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ABSTRACT
The management of multiple joint osteoarthritis is a challenging ordeal especially 

in the Low- and Middle- income Countries where most victims present late as a 

result of poverty and ignorance. This is particularly so in the elderly patients with 

the added problems of osteoporosis, increased risk of deep venous thrombosis and 

co- morbidities. We have discussed our experience in the management of an 

elderly patient who presented with incapacitating osteoarthritis of both knees and 

right hip with associated spine disease and who was bed ridden for two years prior 

to presentation. Debilitating Polyarthritis, Multiple joint replacements, Surgery in 

the elderly, distal femoral replacement.
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INTRODUCTION.  

steoarthritis is a polymorphic disease with a variety of clinical Opresentations which makes a definition of the condition difficult, but it 

can be described as “a heterogeneous group of conditions that leads  to joint 

symptoms and signs which are associated with defective integrity of articular 

cartilage, in addition to related changes in the underlying bone and at the joint 
1margins”.  Osteoarthritis (OA) ranks globally among the 50 most common 

sequelae of diseases and injuries, affecting over 250 million people or 4% of 
2the world's population. 

Multiple joint osteoarthritis [MJOA] as defined by various authors refers to 

the presence of osteoarthritis in two or more joints at once and is not joint 
3specific.  The affected sites include the hands, hips, knees and spine. An 

increased number of OA affected joint sites correlates with increased risk of 

disabling disease, defined as OA with pain interfering with an individual's 
4normal work.  In an observational study by Carlesso (n=2,455), odds of 

5frailty and pre-frailty increased as number of joint sites with OA increased. 

Treatment of osteoarthritis is individualized. Co-morbid conditions such as 

cardiac disease, hypertension, peptic ulcer disease, or renal disease must be 

considered, and the patient's needs and expectations should also be taken into 
6account.  Total joint arthroplasty (replacement) surgery is the gold standard 

treatment in patients with severe end-stage symptomatic osteoarthritis who 

have failed to respond to non-pharmacologic and pharmacologic 

management, and who have significant impairment in their quality of life due 
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7to OA.  It provides marked pain relief and functional 

improvement in patients with severe hip or knee OA 
8,8,10.  The management of MJOA can be quite 

challenging especially in the developing world 

where most patients present late with grossly 

deformed joints.

We present our experience in the management of an 

elderly lady with incapacitating multiple joint 

osteoarthritis associated with hypertension, peptic 

ulcer disease and osteoporosis and who had been bed 

ridden for 2 years before presentation.

CASE PRESENTATION
Mrs O E, a 78 years old lady was admitted on 1/09/22 

on account of incapacitating bilateral knee pain and 

stiffness with associated right hip pain and stiffness 

of about 7 years duration. The pain and deformities 

were progressive with inability to bear weight in the 

preceding two years during which period she had 

been bed- ridden because of excruciating pain and 

deformities.  There were associated low backache 

with radiation to the right lower limb, numbness, 

paraesthesia and weakness of the right lower limb. 

There was also associated neck pain with radiation to 

both upper limbs, and equally numbness and 

paraesthesia of both upper limbs. There were 

underlying history of hypertension and peptic ulcer 

disease.  

On examination, she was in severe painful distress 

and on wheelchair. Examination of the spine revealed 

no deformity nor areas of localized tenderness. There 

were flexion deformities of the right hip and both 

knees with associated severe tenderness. The range 

of motion of the knees was 30 to 90 degrees while the 

right hip was in 60 degrees of flexion. There were 

normal tone and reflexes across the knees while there 

were hypotonia and hyporeflexia across the right 

ankle. There was also sensory deficit on the L3-S1 

dermatomes on the right. There was marked 

reduction in the range of motion of both shoulders but 

no neurological deficits in the upper limbs.

Radiological examination showed features of severe 

osteoarthritis of both knees and the right hip with 

associated marked generalized osteoporosis and 

multilevel cervical spine osteophyte formation. 

[Fig 1, 2]  Lumbosacral MRI showed multilevel 

[L1-S1] disc bulges, marked bilateral L4-S1 exit 

nerve roots canal stenosis, marked bilateral L4/L5 + 

right L5/S1 foraminal stenosis, generalized 

osteoporosis with osteoporotic fracture of L1 

inferior end-plate and focal hyperintense lesion at 

L4 superior end-plate suggestive of a metastatic 

lesion. 

She was subsequently optimised for surgery and 

had 2 sessions of manipulation under anaesthesia 

and casting of both lower limbs at two weeks 

interval to correct the hip and knee flexion 

deformities. after which she was commenced on 

physiotherapy. Full correction was achieved after 5 

weeks of the treatment protocol.

Figure 2. Pre-operative anterior-posterior x-ray film of 

the pelvis and lateral x-ray film of the right hip

She had combined total right hip replacement and total left 

knee replacement on 22/10/22 [Figures 3 & 4].  She later had 

total right knee replacement 8 weeks after. She reportedly 

had a fall in her room around 3am, 13 days after the last 

procedure while alone with her husband 

 

Figure 1. Pre-operative anterior-posterior and lateral x-ray 

films of both knees.



The surgical management of debilitating multiple joint osteoarthritisIfeanyi C NWAGBARA

For Reprint Contact: editorojm@gmail.com

  
 

 
 63Orient J Med | Vol 36| No 1-2 | 2024

Figure 5. Anterior- posterior and Lat x-ray views of the 

right knee showing the peri- prosthetic fracture

Figure 4. Post-operative Anterior-posterior and lateral 

x-ray films of the left knee.

after which she developed severe pain around the right knee. 

Subsequent x-ray revealed a peri-prosthetic, osteoporotic 

[pathological] fracture of the right distal femur  [Figure 5].  A 

cast was applied to stabilize the fracture and she was worked 

up for a revision surgery

 

Figure 6. Anterior- posterior and lateral x-ray views of 

the right knee following the distal femoral replacement

She subsequently had distal femoral replacement, 8 weeks 

after the fall. [Figure 6] 

Figure 3. Post-operative Anterior-posterior and lateral 

x-ray films of the right hip.
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The patient was on anticoagulant therapy, chest 
physiotherapy and muscle strengthening exercises 
all through the period of admission and was 
sleeping on an air mattress to prevent decubitus 
ulcers.

The pain and deformities of the right hip and both 

knees were corrected as at the time of discharge after 

39 weeks of admission. The right lower limb 

weakness, however prevented weight bearing 

mobilization. So, she was discharged on a wheel 

chair and was to continue physiotherapy in the out-

patient department pending when she will be re-

admitted for a spinal procedure. 

DISCUSSION
The management of MJOA can be quite challenging 

especially in the Low- and Middle- income Countries 

(LMIC) where most patients present late on account 

of poverty and ignorance. The hospital bill in the 

management of this condition is quite high and only 

very few can afford that in our environment where 

most patients pay out of pocket for their healthcare 

services. Even among the lucky few who have 

insurance cover as in our index case, ignorance and 

local practices delay treatment significantly such that 

most of the patients end up presenting very late.  Our 

index patient who is a retired registered nurse was 

offered surgery some 5 years before presentation but 

she declined and instead resorted to native massage 

and analgesics. She accepted physiotherapy in the 

referral hospital when she became incapacitated, 

which however did not improve her lot.

The first challenge we had to deal with was taking a 

decision of whether to handle the spine disease first 

or hip and knee deformities. In patients with such 

symptoms from hip and spine, there has been no 

clear-cut consensus among spine and arthroplasty 

surgeons on the order of treatment but priority of 

treatment is generally determined by the severity and 

location of symptoms, activities of daily living, and 
11, 12the preference of the patient.  Our decision on this 

was based on the severity of the hip and knee 

symptoms, the difficulty of positioning of patient for 

spinal decompression in view of the severe hip and 

knee flexion deformities and patient's preference. 

The next decision was on how to mobilize the joints in 

the presence of the severe flexion deformities. 

Complete correction of severe flexion deformities at 

the time of knee replacement remains challenging and 

technically demanding. Although total knee 

arthroplasty (TKA) can be performed in this 

challenging patient  intraoperative correction of 

severe flexion deformity present a difficult situation 
13,14,15for orthopaedic surgeons.  and incomplete 

intraoperative correction would lead to more residual 
16flexion contracture postoperatively.  We, therefore 

had to place the index patient on serial manipulations 

under anaesthesia and cylinder cast application. This 

proved effective and required two sessions to correct 

the flexion deformities.

The severe osteoporosis in the patient was a major 

cause of concern as the risk of iatrogenic fractures 

during the procedures was high. Utmost care was 

therefore observed during the period of manipulation 

under anaesthesia, casting and joint mobilization 

during the arthroplasties. She was equally placed on 

muscle strengthening and chest physiotherapy 

throughout the period of admission. Supplemental 

vitamin D and bisphosphonate therapy were also 

commenced early following admission. Despite the 

fracture preventive measures adopted, she developed 

a severe comminuted peri-prosthetic fracture of the 

right distal femur following a minor fall in her room. 

She reportedly had a fall while getting off her bed 

unassisted. The fracture was so severe that it required 

a distal femoral replacement procedure. 

We also had to deal with the risk of venous 

thromboembolism (VTE) in the index case. She was a 

high- risk case considering her age, the prolonged 

period of immobilization before admission and during 

the hospital stay and the number of procedures that 

were carried out. VTE can be a devastating 

complication in joint replacement surgery, with more 

than one in 1000 people suffering from this disease 
17annually.  Thus, she was placed on rivaroxaban, a 
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direct oral anticoagulant (DOAC) throughout the 

period of her admission. The use of anticoagulants in 

total hip and knee replacements is however not 

without some draw backs. There is proof in existing 

studies that when rivaroxaban is used in total knee 

and hip replacement surgeries, the incidence of 

venous thromboembolism is lower than that of other 

anticoagulants, but the bleeding rate is relatively 
 18high.   This topic remains controversial as some 

studies have shown that rivaroxaban is effective in 

the prevention of deep vein thromboembolism with a 
19, 20very low bleeding rate.  We stopped the medication 

72 hours before each procedure and recommenced it 

12 hours after. It is recommended that rivaroxaban 

should be commenced 8 to 10 hours after the 
2 1procedure.  We however encountered the 

complication of increased haemorrhage and 

haematoma formation after the first set of 

procedures. This required intra-operative 

haematoma evacuation and wash-out of the right hip 

and left knee after 8 days of the joint replacement 

procedures. The procedure was well tolerated and the 

wounds healed satisfactorily.

In conclusion, the management of MJOA in the 

elderly patients is quite difficult especially in our 

environment where most patients present very late. 

The challenges encountered include correction of 

accompanying severe flexion deformities, 

prevention of iatrogenic fractures due to the 

associated severe osteoporosis and prevention of 

venous thromboembolism in these high- risk elderly 

patients. 
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