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1. APRESENTACAO




Apresentacgdo

Nesta tese de Doutorado apresentamos, de acordo com o Regimento Interno de
Pos-Graduagdo stricto sensu e de Pesquisa da Universidade Federal de Sdo Paulo -
UNIFESP, Artigo 115°, tese sob a forma de compilacdo de artigos aceitos para publicagao,
produzidos pela aluna durante o periodo em que esteve matriculada regularmente no

Programa de Pds-Graduacdo em Ciéncias da Saude Aplicadas a Reumatologia.

Nossa linha de pesquisa envolveu a osteoartrite (OA) de maos, com
acometimento principal de articulagdes interfalangicas (IFs), abrangendo diagndstico e

tratamento.

A OA de maos ¢ uma doenca de alta prevaléncia. Sua prevaléncia sintomatica ¢
apontada entre 13-26% dos pacientes acima dos 70 anos (Zhang et al/ 2002), com
prevaléncia radiografica chegando a 55-67% da populacdo acima dos 55 anos (Dahaghin et
al 2005). Varios tratamentos para essa doenca tém sido avaliados, porém sem efetividade

comprovada. O alivio dos sintomas figura como principal objetivo do tratamento.

O tratamento ndo farmacoldgico abrange o uso de Ortese e fisioterapia

(Sphanns et al 2015).

A infiltracdo intra-articular (IIA) em articulagcdes de maos de pacientes com OA
ainda ndo tem sua efetividade bem estabelecida na literatura, embora na pratica clinica seja
muito utilizada. A efetividade desse procedimento ja ¢ reconhecida em outros sitios de
acometimento (joelho, quadril), sendo recomendadas pelas principais diretrizes de

tratamento (Hochberg et al 2012).

Como principais objetivos dessa linha de estudo, quisemos avaliar a
efetividade e segurancga a curto, médio e longo prazo da IIA em pacientes com OA de maos
e acometimento predominante de articulagdes IFs. Ainda, quisemos avaliar se o ultrassom
articular poderia ser uma ferramenta valida para o seguimento desses pacientes e avaliar a

evolugao radiografica da articulacdo infiltrada em um ano.




2.ARTIGO 1




Artigo 1

Este artigo foi publicado em 2015 com os resultados parciais do estudo
iniciado em meados de 2011, quando percebemos a escassa quantidade de trabalhos que
envolviam o uso das IIAs em maos em pacientes com OA. Embora fosse uma pratica
comum, Visto a escassez de tratamentos custo-efetivos para tal enfermidade, poucos eram

os artigos que encontravamos na literatura, justificando ou ndo seu uso.
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Artigo 1

Effectiveness of Triamcinolone Hexacetonide
Intraarticular Injection in Interphalangeal Joints:

A 12-week Randomized Controlled Trial in Patients
with Hand Osteoarthritis

Natalia de Oliva Spolidoro Paschoal, Jamil Natour, Flavia S. Machado,
Hilda Alcfntara Veiga de Oliveira, and Rita Nely Vilar Furtado

ABSTRACT. Objective. To evaluate the effectiveness and tolerance of intraarticular injection (IAI) of triamcinolone
hexacetonide (TH) for the treatment of osteoarthritis (OA) of hand interphalangeal (IP) joints.
Methods. Sixty patients who underwent TAT at the most symptomatic IP joint were randomly assigned
to receive TH/lidocaine (L.D; n = 30) with TH 20 mg/ml and LD 2%, or just LD {n = 30). The injected
joint was immobilized with a splint for 48 h in both groups. Patients were assessed at baseline and at
1,4,8, and 12 weeks by a blinded observer. The following variables were assessed: pain at rest [visual
analog scale (VAS)], pain at movement {VASm), swelling {physician VASs), goniometry, grip and
pinch strength, hand function, treatment improvement, daily requirement of paracetamol, and local
adverse effects. The proposed treatment (TAT with TH/LD) was successful if statistical improvement
{p < 0.05) was achieved in at least 2 of 3 VAS. Repeated-measures ANOVA test was used to analyze
intervention response.

Results. Fifty-eight patients (96.67%) were women, and the mean age was 60.7 years (+ 8.2). The
TH/LD group showed greater improvement than the LD group for VASm (p = 0.014) and physician
VASs (p =0.022) from the first week until the end of the study. In other variables, there was no statis-
tical difference between groups. No significant adverse effects were observed.

Conctusion. The IAT with TH/LD has been shown to be more effective than the IAT with LD for pain
on movement and joint swelling in patients with OA of the IP joints. Regarding pain at rest, there was
no difference between groups. Trial registration number: ClinicalTrials.gov (NCT02102620).
({J Rheumatol First Release August 1 2015; doi:10.3899/jrheum.140736)

Key Indexing Terms:
INTRAARTICULAR INJECTION CORTICOSTEROID
OSTEOARTHRITIS INTERPHALANGEAL JOINT

Osteparthritis (OA) is currently the most prevalent joint
disease in the world, and it is also the main predictor of
reduced independence of older people. The prevalence of OA
increases sharply with age, particularly in patients older than
70 years!, with pain being the main reason for secking
medical help?.

Intraarticular injection (IATI) with steroids is recommended
for the treatment of knee OA according to different guide-
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lines, and this therapy is widely prescribed by rheumatolo-
gists. Several clinical trials and systematic reviews support
the effectiveness and safety of such treatment. The onset of
its effectiveness is fast, with peak action occurring in < 1
week and the response lasting at least 4 weeks™*>¢.

Studies evaluating the effectiveness of intraarticular
therapies in patients with hand OA are very heterogeneous in
that they address different types of joints at the same time,
use unusual drugs’, do not include placebo groups®, use
soluble corticosteroids such as methylprednisolone®, or do
not use any corticosteroids’ 1011,

To our knowledge, no studies in the literature have
evaluated the effectiveness of IAI with the corticostereid
triamcinolone hexacetonide (TH) as a therapeutic eption for
patients with hand OA with invelvement of the proximal
interphalangeal (PIP) and distal interphalangeal (DIP)
joints. The aim of this study was to assess the effectiveness
and tolerance of medium-term IAT of the corticosteroid TH
for the treatment of OA of the PIP or DIP joints on clinical
and functional variables.

—{ Personal non-commercial use only. The Journal of Rheumatology Copyright © 2015. All rights reserved. }—
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MATERIALS AND METHODS

Sty design. We performed a randomized, prospective, controlled, double-
blinded, intention-to-treat study.

Sample. Patients were recruited from the oufpatient clinic of the
Universidade Federal de Sdo Paulo from August 2011 to August 2012, A
total of 60 patients were randomly assigned to 1 of 2 groups (30 patients in
each group).

The patients had to fulfill the following inclusion criteria: age older than
40 years, a diagnosis of hand OA involving the PIP or DIP joints according
to the American College of Rheumatology (ACR) criterial?, radiographs
showing osteophytes in the studied joint, and pain between 3 cm and 8 cm
on the visual analog scale (VAS) for pain (VAS pain at rest 0-10 cm) in at
least 1 PIP or DIP hand joint.

Exclusion criferia were patients with change in the corticosteroids or
nonsteroidal antiinflammatory drugs (NSAID) dosage in the last 30 days,
change in drugs for the OA treatment (glucosamine, chondroitin, chloro-
quine, methotrexate) in the last 2 months, IAT with corticosteroids in the
studied joint in the last 3 months, any change in nonpharmacological hand
OA treatment in the last 2 months (rehabilitation, acupuncture, and others),
suspicion of local or systemic infection, clinical or hand radiograph
suggesting another cause of hand arthropathy (inflammatory arthritis,
psoriatic arthritis, microcrystalline arthropathy, deposit disease), and severe
coagulation disorder.

Our study was approved by the local ethics committee, and all recruited
patients signed a consent form (written and informed consent).

Intervention. Patients were randomly assigned to 1 of 2 groups: a study group
[TH/lidocaine (LD)] and a control group (LD only).

Patients in the TH/LD group underwent a treatment scheme for the most
symptomatic interphalangeal (IP) joint; this treatment was composed of JAI
with TH (20 mg/ml) and 2% LD without epinephrine. The IAT was admin-
istered in the 0.3 ml dose (6 mg) of TH for the PIP and 0.2 ml (4 mg) of TH
for the DIP, always associated with 0.1 ml of 2% LD. Patients in the LD
group underwent JAT with only 2% LD (0.1 ml) without epinephrine in its
most symptomatic IP joint. Paracetamol (750 mg per tablet) was also used
if required during the 12 weeks of followup (up to 3 tablets per day) for both
groups. Both groups of patients underwent only 1 IAT in the most sympto-
matic joint and on a single occasion.

The procedures of the 2 groups were performed blindly by the same
theumatologist with 10 years of experience in inferventional theumatology
after rigorous antisepsis with alcohol 0.5% chlorhexidine. A sterile insulin
syringe (BD Ultra-Fine neadle, 8 mm x 0.3 mm 30 G) covered with opaque
adhesives was used on all patients. The anatomic place used for needle entry
was located in the dorsolateral joint'® (Figure 1). After the procedure, the
injected joint was immobilized with a splint for 48 h in hoth groups.

Assessment. All patients had their data reported in an evaluation form. The
data collected were age, sex, race, use of drugs, antiinflammatory drugs,
and/or analgesic drugs. Radiographs of the hands were performed in the
anteroposterior view and were rated by an observer using the Kellgren and
Lawtence (KL) scale®.

Five assessment evaluations were scheduled for a total of 12 weeks of
followup. Patients were assessed at TO (hefore the intervention) and at T1,
T4, T8, and T12 weeks after the intervention. The assessment was cartied
out by a blinded assessor, trained in assessment instruments.

Clinical assessment. The following variables were assessed in both groups:

e VAS for pain at rest (VASr; 0-10 cm, self-reportad);

¢ VAS for pain on movement (VASm; 0-10 cm, self-reported);

*  VAS for joint swelling (physician VASs; 0-10 cm, physician assessed);

¢ joint goniometry in flexion (degress of range of motion);

¢ analgesic consumption after the intervention (paracetamol daily
average);

e prip strength using the Jamar dynamometer (kgf) by obtaining the
average of 3 attempts!®;

¢ pinch strength using the pinch gauge dynamometer (kgf) by obtaining
the average of 3 trials for the 3 types of pinches: tip, key, and tripod®;

* hand function assessed by the Cochin Hand Functional Scale'® and the
AUStralian CANadian Osteoarthritis Hand Index (AUSCAN) using
the subscales pain, stiffness, and hand function!?;

¢ treatment improvement scale varying by 5 points (much worse, woise,
unchanged, littfle improvement, and much improved), assessed by the
patient;

¢ adverse effects after the procedure (atrophy and/or subcutaneous
atrophy and joint instability); and

¢ worsening of pain after IAT measured by VAS (post-IAI VAS 0-10 cm)
at 48 h after the procedure (reported only at T1).

Sample size. Using the VASr as the primary study variable, we found a
sample of 24 patients for each group. To arrive at our sample, we considered
an SD equal to 1.5 points based on previous studies’$1%11 We also used
ANOVA for repeated measures as the statistical method to calculate the
sample. The statistical power was 90%, with 5% significance, and with a
detectable difference of 2.0 points on the VAS pain scale when compared
with the control group, measured 5 times across time info 2 independent
groups. Anticipating a possible loss, we started the study with 30 patients in
each group.

Random selection. Patients were randomly assigned using a randomization
plan generated by the MINITAB 14.0 software without any stratification
factors, with secret allocation guaranteed by opaque-sealed envelopes. In
our current study, the randomization resulted, by chance, in 2 groups with
the same number of patients (n). The rheumatologist tesponsible for the
inclusion of these patients had no previous access to the randomization list.
That rtheumatologist was responsible for verifying that patients were within
the inclusion and exclusion criteria of our study, and after the procedure, for
referring patients to the evaluators in another room, where the study
medication was prepared.

Sample blinding. Only the researcher responsible for patient inclusion and
exclusion had access to which group the patients belonged after enrollment,
and was responsible for preparing the syringes without the patients being
able to see such preparation taking place. The observer responsible for the
patient assessment was completely “blinded” to our study. The rheumatol-
ogist performing the procedure had no access to the recruitment, random
allocation, inclusion, and assessment of patients, otherwise this blinding
might be impaired because the amount used in the TH/LD group (study
group) was greater than that used in the LD group (control group).

Statistical methods. SPSS software version 17.0 (IBM Corporation) was used
to perform the statistical analysis. Descriptive statistics (mean, SD, 95% CI)
were used to characterize the 2 groups of patients. Continuous variables of
the 2 groups at baseline were compared using the Student t test (for normally
distributed variables) and the Mann—Whitney U test (for variables with a
distribution not considered normal). Categorical variables were evaluated
using the chi-square test.

To assess response to the intervention, we used ANOVA with repeated
measures to perform intragroup and intergroup analyses actoss 5 times (T0,
T1,T4, T8, and T12 weeks) by repeated measures ANOVA for a treatment
by time interaction. The p values described in the tables are the infergroup
p: they show whether the groups behaved in the same way. The infragroup
analysis assessed the evolution across time in relation to TO. This was an
intent-to-treat study.

VAS1, VASm, and physician VASs were considered the main outcomes
of our study. The proposed treatment (JAI with TH/LD) was successful if
statistical improvement (p < 0.05) was achieved in at least 2 of these 3
variables.

Differences were considered statistically significant when p < 0.05.

RESULTS
A total of 60 patients were randomly selected for our study,
and no patients dropped out. Figure 2 shows a flowchart of
our study.

No differences were found between the groups regarding

—{ Personal non-commercial use only. The Journal of Rheumatology Copyright @ 2015. All rights reserved. }—
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Figure . A and B: Intraarticular injection into the proximal interphalangeal joint. C and D:
Intraarticular injection into the distal interphalangeal joint.

age, disease duration, sex, and other demographic variables
(Table 1). In both groups, the patients had an average of 3
tender joints: only the most symptomatic joint was treated.
Regarding the KL classification at baseline, the LD group
appeared to have more joints that were graded KL.IV, and the
TH/LD group had more joints that were graded KL III.
However, the statistical analysis showed no difference
between the groups lor this variable. Also, no dillerence was
observed between the groups regarding the percentage of PTIP
and DIP joints studied or in relation to the use of NSAID and
other drugs. None of the patients were taking oral corticos-
teroids. None of the patients had undergone TAT with corti-
costeroids in the last 3 months. The vast majority of patients
did not use any continuous systemic treaiment ol OA.

The groups dillered only in regard to self-reported skin
color, with the LD group showing a higher percentage of
patients who were white. We carried out the adjustment in
relation to skin color for the main variables of our study
(VAST, VASm, and physician VASs) among TH/L.D patients.

On intragroup assessment, we observed a significant
difference for most of the variables studied from baseline (p
< 0.001 o p < 0.05). For the local variables (VASr, VASm.
and physician VASs), the results are shown in Table 2. Our
mosl important results were related 1o VASm and physician
VASs, which dilfered significantly in the intergroup
assessment. The TH/LD group showed better performance
statistically than the LD group for VASm and physician VASs
(p =0.014 and 0.022. respectively) {rom the [irst week (T1)

46 Personal non-commercial use only. The Journal of Rheumatology Copyright ® 2015. All rights reserved. |7
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[ Enrollment J

Assessed for eligibility, n = 94

Excluded, n = 34
+ Not meeting inclusion criteria,
n=15

| Randomized (n=60) |

|

l

Allocated to intervention, n = 30
+ TH/LD Group, n = 30

A 4

Allocation
v

¥

Lost to followup, n =0

Discontinued intervention, n =0

A 4

Analyzed, n = 30
+ Excluded from analysis, n =0

Allocated to intervention, n = 30
+ LD Group, n = 30

Lost to followup, n =0

Discontinued intervention, n = 0

Analysis

Analyzed, n = 30
+ Excluded from analysis, n =0

Figure 2. Study [lowchart. TH: triameinolone hexacetonide; LD: lidocaine.

Tabie 1. Sample characteristic at baseline. Values are n (%) unless otherwise specified.

Characteristics TH/LD Group, n = 30 LD Group, n =30 P
Age, yrs, mean (5D) 60.7(9.1) 60.7(7.3) 0.553%
Disease onsel, yrs, mean (SD) 4.7(4.2) 5203.0) 0.151%
Female/male 30 (10070 28 (93.3)/2 (6.7) 0.15%%
White/non-white 17 (56.7)/13 (43.3) 25 (83.3)5 (16.7) 0.034%%
KL grade in the injected joint 0.18(p+*

1 4(13.3) 5(16.7)

m 7(23.3) 4(13.3)

1 8(26.7) 3010

w 11 (36.7) 18 {60
Radiograph erosion, whole hand 0297

No erosion 19 (63.3) 15 (300

Erosion 11 (36.7) 15 (5()
Drugs 0.423%*

No drugs 23 (76.7) 18 {60y

Hydroxychlorogquine 1(3.3) 2(6.7)

Glucosamine sulfate 5(16.7) 5(16.7)

Glucosamine sulfate + chondroitin sulfate 0 3(10)

Methotrexate 1(3.3) 1(3.3)

NSAID, sodivm diclofenac, mg/day (SD) 33(18.2) 1.7(9.1) oo81

Paracetamol, 750 mg, tablets/day (SD} 0.6(1.1) .2(04) 0.127*
IP joint studied

DIP 14 (46.7) 15 (50) 0 796%%

PIP 16 (53.3) 1550y 0.423%*

* Mann-Whitney statistical test. ** Chi-square statistical test. TH: triameinolone hexacetonide; LD: lidocaine;
KL: Kellgren-Lawrence classification scale: NSAID: nonsteroidal antiinflammatory drugs; TP: interphalangeal;
DIP: distal interphalangeal joint; PIP: proximal interphalangeal joint.

—| Personal non-commercial use only. The Journal of Rheumatology Copyright @ 2015. All rights reserved. |—
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Table 2. Comparison between groups for pain (VASr and VASm), swollen (VASs), joint goniomefry, paracetamol
use, scale of subjective improvement, and VAS for pain 48 hours after procedure. Values are mean (SD)/95% C1

unless otherwise specified.

Time, Weeks TH/LD Group, n = 30 LD Group,n =30 p Intergroup
VASr 0.513*
TO 6.1 (17)/5.5-6.7 6.1(1.6)/5.4-6.7 TO
T1 2.6 (2.9)/1.6-3.7 1.7 (27)0.7-2.7 T1
T4 13(2.1)/05-22 1.6(2.6)/0.8-2.5 T4
T8 14 (2.6)/0.5-2.4 1.6 (2.6)/0.7-2.6 T8
T12 08(1.7)/0.1-1.5 0.9(22)/0.2-1.6 T12
VASm 0.014*
TO 6.5 (1.8)/5.9-7.1 6.6 (14)/6.0-7.2 TO
T1 39(3.1)/28-50 4.1(29)/3.0-52 T1
T4 28(29)/1.7-38 3.0(30)1.94.1 T4
T8 1.8 (2.6)/0.7-2.8 4.0(33)/2.9-50 T8
Ti2 22(209)/1.1-33 40(32)2.8-51 Ti12
VASs 0.022%*
TO 30(1.5)/2.4-35 3.0(17)2.4-35 TO
T1 20(1.5)/1.5-2.6 2.1(14)1.6-2.7 T1
T4 14 (14)/0.9-1.8 20(1.2)y1.5-24 T4
T8 0.7 (0.8)/0.3-1.1 1.8(13)/1.4-22 T8
T12 1.1(12)/0.6-1.5 20(1.3)1.5-24 T12
Flexion, ® 0.528*
T0 716 (204)/64.2-78.9 61.1(19.8)/53.8-68.5 T0
T1 734 (22.8)/65.5-81.3 66.6 (20.6)/58.7-74.6 T1
T4 756(22.3)/68.0-83.2 68.7(19.1)/61.1-76.3 T4
T8 793 (21.1)/71.9-86.7 66.2(194)/58.8-73.6 T8
Ti2 7261(25.1)/63.8-81.3 63.6 (22.6)/54.0-72.3 Ti12
Paracetamol use 0.784%
TO 0.65 (1.12)/0.34-0.96 0.17 (0.45)/-0.14-048 TO
T1 0.90(1.22)/0.35-1.24 0.31 (0.38)/-004-0.06 T1
T4 0.71 (1.15)/0.39-1.03 0.26 (0.49) /-0.06-0.59 T4
T8 0.81(1.19)/047-1.15 0.30 (0.58)/-0.04-0.64 T8
Ti2 0.74 (1.25)/0.38-1.10 0.33 (0.60)/-0.03-0.69 Ti2
Improvement scale, 1 (%) 0.236%*

Worse Unchanged Improved Worse Unchanged Improved
T1 2{(69) 1(34) 27 (90) 0 1(33) 29 (96.7)
T4 0 1(33) 29 (96.7) 0 4(13.3) 26(86.7)
T8 1(3.3) 1(3.3) 28(933) 1(3.3) 3(10) 26 (86.7)
T12 2(6.7) 1(3.3) 27 (90) 1(3.3) 5(16.7) 24 (80)
'VAS for pain 48 h after
procedure, mean (SD) 35(32) 3834 0.825%+*

*ANOVA for repeated measures. ** ANOVA for repeated measures for categorical variables. *** Student t test.
VAS: visual analog scale; VASt: VAS for rest pain; VASm: VAS for movement pain; VASs: VAS for joint swollen;

TH: triamcinolone hexacefonide; LD: lidocaine.

until the end of our study (T12). Joint flexion showed
improvement in both groups relative to TO; however, no inter-
group difference was observed for this variable. The
treatment improvement scale, which contained 5 intensities,
was grouped into 3 variables: worse, unchanged, and
improved. The groups behaved the same way across time
with no differences seen between the groups at any time
(intergroup p = 0.380, valid for all times), or between times
for either group. Both groups reported “improvement” in
most cases (Table 2).

For grip strength and pinch strength, ne statistical
improvement was observed in the intragroup evaluation
relative to TO for both groups (p > 0.05). For tip and tripod

pinch strength, we observed a statistical improvement in the
intragroup evaluation relative to TO for both groups (p <
0.05). However, no statistical intergroup difference was
observed for any of these variables (Table 3).

For the Cochin, AUSCAN global, and sub-global
variables, there were a statistical improvement in the intra-
group evaluation relative to TO for both groups (p < 0.05).
However, no statistical intergroup difference was observed
for any of these variables (Table 4).

DISCUSSION
Our study was conducted in an attempt to test the effec-
tiveness and tolerance of a local therapy (TAT with TH/LD)
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Table 3. Comparison between groups for grip and pinch strength. ANOVA for repeated measures. Values are mean
(SD)/95% CI unless otherwise specified.

Time, Weeks TH/LD Group,n =30 LD Group,n =30 p Intergroup
Grip strength, kgt 0.832
TO 14.85 (6.71)/12.23-17.47 13.68 (7.59)/11.06-16.30
T1 1412 (6.56)/11.49-16.75 13.7 (7.79)/11.11-16.38
T4 15.09 (6.57)/1246-17.72 14.65 (7.78)/12.02-17.28
T8 15.52 (7.33)/12.79-18.24 1544 (7.58)/12.72-18.17
T12 16.21 (6.24)/13.65-18.77 15.23 (7.70)/12.6-17.79
Key pinch strength, kgt 0.236
TO 6.12(1.82)/5.34-6.90 5.79 (2.40)/5.00-6.57
T1 595 (1.84)/5.28-6.63 6.27 (1.86)/5.39-6.94
T4 6.36 (1.61)/5.67-7.03 6.35 (2.11)/5.66-7.04
T8 6.39 (1.98)/5.72-7.03 6.47 (1.64)/5.81-7.14
T12 6.50 (1.88)/5.84-7.17 6.24 (1.75)/5.58-6.90
Tip pinch strength, kgf 0.481
TO 278(1.23)/2.31-3.25 2.63 (1.34)/2.16-3.10
T1 2.85(1.17)/2.39-3.32 2.99 (1.39)/2.52-3.46
T4 328(1.12)/2.81-3.74 3.03(1.39)/2.57-3.49
T8 330(1.34)/2.76-3.86 3.31 (1.63)/2.76-3.86
T12 3.44(1.20)/2.90-3.99 3.38 (1.73)/2.84-3.93
Tripod pinch strength, kgf 0771
TO 408 (182)/3.384.79 3.81 (2.06)/3.09—4.49
T1 410(161)/3.44-477 4.18 (2.01)/3.47-4.79
T4 451(158)/3.87-5.15 4.24 (1.93)/3.52-4.80
T8 4.81(1.81)/4.11-552 4.60 (2.05)/3.79-5.20
T12 482(191)14.10-5.54 4.63 (2.04)/3.81-5.25

TH: triamcinolone hexacetonide; LD: lidocaine; kef: kgforce.

in patients with hand OA. VAS pain at rest, pain on
movement, and joint swelling were considered the most
important variables of our study. Two of the 3 most important
variables had better results in the TH/LD group, so we
considered this trial as positive.

OA is the most prevalent joint disease in the world. In
addition to advanced age, risk factors are female sex,
especially when the knees and hands are affected; genetic
predisposition; and obesity!. Hand OA is one of the most
important forms of this disease. In an epidemiologic study
conducted in Brazil, Rey, ef al found a prevalence of 18.6%
and 7.75% in women and men older than 50 years,
respectively'®.

Many therapies have been proposed for the treatment of
hand OA, but little scientific evidence is available about
them. In 2012, the ACR recommended the following inter-
ventions: nonpharmacologic measures such as joint protec-
tion, use of bracing to the first carpometacarpal joint, and
thermal therapy, and only oral antiinflammatory drugs,
topical capsaicin, and oral tramadol. This is because few
high-quality randomized clinical trials are available on this
topic. Although hand OA is quite common, little scientific
evidence currently exists for its therapeutic options®.

The European League Against Rheumatism recommends
the use of intraarticular corticosteroids for cases of painful
OA joints, and also questions slow-acting drugs such as

glucosamine, chondroitin, and diacerein, among others,
stating that the pharmacoeconomic benefits are not yet well
established!”.

In 2001, Ayral was already mindful of the lack of evidence
for TAI with corticosteroids in hand OA. However, this
procedure is common in clinical practice®®. In reviewing the
literature, we found that some studies reported using TAT for
the treatment of hand OA; however, such studies involved
mainly the first carpometacarpal joint and have had
conflicting results”3%10:11.21

In 2004, Meenagh, ef al, in a randomized controlled trial
of 40 patients with OA of the first carpometacarpal joint,
divided the patients into 1 of 2 groups comparing IAl with
TH versus placebo. They found no difference between the
groups regarding moderate to severe disease relative to pain
and joint stiffness?!. Joshi conducted a prospective case series
of 25 patients after TAI with methylprednisolone and also
found no longterm improvement with injection in the same
joint, with improvement in VAS pain only in the first month?,
Fuchs, ef al compared the efficacy and tolerability in 56
patients in a prospective, randomized controlled trial by
dividing these patients into 1 of 2 groups. They found that
IAI with sodium hyaluronate plus TH was effective in
relieving pain and improving joint function in these patientsS.

To the best of our knowledge, our current study is the first
to use TAI with corticosteroids only in the IP joints of the
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Table 4. Comparison between groups regarding hand questionnaires. ANCQVA for repeated measures. Values are
mean (SD)/95% CI unless otherwise specified.

Time, Weeks TH/LD Group,n =30 LD Group,n =30 p Intergroup
Cochin 0.668
TO 193 (17.3)/13.1-25.4 23.1(16.3)/170-293
T1 17.8 (19.5)/11.2-24 4 22,1 (16.7)/155-28.7
T4 14.3 (16.4)/8.3-204 19.9 (16.7)/13.8-259
TS 15.9 (18.1)/9.6-222 20.5(16.3)/142-26.8
T12 14.3 (15.3)/84-20.1 21.8 (16.7)/159-276
AUSCAN global 0.501
TO 259 (15.1)/20.7-31.2 29.1 (13.4)/23.8-343
T1 22.7 (13.8)/17.3-28.0 27.5(15.2)/22.2-328
T4 200 (13.9)/14.9-25.1 25.5 (14.0)/20.3-30.6
T8 203 (14.6)/15.1-25.5 26.0 (14.0)/20.8-313
Ti12 188 (14.1)/13.6-24.0 257 (14.4)/204-309
AUSCAN subscale pain 0.421
T0 8.8 (4.8)/7.2-103 9.2(4.3)/7.5-10.9
T1 7.0 (4.6)/5.2-8.7 8.3 (5.1)/6.5-10.0
T4 5.9(4.9)/4.1-78 T8 (54)/59-97
T8 6.0 (4.9)/4.2-7.7 8.3 (4.5)/6.6-10.0
T12 5.3 (4.7)/3.6-7.1 70 (4.8)52-87
AUSCAN subscale stiffness 0.487
T0 1.7 (14)/1.1-2.2 20(1.3)/15-25
T1 1.1(1.3)/0.6-1.6 1.5 (1.5)/1.0-20
T4 1.2 (1.5)/0.6-1.7 1.8 (1.5)/1.2-2.3
T8 1.6(14)/1.1-2.1 1.9(1.2)/14-24
T12 1.2 (140.7-1.7 20(14)/15-25
AUSCAN subscale function 0.714
TO 154 (10.4)/11.9-190 17.9(8.9)/14.3-21.4
T1 14.6 (9.5)/11.0-18.1 17.8(9.7)/14.2-21.3
T4 12.9(8.9)/9.7-16.2 15.9(8.9)/12.6-19.1
T8 12.7 (9.3)/9.2-16.2 15.8(9.7)/12.3-19.3
T12 12.3 (9.8)/8.7-15.9 16.7 (9.8)/13.1-20.3

TH: triamcinolone hexacetonide; LD: lidocaine; Cochin: Cochin Hand Functional Scale; AUSCAN: AUStralian
CANadian Osteoarthritis Hand Index.

hand (DIP and PIP) and the first to use TH as the cortico-
steroid of choice in these joints. Of the aforementioned
studies, only Reeves and Hassanein’ conducted studies of IAI
use in the PIP joints, but unlike their study, we used cortico-
steroids. Only the studies by Fuchs, ef af and Meenagh, ez al
previously used TH in their IAI®?!. In both studies, the
carpometacarpal joints were injected, but the studies yielded
opposite results.

‘We knew about the absence of controlled studies evalu-
ating the effectiveness of corticosteroid Al in the IP joints
in patients with hand OA, and the greater effectiveness of TH
in relation to other corticosteroids for this use in other joints.
Therefore, our present study mainly aimed to evaluate the
effectiveness and tolerance of a new therapeutic approach to
OA of the IP joints with the most effective drugs known for
this purpose.

‘Various assessment tools were used in our present study.
‘We chose outcome measurements of local pain and inflam-
mation — but also goniometry, hand function, and hand
strength (grip and pinch) — in an attempt to assess the
response to [Al with corticosteroids not only in regard to

pain, but also to swelling, joint mobility, and function.

Intragroup improvements were observed for most of the
outcomes assessed in both groups. Other authors also used
the VAS for pain as the main method of assessment’*-21,
However, only Figen Ayhan and Ustiinl®, Stahl, e ai?2, and
Heyworth, et al*? used the grip strength and pinch strength
ag assessment tools.

The dose of TH used in our study was chosen empirically.
Furtado, ef al>* and Lopes, ef al*> used 0.5-1 ml of TH in the
metacarpophalangeal joints. We then chose to use the lowest
dose in the IP joints studied. We used a syringe covered with
opaque adhesives, but the complete blindness of the
procedure was perhaps not achieved because of the difference
in volume used in the groups.

Despite the improved intragroup outcomes in almost all of
the variables in our study, we obtained intergroup statistical
differences only for joint movement pain and joint swelling,
with greater effectiveness found in the TH/LD group (corti-
costeroid group) since the first week (T1) until the last
assessment (T12). Contrary to our results, Meenagh, et al*!,
who uged TH, and Joshi®, who used methylprednisolone, did
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not find similar results. It would be expected that a short-term
improvement in joint pain with corticosteroid injection would
occur, but with regard to VASr and VASs, this improvement
continued until the end of the 12-week assessment.

Although we found superiority in the corticosteroid group
for very important variables such as pain and joint swelling,
we did not find statistical difference between the groups for
most of the variables studied. Perhaps the absence of
difference in rest pain between groups was because VAS at
rest dropped to near O in both groups, and this prevented the
detection of a difference. With a larger sample, we may have
found greater differences between the groups, although our
sample has been calculated before the study. Treatment of
only 1 joint (the most painfuly) may have had a small effect
on a patient’s global assessment. The TH dose used may have
been small; however, no studies have determined the optimal
dose for the IP joints. Finally, the use of LD as a control drug
may have had an effect on pain nociceptors. We believe that
LD as a contrel drug was most important for the similar
evaluations noted between the groups in our study.

The effect of LD on cartilage has been widely questioned.
In a review of the deleterious effects of LD, Piper, et al?t
suggested that precautions be taken regarding continuous
injections of anesthetics in high concentrations, although they
said that the consequences of using single doses require
further investigation. Some in virro studies have warned of
the deleterious effect of the use of LD on cartilage?’ 2822303132
even at a single dose?3. Moreover, Piat, ef al>* suggested that
there is an anabolic effect on cartilage metabolism through
the increased synthesis of cartilage markers following admin-
istration of anesthetics.

These aforementioned authors believe that LD may have
a toxic effect on articular cartilage. However, a possible
antiinflammatory effect has been attributed to this anesthetic,
according to some authors. Olsen, ef al demonstrated an
antiinflammatory effect of an analog of inhaled 1.D3%
this matter has also been discussed in regard to local
anesthetics?®.

Therefore, if we had used saline in our control group,
perhaps the between-group differences would have been
more pronounced. LD may have had some effect on the
inflammatory synovia, and it may have been responsible for
the good results also found in our control group (LD group).

We found that both groups tolerated the procedure, with
no differences observed in discomfort and worsening of pain
immediately after the precedure, and no major adverse
effects. These findings suggest that blind IAI of the IP joints
is a viable procedure to perform in a rheumatology practice.
However, studies are needed to compare IAT blindly, to test
this hypothesis.

Our present study had some limitations. The choice of a
single finger to be submitted to the intervention and the use
of LD as a control group were the main factors that may have
affected our results. The difference in the volume injected in

the 2 groups may also have impaired the results found in the
TH/LD group. The imbalance in the groups at baseline —
particularly in skin color — may have influenced our results,
despite being the only difference between the groups at
baseline. The 2 VAS for pain (VASr and VASm) behaved
differently in our sample. The VAS at rest did not differ
between groups, while the VAS on movement did. This may
be because of the fact that OA classically is a disease that
causes pain at the start of motion®. However, this may have
occurred simply by chance. The high rate of erosive
arthropathy may have negatively influenced some of the
results.

As a practical application, our study adds a simple and
inexpensive procedure that is well tolerated and effective for
relieving pain and joint swelling in the treatment of patients
with OA of the IP joints. No major adverse effects that would
have contraindicated Al of those joints were observed in our
study.

We found that TAT with the corticosteroid TH exhibited
safety and superiority for movement joint pain and joint
swelling, which may justify its use in the treatment of OA of
the IP joints. Regarding pain at rest, there was no difference
between groups. We believe that further studies, with a larger
sample, are needed to confirm the findings and to assess the
longterm effectiveness of this procedure.
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Nosso segundo artigo, também realizado com os pacientes acompanhados no
primeiro estudo, veio para nos ajudar a elucidar algumas davidas em relagdo a avaliacdo
dos pacientes com OA de maos através do uso do ultrassom articular. O uso do ultrassom
para acompanhamento dos pacientes com artrite reumatoide ja se encontra bem
estabelecido. No entanto, existiam poucos estudos colocando a aplicabilidade do ultrassom
na avaliacdo das articulag¢des interfalangicas com OA. Nesse trabalho tentamos ver se
poderiamos utilizar tal ferramenta para a avaliagdo dos pacientes com OA de maos. O
interesse nesse assunto se deu devido ao fato de recebermos e atendermos diariamente
muitos pacientes com tal diagndstico, com acometimento importante das maos,
prejudicando fun¢do, acarretando dor e problemas estéticos, sendo esses pacientes
diagnosticados e acompanhados apenas pela radiografia simples. Nesse segundo artigo,
portanto, avaliamos se o ultrassom articular desses pacientes se associava/correlacionava
com varidveis clinicas e funcionais. Além disso, avaliamos a reprodutibilidade desse

método de imagem na OA de maos.
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Interphalangeal Joint Sonography of
Symptomatic Hand Osteoarthritis
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Objectives—To assess the correlation between inflammatory sonographic findings
{grayscale synovial hypertrophy and power Doppler) and dinical and functional
assessments in hand osteoarthritis {symptomatic interphalangeal joints} and to cor-
relate the intracbserver and interobserver reliability of these findings.

Methods—A prospective double-blind study of 60 interphalangeal joints was con-
ducted. The joints were assessed 6 times per year by clinician and sonographer
observers.

Results—A total of 720 measurernent recesses were included (360 palmar and 360
dorsal). Small correlations and a few associations were found. Proximal interphalan-
geal joint quantitative measurements of the dorsal recess showed a statistical correla-
tion with joint swelling {? = .043) and pulp-to-pulp pinch strength {P = 043); in
the palmar recess, statistical correlations were seen for joint swelling {P = 007}, the
Australian/Canadian {AUSCAN) Function Index (P = .044), and grip and finger
strength (P=.037, .003, .019, and .017}. In dorsal semiquantitative assessments,
there were assodiations between sonographic findings and joint swelling (P = .010)
and pinch strength (P = .027, 003, and .014); in the palmar recess, we found associ-
ations with the AUSCAN Index {P = .048) and grip and finger strength (P = 031,
006, and 0.041). No correlations or associations were found in distal interphalan-
geal joints. Power Doppler signals were found in only 1.7% of the sample, preclud-
ing statistical analysis. Excluding palmar semiquantitative assessments in distal
interphalangeal joints {P = .623), sonographic findings were reliable (intraclass cor-
relation coefficients, 0.474-0.857; k = 0.390-0.673).

Conclusions—]Joint swelling, grip and pinch strength, and the AUSCAN Index
were weakly correlated and associated with sonographic findings in proximal intet-
phalangeal joints. Intraobserver and interobserver sonographic assessments were

reliable.
Key Words—hand; musculoskeletal ultrasound; osteoarthritis; sonography

and hand osteoarthritis is one of its most characteristic sub-

types. The estimated hand osteoarthritis prevalence is 26%

in women older than 70 years.l Treatment and follow-up of this

form of the disease have received less attention compared with cases

involving the knee and hip, probably because such involvement does

not present with the same great functional limitations as those seen
in the large joints.2

For diagnosis and follow-up of hand osteoarthritis, the clinical

history, a physical examination, and conventional radiography are

O steoarthritis is currently the most prevalent joint disease,

JUltrasound Med 2017; 00:00-00 | 0278-4297 www.aium.org
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used. Radiography gives us insight into only 2 planes of
articulation, and it does not provide an effective
approach to synovial measurements.’ More sensitive
techniques are required for accurate assessment of dis-
ease progression,m Sonography appears to be an emerg-
ing technique. It is a very useful imaging method, as it is
capable of showing structural damage leading to inflam-
mation in patients with osteoarthritis. It is considered a
great method for the follow-up of rheumatic patients. It
is safe, easy to perform, inexpensive, fast, and able to
assess various sites of inflammation in the same tum. It
can also be used to monitor and assess the therapeutic
response in these patients.S

Some authors have suggested that sonographic
assessment is better than that by plain radiography; it
does not involve radiation, and it allows for joint assess-
ment at various sites.® However, it still has limited use in
hand osteoarthritis compared with other inflammatory
joint diseases.

Studies assessing the applicability of sonography in
the diagnosis and follow-up of patients with hand osteo-
arthritis are necessary, but mostly, studies investigating
whether the sonographic findings reflect the dinical and
functional status of these patients. The objectives of this
study were to assess the correlation and association
between sonographic findings of inflammatory synovial
hypertrophy secondary to structural damage and power
Doppler findings of the interphalangeal joints and clini-
cal and functional outcomes in patients with hand osteo-
arthritis. In addition, we were interested in testing the
intraobserver and interobserver reliability of these sono-

graphic findings.
Materials and Methods

A prospective study using sonography in 60 patients
with interphalangeal joint osteoarthritis was performed.
The most symptomatic joint was assessed by sonogra-
phy. The inclusion criteria were as follows: diagnosis of
hand osteoarthritis according to the American College
of Rheumatc»logy,7 with invelvement of the proximal or
distal interphalangeal joints, or both; age older than 40
years; a visual analog scale (VAS) pain score (0-10 cm)
in the studied interphalangeal joint of 3 to 8 cm at base-
line; and agreement to and signing of the consent terms
of the study.

The exclusion criteria were as follows: changing the
use of oral corticosteroids and nonsteroidal anti-

inflammatory drugs in the last 30 days; changing the
treatment of hand osteoarthritis in the last 2 months
(including drugs and rehabilitation); and radiographic
findings of the hands suggesting interphalangeal arthrop-
athy of other etiologies (eg, psoriatic arthritis and micro-
crystalline arthropathy).

Patients were assessed by sonography 6 times; as
such, 360 assessments were performed. Each assessment
was performed in the dorsal (360) and palmar (360)
joint recesses, accounting for 720 joint recesses by the
end of the study. Patients were recruited from the outpa-
tient rtheumatology clinic at the Universidade Federal de
Sao Paulo, Escola Paulista de Medicina. The study was
approved by the Research FEthics Committee of this
institution.

Assessment

Two blinded observers (1 dinician and 1 sonographer)
assessed the most symptomatic interphalangeal joint at
the following times: 0, 1, 4, 8, 12, and 48 weeks. At time
0, demographic data were collected, and plain hand radi-
ography was performed in the anteroposterior view.

Clinical Assessment

Patients were assessed 6 times according to the follow-
ing assessment tools: self-related VAS pain score at rest
and on movement of the studied joint; VAS score of
joint swelling according to the observer; and goniometry
of the studied joint; handgrip strength by a grip strength
dynamometer (Jamar, Preston, Ontario, Canada) involv-
ing the studied joint; pinch strength (pulp-pulp, tripod,
and key) by a pinch gauge dynamometer (Smith &
Nephew, Germantown, TN) in the studied finger; the
daily need for analgesics (paracetamol, 750 mg,
expressed in tablets per day); and hand function, as
assessed by the Brazilian version of 2 functional ques-
tionnaires: the Cochin questionnaire8 and the Austra-
lian/Canadian (AUSCAN) Function Index”

The Cochin questionnaire consists of a functional
questionnaire with 18 questions covering the activities of
daily life and graded by the patient (0-5, from the
absence of difficulty to the complete impossibility of car-
rying out the activity}. The final value of this assessment
is given by the sum of the values assigned to each ques-
tion, and the higher the value, the worse the result.® The
AUSCAN Index hand osteoarthritis questionnaire con-
sists of 15 questions divided into 3 domains (pain, stift-
ness, and function). Tt also grades the difficulty in
performing activities of daily life. The final value of this

1 Ultrasound Med 2017; 00:00-00

18



Artigo 2

Spolidoro Paschoal et al—Interphalangeal Joint Sonography of Hand Ostecarthritis

assessment is the sum of the grades given to each ques-

tion. The higher the value, the worse the result.”

Sonographic Assessment

A sonographic assessment was performed after each clin-
ical assessment all 6 times by a rheumatologist with 5
years of experience in musculoskeletal sonography. The
sonographic examination was performed with the
MylLab 60 XVision ultrasound system (Esaote Biomed-
ica, Genoa, Ttaly} using a linear transducer with a fre-
quency range of 10 to 18 MHz The following
sonographic parameters were primarily assessed'%:

Figure 1. A, Grayscale sonography of synovial  hypertrophy:

semiguantitative and guantitative measurements, G indicates grade.
B, Sonograms of proximal and distal interphalangeal ostecphytes.

1 Ultrasound Med 2017; 00:00-00

Quantitative Grayscale Synovial Hypertrophy
Measurement

This measurement was made {from the bone surface to
the joint capsule of the dorsal and palmar recesses in each
assessment and was expressed in millimeters (Figure 1}.

Semigquantitative Grayscale Synovial Hypertrophy
Measurement

This parameter was assessed by a semiquantitative score
that ranged from 0 to 3 and that was modified for the
proximal and distal interphalangeal joints from the scores
created by Szkudlarek et al'! in 2003. The scores ranged
as follows: grade 0, no fluid; grade 1, a minimal amount
of fluid; grade 2, a moderate amount of fluid (without
distension of the joint capsule); and grade 3, an extensive
amount of fluid (with distension of the joint capsule).
Scores of 0 and 1 were dassified as normal, whereas
scores of 2 and 3 were dlassified as pathologic (Figure 1).

Synovial Blood Flow

This parameter was estimated by the presence of a
power Doppler signal, which was also graded on a scale
of 0 to 3: grade 0, no flow in the synovia; grade 1, single-
vessel signals; grade 2, confluent-vessel signals in less
than half of the area of the synovia; and grade 3, vessel
signals in more than half of the area of the synovia. The
pulse repetition frequency was maintained between 500
and 1000 Hz. The frequency varied between 6.3 and 10
MHz. Grade O was classified as normal, whereas grades
1,2, and 3 were classified as pathologic:m’11

Intraobserver and Interobserver Reliability of
Sonographic Assessment

An intraobserver and interobserver reliability assessment
was performed for quantitative and semiquantitative
grayscale sonographic findings of synovial hypertrophy
and power Doppler measurements. This assessment was
performed among 25% of the sample (90 joint recesses).
In this analysis, 2 sonographers were involved. The first
was responsible for sonographic assessment of the entire
sample. In addition, he was also responsible for perform-
ing a second sonographic measurement, which was used
to assess intraobserver reliability. The second sonogra-
pher was responsible for sonographic assessment, which
was used to assess interobserver reliability. During the
first assessment, images were analyzed and then
recorded. These recorded images were identified with
numbers (and not with the patients’ names}, and they
were assessed by the same sonographer (the first
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sonographer) over the course of more than 60 days. The
second sonographer performed a completely independ-
ent sonographic assessment of the images recorded by

the first sonographer.

Radiographic Assessment

Plain hand radiography in an anteroposterior view was
done in the first assessment (time 0) of the patients. These
radiographs were analyzed by a blinded radiologist with 30
years of experience in musculoskeletal radiology. In this
analysis, we used the Kellgren and Lawrence classifica-
tion,'” which is divided into 5 degrees: 0, no osteophytes;
1, doubtful osteophytes; 2, minimum osteophytes but no
decrease in the joint interline; 3, osteophytes and moder-
ate presence of a decreased joint interline; and 4, the pres-
ence of large osteophytes with ankylosis (Figure 2).

Statistical Analysis
Continuous data samples were presented as mean &
standard deviation. Categorical data were expressed as

Figure 2. Kellgren-Lawrence classification®: A, grade 1; B, grade Z;
C, grade 3; D, grade 4.

frequencies and percentages. Continuous variable sam-
ples were analyzed with tests of normality (Kolmo-
gorov-Smirnov test); Spearman correlation was used for
continuous variables; the Mann-Whitney test was used
to determine the association between continuous and
categorical variables; and the % test was used for cate-
gorical variables. We used a multivariate linear regression
model to see which variables retained significant results
in the presence of others. The intraobserver and interob-
server reliability assessment for sonographic measure-
ments was performed with the Cohen ¥ test for
semiquantitative sonographic measurements and the
intraclass correlation coefficient for quantitative meas-
urements.”>** Differences were considered statistically
significant at P < 05.

Results

Our sample had a large predominance of women. Most of
these patients did not use any specific drug for hand osteo-
arthritis treatment. Radiographically, almost half of the sam-
ple had a Kellgren-Lawrence score that was classified as
severe (grade 4)."* Moreover, more than half of the patients
were classified as having erosive hand osteoarthritis. The
demographic data of our sample are described in Table 1.

Results According to the Most Symptomatic Joint
Only 12 joint recesses (1.7%) showed positive power
Doppler signals (2 in the dorsal and 10 in the palmar
recesses, all with grade 1 severity), precluding statistical
analysis of this sonographic variable. The same occurred
with goniometric extension because only 1 patient did
not have complete extension of the joint

Sonographic Assessment of Distal Interphalangeal
Joints

In the semiquantitative and quantitative grayscale sono-
graphic measurements of synovial hypertrophy in the
distal interphalangeal joint dorsal and palmar joint
recesses, statistically significant associations and correla-
tions between sonographic findings and the clinical and
functional outcomes of the sample were not found.
These data are illustrated in Tables 2 and 3.

Sonographic Assessment of Proximal Interphalangeal
Joints

For the statistical assessment of the association between
the semiquantitative grayscale sonographic measure-

ments of synovial hypertrophy in the dorsal recess of the

1 Ultrasound Med 2017; 00:00-00
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proximal interphalangeal joints and the clinical and fune-
tional outcomes, patients with a pathologic sonographic
score had a higher mean VAS swelling score than did
the patients with normal scores. The mean pinch
strength (3 subtypes) was higher in the normal sono-
graphic score group. When analyzing the association
between the semiquantitative sonographic measurement
in the proximal interphalangeal joints palmar recess and
the clinical and fiunctional outcomes, patients in the nor-
mal sonographic score group had higher grip, pinch key,
and pinch tripod strength than did the group that was
considered pathologic. Still, the AUSCAN Index was
lower in patients with a normal sonographic score.
These findings are illustrated in Table 2.

Table 1. Baseline Data

Characteristic Value
Age, y 60.7+82
Disease onset time, y E0+36
Sex, n (%)

Female b8 (96.7)

Male 2 B3
Ethnicity, n (%)

White 42 70.0)

Nonwhite 18 (30.03
Drugs, n (%)

MNaone 41 (68.3)

Hydroxychloroguine 3(b0)

Glucasamine sulfate 10 (16.7)

Glucasamine sulfate + chandraitin sulfate 300

Diacerein 1070

Methotrexate 2 (3.3)
Radiography (Rellgren-Lawrence}, n (%)

1 9 (15.0)

2 11 (18.3)

E: 11 (18.3)

4 29 148.3)
Erasive ostecarthritis (radiography), n (%)

Yes 34 (b687)

Na 26 (433)
Interphalangeal joint studied, n (%)

Distal 291483

Proximal 31 (51.7)
VAS, rest, 1st assessment, cm

Distal joint 6.2x16

Proximal joint 8.0=x17
VAS, movement, 1st assessment, cm

Distal joint 64+18

Praximal joint 6714
VAS, swelling, 1st assessment, cm

Distal joint 24114

Praximal joint 34+18

Data are presented as mean =SB where applicable.

1 Ultrasound Med 2017; 00:00-00

The correlation between dorsal and proximal inter-
phalangeal joint measurements by quantitative grayscale
sonography of synovial hypertrophy and the dinical and
functional outcomes of the sample were observed in the
VAS swelling scores and in the statistically inverse correla-
tion with pulp-to-pulp pinch strength. Correlations with
the quantitative sonographic measurements in the palmar
recess were seen in the VAS swelling score and the AUS-
CAN Index (function subtype). Moreover, there was an
inverse statistical correlation between the quantitative
sonographic measurements and grip strength and
pinch strength across its 3 subtypes (key, pulp-to-
pulp, and tripod}. These data are described in Table 3.

We performed a multivariate regression analysis of
the variables that had significant results to see which var-
iables retained this relationship in the presence of others.
In proximal interphalangeal joint dorsal evaluation, only
pulp-to-pulp pinch strength was significant in the pres-
ence of others (P =.006). In the proximal interphalan-
geal joint palmar recess, the VAS swelling score and key
pinch strength were significant (P = 039 and .014,
respectively) in the presence of others.

Assessment of Intraobserver and Interobserver
Reliability of Grayscale Sonography of Synovial
Hypertrophy

Intraobserver Reliability of Distal Interphalangeal Joint
Assessment

The intraobserver reliability of semiquantitative gray-
scale sonographic measurements of synovial hyper-
trophy in the distal interphalangeal joints was shown
to be significant with respect to the assessment of the
dorsal recess. However, it was not statistically signifi-
cant in the palmar assessment. In the assessment of
intraobserver reliability, we found good results for
the dorsal recess and excellent results for the palmar
recess (Table 4).

Intraobserver Reliability of Proximal Interphalangeal
Joint Assessment

The analysis of the intraobserver reliability of semiquan-
titative grayscale sonographic measurements of synovial
hypertrophy in proximal interphalangeal joints was sub-
stantial in both the dorsal and palmar recesses. For the
intraobserver reliability of quantitative grayscale sono-
graphic measurements of the proximal interphalangeal
joints, excellent results were observed for the dorsal
recess, and good results were noted for the palmar recess

(Table 4).
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Interobserver Reliability of Distal Interphalangeal Joint
Assessiment

The interobserver reliability of semiquantitative grayscale
sonographic measurements of synovial hypertrophy in
distal interphalangeal joints was substantial in the dorsal
recess. Regarding the palmar recess, the reliability was
considered moderate. The interobserver reliability of
quantitative grayscale sonographic measurements in dis-
tal interphalangeal joints was good for both the dorsal
and palmar recesses (Table 4}.

Interobserver Reliability of Proximal Interphalangeal
Joint Assessment
The findings regarding the reliability of interobserver

semiquantitative grayscale sonographic measurements of

synovial hypertrophy in proximal interphalangeal joints
are presented in Table 4. There was good reliability in
the dorsal recess and moderate reliability in the in pal-
mar recess. The interobserver reliability of quantitative
grayscale sonographic measurements in proximal inter-
phalangeal joints was excellent for the dorsal recess and
good for the palmar recess.

Discussion

This study aimed to assess the applicability of sonogra-
phy in the assessment of a very prevalent disease such as
hand ostecarthritis, studying the correlations and associ-
ations between sonographic findings and clinical and
functional outcomes among these patients. In our study,

Table 2. Association Between Semiguantitative Grayscale Sonographic Findings of Synovial Hypertrophy and Clinical and Functional

Cutcomes

Dorsal Recess

Palmar Recess

Normal

Characteristic {Grades 0 and 1)

Pathologic
(Grades 2 and 3) P2

Normal
(Grades 0 and 1)

Pathelegic
{(Grades2and 3) P

Daorsal interphalangeal joint

Paracetamal, tablets/d 0.6+10 01+03 212 06+10 04+06 724
VAS, rest, cm 20=x28 25 *33 439 19+29 L33 187
VAS, movement, em 36+31 28+37 452 3b+31 44+31 286
VAS, swelling, cm 14+13 heizact ) 570 LAA2 T 088
Joint goniometric flexion, © B4R +137 547 +140 662 544 +14.0 E6.8+01 A47
Handgrip strength, kg force 158+68 15144 881 15966 141+65 456
Key pinch strength, kg force i1 61x15 986 6419 hbhx21 159
Pulp-pulp pinch strength, kg force FPELE 2608 338 312 =186 Bebhlg 239
Tripad pinch strength, kg force 45x20 3710 172 45x20 3B 225
Cochin 19.6£176 1bi2e=A82 366 182 £176 202195 878
AUSCAN, pain 70+48 77+68 715 6948 93+58 150
AUSCAN, stiffness 1L o 5] 1710 877 16=14 1.B#Eb 975
AUSCAN, function 150101 127x101 b45 147 +£101 169=x10.2 462
AUSCAN, global 2233415, 221 +172 FE 229=150 277168 284
Praximal interphalangeal joint
Paracetamol, tablets/d 0408 05+08 746 0408 03x06 398
VAS, rest, cm Z2HFY PHCbantie b37 21+28 Z33] 834
VAS, movement, cm 3732 53=+31 050 39+32 39+33 977
VAS, swelling, cm 20+186 3115 010 19+15 2A*19 161
loint goniometric flexion, © 828+205 79.0 + 189 233 827206 819 +195 bb4
Handgrip strength, kg force 14.8+75 108x 56 0567 15277 122+58 031
Key pinch strength, kg force 6.4+18 B i1y 027 6418 Bl h 0086
Pulp-pulp pinch strength, kg force e el 2308 003 33+13 28+09 072
Tripod pinch strength, kg force 45+18 34+08 014 45+19 LS ol 041
Cochin 16.6 x15.2 225 +13.8 067 166 =150 1BG BT 423
AUSCAN, pain 047 77 *+48 781 7046 74+438 649
AUSCAN, stiffness 16+14 23 =15 072 16=+14 17+14 697
AUSCAN, function 145 +88 18478 128 141 x50 g T 048
AUSCAN, global 23 R 284=x133 202 22735 262x124 106

Data are presented as mean £ SD where applicable.
“Mann-wWhitney test.

1 Ultrasound Med 2017; 00:00-00
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the quantitative grayscale sonographic measurements of
synovial hypertrophy were correlated with pain, swelling,
grip and pinch strength, and hand function (AUSCAN

Table 3. Correlation Between Quantitative Grayscale Sonography
of Synavial Hypertrophy and Clinical and Functional Qutcomes

Dorsal Palmar
Recess Recess
Characteristic r P r P
Distal interphalangeal joint
Paracetamol —0.008 915 0.091 23/
VAS, rest 0.054 485 0.021 788
VAS, movement 0069 369 0032 6/
VAS, swelling —0.042 588 -—0.057 455
Joint goniometric flexion 0027 729 -0.026 734
Handgrip strength =007 321 0.058 450
Key pinch strength —0.0b9 445 0.119 120
Pulp-pulp pinch strength —0134 080 0.093 2256
Tripod pinch strength —0148 062 0.082 282
Caochin —-0.063 411 -0.100 192
AUSCAN, pain —0.010 8% -—-0.085 394
AUSCAN, stiffness —-0.067 381 -0.024 7B2
AUSCAN, function 0.007 929 -0.032 680
AUSCAN, global —-0.03 649 0025 47
Proximal interphalangeal joint
Paracetamol 0.084 206 -—-0.001 986
VAS, rest 0144  0bz 0117 pliEs
VAS, movement 0104 161 0.047 522
VAS, swelling 0148 043 0197 007
Joint goniometric flexion 0141 057 00/ 311
Handgrip strength —0051 488 014 037
Key pinch strength —0.050 503 -—-0.222 003
Pulp-pulp pinch strength —0148 043  -0173 4yl
Tripod pinch strength -00/5 312 -017% 017
Caochin 0.011 88/ 0.059 430
AUSCAN, pain —0.005 841 0.000 991
AUSCAN, stiffness —-0.010 893 0015 841
AUSCAN, function 0.045 546 0149 044
AUSCAN, global 0.022 767 0.099 182

Index) in the proximal interphalangeal joints, with the
best correlations observed when assessing the palmar
recess.

We used the grayscale and power Doppler sono-
graphic measurements to assess hand joint recesses. Qur
aim was to determine whether sonography would be a
really useful test for assessment of smalljoint osteoar-
thritis (proximal and distal interphalangeal joints).

We chose to divide the sonographic assessments of
proximal and distal interphalangeal joints, as we believe
that these joints could behave differently. The distal
interphalangeal joints in our patients had no associations
or correlations between sonography and the clinical and
functional variables. These results may have been caused
by the difficulty in performing sonography because of a
smaller joint size and synovial recess and the more distal
body joint. In the proximal interphalangeal joints, we
found the best associations and correlations between
sonography and the clinical and functional variables.

Since 2008, Keen et al'® have suggested the need to
develop a scoring system for the sonographic follow-up of
patients with hand osteoarthritis, in which the exclusion of
the assessment of erosion was justified by its low sensitiv-
ity compared with radiography, as observed in a study
conducted by lagnocco et A" in 2005. The authors also
emphasized the difficulty of sonography in differentiating
osteophytes and erosion in patients with hand osteoarthri-
tis, suggesting the need for better definitions for these
sonographic par:a.rneters.15 In our study, we chose not to
assess the sonographic parameters of articular damage
(osteophytes and bone erosion), since the objective of the
study was primarily to prospectively assess the correlations
and associations between the changing dinical, functional,
and sonographic measurements of synovial hypertrophy

Table 4. Intracbserver and Interobserver Reliability of Grayscale Sonography of Synovial Hypertrophy

Distal Joint Proximal Joint
Sonographic Parameter Reliability P n Reliability P n
Intranbserver
Dorsal semiguatitative score, « 0.673 <001 43 0.664 <.001 42
Palmar semiguatitative score, i —-0.044 623 42 0.640 <.001 44
Darsal guantitative measurement, ICC 0736 <001 43 0.834 <.001 44
Palmar guantitative measurement, 1CC 0.862 <001 43 0.518 <.001 44
Interobserver
Dorsal semiguatitative scaore, x 0.617 <001 48 0.390 <.001 47
Palmar semiguatitative score, 0.498 001 47 0.b25 <.001 47
Dorsal guantitative measurement, [CC 0.494 <.001 48 0.857 <.001 48
Palmar guantitative measurement, ICC 0.474 <001 48 0.669 <.001 48
ICC indicates intraclass cormelation coefficient.
J Ultrasound Med 2017; 00:00-00 7
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over 48 weeks; therefore, the sonographic parameters of
articular damage would not fit that particular definition.

In 2010, Kortekaas et al'” also studied the use of
sonography in hand osteoarthritis, identifying associa-
tions of grayscale sonography of synovial hypertrophy
with pain and function, but they did not assess its rela-
tionship with swelling and hand strength. In our study,
we identified such an association when proximal inter-
phalangeal joints were involved. Associations were
observed between grayscale sonographic measurements
of synovial hypertrophy and joint swelling, hand
strength, and hand function (AUSCAN Index). We
were surprised by the fact that the VAS pain score was
not associated with sonography in our sample. We
believe that swelling is a more objective variable, thus
justifying our findings.

In 2014, Kortekaas et al'® followed patients for 3
months and observed the grayscale sonographic findings
of synovial hypertrophy in a small number of the sample
(7225%), and this number was smaller still for power
Doppler imaging (229.3%). As in the study by Kortekaas
et al,'® this study found a low number of power Doppler
signals in this group of patients.

In 2011, Arrestier et al'® also reported that their
sonographic findings were not as expressive; they found
more severe sonographic findings in distal interphalan-
geal joints compared with healthy control participants.
In agreement with our study, Arrestier et al ~ found few
positive power Doppler signals. However, regarding the
grayscale sonographic measurements of synovial hyper-
trophy, the findings in distal interphalangeal joints were
more substantial than those found in our work.

Except for the semiquantitative grayscale sono-
graphic assessment of synovial hypertrophy of the distal
interphalangeal joint palmar recess, we observed satisfac-
tory reliability for sonographic assessment of interpha-
langeal joints with osteoarthritis. In addition, both
intraobserver and interobserver results were similar to
those already found in the literature,"*%* emphasizing
the idea that it is possible to perform this technique with
trained sonographers from different disciplines.

We believe that the weak correlations and the few
associations observed between the clinical and functional
variables and the sonographic findings in this study may
have been due, among other reasons, to the fact that
interphalangeal hand osteoarthritis does not show major
inflammatory conditions, such as those seen in the meta-
carpophalangeal joints of patients with rheumatoid

arthritis. This hypothesis is reinforced by the small num-
ber of patients who had positive power Doppler findings
in our study. The major presence of pain instead of swel-
ling at time O (a fact suggested by the finding that the
VAS swelling score was greater than the VAS rest score)
may have also influenced our results. In a sample that
featured more severe interphalangeal swelling, the results
could have been different.

As far as the main limitations of this study are con-
cemed, we could cite the fact that it did not involve rhi-
zarthrosis, which is a very common involvement in
hand osteoarthritis. We chose not to include it, believ-
ing that the thumb is much bigger than the interphalan-
geal joints and might have behaved differently. Still, the
low number of patients with the presence of power
Doppler signals and the absence of osteophytes and
bone erosion on the sonographic assessments were
also limitations. The limited follow-up of the sample
(48 weeks) led us to refrain from assessing osteo-
phytes and bone erosion. In less than 1 year of follow-
up, these variables would have probably remained con-
stant and would not have translated to disease activity,
unlike the sonographic measurements. The reliability
analysis of sonography performed with captured and
recorded images may have influenced the results. If
performed with images taken by different observers, it
could have had different results, since sonography is
an operator-dependent test. Finally, the correlations
were not strong, and there were few statistically signifi-
cant associations.

This study has practical applications that should be
highlishted. The most important one is that, in agreement
with most of the studies that preceded it, our results sug-
gest that the correlations and associations between the
grayscale sonographic findings of synovial hypertrophy of
the interphalangeal joints in hand osteoarthritis and the
dlinieal and functional variables are not statistically strong.
This finding applies especially to distal interphalangeal
joints, where these correlations and associations were non-
existent. However, our results were more statistically con-
sistent when assessing the proximal interphalangeal joints.
From this standpoint, we can extract another important
practical application: this study suggests that if we are using
sonography to assess the effectiveness of a therapeutic
intervention for interphalangeal hand osteoarthritis, the
joint that will be subjected to treatment should be the
proximal interphalangeal joint because only here will
sonography be able to identify the therapeutic response.

J Ultrasound Med 2017; 00:00-00
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Another important finding from our study was our
ability to confirm the good intra and interobserver reli-
ability of the quantitative and semiquantitative grayscale
sonographic findings of synovial hypertrophy in inter-
phalangeal hand osteoarthritis. This aspect gives us con-
fidence that we can use this method for longitudinal
assessments. In addition, because sonography is a fast
and inexpensive method, it can be considered as an alter-
native choice for assessment of proximal interphalangeal
joints in the absence of more sensitive methods such as
magnetic resonance imaging. We believe that this study
will stimulate others to conduct larger studies, particu-
larly testing modified sonographic measurements, to dis-
seminate this practical and dynamic method to increase
its applicability in the study of hand osteoarthritis.

In conclusion, we found associations and correla-
tions between grayscale sonographic findings of synovial
hypertrophy and the following clinical and functional
variables: VAS swelling score, pinch strength, grip
strength, and the AUSCAN Index, but only for proximal
interphalangeal joints. Sonography of interphalangeal
joints osteoarthritis proved to be reliable in terms of
both intraobserver and interobserver assessments across
most of the studied recesses.
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Ap6s avaliarmos os resultados a médio prazo (12 semanas) no primeiro
artigo, percebemos que seria interessante avaliarmos a efetividade da IIA com corticoide
na nossa amostra a longo prazo, bem como o efeito desse procedimento na evolugdo
radiografica da articulagdo infiltrada. Entdo, optamos por seguir os pacientes
apresentados no artigo 1 clinica e radiograficamente pelo periodo de 1 ano. Esse foi
entdo o objetivo do terceiro artigo que deve ser enviado para publicacdo apds as

consideragdes realizadas pela banca examinadora.
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Efetividade e influéncia na evolu¢do radiogrifica da injecdo intra-articular de
triancinolona hexacetonide em articulagcoes interfalingicas de maos de pacientes com

osteoartrite: um estudo controlado randomizado duplo cego com 1 ano de seguimento.

RESUMO

Objetivo: avaliar o efeito da infiltracdo intra-articular (I[A) com triancinolona
hexacetonide (TH) em articulagdes interfalangicas (IFs) de maos de pacientes com
osteoartrite (OA) quanto a melhora da dor e do edema articular; melhora na funcao,

goniometria, forca de preensdo/ping¢a; e evolucao radiografica.

Material e métodos: foi realizado estudo prospectivo, controlado, randomizado, duplo-
cego, envolvendo 60 pacientes com OA de IFs de maos, divididos em dois grupos: Grupo
TH/LD (ITA com TH + lidocaina (LD)) e Grupo LD (IIA com LD). A articulagdo mais
dolorosa foi estudada. Pacientes foram seguidos “cegamente” por 12 meses (Tempos T 0-
1-4-8-12 e 48semanas) segundo as seguintes varidveis: dor e edema articulares,
questionarios funcionais AUSCAN e COCHIN, for¢a de pinca e preensdo, goniometria,

percepgao de melhora, consumo de paracetamol e radiografia simples (TO e T48 semanas).

Resultados: Foram estudados 60 pacientes: 97% eram mulheres, com média de idade de
61(DP 8,2) anos, e 5(DP 3,6) anos de doenca. Metade dos pacientes apresentaram
classificagdo radiografica Kellgren e Lawrence (KL) graus I e II e a outra metade graus III
e IV. Os dois grupos evoluiram de forma semelhante nas 48 semanas. Apenas as variaveis
edema articular e consumo de paracetamol evoluiram diferente estatisticamente entre os
grupos (p= 0,04 e p<0,001, respectivamente), com melhor evolugdo para o Grupo TH/LD.
Radiograficamente os grupos se comportaram de forma semelhante, ndo havendo piora na

evolucdo radiografica da articulagdo submetida a IIA com TH.

Conclusio: A IIA de TH em interfalangica de maos com OA foi efetiva para a melhora do
edema articular e consumo de analgésicos, e ndo influenciou na evolugdo radiografica da

articulagdo infiltrada.
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INTRODUCAO

A osteoartrite (OA) ¢ a forma de doenca articular mais prevalente na populacao
mundial. E uma doenca habitualmente relacionada a idade, incomum antes dos 40 anos,
cuja prevaléncia cresce bruscamente com o envelhecimento, principalmente nos individuos
acima dos 70 anos, € que tem como seus principais sintomas a dor, a perda de func¢do e da

qualidade de vida '*.

A OA de articulagdes interfalangicas (IFs) maos ¢ um dos subtipos mais
caracteristicos da doenga, € o seu tratamento tem recebido menor aten¢do quando
comparado aos casos acometendo joelho e quadril. Existem poucos estudos avaliando a
efetividade da imensa diversidade de terapias disponiveis para OA de maos. Esse numero
vem crescendo nos ultimos anos, mas na sua maioria, sdo estudos metodologicamente
deficientes, sendo dificil oferecer recomendagdes praticas confidveis para a escolha da
terapia adequada nestes pacientes **. Tratamentos sintomaticos locais sdo interessantes

. . . 1
quando se trata de pacientes idosos e com comorbidades .

O uso intra-articular de corticosteroide ¢ recomendado para o tratamento da
OA periférica, sendo amplamente utilizado na prética clinica. Diversos ensaios clinicos e
revisdes sistematicas suportam a efetividade e seguranga de tal procedimento em OA de
joelhos. O inicio da efetividade ¢ rapido, com pico maximo de acdo em menos de uma

5,6,7,8
semana ~’ o7 .

Embora as inje¢des intra-articulares (IIA) com corticosteroides tenham seu
amplo uso em OA de joelhos, outras articulagdes sao submetidas constantemente a esse

. 9
procedimento .

Os estudos que avaliam a efetividade de terapias intra-articulares em pacientes com
OA de maos sdo muito heterogéneos. Em revisdo sistematica recente concluiu-se que o uso
de corticoides em primeira carpometacarpiana ndo ¢ mais efetivo que o placebo, podendo

ter resultado positivo em IFs ',

O objetivo primdrio do presente estudo foi avaliar a efetividade de uma IIA

com Triancinolona Hexacetonide (TH) na articulacdo interfaldngica mais sintomadtica de
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maos de pacientes com OA primdria quanto a melhora da dor e do edema articular. Foi
objetivo secundario, avaliar o efeito desse procedimento na fun¢do, goniometria, forca de
preensdo/pingca e uso de analgésicos desses pacientes e na evolu¢do radiografica da

articulagdo infiltrada.

MATERIAL E METODOS

Delineamento do estudo

Foi realizado um estudo randomizado, prospectivo, controlado, duplo-cego

com intention to treat com 1 ano de seguimento.

Tamanho da amostra

O tamanho da amostra foi calculado utilizando-se a variavel VAS (Escala
Visual Analogica) de Dor ao movimento, como variavel principal de estudo, admitindo-se
um desvio padrdo igual a 1,5 cm, baseado em estudos previamente publicados. Utilizou-se

o teste ANOVA de medidas repetidas como método estatistico para o calculo da amostra.

Considerando um poder de estudo de 90%, significancia 5% e uma diferenca
detectavel igual a 2,0 cm na escala de VAS de dor ao movimento, medida 6 vezes ao longo
do tempo em dois grupos independentes, encontrou-se um n = 24 pacientes para cada
grupo. Considerando uma possivel perda de até 20% dos pacientes ao longo do tempo,

iniciamos o estudo com um n = 30 pacientes para cada grupo.

Como se tratava de um estudo “intention to treat”, no caso de falta, foi repetida

a ultima avaliagao.

Participantes

Os pacientes foram captados dos ambulatorios da Universidade Federal de Sao
Paulo — UNIFESP, Sao Paulo, Brazil. No total, foram estudados 60 pacientes seguidos por

48 semanas e divididos em dois grupos de 30 individuos.
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Os pacientes preencheram os seguintes critérios de inclusdo: diagnodstico de
OA primaria de maos com acometimento de articulagdes IFs proximais (IFPs) ou distais
(IFDs), segundo critérios do Colégio Americano De Reumatologia '°; idade superior a 40
anos; e dor em pelo menos uma articulagdo IF de mao com valor entre 3 a 8 cm em Escala

Visual Analdgica de dor ao movimento (VAS de dor ao movimento de 0-10cm).

Foram excluidos do estudo pacientes que apresentavam: mudanga no uso de
corticosteroide oral e anti-inflamatdrio ndo esteroidal nos ultimos trinta dias; mudanca de
droga de uso continuo ou outro tratamento para OA (reabilitagdo, acupuntura, uso de
ortese, dentre outros) nos ultimos trés meses; IIA com corticosteroide na articulagdo em
estudo nos ultimos trés meses; suspeita de infeccdo local ou sist€émica; suspeita de
gestacdo; radiografia simples de maos sugerindo artropatia de interfalangicas de outra
etiologia (artrite psoriasica, artropatia microcristalina, doenca de depodsito); e distirbio

grave de coagulagdo.

O estudo foi aprovado pelo comité de ética da instituicdo (CEP 0956/11) e
todos os pacientes envolvidos assinaram o termo de consentimento livre e esclarecido do

estudo. Estudo inscrito no clinical trials sob o nimero NCT02102620.

Randomizacdo

Os pacientes foram randomizados em dois grupos de intervencdo através de
tdbua de randomizagdo feita utilizando o Software MINITAB 14.0, com segredo de
alocacdo, mantido por envelopes opacos e selados. Os pacientes foram numerados (1-60) e
apos inclusdo no estudo os envelopes que continham tal informacdo foram abertos
imediatamente antes da intervengdo. O responsavel pela inclusdo destes pacientes nao tinha
acesso prévio a lista de randomizacdo. Os pesquisadores responsdveis pela

captagdo/inclusdo, randomizagdo, intervengdo e avaliacdo foram individuos diferentes.

Cegamento da amostra

Apenas o responsavel pela inclusdo/exclusdo dos pacientes teve acesso a qual

grupo o paciente pertencia, no momento da sua inclusdo, imediatamente antes da
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interven¢do. Os avaliadores e o responsavel pela realizagdo da IIA ndo tiveram acesso a

tais informagdes.

Intervencdo
Apos a randomizacdo os pacientes foram divididos em dois grupos:

¢ Grupo estudo: chamado de triancinolona hexacetonide/lidocaina (TH/LD)

* Grupo controle: chamado de lidocaina (LD)

Os pacientes do grupo TH/LD foram submetidos a IIA em sua articulacao
interfalangica mais sintomdtica (uma unica articulagdo): IIA com TH (20 mg/ml) e
lidocaina a 2% sem vasoconstrictor. Na IIA foi utilizada a dose de 0,3 ml (6 mg) de TH
para as IFPs e 0,2 ml (4 mg) de TH para as IFDs, sempre associada a 0,1 ml de lidocaina a
2%. Os pacientes do grupo LD foram submetidos a IIA apenas com 0,1 ml de lidocaina a
2% sem vasoconstrictor em sua articulagdo interfalangica mais sintomatica, fosse IFP ou
IFD. Para ambos os grupos, foi orientada a utilizagdo oral de paracetamol, 750
mg/comprimido, segundo demanda (até 03 comprimidos ao dia) durante a duracdo do
estudo. Em ambos os grupos os pacientes foram submetidos a apenas uma IIA, na

articulagdo mais sintomatica (IFP ou IFD) e em uma tnica ocasido.

A TIA nos dois grupos foi realizada as cegas por um mesmo reumatologista com
experiéncia de 20 anos em reumatologia intervencionista, apOs rigorosa antissepsia com
clorexidina alcodlica a 0,5%. Foram utilizadas seringas estéreis de insulina BD Ultra-Fine™
com agulhas 8 mm x 0,3 mm (30 G) em todos os pacientes. O reparo anatomico utilizado para
a entrada da agulha foi o ponto localizado no cruzamento entre a prega dorsal intermediaria da
articulacdo e a linha formada pelo encontro das faces dorsal e lateral do quirodactilo em
questdo.'’ Apos o procedimento, foi realizada a imobiliza¢io da articulagdo injetada com tala

por 48 horas, em ambos os grupos.
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Avaliacdo

Os pacientes tiveram seus dados anotados em ficha de avaliagdo. Quanto aos
aspectos de maior importancia no estudo, foram notificados: idade, género, cor da pele, uso
de drogas para o tratamento da OA, anti-inflamatérios e/ou analgésicos. Foi realizada
radiografia convencional das mados dos pacientes na incidéncia anteroposterior no
momento da inclusdo e ao final do estudo. As alteragdes radiograficas na articulagdo
estudada foram classificadas segundo o escore de Kellgren and Lawrence,” além da

presencga ou ndo de OA erosiva e piora comparativa nos dois tempos.

Seis avaliagdes clinicas foram realizadas no total de 48 semanas de
seguimento. Os pacientes foram avaliados em: TO (antes da intervencdo), T1 (1 semana
apos a intervengdo), T4 (4 semanas apds a interven¢do), T8 (8 semanas apos a
intervenc¢do), T12 (12 semanas apds intervencdo) e T48 (48 semanas apds intervengdo). A
avaliacdo foi realizada por um avaliador “cego”, treinado nos instrumentos de avaliagdo.
Como se tratou de um estudo com “inten¢@o de tratar”, perdas ndo seriam repostas. Em

casos de perda de avaliagdo, optou-se por repetir os valores da tltima avaliagao.

Avaliacgdo Clinica

Os seguintes parametros na articulacdo estudada em todos os tempos de
avaliagdo foram vistos: Escala visual analdgica de dor em repouso (VASr de 0-10cm);
VAS de dor ao movimento (VASm de 0-10cm); VAS de edema articular segundo o
avaliador (VASs de 0-10cm); goniometria articular em flexao (em graus); necessidade do
uso de analgésicos (média didria de paracetamol); for¢ca de preensdo palmar pelo
dinamdmetro de preensdo Jamar (kgf) — através da obtencdo da média de trés tentativas (na
mio da articulagdo estudada); * forga de pinga envolvendo o dedo acometido através do
dinamdémetro Pinch Gauge (kgf) — pela obtencdo da média de trés tentativas para os trés
tipos de pinga - polpa-polpa, chave e tripode (na mio da articulagdo a ser estudada); "
fungdo da méo avaliada através da versdo brasileira dos questiondrios COCHIN '* e do
fndice AUSCAN de OA na méo com itens dor, rigidez e fungdo da mio; ° escala tipo
Likert de avaliagdo de melhora de 5 pontos (muita piora, piora, inalterado, pouca melhora e

muita melhora) '°; e incidéncia e tipos de efeitos colaterais locais apés a IIA com TH
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(atrofia e/ou hipocromia cutanea e instabilidade articular). A piora da dor apds a IIA
(‘flare’ articular pds IIA) foi mensurada através de VAS (VAS pos ITA de 0-10cm) nas 48h

apos o procedimento (reportada apenas no T1) em ambos os grupos.

Avalia¢do Radiogrdfica

Foi realizada por um avaliador “cego”, radiologista musculoesquelético, com
experiéncia de 30 anos, através da analise de radiografia convencional das maos em TO e
T48, com avaliacdo em relacdo a escala de Kellgren e Lawrence, presenca de erosdo, e
comparagdo direta entre as duas radiografias. Essa avaliacdo se deu para realizar a

comparagio entre o TO ¢ o T48 quanto & evolugdo radiografica nos dois grupos 2.

Analise Estatistica

Foi utilizado o software SPSS versao 17.0 (Chicago, IL) para realizar a analise
estatistica dos dados. A estatistica descritiva (média e desvio-padrdo) foi utilizada para a
caracterizacdo dos pacientes nos grupos. As varidveis continuas iniciais dos 2 grupos
foram comparadas através do test t-student para varidveis com distribui¢do normal e do
teste de Mann-Whitney para varidveis com distribui¢do ndo considerada normal. As

variaveis categoricas foram avaliadas através do teste qui-quadrado de Pearson.

Para avaliar a resposta & intervencdo foi utilizada a andlise de variancia
(ANOVA) para medidas repetidas com andlises intergrupo e intragrupo ao longo do tempo.

Neste estudo foram considerados estatisticamente significativo valores de p < 0,05.

RESULTADOS

Foram estudados 60 pacientes, 97% eram mulheres, com média de idade de 61
anos (DP 8,2) e aproximadamente 5 anos (DP 3,6) de doenga. Todos os pacientes
chegaram ao final do estudo, porém houve avaliagdes perdidas, no total de 9 avaliagdes.

Dessas avaliagdes 5 aconteceram no grupo TH/LD e 4 no grupo LD. Nenhuma delas
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ocorreu no T1 nem no T48. Todos os pacientes foram analisados no final do estudo. O

fluxograma do estudo segundo o CONSORT '’ pode ser observado na Figura 1.

Nao foram encontradas diferencas entre os grupos em relacdo a idade, tempo de
doenga, género, dentre outras varidveis demograficas, o que podemos evidenciar na Tabela
1. Os grupos diferiram apenas em relagdo a cor da pele, sendo que o grupo LD apresentou
maior porcentagem de pacientes com cor da pele branca. Nao houve diferenca entre os
grupos em relagdo a porcentagem de articulagdes IFDs e IFPs estudadas, nem em relagdo ao
uso de drogas condroprotetoras entre os pacientes. A imensa maioria ndo utilizava nenhum

tratamento continuo para OA.

PACIENTES
SELECIONADOS n=94

Excluidos: 34
Assintomaticos: 15
Nao puderam participar: 19

Randomizados n=60

Alocados grupo TH/LD n=30 Alocados grupo LD n=30
Receberam intervengdo n=30 Receberam intervengdo n=30
5 avaliagOes perdidas entre T4 e T12 4 avaliagoes perdidas entre T4 e T12
Perderam seguimento n=0 Perderam seguimento n=0
Analisados n=30 Analisados n=30
Excluidos da analise n=0 Excluidos da analise n=0

Figura 1: Fluxograma seguido pelos pacientes no presente estudo.

*TH/LD: grupo triancinolona hexacetonide; **LD: grupo lidocaina
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Tabela 1. Caracteristicas demograficas da amostra no tempo inicial.

TH/LD LD
n=30 n=30 P

Idade (anos) — Média (DP) 60,7 (9,1) 60,7 (7,3) 0,553*

Inicio da doenga (anos) — Média (DP) 4,7 (4,2) 5,2 (3,0) 0,151%*

Género — n (%)

Feminino 30 (100%) 28 (93,3%) 0,15%*
Masculino 0 2 (6,7%)

Cor da pele n (%) 0.034**
Branca 17 (56,7%) 25 (83,3%)

Nao branca 13 (43,3%) 5(16,7%)

Classificagdao Radiografica segundo KL 0,180%**
I 8 (27%) 6 (20%)

II 9 (30%) 7 (23%)
I 7 (23%) 9 (30%)
v 6 (20%) 8 (27%)

Classificagdo segundo a presenga de erosdo ao 0,297**

Raio X
OA Erosiva 11 (36,7%) 15 (50%)

OA Nao Erosiva 19 (63,3%) 15 (50%)

Medicacgdo uso continuo — OA 0,423**
Sem medicagdo 23 (76,7%) 18 (60%)
Hidroxicloroquina 1 (3,3%) 2 (6,7%)

Glucosamina sulfato 5(16,7%) 5(16,7%)
Glucosamina sulfato + Condroitina sulfato 0 3 (10%)
Metotrexate 1(3,3%) 1(3,3%)

IF estudada
Interfalangica Distal — n (%) 14 (46,7%) 15 (50%) 0,796 **
Interfalangica Proximal — n (%) 16 (53,3%) 15 (50%) 0,423%*

TH/LD: Triancinolona Hexacetonide/lidocaina; LD: lidocaina; DP: desvio padrdo; KL: escala de Kellgren-
Lawrence de avaliagdo radiografica; IF: interfaldngicas; testes estatisticos: *Mann-Whitney (variaveis

continuas com distribui¢do ndo normal); ** Qui-quadrado (variaveis categdricas).
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Anadlise da dor, edema e flexdo articulares

Na comparagdo estatistica entre os grupos para dor articular ao repouso, ao
movimento, edema articular e flexdo articular observou-se que ambos os grupos
apresentaram melhora estatistica na avaliagdo intragrupo. Os pacientes do grupo TH/LD
apresentaram melhor evolucdo estatistica para a VAS de edema ao longo do tempo.
Percebe-se na tabela 2 que os dois grupos tiveram VASs muito semelhantes no TO e T1.
No entanto, no T4 a média do grupo TH/LD jé& se apresentou menor; no T8 ¢ onde se
percebe maior diferenca entre os grupos; € no T12 e T48 a média no grupo TH/LD
continua sendo menor que no grupo LD. Para a VAS de dor ao movimento as médias do
grupo TH/LD aparentam menores que as do grupo LD em T8 e T12, no entanto, a analise
estatistica intergrupo contemplando os seis tempos de avaliagdo mostrou apenas uma
tendéncia (p=0,063) para melhor evolug¢do no grupo TH/LD. Nao houve diferenca entre os
grupos para a evolugdo da dor em repouso (VASr). A piora da dor nas primeiras 48h ap6s a

ITA também foi similar entre os grupos (Tabela 2).

Andlise da forga de pinga digital e preensdo palmar

Na analise estatistica entre os grupos para a for¢ca na mao e dedo, observou-se
que ambos os grupos apresentaram melhora estatistica na avaliagdo intragrupo apenas para
a forca de pinga polpa-a-polpa e tripode (utilizando o dedo da articulagdo estudada). Nao
se observou diferenca estatistica entre os grupos ao longo do tempo para as variaveis

envolvidas nessa analise (Tabela 3).

Andlise do questiondrio funcional COCHIN e Indice AUSCAN

Na comparagdo estatistica entre os grupos para os questiondrios funcionais
COCHIN e Indice AUSCAN, observou-se melhora estatistica na avaliagio intragrupo para
ambos os grupos para o0 AUSCAN global e seus itens AUSCAN dor e AUSCAN fungao.
Na andlise intergrupos ao longo do tempo para os dois questiondrios envolvidos nessa

analise nao se observou diferenca estatistica (Tabela 4).
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Tabela 2. Comparacao entre os grupos para dor, edema e flexdo articulares.

Tempos (semanas) TH/I;IE;;NP ° LDHS;(I}IP ° p
VASr — Média (DP) 0,599**
TO 6,1 (1,7) 6,1 (1,6)
T1 2,6 (2,9) 1,7 (2,7)
T4 1,3 (2,1) 1,6 (2,6)
T8 1,4 (2,6) 1,6 (2,6)
T12 0,8 (1,7) 0,9 (2,2)
T48 0,3 (1,3) 0,5 (1,5)
_pintragrupo <0001 <001
VASm — Média (DP) 0,063**
TO 6,5 (1,8) 6,6 (1,4)
T1 3,9 (3,1) 4,1(2,9)
T4 2,8(2,9) 3,0 (3,0)
T8 1,8 (2,6) 4,0 (3,3)
T12 2,2(2,9) 4,0 (3,2)
T48 2,6 (3,3) 3,0 (3,0)
______ pintragrupo . .=000l <000
VASs — Média (DP) 0,040%*
TO 3,0 (1,5) 3,0 (1,7)
T1 2,0 (1,5) 2,1(1,4)
T4 1,4 (1,4) 2,0(1,2)
T8 0,7 (0,8) 1,8 (1,3)
T12 1,1 (1,2) 2,0 (1,3)
T48 0,8 (0,9) 1,2 (1,1)
______ pintragrupo =000l <000l
VAS 48h apos procedimento —
Medep) 366D 3864 ows
Flexdo (em graus) — Média (DP) 0,659**
TO 71,6 (20,4) 61,1 (19,8)
T1 73,4 (22,8) 66,6 (20,0)
T4 75,6 (22,3) 68,7 (19,1)
T8 79,3 (21,1) 66,2 (19,4)
T12 72,6 (25,1) 63,6 (22,0)
T48 66,7 (26,5) 62,2 (23,4)
p intragrupo 0,012 0,012

TH/LD: Triancinolona Hexacetonide/lidocaina; LD: lidocaina; DP: desvio padrdo; VASr: escala visual
analdgica para dor em repouso; VASm: escala visual analdgica para dor em movimento; VASs: escala visual

analogica para edema articular; IIA: infiltragdo intra-articular; teste estatistico: **ANOVA para medidas

repetidas, *t de student.
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Tabela 3. Comparacao entre os grupos para forca de preensao palmar e pinga digital.

Tempos (semanas) TH/LD Grupo LD Grupo

n=30 n=30

Forga de preensdo palmar (kgf) - Média (DP) 0,976

TO 14,8 (6,7) 13,7 (7,6)

T1 14,1 (6,6) 13,7 (7,8)

T4 15,1 (6,6) 14,6 (7,8)

T8 15,5 (7,3) 15,4 (7,4)

T12 16,2 (6,2) 15,2 (7,7)

T48 17,0 (7,0) 16,7 (6,7)
_ pintragrupo 0093 0093
Forga de pinga-chave (kgf) — Média (DP) 0,679

TO 6,1 (1,8) 59 (2,4)

T1 5,9 (1,8) 6,3 (1,9)

T4 6,4 (1,6) 6,3 (2,1)

T8 6,4 (2,0) 6,5 (1,6)

T12 6,5 (1,9) 6,2 (1,7)

T48 6,7 (1,9) 6,6 (1,8)
___pintragrupo 0066 0066
Forga de pinga polpa-polpa (kgf) — Média (DP) 0,641

TO 2,8 (1,2) 2,6 (1,3)

T1 2,8 (1,2) 3,0(1,4)

T4 3,3(1,1) 3,0(1,4)

T8 3,3(1,3) 3,3 (1,6)

T12 3,4(1,2) 3,4 (1,7)

T48 3,5(1,5) 3,7 (1,6)
. pintagrupo <0001 <0001
Forga de pinga tripode (kgf) — Média (DP) 0,232

TO 4,1 (1,8) 3,8(2,0)

T1 4,1 (1,6) 4,1 (2,0)

T4 4,5 (1,6) 4,2 (1,9)

T8 4.8 (1,8) 4,5 (2,0)

T12 4.8 (1,9) 4,5 (2,0)

T48 4,5 (1,8) 5,0 (2,0)

p intragrupo <0,001 <0,001

TH/LD: Triancinolona Hexacetonide/lidocaina; LD: lidocaina; DP: desvio padrdo; Kgf: quilograma forga;
teste estatistico: ANOVA para medidas repetidas.
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Tabela 4. Comparagdo entre os grupos para avaliacio do questionario Cochin e Indice

AUSCAN

TH/LD Grupo LD Grupo

Tempos (semanas) =30 =30 p
Questionario COCHIN — Média (DP) 0,709

TO 19.3(17,3) 23,1 (16,3)

Tl 17,8 (19,5) 22,1 (16,7)

T4 143 (16,4) 19,9 (16,7)

T8 159 (18,1) 20,5 (16,2)

T12 143 (15,2)  21,8(16,7)

T48 143 (14,7) 16,2 (13,6)
____.pintragrupo 007 .....007
Indice AUSCAN-global — Média (DP) 0,626

TO 259(15,1) 29,1 (13,4)

Tl 22,7(13,8)  27,5(152)

T4 20,0 (13,9) 25,5 (14,0)

T8 20,3 (14,6) 26,0 (14,0)

T12 18,8 (14,1) 25,7 (14,4)

T48 18,9 (11,4) 20,9 (14,1)
___..pintragrupo <0,001 . <0001
Indice AUSCAN-dor — Média (DP) 0,593

TO 8,8 (4,7) 9,2 (4,3)

Tl 7,0 (4.,6) 8,3 (5,1)

T4 5,9 (4,9) 7.8 (5.,4)

T8 6,0 (4,9) 8,3 (4,5)

T12 5,3 (4,7) 7,0 (4.8)

T48 5,4 (4,0) 6,3 (3,9)
___..pintragrupo <0,001 . <0001
Indice AUSCAN-rigidez — Média (DP) 0,698

TO 1,7 (1,4) 2,0 (1,5)

Tl 1,1(1,3) 1,5 (1,5)

T4 1,2 (1,3) 1,8 (1,5)

T8 1,6 (1,4) 1,9 (1,2)

T12 1,2 (1,4) 2,0 (1,4)

T48 1,4 (1,3) 1,8 (1,5)
___.pintragrupo 0,088 | 0,088
Indice AUSCAN-fungdo — Média (DP) 0,886

TO 154 (10,4)  17.9(8.9)

Tl 14,6 (9,5) 17,8 (9,7)

T4 12,9 (8,9) 15,9 (8.8)

T8 12,7 (9,5) 15,8 (9,8)

T12 12,3 (9,8) 16,7 (9,8)

T48 12,1 (8,2) 14,0 (9,1)

p intragrupo 0,005 0,005

TH/LD: Triancinolona Hexacetonide/lidocaina; LD: lidocaina; DP: desvio padrdo; teste estatistico: ANOVA

para medidas repetidas.
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Anadlise do consumo de paracetamol e percep¢do de melhora

Na comparagdo entre os grupos para o consumo didrio de paracetamol,
observou-se significancia estatistica na analise intragrupo apenas para o grupo TH/LD. Na
analise intergrupo para essa variavel observou-se que os pacientes do grupo TH/LD
apresentaram melhor evolucdo que o grupo LD. Percebe-se aumento do consumo em
ambos os grupos no primeiro tempo de avaliagdo apds a IIA (T1). No entanto, no grupo
TH/LD o consumo cai no T48, enquanto no grupo LD o consumo aumenta nesse tempo.
Ainda, em relacdo a percepcdo de melhora segundo escala de likert, os pacientes

comportaram-se da mesma forma nos dois grupos (Tabela 5).

Tabela 5. Comparagao entre os grupos para o consumo de paracetamol segundo demanda

TH/LD Grupo LD Grupo

Tempos (semanas) =30 n=30 p
Consumo didrio de paracetamol — Média (DP) <0,001*

TO 0,65 (1,12) 0,17 (0,45)

T1 0,89 (1,21) 0,31 (0,58)

T4 0,71 (1,15) 0,26 (0,49)

T8 0,81 (1,19) 0,30 (0,58)

T12 0,74 (1,25) 0,33 (0,60)

T48 0,14 (0,43) 0,38 (0,76)

p intragrupo 0,019 0,488
Escala de melhora de Likert — n (%) 0,336**
T1 Piora Inalterado Melhora Piora Inalterado  Melhora
T4 2 (6,9%) 1(3,4%) 27 (90%) 0 1(3,3%) 29 (96,7%)
T8 0 1(3,3%) 29 (96,7%) 0 4(13,3%) 26 (86,7%)
T12 1(3,3%) 133,3%) 28(93,3%) 1(3.,3%) 3(10%) 26 (86,7%)
T48 2 (6,7%) 13,3%) 27090%) 13,3%) 5(16,7%) 24 (80%)
p intragrupo 1(3,3%) 5(16,7%) 24 (80%) 5(16,7%) 2(6,7%) 23 (76,6%)

TH/LD: Triancinolona Hexacetonide/lidocaina; LD: lidocaina; DP: desvio padrio; teste estatistico: * ANOVA
para medidas repetidas; ** Anova medidas repetidas para variaveis categoricas.
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Avaliagdo radiogrdfica

A articulagdo infiltrada foi submetida a avaliacdo da radiografia simples, no TO
a T48, segundo a classificagdo radiografica de Kellgren e Lawrence (KL), a presenca de
OA erosiva e binariamente quanto a piora radiografica ou ndo. Como se pode ver na tabela
6, ambos grupos apresentaram piora estatistica (avaliagdo intragrupo) apenas quanto ao
numero de articulagdes infiltradas que passaram a ter grau 3 de acordo com a classificacao
de KL. No entanto, ndo apresentaram piora estatistica para a presenga de erosdes ao longo
de 48 semanas. Na avaliagdo intergrupo nao houve diferenca de evolucdo entre os grupos
quanto a piora da avaliagdo radiografica segundo a classificacdo de KL, presen¢a de erosdo

ou avalia¢do binaria de piora ou ndo (Tabela 6).

Tabela 6. Comparacdo entre grupos para a avaliacdo radiografica.

Evolucdo radiogrdfica em 48sem - KL p
TH/LD Grupo (n=30) LD Grupo (n=30) 0,564*
Classificacao de
KL 1 2 3 4 1 2 3 4
T0 8 9 7 6 6 7 9 8
(27%) (30%) (23%) (20%) (20%) (23%) (30%) (27%)
T43 5 7 12 6 3 7 12 8
(17%) (23%) (40%) (20%) (10%) (23%) (40%) (27%)
p intragrupo < 0,001 < 0,001
Evolucdo radiogrdfica — Erosdo p
TH/LD Grupo (n=30) LD Grupo (n=30) 0,999*
g{:smﬁcagao da Nio erosiva Erosiva Nio erosiva Erosiva
TO 19 (63%) 11 (37%) 15 (50%) 15 (50%)
T48 18 (60%) 12 (40%) 14 (47%) 16 (53%)
p intragrupo 0,157 0,157
Evolucdo radiografica — Piora/melhora p
TH/LD Grupo (n=30) LD Grupo (n=30) 0,573%*
Inalterado 20 (67%) 22 (73%)
Piora 10 (33%) 8 (27%)

KL: escala de Kellgren e Lawrence; OA: osteoartrite; Teste estatistico: *ANOVA medidas repetidas dados
categoricos; **teste qui-quadrado
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Avaliagdo de efeitos colaterais

Nao foram observados efeitos colaterais importantes em nosso estudo. Apenas
relatos de leve desconforto local apds a IIA em ambos os grupos. A média de dor articular
apos a IIA foi muito semelhante nos dois grupos, como mostra a tabela 2, com média de
VAS de dor pos procedimento menor que 4. Em apenas um paciente observou-se
deformidade em articulagdo IFD do mesmo dedo que sofreu IIA com TH/LD na IFP, 12

semanas ap6s o procedimento.

DISCUSSAO

O presente estudo teve como objetivo avaliar em um ano a efetividade da IIA
com TH para o tratamento da OA em articula¢des interfalangicas de maos e avaliar o efeito

dessa intervencdo na piora da evolucao radiografica nessas articulacdes.

Observamos que nossa intervengao foi efetiva na melhora do edema articular e
no consumo didrio de analgésico, e ndo contribuiu para uma pior evolugdo radiografica na

articulagdo injetada.

A OA de interfalangicas de maos ¢ uma das formas importantes dessa
enfermidade. Em um estudo epidemioldgico realizado no Brasil, Rey e colaboradores
encontraram uma prevaléncia desse acometimento respectivamente de 18,6% e 7,75% em
mulheres e homens maiores de 50 anos '*. No entanto, quando comparada & OA de grandes
articulagdes, sdo poucos os estudos controlados e randomizados testando intervengdes

terapéuticas em pacientes com doencga nessas pequenas articulagdes.

Virias terapias tém sido propostas para o tratamento da OA de maos, porém
com pouca comprovacdo cientifica. O Colégio Americano de Reumatologia, em 2012,
recomendou, para o tratamento da OA de maos, as seguintes intervengdes: medidas ndo
farmacologicas como protecdo articular, uso de drtese para primeira carpometacarpica e
terapia térmica; anti-inflamatorios orais e tdpicos, capsaicina topica e tramadol oral.
Apesar da OA de maos ser bastante comum, existe pouca evidéncia cientifica para as

. ~ A e . . ;. . 6
intervengdes terapéuticas relacionadas disponiveis na atualidade °.
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O European League Against Rheumatism (EULAR), em suas recomendagdes,
coloca o uso de corticosteroides intra-articulares como opgdo para os casos de dor em
pacientes com OA de maos, mas questiona a efetividade das drogas como glucosamina,
condroitina, diacereina entre outras, justificando que os beneficios farmacoecondmicos

. - . . ~ 19
ainda ndo se encontram bem estabelecidos para essas medicagdes .

Quando se avalia na literatura a efetividade do uso intra-articular de
corticosteroides para tratamento da OA, o seu uso se encontra recomendado segundo
algumas revisdes *’. Em 2012, Bellamy e colaboradores publicaram uma revisdo
sistematica justificando os beneficios, a curto prazo, do uso de corticosteroide intra-
articular para o tratamento da OA de joelhos, principalmente naqueles pacientes com
inflamagfo articular evidente °. Nessa articulagdo, ha controvérsias sobre a seguranga das
ITAs “repetidas” com corticoide. Em 2003, alguns autores observaram que em estudo
controlado versus salina houve maior efetividade e auséncia de piora radiografica em
esquema de IIA a cada 3 meses por 2 anos com acetonide de triancinolona na articulacao
do joelho 2l No entanto, muito recentemente, um outro estudo controlado observou maior
perda do volume da cartilagem articular de joelho, segundo ressondncia magnética, e
auséncia de melhora na dor em esquema de IIA com corticoide a cada 3 meses versus

. . 22
salina, também por 2 anos .

Entre os varios corticosteroides para o uso intra-articular em OA, o TH
aparece como uma op¢ao mais efetiva. Em estudo comparativo com a betametasona,
Valtonen e colaboradores demonstraram resultados melhores e mais duradouros com o

TH 23

Ayral,em 2001, sugeriu a falta de beneficio para a injecdo intra-articular de
corticosteroides na OA de méos, embora tal procedimento seja comum na pratica clinica .
A sociedade italiana de reumatologia recomenda a IIA com corticosteroides como uma
op¢do para o tratamento sintomético da rizartrose,”* embora na grande maioria dos estudos
relacionados, o que encontramos sejam duvidas quanto a indicagdo do procedimento,

associadas principalmente a falta de comprovacao de efetividade.
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Varios sdo os estudos controlados randomizados utilizando IIA de farmacos
para o tratamento da OA de maos. No entanto esses estudos envolvem principalmente a 1*

. ~ I . 25,26,27,28,29,30
articulagdo metacarpocarpica, e com resultados conflitantes “* 7,28.2930

Reeves e colaboradores, em 2000, encontraram efetividade e seguranca no
tratamento sintomdtico e na melhora da amplitude de movimento articular com o uso de
IIA de fatores de crescimento ou estimuladores de fator de crescimento associados a
dextrose em articulagdes IFs quando comparado a salina. Foram incluidos neste estudo

articulagdes IFP, IFD e trapeziometacarpica *.

Figen e colaboradores, em 2009, encontraram melhora significante na fung¢ao,
dor e for¢a de pinga com IIA de Hylan G-F 20 em articulagdes carpometacarpicas quando
comparado a salina % Na mesma articulacdo, Fuchs ¢ colaboradores em 2006,
compararam o uso de TH versus acido hialurénico. O acido hialurénico foi efetivo no
alivio da dor e melhora da fungdo. Os seus efeitos iniciaram mais tardiamente que o TH,

: ~ 2
mas apresentaram uma maior dur acao 7.

Roux e colaboradores,em 2007, demonstraram a efetividade no controle da dor
e melhora da fun¢do com uso de hialuronato de sédio na 1* articulagdo carpometacarpica
em um estudo prospectivo ndo comparativo entre drogas (apenas dose).”® Em
contrapartida, Meenagh e colaboradores, em 2004, em um estudo controlado randomizado
comparando TH versus salina, ndo encontraram diferenca entre os grupos em pacientes
com OA moderada a grave na 1* articulagio carpometacarpica >. Joshi e colaboradores,
em 2005, acompanharam prospectivamente pacientes submetidos a infiltragdo de

. . . ~ - 30
metilprednisolona nessa mesma articulagdo sem observar beneficio ™.

Poucos estudos avaliaram a efetividade da IIA com corticoide exclusivamente
nas interfalangicas de maos com OA. Dos estudos acima citados, apenas o de Reeves e
colaboradores (2000) realizaram IIA nas IFs, mas, ao contrario do nosso estudo, nao
utilizaram corticosteroide. Miller, em 2017, em estudo “ndo controlado” com
corticosteroide acompanhou pacientes submetidos a IIA em IFP por seis meses,
observando beneficio nos parametros dor e dor em movimento por trés meses, com

.. .~ . 31
diminui¢do dos resultados em seis meses ~ .
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Em concordancia com o nosso trabalho, apenas os estudos de Fuchs e
colaboradores (2006) e de Meenagh e colaboradores (2004), realizaram IIA com o TH, no

. ~ . - 27,29
entanto em articulagdes carpometacarpais e com resultados opostos entre si s

O estudo publicado pelo nosso grupo com os resultados de médio prazo (12
semanas) na amostra de pacientes do presente estudo demonstrou a efetividade da IIA com
TH nas IFs de mios com OA para as variaveis articulares dor ao movimento e edema.’> Em
revisdo sistematica recente, apenas esse estudo > com resultados parciais de 12 semanas
foi citado como relevante quando se avaliou a efetividade da IIA com corticoide em IFs de
pacientes com OA de mios '”>. Esse mesmo estudo > também foi considerado nas

diretrizes mais recentes do EULAR para o tratamento de OA de maos **.

Nosso grupo ja tinha publicado os resultados de médio prazo **; agora com o
intuito de avaliar “a longo prazo” a efetividade da IIA com TH assim como o seu efeito na
evolucdo radiografica da interfalangica infiltrada, optamos por seguir esses pacientes por

48 semanas.

Utilizamos, no presente estudo, diversos instrumentos de avaliagdo. Observou-
se melhora intragrupo para a vasta maioria dos desfechos avaliados em ambos os grupos.
Os estudos de Joshi et al, Meenagh et al, Figen et al e Reeves et al também utilizaram o
VAS de dor como principal variavel de avaliagdo. Em contrapartida, apenas Figen et al
utilizou, assim como no nosso estudo, a for¢a de preensdo palmar e for¢a de pinga como

. .~ 25262930
instrumentos de avaliagao =",

A dose de TH utilizada em nosso estudo foi escolhida empiricamente. Nos
estudos de Furtado e colaboradores de 2005 e de Lopes e colaboradores de 2008,
utilizou-se de 0,5 a Iml de TH em articulagdes metacarpofalangicas. Optamos, entdo, por
usar dose menor nas IFs estudadas. Como a IIA de IFs é um procedimento
potencialmente doloroso, optou-se por utilizar lidocaina (0,1ml), e ndo solugdo salina, em

. ~ . 33,35
ambos os grupos na realizagdo do procedimento ~>".

Apesar da melhora intragrupo na quase totalidade das varidveis estudadas em
nosso estudo, obtivemos diferenca estatistica intergrupo em 48 semanas de seguimento

apenas para o edema articular e o consumo de paracetamol, com superioridade para o grupo
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TH/LD, ou seja, o grupo do corticosteroide. Ou seja, a melhora do edema articular observada
na nossa avaliagio de médio prazo’”, se manteve em um ano de seguimento e surgiu a longo
prazo a diminui¢do do consumo do paracetamol como varidvel melhor no grupo TH/LD.
Consideramos esses resultados importantes, visto que o edema ¢ uma das varidveis bastante
estudadas em doencas articulares e que, indiretamente, consumir menos analgésicos sugere
uma melhora clinica dos pacientes. Observou-se ainda no presente estudo, uma tendéncia de
superioridade (p=0,063) para o grupo TH/LD em relacdo a evolugdo da VAS para dor ao
movimento, que se mostrou estatisticamente melhor para esse mesmo grupo no estudo de 12
semanas . Devemos ressaltar que a superioridade do edema articular no grupo TH/LD se

manteve, ainda em um ano de seguimento, mesmo em se tratando de uma tinica ITA com TH.

Apesar de termos observado superioridade para o grupo com TH para
variaveis muito importantes, chamou atengdo a semelhanca de evolugdo entre os dois
grupos para a grande maioria das varidveis estudadas. Isso pode estar relacionado a
alguns fatores. Baseando-se nas VASr, VASm e VASs do baseline, a nossa amostra de
pacientes tinha escores de dor articular maiores do que de edema articular. Com amostra
maior, talvez fosse encontrada diferenca entre os grupos para um maior nimero de
variaveis. O tratamento de apenas um dedo (o mais sintomdtico) pode ter tido um efeito
pequeno e contaminado a avaliagdo global do paciente. A dose de TH utilizada pode ter
sido pequena, no entanto, na época do inicio de inclusdo de pacientes, ndo existiam
estudos determinando a dose ideal do TH para articulagdes IFs. Finalmente, o uso da
lidocaina pode ter tido um efeito analgésico maior e mais duradouro do que o esperado,
inclusive no grupo controle. Acreditamos ter sido esse ultimo fator, importante para a
evolucdo semelhante entre os grupos em nosso estudo. Se tivéssemos utilizado solugdo
salina ou apenas a introdugdo e saida da agulha em nosso grupo controle, talvez os nossos

resultados fossem mais diferentes entre os grupos.

A lidocaina tem efeito sobre a cartilagem amplamente questionado. Em uma
revisdo sobre seus efeitos deletérios Piper e colaboradores, em 2011, orientaram precaucao
em relacdo as injegdes intra-articulares repetidas de anestésicos em altas concentragdes,
embora nio tenham se posicionado quanto ao uso de doses tnicas *°. Alguns estudos in

37-42

vitro alertaram para o efeito deletério da lidocaina sobre a cartilagem e inclusive em
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dose tinica ™. Por outro lado, Piat e colaboradores sugeriram em 2012 um efeito anabdlico
no metabolismo cartilaginoso através do aumento de marcadores de sintese cartilaginosa

. . = fei e 44
apos a administragao de anestésicos .

Viarios autores supracitados acreditam que a lidocaina possa ter um efeito
toxico para a cartilagem articular. No entanto, ao contrario, existe um possivel efeito
anti-inflamatério imputado a esse anestésico segundo alguns autores. Olsen et al em
2012 demonstrou um efeito anti-inflamatério de um analogo da lidocaina inalatério * e o
assunto tem sido também discutido quando se fala em outros anestésicos locais *°. No
nosso estudo, a lidocaina pode ter tido algum efeito anti-inflamatorio sobre a sindvia,
assim como em uso inalatério *, tendo sido o responsavel pelos bons resultados também

encontrados no grupo LD.

Encontramos uma boa tolerancia em relagdo ao procedimento nos dois grupos
estudados, sem diferenca entre eles quanto ao desconforto e piora da dor imediatamente
apos o procedimento e sem efeitos colaterais importantes. Isso sugere que a IIA as cegas

das IFs ¢ um procedimento vidvel para a realizacdo na pratica do médico treinado.

Radiograficamente, a articulacdo infiltrada dos dois grupos comportou-se de
forma muito semelhante ao longo das 48 semanas do estudo. Como a nossa intervencao se
deu em apenas uma articulagdo, optamos por avaliar a “piora “ radiografica quanto a trés
variaveis: a classificagio de KL'?, a presenca de erosio Ossea e a avaliagdo bindria de piora
radiografica (sim e ndo). Em nenhuma dessas trés avaliagdes se observou diferenca
estatistica entre os grupos do nosso estudo. Apesar de estudo recente em OA de joelhos *
ter sugerido acdo deletéria da triancinolona sobre a cartilagem articular em casos de IIA
repetidas, os nossos resultados sugerem que, uma Unica IIA com o corticosteroide
considerado mais potente (TH) em uma articulagdo muito pequena com OA ndo contribui

para uma acelerac¢ao da piora radiografica.

O presente estudo tem limitagdes. A escolha de uma unica articulagio para ser
submetida a intervengao e o uso da lidocaina como grupo controle sdo os principais fatores
que podem ter comprometido os nossos resultados. A diferenca de volume injetado nos

dois grupos com maior volume no grupo estudo também pode ter prejudicado os resultados
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no grupo TH/LD. A distancia de nove meses entre a penutltima e a Gltima avaliagdo pode

ter comprometido a deteccdo de melhora no grupo TH/LD nesse intervalo de tempo.

Como aplicabilidade pratica, o presente estudo evidencia que um procedimento
simples e barato como a IIA com TH pode ser seguro e efetivo na melhora do edema
articular e na diminuicdo do uso de analgésicos de pacientes com OA de articulagdes IFs
de maos, quando realizada por um profissional treinado, ndo prejudicando a evolugdo

radiografica nessa articulagao.

Ainda se fazem necessarios estudos que avaliem, a longo prazo, e com um

nimero maior de pacientes, a efetividade e seguranga desse procedimento.

CONCLUSAO

A ITIA de TH em interfalangicas de maos de pacientes com OA ¢ efetiva para a
melhora do edema articular e para redugdo do consumo de analgésicos a longo prazo, e ndo

influencia na evolugdo radiografica na articulagdo infiltrada.
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Consideragdes Gerais

A ITA de corticosteroide em OA de maos ¢ um assunto que chama a atengdo de
varios pesquisadores, principalmente pelos resultados controversos apresentados nos varios
estudos envolvendo a primeira articulagdo carpo-metacarpiana (rizartrose). Em 2016 em
revisdo sistematica Kroon e colaboradores chegaram a conclusdo de que o uso de IIA com
corticosteroide em primeira carpo-metacarpiana nao estaria indicado, mas que o seu uso

em articulagdes IFs pode ser efetivo, necessitando de mais estudos na érea.

Ainda, quando olhamos para os exames de imagem, a OA de maos apresenta
um desafio para sua avaliagdo, permanecendo a radiografia convencional como exame
mais utilizado para diagndstico e seguimento (custo-beneficio e disponibilidade) desses
pacientes. O ultrassom aparentemente ndo apresenta um papel tdo importante quanto o
observado nas artrites inflamatdrias, porém pode ter sua aplicabilidade em casos de
seguimento de pacientes com acometimento principalmente de interfaldngicas proximais,
uma vez que se correlaciona com varidveis clinicas e funcionais e tem boa

reprodutibilidade.

Os estudos aqui apresentados cumpriram o objetivo proposto de avaliar a
efetividade das ITA com triancinolona hexacetonida em interfalangicas de pacientes com
OA de maos. A IIA com corticosteroide figura como uma alternativa para o tratamento
sintomatico desses pacientes, sendo capaz de melhorar dor e edema a curto e médio prazo,
e a longo prazo manter a melhora do edema articular e diminuir o consumo de analgésicos.
O uso da triancinolona hexacetonida nas IIA ndo levou a piora radiografica desses
pacientes em 1 ano de seguimento, portanto acreditamos que seu uso nao apresente efeitos

deletérios na evolugdo da doenga a longo prazo.
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ANEXO 1. Parecer Comité de Etica Institucional.

UNIFESD
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Eecol Pauiars de Masema Hospwal S¥d Pavlo
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S80 Paulo, 26 de agosto de 2011,
CEP 0956/11
lImo(a). Sr(a).

Pesquisador(a) NATALIA DE OLIVA SPOLIDORO
Co-Investigadores: Rita Nely Vitar Furtado (orientadora), Jamil Natour
Disciplina/Departamento: Reumatologia/Medicina da Universidade Federal de Séo Paulo/Hospital Sdo Paulo

Patrocinador: Recursos Proprios.

PARECER DO COMITE DE ETICA INSTITUCIONAL

Ref: Projeto de pesquisa intitulado: “Avaliagdo da efetividade e tolerancia a médio prazo da infiltragao intra-
articular de corticosterdide para o tratamento da osteoatrite de articulagdes interfalangicas de maos”.

CARACTERISTICA PRINCIPAL DO ESTUDO: Intervencgao terapéutica.

RISCOS ADICIONAIS PARA O PACIENTE: Risco minimo, envolvendo procedimento invasivo- infriltragdo intra-
articular..

OBJETIVOS: Avaliar a efetividade e tolerancia a médio prazo da infiltragdo intra-articular de corticostertide para o
tratamento da osteoartrite de articulacdes interfalangicas de maos..

RESUMO: Sera realizado um estudo prospectivo, controlado, randomizado, duplo-cego, comparando duas propostas
de tratamento em pacientes com osteoartrite de maos com acometimento de interfalangicas proximais e/ou distais.
Serdo recrutados pacietnes provenientes dos ambulatérios da Disciplina de Reumatologia da UNIFESP. Serdo
constituidos 2 grupos: Grupo 1- pacientes que serdo submetidos a esquema de tratamento composto por infiltragdo
intra-articular com hexacetonide de triancinolona (HT) e lidocaina + utilizagdo oral de paracetamol segundo demanda.
Ser4 realizada imobilizagdo da articulagdo infiltrada para repouso articular por 48 horas apds intervengéo. Grupo 2-
pacientes que serdo submetidos a esquema de tratamento composto por IIA com apenas lidocaina + utilizagdo oral
de paracetamol segundo demanda. Sera realizado também repouso articular através de imobilizagao durante as 48
horas seguintes a IIA. Os pacientes serdo submetidos a cinco avaliagds: antes da intervencéo, 1, 4, 8 e 12 semanas
ap6s intervencdo. Nesses mesmos tempos, o paciente terd a articulagdo estudada sumetida a exame de
ultrassonografia. Serdo anotados dose de drogas modificadoras de doenga e tempo de uso, uso crénico de anti-
inflamatérios e/ou analgésicos e tempo de uso..

FUNDAMENTOS E RACIONAL: tendo em vista a prevaléncia da AO de méos e a escassez de tratamentos bem
estabelecidos, a infiltragdo intra-articular de médos poderéa se mostrar um tratamento efetivo e de baixo custo para AO
de maos, assim como ja bem estabelecido em outros sitios articulares..

MATERIAL E METODO: Estdo descritos os procedimentos do estudo.

TCLE: Apresentado adequadamente.

DETALHAMENTO FINANCEIRO: Sem financiamento externo - R$ 3840,00.

CRONOGRAMA: 36 meses.

Rua Botucatu, 572 - 1° andar — conj. 14 - CEP 04023-062 - Sao Paulo / Brasil
Tel.: (011) 5571-1062 - §539.7162
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Eacola Paulista de Magcing Hospnal 840 Paulo

OBJETIVO ACADEMICO: Mestrado.
ENTREGA DE RELATORIOS PARCIAIS AO CEP PREVISTOS PARA: 20/8/2012 e 20/8/2013.

O Comité de Etica em Pesquisa da Universidade Federal de Sdo Paulo/Hospital Sdo Paulo ANALISOU e APROVOU
o projeto de pesquisa referenciado.

1. Comunicar toda e qualquer alteracdo do projeto e termo de consentimento livre e esclarecido. Nestas
circunstancias a inclusdo de pacientes deve ser temporariamente interrompida até a resposta do Comité, apos
andlise das mudancgas propostas.

2. Comunicar imediatamente ao Comité qualquer evento adverso ocorrido durante o desenvolvimento do estudo.

3. Os dados individuais de todas as etapas da pesquisa devem ser mantidos em local seguro por 5 anos para

possivel auditoria dos drgdos competentes.

Atenciosamente,
y 7%%}

/

Prof. Dr.José Osmar Medina Pestana
Coordenador do Comité de Etica em Pesquisa da
Universidade Federal de Sdo Paulo/ Hospital Sdo Paulo 0956/11

Rua Botucatu, 572 - 1° andar — conj. 14 - CEP 04023-062 - Sdo Paulo / Brasil
Tel.: (011) 5571-1062 - 5539.7162
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ANEXO 2. Termo de Consentimento Livre e Esclarecido

TERMO DE CONSENTIMENTO LIVRE E ESCLARECIDO

O objetivo desse estudo ¢ avaliar a acdo da infiltragdo intra-articular com corticosterdide em
pacientes portadores de osteoartrite (artrose) de maos com acometimento das pequenas articulagdes
dos dedos das maos (articulagdes interfalangeanas proximais e distais). As informagdes estdo sendo
fornecidas para a sua participagdo voluntaria neste estudo. O Sr(a) serd submetido a infiltragdo
intra-articular da articulagdo acometida, podendo ser alocado em dois grupos diferentes: um com
anestésico local na articulagdo mais medicagdo oral e o outro com anestésico local e corticosterdide
na articulacdo mais medicacdo oral, o qual nem o Sr(a), nem o pesquisador terdo o conhecimento.
Os principais efeitos colaterais relacionados ao procedimento sdo: aumento da dor nas primeiras
48h apds o procedimento; hipocromia na pele ao redor do sitio de infiltracdo. Lembramos que a
infiltragdo trata-se de uma alternativa ao seu tratamento. Outras opg¢des terap€uticas também sdo
disponiveis (fisioterapia, uso de analgésicos e drogas modificadoras da doenga), porém hoje a

artrose de maos ndo apresenta tratamento bem estabelecido.

O Sr(a) serd submetido a seis avaliagdes clinicas e ultrassonograficas nos tempos zero, sete, vinte e
oito, cinquenta e seis, oitenta e quatro dias e 1 ano apds a sua entrada no estudo, por dois
profissionais treinados no assunto. O Sr (a) terd acesso aos profissionais responsaveis pela
pesquisa, em qualquer etapa do estudo, para esclarecer eventuais davidas. A pesquisadora principal
¢ Natdlia de Oliva Spolidoro, que pode ser encontrada na Disciplina de Reumatologia, Rua
Napoledao de Barros, 771 - 3° andar, telefone: (11) 5579-6665. Caso haja alguma duvida sobre a
ética da pesquisa, entre em contato com o Comité de Etica em Pesquisa (CEP) — Rua Botucatu, 672
- 1° andar conj. 14, 5571-1062, e-mail: cepunifesp@epm.br. E garantida a liberdade de retirada do
consentimento a qualquer momento e deixar de participar do estudo, sem qualquer prejuizo a
continuidade de seu tratamento na Institui¢do. Vocé tera o direito de se manter informado a respeito
da pesquisa. As informagdes obtidas serdo analisadas em conjunto com outros pacientes, ndo sendo
divulgada a identificagdo de nenhum paciente. Sendo, os dados coletados serdo utilizados somente
para esta pesquisa. Nao ha despesas pessoais para o participante. Também, ndo hd compensacao

financeira relacionada a sua participacao.

Acredito ter sido suficientemente informado a respeito das informagdes que li ou que foram lidas
para mim, descrevendo o estudo — ‘“Avaliagdo da efetividade e tolerancia a longo prazo da
infiltracdo intra-articular de corticosterdide para o tratamento da osteoartrite de articulagdes
interfalangicas de maos” Ficaram claros para mim quais os propositos do estudo, os procedimentos

a serem realizados, seus desconfortos e riscos, as garantias de confiabilidade e de esclarecimentos
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permanentes. Ficou claro também que minha participacdo ¢ isenta de despesas e que tenho a
garantia do acesso a tratamento hospitalar quando necessario. Concordo voluntariamente em
participar deste estudo e poderei retirar meu consentimento a qualquer momento, antes ou durante
o mesmo, sem penalidades ou prejuizo ou perda de qualquer beneficio que eu possa ter adquirido

no meu atendimento neste Servigo.

Data: / /

Assinatura do paciente/representante

Data: / /

Assinatura da testemunha

Para caso de pacientes menores de 18 anos, analfabetos, semi-analfabetos ou portadores de

deficiéncia auditiva ou visual. (Somente para o responsavel pelo projeto)

Declaro que obtive de forma apropriada e voluntaria o Consentimento Livre e Esclarecido deste

paciente ou representante legal para a participagdo neste estudo.

Data: / /

Assinatura do responsavel pelo estudo
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ANEXO 3A.

Avaliacio da efetividade e tolerancia a longo prazo da infiltracdo

intra-articular de corticosterodide para o tratamento da osteoatrite de articulacoes

interfalangicas (distal e proximal) de maos.

FICHA DE AVALIACAO INICIAL
DISCIPLINA DE REUMATOLOGIA

UNIVERSIDADE FEDERAL DE SAO PAULO / ESCOLA PAULISTA DE MEDICINA

Nome: N°.
ID: Sexo: Raga:
RH: Fone:
Endereco:
Data:
TEMPO DE DOENCA:
CRITERIOS:
() Dor ou rigidez das maos na maior parte dos dias no ultimo més
() Alargamento do tecido duro articular em 2 ou mais de 10 articulagdes
() Edema em menos de duas metacarpofalangianas
() Alargamento do tecido duro em 2 ou mais interfalangianas
() Deformidade em 2 ou mais das 10 articulagdes selecionadas
RAIO X DE MAOS:
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MEDICACAO ATUAL:

Paracetamol (dose/comprimidos por dia):  .......ccceeneennnen. [ovieienienienanes

AINH (tipo/comprimidos por dia): .., [

CE (dose/ tempo): e [oveeieeieeinanen

() Cloroquina () Condroitina () Glucosamina

() DiIacereina () OULTOS: ...eeruiieiieieieeiieeiie et eeeite et et e et esteeebeesteessbeesseeeabeesseesnseeseesnsaans
Tempo de uso/doSe: .....coceeeiieviieiiieiee e

INFILTRACAO PREGRESSA: () Sim ( ) Nao Tempo: ...ooevevereveeererennn.
ARTICULACOES .......cccoennn..

REABILITACAO: ( ) Sim ( ) Nao

() Atual () Pregressa
ARTICULACOES ACOMETIDAS:

RANDOMIZACAO: ( )Grupol ( ) Grupo?2
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ANEXO 3B

Avaliacio da efetividade e tolerancia a longo prazo da infiltracdo
intra-articular de corticosterodide para o tratamento da osteoatrite de articulacoes
interfalangicas (distal e proximal) de maos.

FICHA DE AVALIACAO CLIiNICA INICIAL
DISCIPLINA DE REUMATOLOGIA
UNIVERSIDADE FEDERAL DE SAO PAULO / ESCOLA PAULISTA DE MEDICINA

Nome: N°.

ARTICULACAO EM QUESTAO: ...ttt

1) EVA dor em repouso da articulacio

0 1 2 3 4 5 6 7 8 9 10
4) Goniometria da articulacio: Flexao: ........... Extensdo: ........
5) Uso de analgésico: Paracetamol 750mg/cp: ............... cp/d
6) Forca de preensao palmar: 1% 3 2% e, 5 3% Média: ..........
7) For¢a de pinca do dedo acometido: 1% .. 3 2% ;3% Média: ..........
8) COCHIN: .......ccocevveennne
9) AUSCAN: ....ccooviiienen
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ANEXO 3C

Avaliacio da efetividade e tolerancia a longo prazo da infiltracdo
intra-articular de corticosterodide para o tratamento da osteoartrite de articulacoes
interfalangicas (distal e proximal) de maos.

FICHA DE REAVALIACAO CLINICA
DISCIPLINA DE REUMATOLOGIA/ SETOR DE REABILITACAO
UNIVERSIDADE FEDERAL DE SAO PAULO / ESCOLA PAULISTA DE MEDICINA

Nome: N°.

DATA: ......... Jovvennnn. Jovrenin.
ARTICULACAO EM QUESTAO: ...ttt

TEMPO: ( )TI ( )T4 ( )T8 ( )TI12 ( ) T48
MEDICACAO ATUAL:
AINH (tipo/comp. por dia): .....cccccecuenneee oo, CE: (dOS€): .evveuveireieieienieeeeeereeenne

() Cloroquina ( YMTX ( )SSz ( )OURO () Outros: ....ccceeeuuueee.

1) EVA dor em repouso da articulacio

0 1 2 3 4 5 6 7 8 9 10
4) Goniometria da articulacio: Flexao: ........... Extensao: ........
5) Uso de analgésico: Paracetamol 750mg/cp: ............... cp/d
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6) Forca de preensao palmar: 1% 3 2% e, 5 3% Média: ..........
7) For¢a de pinca do dedo acometido: 1% 3 2% ;3% Média: ..........
8) COCHIN: .........cccoeuennee.
9) AUSCAN: ..o

10) Incidéncia e tipos de efeitos colaterais locais:
() atrofia e/ou hipocromia cutinea () instabilidade articular

() OULTOS: eeiiiiieetiee e ettt e e ettt e e e ettt e e e e ttaeeeeessaaeee e aaaaeeeesssaeeeeanssseeeennssaeeeassseaeanssseaeeannn

11) EVA de dor nas 48h apos o procedimento (apenas no T1)

12) Escala de avaliacao de melhora:

Muita Piora Piora Inalterado Pouca Melhora  Muita Melhora
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ANEXO 3D

Avaliacio da efetividade e tolerancia a longo prazo da infiltracdo

intra-articular de corticosterodide para o tratamento da osteoartrite de articulagdes

interfalangicas de méos.

FICHA DE AVALIACAO ULTRASSONOGRAFICA
DISCIPLINA DE REUMATOLOGIA/ SETOR DE REABILITACAO

UNIVERSIDADE FEDERAL DE SAO PAULO / ESCOLA PAULISTA DE MEDICINA

Nome: N°.
DATA: .......... TS [
ARTICULACAO EM QUESTAO: ...ttt
TEMPO: ( )Tl ( )T4 ( )T8 ( )TI2 ( )T48

. . o Escore semi-quantitativo

Sinovite Escore semi-quantitativo ,
. de fluxo sanguineo
(mm) sinovite
(power Doppler)

Dorsal 0 1 2 3 0 1 2 3
Palmar 0 1 2 3 0 1 2 3
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ANEXO 4. CochinHandFunctionalScale — Versao Brasileira

Respostas as questdes:

0 1 2 3 4 5
Sem Pouquissima Alguma Com muita Quase Impossivel
dificuldade dificuldade dificuldade dificuldade impossivel

Queira responder as perguntas a seguir, sem o0 uso de adaptacdo. Por exemplo, lapis

especial, faca especial. As respostas sdo baseadas na experiéncia do ultimo més.

Vocé consegue.

Na cozinha

1. Segurar uma tigela?

(e BN e Y e N N S

Roupa

. Segurar um prato cheio?

. Descascar uma fruta?

9. Abotoar uma camisa?

10. Abrir e fechar ziperes?

Higiene pessoal

. Pegar uma garrafa cheia e levanta-la?

. Cortar carne com uma faca?

. Pegar de forma eficaz com o garfo?

11. Apertar um tubo de creme dental?

. Despejar o liquido de uma garrafa num copo?

. Desenroscar a tampa de um pote que ja foi aberto?

12. Segurar sua escova de dente de forma eficaz?

No escritorio

13. Escrever uma frase curta com um lapis ou uma caneta normal?

14. Escrever uma carta com um l4pis ou uma caneta normal?

Diversos

15. Girar uma maganeta redonda?

16. Utilizar tesouras para cortar um pedaco de papel?

17. Pegar moedas sobre a mesa?

18. Girar uma chave na fechadura?
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ANEXO 5. Indice AUSCAN de Osteoartrite na Mo

Secdao A. DOR

Pense na dor que vocé tem sentido em suas maos devido a artrite, nas ultimas 48 horas.
(Favor marcar suas respostas com um “X”)

Questao: Quanta dor vocé sente em suas maos?

1. Em repouso (isto €, quando vocé ndo estd usando suas maos).

() () () () ()

Nenhuma Leve Moderada Forte Muito forte

2. Ao pegar objetos com suas maos.

() () () () ()

Nenhuma Leve Moderada Forte Muito forte

3. Ao levantar objetos com suas maos.

() () () () ()

Nenhuma Leve Moderada Forte Muito forte

4. Ao girar objetos com suas maos.

() () () () ()

Nenhuma Leve Moderada Forte Muito forte

5. Ao apertar objetos com suas maos.

() () () () ()

Nenhuma Leve Moderada Forte Muito forte

Secao B. RIGIDEZ

Pense na rigidez (ndo na dor) que vocé sentiu em suas maos devido a artrite, nas ultimas 48
horas. Rigidez ¢ uma sensagdo de limitacdo ou dificuldade que vocé tem ao movimentar
suas maos.

6. Qual o grau de rigidez em suas maos logo ao acordar de manha ?

() () () () ()

Nenhuma Leve Moderada Forte Muito forte
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Secio C. DIFICULDADES EM REALIZAR ATIVIDADES DA VIDA DIARIA
(AVD)

Pense na dificuldade que vocé teve ao realizar as seguintes atividades do dia a dia devido a
artrite em suas maos, isto ¢, a sua habilidade em se movimentar e em cuidar de si mesmo/a,
nas ultimas 48 horas.

Questao: Qual o grau de dificuldade que vocé tem com as seguintes atividades?

7. Abrir torneiras.

) ) ) ) )
Nenhuma Leve Moderada Forte Muito forte
8. Girar uma macaneta redonda ou de cabo.
() () () () ()
Nenhuma Leve Moderada Forte Muito forte
9. Abotoar/desabotoar botoes.
) ) ) ) )
Nenhuma Leve Moderada Forte Muito forte

() () () () ()
Nenhuma Leve Moderada Forte Muito forte
11. Abrir um pote novo.
() () () () ()
Nenhuma Leve Moderada Forte Muito forte
12. Carregar um pote cheio com uma mao
() () () () ()
Nenhuma Leve Moderada Forte Muito forte
13. Descascar legumes / frutas.
() () () () ()
Nenhuma Leve Moderada Forte Muito forte
14. Levantar objetos grandes / pesados.
() () () () ()
Nenhuma Leve Moderada Forte Muito forte
15. Torcer roupas molhadas.
() () () () ()
Nenhuma Leve Moderada Forte Muito forte

10. Prender joias/bijuteria (ex: reldgios, brincos, abotoaduras, colares, broches, pulseiras)
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