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Abstract 

An evidence-based practice helps to ensure that patients receive the best interventions 

for their condition. However, patients are not always treated according to evidence-

based practice concepts. One of the facilitators to overcome the barriers related to 

evidence-based practice are the clinical practice guidelines. Clinical practice guidelines 

help clinicians make clinical decisions, by providing recommendations/algorithms for 

managing their patients. Despite its importance, no Portuguese clinical practice 

guideline was found for one of the most common pathologies in the society: knee 

osteoarthritis. Therefore, the purpose of this thesis is to create a clinical practice 

guideline for Portuguese physical therapists to manage knee osteoarthritis patients. 

Thus, this thesis was guided according to the “Scandinavian model”, where different 

studies performed according to the objective, such as: umbrella review; systematic 

review and meta-analysis; questionnaire translation and validation; two studies with 

the implementation of a questionnaire and the use of semi-structured interviews. It 

could be concluded that, for the Portuguese context, the “core” interventions are 

Nutrition/Weight Loss, Self-Care/Education and Resistance Exercises. If necessary, 

the following interventions can be added: Aquatic Exercises; Manual Therapy; and/or 

Stretching. When these interventions fail, the “silver” interventions that can be used 

are: Aerobic Exercises; Balance Exercises; Thermotherapy; and/or Walking Aids. 

When these interventions do not respond to the patient's needs neither, “bronze” 

interventions can be added, namely: Electrotherapy; Kinesio Tape; and/or Ultrasound. 

Additionally, it was found that Portuguese physical therapists recognize the importance 

of an evidence-based practice and, whenever possible, use clinical practice guidelines 

in their daily clinical practice. 

 

KEYWORDS: KNEE OSTEOARTHRITIS; PHYSIOTHERAPY INTERVENTIONS; 

NON-PHARMOCOLOGICAL TREATEMNTS; NON-SURGICAL TREATMENTS; 

INTERVENTION LEVELS.  
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Resumo 

Uma prática baseada na evidência ajuda a garantir que os pacientes recebem 

as melhores intervenções para a sua condição. No entanto, nem sempre os 

pacientes são tratados segundo os conceitos da prática baseada na evidência. 

Um dos facilitadores para ultrapassar as barreiras relacionadas com a prática 

baseada na evidência são as clinical practice guidelines (em português, normas 

de orientação clínicas). As clinical practice guidelines ajudam os clínicos na toma 

de decisões, fornecendo recomendações/algoritmos para a gestão das 

condições dos seus pacientes. Apesar da sua importância, não foi encontrado 

nenhuma clinical practice guideline portuguesa para uma das patologias mais 

comuns na sociedade: osteoartrose do joelho. Então, o objetivo desta tese é criar 

uma clinical practice guideline para fisioterapeutas portugueses no tratamento 

de pacientes com osteoartrose do joelho. Para isso, a tese foi guiada segundo o 

“modelo Escandinavo” onde foram criados diferentes estudos para responder ao 

objetivo, nomeadamente: revisão chapéu; revisão sistemática com meta-análise; 

tradução e validação de um questionário; dois estudos com a implementação de 

um questionário e a utilização de entrevistas semiestruturadas. Conclui-se que, 

para o contexto português, as intervenções nível 1 são: Nutrição/Perda de peso; 

Educação/Autocuidado; e Exercícios Resistidos. Se houver necessidade, a estas 

intervenções pode ser adicionado: Exercícios em Meio Aquático; Terapia 

Manual; e/ou Alongamentos. Na falência destas intervenções, pode-se utilizar as 

intervenções do nível 2: Exercícios Aeróbios; Exercícios de Equilíbrio; 

Termoterapia; e/ou Auxiliares de Marcha. Quando estas intervenções também 

não respondem às necessidades do paciente, pode-se adicionar as intervenções 

nível 3: Eletroterapia; Kinesio Tape; e/ou Ultrassom. Adicionalmente, os 

fisioterapeutas portugueses reconhecem a importância de uma prática baseada 

na evidência e, sempre que possível, utilizam clinical practice guidelines na sua 

prática clínica diária.  

 

PALAVRAS-CHAVE: OSTEOARTROSE DO JOELHO; INTERVENÇÕES DE 

FISIOTERAPIA; TRATAMENTOS NÃO-FARMACÓGICOS; TRATAMENTOS 

NÃO-CIRÚRGICOS; NÍVEIS DE INTERVENÇÃO. 
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Osteoarthritis (OA) is the most common form of arthritis that can affect movable 

joint tissues, contributing to functional and social impairment, disability, reduced 

independence and poorer quality of life (QOL) in older adults 1-7. The incidence 

of new cases is around 200–250/100 000/year 8. The reasons are due to the 

societal trends in the population such as ageing (by 2050, 30% of the European 

population will be aged >65 years), obesity, and joint injury, estimating that the 

number of people affected by OA will increase about 50% over the next 20 years 

and to be the single greatest cause of disability in the general population by 2025 

5,9-11. From all joint that can be affected by OA, the knee is the most prevalent 

(especially in elderly women), where a third of older adults in the general 

population shows radiological evidence of knee OA 10,12-17.  Worldwide, it is 

estimated that 250 million individuals suffer from knee OA 18. Particularly, in 

Portugal, the knee OA reaches between 11 to 12.4% of the overall population 19-

21. In order to consider that a person has knee OA it will need to contain 

radiographic findings (such as, joint space and alignment, cartilage and capsular 

thickening, bone deformities, osteophytes, cysts, sclerosis, and synovitis), plus 

clinical signs and symptoms (such as, pain, swelling, range of motion (ROM) 

limitation, tenderness, reduced proprioceptive acuity, morning stiffness, muscular 

weakness, joint instability, joint deformity, elevated sensitivity to temperature, and 

joint crepitus) 22-27. 

Nevertheless, the knee OA progression is highly variable 28. Current OA 

rehabilitation strategy is a complex process that uses surgical and non-surgical 

(pharmacological and non-pharmacological) interventions 5,8,14,29-35. One 

staggering statistic is that the cost of OA in the United States of America (USA), 

Canada, United Kingdom (UK), France and Australia has been estimated to 

account for between 1% and 2.5% of the gross national product of these countries 

36. Translating into currency, it is estimated that, in the USA alone, 185,5 billion 

dollars are spent in annual insurer expenditures associated with medical care for 

OA patients 37. As the majority of the non-pharmacological and non-surgical 

interventions are safe, low cost, low tech, incorporate self-management 

performed at home or in the community and have a substantial public health 

impact, they play a critical role in the patients’ life as they are nowadays the first 
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step in the knee OA management 5,8,14,30,33-35,38. Due to their risks, complications 

and post-outcomes other strategies only are a valid option for patients who failed 

to respond to these measures 5,14,30,34,35. 

There are several non-pharmacological and non-surgical interventions that can 

be used to manage knee OA patients, the majority physical therapy related 23,39-

45. Despite being widely used to manage knee OA patients, physical therapy 

practice has been subjected to decades of criticism for its lack of research, and 

is often perceived as a profession that bases its practice largely on anecdotal 

evidence, using treatment techniques that have little scientific support 46. This 

was identified, as early as 1969, to be a significant issue for the physical therapy 

profession 47. Over the years, many efforts were made to increase physical 

therapy research 48 as researchers stated it is important to 49: validate physical 

therapy services; provide information on the effectiveness of treatments; improve 

patient care by making intelligent clinical decisions based on research findings; 

provide answers to physical therapists’ (PTs) questions. Highlighting the 

importance of research in the physical therapy profession as rehabilitation health-

care providers and making significant progresses in that issue, one goal will be 

to shift from the traditional models of practice (guided on the therapist beliefs, 

faiths, expectations, interests, opinions, values, experiences, tacit knowledge and 

intuition) to a more evidence-based practice (EBP) overtime 46,50-52.  

EBP is nowadays a widely used term by health-care practitioners. Originally 

developed at the McMaster Medical School in Canada in the 1980s, EBP can be 

defined as the conscientious, explicit and judicious use of current relevant 

available evidence combined with the health-care providers’ clinical expertise and 

the patients’ preferences, guiding clinical decisions about patients’ care 53-56. 

Therefore, EBP should include clinical experience, patients’ preferences and 

scientific evidence as main actors. Specifically, in order to have the best evidence 

at the moment, it is expected that the health-care professionals search, read and 

critically appraise scientific studies 54. From the different studies’ type, they 

should have a practice informed from what is established as higher level in the 

evidence hierarchy, such as clinical practice guidelines (CPGs), meta-analysis, 
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systematic reviews or reviews 57-60. In order to help access to research evidence, 

reduce the time needed to read evidence, understand research evidence, and 

greater power to gather good quality information, the CPGs are nowadays 

increasingly important in the clinical quotidian 61-63. CPGs are rigorously 

synthesized and interpreted by expert clinicians and methodologists, and 

transformed into practice recommendations, providing an overview of the 

management of a condition or the use of an intervention 64-66. Therefore, they will 

provide guidance or advice, rather than instructions, and are aids to and not 

substitutes for clinical judgment 67. So, clinicians may use CPGs to answer 

specific clinical questions arising out of their day-to-day practice 64. 

Although there are several studies, recommendations and CPGs for knee OA 

management 35,68-77, professional organizations identified it as a priority, and 

influential researchers and clinicians argue that health-care practitioners (such as 

PTs) have an ethical obligation to base their practice on research findings, many 

still do not use CPGs and do not perform an EBP 78. Overall personal, 

organizational, cultural, social, environmental, historical, educational, political, 

financial and demographic factors have being suggested as the main causers of 

this issue 46,50. Specifically for the OA context, it was found as the main barriers 

79,80: poor quality evidence; contradictory CPGs recommendations; poor quality 

in the information transmission; PTs inability to understand statistical data; lack 

of skills in searching and critically appraise evidence; lack of data generalization 

for the patient; and not enough explored OA factors, such as economic aspects 

of recommendations or the patients’ co-morbidities influence. Facilitators may 

include 79,81,82: regular clinical cases and evidence peers discussion; higher 

quality studies; CPGs concordance; better information reaching with an user-

friendly format; CPGs should become patient-focused rather than disease-driven; 

written in the mother language and for the national context. Additionally, as the 

profession is relatively new in Portugal (the first PT Portuguese school is from 

1966 – Escola Superior de Saúde de Alcoitão 83), currently little is known about 

EBP in the Portuguese PTs context and the existing research is scarce to fully 

understand how the enumerated factors behave as a barrier and how to facilitate 

them. 
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Due to this EBP knowledge-gap, wide range of OA information and even 

uncertainty in some therapies, there is an urgent need to develop a clinical 

practice guideline for the Portuguese PTs. Therefore, the aim of the present 

thesis is to develop a clinical practice guideline in managing knee OA patients for 

Portuguese PTs. To accomplish it, this work will gather the best evidence 

available at the moment regarding non-pharmacological and non-surgical 

interventions for knee OA, understand if the Portuguese PTs perform an EBP and 

what are the main facilitators and barriers, gather the PTs’ clinical experiences 

and know-how in managing this patients, and collect the knee OA patients 

expectations and preferences. 

The present thesis is structured according to the Scandinavian model and is 

divided in six chapters. 

The first chapter concerns the introduction related to OA aetiology, incidence, 

economic impact, diagnosis and interventions. Additionally, the EBP and CPGs 

terms and associations are covered. This chapter ends with the thesis objectives. 

The second chapter – entitled “State of the Art” – encompasses two studies (an 

umbrella review and a systematic review with meta-analysis) and explores the 

non-pharmacological and non-surgical interventions to manage knee OA 

patients. The third chapter is entitled “Original Research Manuscripts” and is 

composed by three original studies aiming to answer the proposed objectives. In 

the fourth chapter, the “Discussion” chapter, a general and integrated discussion 

regarding the results of the original studies is presented, as well as its main 

limitations and perspectives for future research. The fifth chapter (“Conclusion”) 

encompasses the main conclusions from the obtained results. The sixth and last 

chapter presents the bibliographic references that support the first and fourth 

chapters and is called “References”. 
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interventions. Between the non-surgical options, the physical therapy related interventions are 

considered the first stage in managing these patients by the major of clinical practice 

guidelines. However, there are several interventions to choose from, some more evidence-

based related than others. The choices and their related factors are still not fully understood in 

the Portuguese context. So, the aims of this study are to collect the most common non-

pharmacological and non-surgical interventions used by the Portuguese physical therapists in 

their knee OA patients, and deeper understand the factors associated to their interventions 

choices. 

 Material and Methods. This study incorporated a mixed-methods design (quantitative and 

qualitative). In an attempt to ensure the correct population sample, a national professional 

association e-mail database and the e-mails of past students from national schools were 

requested. For the quantitative data it was choose an e-survey, with 25 close-end questions, 

retrieving sociodemographic and self-reported practice on knee osteoarthritis information. It 

was analyzed response frequencies and associations between variables with logistic regression 

analyses. For the qualitative data, it was choose to perform semi-structured interviews in 

purposefully selected physical therapists to include different sociodemographic factors 

(especially those found to be statistically significant in the logistic regression) and survey 

responses regarding the physical therapists’ interventions chosen. After the interviews, the 

audios were collected, anonymized and verbatim transcribed, and the texts explored by the 

thematic approach. 

 Results and Conclusions. From the 277 physical therapists that shown interest in participating 

in the study, 120 fully completed the questionnaire and, from those, 10 participated in the 

interviews. In the Portuguese physical therapists context the most important interventions are 

Exercise (specially, Resistance Training), Manual Therapy, Nutrition/Weight Loss and Self-

care/Education. Furthermore, it seems that physical therapists’ individual characteristics (age, 

experience and clinical reasoning), patient’s characteristics (clinical findings and preferences), 

and work related factors (facility type, work environment and available resources) are the 

main actors responsible for the use (or not) of an intervention. 
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1 Introduction 

Osteoarthritis (OA) is the most common form of arthritis and, from all joints, the knee OA is 

the most prevalent (1-6). Current knee OA rehabilitation strategy is a complex process, where 

it may be used surgical and non-surgical interventions (3, 7-12). There are several non-

pharmacological and non-surgical interventions that can be used to manage knee OA patients, 

the majority physical therapy related (13-23). Despite being widely used to manage knee OA 

patients, physical therapy practice has been subjected to decades of criticism for its lack of 

research, and is often perceived as a profession that bases its practice largely on anecdotal 

evidence, using treatment techniques that have little scientific support (24). This was 

identified, as early as 1969, to be a significant issue for the physical therapy profession (25). 

Over the years, many efforts were made to increase physical therapy research (26) and to shift 

from the traditional models of practice (guided on the therapist tacit knowledge and opinion) 

to a more evidence-based practice (EBP) overtime (24, 27, 28). 

 

So, the aims of this study are to collect the most common non-pharmacological and non-

surgical interventions used by the Portuguese PTs in their knee OA patients, and deeper 

understand the factors associated to their interventions choices. 

 

2 Material and Methods 

This study incorporated a concurrent mixed-methods design (29-34) and followed the Ethical 

Principles of the Helsinki Declaration (2013) (35). Furthermore, it was approved by the Porto 

University Faculty of Sport ethics committee (CEFADE24-2019). 

 

2.1 Sample 

In an attempt to ensure the correct population sample, the national physical therapy 

professional association e-mail database was requested for the Portuguese PTs working class 

recruitment. Also, in an attempt to increase the number of enrolled participants, the e-mails of 

past students from all physical therapy national schools were requested. 

 

2.2 Design – Quantitative 

For the quantitative data, it was chosen to apply a self-administered e-survey. The e-survey 

was evaluated, designed, administered, conducted and collected according to established 

guidelines (36-39). 

 

The e-survey was initially e-mailed as a formal e-mail with a cover letter containing a small 

study’s information (background, justification and aims). The e-survey included 25 close-ended 

questions, divided in 2 main stages: 
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1. Sociodemographic information. From the sociodemographic information, the PTs could not 

proceed to the next e-survey stage if they (Table I): 

2. Most frequently used non-pharmacological and non-surgical interventions applied in knee 

OA patients. The respondents were invited to rank by preference 5 non-pharmacological and 

non-surgical interventions for managing knee OA patients, from 31 available interventions 

options. The interventions options were achieved after a preliminary literature search. In order 

not to bias the PTs interventions choices, the interventions appeared in a random order, not 

repeating its order from e-survey to e-survey. For helping to contextualize, a knee OA clinical 

vignette was provided (translated to Portuguese from the Holden et al. (40) study). 

 

Previously to sending the e-survey by e-mail, the e-survey was pre-tested by the authors and 

evaluated in its completion time, design, questions order, attractiveness, syntax, clarity, logic, 

correct question type and response format. Also, it was permitted to the respondents to 

review and change their answers. The sample size goal for this study was 373 responses, based 

in a 95% confidence level, a margin of error of 5% and a 50% response distribution (41). To 

ensure that the sample size goal was achieved, after two, four and six weeks respectively, a 

thank you note and a reminder containing the e-survey link was e-mailed. 

 

2.3 Design – Qualitative 

For the qualitative data collecting, it was chosen to apply semi-structured interviews with 

open-ended questions on the PTs. The interviews were conducted by 1 author, blinded to the 

PTs characteristics and prior questionnaire answers, using a videoconference software. Only 

audio-recorded was performed – excluding any face-to-face or written contact. There was no 

relationship between the interviewer and the PTs prior to the study, and the interviewees 

were recruited by completing the study previous stages. Following a review of questionnaire 

responses, the sample was purposefully selected to include different sociodemographic factors 

and interventions responses for knee OA patients. To ensure a high participation rate, after 

one, two and four weeks respectively, a thank you note, a reminder containing the interview 

objectives and a request to provide their most convenient dates/times for the interview, were 

e-mailed. The semi-structured interviews were performed according to Leech et al. (42) 

guidelines. The questions in the interview script were constructed according to Qu et al. (43), 

and properly validated by an expert panel. The interview script was tested on the first 

participant who, after the interview, was asked for feedback on the interview conduction, 

structure, design and phrasing of questions. 

 

2.4 Data Analysis – Quantitative 

Response frequencies were analyzed using Microsoft Excel and IBM SPSS 26.0 software. 
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After examining the response frequencies, the variables categories were collapsed. In the 

interventions choices, the “1st”, “2nd”, “3rd”, “4th” and “5th” were combined so that a 2-category 

response was obtained: “Present” (if the PT chooses 1st, 2nd, 3rd, 4th or 5th) or “Absent” (no 

intervention choice). Additionally, in sociodemographic data where subsamples were smaller, 

we collapsed categories in an effort to derive stable models. The Certificate and Baccalaureate 

degrees into the same category (Baccalaureate) – as in Portugal they are the minimum 

required professional entry-level – and our sample included only 1 PT who indicated a 

professional Post-Doctorate degree, so we included him/her with others PhD degrees. After 

item categories were collapsed, logistic regression analyses were conducted to examine the 

associations with the PTs’ characteristics. An alpha level of 0.05 was used to determine 

whether a model was to be reported. Odds ratios (OR) and their 95% confidence intervals (CIs) 

were determined for each level of the independent variables in those models that were 

significant (44). 

 

2.5 Data Analysis – Qualitative 

The data was analyzed with a Computer Assisted Qualitative Data Analysis Software, namely 

the NVivo v12 (45). The audios collected in the interviews were anonymized and verbatim 

transcribed. Then the texts were explored by 3 authors with the thematic approach (46). The 

original classification tree was analyzed and further discussed with an expert panel, where 

some categories were collapsed, eliminated or renamed. Quotations were identified to report 

the findings and illustrate the content, and were translated from Portuguese to English. To 

ensure complete and transparent data reporting, the methodology was conducted according 

to established guidelines (47-53). 

 

3 Results 

3.1 Quantitative 

From the 227 PTs that shown interest in participating in the study, only 120 (52.9%) fully 

completed the questionnaire (Figure 1). The average time to complete the e-survey was 7 

minutes. The descriptive statistics of the PTs personal and practice characteristics are 

presented in Table II. 

 

The six most chosen interventions were Resistance Exercise (14.5%), Manual Therapy (14.3%), 

Nutrition/Weight Loss (13.7%), Self-care/Education (9.8%), Stretching (7.8%) and Aquatic 

Exercise (7.7%). The interventions medium chosen were Elastic Tape, Electrical Stimulation 

Therapies (Interferential Current [IFC], Neuromuscular Electrical Stimulation [NMES] and 

Transcutaneous Electrical Nerve Stimulation [TENS]), Aerobic Exercise, Balance Exercise, 

Thermal Agents, Ultrasound Therapy (US) and Walking Aids – all between 6.5 and 1.5%. The 

least chosen interventions were Non-elastic Tape, Braces, Complementary Therapies 

(Acupuncture, Electroacupuncture, Moxibustion, Tai Ji and Yoga), Vibration, Extracorporeal 

Shockwave Therapy, Insoles, Laser Therapy (High Level and Low Level), Magnetic Field Therapy 

– all below 1% – highlighting the Balneotherapy/Spa, Cupping Therapy and Leech Therapy 
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interventions, as they were not chosen by any PT (0%). Regarding the interventions raking, 

Manual Therapy was the most chosen for 1st (30.8%), Resistance Exercise for 2nd and 3rd (20.8 

and 19.2%, respectively), Nutrition Therapy/Weight Loss for 4th (15.8%) and tied with Aquatic 

Exercise for 5th (both with 14.2%). The descriptive statistics of the PT’s interventions choices 

are presented in Table III and Figure 2. 

 

Additionally, from the 93 intervention combinations found, the two most commonly used 

were: Balance Exercise + Manual Therapy + Nutrition/Weight Loss + Resistance Exercise + Self-

care/Education; and Manual Therapy + Nutrition/Weight Loss + Resistance Exercise + Self-

care/Education + Stretching (both combinations with 4.2%). Given the high heterogeneity of 

interventions used across different combinations, 67.5% were chosen only once (<1%) (Table 

IV). 

 

From the 1200 interventions relations, the two interventions more strongly linked were 

Manual Therapy + Resistance Exercise (n=62; 5.2%), followed by Nutrition/Weight Loss + 

Resistance Exercise (n=59; 4.9%), Manual Therapy + Nutrition/Weight Loss (n=57; 4.8%), 

Resistance Exercise + Self-care/Education (n=46; 3.8%), Nutrition/Weight Loss + Self-

care/Education (n=41; 3.4%), and Manual Therapy + Self-care/Education (n=40; 3.3%). In a 

note, 75 interventions relations were only found once. From the 28 interventions, the 

interventions more associated to others were Manual Therapy (n=25; 6.4%), followed by 

Nutrition/Weight Loss and Aquatic Exercise (n=24; 6.2%), Resistance Exercise (n=23; 5.9%), 

Stretching (n=22; 5.6%), and Self-care/Education (n=21; 5.4%). Figure 3 summarizes and 

illustrates the intervention interactions. 

 

Regarding the statistically significant associations between PTs’ characteristics and the most 

used knee OA interventions, Aerobic and Resistance Exercises were more likely to be chosen 

by the least experienced therapists, in comparison to more experienced PTs (OR 30.000 [95% 

CI: 3.337; 269.716] and OR 7.500 [95% CI: 1.469; 38.280]). Still in the Resistance Exercise 

intervention, the moderate experienced PTs (5-10 years) were 3.9 times more likely to choose 

it, in comparison to the most experienced therapists. The same pattern was found within the 

PTs age, where Resistance Exercise was less likely to be chosen by elderly therapists in 

comparison to their younger peers (20-29 years – OR 9.943 [95% CI: 2.629; 37.605]; 30-39 

years – OR 4.898 [95% CI: 1.609; 14.911]; and 40-49 years – OR 9.429 [95% CI: 1.603; 55.447]). 

Additionally, Self-care was 3.1 times more likely to be chosen by PTs that belong to a 

professional practice-orientated organization, in comparison to those who do not belong to it. 

In contrast, PTs that participated in continuing education courses were 74% less likely to 

choose Balance Exercise, in comparison to other PTs that did not participate in continuing 

education courses. Additionally, Thermal agents were less likely to be chosen by baccalaureate 

and PTs that worked in a private sector, comparatively to their academic and doctorate peers 

(OR 0.077 [95% CI: 0.013; 0.467] and OR 0.108 [95% CI: 0.020; 0.599], respectively). Table V 

gathers a more detailed information. 
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3.2 Qualitative 

From the 120 PTs that completed the e-survey only 67 (55.8%) volunteered for the interviews. 

From those, 23 PTs were selected, but only 10 responded to the emails. The participants’ 

characteristics in the qualitative study are outlined in Table VI. 

 

With the interviews the main themes identified were: Interventions (applied, eventually 

applied, and not applied); Intervention plan rational; Physical therapy sessions frequency; and 

Principal and secondary knee OA symptoms. 

 

3.2.1 Interventions Applied 

The stated applied interventions to manage knee OA patients were: Self-care/Education; 

Electrical Therapy; Exercise; Kinesio Tape (KT); Manual Therapy; Thermal Agents; US; and 

Vertical Bed. The PTs’ choose to use these interventions because: (1) after the patient 

assessment, they are the interventions that best respond to the patients’ signs and symptoms, 

as well as the treatment objectives created; (2) are in accordance to an EBP; and, (3) give 

priority to more active interventions (Quotations 1, 2 and 3). 

 

In relation to Self-care/Education, it was performed with the aim of: (1) informing the patient 

about its condition, OA related issues and intervention plan; (2) ending OA related myths; (3) 

explaining how to manage their problems alone, including giving some home interventions 

that could help improving their condition; (4) promoting an healthy life style, such as weight 

loss; and, (5) during all treatments sessions, explaining how to perform the intervention 

properly and why they are doing it (Quotations 4, 5, 6, 7 and 8). As a note, a PT added that it is 

important to adapt the information to the patient’s health literacy/academic qualifications, for 

him/her to receive and better understand the transmitted information (Quotation 9). 

 

In the Electrical Therapy group, TENS, Iontophoresis, IFC and NMES were used. Except for 

NMES, all Electrical Therapy group interventions were applied to reduce pain (Quotations 10 

and 11). Between the different analgesic techniques, their choices depended on: (1) what the 

interventions that health insurers companies contributed financially were; and, (2) which 

medical devices were present at the health care units (Quotations 12 and 13). Despite this, two 

PTs were against their use, since their benefits were limited and there is some evidence non-

recommendation (Quotation 14). In other hand, NMES was the least stated intervention in this 

group and it was mainly used as a complementation of active exercises, or as an initiation 

stage for more debilitated patients (not able to perform active exercises) to gain some 

strength (Quotations 15 and 16). 

 

Exercises were the most frequent intervention used for managing knee OA patients. The 

interventions stated in this group were: Aerobic exercises; Active mobilizations/Rage of 

Motion (ROM) gain/Stretching exercises; Resistance exercises; and Functional 
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training/exercises. From all, Resistance exercises were the most used, mainly because of OA 

progression characteristics (namely, strength loss). Within these exercises, the PTs preferred to 

start performing isometric exercises, only progressing to other contractions types and 

exercises after the patients reveal a good strength standard base (Quotation 17). Regarding 

the Aerobic exercises, they were performed to promote knee movement, reduce impacts, as 

well as maintain the physical condition, being then a form of preparation for more intense 

exercises (Quotation 18). With similar objectives were the Active mobilizations/ROM 

gain/Stretching exercises. The PTs used these exercises not only to increase (or at least 

maintain) a “normal” knee ROM, but also to decrease the muscular and articular tensions 

(Quotations 19, 20 and 21). Lastly, they also reported the use of Functional training/exercises. 

These exercises were applied to train the activities of daily life (such as, stand and sit, stability 

training and gait training), equipping/educating the patient with a range of strategies to reduce 

some daily constraints (Quotation 22). The intervention choices in the Exercise group 

depended, not only on the patients’ condition and the OA degree (such as, obesity, ROM 

limitation and knee inflammation), but most importantly pain. PTs evaluated their patients’ 

pain level and in which exercises the pain intensified more. The aim was always to do pain free 

exercises, giving to the patients a good movement experience and sensation (Quotation 23). 

 

The use of KT was only indicated by 2 PTs. In both cases, although it was used by them, none 

considered it to be a core intervention. The intervention was considered as complementary. 

Additionally, in both situations, they were somewhat reticent and septic about its clinical 

efficacy. The main reason for this mistrust was due to the results found in evidence, which 

often discredited its use and deconstructed some efficacy related-myths. Nevertheless, its use 

was mainly for pain relief and knee biomechanical corrections (Quotations 24 and 25). 

 

Likewise Exercise, Manual Therapy was one of the most intervention groups mentioned and 

used by the PTs. Within this group, the most common interventions applied were: Massage; 

Passive mobilizations; and, Soft tissues mobilization/manipulation techniques (Quotations 26 

and 27). Additionally, Maitland and Mulligan techniques were also referred in this group, 

however just one PT confirmed their use (Quotation 28). The overall objectives of these 

interventions were soft tissue relaxation (harmonize muscular tensions, stabilize muscular 

tonus and release soft tissues), drainage, pain decrease and ROM improvement (Quotation 

29). Nevertheless, one PT did not recommend the use of Massage on these patients, because it 

will not offer any of the overall intended benefits, which are providing mobility and 

functionality (Quotation 30). Additionally, another PT do not recommend the use of Passive 

mobilization. He/She preferred to spend most of the time doing more active interventions 

(Quotation 31). 

 

Although the PTs use Thermal Agents, this intervention group was far from gathering 

consensus. In this group, the two interventions stated were Heat and Ice. All PTs considered 

Thermal Agents to be a complementary intervention. In fact, most of them just use it because 

the patient asks for it (Quotation 32). Their use depended on the patient’s condition, 

nonetheless the aim was to decrease pain (Heat and Ice), promote muscular relaxation (Heat) 
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and reduce the inflammatory process (Ice) (Quotations 33, 34 and 35). Despite these 

advantages, some PTs did not recommend their use. For the Heat interventions, they did not 

use them because it could increase the knee inflammation process (Quotation 36). Regarding 

the Ice interventions, the PTs said that it could increase some of the patients’ signs and 

symptoms (Quotation 37). 

 

Likewise, US were used by the PTs, however there was some reluctance in its use. In fact, some 

stated that they only use it because they have to follow the medical prescription (Quotation 

38). The main objective was pain reduction (Quotation 39). 

 

Vertical Bed use was only stated by one PT. The intention of its use is for lower limb stretching, 

load stimulus and imposing knee extension. This could be important for patients who cannot 

perform exercises or have an excessive knee flexion (Quotation 40). 

 

3.2.2 Interventions Eventually Applied 

Still, some interventions were mentioned as interventions that could be applied in very specific 

situations or could eventually be included in future intervention plans. Those interventions 

were: Acupuncture; Aquatic exercises; McConnell Tape; Tai Ji; and Yoga (Quotations 41, 42 and 

43). 

 

The inclusion of these interventions was highly dependent on: (1) the intervention cannot 

harm the patient; (2) previously, the patient needs to have a good intervention experience; (3) 

interventions need to have some evidence support; (4) in the absence of results from more 

evidence-based interventions, PTs could try these interventions; (5) has to be recommended 

by colleagues; (6) PTs have to do prior intervention training; and, (7) the intervention effects 

and objectives rationale must be plausible and appropriate (Quotations 44, 45, 46 and 47). 

 

3.2.3 Interventions Not Applied 

As it can be deduced, there was no consensus on the ideal intervention plan for these patients. 

Some interventions chosen by one PT could be rejected by another PT and vice-versa. In 

addition to the aforementioned interventions (such as, Electrical Therapy, Passive 

Mobilization, Thermal Agents and US), the PTs also mentioned Cupping Therapy, Laser 

Therapy, Magnetotherapy, Manipulation, Myocrochetage, Radiofrequency Therapy, 

Shockwave Therapy (Quotations 48, 49, 50 and 51). 

 

In addition to the already mentioned reasons in the previous section, the PTs did not use or 

stopped using because they: (1) are not evidence-based; (2) do not bring enough benefits to 
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the patient; (3) are not a priority; and, (4) the PTs are septic in believing that the clinical results 

are a consequence of their use (Quotations 52, 53, 54 and 55). 

 

Although these therapies are not widely used by PTs, some still used them because: (1) they 

are placebo and do not harm the patient; (2) the patient asks for it; and (3) there is a medical 

prescription and an obligation to perform them (Quotations 56 and 57). Nevertheless, 

sometimes it is important to use some of these interventions as they could work as an “open 

door” to other interventions. As the PT gives in on these less evidence-based interventions 

desired by the patient, the patient-PT confidence rise and then he/she can negotiate with the 

patient with other more evidence-based interventions, integrating them into the treatment 

plan and making more effective sessions. 

 

3.2.4 Other 

The PTs reported that, whenever possible, they used an EBP to define the knee OA patients’ 

intervention plan. So, to accomplish it, they have to rely on the information gathered in the 

evidence, do a proper patients’ clinical signs and symptoms evaluation, integrate the patient’s 

preferences, collect the patients’ socioeconomic status information and co-morbidities, listen 

to the patient’s main issues and goals, and delimit by their clinical experience what are the 

most mastered interventions (Quotations 58 and 59). However, it was also not uncommon to 

find that many of them feel more limited in their practice because they have to follow the 

physiatrist’s intervention plan prescription (Quotation 60 and 61). 

 

Regardless of how the intervention plans are designed, to combine and order the various 

interventions during the treatment session, the rationale will depend on the effects that the PT 

defines for each intervention. Usually, to order the treatment plan interventions the previous 

intervention, in addition to have a specific effect, will also help in carrying out the succeeding 

interventions. For example, a PT referred that in addition to the effect of reducing stiffness and 

muscle tension (which itself can be beneficial for the patient), the use of Heat as a first 

intervention can facilitate the performance of other techniques, such as Massage and 

afterwards Exercises (Quotation 62). 

 

Interventions are applied (more often) 2 to 3 times per week (Quotation 63). However, there 

are still patients who are treated daily (Quotation 64). The number of sessions applied 

depends on the workplace and the treatment session “recovery” (patients’ signs and 

symptoms easing) (Quotations 65 and 66). Nevertheless, with the patients’ clinical state 

evolving positively, treatments sessions could be once per week or twice per month, until 

patients are discharged and be self-sufficient in managing their difficulties (Quotation 67). 

 

As showed, the patient’s signs and symptoms have a very important role in both treatment 

plan interventions selection, and the treatment sessions per week decision and progression. 
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There are several signs and symptoms related with OA stated by the PTs (Quotations 68, 69 

and 70). The most important OA sign and symptom was knee pain, followed by activities of 

daily living limitations, lower limb muscular weakness and knee ROM limitations. By far, knee 

pain was the most important OA sign and symptom (referred 58 times in the PTs discourses) 

(Quotation 71). Although PTs believe that many of the signs and symptoms are related to pain, 

they also point out that most of the times, in a superficial analysis, pain may seem as the main 

patient problem, but when doing a deeper analysis to the patient’s speech at the anamnesis, 

his/her real problem is not being able to perform his/her activities of daily living (Quotations 

72, 73, and 74). Therefore, while they still consider pain as the main sign and symptom, the 

importance given to activities of daily living limitations should be reviewed. 

 

As a form of summary, the PTs found it essential to reinforce that: (1) physical therapy 

interventions are vital to manage knee OA patients; (2) there are still few PTs in the primary 

health care, which can be fundamental in managing knee OA progression; and, (3) it is 

necessary to change the national health system, giving to the PTs more competence and 

autonomy (Quotation 75). 

 

The summary of the qualitative results are described in the Figure 4. 

 

4 Discussion 

In the present Portuguese context and after all the data gathering, the most important 

interventions to manage knee OA patients are: Exercise, Manual Therapy, Nutrition/Weight 

Loss, and Self-care/Education. 

 

4.1 Exercise 

In the Exercise group, the most important interventions were: Aquatic exercises, Balance 

exercises, Resistance exercises and Stretching. 

 

From those, more emphasis needs to be given to Resistance exercises. Resistance exercises 

was the most chosen intervention in Exercise group (73%), being in 2nd and 3rd place in the 

general level of importance. This was also found in other countries (40, 54). The PTs used it 

mainly because in knee OA it is expected that patients lose strength progressively (55, 56). This 

strength loss may influence not only pain level, but also the patients’ biomechanics, function, 

ROM limitations, quality of life, and activities of daily living (56-64). This intervention is highly 

recommended by evidence for this population (A), being referred in several studies as a “core 

intervention” for most of the clinical outcomes (55, 57, 59, 61, 63-74). 
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The second most important intervention in the Exercise group was Stretching (39%). A similar 

importance was already reported by United Kingdom (UK) PTs (40). Stretching exercises are 

generally associated in the literature with Resistance exercises, as these interventions 

combined show more clinical importance than Stretching alone (55, 70). Based in the PTs 

clinical experience, Stretching may help to relieve muscular tension, and maintain knee ROM 

and function. Likewise Stretching, Balance exercises was important to the Portuguese (33%) 

and UK (40) PTs. However, its use should also be integrated in the Resistance exercises and 

individualized according to the patient clinical evaluation (55, 59, 65-68). So, when a patient 

has muscular weakness and proprioceptive deficits (which can alter balance and postural 

control), Balance exercises should be integrated in the intervention plan (75). This proper 

patient clinical evaluation importance was further shown in the qualitative and quantitative 

data, as Balance and Stretching were the only differences in the two most common 

interventions plans used. 

 

Despite Resistance exercises are easy to perform, safe, effective and do not increase the OA 

progression (76), the PTs explored other exercises options. One of the most referred was 

Aquatic exercises (18%), scoring the 5th place in the general importance level. UK and United 

States of America PTs also found it important to incorporate them in knee OA patients’ 

management (14, 40, 77). Although evidence support, Aquatic exercises use can be 

conditioned (59, 61, 64-66, 68, 69, 78). Despite often encompasses aspects of aerobic fitness 

exercises and exercises for enhancing joint ROM, in a low-impact environment (66, 68, 79), the 

reasons for this conditioning is (65): accessibility issues; risk of accidental injury (fall or skin 

problems); financial burden; poor patients or PTs adhesion. But, as in recent systematic 

reviews non-differences were found between land-based and Aquatic exercises, it could be a 

good alternative for more “fragile” and reluctant patients (78, 79). 

 

Although all patients should be advised to perform exercises to improve both physical and 

psychological outcomes, they should be patient appropriate (59, 61, 73, 80-82). As confirmed 

in the qualitative data, the exercises movements should be pain free and should respond to 

the patients’ preferences and clinical findings. So, firstly, preliminary pain relief interventions 

can be used to allow pain free exercises practice, secondly, patients’ exercises preferences and 

pain tolerance should be addressed and, thirdly, the exercises should be adapted and adjusted 

to their individual physical, physiological, social and emotional characteristics, kinesiophobia, 

co-morbidities, and other clinical findings. All this will ensure a better exercises plan adhesion 

and participation (57, 66, 73, 80-84). 

 

4.2 Manual Therapy 

Although a substantial decrease in its use was found compared to previous Portuguese studies 

(85, 86), Manual Therapy was still the most important intervention for the Portuguese PTs. In 

fact, 31% of the PTs chose it in 1st place. This importance may be explained by: (1) Therapy 

related factors; and (2) Profession related factors. 
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Manual Therapy is a very versatile intervention, has a highly interventions variation, and could 

be easily combined with other interventions in the PT daily practice (for example, in our study 

25 interactions were found in a 28 interventions sample) (23, 87). As referred by the PTs (and 

confirmed in the literature (88)), the most used interventions in this group were massage, 

passive mobilizations, and soft tissues mobilization/manipulation techniques. Although 

different clinical results are expected according to the chosen intervention, their application 

were conditioned by the patients’ signs and symptoms, clinical findings and other co-

morbidities (89). Nevertheless, for the Portuguese PT context, the overall objectives were soft 

tissue relaxation, drainage, pain decrease and ROM improvement. Additionally, Manual 

Therapy interventions are generally economic and secure (23, 64, 66, 90-94), and the patients, 

even if the Manual Therapy is considered placebo, feel more comfortable and more 

enthusiastic if there is a direct contact between PT-patient (23, 94, 95). So, psychological and 

human behavior influences may play a role in this intervention (89, 96, 97). Even, as referred 

by the PTs in the qualitative data, some patients prefer to have an all-passive intervention 

plan, as active interventions could demand too much physical effort. Unfortunately, this is 

found in other countries where the patients seek for an ultimate “cure” (98). 

 

In addition to the factors explained, Manual Therapy is one of the oldest interventions, and has 

been used all over the world since ancient times (90). Furthermore, for many years, physical 

therapy treatments were based (almost exclusively) in Manual Therapy, distinguish it from 

other health professions (87, 94, 95, 97, 99). Moreover, the hand/fingers/palpation is still 

widely to access soft tissues texture abnormalities or musculoskeletal dysfunctions, and feeling 

thickness, swelling, or tightness (94, 95, 97). Additionally, touch can be used as a non-verbal 

communication in the PT-patient interaction (94). Furthermore, in Portugal the physical 

therapy symbol is a hand, so unintentionally could influence the PTs to use it more. Moreover, 

although there was not possible to know it in the Portuguese context, in several physical 

therapies schools worldwide Manual Therapy still plays an important role in the academic 

curriculums (95, 97, 99). For example, in a study with English and Australian PTs it was found 

that the main reason for using massage is due to initial training (100). So, this could be a “cycle 

hard to break”. 

 

Despite being widely used by Portuguese PTs, there is still evidence non-agreement in its use 

as some conditionally recommend (23, 55, 57, 67, 69) and others do not recommend or 

recommend against (62, 64-66). Although there was found evidence in pain reduction, and 

physical performance and function improvements in knee OA patients (88-90, 101), the main 

reasons for this uncertainty are (23, 55, 57, 89, 97, 102): lack of expertise of the healthcare 

professional (knowledge and skills); there is no complete evidence-based support; difficulty in 

blind treatment providers and study participants; more than one treatment provider in the 

studies; and heterogeneity in the studies’ intervention application (technique, force, 

amplitude, rate, repetition and duration). Other explanations may include (103): natural 

history of disease; regression to the mean; placebo effect; and patient usual behavior change 

(Hawthorne effect). Even in our PT sample, there is no agreement in its use, as some PTs 

thought that Manual Therapies techniques can be too passive and do not provide the desired 

effects. So, it is recommended whenever possible to combine Manual Therapy with Exercise 
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and avoid an exclusively Manual Therapy isolated intervention plan (55, 66, 67). This was 

further confirmed in the quantitative data where the two most strongly linked interventions 

were Manual Therapy and Resistance Exercise. More studies are required to clarify the 

importance of Manual Therapy in the knee OA management. 

 

4.3 Nutrition/Weight Loss 

Although not often associated to the physical therapy profession, Nutrition/Weight Loss was 

considered important by the PTs (14%). This choice may be a response to a common knee OA 

patient characteristic, obesity (57, 68). Weight loss can be achieved by nutritional monitoring 

and/or exercises (59, 61, 68, 104, 105). Despite being nutritionists professional related and 

that may arise a lack of PTs’ confidence in providing specific orientations, PTs may also help in 

the nutritional monitoring by educating the knee OA patients in having a healthy life style and 

changing some unhealthy alimentary habits (91). Nevertheless, as exercises are more PT 

profession related, many PTs feel more comfortable to mention and advise exercise than 

weight lose through nutrition or diet (106). Besides Resistance exercises, PTs could also use 

Aerobic and/or Aquatic exercises. They are all considered to be highly evidence supported (A) 

(57, 59, 65, 66, 69, 72, 74, 107) and, as showed in the qualitative data, their choice will depend 

on: patients’ preferences, adhesion and individual characteristics; clinical findings and patients’ 

co-morbidities; signs and symptoms types and severity; and workplace and PT’s characteristics. 

 

4.4 Self-care/Education 

In relation to Self-care/Education, this intervention achieved mixed results. Although in the 

quantitative data it is not the most chosen intervention, in the qualitative data PTs considered 

it as the most important. One reason for this discrepancy is that PTs considered it as a 

mandatory intervention and should be present in all patients “since day 1”. In fact, although 

not often prescribed, PTs naturally performed it. As so, many of the PTs could not choose it in 

our e-survey, as they almost see it as a moral duty and not so much as an intervention. 

Nevertheless, this intervention was integrated in the 4th most chosen interventions 

combination, being easily associated with other interventions (21 interactions in a 28 

interventions sample), and used in all signs and symptoms approached. To proper perform it, it 

is important to adapt the information to the patients’ health literacy and provide different 

information supports (oral and written) (61, 108). If the PT do not adapt the information to the 

patient’s health literacy or provide it in just one way, the information transmitted could be lost 

or misunderstood. To ensure that the patient truly understand the information given, a simple 

test could be performed, the so-called “Kieran O’Sullivan test”. This test suggests that the PT 

should ask the patients to describe how they will explain the information given to their family 

(or significant other) when they come back to home. Evidence highly recommends its use in 

these patients (A) (57, 59, 61, 64-66, 69, 71, 72, 74), since practitioners should continually 

provide their patients with necessary information about: OA disease progression; knee 

anatomy; pathophysiology; joint protection; home exercises and self-care techniques; and 

overall lifestyle changes. The objective is to promote hope, optimism, and a positive 

expectation of the benefits of the intervention plan (57, 59, 61, 64, 65, 72, 83, 108). 

Furthermore, during PT-patient communication, PTs should avoid using “wear and tear”, “it’s 
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your age”, “nothing can be done for you”, or “give up” expressions, as they could result in 

negative feelings in the patients regarding the intervention plan and the OA progression (109). 

 

4.5 Other 

As shown, other interventions were applied due to personal, patient and work related factors. 

Similar factors were found in other countries and health care professions, showing that they 

could condition the interventions choice (100, 110, 111). 

 

In the personal factors, PTs’ age and experience may have an important role in the 

intervention plan design. In our study, Exercise modalities were more chosen in young and less 

experienced PTs. This may be explained by evidence access and given importance (112). 

Younger PTs could be more technologically advanced and could access evidence quicker 

compared to their older peers. Furthermore, in their intervention plan rational, they cannot 

balance evidence and clinical experience equally, as they have experience deficits. In other 

hand, older and more experienced Portuguese PTs may have less ability to reach evidence and 

tend to follow more their clinical experience (86). In fact, it is expected that only half of the PTs 

use databases to aid in clinical decision-making (112). Additionally, personal doubts about 

evidence and treatment effectiveness may also exist (110). Explanation for this may include 

(112, 113): poor quality evidence; contradictory clinical practice guidelines (CPGs) s 

recommendations; poor quality in the information transmission; PTs inability to understand 

statistical data; lack of skills in searching and critically appraise evidence; lack of data 

generalization for the patient; and not enough explored OA factors, such as economic aspects 

of recommendations or the patients’ co-morbidities influence. Facilitators may include (113, 

114): regular clinical cases and evidence peers discussion; higher quality studies; CPGs 

concordance; better information reaching with an user-friendly format; CPGs should become 

patient-focused rather than disease-driven. Academic degree, belonging to a practice-oriented 

organization, and participate in continuing educational courses may also influence the 

Portuguese PT practice, however further studies are needed to understand their true 

importance. 

 

Patient was a central piece on the decision-making process puzzle. Almost all PTs reported that 

the interventions choice was from the patients’ signs and symptoms, co-morbidities, and other 

clinical findings (such as pain, ROM limitations, muscular weakness, and activities of daily living 

restrictions). There were similar to evidence-reported most important factors (19, 20, 115-

117). As the interventions are applied in the patients, the PTs also though that their 

preferences have an important role. Nevertheless, in a deeper analysis, the PTs used it in their 

clinical-making intervention plan more as a way to decide between two equal effective 

interventions, or as “bargaining chip” to introduce more evidence-based interventions. 

Therefore, a better PT-patient communication and interaction is mandatory, as well as more 

importance needs to be given to their preferences, providing them with a more active 

participation in the intervention plan decision (19, 98, 118). Patients are often septic and 

pessimist about interventions and OA progression (82, 118). So, other factors may also be 
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important to increase the knee OA patients’ optimism, satisfaction and security, such as (98, 

118): good PT accessibility, deviation, convention, prioritizing therapeutic over financial 

consideration; PT competence; feeling that their opinions and preferences are taken into 

account; and their intervention plan is individualized. 

 

The structure of the system in which PTs worked influenced their knee OA treatment 

approach. In this factor, two main issues raised, money and time. As in Portugal the salaries 

are low and the PTs services are considered as cheap, sometimes the PTs have to give in to the 

patients demands (even if the PT do not agree with the intervention efficacy) as they could 

lose a client and consequently money (since most of the small health care units are client-

financially dependent). In other hand, there are bigger health care units that are stated-

financially dependent, so many times the PTs have to do what is medically prescribed and 

stated funded. In fact, 88-90% of the Portuguese knee OA patients reach physical therapy after 

general practitioners consultation and prescription (85, 86). Lack of money could also result in 

a lack of resources (such as, technological clinical equipment or computers), influencing the 

interventions choice (112). Similar to what was found in other studies (112), time was one of 

the most work-related barrier. In our study, the PTs needed time to evaluate, review and treat 

patients, and for extra work activities such as evidence or skills improvements. Comparable 

concepts were found in UK PTs (73). 

 

Also, the workplace environment could be a barrier (112). One of the most important barrier 

to the Portuguese PTs is that in the workplace it is not given enough importance if they do (or 

not) an EBP (86). Other barriers found in the literature include (112): lack of support from 

employer; and colleagues not favorable to EBP. 

 

5 Conclusion 

In conclusion, for the Portuguese PTs context the most important interventions are Exercise 

(specially, Resistance Training), Manual Therapy, Nutrition/Weight Loss and Self-

care/Education. PTs individual characteristics (age, experience and clinical reasoning), patient’s 

characteristics (clinical findings and preferences), and work related factors (facility type, work 

environment and available resources) are the main actors responsible for the use (or not) of an 

intervention. 

 

6 Limitations 

One limitation of this study was the number of valid questionnaires. The 373 sample size goal 

was not reached. Therefore, the results could not truly represent the Portuguese PTs practice. 

Another limitation was found in the qualitative data, where the instruments used in the 

patients evaluation and follow-up were not fully explored and understood. 
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Figure 1 – Questionnaire Participation and Completion 
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Abbreviations: NMES – Neuromuscular Electrical Stimulation; TENS – Transcutaneous Electrical Nerve Stimulation. 
Note: As Balneotherapy/Spa, Cupping Therapy and Leech Therapy interventions were not chosen by the PTs, they are not 

displayed. 

Figure 2 – PT’s Interventions Choices 
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Figure 3 – Interventions interactions. 
The line represents an interaction between two interventions. Its thickness is proportional to the interventions pairs frequency. 

The dot represents an intervention. Its size is proportional to the number of interventions links. 

Abbreviations: HLLT – High Level Laser Therapy; LLLT – Low Level Laser Therapy; NMES – Neuromuscular Electrical 

Stimulation; TENS – Transcutaneous Electrical Nerve Stimulation. 

Note: In interventions pairs representing less than 1% it was applied transparency in the line. 
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Figure 4 – Qualitative data summary and conceptual framework of factors that influence 

knee OA patient management. 
Abbreviations: ADL – Activities of Daily Living; US – Ultrasound Therapy; KT – Kinesio Tape. 
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Table I – Inclusion and Exclusion criteria 

Inclusion  Exclusion  

have an active physical therapy license; do not have an active physical therapy license or 

have another profession than PT; 

obtained at least the physical therapy bachelor 

degree; 

obtained the physical therapy bachelor degree in 

a foreign country; 

work or have worked as a PT in the past 6 

months in Portugal; 

do not work in Portugal; 

be able to read, write and speak Portuguese. do not be able to read, write or speak Portuguese; 

 be a physical therapy bachelor student. 
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Table II – PTs Personal and Practice Characteristics 

Characteristic Frequency (%) Characteristic Frequency (%) 

Sex  Working Hours per Week  

Male  36 (30%) 20-30 18 (15%) 

Female 84 (70%) 31-40 44 (36.7%) 

Age Groups  > 40 58 (48.3%) 

20-29 years 34 (28.3%) Patients per Day  

30-39 years 54 (45%) 1-5 13 (10.8%) 

40-49 years 13 (10.8%) 6-10 39 (32.5%) 

≥ 50 years 19 (15.8%) 11-15 30 (25%) 

Valid License  > 15 38 (31.7%) 

< 5 years 18 (15%) Number of PTs in the Facility  

5-10 years 41 (34.2%) 0 23 (19.2%) 

11-15 years 30 (25%) 1-5 56 (46.7%) 

> 15 years 31 (25.8%) 6-10 21 (17.5%) 

Degree  11-15 9 (7.5%) 

Certificate 3 (2.5%) > 15 11 (9.2%) 

Baccalaureate 81 (67.5%) Percentage of Total Work Time in:  

Master 30 (25%) Patient Care  

Doctorate 5 (4.2%) 5-25% 5 (4.2%) 

Post-doctorate 1 (0.8%) 30-50% 12 (10%) 

Pursue a Higher Academic Degree  55-75 % 32 (26.7%) 

Yes 80 (66.7%) 80-100 % 71 (59.2%) 

No  16 (13.3%) Researcher  

Do Not Know 24 (20%) 0% 55 (45.8%) 

Participate in Continuing Education  5-25% 53 (44.2%) 

Yes 172 (89.1%) 30-50% 10 (8.3%) 

No 21 (10.9%) 55-75% 2 (1.7%) 

Belong to a Practice-oriented Organization  Teacher  

Yes 107 (89.2%) 0% 74 (61.7%) 

No 13 (10.8%) 5-25% 28 (23.3%) 

Instructor  30-50% 9 (7.5%) 

Yes 59 (49.2%) 55-75 % 6 (5%) 

No 61 (50.8%) 80-100 % 3 (2.5%) 

Certificate/Baccalaureate School  Location of the Facility  
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Characteristic Frequency (%) Characteristic Frequency (%) 

ESSATLA 9 (7.5%) Rural 8 (6.7%) 

ESSCVP 4 (3.3%) Suburban 18 (15%) 

ESSUA 1 (0.8%) Urban 94 (78.3%) 

ESSL 3 (2.5%) Facility District  

ESSP 8 (6.7%) Açores 4 (3.3%) 

ESSS 9 (7.5%) Aveiro 9 (7.5%) 

ESSA 25 (20.8%) Braga 5 (4.2%) 

ESSVA 4 (3.3%) Bragança 2 (1.7%) 

ESSVS 5 (4.2%) Castelo Branco 2 (1.7%) 

ESSLD 9 (7.5%) Coimbra 9 (7.5%) 

ESSEM 4 (3.3%) Faro 1 (0.8%) 

ESSJP – Vila Nova de Gaia 4 (3.3%) Guarda 3 (2.5%) 

ESSJP – Viseu 1 (0.8%) Leiria 7 (5.8%) 

ESTeSC 18 (15%) Lisboa 44 (36.7%) 

ESTeSL 8 (6.7%) Madeira 3 (2.5%) 

ISSAA 3 (2.5%) Portalegre 1 (0.8%) 

UFP 5 (4.2%) Porto 14 (11.7%) 

  Santarém 2 (1.7%) 

  Setúbal 8 (6.7%) 

  Viana do Castelo 3 (2.5%) 

  Vila Real 1 (0.8%) 

  Viseu 2 (1.7%) 

  Type of Facility  

  Town Hall 1 (0.8%) 

  Physical Medicine and Rehabilitation Center 21 (17.5%) 

  Health Center 3 (2.5%) 

  Geriatric Center/Resting Home 15 (12.5%) 

  Private Clinic 28 (23.3%) 

  Sports Club 1 (0.8%) 

  Home Care 2 (1.7%) 

  Physiotherapy Office 13 (10.8%) 

  Private Hospital 3 (2.5%) 

  Public or Public-Private Partnership Hospital 20 (16.7%) 

  Continuing Care Unit 13 (10.8%) 
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Characteristic Frequency (%) Characteristic Frequency (%) 

  Majority of Patients Condition  

  Cardiovascular/pulmonary 5 (4.2%) 

  Palliative Care 8 (6.7%) 

  Hospital Health Care 4 (3.3%) 

  Sport 4 (3.3%) 

  Aging 19 (15.8%) 

  Aquatic Physiotherapy 2 (1.7%) 

  Orthopedic 62 (51.7%) 

  Neurological 12 (10%) 

  Pediatric 2 (1.7%) 

  Women’s Health 1 (0.8%) 

  Other 1 (0.5%) 

  Majority of Patients Age Group  

  Pediatric (≤ 18 years) 2 (1.7%) 

  Adult (19–64 years) 75 (62.5%) 

  Geriatric (≥ 65 years) 43 (35.8%) 

  Work Sector  

  Public 33 (27.5%) 

  Private 80 (66.7%) 

  Academic 7 (5.8%) 

  Work Modality  

  Own Account 30 (25%) 

  Someone Else’s Account 90 (75%) 

Abbreviations: ESSATLA – Escola Superior de Saúde Atlântica; ESSCVP – Escola Superior de Saúde da Cruz Vermelha Portuguesa; 

ESSUA – Escola Superior de Saúde da Universidade de Aveiro; ESSL – Escola Superior de Saúde de Leiria; ESSP – Escola Superior 

de Saúde do Porto; ESSS – Escola Superior de Saúde de Setúbal; ESSA – Escola Superior de Saúde de Alcoitão; ESSVA – Escola 
Superior de Saúde do Vale do Ave; ESSVS - Escola Superior de Saúde do Vale do Sousa; ESSLD – Escola Superior de Saúde Dr. 

Lopes Dias; ESSEM – Escola Superior de Saúde Egas Moniz; ESSJP – Escola Superior de Saúde Jean Piaget; ESTeSC – Escola 

Superior de Tecnologia e da Saúde de Coimbra; ESTeSL – Escola Superior de Tecnologia e da Saúde de Lisboa; ISSAA – Instituto 
Superior da Saúde do Alto Ave; UFP – Universidade Fernando Pessoa 
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Table III – PT’s Interventions choices 

Interventions Response options (n; %) 

 1st 2nd 3rd 4th 5th Total 

Balneotherapy/Spa 0 (0.0%) 0 (0.0%) 0 (0.0%) 0 (0.0%) 0 (0.0%) 0 (0.0%) 

Bandages       

Elastic Tape 0 (0.0%) 1 (7.7%) 2 (15.4%) 3 (23.1%) 7 (53.8%) 13 (2.2%) 

Non-elastic Tape 0 (0.0%) 0 (0.0%) 0 (0.0%) 1 (25.0%) 3 (75.0%) 4 (0.7%) 

Braces 0 (0.0%) 0 (0.0%) 0 (0.0%) 0 (0.0%) 1 (100.0%) 1 (0.2%) 

Complementary Therapies       

Acupuncture 1 (25.0%) 1 (25.0%) 2 (50.0%) 0 (0.0%) 0 (0.0%) 4 (0.7%) 

Cupping Therapy 0 (0.0%) 0 (0.0%) 0 (0.0%) 0 (0.0%) 0 (0.0%) 0 (0.0%) 

Electroacupuncture 1 (25.0%) 3 (75.0%) 0 (0.0%) 0 (0.0%) 0 (0.0%) 4 (0.7%) 

Leech Therapy 0 (0.0%) 0 (0.0%) 0 (0.0%) 0 (0.0%) 0 (0.0%) 0 (0.0%) 

Moxibustion 1 (33.3%) 1 (33.3%) 0 (0.0%) 0 (0.0%) 1 (33.3%) 3 (0.5%) 

Tai Ji 0 (0.0%) 0 (0.0%) 0 (0.0%) 0 (0.0%) 1 (100.0%) 1 (0.2%) 

Yoga 0 (0.0%) 0 (0.0%) 0 (0.0%) 1 (50.0%) 1 (50.0%) 2 (0.3%) 

Electrical Stimulation Therapy       

IFC 3 (25.0%) 1 (8.3%) 6 (50.0%) 1 (8.3%) 1 (8.3%) 12 (2.0%) 

NMES 1 (8.3%) 2 (16.7%) 4 (33.3%) 3 (25.0%) 2 (16.7%) 12 (2.0%) 

TENS 2 (22.2%) 1 (11.1%) 3 (33.3%) 0 (0.0%) 3 (33.3%) 9 (1.5%) 

Exercise Therapy       

Aerobic Exercise 2 (9.1%) 5 (22.7%) 8 (36.4%) 4 (18.2%) 3 (13.6%) 22 (3.7%) 

Aquatic Exercise 7 (15.2%) 8 (17.4%) 7 (15.2%) 7 (15.2%) 17 (37.0%) 46 (7.7%) 

Balance Exercise 3 (7.7%) 4 (10.3%) 12 (30.8%) 10 (25.6%) 10 (25.6%) 39 (6.5%) 

Resistance Exercise 12 (13.8%) 25 (28.7%) 23 (26.4%) 18 (20.7%) 9 (10.3%) 87 (14.5%) 

Stretching 1 (2.1%) 9 (19.1%) 8 (17.0%) 17 (36.2%) 12 (25.5%) 47 (7.8%) 

Vibration 0 (0.0%) 0 (0.0%) 1 (100.0%) 0 (0.0%) 0 (0.0%) 1 (0.2%) 

EST 0 (0.0%) 0 (0.0%) 1 (50.0%) 1 (50.0%) 0 (0.0%) 2 (0.3%) 

Insoles 0 (0.0%) 1 (25.0%) 1 (25.0%) 2 (50.0%) 0 (0.0%) 4 (0.7%) 

Laser Therapy       

High Level Laser Therapy 1 (20.0%) 1 (20.0%) 0 (0.0%) 0 (0.0%) 3 (60.0%) 5 (0.8%) 

Low Level Laser Therapy 0 (0.0%) 1 (25.0%) 0 (0.0%) 2 (50.0%) 1 (25.0%) 4 (0.7%) 

Magnetic Field Therapy 1 (20.0%) 1 (20.0%) 2 (40.0%) 1 (20.0%) 0 (0.0%) 5 (0.8%) 

Manual Therapy 37 (43.0%) 21 (24.4%) 15 (17.4%) 7 (8.1%) 6 (7.0%) 86 (14.3%) 
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Interventions Response options (n; %) 

Nutrition Therapy/Weight Loss 16 (19.5%) 19 (23.2%) 11 (13.4%) 19 (23.2%) 17 (20.7%) 82 (13.7%) 

Self-care/Education 25 (42.4%) 5 (8.5%) 6 (10.2%) 9 (15.3%) 14 (23.7%) 59 (9.8%) 

Thermal Agents 2 (14.3%) 3 (21.4%) 2 (14.3%) 4 (28.6%) 3 (21.4%) 14 (2.3%) 

Ultrasound Therapy 1 (5.3%) 5 (26.3%) 4 (21.1%) 7 (36.8%) 2 (10.5%) 19 (3.2%) 

Walking Aids 3 (23.1%) 2 (15.4%) 2 (15.4%) 3 (23.1%) 3 (23.1%) 13 (2.2%) 

Abbreviations: EST - Extracorporeal Shockwave Therapy; IFC – Interferential Current; NMES – Neuromuscular Electrical 

Stimulation; TENS – Transcutaneous Electrical Nerve Stimulation. 
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Table IV – Frequency of the Combined Use of Different Interventions for Treating Knee OA Patients. 

Aerobic 

Exercise 

Aquatic 

Exercise 

Balance 

Exercise 

Manual 

Therapy 

Nutrition/ 

Weight 

Loss 

Resistance 

Exercise 

Self-care/ 

Education 

Stretching Ultrasound 

Therapy 

N (%) 

  • • • • •   5 (4.2%) 

   • • • • •  5 (4.2%) 

•   • • • •   4 (3.3%) 

 •  • • • •   4 (3.3%) 

 •  • • •   • 4 (3.3%) 

•  •  • • •   3 (2.5%) 

 •   • •  • • 3 (2.5%) 

  • • • •  •  3 (2.5%) 

• •   • • •   2 (1.7%) 

•    • • • •  2 (1.7%) 

 • • •  •  •  2 (1.7%) 

  • •  • • •  2 (1.7%) 

Note: Most interventions combinations (67.5%) were used by <1% of physical therapists and are not displayed. 
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Table V – Association Between PTs’ Characteristics and Frequent Use of Knee OA Interventions. 

Interventions (Present) Factor - Level Odds Ratio (95% CI) P R2 a 
Aerobic Exercise     

 Years of License  0.005 0.208 

    < 5 30.000 [3.337; 269.716] 0.002  

    5-10 5.143 [0.586; 45.153] 0.140  

    11-15 7.500 [0.844; 66.613] 0.071  

    > 15 Referenceb   

Balance Exercise     

 Participated in Continuing 

Education Courses 

 0.025 0.059 

    Yes 0.255 [0.077; 0.840]   

    No Referenceb   

Resistance Exercise     

 Age  0.003 0.168 

    20-29 9.943 [2.629; 37.605] 0.001  

    30-39 4.898 [1.609; 14.911] 0.005  

    40-49 9.429 [1.603; 55.447] 0.013  

    ≥ 50 Referenceb   

 Years of License  0.022 0.120 

    < 5 7.500 [1.469; 38.280] 0.015  

    5-10 3.867 [1.360; 11.000] 0.011  

    11-15 2.578 [0.885; 7.538] 0.084  

    > 15 Referenceb   

Self-care/Education     

 Belong to a Professional 

Practice-orientated 

Organization 

 0.028 0.058 

    Yes 3.141 [1.134; 8.700]   

    No Referenceb   

Thermal Agents     

 Academic Degree  0.016 0.124 

    Baccalaureate 0.077 [0.013; 0.467] 0.005  

    Master 0.200 [0.031; 1.293] 0.091  

    Doctorate Referenceb   

 Work Sector  0.036 0.098 

    Public 0.238 [0.040; 1.403] 0.113  

    Private 0.108 [0.020; 0.599] 0.011  

    Academic Referenceb   
a Nagelkerke R2; b In logistic regression, one level of the independent variable serve as reference against which the odds of the other 
levels occurring are determined.  
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Table VI – PTs’ characteristics in the qualitative study 

Characteristics 
Physical Therapists 

FT 1 FT 2 FT 3 FT 4 FT 5 FT 6 FT 7 FT 8 FT 9 FT 10 

Sex Male Female Female Male Male  Female Male Female Female Female 

Age 20-29 20-29 20-29 40-49 < 50 30-39 30-39 30-39 20-29 30-39 

Years of License > 5 > 5 > 5 < 15 < 15 11-15 5-10 5-10 5-10 11-15 

Academic Degree Bac. Bac. Bac. Doc. Mas. Bac. Mas. Mas. Bac. Bac. 

Working Hours 31-40 20-30 20-30 < 40 < 40 31-40 < 40 31-40 < 40 31-40 

Patients Day 6-10 6-10 11-15 6-10 1-5 11-15 6-10 11-15 11-15 6-10 

PTs in the Facility 1-5 1-5 1-5 < 15 0 1-5 0 6-10 6-10 0 

% Time in:           

Patient Care 80-100% 55-75% 55-75% 30-50% 5-25% 80-100% 55-75% 30-50% 80-100% 80-100% 

Researcher 5-25% 5-25% 30-50% 5-25% 5-25% 0% 5-25% 5-25% 0% 5-25% 

Teacher 0% 0% 0% 55-75% 80-100% 0% 30-50% 5-25% 0% 0% 

Majority of 

Patients 

Adult Geriatric Geriatric Geriatric Adult Geriatric Adult Adult Adult Adult 

Work Sector Private Private Public Academic Academic Private Private Public Private Private 

Work Mode Others 

Account 

Own 

Account 

Own 

Account 

Others 

Account 

Others 

Account 

Others 

Account 

Own 

Account 

Others 

Account 

Others 

Account 

Own 

Account 

Abbreviations: Bac., Baccalaureate; Mas., Master; Doc., Doctorate;  

Note: All include PTs Pursue a Higher Academic Degree, Participate in Continuing Education Courses and Belong to a Practice-Orientated Organization.  
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Quotation 1: “... I try to apply interventions that give movement to the knee, trying in some way 

to respect the symptoms and using strategies to reduce them ... (...) I give priority to evidence-

based interventions.” [FT_1] 

Quotation 2:” Always according to the initial assessment made and the patient’s signs and 

symptoms, obviously. (…) Usually, we do the subjective examination – the subjective examination 

is extremely important – i. e., the patient tells us exactly his problems and then we will try to 

transform this into compatible signs. In the case of an elderly OA person, the structure tests don’t 

seem to be the most important, for me. Here it’s easy to see if there’s a change in alignment, other 

changes in dimension, etc., that may appear during the mobility of the structure. But I focus a lot 

and worry a lot about the patient’s activities and participation. And that’s when I start to do my 

objective tests and start by observing the gait, watching walking the stairs up and down, asking 

how he/she does his day-to-day chores, dressing, undressing, going to bathroom, all activities, 

etc., in which the knee may disturb. Within activities, that’s where I worry. That’s when I’m going 

to be very concerned.” [FT_4] 

Quotation 3: “… it’s much more a question of I clinically realizing that maybe the results offered 

are not that good, and a question of evidence. Regarding that second possibility [patients], despite 

at this moment it doesn’t happen so much (although it does happen from time to time), but the 

patients still come with the idea of conventional physical therapy and be a little reticent when we 

show that what we do here is a little different … the work is different. They are waiting for a 

purely passive treatment and, suddenly, I show them by ‘a + b’ that there are other more active 

strategies with better long-term results and that can help them more. And patients often preferred 

to arrive, lie down on the table and someone will treat them. And a lot of the work I do is, initially, 

explain and show why is important to do something else … to take another approach. In other 

words, it’s not the patients’ preference that led me to change this, but the question of evidence 

and the question of considering that in the short, medium and long term the results are better with 

other techniques.” [FT_7] 

Quotation 4: “Even, sometimes, prove to the person that he/she can move and should move the 

knee without pain… that the fact of having knee OA isn’t: ‘Oh! This is a chronic problem and 

now I will have knee pain for life.’ It’s necessary to deconstruct this myth and prove that it’s 

possible to move the knee and walk without pain. (…) ... education is present from the beginning 

to the end. Sometimes isolated, but I try whenever it’s possible to associate education with 

movement. While the person is moving, or while resting in a certain exercise: ‘Oh, you see, we 

did this, we did that’.” [FT_1] 
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Quotation 5: “... in many cases in people with pain and kinesiophobia it’s important to educate 

the person ... however, often, it’s not prescribed …” [FT_2] 

Quotation 6: “So I have to rely a lot on the patient’s educational model. I have to teach how to 

do exercises at home. It’s not enough to do the intervention at the clinic. (…) Therefore, my 

practice goes a lot with the patient’s education to avoid risk factors, overweight, immobility and 

exercise instruction.” [FT_5] 

Quotation 7: “But, of course, in these people ... we try to privilege the increase of physical activity 

in general, because they are usually coming with the idea that their knees are like ‘tires’, i. e., the 

more they walk, the more they wear out. Deconstructing these ideas, trying to increase the level 

of physical activity globally, and gradually exposing them to more specific lower limbs exercises 

... (…) … simple things, like some tips in sleep hygiene, some education in relation to fear of 

movement, and then the question of increasing activity levels and specific exercises” [FT_7] 

Quotation 8: “Especially in the beginning of education, people often come with the belief that it’s 

‘massage, heat, and electrotherapy’… and, many times, people come with bad beliefs that ‘they 

can’t move because they are going to get worse’ and, throughout the treatments, what I tried to 

do is demystify it. If the person actually had these kinds of beliefs. (…) And for knee OA, care 

should all be done in primary care, with exercise, with education to people, with explanation to 

people of what they should do to prevent the progression of the disease or, at least, to maintain 

functionality. (...) Yes, no doubt. People will receive treatment for knee OA completely misguided. 

People’s beliefs are always ointments and surgery. It never drifts that much. Because: ‘if it hurts 

we have to be still’.” [FT_8] 

Quotation 9: “Q: Do you educate the patient for his own pathology? 

Yes. And according to the patient’ health literacy/academic qualifications in general (which often 

end up being a limitation). I always explain and believe that patients always want to know what 

they have, what the prognosis is and what is expected to happen there. Therefore, sometimes 

going into very scientific details about the etiology of the problem and everything, it’s possible 

with some metaphors to briefly explain this, what people most want to know: ‘Will I stay like this 

forever?’; ‘How can I improve?’; ‘What can I do?’; ‘What can’t I do?’. And then yes, I explain 

… I always try to find time, either at the beginning or at the end of the session to do it. Yes, 

education is important.” [FT_1] 

Quotation 10: “Then some electrical therapy analgesic techniques, such as iontophoresis, US 

and TENS. That’s what we usually do.” [FT_4] 
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Quotation 11: “... then, some electrophysical therapeutic means for pain control, namely IFC or 

TENS. I don’t go much further than that and only with the analgesic objective.” [FT_5] 

Quotation 12: “... I have to respect the prescription, because the act is paid by the health 

insurance company ... being TENS, massage, among others.” [FT_2] 

Quotation 13: “Yes, thermotherapy, radiofrequency… I’m thinking of the devices that we have ... 

Q: Laser, is also very ... 

No … at the moment, we don't have a laser at the clinic. The only devices we have are TENS, 

radiofrequency and shock waves.” [FT_9] 

Quotation 14: “... there’s a very small percentage of patients who actually feel relief ... and that 

takes a lot of session time, for the gains that they have. And, at this moment, I don’t use it, because 

there was a recommendation for not using it at all or against TENS use.” [FT_8]  

Quotation 15: “I tend to use it less to reduce pain. I use it as a form of strengthening, but from 

the moment he/she can do it without help, he/she does it actively” [FT_7] 

Quotation 16: “In some cases, if we see that there was already a decrease, even in terms of 

musculature, we tried to use NMES for strengthening together with exercises, at the same time. 

This would be more for the increase of the musculature.” [FT_9] 

Quotation 17: “We usually do strength exercises, yes. It will depend on the patients’ condition 

and complaints. We can do isometric exercises or we can then progress to slightly different ones. 

But yes, they are usually strength exercises.” [FT_3] 

Quotation 18: “So, squats, in an acute situation, I never done it. Because it was loaded. I try to 

do more muscle strengthening exercises in an open kinetic chain at an early stage. Or without 

load, to try to minimize the impacts and then yes, progress to more loading exercises. 

Q: Regarding unloaded exercises is it, for example, stationary bike? Or do you never used this 

strategy? 

I also do the elliptical sometimes. Although it depends. In the nursing home, I do a lot of elliptical 

exercises because they don’t have to do much knee flexion. And pedalboard … I also use a lot of 

pedalboard.” [FT_10] 

Quotation 19: “I usually use unloading active exercise training to increase amplitudes (always 

active techniques).” [FT_4]  

Quotation 20: “... I also do a lot of muscle chains stretching to relieve tension (myotensive). I 

stretch the entire muscle chain and this will lessen joint tension. (...) This is more based on 
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experience. But the fact is that when I start working on the flexibility in a more global perspective, 

with muscle chains, every OA patients improves. Sometimes, I don’t start it in the first sessions. I 

begin first with more active mobilizations. But after 2 or 3 sessions, when I start to introduce a 

more serious myotensive work, with more flexibility, it’s when I see more improvements. It’s 

interesting!” [FT_5] 

Quotation 21: “Besides education, I use mobilization with stretches, in an attempt to maintain 

joint amplitudes.” [FT_8] 

Quotation 22: “… and then functional training (from the basics to sitting and getting up, standing 

and sitting, gait training) ...” [FT_1] 

Quotation 23: “... of course it depends on the stage, the overall health condition and the pain 

degree. (...) ... promote low load movement initially and as pain free as possible. Create a good 

movement experience for the patient with movements that are important for him/her (activities of 

daily living, such as walking, standing, sitting, squatting, etc.).” [FT_1] 

Quotation 24: “There are always new and trendy interventions … like KT. There was a time when 

a lot of people with OA were walking with KT. Nowadays, within the various limitations that 

Kinesio has, we often get relief from symptoms immediately by repositioning the patella, when 

the problem is in the patellofemoral compartment. And so, sometimes it can be a good strategy 

for immediate symptom relief. When a person gets there with pain he/she always goes a little 

better after it. Now, a patient will not always walk with that. It’s necessary to do another type of 

work to help to give more quality of live....” [FT_1] 

Quotation 25: “Then there are things that sometimes surprise us … like KT. I forgot to mention 

that in these situations [knee OA patients] I apply KT. (...) 

Q: Are you saying it’s a placebo? 

Yeah…but today I don’t say that. I don’t say that anymore, because there’s already some 

evidence. I think that some things that are said about KT are a lie, and in the studies that I 

developed with undergraduate and master students in the institution where I am, we have been 

proving that some things that Mr. Kenso Kase said don’t correspond to the truth. But, in terms of 

clinical effectiveness, in some cases it’s very interesting … I don’t know if it’s a placebo, but in 

fact it’s very interesting.” [FT_5] 

Quotation 26: “… manual therapy like massage or physiological and accessory mobilizations 

…” [FT_3] 
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Quotation 27: Objectively, when I use much more specific techniques, like tonus reduction, tissue 

release … they are very localized techniques for that moment … for the mobilization of soft tissues 

...” [FT_4] 

Quotation 28: “… I’m not an osteopath, but I’m a manual therapist. I use a lot of manual therapy 

… (…) But – if you want me to be very concrete – I use Maitland techniques for accessory 

movements, for gaining amplitude and pain relief, and I use Mulligan techniques with 

mobilization with movement…” [FT_5] 

Quotation 29: “Q: What are the goals of manual therapy? 

It would be more at the level of relaxation. Because there are always some muscle tensions, more 

on one side than the other. Harmonize muscle tensions and to help in some inflammation. 

Q: So, drainage of some edema that could be present. And pain, no? 

Yes. that too.” [FT_9] 

Quotation 30: “I think that for the treatment purposes of today, massage doesn’t meet the real 

treatment goals. If we want more mobility and functionality of the patient, he/she has to be active 

and participative. So it’s not massage that will solve it. For that, he/she needs action, he/she needs 

to participate. (...) I think that massage no longer responds to the needs that we have.” [FT_4] 

Quotation 31: “... passive mobilizations (although sometimes I still do it, I try to do it as 

physiological and active possible).” [FT_1] 

Quotation 32: “For example heat. Although at this point I end up doing it, I only do it for the 

patient’s preferences. The patient asks it and sometimes it’s necessary to give him/her certain 

things in order to have greater confidence and take him/her on other paths ...” [FT_1] 

Quotation 33: “… we often use some kind of heat, which helps with stiffness, helps to reduce 

muscle tension, and facilitates the work that we do afterwards…” [FT_3] 

Quotation 34: “I use ice for exaggerated inflammatory processes.” [FT_6] 

Quotation 35: “... sometimes people like heat or ice and, at the end of the sessions, I chose to 

apply what the patient said most relieved him/her.” [FT_8] 

Quotation 36: “I once read in a study that the knee was already a joint, very prone to fluids. So 

if we put heat on it we would increase the amount of fluids and we could be harming instead of 

benefiting.” [FT_6] 
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Quotation 37: “Yes. It’s interesting, because there’s a group of OA patients that gets worse with 

the cold. Makes a reaction to the cold. Despite being in an inflammatory process, interesting, 

‘isn’t it?’” [FT_5] 

Quotation 38: “Yes, I use others. That, I’m being very honest, I only do it because it’s part of it. 

In other words, I have a medical prescription that although isn’t fixed, we have to respect it. In 

other words, we have to do everything that is prescribed. (...) ... but often laser, US and electrical 

therapy are also prescribed …” [FT_3] 

Quotation 39: “... or simple TENS, US and massage, basically what I do for pain.” [FT_10] 

Quotation 40: “We also use verticalization a lot. (…) … despite being able to load, they do it with 

an exaggerated knee flexion (if not on an inclined plane). We also often use verticalization to 

stretch, to give the load stimulus.” [FT_6]  

Quotation 41: “... even the McConnell Tape that I already used in knee OA ...” [FT_1] 

Quotation 42: “... it always depends on the evaluation, but I don’t use the pool because we don’t 

have it…I don’t have it available where I work. However, I have already worked with some 

patients who used the pool in another place, articulating what they did there with another PT or 

exercise professional who usually follows them.” [FT_7] 

Quotation 43: “In relation to Yoga and Tai Chi, and modalities that are a little more active and 

that distract the patient in some way … (...) … it may make sense for patients with pain and with 

important psychosocial factors and central awareness. (...) … if it helps patients to disconnect a 

little bit of the pain itself, the condition itself. I think that this may make sense and maybe even, 

perhaps, recommend to the patient as an adjunct to physical therapy, to do this type of sessions. 

(...) … but it’s more like as adjunct therapies, in selected patients. There isn’t really strong 

evidence about them…but okay. Then, in relation to patients’ preferences, there are patients who 

felt very good with acupuncture (personally, I don’t do acupuncture, I’m a PT and at this moment 

acupuncture isn’t part of the physical therapy scientific profession).” [FT_8] 

Quotation 44: “If in fact the patient had a good experience with that and if it wouldn’t harm I 

could try it, in the failure of the most recommended treatment. (...) ... if colleagues said ‘oh, this 

intervention relief in the symptoms ... it worked for me’, if the evidence supports and the practice 

that I used don’t produce the expected results, it could be a way of trying to produce results…so 

yes, I would use it. Either way, I would consider other types of strategies, like referral to another 

professional or reassessment to see if something hadn’t been done so well or other red flags that 

could better indicate another condition. So, in the failure of the first line interventions, after a 
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better patient exploration and after trying other things that may helped, I would introduce a 

technique that, despite not being properly validated, had good recommendations from 

colleagues.” [FT_1] 

Quotation 45: “Of course, I would be able to use them if there was scientific evidence that shows 

me that they are being discussed or used. And that they could be suitable for my patient. I. e., not 

all patients accept the same intervention techniques. I also try to make a selection of the 

interventions to use on each patient and I can try and even be able to use it, if I know some new 

intervention on which I can base, which I can understand the principles and that there’s some 

research around it. I can experiment to use it and understand the real results. I wouldn’t use any 

intervention that I don’t know that it’s being studied scientifically (although the evidence may be 

low). Because here, the problem with physical therapy, is the evidence level … the strength of the 

evidence. Because the evidence is there, but the evidence strength it’s not always the best.” 

[FT_4] 

Quotation 46: “It must have a plausible rational. Although studies may be lacking, if there’s an 

important and strong physiological basis of that treatment type have and, at least, that it doesn’t 

have any kind of major contraindication or that may harm patients in some way, in very selected 

patients, I may consider its use. (…) But effectively the patient have to already tried it and felt 

very good at the time ... maybe I will not recommend it but I have an open mind to say that: ‘Ok, 

you can try it’.” [FT_8] 

Quotation 47: “I would use it, or at least try it, if I have enough training for that. I am very 

reticent about these things. I don’t do something that I don’t know 100% how to do it. First, I 

have to study it, I would have to be informed for that.” [FT_10]  

Quotation 48: “… laser, US, electrical therapy ....” [FT_3] 

Quotation 49: “... there are things that were close to ‘witchcraft’, namely magnetotherapy. I 

really stopped using it.” [FT_5] 

Quotation 50: “... cupping therapy, manipulations, myocrochetage, electrical therapy ... (…) ... 

but the ones I have listed, yes, I tend to avoid them.” [FT_7] 

Quotation 51: “... radiofrequency and shockwave therapy aren’t used in case of OA.” [FT_9] 

Quotation 52: “… they aren’t evidence-based …” [FT_1] 

Quotation 53: “So, in my opinion, they aren’t essential, they are adjuvants, so to speak. If I could 

do ‘X’ treatments, I wouldn’t prioritize these.” [FT_3] 
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Quotation 54: “And you’re not going to ask me for lasers and stuff, because I don’t believe in 

any of that, ‘okay?’” [FT_5] 

Quotation 55: “... I don’t use it right now. Because I consider that ‘one way or the other’ either 

doesn’t work at all (I didn’t see results), or I found better strategies ...” [FT_7] 

Quotation 56: “… there are interventions that aren’t evidence-based, but many times the patient 

feels better, or asks for it, and often comes with this stigma. And often I end up giving in to the 

beginning and then go on to work for more active strategies ...” [FT_1] 

Quotation 57: “Yes, the physiatrist prescribes it. Although I also noticed some curious things, 

like … the patient’s beliefs also count, and whether I agree or not, there’s also the placebo effect 

associated with the thing and … there are many of the elderly who believe that laser is good. If 

through the placebo effect helps, since I have to do it, ok! ... that’s fine for me. There are patients 

who specifically say they feel better, and ‘why?’…‘maybe it was because of the laser.’” [FT_3] 

Quotation 58: “I always try to design the intervention plan between the PT and the patient. Of 

course, most of the treatments come from the PT, but I always try (more and more) from dialogue, 

to create goals that are important to the patient and, from there, the intervention is built, of course 

according to what science says.” [FT_1] 

Quotation 59: “It all depends on the case-by-case assessment. But, we tend to make an assessment 

… especially if we are talking about OA, we are talking about a situation that has been going on 

for some time, a progressive situation. Therefore, what I normally do is, from the outset, the 

assessment always considers the exclusion of red flags, i. e., other things besides those of OA, 

which maybe contraindications or need more care or a more in-depth assessment. From there, I 

try to understand within what ... is chronic pain and the pain of the patient, and try to understand 

to what extent of all is formed. I. e., what slice size does the tissue injury component itself have, 

what slice size does the component of other factors that are usually not considered (issues such 

as sleep, fear of movement, physical inactivity). Make this assessment more global, to understand 

the extent on which I will have to act in each field. From that moment on, direct the strategies, 

depending on the assessment that’s being made.” [FT_7] 

Quotation 60: “... patients go the physiatrist’s consultation before initiating physical therapy ...” 

[FT_3] 

Quotation 61: “Usually it’s the physiatrist who sends a clinical indication of what are techniques 

that needs to be used and normally, as a PT, I try to adapt the techniques (I have the ability to 

select them for the situation, obviously discussed with the patient what we can do). But normally 
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we don’t deviate much from the clinical indication and change only the techniques that are within 

our reach (the most functional techniques). We normally maintain, electrical therapy techniques, 

or physical agents – if they are appropriate – the ones that are prescribed.” [FT_4] 

Quotation 62: “… what we usually do is, first, a component of tissue muscle relaxation (we often 

use some kind of heat, which helps with stiffness, helps to reduce muscle tension, and facilitates 

the work that we do afterwards), then we use manual therapy (massage, physiological and 

accessory mobilizations), and exercise or balance training and gait training to patients that need 

it.” [FT_3] 

Quotation 63: “Q: How many sessions do you do per week? 

2 or 3 sessions” [FT_10] 

Quotation 64: “Q: And those knee OA patients, how many sessions they do per week? 

At the unit, they do it every day.” [FT_6] 

Quotation 65: “Q: Taking in consideration these patients, how many sessions do they do per 

week? 

I only go to the clinic twice a week, so maximum twice and minimum once.” [FT_5] 

Quotation 66: “Q: How many sessions do they normally have at the clinic? 

Usually twice a week. 

Q: Why twice a week? Who define that number? 

Usually, it’s us [PTs], and in our evaluation. In particular, they do it on average twice a week, 

because it’s the period that we saw that they were able to recover. For example, the day after the 

session they are a little more ‘slaughtered’, with the exercises and everything, and then spacing 

2 or 3 days each intervention, it was the time that we saw that they were able to have more 

benefits. 

Q: For example, do it on a Monday and a Thursday. 

Or Tuesday and Friday, yes. 

Q: Ok. Give at least 48-72 hours of rest. Is that it? 

Exactly. Which I think, (I’m not sure) what most articles say. That OA treatment should be two to 

three times a week...” [FT_9] 

Quotation 67: “Q: How many sessions they do per week? 

This is usually defined at the beginning ... I already had patients doing two to three times per 

week, as patients doing two sessions each two weeks, and then going on only weekly or twice per 

month. 

Q: For some particular reason? 



220 
 

For me it has a lot to do with the question that the patient has completed the exercise, or is able 

to make a plan at home or not. Sometimes there are patients who are working and we try to see 

what the patient’s schedule. If the patient isn’t very available for physical therapy, what I try to 

do is trying to talk to the patient and as long as he/she stick to the established plan, at home, it’s 

perfectly plausible to have weekly sessions.” [FT_8] 

Quotation 68: “Q: For you, and according to your experience, what are the most important signs 

and symptoms in knee OA? 

The first is pain, which is why people come to us. And then joint stiffness, decreased strength and 

eventually knee ROM limitation. There are also other symptoms that are frequent, such as knee 

crepitus. Although, I personally don’t value it so much and don’t put it in the same level of pain, 

stiffness or decreased strength.” [FT_1] 

Quotation 69: “Q: And for you, what are the main signs and symptoms of the OA population? 

Pain, joint limitation, sensibility changes, muscular weakness, instability ...” [FT_5] 

Quotation 70: “Q: And what about the patients who sought physical therapy? 

In terms of clinic, for pain. 

Q: Pain. Any other important sign or symptom? 

It’s mostly pain. Patients, I think, only remember to do treatments for pain, not so much for 

prevention. At least here. 

Q: And the other way around, for you, what are the main signs and symptoms of the OA 

population? 

It’s limp, pain, inflammation … that’s what many of them have when they come to me, and 

limitations. 

Q: Limitations? You’re talking about joint limitations, correct? 

Yes. 

Q: Here when you talk about limitation, can we also include some activities of daily living 

limitations? 

Yes, consequently they couldn’t do it afterwards, especially women, ... it’s dramatic because they 

couldn’t do many activities.” [FT_10] 

Quotation 71: “Q: According to the patients who arrived with knee OA, what are the most 

important signs and symptoms that they referred? 

Pain ... mostly pain.” [FT_8] 

Quotation 72: “Q: Try to remember the signs and symptoms that are more common in this type 

of pathology. What are the reasons for people seek physical therapy? 
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It’s like that, I would tend to respond directly, pain. Although, I consider that it’s not quite true. 

Because when we go to talk to the patient and explore a little bit what he/she wants, it’s to make 

their lives more independently and with a greater capacity. In other words, what normally leads 

them to look for it, I believe, it’s the question of pain, it’s the sign. Because this is actually 

something that then limits them. But … I saw a study some time ago (but then I lost it), which was 

almost a ranking of problems. I. e., what were the outcomes that the patient was expecting, and 

what were the outcomes that the PTs consider important ... and the thing didn’t match well. 

Normally we are always concerned with ROM and with pain, and patients want functionality and 

disability reduction. So, generally, I would tend to say that the main and most direct cause is pain, 

and then people report something more than pain: ‘I stopped being able to walk my dog’, or ‘I 

stopped being able to pick up my grandson or play with him/her on the floor because I can’t get 

up’. When we go more in detail, the concern is more this, i. e., the inability to perform activities 

of daily living.” [FT_7] 

Quotation 73: “Q: And what are the reasons why they seek physical therapy? 

I work in a village, in a very small area, and have a lot of rural population. And, above all, it’s 

to maintain functionality. They come to us when they have difficulty shopping, going to the garden 

or doing other activities of daily living. So, it’s mainly for maintenance and improvement of 

functionality. 

Q: Any other secondary reason for seeking physical therapy? 

Yes. To also relieve pain. 

Q: Functionality and pain, with functionality first and pain second ... 

Yes, exactly.” [FT_9] 

Quotation 74: “Q: And what activities did they missed the most? 

So, for men it was more not being able to go to the farm. Because I live in a country place and 

they couldn’t go because they had a lot of pain … women, it was more domestic chores.” [FT_10] 

Quotation 75: “... I think things are still very badly set up. Because primary health care at the 

moment isn’t providing answers. There are almost no PTs in primary health care. People continue 

to think that surgery is completely unavoidable. 

(…) 

Q: But don’t you think that this is a little bit influenced by how the system is currently set up? I. 

e., before a patient start doing physical therapy, he/she usually goes to a doctor, and the doctor 

doesn’t think that physical therapy can help in such cases… 

Yes. That’s why I also think that updating doctors would be very important. We should be the first 

contact in health centers. (…) Effectively, knee OA care should all be done in primary care, with 
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exercise, with educating people (explaining what they should do to prevent disease progression 

or, at least, to maintain functionality). In fact, surgery is an option, but only as a last option, and 

when other interventions have failed. Things are very badly set up.” [FT_8] 
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Several important information has retrieved after performing the studies. The 

studies type and information gathered have been designed to be combined in 

order to achieve the main goal: develop a CPG to manage knee OA patients for 

the Portuguese PTs.  

CPGs showed to be a key-factor for the EBP implementation in the Portuguese 

PTs context. For the Portuguese PTs, EBP and research are important in the 

daily practice (97.9% and 97.4%, Agreed or Strongly Agreed, respectively), and 

they acknowledge that using EBP improves their care quality (94.8% Agreed or 

Strongly Agreed). The use of evidence in their daily practice helps them to: (1) 

make more informed decisions; (2) justify their decision-making; and, (3) have 

more certainty in the diagnosis, prognosis and intervention plan. These 

advantages are similar to those pointed by Sackett et al. 55. From the different 

studies types, the PTs preferred reading from what is in a higher level in the 

evidence hierarchy, such as meta-analysis, systematic reviews, reviews and 

CPGs. These choices are supported by evidence and associated with positive 

attitudes regarding EBP 57-60. In fact, the Portuguese PTs seek, use and are able 

to incorporate the patients preferences with CPGs (79.3%, 85.4% and 86.5%, 

Agreed or Strongly Agreed, respectively). Additionally, they reported being aware 

and access online available CPGs for topics of their interest (85%, 83.4% and 

78.2%, respectively). Nevertheless, besides having insufficient time, the main 

barriers reported by the Portuguese PTs include difficulty applying the research 

to a specific patient or population (24.2%, 17.8% and 15.7%, respectively). The 

related factors outlined by the PTs include: being fully updated and reaching the 

best available evidence is difficult to achieve, as it is always evolving and very 

time-consuming; evidence is often inconclusive or in certain areas non-existent; 

there is still a vast lack of high quality physical therapy studies; recommendations 

are difficult to apply in practice and do not respond to the clinical practice “real” 

problems; most of the papers are written in English and difficult to 

read/understand. Similar barriers were reported in other countries 50,60,82,84-94. 

These barriers could be lessened if: evidence is present in the facilities in a form 

of a lecture 95; research evidence is more easy to access, time efficient, and 

relevant to practice 96; and more national CPGs are accessible 97,98. Therefore, if 
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a national clinical practice guideline is created for the Portuguese PTs context, 

not only it could improve the care quality of their patients, but also help to 

implement an EBP, since they 97,98: offer explicit recommendations for 

practitioners who are uncertain about how to proceed; clarify which interventions 

are of proved benefit and document the quality of the supporting data; and alert 

practitioners to interventions ineffective/dangerous/unsupported by good 

science, improving the consistency and quality of clinical decisions/care.  

CPGs, as in the EBP principals, are developed with clinical experience, patients’ 

preferences and scientific evidence as main actors, providing to practitioners 

practice recommendations to manage a condition or the use of an intervention 

55,64-66. From the two “evidence” studies (umbrella review and systematic review) 

it was concluded that the interventions that showed to be the most promising for 

managing knee OA patients were: Acupuncture, Diathermy, Electroacupuncture, 

Exercise (Aerobic, Aquatic, Balance and Resistance), HLLT, IFC, KT, Manual 

Therapy, Mind-body Exercises (Tai chi and Yoga), Moxibustion, Mudpack, 

NEMS, Nutrition/Weight Loss, PEMF, Self-care/Education, Shock Wave 

Therapy, US and WBV. However, after comparing with similar systematic reviews 

and CPGs 30,35,68-77,99-103, the interventions that maintained were: Exercise 

(Aerobic, Aquatic, Balance and Resistance), IFC, Manual Therapy, Mind-body 

Exercises (Tai chi and Yoga), Moxibustion, Nutrition/Weight loss, PEMF and Self-

care/Education. Furthermore, other interventions were also considered important 

to manage these patients, namely: Balneotherapy/Spa, Stretching, Thermal 

Agents and Walking Aids. So, this significant evidence basis was created, 

important as a foundation for “build” the evidence-based CPG.  

Theory, research, and practice are a continuum as the best theory is informed by 

practice and the best practice should be grounded in theory 104. Sure, there is a 

“tension” between them, but they are not in opposition 104. Theory and practice 

enrich one another by their dynamic interaction 104. Researchers and practitioners 

may differ in their priorities, but the relationship between research and its 

application can and should move in both directions 104. Although, research is 

important in developing theories, they must be tested iteratively in real-world 

contexts 104. The closer the theory converges the clinical practice “real world” and 
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the closer the recommendations of the socio-cultural-economic context are, the 

more easily they will be followed by practitioners 104. So, other important 

information that needed to be gathered was the most common non-

pharmacological and non-surgical interventions used by the Portuguese PTs in 

their knee OA patients and deeper understand the factors associated to their 

interventions choices. For the Portuguese PTs the most important interventions 

were: Electrical Stimulation (IFC, NMES, TENS), Exercise (Aerobic, Aquatic, 

Balance and Resistance), KT, Manual Therapy, Nutrition/Weigh Loss, Self-

care/Education, Stretching, Thermal Agents, US and Walking Aids. Although, 

ideally, a group of experts should be gathered to discuss the recommendations, 

this thesis showed that, in general, the Portuguese PTs had positive beliefs, 

attitudes, knowledge and behaviors about EBP, and the majority of the PTs that 

participated in the studies had between 30-39 years of age with a clinical 

experience of 5-10 years, so their choices should be highly valued. Furthermore, 

if the two findings were combined, an important step to reach a CPG for the 

Portuguese PT context could be reached. In one hand, it could already be 

achieved if the interventions are (or not) evidence-based and, in the other hand, 

which interventions were the most effective according to evidence and clinical 

practice. So, for the Portuguese context, the “core” interventions are: 

Nutrition/Weight Loss, Resistance exercise and Self-care/Education. In certain 

conditions, it could be added to these interventions Aquatic Exercises, Manual 

Therapy and/or Stretching. The “silver” interventions are Aerobic Exercises, 

Balance Exercises, Thermal Agents and Walking Aids. The “bronze” 

interventions are Electrical Stimulation (IFC, NMES, TENS), KT and US.  

The decision of adding other interventions or changing the level of the 

interventions is depended of the patients’ preferences and clinical status/ 

symptoms. Unfortunately, it was not possible to pinpoint the best and most used 

scales/tests in the Portuguese PT context. However, according to evidence, it 

should contain 22,105-116: personal characteristics knee OA related gathering (e.g. 

age, BMI, sex, race, and past traumas), knee OA clinical inspection and 

classification (e.g., American College of Rheumatology criteria); knee-specific OA 

self-reported questionnaires (e.g., KOOS, ICOAP, and WOMAC); health status 
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self-reported questionnaires (e.g., Medical Outcomes Study – 36 item Short Form 

or Health Assessment Questionnaire); and physical examination tests (e.g., VAS, 

dynamometry, goniometry, 30-sec chair-stand test, 40-m fast-paced walk test, 

11-setp stair climb test, timed up and go test, and 6-min walk test). These 

scales/tests could be used simultaneously to have an overall assessment (bio-

psycho-social) of the patient, not only in the first attendance but also throughout 

the intervention plan, in order to adapt the treatments to the patient’s specific 

condition. 

Table 36 and Figure 31 summarize the findings described earlier.
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Table 1 – Portuguese Knee OA Clinical Practice Guideline Recommendations (preliminary) 

Number Recommendation Level 

1. The main goal in the knee OA patients’ management should be directed toward controlling pain, increasing and 
maintaining strength, preserving and improving the knee ROM, providing functional independency, and increasing the 
QoL. In order to reach these goals, management of knee OA should contain non-pharmacologic, pharmacologic, and, 
when necessary, surgical approaches (in this order). Additionally, the treatment should be tailored for each patient 
individually. 

Strong 
recommendation 

2. In people with knee OA, assessments should use a bio-psycho-social approach, including: 

• Personal characteristics; 

• Knee-specific OA questionnaires;  

• Health status questionnaires; 

• Physical and clinical examination tests; 

• Knee OA inspection and classification. 

Strong 
recommendation 

3. Management of knee OA should be individualized according to: 

• Patient preferences; 

• OA severity; 

• Risk factors and red-flags; 

• Patient characteristics (such as age, sex and BMI);  

• Structural changes; 

• Level of pain, strength loss, function, knee ROM and imbalances; 

• Restriction of ADL and QoL impairments; 

• Societal participation. 

Strong 
recommendation 

4. Knee OA patients should receive an individualized management plan that includes the core non-pharmacological and 
non-surgical interventions, specifically: 

• Nutrition/Weight Loss  
a. Long term diet to maintain weight if normal BMI; 
b. Long term diet to weight loss if overweight/obese; 
c. Encourage and increase physical activity; 
d. Record regularly (weekly/monthly) nutritional intake and weight; 
e. Nutritional education and eating behaviors; 

• Resistance Exercises 
a. Low-intensity isokinetic muscular strengthen (start with isometric strength if the patient is more fragile); 
b. Focus on the knee extensors and hip muscles; 
c. Perform 3 or more times per week; 
d. Increase the exercises difficulties as the patient develops more physical capacities; 

Strong 
recommendation 
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Number Recommendation Level 
e. The exercises chosen should always be patient-appropriate, pain free and must pay attention to the 

specific kinesiophobia; 

• Self-care/Education 
a. A self-care knee OA program should be performed, such as the osteoarthritis of the knee self-

management program; 
b. Always adapt the information to the patient’s health literacy; 
c. Perform 1:1 meetings, supported by written, oral and/or digital types of information; 
d. Give other overall information, such as OA disease progression, prognosis, knee anatomo-physiology, 

OA pathophysiology, overall lifestyle changes and joint protection, home exercises and self-care 
techniques; 

e. Beside informing the patient of his/her condition to improve his/her educational capability, the objective 
is to promote hope, optimism, and positive expectations; 

f. Although initial instruction is required, the aim is that knee OA patients learn to undertake on their own 
in their own environment. 

5. To the core interventions and to respond to a specific condition, it could be added: 

• Aquatic Exercises 
a. If the patient is overweight, has a major muscular weakness and instability; 
b. Progressively increase the difficulty of the exercises, in order to transit to land based exercises; 

• Manual Therapy 
a. Adapt the technique, force, amplitude, rate, repetition, and duration to the patients signs and symptoms 

types and severities, clinical findings and other co-morbidities; 
b. Avoid a manual therapy isolated intervention plan; 

• Stretching 
a. If it is needed to relieve muscular tension and to maintain knee ROM and function. 

Strong 
recommendation 

6. If the core and adjunctive interventions fail to respond to the patient’s symptoms and needs, it could be performed: 

• Aerobic Exercises 
a. If the patient is overweight, has a major muscular weakness, limited knee ROM and could not perform 

Resistance Exercises;  
b. Include low pressure soft cyclic movements, easy to learn and to perform; 
c. Increase the exercises difficulty progressively, in order to integrate Resistance Exercises in the 

treatment plan; 
d. Could be included in the Resistance Exercises plan, as a method of warm-up and/or cool-down; 
e. The objective is to increase joint lubrication and knee ROM; 

• Balance Exercises 
a. If the patient shows static and dynamic instability and proprioceptive deficits; 

Moderate 
recommendation 
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Number Recommendation Level 
b. Try to incorporate these exercises with the Resistance Exercises; 
c. The main goals are to increase lower limb stability and proprioception; 

• Thermal Agents 
a. It could be considered if it is a patient’s preference and if the patient’s clinical signs and symptoms 

justify their use (such as pain reduction and circulation improvement); 

• Walking Aids 
a. Assistive technology and adaptations at home and/or at work could be considered, to reduce pain and 

to increase QoL and social participation. 

7. If the patient is still symptomatic, it could be considered: 

• Electrical Therapy 
a. NMES if a patient has a major muscular deficit and is unable to perform exercises; 
b. TENS or IFC if a patient has a crippling pain and is unable to perform exercises; 

• Ultrasound Therapy 
a. Continuous 1 MHz, 2.5 W/cm2, 15 min/session, 3 sessions/week; 
b. Use it as a response to pain and physical function; 

• Kinesio Taping 
a. Administer to improve QoL, and/or pain reduction, and/or improve joint stability and proprioception; 

• Avoid the excess use of these interventions, as they can be “addictive”. As soon as possible, incorporate more 
active interventions. 

Weak 
recommendation 

8. If none of the non-pharmacological and non-surgical interventions meet the patient’s needs referral to an orthopedist 
or rheumatologist consultation: 

• Further evaluation of the patient’s clinical findings; 

• Consider to complement the interventions with pharmacological treatments; 

• Reflect on the possibility of the surgical option. 

Strong 
recommendation 

A Strong recommendation means that the quality of the supporting evidence and the benefits is high. A Moderate recommendation means that the benefits exceed the potential harm, but the 
quality/applicability of the supporting evidence is not as strong. A Weak recommendation means the quality of the supporting evidence is low or the benefits were trivial, however the studies 
did not shown patient harms or important secondary effects after the intervention application. 
Abbreviations: ADL – Activities of Daily Living; BMI – Body Mass Index; IFC – Interferential Current; min – Minutes; NMES – Neuromuscular Electrical Stimulation; OA – Osteoarthritis; QoL 
– Quality of Life; ROM – Range of Motion; TENS – Transcutaneous Electrical Neuromuscular Stimulation
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Figure 1 – Portuguese Knee OA Clinical Practice Guideline Flowdiagram 
(preliminary) 
Abbreviations: ADLs – Activities of Daily Living; BMI – Body Mass Index; ICOAP – Intermittent 

and Constant OsteoArthritis Pain; KOOS – Knee injury and Osteoarthritis Outcome Score; m – 

meters; min – minutes; ROM – Range of Motion; sec – seconds; SF-36 – 36 item Short Form or 

Health Assessment Questionnaire; VAS – Visual Analogue Scale 
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From the known international CPGs, the findings were more similar to the 

European Alliance of Associations for Rheumatology 74, National Institute for 

Health and Care Excellence 73, ESCEO 102 and OARSI 103 CPGs (83%, 78%, 

70% and 67% of agreement, respectively). Largest differences were found in the 

Agency for Healthcare Research and Quality 76, Turkish League Against 

Rheumatism 77 and American Academy for Orthopaedic Surgeons 117 (36%, 55% 

and 57% of agreement, respectively). These differences found are not only 

related to the evidence updating of the recommendations, but principally with the 

Portuguese context. Some interventions that evidence showed to have 

importance in the knee OA patients’ management were not suitable in our 

context. For example, mind-body therapies have recommendations in some 

CPGs 68,72,76,77,102,103, however in our context they were not considered a relevant 

intervention, since Tai chi and Yoga only represented 0.2% and 0.3% of all 

interventions chosen. Another example, but in an opposite direction, is the 

Manual Therapy use, where in the Portuguese context is highly valued (2nd most 

chosen intervention – 14.3%), however there is still some reluctance by the 

international CPGs in its use 75,103,118,119. As with other types of evidence studies, 

with future updates of this CPG, it may be able to upgrade or downgrade these 

therapies (or others), changing their role both for the Portuguese PTs and for the 

Portuguese society. 

Finally, it needs to be mentioned that an attempt to combine the patients’ 

preferences with the studies within this thesis was made. The study thought was 

a mix-method study type, composed of a discrete-choice experiment 

(quantitative) and a semi-structured interview (qualitative) performed online with 

Portuguese knee OA patients. For the study, stakeholders, investigations groups 

and national associations were contacted, in order to get a correct and confirmed 

population. However, some constrains arose (e.g., Covid-19 and individual data 

protection related) making it difficult to perform this study. This topic is considered 

the biggest limitation of this thesis. So, in future updates, it is recommended to 

include a study that explores the Portuguese knee OA patients’ preferences. 

Also, a team of health scientists, health practitioners (such as PTs, doctors, 

nurses, nutritionists, psychologists …) and patient representatives should be 
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gathered to discuss, improve and validate the thesis knee OA managing 

recommendations. 
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Analyzing all data, it could be concluded that, for the Portuguese context, the 

“core” interventions are Nutrition/Weight loss, Self-care/Education and 

Resistance Exercise. In addition to these “core” interventions, in some cases, it 

could be applied Aquatic Exercise, Manual Therapy and/or Stretching. When 

these interventions fail to react to the patient’s signal and symptoms or in order 

to respond to a specific patient’s condition, the second level of interventions that 

may be applied are Aerobic Exercises, Balance Exercises, Thermal Agents 

and/or Walking Aids. When these interventions also fail, it could be applied 

Electrical Stimulation, US and/or KT. Once none of these therapies responds to 

the patient’s necessities, it should be considered referral to an orthopedist or 

rheumatologist to assist and assess the patient (not only to help identify other red 

flags, but also to advance to pharmacological or surgical options if needed). The 

results obtained in this thesis have a high relevance in the Portuguese PTs 

society, since not only EBP is valued, but also whenever possible the PTs try to 

incorporate CPGs in their daily clinical practice.   
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Section/topic  # Checklist item  
Reported 

on page #  

TITLE   

Title  1 Identify the report as a systematic review, meta-analysis, or both.   

ABSTRACT   

Structured summary  2 Provide a structured summary including, as applicable: background; objectives; data sources; study eligibility criteria, participants, and 

interventions; study appraisal and synthesis methods; results; limitations; conclusions and implications of key findings; systematic review 

registration number.  

 

INTRODUCTION   

Rationale  3 Describe the rationale for the review in the context of what is already known.   

Objectives  4 Provide an explicit statement of questions being addressed with reference to participants, interventions, comparisons, outcomes, and study 

design (PICOS).  
 

METHODS   

Protocol and registration  5 Indicate if a review protocol exists, if and where it can be accessed (e.g., Web address), and, if available, provide registration information 

including registration number.  
 

Eligibility criteria  6 Specify study characteristics (e.g., PICOS, length of follow-up) and report characteristics (e.g., years considered, language, publication status) 

used as criteria for eligibility, giving rationale.  
 

Information sources  7 Describe all information sources (e.g., databases with dates of coverage, contact with study authors to identify additional studies) in the search 

and date last searched.  
 

Search  8 Present full electronic search strategy for at least one database, including any limits used, such that it could be repeated.   

Study selection  9 State the process for selecting studies (i.e., screening, eligibility, included in systematic review, and, if applicable, included in the meta-

analysis).  
 

Data collection process  10 Describe method of data extraction from reports (e.g., piloted forms, independently, in duplicate) and any processes for obtaining and 

confirming data from investigators.  
 

Data items  11 List and define all variables for which data were sought (e.g., PICOS, funding sources) and any assumptions and simplifications made.   

Risk of bias in individual 

studies  

12 Describe methods used for assessing risk of bias of individual studies (including specification of whether this was done at the study or outcome 

level), and how this information is to be used in any data synthesis.  
 

Summary measures  13 State the principal summary measures (e.g., risk ratio, difference in means).   

Synthesis of results  14 Describe the methods of handling data and combining results of studies, if done, including measures of consistency (e.g., I2) for each meta-

analysis.  
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Section/topic  # Checklist item  
Reported 

on page #  

Risk of bias across studies  15 Specify any assessment of risk of bias that may affect the cumulative evidence (e.g., publication bias, selective reporting within studies).   

Additional analyses  16 Describe methods of additional analyses (e.g., sensitivity or subgroup analyses, meta-regression), if done, indicating which were pre-specified.   

RESULTS   

Study selection  17 Give numbers of studies screened, assessed for eligibility, and included in the review, with reasons for exclusions at each stage, ideally with a 

flow diagram.  
 

Study characteristics  18 For each study, present characteristics for which data were extracted (e.g., study size, PICOS, follow-up period) and provide the citations.   

Risk of bias within studies  19 Present data on risk of bias of each study and, if available, any outcome level assessment (see item 12).   

Results of individual studies  20 For all outcomes considered (benefits or harms), present, for each study: (a) simple summary data for each intervention group (b) effect 

estimates and confidence intervals, ideally with a forest plot.  
 

Synthesis of results  21 Present results of each meta-analysis done, including confidence intervals and measures of consistency.   

Risk of bias across studies  22 Present results of any assessment of risk of bias across studies (see Item 15).   

Additional analysis  23 Give results of additional analyses, if done (e.g., sensitivity or subgroup analyses, meta-regression [see Item 16]).   

DISCUSSION   

Summary of evidence  24 Summarize the main findings including the strength of evidence for each main outcome; consider their relevance to key groups (e.g., healthcare 

providers, users, and policy makers).  
 

Limitations  25 Discuss limitations at study and outcome level (e.g., risk of bias), and at review-level (e.g., incomplete retrieval of identified research, reporting 

bias).  
 

Conclusions  26 Provide a general interpretation of the results in the context of other evidence, and implications for future research.   

FUNDING   

Funding  27 Describe sources of funding for the systematic review and other support (e.g., supply of data); role of funders for the systematic review.   

From:  Moher D, Liberati A, Tetzlaff J, Altman DG, The PRISMA Group (2009). Preferred Reporting Items for Systematic Reviews and Meta-Analyses: 

The PRISMA Statement. PLoS Med 6(7): e1000097. doi:10.1371/journal.pmed1000097 

For more information, visit www.prisma-statement.org. 
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From:  Moher D, Liberati A, Tetzlaff J, Altman DG, The PRISMA Group (2009). Preferred Reporting Items for Systematic Reviews and Meta-Analyses: 

The PRISMA Statement. PLoS Med 6(7): e1000097. doi:10.1371/journal.pmed1000097 

For more information, visit www.prisma-statement.org. 
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1. Was an “a priori” design provided?  

(A) “A priori” design.  

(B) Statement of inclusion criteria.  

(C) PICO/PIPO research question (population, intervention, comparison, prediction, 

outcome). 

If it satisfies 3 of the criteria → 4 

If it satisfies 2 of the criteria → 3 

If it satisfies 1 of the criteria → 2 

If it satisfies 0 of the criteria → 1 

2. Was there duplicate study selection and data extraction?  

(A) There should be at least two independent data extractors as stated or implied. 

(B) Statement of recognition or awareness of consensus procedure for 

disagreements. 

(C) Disagreements among extractors resolved properly as stated or implied. 

If it satisfies 3 of the criteria → 4 

If it satisfies 2 of the criteria → 3 

If it satisfies 1 of the criteria → 2 

If it satisfies 0 of the criteria → 1  

3. Was a comprehensive literature search performed?  

(A) At least two electronic sources should be searched.  

(B) The report must include years and databases used (e.g. Central, EMBASE, and 

MEDLINE).  

(C) Key words and/or MESH terms must be stated AND where feasible the search 

strategy outline should be provided such that one can trace the filtering process of 

the included articles.  

(D) In addition to the electronic databases (PubMed, EMBASE, Medline), all 

searches should be supplemented by consulting current contents, reviews, 

textbooks, specialized registers, or experts in the particular field of study, and by 

reviewing the references in the studies found.  

(E) Journals were “hand-searched” or “manual searched” (i.e. identifying highly 

relevant journals and conducting a manual, page-by-page search of their entire 

contents looking for potentially eligible studie(s). 

If it satisfies 4 or 5 of the criteria → 4 

If it satisfies 3 of the criteria → 3 

If it satisfies 2 of the criteria → 2 

If it satisfies 1 or 0 of the criteria → 1  

4. Was the status of publication (i.e. grey literature) used as an inclusion 

criterion?  

(Grey literature is literature produced at all levels of government, academia, 

business and industry in print and electronic formats, but is not controlled by 

commercial publishers. Examples can be but not limited to dissertations, conference 

proceedings.)  

(A) The authors should state that they searched for reports regardless of their 

publication type. 

(B) The authors should state whether or not they excluded any reports (from the 

systematic review), based on their publication status, language etc.  

(C) “Non-English papers were translated” or readers sufficiently trained in foreign 

language.  

(D) No language restriction or recognition of non-English articles. 

 

If it satisfies 3 of the criteria → 4 

If it satisfies 2 of the criteria → 3 

If it satisfies 1 of the criteria → 2 

If it satisfies 0 of the criteria → 1  
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5. Was a list of studies (included and excluded) provided?  

(A) Table/list/or figure of included studies, a reference list does not suffice. 

(B) Table/list/figure of excluded studies either in the article or in a supplemental 

source (i.e. online). (Excluded studies refers to those studies seriously considered 

on the basis of title and/or abstract, but rejected after reading the body of the text)  

(C) Author satisfactorily/sufficiently stated the reason for exclusion of the seriously 

considered studies. 

(D) Reader is able to retrace the included and the excluded studies anywhere in the 

article bibliography, reference, or supplemental source. 

If it satisfies 4 of the criteria → 4 

If it satisfies 3 of the criteria → 3 

If it satisfies 2 of the criteria → 2 

If it satisfies 1 or 0 of the criteria → 1  

6. Were the characteristics of the included studies provided?  

(A) In an aggregated form such as a table, data from the original studies should be 

provided on the participants, interventions AND outcomes.  

(B) Provide the ranges of relevant characteristics in the studies analyzed (e.g. age, 

race, sex, relevant socioeconomic data, disease status, duration, severity, or other 

diseases should be reported.).  

(C) The information provided appears to be complete and accurate (i.e. there is a 

tolerable range of subjectivity here. Is the reader left wondering? If so, state the 

needed information and the reasoning). 

If it satisfies 3 of the criteria → 4 

If it satisfies 2 of the criteria → 3 

If it satisfies 1 of the criteria → 2 

If it satisfies 0 criteria → 1  

7. Was the scientific quality of the included studies assessed and 

documented?  

(A) “A priori” methods of assessment should be provided (e.g., for effectiveness 

studies if the author(s) chose to include only randomized, double-blind, placebo 

controlled studies, or allocation concealment as inclusion criteria); for other types 

of studies alternative items will be relevant.  

(B) The scientific quality of the included studies appears to be meaningful.  

(C) Discussion/recognition/awareness of level of evidence.  

(D) Quality of evidence should be rated/ranked based on characterized instruments. 

(Characterized instrument is a created instrument that ranks the level of evidence, 

e.g. GRADE [Grading of Recommendations Assessment, Development and 

Evaluation.]) 

If it satisfies 4 of the criteria → 4 

If it satisfies 3 of the criteria → 3 

If it satisfies 2 of the criteria → 2 

If it satisfies 1 or 0 of the criteria → 1  

8. Was the scientific quality of the included studies used appropriately in 

formulating conclusions?  

(A) The results of the methodological rigor and scientific quality should be 

considered in the analysis and the conclusions of the review.  

(B) The results of the methodological rigor and scientific quality are explicitly 

stated in formulating recommendations.  

(C) To have conclusions integrated/drives towards a clinical consensus statement. 

If it satisfies 4 of the criteria → 4 

If it satisfies 3 of the criteria → 3 

If it satisfies 2 of the criteria → 2 

If it satisfies 1 or 0 of the criteria → 1  
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(D) This clinical consensus statement drives toward revision or confirmation of 

clinical practice guidelines. 

9. Were the methods used to combine the findings of studies appropriate? 

(A) Statement of criteria that were used to decide that the studies analyzed were 

similar enough to be pooled?  

(B) For the pooled results, a test should be done to ensure the studies were 

combinable, to assess their homogeneity (i.e. Chi-squared test for homogeneity, I2). 

(C) Is there a recognition of heterogeneity or lack of thereof.  

(D) If heterogeneity exists a “random effects model” should be used and/or the 

rationale (i.e. clinical appropriateness) of combining should be taken into 

consideration (i.e. is it sensible to combine?), or stated explicitly. 

(E) If homogeneity exists, author should state a rationale or a statistical test. 

If it satisfy 4 of the criteria → 4 

If it satisfy 3 of the criteria → 3 

If it satisfy 2 of the criteria → 2 

If it satisfy 1 or 0 of the following criteria → 1 

10. Was the likelihood of publication bias (a.k.a. “file drawer” effect) 

assessed?  

(A) Recognition of publication bias or file-drawer effect. 

(B) An assessment of publication bias should include graphical aids (e.g., funnel 

plot, other available tests).  

(C) Statistical tests (e.g., Egger regression test). 

If it satisfies 3 of the criteria → 4 

If it satisfies 2 of the criteria → 3 

If it satisfies 1 of the criteria → 2 

If it satisfies 0 of the criteria → 1  

11. Was the conflict of interest stated?  

(A) Statement of sources of support.  

(B) No conflict of interest. This is subjective and may require some deduction or 

searching.  

(C) An awareness/statement of support or conflict of interest in the primary 

inclusion studies. 

If it satisfies 3 of the criteria → 4 

If it satisfies 2 of the criteria → 3 

If it satisfies 1 of the criteria → 2 

If it satisfies 0 of the criteria → 1  

 

Retrieved from: Kung, J., Chiappelli, F., Cajulis, O. O., Avezova, R., Kossan, G., Chew, L., & 

Maida, C. A. (2010). From systematic reviews to clinical recommendations for evidence-based 

health care: validation of revised assessment of multiple systematic reviews (R-AMSTAR) for 

grading of clinical relevance. The open dentistry journal, 4, 84.  
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Annex IV – PEDro Scale 



270 
 

  



271 
 

 

1. eligibility criteria were specified    no     yes      where: 

2.  subjects were randomly allocated to groups (in a crossover study, subjects 
were randomly allocated an order in which treatments were received) 

   no     yes      where: 

3.  allocation was concealed    no     yes      where: 

4. 

 
the groups were similar at baseline regarding the most important prognostic 
indicators 

   no     yes      where: 

5. there was blinding of all subjects    no     yes      where: 

6. there was blinding of all therapists who administered the therapy    no     yes      where: 

7. there was blinding of all assessors who measured at least one key outcome    no     yes      where: 

8. measures of at least one key outcome were obtained from more than 85%  
of the subjects initially allocated to groups 

   no     yes      where: 

 

 9.  all subjects for whom outcome measures were available received the 
treatment or control condition as allocated or, where this was not the case, 
data for at least one key outcome was analysed by “intention to treat” 

   no     yes      where: 

10. the results of between-group statistical comparisons are reported for at least 

one key outcome 
   no     yes      where: 

 

11. the study provides both point measures and measures of variability for at 
least one key outcome 

   no     yes      where: 

 
The PEDro scale is based on the Delphi list developed by Verhagen and colleagues at the Department of 

Epidemiology, University of Maastricht (Verhagen AP et al (1998). The Delphi list: a criteria list for quality 

assessment of randomised clinical trials for conducting systematic reviews developed by Delphi consensus. 

Journal of Clinical Epidemiology, 51(12):1235-41). The list is based on "expert consensus" not, for the most 

part, on empirical data. Two additional items not on the Delphi list (PEDro scale items 8 and 10) have been 

included in the PEDro scale. As more empirical data comes to hand it may become possible to "weight" scale 

items so that the PEDro score reflects the importance of individual scale items. 
 
The purpose of the PEDro scale is to help the users of the PEDro database rapidly identify which of the known 

or suspected randomised clinical trials (ie RCTs or CCTs) archived on the PEDro database are likely to be 

internally valid (criteria 2-9), and could have sufficient statistical information to make their results interpretable 
(criteria 10-11). An additional criterion (criterion 1) that relates to the external validity (or “generalisability” or 

“applicability” of the trial) has been retained so that the Delphi list is complete, but this criterion will not be 

used to calculate the PEDro score reported on the PEDro web site. 
 
The PEDro scale should not be used as a measure of the “validity” of a study’s conclusions. In particular, we 

caution users of the PEDro scale that studies which show significant treatment effects and which score highly 

on the PEDro scale do not necessarily provide evidence that the treatment is clinically useful. Additional 

considerations include whether the treatment effect was big enough to be clinically worthwhile, whether the 

positive effects of the treatment outweigh its negative effects, and the cost-effectiveness of the treatment. The 

scale should not be used to compare the "quality" of trials performed in different areas of therapy, primarily 
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because it is not possible to satisfy all scale items in some areas of physiotherapy practice.  
Last amended June 21st, 1999 

Notes on administration of the PEDro scale: 
 
All criteria  Points are only awarded when a criterion is clearly satisfied. If on a literal reading of the 

trial report it is possible that a criterion was not satisfied, a point should not be awarded for that 

criterion. 

 
Criterion 1  This criterion is satisfied if the report describes the source of subjects and a list of criteria used 

to determine who was eligible to participate in the study. 
 
Criterion 2  A study is considered to have used random allocation if the report states that allocation was 

random. The precise method of randomisation need not be specified. Procedures such as coin-
tossing and dice-rolling should be considered random. Quasi-randomisation allocation 
procedures such as allocation by hospital record number or birth date, or alternation, do not 
satisfy this criterion. 

 
Criterion 3  Concealed allocation means that the person who determined if a subject was eligible for 

inclusion in the trial was unaware, when this decision was made, of which group the subject 

would be allocated to. A point is awarded for this criteria, even if it is not stated that allocation 
was concealed, when the report states that allocation was by sealed opaque envelopes or that 
allocation involved contacting the holder of the allocation schedule who was “off-site”. 

 
Criterion 4  At a minimum, in studies of therapeutic interventions, the report must describe at least one 

measure of the severity of the condition being treated and at least one (different) key outcome 
measure at baseline. The rater must be satisfied that the groups’ outcomes would not be 
expected to differ, on the basis of baseline differences in prognostic variables alone, by a 
clinically significant amount. This criterion is satisfied even if only baseline data of study 
completers are presented. 

 
Criteria 4, 7-11  Key outcomes are those outcomes which provide the primary measure of the effectiveness (or 

lack of effectiveness) of the therapy. In most studies, more than one variable is used as an 
outcome measure. 

 
Criterion 5-7  Blinding means the person in question (subject, therapist or assessor) did not know which group 

the subject had been allocated to. In addition, subjects and therapists are only considered to be 
“blind” if it could be expected that they would have been unable to distinguish between the 
treatments applied to different groups. In trials in which key outcomes are self-reported (eg, 
visual analogue scale, pain diary), the assessor is considered to be blind if the subject was blind. 

 
Criterion 8  This criterion is only satisfied if the report explicitly states both the number of subjects initially 

allocated to groups and the number of subjects from whom key outcome measures were 
obtained. In trials in which outcomes are measured at several points in time, a key outcome 
must have been measured in more than 85% of subjects at one of those points in time. 

 
Criterion 9  An intention to treat analysis means that, where subjects did not receive treatment (or the 

control condition) as allocated, and where measures of outcomes were available, the analysis 
was performed as if subjects received the treatment (or control condition) they were allocated 
to. This criterion is satisfied, even if there is no mention of analysis by intention to treat, if the 
report explicitly states that all subjects received treatment or control conditions as allocated. 

 
Criterion 10  A between-group statistical comparison involves statistical comparison of one group with 

another. Depending on the design of the study, this may involve comparison of two or more 

treatments, or comparison of treatment with a control condition. The analysis may be a simple 

comparison of outcomes measured after the treatment was administered, or a comparison of 

the change in one group with the change in another (when a factorial analysis of variance has 

been used to analyse the data, the latter is often reported as a group  time interaction). The 

comparison may be in the form hypothesis testing (which provides a “p” value, describing the 

probability that the groups differed only by chance) or in the form of an estimate (for example, 

the mean or median difference, or a difference in proportions, or number needed to treat, or a 
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relative risk or hazard ratio) and its confidence interval. 
 
Criterion 11  A point measure is a measure of the size of the treatment effect. The treatment effect may be 

described as a difference in group outcomes, or as the outcome in (each of) all groups. Measures 

of variability include standard deviations, standard errors, confidence intervals, interquartile 

ranges (or other quantile ranges), and ranges. Point measures and/or measures of variability 

may be provided graphically (for example, SDs may be given as error bars in a Figure) as long 

as it is clear what is being graphed (for example, as long as it is clear whether error bars 

represent SDs or SEs). Where outcomes are categorical, this criterion is considered to have 

been met if the number of subjects in each category is given for each group. 
 

Retrieved from: Cashin, A. G., & McAuley, J. H. (2019). Clinimetrics: Physiotherapy Evidence 

Database (PEDro) Scale. Journal of physiotherapy, 66(1), 59-59.  
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Annex V – Evidence-based practice questionnaire for physical 

therapists: Original 
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This section of the questionnaire inquires about personal attitudes toward, use of, and perceived benefits and 
limitations of EBP. 
For the following items, place a mark X in the appropriate box that indicates your response. 

1. Application of EBP is necessary in the practice of physical therapy. 

□ Strongly disagree □ Disagree □ Neutral □ Agree □ Strongly Agree 

2. Literature and research findings are useful in my day-to-day practice. 

□ Strongly disagree □ Disagree □ Neutral □ Agree □ Strongly Agree 

3. I need to increase the use of evidence in my daily practice. 

□ Strongly Disagree □ Disagree □ Neutral □ Agree □ Strongly Agree 

4. The adoption of EBP places an unreasonable demand on physical therapists. 

□ Strongly Disagree □ Disagree □ Neutral □ Agree □ Strongly Agree 

5. I am interested in learning or improving the skills necessary to incorporate EBP into my practice. 

□ Strongly Disagree □ Disagree □ Neutral □ Agree □ Strongly Agree 

6. EBP improves the quality of patient care. 

□ Strongly Disagree □ Disagree □ Neutral □ Agree □ Strongly Agree 

7. EBP does not take into account the limitations of my clinical practice setting. 

□ Strongly Disagree □ Disagree □ Neutral □ Agree □ Strongly Agree 

8. My reimbursement rate will increase if I incorporate EBP into my practice. 

□ Strongly Disagree □ Disagree □ Neutral □ Agree □ Strongly Agree 

9. Strong evidence is lacking to support most of the interventions I use with my patients. 

□ Strongly Disagree □ Disagree □ Neutral □ Agree □ Strongly Agree 

10. EBP helps me make decisions about patient care. 

□ Strongly Disagree □ Disagree □ Neutral □ Agree □ Strongly Agree 

11. EBP does not take into account patient preferences. 

□ Strongly Disagree □ Disagree □ Neutral □ Agree □ Strongly Agree 

For the following items, place a mark X in the appropriate box that indicates your response for a typical month. 

12. Read/review research/literature related to my clinical practice. 

□ ≤1 article □ 2–5 articles □ 6–10 articles □ 11–15 articles □ 16+ articles 

13. Use professional literature and research findings in the process of clinical decision making. 

□ ≤1 time □ 2–5 times □ 6–10 times □ 11–15 times □ 16+ times 

14. Use MEDLINE or other databases to search for practice-relevant literature/research. 

□ ≤1 time □ 2–5 times □ 6–10 times □ 11–15 times □ 16+ times 

The following section inquires about personal use and understanding of clinical practice guidelines. Practice guidelines 
provide a description of standard specifications for care of patients with specific diseases and are developed through a formal, consensus- building process 
that incorporates the best scientific evidence of effectiveness and expert opinion available.b 

For the following items, place a mark X in the appropriate box that indicates your response. 
15. Practice guidelines are available for topics related to my practice. 

□ Yes □ No □ Do Not Know 

16. I actively seek practice guidelines pertaining to areas of my practice. 

□ Strongly Disagree □ Disagree □ Neutral □ Agree □ Strongly Agree 

17. I use practice guidelines in my practice. 

□ Strongly Disagree □ Disagree □ Neutral □ Agree □ Strongly Agree 

18. I am aware that practice guidelines are available online. 

□ Yes □ No 

19. I am able to access practice guidelines online. 

□ Yes □ No 

20. I am able to incorporate patient preferences with practice guidelines. 

□ Strongly Disagree □ Disagree □ Neutral □ Agree □ Strongly Agree 

The following section inquires about availability of resources to access information and personal skills in using those 
resources. 
For the following items, place a mark X in the appropriate box that indicates your response. In items referring to your “facility,” consider the 
practice setting in which you do the majority of your clinical care. 

21. I have access to current research through professional journals in their paper form. 

□ Yes □ No 

22. I have the ability to access relevant databases and the Internet at my facility. 
□ Yes  □ No □ Do Not Know 
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23. I have the ability to access relevant databases and the Internet at home or locations other than my facility. 

□ Yes □ No □ Do Not Know 

24. My facility supports the use of current research in practice. 

□ Strongly Disagree □ Disagree □ Neutral □ Agree □ Strongly Agree 

25. I learned the foundations for EBP as part of my academic preparation. 

□ Strongly Disagree □ Disagree □ Neutral □ Agree □ Strongly Agree 

26. I have received formal training in search strategies for finding research relevant to my practice. 

□ Strongly Disagree □ Disagree □ Neutral □ Agree □ Strongly Agree 

27. I am familiar with the medical search engines (eg, MEDLINE, CINAHL). 

□ Strongly Disagree □ Disagree □ Neutral □ Agree □ Strongly Agree 

28. I received formal training in critical appraisal of research literature as part of my academic preparation. 

□ Strongly Disagree □ Disagree □ Neutral □ Agree □ Strongly Agree 

29. I am confident in my ability to critically review professional literature. 

□ Strongly Disagree □ Disagree □ Neutral □ Agree □ Strongly Agree 

30. I am confident in my ability to find relevant research to answer my clinical questions. 

□ Strongly Disagree □ Disagree □ Neutral □ Agree □ Strongly Agree 

For the following item, place a mark X in one box in the row for each term. 
31. My understanding of the following terms is: 

Understand Understand Do Not 

 

 

 

 

 

 

 

For the following items, rank your top 3 choices by placing numbers in the appropriate boxes (1=most important). 
32. Rank your 3 greatest barriers to the use of EBP in your clinical practice. 

□ Insufficient time 

□ Lack of information resources 
□ Lack of research skills 

□ Poor ability to critically appraise the literature 
□ Lack of generalizability of the literature findings to my patient population 
□ Inability to apply research findings to individual patients with unique characteristics 

□ Lack of understanding of statistical analysis 
□ Lack of collective support among my colleagues in my facility 

□ Lack of interest 

The following section inquires about personal demographic information. 

For the following items, place a mark X in the appropriate box next that indicates your response. 
33. What is your sex? 

□ Male □ Female 

34. What is your age group? 

□ 20–29 y □ 30–39 y □ 40–49 y □ 50+ y 

35. Do you currently hold a valid physical therapy license? 

□ Yes □ No 

36. For how many years have you been licensed? 

□ <5 y □ 5–10 y □ 11–15 y □ >15 y 

37. What is your entry-level degree for physical therapy? 
□ Certificate 

□ Baccalaureate 
□ Entry-level master’s 

□ Entry-level doctorate 
□ Other 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Term Completely                         Somewhat Understand 

a) Relative risk □ □ □ 
b) Absolute risk □ □ □ 
c) Systematic review □ □ □ 
d) Odds ratio □ □ □ 
e) Meta-analysis □ □ □ 
f) Confidence interval □ □ □ 
g) Heterogeneity □ □ □ 

h) Publication bias □ □ □ 
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38. What is your highest degree attained? 

□ Baccalaureate 

□ Entry-level master’s 

□ Advanced master’s 
□ Entry-level doctorate 
□ Advanced doctorate 

□ Other 

39. If you do not currently hold an advanced degree, do you intend to pursue one in the future? 

□ Yes □ No □ Do Not Know 

40. Are you a clinical certified specialist? If so, in which speciality? 

□ Yes □ No Speciality:    

41. Do you regularly (≥once per year) participate in continuing education courses? 

□ Yes □ No 

42. Do you belong to one or more professional practice-oriented organizations (eg, APTA)? 

□ Yes □ No 

43. Are you a clinical instructor for physical therapist students/interns/residents? 

□ Yes □ No 

44. On average, how many hours per week do you work? 

□ <20 □ 20–30 □ 31–40 □ >40 

45. On average, how many patients do you see daily? 

□ <5 □ 5–10 □ 11–15 □ >15 

46. How many full-time physical therapists are in the facility in which you do the majority of your patient care? 

□ <5 □ 5–10 □ 11–15 □ >15 

47. Please indicate the percentage of your total work time that you spend in each type of activity during an average month. 
a) Patient care □ % 

b) Research □ % 

c) Teaching □ % 

48. Which of the following best describes the location of the facility in which you perform the majority of your patient care? 

□ Rural 

□ Urban 
□ Suburban 

49. List the state(s) in which you practice. 

 
50. Which of the following best describes the facility at which you do most of your patient care? 

□ Acute care hospital 

□ Acute rehabilitation 

□ Subacute rehabilitation 
□ Skilled nursing facility 
□ Privately owned outpatient clinic 

□ Facility-based outpatient clinic 
□ Home care 
□ School system 

□ University 

□ Other 

51. Which of the following best describes the majority of patients and types of problems you see? Mark one box in each section. 
□ Orthopedic 

□ Neurological 

□ Cardiovascular/pulmonary 
□ Other 

□ Do not treat patients 

□ Pediatric (<18 y) 
□ Adult (19–64 y) 

□ Geriatric (65+ y) 
□ Other 
□ Do not treat patients 

 

Retrieved from: Jette, D. U.; Bacon, K.; Batty, C.; Carlson, M.; Ferland, A.; Hemingway, R. D.; Hill, J. D.; Ogilvie, L. & 

Volk, D. (2003). Evidence-based practice: beliefs, attitudes, knowledge, and behaviors of physical therapists. Physical 

Therapy, 83(9): 786-805).     
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Annex VI – Permission to use and adapt the Jette et al. 2003 

questionnaire 
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Annex VII – Evidence-based practice questionnaire for physical 

therapis: Portuguese V1 
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Questionário de Prática Baseada na Evidência (PBE)a 

Esta secção do questionário é sobre as atitudes individuais relativamente à PBE, ao seu uso, benefícios e limitações.  

Para os itens seguintes, assinale a opção mais adequada para indicar a sua resposta.  

1.   A aplicação da PBE é necessária na prática da fisioterapia.  

        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

2.   A literatura e os resultados de investigação são úteis na minha prática clínica diária. 

        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

3.   Preciso de aumentar o uso da evidência na minha prática clínica diária. 

        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

4.   A adoção da PBE coloca uma exigência excessiva nos fisioterapeutas.  

        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

5.   Estou interessado em aprender ou melhorar as competências necessárias para incorporar a PBE na minha prática clínica.  
        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

6.   A PBE melhora a qualidade dos cuidados aos doentes. 
        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

7.   A PBE não tem em consideração as limitações do meu contexto da prática clínica. 
        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

8.   O meu rendimento financeiro poderá aumentar se eu incorporar a PBE na minha prática clínica.  
        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

9.   Falta evidência forte para sustentar a maior parte das intervenções que eu uso com os doentes.  
        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

10. A PBE ajuda-me a tomar decisões acerca dos cuidados prestados aos doentes. 
        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

11. A PBE não tem em consideração as preferências dos doentes.  
        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

Para os itens seguintes, assinale a opção mais adequada para indicar a sua resposta para um mês típico. 

12. Leitura/revisão de investigação/literatura relacionada com a minha prática clínica. 
         □ ≤1 artigo                □ 2–5 artigos         □ 6–10 artigos         □ 11–15 artigos □ ≥16 artigos 

13. Utilização de literatura especializada e resultados de investigação no processo de tomada de decisão clínica.  

         □ ≤1 vez                □ 2–5 vezes         □ 6–10 vezes         □ 11–15 vezes □ ≥16 vezes 

14. Utilização da MEDLINE ou outras bases de dados para pesquisar literatura/investigação relevantes para a prática clínica. 

         □ ≤1 vez                □ 2–5 vezes         □ 6–10 vezes         □ 11–15 vezes □ ≥16 vezes 

A secção seguinte é sobre o uso individual e a compreensão de normas de orientação clínica para a prática (clinical practice 

guidelines). As normas de orientação clínica para a prática oferecem uma descrição das especificações padrão para os cuidados 

prestados a doentes com doenças específicas e desenvolvem-se mediante um processo formal de construção de consenso, que 

incorpora a melhor evidência científica de efetividade e opinião especializada disponível.  

Para os itens seguintes, assinale a opção mais adequada para indicar a sua resposta. 

15. Estão disponíveis normas de orientação clínica para tópicos relacionados com a minha prática. 

         □ Sim                □ Não         □ Não sei   

16. Procuro ativamente normas de orientação clínica relacionadas com áreas da minha prática. 

        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

17. Uso normas de orientação clínica na minha prática.  
        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

18. Tenho conhecimento de que as normas de orientação clínica para a prática estão disponíveis online. 

         □ Sim                □ Não    

19. Sou capaz de aceder online às normas de orientação clínica para a prática. 

         □ Sim                □ Não    

20. Sou capaz de conciliar as preferências dos doentes com as normas de orientação clínica para a prática. 

        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

A secção seguinte é sobre recursos disponíveis para aceder a informação e competências individuais na utilização desses 

recursos. 

Para os itens seguintes, assinale a opção mais adequada para indicar a sua resposta. Nos itens que referem o seu “local de 

trabalho”, baseie-se na unidade onde presta a maioria dos cuidados aos doentes. 

21. Tenho acesso a investigação atualizada através de revistas profissionais em formato de papel. 

        □ Sim                □ Não    
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22. Sou capaz de aceder a bases de dados eletrónicas no meu local de trabalho. 

        □ Sim                □ Não         □ Não sei   

23. Sou capaz de aceder a bases de dados eletrónicas em casa ou noutros locais sem ser no meu local de trabalho.  

        □ Sim                □ Não         □ Não sei   

24. No meu local de trabalho fomenta-se o uso de investigação atualizada na prática clínica. 

        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

25. Aprendi os fundamentos para a PBE, como parte da minha formação académica. 

        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

26. Recebi formação formal em estratégias de pesquisa para encontrar a investigação relevante para a minha prática clínica. 

        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

27. Estou familiarizado/a com os motores de pesquisa clínica (por exemplo, MEDLINE, CINAHL, PEDro). 

        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

28. Recebi formação formal para analisar criticamente a literatura científica como parte da minha preparação académica.  

        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

29. Tenho confiança na minha capacidade para ler criticamente literatura especializada.  

        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

30. Tenho confiança na minha capacidade para encontrar investigação relevante que responda às minhas questões clínicas.  

        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

Para o item seguinte, assinale a opção mais adequada para indicar a sua resposta para cada termo. 

31. A minha compreensão dos seguintes termos:  

32. Termo 

Compreendo 

Perfeitamente 

Compreendo 

Parcialmente 

Não 

Compreendo  

        a) Risco relativo (Relative risk) □ □ □ 

        b) Risco absoluto (Absolute risk) □ □ □ 

        c) Revisão sistemática (Systematic review) □ □ □ 

        d) Razão de probabilidade (Odds ratio) □ □ □ 

        e) Meta-análise (Meta-analysis) □ □ □ 

        f) Intervalo de confiança (Confidence interval) □ □ □ 

        g) Heterogeneidade (Heterogeneity) □ □ □ 

        h) Viés de publicação (Publication bias) □ □ □ 

Para os itens seguintes, ordene os 3 mais importantes (1 = mais importante). 

32. Ordene as suas 3 principais barreiras ao uso de PBE na sua prática clínica. 
        □ Tempo insuficiente 

        □ Falta de recursos de informação 

        □ Falta de competências de investigação 

        □ Pouca capacidade para analisar criticamente a literatura 

        □ Impossibilidade de generalizar os resultados da literatura à minha população alvo 

        □ Incapacidade para aplicar os resultados da investigação a doentes com características específicas 

        □ Falta de compreensão de análise estatística 

        □ Falta de apoio coletivo por parte dos meus colegas de trabalho 

        □ Falta de interesse 

A secção seguinte é sobre informação demográfica individual.  

Para os itens seguintes, assinale a opção mais adequada para indicar a sua resposta. 

33. Qual é o seu sexo? 
         □ Masculino     □ Feminino    

34. Qual é a sua faixa etária? 

        □ 20-29 anos     □ 30-39 anos    □ 40-49 anos         □ ≥50 anos  

35. Tem atualmente uma cédula profissional de fisioterapeuta válida?  

         □ Sim     □ Não    

36. Há quantos anos obteve a cédula profissional?  

        □ <5 anos     □ 5-10 anos     □ 11-15 anos         □ >15 anos 
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37. Qual o seu grau académico mais elevado? 

        □ Bacharelato 

        □ Licenciatura 

        □ Mestrado 

        □ Doutoramento 

        □ Pós-doutoramento 

        □ Outro. Qual?_________________________ 

38. Tendo em conta o seu grau académico atual, gostaria de prosseguir os estudos no futuro? 

        □ Sim     □ Não     □ Não sei   

38. 39. Participa com regularidade (≥1 vez por ano) em cursos de formação contínua?  

        □ Sim     □ Não    

39. 40. Está inscrito nalguma organização profissional? (por exemplo, Associação Portuguesa de Fisioterapeutas (APFISIO))? 

        □ Sim     □ Não    

41. É educador clínico/monitor de estudantes/estagiários de fisioterapia? 

        □ Sim     □ Não    

42. Em média, quantas horas trabalha por semana? 

        □ <20 horas     □ 20-30 horas      □ 31-40 horas          □ >40 horas  

43. Em média, quantos doentes atende por dia? 

        □ 0     □ 1-5     □ 6-10         □ 11-15 □ >15 

46. 44. Quantos fisioterapeutas a tempo inteiro trabalham consigo no local de trabalho onde maioritariamente presta cuidados?  

        □ 0     □ 1-5     □ 6-10         □ 11-15 □ >15 

47. 45. Por favor, indique a percentagem do seu tempo total de trabalho que leva em cada tipo de atividade durante um mês típico 

como (responda números inteiros positivos múltiplos de 5; o total deve somar 100%): 

        a) Prestador de cuidados a doentes     _________% 

        b) Investigador     _________% 

        c) Professor     _________% 

48. 46. Qual das seguintes opções melhor descreve o contexto demográfico do local de trabalho em que presta a maioria dos 

cuidados aos doentes?  

49.         □ Aldeia 

50.         □ Vila 

51.         □ Cidade 

52.  

        □ Não trato doentes 

53. 47. Por favor, indique o distrito do local de trabalho em que presta a maioria dos cuidados aos doentes.  

54.         □ Açores 

55.         □ Aveiro 

56.         □ Beja 

57.         □ Braga 

58.         □ Bragança 

59.         □ Castelo Branco 

60.         □ Coimbra 

61.         □ Évora 

62.         □ Faro 

63.         □ Guarda 

64.         □ Leiria 

65.         □ Lisboa 

66.         □ Madeira 

67.         □ Portalegre 

68.         □ Porto 

69.         □ Santarém 

70.         □ Setúbal 

71.         □ Viana do Castelo 

72.         □ Vila Real 

73.         □ Viseu 

74.  

        □ Não trato doentes 
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75. 48. Qual das seguintes opções melhor descreve o local de trabalho em que presta a maioria dos cuidados aos doentes?  

        □ Autarquia/Câmara Municipal 

76.         □ Centro de Medicina Física e Reabilitação 

77.         □ Centro de Saúde 

        □ Centro Geriátrico/Estrutura Residencial para Idosos 

        □ Clínica Privada 

78.         □ Clube ou Associação Desportiva 

 □ Cuidados ao Domicílio 

79.         □ Empresa Comercial, Industrial ou outra 

80.         □ Empresa de Prestação de Serviços de Saúde 

81.         □ Gabinete de Estética 

82.         □ Gabinete de Fisioterapia 

83.         □ Ginásio/Fitness Center 

84.         □ Hospital Privado 

85.         □ Hospital Público ou Parceria Público-privada 

86.         □ Instituição de Ensino Básico ou Secundário 

87.         □ Instituição de Ensino Pré-escolar 

88.         □ Instituição de Ensino Superior ou Centro de Investigação 

89.         □ Piscina 

90.         □ Spa 

91.         □ Termas 

92.         □ Unidade de Cuidados Continuados 

93.         □ Outro. Qual? _________________________ 

94.  

        □ Não trato doentes 

95. 49. Qual das seguintes opções melhor descreve a maioria dos doentes e o tipo de problemas com que se depara? 

96.         □ Cardiorrespiratória 

97.         □ Cuidados Continuados e Paliativos 

98.         □ Cuidados de Saúde Hospitalar 

99.         □ Cuidados de Saúde Primários 

        □ Dermato-funcional 

        □ Desporto 

        □ Envelhecimento 

        □ Fisioterapia Aquática 

        □ Fisioterapia na Saúde dos Animais 

        □ Músculo-esquelético 

        □ Neurologia 

        □ Pediatria 

        □ Pessoas com Amputação 

        □ Saúde da Mulher 

        □ Saúde Mental 

        □ Outro. Qual? _________________________ 

 

        □ Pediátrico (≤18 anos) 

        □ Adulto (19–64 anos) 

        □ Geriátrico (≥65 anos) 

 

        □ Não trato doentes 

a Tradução e adaptação cultural para português europeu do Evidence-Based Practice Questionnaire 

(Jette, D. U.; Bacon, K.; Batty, C.; Carlson, M.; Ferland, A.; Hemingway, R. D.; Hill, J. D.; Ogilvie, L. & 

Volk, D. (2003). Evidence-based practice: beliefs, attitudes, knowledge, and behaviors of physical 

therapists. Physical Therapy, 83(9): 786-805).     
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Comissão de Ética 

 
 
 
 
 
 
 

Declaração 

 
Para os devidos efeitos, declara-se que o projeto CEFADE 24 2019, intitulado “A 

mixed-method study of physiotherapists practice, beliefs and attitudes in knee 

osteoarthritis management.”, submetido à Comissão de Ética da Faculdade de 

Desporto da Universidade do Porto, por Ricardo Luis de Almeida Maia Ferreira, foi 

aprovado, por ter em conta os requisitos éticos recomendados. 

 

 

 
Porto e Faculdade de Desporto, 27 de 

Julho de 2019 A Presidente da 

Comissão de Ética 

 
 

Zélia Maria Matos de Almeida Roque Pinto 
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Annex IX – Evidence-based practice questionnaire for physical 

therapis: Portuguese V2 
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Questionário de Prática Baseada na Evidência (PBE)a 

Esta secção do questionário é sobre as atitudes individuais relativamente à PBE, ao seu uso, benefícios e limitações.  

Para os itens seguintes, assinale a opção mais adequada para indicar a sua resposta.  

1.   A aplicação da PBE é necessária na prática da fisioterapia.  

        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

2.   A literatura e os resultados de investigação são úteis na minha prática clínica diária. 

        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

3.   Preciso de aumentar o uso da evidência na minha prática clínica diária. 

        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

4.   A adoção da PBE coloca uma exigência excessiva nos fisioterapeutas.  

        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

5.   Estou interessado em aprender ou melhorar as competências necessárias para incorporar a PBE na minha prática clínica.  
        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

6.   A PBE melhora a qualidade dos cuidados aos doentes. 
        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

7.   A PBE não tem em consideração as limitações do meu contexto da prática clínica. 
        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

8.   O meu rendimento financeiro poderá aumentar se eu incorporar a PBE na minha prática clínica.  
        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

9.   Falta evidência forte para sustentar a maior parte das intervenções que eu uso com os doentes.  
        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

10. A PBE ajuda-me a tomar decisões acerca dos cuidados prestados aos doentes. 
        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

11. A PBE não tem em consideração as preferências dos doentes.  
        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

Para os itens seguintes, assinale a opção mais adequada para indicar a sua resposta para um mês típico. 

12. Leitura/revisão de investigação/literatura relacionada com a minha prática clínica. 
         □ ≤1 artigo                □ 2–5 artigos         □ 6–10 artigos         □ 11–15 artigos □ ≥16 artigos 

13. Utilização de literatura especializada e resultados de investigação no processo de tomada de decisão clínica.  

         □ ≤1 vez                □ 2–5 vezes         □ 6–10 vezes         □ 11–15 vezes □ ≥16 vezes 

14. Utilização da MEDLINE ou outras bases de dados para pesquisar literatura/investigação relevantes para a prática clínica. 

         □ ≤1 vez                □ 2–5 vezes         □ 6–10 vezes         □ 11–15 vezes □ ≥16 vezes 

A secção seguinte é sobre o uso individual e a compreensão de normas de orientação clínica para a prática (clinical practice 

guidelines). As normas de orientação clínica para a prática oferecem uma descrição das especificações padrão para os cuidados 

prestados a doentes com doenças específicas e desenvolvem-se mediante um processo formal de construção de consenso, que 

incorpora a melhor evidência científica de efetividade e opinião especializada disponível.  

Para os itens seguintes, assinale a opção mais adequada para indicar a sua resposta. 

15. Estão disponíveis normas de orientação clínica para tópicos relacionados com a minha prática. 

         □ Sim                □ Não         □ Não sei   

16. Procuro ativamente normas de orientação clínica relacionadas com áreas da minha prática. 

        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

17. Uso normas de orientação clínica na minha prática.  
        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

18. Tenho conhecimento de que as normas de orientação clínica para a prática estão disponíveis online. 

         □ Sim                □ Não    

19. Sou capaz de aceder online às normas de orientação clínica para a prática. 

         □ Sim                □ Não    

20. Sou capaz de conciliar as preferências dos doentes com as normas de orientação clínica para a prática. 

        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

A secção seguinte é sobre recursos disponíveis para aceder a informação e competências individuais na utilização desses 

recursos. 

Para os itens seguintes, assinale a opção mais adequada para indicar a sua resposta. Nos itens que referem o seu “local de 

trabalho”, baseie-se na unidade onde presta a maioria dos cuidados aos doentes. 

21. Tenho acesso a investigação atualizada através de revistas profissionais em formato de papel. 

        □ Sim                □ Não    
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22. Sou capaz de aceder a bases de dados eletrónicas no meu local de trabalho. 

        □ Sim                □ Não         □ Não sei   

23. Sou capaz de aceder a bases de dados eletrónicas em casa ou noutros locais sem ser no meu local de trabalho.  

        □ Sim                □ Não         □ Não sei   

24. No meu local de trabalho fomenta-se o uso de investigação atualizada na prática clínica. 

        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

25. Aprendi os fundamentos para a PBE, como parte da minha formação académica. 

        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

26. Recebi formação formal em estratégias de pesquisa para encontrar a investigação relevante para a minha prática clínica. 

        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

27. Estou familiarizado/a com os motores de pesquisa clínica (por exemplo, MEDLINE, CINAHL, PEDro). 

        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

28. Recebi formação formal para analisar criticamente a literatura científica como parte da minha preparação académica.  

        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

29. Tenho confiança na minha capacidade para ler criticamente literatura especializada.  

        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

30. Tenho confiança na minha capacidade para encontrar investigação relevante que responda às minhas questões clínicas.  

        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

Para o item seguinte, assinale a opção mais adequada para indicar a sua resposta para cada termo. 

31. A minha compreensão dos seguintes termos:  

32. Termo 

Compreendo 

Perfeitamente 

Compreendo 

Parcialmente 

Não 

Compreendo  

        a) Risco relativo (Relative risk) □ □ □ 

        b) Risco absoluto (Absolute risk) □ □ □ 

        c) Revisão sistemática (Systematic review) □ □ □ 

        d) Razão de chances (Odds ratio) □ □ □ 

        e) Meta-análise (Meta-analysis) □ □ □ 

        f) Intervalo de confiança (Confidence interval) □ □ □ 

        g) Heterogeneidade (Heterogeneity) □ □ □ 

        h) Viés de publicação (Publication bias) □ □ □ 

Para os itens seguintes, ordene os 3 mais importantes (1 = mais importante). 

32. Ordene as suas 3 principais barreiras ao uso de PBE na sua prática clínica. 
        ___ Tempo insuficiente 

        ___ Falta de recursos de informação 

        ___ Falta de competências de investigação 

        ___ Pouca capacidade para analisar criticamente a literatura 

        ___ Impossibilidade de generalizar os resultados da literatura à minha população alvo 

        ___ Incapacidade para aplicar os resultados da investigação a doentes com características específicas 

        ___ Falta de compreensão de análise estatística 

        ___ Falta de apoio coletivo por parte dos meus colegas de trabalho 

        ___ Falta de interesse 

A secção seguinte é sobre informação demográfica individual.  

Para os itens seguintes, assinale a opção mais adequada para indicar a sua resposta. 

33. Qual é o seu sexo? 
         □ Masculino     □ Feminino    

34. Qual é a sua faixa etária? 

        □ 20-29 anos     □ 30-39 anos    □ 40-49 anos         □ ≥50 anos  

35. Tem atualmente uma cédula profissional de fisioterapeuta válida?  

         □ Sim     □ Não    

36. Há quantos anos obteve a cédula profissional?  

        □ <5 anos     □ 5-10 anos     □ 11-15 anos         □ >15 anos 
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37. Qual o seu grau académico mais elevado? 

        □ Bacharelato 

        □ Licenciatura 

        □ Mestrado 

        □ Doutoramento 

        □ Pós-doutoramento 

        □ Outro. Qual?_________________________ 

38. Tendo em conta o seu grau académico atual, gostaria de prosseguir os estudos no futuro? 

        □ Sim     □ Não     □ Não sei   

40. 39. Participa com regularidade (≥1 vez por ano) em cursos de formação contínua?  

        □ Sim     □ Não    

41. 40. Está inscrito nalguma organização profissional (por exemplo, Associação Portuguesa de Fisioterapeutas (APFISIO))? 

        □ Sim     □ Não    

41. É educador clínico/monitor de estudantes/estagiários de fisioterapia? 

        □ Sim     □ Não    

42. Em média, quantas horas trabalha por semana? 

        □ <20 horas     □ 20-30 horas      □ 31-40 horas          □ >40 horas  

43. Em média, quantos doentes atende por dia? 

        □ 0     □ 1-5     □ 6-10         □ 11-15 □ >15 

48. 44. Quantos fisioterapeutas a tempo inteiro trabalham consigo no local de trabalho onde maioritariamente presta cuidados?  

        □ 0     □ 1-5     □ 6-10         □ 11-15 □ >15 

49. 45. Por favor, indique a percentagem do seu tempo total de trabalho que leva em cada tipo de atividade durante um mês típico 

como: 

        a) Prestador de cuidados a doentes      

        □ 0%     □ 5-25%     □ 30-50%         □ 55-75% □ 80-100% 

        b) Investigador      

        □ 0%     □ 5-25%     □ 30-50%         □ 55-75% □ 80-100% 

        c) Professor      

        □ 0%     □ 5-25%     □ 30-50%         □ 55-75% □ 80-100% 

100. 46. Qual das seguintes opções melhor descreve o contexto demográfico do local de trabalho em que presta a maioria dos 

cuidados aos doentes?  

101.         □ Aldeia 

102.         □ Vila 

103.         □ Cidade 

        □ Não trato doentes 

104. 47. Por favor, indique o distrito do local de trabalho em que presta a maioria dos cuidados aos doentes.  

        □ Açores               □ Leiria 

        □ Aveiro 

        □ Beja 

        □ Braga     

        □ Bragança   

        □ Castelo Branco      

        □ Coimbra    

        □ Évora    

        □ Faro 

        □ Guarda 

         

         

              □ Lisboa 

              □ Madeira 

              □ Portalegre 

              □ Porto 

              □ Santarém 

                            □ Setúbal 

              □ Viana do Castelo 

              □ Vila Real 

              □ Viseu 

                            □ Não trato doentes 
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105. 48. Qual das seguintes opções melhor descreve o local de trabalho em que presta a maioria dos cuidados aos doentes 

(selecione apenas um local de trabalho)?  

        □ Autarquia/Câmara Municipal 

106.         □ Centro de Medicina Física e Reabilitação 

107.         □ Centro de Saúde 

        □ Centro Geriátrico/Estrutura Residencial para Idosos 

        □ Clínica Privada 

108.         □ Clube ou Associação Desportiva 

 □ Cuidados ao Domicílio 

109.         □ Empresa Comercial, Industrial ou outra 

110.         □ Empresa de Prestação de Serviços de Saúde 

111.         □ Gabinete de Estética 

112.         □ Gabinete de Fisioterapia 

113.         □ Ginásio/Fitness Center 

114.         □ Hospital Privado 

115.         □ Hospital Público ou Parceria Público-privada 

116.         □ Instituição de Ensino Básico ou Secundário 

117.         □ Instituição de Ensino Pré-escolar 

118.         □ Instituição de Ensino Superior ou Centro de Investigação 

119.         □ Piscina 

120.         □ Spa 

121.         □ Termas 

122.         □ Unidade de Cuidados Continuados 

123.         □ Outro. Qual? _________________________ 

        □ Não trato doentes 

124. 49. Qual das seguintes opções melhor descreve a maioria dos doentes e o tipo de problemas com que se depara (selecione 

apenas uma área de intervenção e um grupo etário)? 

125.         □ Cardiorrespiratória 

126.         □ Cuidados Continuados e Paliativos 

127.         □ Cuidados de Saúde Hospitalar 

128.         □ Cuidados de Saúde Primários 

        □ Dermato-funcional 

        □ Desporto 

        □ Envelhecimento 

        □ Fisioterapia Aquática 

        □ Fisioterapia na Saúde dos Animais 

        □ Músculo-esquelético 

        □ Neurologia 

        □ Pediatria 

        □ Pessoas com Amputação 

        □ Saúde da Mulher 

        □ Saúde Mental 

        □ Outro. Qual? _________________________ 

        □ Pediátrico (≤18 anos) 

        □ Adulto (19–64 anos) 

        □ Geriátrico (≥65 anos) 

        □ Não trato doentes 
 

Retrieved from: Ferreira, R. M., Ferreira, P. L., Cavalheiro, L., Duarte, J. A., & Gonçalves, R. S. 

(2019). Evidence-based practice questionnaire for physical therapists: Portuguese translation, 

adaptation, validity, and reliability. Journal of Evidence-Based Healthcare, 1(2), 83-98. 
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A secção seguinte é sobre informação demográfica individual. 

Para os itens seguintes, assinale a opção mais adequada para indicar a sua resposta.  

2.   Quais são as suas competências na língua Portuguesa? 

□ Sei ler, escrever e falar Português 

□ Não sei ler nem escrever, mas sei falar Português 

□ Sei ler e escrever, mas não sei falar Português 

□ Não sei ler, escrever ou falar Português 

3.   Exerce atualmente ou exerceu recentemente (há pelo menos 6 meses) funções como fisioterapeuta em Portugal? 

         □ Sim     □ Não    

4.   Qual é o seu sexo? 

         □ Masculino     □ Feminino    

5.   Qual é a sua faixa etária? 

        □ 20-29 anos     □ 30-39 anos    □ 40-49 anos         □ ≥50 anos  

6.   Tem atualmente uma cédula profissional de fisioterapeuta válida? 

         □ Sim     □ Não    

7.   Há quantos anos obteve a cédula profissional? 

        □ <5 anos     □ 5-10 anos     □ 11-15 anos         □ >15 anos          

8.   Qual o seu grau académico mais elevado? 

        □ Bacharelato 

        □ Licenciatura 

        □ Mestrado 

        □ Doutoramento 

        □ Pós-doutoramento 

        □ Outro. Qual?_________________________ 

9.   Tendo em conta o seu grau académico atual, gostaria de prosseguir os estudos no futuro? 

        □ Sim     □ Não     □ Não sei   

10. Participa com regularidade (≥1 vez por ano) em cursos de formação contínua? 

         □ Sim     □ Não    

11. Está inscrito nalguma organização profissional (por exemplo, Associação Portuguesa de Fisioterapeutas (APFISIO))? 

         □ Sim     □ Não    

12. É educador clínico/monitor de estudantes/estagiários de fisioterapia? 

         □ Sim     □ Não    

13. Em média, quantas horas trabalha por semana? 

        □ <20 horas     □ 20-30 horas      □ 31-40 horas          □ >40 horas          

14. Em média, quantos doentes atende por dia? 

        □ 0     □ 1-5     □ 6-10         □ 11-15 □ >15 

15. Quantos fisioterapeutas a tempo inteiro trabalham consigo no local de trabalho onde maioritariamente presta cuidados? 

        □ 0     □ 1-5     □ 6-10         □ 11-15 □ >15 

16. Por favor, indique a percentagem do seu tempo total de trabalho que leva em cada tipo de atividade durante um mês típico 

como: 

        a) Prestador de cuidados a doentes 

        □ 0%     □ 5-25%     □ 30-50%         □ 55-75% □ 80-100% 

        b) Investigador 

        □ 0%     □ 5-25%     □ 30-50%         □ 55-75% □ 80-100% 

        c) Professor 

        □ 0%     □ 5-25%     □ 30-50%         □ 55-75% □ 80-100% 

17. Qual das seguintes opções melhor descreve o contexto demográfico do local de trabalho em que presta a maioria dos 

cuidados aos doentes? 

129.         □ Aldeia 

130.         □ Vila 

131.         □ Cidade 

        □ Não trato doentes 
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18. Por favor, indique o distrito do local de trabalho em que presta a maioria dos cuidados aos doentes. 

        □ Açores           □ Leiria  

        □ Aveiro 

        □ Beja 

        □ Braga     

        □ Bragança   

        □ Castelo Branco      

        □ Coimbra    

        □ Évora    

        □ Faro 

        □ Guarda 

         

         

          □ Lisboa 

        □ Madeira 

        □ Portalegre     

        □ Porto 

        □ Santarém 

        □ Setúbal   

        □ Viana do Castelo   

        □ Vila Real 

        □ Viseu 

  

        □ Não trato doentes 

19. Qual das seguintes opções melhor descreve o local de trabalho em que presta a maioria dos cuidados aos doentes? 

        □ Autarquia/Câmara Municipal 

132.         □ Centro de Medicina Física e Reabilitação 

133.         □ Centro de Saúde 

        □ Centro Geriátrico/Estrutura Residencial para Idosos 

        □ Clínica Privada 

134.         □ Clube ou Associação Desportiva 

 □ Cuidados ao Domicílio 

135.         □ Empresa Comercial, Industrial ou outra 

136.         □ Empresa de Prestação de Serviços de Saúde 

137.         □ Gabinete de Estética 

138.         □ Gabinete de Fisioterapia 

139.         □ Ginásio/Fitness Center 

140.         □ Hospital Privado 

141.         □ Hospital Público ou Parceria Público-privada 

142.         □ Instituição de Ensino Básico ou Secundário 

143.         □ Instituição de Ensino Pré-escolar 

144.         □ Instituição de Ensino Superior ou Centro de Investigação 

145.         □ Piscina 

146.         □ Spa 

147.         □ Termas 

148.         □ Unidade de Cuidados Continuados 

149.         □ Outro. Qual? _________________________ 

        □ Não trato doentes 

20. Qual das seguintes opções melhor descreve o tipo de problemas com que se depara? 
150.         □ Cardiorrespiratória 

151.         □ Cuidados Continuados e Paliativos 

152.         □ Cuidados de Saúde Hospitalar 

153.         □ Cuidados de Saúde Primários 

        □ Dermato-funcional 

        □ Desporto 

        □ Envelhecimento 

        □ Fisioterapia Aquática 

        □ Fisioterapia na Saúde dos Animais 

        □ Músculo-esquelético 

        □ Neurologia 

        □ Pediatria 

        □ Pessoas com Amputação 

        □ Saúde da Mulher 

        □ Saúde Mental 

        □ Outro. Qual? _________________________ 

        □ Não trato doentes 
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21. Qual das seguintes opções melhor descreve a maioria dos doentes com que se depara? 

        □ Pediátrico (≤18 anos) 

        □ Adulto (19–64 anos) 

        □ Geriátrico (≥65 anos) 

        □ Não trato doentes 

22. Em que escola concluiu a sua licenciatura em Fisioterapia? 

154.         □ Atlântica – Escola Universitária de Ciências Empresariais, Saúde, Tecnologias e Engenharia 

155.         □ Escola Superior de Saúde da Cruz Vermelha Portuguesa 

156.         □ Escola Superior de Saúde da Universidade de Aveiro 

157.         □ Escola Superior de Saúde de Leiria 

        □ Escola Superior de Saúde do Porto 

        □ Escola Superior de Saúde de Santa Maria 

        □ Escola Superior de Saúde de Setúbal 

        □ Escola Superior de Saúde do Alcoitão 

        □ Escola Superior de Saúde do Vale do Ave 

        □ Escola Superior de Saúde do Vale do Sousa 

        □ Escola Superior de Saúde Dr. Lopes Dias 

        □ Escola Superior de Saúde Egas Moniz 

        □ Escola Superior de Saúde Jean Piaget – Silves 

        □ Escola Superior de Saúde Jean Piaget – Vila Nova de Gaia 

        □ Escola Superior de Saúde Jean Piaget – Viseu 

        □ Escola Superior de Tecnologia da Saúde de Coimbra 

        □ Escola Superior de Tecnologia da Saúde de Lisboa 

        □ Instituto Superior de Saúde do Alto do Ave  

        □ Universidade Fernando Pessoa 

 

        □ Não concluí o meu ciclo de estudos em Portugal  
23. Tendo em conta as suas horas semanais, qual o seu principal sector de trabalho? 

158.         □ Público 

159.         □ Privado 

160.         □ Académico 

161. 24. Tendo em conta as suas horas semanais, trabalha mais: 

162.         □ Por conta própria 

163.         □ Por conta de outrem 

Esta secção do questionário é sobre as atitudes individuais relativamente à PBE, ao seu uso, benefícios e limitações.  
Para os itens seguintes, assinale a opção mais adequada para indicar a sua resposta.  
25. A aplicação da PBE é necessária na prática da fisioterapia.  

        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

26. A literatura e os resultados de investigação são úteis na minha prática clínica diária. 

        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

27. Preciso de aumentar o uso da evidência na minha prática clínica diária. 

        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

28. A adoção da PBE coloca uma exigência excessiva nos fisioterapeutas.  

        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

29. Estou interessado em aprender ou melhorar as competências necessárias para incorporar a PBE na minha prática clínica.  
        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

30. A PBE melhora a qualidade dos cuidados aos doentes. 
        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

31. A PBE não tem em consideração as limitações do meu contexto da prática clínica. 
        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

32. O meu rendimento financeiro poderá aumentar se eu incorporar a PBE na minha prática clínica.  
        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

33. Falta evidência forte para sustentar a maior parte das intervenções que eu uso com os doentes.  
        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  
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34. A PBE ajuda-me a tomar decisões acerca dos cuidados prestados aos doentes. 
        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

35. A PBE não tem em consideração as preferências dos doentes.  
        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

Para os itens seguintes, assinale a opção mais adequada para indicar a sua resposta para um mês típico. 

36. Leitura/revisão de investigação/literatura relacionada com a minha prática clínica. 
         □ ≤1 artigo                □ 2–5 artigos         □ 6–10 artigos         □ 11–15 artigos □ ≥16 artigos 

37. Utilização de literatura especializada e resultados de investigação no processo de tomada de decisão clínica.  

         □ ≤1 vez                □ 2–5 vezes         □ 6–10 vezes         □ 11–15 vezes □ ≥16 vezes 

38. Utilização da MEDLINE ou outras bases de dados para pesquisar literatura/investigação relevantes para a prática clínica. 

         □ ≤1 vez                □ 2–5 vezes         □ 6–10 vezes         □ 11–15 vezes □ ≥16 vezes 

A secção seguinte é sobre o uso individual e a compreensão de normas de orientação clínica para a prática (clinical practice 

guidelines). As normas de orientação clínica para a prática oferecem uma descrição das especificações padrão para os cuidados 

prestados a doentes com doenças específicas e desenvolvem-se mediante um processo formal de construção de consenso, que 

incorpora a melhor evidência científica de efetividade e opinião especializada disponível.  

Para os itens seguintes, assinale a opção mais adequada para indicar a sua resposta. 

39. Estão disponíveis normas de orientação clínica para tópicos relacionados com a minha prática. 

         □ Sim                □ Não         □ Não sei   

40. Procuro ativamente normas de orientação clínica relacionadas com áreas da minha prática. 

        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

41. Uso normas de orientação clínica na minha prática.  
        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

42. Tenho conhecimento de que as normas de orientação clínica para a prática estão disponíveis online. 

         □ Sim                □ Não    

43. Sou capaz de aceder online às normas de orientação clínica para a prática. 

         □ Sim                □ Não    

44. Sou capaz de conciliar as preferências dos doentes com as normas de orientação clínica para a prática. 

        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

A secção seguinte é sobre recursos disponíveis para aceder a informação e competências individuais na utilização desses 

recursos. 

Para os itens seguintes, assinale a opção mais adequada para indicar a sua resposta. Nos itens que referem o seu “local de 

trabalho”, baseie-se na unidade onde presta a maioria dos cuidados aos doentes. 

45. Tenho acesso a investigação atualizada através de revistas profissionais em formato de papel. 

        □ Sim                □ Não    

46. Sou capaz de aceder a bases de dados eletrónicas no meu local de trabalho. 

        □ Sim                □ Não         □ Não sei   

47. Sou capaz de aceder a bases de dados eletrónicas em casa ou noutros locais sem ser no meu local de trabalho.  

        □ Sim                □ Não         □ Não sei   

48. No meu local de trabalho fomenta-se o uso de investigação atualizada na prática clínica. 

        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

49. Aprendi os fundamentos para a PBE, como parte da minha formação académica. 

        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

50. Recebi formação formal em estratégias de pesquisa para encontrar a investigação relevante para a minha prática clínica. 

        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

51. Estou familiarizado/a com os motores de pesquisa clínica (por exemplo, MEDLINE, CINAHL, PEDro). 

        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

52. Recebi formação formal para analisar criticamente a literatura científica como parte da minha preparação académica.  

        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

53. Tenho confiança na minha capacidade para ler criticamente literatura especializada.  

        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  

54. Tenho confiança na minha capacidade para encontrar investigação relevante que responda às minhas questões clínicas.  

        □ Discordo totalmente     □ Discordo         □ Concordo         □ Concordo totalmente  
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Para o item seguinte, assinale a opção mais adequada para indicar a sua resposta para cada termo. 

55. A minha compreensão dos seguintes termos:  

32. Termo 

Compreendo 

Perfeitamente 

Compreendo 

Parcialmente 

Não 

Compreendo  

        a) Risco relativo (Relative risk) □ □ □ 

        b) Risco absoluto (Absolute risk) □ □ □ 

        c) Revisão sistemática (Systematic review) □ □ □ 

        d) Razão de chances (Odds ratio) □ □ □ 

        e) Meta-análise (Meta-analysis) □ □ □ 

        f) Intervalo de confiança (Confidence interval) □ □ □ 

        g) Heterogeneidade (Heterogeneity) □ □ □ 

        h) Viés de publicação (Publication bias) □ □ □ 

Para os itens seguintes, ordene os 3 mais importantes (1 = mais importante). 

56. Ordene as suas 3 principais barreiras ao uso de PBE na sua prática clínica. 
        ___ Tempo insuficiente 

        ___ Falta de recursos de informação 

        ___ Falta de competências de investigação 

        ___ Pouca capacidade para analisar criticamente a literatura 

        ___ Impossibilidade de generalizar os resultados da literatura à minha população alvo 

        ___ Incapacidade para aplicar os resultados da investigação a doentes com características específicas 

        ___ Falta de compreensão de análise estatística 

        ___ Falta de apoio coletivo por parte dos meus colegas de trabalho 

        ___ Falta de interesse 

 

57. Muito obrigado pela sua participação. Sem a sua ajuda este trabalho não se podia concretizar. Nós iremos continuar a 

desenvolver mias trabalhos relacionados com esta temática e gostaríamos de, mais uma vez, contar com o seu apoio nesta 

tarefa. 

Se tiver interesse em participar em estudos futuros, por favor indique a resposta sim e o seu e-mail. Se não quiser participar 

em mais estudos relacionados com este tema escolha a resposta não. 

         □ Sim. Declaro que gostaria de continuar a ser estudado e que é de minha espontânea vontade fazê-lo. _________________ 

         □ Não. A minha participação no estudo acaba neste momento.                                                                        (e-mail) 
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Annex XI – Evidence-based practice classification grid 
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Annex XII – Knee Osteoarthritis Clinical Vignette  
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A 65-year-old woman was referred by her general practitioner with a 3-year 

history of left knee pain, which was of insidious onset and has gradually worsened 

over time. She is a retired shop manager and usually enjoys gardening, but this 

has become difficult due to her knee problem. Her general health is good, despite 

being overweight and having mild hypertension. She also has pain in both hands. 

Today, she rates the intensity of her knee pain as 6 out of 10. Descending stairs, 

bending, and rising from sitting all aggravate her knee pain. She has some 

difficulty when walking and has started to use a cane outdoors. Her knee is stiff 

first thing in the morning and after staying in one position for too long. She finds 

some relief from an anti-inflammatory gel and takes up to three 200-mg ibuprofen 

tablets per day. Despite not having a radiograph, she feels her problem is due to 

arthritis, as her father had this. It is her first referral for physical therapy, and she 

is optimistic about its outcome. On examination, the left knee has a mild effusion 

and a valgus alignment. Flexion is limited, and the quadriceps femoris muscles 

are weak. The joint line is tender on palpation. No other examination findings are 

remarkable.  

Retrieved from: Holden, M. A., Nicholls, E. E., Hay, E. M., & Foster, N. E. (2008). Physical 

therapists’ use of therapeutic exercise for patients with clinical knee osteoarthritis in the United 

Kingdom: in line with current recommendations?. Physical Therapy, 88(10), 1109-1121.  



316  

 

 

 

 

 

 

 

 

 

 

  



317  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Annex XIII – Permission to use and adapt the Holden et al. 2008 

Clinical Vignette 
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Annex XIV – Knee Osteoarthritis Questionnaire 
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A secção seguinte é sobre informação demográfica individual. 

Para os itens seguintes, assinale a opção mais adequada para indicar a sua resposta.  

2.   Quais são as suas competências na língua Portuguesa? 

□ Sei ler, escrever e falar Português 

□ Não sei ler nem escrever, mas sei falar Português 

□ Sei ler e escrever, mas não sei falar Português 

□ Não sei ler, escrever ou falar Português 

3.   Exerce atualmente ou exerceu recentemente (há pelo menos 6 meses) funções como fisioterapeuta em Portugal? 

         □ Sim     □ Não    

4.   Qual é o seu sexo? 

         □ Masculino     □ Feminino    

5.   Qual é a sua faixa etária? 

        □ 20-29 anos     □ 30-39 anos    □ 40-49 anos         □ ≥50 anos  

6.   Tem atualmente uma cédula profissional de fisioterapeuta válida? 

         □ Sim     □ Não    

7.   Há quantos anos obteve a cédula profissional? 

        □ <5 anos     □ 5-10 anos     □ 11-15 anos         □ >15 anos          

8.   Qual o seu grau académico mais elevado? 

        □ Bacharelato 

        □ Licenciatura 

        □ Mestrado 

        □ Doutoramento 

        □ Pós-doutoramento 

        □ Outro. Qual?_________________________ 

9.   Tendo em conta o seu grau académico atual, gostaria de prosseguir os estudos no futuro? 

        □ Sim     □ Não     □ Não sei   

10. Participa com regularidade (≥1 vez por ano) em cursos de formação contínua? 

         □ Sim     □ Não    

11. Está inscrito nalguma organização profissional (por exemplo, Associação Portuguesa de Fisioterapeutas (APFISIO))? 

         □ Sim     □ Não    

12. É educador clínico/monitor de estudantes/estagiários de fisioterapia? 

         □ Sim     □ Não    

13. Em média, quantas horas trabalha por semana? 

        □ <20 horas     □ 20-30 horas      □ 31-40 horas          □ >40 horas          

14. Em média, quantos doentes atende por dia? 

        □ 0     □ 1-5     □ 6-10         □ 11-15 □ >15 

15. Quantos fisioterapeutas a tempo inteiro trabalham consigo no local de trabalho onde maioritariamente presta cuidados? 

        □ 0     □ 1-5     □ 6-10         □ 11-15 □ >15 

16. Por favor, indique a percentagem do seu tempo total de trabalho que leva em cada tipo de atividade durante um mês típico 

como: 

        a) Prestador de cuidados a doentes 

        □ 0%     □ 5-25%     □ 30-50%         □ 55-75% □ 80-100% 

        b) Investigador 

        □ 0%     □ 5-25%     □ 30-50%         □ 55-75% □ 80-100% 

        c) Professor 

        □ 0%     □ 5-25%     □ 30-50%         □ 55-75% □ 80-100% 

17. Qual das seguintes opções melhor descreve o contexto demográfico do local de trabalho em que presta a maioria dos 

cuidados aos doentes? 

164.         □ Aldeia 

165.         □ Vila 

166.         □ Cidade 

        □ Não trato doentes 
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18. Por favor, indique o distrito do local de trabalho em que presta a maioria dos cuidados aos doentes. 

        □ Açores           □ Leiria  

        □ Aveiro 

        □ Beja 

        □ Braga     

        □ Bragança   

        □ Castelo Branco      

        □ Coimbra    

        □ Évora    

        □ Faro 

        □ Guarda 

         

         

          □ Lisboa 

        □ Madeira 

        □ Portalegre     

        □ Porto 

        □ Santarém 

        □ Setúbal   

        □ Viana do Castelo   

        □ Vila Real 

        □ Viseu 

  

        □ Não trato doentes 

19. Qual das seguintes opções melhor descreve o local de trabalho em que presta a maioria dos cuidados aos doentes? 

        □ Autarquia/Câmara Municipal 

167.         □ Centro de Medicina Física e Reabilitação 

168.         □ Centro de Saúde 

        □ Centro Geriátrico/Estrutura Residencial para Idosos 

        □ Clínica Privada 

169.         □ Clube ou Associação Desportiva 

 □ Cuidados ao Domicílio 

170.         □ Empresa Comercial, Industrial ou outra 

171.         □ Empresa de Prestação de Serviços de Saúde 

172.         □ Gabinete de Estética 

173.         □ Gabinete de Fisioterapia 

174.         □ Ginásio/Fitness Center 

175.         □ Hospital Privado 

176.         □ Hospital Público ou Parceria Público-privada 

177.         □ Instituição de Ensino Básico ou Secundário 

178.         □ Instituição de Ensino Pré-escolar 

179.         □ Instituição de Ensino Superior ou Centro de Investigação 

180.         □ Piscina 

181.         □ Spa 

182.         □ Termas 

183.         □ Unidade de Cuidados Continuados 

184.         □ Outro. Qual? _________________________ 

        □ Não trato doentes 

20. Qual das seguintes opções melhor descreve o tipo de problemas com que se depara? 
185.         □ Cardiorrespiratória 

186.         □ Cuidados Continuados e Paliativos 

187.         □ Cuidados de Saúde Hospitalar 

188.         □ Cuidados de Saúde Primários 

        □ Dermato-funcional 

        □ Desporto 

        □ Envelhecimento 

        □ Fisioterapia Aquática 

        □ Fisioterapia na Saúde dos Animais 

        □ Músculo-esquelético 

        □ Neurologia 

        □ Pediatria 

        □ Pessoas com Amputação 

        □ Saúde da Mulher 

        □ Saúde Mental 

        □ Outro. Qual? _________________________ 

 

        □ Não trato doentes 
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21. Qual das seguintes opções melhor descreve a maioria dos doentes com que se depara? 

        □ Pediátrico (≤18 anos) 

        □ Adulto (19–64 anos) 

        □ Geriátrico (≥65 anos) 

        □ Não trato doentes 

22. Em que escola concluiu a sua licenciatura em Fisioterapia? 

189.         □ Atlântica – Escola Universitária de Ciências Empresariais, Saúde, Tecnologias e Engenharia 

190.         □ Escola Superior de Saúde da Cruz Vermelha Portuguesa 

191.         □ Escola Superior de Saúde da Universidade de Aveiro 

192.         □ Escola Superior de Saúde de Leiria 

        □ Escola Superior de Saúde do Porto 

        □ Escola Superior de Saúde de Santa Maria 

        □ Escola Superior de Saúde de Setúbal 

        □ Escola Superior de Saúde do Alcoitão 

        □ Escola Superior de Saúde do Vale do Ave 

        □ Escola Superior de Saúde do Vale do Sousa 

        □ Escola Superior de Saúde Dr. Lopes Dias 

        □ Escola Superior de Saúde Egas Moniz 

        □ Escola Superior de Saúde Jean Piaget – Silves 

        □ Escola Superior de Saúde Jean Piaget – Vila Nova de Gaia 

        □ Escola Superior de Saúde Jean Piaget – Viseu 

        □ Escola Superior de Tecnologia da Saúde de Coimbra 

        □ Escola Superior de Tecnologia da Saúde de Lisboa 

        □ Instituto Superior de Saúde do Alto do Ave  

        □ Universidade Fernando Pessoa 

 

        □ Não concluí o meu ciclo de estudos em Portugal  
23. Tendo em conta as suas horas semanais, qual o seu principal sector de trabalho? 

193.         □ Público 

194.         □ Privado 

195.         □ Académico 

196. 24. Tendo em conta as suas horas semanais, trabalha mais: 

197.         □ Por conta própria 

198.         □ Por conta de outrem 

A secção seguinte é sobre tratamento de doentes com osteoartrose do joelho. 

Para os itens seguintes, assinale a opção mais adequada para indicar a sua resposta. 

25. Tratou algum doente com osteoartrose do joelho nos últimos 6 meses? 

         □ Sim                □ Não    
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26. De acordo com o seguinte cenário clínico, ordene 5 intervenções que considera importante administrar (1= mais importante).  

 

Cenário clínico: 

 

Uma mulher com 65 anos foi referenciada pelo seu médico de família, com uma história clínica de 3 anos de dor no joelho 

esquerdo, de início insidioso que tem vindo a piorar gradualmente. Ela é uma gerente de loja aposentada que faz habitualmente 

jardinagem, atividade que se tem tornado difícil devido ao seu problema no joelho. A sua saúde geral é boa, apesar de ter excesso 

de peso e hipertensão moderada. Também tem dor em ambas as mãos. Hoje, ela perceciona a sua dor no joelho com uma 

intensidade de 6 em 10. Atividades como descer escadas, dobrar-se e levantar-se a partir da posição de sentada, todas agravam 

a sua dor no joelho. Ela tem alguma dificuldade a caminhar e começou a usar uma bengala fora de casa. O joelho apresenta 

rigidez matinal e após estar muito tempo na mesma posição. Ela encontra algum alívio com a aplicação de um gel anti-

inflamatório e toma até três comprimidos de 200mg de ibuprofeno por dia. Apesar de não ter uma radiografia, ela sente que o 

seu problema se deve à artrose, uma vez que o seu pai tinha essa doença. É a primeira vez que faz fisioterapia e está otimista 

quanto ao resultado. Ao examinar, o joelho esquerdo apresenta um leve edema e valgismo. A flexão está limitada e os músculos 

do quadricípite femoral estão fracos. A interlinha articular apresenta-se sensível à palpação. Nenhum outro resultado de exame 

é digno de anotação. 

 

        ___ Acompanhamento nutricional 

        ___ Acupunctura 

        ___ Alongamentos  

        ___ Auxiliares de marcha  

        ___ Corrente Interferencial 

        ___ Electroacupunctura 

        ___ Estimulação Eléctrica NMES 

        ___ Estimulação Eléctrica TENS 

        ___ Exercícios Aeróbicos  

        ___ Exercícios de Equilíbrio  

        ___ Exercícios de Força 

    ___ Hidroginástica 

    ___ Kinesio Tape 

    ___ Laserterapia de Alta Intensidade 

    ___ Laserterapia de Baixa Intensidade 

    ___ Magnetoterapia 

    ___ Moxabustão 

    ___ Ortótese 

    ___ Palmilhas 

    ___ Plataforma Vibratória Oscilante 

    ___ Sessões de Educação/Auto-cuidado 

    ___ Spa 

        ___ Tai Ji 

        ___ Tape 

        ___ Terapia Manual 

        ___ Terapia por Ondas de Choque 

        ___ Terapia por Sanguessugas 

        ___ Termoterapia 

        ___ Ultra-som Terapêutico 

        ___ Ventosaterapia 

         

         

        ___ Outro (especifique) __________ 

 

27. Muito obrigado pela sua participação. Sem a sua ajuda este trabalho não se podia concretizar. Nós iremos continuar a 

desenvolver mias trabalhos relacionados com esta temática e gostaríamos de, mais uma vez, contar com o seu apoio nesta 

tarefa. 

Se tiver interesse em participar em estudos futuros, por favor indique a resposta sim e o seu e-mail. Se não quiser participar 

em mais estudos relacionados com este tema escolha a resposta não. 

         □ Sim. Declaro que gostaria de continuar a ser estudado e que é de minha espontânea vontade fazê-lo. _________________ 

         □ Não. A minha participação no estudo acaba neste momento.                                                                        (e-mail) 
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Annex XV – Knee Osteoarthritis classification grid 
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