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Introduction
My first case was a sister (nurse) mother suffering from Grade 2 
OA as per ahlback’s classification
The Ahlbäck classification system estimates the severity of 
osteoarthritis of knee joint, in patients with chronic knee pain.
According to Ahlbäck system knee joint osteoarthritis is classified as:
• grade 1: joint space narrowing (less than 3 mm)
• grade 2: joint space obliteration
• grade 3: minor bone attrition (0-5 mm)
• grade 4: moderate bone attrition (5-10 mm)
• grade 5: severe bone attrition (more than 10 mm)
 I explained her about the use of steroid and its complication and 
told her all other steroids use as intra- articular injection would only 
keep her mother knee pain free for maximum up to three months as 
per various articles study and by Marshall meta- analysis systemic 
review study. I told her about this special preparation and explained 
her about the effect of each components used in my preparation

Steriod- Potent anti- inflammatory
Lidocaine- analgesic effect
Vit B1 and B12- enhance cartilage and soft tissue healing.
Normal saline- use for Dilution
She agreed and with her consent under all aseptic and antiseptic 
precaution and through lateral approach which I prefer I gave the 
patient Intra- articular injection. 

In osteoarthritis most surgeons prefer setriod namely triamcinolone 
or methyl prednisolone for Intra-Articular injection but its efficacy 
is very limited, source can be proved from various article review. 
But I prefer my special preparation which consists of combination 
of triamcinolone hexacetonide or hydrocortisone or methyl-
prednisolone plus vit.B1 plus vit.B12 plus lidocaine plus normal 
saline.

In my clinical practice as Orthopaedic Surgeon I have given IA for 
15 cases of OA. Their follow up was made at 2 weeks, then at 1 
month for three consecutive months, then at 6 months, then finally 
at 2 months. After one single shot of my special preparation patient 
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was pain free for over 1 year in which 15 days physiotherapy course 
was included in 1st 2 week after IA. 
All 15 cases were known cases of DM-2 with HTN and age between 
49 to79 

Clinical Application
All 15 cases were injected with my special preparation with their 
written consent and full explanation about what is being injected to 
their joint and what could be outcome after intra-articular injection.

All 15 cases were graded on the basis of ahlback classification 
and all injected cases were grade 2 to grade 4 and lateral approach 
for intra- articular procedure was performed under all aseptic and 
septic condition. All 15 cases were known case of DM-2 and HTN 
under medication.

Discussion
In an article published by Marshall Godwin (Intra-articular steroid 
injections for painful knees) it states that intra-articular steroid 
injections are useful in reducing pain for up to 4 weeks only.

To the contrary my preparation is superior in context to the meta- 
analysis study provided by Marshall Godwin. My special preparation 
intra- articular injection provide pain relief for patient up to 1 year 
which is documented as under TCM IN CHINA it is widely used 
for O.A multiple orthopedic problems but I use here as for O.A 
with patient consent.

Since all patients had comorbid conditions and already under lots 
of drugs for DM and HTN, so my special preparation for OA, does 
not include any oral meds just single shot of my preparation. This 
puts patients in favorable state and puts patients in no risk or harm 
from long term analgesic use.

Conclusion/ Summary
My special preparation single shot is superior and cost effective in 
comparison to other steroid repetitive use. Its use help avoid long 
term analgesic use and its complications in patients with DM and 
HTN as their renal function and Heart function are always at risk.

After my intra-articular injection patient were advised for 
physiotherapy for Quadriceps strengthening for 15 days, and were 
told to avoid cross- sitting and squatting activities. After follow up 
at first 2 weeks, patients were happy and expressed their happiness 
by stating they are pain free completely and their knee ROM are 
gradually improving and thorough physical examination was done 
and no tenderness was elicited. Next follow up was made at 1 month 
for three consecutive month , during this follow up also patient was 
pain free and ROM was full and pain free. Next follow up was made 
at 6 month (in total 9 month plus 2 week) during this follow up also 
patient were pain free and ROM was full and pain free. Last follow 
up were made after 2 months (9 in total 11 months plus 2 weeks) still 
till this time all patients were pain free and ROM full and pain free. 
All patients during this whole period has avoided cross- sitting and 
squatting activities as much as possible, regular follow up was on 
time and no one missed follow up. So I would like to conclude by 
stating that my special preparation for OA is suited to be efficient 
and cost effective in management of OA pain, single shot is enough 
to take away pain for 1 year and counting, no need for repetitive 
use of Intra- articular injection [1-20]. 

Competing Interest
None author has any such competing interest, but I would like 
all renowned orthopaedic surgeons to know about my special 
preparation and use it for OA intra- articular injection and see the 
effect by themselves.

Acknowledgement
With all due respect and honor to the family of the Orthopaedic 
Surgery, Department of Sports Medicine of 1st Affiliated Hospital 
of Zhengzhou University, I would like to express my sincere and 
utmost gratitude and special thanks to:

Dr. Xu Jian Zhong, my mentor and tutor with a dynamic personality 
and for being very kind and honest person that I have known and 
accepting me as his student for residency and for his confidence 
in me and my work and for his continuous support and guidance 
throughout my residency period. He has always been enthusiastic to 
teach me new skills and for always being helpful and very friendly. 
His academic excellence, perfection at his duty, attitude towards his 
team members, and devotion in patient-care has always been a huge 
source of inspiration for me. I will always be thankful to him for the 
valuable time he has given me, in spite of his busy schedules. I thank 
him for his encouragement and believing in me with this thesis topic.

Dr. Tian ke, for all his guidance to teach me the arthroscopy 
procedure and for being kind and friendly person.
Dr. Li, for all his suggestions and guidance during the period of 
thesis preparation and being so friendly and co-operative.
Nursing Center of our department, for always being co-operative 
and friendly. 
My Colleagues at our department for their invaluable support and 
co-operation.
My friends Dige and Rajiv for their help and support during thesis 
preparation.
My Father and Mother for their continuous support and 
encouragement.
My dear wife and lovely son, for their support and help and for their 
understanding of the time I spend with my work.

References
1. Ravaud P, Moulinier L, Giraudeau B, Ayral X, Guerin C, Noel 

E, et al. (1999) Effects of joint lavage and steroid injection in 
patients with osteoarthritis of the knee: results of a multicenter, 
randomized, controlled trial. Arthritis Rheum 42: 475-482. 

2. Sambrook PN, Champion GD, Browne CD, Cairns D, Cohen 
ML, et al. (1989) Corticosteroid injection for osteoarthritis of 
the knee: peripatellar compared to intra-artic- ular route. Clin 
Exp Rheumatol 7: 609-613. 

3. Friedman DM, Moore ME (1980) The efficacy of intraarticular 
steroids in osteoarthritis: a double- blind study. J Rheumatol 
7: 850-856. 

4. Creamer P (1999) Intra-articular corticosteroid treatment in 
osteoarthritis. Curr Opin Rheumatol 11: 417-421. 

5. Hunter JA, Blyth TH (1999) A risk-benefi t assessment of 
intra-articular corticosteroids in rheu- matic disorders. Drug 
Saf 21: 353-365. 

6. Wada J, Koshino T, Morii T, Sugimoto K (1993) Natural course 
of osteoarthritis of the knee treated with or without intraarticular 
corticosteroid injections. Bull Hosp Joint Dis 53: 45-48. 

7. Gaff ney K, Ledingham J, Perry JD (1995) Intra-articular 
triamcinolone hexacetonide in knee osteoarthritis: factors infl 

Volume 4 | Issue 10 | 2 of 3



Med Clin Res, 2019

Copyright: ©2019  Dr. Kiran Kumar Shah. This is an open-access article 
distributed under the terms of the Creative Commons Attribution License, 
which permits unrestricted use, distribution, and reproduction in any 
medium, provided the original author and source are credited.

www.medclinres.org

uencing the clinical response. Ann Rheum Dis 54: 379-381. 
8. Dieppe P, Cushnaghan J, Jasani MK, McCrae F, Watt I (1993) 

A two-year, placebo-controlled trial of non-steroidal anti-
infl ammatory therapy in osteoarthritis of the knee joint. Br J 
Rheumatol 32: 595-600. 

9. Creamer P, Hunt M, Dieppe P (1996) Pain mechanisms in 
osteoarthritis of the knee: eff ect of intraarticular anesthetic. J 
Rheumatol 23: 1031-1036. 

10. Valtonen EJ (1981) Clinical comparison of triamcinolone 
hexacetonide and betamethasone in the treatment of 
osteoarthrosis of the knee-joint. Scand J Rheumatol Suppl 
41:1-7.

11. Jones A, Doherty M (1996) Intra-articular corticosteroids are 
effective in osteoarthritis but there are no clini¬cal predictors 
of response. Ann Rheum Dis 55: 829-832.

12. Hollander JL (1953) Intra-articular hydrocortisone in arthritis 
and allied conditions; a summary of two years’ clinical 
experience. J Bone Joint Surg Am 35: 983-990.

13. Miller JH, White J, Norton TH (1958) The value of intra-
articular injections in osteoarthritis of the knee. J Bone Joint 
Surg Br 40: 636-643.

14. Bellamy N, Campbell J, Wells G, Bourne R (2000) Intra-
articular corticosteroids for osteoarthritis of the knee (Protocol 
for a Cochrane review). In: qe Cochrane Library. Oxford, Engl: 
Update Software.

15. Subcommittee on Osteoarthritis Guidelines (2000) 
Recommendations for the medical management of osteoarthrits 
of the hip and knee. Arthritis Rheum 43: 1905-1915.

16. Pendleton A, Arden N, Dougados M, Doherty M, Bannwarth B, 
et al. (2000) EULAR recommen¬dations for the management 
of knee osteoarthritis: report of a task force of the Standing 
Committee for International Clinical Studies Including 
Terapeutic Trials (ESCISIT). Ann Rheum Dis 59: 936-944.

17. Guyatt GH, Sackett DL, Cook DJ (1993) Users’ guides to the 
medical literature. II. How to use an article about therapy or 
prevention. A. Are the results of the study valid? Evidence-
Based Medicine Working Group. JAMA 270: 2598-2601.

18. Guyatt GH, Sackett DL, Cook DJ (1994) Users’ guides to the 
medical literature. II. How to use an article about therapy or 
prevention. B. What were the results and will they help me in 
caring for my patients? Evidence-Based Medicine Working 
Group. JAMA 271: 59-63.

19. Balch HW, Gibson JM, El-Ghobarey AF, Bain LS, Lynvh MP 
(1977) Repeated corticosteroid injections into knee joints. 
Rheumatol Rehabil 16:137-140.

20. Raynauld JP, Buckland-Wright C, Wald R, Choquette D, 
Haraoui B, et al. (2003) Safety and effi¬cacy of long-term 
intraarticular steroid injections in osteoarthritis of the knee. 
Arthritis Rheum 48: 370-377.

Volume 4 | Issue 10 | 3 of 3

Citation: Kiran Kumar Shah (2019) E Steroid Vs My Special Preparation for Osteoarthritis. Med Clin Res 4(10): 1-3.


