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L’'incapacité fonctionnelle de la population francaise
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Figure 2. Prevalence of RMDs in France by age.
doi:10.1371/journal.pone.0090633.g002
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1990 2010

Mean rank Disorder Disorder Mean rank % change (95% UI)
{952% UI) (95% UI)
| 13(1t03) | | 1 Low back pain I I 1 Low back pain | | 11(1to2) | | 43 (3410 E53) |
| 22(1t03 | | 2 Major depressive disorder I I 2 Major depressive disorder || 19(1two3) || 37 (25to 50) |
| 25 (1to3) | | 3 Iron-deficiency anaemia I I 3 Iron-deficiency anaemia | | 33(2t06) | | -1(-3t02) |
[ 44(4107) |[ 4 Neck pain | [ 4 Neck pain [43(3107) ||41(281055) |
| 6-0(4t08) || 5 Other musculoskeletaldisorders}._______ _______-| CCOPD || L-8 (310 10) ||46 (32t0 62) |

6-1(4109) & COPD T 6 Other musculoskeletal disorders 59 (410 8) 45 (3810 51)

61(4t09) 7 Anxiety disorders 7 Anxiety disorders 64 (4t09) 37 (25to 50)
| 87 (61015) || 8 Migraine } | 8Migraine ||89(6w015)  |[40(31t051) |
| 100(71014) || 9Falls —— | 9Diabetes ||91(61013) ||68(561081) |
[ 114(81016) |[ 10 Diabetes }——--"“'—:"T" oo 10Falls [10171014) |[46(30t06q) |
| 121(81017) || 11 Drug use disorders [ 11 Osteoarthritis |[123(91017)  |[64(501079) |
| 122(61019) || 12 Hearing loss - _~%=---| 12 Drug use disorders |[125(9t016)  |[40(27t054) ]
| 14-0 (9to 19) || 13 Asthma } | 13 Hearing loss ||13-5{?t020] ||29 (2210 36) |
[ 149(101021) |[ 14 Alcohol use disorders |- -[ 14Asthma |[153(10t020) |[28(211034) |

15-0(11to 21) 15 Osteoarthritis -| 15 Alcohol use disorders 158 (1210 21) 32 (16to 50)

152 (11to 20) 16 Road injury ) e 16 Schizophrenia 160 (9to 22) 48 (37 to 60)

17-1(9to 25) 17 Bipolar disorder S r_}..*"- “=---| 17 Road injury 16-1 (12 to 20) 30 (13 t0 49)
[ 17:1(91024) |[ 18 Schizophrenia " [ 18 Bipolar disorder |[166(91023) |[4131t051) |
| 195(121027) || 19 Dysthymia } | 19 Dysthymia ||[186(131026) |[41(341048) |
| 198 (1310 25) || 20 Diarrhoea | | 20Epilepsy |[218(181027) |[36(z71047) |
| 222(131035) || 21Ecema | _| s1ischaemic heart disease |[219(17t029) |[48(40t057) |
| 227(191028) || 22 Epilepsy - {,«f"x --| 22 Ezema ||223(161035) |[29(19t039) |
| 39(181032) || 23 Tuberculosis | [ 23 Diarrhoea [31(191028) |[5(-1011) ]
[ 245(191034) |[ 24 schaemicheart disease |-~ - __{ 24 Alzheimer's disease ||259(211033) |[80(71t088) |
[253(211033) || 25 Neonatal encephalopathy* B _’__,.'.3-'“-'-'.'_ :, 25 BPH [263(201035) |[84(4810120) |

30 Alzheimer's disease - 'fv_},a"f! -] 26 Tuberculosis 1 Communicable, maternal,
| 35 BPH |--—""' - Tl | 27 Necnatal encephalopathy® neonatal, and nutritional disorders
[ Non-communicable diseases

— Ascending order inrank  ---- Descending order in rank [ Injuries

Figure4: Global years lived with disability (YLDs) ranks with 95% uncertainty intervals (Ul) for the 25 most commeon cauvses in 1990 and 2010

COPD=chronic obstructive pulmonary disease. BPH=benign prostatic hyperplasia. *Includes birth asphyxia/trauma. An interactive version of this figure is available

online at http://healthmetricsandevaluation.org/gbd/visualiz

ations/regional.




Un impact socio-économique majeur

1¢ cause d’invalidité dans le monde (1)

17% de la population Francaise soit 12
millions de patients (2)

2¢ motif de consultation en médecine
générale: soit environ 200 patients par
médecin généraliste (3, 5)

Une progression rapide de la maladie: 50%
de patients en plus en 10 ans (3)

Un codt élevé pour la société (4):

3.5 milliards d’Euros de dépense par an en
France

80% du codt total est porté par la pose de
prothése

-  Prothése de hanche: 9700 EUR
- Prothese genou: 12 000 EUR

- 750 EUR/an en moyenne par patient
arthrosique

Journal Of Musculoskeletal Pain, Early Online; 1-9, 2014

.
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of Musculoskeletal Pain, 2014; (5) base Ordre des Médecins: 62986 médecins

généralistes en exercice.



Conclusion

L’arthrose est un probléme majeur de santé publique
C’est une maladie chronique non mortelle

Nécessité d’'une prise en charge évaluant la balance
bénefice/risque : voie royale pour les traitements non
pharmacologiques, les traitements locaux et les
traitements pharmacologigues sans effets
secondaires!

L'exemple des guidelines ESCEQO, OARSI, ACR
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An updated algorithm recommendation for the management of knee
osteoarthritis from the European Society for Clinical and Economic Aspects of
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Un focus sur la tolérance des traitements!



Evaluation des comorbidités

BASIC PRINCIPLE AND CORE SET

therapies is strongly recommended

[ Combination of treatment modalities, including non-pharmacological and pharmacological ]

- Weight loss if overweight

[ Core set: - Information/Education

- Exercise program (i.e. aerobic, str

e exercises)

J

STEP 1: Background treatment

if symptomatic

v

- Chronic SYSADOA: prescription glucosamine
sulfate and/or chondroitin sulfate
+ as needed paracetamol

if still symptomatic ADD

[ - Topical NSAIDs ]

N\

STEP 2: Advanced pharmacological management in the persistent symptomatic patient

Referral to physical therapist for:
if needed

i
(to control malalighment)

if symptomatic ADDITION at any time

Bandage tape

VKSR S8

Tai Chi

Walking aids (stick, walker, crutches)
Thermal agents (heat and cold)
Mechanotherapy or manual therapy
(flexibility, mobilization, stretching)

Hydrotherapy and aquatic exercises

v

if still or severely symptomatic

- Intermittent or longer cycles of oral NSAIDs

a

NORMAL GI RISK

- Non-selective NSAID with PPI

- Cox-2 selective NSAID
{preferred with concomitant
PPI)

INCREASED G RISK*

- Prefer Cox-2 selective NSAID
{celecoxib) with PPI

- Be mindful of complications with
any NSAID

INCREASED CV RISK

- Limit use of any NSAIDs

- Treatment duration:
<30 days for celecoxib, and
<7days for non-selective NSAIDs

INCREASED RENAL RISK
- Avoid NSAIDst

*Including use of low dose aspirin

+With alomerular filtration rate <30 cc/min; caution in other cases

if still symromatic

- Intraarticular corticosteroids

[— Intraarticular hyaluronate ]

STEP 3: Last pharmacological attempts

- Short-term weak opioids
- Duloxetine

- Total joint replacement
- (Unicompartmental knee replacement)

- Opioid analgesics




T.E. McAlindon et al. / Osteoarthritis and Cartilage 22 (2014) 363—388

OARSI guidelines dans la gonarthrose

OARSI Guidelines forthe Non-surgical Management of Knee OA

Knee-only OA
without co-morbidities

*Biomechanicalinterventions
*Intra-articular Corticosteroids
*Topical NSAIDs

*Walking Cane

*Oral COX-2 Inhibitors
(selective NSAIDs)

*Capsaicin

*Oral Non-selective NSAIDs
*Duloxetine

*Acetaminophen (Paracetamol)

Land-based exercise
Weight management
Strength training

Core Treatments
Appropriate for all individuals

Water-based exercise
Self-mgmt and education

Recommended treatments*
Appropriate for the following OAtypes:

Knee-only OA
with co-morbidities

Multi-joint OA
without co-morbidities

*Oral COX-2 Inhibitors
(selective NSAIDs)
*Intra-articular Corticosteroids
*Oral Non-selective

NSAIDs

*Duloxetine
*Biomechanicalinterventions
*Acetaminophen (Paracetamol)

*0ARSI also recommends referral for consideration of open orthopedic surgery if more conservative treatment modalities are fo und

ineffective.

Fig. 1. Appropriate treatments summary.

Multi-joint OA
with co-morbidities
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Les strategies thérapeutiques
sont basées sur les facteurs modifiables
expliguant I’arthrose

- Stress mécanigue (TNPs)

- Inflammation, metabolisme (TPs)
- Obesite (TNPSs)

- Age

- Genetique

Importance d’utiliser des traitements
non pharmacologiques (TNPSs)
et pharmacologiques (TPs) sans effets secondaires
Importance de |la balance effet taille/effets secondaires



Les traitments pharmacologiques:

de 'effet taille aux effets secondaires

Level of evidence: SR and meta-analysis of RCTs,

- aCetamanphen =2  Quality of evidence: Good.

Estimated Effect Size for Pain (SMD): w (0.11-0.25)

- N SAI DS —_— Level of evidence: SR and meta-analysis of RCTs.

BMJ RESEARCH

Cardiovascular safety of non-steroidal anti-inflammatory
drugs: network meta-analysis

Quality of evidence: Good.
Estimated Effect Size for Pain (SMD): D_?.Tf' (0.26—-0.49)

OARSI 2014

Compared with placebo, rofecoxib was associated with the
highest risk of myocardial infarction (rate ratio 2.12, 95%
credibility interval 1.26 to 3.56), followed by lumiracoxib
(2.00, 0.71 to 6.21). Ibuprofen was associated with the
highest risk of stroke (3.36, 1.00 to 11.6), followed by
diclofenac (2.86, 1.09 to 8.36). Etoricoxib (4.07, 1.23 to
15.7) and diclofenac (3.98, 1.48 to 12.7) were associated
with the highest risk of cardiovascular death.




Effets secondaires des traitements
pharmacologiques

- gastrointestinal perforation, saignements

avec le paracetamol et les AINS

- insuffisance rénale avec le paracétamol et les AINS
- infarctus et événements cardiovasculaires avec les
coxibs et les AINS

Importance de la balance Effet taille/Effets secondaires!
Une bonne nouvelle pour les traitements non pharmacologiques,
les traitements locaux et les traitements pharmacologiques
sans effets secondaires!




Les traitements non pharmacologiques

L’activité physique adaptée
La kinésithérapie analytique
Les ortheses

La perte de poids

Quelgques exemples!



Ordonnance type : gonarthrose FTI

 Membres inférieurs
« Renforcement chaine externe (BF, TFL)

« Renforcement des muscles stabilisateurs du
genou (1J, QU)

 Travail aérobie

« Gain d’amplitude articulaire, lutte contre le
flessum, posture et autoposture

 Travall proprioceptif
* Autoprogramme
« Pas d'US, pas de massages



Ordonnance type : gonarthrose FTI

» 1 paire de semelles amortissantes
* 1 genouillere

* 1 paire d’orthese plantaire avec coin postero-
externe



Ordonnance type : gonarthrose FTI
du patient jeune

1 paire de semelles amortissantes
1 genouillere

1 paire d’orthese plantaire avec coin postero-
externe

1 orthese dynamique



Orthese pour rhizarthrose

Diminue la douleur et améliore
la fonction

Annals of Internal Medicine ‘ ARTICLE

Splint for Base-of-Thumb Osteoarthritis

A Randomized Trial

Foges s, M. PR st D, Pl et R, D, RO: Caret R, P Foa Fape D, ;| Rannou et al, Ann Int Med 2009

Serge Polraudeau, MD, PAD



Ordonnance type : rhizarthrose

Membres supeérieurs

Gain d’amplitude, posture et autoposture de la
1€'¢ commissure

Renforcement des muscles intrinseques et
extrinseques de la main, de la pince pouce index

Travail aérobie
Autoprogramme



Ordonnance type : rhizarthrose

* Orthese de repos pouce-index



Ordonnance type : coxarthrose

Membres inférieurs
Renforcement pelvitrochantéeriens

Renforcement des muscles stabilisateurs de la
nanche (Eventall fessier)

Travail aérobie

Gain d’amplitude articulaire, lutte contre la perte
d'extension et le flessum, posture et autoposture

Autoprogramme
Pas d'US, pas de massages




Ordonnance type : coxarthrose

» 1 paire de semelles amortissantes
* Consells de chaussage
 Canne



| es traitements locaux

Les topics
Les ortheses

Les injections intra-articulaires



Evaluation des comorbidités

BASIC PRINCIPLE AND CORE SET

therapies is strongly recommended

[ Combination of treatment modalities, including non-pharmacological and pharmacological ]

- Weight loss if overweight

[ Core set: - Information/Education

- Exercise program (i.e. aerobic, str

e exercises)

J

STEP 1: Background treatment

if symptomatic

v

- Chronic SYSADOA: prescription glucosamine
sulfate and/or chondroitin sulfate
+ as needed paracetamol

if still symptomatic ADD

- Topical NSAIDs

N\

STEP 2: Advanced pharmacological management in the persistent symptomatic patient

Referral to physical therapist for:
if needed

i
(to control malalighment)

if symptomatic ADDITION at any time

Bandage tape

VKSR S8

Tai Chi

Walking aids (stick, walker, crutches)
Thermal agents (heat and cold)
Mechanotherapy or manual therapy
(flexibility, mobilization, stretching)

Hydrotherapy and aquatic exercises

v

if still or severely symptomatic

- Intermittent or longer cycles of oral NSAIDs

a

NORMAL GI RISK

- Non-selective NSAID with PPI

- Cox-2 selective NSAID
{preferred with concomitant
PPI)

INCREASED G RISK*

- Prefer Cox-2 selective NSAID
{celecoxib) with PPI

- Be mindful of complications with
any NSAID

INCREASED CV RISK

- Limit use of any NSAIDs

- Treatment duration:
<30 days for celecoxib, and
<7days for non-selective NSAIDs

INCREASED RENAL RISK
- Avoid NSAIDst

*Including use of low dose aspirin
+With alomerular filtration rate <30 cc/min; caution in other cases

if still symromatic

- Intraarticular corticosteroids

[— Intraarticular hyaluronate ]

STEP 3: Last pharmacological attempts

- Short-term weak opioids
- Duloxetine

- Total joint replacement
- (Unicompartmental knee replacement)

- Opioid analgesics




Résumeé des guidelines

Injections d’acide Hyaluronique
Traitement de premiere ligne : non

Traitement de deuxieme ligne: OARSI, ACR,
ESCEQO

Jamais : NICE



Résumeé des guidelines

Injections de corticosteroides
Traitement de premiere ligne : OARSI, NICE

Traitement de seconde ligne: ACR, ESCEO



PRP

PRP > placebo but very few and low power studies

PRP = HA at 6 months but :
- this result disapear in high quality RCTs meta analysis
- no data > 12 mois

Very good safety

Reproductibility of the results in daily practice very difficult
because of the heterogeneity of the PRP preparation

Two major recent publications in the JAMA : negative for ankle
and knee

Breaking news: two negative RCTs in the JAMA this year
concerning knee and ankle OA




Traitements plus récents

Flexion (triamcinolone acetonide extended-
release injectable suspension) : effet
prolongé par changement de vehicule! Sur
le marché américain

SAMUMED SM 04690, phase 3 en cours,
inhibiteur de Wnt, effet structural?

Bone Therapeutics JTA-004, HA + AINS,
phase 2, effet prolongé?

Sprifermin, FGF18, inhibiteurs de NGF



Les traitements pharmacologiques
Quel est le probleme?

La crise des opioides
Les effets secondaires des AINS et du paracetamol

La voie royale pour les topics et les traitements
Injectables



Evaluation des comorbidités

BASIC PRINCIPLE AND CORE SET

therapies is strongly recommended

[ Combination of treatment modalities, including non-pharmacological and pharmacological ]

- Weight loss if overweight

[ Core set: - Information/Education

- Exercise program (i.e. aerobic, str

e exercises)

J

STEP 1: Background treatment

if symptomatic

Chronic SYSADOA: prescription glucosamine
sulfate and/or chondroitin sulfate
+ as needed paracetamol

if still symptomatic ADD

[ - Topical NSAIDs ]

N\

STEP 2: Advanced pharmacological management in the persistent symptomatic patient

Referral to physical therapist for:
if needed

i
(to control malalighment)

if symptomatic ADDITION at any time

Bandage tape

VKSR S8

Tai Chi

Walking aids (stick, walker, crutches)
Thermal agents (heat and cold)
Mechanotherapy or manual therapy
(flexibility, mobilization, stretching)

Hydrotherapy and aquatic exercises

v

if still or severely symptomatic

- Intermittent or longer cycles of oral NSAIDs

a

NORMAL GI RISK

- Non-selective NSAID with PPI

- Cox-2 selective NSAID
{preferred with concomitant
PPI)

INCREASED G RISK*

- Prefer Cox-2 selective NSAID
{celecoxib) with PPI

- Be mindful of complications with
any NSAID

INCREASED CV RISK

- Limit use of any NSAIDs

- Treatment duration:
<30 days for celecoxib, and
<7days for non-selective NSAIDs

INCREASED RENAL RISK
- Avoid NSAIDst

*Including use of low dose aspirin

+With alomerular filtration rate <30 cc/min; caution in other cases

if still symromatic

- Intraarticular corticosteroids

[— Intraarticular hyaluronate ]

STEP 3: Last pharmacological attempts

- Short-term weak opioids
- Duloxetine

- Total joint replacement
- (Unicompartmental knee replacement)

- Opioid analgesics




Conclusion

La balance bénefice/risque est indispensable a
prendre en compte dans une maladie frequente et
non mortelle

Les traitements non pharmacologiques, topics et
pharmacologiques sans effets secondaires sont le
piler de la prise en charge

Nécessité d’ERCs pour évaluer la combinaison de
ces trois modalités thérapeutigues



De quol parle-t-on?

1) Hand OA = IPP OA+base thumb
(CMC) OA, 2 very different
diseases

2) CTC and HA IA Injections = IPP
Injections + CMC Injections



Aging Clinical and Experimental Research (2019) 31:19-30
https://doi.org/10.1007/s40520-018-1077-8

ORIGINAL ARTICLE

® CrossMark

A new decision tree for diagnosis of osteoarthritis in primary care:
international consensus of experts

Johanne Martel-Pelletier' - Emmanuel Maheu? - Jean-Pierre Pelletier’ - Ludmila Alekseeva? - Ouafa Mkinsi® -
Jaime Branco’ - Pierre Monod® - Frédéric Planta’ - Jean-Yves Reginster®® - Francois Rannou'®

Received: 7 June 2018 / Accepted: 16 November 2018 / Published online: 11 December 2018
@ The Author(s) 2018



Diagnostic factors already established: * Depending on the country, the most appropriate
Hand/finger pain

. . . _ specialist can be different: rheumatologist,
_Rgdlographlc ostepphyte with or without orthopaedic surgeon, physical

joint Space narrowing medicine and rehabilitation physician.
Family history of hand OA

<50 years /
/ ~° years \
!

Young Isolated SEVETE]
non-menopausal MCP Psoriasis AND joints affected,
woman OR

persistent pain

/ \ —» Menopause

YE = Site: IP/thumb
/ ey
EXPERT
OPINION

PRIMARY CARE MANAGEMENT PRIMARY CARE MANAGEMENT



2018 update of the EULAR recommendations for the
management of hand osteoarthritis

Margreet Kloppenburg,“2 Féline PB Kroon,' Francisco J Blanco,> Michael Dohergy,4
Krysia S Dziedzic,” Elsie Greibrokk,® Ida K Haugen,® Gabriel Herrero-Beaumont,
Helgi Jonsson,® Ingvild Kjeken,® Emmanuel Maheu,® Roberta Ramonda, '

Marco JPF Ritt,"" Wilma Smeets,"** Josef S Smolen, '? Tanja A Stamm, "

Zoltan Szekanecz,'* Ruth Wittoek, " Loreto Carmona'®

Kloppenburg M, et al. Ann Rheum Dis 2019;78:16—24. doi:10.1136/annrheumdis-2018-213826



Table 1 2018 Update of the EULAR recommendations for the management of hand OA

LoE* GoRt  LoA (0-10)

Qverarching principles

A. The primary goal of managing hand OA is to control symptoms, such as pain and stiffness, and to optimise hand function, in 9.7 (0.7)
order to maximise activity, participation and quality of life.

B. All patients should be offered information on the nature and course of the disease, as well as education on self-management 9.8 (0.8)
principles and treatment options.

C Management of hand OA should be individualised taking into account its localisation and severity, as well as comorbidities. 9.9(0.2)

D. Management of hand OA should be based on a shared decision between the patient and the health professional. 9.6 (1.1)

E. Optimal management of hand OA usually requires a multidisciplinary approach. In addition to non-pharmacological modalities, 9.3(1.2)
pharmacological options and surgery should be considered.

Recommendations

1. Education and training in ergonomic principles, pacing of activity and use of assistive devices should be offered to every patient. 1b A 9.3(1.1)

2 Exercises to improve function and muscle strength, as well as to reduce pain, should be considered for every patient. 1a A 9.1 (1.6)

3. Orthoses should be considered for symptom relief in patients with thumb base OA. Long-term use is advocated. 1b A 9.3(1.0)

4 Topical treatments are preferred over systemic treatments because of safety reasons. Topical NSAIDs are the first 1b A 8.6 (1.8)
pharmacological topical treatment of choice.

5. Oral analgesics, particularly NSAIDs, should be considered for a limited duration for relief of symptoms. 1a A 9.4 (0.9)

6. Chondroitin sulfate may be used in patients with hand OA for pain relief and improvement in functioning. 1b A 13 (2.7)

%njmtions of glucocorticoids should not generally be used in patients with hand OA%, but may be considered in ~ 1at-1b§ A rg 1z.q>
i ith painful interphalangeal joints§.
8. Patients with hand OA should not be treated with conventional or biological disease-modifying antirheumatic drugs 1a A 8.8 (1.8)
9. Surgery should be considered for patients with structural abnormalities when other treatment modalities have not been 5 D 9.4 (1.4)

sufficiently effective in relieving pain. Trapeziectomy should be considered in patients with thumb base OA and arthrodesis or
arthroplasty in patients with interphalangeal OA.

10. Long-term follow-up of patients with hand OA should be adapted to the patient's individual needs. 5 D 9.5(1.7)

*1a: systematic review of RCTs; 1b: individual RCT; 2a: systematic review of cohort studies; 2b: individual cohort study (including low-quality RCT; eg,<80% follow-up); 3a:
systematic review of case-control studies; 3b: individual case-control study; 4: case-series (and poor quality cohort and case-control studies); 5: expert opinion without explicit
critical appraisal, or based on physiology, bench research or ‘first principles’."”

tA: based on consistent level 1 evidence; B: based on consistent level 2 or 3 evidence or extrapolations from level 1 evidence; C: based on level 4 evidence or extrapolations from
level 2 or 3 evidence; D: based on level 5 evidence or on troublingly inconsistent or inconclusive studies of any level."”

EULAR, European League Against Rheumatism; GoR, grade of recommendation; LoA, level of agreement; LoE, level of evidence; NSAIDs, non-steroidal anti-inflammatory drugs;

OA, osteoarthritis; RCT, randomised clinical trial.

Kloppenburg M, et al. Ann Rheum Dis 2019;78:16—24. doi:10.1136/annrheumdis-2018-213826




interphalangeal OA, intra-articular glucocorticoid injections
were more effective than placebo for pain during joint movement
and joint swelling.®” The formulation ‘should not generally be
used’ was chosen, since the task force recognised thart in specific
cases where, for example, clear joint inflammarion is present,
injection with glucocorticoids may still be a therapeutic option.
Evidence pertaining specific subgroups that could benefit from
intra-articular glucocorticoids, for example, patients with active
joint inflammartion due to a flare ot the disease, is lacking. It is

In conclusion
1) CTC injection could be used for a specific sugroup of patients:

IPP OA with active inflammation!

2) No beneficial effect of CTC injection for base thumb OA

3) Nothing related to HA

Kloppenburg M, et al. Ann Rheum Dis 2019;78:16—24. doi:10.1136/annrheumdis-2018-213826
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Table 1. Recommendations for physical, psychosocial, and mind-body approaches for the management of oste-
oarthritis of the hand, knee, and hip

Joint
Hand Knee Hip

Intervention

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 [ E—

Strongly recommended

Conditionally recommended
Conditionally recommended against
No recommendation




HAND KNEE HIP
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T [ Oral NSAIDs ]
o
g Topical NSAIDs l Topical NSAIDs ] I
o ongly
n_ .~
& I-A Steroids I-A Steroids (Imaging-Guidance for Hip) ] recommended J
U - : ; — .
G Acetaminophen Conditicnally
(@) r recommended
a‘ [ Tramadol ]
=]
Duloxetine ]
=
I i
% [ Chondroitin ] [ Topical Capsaicin
o

Intraarticular glucocorticoid injections are strongly rec-
ommended for patients with knee and/or hip OA and condi-
tionally recommended for patients with hand OA.

Intraarticular glucocorticoid injections versus other injec-
tions are conditionally recommended for patients with knee,
hip, and/or hand OA.



Hﬂ«ND KNEE HIP

Intra—ArtlcuIar Hvalummc Acid 3 I-A Hyaluronic Acid
Intra-Articular Botulinum Toxin
:
Topical Capsaicin I [ Prolotherapy Against

Conditionally
Colchicine Against

Mon-Tramadol Opioids

Fish Qil

Vitamin D

Intraarticular hyaluronic acid injections are conditionally
recommended against in patients with knee and/or first CMC
joint OA and strongly recommended against in patients with
hip OA.



ACR conclusion
1) CTC injection is conditionnaly recommended in hand OA

2) No distinction between IPP or CMC OA related to CTC injection

3) HA injection conditionnaly against for CMC. Nothing related to IPP
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Single trials
demonstrated positive results for chondroitin sulfate and intra-
articular glucocorticoid injections in interphalangeal joints.
Pharmacological treatments for which no clear beneficial
effect was shown include paracetamol, intra-articular thumb
base injections of glucocorticoids or hyaluronic acid, low-dose

Kroon FPB, et al. RMD Open 2018;4:e000734. doi:10.1136/rmdopen-2018-000734



Conclusion and perspective

It is important to differentiate IPP OA from CMC OA

CTC coud be tried in IPP OA when it is clinically inflammatory,
For CMC, as this OA is more mechanical, HA could be tried
These molecules can be tried because they are totally safe
Image guided injection or not has to be assessed

No structural effect

PRP, botulinom toxin have to be assessed



La chirurgie

- PTG, PTH
- PUC
- Ostéotomie



Personnal data, Dr F Sailhan



Indications PTH, PTG

- portée par le patient!

- traitement médical inefficace
- gonarthrose bi ou
tricompartimentale

- type de prothese : chirurgien
- age




Indications PUC, ostéotomie

- arthrose unicompartimentale, sujet jeune

- compartiment femoropatellaire

Intact

- pivot central intact et LL

- déviation frontale de moins de 5° pour les
PUC

- chirurgien entrainé

- pas de surcharge pondérale




