
Background: Higher body mass index (BMI) is associated with difficulty in obtaining 
imaging studies. While there is a small body of literature regarding the relationship between 
fluoroscopy time and BMI during injections for pain management, this has not been studied 
for intraarticular (IA) hip injections. Further, in academic training centers, trainee involvement 
may affect this relationship.

Objective: To determine the relationship between BMI and fluoroscopy time during IA hip 
injections, both with and without involvement of a trainee.

Study Design: Multicenter retrospective cohort study.

Setting: Three academic, outpatient musculoskeletal and pain medicine centers.

Methods: Patients who underwent fluoroscopically guided IA hip injections with encounter 
data regarding fluoroscopy time during the procedure and BMI were included. Mean and 
standard deviation fluoroscopy time were recorded. Comparisons were made between BMI 
categories of normal (18.5 – 24.9 kg/m2), overweight (25.0 – 29.9 kg/m2), and obese (≥ 30.0 
kg/m2). Statistical significance was set at P = 0.01 due to multiple comparisons.

Results: A total of 559 IA hip injections are represented in this cohort. Patients had a mean 
age of 58 (standard deviation [SD] 14) years and 63% were women. There was no significant 
difference in fluoroscopy time when comparing BMI categories (P = 0.02). However, when 
trainees were not involved in the injection, fluoroscopy times were significantly shorter with 
decreasing BMI category, with normal weight patients requiring the shortest fluoroscopy 
times (P = 0.01). 

Limitations: This study evaluated total fluoroscopy time, not radiation dose exposure per 
injection, which provides more direct and precise information with regard to provider and 
patient radiation exposure and overall safety. Future study of the impact of BMI on radiation 
dose during fluoroscopically guided IA hip injections is needed.

Conclusions: Fluoroscopy times during IA hip injections increase with higher BMI categories 
in a statistically significant manner when performed by experienced clinicians but this 
relationship is not observed when injections are performed with a trainee in a teaching 
institution. This finding appears to be related to longer fluoroscopy time required to complete 
an IA hip injection in patients with lower BMI when a trainee is involved. 
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attending physicians and trainees between these vari-
ous institutions. 

Patients treated at these sites between April 2007 
and February 2015 were included if they met the fol-
lowing inclusion criteria: (1) underwent a fluoroscopi-
cally guided IA hip injection; (2) had a documented 
fluoroscopy time from the procedure; and (3) had a 
documented height and weight measurements or a 
BMI calculation. Patients undergoing IA hip injections 
that did not meet these criteria were excluded from the 
analysis.

All attending physicians who performed or su-
pervised IA hip injections were either board-certified 
in anesthesiology, with additional subspecialty board 
certification in pain medicine, or physical medicine 
and rehabilitation, with additional subspecialty board-
certification in either pain medicine or sports medicine. 
A total of 16 physicians with 6 to 38 years of clinical 
experienced performed the IA hip injections. Trainees 
in an ACGME-accredited physical medicine and reha-
bilitation residency, anesthesiology residency, sports 
medicine fellowship, or multidisciplinary pain medicine 
fellowship participated in the injection procedure in 
80% of cases. 

Demographic and procedural data were collected 
from the electronic medical record including: age, 
gender, BMI, procedure side, unilateral or bilateral pro-
cedure, needle length used, trainee involvement, and 
fluoroscopy time. Involvement of a “new trainee” was 
defined as involvement of a trainee during the first 2 
months of the academic year (July and August).

Procedures
At all 3 study sites, IA hip injections were performed 

as follows: the patient was positioned supine on a fluo-
roscopy table and the inguinal region/proximal thigh 
was prepped with chlorhexidine and draped in a stan-
dard sterile manner. One percent lidocaine, 2 – 3 mL, 
was used for local anesthesia to the skin and subcutane-
ous tissues. Using fluoroscopic guidance, a sterile, 22 or 
25-gauge Whitacre needle (2.5, 3.5, or 5 inch length) 
was positioned at the junction of the femoral head and 
neck, inferior to the acetabular lip. Appropriate needle 
placement was confirmed in anterior-posterior fluoro-
scopic views following negative aspiration and injec-
tion of approximately 1 – 3 mL of contrast (Omnipaque, 
Iohexal 180 mg/mL, GE Healthcare Inc., Princeton, NJ). A 
combination of steroid and local anesthetic of variable 
volume, typically 3 – 5 mL, was administered. 

H ip pain is a common complaint in primary 
care, musculoskeletal, and pain clinics, and is 
often related to osteoarthritis within the hip 

joint (1). When conservative management, including 
physical therapy and oral medications, is ineffective, 
intraarticular (IA) injections with corticosteroid or 
in some cases hyaluronic acid are performed (2). 
Additionally, the procedure can be used for diagnostic 
purposes to identify if a patient’s pain is truly 
coming from the hip. Procedural technique varies by 
practitioner, including the means of image guidance 
during injection. Studies comparing blind IA hip 
injections using anatomical landmarks to those using 
ultrasound guidance or fluoroscopy have shown that 
image-guided IA hip injections improve the accuracy 
of needle placement and reduce the risk of damage 
to nearby neuromuscular structures (3-6). Ultrasound 
guidance during IA hip injection can be used in order 
to avoid radiation exposure to both patient and 
practitioner; however, ultrasound guidance may be 
more challenging in patients with higher body mass 
index (BMI). 

Higher BMI is associated with difficulty in obtain-
ing imaging studies (7,8). Although some authors have 
examined the relationship between fluoroscopy time 
and BMI during injections for pain management (9-13), 
this has not been studied in IA hip injections. In aca-
demic training centers, trainee involvement may affect 
the efficiency of medical care (14) including procedures 
that utilize fluoroscopic guidance (15), but this relation-
ship has not been determined during IA hip injection. 
We investigated the relationship between BMI and 
fluoroscopy time during IA hip injections both with 
and without trainee involvement in the procedure. This 
work has safety implications with regard to radiation 
exposure to patients and providers, and health risks of 
cumulative radiation exposure. 

Methods

Our Institutional Review Board approved this mul-
ticenter retrospective cohort study. Electronic medical 
records from the Rehabilitation Institute of Chicago 
(RIC) Sports and Spine Rehabilitation Center, the RIC 
Sports and Spine Center at River Forest, and the North-
western Memorial Faculty Foundation (NMFF) Anes-
thesiology Pain Medicine Center were surveyed using 
the current procedural terminology code 27096 with 
subsequent confirmation of IA injection in the proce-
dure note. There was less than 25% overlap between 
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The relationship between fluoroscopy time during 
IA hip injection and BMI stratified by normal weight, 
overweight, and obese BMI is shown in Table 2. There 
was no significant difference in fluoroscopy time in the 
3 different BMI categories (P = 0.02). For all patients, 
trainee involvement was not associated with an in-
creased fluoroscopy time (P = 0.32). However, when 
attending physicians performed the injection without 
the involvement of a trainee, fluoroscopy time in-
creased significantly with higher BMI categories. There 
were no serious adverse events.

Discussion

We identified a significant relationship between 
increased fluoroscopy time and higher BMI for IA hip 
injections. This relationship was seen when an at-
tending physician performed the injection without a 
trainee. When a trainee was involved with the proce-
dure, fluoroscopy times were relatively longer in lower 
BMI categories compared to attending physicians per-
forming the injection. Although it is intuitive that less 
fluoroscopy time would be required to complete an IA 
hip injection in a patient with lower BMI, as there is 
less tissue depth to traverse in order to enter the hip 
joint capsule, it is not clear why this was not seen when 
trainees were involved in the procedure. We speculate 
that novice injectionists spend more time with initial 
needle positioning and basic needle manipulation and 
maneuvering in order to obtain a co-axial view of the 

Table 1. Patient characteristics and procedure details for fluoroscopically guided IA hip injections; stratified by normal body mass 
index (BMI 18.5 – 24.9 kg/m2), overweight (BMI 25.0 – 29.9 kg/m2), and obese (BMI between ≥3 0.0 kg/m2). P values denote 
differences between BMI groups for each variable.

Variable All Patients
n = 559

Normal Weight
n = 177

Overweight
n = 175

Obese
n = 207

P value

Age, y; mean (SD) 58 (14) 55 (16) 61 (15) 57 (12) < 0.01

Gender, n (%)

  Female
  Male

350 (63%)
209 (37%)

132 (75%)
45 (25%)

100 (57%)
75 (43%)

118 (57%)
89 (43%) < 0.01

BMI, kg/m2; mean (SD) 29 (7.6) 22 (2.2) 27 (1.4) 37 (6.6) < 0.01

Procedure Side

  Left
  Right

233 (43%)
312 (57%)

70 (41%)
102 (59%)

66 (38%)
106 (62%)

97 (48%)
104 (52%) 0.13

Trainee Involvement 417 (80%) 138 (78%) 127 (73%) 152 (73%) 0.49

Repeat Injection 138 (25%) 38 (22%) 28 (22%) 62 (30%) 0.09

Length of needle (in)

  2.5
  3.5
  5.0

8 (1%)
488 (88%)
61 (11%)

3 (2%)
170 (97%)

3 (2%)

3 (2%)
168 (97%)

3 (2%)

2 (1%)
150 (72%)
55 (27%)

< 0.01

SD – Standard Deviation

Statistical Analysis
Statistical software was used to analyze the data 

(PSPP, Version 0.8.4; Gnu Project, Boston, MA). The 
distributional form of the data was checked using sum-
mary statistics and graphical displays. Data were strati-
fied into 3 BMI categories: normal (BMI 18.5 – 24.9 kg/
m2), overweight (BMI 25.0 – 29.9 kg/m2), and obese (BMI 
≥ 30.0 kg/m2). Groups were compared using analysis of 
variance testing for continuous variables and χ2 tests for 
categorical variables.

A Bonferroni correction was used given multiple 
comparisons were performed, and the level of signifi-
cance was set at 0.01. 

Results

Demographic and procedural characteristics of the 
study population are shown in Table 1. A total of 597 
IA hip injections were identified during the study time 
frame; 559 IA hip injections had both fluoroscopy time 
and BMI information documented and could be included 
for analysis. There were 233 injections performed on the 
left hip, 312 injections on the right hip, and 14 injection 
reports did not include a side specification. Patients had 
a mean age of 58 (SD 14) years, and 63% were women. 
Trainees were involved in 80% of the injections, and 
25% were repeat IA hip injections. Practitioners were 
more likely to use a longer needle in obese patients (P 
< 0.01); however, 88% of patients received IA hip injec-
tions with the use of a 3.5-inch needle.  
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needle superficial to the target site. Further, the novice 
who is unfamiliar with the “feel” of soft tissue versus 
periosteum of the joint capsule may also spend more 
time attempting to achieve satisfactory capsular entry 
or perform an arthrogram.

The present study suggests that when experienced 
clinicians perform IA hip injections in patients with high 
BMI, both patients and staff experience increased ra-
diation exposure. Increased fluoroscopy time as a func-
tion of higher BMI has been identified in other pain 
management injection procedures including lumbar 
epidural injections, lumbar medial branch blocks, and 
IA facet joint injections (9,10). While there was no ob-
served difference in fluoroscopy time between BMI cat-
egories when trainees were involved in the procedure, 
it is likely that both patients and staff still experience 
increased radiation exposure with increasing BMI of the 
patient due to a need for increased emitter current re-
quired to penetrate more soft tissue in order to achieve 
a suitable image. This concept is further supported by 
evidence from a study in fluoroscopically guided IA 
sacroiliac joint injections in which fluoroscopy time 
between BMI categories was not different, yet patients 
with higher BMI received a greater radiation dose (16). 

Further, the present data suggest that when train-
ees are involved with IA hip injections, patients and staff 
are exposed to a greater degree of radiation exposure 
compared to procedures in which only attending physi-
cians are involved. While this finding was expected, it 
does underscore the importance of optimizing radia-
tion safety in all patients, regardless of BMI, particularly 
when a trainee is involved with the procedure.

Ionizating radiation can cause injury at a molecular 
level, resulting in cell injury and death that can lead to 
radiation burns, as well as structural changes in DNA, 
which increases the risk of cataract formation and vari-
ous cancers (17,18). Practitioners should be mindful of 

the possibility of increased radiation exposure when 
treating obese patients and take additional precau-
tions to minimize cumulative exposure: increase the 
distance from the radiation source, use lead shielding 
and eye protection (19). Additional precautions include 
the use of pulsed fluoroscopy, image magnification, 
dose spreading, dose level settings, and electronic col-
limation, and adjustment of beam quality should also 
utilized when feasible to further reduce radiation dose 
(19-24). 

Given the risks of radiation exposure, decreasing 
cost of bedside-machines, and advances in the quality 
of imaging, the use of ultrasound-guidance by non-
radiologists during injections for pain indications has 
recently increased (25). Ultrasound guidance for IA hip 
injections obviates the risks of radiation exposure to the 
patient and the practitioner. Several studies have es-
tablished the safety and efficacy of ultrasound-guided 
IA hip injections as compared to landmark techniques 
(26-28). Currently, there is insufficient literature to de-
termine superior efficacy of ultrasound- compared to 
fluoroscopic-guidance during IA hip injection for clini-
cal outcomes (4,6), yet given the advantage of reducing 
radiation exposure, ultrasound-guidance has a role in 
improving safety to both patients and staff. However, 
ultrasound-guided injections can be technically chal-
lenging in obese patients, even in experienced hands. 
Thus, further investigation is needed to compare clinical 
outcomes of these 2 image-guidance techniques for IA 
hip injections specifically in obese patients, particularly 
given the increased health risks to patients in cases of 
higher BMI, as suggested by this study. This question is 
particularly relevant given the significant prevalence of 
obesity in patients with hip osteoarthritis (29,30), and 
the common use of IA hip injection for this indication 
(31). 

Strengths of this study include a relatively large 

Table 2. Fluoroscopy time during IA hip injection for normal body mass index (BMI 18.5 – 24.9 kg/m2), overweight (BMI 25.0 – 
29.9 kg/m2), and obese (BMI between ≥ 30.0 kg/m2) individuals. P values denote differences between BMI groups for each variable.

Variable n
Fluoroscopy time per 

injection, s; mean (SD)
Fluoroscopy time per 

injection, s; mean (SD)
Fluoroscopy time per 

injection, s; mean (SD) P value
Normal Weight Overweight Obese

All injections 559 11 (8.3) 11 (6.4) 13 (12) 0.02

Repeat injections 138 12 (10) 11 (6.5) 11 (6.1) 0.86

Trainee involvement 420 12 (8.9) 11 (6.6) 12 (9.5) 0.32

No Trainee involvement 139 7.6 (4.3) 9.6 (6.0) 14 (16) 0.01

New trainee involvement 58 14 (11) 10 (8.6) 11 (5.7) 0.40

SD – Standard Deviation
New trainee – injection performed with trainee in July or August
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number of injections performed at multiple centers, 
with minimal missing data, on a sample population 
that appears to reflect epidemiologic BMI data for 
the United States as a whole. Sixty-eight percent of 
all patients that received IA hip injections were over-
weight or obese, consistent with the National Health 
and Nutrition Examination Survey (Ogden 2012), which 
showed that 2 in 3 adults are overweight or obese (32). 
The strengths contribute to the generalizability of the 
presented finding to other academic practice settings in 
the United States.

Study Limitations
The findings of this study should be interpreted 

within the context of its limitations. Multiple physicians 
and radiology technicians of varying clinical experience 
were involved with the IA hip injections in this relatively 
large cohort, which may confound the data. Further-
more, this study evaluated total fluoroscopy time, not 
radiation dose exposure per injection, which provides 
more direct and precise information with regard to pro-
vider and patient radiation exposure and overall safety. 
Radiation dose was not recorded in this cohort. Future 
study of the impact of BMI on radiation dose during 
fluoroscopically guided IA hip injections is needed. 
Missing data, a potential problem with retrospective 

studies, was not a major issue here, as only 6% of IA 
hip injections had missing data and were excluded from 
analysis. This small percentage would not affect our re-
sults or conclusions. Given the nature of this study, and 
the data collected from 3 large practices, selection bias 
is less likely. 

Conclusions

Fluoroscopy times during IA hip injections increase 
with higher BMI categories in a statistically significant 
manner when performed by experienced clinicians but 
this relationship is not observed when injections are 
performed with a trainee in a teaching institution. This 
finding appears to be related to longer fluoroscopy 
time required to complete an IA hip injection in pa-
tients with lower BMI when a trainee is involved.

Acknowledgments
Author Contributions: All authors had full access 

to all the data in the study and take responsibility for 
the integrity of the data and the accuracy of the data 
analysis. All authors designed the study protocol. All 
authors managed the literature searches and summa-
ries of previous related work and wrote the first draft 
of the manuscript. All authors provided revision for in-
tellectual content and final approval of the manuscript.

References

1.	 Cooper C, Inskip H, Croft P, Campbell L, 
Smith G, McLaren M, Coggon D. Indi-
vidual risk factors for hip osteoarthritis: 
Obesity, hip injury, and physical activity. 
Am J Epidemiol 1998; 147:516-522.

2.	 Zhang W, Moskowitz RW, Nuki G, 
Abramson S, Altman RD, Arden N, 
Bierma-Zeinstra S, Brandt KD, Croft P, 
Doherty M, Dougados M, Hochberg 
M, Hunter DJ, Kwoh K, Lohmander LS, 
Tugwell P. OARSI recommendations for 
the management of hip and knee osteo-
arthritis, Part II: OARSI evidence-based, 
expert consensus guidelines. Osteoar-
thritis Cartilage 2008; 16:137-162.

3.	 Kurup H, Ward P. Do we need radio-
logical guidance for hip joint injections? 
Acta Orthop Belg 2010; 76:205-207.

4.	 Furtado RN, Pereira DF, da Luz KR, dos 
Santos MF, Konai MS, Mitraud Sde A, 
Rosenfeld A, Fernandes Ada R, Natour J. 
Effectiveness of imaging-guided intra-
articular injection: A comparison study 
between fluoroscopy and ultrasound. 

Rev Bras Reumatol 2013; 53:476-482.
5.	 Diracoglu D, Alptekin K, Dikici F, Balci 

HI, Ozcakar L, Aksoy C. Evaluation of 
needle positioning during blind intra-
articular hip injections for osteoarthritis: 
Fluoroscopy versus arthrography. Arch 
Phys Med Rehabil 2009; 90:2112-2115.

6.	 Byrd JW, Potts EA, Allison RK, Jones 
KS. Ultrasound-guided hip injections: 
A comparative study with fluoroscopy-
guided injections. Arthroscopy 2014; 
30:42-46.

7.	 Uppot RN. Impact of obesity on radiolo-
gy. Radiol Clin North Am 2007; 45:231-246.

8.	 Uppot RN, Sahani DV, Hahn PF, Ger-
vais D, Mueller PR. Impact of obesity 
on medical imaging and image-guided 
intervention. AJR Am J Roentgenol 2007; 
188:433-440.

9.	 Smuck M, Zheng P, Chong T, Kao MC, 
Geisser ME. Duration of fluoroscopic-
guided spine interventions and radiation 
exposure is increased in overweight pa-
tients. PM R 2013; 5:291-296; quiz 296.

10.	 Hanu-Cernat DE, Duarte R, Raphael 
JH, Mutagi H, Kapur S, Senthil L. Type 
of interventional pain procedure, body 
weight, and presence of spinal pathol-
ogy are determinants of the level of 
radiation exposure for fluoroscopical-
ly guided pain procedures. Pain Pract 
2012; 12:434-439.

11.	 McCormick ZL, Mattie R, Ebrahimi A, 
Lee DT, Marcolina A, Press J, Kennedy 
DJ, Smuck M, Walega DR, Cushman 
D. Is there a relationship between body 
mass index and fluoroscopy time during 
cervical interlaminar epidural steroid in-
jections? Pain Med 2016. [Epub ahead of 
print]

12.	 Cushman D, Mattie R, Curtis B, Flis A, 
McCormick ZL. The effect of body mass 
index on fluoroscopic time and radia-
tion dose during lumbar transforaminal 
epidural steroid injections. Spine J 2016; 
16:876-883.

13.	 McCormick ZL, Choxi SC, Lee DT, Mar-
colina A, Press J, Kennedy DJ, Smuck M, 
Walega DR, Cushman DM. The impact 



Pain Physician: July/August 2017: 20:E721-E726

E726 	 www.painphysicianjournal.com

of body mass index on fluoroscopy time 
during lumbar epidural steroid injec-
tion: A multicenter cohort study. Pain 
Med 2017; 18:25-35.

14.	 Young JQ, Ranji SR, Wachter RM, Lee 
CM, Niehaus B, Auerbach AD. “July ef-
fect”: Impact of the academic year-end 
changeover on patient outcomes: A 
systematic review. Ann Intern Med 2011; 
155:309-315.

15.	 Khan IA, Kamalasekaran S, Fazal MA. 
Risk of ionising radiation to trainee or-
thopaedic surgeons. Acta Orthop Belg 
2012; 78:106-110.

16.	 Cushman D, Flis A, Jensen B, McCor-
mick Z. The effect of body mass index 
on fluoroscopic time and radiation dose 
during sacroiliac joint injections. PM R 
2016; 8:767-772.

17.	 Brenner DJ, Doll R, Goodhead DT, Hall 
EJ, Land CE, Little JB, Lubin JH, Preston 
DL, Preston RJ, Puskin JS, Ron E, Sachs 
RK, Samet JM, Setlow RB, Zaider M. 
Cancer risks attributable to low doses 
of ionizing radiation: Assessing what 
we really know. Proc Natl Acad Sci U S A 
2003; 100:13761-13766.

18.	 Klein LW, Miller DL, Balter S, Laskey W, 
Haines D, Norbash A, Mauro MA, Gold-
stein JA. Occupational health hazards in 
the interventional laboratory: Time for a 
safer environment. J Vasc Interv Radiol 
2009; 20:S278-S283.

19.	 Plastaras C, Appasamy M, Sayeed Y, 
McLaughlin C, Charles J, Joshi A, Ma-

cron D, Pukenas B. Fluoroscopy proce-
dure and equipment changes to reduce 
staff radiation exposure in the interven-
tional spine suite. Pain Physician 2013; 
16:E731-E738.

20.	 Zhou Y, Singh N, Abdi S, Wu J, Crawford 
J, Furgang FA. Fluoroscopy radiation 
safety for spine interventional pain pro-
cedures in university teaching hospitals. 
Pain Physician 2005; 8:49-53.

21.	 Goodman BS, Carnel CT, Mallempati S, 
Agarwal P. Reduction in average fluoro-
scopic exposure times for interventional 
spinal procedures through the use of 
pulsed and low-dose image settings. Am 
J Phys Med Rehabil 2011; 90:908-912.

22.	 Carucci LR. Imaging obese patients: 
Problems and solutions. Abdom Imaging 
2013; 38:630-646.

23.	 Artner J, Cakir B, Reichel H, Lattig F. 
Radiation dose reduction in CT-guided 
sacroiliac joint injections to levels of 
pulsed fluoroscopy: A comparative study 
with technical considerations. J Pain Res 
2012; 5:265-269.

24.	 Nof E, Lane C, Cazalas M, Cuchet-
Soubelet E, Michaud GF, John RM, Ted-
row U, Koplan BA, Stevenson WG, Ep-
stein LM. Reducing radiation exposure 
in the electrophysiology laboratory: It is 
more than just fluoroscopy times! Pac-
ing Clin Electrophysiol 2015; 38:136-145.

25.	 Anderson ES, Herring AA, Bailey C, 
Mantuani D, Nagdev AD. Ultrasound-
guided intraarticular hip Injection for 

osteoarthritis pain in the emergency 
department. West J Emerg Med 2013; 
14:505-508.

26.	 Smith J, Hurdle MF. Office-based ultra-
sound-guided intra-articular hip injec-
tion: Technique for physiatric practice. 
Arch Phys Med Rehabil 2006; 87:296-298.

27.	 Sofka CM, Saboeiro G, Adler RS. Ul-
trasound-guided adult hip injections. J 
Vasc Interv Radiol 2005; 16:1121-1123.

28.	 Migliore A, Tormenta S, Martin Mar-
tin LS, Valente C, Massafra U, Latini A, 
Alimonti A. [Safety profile of 185 ultra-
sound-guided intra-articular injections 
for treatment of rheumatic diseases of 
the hip]. Reumatismo 2004; 56:104-109.

29.	 Srikanth VK, Fryer JL, Zhai G, Winzen-
berg TM, Hosmer D, Jones G. A meta-
analysis of sex differences prevalence, 
incidence and severity of osteoarthritis. 
Osteoarthritis Cartilage 2005; 13:769-781.

30.	 Zhang Y, Jordan JM. Epidemiology of 
osteoarthritis. Clin Geriatr Med 2010; 
26:355-369.

31.	 Pasquale MK, Louder AM, Cheung RY, 
Reiners AT, Mardekian J, Sanchez RJ, 
Goli V. Healthcare utilization and costs 
of knee or hip replacements versus 
pain-relief injections. Am Health Drug 
Benefits 2015; 8:384-394.

32.	 Yang L, Colditz GA. Prevalence of over-
weight and obesity in the United States, 
2007-2012. JAMA Intern Med 2015; 
175:1412-1413.


