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Abstract

Background: Knee pain is a common 
complaint in primary care. 
Objective:  The aim of this study was 
to determine the profile of knee pain 
at the Ignace Deen National Hospital 
(HNID) in Conakry, Guinea.
Design: This was a two year descriptive 
prospective study. 
Methods: All patients who had 
consulted for a knee pain were 
included. 
Results: Knee pain represented 4.1% 
of the reasons for consultation. The 
average age was 53.8 years with 
extremes of 4 and 88 years. We noted 
a female predominance at 53.83% with 
a sex ratio H/F: 0.8. Axial disorders of 
the lower limbs accounted for 58.6% 
of knee pain risk factors. The mean 
intensity of pain (VAS) was 58.2mm 
with extremes of 20 and 80mm. 
Standard radiography was the most 
performed balance (63.4%). Knee 
osteoarthritis was the most common 
condition in 50.9% of cases. The level 
I analgesic treatment was the most 
prescribed at 69.7%. The average 
Lequesne index was 6.7 with extremes 
of 1 and 15.
Conclusions: Knee pain remains a 
public health problem, particularly in 
developing countries. In our study the 
risk factors were dominated by age, 
overweight and axial deformities with 
a female predominance. Knee pain is 
becoming increasingly important in 
Guinea. This study has enabled us to 
identify the various knee pathologies 
that are most frequent in our context 
and has the merit of being one of the 
first studies to describe the profile of 
knee pain in sub-Saharan Africa.
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Introduction
Knee pain is defined as pain in the 
knee area, either mechanical or 

inflammatory in origin. Knee pain is a 
common complaint in primary care and 
is more common in physically active 
people than in sedentary populations1. 
The prevalence of knee pain is 22.7% 
in the general population and 7.2% in 
adolescents2-4. These numbers differ 
between studies, reaching up to 6% 
of all primary care consultations5. In 
Africa, in Togo in 2015, the reported 
frequency of knee pain was 23%6. In 
South Africa, a study of high school 
basketball players found a prevalence 
of 13% and 16% respectively for girls 
and boys7. In Cameroon, in a study of 
knee osteoarthritis, 100% of patients 
presented with knee pain8.  Thus the 
aim was to determine the profile of 
knee pain at the Ignace Deen National 
Hospital in Conakry.

Materials and methods

This was a prospective descriptive 
study lasting two years from 1st 
October 2018 to 31st September 2020, 
conducted in the Rheumatology and 
Physical and Rehabilitation Medicine 
Departments of the Ignace Deen 
National Hospital which are reference 
centers for the management of 
musculoskeletal pathologies in Guinea. 
Our study included all patients seen for 
knee pain. All patients with traumatic 
knee pain or post-surgical origin and 
patients with knee prostheses were 
excluded.

The following data were collected; 

Age, sex 

Risk factors: Deformity of the lower 
limbs; intense sports activity involving 
lower limb action eg running; history 
of knee trauma; carrying of heavy 
loads; wearing of high-heeled shoes, 
kneeling at work.
      The ratio of weight (kg) to height 
squared (m²) was used to calculate 
the body mass index; overweight was 
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defined as a Body Mass Index (BMI) greater than 25 
kg/m² and obesity BMI greater than 30 kg/m2. 

Clinical data: Date of onset and duration of 
symptoms location of pain and intensity using 100 
mm: Visual Analog Scale (VAS) minimal VAS 10-
30 mm; moderate 30- 50 mm; intense 50-70 mm and 
very intense greater than 70.  Clinical examination  
patello-femoral joint (Rabot sign) , patellar tap  for 
joint fluid lower  limb  deformities ( genu valgum 
varum and recurvatum and flexion deformity 
periarticular lesions Iiotibial band syndrome 
prepatellar popliteal  and pes anserinus/crows foot  
bursa. 
       Laboratory investigations C-reactive protein; 
CRP sedimentation rate; (SV) uric acid; cyclic 
antibodies citrullinated peptides and rheumatoid 
factor RF. Aspiration and examination of fluid 
from swollen knee joint for cell count monosodium 
urate and calcium pyrophosphate dihydrate 
crystals gram stain and culture for bacteriae 
standard radiography and ultrasonography. Knee 
osteoarthritis classified according to the Kellgren 
and Lawrence scale. Analgesics  non steroidal anti 
inflammatory drugs disease modifying drugs for 
RA  and standard drugs for gout, physiotherapy was 
employed where appropriate. Quality of life was 
assessed with the WOMAC (Western Ontario and 
McMaster Universities Osteoarthritis Index) and 
Lequesne index. Informed consent was obtained 
from the patients before they were subjected to our 
questionnaires. All data were collected on a survey 
form and processed by Epi Info. For categorical 
variables the Chi-square test was calculated and any 
difference associated with a probability value (p) less 
than 0.05 was considered statistically significant.

Results

During the study 208/5024 patients presented with 
knee pain, (4.1%.), socio demographic and clinical 
details are listed in Table 1. Of these 208 patients, 

112 (53.8%) were women. The average age was 
53.8±16.5 years axial deformities of the lower limbs 
were found in 122 (58.6%) patients carrying heavy 
loads 69 (33.1%) patients and a family history of 
knee pain in 40 patients (19.2%). The mean duration 
to diagnosis was 10.5 ± 21.8 months Bilateral knee 
pain was noted in 107 (51.4%) patients with a 
progressive onset in 163 (78.3%) patients anterior 
knee pain was located in 170 (81.7%) patients. The 
average VAS was 58.2±10.4mm, severe in 94 (45.1%) 
patients and moderate in 70 (33.6%). The average 
BMI was 25.7± 3.3 kg/m² with approximately one 
third of patients were (30.7%) overweight and 9.1% 
obese. Standard knee radiography was performed in 
162 patients (77.8% of cases); joint fluid analysis 
in 86 (41.3%) patients. Bacteriae and a raised white 
cell count were found in 10 (11.6%) joint fluids  
Microcrystals were found in 32 (15.3%) patients 
with calcium pyrophosphate dehydrate crystals in 
14 (6.6%) patients and monosodium urate crystals 
in 18 (8.7%) patients.  The most common diagnosis 
was osteoarthritis in 106 (50.9%) patients followed 
by rheumatoid arthritis in 28 (13.4%) patients and 
gout in 22 (10.5%) (Table1). The Kellgren and 
Lawrence OA classification grades were grade 
II 25.9%, grade III 17.3% and grade IV 7.7% of 
cases: NSAIDs: were used in 34.6%; paracetamol: 
23%; NSAIDs + paracetamol: 12%); Corticosteroid 
injection infiltration (46.6% of cases); slow-acting 
anti-rheumatic and antibiotics (in 33.6% and 
14.4%respectively). The mean Lequesne index 
was 6.7±2.1 range `1-15 functional disability was 
moderate in 111 patients (53.3% of cases) and 
severe in 58 patients (27.8% of cases). The mean 
WOMAC index was 44.7±12 range 14 -76.. Risk 
factors associated with knee pain are presented in 
Table 2. Age, gender and axial limb deformities 
were statistically significant in the chi-square test.
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Table 1: Distribution of patients according to socio-demographic and clinical data
Variables All patients

(N = 208)
Socio-demographic data

   Gender, female, n (%) 112 (53.8)

   Age at diagnosis Mean (SD years) 53.8±16.5

   Deformity of lower limbs, n (%) 122(58.6)

   BMI at diagnosis Mean  ± SD 25.7 ± 3.3

Clinical data

Mechanical pain, n (%) 142 (68.2)

Bilateral, n (%) 107 (51.4)

Mechanism of onset, unknown, n (%) 180 (86.5)

VAS, mm mean ±SD 58.2 ± 10.4

Mean time from first symptoms to consultation (months) 10.5 ± 21.8

Physical sign, Rabot sign, n (%) 152 (73)

X-ray, n (%) 162 (77.8)

CRPa (mg/dl) mean± SD 40 ± 26.3

SVb (mm/hour) mean± SD 28.2± 5

Uric acid (mg/dl) mean ± SD 2.6±1.6

Joint fluid microcrystals, monosodium urate, n (%) 18 (8.7)

Kellgren and Lawrence, grade II, n (%) 54 (25.9)

Level I analgesic, n (%) 145 (69.7)

Corticosteroid infusions, n (%) 97 (46.6)

Physical therapy, n (%) 16 (7.6)

Lequesne Index 6.7±2.1

WOMACc Index 44.7±12.4

aCRP C-reactive proteinb SV sedimentation rate
cWOMAC Western Ontario and McMaster universities osteoarthritis index
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Figure 1: Distribution of patients by diagnosis 
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Table 2: Factors associated with knee pain (chi-square test) 
Variables Frequency P-value
Gender
  Female 112 (53.8%) 0.06
  Male 96 (46.1%)
Age range (years)
  4 - 23 10 (4.8%)
  24 - 43 55(26.4%)
  44 - 63 95 (45.1%) 0.03
  64 - 83 47 (22.6%)
  >83 2 (0.9%)
Body mass index
  Underweight (<18.5) 1 (0.4%)
  Normal weight (18.5 - 24.99) 57 (27.4%)
  Overweight (25 - 29.99) 64 (30.7%) 0.035
  Obese (>30) 19 (9.1%)
Risk factors
  Deformity of the LIa 122 (58.6%) 0.005
  Heavy load carrying 69 (33.1%)
  Intense sports activity 10 (4.8%)
  Menopause 22 (10.5%)
  Wearing high-heeled shoes 20 (16.8%)
  Obesity 19 (9.1%)
  Knee-jerk work 2 (0.9%)

aL I Lower limb

Discussion

This study shows that knee pain occupies an 
important place in outpatient population at the 
Ignace Deen National Hospital with a frequency of 
4.1%. Overweight, limb deformities and carrying 
heavy loads were the main risk factors found in our 
study. This was a hospital-based study involving 

only patients seen in the Rheumatology, Physical and 
Rehabilitation Medicine Departments, which are the 
two reference centers for the medical management 
of musculoskeletal pathologies in Guinea.
  The average age at time of diagnosis of our 
patients was 53.8 years similar to 55 years as 
reported by Ouédraogo et al 9 in Burkina Faso but 
lower than 58.9 years as reported by  Lukusa et al10 
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in Congo.  Knee pain is associated with an active 
population linked to injuries due to overwork or knee 
trauma11–14. Our female prevalence at 53.8% is lower 
than Togo (63%)15, but much higher on the other 
hand, than Niger where a male predominance of 
61.8% with a sex ratio of 1.6216. The predominance 
of women with  knee pain is in part explained by 
changes at the menopause and excess weight9,17,18.  
  The most common cause of pain was 
mechanical (68.2%) similar to that detected in 
Madagascar17 and due mainly to degenerative causes 
associated with osteoarthritis. We recorded a wide 
range of intraarticular and periarticular  disorders  
but osteoarthritis was  the most common (50.9%)  
and reflecting worldwide data20 -23.
       Risk factors were dominated by age (p=0.03), 
overweight (p=0.035), and deformities of the lower 
limbs (p=0.005). Ouédraogo et al9 in 2008 in Burkina 
Faso found a mean BMI of 29.5, while Lukusa et 
al10 in Congo found a mean BMI of 27.9. All these 
factors contribute to increased biomechanical stress 
on the knee19.
       In our study the mean VAS was 58.2 severe in 
almost half and moderate in one third of patients. 
Samison et al17 reported pain of moderate intensity 
in 75.5% of cases with a mean VAS of 57.9 mm. 
However, Owonayo et al24 in Togo reported 
moderate pain in 31.9% of patients. 
      In our study, moderate disability was the most 
frequent with a mean Lequesne index of 6.7±2.1 
This is different from the data of Akinpelu et al25 
who in their 2009 study on osteoarthritis found 
extremely severe disability in 35.1% and Ouédraogo 
et al9 who reported a frequency of 49.2% of very 
severe disability. This difference could be explained 
by a  moderate Kelgren/Lawrence grade II in our 
study and the fact that  the majority of our patients  
were active and consulted sooner before disability 
became severe and hindered their professional 
activities 

Study limitations

The limitations of our study were the size of the 
sample and the difficulties in performing certain 
complementary examinations such as MRI. 
However, this study has the merit of being the first 
study on the profile of knee pain in Africa.

Conclusion

Knee pain remains a public health problem, 
particularly in developing countries. In our study 
the risk factors were dominated by age, overweight 
and limb deformities with a female predominance. 
Osteoarthritis was the most frequent aetiology. 

Further studies are needed to better characterize the 
profile of these patients in Africa.
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