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ZUSAMMENFASSUNG

Ziel Um vorhersagen zu können, welche Kniearthrose-

Patienten ein positives Behandlungsergebnis nach einer

intraartikulären Corticosteroidinjektion erwarten können,

sind die Ziele dieser Studie 1: Den Schweregrad der Arthrosen

mittels unterschiedlichen Einteilungssystemen zu bestimmen

und diese mit den Ergebnissen von Infiltrationen zu verglei-

chen. Die dabei verwendeten Einteilungen sind das Kellgren

und Lawrence (KL) System mit 5 und mit 3 Graden für Kniear-

throse, das Osteoarthritis Research Society International

(OARSI) Einteilungssystem für Gelenkspaltverschmälerung

sowie Messungen des effektiven Gelenkspaltes; 2: Die Reliabi-

lität dieser Einteilungssysteme miteinander zu vergleichen.

Material und Methoden Knieröntgenbilder von 117 Patien-

ten, welche eine Corticosteroidinjektion erhalten haben, wur-

den von zwei Radiologen unabhängig voneinander und ohne

die Ergebnisse der Infiltrationen zu kennen evaluiert. Die

Evaluationen beinhalteten die Einteilung des Schweregrades

der Arthrose mit den KL5-, KL3-, OARSI-Systemen sowie der

Messungen des effektiven Gelenkspaltes. Die klinischen Ver-

gleichsparameter wurden erfasst mittels numerischer

Schmerzskala vor der Behandlung und zusammen mit dem

„Patient’s global impression of change score“ nach einem

Tag, einer Woche und einem Monat nach der Intervention.

Die Proportionen derjenigen Patienten innerhalb der ver-

schiedenen Einteilungen, welche über eine Besserung berich-

teten, wurden verglichen mittels Chi-square-Test. Die logis-

tische Regression wurde genutzt um festzustellen, welche

Befunde ein positives Ergebnis voraussagen können. Die

Übereinstimmung der beiden Radiologen wurde verglichen

mittels Kappa-Koeffizient und dem Intraclass correlation coef-

ficient (ICC).

Ergebnisse Patienten mit OARSI Grad 2 hatten zu allen

Zeitpunkten die höchsten Proportionen, welche über eine

Verbesserung berichteten, signifikant am Tag 1 (p = 0,004).

Kein Zusammenhang zwischen Behandlungsergebnis und

Arthrose Grad konnte festgestellt werden mit den Einteilun-

gen nach KL5, KL3 oder effektiven Gelenkspaltmessungen.

Patienten mit OARSI Grad 2 berichteten 8 Mal häufiger über

eine Verbesserung am Tag 1 (p = 0,024). Effektive Gelenk-

spaltmessungen hatten die beste Reliabilität (ICC = 0,812 –

0,882), gefolgt vom OARSI-Einteilungssystem.

Schlussfolgerungen Patienten mit Kniearthrose Grad OARSI

2 (34 – 66 % Gelenkspaltverschmälerung) haben bessere

Ergebnisse nach Corticosteroidinjektionen nach einem Tag,

einer Woche und einem Monat. Die Reliabilität der OARSI-Ein-

teilung war besser als diejenige von KL5 und KL3.

Kernaussagen
▪ Arthrose-Einteilungen nach OARSI hatten eine bessere

Reliabilität als die Einteilungen nach KL5 oder KL3.

▪ OARSI Grad 2 hatte die besten Behandlungsergebnisse.

▪ Weder die Einteilungen nach Kellgren und Lawrence noch

die effektiven Gelenkspaltmessungen waren verbunden

mit einer klinischen Verbesserung nach erfolgter Infiltra-

tion.
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ABSTRACT

Introduction To be able to predict which patients are more

likely to have a positive treatment outcome, the purpose of

this study is 1: To compare outcomes after intra-articular cor-

ticosteroid knee injections with the Kellgren and Lawrence

(KL) 5 and 3 grading systems for knee osteoarthritis, the

Osteoarthritis Research Society International (OARSI) grading

system and actual joint space measurements; and 2: To com-

pare the reliability of these grading systems.

Materials and Methods Knee radiographs of 117 patients

who received intra-articular corticosteroid injections were

independently evaluated by two radiologists blinded to the

outcome. Evaluation included the KL5, KL3, OARSI systems

and actual joint space widths. The numerical rating scale for

pain was collected at baseline and along with the Patient’s

Global Impression of Change on day 1, in week 1 and in month

1. The number of ‘improved’ patients was compared between

the OA grades using the Chi-square test. Logistic regression

determined which findings were predictive for improvement.

Agreement was assessed using Kappa statistics and the intra-

class correlation coefficient (ICC).

Results Patients with OARSI grade 2 reported the highest

rates of ‘improvement’ at all time points, which was signifi-

cant on day 1 (p = 0.004). No relationship with improvement

was found with KL5, KL3 or actual joint space measurements.

Patients with OARSI grade 2 were 8 times more likely to report

improvement on day 1 (p = 0.024). Reliability was best for

joint space measurements (ICC = 0.812 – 0.882), followed by

the OARSI.

Conclusion The OARSI for joint space narrowing grade

2 (34 – 66% narrowing) was linked with a better outcome on

day 1 with trends in week 1 and month 1. The reliability of the

OARSI was better than the KL5 or KL3 systems.

Key Points
▪ OARSI grading of OA had better reliability than KL3 or KL5.

▪ OARSI grade 2 was related to a better treatment outcome.

▪ Neither KL grades nor joint space measurements were

related to improvement.

Citation Format
▪ Miletic I, Agten C, Sutter R et al. Relationship of Radio-

graphic Osteoarthritis Severity with Treatment Outcomes

after Imaging-Guided Knee Injections: A Prospective

Outcomes Study. Fortschr Röntgenstr 2018; 190: 134–143

Introduction
Intra-articular corticosteroid injections are a popular therapeutic
intervention for painful joints and are being widely used to treat
the various types of rheumatological and osteoarthritic joint
disorders. In fact, there seems to be a good short-term benefit
with respect to pain reduction, which lasts up to three weeks
[1 – 5], and the long-term use of repetitive injections has been
shown to be safe and effective in relieving symptoms for some
patients [6]. A recent systematic review by Jüni et al., which
looked at the efficacy of intra-articular corticosteroid injections
in knee OA in 2015, states that important benefits are unclear
due to the low quality of evidence [7] and that the use of steroids
in knee OA therefore remains controversial [4, 7]. For clinicians, it
would be very important to know which patients respond well to
this treatment and which do not.

Since plain radiographs are inexpensive, widely available,
do not require any special facilities and are often the first and
only tool to evaluate degenerative changes of joints, it would be
of interest to determine if abnormal findings on these radiographs
could be used as a predictive factor for treatment outcome. Since
there are different radiological grading systems with incongruen-
ces, it is also important to know the strengths and weaknesses of
these different grading systems. Two of the most widely used
grading systems for OA today are the Kellgren and Lawrence
grading system and the more recently developed Osteoarthritis
Research Society International atlas criteria (OARSI) [8, 9]. The KL
system was published in 1957, and adopted by the World Health
Organization in Rome in 1961 as the accepted gold standard for
cross-sectional and longitudinal epidemiological studies [10].

While the KL system defines OA severity in five grades (0 = normal
to 4 = severe) using a combination of osteophyte and joint space
narrowing severity, the later developed OARSI atlas uses semi-
quantitative separate scoring for osteophytes and joint space
narrowing (grading 0– 3) [8].

Studies in which plain radiographs were compared with arthro-
scopy support the need for more sensitive grading, because the
plain radiographs significantly underestimated the extent of
degenerative changes, especially regarding cartilage abnormal-
ities in osteoarthritic joints [11, 12]. Even patients with no radio-
graphic findings of OA had significant articular cartilage degen-
eration within the femorotibial joint in arthroscopy [13].
Femorotibial joint space narrowing reflects cartilage loss in knee
OA [12, 14 – 16] and is more sensitive and therefore more accu-
rately assesses progression of OA than osteophyte formation
[8, 17 – 20]. Thus, it would make sense to have a closer look at
joint space measurements and the OARSI for joint space narrow-
ing to see if these could be better used as predictive factors for
outcome after steroid injections. This is particularly relevant as
the OARSI for joint space narrowing alone would be a very easy
tool to use in daily practice.

Therefore, the objectives of this study are: 1) To compare out-
come after intra-articular corticosteroid injections into the knee
with the KL 5 and 3 grading systems for knee osteoarthritis, the
OARSI grading system for joint space narrowing and actual joint
space measurements; 2) to compare the reliability of these differ-
ent grading systems by assessing the inter-rater reliability.
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Materials and methods

Patients

This is a retrospective evaluation of knee radiographs from
patients in a prospective outcomes cohort study. Data of 117 con-
secutive patients who received an imaging-guided therapeutic
(corticosteroid plus anesthetic) intra-articular knee injection in
the period of 4/14/2009 to 2/10/2014 at the radiology depart-
ment of this specialized orthopedic university hospital, with
weight-bearing anterior-posterior (AP) and recumbent lateral
radiographs taken within 6 months of the injections and who
returned an outcomes questionnaire by mail were included in
this study. Hospital and cantonal ethics approval (EK-12/2009)
was obtained prior to the start of this study and all patients gave
their informed consent. After the injection, the patients were
given an outcomes questionnaire and were asked to complete it
at one day, one week, and one month after the injection. The
follow-up outcomes questionnaire was given to the patients by
the radiological technologist with a stamped and addressed
envelope with instructions to return the completed questionnaire
one month after the injection.

Knee injection procedure

The injections were all performed by radiologists from a specia-
lized orthopedic university hospital. Under sterile conditions
(3 × disinfection, sterile gloves, mask, cover) and with fluoro-
scopic control, the involved knee was punctured with a 22-gauge
needle. Arthrography was performed with 2ml lopamiro 300
(lopamidol). Infiltration of 1ml Triamcort (Triamcinolone 40mg/
ml) and 5ml Rapidocaine 2% (Lidocaine 20mg/ml) was then per-
formed. Intra-articular distribution of the injected contrast mate-
rial and, therefore, correct needle placement were documented
with a radiograph (▶ Fig. 1).

Patient data collection and outcomes

Before the injection, each patient’s pain level was recorded using
the numerical rating scale (NRS), where 0 means no pain and
10 is the worst imaginable pain. This served as the baseline NRS
score. Fifteen minutes after the injection, the NRS was measured
again. In the questionnaires, which the patients were asked to
send back after one month, the NRS for one day, one week and
one month after the injection as well as the Patient’s Global
Impression of Change (PGIC) scale were obtained. The PGIC con-
sists of a scale from 1 to 7, where 1 means much better, 2 better,
3 slightly better, 4 no change, 5 slightly worse, 6 worse and
7 much worse [21 –23].

In this study the PGIC scale was dichotomized such that
only scores of 1 and 2 were included as ‘improvement’, with all
other responses considered as ‘not improved’. Similarly, scores of
5 – 7 were considered ‘worse’ and all other scores were ‘not
worse’. This dichotomization is identical to other studies using
the PGIC scale [21 – 23]. ‘Improvement’ was the primary outcome
measure. The NRS change score was calculated by subtracting the
one month NRS score from the baseline NRS score.

Radiographic Evaluation

The severity of OA on the weight-bearing AP knee radiographs of
the patients who received a therapeutic knee injection were read
and classified independently and blinded to the clinical outcomes
by a skeletal radiology fellow and by a radiologist. The OA classifi-
cation was done using three different grading systems for knee
OA. The Kellgren and Lawrence system with 5 grades, a simplified
version with only 3 grades, as well as the osteoarthritis research
society international grading system (OARSI) for medial and
lateral femorotibial joint space narrowing (▶ Table 1) were used
[16, 17, 24 – 26]. Joints were scored based on the compartment
with the worst radiographic findings. Examples of different grades
are shown in ▶ Fig. 2a–c. The medial and lateral joint spaces were
measured electronically on the hospital PACS system as shown in
▶ Fig. 3.

Statistical analysis

The primary outcome measure was the proportion of patients
reporting ‘improvement’ compared to the various OA classifica-
tions. The Chi-square test was used for this analysis. The propor-
tion of patients reporting ‘worsening’ was also compared for the
various OA classification systems using the Chi-square test (sec-
ondary outcome).

Logistic regression was done to see which OA category, if any,
was predictive of clinically relevant improvement. The outcomes
of the knee injections and the OA grades were entered into SPSS
version 21.0 (Armonk, New York, USA) for analysis. Additionally,
the NRS change scores between the patients who had clinically
relevant ‘improvement’ (PGIC 1 and 2) and the patients who did
not improve (PGIC 3 – 7) were assessed for normal data distribu-
tion and compared using the unpaired Student’s t-test.

▶ Fig. 1 Knee radiograph showing correct needle position and
contrast distribution.

▶ Abb. 1 Knieröntgenbild mit Kontrastmittelverteilung indiziert
korrekte Nadelpositionnierung.
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Secondary outcome measures compared the NRS change
scores (baseline NRS – outcome NRS) between the various
KL and OARSI categories using the ANOVA test (parametric data).
Pearson’s correlation coefficient was used to compare the actual
joint space measurements at the 4 different locations to NRS
change scores at all follow-up time points. An additional second-
ary outcome measure included comparing the actual joint space
measurements between ‘improved’ or ‘worse’ patients using the
unpaired Student’s t-test, after assessing for normal data distribu-
tion.

The inter-observer agreement for the three different grading
systems for knee OA was assessed using the Kappa statistic
(0 = poor agreement, 0 –0.20 = slight agreement, 0.21 – 0.40 = fair
agreement, 0.41 – 0.60 =moderate agreement, 0.61 – 0.80 = sub-
stantial agreement and 0.81 – 1.0 = almost perfect agreement
[27]). The inter-rater agreement for the joint space measurements
was calculated using the intraclass correlation coefficient (ICC).

Results
The percentages of patients reporting clinically relevant ‘improve-
ment’ as well as patients who were unchanged or worse are
shown in ▶ Table 2. Looking at the NRS change scores, there

was a statistically significant difference between patients who
improved and those who did not improve at one day and one
week. At one month the difference was not statistically significant
(▶ Table 2).

There were no significant correlations between the actual joint
space measurements at any of the 4 measurement sites and the
change in the NRS pain scores for any data collection time point.

Relationship between grading categories and
improvement/worsening

There was no statistically significant relationship between the
KL3 or KL5 classification systems and ‘improvement’ (primary
outcome) or ‘worsening’ for any of the data collection time points
(p-value range = 0.10 – 0.91 for KL5 and 0.19 – 0.80 for KL3). How-
ever, a statistically significant relationship between the OARSI
classification and improvement at one day (p = 0.004) was found
(▶ Fig. 4). Although not statistically significant, there was a tend-
ency for a relationship between KL5 and OARSI with worsening
at one week (p = 0.095 and p = 0.068). Actual joint space width
measurements showed no statistically significant relationship
with improvement or worsening after an infiltration at any time
point (p-value range = 0.23 – 0.97).

Comparing the NRS change scores based on the KL5, KL3 and
OARSI categories showed no significant differences at any time
point for either KL classification system. However, once again
there was a statistically significant difference (p = 0.043) at 1 day
for the OARSI classification system. This was due to the difference
in the NRS change scores between categories 1 and 2. The mean
NRS change score for OARSI grade 1 was 2.40 (SD = 2.55) points
and for grade 2 it was 3.66 (SD = 2.41) points.

Prediction for improvement

To determine which OA grade (OARSI 0 – 3) had the most signifi-
cant relationship with improvement after an injection, the
frequencies of patients who reported clinically relevant ‘improve-
ment’ within the OARSI groups were calculated. This showed
that the proportion of patients reporting clinically relevant im-
provement within OARSI grade 2 was the highest at all time
points, with the highest proportion at one day with 79.4 %
(▶ Fig. 4). Calculating the odds ratio revealed that patients with
OARSI grade 2 are 8 times (8.02) more likely to improve at one
day after an infiltration (p = 0.024). Patients graded as OARSI 2
were also less likely to report worsening at one day and one
month, compared with the other categories, but this was not sta-
tistically significant (▶ Fig. 4).

With this model we are able to correctly classify 67.6 % of cases
and have a positive predictive value of 70.7 % and a negative pre-
dictive value of 64.2 %. The sensitivity of this model is 68.3 %, and
the specificity is 66.7 %.

The proportions of patients reporting ‘improvement’ or ‘wor-
sening’ at all data collection time points for the KL5 and KL3 grad-
ing systems are also shown in ▶ Fig. 5, 6. There were no signifi-
cant differences between the different grades at any of the
outcome time points for either KL grading system.

▶ Table 1 Description of the Kellgren and Lawrence 5 and 3 grades
and the Osteoarthritis Research Society International Scoring Sys-
tem [11, 12, 27, 29].

▶ Tab. 1 Beschreibungen der Arthrose-Einteilungen nach Kellgren
und Lawrence mit 5 und mit 3 Graden sowie des Osteoarthritis
Research Society International Einteilungssystems [11, 12, 27, 29].

Kellgren and Lawrence 5-Grade System

Grade 0 no feature of OA

Grade 1 doubtful narrowing of joint space and possible osteo-
phytic lipping

Grade 2 definite osteophytes, definite narrowing of joint space

Grade 3 moderate multiple osteophytes, definite narrowing of
joint space, and some sclerosis and possible deformity
of bone ends

Grade 4 large osteophytes, marked narrowing of joint space,
severe sclerosis and definite deformity of bone ends

Kellgren and Lawrence 3-Grade System

Grade 1 no joint space narrowing, no osteophytes, no sclerosis,
no cysts, no deformity

Grade 2 definite joint space narrowing, definite osteophytes,
slight sclerosis, no cysts, no deformity

Grade 3 gross loss of joint space, definite osteophytes, definite
sclerosis, definite cysts, deformity present

Osteoarthritis Research Society International Scoring System

Grade 0 normal joint space

Grade 1 mild joint space narrowing (1 – 33%)

Grade 2 moderate joint space narrowing (34– 66%)

Grade 3 severe joint space narrowing (67 – 100%)
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Inter-observer reliability

The inter-observer reliability showed moderate reliability for
grading OA severity with the KL3 and KL5 systems, whereas for
the OARSI the reliability was substantial (▶ Table 3). The total
agreement within the classification systems was 65 – 76.7 %,
where the KL5 showed the worst and the OARSI again had the
best agreement (▶ Table 3).

The inter-rater reliability for the actual joint space measure-
ments was very high at all measuring sites (▶ Table 3).

Discussion
The only OA grading system that had a statistically significant
relationship with clinical improvement after intra-articular corti-
costeroid injections in this study was the OARSI for joint space
narrowing. Specifically, a significantly higher percentage of OA

▶ Fig. 2 a Knee with OA grade OARSI (1), KL5 (0), KL3 (1). b Knee with OA grade OARSI (2), KL5 (2), KL3 (2). c Knee with OA grade OARSI (3), KL5
(4), KL3 (3).

▶ Abb. 2 a Knie mit Arthrosegrad OARSI (1), KL5 (0), KL3 (1). b Knie mit Arthrosegrad OARSI (2), KL5 (2), KL3 (2). c Knie mit Arthrosegrad OARSI
(3), KL5 (4), KL3 (3).

▶ Fig. 3 Knee radiograph with lines indicating locations of joint
space measurements.

▶ Abb. 3 Knieröntgen mit Linien, welche die Orte der Gelenkspalt-
messungen indizieren.

▶ Table 2 Intra-articular steroid injection outcomes overall.

▶ Tab. 2 Behandlungsergebnisse von intraartikulären Corticoste-
roidinjektionen insgesamt.

Proportions of PGIC improved, not improved, worse

improved not improved worse

1 day 53% 47% 7.8%

1 week 47.4% 52.6 % 8.6%

1 month 40.5% 59.5 % 18.9%

NRS change scores overall

mean NRS
change score

SD

1 day 2.935 2.4861

1 week 3.091 2.8328

1 month 2.125 2.8581

NRS change scores of improved vs. not improved patients, T-test

improved not Improved p-value

1 day 4.205 1.527 0.001

1 week 3.664 2.444 0.021

1 month 2.263 1.982 0.605
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patients with OARSI grade 2 reported improvement at one day
(79.4 %) after an infiltration of the knee. Although not statistically
significant, the proportions reporting improvement within the
OARSI 2 group were also higher at one week and one month and
there were also fewer patients reporting worsening at one day
and one month compared to the other OARSI grades. The logistic
regression analysis supports this finding by showing that there is a
significant relationship between the OARSI and improvement at
one day. Specifically, patients graded as OARSI 2 are 8 times
more likely to report clinically relevant ‘improvement’ after an
intra-articular corticosteroid injection compared with the other
OARSI grades. Therefore, referring clinicians can have more confi-
dence that their patients graded with OARSI 2 (moderate joint
space narrowing of 34 – 66 %) can expect better clinical out-
comes, especially at one day after the infiltration compared to
the other OARSI grades.

Two systematic reviews were performed in 2013 to try and
identify predictors for good treatment response after intra-articu-
lar knee injections [28, 29]. Maricar et al. came to the conclusion
that the presence of effusion, aspiration of fluid from the knee,
severity of disease, absence of synovitis, injection delivery under
ultrasound guidance and greater symptoms at baseline may all
increase the likelihood of a positive response to intra-articular
corticosteroid injections [29]. Hirsch et al., on the other hand,
concluded that there is very limited evidence for predictive fac-
tors of pain relief following intra-articular corticosteroid injections

in OA of the knee and hip, because the different studies had
incongruent results [28]. An interesting fact that might have
been related to better outcomes after injection treatments for
the knee was a lower radiological degree of degeneration
compared to patients with more progressed OA [5, 29, 30]. The
results from our current study support these findings, since
patients with moderate OA had the best results. To our knowl-
edge, this is the first study to find a possible predictive finding
for treatment outcomes in intra-articular corticosteroid injections
using the OARSI grading system for joint space narrowing in knee
OA, although only with statistical significance at day 1 post-injec-
tion. No significant relationships were found when comparing the
KL3, KL5 or actual joint space measurements and clinical improve-
ment at any time points.

We chose to compare only the OARSI for joint space narrowing
to see if this alone might be a reliable tool to evaluate OA of
the knee. We found that not only was the OARSI for joint space
narrowing the only grading system linked with significant clinical
improvement, but it also had the best inter-observer reliability
compared to the KL3 and KL5 grading systems. While the inter-
observer agreement for the OARSI was substantial, it only reached
moderate agreement for the KL3 and KL5. Only the actual joint
space measurements reached higher and almost perfect inter-
rater agreement. However, since the OARSI grading system for
joint space narrowing relies only on the proportion of joint space
width (divided into thirds), the fact that this grading system cor-

▶ Fig. 4 Frequencies of ‘improvement’ or ‘worsening’ by OARSI.

▶ Abb. 4 Proportionen von Patienten mit Verbesserung bzw. Verschlechterung innerhalb der Einteilungen nach OARSI.
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responds well with the results of the actual joint space measure-
ments is not surprising. The OARSI system was also very quick
and easy to use.

An earlier study suggested that the KL scales may require a re-
appraisal [20]. The most notable reasons were inconsistencies in
the descriptions of radiographic features of osteoarthritis by
Kellgren and Lawrence themselves as well as in other studies [20,
25], the prominence awarded to the osteophytes at all joint sites
[10, 13, 14, 17, 20] and the relative insensitivity to change
[14, 17]. While in fact osteophytes are most strongly associated
with knee pain [17, 19, 20], OA progression does not follow a
specific pattern that always starts with osteophytes. The typical
OA cut-off using the KL system, however, is ≥ grade 2, while the
cut-off for the OARSI atlas entails meeting any one of three
separate criteria: either joint space narrowing grade ≥ 2, sum of
osteophyte grades ≥ 2 or grade 1 joint space narrowing in
combination with a grade 1 osteophyte. Therefore, to diagnose
knee OA with the KL system, definitive osteophytes need to be
present. Additionally, unlike the KL system, the OARSI atlas grades
features in the medial and lateral femorotibial compartments sep-
arately, which helps to capture those with early joint changes
more effectively [8]. When performing the radiographic readouts,
it was our experience that the step from grade 2 to grade 3 in the
KL5 system was the most problematic with the lowest level of
agreement. The decision was often made on the basis of impres-
sion rather than facts, since OA progression does not follow a
strict pattern in all patients and there was considerable overlap in

the radiographic findings particularly between these 2 categories.
Schiphof et al. reported on how the original KL system was adap-
ted in different studies and found that most adaptations were
made with grade 2 [25]. Riddle et al. also support our difficulty
of rating lower grades of OA by finding that the inter-observer
agreement was better for more progressed OA [24]. With the
KL3 grading system, it was slightly more difficult to differentiate
grade 1 (no signs of OA) from grade 2 (definite osteophytes, defi-
nite joint space narrowing and slight sclerosis), because the step
was a little too strict and several patients would have joint space
narrowing but no osteophytes or vice versa. Because the OARSI
evaluation method for joint space narrowing alone is easy and a
more objective and reliable tool for evaluating the severity of
knee OA, it can easily be implemented in clinical practice, espe-
cially if it can be used as a predictor of a positive response to
intra-articular steroid injections.

Limitations

One limiting factor of this study is the distribution of severity of
OA grades, which was not equal for the different categories.
Especially OARSI grade 0 was limited, with only five patients. Per-
haps a larger sample size with better distribution among the
various OA severity categories would provide clearer results, par-
ticularly for comparing patients in OARSI categories 0 and 2.

The patient follow-up of one month might seem rather short.
However, since earlier studies only support clinically relevant
improvement from intra-articular corticosteroid injections for up

▶ Fig. 5 Frequencies of ‘improvement’ or ‘worsening’ by KL5.

▶ Abb. 5 Proportionen von Patienten mit Verbesserung bzw. Verschlechterung innerhalb der Einteilungen nach KL5.
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to three weeks [1 – 5], one month should be long enough to
evaluate clinical outcomes and compare them with OA grades.

The outcomes after intra-articular corticosteroid injections
were collected in a prospective manner in this study. The evalua-

tion of the different OA grades was performed retrospectively.
Even though the evaluation was done blinded to the treatment
outcomes, the retrospective character might be considered as a
limitation.

▶ Fig. 6 Frequencies of ‘improvement’ or ‘worsening’ by KL3.

▶ Abb. 6 Proportionen von Patienten mit Verbesserung bzw. Verschlechterung innerhalb der Einteilungen nach KL3.

▶ Table 3 Reliability of Classification Systems and Measurements.

▶ Tab. 3 Reliabilität der Einteilungssysteme sowie der effektiven Messungen.

interobserver reliability kappa/agreement

KL3 0.554 =moderate 76.5 %

KL5 0.482 =moderate 65.0 %

OARSI 0.660 = substantial 76.7 %

ICC for joint space measurements

site of measurement ICC value 95% confidence interval

middle of medial plateau 0.882 = almost perfect 0.834 – 0.917

middle of lateral plateau 0.812 = almost perfect 0.739 – 0.866

edge of medial plateau 0.876 = almost perfect 0.826 – 0.912

edge of lateral plateau 0.812 = almost perfect 0.738 – 0.867

KL = Kellgren and Lawrence; OARSI =Osteoarthritis Research Society International; ICC= Intraclass correlation coefficient.
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Conclusion

Comparing the Kellgren and Lawrence 5- and 3-grade systems,
the Osteoarthritis Research Society International Grading System
(OARSI) for joint space narrowing and actual joint space measure-
ments, we found that not only is the OARSI system the only one
that was predictive of better outcomes after an intra-articular
corticosteroid injection at 1 day, but it also had better inter-
observer reliability than the KL5 and KL3 grading systems. Espe-
cially patients with OARSI grade 2 seem to report significantly
more improvement at one day and, although not statistically sig-
nificant but possibly clinically relevant, better improvement at
one week and one month as well. To our knowledge, this is the
first study to find a possible predictive value for intra-articular cor-
ticosteroid injections using the OARSI grading system for joint
space narrowing in knee OA. This could be an easy and more reli-
able tool in clinical practice to predict which patients could bene-
fit most from intra-articular corticosteroid injections.

CLINICAL RELEVANCE OF THE STUDY

▪ The OARSI grading of OA had better reliability than either

the KL3 or KL5 grading system.

▪ OARSI grade 2 was related to better treatment outcomes.

▪ Neither the KL grades nor the joint space measurements

were related to improvement.
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