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their efficacy is debated. In addition, safety signals regarding cartilage damage 
with IA GC have been highlighted in a few studies.
Objectives: To perform a meta-analysis of studies assessing IA GC efficacy and 
safety in knee OA.
Methods: A systematic literature review and a meta-analysis of randomized 
controlled trials (RCTs) assessing the effect of GC IA injections versus other 
interventions (IA Hyaluronic Acid, IA placebo, IA NSAID, oral NSAID or physio-
therapy) in knee OA was performed. The effect of the interventions on pain and 
function were extracted from the single studies and pooled and are presented as 
short term (<6weeks), medium term (6-24 weeks) and long term (>24 weeks) 
follow-up period. Standardized mean differences (SMD) are reported.
Results: Of 520 studies screened, 23 were included in the SLR and 14 subse-
quently included in the MA. While IA GC showed a superior effect compared to 
control on both pain (SMD -0.61 (95% CI -1,25, 0.03)) and function (SMD -1.02 
(95% CI -2.14, 0.10)) in short term follow-up; long term follow-up analysis favored 
controls (IA HA, IA NSAID, physiotherapy) for both pain (SMD 0.68 (95% CI 
-0.11, 1.47)) and function (SMD 0.88 (95% CI -0.36, 2.12) outcomes (Figure 1). 
No difference was found between interventions in the medium term. Safety data 
were reported in 18/23 studies (n= 1936/2314 patients); and side effects were 
reported as follows: arthralgia (69 IA GC patients, 146 IA HA patients, and 20 
saline patients); site injection pain (7 in the IA GC group, 2 in the IA saline group, 
14 in the IA HA group); 16 post injection knee swelling without signs of septic 
arthritis in the IA GC group and 24 in the IA HA group. In one study assessing 
cartilage effects of GCs, the rate of cartilage loss was greater in the GC group 
with a reduction of cartilage thickness at 2 year compared to placebo group. 
No difference was observed in the progression of cartilage denudation or bone 
marrow lesion. On the contrary, another study showed no effect of injections on 
the cartilage structure.

Conclusion: We demonstrate in this work that IA GC injections reduce pain and 
improve function in the early phase (≤6 weeks) of treatment. In the long term 

(≥24 weeks), other intervention such as IA HA injections or physiotherapy seem 
to be more efficient, but this effect was largely driven by single studies with large 
effect sizes and the comparators were heterogeneous.
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Background: Osteoarthritis’ (OA) pathophysiology is a complex and evolving 
subject, resulting in different phenotypes1. There is a known association between 
cardiovascular risk factors (CVRF) and OA, but its subjacent mechanism remains 
under-documented2. Pursuing this logic of direct systemic effect on joints by CV 
comorbidities2, new therapeutic approaches could be reached.
Objectives: To determine the impact of CV comorbidities on knee OA, based on 
radiographic rate of progression and the need for total knee arthroplasty (TKA).
Methods: Cohort retrospective study among non-obese patients with primary 
knee OA, seen at a Portuguese hospital between 2017 and 2020. Clinical 
records were reviewed for sociodemographic and clinical data [age at the diag-
nosis, radiographic scoring through Kellgren Lawrence (KL) classification system 
at baseline (diagnosis) and 5 years later, KL progression and time to TKA]. CVRF 
such as Essential Arterial Hypertension (EHA), Dyslipidemia (DLP) and Type 2 
Diabetes Mellitus (T2DM) prior to the OA diagnosis, as well as medication history 
were also recorded. Comparison of both cohorts, with and without the mentioned 
CVRF, was performed.
Results: A total of 304 patients with knee OA were eligible, 86 (28.3%) men 
and 218 (71.7%) women. Of those with CVRF (n=169), 121 (71.6%) were 
women and the mean age was 74.47±0.59 years. Among them, 129 (76.4%) 
had EAH, 122 (72.2%) had DLP, and 52 (30.8%) had T2DM. Five (3%) were 
treated with fenofibrate, 114 (67.5%) with statins, 40 (23.7%) with metformin, 
and 4 (2.4%) with liraglutide. Of those without CV risk factors (n=135), 97 
(71.9%) were women and the mean age was 71.36±0.83 years. The presence 
of CVRF was associated with higher KL score (moderate to severe) at base-
line [OR=2.118 (CI 95%: 1.264-3.549)] and 5 years later [OR=14.960 (CI 95%: 
3.439-65.079)], faster KL progression, i.e., 2-grade worsening [OR=2.755 
(CI 95%: 1.205-6.299)], and greater need for TKA [OR=3.781 (CI 95%:2.257-
6.335)]. However, there was no association between the number of CVRF 
and progression of the KL score nor the rate of this progression, as well as 
between the number of CVRF and the need for TKA. EAH was associated with 
higher KL score at baseline [OR=1.819 (CI 95%: 1.108-2.987)] and 5 years 
later [OR=17.921 (CI 95%: 2.382-134.835)] but not with faster KL progres-
sion. It also associated with a greater need for TKA [OR=3.320 (CI 95%:1.197-
5.750)]. DLP was associated with higher KL score at baseline [OR=1.843 (CI 
95%: 1.120-3.030)] and 5 years later [OR=7.709 (CI 95%: 1.772-33.530)], as 
well as with faster KL progression [OR=2.560 (CI 95%: 1.249-5.246)], and 
greater need for TKA [OR=2.493 (CI 95%: 1.457-4.268)]. T2DM was associ-
ated with higher KL score 5 years after OA diagnosis [OR=1.103 (CI 95%: 
1.059-1.148)], but not with KL score at baseline nor the occurrence of KL score 
progression during those first 5 years of disease or the need for TKA. Met-
formin, liraglutide, statins or fenofibrate use (either compounded or isolated) 
showed no statistically significant association with any of the following: KL 
score at baseline and 5 years later, occurrence of KL progression, and need 
for TKA. Time to TKA was not statistically different between patients with or 
without these medications. The number of medications used was not associ-
ated with KL progression or the need for TKA.
Conclusion: CVRF contribute globally to OA progression. Patients with EAH and 
DLP showed worse radiographic expression of OA features and greater need for 
TKA, with DLP patients having faster KL progression. The presence of more than 
one CVRF was not associated with an increased disease progression, and cardi-
ovascular therapeutic medications were not associated with an overall protective 
role. This study highlights the importance of acting on preventive measures for 
CVRF, in OA management.
REFERENCES: 
[1]  Deveza et al. Clinical and experimental rheumatology vol. 37 Suppl 120,5 

(2019): 64-72.
[2]  Orcha et al. Revue du Rhumatisme vol. 87 Suppl 1 (2020): A244.
Disclosure of Interests: None declared.
DOI: 10.1136/annrheumdis-2021-eular.3844

Figure 1. Knee pain outcome at short term (≤6weeks) (A), medium term (>6 & <24 weeks) 
(B), and long term (≥24 weeks) (C) follow up.
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