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A Note to Readers

This book is not meant to replace medical care. Rather, it is a supplement to that care. Most doctors do not have the time or take the time to explain exercises or pain-management techniques to you in enough detail to help you very much. Therefore, we hope this book will assist both you and your physician. All of the advice and activities that we describe have been reviewed by many, many doctors, physical therapists, occupational therapists, nutritionists, and nurses, including the entire staff of the Stanford Arthritis Center. They represent a sound program essentially the same as that recommended by most health authorities today. If you have particular questions please talk them over with your doctor.

We would like you to feel that you are part of our cast of thousands. If you have comments or suggestions please send them to us by writing:
Stanford Patient Education Research Center 
1000 Welch Road, Suite 204 
Palo Alto, CA 94304 
U.S.A. 
self-management@stanford.edu





Your suggestions will be reviewed and considered for our next edition.

To all of you who helped in the past and whom we couldn’t name, many thanks, and to those of you who are just joining, a hearty welcome.

K. L. 
J. F. F.  
Stanford, California  
January 2006







Part I

Understanding Those Aches and Pains





Chapter 1

Arthritis: What Is It?

Arthritis. Fibromyalgia. The very words evoke a specter of fear and pain. People think of getting old, being unable to get around, and of becoming more dependent upon others. The terms carry with them a sense of hopelessness and futility. But the very opposite should be true. All arthritis and fibromyalgia can be helped.

In order to understand how to work with your condition, it is necessary to know a little about it. In fact, arthritis is not just a single disease. There are over 120 kinds of arthritis, all of which have something to do with one or more joints in the body. Even the word arthritis is misleading. The arth- part comes from the Greek word meaning “joint,” while -itis means “inflammation or infection.” Thus, the word arthritis means “inflammation of the joint.” The problem is that, in many kinds of arthritis, the joint is not inflamed. A better definition might be “problems with the joint, or the ligaments, tendons, and muscles near the joint.” “Rheumatism” is a broader term that encompasses all kinds of pain and stiffness in the muscles and joints.

Now that you understand what arthritis means, the next step is to understand what a joint looks like and what the various parts do.

A joint is a meeting of two bones for the purpose of allowing movement. It has the following six parts.
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Where arthritis attacks.

1. Cartilage. The end of each bone is covered with cartilage, a tough material that cushions and protects the ends of the bone. To get some idea of what cartilage is like, feel the middle of your nose or your ears. These are also made of cartilage. Cartilage in meat is gristle.

2. Synovial membrane (synovial sac). Around each joint is the synovial sac, which protects the joint and also secretes the synovial fluid, which oils the joint. In fact, this fluid has many times the lubricating power of oil. Synovial fluid is a little like egg white.

3. Bursa. A bursa is a small sac that is not part of the joint but is near the joint. It contains a fluid that lubricates the movement of muscles: muscle across muscle and muscle across bones. In some ways, it is similar to the synovial sac.

4. Muscle. The muscles are elastic tissues that, by becoming shorter and longer, move the bones and thus move you.

5. Tendon. The tendons are fibrous cords that attach the muscles to the bones. You can feel them on the back of your hand or in the back of your knee.

6. Ligament. The ligaments are fibrous cords, much shorter than tendons, that attach bone to bone and make up the joint capsules.

When someone says, “I have arthritis or fibromyalgia,” it means that something is wrong with one or more of these parts. For example, when the synovial membrane becomes inflamed, this is true arthritis. The joint is inflamed. However, if the muscle becomes stretched from overexercise or is injured, this is not arthritis. The joint itself is not affected.

In each major kind of arthritis, a different joint part is involved. In rheumatoid arthritis, the problem is chiefly  synovitis, an inflammation of the synovial membrane. This inflammation must be reduced with medication in addition to your self-management program. In ankylosing spondylitis, the problem is an enthesopathy, an inflammation where the ligaments attach to the bone. This inflammation also needs to be suppressed by medication, and the affected joints need to be regularly and vigorously stretched. In osteoarthritis, the problem is a breakdown of the joint cartilage, but it can be helped by exercise and proper use of your joints. In gout, the problem is crystals in the joint space that cause inflammation and pain. In  fibromyalgia, the problem is not the joint, but the muscles and ligaments. Each kind of arthritis is different and requires different medical treatment. However, the self-management techniques are very similar for most types of arthritis.

The table on pages 6-7 gives a quick overview of the three most common types of arthritis: rheumatoid arthritis, osteoarthritis, and fibromyalgia.

If you are interested in knowing more about these and other types of arthritis, read Arthritis: A Take Care of Yourself Health Guide, by Dr. James F. Fries (Cambridge, Mass.: Da Capo Press, 1999), or contact your local Arthritis Foundation or Arthritis Society for information.

 Types of Arthritis
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Chapter 2

Rheumatoid Arthritis: Inflamed Joints

Rheumatoid arthritis (RA) is more than just arthritis. Indeed, many doctors call it “rheumatoid disease” to emphasize its widespread nature. The name is trying awkwardly to say the same thing; rheum- refers to the stiffness, body aching, and fatigue that often accompany rheumatoid arthritis. People with RA often describe feeling much as though they have a virus, with fatigue and aching in the muscles, except that, unlike a usual viral illness, the condition may persist for many years.

About one half of one percent of the population has rheumatoid arthritis, about 20 million people around the world. Most of these people (about three-quarters) are women. The condition usually appears in middle life, in the forties or fifties, although it can begin at any age. Rheumatoid arthritis in children is quite different. Rheumatoid arthritis has been medically identified for about two hundred years, although bone changes in the skeletons of some Mexican Indian groups suggest that the disease may have been around for thousands of years.

Since RA is so common, and because it can sometimes be severe, it is a major international health problem. It can result in difficulties with employment and problems with daily activities and can put a severe stress on family relationships. In its most severe forms, and without good treatment, it can result in deformities of the  joints. Fortunately, most people with RA do better than this, and most can lead normal or nearly normal lives. Fear of rheumatoid arthritis, sometimes greatly exaggerated, can be as harmful as the disease itself.

In RA, the synovial membrane lining in the joint becomes inflamed. We don’t have a good explanation as to why this inflammation starts, but the cells in the membrane divide and grow, and inflammatory cells come into the joint. Because of the bulk of these inflammatory cells, the joint becomes swollen and feels puffy or boggy to the touch. The increased blood flow that is a feature of the inflammation makes the joint warm. The cells release chemicals (called enzymes) into the joint space and the enzymes cause further irritation and pain. If the process continues for years, the enzymes may gradually digest the cartilage and bone of the joint, actually eating away parts of the bone.

This, then, is rheumatoid arthritis, a process in which inflammation of the joint membrane, over many years, can cause damage to the joint itself.




Features 

Swelling and pain in one or more joints, lasting at least six weeks, are required for a diagnosis of rheumatoid arthritis. Usually both sides of the body are affected similarly, and the arthritis is said to be “symmetrical.” Often there are slight differences between the two sides, usually the right side being slightly worse in right-handed people and vice versa. Occasionally the condition skips about in an erratic fashion. The wrists and knuckles are almost always involved. The knees and the joints of the ball of the foot are often involved as well, and any joint can be affected. Of the knuckles, those at the base of the fingers are most frequently painful, while the joints at the ends of the fingers are often normal.

Lumps, usually between the size of a pea and a moth-ball, may form beneath the skin. These rheumatoid nodules  are most commonly located near the elbow at the place where you rest your arms on the table, but they can pop up anywhere. Each represents an inflammation of a small blood vessel. Nodules come and go during the course of the illness and usually are not a big problem. They tend to occur in people with the most severe kinds of RA. In rare cases, they become sore or infected, particularly if they are located around the ankle. Even more rarely, they form in the lungs or elsewhere inside the body.

Laboratory tests can sometimes help a doctor recognize rheumatoid arthritis. The rheumatoid factor or latex fixation is the most commonly used blood test. Although this test may be negative in the first several months, it is eventually positive in about 80% of people with RA. The rheumatoid factor is actually an antibody to certain body proteins and can sometimes be found in individuals with other diseases. Some doctors think that it is a way the body fights the disease; others think that it may play a role in causing the joint damage.

The sed rate is another frequently used blood test. This test’s full name is erythrocyte sedimentation rate; the name sometimes is abbreviated ESR. The test doesn’t help in diagnosis, but it does help tell the severity of the disease. A high sed rate (over 30 or so) suggests that the disease is quite active. The C-Reactive Protein (CRP) test also measures the amount of inflammation. The joint fluid is sometimes examined in rheumatoid arthritis in order to look at the inflammatory cells or to make sure that the joint is not infected with bacteria.

X-rays are not very helpful in the initial diagnosis of rheumatoid arthritis. It is unusual for changes to be seen in the bones or cartilage in the first few months of the disease, even when it is most severe. X-rays can help the doctor determine if damage to the bones or cartilage has  occurred as the disease progresses. Some doctors like to get baseline X-rays to compare with later X-rays. Simple hand X-rays probably should be done in the first year of disease and every two or three years thereafter.

Most people with RA notice problems in parts of their bodies other than the joints themselves. Usually there are general problems such as muscle aches, fatigue, muscle stiffness (particularly in the morning), and even a low fever. Morning stiffness is often considered a hall-mark of RA and is sometimes termed the gel phenomenon.  After a rest period or even after just sitting motionless for a few minutes, the whole body feels stiff and is difficult to move. After a period of loosening up, motion becomes easier and less painful. People often have problems with fluid accumulation, particularly around the ankles. Rarely, the rheumatoid disease may attack other body tissues, including the whites of the eyes, the nerves, the small arteries, and the lungs. Anemia (low red-blood-cell count) is quite common, although it is seldom severe enough to need any treatment. Some patients will develop  Sjögren’s, or sicca syndrome, in which the tear fluids and the saliva dry up, causing dry eyes and dry mouth. This happens because the lacrimal (tear) glands and the salivary glands become involved in the rheumatoid process.

There can be unusual features that are due to the inflammation of the joint membrane. A Baker’s cyst can form behind the knees and may feel like a tumor. It is just the synovial sac full of fluid, but it can extend down into the back of the calf and may cause pain. Or the fluid in the joint can become infected and require immediate treatment. Suspect infection if a single joint, usually a knee, becomes suddenly and severely worse.

Rheumatoid arthritis is one of the most complicated and mysterious diseases known. It is a challenge to patient and physician alike. Fortunately, the course of RA can be dramatically changed in most individuals. New  treatment strategies are much more effective than the old ones. More so than with any other form of arthritis, RA requires you to develop an effective partnership with your doctor, as discussed in Chapter 17.




Prognosis (What Will Happen in the Future) 

Rheumatoid arthritis is the condition that most people think of when they hear the word arthritis. An image that comes to mind is of a person in a wheelchair, with swollen knees and twisted hands. True, many such people have rheumatoid arthritis. On balance, rheumatoid arthritis is the most destructive kind of arthritis known. Erosion of the bone itself, rupture of tendons, and slippage of the joints can result in crippling. But most people with rheumatoid arthritis do very much better than this. Many of the serious problems can be prevented by good, early treatment.

Often it is hard for persons with RA and their relatives to appreciate that inflammation in even the worst forms of rheumatoid arthritis tends to lessen with time. The arthritis usually becomes less aggressive. The inflammation (synovitis) is less active and the fatigue and stiffness decrease. New joints are less likely to become involved after several years of disease. But even though the disease becomes less violent, any destruction of bones and ligaments that occurred in earlier years will persist. Thus, deformities usually will not improve, even though no new damage is occurring. Hence, it is important to treat the disease correctly in the early years so that the joints will work well after the disease inflammation subsides.




Treatment 

Treatment programs for RA are often complicated and can be confusing. In this section we give the broad outlines for sound management. But you need to work out with your doctor the combination of measures that is best for you. It has been said that the person who has himself for a doctor has a fool for a patient. In many areas of medicine, and for some kinds of arthritis, this is not true; you can do just as well looking out for yourself. But with rheumatoid arthritis, you do need a doctor. Indeed, with rheumatoid arthritis, we strongly believe that you should be seen early in the course of the disease by a specialist in arthritis, a rheumatologist. In this way, the critical early treatment can begin at the right time. Only rheumatologists are familiar with the latest and most effective RA treatments.

First, some common sense. Your RA may be with you, on and off, for months or years. The best treatments are those that will help you maintain a life that is as nearly normal as possible. Often the worst treatments are those that offer immediate relief. They may allow joint damage to progress or may cause delayed side effects that ultimately make you feel worse. So you must develop some patience with the disease and with its management. You have to adjust your thinking to operate in the same slow time scale that the disease uses. You and your doctor will want to anticipate problems before they occur so that they may be avoided. The adjustment to a long-term illness, with the necessity to plan treatment programs that may take months to get results, is a difficult psychological task. This adjustment will be one of your hardest jobs in battling your arthritis.


Synovitis is the underlying problem. The inflammation of the joint membrane releases enzymes that very slowly damage the joint structures. Good treatment reduces this inflammation and stops the damage.  Painkillers can increase comfort but do not decrease the arthritis. In fact, pain per se helps to protect the joints by discouraging too much use. Therefore, in RA it is important to treat pain by treating the inflammation that causes the pain. By and large, pain relievers such as codeine, Percodan, Darvon, or Demerol must be avoided. (To learn more, read Chapter 20.)

The proper balance between rest and exercise is hard to understand. Rest reduces the inflammation, and this is good. But rest also lets joints get stiff and muscles get weak. With too much rest, tendons become weaker and bones get softer. Obviously, this is bad. So moderation is the basic principle. It may help you to know that your body usually gives you the right signals about what to do and what not to do. If it hurts too much, don’t do it. If you don’t seem to have much problem with an activity, go ahead. As a rule, if you continue to have pain caused by exercise for more than two hours after exercising, you have done too much.

A particularly painful joint may require a splint to help it rest. Still, you will want to exercise the joint by stretching it gently in different directions to keep it from getting stiff. You will not want to use a splint for too long, or you may want to use it just at night. As the joint gets better, you will want to begin using the joint, gently at first, but slowly progressing to more and more activity. In general, favor activities that build good muscle tone, not those that build great muscle strength. Walking and swimming are better than moving furniture and lifting heavy weights, since tasks requiring a lot of strength put a lot of stress across the joint. And regular exercises done daily are better than occasional sprees of activity that stress joints that are not ready for so much exertion.

Common sense and a regular, long-term program are the keys to success. Should you take a nap after lunch? Yes, if you’re tired. Should you undertake some particular outing? Go on a trip? You know your regular  daily activity level. Common sense will help you answer most such questions. Full normal activity should be approached gradually, with a long-term conditioning program that includes rest when needed and gradual increases in activity during nonresting periods.

Physical therapists and occupational therapists can often help with specific advice and helpful hints. The best therapists will help you develop your own program for home exercise and will teach you the exercises and activities that will help your joints. However, don’t expect the therapist to do your program for you. Your rest and exercise program cannot consist solely of formal sessions at a rehabilitation facility. You must take the responsibility to build the habits that will, on a daily basis, protect and strengthen your joints. It is important to start exercise and proper use of your joints before you have problems. These are good preventive measures.

Medications are required by almost all patients with rheumatoid arthritis, and often must be continued for years. Great progress has been made recently with disease-modifying antirheumatic drugs (DMARDs), causing a virtual revolution in the treatment of rheumatoid arthritis (see Chapter 19). These crucial drugs should be prescribed early in the course of the disease. The most important rule now is “Don’t do too little, too late.” At present, the DMARD drugs are Plaquenil, Azulfidine, gold shots, oral gold (Ridaura), penicillamine, methotrexate, Imuran, leflunomide, minocycline, cyclosporin, and the cytokine treatments. More are under development. The great majority of patients with RA should be taking a DMARD or a combination of DMARDs at all times.

Less powerful anti-inflammatory drugs are similar to aspirin. Aspirin is a valuable drug when used as detailed in Chapter 18. Every patient with RA should become familiar with the uses of aspirin, which, used correctly, can be a good analgesic drug with an acceptable level of side  effects. Aspirin variants, such as Disalcid and Trilisate, may better protect the stomach lining. Drugs roughly similar to aspirin are called nonsteroidal anti-inflammatory drugs (NSAIDs) and are also frequently used. Examples of such drugs are Lodine, Relafen, Motrin, Voltaren, Naprosyn, Indocin, and Feldene. The new COX-2 selective inhibitors are among the least toxic drugs on the stomach but may pose risks to the heart. There is increasing use of acetaminophen (Tylenol), which is not an anti-inflammatory drug but helps with pain and is quite safe. For more information on these drugs, see Chapter 18.

Drugs such as sulfasalazine (Azulfidine), auranofin (Ridaura), or hydroxychloroquine (Plaquenil) (page 298) are often used as the first DMARDs. Gold injections (page 295) are often very helpful and sometimes result in complete disappearance of the arthritis if used early enough. Methotrexate has become the most frequently used, and probably the best, DMARD. Penicillamine can also result in dramatic improvement. Azathioprine (Imuran), leflunomide (Arava), minocycline, and the cytokine treatments are also in this category.

Corticosteroids, most frequently prednisone, are strong hormones with formidable long-term side effects. Their use is controversial in rheumatoid arthritis; some physicians feel that they should almost never be used, while others use them only in very small doses, except in unusual circumstances.

See chapters 18, 19, and 20 for detailed discussions of individual drugs.

Surgery sometimes can restore the function of a damaged joint. Hip replacement, knee replacement, shoulder replacement, synovectomy of the knee, metatarsal head resection, and synovectomy of the knuckles are among the most frequent operations. These are discussed in Chapter 21.





Chapter 3

Osteoarthritis: Worn Cartilage

Osteoarthritis (OA), also known as osteoarthrosis or degenerative joint disease (DJD), is the kind of arthritis that almost everybody gets. It is increasingly common with age, and, because of its relationship to the aging process, it is not as responsive to medical treatment as we might like. However, there are many things you can do for yourself to alleviate this disease. Fortunately, osteoarthritis is usually a much less severe form of arthritis than rheumatoid arthritis. The changes in the skeleton that occur with age are inevitable, and they cause symptoms in many people but severe symptoms in very few.

Osteoarthritis used to be thought of as the inevitable result of “wear and tear.” In fact, most activities with a lot of “wear” don’t seem to cause much “tear,” and authorities now recognize the need for exercise to strengthen the joints, both before and after signs of arthritis have developed. Exercise will very seldom harm someone with OA. On the other hand, being inactive can cause a great deal of harm.

The tissue involved in osteoarthritis is the cartilage. This gristle material faces the ends of the bones and forms the surface of the joint on both sides. Our ears and nose are also made of cartilage. Gristle is tough, somewhat elastic, and very durable. The cartilage, or gristle, does not have a blood supply, so it gets its oxygen and nutrition from the surrounding joint fluid. In this it is  aided by being elastic and able to absorb fluid. When we use a joint, the pressure squeezes fluid and waste products out of the cartilage, and when the pressure is relieved, the fluid seeps back, together with oxygen and nutrients. Hence, the health of the cartilage depends on use of the joint. Over many years, the cartilage may become frayed and may even wear away entirely. When this happens, the bone surface on one side of the joint grates against the bone on the other side of the joint, providing a much less elastic joint surface. With time, the opposing bony surfaces may become polished, a process called eburnation. As this happens, the joint may again move more smoothly and cause less discomfort. This is one of the reasons it is important to continue to use painful joints.

The difference between the terms osteoarthritis and  osteoarthrosis has to do with the question of inflammation. The suffix -itis denotes inflammation, and with osteoarthritis very little inflammation is to be found. Hence, some experts prefer the term osteoarthrosis, which does not imply inflammation. Otherwise, both words mean the same.

There are three common types of osteoarthritis. The first and mildest causes knobby enlargement of the finger joints. The end joints of the fingers become bony and the hands begin to assume the appearance we associate with old age. The other joints of the fingers may also be involved. This kind of arthritis (or arthrosis) usually causes little difficulty beyond the cosmetic. There may be some stiffness, and there can be some pain, particularly when the bony knobs are growing.

The second form of osteoarthritis involves the spine and is sometimes called degenerative joint disease. Bony growths (spurs) appear on the spine in the neck region or in the lower back. Usually the bony growths are associated with some narrowing of the space between the vertebrae. This time the disk, rather than cartilage, is the  material that becomes frayed. Changes in the spine begin early in life in almost all of us but cause long-term symptoms relatively seldom.

The third form of osteoarthritis involves the weight-bearing joints, almost always the hips or the knees. These problems can be quite severe.

It is possible to have all three kinds of osteoarthritis or any two of them, but often a person will have only one.

Individuals who have had fractures near a joint or have a congenital malformation at a joint seem to develop osteoarthritis in those joints at an earlier age. But, as noted, the usual description of this arthritis as “wear and tear” is not accurate. While excessive wear and tear on the joint can theoretically result in damage, activity helps the joint remain supple and lubricated, and this tends to cancel out the theoretically bad effects.

Careful studies of people who regularly put a lot of stress on joints (such as individuals who operate pneumatic drills or run long distances on hard paved surfaces) have been unable to show a relationship between these activities and the development of arthritis. Hence, intensive activity does not predispose you to arthritis any more than intensive activity predisposes you to heart disease. In fact, the very opposite may be true. On the other hand, injury to the joint, as in knee injuries in football players, may lead to osteoarthritis in the injured joint. Excess body weight can lead to OA of the hip or knee.




Features 

The bony knobs that form around the end joints of the fingers are called Heberden’s nodes, after the British doctor who first described them. Similar knobs can be found in the middle joints of the fingers. Usually, the bony enlargement occurs slowly over a period of years and is not  even noticed. In most cases, all of the fingers are involved more or less equally.

There is an interesting variation of osteoarthritis in which the bony swelling occurs over only three or four weeks in a single finger joint. The sudden swelling causes redness and soreness until the process is complete; then it stops hurting altogether. This syndrome is seen in women in their forties, earlier than the more usual form of osteoarthritis. These patients frequently have other family members with the same problem. This “familial” form of osteoarthrosis doesn’t really seem very much worse over the long run, but one joint after another may suddenly develop a bony knob over a short period.

Osteoarthritis of the spine does not cause symptoms unless there is pressure on one of the nerves or irritation of some of the other structures of the back. If a doctor tells you that you have arthritis in your spine, do not assume that any pain you feel is necessarily related to that arthritis. Most people with X-rays showing arthritis of the spine do not have any problem at all from the bone spurs seen on the X-ray; the pain is from some nearby structure such as a ligament or muscle.

Osteoarthritis of the weight-bearing joints, particularly the hip and knee, develops slowly and often involves both sides of the body. Pain in the joint may remain fairly constant or may wax and wane over a period of years. In severe cases, walking may be difficult or even impossible. Fluid may accumulate in the affected joint, giving it a swollen appearance, or a knee may wobble a bit when weight is placed on it. In the knee, the osteoarthritis usually affects the inner or the outer half of the joint more than the other; this may result in the leg becoming bowed or splayed and may cause difficulty walking.

X-rays can be helpful in evaluating osteoarthritis. The two major findings on the X-ray are narrowing of  the joint space and the presence of bony spurs, or osteophytes.  X-rays pass right through cartilage. Hence, in a normal joint the X-ray looks as though the two bones are separated by a space; in reality, the apparent space is filled with cartilage. As the cartilage is frayed, the apparent joint space on the X-ray narrows until the two bones may touch each other. Spurs are little bone growths that appear alongside the places where the cartilage has degenerated. The bony growth provides a larger joint surface. It is as though the body is trying to react to a cartilage problem by providing more surface area for the joint, so as to distribute the weight more evenly. In addition, X-rays can sometimes show the holes through which the nerves pass and can indicate whether these holes are narrowed.

Blood tests are not very helpful in diagnosing osteoarthritis. There is nothing wrong with the rest of the body, so all the tests are normal.




Prognosis (What Will Happen in the Future) 

Prognosis is good for all forms of osteoarthritis. When you think of an aging process, you tend to think of a progressive condition that will continue to get worse and worse. That is not necessarily the case. Osteoarthritis may get worse for a while and then become stable for a long time. A joint that has lost its cartilage may not function well at first, but with use the bone may be molded and polished so that a smooth and more functional joint is developed. Even in the worst cases, osteoarthritis progresses slowly. You have lots of time to think about what kinds of treatment are likely to help. If a surgical decision is needed, you can consider for some time whether you want an operation or not. Crippling from osteoarthritis is relatively rare, and most people with osteoarthritis can remain essentially free of symptoms.




Treatment 

The revolution in treatment of OA is to emphasize the role of exercise. The consequence of osteoarthritis can be loss of physical function. Because of pain, you tend to be less active, and this accelerates the loss of function. People used to be told to “take it easy.” Now it is recognized that even the first symptoms of osteoarthritis are a signal for a regular, dedicated exercise program to increase heart, muscle, ligament, tendon, and bone strength.

Joints should be exercised through their full range of motion several times a day. If weight-bearing joints are involved, body weight should be kept under control; obesity accelerates the rate of damage. The most helpful exercises seem to be swimming, walking, and bicycling, which are easy, can be gradually increased, and are smooth rather than jerky. Strengthening exercises, described in Chapter 11, can also be of help. Exercise should be regular. Thus, if you start getting some osteoarthritis, it is not a signal to begin to tone down your life, but rather to develop a sensible regular exercise program to strengthen the bones and ligaments surrounding the affected joints and to preserve mobility in joints that are developing spurs. (For details on flexibility exercises, see Chapter 10.)

Drug therapy is used to control discomfort. Aspirin in moderate doses is frequently helpful. Acetaminophen (Tylenol), which is the safest analgesic drug, has been found to be just as good for many people as the more toxic (and usually more expensive) alternatives.

Ibuprofen and other anti-inflammatory drugs (NSAIDs) may be helpful for some people, and these are discussed in Chapter 18. We try to avoid codeine or other strong pain relievers because pain is a signal to the body that helps protect a diseased joint; it is important that this signal be received. (For details on pain management,  see Chapter 14.) Glucosamine and chondroitin sulfate are not scientifically proven to be useful, but some patients report less pain after taking these agents.

Frequently, some kinds of devices can assist. A cane may be helpful; less commonly, crutches are needed. Occasionally, special shoes or lifts on one side of the foot may be helpful.

Most physicians now believe that symptomatic osteoarthritis may be substantially prevented by good health habits. If you are active, maintain a lean body weight, exercise your muscles and joints regularly to nourish cartilage, and let your common sense tell you when you have done too much and something hurts, your joints should last a lifetime. Like exercise of the heart muscle, exercise of the muscles and joints provides reserve for the occasional strenuous activities we all encounter. Exercise builds strong tissues that last a long time.

Injection of osteoarthritic joints with corticosteroids is occasionally helpful, and sometimes removal of some fluid from a joint may help. Usually, however, injections do not help much since there is not much inflammation to be suppressed. Injections should not be frequently repeated, because the injection itself may damage the cartilage and the bone. Injection with lubricating substances, such as Hylan (Synvisc), may give some relief for some people but it is not frequently needed.

Surgery can be dramatically effective for people with severe osteoarthritis of the weight-bearing joints. Total hip replacement is the most important operation yet devised for any form of arthritis. Practically all individuals are free of pain after the surgery, and many walk normally and carry out normal activities. Total knee replacement is a more recent operation and gives far better results than the knee surgery available just a few years ago. Surgery is never urgent, and you and your doctor will want to decide when the discomfort or the  limitation of your walking has become bad enough to warrant the discomfort, costs, and small risk associated with the operation. (For more information on surgery, see Chapter 21.)





Chapter 4

Osteoporosis: Brittle Bones

Osteoporosis is a bone disease in which the bones lose calcium, become more brittle, and break more easily. While anyone can have osteoporosis, it is most common in elderly people, particularly women. Because of osteoporosis, one in five women breaks a hip before the age of seventy-five. Fractures of the spine, resulting in pain, decrease in height, and a forward deformity of the spine (Dowager’s Hump) are even more common. Inactivity makes osteoporosis worse.

Although the best protection from osteoporosis is prevention, thankfully, we now have some effective treatments. As with all kinds of arthritis and rheumatism, consistent good health practices are crucial. This starts with a lifestyle that excludes smoking and drinking too much alcohol.

The following pages outline the healthy habits that are useful in preventing and dealing with osteoporosis.




Dietary Calcium 

Our bones cannot maintain their strength unless our bodies regularly receive an adequate supply of calcium. Recently, the National Institutes of Health (NIH) Consensus Development Conference on optimal calcium intake concluded that millions of Americans are not getting nearly enough calcium in their diets and that the  official recommended daily allowance (RDA) for calcium may not be adequate for some age groups. The table above shows the recommended amounts of calcium for different ages.

Recommended Calcium Intake





	
Group 
	
Recommended Intake (in milligrams of calcium) 



	INFANTS
	



	
	Birth to 6 months
	210



	
	6 months to 1 year
	270



	CHILDREN
	



	
	1 to 3 years
	500



	
	4 to 8 years
	800



	MALES
	



	
	9 to 18
	1,300



	
	19 to 50
	1,000



	
	Over 50
	1,200



	FEMALES
	



	
	9 to 18
	1,300



	
	19 to 50
	1,000



	
	Over 50
	1,200





To bring your calcium intake up to 1,000 mg, eat two or three servings of milk products a day (nonfat milk is best) and regularly include other calcium-rich foods in your meals. Also, moderate the amount of salt and meat you eat. (Chapter 13 discusses how to do this.) Excessive amounts of sodium or meat can increase your need for calcium.

The table “Food Sources of Calcium” on pages 28-29 gives you a good idea of the types of food that are relatively rich in calcium. Notice that you can get significant quantities of calcium without drinking milk. Yogurts, cheeses, and hot cereals made with milk all supply calcium. Canned salmon, mackerel, and sardines are excellent sources of calcium if you eat the soft bones.


Supplemental Calcium 

It is better to get calcium from your foods than to rely on calcium supplements. But if you cannot eat two or more servings of dairy products every day, or if you want to take in more than 1,000 mg of calcium, supplements can provide practical help.

In general, choose a supplement that contains between 500 and 1,000 mg (50 to 100% of the RDA) of “elemental calcium.” “Elemental calcium” means the actual amount of calcium in the pill. Take one or two full doses a day, depending on your needs, not more.

As the “Supplemental Calcium” table on page 30 illustrates, the elemental calcium in a supplement can come from any of several different calcium compounds. Less expensive store-brand supplements are usually fine; use the product that suits you best. Sometimes inexpensive calcium tablets won’t dissolve in your stomach, however, so try this test. Put a tablet in half a glass of water for thirty minutes. It should become shaggy and partly dissolve. If not, fill the glass the rest of the way with vinegar, stir gently, and wait another half hour. If the tablet is still not dissolved, it is not a good product for you.


Myths About Calcium 

1. “Calcium causes bone spurs.” Maintaining a calcium intake of 800 to 1,500 mg a day (or even much higher) will not cause bone spurs. Food Sources of Calcium

[image: 005]

[image: 006]

Supplemental Calcium





	
Sources of Supplemental Calcium 
	
Elemental Calcium Content 



	Calcium carbonate
 (in oyster-shell calcium, BioCal,
 Caltrate 600, OsCal, Tums)
	40%



	Calcium citrate
 (in CitraCal)
	21%



	Calcium lactate
 (available in store-brand
 products)
	13%







2. “Calcium causes kidney stones.” While it is prudent to avoid calcium intakes that exceed 2,000 to 2,500 mg a day, consuming a total of 800 to 1,500 mg a day is unlikely to lead to kidney stones. If you have had kidney stones in the past, you should check with your doctor before starting a calcium supplement. Otherwise, just be sure to drink plenty of fluids whenever you take a calcium tablet.

3. “Calcium causes constipation.” Large doses of calcium can cause constipation in some people. But the problem generally can be avoided by drinking plenty of fluids and eating foods high in fiber. See Chapter 16 for more information.




Hormones 

Calcium by itself will not stop bone loss. The body needs a stimulus to absorb the calcium and to get it into the bone. The best stimuli are estrogen therapy for postmenopausal women and adequate weight-bearing exercise  for everybody. The use of hormones such as estrogen after menopause has long been a topic of controversy. This is a subject every woman should discuss with her physician. The following discussion is to help you understand some of the issues.


Estrogen 

There are two female hormones, estrogen and progestin. These hormones are normally created during the menstrual cycle. After menopause, their levels fall greatly. Taking supplemental estrogen after menopause seems to protect against osteoporosis. However, estrogen is believed by some to increase the likelihood of endometrial cancer (cancer of the lining of the uterus). When progestin is taken with the estrogen, a number of health problems may result, including cancer, stroke, and heart disease. These hormones also help prevent hot flashes, vaginal dryness, and skin wrinkling. The decision to take no hormone, one hormone (estrogen), or a combination of the two is a personal one and should be discussed with a physician. Most physicians have become more cautious in routinely recommending estrogen for postmenopausal women.




Other Treatments 


Calcitonin 

An approved alternative to estrogen-replacement therapy for treatment of osteoporosis is salmon calcitonin. Calcitonin can actually help build back strong bones, not just slow down the process of bone loss. The major drawback to the treatment has been its expense and the need for patients to learn how to self-administer injections. The medication may cause transient flushing and nausea in about 20% of patients. Calcitonin administration by nasal spray is now possible and is considerably easier.


Biphosphonates 

Etidronate (Didronel) was the first of a class of drugs called biphosphonates, followed by Clordronate. These “first-generation” biphosphonates were usually given for a two-week period each three months (cyclic therapy), since they don’t work if given continuously. These drugs have been shown to produce a small increase in bone density and to decrease the frequency of spine fractures. Because biphosphonates are poorly absorbed, they must be taken on an empty stomach and only with water.

“Second-generation” biphosphonates are now available, led by alendronate (Fosamax) and including pamidronate, tiludronate, and ibandronate. These can be taken continuously and decrease the risk of spinal fractures by 50 to 90%, even in people who have already had a fracture. These drugs can irritate the esophagus, so they are best taken in the morning with a glass of warm water. The standard approach has changed from 10 mg fosomax daily to 10 mg once a week; this is equally effective and better tolerated. The “third-generation” drug residronate appears to cause less stomach irritation.


Vitamin D 

Vitamin D comes with sunlight and diet. If you are usually indoors or malnourished, supplementation (as with a multivitamin) may be a good idea.


Fluoride 

Slow-release fluoride (25 mg twice a day for twelve months followed by two months off) has been shown to increase bone mass and decrease vertebral fractures but is not yet available in the United States.


Experimental Treatments 

Parathyroid fragments and growth factors are under study and appear promising.




Exercise 

Weight-bearing exercise is very, very important in maintaining strong bones. The body reacts to such exercise by increasing the calcium content and thus the strength of the bones. Walking is the best example. If at all possible, walk half a mile to a mile (1 to 1.5 km) a day. If this is unrealistic for you, remember that even a little weight-bearing exercise is important. Do as much as you can. For suggestions on developing a walking program, see chapters 9 and 12. Recent research has shown that women need to walk four miles (6 km) a week to get maximal exercise benefit for osteoporosis prevention. This includes all the walking we do in our daily lives. (Note: Swimming is not a weight-bearing exercise.)




Preventing Falls 

Unfortunately, it is not always possible to prevent osteoporosis or undo damage already done. Remember, osteoporosis by itself does not cause pain. The pain comes from fractures in the spine or other bones. Thus, avoiding falls is very important to prevent broken bones. The following are a few hints:
▼ Avoid area rugs; they are slippery and have a bad habit of tripping the unwary.

▼ Be sure all stairs have a secure railing that is easy to grasp.
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