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  About the Author




  ARTHUR C. KLEIN is the author of Arthritis: What Really Works (Robinson, 1994), an evaluation of treatments that really help, based on an

  unprecedented and extensive survey of more than 1,000 people in the USA with osteo- or rheumatoid arthritis. The result was described in the Sunday Telegraph as ‘a truly excellent

  book’ and sold nearly half a million copies in the USA alone. Klein’s finding that exercise was the most powerful treatment for many forms of arthritis led to a follow-up book,

  Arthritis: What Exercises Really Work, which was published in the UK in 1996.




  





  Note




  This book is intended as a reference volume only, not a manual for self-treatment.




  Every effort has been made to ensure the contents of this book are accurate and current. Medical and pharmaceutical knowledge is constantly changing and the application of it

  to particular circumstances depends on many factors. Therefore readers are urged always to consult a qualified medical specialist for individual advice. The writers, researchers and publishers of

  this book cannot be held liable for any errors or omissions, or action that may be taken as a consequence of using it.




  Note from the author




  Many of the 1,051 participants in the US nationwide Arthritis Survey performed the exercises in this book to good advantage. The program as a whole has been reviewed and

  approved by several US physicians who are considered experts on the topic of exercise. Nevertheless, your own physical condition may require special modifications and precautions. We encourage you

  to show this book to your doctor before beginning to practise this program.
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  Introduction




  The treatment of arthritis can at times seem both complex and confusing. The range of remedies is certainly diverse, with orthodox doctors placing their trust in drugs and

  surgery while complementary practitioners tend to advocate more physical forms of therapy and dietary manipulation.




  The great virtue of this book is that it makes sense of this confusion by allowing the real experts – arthritis sufferers themselves – to express their opinion on the relative merits

  of these two approaches.




  The main reason for the multiplicity of different treatments is that, regrettably, no single cause for arthritis has been discovered. Genetic inheritance certainly plays a role in some variants

  such as osteoarthritis, and there is no doubt the main symptoms of pain and stiffness can become more severe with ageing. Yet the precise trigger that starts off the inflammation in the joints

  – and there must be one – has still to be identified. When the cause of arthritis is found – as undoubtedly it will be at some point in the future – then it might be

  possible to develop some new treatment that will stop the disease in its tracks. In the meantime, the only alternative for the individual is to find those treatments that suit them best by either

  palliating or minimizing their symptoms, or by slowing down the progress of the disease. But where to start?




  The difference in approach between the mainstream and alternative therapies goes back to the 1950s when steroids and other anti-inflammatory drugs were found to have a dramatic effect in

  alleviating the symptoms of arthritis. Many doctors at the time thought these were the answer to combat arthritis, and became heavily committed to drugs as the only scientifically respectable mode

  of treatment, dismissing any other therapy. Regrettably, drugs – and particularly steroids in the treatment of rheumatoid arthritis – did not fulfil early expectations and their

  usefulness was soon found to be severely compromised by the serious side effects they caused.




  The surge in popularity of complementary medicine, starting in the 1970s, led to the rediscovery of more traditional approaches to treatment that had been neglected by mainstream medicine, and

  nowhere was this more obvious that over the vexed issue of diet. In medical textbook terms arthritis was perceived as being the result of an aggressive attack by the body’s immune system,

  causing severe inflammation of the joints and for which the obvious cure was through drugs that depressed the result of the inflammatory response – anti-inflammatory drugs. Doctors dismissed

  any suggestion that diet might be important because it was impossible to see how it might have fitted into this traditional mode of thought. Nonetheless many patients have since discovered that

  dietary changes such as cutting down on fatty foods or increasing the amount of fish consumed could on occasion be quite dramatically beneficial in easing their arthritis, and often much more so

  than the drugs they had been prescribed.




  It is in this context where individual responses to any treatment – whether mainstream or alternative – is highly variable, that a dispassionate view is at a premium, and who better

  to provide it than the real experts: the patients themselves. The crucial message to emerge is that there is no ‘right’ or ‘wrong’ treatment in this matter but rather that

  people must test out remedies for themselves and should trust their own judgement.




  This is exemplified by the comments of a 29-year-old teacher from Texas who is quoted in the section on nutrition: ‘Most of the rheumatologists I have seen dismiss nutrition, other than to

  say it is important to eat balanced meals and not to become overweight. But, personally, I find that whenever I eat a lot of sugar products I will feel pains in one or more joints so I try not to

  indulge my sweet tooth too often and although I believe it is important to follow a doctor’s advice, ultimately I am the judge of what is best for my body, because I know my body better than

  anyone else.’ Exactly.




  There is no doubt that the treatment of arthritis can predispose to entrenched views and that those disillusioned with the orthodox approach might be too readily scornful of what it can

  genuinely offer while accepting uncritically every type of alternative therapy. Nowhere is this more revealing than in the question of the value of copper bracelets. Many people with arthritis have

  worn a bracelet at one time or another, perhaps because being such a widespread practice it must be presumed to be of help. But do copper bracelets make a difference? By an overwhelming majority

  the participants in the survey conducted for this book agreed it did nothing other than, as one pointed out, ‘turn your arms green. They jingle and get caught in things too. I wore one on

  each wrist for approximately two months with no relief.’




  Both these examples, first of diet and then of copper bracelets, illustrate how those with arthritis are prepared to explore any avenue that might possibly be of benefit to them. Here in this

  unique book they can learn from the experiences of others – both positive and negative. In addition this book contains a complete volume of exercises which, carried out on a regular basis,

  really can alleviate the stiffness and pain of arthritis. Again, these exercises are ones which have been tried out and have worked for sufferers, and I can think of no higher recommendation.




  How good it is to have these two books published together in one clear, comprehensive volume. Arthritis: The Complete Guide to Relief really is a mine of invaluable information and help

  to arthritis sufferers everywhere.




  James Le Fanu




  





  Foreword




  When Arthur Klein first asked me to write a foreword to Arthritis: What Exercises Work, I was a little less than enthusiastic. I wondered whether I should accept the

  invitation, for I suspected the book might be ‘just another patient care book,’ whereas I have been deeply involved in rheumatology (the sub-specialty of medicine that concentrates on

  all forms of arthritis) for forty years. As it turned out, I was honoured, delighted, and educated in reading – indeed studying – the manuscript. I believe that this book and its

  predecessor, Arthritis: What Works, are practical, scientifically sound, well written, and instantly comprehensible. Together, they offer the best advice available today in overall

  management of the two most widespread forms of arthritis, rheumatoid arthritis and osteoarthritis.




  Arthritis: What Exercises Work deals with one of the most important and significant aspects of the management of these two diseases. Exercise is very commonly prescribed for arthritis,

  but that’s about as far as it all too frequently goes. In other words, doctors give patients too little detail or instruction, with few illustrations, and no precise direction. Yet many of

  the most troublesome and disabling aspects of both rheumatoid arthritis and osteoarthritis are due to lack of exercise!




  A joint that is immobilized initiates a series of changes that result in total destruction of the joint within about four months. This occurs even in the absence of disease – by dint of

  immobilization alone. Adhesions begin to appear in the joint, a strange tissue grows over the surface of the cartilage, and tears occur where tendons are inserted in bone. New planes of motion

  contrary to normal anatomical planes appear, followed by enzymatic degradation of the tissues. Ligaments become lax, losing their tensile strength. The cartilage that caps the ends of bones, and

  which is normally four times more slippery than Teflon, loses that slipperiness and becomes perforated by ulcers.




  Many of the changes that occur in the joints of people with rheumatoid arthritis and osteoarthritis are assumed to be caused by a disease process, when in fact they are often a consequence of

  relative immobility. These findings underscore the enormous importance of exercise in the fight against arthritis. I always counsel my patients to exercise to their point of tolerance.




  My advice to you, the reader, is the same. You should realize that immobility will set off the destructive set of events I outlined above in just a few weeks. After four or five months, such

  degeneration may be quite well along, so that even if you initiate a program of vigorous exercise, you may have to wait up to a year for the joint’s normal motion to return. Therefore, I say,

  prevention is the order of the day.




  Exercise exerts a very favourable influence on the immunological system, affecting the production of white blood cells, lymphocytes and leukocytes, as well as the whole spectrum of antibodies

  against various viruses and bacteria. A protective agent called interferon is induced by brisk exercise. There is even evidence that people who are exercising significantly lower their risk of

  cancer. Exercising also reduces obesity.




  Actively exercising to the best of your ability helps you discover your own fountain of youth. Do not heed the warning that because you have a disease you should rest more and more, and not

  stretch yourself at all. That would be the worst thing you could do.




  Stretching, described in the book, is of major importance as a prelude to walking and as a regular habit to maintain healthy ligaments, muscles, bones, joints, and tendons. A complete stretching

  program would require approximately ten to fifteen minutes a day. It is wise to stretch before and after a walk, to help you maintain optimum balance, and avoid stumbling and falls.




  Warm up before you exercise, and cool down afterward with some postexercise stretching.




  Walking, which almost everyone with rheumatoid arthritis or osteoarthritis can do to some degree, is of extreme importance as an integral, essential part of a program of disease management.

  I’ve come to use the term ‘walk the walk’ when urging my patients to carry themselves proudly, and to remember that self-confidence is the most important mental ingredient for

  success in arthritis management. The way you walk and move can strongly influence the way you think and feel. If your body is down, your thoughts and feeling will be down. If your body is up, your

  thoughts and feelings will be up, too.




  Walking the walk means holding your head high and your chin up, while keeping your eyes forward, shoulders back, and arms swinging to the bounce in your step. It is difficult to walk the walk

  and say things like ‘I’m awful,’ ‘I hurt,’ or ‘I can’t do this.’ Rather, a person who walks the walk says, ‘I am confident in my

  ability,’ ‘I know how to handle pressure,’ and ‘I’m going to practice walking the walk by being aware of how I carry myself.’




  When you focus on making positive physical changes, as this book shows you, you’ll feel more positive and energetic.




  To exercise, and especially to walk, is to induce the synthesis and release of a set of hormones called endorphins produced in the brain and the spinal cord. These normal, morphinelike

  substances actually diminish the perception of pain. Equally, or perhaps more important, is the fact that walking generates a sense of self-esteem, with increased optimism and decreased anxiety.

  Thus, walking confers both a physical and an intellectual appreciation of self-worth.




  Increasing self-confidence not only makes you feel better physically and psychologically, but also improves sexual appetite and performance. You will look better and feel younger. You will grow

  tougher and more content. Best of all, you can say to yourself, ‘I set out to do it, and I did it.’




  Until recently, the question of how intensely one must exercise was unresolved. Taking a hint from a well-known fable, we can see that although the tortoise and the hare travel at different

  paces, the tortoise is the less anxious. You don’t have to work up to a sweat to experience the stress-relieving and tissue-saving benefits of exercise. The evidence now is that walking, even

  at a slow pace, can induce the mechanisms in the body (arthritis or no arthritis!) that elevate mood, relieve anxiety, and improve one’s overall self-esteem. Joint stiffness is reduced.

  Swelling tends to gradually disappear with regular walking. The prevention of bone loss is another benefit of walking.




  As the author of this book points out, walking is one of the few exercises to which age and physical condition usually pose no barriers.




  I also consider it of great importance to exercise your brain. By that, I mean I encourage you to practise memory methods, remain with the times, read, study, and be all you can be. I know I

  still see myself as an underachiever. I haven’t run as fast as I can, I haven’t walked as fast as I can, I haven’t written as well as I can. Not yet! I can still strive to do

  better. And so can you. Regardless of the presence of a chronic disease – or anything else – you are capable of improved physical and intellectual performance. This book will help you

  achieve them.




  John H. Bland, M.D.




  Professor of Medicine, University of Vermont College of Medicine




  





  Foreword to the First UK Edition




  By Dr L. E. Glyn, MD (London), FRCP (London), Fellow of the Royal College of Pathology (London)




  This unique book on arthritis was originally published in the USA and is based on the experiences of 1,051 people in that country suffering from osteoarthritis (564),

  rheumatoid arthritis (416) or both (71). The information it contains derives from these individuals’ responses to a detailed questionnaire, which covered not only the type(s) of treatment,

  the type(s) of practitioner providing that treatment, and the respondents’ assessment of the results, but also such additional treatments and coping mechanisms as the patients themselves

  found useful. Among these latter factors, modifications of diet feature strongly, and the author include some detailed suggestions for eating patterns based on what the respondents found

  helpful.




  Readers in the UK may find it interesting to compare the provision of care for people with arthritis available in the USA with that available in Britain. Perhaps the most striking feature of

  this comparison is the relatively small number of consultant rheumatologists in the USA – that is, those who have passed the Board examinations corresponding to the similar specialist

  qualifications in Britain. In 1989, when this book was first published, there were only about 2,000 such rheumatologists in the USA, but 40 million people with arthritis: a ratio of one consultant

  to 20,000 patients. No wonder Americans may find it hard to track down a rheumatologist or to get an appointment to see one. In Britain, by contrast, almost every large district hospital has its

  rheumatological department with one or more consultants attached to it.




  One consequence of this disparity in medical provision is that US patients make far more use of non-medical practitioners, especially chiropractors and osteopaths. It is noteworthy that the

  results achieved by non-medical practitioners – at least as reported by the survey respondents – were far inferior to those achieved by rheumatologists.




  Another feature of US medical practice which will strike the British reader as unfamiliar is the question of cost: the patients surveyed frequently refer to the high cost not only of

  consultation but also of drugs and other forms of treatment, even when these are partly covered by medical insurance. In Britain, patients have access to the appropriate specialist care on the

  National Health Service, though this may not automatically include access to non-medical practitioners such as chiropractors and osteopaths (see the Note on Health Care in the UK on p. xxvi).




  The most important question facing the intending purchaser of this book is to what extent a person with arthritis in the USA resembles his or her counterpart in the UK. From my own experience

  dating back to 1947, and from much intercourse with American rheumatologists, I can assure readers that there are virtually no differences of note between the two groups or the treatments they

  undergo. Not only is orthodox treatment essentially the same, but the same unorthodox treatments also have their adherents. Even the copper bracelet will be found on about the same proportion of

  people.




  The reader will find that most of the drugs used to treat arthritis bear the same names in Britain as they do in the USA. In the Note on Drugs (p. xxviii) a list is given of those drugs that are

  known under a different name or names in the two countries. A very few drugs mentioned in the text do not appear in the Data Sheet Compendium published by the Association of the British

  Pharmaceutical Industry and are therefore not available in these forms in the UK. A list of these is also given in the Note on Drugs.




  About one-quarter of the book is devoted to nutrition and diet, and the role of these factors in influencing the manifestations of arthritis. There is no doubt that this area is exciting

  interest among British rheumatologists, and the subject is well reviewed in an article in a recent issue of the British Journal of Rheumatology (vol. 32, 1993, p. 507). Another article in

  the same volume (p. 982) discusses the beneficial effects of fish oils in reducing the need for non-steroidal anti-inflammatory drugs. It is highly improbable that any of the common rheumatic

  diseases is the result of malnutrition, but it is nevertheless highly probable that the condition of many patients would improve if some attention were paid to nutritional and dietary factors.

  British rheumatologists today are much less likely to take up the dogmatically antagonistic stance to this approach described by the respondents as characteristic of many of their American

  doctors.




  Arthritis can be a serious, sometimes a disabling, disease. It comes in many forms, of which the two commonest – rheumatoid arthritis and osteoarthritis – are covered in this book,

  and it cannot be stressed too strongly that accurate diagnosis requires medical expertise, usually at the highest level. The proper supervision of treatment is best provided by that patient’s

  own general practitioner, and no form of self-medication should be undertaken without your GP’s knowledge and support. With this one caveat I can warmly recommend Arthritis: What Really

  Works to all those in the UK who suffer from this disease.




  Dr Glyn was formerly Deputy Director of the Medical Research Council Rheumatology Unit, Taplow, and Director of the Kennedy Institute of Rheumatology, London.




  





  Foreword to the Second UK Edition




  By Professor Howard A. Bird, MD FRCP, Professor of Pharmacological Rheumatology, University of Leeds




  This intriguing book, which is to be published in parallel in the USA, now reaches its second UK edition. It is a privilege to be invited to provide this foreword.




  The first edition was based on the results of a United States postal questionnaire sent to individuals with arthritis, particularly those suffering from either osteoarthritis or rheumatoid

  arthritis. The results were re-fashioned into a style that might be of broad interest to the general public by two distinguished medical authors. This new edition has been updated with the results

  of a web-based survey conducted in the United Kingdom in January 2005. Nearly 500 osteoarthritis and rheumatoid arthritis sufferers responded to the survey questions and provided new insights into

  the conventional and complementary treatments they found helpful. A number of changes were noticeable from the earlier survey – perhaps the most significant being the widespread use of

  supplements such as glucosamine by arthritis sufferers. This new edition has expanded the coverage of these supplements and looks at the scientific evidence for their effectiveness.




  First, there are a few notes of caution, particularly applicable to readers in the UK. Before a drug can be marketed, a licence has to be granted by the appropriate regulatory authority for the

  country concerned. Some are stricter than others and for this reason, in general, the number of drugs available in the USA, where the original questionnaire was circulated, is less than in the UK.

  For this reason your favourite drug that you take at present may not have been included in the survey. It has also been necessary to translate the different proprietary names under which the same

  drug may be sold in different countries. A reminder about important differences in the style of health care between the two countries is also provided.




  A questionnaire study of this type, although of much interest, will not necessarily be an accurate chronicle of up to 150 different sorts of arthritis that can affect joints. Some of these types

  of arthritis have quite specific treatments and if you have one of the rarer sorts of arthritis, you may be disappointed to find the particular remedy you need is not covered. However, the

  questionnaire was circulated to patients with the two most common types of arthritis (osteoarthritis and rheumatoid arthritis) so it is probable that for most the general advice covered in

  responses will still be applicable to you.




  Inevitably, it takes time to analyse a questionnaire and then to compile a book based upon the findings. As a result, some quite important drugs that have been introduced in the last five years

  are also not mentioned within these pages. Examples of treatments you will not find are leflunomide, a disease modifying drug for rheumatoid arthritis, consideration of the multiple use of several

  drugs at the same time for the better management of rheumatoid arthritis and the new and expensive ‘biologic’ agents such as the TNFα blockers and the blockers of other cytokines

  such as IL-1.




  In addition, it should be remembered that the recent controversy about the benefits of a highly specific type of NSAID called a COX-2 inhibitor and the associated cardiovascular side effects

  that might occur with such drugs was barely dreamt of when this book was revised. Indeed, this is an area that just at present is changing almost by the week rather than by the year.




  Against that background, the greater part of this book has and will stand the test of time and the patient perceptions of all the treatments they have tried, both conventional and

  unconventional, provide a unique resource of information that is not always gleaned through the more formal scientific or medical studies conducted by doctors. Many health professionals who play a

  significant role in the management of arthritis, not always with the full support of the medical profession, also receive honourable mention with realistic assessment of the advantages and

  disadvantages of each of the treatments they offer.




  So, this book should provide a useful source reference and practical information based on the experience of the people that really count, the patients who suffer from arthritis. The author is to

  be congratulated on his achievement and it is hoped that this book will do much to explain many questions that the medical profession is often unable or disinclined to answer. I hope you enjoy

  reading it.




  





  A Note on Health Care in the UK




  While the kinds of practitioners and treatments described in this book are very similar in both the UK and USA, the structure of health care in the two countries is very

  different. Access to free health care for individuals in the UK is provided through the National Health Service, and your first port of call as a person with arthritis should always be your GP. He

  or she will then refer you to your local hospital or other specialist practice for the appropriate consultancy and treatment. Rheumatology units offer specialist facilities to people with

  arthritis. Many employ rheumatology nurse practitioners who work with the rheumatologists. Some units have their own rheumatology physiotherapists and occupational therapists. Both these health

  professionals work closely with the rheumatologist to offer specific support and treatment. Since the introduction of the ‘internal market’ in the NHS, the facilities your doctor will

  be able to offer you and the details of the necessary arrangements may vary from one practice and health authority to another, but in all cases it will be necessary to obtain referral from your GP

  before you see a specialist.




  Your GP may also be willing to refer you to a chiropractor, osteopath or acupuncturist if you wish; alternatively, you may consult any of these practitioners privately, in which case of course

  you will have to bear the full cost. He or she may also be able to arrange for you to see an occupational therapist, who can be particularly helpful in advising on aids and adaptations to make many

  aspects of daily life easier and thus to help you retain as much independence as possible. Most large hospitals have an occupational therapy department; an alternative route is through your local

  social services department, which may well employ one or more occupational therapists.




  One or two differences in terminology should be noted. Physiatry in the USA has much in common with physiotherapy as practised in the UK, although there are some differences. Access to

  physiotherapy is via the referral from your GP or hospital consultant. Some GP practices employ their own physiotherapist. Others employ counsellors to whom you can be referred. Podiatry is simply

  the American term for chiropody. Osteopaths in the USA are classified as medical doctors and may prescribe drugs, whereas their counterparts in the UK are classified as non-medical practitioners

  and therefore may not issue prescription-only drugs.




  





  A Note on Drugs in the UK




  In both the USA and the UK there is a strict division between ‘over-the-counter’ drugs, which anyone may buy from a pharmacy or chemist, and

  ‘prescription-only’ drugs, which may be obtained only on the authority of a doctor. In the USA, a licence to market drugs, whether through the medical profession or directly to

  consumers, is given by the Food and Drug Administration; in the UK the corresponding role is played by the Committee on the Safety of Medicines, a body responsible to the Secretary of State for

  Health which advises on the issue of clinical trial certificates and product licences. Without a product licence, a drug or other medical product cannot be marketed in the UK.




  Most of the drugs mentioned in this book are available in both the UK and the USA under the same names. Some, however, are known by different names in the two countries, and these are listed

  below. Where a name is the ‘generic’ or ‘approved’ title by which a drug is known, it appears in roman (normal) type; where it is the brand or trade name by which it is sold

  by a particular manufacturer, it appears in bold type.




  

    

      

        	

          Name in USA


        



        	

          Name in UK


        

      




      

        	

          acetaminophen


        



        	

          paracetamol, Panadol


        

      




      

        	

          Advil


        



        	

          ibuprofen


        

      




      

        	

          Ansaid


        



        	

          Froben, flurbiprofen


        

      




      

        	

          Datril


        



        	

          paracetamol


        

      




      

        	

          etodolac


        



        	

          Lodine


        

      




      

        	

          ketorolac


        



        	

          Toradol


        

      




      

        	

          Meclomen


        



        	

          Ponstan, meclofenamate sodium


        

      




      

        	

          Mono-Gesic


        



        	

          Disalcid, salsalate


        

      




      

        	

          Nalfon


        



        	

          Fenopron, Progesic


        

      




      

        	

          Nuprin


        



        	

          ibuprofen


        

      




      

        	

          Relifen


        



        	

          Relifex


        

      




      

        	

          Rheumatrex


        



        	

          methotrexate, Matrex


        

      




      

        	

          Tylenol


        



        	

          Tylex*


        

      




      

        	

          Voltaren


        



        	

          Voltarol


        

      


    


  




  *Although Tylenol is a very popular over-the-counter drug in the USA, in Britain Tylex is available only on prescription because in addition to paracetamol, each tablet contains

  a smaller amount of codeine.




  The nearest equivalent of the fish oils available in the USA under names such as Promega and Proto-chol is MaxEPA. Equivalents of the various liniments mentioned are

  Aspellin and Sloan’s.




  Drugs Not Available In the UK




  The following drugs are not available in the UK, although most are variants of similar drugs that are prescribed in Britain.




  Anacin, Excedrin (multi-ingredient products containing aspirin)




  Anaprox (naproxen)




  carprofen/Rimadyl




  isoxicam




  oxaprozin




  Parafon Forte (a multi-ingredient product containing paracetamol)




  Proquazone




  Oraflex (benovaprofen) is not now available in Britain. It was formerly prescribed under the brand name Opren but was withdrawn owing to a high incidence of serious

  side-effects. Butazolidin (phenylbutazone) is available under the brand name of Butacote, but is licensed only for the treatment of ankylosing spondylitis, a form of inflammatory arthritis

  primarily affecting the spine.




  





  A Note on the Recipes for the UK




  The recipes in chapter 13 use the American version of the imperial system of measurement – that is to say, pounds (lb) and ounces (oz) rather than grams (g) and kilos (kg)

  for weights, and pints (pt) and fluid ounces (fl oz) for volumes.




  There are two particular points that British readers will need to note. First, the American pint contains only 16½ fluid ounces, whereas the imperial pint contains 20 fluid ounces.

  Second, Americans measure volumes in ‘cups’: one cup is half an American pint, that is to say 8 [image: ] fl oz.




  If you prefer using the metric system of weights and measurements, any cookery book will contain a conversion table.




  The abbreviation T in the recipes means (level) tablespoonful; t means level teaspoonful.




  





  Part 1




  Arthritis: What Really Works




  





  Section 1




  New Findings and a New Source of Help




  To move freely without restriction due to pain, disability, or weakness is among the most basic of human rights. Any disorder that impairs mobility; limits the capacity to

  touch, embrace, or protect; and interferes with personal hygiene, physical labour, or recreation threatens a person’s sense of dignity and self worth.




  

    Stephen R. Kaplan, M.D., and Edward V. Lally, M.D., from an article on arthritis treatments in The Journal of Musculoskeletal Medicine (September 1986)


  




  May the work you do to help the suffering and educate the public be blessed by God.




  

    Survey Participant #440, a Canadian psychologist, minister, and mother of four


  




  





  Chapter 1




  You Have Good Reasons to be Hopeful




  

    

      • A new kind of knowledge about helpful treatments for arthritis • Startling findings from an unprecedented nationwide survey • Questions you dare not ask

      your doctor – answered here


    


  




  If you’ve read only this far, you already know something about arthritis. Maybe you know how it feels to lie imprisoned in bed each morning by knees and hips that have

  hardened to cement during the night. Or maybe you know the ringing noise that aspirin blares in your ears after you’ve swallowed your tenth or twelfth tablet of the day, or the fatigue that

  knocks you down in mid-morning, before you’ve had a chance to do half the things you used to accomplish with ease, or the anger that flares up when television commercials describe your

  ailment as ‘minor aches and pains.’




  No doubt you would like a different sort of knowledge about arthritis. What would help most to kill the pain? Would a change in diet help? Which experimental treatments hold real promise?

  Is surgery worth the risk? Can exercise slow the deterioration of the joints? Who gives the best care for arthritis? Which drugs fight inflammation best? Is there any harm in wearing a copper

  bracelet or drinking cod liver oil? How does one carry on – homemaking, making a living, making love – in spite of arthritis?




  Your doctor may lack the time or the information to address these questions as fully as you might wish. Indeed, you dare not even ask some of the questions, for fear your doctor will laugh at

  you. And so you are left to ferret out the answers on your own.




  This is a book of answers – a guide to the practitioners, treatments, and self-help strategies that can change your life for the better. It is based on the collective experience of more

  than one thousand people with osteoarthritis or rheumatoid arthritis1 who took part in a US nationwide Arthritis Survey and over 450 people

  who took part in the 2005 UK Survey, and who have, among them, tried literally everything.




  This is not a book of anecdotes, although as you read it, you will hear people telling their stories in their own words. Instead, it is a detailed report of what’s out there,

  with a painstaking analysis of what works.




  Because this book draws heavily on people’s actual experiences, it covers everything from the orthodox to the outlandish. Rather than dismiss alternative approaches and so-called

  ‘quack’ remedies with a sneer, we explore them in detail, since some of our participants tried them – and since you may be tempted to try them, too.




  Because this book also draws on the rich store of information in the current medical literature, it introduces you to a few of the experimental therapies that are too new to be widely

  available yet, and some of the revolutionary developments in nutrition research that suggest how changes in diet may benefit people with arthritis.




  In fact, so many treatments work to relieve arthritis pain that the real challenge is to discover which ones will work best for you. You can use the information in this book to help

  you:




  

    

      

        •   Find the kind of doctor best qualified to treat your arthritis




        •   Get extra help from nonmedical practitioners who can significantly improve the quality of your care




        •   Discover which practitioners are best avoided




        •   Put together a new diet plan that may relieve pain and control inflammation




        •   Minimize the risks of the prescription medications and over-the-counter drugs you take




        •   Replace the vitamins and minerals that medications may rob from your body




        •   Enjoy pain relief from simple techniques you can use at home or at work




        •   Learn how to exercise safely and effectively to preserve the natural motion of your joints




        •   Prepare for joint surgery so as to improve the likelihood of a successful outcome




        •   Manage your emotional reactions to arthritis and control pain-aggravating stress




        •   Explore the value of some unorthodox approaches, such as acupuncture and Yoga




        •   Continue to carry on your everyday activities with the help of a wealth of practical tips


      


    


  




  You may want to go through the material from start to finish, or turn immediately to the topics that intrigue you the most. The text is full of cross-references, so you can be

  sure to find all the information on any given subject, even if you don’t read the chapters in order.




  The voice that speaks to you from this book is a far cry from the entreaties of those around you who insist that you try what they tried or go to the foreign clinic where Aunt So-and-So

  was cured.




  It isn’t the voice, or rather the countless disparate voices, of alternative health-care providers who have a cause to promote, or product manufacturers with a gimmick to sell.




  The voice that speaks to you from these pages is broadly informed and charged with the encouragement, support, and advice of a thousand other people who have at least one thing in common with

  you – arthritis. But what makes this book a voice of authority?




  Arthritis: What Works is based on a nationwide US survey conducted of 1,051 people with arthritis, updated with the results of a UK survey of over 450 people with arthritis, and on

  a rigorous search of the medical literature that pertains to arthritis. It is at once people-centered and scientifically supported. The individuals who took part in the survey shape the book by

  virtue of their interests and experiences. The medical literature validates their views in most cases, helps explain why they reacted as they did to various kinds of treatment, and shows you

  the surprising new directions that arthritis research is taking today.




  The participants in the US survey were a microcosm of the 37 million Americans with arthritis. As a group, they match the national arthritis picture in terms of their age,

  sex, and the kinds of treatment they’ve received. What’s more, the pooled experiences of the participants repeatedly mirror the results of medical studies on some of the topics covered

  here. For example, forty-eight survey-group members have tried methotrexate, a treatment borrowed from cancer therapy for use against particularly destructive cases of rheumatoid arthritis. Fifty

  percent of these participants (twenty-four individuals) said they enjoyed dramatic improvement on the methotrexate therapy – virtually the same rate of significant relief reported in a 1984

  study of 189 patients at the University of Utah. In the UK survey twenty-six participants had tried methotrexate and 42 percent had experienced dramatic long-term relief.




  In telling us their honest opinions of prescription antiinflammatories for arthritis, to cite another example, participants suffered headaches from Indocin (indomethacin) and diarrhoea from

  Meclomen (meclofenamate) with precisely the same frequency as subjects in clinical trials of these drugs. The difference here, of course, is that participants also tell what else happened

  – how they resolved the difficulties, what other things they tried, and with what success. The survey participants can function as your national self-help group in print. You can compare your

  experiences with theirs and use their collective advice to guide your next choices.




  Nor is their advice limited to the kinds of things your doctor might tell you. It has a broader range, addressing the whole gamut of arthritis care, from over-the-counter to under-the-counter

  and everything in between. Anything hyped on television or claimed in catalogues to be an arthritis ‘cure’ is subject to scrutiny here – because all treatments offered and all

  promises made about arthritis are of potential interest to people who have arthritis. As a result of the survey, we can use participants’ assessments of chiropractic care, for example, to

  rate and compare what these doctors achieve to what medical doctors and other health-care practitioners have to offer you. We can take a serious look at the likes of copper bracelets, DMSO, been

  venom, honey, and apple-cider vinegar, and appraise their relative risks and benefits. In some of these areas, where respectable research has not been done, participants’

  advice may be theonly source of unbiased information available to you.




  On the question of nutrition many participants say there is a connection between nutrition and arthritis, having found that a change in diet amounts to a measure of pain relief or a

  reduction of inflammation. Many researchers agree and are busying themselves with landmark studies that show how certain foods can aggravate arthritis, while others apparently ameliorate the

  symptoms. Fascinating findings about fasting, about vitamins, and about specific food intolerances are spelled out here, both from the perspective of the individual survey participant, who has

  perhaps replaced red meat with fish, and the researcher in the hospital setting, who has watched patients with severe chronic rheumatoid arthritis respond to dietary therapy.




  Many participants volunteered extra information not asked for – the probable cause of their arthritis, for example, the history of arthritis in their families, or the effects of the

  weather (dampness, cold, changes in humidity) on their pain. A few even took us to task for not probing these topics. But we intentionally avoided such questions in order to focus on purely

  practical matters, being after the tools and strategies that worked to make participants feel better – not the root cause of their problems. It was beyond the scope of the project to consider

  the influence of genetic or environmental factors in causing arthritis, and surely the weather is beyond anyone’s control.




  Our aim – and we achieved it – was to learn what works best for the most people: what stops pain, what reduces inflammation, what gets stiff joints moving in the morning, what

  practitioners offer the most help, what diet makes the most sense, what exercises can improve joint function, what techniques allow people to do what they must in spite of disability. If this is

  the kind of information you’ve been looking for, please read on.




  





  Chapter 2




  These People can Help You




  

    

      • How early proper treatment changed a family history of arthritis • How gold reclaimed one woman’s life • Surgery banished this man’s pain

      • Experimental drug to the rescue • Diet makes a difference after all • Stories of people who helped themselves with exercise, grit, and guts


    


  




  You are about to read a few case histories selected from the 1,051 stories in the US Arthritis Survey. These particular vignettes were chosen because each one of them recounts

  an experience shared by tens, scores, or hundreds of other individuals in the group. The accounts present some of the most important elements of arthritis care – and they introduce the people

  who help make this book a message of hope and encouragement.




  When M.W. was a little girl, she saw her father stricken and then crippled by arthritis before his thirty-fifth birthday. He walked on crutches for the rest of his life, she recalls. ‘I

  knew I didn’t want to go through what I saw him go through.’ And so, three years ago, when M.W. began to feel pain herself in her knees, elbows, and fingers, she suspected arthritis and

  sought treatment immediately, even though she was just twenty-eight at the time.




  ‘When I began seeing the rheumatologist, I was naturally concerned and more worried than some people might have been. The rheumatologist was a real help to me. He was a good listener and

  took the time to talk to me, so I could get through that rough period and become determined to do what I needed to. He stressed the importance of a doctor and a patient working together for the

  patient’s benefit. He helped me to believe that medications would help me resume a normal life, and I have found that to be so.’




  M.W.’s father never saw a rheumatologist, nor did he know that there was such a thing as an arthritis specialist. These doctors were extremely helpful to participants, as you can see in

  Chapter 3 by the way they compare to other kinds of medical practitioners. Chapter 4 describes the non-medical practitioners, such as physiotherapists, who offer the best help

  for arthritis.




  ‘I took aspirin in the beginning,’ M.W continues, ‘and it helped a little, but I am doing much better with my arthritis since I have been using a prescription anti-inflammatory

  drug called Feldene. The arthritis no longer interferes with my shopping and cooking and taking care of my three children.’




  Feldene and most other drugs like it did not exist when M.W.’s father was a young man. Today they are a mainstay of treatment, and drug companies keep coming out with new ones. You can

  read a full account of their pain-killing and anti-inflammatory effects in Chapter 5. Non-prescription drugs, including aspirin, are covered in Chapter 6.




  H.L. was also young – thirty-five – when rheumatoid arthritis came on suddenly, invading all her joints with pain so intense she could barely function. And although her doctor tried

  to help her with several of the new anti-inflammatory drugs, including Feldene, she got no relief from any of them.




  ‘When he saw that the arthritis was not getting better, he sent me to a rheumatologist who started me on gold injections and physiotherapy,’ she writes. ‘Then I began to get

  better in a hurry.’ She felt her first moment of pain relief while soaking in the warm water of a hospital’s whirlpool bath. She used the whirlpool every day for the next two weeks, and

  got hot-wax wraps for her hands from the physiotherapist, as well as hand splints to wear while resting or sleeping. These things all helped her feel better while she waited for the gold salts,

  called Solganal, to build up in her body with each weekly injection.




  ‘The rheumatologist told me the gold shots would take at least three months to work, maybe six months, but I felt about 100 percent better in six weeks. After only two months on

  gold, I found I could do almost anything I had been able to do before I got sick. I have little discomfort at all, now. When I do, I take two aspirin a day. A warm bath helps a lot, too. Other

  times I might get that drained feeling and need to lie down for a few minutes. But the gold injections work so well I can do whatever I want.’




  H.L. no longer sees the rheumatologist who helped her so much. Her family doctor has taken over her care again and gives her the necessary injection of Solganal twice each month.




  Gold injections, which have been used as rheumatoid arthritis treatment on and off for the last sixty years, have also been joined by gold in pill form, to be swallowed

  instead of injected. You can see how the two compare in the second half of Chapter 5, and size them up against other specialized treatments that come into play when anti-inflammatory drugs fail to

  help.




  L.F., an English professor, talks about his arthritis in the past tense, thanks to two total hip replacements he had six years ago, at the age of sixty-five. ‘I do have a little arthritis

  in my thumbs,’ he concedes, ‘and I can’t turn my neck very far, but I have no constant aches anymore, and I take no pain medications.’




  After discovering he had osteoarthritis, L.F. relied on aspirin, then switched to the newer anti-inflammatory drugs. He also joined a health club, where he found ‘great relief and

  help’ from swimming and using the Jacuzzi about three times a week. But his rheumatologist and orthopaedist agreed at the end of seven years that he could be dramatically improved with

  surgery.




  L.F.’s two operations were scheduled six months apart, and he had the benefit of physiotherapy twice a day, including exercise instruction, during each hospital stay. The result? ‘I

  have no pain! I suppose it took months to fully recover from the surgery, but I remember that I drove to the health club after two weeks. Now that I’ve retired, I work in the yard and

  do all my own housework. I can only have praise for my doctors and my therapist because I am pain-free. If my hips come “unglued” in the future, I’ll go back to my

  surgeon.’




  Because his artificial hips were cemented in place, there is a chance that they may loosen sometime in the next ten years, or ‘come unglued,’ as L.F. aptly describes the possibility.

  However, other surgical techniques, described in Chapter 7, make use of ‘cementless’ joints that encourage your own bone to grow into the replacement parts and form a living, lasting

  fusion. In Chapter 8, you can find out about a dozen ‘extra’ measures, including many forms of physical therapy, that can ensure the best possible outcome from surgery – or from

  any other treatment, for that matter.




  ‘Two years ago I could hardly move my wrists, elbows, shoulders, ankles, or knees,’ writes C.E., a forty-five-year-old high school guidance counsellor. ‘Just walking from the

  chair to the kitchen was a major, painful chore. I cried every day because it all seemed so futile. I was getting no sleep, I couldn’t make love, and I was about to

  give up and just “sit.” ’ The drug treatment that brought C.E. out of this terrible state was considered experimental at the time. It is called methotrexate and was first used in

  the treatment of cancer.




  Every Monday, at 8 A.M., 3 P.M., and 10 P.M., C.E. swallows one small yellow tablet of methotrexate, in addition to the

  antiinflammatory drug she takes every day. ‘Now, three and a half years after my rheumatoid arthritis began, I am in semi remission with the methotrexate therapy.’




  We look at methotrexate and other drugs in detail in Chapter 5.




  As though he hasn’t had enough to do, helping to care for his thirty-one-year-old brain-damaged son and managing his own rheumatoid arthritis for the past twenty-six years, P.D. has had

  three episodes of cardiac arrest and lives with a constant reminder of his years as a coal miner – the respiratory disease called black lung. For his arthritis, P.D. has taken aspirin,

  anti-inflammatory drugs, and prednisone. He’s had steroid injections, physiotherapy, and surgery to replace his left hip and knee. And while he speaks well of the help he’s received in

  all these avenues, the thing that makes the biggest difference to him now is the dietary change he prescribed for himself. ‘I eat a lot less meat, bread, and sweets, and drink less coffee and

  cola. I eat more raw fruits and vegetables. I don’t know how this diet would affect others, but I’ve found, beyond a doubt, that the closer I stick to it, the better I feel.’




  The internist who first diagnosed P.D.’s arthritis didn’t say anything about nutrition, beyond the standard advice to eat a balanced diet, but P.D. says, ‘I believe that a diet

  without animal products, wheat products, sugar, salt, and cola can be of great benefit to the arthritic. To eat fresh raw fruit and vegetables will cause even further improvement.’




  Several mainstream specialists have been seriously exploring the role of nutrition in arthritis prevention and treatment — and calling for an intensified research effort in this

  area, as you will see in Chapter 11. P.D.’s diet specifics are spelled out in Chapter 12, with other advice from the more than one hundred participants who say they have reduced their pain by

  changing the way they eat. Their suggestions, together with findings from new medical research on nutrition’s role in arthritis, form the basis for the thirty-day meal

  plan that comprises Chapter 13. The vitamins and minerals that you may be missing, either because of your arthritis or the drugs you take to treat it, are discussed in Chapter 14, with specific

  recommendations.




  R.D. had shrugged off minor arthritis pain in his knees for nearly thirty years, but when the arthritis settled in his spine, the pain became agonizing and relentless. Although he had only

  recently retired at age sixty-six, the pain was beginning to make R.D. think that he had perhaps lived long enough. He certainly didn’t feel he had anything good to look forward to, and he

  still vividly remembers the night the pain sent him to the local hospital emergency room, begging for a strong painkiller or anything else that might help him find relief. Then his doctor

  encouraged him to lose weight and got him started on an exercise program with a phsyiotherapist. Today, forty pounds lighter and the veteran of eight years of regular exercise, R.D. controls his

  arthritis pain with nothing more than an occasional tablet of Advil (ibuprofen).




  ‘I do two sets of exercises for my back – one for the upper spine and shoulders, and another for the lower back and legs. These are standard exercises recommended by doctors and

  registered physiotherapists. They take, on average, not over fifteen minutes each day. And yet I am confident that the exercises did more than anything else to relieve the terrible pain I

  was having.’




  Exercise has proven to be so beneficial for treating arthritis that no one questions its value any longer. If you don’t already have an exercise regimen, you can turn to Chapter 17 for a

  rundown of the best overall fitness activities, as described and rated by our participants, as well as specific exercises for specific joints.




  For all the help she has received from doctors – and there’s been a lot for which she’s thankful – G.N. has boosted herself over some of the worst times by her own grit.

  Other survey participants also find that a positive outlook and some well-chosen strategies for reducing stress, controlling pain, and working around their limitations, as described in Chapters 15,

  16, 18, and 19, make them feel in control of their lives again.




  ‘My vanity has been very helpful to me,’ G.N. writes. ‘At the onset of the disease, when I couldn’t comb my hair until two o’clock in the

  afternoon, I steadfastly refused to cut it off, and decided that I must learn to look good. I’ve continued to do this, and although people’s comments imply that I can’t have a

  chronic disease when I look so well, it’s a source of pride to know that the “outside” looks good even when the “inside” is a mess.




  ‘One of the most annoying aspects of living with arthritis is people’s attitudes toward it. I, for one, look perfectly normal (except for the splint I wear), and I find that most

  people either do not understand the physical limitations that I have, or don’t really believe they exist. I feel it is of the greatest importance to admit what one cannot do and learn to

  adapt or ask for help. My attitude is that there are many people who enjoy helping others, so why deprive them? I’ve also found that asking for help (when it’s needed) helps others

  understand the limitations that the disease imposes.




  ‘Another thing I’ve had to learn to do is express feelings to those who are close, so they can understand my mood shifts. This was so difficult for me at one time that I

  started out by putting notes on the refrigerator. Gradually, I was able to say, “I’m having a **** day.” (Put in any four-letter word you like.)




  ‘I’ve also learned that love doesn’t stop because I have a chronic disease, and that I can be a valuable person despite my physical limitations. Ironically, it was my

  rheumatoid arthritis that taught my older son the sensitivity to cope successfully with his wife’s disease when she learned she had multiple sclerosis. And it has taught me that people can

  continue to have intimate relationships and be needed by the able-bodied.’




  





  Section 2




  How to get Significantly Better Results from Professional Care




  May I never forget that the patient is a fellow creature in pain. May I never consider the patient merely a vessel of disease.




  

    — from the Code of Maimonides, an oath taken by graduates of Mount Sinai Medical School


  




  I will remember that there is art to medicine as well as science, and that warmth, sympathy and understanding may outweigh the surgeon’s knife or the chemist’s

  drug.




  

    – from ‘A Modern Hippocratic Oath,’ by Dr. Louis Lasagna, taken by graduates of Tufts University School of Medicine


  




  Anyone with arthritis needs many warm fuzzies and insights that are not available in doctors’ offices.




  

    – Survey Participant #238, a freelance writer from New Mexico


  




  





  Chapter 3




  Medical Doctors:




  Which Ones to See, Which Ones to Avoid




  

    

      • Why rheumatologists and orthopaedists are so effective • How to find an arthritis specialist • The advantages of a family doctor • Where to get

      medical advice on exercise • How to talk to your doctor


    


  




  Getting the correct professional help right away is extremely important. Unfortunately for them, a number of the participants accepted what they called the

  ‘inevitability’ of arthritis and ignored the pain and stiffness as long as possible before seeking medical attention. Now they look back at the time they spent being stoical or

  philosophical and curse themselves for the delay. ‘I self-doctored myself until about two years ago,’ wrote a disabled printer from California. ‘I feel now that this has been much

  to my downfall, and I would not recommend it to anyone. What helped me the most was finally admitting that I could not handle the arthritis by myself. Now I am seeing a specialist in this

  field, and I have full confidence in him, so I follow his instructions to the letter. And I am no longer bedridden, thanks to his treatments and advice.’




  Other participants tried to get help right away, but got nowhere because the doctors they saw had some serious misconceptions about arthritis. For example, the myth that arthritis is a

  disease of old age persists in the minds of some medical professionals. As a result, a few of our participants in their twenties or thirties weren’t taken seriously, because they were

  ‘too young’ to have arthritis. Now they have one or more artificial joints, even though they’re ‘too young’ for those, too.




  This chapter names and rates the various types of doctors who treat arthritis. As you will see, there are a few kinds of specialists who far outstrip the others in achieving dramatic success. If you haven’t been examined by one of these practitioners and you are not satisfied with your present care, you owe yourself a trial visit. Also, check the tips at the

  end of the chapter for suggestions on how to make any visit to the doctor more productive.




  Participants rated their doctors by judging the kind of help they’d received from each one, whether it was dramatic long-term relief, for example, moderate long-term relief, temporary

  relief, or no relief, which meant that the practitioner was ineffective. As you’ll see, some practitioners only succeeded in making participants feel worse, either because of the

  treatment they provided or the negative attitude with which they offered their advice. Some survey participants did not rate this or that practitioner because they had started treatment too

  recently to make a judgment, or because they’d seen the doctor only for diagnostic tests or a second opinion about surgery.




  First on the list are the rheumatologists, who in both the US and UK Survey turned out to be the most effective practitioners for providing long-term help.




  Rheumatologists




  • These arthritis specialists got praise for providing long-term relief, especially for rheumatoid arthritis.




  • Aside from being the most knowledgeable about arthritis treatments, including experimental approaches, they may teach you a lot about self-care.




  Rheumatologists, together with orthopaedists (see here), are the popular heroes in the battle against arthritis. Rheumatologists are medical doctors who have gone

  on for at least two years of special training in the many different types of arthritis and related conditions. This extra measure of education and experience makes them the reigning experts on the

  disease and most aspects of its treatment. ‘I am sure that if my GP had not been so good and referred me to rheumatologist in Christchuch Hospital I would not still be working,’ wrote a

  sixty-year-old woman from Bournemouth. ‘I have so much support from the team, which includes practitioners and occupational therapists. I have a demanding job but

  adjustments are regularly made so that I came continue to work.’




  A fifty-eight-year-old woman from Clacton-on-Sea reported, ‘The best therapy is acceptance of the complaint and doing your best to overcome the disabilities along with specialist advice

  and medication from a rheumatologist.’




  ‘My rheumatologist is top-drawer,’ wrote a housewife from Maryland. ‘He’s up on the latest data, sees more actual cases of arthritis, and thus he inspires more

  confidence. He listens more, cares more, due to his very choice of rheumatology as a specialty. He advises correctly and adds caution where necessary.’




  In cold, hard statistics, rheumatologists top the charts. Nearly half of those rated in the US survey and over half of those rated in the UK survey were credited with helping participants attain

  dramatic long-term relief. Here are the figures.
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  * Although we list the total number of practitioners seen in each specialty, we use the number rated to calculate the outcome of care. In other words,

  the 217 rheumatologists who provided dramatic long-term relief account for 48 percent of the 456 who were rated. (And these 456 rheumatologists account for 95 percent of the total 482 who were seen

  by our participants.)




  What do these numbers mean? They mean that your chances of finding help with a rheumatologist are better than four out of five, since in both surveys over 85 percent of those

  rated were able to provide at least temporary relief or better. Much of this relief comes in the form of drugs, including aspirin and other antiinflammatory pills and

  shots that could be dispensed by any doctor or osteopath. But rheumatologists are probably better acquainted with these drugs than other practitioners because they use them all the time,

  observing their good effects and their not-so-good side effects in hundreds or thousands of patients every year. It follows that rheumatologists are also more conversant with the less familiar

  treatments for arthritis, such as gold injections and penicillamine (see Chapter 5). And, if you have a particularly painful, disabling case of rheumatoid arthritis, for example, that defies all of

  these approaches, then the rheumatologist is the one who will try to attack the disease with more potent, possibly experimental, therapies.




  More than Medicine




  The best rheumatologists, however, don’t limit their advice to what they can write on a prescription pad. They are firm believers in patient education. They explain what

  they’re going to do and why, enlisting you as a partner in your own care. They teach exercise, or refer you to someone who can, such as a physiotherapist. They offer advice about ways to

  protect your joints and perform your day-to-day activities, or recommend an occupational therapist or self-help course teaching these strategies. If you need joint replacement or other surgery for

  arthritis, the rheumatologist will help you find an orthopaedic surgeon to perform those operations. And if you are overweight, the rheumatologist will no doubt tell you that losing a few pounds

  will minimize the stress on your joints. ‘The rheumatologist was the most helpful,’ said a New York actress, ‘since he advised exercise and weight loss as being the best

  treatment. He instructed me on daily exercises that would strengthen my muscles and reduce the stress on my joints, and these have given me excellent help.’




  The good rheumatologist is also a crackerjack diagnostician. Over and over, we heard our participants tell of months or years spent wondering what their problem was – until they either

  were referred to a rheumatologist or wound up in one’s office through sheer persistence. ‘The acceleration of my osteoarthritis is the result of an inherited blood disease,’

  reported a fifty-year-old chemist from California. ‘Before this was diagnosed, my advanced arthritis condition puzzled the following practitioners: internist,

  acupuncturist, body worker, podiatrist, and orthopaedic surgeon. Finally, a rheumatologist identified the primary cause and much of the picture fell into place.’




  ‘It took going to four different doctors before finally getting to this rheumatologist and getting proper treatment,’ recalled a thirty-seven-year-old radio disc jockey from

  Louisiana. ‘In that six-month searching period, I became totally disabled. Despite continued misdiagnosis, I kept trying different doctors until I got to this specialist.’




  Ideally, the rheumatologist not only recognizes the problem but also understands the other problems arthritis can cause, from the stress of living with pain to the fear of not being able to

  continue working or caring for a family ‘My present rheumatologist,’ wrote a clinical laboratory supervisor from Ohio, ‘knows the pain is real, not imaginary. He is compassionate,

  encouraging, and sympathetic, while also reassuring me that I will be able to cope and adapt.’ A retired teacher from South Carolina thanked her rheumatologist for being ‘not only

  extremely helpful, but a great morale booster, too.’




  A Slight Advantage in Treating Rheumatoid Arthritis




  Although rheumatologists are highly regarded by our whole survey group, the fact is they do better treating people with rheumatoid arthritis than those with osteoarthritis. This

  is because of the so-called ‘second-line’ or ‘remittive therapies’ – Plaquenil is one example – that they can offer to their patients with rheumatoid arthritis,

  but which are generally considered useless in treating osteoarthritis. Looking just at the reports from US survey participants with rheumatoid arthritis, we find that 57 percent of rheumatologists

  treating them are able to give dramatic long-term help. The comments from these participants are likewise more glowing: ‘I can honestly say my rheumatologist was a godsend,’ wrote a

  nursing-home administrator from Pennsylvania, whose rheumatologist is treating her with an experimental drug. ‘I was in so much pain, and he knew exactly what to try and what to do to help.

  If I’d found him sooner, I would never have lost any joints.’




  For those US survey participants with osteoarthritis, on the other hand, ‘only’ 34 percent of rheumatologists achieved dramatic long-term results. This is still

  an extremely good track record. What’s more, when we add on the figures for moderate long-term improvement and temporary help, it turns out that fully 79 percent of our US survey participants

  with osteoarthritis who saw a rheumatologist also saw some improvement.




  The Trouble with Some Rheumatologists




  As you can see from the ratings, 11 percent of the rheumatologists in the US survey and 9 percent in the UK survey were ineffective, and 3 percent in the US survey and 1 percent

  in the UK survey made their patients – our participants – feel worse. The problems had to do with bad reactions to certain drugs, insensitivity, and personality mismatches between

  doctors and participants.




  ‘My rheumatologist has always been very supportive,’ explained a computer operator from Missouri. ‘But I had to fault him when I was having problems with allergic reactions and

  unusual side effects to medications, because I couldn’t convince him these were serious problems. I remember that Methotrexate caused nausea, hair loss, severe swelling of my lower legs and

  feet, and red quarter-sized lesions with white centres of pus on my legs. Yet it took six weeks of suffering on my part to convince him that this wasn’t working. On one other occasion, I

  finally refused to continue my medication, despite his objections, because of its side effects.’




  There’s no question that most rheumatologists rely on drug treatments. ‘The rheumatologist prescribed many drugs,’ a New Jersey homemaker recalled, ‘which gave me severe

  rashes, nausea, and diarrhoea, and I also found myself becoming depressed. But the doctor was not very concerned about depression, and told me there was another new drug I could try. After that

  visit, I decided not to expose my system to further side effects. I asked the doctor whether a change in diet would help, but he said there was no connection between nutrition and

  arthritis.’




  Asking some rheumatologists about nutrition can be as inflammatory as anything going on in your joints. Many of them are rigidly opposed to the concept of dietary help for arthritis because it

  smacks of quackery. Some have watched patients follow fad diets that turned out to be useless, or harmful, and that left them feeling duped. What’s more, rheumatologists,

  like most doctors, receive little or no formal training in nutrition and may not know what counsel to offer – other than the casual advice to eat a balanced diet and keep the weight down. A

  few rheumatologists, however, are involved in exciting new research showing that certain foods and supplements can indeed have a positive effect, while other foods can aggravate arthritis in

  allergic or sensitive individuals. (See Section 5 for a full discussion of nutrition and arthritis, including the Arthritis Survey Diet and Thirty-Day Meal Plan in Chapter 13.)




  Every rheumatologist is a human being first, and some doctors’ personal skills just don’t measure up to their technical expertise. This is a no-win situation for someone treating

  people with a chronic disease, patients who may require regular, even frequent, doctor visits over a period of years. A writer from North Carolina expressed the sentiments of many participants when

  she said, ‘It has been important to me to be treated as an intelligent human being of worth, and to be included as a thinking participant in my treatment. I have left doctors who did not

  inform me or consult me.’




  ‘As with any profession,’ concluded a twenty-nine-year-old Texas teacher, ‘I have seen some great rheumatologists and some quacks. The doctors who truly helped me spent time

  with me, made me feel good about myself. The doctors who did the most damage belittled my self-confidence, spent zero time with me, and were impatient in answering my questions. One doctor told me

  I’d probably become a quadriplegic and that I might as well accept the fact that I could never have what normal people have due to my arthritis.’ This woman, we are pleased to report,

  has since improved tremendously through a combination of physical therapy and drug treatment from her present rheumatologist.




  General Practitioners and Family Doctors




  • When these doctors know you well, they often know best how to care for your arthritis.




  • GPs can work effectively with rheumatologists to take over your continuing care, even if you require specialized treatments.




  If you have a good relationship with a nonspecialist who cares for ‘the whole you,’ consider yourself truly fortunate. ‘My GP has known me

  and my medical history for thirty-four years,’ wrote a forty-one-year-old homemaker from New York. ‘He sent me to a rheumatologist, and I went for the tests, but I didn’t think

  that doctor was taking my other ailments into consideration. I have diabetes, glaucoma, anemia, and asthma. So I’m sticking with my GP. He read the rheumatologist’s report, and

  prescribed medications and treatments that fit me, the total person, in terms of what I can afford, what I can manage with my other conditions, my lifestyle, and my emotional needs.’




  Many of our participants enjoyed the best of both practitioners. Having seen a rheumatologist one or more times for an expert assessment of their state, they went regularly to their family

  doctor for medical treatment – such as periodic gold injections, if necessary – and moral support. Arthritis, after all, is a chronic condition that waxes and wanes. There are times

  that it demands the ultimate from modern medicine, whether in the form of a bold drug combination, a high-tech diagnostic procedure, or a feat of surgical derring-do. There are also times when

  nothing is more important than the sympathetic ear of a doctor who knows you well.




  General practitioners or family doctors often work very effectively with the specialists their patients have consulted. The rheumatologist who is too far away or too busy to take you on

  as a patient, may be only too happy to suggest a plan of action for your regular doctor to pursue with you. ‘My family doctor always treats me when I have a bad flare-up,’ said a plant

  engineer from Iowa, ‘since the rheumatologist is at the university, quite a ways away from here.’




  As the ratings from our US and UK survey participants show, general practitioners and family doctors are reasonably effective in providing temporary to long-term relief.
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  Many of the benefits offered by GPs seem due partly to the long-standing nature of the doctor-patient relationship in many cases, and partly to plain old-fashioned good

  appropriate care. ‘My family doctor has treated me from the beginning, and I credit him for my not being laid up permanently at this stage of my life,’ wrote a fifty-four-year-old

  Pennsylvania salesman who has had rheumatoid arthritis since age thirty-two. ‘I have been on gold for many years, plus anti-inflammatory drugs, exercise, good nutrition, and vitamins and

  minerals.’ Other survey participants raved about the practical advice they got from their family doctor, or the diet that launched their successful weight loss efforts.




  A fifty-three-year-old office manager from California told this story: ‘When I first went to a rheumatologist, he gave me no relief, but just kept saying, “Wait and see.” I

  also saw a chiropractor, a physical therapist, and a Yoga instructor, who were helpful so long as I wasn’t in intense pain. My family doctor is the only one who started me on various

  anti-inflammatory drugs, and we experimented until I found the right combinations. He also had me using splints to rest my hands, and when I could no longer walk, I had wonderful results from

  arthroscopic surgery done on both knees by an orthopaedic surgeon he recommended.’




  However participants who were displeased with their general practitioners or family doctors made comments such as the following: ‘Most GPs just don’t have knowledge about

  arthritis,’ said a banker from New Hampshire. ‘They really don’t seem to care about how one feels fighting stiffness, pain, and the inability to get around and do

  things.’




  At their worst, general and family practitioners may prescribe the wrong drugs. ‘My regular doctor,’ noted a beautician from Alaska, ‘was the one who just gave me codeine. I

  kept telling him that there must be a better answer, and he said that was all he could do. That’s when I decided to go to an orthopaedic surgeon – someone who knew

  about joints and could tell me what to do for my problem without turning me into a drug addict.’ The orthopaedist switched her from painkillers to anti-inflammatory agents, gave her exercises

  to do, and taught her how to combine ice and heat for her knee pain.




  Orthopaedic Surgeons




  

    

      

        •   Their surgery, when needed, may greatly improve the quality of life.




        •   Orthopaedic surgeons can give nonsurgical advice that equals that of any other practitioner.


      


    


  




  Earlier in this chapter, we called these doctors heroes. They enter their specialty as the veterans of five years of post-medical school training in diseases and injuries that

  affect the bones and joints, as well as the muscles, ligaments, tendons, and the nerves that power them. Orthopaedic surgeons do some of their most glorious battle in the operating room, where they

  have transformed a ravaged painful knee, for example, into a smoothly functioning joint that can bend readily, straighten painlessly, and do its part in helping you walk well without a crutch or a

  cane.




  Surgery, when it works, works wonders. (See Chapter 7 for a detailed examination of surgery for arthritis.) ‘My orthopaedic surgeon has helped me more than anyone,’ wrote a retired

  teacher from Kansas. ‘He has performed eight operations on me – replaced both my knees, several joints in both hands, my left shoulder, and my right elbow – and the surgery has

  kept me out of a wheelchair. He has prescribed physical therapy and exercise as follow-up care, and he watches me carefully with periodic checkups.’




  Outside the operating room, orthopaedic surgeons can and do provide many other kinds of treatment for arthritis, from prescription drugs and cortisone shots to braces and exercise advice.

  ‘The orthopaedic surgeon took X rays and told me I was not ready for surgery,’ said a Wisconsin homemaker. ‘Instead, he talked to me about the right way to bend and sit, and how

  to make hot packs out of towels.’




  ‘My orthopaedic surgeon prescribed a TENS unit [see Chapter 8] for me to use at home,’ a Florida pharmacist reported, ‘and it really helped.’




  A forty-nine-year-old secretary from Missouri, who had seen just one doctor in the twenty years she’s had osteoarthritis, said of her orthopaedist, ‘He is very sympathetic and

  encouraging. He’s willing to listen to me, and he adjusts my medication for the most benefit to me.’ In short, there’s nothing to stop an accomplished surgeon from being a good

  doctor in the best sense of the term.
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  Orthopaedists’ ratings were not far below those of rheumatologists for providing dramatic and moderate long-term relief. The ratings match closely in the other categories

  too, except that orthopaedic surgeons were nearly twice as likely (in the US Survey 6 percent versus 3 percent) to make their patients feel worse after treatment – because of the wrong

  advice, a poor surgery outcome, or a bad attitude. Here are some examples:




  The wrong advice. ‘My orthopaedic surgeon caused me the most harm by advising me to rest, instead of exercise,’ said a forty-three-year-old tennis instructor from New

  York.




  Poor surgery outcome. ‘It’s probably my own fault for going to the local hospital in the small town where I live,’ conceded a retired factory worker from Michigan,

  ‘but the orthopaedic surgeon was incompetent and he hurt me. I walked with a cane before my foot surgery. Now I have to use crutches.’




  Bad attitude. A thirty-five-year-old vocational counsellor from Texas reported that her orthopaedist used scare tactics, actually ‘threatening’ surgery if

  she didn’t do her exercises. In California, a thirty-seven-year-old home health aide found an orthopaedic surgeon who told her, ‘There’s nothing you can do for it, and it’s

  just going to get worse as years go on.’ ‘I believed him,’ she recalled, ‘but I found out through trial and error that exercise relieves my arthritis pain. The experience

  with the doctor led me to seek my own solutions – since he presented none.’




  Neurosurgeons




  

    

      

        •   Neurosurgeons may be able to provide dramatic relief if you need surgery on your back or neck.




        •   If you don’t need surgery, you may receive no help at all.


      


    


  




  While an orthopaedic surgeon is usually willing to treat people with arthritis whether or not they require surgery, a neurosurgeon is strictly a surgeon who operates on

  the brain, the spinal cord, and the other nerves. If your problem requires their special expertise, you’re likely to get relief. But if not, don’t expect other help to be forthcoming.

  This situation accounts for the very high percentage of neurosurgeons rated as ineffective in the survey.
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  ‘The neurosurgeon operated on my neck,’ wrote a retired public relations man from Ohio, ‘because of bone spurs pinching a nerve and causing

  paralysis in my right arm. Now I can use the arm again, I can move my neck freely, which I couldn’t do before, and I’ve had a major reduction in pain.’




  An insurance agent from Louisiana consulted a neurosurgeon about the osteoarthritis in her spine, but, she said, ‘He candidly tells me at this time there is no surgery that would help. He

  evaluates me every year or so in the event there has been a change in surgical options for me.’ Meanwhile, she got her ongoing care from a rheumatologist who answered all her questions,

  prescribes drugs, and gave exercise advice.




  If you have pain in your neck or back that hasn’t responded to anyone else’s care, consider discussing the problem with a neurosurgeon. If your doctor can’t make such a

  referral, or you don’t want to ask for one, check with your county medical society or with the hospitals in your area.




  Allergy Specialist




  Some people are allergic to certain foods which can aggravate arthritis. This varies greatly between individuals and only an allergy test can determine if particular foods are

  a problem for you. At the time of the original US survey insufficient numbers of participants had visited an allergy specialist for the results to be included, however in the 2005 UK survey a more

  significant proportion of people had visited an allergy specialist. As you can see the results don’t suggest an allergy specialist can make an enormous difference to your arthritis, however

  it will at least establish if certain foods are or are not a problem for you. You can be referred to an allergy specialist by your GP.
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  For more information on arthritis and allergies contact the Arthritis Research Campaign or Allergy UK (see Useful Addresses, page 544)




  Musculoskeletal Physicians




  Musculoskeletal medicine is an emerging discipline. Currently eight hospitals in the UK have musculoskeletal departments. Musculoskeletal physicians are orthodox medical

  doctors who have done lengthy additional training in the specific diagnosis and treatment of conditions of the spine, muscles and joints. Their treatment may consist of manipulation and exercises

  but they are also able to perform injections, such as prolotherapy and epidurals and the more invasive techniques such as discography and intra-discal electro thermal therapy (IDETT) under X-ray

  guidance. The discipline is a fusion of skills and techniques from general practice, rheumatology, orthopaedics, pain management, physiotherapy, osteopathy and chiropractic, occupational health,

  sports medicine, rehabilitation, psychology, and psychiatry. Relatively few survey participants had visited a musculoskeletal physician reflecting the fact that this is a new branch of medicine,

  however 40 percent of participants at least received temporary relief or better, although 60 percent experienced no relief.
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  Pain Clinic Doctors




  Pain Management Clinics are specialized clinics for the treatment of all forms of chronic pain including arthritis. Pain clinics take a multi-disciplinary approach to the

  treatment of pain and various options may be considered including nerve blocks, analgesics and psychological therapy. You will need to be referred by your GP. Your pain will be

  assessed and a treatment plan discussed with you; the plan will be sent to your general practitioner or to your referring consultant.




  The aims of pain clinics are to reduce your level of pain, to restore your functioning and to improve your sense of well being. Pain clinics appear to be a reasonably effective form of treatment

  with over half the participants at least receiving temporary relief or better.
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  Other Practitioners




  Survey participants saw many different kinds of physicians in addition to the ones already discussed, but they saw some of them too infrequently for them to be rated. We felt

  we needed participants’ comments on at least twenty practitioners in any given specialty to be able to rate that field. The list of doctors who were seen too infrequently to be rated includes

  anaesthesiologists, cardiologists, dermatologists, emergency-room doctors, endocrinologists, gastroenterologists, general surgeons, haematologists, obstetrician/gynaecologists, oncologists,

  ophthalmologists, otolaryngologists, paediatricians, plastic surgeons, radiologists, and urologists. (Acupuncturists are covered in Chapter 4, and psychiatrists are considered together with other

  mental-health practitioners, also in Chapter 4.)




  How to Get the Most out of Any Doctor Visit




  ‘When my family doctor first diagnosed rheumatoid arthritis,’ a forty-seven-year-old Florida housewife wrote, ‘he told me to go home, take aspirin until my

  ears ring, and come back next year. When you feel frightened and awful, that’s not very comforting.’




  Surely any doctor has the responsibility to touch you gently, to treat you with respect, to explain your diagnosis, as well as the effects and side effects of various

  treatments, and to make suggestions of ways that you can further help yourself through exercise, for example, by taking warm baths or showers, and by protecting your joints. In the reality of a

  busy practice, however, there’s a lot that never gets said. Often it is you, the patient, who – despite your pain, your fears, your personal problems, and your money worries –

  still must take responsibility for getting the information you need. Here are some tips from survey participants on how you can do this.




  Communicate with your doctor




  ‘I feel I have developed good communication skills over the years,’ said a twenty-nine-year-old participant from Indiana who has had arthritis since she was

  fourteen. ‘Communication is the key! It is the basis for choosing together what medication, exercises, and so on to try for your particular problems. Both the doctor and the patient have to

  work at this system. Communication is not always easy, but I’m sure it has been of benefit to me, and to the doctors and therapists who have worked with me.’ You can do your half

  this way.




  

    

      

        •   Think about what you want to tell the doctor ahead of time, so you’ll be prepared for the visit.




        •   If writing down your symptoms or questions helps you, then write them, but remember that many doctors react badly to the sight of a long list of

        items. It may be better to leave the list home altogether, but if you use it, try to refer to it, and communicate, instead of just reading aloud.




        •   Be as brief as possible, out of respect for the doctor’s schedule, but don’t be cowed into thinking he or she doesn’t have time to

        listen to you.




        •   Make your descriptions of symptoms or reactions to medications as specific as you can.




        •   Ask questions about anything that isn’t perfectly clear to you. Then tell the doctor, in your own words, what you think he or she said.




        •   If you get home and realize you still have questions, or new questions are forming in your mind, call up and ask them now If the

        doctor can’t come to the phone, tell your questions to the person who answers the phone so the doctor can consider them before calling you back.




        •   Follow your doctor’s advice, or explain why you don’t want to.


      


    


  




  Keep your Perspective on the Doctor-Patient Relationship




  ‘I have often found that doctors lose interest and rapport after a few treatments,’ said a retired economist from California. ‘I believe this happens because

  many practitioners become irritated with their ageing patients when they fail to deliver relief – and when the doctors realize that, in the course of time, they may find themselves in similar

  straits.’ Doctors, no matter how knowledgeable, are only human. And they can get as frustrated and as frightened as the rest of us. Some of them have never gotten over their embarrassment at

  talking about sexual matters, for example, while others are dangerously impaired – either because of incompetence or addiction to drugs or alcohol. By striving to communicate with your

  doctor, you have the best chance of knowing whether he or she is just having a bad day, or whether it’s time for you to find a new doctor.
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