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Although some reviewers have 
questioned the use of this metric in 
determining clinically significant 
differences in treatment outcomes, 
the AAOS believes this is the best 
way to measure such differences. 
Several systematic reviews on vis-
cosupplementation have pointed 
out that the literature suffers from 
a significant degree of publication 
bias, noting that studies with re-
sults that did not support the use 
of viscosupplementation were less 
likely to be published than studies 
with positive results.

Despite this clear publication 
bias toward positive results, cur-
rent published studies do not show 
a clinically effective response for 
HA injections based on MCII. 
Some peer reviewers were critical 
of this finding, especially in light 
of the important clinical practice 
implications. Many highlighted 
prior systematic reviews supporting 
the use of HA. These reviews were 
analyzed and found to have several 
flaws. Most did not address the 
issues of publication bias, between-
study heterogeneity, and clinical 
significance in determining final 
recommendations. 

Several reviewers noted that 
using the MCII to determine clini-
cal significance has inherent faults. 
The AAOS CPG process has used 
MCII to elucidate clinical signifi-
cance since its inception. This rep-
resents the best validated measure 
of minimum clinically important 
improvement when trying to de-
termine whether a treatment truly 
has efficacy rather than just slight 
improvements that register as sta-
tistically significant. 

Two other effect-size tools, the 
Patient-Acceptable Symptomatic 
State—an absolute score beyond 
which patients are satisfied—and 
the Initiative on Methods, Mea-
surement, and Pain Assessment in 
Clinical Trials score, which denotes 
a specific percentage of patients 
who are satisfied, have methodo-
logic limitations that make them 
less appropriate for the AAOS 
CPG analysis process. 

The CPG workgroup accepted 
and fulfilled its obligation of aca-
demic rigor and ethics, which are 
assumed of all clinical research, 
without compromise or modifica-
tion, despite significant criticisms 
from reviewers and commenters. 
Additional studies with high meth-
odologic quality on the effects of 
high molecular weight preparations 
on OA knee with subgroup analy-
sis are needed.

Other recommendations
Changes in the strength of recom-
mendations were based on their 
supporting evidence. For example, 
the recommendation on the use of 
intra-articular corticosteroid injec-
tions went from “We suggest …” 
to “We are unable to recommend 
for or against the use of …” Al-
though some reviewers expressed 
concern about this change to a 
lower rating, intra-articular cor-
ticosteroid injections remain sup-
ported in clinical practice. 

The recommendation on ar-
throscopic meniscectomy increased 
in strength from a consensus to 
an inconclusive recommendation, 
which is now supported by evi-
dence and is no longer based solely 
on expert opinion. The current 
inconclusive recommendation does 
help the AAOS to support this pro-

cedure on patients with OA knee. 
The second edition of the OA 

knee CPG addressed the concerns 
raised regarding methodologic 
flaws associated with the evidence 
base of the first edition. The AAOS 
CPG process benefitted and will 
continue to do so from the exten-
sive involvement of the peer-re-
viewers and specialty societies. The 
process improves with the thought-
ful criticism of the guidelines and 
the evidence synthesis process. 

It is important to clearly state 
that this CPG, as with all AAOS 
CPGs, is not intended as a tool 
for coverage determinations. Mis-
interpretation of the goals and 
position of the CPG process can 
result in confusion of the message 
to patients, clinicians, and payers 
with resultant deleterious effects. 
The CPG process needs to be 

disseminated with the goals and 
limitations of the analysis clearly 
delineated and explained. This will 
mitigate against the potential mis-
use of the guidelines. The AAOS 
also remains committed to ensur-
ing that the guidelines are inter-
preted and used properly and will 
advocate vigorously on behalf of 
patients and members. 

The AAOS also plans to follow 
this CPG with an Appropriate Use 
Criteria (AUC). Although the CPG 
delineates whether a procedure, 
intervention, or diagnostic test 
“works,” the AUC will further 
define “in which patients” and 
“when” an intervention, proce-
dure, or diagnostic test is appropri-
ate. Work on the accompanying 
AUC for OA knee is currently 
underway.

The work group highlighted 

CPG from page 47

Guideline Development
The Clinical Practice Guideline for the Treatment 
of Osteoarthritis of the Knee (Non-arthroplasty)—
2nd Edition was developed by a volunteer work 
group chaired by David S. Jevsevar, MD, MBA, 
and Gregory Alexander Brown, MD, PhD. Mem-
bers of this work group include the following: Dina 
L. Jones, PhD, PT; Paul A. Manner, MD, FRCSC; 
Elizabeth G. Matzkin, MD; Pekka A. Mooar, MD; 
John T. Schousboe, MD, PhD; and Steven Stovitz, 
MD. James O. Sanders, MD, served as the attending 
guidelines oversight chair; Michael J. Goldberg, MD, 
serves as chair of the Guidelines Oversight Commit-
tee and Kevin J. Bozic, MD, MBA, is chair of the 
Council on Research and Quality. AAOS staff in-
cluded Patrick Donnelly, MA, lead research analyst; 
Deborah S. Cummins, PhD, director of research, and 
William R. Martin III, MD, medical director.

Funding was provided by the AAOS. The guide-
line is based on a systematic review of the current 
scientific and clinical research. The methods used to 
prepare the guideline were rigorous, employed to 
minimize bias and to develop a set of reliable, trans-
parent, and accurate clinical recommendations for 
the prevention of orthopaedic implant infections in 
patients undergoing dental procedures. These meth-
ods are detailed in the full guideline.

The development of AAOS Evidence-Based Clini-
cal Practice Guidelines are overseen by the Commit-
tee on Evidence-Based Quality and Value. The Clini-
cal Practice Guideline for the Treatment of Osteoar-
thritis of the Knee (Non-Arthroplasty)—2nd Edition 
was approved by the AAOS Board of Directors on 
May 18, 2013. The complete guideline is available at 
www.aaos.org/guidelines

Table 2:  DescripTions anD implicaTions

Description of Strength of Recommendation

a Strong recommendation means that the quality of the supporting  
evidence is high. 

a Moderate recommendation means that the benefits exceed the potential 
harm (or that the potential harm clearly exceeds the benefits in the case of a 
negative recommendation), but the quality/applicability of the supporting 
evidence is not as strong.

a Limited recommendation means that the quality of the supporting 
evidence is unconvincing, or that well-conducted studies show little clear 
advantage to one approach over another. 

an Inconclusive recommendation means that there is a lack of compelling 
evidence that has resulted in an unclear balance between benefits and  
potential harm. 
 

a Consensus recommendation means that expert opinion supports the 
guideline recommendation even though there is no available empirical evi-
dence that meets the inclusion criteria of the guideline’s systematic review.

Implication

practitioners should follow a Strong recommendation unless a clear 
and compelling rationale for an alternative approach is present.

practitioners should generally follow a Moderate recommendation 
but remain alert to new information and be sensitive to patient 
preferences. 

practitioners should exercise clinical judgment when following a rec-
ommendation classified as Limited, and should be alert to emerging 
evidence that might counter the current findings. patient preference 
should have a substantial influencing role.

practitioners should feel little constraint in following a recommen-
dation labeled as Inconclusive, exercise clinical judgment, and be 
alert for emerging evidence that clarifies or helps to determine the 
balance between benefits and potential harm. patient preference 
should have a substantial influencing role.

practitioners should be flexible in deciding whether to follow a rec-
ommendation classified as Consensus, although they may give it 
preference over alternatives. patient preference should have a sub-
stantial influencing role.
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