determine the reasons for this finding, and we suggest that future
studies will examine this to a greater depth including monitoring
changes in BMI following therapy.

This study had some limitations. First, the study lacked a control
group. The study, however, evaluated changes in objective gait
parameters, which should minimize the placebo effect. A future
randomized study should examine the effects of this therapy compared
to a placebo control group to support and strengthen the preliminary
findings of this study. Secondly, the impressive finding of this study
could result from regression to the mean. Patients tend to seek help
when the severity of their symptoms is high and may improve with
or without any treatment. Furthermore, there is missing information
regarding other treatment modalities during the study period including
pain medication consumption, injections and other exercise modalities,
which could have affected the results of this study. Thirdly, longer
follow-up studies are needed.

Conclusions

Patients with bilateral hip OA treated with AposTherapy for twelve
weeks showed statistically and clinically significant improvements in
pain, function and objective gait parameters. In light of this evidence,
this therapy may be an additional useful tool for conservatively treating
patients with hip OA.

Acknowledgements
The authors thank Nira Koren-Morag, for statistical analysis assistance.
Conflict of Interest

Avi Elbaz and Amit Mor hold shares in AposTherapy, Ganit Segal is a salaried
employee of AposTherapy, Michael Drexler, Amir Haim, Udi Rath and Moshe Salai
are co-researchers in a number of studies. They do not receive and are not entitled
to any financial compensation from AposTherapy.

References

1. Lawrence RC, Felson DT, Helmick CG, Arnold LM, Choi H, et al. (2008)
Estimates of the prevalence of arthritis and other rheumatic conditions in the
United States. Part Il. Arthritis Rheum 58: 26-35.

2. Felson DT, Zhang Y (1998) An update on the epidemiology of knee and hip
osteoarthritis with a view to prevention. Arthritis Rheum 41: 1343-1355.

3. Dujardin F, Aucouturier T, Bocquet G, Duparc F, Weber J, et al. (1998)
[Kinematics of the healthy and arthritic hip joint during walking. A study of 136
subjects]. Rev Chir Orthop Reparatrice Appar Mot 84: 689-699.

4. Hulet C, Hurwitz DE, Andriacchi TP, Galante JO, Vielpeau C (2000) [Functional
gait adaptations in patients with painful hip]. Rev Chir Orthop Reparatrice Appar
Mot 86: 581-589.

5. Hurwitz DE, Hulet CH, Andriacchi TP, Rosenberg AG, Galante JO (1997) Gait
compensations in patients with osteoarthritis of the hip and their relationship to
pain and passive hip motion. J Orthop Res 15: 629-635.

6. Murray MP, Gore DR, Clarkson BH (1971) Walking patterns of patients with
unilateral hip pain due to osteo-arthritis and avascular necrosis. J Bone Joint
Surg Am 53: 259-274.

7. Andriacchi TP, Galante JO, Fermier RW (1982) The influence of total knee-
replacement design on walking and stair-climbing. J Bone Joint Surg Am 64:
1328-1335.

8. Shakoor N, Dua A, Thorp LE, Mikolaitis RA, Wimmer MA, et al. (2011)
Asymmetric loading and bone mineral density at the asymptomatic knees of
patients with unilateral hip osteoarthritis. Arthritis Rheum 63: 3853-3858.

9. van Baar ME, Dekker J, Oostendorp RA, Bijl D, Voorn TB, et al. (2001)
Effectiveness of exercise in patients with osteoarthritis of hip or knee: nine
months’ follow up. Ann Rheum Dis 60: 1123-1130.

10. Weigl M, Angst F, Stucki G, Lehmann S, Aeschlimann A (2004) Inpatient
rehabilitation for hip or knee osteoarthritis: 2 year follow up study. Ann Rheum
Dis 63: 360-368.

11. Hoeksma HL, Dekker J, Ronday HK, Heering A, van der Lubbe N, et al. (2004)
Comparison of manual therapy and exercise therapy in osteoarthritis of the hip:
a randomized clinical trial. Arthritis Rheum 51: 722-729.

Surgery Curr Res
ISSN: 2161-1076 SCR, an open access journal

Volume 3 ¢ Issue 5 « 1000153


http://www.ncbi.nlm.nih.gov/pubmed/18163497
http://www.ncbi.nlm.nih.gov/pubmed/18163497
http://www.ncbi.nlm.nih.gov/pubmed/18163497
http://www.ncbi.nlm.nih.gov/pubmed/9704632
http://www.ncbi.nlm.nih.gov/pubmed/9704632
http://www.ncbi.nlm.nih.gov/pubmed/10192119
http://www.ncbi.nlm.nih.gov/pubmed/10192119
http://www.ncbi.nlm.nih.gov/pubmed/10192119
http://www.ncbi.nlm.nih.gov/pubmed/11060432
http://www.ncbi.nlm.nih.gov/pubmed/11060432
http://www.ncbi.nlm.nih.gov/pubmed/11060432
http://www.ncbi.nlm.nih.gov/pubmed/9379275
http://www.ncbi.nlm.nih.gov/pubmed/9379275
http://www.ncbi.nlm.nih.gov/pubmed/9379275
http://www.ncbi.nlm.nih.gov/pubmed/5546699
http://www.ncbi.nlm.nih.gov/pubmed/5546699
http://www.ncbi.nlm.nih.gov/pubmed/5546699
http://www.ncbi.nlm.nih.gov/pubmed/7142241
http://www.ncbi.nlm.nih.gov/pubmed/7142241
http://www.ncbi.nlm.nih.gov/pubmed/7142241
http://www.ncbi.nlm.nih.gov/pubmed/22127702
http://www.ncbi.nlm.nih.gov/pubmed/22127702
http://www.ncbi.nlm.nih.gov/pubmed/22127702
http://www.ncbi.nlm.nih.gov/pubmed/11709454
http://www.ncbi.nlm.nih.gov/pubmed/11709454
http://www.ncbi.nlm.nih.gov/pubmed/11709454
http://www.ncbi.nlm.nih.gov/pubmed/15020328
http://www.ncbi.nlm.nih.gov/pubmed/15020328
http://www.ncbi.nlm.nih.gov/pubmed/15020328
http://www.ncbi.nlm.nih.gov/pubmed/15478147
http://www.ncbi.nlm.nih.gov/pubmed/15478147
http://www.ncbi.nlm.nih.gov/pubmed/15478147

Citation: Drexler M, Segal G, Lahad A, Haim A, Rath U, et al. (2013) A Non-Invasive Foot-Worn Biomechanical Device for Patients with Hip
Osteoarthritis. Surgery Curr Res 3: 153. doi:10.4172/2161-1076.1000153

Page 5 of 5

20.

21.

22.

. McNair PJ, Simmonds MA, Boocock MG, Larmer PJ (2009) Exercise therapy

for the management of osteoarthritis of the hip joint: a systematic review.
Arthritis Res Ther 11: R98.

.Bar-Ziv Y, Beer Y, Ran Y, Benedict S, Halperin N (2010) A treatment applying

a biomechanical device to the feet of patients with knee osteoarthritis results
in reduced pain and improved function: a prospective controlled study. BMC
Musculoskelet Disord 11: 179.

.Elbaz A, Mor A, Segal G, Debbi E, Haim A, et al. (2010) APOS therapy

improves clinical measurements and gait in patients with knee osteoarthritis.
Clin Biomech (Bristol, Avon) 25: 920-925.

.Elbaz A, Mirovsky Y, Mor A, Enosh S, Debbi E, et al. (2009) A novel

biomechanical device improves gait pattern in patient with chronic nonspecific
low back pain. Spine (Phila Pa 1976) 34: E507-512.

.Haim A, Rubin G, Rozen N, Goryachev Y, Wolf A (2012) Reduction in knee

adduction moment via non-invasive biomechanical training: a longitudinal gait
analysis study. J Biomech 45: 41-45.

Altman R, Alarcon G, Appelrouth D, Bloch D, Borenstein D, et al. (1991) The
American College of Rheumatology criteria for the classification and reporting
of osteoarthritis of the hip. Arthritis Rheum 34: 505-514.

. Wigler I, Neumann L, Yaron M (1999) Validation study of a Hebrew version of

WOMAC in patients with osteoarthritis of the knee. Clin Rheumatol 18: 402-
405.

. Lewin-Epstein N, Sagiv-Schifter T, Shabtai EL, Shmueli A (1998) Validation of

the 36-item short-form Health Survey (Hebrew version) in the adult population
of Israel. Med Care 36: 1361-1370.

Barker S, Craik R, Freedman W, Herrmann N, Hillstrom H (2006) Accuracy,
reliability, and validity of a spatiotemporal gait analysis system. Med Eng Phys
28: 460-467.

Haim A, Rozen N, Dekel S, Halperin N, Wolf A (2008) Control of knee coronal
plane moment via modulation of center of pressure: a prospective gait analysis
study. J Biomech 41: 3010-3016.

Haim A, Rozen N, Wolf A (2010) The influence of sagittal center of pressure
offset on gait kinematics and kinetics. J Biomech 43: 969-977.

23.

24.

2

()]

26.

27.

28.

29.

30.

o

3

=

32.

Haim A, Wolf A, Rubin G, Genis Y, Khoury M, et al. (2011) Effect of center of
pressure modulation on knee adduction moment in medial compartment knee
osteoarthritis. J Orthop Res 29: 1668-1674.

(2009) Physical Activity Guidelines Advisory Committee report, 2008. To the
Secretary of Health and Human Services. Part A: executive summary. Nutr Rev
67:114-120.

. Guccione AA (1994) Arthritis and the process of disablement. Phys Ther 74:

408-414.

Macera CA, Ham SA, Yore MM, Jones DA, Ainsworth BE, et al. (2005)
Prevalence of physical activity in the United States: Behavioral Risk Factor
Surveillance System, 2001. Prev Chronic Dis 2: A17.

Tak E, Staats P, Van Hespen A, Hopman-Rock M (2005) The effects of an
exercise program for older adults with osteoarthritis of the hip. J Rheumatol
32: 1106-1113.

Sylvester KL (1990) Investigation of the effect of hydrotherapy in the treatment
of osteoarthritic hips. Clinical Rehabilitation 4: 6.

Stener-Victorin E, Kruse-Smidje C, Jung K (2004) Comparison between electro-
acupuncture and hydrotherapy, both in combination with patient education and
patient education alone, on the symptomatic treatment of osteoarthritis of the
hip. Clin J Pain 20: 179-185.

Haslam R (2001) A comparison of acupuncture with advice and exercises on
the symptomatic treatment of osteoarthritis of the hip--a randomised controlled
trial. Acupunct Med 19: 19-26.

. Green J, McKenna F, Redfern EJ, Chamberlain MA (1993) Home exercises

are as effective as outpatient hydrotherapy for osteoarthritis of the hip. Br J
Rheumatol 32: 812-815.

Pham T, van der Heijde D, Altman RD, Anderson JJ, Bellamy N, Hochberg
M, et al. (2004) OMERACT-OARSI initiative: Osteoarthritis Research Society
International set of responder criteria for osteoarthritis clinical trials revisited.
Osteoarthritis Cartilage 12: 389-399.

Surgery Curr Res
ISSN: 2161-1076 SCR, an open access journal

Volume 3 ¢ Issue 5 « 1000153


http://www.ncbi.nlm.nih.gov/pubmed/19555502
http://www.ncbi.nlm.nih.gov/pubmed/19555502
http://www.ncbi.nlm.nih.gov/pubmed/19555502
http://www.ncbi.nlm.nih.gov/pubmed/20698991
http://www.ncbi.nlm.nih.gov/pubmed/20698991
http://www.ncbi.nlm.nih.gov/pubmed/20698991
http://www.ncbi.nlm.nih.gov/pubmed/20698991
http://www.ncbi.nlm.nih.gov/pubmed/20637534
http://www.ncbi.nlm.nih.gov/pubmed/20637534
http://www.ncbi.nlm.nih.gov/pubmed/20637534
http://www.ncbi.nlm.nih.gov/pubmed/19564755
http://www.ncbi.nlm.nih.gov/pubmed/19564755
http://www.ncbi.nlm.nih.gov/pubmed/19564755
http://www.ncbi.nlm.nih.gov/pubmed/22018581
http://www.ncbi.nlm.nih.gov/pubmed/22018581
http://www.ncbi.nlm.nih.gov/pubmed/22018581
http://www.ncbi.nlm.nih.gov/pubmed/2025304
http://www.ncbi.nlm.nih.gov/pubmed/2025304
http://www.ncbi.nlm.nih.gov/pubmed/2025304
http://www.ncbi.nlm.nih.gov/pubmed/10524555
http://www.ncbi.nlm.nih.gov/pubmed/10524555
http://www.ncbi.nlm.nih.gov/pubmed/10524555
http://www.ncbi.nlm.nih.gov/pubmed/9749659
http://www.ncbi.nlm.nih.gov/pubmed/9749659
http://www.ncbi.nlm.nih.gov/pubmed/9749659
http://www.ncbi.nlm.nih.gov/pubmed/16122966
http://www.ncbi.nlm.nih.gov/pubmed/16122966
http://www.ncbi.nlm.nih.gov/pubmed/16122966
http://www.ncbi.nlm.nih.gov/pubmed/18805527
http://www.ncbi.nlm.nih.gov/pubmed/18805527
http://www.ncbi.nlm.nih.gov/pubmed/18805527
http://www.ncbi.nlm.nih.gov/pubmed/20047747
http://www.ncbi.nlm.nih.gov/pubmed/20047747
http://www.ncbi.nlm.nih.gov/pubmed/21491477
http://www.ncbi.nlm.nih.gov/pubmed/21491477
http://www.ncbi.nlm.nih.gov/pubmed/21491477
http://www.ncbi.nlm.nih.gov/pubmed/19178654
http://www.ncbi.nlm.nih.gov/pubmed/19178654
http://www.ncbi.nlm.nih.gov/pubmed/19178654
http://www.ncbi.nlm.nih.gov/pubmed/8171102
http://www.ncbi.nlm.nih.gov/pubmed/8171102
http://www.ncbi.nlm.nih.gov/pubmed/15888228
http://www.ncbi.nlm.nih.gov/pubmed/15888228
http://www.ncbi.nlm.nih.gov/pubmed/15888228
http://www.ncbi.nlm.nih.gov/pubmed/15940775
http://www.ncbi.nlm.nih.gov/pubmed/15940775
http://www.ncbi.nlm.nih.gov/pubmed/15940775
http://cre.sagepub.com/content/4/3/223.abstract
http://cre.sagepub.com/content/4/3/223.abstract
http://www.ncbi.nlm.nih.gov/pubmed/15100594
http://www.ncbi.nlm.nih.gov/pubmed/15100594
http://www.ncbi.nlm.nih.gov/pubmed/15100594
http://www.ncbi.nlm.nih.gov/pubmed/15100594
http://www.ncbi.nlm.nih.gov/pubmed/11471578
http://www.ncbi.nlm.nih.gov/pubmed/11471578
http://www.ncbi.nlm.nih.gov/pubmed/11471578
http://www.ncbi.nlm.nih.gov/pubmed/8369892
http://www.ncbi.nlm.nih.gov/pubmed/8369892
http://www.ncbi.nlm.nih.gov/pubmed/8369892
http://www.ncbi.nlm.nih.gov/pubmed/15094138
http://www.ncbi.nlm.nih.gov/pubmed/15094138
http://www.ncbi.nlm.nih.gov/pubmed/15094138
http://www.ncbi.nlm.nih.gov/pubmed/15094138

	Title
	Corresponding author
	Abstract 
	Keywords
	Introduction
	Methods
	Participants
	Intervention
	Protocol
	Statistical analysis 

	Results
	Discussion
	Conclusions
	Acknowledgements
	Conflict of Interest 
	Table 1
	Table 2
	Table 3
	Figure 1
	Figure 2
	References

