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EmidonuioAoyia OcteoapBpiTidag

27.000.000 aropa pe OA otnVv
AUEPIKN

Etioio k6oTto¢ 100 OIC Ewg TO
2020
16% TWV ATOPWV > 45 eTWV

OA yovartoc: 40% Twv
aTOMWYV >70 €TWV

ATTO auToug 25% 0ev NTTOPOUV
VA KUKAOQOPNOOUV £Cw ATTO
TO OTTITI
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EtTimTtwon OA oTnv ©sococaAia

)
o¥A0 eninTazn (e | S5 AIATTHMA

OZTEOAPOPITIAA (ZYNOAO)

N cssr1ze ey | 17,82 16,5 - 19,34
['uvaikeg 12,96 11,84 — 14,23
Avopeg 4,86 4,35 -5,43

2YMINTQMATIKH OXTEOAPOPITIAA TONATOZ

['uUvaikeg 11,3 9,76 — 13,09

Avopeg 2,99 2,6 —3,42
OXZTEOAPOPITIAA XEPIQN

['uUvaikeg 0,99 0,76 — 1,25

Avdpeg 0,70 0,56 — 0,86
OZTEOAPOPITIAA IZXIOY

['uvaikeg 0,64 0,43 -0,89

Avopeg 1,17 0,99 -1,38

Anagnostopoulos | et al. BMC Musculoskelet Disord. 2010 May 26;11:98
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OaoT1e0apOpiTIda XEPIWV: Hia ETEPOYEVIC VOOOC

Olwdnc ooTeoapbpiTida
PAeyuovwodng ooteoapBpiTida
AlaBpwTIKr) ooTE0apBPITIOO
OaoTeoapBpitida Bdong avrixeipa

Koutpouumag A. PhD Thesis
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OaoT1eoapOpiTida: pia vOoog UE TTOANEC EVTOTTIOEIC ) TTOAAEC VOO0,

NO OA
13%

Knee OA Hip OA

Figure 1 Venn diagram detailing pattern of OA (%).
“

 2UOXETIOEIC:

OA yovATwV Pe cwpaTiko Bapog kai aAirrn pala (OR 1.49 [1.32-1.68] & 2.05 [1.6-
2.62], avrtioToixa)

OA xepiwv pe peTaBoAikd ouvdpopo (OR 1.46 [1.06-2.02])

Visser, Ann Rheum Dis 2014 (e-pub ahead of print), Abraham, BMC Musculoskeletal Disorders 2014
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KAIvikoi uttoTtuTrol Tng OA

e 1°S d1OXWPICHOG
— [MNpwToTra6nc / 1010TTa0NC

— AguTepotradnc (YTToKEIMEVA aiTIO-
VOOOAOYIKEC OVTOTNTEC)



KAIvikoi uttoTtuTrol Tng OA

¢ 2°5 JIAXWPICHOG
— YTTEQTPOPIKN

— ATpo@IKN (cuoxETion ue rapidly destructive
arthropathy)



KAIvikoi uttoTtuTrol Tng OA

* [MTpwToTraONC vevikeuuevn olwdnc (nodal)
OA

o AlaBpwTikn / eAeypovwdnc OA



[TpwToTtraBnc OA

« Xépla
— Odwodng
— AlaBpwrTikn (interphalangeal)
— scaphometacarpal(1st CMC)
— scaphotrapezial



AguTepOTTOONC 00TEOQPOPITION

Aitieg deutepoTTaBOOUC OO TEOQPOBPITIONG
MeTaoAIKN

—A[.‘;Gpl'Tléd atrd evattofeon KPUoTAAAWYV (OUpPIKN, XovOpaoBEoTwon
KATT

— AlgoxpwuaTWON
— Qxpovoaoia
— Noéoog Wilson
— MeyaAakpia
AVOTOMIKN
— Em@uoloAioBnon pnplaioag KepaAnig
— 2UYYEVEG £capBpnua 1oxiou
— Em@uolakeg duoTTtAaaieg
— AviooOKeAia
— Legg — Perthe vooog
— 2UvOpPOMQa UTTEPKIVNTIKOTNTAG



AguTepOTTOONC 00TEOQPOPITION

AiTieg deuTepoTTaO0UC 0OTEOQPOPITIONOG
TPAUMATIKNA

— Meidwv Tpauua

— EvOapBpIKO KaTayua / 00TEOVEKPWON

— EvdoapBpikn etTréuaon (1T.X EKTOUN
MNVioKOU)

DAsypovwdng
— KaBe pAeypovwdnc apBpitida
— 2NTITIKN apBpiTida



[ EVIKO oupTITWUATA

* [1ovog

- Ogug

— XpOVIOC — 00NYEl o€ ayxwon
dlaTapaxn/KatadAIpn

« AuoKapyia

YOpapbpocg

Napapopewaon Tng apBpwong

[TeplopIOUOC KIVACEWY TNC ApBpwaonc

* Kpiypog

AoTtaBeia NG apBpwang



OA GKpwV XEIPWV

2UUTTTWHATO
AAyoC aTnVv Xpnon, Nmma Tpwivr) duokKauyia
2UUTITWMPATA N OUVEXN

ATTWAEIO Kivnong Kal AEITOUPYIKOTNTAG TTOU
eTnpealouv TNV AsitoupyikotnTa Twv AA & TNV
TToloTnTa {wNng

KAaoikEg Boclg: 15t CMC, DIP, PIP, MCPs 2 kai 3
2nNMEia

Heberden olia, Bouchard olia, oidnua /
TTapauopewaon (atrokAion, utrecapbpnua 1t CMC)
TTOU OTOXEUOUV OUYKEKPIMEVEC OPOPWOEIC

— DIP, PIP, 1st CMC, MCPs 2 kai3



KAWLk €€€taon - evpnuata

[Movoc otnv Meploplopoc
noonTKn apOpLKAC
Klvnon KLVNTLKOTNTOLG

Evalobnola
apBpwoewv

OoTtIKn
SLoykwon /

nopapopdpwaon

Yypo otnv

gl apBpwon

AotaBela tnC Muikn
apBpwaonc atpodia




EpyaoTnpiakog EAEYX0C

® AKTIVOAOYIKOG EAEYXOC
ATTAEC AKTIVOYPAPIEC

® ATTAOC aINOTOAOYIKOC EAEYXOC

* Ecétaon apBpikou uypou
["evIKN €¢ETaON
Mn @Aeypovwdeg (<2000 kuTtTapa/mms)
MIKpOOKOTTNON (ATTOUCIia KPUOTAAAWYV)



OA ka1 MRI

Accepted propositions for definition of OA on MRI after Delphi voting completion

FPreamble

1 MEI changes of OA may occur in the absence of radiographic findings of OA.

2 MEI may add to the diagnosis of OA and should be incorporated mto the ACE diagnostic criteria including X-ray. clinical and
laboratory parameters.

3 MERI may be used for inclusion m clinical studies according to criteria defined above but should not be a primary diagnostic tool 1
a clinical setting.

4 Certain MEI changes 1 1solation including cartilage loss, cartilage compositional change, cystic change and bone marrow lesions,
ligamentous and tendinous damage. memscal damage. and effusion and synovitis are not diagnostic of osteoarthritis.

5 No single ME finding is diagnostic of knee OA.

6 MRI findings indicative of knee OA may mclude abnormalities in all tissues of the joint: bone, cartilage meniscus, synovium,
ligament and capsule.

7 Grven the multiple tissue abnormalities detected by MRI in OA, diagnostic criteria are likely to involve several possible
combinations of features.

8 Definite osteophyte formation 1s indicative of osteoarthritis. y

9 Joint space narrowing assessed by (non-weight bearing) MRI cannot be used as a diagnostic criterion.

Hunter DJ et al. Osteoarthritis Cartilage. 2011 ; 19(8): 963—969



OpoAoyia

Term

Definition

Heberden and Bouchard nodes

Nodal OA

MNon-nodal OA
Erosive OA

Generalised OA
Thumb base OA
Gold standard

Clinically defined posterolateral firn/hard swellings. Heberden: distal IPJ; Bouchard:
proximal PJ.

Nodes can occur with or without radiological and/or clinical abnormalities
characteristics of HOA.

Heberden and/or Bouchard nodes plus underlying IPJ OA, defined clinically and/or
radiologically.

IPJ OA, defined clinical and/or radiographically, without nodes

Subset of HOA defined radiographically by subchondral erosion, cortical destruction and
subsequent reparative change, which may include bony ankylosis.

HOA plus OA at other sites.
First CMCJ with or without STJ OA
The diagnostic reference used for a particular study

CMCJ, carpometacarpal joint; HOA, hand OA; IPJ, interphalangeal joint; OA, osteoarthritis; STJ, scapho-trapezioid joint.






OocTteoapOpiTIdOa XEIPWV
AAIVIKD ElKOV

 [16vocg Kal ATTIA TTPWIVA
OUCOKaNWIa

 Ta ouptTTWMOTO Eival
OIaAEITTOVTA KAl ApOpPOouUV
OUYKEKPIMEVEC APOPWOEIC
OTTWC: TIC ATTW & £yyucg PO,
TNV BAon ToU avTixeipa, TNV
MT® TOU O€IKTN KAl HECOU
OOKTUAOU

* [Napouaoia olIdiwv Heberden &
Bouchard







AloBpwtikn OA

MpooBaAAeL DIPs, PIPs

TUuTILKQ, €XEL OEElal Evapen UE EVTOVO TTOVO Kol
ONUOVTLKN EKTTTWON TS AELTOUPYLKAC LKAVOTNTOLC

O eéapoelc ouvnBwc £xouv onueLa Ko
oupTWHOTA GAEYUOVNC

2UXVA cUVUTTOPXEL pkpn avénon tnc CRP



AguTepOTTOONC 00TEOQPOPITION

Artieg deutepotTaBoUg ooTEOQPOBPITIONG
MeTaOAIKN

— ApBpiTida atrd evatmrdBeon KpUaTAAAWYV (OUpPIKH,

XovOPaOoBECTWON KATT)

— AlyoxpwudaTtwon

— Qxpovoaoia

— N6oog Wilson

— MeyaAakpia
AvVOTOMIKN

— EmiuoloAioBnon unpiaiag KePaAng

— 2UYYEVEC €CApBpnua 1o0xiou

— Em@uolakeg QUOTTAATIEC

— AviocooKeAia

— Legg — Perthe voéoog

— 2UVOPONA UTTEPKIVNTIKOTNTOC



AguTepOTTOONC 00TEOQPOPITION

AiTieg deuTepoTTaO0UC 0OTEOQPOPITIONOG
TPAUMATIKNA

— Meidwv Tpauua

— EvOapBpIKO KaTayua / 00TEOVEKPWON

— EvdoapBpikn etTréuaon (1T.X EKTOUN
MNVioKOU)

DAsypovwdng
— KaBe pAeypovwdnc apBpitida
— 2NTITIKN apBpiTida



AlaBpwrTikry OA: ATTIA aviKavoTnTa

Function Index |EHOA nonE-HOA RA LDAS/
remission

FIHOA(0-30) 10.4%6.7 6.0%4.9 7.1%6.8

AUSCAN(0-36) |15.7%10.4 9.2+8.5 10.2%10.2

More functional impairment in EHOA than nonE-HOA or
controlled inflammatory arthritis

7.3% of patients have HAQ>0.5

Wittoek Arthritis Rheum 2012:;64:1430



Mepioxég TPpooBOANG O€ ooteoapOpitida
xepwv (HOA), diaBpwTtiki OA, ywpIaoIKi
apOpiTida Kal peupaToEIdON ApPBPITIO

Rheumatoid arthritis
Psoriatic arthritis — Psoriatic arthritis —

DIPJ pattern dactylitis pattern
(arthritis, osteitis,

adjacent peri-grticular
inflammation) Ann Rheum Dis 2009:68:8—17



Alayvwon -SOS

In clinical practice the diagnosis of OA
should be made on the basis of your
history and physical examination and the
role of radiography is to confirm this
clinical suspicion and rule out other

conditions

loropiko, emmiokorrnon, KAivikn eééraon =
Aiayvwon

A/a emiBefaiwon

Hunter DJ et al. Rheum Dis Clin North Am. 2008; 34(3): 623-643



Alayvwaon tn¢ OA Xepiwv

« KAIVIKO XapakKTnpIoTIKA €ival Ta olidia Heberden
Kal Bouchard, kai n ooT1ik d1I0yKwon JE N XWEIg
uTTECAPOPNUA OTIC APOBPWOEIC:

— DIP, PIP
—1n CMC
— MCPs 2 kai3

* ApBpaAyiec ye TN XpNnon, NTma/KaBoAou TTpwivn
OUOKAMWIa o€ apBpwWaEIC TTOU TTpoavapEpOnKav

* Ala ommoBotrpdoBia(Face) dev xpeialeTal

— Xpeladetal yOVo yia va aTToKAEIOBEI auvuTTap-
XOuo«a VOOO(C



AKTIVOAOYIKO eupnuaTa

OA XEPIWYV

« OoTeoOQuUTA

¢ 2TEVWON pecapBpiou

* YTTOXOVOpPIa OKANpuUvon
* YTTOXOVOPIEC KUOTEIC

* YTrecapOpnua (TTAdyio)

AlaBpwTtiki OA

OA YEPIWYV Kal:

* AlaBpwoeig (SOS)
* AYKUAWON
* [leploaTiTIdOQ



AKTIVOAOYIKO eupnuaTa

OoTeduTa, 21EVvwon heoapBpiou, YTToxovoplia okArjpuvon, YTToxovOopIEC KUOTEIC
Y1recdpBpnua (TTAayio) - AlaBpwoceig (SOS), AykuAwaon, lNeplooTiTida




Altman RD OA Cart 2007;15:A1












2. UYKPITIKI QKTIVOAOYia @aAayyo@alayyiKwy apBpwoewyv

®



Psoriasis VS. Erosive OA

« Whiskering * Interdigitation
« New bone « Central collapse
 Mouse ears « Gull wings



Metad tic anw palayyodadayyikec, n 1" KMK apBpwon eivat n cuxvotepa mpooBaAlopevn
aro ooteoapbpitida eEPLOX) OTOV KAPTIO KAl TO XEPL.

Quotkn e€€ALEN: XaAdpwon cuvdEopwy, TP ootwy, Kataotpodr apbpikol xovdpou,
oTEVWON HeoapBplov dtaotpatog & vpevitda



Signs & Symptoms of CMC joint OA

m [enderness

m Deformity

m Stiffness -
r : m\" i rr‘;t)omet pal

m Swelling
m \Weak pinch and grip

m Poor function



KAwikA elkova ooteoapBpitidag tng fAcnG Tov avtixepa ;

TAPOUCLALETOL TUTILKA :

e 0o¢ yuvaikec nAkiacg 50-70 eTwv YE TTOVO 0TNV KEPKLOLKN TTAEUPA TOU QVTIXELPAL.
* 0€ VEEC YUVOLKEC LE YEVIKEUMEVN XOAAPWON TWV CUVOECUWV)

* UE KPAUTEC KUPLWC oTo YpaLuo.

MNovog

Eudavion abopuBa, o€ UAVEC EWC ETWV, XELPWVOKTIKEC EPYAOLEG,

OTIWC TL.X. OTAV YUPLLEL TO TTOUOAO HLAC TTOPTAC, avolyel Eva Soxelo

Aduvapia Tou avtixelpa, movo otnv KEPKLOLKN TTAEUPA TOU KOPTIOU | OTOV KOPTIO
Kol KpLYHO otV Baon tou avtixelpa.

O movoc avakoudileTal e TNV OVATIAUGCH, TOUC vapBnKecg, ) tnv xpnon M2ZAQ.

Tu npoBAfRpata dnpiovpyet n ooteoapBpitida tne BAong Tou aviixepa ;

Ol aoBeveic SuokoAevovTal va TILACOUV 1] VO KPOTAOOUV EVOL OVTLKELUEVO

AAAa cupmTWHOTA

Aldykwon kat evatoBnoia tng 11 KMK apBpwong

Kplylog pe TIC oTPOdLKEC KIVNOELG (ECtV UTTAPYOUV TTPOXWPNUEVEC EKQUALOTIKEC AAAOLWOELC).

®



«TETPAYWVLOMACH» XEPLOU (ONUELO «WHOUY»)
H Bdon tou avtixelpa Sloykwvetal oxnuati{ovtog Eva oTPOoYYUAO EMAPLOL,
YVWOTO WC onueio Tou «wpou» (shoulder sign).

H mapapopdwon avth eival anotéAeopa atpodiog TwV YELTOVIKWY HUWVY,
une€apBOpnpuatog tng 1" KMK, oxnuatiopov ooteodpuTwyv

Kall emipovng €AENG Tou TEvovta Tou pakpoU armaywyou

oTn BAon Tou UETAKAPTILOU TOU QVTIXELPAL.

O avtixelpac PalveTOL KTETPAYWVLIOUEVOCY Kal
napopopdwveTaLl o€ KA N Kal mpooaywyn.

H petakapriodpadayyikn apOpwon UTEPEKTELVETAL OTN TIPOOTIABELA TNC
va avtlotaBuiosl tTnv aduvapia EKTaong Tou aviixelwpa, EMOEWVWVOVTAC TOV TTOVO.



O avtixelpoac koAAapapetal pEca otnv TOAAUN,
PoKaAwvTaC MapapopPwon TUTou «{LyK-(oyK».

Y& mpoxwpnueva otadla, n Kok evBuypappLlon Twv ootwv tTn¢ CMC1 dpBpwong
UTTOXPEWVEL TOUC TEVOVTEG TTOU OUVOEOVTOL LE TOV AVTIXELPA VO TIPOKOAEGOUV

KEPKLOLKI OTTOKALON KOl EKTOOT TNC BACNC TOU OVTLXELPO KOL UTLEPEKTAON TWV POAAYYWV
ToUu avtixelpa, odnywvrtac o€ mapapopdwaon tumou «{yk-layk» (zig-zag i Z- deformity).
H Baon tou avtiyelpa SLOYKWVETOL OTIPWYVOVTAC TO EMTOPLO TOU BEvapocg

TPOC TO LECO TNC TTAAAUNC, EVW Ol PAAAYYEC TOU QVTIXELPO UTIEPEKTEIVOVTAL.

®



2YNTHPHTIKH ©OEPANMEIA OA XEPIQN

SOS: H OA eilvall pOvVOo Ot XEPLAL;



2019 American College of Rheumatology/Arthritis Foundation Guideline for the
Management of Osteoarthritis of the Hand. Hin. and Knee

Strangly
recommended

Conditionally
recommended
HAND KNEE HIP
[ Exercise’ ]
[ Self-Efficacy and Self-Management Programs ]
[ Wreight Loss J
[ Tai Chi ]

( = ]

1" CMC Orthosis ] [ TF Knee Brace™ ]

Heat, Therapeutic Coaling

Acupuncture ]

[ Cognitive Behavioral Therapy ]

Kinesiotaping J

[ Balance Training }

[ Other Hand Orthoses"‘] [ PF Knee Brace " ]

[ Paraffin ] Yoga

[ Oral NSAIDs ]

[ Topical NSAIDs ] 1 Topical NSAIDs
| I-A Steraids [ I-A Steraids (Imaging-Guidance for Hip)

PHYSICAL, PSYCHOSOCIAL, and MIND-BODY APPROACHES

Acetaminophen

Tramadol

U G ) SR

PHARMACOLOGIC APPROACHES

[
[
[ Duloxetine
[

Chondroitin ][ Taopical Capsaicin ]




2019 American College of Rheumatology/Arthritis Foundation Guideline
for the Management of Osteoarthritis of the Hand, Hip, and Knee

A B
HAND KNEE HIP

Strongly
Against

Bisphosphonates

Conditionally

HAND KNEE HIP Against

Glucosamine

Hydroxychloroquine

TENS
Methotrexate

TNF Inhibitors

s R\
lontophoresis Manual Therapy (with or without exercise)
IL-1 Receptor Antagonists

. 4
@ B
Massage Therapy

Stem Cell Injection

Chondroitin

Intra-Articular Hyaluronic Acid ] I-A Hyaluronic Acid

[ Intra-Articular Botulinum Toxin

e/

Modified Shoes

M

Y4
J\

Wedged Insoles

Topical Capsaicin ] [ Prolotherapy

PHARMACOLOGIC APPROACHES

Pulsed Vibration Colchicine

Therapy

PHYSICAL, PSYCHOSOCIAL, and MIND-BODY APPROACHES
Y
J\

Non-Tramadol Opioids

Fish Oil

frm— T S () ey
O B e

Vitamin D

@

Arthritis & Rheumatology, Volume: 72, Issue: 2, Pages: 220-233, First published: 06 January 2020, DOI: (10.1002/art.41142)



ddapuaka

Intervention

Joint

Hand

Knee

Hip

Topical nonsteroidal antiinflammatory drugs

Topical capsaicin

Oral nonsteroidal antiinflammatory drugs

Intraarticular glucocorticoid injection

Ultrasound-guided intraarticular glucocorticoid injection

Intraarticular glucocorticoid injection compared to other injections

Acetaminophen

Duloxetine

Tramadol

Non-tramadol opioids

Colchicine

Fish oil

Vitamin D

Bisphosphonates

Glucosamine

Chondroitin sulfate

Hydroxychloroquine

Methotrexate

Intraarticular hyaluronic acid injection

(First carpometacarpal)

Intraarticular botulinum toxin

Prolotherapy

Platelet-rich plasma

Stem cell injection

Biologics (tumor necrosis factor inhibitors, interleukin-1 receptor antagonists)

Strongly recommended

Conditionally recommended against

Conditionally recommended
Strongly recommended against

No recommendation




Duoikd kal GAAa péoa

Intervention Joink "
Hand Knee Hip
Exercise
Balance training
Weight loss

Self-efficacy and self-management programs

Tai chi

Yoga

Cognitive behavioral therapy

Cane

Tibiofemoral knee braces

(Tibiofemoral)

Patellofemoral braces

(Patellofemoral)

Kinesiotaping

(First carpometacarpal)

Hand orthosis

(First carpometacarpal)

Hand orthosis

(Other joints)

Modified shoes

Lateral and medial wedged insoles

Acupuncture

Thermal interventions

Paraffin

Radiofrequency ablation

Massage therapy

Manual therapy with/without exercise

lontophoresis

(First carpometacarpal)

Pulsed vibration therapy

Transcutaneous electrical nerve stimulation

Strongly recommended

Conditionally recommended against

Conditionally recommended
Strongly recommended against

No recommendation




Table 1. Summary of clinical trials of hand osteoarthritis: topical therapies

Trial Treatment MNo. of pts Duration  Outcomes Results
(wk)
Topical NSAIDs vs placebo
Altman et al.[71] Diclofenac sodium 1% 385 8 Pain intensity {100-mm VAS); All outcome measures improved 40-45% from baseline to wk 4
gel 4g (2 g per hand) AUSCAN total score; global and 6. Active treatment significantly superior to placebo on all
qid vs placebo gel rating of disease outcome measures. Gl AEs were infrequent. No treatment-related
cardiovascular or other serious AEs were reported
Topical NSAIDs vs oral NSAIDs
Zacher et al.[*2] Diclofenac sodium 321 3 Pain (100-mm VAS); pain at Topical diclofenac and oral ibuprofen were equally effective on all
diethylamine 1.16% rest; disease activity; pain on outcome measures. Topical diclofenac caused fewer AEs,
gel gid vs oral ibuprofen movement; morning stiffness; discontinuations due to treatment-related AEs (1.2% vs 8.3%) and
400 mg tid quality of life treatment-related Gl AEs (0.6% vs 5.1%) compared with ibuprofen
Topical capsaicin
McCarthy and Capsaicin 0.075% cream 14 “ Pain (100-mm VAS and Capsaicin was associated with improvements in VAS-rated pain
McCarty”] or vehicle cream qid categorical rating); tenderness;  and tenderness. Other outcome measures were not significantly

morning stiffness; function;
grip strength; swelling

improved. Application site burning was the only AE

AE =adverse event;, AUSCAN = Australian/Canadian Hand Osteoarthritis Index; Gl = gastrointestinal; NSAID = nonsteroidal anti-inflammatory drug, pt(s) = patient(s), gid=4 times

daily; tid =3 times daily; VAS =visual analogue scale.

Drugs Aging 2010; 27 (9)

&



Current Rheumatology Reports (2019) 21:47
https://doi.org/10.1007/s11926-019-0846-5

COMPLEMENTARY AND ALTERNATIVE MEDICINE (S KOLASINSKI, SECTION EDITOR)

®

Check for
Yoga for Osteoarthritis: a Systematic Review and Meta-analysis updates

Romy Lauche " - David J. Hunter? - Jon Adams' - Holger Cramer '

Only one trial examined the effects of yoga on osteoarthritis of the hand
Twenty-five patients were randomised to either lyengar yoga for 10 weeks
(once per week, 60 min each), or usual care

The authors found significant effects only on pain during activity
but not on pain at rest or disability.

Risk of bias was unclear or high for each domain. No safety information was reported.



Exercise for Hand Osteoarthritis: A Cochrane
Systematic Review

Nina @sterés, Ingvild Kjeken, Geir Smedslund, Rikke H. Moe, Barbara Slatkowsky-Christensen,
Till Uhlig, and Kére Birger Hagen

ABSTRACT. Objective. To assess the benefits and harms of exercise compared with other interventions, including
placebo or no intervention, in people with hand osteoarthritis (OA).
Methods. Systematic review using Cochrane Collaboration methodology. Six electronic databases
were searched up until September 2015. Inclusion criteria: randomized or controlled clinical trials
comparing therapeutic exercise versus no exercise, or comparing different exercise programs. Main
outcomes: hand pain, hand function, finger joint stiffness, quality of life, adverse events, and
withdrawals because of adverse effects. Risk of bias and quality of the evidence were assessed.
Results. Seven trials were included in the review, and up to 5 trials (n = 381) were included in the
pooled analyses with data from postintervention. Compared to no exercise, low-quality evidence
indicated that exercise may improve hand pain [5 trials, standardized mean difference (SMD) -0.27,
95% CI -0.47 to —0.07], hand function (4 trials, SMD —0.28, 95% CI —0.58 to 0.02), and finger joint
stiffness (4 trials, SMD —-0.36, 95% CI -0.58 to —0.15) in people with hand OA. Quality of life was
evaluated by 1 study (113 participants) showing very low-quality evidence for no difference. Three
studies reported on adverse events, which were very few and not severe.
Conclusion. Pooled results from 5 studies with low risk of bias showed low-quality evidence for small
to moderate beneficial effects of exercise on hand pain, function, and finger joint stiffness postinter-
vention. Estimated effect sizes were small, and whether they represent a clinically important change
may be debated. (J Rheumatol First Release October 15 2017; doi:10.3899/jrheum.170424)
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Exercise No exercise

Study or Subgroup Mean SD Total Mean

SD Total Weight

Std. Mean Difference
IV, Random, 95% CI

Std. Mean Difference
IV, Random, 95% CI

Risk of Bias
ABCDEFG

1.1.1 End of treatment scores/Short-term scores

Dziedzic 2015 43 22 58 4.4
Hennig 2015 42 2.2 37 4.8
Lefler 2004 08 08 6 1.4
Nery 2015 38 24 30 51
Osteras 2014 3.7 21 57 4.4
Subtotal (95% CI) 188

Heterogeneity: Tau? = 0.00; Chi* = 2.55, df = 4 (P =

Test for overall effect: Z = 2.60 (P = 0.009)

Total (95% Cl) 188

Heterogeneity: Tau® = 0.00; Chi* = 2,55 df =4 (P =

Test for overall effect: Z = 2.60 (P = 0.009)

Test for subgroup differences: Not applicable

Ri { bi I

(A) Random sequence generation (selection bias)
(B) Allocation concealment (selection bias)

22 57 30.7%
2 4 18.7%
1.5 10 3.9%
26 30 15.5%
2 62 31.2%
193 100.0%

0.63); I =0%

193 100.0%
0.63); 1P = 0%

(€) Blinding of participants and personnel (performance bias)
(D) Blinding of outcome assessment (detection bias): Self-reported outcomes

(E) Incomplete outcome data (attrition bias)
(F) Selective reporting (reporting bias)
(G) Other bias

Figure 2. Forest plot of comparison of exercise versus no exercise. Outcome: hand pain postintervention. Dziedzic 2015 (the
SMOotH trial) had a factorial design with 4 groups and included a total of 257 randomized participants. In this review we used a
subset of 2 of the 4 groups (Hand exercise only and Leaflet and advice) and omitted the other 2 groups (Joint protection and Joint
protection and hand exercise combined). All studies included a global measure of hand pain (visual analog scale or numerical rating

scale; Lefler 2004: 6 pain categories).
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Sports with a Bat or Racket are Not Associated with
Thumb-base Osteoarthritis

Jeffrey B Driban 1, Grace H Lo 2, Mary B Roberts 3, Matthew S Harkey 4, Lena Schaefer °,
Ida K Haugen €, Stacy E Smith 7, Jeffrey Duryea &, Bing Lu 2, Charles B Eaton 10,

Marc C Hochberg ', Rebecca D Jackson '2, C Kent Kwoh '3, Michael C Nevitt 14,

Timothy E McAlindon 1°

Abstract

Context: Repetitive joint use is a risk factor for osteoarthritis, which is a leading cause of disability.
Sports requiring a bat or racket to perform repetitive high-velocity impacts may increase the risk of
thumb-base osteoarthritis. However, this hypothesis remains untested.

Objective: To determine if a history of participation in racket or bat sports is associated with the
prevalence of thumb-base osteoarthritis.

Design: Descriptive epidemiology study.
Setting: Osteoarthritis Initiative. Four clinical sites in the United States.

Participants: We included men and women from the recruited from the community. Eligible
participants had dominant hand radiographic readings, hand symptom assessments, and historical
physical activity survey data.

Main outcome measures: A history of exposure to racket or bat sports (baseball/softball,
racquetball/squash, badminton, table tennis, tennis [doubles/singles]) was based on self-reported
recall data covering 3 age ranges (12-18 years, 19-34 years, 35-49 years). Prevalent radiographic
thumb-base osteoarthritis was defined as someone with Kellgren-Lawrence grade=2 in the first
carpometacarpal joint or scaphotrapezoidal joint at the OAl baseline visit. Symptomatic thumb-
base osteoarthritis was defined as the presence of radiographic osteoarthritis and hand/finger
symptoms.

Results: In total, we included 2309 participants. Among 1049 men, 355 (34%) and 56 (5%) had
radiographic or symptomatic thumb-base osteoarthritis, respectively; and among 1260 women,
535 (42%) and 170 (13%), respectively. After adjusting for age, race, and education level, we found
no statistically significant associations between a history of any racket or bat sport participation
and thumb-base osteoarthritis (radiographic or symptomatic; odds ratios range from 0.82 to 1.34).

Conclusions: Within a community-based cohort, a self-reported history of participation in racket
or bat sports was not associated with an increased odds of having radiographic or symptomatic
thumb-base osteoarthritis in the dominant hand.
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Metabolic Syndrome and Osteoarthritis Distribution

in the Hand Joints: A Propensity Score Matching
Analysis From the Osteoarthritis Initiative

Bahram Mohajer !, Robert M Kwee ', Ali Guermazi !, Francis Berenbaum 1, Mei Wan 1,
Gehua Zhen ', Xu Cao ', Ida K Haugen ', Shadpour Demehri !

Affiliations + expand
PMID: 34329188 DOI: 10.3899/jrheum.210189

Abstract

Objective: To investigate the metabolic syndrome (MetS) association with radiographic and
symptomatic hand osteoarthritis (HOA).

Methods: Using 1:2 propensity score matching for relevant confounders, we included 2509
participants (896 MetS positive and 1613 MetS negative) from the Osteoarthritis Initiative dataset.
MetS and its components, according to the International Diabetes Federation criteria, were
extracted from baseline data, and included hypertension, abdominal obesity, dyslipidemia, and
diabetes. We scored distinct hand joints based on the modified Kellgren-Lawrence (mKL) grade of
baseline radiographs, with HOA defined as mKL = 2. In the cross-sectional analysis, we
investigated the association between MetS and its components with radiographic HOA and the
presence of nodal and erosive HOA phenotypes using regression models. In the longitudinal
analysis, we performed Cox regression analysis for hand pain incidence in follow-up visits.

Results: MetS was associated with higher odds of radiographic HOA, including the number of
joints with OA (OR 1.32, 95% CI1 1.08-1.62), the sum of joints mKLs (OR 2.42, 95% CI 1.24-4.71),
mainly in distal interphalangeal joints (DIPs) and proximal interphalangeal joints (PIPs; OR 1.52, 95%
C11.08-2.14 and OR 1.38, 95% CI 1.09-1.75, respectively), but not metacarpophalangeal (MCP) and
first carpometacarpal (CMC1) joints. Hand pain incidence during follow-up was higher with MetS
presence (HR 1.25, 95% Cl 1.07-1.47). The erosive HOA phenotype and joints' nodal involvement
were more frequent with MetS (OR 1.40, 95% CI 1.01-1.97 and OR 1.28, 95% CI 1.02-1.60,
respectively).

Conclusion: MetS, a potentially modifiable risk factor, is associated with radiographic DIP and PIP
OA and longitudinal hand pain incidence while sparing MCPs and CMC1s. Nodal and erosive HOA
phenotypes are associated with MetS, suggestive of possible distinct pathophysiology.
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Treating hand and foot osteoarthritis using a patient's own blood: A R)
systematic review and meta-analysis of platelet-rich plasma il
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Experimental Control Mean Difference Mean Difference

Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95% ClI IV, Random, 95% CI
GCormeli et al. (12m) 24 0.9 13 3.3 1 13 27.8% -0.90([-1.63, -0.17]
Guney et al. (40m) 29 24 19 36 25 16 22.8% -0.70[-2.33,0.93)
Malahias et al. (12m) 2 2.25 16 6.5 1.75 17 24.4% -4.50[-5.88, -3.12] n
Mei-Dan et al. (7m) 09 1.4 15 31 24 1S 25.0% -2.20 [-3.48, -0.92]
Total (95% CI) 63 61 100.0% -2.06 [-3.70, -0.41)
Heterogeneity: Tau’ = 2.39; Chi’ = 22.41, df = 3 (P < 0.0001); I’ = 87% I | t i
, -100 -50 0 50 100
Test for overall effect: Z = 2.45 (P = 0.01) Favours [experimental] Favours [control]
Fig. 5. Random effects forrest plot comparing PRP and control for pain at long-term follow-up.
Experimental Control Mean Difference Mean Difference
Study or Subgroup  Mean  SD Total Mean SD Total Weight IV, Random, 95% CI 1V, Random, 95% CI
Malahias et al. (3m) 4 2.25 16 2 2.25 17 31.9% 2.00 [0.46, 3.54]
Mei-Dan et al. (1m) 16 1.5 15 3.7 15 15 34.3% -2.10[-3.17, -1.03])
Mei-Dan et al. (3m) 0.9 1 15 3 2.1 15 33.8% -2.10[-3.28, -0.92]
Total (95% CI) 46 47 100.0% -0.79 [-3.16, 1.58]
Heterogeneity: Tau’ = 3.95; Chi’ = 21.61, df = 2 (P < 0.0001); ¥ = 91% I i y {
. -100 -50 0 50 100
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Fig. 6. Random effects forrest plot comparing PRP and control for pain at short-term follow-up.




Dietary supplements for treating osteoarthritis: a
systematic review and meta-analysis

Xiaogian Liu,"? Gustavo C Machado,’ Jillian P Eyles,"%* Varshini Ravi,'?
David J Hunter"?

Liu X, et al. Br / Sports Med 2017;0:1-10. doi:10.1136/bjsports-2016-097333

Supplements Trial(s) Total No. SMD (95% C1) P, %
Short term Favors hvo(:
Vitamin E 1 44 0.01 (-0.44 10 0.45) 0 i
Bromelain 32 0.05(-0.75100.64) 0 '
Glucosamine 10 1046  -028(-05210-004) 69 -
Willow bark extract 2 162 020(-06210004) 12 -
Chondraitin 9 1822 034(-04910-019) 51 -
Artemisia annua extract 1 39 037 (-1.03100.29) 0 —l
Green-ipped mussel extract 1 80 -0.37 (-0.81 10 0.08) 0 —r
Diacerein 4 427 044(-06310-024) 0 -
Methyisulfonyimethane 3 148 -047(-08010-014) O -
Avocado/soybean unsaponits 2 404 057(09510-019) 69 ——
U ed type |1 collag 1 107 067(-10110-033) © -
L-camitine 1 69 096(-14610-046) 0 ——
Curcumin 2 75 119(-19310-045) 55 ——
Pycnogenol 2 182 121(-15310-089) 0 -
Boswellia serrata extract 3 186 -161(-210t0-1.13) 47 -
Curcuma longa extract 1 58 -163(-22210-1.03) 0 ——
Passion fruit peel extract 1 33 -165(-24410-0 885) 0 ——
Collagen hydrolysate 1 58 -181(244t0-118) 0 —— !
Overall 45 5005 053(06110-046) 78 ‘
Medium term
Vitamin E 1 72 0.44 (-00310091) 0
Glucosamine 3 1041 <0.01 (-0.22100.19) 59
Diacerein 1 480 025 (-0.46 10 -0.05) 0
Chondroitin e 1937  -026(-04710-005) 75
Collagen hydrolysate 2 237 -0.28 (-0.54 10-0.02) 0
Avocado/soybea: i 1 162 045(-07710-014) 0
Und type Il collag 1 107 077(1.1610-038) O
Green-ipped mussel extract 1 687 -1.12(-1.63 t0 -0 60) 0
Overall 18 4103 -0.26 (-03510-0.16) 73
Long term
Vitamin E 1 17 023(-0.1410059) 0
Avocado/soybe: ifi 2 508 0.04 (-0.14 10 0.21) 0
Diacerein 1 483 0.00(-0.18100.18) 0
Collagen hydrolysate 1 29 -0.11(-0.8410062) 0
Glucosamine N 939 -0.17 (-0.30 t0 -0.04) 0
Chondroitin 4 1009  -0.18(-0.41100.05) 53
Vitamin D 4 1136 -0.19(-0.3110-0.06)
Overall 17 4231 011 (-0.17 t10-0.04)

-4.00 200 0.00 200

SMD (95% C1)

Figure 2 Improvements in pain. Stratified according to supplement and time point. The order of supplements in the forest plots is to follow the
effect size (ES) from small to large. The square data markers indicate the subtotal weighted standardised mean difference (SMD). The horizontal lines
indicate 95% Cls. The diamond data markers represent overall weighted SMD and 95% Cl. The solid vertical line shows the line of no effect (SMD=0).
The dashed line shows the minimum clinically important difference (ES=-0.37).



Supplements Trial(s) Total No. SMD (95% Ci) P, % Favors Favors

Short term supplement | placebo
Vitamin £ 1 77 01005510035 0 J—_
Artemisia annua extract 1 39 0.15(-08110050) 0

Willow bark extract 2 162 024 (-0.55100.07) 0 -~
Diacerein 4 27 035(-05410-018) 0 -
Bromelain 1 32 034 (-1.04 10 0.25) 0 —a—
Chondroltin 8 1200 036(-0580-013) 70 -
Glucosamine 10 1189 045(-07310-017) 80 -
Avocadolsoybean unsaponifisbles 2 395 048(-06910-028) O -
Undenatured type | collagen 1 107 055(-09410-017) 0O -
Methytsulfonyimethane 3 148 1.10(-18110-038) 76 ——
Curcumin 1 40 A113(-18010-046) O —8—
Boswellia serrate extract 3 186 “1.15(-1.86310-0 68) 51 ——
L-camitine 1 69 A115(-16610064) O ——
Curcuma longa extract 1 58 127 (-18310-070) O ——
Passion frut peel extract 1 33 155(-23310-077) 0 —
Pycnogenol 2 182 184 (-23210-135) 36 i ‘
Overall 42 4344 053 (-086210-045) 79 0
Meodium term

Vitamin € 1 72 0.14(-03210060) 0

Collagen hydrolysate 2 237 0.11(-057t0078) 68

Glucosamine 3 1041 -0.03(-028100.21) 71

Chondroitin 6 1246 D.22(-04210-001) 59

Diacerein 1 480 024 (-0 44 10-003) 0

Avocado/soybean unsaponifiables 1 162 058 (-08410-023) 14

Undenatured type Il collagen 1 107 -059 (-0.9810-020) 14

Overall 15 3345 D22(-03310-012) 57

Long term

Vitamin E 1 117 026(-0110086) 0

Collagen hydrolysate 1 28 0.22(-05110095) 0

Diacerein 1 493 0.00¢-0.18100.18) 0

Avocado/soybe ponifiables 2 508 003(-021100.14) 0

Glucosamine 4 933 017 (-03410-000) 41

Chondroitin 3 387 034 (-1.06100.39) 85

Vitamin D 4 1135 036(-06110-011) 74

Overall 16 3609 -0.09(-0.18 10 0.00) 67

L)
-4.00 2.00 0.00 2.00
SMD (95% CI)

Figure 3 Improvements in physical function. Stratified according to supplement and time point. The order of supplements in the forest plots is

to follow the effect size (ES) from small to large. The square data markers indicate the subtotal weighted standardised mean difference (SMD). The
horizontal lines indicate 95% Cls. The diamond data markers represent overall weighted SMD and 95% CI. The solid vertical line shows the line of no
effect (SMD=0). The dashed line shows the minimum clinically important difference (ES=-0.37).



Supploments Treated Control (95% C1) ", % More Adverse More Adverse
Events With Events With
Adverse effects (any) Placebo Supplements
Diaceren 596/ 768 347 /532 13(111018) 0 o
Bromelan 1524 13 11(071018) 0
Artemisia annua extract 15/28 T/14 111061020) 0
Chondrotin 134 /310 129/317 11(091014) 0
Methyisulfonyimethane 21725 19/25 11(081015) 0
Avocado/soybesn unsaponifisbies 281 /610 270 /537 10(10t0 1Y) 0
Vitamin D 47/73 46/73 10(0811013) 25
Collagen hydrolysate 13715 13715 10(08t013) 0
Curcuma longa extract 2/30 2730 10(02t066) 0
Glucosamine 307 1767 304/776 10©@S81011) 75
Willow bark extract 35782 36/80 08(10.7t013) 0
Boswelka serrata extract 2/68 2748 07(0.11048) 0 2
Overall 1478 /2800 1187 /2471 10(10to1.1) 20 }
0.'1 1 10
Risk Ratio (95% CI)

Figure 4 Risk of having any adverse effects with supplements compared with placebo. Stratified according to supplement. The order of supplements
in the forest plots is to follow the effect size from small to large. The square data markers indicate the subtotal risk ratio (RR). The horizontal lines
indicate 95%Cls. The diamond data markers represent overall RR and 95% Cl. The solid vertical line shows the line of no effect (RR=1).
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