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Preface

Living Well in the
Face of Arthritis

A Note from Kathy 

This is a book about one of the most pervasive diseases this coun-
try is facing today. An estimated 42 million people, one in seven,
are affected by one of the more than 100 types of arthritis, and
one family in three is impacted by this disease. Symptoms range
from those much advertised “minor aches and pains of arthritis”
to more serious, life-threatening problems. 

Arthritis has no boundaries. Every racial group is affected by
it. According to Morbidity and Mortality Weekly, published by the
Centers for Disease Control and Prevention (CDC), arthritis is
the most common self-reported chronic condition in Caucasians;
the second most common in Native Americans, Alaskan Natives,
and Hispanics; the third most common condition in African
Americans; and the fourth most common condition in Asians
and Pacific Islanders. Arthritis and other similar diseases are also
the first or second causes of self-reported limitations in activity in
these same groups.

The CDC predicts that by the year 2020, 49.7 million Cau-
casians, 7 million African Americans, 42,000 Native Americans
and Alaskan Natives, 1.6 million Asians and Pacific Islanders, and
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5.1 million Hispanics will be affected by arthritis. In 1998, arthri-
tis affected 42.7 million persons and it is projected to affect ap-
proximately 60 million by the year 2020.

I presume you are reading this book because you have arthritis
or someone you love has arthritis. If so, you know firsthand how
this disease pervades every aspect of your life. It is not just a phys-
ical struggle but a mental and emotional one as well. Chronic
pain is a most debilitating fact in daily living. In order to live life
to the fullest, you need to gain control over this nemesis. One
way to do that is by closely observing those people who have
been successful in their attempts and by avoiding the mistakes of
those who have not. 

Arthritis has been a thread woven throughout my life. One of
my earliest memories is of my grandmother, Ruth, a role model
in the very best sense of the word. She taught me so many beauti-
ful things, things only a grandmother could have the time to
teach. She taught me to crochet, to do needlepoint, to sew—
things that required tremendous manual dexterity. It was only as
an adult that I realized that during the time we spent together she
was ignoring the pain of rheumatoid arthritis. In her time, medical
thinking was to put people with arthritis to bed. But as a widow
raising five children alone, she did not have time for that. She sim-
ply continued her daily tasks to the best of her abilities, took
buffered aspirin for the pain, and rested when she could. This was
fortunate for her, because as we now know the best possible ap-
proach to arthritis is to keep moving at all costs. Today’s physicians
encourage people with arthritis to remain as active as possible in
order to maintain muscle strength. My grandmother was a coura-
geous woman and living life to the fullest was much more impor-
tant to her than the pain in her joints. It was more important to
share her talents with her grandchildren than to give in to a dis-
ease that would not leave her in peace. After she finally had to
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enter a nursing home, in a wheelchair, she continued giving gen-
erously of herself by teaching her fellow residents to play the
piano, sharing the beauty she saw in life. 

Her daughter, my aunt, was diagnosed at the age of twenty-
seven with the same rheumatoid arthritis. It was a time of incredi-
ble turmoil in the history of our country, as World War II had just
begun. My aunt dropped out of college two months before gradu-
ation to get married and move to California. As soon as they ar-
rived, her new husband was sent overseas to serve in the war, and
she became Rosie the Riveter, working in a nearby defense plant.
A stranger alone in a strange place, the stress was evidently too
much. She developed rheumatoid arthritis. It was a lifelong strug-
gle to live a normal life, but she persevered through work and col-
lege, earning a Ph.D. degree, despite enormous pain and
depending at times on a wheelchair. I also have other relatives
with arthritis. I have witnessed personally the impact that arthritis
has on one’s everyday life. A part of me has lived in fear of this dis-
ease for most of my life.

At the age of twelve I had a swollen, inflamed, extremely
painful knee. This lasted for about nine months, and no one was
able to diagnose the problem. I must presume it was arthritis.
Since my early twenties I have taken ibuprofen (Motrin™ or
Advil™) every day. If I don’t take this medication for three con-
secutive days, my joints become extremely stiff and painful. So I
take the medication and continue on my way. I have had joints in-
jected with cortisone a dozen times in my adult life because of
bursitis or tendinitis. The latest injection was for a painful hip,
which was preventing me from exercising or climbing stairs. 

When my youngest child, Elizabeth, was diagnosed at the age
of eleven with juvenile rheumatoid arthritis, I had an impossible
time accepting the fact. In our outrage at this injustice to the
youngest member of the family, we waged a six-year battle with
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all the determination General Patton must have exerted to save
Europe. Within three months of diagnosis my daughter had some
forty-six joints inflamed or swollen. At times she could not get
out of bed. At times she could not stand for us to touch her. We
were fortunate to have the best possible medical care—bright, car-
ing, compassionate people. People who encouraged her to fight
the disease every step of the way. They guided us along the path,
but we had to choose the right path. And, of course, all the peo-
ple who loved Elizabeth contributed their strength to her battle
through their love, concern, and desire to share her pain and over-
come this disease. It felt as though we were “wrestling with the
angel,” and indeed it changed our lives. 

If you have one of the many forms of arthritis and you are read-
ing these lines, I presume you are not passively accepting that you
have arthritis, or worse yet, that you are arthritic. That is the best
news you could give me. I cannot tell you more emphatically that
from my grandmother to my daughter, and many, many people in
between, the victors in this battle, although they may have had
every single joint in their bodies involved with arthritis, are those
who never let arthritis affect their hearts, their brains, or their spirits!

From my personal experience, the battle against arthritis has to
be a multifaceted approach. It requires many caring people but be-
gins with ourselves. Healing begins within your own psyche by ac-
knowledging the arthritis and learning to live the very best life you
can until a cure is found for this disease. The people I have known
with arthritis who have been most successful in life have shared a
very similar pattern regardless of the severity of their arthritis. Al-
though they may acknowledge the fact of the disease, I can assure
you that they are not in the least accepting of the situation. As a
matter of fact, the survivors seem to be among the most cantanker-
ous! And at the risk of contradicting myself, another notable trait
among survivors seems to be a well-developed sense of humor. 
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These people also know they need help, and they go about
finding the very best help they can. They are extremely diligent.
They take control and decide that arthritis will not dictate the di-
rection of their lives. They might have to accommodate this mean
intruder, but they do not let it choose which path they take.

One of the “pathfinders” who helped my daughter was Earl J.
Brewer, Jr., M.D. With thirty-two years experience in the field of
rheumatology, he was instrumental in helping us choose the best
possible medical care for Elizabeth. Earl has a world of knowledge,
and he is able to impart that knowledge in a no-nonsense manner.
Today he remains a wonderful friend and collaborator. We have
fought many battles together and shared many happy victories. I
have observed Earl in many difficult situations, but probably my
most overriding observation would be his compassion. He cares.
He allows himself to care. 

A Note from Earl 

Let me address readers here as well by agreeing with everything
Kathy has written above. The main lesson that I’ve learned in
more than thirty years of caring for people with arthritis is that at-
titude and achievement are unrelated to how much pain and joint
injury you have. While there are many people I know, let me
mention one good example: Virgil Jones, assistant vice-president
in charge of statistical services of the Federal Reserve Bank of
Kansas City. He has arthritis in virtually every joint of his body
and needs assistance in many daily activities, yet he continues to
travel the country by plane and car. As he says, “I don’t have vi-
sions of grandeur. I know I can’t be just like others, just Virg Jones
contributing in some meaningful way to the people who cross my
path and to the part of the world I touch. And that’s why it is my
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perspective that ‘the best I can be’ isn’t necessarily dependent on
the physical limitations imposed by my arthritis.”

An inspiring way to take charge of your destiny is exemplified
by the president and chief operating officer of a Fortune 500 com-
pany, although she does not have arthritis. She always wears a
bumblebee pin given to her by her mother years ago. “I finally
asked her, ‘Mom, I know you like this bee, but what does this
mean?’ She told me that aerodynamicists say that bumblebees
shouldn’t be able to fly, but no one told the bees, so they fly any-
way. Now, whenever I get into a rough situation, or when I feel
something is going to be particularly difficult, I look at the pin or
touch it.” 

A major goal of this book is to point the way toward taking
charge of your arthritis, living life to the fullest, and making your
contribution.

A Note from Both

In writing this book we hope to share some of the knowledge we
have learned. The most important message we have for anyone
with arthritis is to take control! No one will care about your wel-
fare more than you do. It is your life! As we Texans say, “Take the
bull by the horns!” 

The key to living successfully with arthritis is a four-step pro-
gram, which we illustrate in this book. You need to understand the
type of arthritis you have and what you should expect regarding
the symptoms, prognosis, medications, and treatments. In Part 1 of
this book, “Understanding Your Situation,” we will therefore ex-
amine the many kinds of arthritis and their traditional therapies. 

We have heard many people ask, “Why should I go to a doc-
tor? They can’t help me,” or “Why should I try this new medica-
tion? It’s like all the others. It won’t help.” With attitudes like these
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God Himself couldn’t improve their situations. Healing has to
begin within ourselves. A positive outlook is surely the best
weapon in the medical arsenal. 

Part 2, “Building a Team,” addresses the importance of having a
diverse team of experts on your side, and taking advantage of the
variety of resources available to those with arthritis. In 1988, a
team of researchers reported in Arthritis & Rheumatism that the
damage they observed in a person’s joints could not, by itself, ex-
plain the pain and difficulty that person experiences. They re-
ported that attitude and emotions may have an even greater effect
on the perception of pain. You will need help. Ideally, people with
arthritis should be treated by physicians trained in the field of
rheumatology. Since there are some 37,000,000 people with
arthritis and only 4,500 rheumatologists, you can calculate that
there is an impossible number of patients for each doctor. Help
will come in many forms, however, from your regular doctor to a
rheumatologist, an internist, a psychologist, a physical therapist, an
acupuncturist, and a host of others. And there are many “treat-
ments” that at best don’t help at all, and some that are downright
dangerous. It is estimated that people are spending some eight bil-
lion dollars annually on these worthless or possibly hazardous
treatments. We will examine those as well. 

Your mission, should you decide to accept it, is to thoroughly
educate yourself about your disease and all the possible treatments
in order to choose the very best path for your life. The good news
is that even though we can’t alter the condition of our joints, we
can certainly take charge of our own care. There are resources to
help us in our search to improve our mental outlook—psy-
chotherapy, self-hypnosis, positive imagery, relaxation techniques,
biofeedback, and support groups, to mention a few. These in
combination with proper medical care, good nutrition, and ade-
quate exercise and rest should help you gain better control of your
arthritis and your life. 
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Just how do you keep your life together? In Part 3, “Taking
Care of Yourself,” we will explore how to handle diet, exercise,
rest, stress relief, and your emotional life. Your sexual needs will
not change simply because you have arthritis. Communication be-
tween you and your partner becomes extremely important. Be
open and be honest in assessing your need for affection. You have
to care for yourself! 

This section will also cover assistive devices, equipment that
makes everyday activities easier for arthritics. You have to get out
of bed, you have to comb your hair, you have to open a container
of some kind for almost everything, and you have to perform
whatever your life work is. It may be taking care of your home
and family or it may be managing a large corporation, but what-
ever your work is, it is important to you. Taking care of yourself
will enable you to do what you want. 

If you have arthritis, each day brings special challenges. De-
pending on your stage of life, you may have to deal with the edu-
cational system, or you may have an employer who needs to be
made aware of the effect arthritis has on your ability to do your
job, or you may be facing the question of whether to have a child.
If your arthritis is seriously damaging your joints, you will need to
assess the possibility of having joint replacement surgery. In Part 4,
“Paying Attention to Your Special Issues,” we will address these
and other issues that have an impact on people with arthritis. 

Don’t let arthritis become the focus of your life. Keep your eye
on the goal—to live a happy, productive life. 
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1

Part One

U N D E RS TA N D I N G  

YO U R

S I T UAT I O N

She beamed a smile across the room as I entered the prema-
ture nursery, her face barely visible over the incubator. Her
eyes were framed by tortoise-shell glasses that slipped

halfway down her nose, and her face was deeply lined with wrin-
kles from decades of smiles. Her starched white nurse’s cap, as al-
ways, was in perfect place. She was gently lifting a small baby no
longer than a submarine sandwich. 

Looking a little closer, I saw her swollen fingers and wrists and
caught her wincing a little as her wrist moved faster than she in-
tended. This was Mrs. Potter, supervisor of the Halbouty Prema-
ture Nursery at St. Luke’s Hospital in Houston, Texas, for at least
twenty years. Her rheumatoid arthritis was so severe that several
operations were necessary over a period of many years. Yet she
rarely missed a day of work. Some days her pain almost brought
tears to my eyes, but not to hers.
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You see, Mrs. Potter not only learned to live with arthritis, she
was a better person because of it. She took control of her life and
was determined to make her contribution. Mrs. Potter truly un-
derstood that there are challenges in life rather than problems, and
that attitude is the determining factor, not how much she hurt.

During my thirty years of caring for people with arthritis, the
two most important requests of patients and parents were for help
in understanding what was wrong with their bodies and what
could be done to lead as normal a life as possible. Many times I
couldn’t tell them the precise name for the pain in their joints,
muscles, or tendons, but my understanding of what was going on
within themselves and what they might expect gave them a start-
ing point for moving on with their lives. 

The old saying that we all are “hatched, matched, and dis-
patched” leaves out the essence of life as we would like to live it.
Helping you live a better and fuller life with your arthritis rather than
in spite of your arthritis is the goal. How you function and how you
feel are far more important than telling you the precise name of a
disease. After all, there are more than a hundred types of arthritis, not
to mention hundreds of variations of muscle and joint pain. 

You may even be in the situation of not having a name for the
pain, swelling, or tenderness you are feeling. Do not despair; most
of us are in the same boat. We’ll show you that while you are
hurting a lot, you’re not going to end up crippled. Also, there are
many things you can do to live a better, happier, and fuller life. 

Let’s examine some terms first. Rheumatism is just a blanket term
for a multitude of problems relating to the joints or muscles, tendons,
and soft tissues that surround them. Arthritis means the swelling of a
joint or the pain and tenderness that accompany limited motion.
One tricky term is arthralgia. This “junior” arthritis means pain only
and is limited to joints with no swelling or limited motion.

Doctors have precise ways to pinpoint different kinds of joint
and muscle problems, so here are a few ground rules to help you
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understand. A term ending in -itis means that the part of the body
indicated in the first part of the word is inflamed or has inflamma-
tion. Arthron is the Greek word for “joint,” so arthritis (arthr- = joint
+ -itis) is inflammation of a joint such as the knee. Inflammation of
a joint means that it is swollen, tender, warm to the touch, or red.
This is the reaction of a joint such as the knee or wrist to being at-
tacked by a germ, a foreign body such as a needle accidentally
stuck into the joint, or an immune insult such as penicillin sensitiv-
ity, causing serum sickness and arthritis. The main -itis diseases
we’ll discuss are rheumatoid arthritis and ankylosing spondylitis (arthritis
of the spine), but remember, there are at least a hundred more.

When you see -osis at the end of a word, it means an abnormal
general condition that is not an inflammation. Thus, osteoporosis
refers to an abnormal condition involving loss of calcium in the
bone. Osteoporosis is a potentially serious problem among post-
menopausal women because the loss of calcium weakens the
bones and can cause fractures. We’ll discuss ways to control osteo-
porosis in chapter 5. 

Last, there is osteoarthrosis, or osteoarthritis (OA). Many people
call it “old folks’ arthritis” or degenerative joint disease, but it can
happen to younger folks, too. Both terms mean an abnormal gen-
eral condition that produces degeneration of the bone (osteo-) or
joint (arthr-) and generally occurs in people as they get older. OA
also occurs secondary to injury from diseases such as rheumatoid
arthritis or infections. 

Studies of the progress of rheumatism (rather than the causes)
show again and again that your ability to function in life is more
useful to you and your doctor than expensive lab tests and X rays.
In other words, how you feel is how you are.

Dr. Leigh Callahan of the University of North Carolina and
Dr. Ted Pincus at the Vanderbilt School of Medicine in Nashville
have devoted years to studying hundreds of patients with many
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different kinds of arthritis, and they conclude that the best way to
tell how you and your arthritis are progressing is by how well you
function and what you can do. This doesn’t mean that X rays and
lab tests are not important; they are, but living well and healthily
(and following the advice we provide in this book) will help you
live a fuller and happier life more than the results of any test ever
devised will. 

Most of us having joint or muscle pains have no earthly idea of
why we are hurting, and if it doesn’t last too long, we really don’t
care. But when the pain doesn’t go away, we need to get serious
about it. If you are at the stage where you are serious about your
struggle and have found the answer with your doctor, then you’re
in good shape to move forward with your diagnosis for a better
understanding of your situation.

THE ARTHRITIS SOURCEBOOK
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1
Rheumatoid Arthritis

Driving to work with the windshield wipers beating a
monotonous rhythm as they swished the rain from her field of vi-
sion, Charlotte rubbed her stiffened fingers and stretched them to
get them moving. She squeezed her calf muscles, winced, and
rolled her ankle to try to get comfortable, thinking to herself, I
don’t know what idiot said that life begins at forty. Give me a break.

By midmorning, Charlotte was already bone tired and snapped
at her secretary when she accidentally interrupted Charlotte on
the phone. As she stood up, her muscles just couldn’t seem to get
it together and were stiff until she started moving.

Two months later, after playing the first set of tennis at the For-
est Club, Charlotte had to rest at the gazebo. She noticed that her
knees were warm, swollen, and tender. Her friend Ria sat on the
bench beside her and said, “Charlotte, you need to get your act
together and go to the doctor to find out what’s wrong. You’re no
fun anymore, and you move around like an old woman.” 

5
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What Rheumatoid Arthritis Is

Rheumatoid arthritis (RA) is an active, inflammatory, peripheral, sys-
temic, symmetrical arthritis afflicting three women for every man.
Now let’s break down this medical jargon. Active means that RA is
an ongoing process that lasts for years. In general parlance, inflam-
matory means fiery or provocative, but here it means swelling, red-
ness, tenderness, and pain in your joints. Peripheral tells us that RA
involves mainly the joints of the arms and legs, and in particular
the fingers and wrists. Systemic means that RA, unlike osteoarthri-
tis, affects the heart, lungs, and eyes of some patients in addition to
the musculoskeletal system. Symmetrical is the key in distinguishing
it from other kinds of arthritis. RA usually involves the same joints
on both sides of the body: the knees, the wrists, or the joints of
the fingers, for example. Add to this definition stiffness of joints
after inactivity and the requirement that arthritis lasts six weeks or
longer in the same joints, and we have the official American Col-
lege of Rheumatology definition of rheumatoid arthritis.

RA is one of the most common forms of arthritis. It affects
mainly women in their forties, but it can also occur in children
and in seniors over sixty-five years of age. It is an equal opportu-
nity condition, affecting rich and poor alike. Two to three million
Americans have RA (1.5 million women, 600,000 men). Arthritis
occurs more than half of the time in the fingers, wrists, shoulders,
knees, and ankles. Besides pain in the joints, it also causes trouble
in other parts of the body, although involvement of the upper
spine or lower sacroiliac joints is unusual. 

Recognizing the Symptoms 

The vignette about Charlotte, who experienced an onset of fa-
tigue, irritability, inactivity stiffness, muscle pain, and symmetrical
joint swelling, pain, warmth, and tenderness, illustrates the most
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common startup of this often capricious and potentially disruptive
disease. But while RA most often starts insidiously like Charlotte’s
arthritis did, for some people it strikes like a sledgehammer, hit-
ting in one day and encompassing not only inflammation but also
fever, lumps under the skin (called rheumatoid nodules), muscle
weakness, and loss of joint motion. In RA, the lining of the joint,
called the synovium, becomes inflamed, resulting in pain, stiffness,
warmth, redness, and swelling. Inflamed cells release an enzyme
that may digest bone and cartilage.

One of the most common symptoms of RA is fatigue. The pain
of joint and muscle involvement is reason enough for fatigue, but
even beyond that, people with RA are bone tired after just a few
hours in the morning. Inability to sleep properly is common and
contributes to this fatigue. Indeed, fatigue is one of the most impor-
tant obstacles challenging you in taking control of your body and life.

Morning stiffness or inactive stiffness is also a prominent feature
of RA. When it first happens to you, it’s a little frightening. If
you’ve been sitting for a while, standing up is suddenly difficult.
There is a “gelling” of your muscles and joints, although this is
not due only to pain. It may disappear after you move your mus-
cles for a minute or two, but for some people it can last for many
hours. Sometimes trying to get out of bed in the morning is im-
possible because of morning stiffness. 

You may have already found that your stiffness and pain are
worse when the weather changes seasonally or even daily. In some
people, it is just before or just after the change! You become the
weather person for the family. This is not a piece of foolishness; it
is true. Studies in climate chambers show that a sudden drop in
the barometric pressure or a sudden rise in the humidity does pro-
duce increased stiffness and pain in many people with arthritis. It
is not specific to RA because it also occurs in many people with
old injuries to joints. 
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Another prominent feature of RA is the rheumatoid nodule.
These are painless lumps you can feel under your skin. They occur
on the bony part of the forearms, around the ankles, or even the
pulp of the fingers. Some doctors think they are lumps of inflam-
mation around small blood vessels. These lumps rarely cause prob-
lems and usually last only a few months. The nodules can occur in
other rheumatic diseases as well.

Inflammation is another symptom and can lead to injury to the
joints. However, months and even years can pass before sufficient
injury to the joints shows up in X rays. Your doctor may wish to
take X rays anyway for two reasons: to rule out injury or other
diseases, and to have a baseline for later comparison. So don’t feel
put upon; it’s probably a good idea.

More than the joints are involved in RA. Inflammation of the
tendons, muscles, and tissues around the joints also causes trouble
by reducing your lifestyle and functioning due to pain. Injury to
these tissues also can cause deformity and problems with joint mo-
tion and strength. To help you understand the jargon, remember
the -itis and -algia terms. Inflammation of a muscle is myositis, and
pain in a muscle is myalgia. Inflammation of the tendons is tendinitis,
and pain in a tendon is tenalgia, but for some reason no one uses this
term. The soft tissues around the joints can be affected by fibrositis.

Rarely, RA afflicts the large organs of the body such as the
lungs, liver, kidney, arteries, and heart. The skin can also develop a
variety of rashes and discolorations that are not serious. 

We need to spend a little time talking about your inflamed and
swollen joints. Feel your knee or fingers that are swollen. The first
thing you notice is that they are tender to the touch. They are also
probably a little warm, but not red. Notice how thick and boggy
they feel compared to your other joints that are not swollen. This
thickness is inflammation of the joint capsule, or covering of the
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joint. You may feel a squishy sensation when you push on the
joint. This is the fluid that is inside the joint capsule. The fluid can
cause pressure on the cartilage that covers the ends of the bone.
This pressure, plus the inflammatory cells and chemicals in the
fluid can cause injury to the cartilage and even to the bone. As
these changes occur, the muscles and tendons around the joint be-
come weak from pain and less frequent use, resulting in loss of
motion and contractures. It is wise to pay close attention to this
problem and enter into an aggressive treatment program if you
want to keep functioning the way you expect.

The rheumatoid factor (RF) is another feature of RA. It is an auto-
antibody (auto = the human body; + antibody = the immune system
of the body fighting off an outside antigen). The RF test is impor-
tant because at least eight out of ten people with RA test positive
for RF. However, RF also occurs with other conditions and dis-
eases and is therefore not completely indicative in a diagnosis. Para-
doxically, some experts think it causes injury to the joints, while
others believe it is how the body fights off RA. Either way, it makes
little difference to most people. If you are RF positive and have
chronic arthritis, the chances are overwhelming that you have RA. 

Other laboratory blood tests conducted on people with RA
often reveal a mild anemia. One test, called the sed rate, or erythro-
cyte sedimentation rate, is elevated in inflammatory diseases and is
used by your doctor as a guide to monitoring the activity of your
disease. You will also hear of a test called the ANA, or antinuclear
antibody test. This test is positive in people with lupus, another
rheumatic disease that usually affects young women, but one out
of ten people with RA also have a positive ANA. The level of the
positive test is much lower than that seen in people with lupus.
Another test you may hear of is the parotid (salivary) gland scan. This
is a nuclear test used to evaluate swelling masses around salivary
glands. Such swelling may be an indication of Sjögren’s syndrome. 
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Knowing the Patterns  

RA is usually active for six to eight years and then levels off.
However, if you still have arthritis two years after onset, the
chances are that you’re going to have continuing joint problems,
and you will need to follow a program of care for yourself such as
the one suggested in this book.

Some people, however, are more lucky. Your chances are about
one in five that you will have RF negative arthritis and, therefore,
your course of illness will be milder. You may also have intermit-
tent remissions of swelling that lasts more than one year, and your
periods of inactive arthritis may be longer than those in which
your arthritis is active.

Several rheumatologists have observed that a small group of pa-
tients who have onset of RA after age sixty also have a milder
course of illness with more remissions than do younger patients
with RA. Others note that perhaps one in ten RA patients have
remissions after the first bout and no further trouble afterward.

Investigating the Causes

In truth, no one knows the causes of RA. However, it is especially
important to know that you did not cause your rheumatoid arthri-
tis. Neither your lifestyle nor anything you might have taken has
induced it. Several rheumatologists were asked to comment on
this. Their answers were remarkably similar. Each tells his or her
patients that they must not feel guilty that they somehow did
something wrong and developed RA. 

Many doctors and scientists believe a virus or a bacterium may
trigger RA in those who have a genetic predisposition to the dis-
ease. The Arthritis Foundation and the National Institutes of Al-
lergy and Infectious Diseases (NIAID) of the National Institutes of
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Health (NIH) have joined forces to establish the North American
Rheumatoid Arthritis Consortium (NARAC) to learn more
about genes that play a role in RA. The first goal of the NARAC
over the next three to five years is to collect medical information
and genetic material (DNA) from 1,000 families across the United
States in which two or more siblings developed RA between the
ages of eighteen and sixty and have at least one surviving parent.
Seven out of ten people with RA are found to have a particular
inherited chemical marker (antigen) on the surface of almost all of
their cells. By comparison, fewer than three out of ten nonaf-
flicted people have this antigen, which seems to indicate some
kind of correlation. In addition, there are many families like
Kathy’s who have had several generations with RA. There are so
many associated factors that it is difficult to make any sense of it.
The truth is that there are undoubtedly several factors that must be
present before RA occurs.

One of the keys is the immunogenetics of RA. When attacked,
the immune system of the body somehow turns on itself and pro-
duces chronic inflammation of the joints and other tissues. If you
get a thorn or a large splinter under your skin, the skin around the
area becomes red, then warm and swollen. Fluid and pus form as
the body attempts to get rid of the foreign body. Many chemical
and immune reactions are produced by the cells of the body to
make this happen. The body reacts pretty much the same way in
trying to get rid of any foreign body, and the immune system of
the body manufactures antibodies to help get rid of them. Germs
causing infection are attacked in the same way. As explained ear-
lier, in rheumatoid arthritis the body creates autoantibodies that
attack the joints, causing redness and swelling in the lining of the
joints. Fluid and pus cells pour into the joint space. Again, your
system is trying to get rid of a foreign body; only in the case of
RA we can’t seem to find out what the foreign body is. 
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Many associated factors and events also occur at the onset of
RA that are important to understand.  The first is that RA occurs
in women three times as often as in men. Even more startling is
that when women with RA become pregnant, not only do they
get better, but the disease often goes away completely. It is as-
tounding to see a young, fatigued woman with swollen, stiff, and
painful fingers and joints, suddenly blossom into a smiling, happy
person able to move normally a month or so after becoming preg-
nant. Unfortunately, six weeks or so after her baby is delivered, the
arthritis returns, sometimes with a vengeance.

Second, RA is associated with various infections at the onset of
illness. Because it is natural to assume that if something happens
just before or at the same time that RA begins, the number of fac-
tors that are said to cause it are legion. Almost every infection you
can imagine has been implicated—strep throat, mononucleosis,
many other viruses, and other microorganisms. But it is increas-
ingly clear that many infections can trigger the onset of RA. 

However, it also appears that severe stress plays a role. The death
of a family member, a divorce or separation, loss of a job, or a sig-
nificant injury can all trigger the onset of RA. One teenage pa-
tient of mine experienced the onset of his arthritis when he fell off
the back of a moving truck. Miraculously he didn’t break any legs,
but from that moment on he had serious and crippling arthritis.

Cold, wet weather can also trigger RA in those who are genet-
ically predisposed. Rheumatologists generally claim that about
two-thirds of people with RA begin their disease in the winter,
and infections are certainly more common in the winter. 

Determining the Prognosis

Your attitude toward life, RA, and how you handle both have
more to do with your prognosis and outlook than all the facts we
are about to discuss. Taking control of your destiny, remaining
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active, and exercising will have a greater effect on how well you
function than most any therapy. 

RA is a burn-in, burn-out disease. With active arthritis, the
swelling, pain, and tenderness progresses in starts and stops for
about six to eight years. You’ll have bad days, weeks, or months.
You’ll have days where the stiffness and pain make you want to
stay in bed, and other days when you can jump out of bed with-
out any problems. 

In the worst-case scenario, you may experience a leveling off
after a few years, just when you think it will never end. The
swelling goes away, and you forget how long it’s been since bad
weather laid you low. You are, however, left with whatever dam-
age and injury RA did to your joints during those first years.
Much of this damage is due to osteoarthritis and damage to carti-
lage secondary to RA. You may have difficulty pulling up socks or
twisting off bottle caps. It may also be tough to walk. 

If you are in this category, the active exercise program we en-
courage you to follow, and other aggressive treatments of your
RA, may enable you to carry out the normal activities of life.
Your attitude must not allow you to give up. 

What does all that mean between the lines? It means that some
people with RA will inevitably have much injury to many joints,
muscles, and tendons. The weakness and pain from these deformi-
ties will restrict their activities more than they would like. Having
said that, however, let us add that how you function depends on
how you feel, and it really doesn’t make any difference what your
X rays look like or what the RF test result is. You may need to
consider surgery and joint replacements, which we’ll discuss in
chapter 18. Overall, even if you have a case of arthritis, there’s a
lot you can do to change your situation. RA rarely causes trouble
in other parts of the body, such as the blood vessels, lungs, liver,
heart, and kidneys. Insurance companies may have a fit over a
slightly increased mortality in RA, but the reality is that you
should not lose any sleep over it. 
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But that’s the worst-case outlook. Let’s now talk about the
best-case scenario for you. One in four or five people with RA
will have an initial bout of arthritis but within two years will be
free of arthritis and have no more trouble. People in this group are
more likely to be RF negative.

A Course of Treatment

Let’s dispose of two myths about the treatment of arthritis. Both are
blatantly wrong.

MYTH 1: There’s nothing you can do about arthritis, so why bother?
Over the past twenty years, most of the rheumatologists I know
recognize that we now see few long-term RA invalids. Things
have changed since more aggressive treatments came about,
whereas earlier many people with RA ended up in bed full-time. 

Why? One principal reason is the widespread use of non-
steroidal anti-inflammatory drugs (NSAIDs) and other medicines
(which we’ll talk about in chapter 10) that can reduce pain
enough to allow RA sufferers to function better in life. They also
sufficiently reduce the inflammation of the disease in the joints to
allow greater mobility.

MYTH 2: Staying in bed will save my joints from injury.
On the contrary, keeping active and living life to its fullest is the
key to doing well. This does not mean going to bed and staying
there. We now know that staying in bed full-time results in
weaker, smaller muscles as well as the loss of calcium from the
bones, which can lead to fractures and other problems. The joints
get stiff and quit moving. For a long time doctors thought that as
folks get older they lose muscle mass and get fatter and certainly
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weaker. But an interesting study done with senior citizens over age
seventy contradicted that view. The participants in that study exer-
cised in a class for about twenty minutes three times a week doing
aerobics and other movement exercises, while a control group did
what they usually did—watch TV or play bingo. In six months
the exercise group was not only more agile but gained over 10
percent in muscle strength and mass and lost over 10 percent in
body fat. So much for casting medical facts in stone. We’ll discuss
exercise further in chapter 13.

In short, the cornerstone of your treatment program is to func-
tion as normally as possible. Take charge of your RA and intelli-
gently use and coordinate the services of a wide variety of people.
Get in partnership with your doctor—preferably a rheumatolo-
gist—who will be a partner with you in planning the best lifestyle
program for you. You want to be as active as possible, although you
do need to balance active exercise with rest. Fatigue is a big problem
early in the disease. Medications can reduce the synovitis, or inflam-
mation of the joints, as well as reduce your pain. These two actions
allow you not only to get around but to actively exercise and keep
up your strength. Chapter 11 will focus on these medications.

I promised you earlier that we would help with your stiffness,
and we’ll do it in detail in Parts 2 and 3, but for now you should
know that NSAIDs sometimes do the trick. Other tricks that help
include sleeping on a waterbed or taking warm baths in the early
morning. Getting up and moving around every once in a while
sometimes cuts stiffness off at the pass. In addition, proper nutri-
tion is essential. Unless you are taking in enough of the proper
foods, you will only get weaker. There are no special diets that
cure arthritis. We’ll provide you with ground rules about diet in
chapter 14.

You may need splints at times to keep joints such as the wrist
from drifting at an awkward angle. There is catalog after catalog of
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assistive devices that will make life easier if you have weakness and
pain in your hands, for instance. My favorite is a special bottle-cap
opener—it’s so handy that I use it, and I don’t even have arthritis.
We’ll clue you in on this and more in chapter 16. Finally, just in
case you are in that group who has serious injury to hips, knees,
or other joints, orthopedists have done a spectacular job in return-
ing bedridden RA sufferers to pain-free, near-normal walking
with joint replacements. 

Now that you know the ground rules, move forward on the
path to taking charge and making life with RA more enjoyable
for you.
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2
Osteoarthritis

One day at the Forest Club I arrived late for my tennis game and
found that I had left my size 13B Reeboks at home. My solution
was to play in socks. I started out well enough on the limestone-
and-clay court, but after a set of running and skidding in the dirt,
the heels and balls of my feet cried for mercy. I had to stop for the
day, and my poor feet were swollen and painful for the next week.
I thought that since our ancestors spent their days barefoot, I
could do without the air cushion of my $50 tennis shoes for a
couple of hours. Not true.

This was my personal lesson in the value of a shock absorber or
cushion for the feet, especially my seventy-one-year-old feet. The
body understands this need too, and nearly every joint of our bod-
ies has a cushion or shock absorber for all that bouncing and
bounding about that we do daily. If we didn’t, the bones of the
knee, the ankle, the elbow, and every other joint would grind
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each other to pieces. This shock absorber is called cartilage. (Ani-
mals have it too, of course, and we know it as gristle.) It covers the
ends of the bones and is full of water and elastic tissue that gives so
well when you jump on it that you could patent it for a waterbed if
you could figure out how to manufacture it. Every time you jump
up and down, the pressure exerted on your hips or knees is four to
eight times your weight, and the only way for the body to tolerate
this load is for the cartilage to absorb the enormous pressure by
squeezing together like a sponge and then rebounding to its origi-
nal shape. It does this over and over again for your entire life.

Like everything else in our bodies, however, cartilage sooner or
later wears out or can be injured. For instance, a ring of cartilage
with fluid in the middle is located between each of the backbones
as a cushion for the spinal column. Sometimes, the ring of carti-
lage is torn and the fluid leaks out. This is called a ruptured disc and
it is extremely painful.  

What Is Osteoarthritis?

There are many reasons why cartilage injury occurs, but when it
does, the injury progresses to loss of this protective shock absorber.
Bone rubs against bone, causing osteoarthritis. OA, one of the
oldest and most common types of arthritis, is a disease of the carti-
lage and leads to injury of the joint. It is not due simply to wear
and tear or old age. Some physicians think of it as the end result of
any injury to a joint. Osteoarthritis is split into idiopathic or primary
OA. We have no explanation as to where it comes from or what
causes it. Secondary OA means that a specific joint injury (such as a
football injury or an infection) or other joint disease (such as RA)
occurred. Other causes of secondary OA are congenital defects of
the joint, and metabolic disorders (such as gout) that cause injury
to the cartilage and joint. 
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Several theories exist about the cause of OA. One is that an ab-
normal release of enzymes from cartilage cells occurs, leading to a
breakdown of cartilage and joint destruction. Another theory is
that some persons may be born with defective cartilage or with
slight abnormalities in the way joints fit together, which may cause
cartilage to break down as a person ages.

OA is not like RA in that it does not affect symmetrical parts
of the body. Three main areas of the body are affected most often:

1. Fingers: Heberden’s nodes look like the bumps you got on the
end of your index finger from holding your pencil so tightly in
elementary school, except that these can develop on any finger
and on both sides of the nail. Heberden’s nodes are made of
cartilage and bone. Most of the time they are painless and only
cause cosmetic problems. However, sometimes they develop
suddenly and are painful and tender. The joint at the end of the
finger can also be swollen, red, and tender. Called nodal OA,
this form occurs in women older than forty-five by a ratio of
10:1 over men in the same age group. It is thought to be
hereditary and dominant.

2. Hip and knee: OA of weight-bearing joints occurs more fre-
quently in men and may be due to the types of heavy physical
work done more often by men. The injury to these joints can
at times be severe enough to require joint replacement.

3. Spine: The joints connecting the upper parts of the spine to-
gether and the joints of the spine itself can develop OA. The
chief problem in the spine is when the bony spurs impinge on
the nerves, causing pain or loss of function.

Osteoathritis afflicts as many as 40 million people in the coun-
try. It affects more women than men and is responsible for 7 mil-
lion physician visits per year. A national health survey showed that
it can begin as early as the second decade of life, and by the fifth
decade 90 percent of us have at least some visible changes in our
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cartilage, although one in five of us actually has moderate or se-
vere disease due to OA. It is another equal opportunity condition,
with men generally affected as often as women overall. However,
there are subsets of OA in which women and men differ in fre-
quency and type. Women have OA of the fingers more often,
while men have OA of the knees and hips more often. Some doc-
tors believe that the lifestyles of both men and women account for
the differences. However, women with nodal OA in the fingers
are thought to have an autosomal, sex-influenced, dominant gene
directly related to their OA.

Where you live seems to be a factor. The warmer the climate,
the worse it is. Eskimos and other ethnic groups living in cold en-
vironments have less OA. Weight also has an effect: OA of the
knees is worse in obese people, although part of this problem may
be caused by a sedentary lifestyle or a diet of saturated fats. Since
four to eight times your body weight presses on your knees when
you are jumping or climbing stairs, it only makes sense that every
pound of extra fat adds four to eight pounds more stress on the
knees and hips.

Another category of people prone to OA are hypermobiles, peo-
ple who can bend their ankles around their necks or do a split
with one leg straight in front and one in back, or kids who can
bend their thumbs back to touch their forearms. This hypermo-
bility is useful for ballet, gymnastics, or diving, but such misuse
and overuse can cause injury to the joints and bring on OA earlier
than in other folks. My wife and I have a hypermobile daughter
who was a national and collegiate diver for ten years, but now, in
her mid-twenties, she has chronic back pain.

Some activities of life also seem to cause more OA in certain
parts of the body. I mention this to remind you that you need to
pay attention to the proper use of joints. People engaged in heavy
lifting occupations such as mining have a lot more OA of the
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knees and hips than do office workers. Women employed in
weaving jobs often develop OA in their favored hand.

People frequently ask me, “Then why do you push me to do
all that exercise?” The primary reason is that research has shown
that runners have little evidence of injury to the cartilage of the
joint, so running is actually good exercise for many people. How-
ever, if your joints swell after jogging or walking, listen to what
your body is telling you, and exercise some other way.

Recognizing the Symptoms

Ironically, only about a third of people whose X rays show they
have OA ever have much pain or other symptoms. But if you are
one of them, here’s what to look for. Early on, aching pain in
your fingers or knees, for example, will occur after exercise but
will go away after you rest a bit. The painful joints may be stiff
only a few minutes at a time and usually aren’t warm or swollen,
but over a period of months or even years the occasional pain may
progress to continual pain after even minimal use and motion.
You’ll know it’s really bad when the pain wakes you up at night or
keeps you from sleeping. (This is where a waterbed comes in
handy; we’ll address this in chapter 15.) 

Eventually, as the cartilage is worn away more until bone
crunches on bone, a grating feeling or sound can be felt or heard
when the joint is moved. This is called crepitus. You may experi-
ence limitation of joint motion and pain upon motion. There will
also be localized tenderness where the joint is touched. At this
point there may be enough injury to the joint and the cartilage that
secondary synovitis ensues, causing a disconcerting warmth and
swelling to the joint, known as erosive inflammatory osteoarthritis.

You may also develop osteophytes, which are outpouchings of
bone at the edges of joints such as the knee and spine. Nerves that
connect the spine to the muscles can be injured when lumps of
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bone, or osteophytes, form at the edge of the joints of the spine,
and these osteophytes can squeeze the nerves, causing severe pain.
These hard lumps can form on the edge of the knee, for instance;
they can be tender and are also responsible for the bony enlarge-
ment in the fingers. 

As OA progresses, loss of motion of a joint or joints becomes
more and more of a possibility. Many internal changes are happen-
ing: an uneven surface of the joint can develop due to loss of car-
tilage on one side, with muscle spasms around the joint due to
pain, a shortening of tendons and muscles, and osteophytes. In a
few individuals, serious deformities of certain joints occur. Again,
however, most people with OA do not experience such serious
progressive crippling.

Laboratory tests for OA are a normal procedure but are not
useful except to rule out other conditions. X rays can show the
degree of injury to the cartilage and bone. Although the cartilage
does not show up on X ray because it does not have any calcium
salts, when cartilage is injured and the cushion is reduced in size,
the joint space is reduced on X ray, allowing the doctor to deter-
mine the extent of injury. Unfortunately, these findings are not
helpful early in the condition, since they can only be detected
after significant loss has already occurred. 

Investigating the Causes

As I have said, many factors seem to contribute to OA, with ge-
netics, aging, trauma, and chemical changes in the body among
the most important. Obesity or local inflammation of a joint is
also closely associated. If OA is indeed the end result of any joint
injury, nearly any possible cause may be valid. However, recent
studies point to a genetic predisposition. In a few people, OA ap-
pears in X rays as early as the teenage years. Aging is certainly a
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factor, and it may be true that in different people the cartilage
simply wears out at different ages. Nothing is forever. We know
that the appearance of OA is more frequent as we get older.

Trauma may be as important a cause as genetics and aging. We
know that a blow to a joint from an athletic injury, for example,
can produce pain and changes many years after the main injury
occurred. Similarly, it can be argued that OA of the fingers is
often due to a life of repeated-motion injury, as in women who
work in weaving factories. We also know that impact injury is an
important cause of damage to cartilage. This is probably why base-
ball, basketball, and diving injuries are so frequently associated
with secondary OA. 

The numerous chemical reactions of the body that control the
metabolism of cartilage in the joint can misfire at any time and
cause injury to the cartilage. For example, if the manufacture of
new cartilage and elimination of old cartilage are altered when
chemical enzyme digestion (chemicals that break down cartilage)
goes awry, or when an inflammatory disease begins, then OA can
result. Researchers are trying to develop a test that will detect the
breakdown of joint cartilage.

In one animal study, a cartilage growth factor substance
called transforming growth factor beta (TGFß) was combined
with fibrinogen, which acts as a glue to hold TGFß to damaged
cartilage. Various concentrations of this mixture were surgically
inserted into several groups of animals. After one year, the animals
had formed new cartilage and healed defects. Researchers think
that TGFß causes cells that make cartilage to multiply and cells
that break down and destroy cartilage to slow down. No studies of
this process in humans have yet been conducted, but the results in
animals are encouraging. TGFß has been used in people to help
skin to heal.
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Determining the Prognosis

Before beginning the task of writing this book, several people
with long-standing arthritis were interviewed to find out what
lessons they wanted to impart. The single universal lesson they
learned was that there is life during and after arthritis. You must
stay with the mainstream of life and take control of your arthritis
rather than letting your arthritis control you. As mentioned be-
fore, the vast majority of people develop OA as they get older, but
only about a fourth get worse in terms of increased pain, defor-
mity, instability, and decreased function. 

Can you do something about it if it happens to you? Yes, of
course you can. OA need not continue to get worse and worse. In
many people, it progresses to a certain point and then remains the
same. It is not true that if you have nodal OA of the fingers in
your forties that you’ll have a worsening of the disease in your six-
ties. The ultimate outlook of primary OA depends on where it is
located and how bad it is. If you have OA in the fingers, unless
you’re a concert pianist or a heart surgeon, you can probably make
do. However, if you have it in the legs, your hips and knees can
become so painful or unstable that joint replacement is necessary;
but at least you can do something about it.

Spinal OA is perhaps the worst because in a few people the os-
teophytes growing from the edges of the joints of the spine
squeeze the nerves and cause pain and weakness in the arms or
legs. Surgery may be needed to ream out the bone to relieve the
pressure on the nerves. Don’t cringe too much—this doesn’t
happen very often.

A Course of Treatment

In the interviews conducted with people with arthritis, virtually
everyone said that the main thing they wanted to convey is that
exercise is truly helpful, especially swimming. Dr. Rollie Moskowitz,
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a rheumatologist famous for his work with OA patients, offers this
advice: “There are too many don’ts in life, but one do is to remain
active and to exercise.”

I therefore heartily recommend that you hook up with an exer-
cise trainer at a YMCA or health club to plan a program for you.
You don’t necessarily have to be a member of a health club to hire
a trainer, however. Many trainers work independently for a fee.
Ask at the health club or YMCA for names. If you have access to
a pool, use it, because the water’s buoyancy protects your joints
from impact injury. If you don’t have access to a pool, use the
equipment found in professional gyms such as exercise cycles and
Stairmasters. Walking is great, but in my view it’s a distant third to
these other two forms of exercise. (For details about exercise tools
and equipment, see chapter 13.) Therapeutic exercises for specific
joints such as your fingers should be done under the guidance of
your doctor and physical therapist at a clinic or hospital. If you
don’t get the right information there, ask your exercise trainer.

A proper lifestyle is vital. The way to feel better and be health-
ier is to get the right amount of rest, eat the right foods in the
right amounts, and lay off those three-martini lunches or dinners.
Smoking is a guaranteed way to leave this life earlier than you
plan. Be sure you’re a member of the flock that thinks Coke™ is
only a soft drink and nothing more. 

There are also many assistive devices to help you partake in the
joys of daily life. Even if OA causes you to have limited motion
and strength, there are still lots of ways to do what you want to
do. There are devices that will open not only cans and bottles,
but also car doors and kitchen doors. Thanks to handy remote
controls that turn on and off everything from the TV to the mi-
crowave to the garage door, it’s really shaping up to be a good era
for people with limitations due to arthritis. With the new disabil-
ity laws, curbs, steps, and stores are going to be more arthritis-
sufferer  friendly. Probably the most helpful device is the simplest
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and oldest—the walking cane. If you use one, be sure that it’s the
right length. The salesman at the store can measure that for you.
It’s also good to take advantage of stores that offer grocery delivery
services to people who have trouble getting out. (For more infor-
mation, see chapter 16.)

You can also obtain pain relief by taking acetaminophen or
Tylenol™-like drugs, which are recommended by many rheuma-
tologists. However, inflammatory arthritis is probably more com-
mon than everyone lets on, and for this reason the nonsteroidal
anti-inflammatory drugs (NSAIDs) such as aspirin, Advil, and
Naprosyn® help relieve pain in or near joints not responsive to
Tylenol as well as relieve the swelling of inflamed joints. Local in-
jections of cortisone derivatives into selected joints are sometimes
used to temporarily relieve painful and swollen joints. Sometimes
it is difficult to know whether removing the fluid helps or if
NSAIDs are better. In any event, we suggest that you use injec-
tions sparingly. Chapter 10 provides more details about this and
NSAIDs in general.

An interesting alternative therapy to relieve or help relieve
joint pain is chondroitin sulfate and glucosamine. An old col-
league of mine, a retired foreign service diplomat in his late sev-
enties, loves to play tennis. He reluctantly gave it up because of
pain in his hips and knees from OA. He heard about glucosamine
and chondroitin sulfate from a friend and took the pills and cap-
sules orally for three months or so. His pain disappeared to the
point that he is playing tennis again a few times each week. If he
stops the medicine for a week, the pain returns. It seems to work
for some folks—it might help you.You will find a more complete
discussion of glucosamine and chondroitin sulfate in chapter 14.  

Recently, the FDA approved what they call viscosupplements
to replace hyaluronic acid for OA sufferers with painful, swollen
knees. Hyaluronic acid thickens joint fluid and protects the
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cartilage from injury. Injections into the knee of hyaluronic acid-
like compounds (Hyalgan™ and Hylan™) over a period of time
relieve pain. The procedure is only approved for the knee, but it
probably would work in other joints. Stay tuned.

Finally, surgery is considered as a therapy for OA. It is seldom
needed, but when recommended, joint replacement of hips and
knees have been a godsend for people with OA and many other
kinds of arthritis. The relief of pain and improvement of motion
has renewed life for hundreds of thousands of people in the past
twenty years. Chapter 18 will discuss surgery in greater detail.
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3
Fibromyalgia

Fibrositis, Bursitis, Tendinitis, 
and Related Ailments

Penelope, sitting erect on the edge of her chair, nervously crossed
one knee over the other while smoothing the material of her
green linen suit. She looked directly at the doctor and said, “I
know I’m probably being presumptuous, but you’re the tenth
doctor I’ve seen, and I really need some help.” Rushing on, not
giving her doctor a chance to interrupt, Penelope added, “My
husband’s about to give up on me; I’m in my late forties; I hurt, it
seems like everywhere, at some time during the day. And another
thing—I’m so stiff in the morning, and I’m so tired that I feel like
I haven’t even been to bed. Even worse, I just sit around the house
and mope.”

Smiling, Dr. Mary White held up her hands, to form a T for
time out. She said, “Hey, slow down, you’re with a friend now.
You hurt. I believe you. Now let’s figure out how to help you.”
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What Is Fibromyalgia?

Fibromyalgia is a syndrome distinguished by chronic pain in the
muscles, ligaments, tendons, or bursae around joints. It is called a
syndrome because it includes a set of conditions that always occur
together. The term fibromyalgia comes from a combination of three
Latin words. Fibro- (fibrous, for the soft tissues of the body under
the skin, especially around the joints, including tendons, and liga-
ments), my- (myo, for muscles), and -algia (pain) mean pain in the
supporting tissues of the body, such as tissues around the knee or
muscles around the shoulder. It is not a new disease but was de-
scribed as early as the 1700s. In 1904, it was named fibrositis and
in the 1980s renamed fibromyalgia. 

People sometimes write about fibrositis and fibromyalgia in the
same sentence, but the terms mean the same thing. It is important,
though, to mention that there is a big difference between general-
ized fibromyalgia and local pain in tendons (tendinitis), bursa (bur-
sitis), or muscles (myositis). These localized areas of pain or
inflammation are either secondary to a disease such as rheumatoid
arthritis or caused by misuse, overuse, or underuse.

Fibromyalgia syndrome (FMS) is not a true form of arthritis
because it does not affect the joints. It is instead a type of rheuma-
tism of the soft tissues or muscles. Rheumatism is the term for
pain and stiffness associated with arthritis and other disorders of
joints, muscles, and bones. FMS is often confused with chronic fa-
tigue syndrome (CFS) because both involve generalized pain and
have other symptoms that are similar.

Fibromyalgia is a common disorder affecting 5 million people
in the United States and about 1.5 percent of the populations of
other countries where it has been studied, such as Canada, Scandi-
navia, Germany, Italy, and the Netherlands. It has also been recog-
nized and studied in South Africa, Japan, and Israel and has been
observed in India, Pakistan, and Taiwan.
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Fibromyalgia is more common in women than in men.
Eighty to 90 percent of persons with FMS are women between
the ages of thirty-five and sixty. There is no cure for fibromyalgia
as yet. It can, therefore, persist into old age. It can also affect
children, occurring equally in preadolescent boys and girls.
About 20 percent of patients who go to rheumatologists for
treatment have fibromyalgia. It is the second most common ill-
ness seen by these specialists. Forty percent of persons with FMS
have a close relative with similar symptoms. It may, therefore, be
hereditary in nature.

In the past, many believed that fibromyalgia was just a psycho-
logical aberration because it has no visible signs and could not be
confirmed in laboratory tests. It is often misdiagnosed as arthritis
or chronic fatigue syndrome, or diagnosis is delayed because peo-
ple have symptoms often for as long as six years before receiving a
correct diagnosis. FMS is actually more prevalent than RA,
epilepsy, or multiple sclerosis.

The attitude toward fibromyalgia is changing. It now appears to
be a disorder of the neuroendocrine system involving chemicals of
the brain and blood that regulate how pain is perceived by the
body. These chemical imbalances are beyond the control of the
person who feels the pain.

Recognizing the Symptoms

Based on the research findings of twenty clinical investigators
throughout the United States and Canada, in 1990 the American
College of Rheumatology established guidelines for the diagnosis
of fibromyalgia. The guidelines are simple: widespread aching that
lasts more than three months and local tenderness at eleven of
eighteen specified sites. Laboratory tests and X rays are not re-
quired to establish a diagnosis of fibromyalgia.

Pain is the foremost symptom of fibromyalgia. It occurs in the
soft tissue and has been described as burning, gnawing, sore, stiff,
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shooting, deep aching, or radiating. The pain may vary in inten-
sity according to the time of day, weather, activity level, stress, and
sleep patterns. Usually a person is stiff upon awakening and may
hurt all over to the point of being unable to function normally.
Muscle spasms and cramping, more common at night, often keep
a person from sleeping soundly.

Tender points have become the hallmark for diagnosing fi-
bromyalgia (see Figure 3.1). These points which when pressed are
painful, are identical in all persons with fibromyalgia. Eighteen
tender points have been identified. All points may not be painful
at all times in every person. Tender points hurt only when pressed.
Some persons may not realize they have these points until a physi-
cian presses on them during examination. 

Sleep disturbances occur in 90 percent of persons with FMS.
The fourth stage of sleep, deep sleep, which is necessary for mus-
cles and other body tissues to regenerate, is deficient. Muscle pain
occurs, it is believed, because muscles are deprived of proper rest
in persons with FMS. The pattern of insomnia varies. Some may
have trouble falling asleep, may wake up often during the night
and be unable to fall back to sleep, toss, turn, and wake up earlier
than is necessary.

Fatigue, another symptom, may occur in the early afternoon or
all day long preventing normal functioning. At the end of the day,
a person may be completely exhausted and need a good night’s
sleep but because of sleep disturbances does not get that sleep.

Neurological symptoms occur in about one-fourth of persons
with fibromyalgia. Numbness and tingling in the arms and legs are
common. No one knows why these sensations happen and no
specific treatment exists for them. 

Forty percent of persons with fibromyalgia suffer from often se-
vere tension headaches as well as migraines.

Irritable bowel syndrome is another symptom that occurs in
about 30 percent of fibromyalgia sufferers. Intermittent bouts of
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diarrhea, constipation, cramps, bloating, gas, and other digestive
problems can be managed by adjusting the diet and using over-
the-counter medications.

Interstitial cystitis (IC) can also occur in women with fi-
bromyalgia. IC is an inflammatory disorder affecting the bladder
wall causing frequent urination, urgent urination, pelvic pain re-
lieved by urination, burning on urination, and difficult urination.
When it becomes the major symptom, a patient may be referred
to a urologist for treatment.

Some persons with fibromyalgia experience sensations of
swelling of the hands, feet, and ankles when no actual swelling is
noticeable.

Joint pain in the hands, wrists, elbows, neck, chest wall, hip,
knees, ankles, and feet is often reported by persons with FMS. The
pain is not actually in the joint but over the joint in the tendon.

One-third of persons with fibromyalgia report pain in the chest
wall particularly where the rib cartilage joins the breastbone.

Cold temperatures affect around 40 percent of fibromyalgia suf-
ferers. Small blood vessels overrespond to coldness changing the
color of the area from white to blue, then red. Tingling, pain, and
numbness may also be present.

Investigating the Causes 

Standard laboratory tests of the past did not show abnormalities in
persons with fibromyalgia. Physicians are now using tests that were
formerly only used in clinical trials. These newer tests are reveal-
ing and confirming laboratory abnormalities in persons with fi-
bromyalgia.

Chemical analysis of muscle tissue taken from fibromyalgia suf-
ferers reveals that high energy phosphate may be abnormal at the
spot in the muscle with the greatest tenderness when pressed.

One theory about muscle abnormalities is that muscles undergo
microtrauma during normal daily activities but are repaired during
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the fourth stage of sleep. In persons with fibromyalgia, restorative
fourth stage sleep does not occur properly. In addition, an insulin-
like growth factor, secreted by the liver upon release of growth
hormone by the brain, is deficient in fibromyalgia. So, muscle re-
pair may be delayed or defective because the fibromyalgia sufferer
does not fall into a deep sleep and the insulin like growth factor
that repairs the muscle during sleep is deficient.

Other theories about the cause of fibromyalgia involve physical or
emotional trauma, such as a car accident or virus, physical or sexual
abuse, stress, depression, or neurochemical factors acting as triggers.

Theories about the pain of fibromyalgia focus on the percep-
tion of pain and how the message of pain travels to the brain. The
pain of fibromyalgia is called allodynia, which means long-standing
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increase in pain perception. The pain threshold in fibromyalgia
appears to be lower. This may result from a malfunctioning trans-
mission of the pain signal in the nerves, spinal cord, and brain,
thereby magnifying the pain signal so a larger amount of pain is
felt than actually exists.

These are all theories about the causes of fibromyalgia. More
research needs to be conducted to determine the actual cause of
fibromyalgia and to provide an understanding of how it actually
works.

Determining the Prognosis

The good news is that people with fibromyalgia do not generally
have serious long-term arthritis or crippling ailments. In other
words, fibromyalgia is not the beginning of a serious rheumatic
disease. You may hurt a lot or incur chronic fatigue, but you will
not have to deal with joints that are damaged later. Many people
who have RA, OA, or something similar may have secondary fi-
bromyalgia, but the point is that they had RA first and fibromyal-
gia later, not the reverse. One puzzling aspect of the prognosis is
that when women with fibromyalgia become pregnant, the symp-
toms can go away during the pregnancy, just as with RA. 

A Course of Treatment

In general, though fibromyalgia waxes and wanes with the years, it
stays and stays and stays. This is an important factor for you to under-
stand because there are things you can do to get on with your life:
First, stop feeling sorry for yourself. Take charge of your life and set
goals. Start by getting out of bed, no matter how much it hurts. No
matter how tired you are, you can begin doing something. You
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must begin by building your endurance again. Many folks respond
that it’s well and good to give a pep talk about getting on with life,
and they agree that the pain is bearable. But—and this is a big
but—being constantly tired is what prevents a semblance of nor-
mal activity. So what do you do? We recommend swimming every
day with the AquaJogger as the best way to get started. This is a
water buoyancy belt that fits around your waist and holds you up
in the water. The belt costs about $50. There is also a videocas-
sette that outlines your workout in the water for about $20. The
AquaJogger is really useful, especially if you use it regularly and
consistently. On the first day, aquajog only a few minutes, then in-
crease the time daily to build up your strength and endurance. You
can order the AquaJogger by calling 1-800-922-9544. (For more
information on using the AquaJogger, see pages 168-170.)

The main reason for recommending water exercise is that the
buoyancy of the water reduces the pain and allows more pain-free
exercise. A hot tub and a steam room also may make you feel better.  

Next, ask friends, relatives, or even health professionals to help
you find a quality health club with first-rate and certified exercise
trainers. Have your trainer help you create an exercise program,
and follow the program every day for half an hour or so. After you
have a program, don’t feel locked in with a trainer forever. Once
you know the ropes, you can wing it on your own and limit pay-
ing the trainer to periodic sessions, since your health insurance
probably won’t cover it. File a claim for it anyway; some insurance
companies understand the necessity for exercise treatment.

The fourth thing to do is to make your sleep as comfortable as
possible. You may wish to consider a waterbed. Waterbeds have
come a long way in design since the early days; they now have
cylinders or tubes of thick vinyl about four inches wide running
lengthwise, and you can make them as firm or soft as you want,
anytime you want. They also have heaters for each side of the bed,
and the cost is about half that of a quality mattress and box spring.
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A 1989 Gallup poll among waterbed users and regular mattress
users revealed that the waterbed won hands down in relieving
back pain. Older people, in fact, are now the main buyers of wa-
terbeds. You can rent one at some places to see how you like it.
The purpose, of course, is to see whether you get more rest and
wake up rejuvenated instead of nonrejuvenated. 

Last, to counter pain, fatigue, and nonrejuvenating sleep, I
don’t recommend NSAIDs as your primary therapy. For whatever
reason, the aspirins, the Advils, the Voltarens®, and the Naprosyns
don’t really seem to work, nor do any of the other fifteen or more
NSAIDs on the market. Instead, you have to focus on exercise. 

The tricyclic medicines, however, are useful for people with fi-
bromyalgia. There are several medicines in the tricyclic group, but
you can’t take all of them. Ask your doctor about Elavil®
(amitriptyline) and Sinequan® (doxepin); both have several actions
and are principally used to help stressed people. They also have
physiologic effects on the nervous system that may explain the im-
provement in fatigue and nonrejuvenating sleep that occurs in
many people with fibromyalgia. The medicines are generally taken
at night, but you must be supervised by your doctor.

Other antidepressant drugs are also used: Prozac™, Paxil™,
and Zoloft™. They are called SSRI drugs. Some physicians com-
bine the tricyclic medicines with SSRIs. Restoril™ is another
medication used.

The Arthritis Foundation recently began publication of The Fi-
bromyalgia Wellness Letter. The toll-free number to request a free
trial issue is 1-877-775-0343. Each bimonthly issue has informa-
tion about the latest research studies, mind/body techniques and
other methods for coping with fibromyalgia, information and up-
dates about medicines, and many other subjects that will be of
interest to you. Give it a try. It’s eight pages packed with good infor-
mation every two months for $24.95.
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Integrative medicine (a combination of conventional and alter-
native medicine) is being touted as a relief for fibromyalgia. Al-
though regular body work is soothing, adding prescription
medications (used carefully) has been found to enhance the effect.

It remains unclear why fibromyalgia patients are extremely sen-
sitive to side effects, so cutting tablets into quarters or emptying
out half the contents of a capsule is a necessity. In addition to
Elavil and another antidepressant, Prozac, Flexeril® (cyclobenza-
prine) and Shelaxin have proven beneficial. The antidepressants
are prescribed solely for their effect on pain. Additionally, very se-
vere muscle pain sometimes requires a codeine derivative called
oxycodone (Vicodin). 

Selected nutritional supplements are very important in fi-
bromyalgia treatment as well. Published studies attest to the effec-
tiveness of combinations of magnesium and malic acid,
L-carnitine, and coenzyme Q10, along with a high-potency mul-
tivitamin/antidioxant combination. More dramatic relief of pain
can be obtained in minutes by an office procedure called trigger
point injections. A fine needle is used to inject a few drops (up to 5
milliliters) of a fifty/fifty mixture of lidocaine (a cousin to novo-
caine) and an herbal extract called Sarapin into each of the painful,
tender joints. Both of these medicines are in the Physicians Desk
Reference, and the procedure is reimbursed by most health insur-
ance companies, so in effect it cannot be called "alternative
medicine." However, because the combination is not yet officially
approved for fibromyalgia, conventional physicians remain reluc-
tant to use this treatment. 

Patients are said to feel immediate relief after the injections,
though the effect lasts only a few days. Still, a majority of patients
tested say that when the medicine does wear off, the pain doesn't
return to its original level of severity. Subsequent injections (espe-
cially in the neck and shoulders) can cause the pain to actually dis-
appear. Trigger point myotherapy is recommended as a specific for
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fibromyalgia. Although massage therapists can provide relief, the
addition of deep tissue massage and trigger point therapy can lead
to greater results. However, most naprapaths and chiropractors
who do some deep-tissue work are unavailable for a sixty-minute
session. 

In the long run, though, remember that the only person who
can help you is yourself. Plan an exercise program—preferably one
that includes the use of a pool—and start today. The later chapters
will point the way in more detail. 
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4
Ankylosing Spondylitis

The mention of ankylosing spondylitis (AS) immediately brings to
mind lower back pain. The two are so intertwined that the most
common complaint of people suffering from AS is back pain.
Whereas for most people back pain lasts a few days or weeks and is
due to misuse or overuse, with AS the pain lasts and lasts. Often it
is not until after three months that you realize that AS has crept up
on you.

What Is Ankylosing Spondylitis?

AS is a chronic inflammatory disease causing mainly arthritis of
the spine. The term is broken down to mean ankylosing (fused,
stiff, or rigid), spondyl- (spine), and -itis (inflammation). It was
thought to be a part of RA for many years, but now we know
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that it is related but separate. AS is an ancient disease of human-
kind and has been found even in Egyptian mummies. Some medi-
cal historical sleuths trace it back to some of our Darwinian
cousins: monkeys, crocodiles, and horses. 

As many as two million Americans have AS, but it occurs in
men three or four times more often than in women as opposed to
RA. AS is often a disease of young people beginning mostly in
their twenties and thirties. There is a genetic marker on the cells
of people with AS called HLA-B27, which establishes a genetic
predisposition to AS and helps to explain why there is such a dis-
parity in frequency of AS among races. The incidence of HLA-
B27 varies from about 8 percent in Anglos in the United States to
1 percent of Africans and Japanese, and 50 percent of certain tribes
of Canadian Indians.

Recognizing the Symptoms

“Insidious” is perhaps the best way to describe the onset of AS.
David is a typical patient. Now a young man in his early twenties,
David came in for medical advice when he was a young teenager,
suffering from pain in his back and legs. At the time, the episodes
of pain didn’t make any sense. Whenever he pushed off to run,
pain struck at the Achilles tendon in his heel like a sharp needle.
Stiffness interfered with his lifestyle. David had enthesopathy; his
ankle was tender where the tendon attached to the bone of the
heel. This happens to AS sufferers wherever a tendon attaches to
bone, and a sharp pain in the shoulders, buttocks, and backs of the
knees is common.

Just as in rheumatoid arthritis, David developed pain in the
lower back that was dull and aching at first. It was worse in the
mornings and hurt enough that he had to get up early. The pain
caused him to favor his back, and so he had trouble bending over
to pick up things. He finally couldn’t sleep at night because every
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time he stretched out on the bed, he couldn’t stay on his back be-
cause of the pain. David only recently sought medical advice. Typ-
ical of AS sufferers, he kept thinking, The pain is going to go away.
It’s just a strained muscle. 

By this time, my examination of David revealed that his back
motion was severely restricted, and he was exquisitely tender over
both sacroiliac joints where the spine joins the pelvis. He not only
couldn’t touch his toes while leaning over, but he could have bal-
anced a cup of coffee on his lower back—it was so flat. Checking
his heel cords with a pinch caused him to literally jump off the
table with pain. His chest expansion was limited to the point that
it was hard to tell whether he was breathing in or out. The lost
motion of his ribs during breathing was due to the pain in the
joints where the ribs meet the spine.

David was advised to go to the eye doctor for a checkup even
though he had no symptoms or problems with his vision. Sure
enough, he had an inflammation of the eye, called iritis, which is
also common with AS. The front part of his eye had mildly in-
flamed as part of the rheumatic disease process.

David’s experience is a classic example of AS. First, there is an
insidious onset of vague lower back pain occurring over many
months (more than three to meet the criteria for diagnosis). The
pain is intermittent at first and then becomes more serious and
constant. The initial pain is often very low in the back in the
sacroiliac joints, which become extremely tender to pressure.
Sometimes AS begins with pain and swelling of leg joints such as
those in the hip or knee. Fatigue, weight loss, inactivity stiffness,
and even a low-grade fever accompany the lower back pain. One
major difference in the pain of AS as opposed to injury such as a
ruptured disc is that, while disc pain is improved with rest, the
pain of AS usually gets worse with rest and better with movement.
Additionally, the loss of motion in the lower spine is worsened by
a flattening of the curve of the back when the body bends. The
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most important long-term worry with AS is that the joints con-
necting each vertebra will fuse together over time and the person
will be hunched over. This is preventable with a strong and dedi-
cated exercise program. 

AS can also occur higher up in the neck and chest areas of the
spine, but this occurs much less frequently. When the chest is involved
the restriction of motion of the ribs interferes with proper breathing.
The lungs are also affected, sometimes by scar tissue from the inflam-
mation of AS. This, too, is preventable with proper exercise.

As indicated, other parts of the body can also be involved in
AS. Iritis, or inflammation of the front part of the eye, is sudden in
onset. Many times this is only found by an eye doctor since there
are no symptoms. Iritis can be treated and is almost always mild. It
doesn’t last long or cause permanent injury.

The enthesopathy mentioned above is often a prominent fea-
ture of AS early on before the diagnosis is clear. The heel cord is
the best example of an affected area, but it can happen anywhere
in the body. The pain is often severe, but enthesopathy plus
sacroiliac arthritis virtually makes the diagnosis of AS certain. En-
thesopathy comes and goes, lasting a few weeks to a few months,
and usually doesn’t cause serious injury to the tendon or bone.

Finally, the heart valves of the aorta, the body’s main blood
vessel, which carries all the blood from the heart, can be injured
on rare occasion by AS, causing aortic valve insufficiency. Leakage of
blood then occurs when the valve closes, making the heart work
harder to pump the blood needed to maintain the body. If neces-
sary, this can be corrected by surgery. 

Investigating the Causes

As with rheumatoid arthritis, a genetic predisposition with a trig-
gering event is the most likely cause of AS. In fact, the genetic
causal evidence is stronger with AS than with RA, given that

THE ARTHRITIS SOURCEBOOK

44



studies of people giving blood who were HLA-B27 positive re-
vealed that one in four had symptoms of AS. Close relatives of
HLA-B27–positive AS sufferers are at an increased risk for AS
also. (See “Investigating the Causes” in chapter 1 for more infor-
mation on genetic studies.) More than 95 percent of HLA-B27
positive individuals never develop spondylitis.

There are some associated diseases that seem to be related to
the HLA-B27–positive spectrum of disease. Reiter’s syndrome vic-
tims are HLA-B27–positive people who experience arthritis, burn-
ing on urination, and red eyes. Many AS sufferers have episodes of
burning on urination. Arthritis and inflammatory colitis, which
causes chronic bloody diarrhea, occur in some people who are
HLA-B27 positive. An intestinal infection, caused by one or more
bacteria, according to some researchers, may trigger spondylitis in
persons susceptible to it. The bacteria have yet to be identified.

The evidence is strong that HLA-B27 and AS are closely re-
lated. This intriguing relationship encouraged investigators re-
cently to inject the HLA-B27 gene into a group of rats. The
animals contracted chronic diarrhea first. The males then devel-
oped arthritis and genital problems. Injecting other HLA genes
didn’t cause arthritis or the other changes. So this model shows us
that HLA-B27 is somehow related not only to AS but to Reiter’s
syndrome and chronic colitis.

Determining the Prognosis

It’s difficult to get an accurate prognosis for AS because our
knowledge of HLA antigenic genetic markers, and in particular
HLA-B27, is now changing rapidly. The most important thing to
know is that AS is usually active for about ten years, but the dam-
age it does to your spine, hips, or knees usually levels off after
that. In studies of people with AS, the disease leveled off in al-
most all of them, but as many as 40 percent had restriction of
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joint motion of the spine. Twenty percent will have arthritis of
the hips or knees, and occasionally other peripheral joints will re-
main painful. Those who developed AS as teenagers are more
likely to have a hip replacement than those who developed AS
after age thirty. The older you are at onset, the less likely it is that
you will have severe arthritis of the hips or knees. The good news
for all ages is that there is joint replacement available to you.

AS iritis is usually mild, limited to a few weeks or months of
inflammation, and is treatable with eye drops and occasionally
steroids by mouth. Iritis rarely causes loss of visual acuity if the pa-
tient carefully follows the advice of an eye doctor for treatment
and follow-up.

When AS does affect the heart and aorta, the aortic valve in-
sufficiency previously mentioned can cause trouble, but surgical
correction is possible. If the ribs become restricted in motion
such that you don’t move enough air in and out for proper
health, this can lead to lung problems and scarring of the tissue.
In many studies, the vast majority of AS sufferers had reduced
ability to breathe properly and reduced pulmonary function. This
too can be prevented by not allowing a loss of motion where the
ribs join the spine.

A Course of Treatment

Although no cure for AS exists, the outlook for AS is actually bet-
ter than at first glance. Healthy living and exercise, helped by the
NSAIDs, are the keys to success in your treatment. The earlier
you begin a treatment program, the less trouble you will have.
Don’t wait until you’ve lost chest expansion or you can’t straighten
up any more. Like most things in life, it’s easier to keep what you
already have than to recover what you’ve lost.
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The first traditional advice to AS sufferers is to have a hard,
firm bed and to sleep on your back. In fact, many people will
swear by a half-inch plywood board placed under the mattress.
However, as long as you practice an aggressive exercise program,
you should use whatever mattress allows you to have the most
restful sleep. This may mean that a firm waterbed may be better
for a good night’s sleep for you than a thick plywood board under
your mattress if it keeps you awake. 

Second, sitting upright in your chair with shoulders back and
spine straight can help to keep you from feeling like the hunch-
back of Notre Dame. If your work is sedentary, be sure that your
chair doesn’t place a strain on you; use a special chair if you want
to protect your back. Move around frequently during the day;
don’t let yourself get too stiff.

There are no special foods that help AS, but a sensible diet that
balances your intake of calories with your output of calories is es-
sential. Above all, keep your weight down, and if you’re over-
weight, get rid of the extra pounds. Remember that when you
run or jump, every pound of weight translates into four to eight
pounds of pressure on the joints. 

Here is an example of a success story. Tom was HLA-B27
positive and had arthritis of the spine with onset of AS as an
adolescent. I counseled him over a period of years about exercis-
ing and choosing a career that would not involve lifting heavy ob-
jects. Tom established a daily routine of doing sit-ups and swimming.
To improve his lung capacity he took up the trumpet and clarinet.
During high school he and some of his friends organized a coun-
try western band. When I last saw Tom, he was making a living
with a band in the Austin area and had a place on the Guadalupe
river, where he did his sit-ups every morning and then swam. His
back motion was fine, and so was he.
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Thinking ahead, planning ahead, and using the tools at your
disposal are essential not only to your well-being but to your sur-
vival. Consider first what kind of exercise you need for your back
and legs. Ideally, you should maintain and improve normal motion
in your back. Sit-ups and stretching exercises for the back on a
Roman chair are examples of strengthening and stretching exer-
cises using equipment in a health club situation. Deep-breathing
exercise twice daily can also include blowing up balloons to main-
tain motion in the ribs.

The best exercise eliminates pressure on the joints while build-
ing strength and endurance in the muscles and stretching the liga-
ments around the joints. Water exercise can be invaluable. Walking
around the pool in deep water in your AquaJogger is a good way
to get started. The first day aquajog only a few minutes and in-
crease the time daily. This is a sensible way to increase strength and
endurance for the rest of the day. We’ll discuss more on this topic
in chapter 13.

If exercise in the water is not an option, a daily exercise pro-
gram outlined by an exercise trainer in a health club is essential. If
you are fortunate and have an interested physical therapist who
can follow your progress do so.

Concerning medications, NSAIDs are essential to relieving
pain. You cannot follow a proper exercise program in the presence
of serious pain. These medicines also reduce the inflammation in
the joints of the back and legs. Many arthritis doctors believe that
some NSAIDs, including indomethacin, work better than others in
relieving the pain of AS. The toxic side effects are serious; any drug
must be given under close medical supervision. Other NSAIDs,
such as Naprosyn, are often tried first before indomethacin is given.
Sulfasalizine seems to be useful to people with AS and is used in
conjunction with the NSAIDs. Chapter 10 contains more details
on medications.

THE ARTHRITIS SOURCEBOOK

48



If necessary, joint replacement of the hip or knee has made life
enormously more productive for literally thousands of sufferers for
many years now. We’ll explore this option in greater detail in
chapter 18.

While not strictly a necessary part of treatment, genetic coun-
seling can be useful for your family. Some researchers postulate
that AS skips a generation, but there is no confirming information
on this observation. You may wish, however, to talk about the
chances of your children having AS later in life. Three out of ten
close relatives of people with AS will develop AS. You and your
significant other need to work through your feelings on this im-
portant matter if you are contemplating having children. 

Insurance, both health and life, will be a major concern for you
unless there is an overhaul in the health care system in our coun-
try. Don’t change jobs or insurance carriers until you have assur-
ance in writing that coverage will be provided for your AS.

Most people don’t realize the importance of ordinary health
and living habits. If you’re a smoker, stop right now. Smoking will
destroy your lungs, and with AS possibly restricting your breath-
ing, you need all the help you can get. Smoking also injures your
heart and blood vessels.

Finally, there are two voluntary organizations that can keep you
up to date on AS: the Arthritis Foundation and the Ankylosing
Spondylitis Association. The addresses are given in Appendix 1.
Join both to get the best continuing information. 
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5
Osteoporosis

Osteoporosis means “porous bone.” Its medical significance is that
the bone has lost both calcium for strength and matrix for sup-
port. The bone becomes too fragile to withstand ordinary stresses,
and a fracture typically results. Osteoporosis is a major cause of se-
rious disability in older people, with one in three women and one
in five men living to age eighty-five fracturing a hip due to osteo-
porosis. Another term interchangeably used is osteopenia.

Bone has several reasons for existence in our bodies. It provides
a frame for support, allows us to move around in our environ-
ment, protects us from being banged around, and is a storing place
for many of the basic chemicals essential for the normal function-
ing of the body. It’s composed of many minerals, the most impor-
tant being calcium for strength, and 70 percent of it is composed
of a soft, supporting material called collagen. Bone is not simply a
girder of calcium that forms the skeleton like the supports of a
building; it is a dynamic organ like the heart or kidneys, with
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thousands of chemical reactions going on continuously. Bone is
changing and remodeling every minute of the day. As children,
our bones grow from growth plates of cartilage at the ends of
bones. Bone turnover rates in growing children can be 20 percent
yearly. In adults, the turnover rate is still 3 to 5 percent yearly.
After we reach adulthood, remodeling continues, whether it is
healing that occurs after a fracture, or an ever-changing equilib-
rium of calcium being added and taken away to maintain strength.

There are many checks and balances in our skeletal system. Hor-
mones such as parathyroid and vitamins such as vitamin D control
the level of calcium in bone. Cortisone from the adrenal glands and
medicines containing cortisone drugs cause loss of calcium from
bones. Growth hormone increases the collagen supporting tissue
of bone. The sex hormones exert a large force; at menopause the
loss of estrogen causes a rapid loss of bone. What this adds up to is
that the constant remodeling of bone is the sum of the interaction
of hormones and mechanical stresses of life on the basic growth
centers of bones. It is a constant, dynamic equilibrium.

What Is Osteoporosis?

Osteoporosis is the excessive loss of calcium and matrix of bone. It
is usually elusive and discovered only because a fracture occurs after
minimal trauma, and an X ray shows a washed-out image of the
bone. It is sometimes noticed because the person shows reduced
height or a humping of the back, or suffers from low back pain.

Dr. Bevra Hahn and her husband, Dr. Theodore Hahn, medical
researchers of osteoporosis for many years, point out that bone loss
begins as early as twenty years old and is over three times greater in
women than in men. Osteoporosis is a serious problem to be reck-
oned with among older folks. About 25 million people in our coun-
try are afflicted, most of whom are women. In fact, it affects half of
all women over the age of forty-five, and 90 percent of women over
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age seventy-five. The American Academy of Orthopedic Surgeons
estimates that osteoporosis causes over one million fractures yearly,
and that one-third of women and one-fifth of men living to age
eighty-five will have a fracture of the hip due to osteoporosis. 

One reason that men have less osteoporosis than women is that
men have more total bone mass. Studies show that after age forty all of
us lose bone at 1/2 percent yearly; in women, however, the loss doubles
after the onset of menopause. Adding to the problem for women is
that the calcium balance of what comes in and what goes out becomes
negative at a rate two times higher than before menopause. 

Causes

As we get older, less bone is made, and more bone is lost. Our ge-
netic heritage is one factor, although there can also be problems
with absorbing food properly, caused by such factors as inadequate
intake of vitamins and calcium. Hormone excess such as too much
parathyroid or thyroid hormone can cause a loss of calcium. Too
much steroid medicine also causes loss of calcium from the bone.

As mentioned above, menopause—in particular, premature
menopause before age forty-five—causes a sharp reduction in es-
trogen hormones, which results in an accelerated loss of bone.
There are associated factors that need attention if present to re-
duce osteoporosis: too little physical activity, low intake of vitamin
D, inadequate exposure to sunlight, use of tobacco, and excessive
alcohol use.

Prognosis

Until recently, the outlook for people with osteoporosis was
gloomy. It seemed like a fact of life, and the sheer number of
sufferers—25 million Americans—was a testimony to its seeming
inevitability. With an estimated 1.3 million fractures yearly (half of
women over the age of fifty have an osteoporosis-related fracture),



osteoporosis is a major health issue. Indeed, as many as 35,000
older people who sustain fractures of the spine, hips, or arms due
to osteoporosis die yearly of complications. Scientists believe that
women get osteoporosis more frequently than men do because
their bones are lighter and thinner and women’s hormonal
changes after menopause seem to accelerate bone loss. Osteoporo-
sis is uncommon in men until after the age of seventy.

Most women do not know they have osteoporosis until it is di-
agnosed at the time of a bone fracture. But with the use of bone
scanning equipment to test bone density, physicians can diagnose
osteoporosis before a fracture.

Today, however, much more is known about preventing osteo-
porosis, and most people can limit its devasting effects. Studies
from the Mayo Clinic especially offer hope.

A Course of Treatment

Prevention is the main treatment, of which exercise, healthy liv-
ing—including proper amounts of calcium and vitamin D in the
diet, smoking cessation, and avoiding heavy alcohol use—and es-
trogen treatment for postmenopausalwomen are the keys to suc-
cess. Let’s look at each of these treatments.

Exercise. We now know that muscle mass and bone density in-
crease with exercise, even in older people. It especially helps to
exercise against gravity, such as walking a mile or more daily or at
least several times weekly. Arranging and following a program in a
health club outlined by an exercise trainer will help you achieve
the most benefit to your body within your limitations. You can
also improve your endurance and strength by exercising in the
water with such things as the AquaJogger, which offers you buoy-
ancy, versatility, and freedom to exercise in the uniquely resistant
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and impact-free environment of water. Several companies are now
making weights that attach to ankles or wrists for use in water. See
chapter 13 for details about exercise.

Healthy living. A proper diet that contains adequate vitamin D
(about 400 international units daily) and calcium (about 1,000
milligrams daily, or 1,500 milligrams daily for postmenopausal
women) is essential. Vitamin D, of course, is plentiful from the
sun, so walking outdoors probably takes care of this, but an older
person might take a daily multivitamin that includes trace ele-
ments of minerals. Calcium can be obtained from food, with milk
and cheese high on the list, but many other foods, such as broc-
coli, and fish, such as salmon and sardines, provide as much as a
fifth of daily requirements in usual portions. (See Table 5.1 for dif-
ferent foods rich in calcium.) If you’re not able to eat these calcium-
containing foods, calcium tablets may be substituted. They come
in many kinds of preparations and are sold across the counter with
no prescription needed. Look on the label to see how much is in
the tablet and decide how much to take based on how much cal-
cium-rich food you eat. (The price of the tablets varies consider-
ably in different preparations.) One problem with oral calcium is
that the preparations can make you a little nauseous or queasy. So
only buy a small bottle and try out one tablet first to see if it agrees
with your body. Check with your doctor to see which brand, if
any, he or she prefers. 

Estrogen treatment. Estrogens are useful not only to prevent
osteoporosis but also to treat it. As mentioned earlier, bone loss in
women after menopause doubles, so taking estrogen at
menopause makes sense. In a recent study by the Mayo Clinic of
postmenopausal women, estrogen was administered to about forty
women using a skin-patch system, while about thirty-five similar
women received no estrogen. The women receiving estrogen in-
creased calcium in their bones by 7 percent, but more important,
they had one-half the number of fractures.
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The importance of this study is that for the first time there is
good evidence that estrogen not only helps prevent osteoporosis
from happening, but can be used to reduce the number of frac-
tures caused by brittle, osteoporotic bone. However, like most
good things in life, there’s a downside here. Estrogens are associ-
ated with a slightly increased incidence of cancer of the breast and
uterus, but most people feel that the risk is worth it. You and your
doctor will have to decide.

Another drug used to treat osteoporosis is calcitonin, a naturally
occurring hormone in salmon. It is given by injection or in a nasal
spray. The FDA has approved hyaluronic acid for treating OA of the
knee. Also called visco supplementation, this substance is injected into
the knee. The injections bring as much relief as continuous thera-
peutic doses of acetaminophen. The evidence for its use is not as
clear as estrogen or calcium, so ask your doctor about this medicine.

Slow-release fluoride for treatment of osteoporosis is being stud-
ied. Fluoride promotes bone growth and when combined with
calcium increases spinal bone density and reduces spinal fractures.

In the long run, your best bet is to prevent osteoporosis to the
best of your ability, especially if there is a genetic trait in your family.
Following these three suggestions can improve your quality of life. 
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6
Other

Rheumatic Diseases

Rheumatic diseases are not limited to arthritis. Some involve
other tissues and organs of the body but can cause arthritis to a
lesser degree. The main problems in the treatment of these diseases
are not related to inflammation of the joints and loss of motion
and strength due to arthritis, but to other issues that the disease
brings to light.

This chapter reviews two of these relatively rare rheumatic dis-
eases: systemic lupus erythematosus and gout. There are also polymyosi-
tis/dermatomyositis, which is a chronic inflammatory disease of the
muscles, primarily with little if any arthritis, and scleroderma, which
is a rare rheumatic condition characterized by hardness of the skin
and supporting structures with systemic involvement of many or-
gans. These two diseases are rare, and unfortunately we lack the
space to detail them here.
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What Is
Systemic Lupus Erythematosus?

Like rheumatoid arthritis, systemic lupus erythematosus (SLE) is a
chronic inflammatory disease of the joints. It is also a disease that
involves virtually every other organ of the body, including the
skin, kidneys, heart, nerves, brain, and blood. It seems to originate
in the immune system of the body, which somehow turns on itself
and produces antibodies that participate in injuring or destroying a
wide variety of tissues. There are autoantibodies called antinuclear
antibodies that for reasons unknown are formed against normal
nuclear materials of the body’s own cells. They occur in the vast
majority of people with SLE as well as in those with other auto-
immune diseases. The presence of these antibodies and other char-
acteristics of lupus separates SLE from other rheumatic diseases. 

Fortunately, the disease is rare, with only about 100,000 people
in our country afflicted. SLE strikes mainly young women under
thirty, and about 90 percent of all cases are women. There are also
ethnic differences, with African-Americans, Hispanics, and Asians
affected three to five times more than white groups. 

Recognizing the Symptoms

The usual victim of lupus is a young woman who experiences
over a period of months increasing fatigue, weight loss, a low-
grade fever, and pain in the joints with little or no swelling. Soon
she also experiences painful swelling of a few joints, leading physi-
cians astray, since many other conditions also share these symp-
toms. In about half the people with SLE, a peculiar butterfly rash
occurs on the face that in the old days was likened to a wolf face,
hence the name lupus. The antinuclear antibody blood test is indi-
cated at this point and is highly positive.
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What happens next to this individual is so variable that doctors
cannot draw a typical road map of disease progression. SLE mim-
ics almost every disease we know, and any or all of the following
can happen: Inflammation of the kidney causes blood in the urine
with serious resulting damage to the kidney, called glomeru-
lonephritis. In addition to the butterfly rash, other changes in the
skin occur such as loss of hair (alopecia) and photosensitivity to
the rays of the sun, causing serious rashes. 

Fluid can also collect around the heart, lungs, or intestines,
causing pressure and sometimes misleading the doctor into think-
ing cancer is the cause. The liver and spleen are at times enlarged.
SLE attacks the red blood cells, resulting in anemia, and a low
white-blood-cell count and low platelet count are also common.
The brain can be involved, and seizures can occur.

Lupus also causes arthritis, although the pain is usually not as se-
vere as with RA. (Destructive arthritis is rare.) Pain in the muscles is
also common but is not serious. Inflammation of the blood vessels
can cause spasms of the tiny blood vessels of the fingers, for exam-
ple, producing whiteness and coldness of the skin with pain, called
Raynaud’s phenomenon. This occurs particularly when the hands are
exposed to cold, and the inflammation can be severe enough that
the blood supply to a finger is shut off, causing serious injury.

However, the patterns of the course of SLE are quite variable.
All of the above problems occur in up to half of sufferers of SLE at
some point in their illness. 

Investigating the Causes

Like all rheumatic diseases, the cause or causes of lupus are un-
known today. Abnormalities of the immune system undoubtedly
are a factor, but whether these changes are a primary cause or sim-
ply a reaction of the body to injury is unclear. There does appear
to be a genetic predisposition to lupus, but it is not as strong as the
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genetic factor behind RA. Identical twins are known to have SLE,
but there are other identical twins where only one had the disease.
The association of SLE in young women of childbearing age is
clear, so one might guess that hormonal influences are a factor
too. Many drugs can induce SLE; most of them are commonly
used in other diseases. SLE disappears when the offending drug is
stopped. In animal experimental models, certain foods have had
an effect on SLE. Alfalfa sprouts have produced a disease very
much like SLE in monkeys. Diets that are high in oils from certain
cold-water fish containing eicosanoic acid, when fed to auto-
immune mice, appear to help the nephritis produced by their au-
toimmune disease. This has led to an interest in using cold-water
fish oils to treat lupus. 

SLE may be triggered by environmental factors, such as viral
and bacterial infections, severe emotional stress, or overexposure to
the sun. Drugs like penicillin and anticonvulsants may cause lupus-
like symptoms. Lupus may be aggravated by high levels of estrogen
caused by hormone replacement therapy, oral contraceptives, or
pregnancy. A connection between lupus and silicone breast im-
plants may also exist.

Determining the Prognosis

Before the advent of corticosteroids, the mortality rate was high for
lupus, with the majority of people with serious kidney disease
dying and those without renal disease surviving in only 50 percent
of the cases. With the widespread use of steroid treatments for SLE,
the survival rate for people without serious renal problems is now
more than 90 percent, and for people with serious nephritis, it is
about 70 percent. The arthritis effect is seldom a serious problem,
other than self-limited pain, and destructive arthritis is unusual. The
other organs such as the heart and brain can incur serious illness,
but the kidney is usually the prime organ to be severely affected.
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A Course of Treatment for SLE

The main treatment for lupus is steroid medicine. Unfortunately,
because the doses are high, serious side effects are frequent. The
cytotoxic drugs—azathioprine, cyclophosphamide, and metho-
trexate—are given to the most seriously ill people with SLE. 

NSAIDs are used for sufferers who have a mild disease to treat
pain and provide an anti-inflammatory effect on the joints. Hydrox-
ychloroquine is used for the skin rash and arthritis of SLE, but peo-
ple are advised to protect themselves from the sun to reduce
photosensitivity. Antidepressants and mild antianxiety drugs can help
with sleeping problems that often occur in patients with lupus.

A new experimental treatment for lupus being performed
at Tulane University Medical Center in New Orleans involves
bone marrow transplantation. Stem cells (the cells from which all
other blood cells evolve) are harvested from a person with lupus.
The person is then treated with chemotherapy and radiation ther-
apy to destroy his or her defective immune system. Afterward, the
stem cells are put back into the person intravenously where new,
healthy blood cells begin to form. Theoretically, a new immune
system should also grow. This procedure was first tried in April
1997. The only other medical center in the United States besides
Tulane using stem-cell transplantation to treat lupus is Northwest-
ern Memorial Hospital in Chicago.

What Is Gout?

Gout is an acute and chronic inflammatory arthritis mainly occur-
ring in thirty- to sixty-year-old men. Fewer than one in ten
women suffer from gout. Estimates vary, but over 500,000 people
have gout. We know that gout is caused by sodium monourate
crystals that collect in the joint fluid, which can cause terrible pain
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and swelling of joints; the big toe is often severely afflicted. One
indication of gout is that too much uric acid is produced by the
body or too little is excreted by the kidneys; either condition re-
sults in too much uric acid in the body, including the joints.
There is also a related disease, pseudogout, which is in the same dis-
ease family but linked to another chemical in the body called cal-
cium pyrophosphate dihydrate (CPPD).

Many associated events can trigger an acute episode, including
high blood pressure, excessive drinking, being overweight, and
even love of foods rich in purines (proteins that are important
sources of uric acid) such as glandular meats (sweetbreads), wine,
anchovies, beer, and gravies. Stress or an associated illness can also
trigger an attack.

One of the primary symptoms of gout is lumps under the skin,
called tophi, around the elbows, heels, or ears. These are caused by
urate crystals which fill the lumps. The diagnosis of gout is made
by looking at the crystals under a microscope that are taken either
from joint fluid or from a tophus.

The treatment of gout is a great success story. By controlling
the level of uric acid with medicines, and using NSAIDs to reduce
the pain of an acute attack, doctors have been able to achieve a
high success rate. Colchicine is used as a primary way to reduce
attacks and is taken propylactically by mouth. Another great ad-
vance was the discovery of ways to control the level of uric acid in
the blood, thereby reducing gout attacks. If a gout sufferer is an
overproducer of uric acid, doctors use a medicine called allopuri-
nol (Zyloprim) that blocks the production of uric acid. If too little
uric acid is being excreted by the kidneys, medicines are given
that increase excretion in the urine, such as probenecid (Benemid)
and sulfinpyrazone (Anturane).

The outlook for gout sufferers is excellent if they stick to a se-
rious regimen of weight control, eat sensibly, refrain from exces-
sive alcohol, and take the medicines as prescribed by the doctor.
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7

Juvenile
Rheumatoid Arthritis

Contrary to common belief, arthritis does occur in children and
teenagers. In fact, I have spent my professional life taking care of
young people with arthritis. Juvenile rheumatoid arthritis ( JRA) is
one of at least a hundred kinds of chronic arthritis that can afflict
children, and it is the most common one. Recent national health
care statistics reveal that up to 285,000 children have arthritis of
some kind and at least half of that number have JRA. This means
that arthritis in the young is twice as common as diabetes. Our
discussion here will focus on the basic facts. For further informa-
tion, consult our previous book, Parenting a Child with Arthritis. 
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What Is
Juvenile Rheumatoid Arthritis?

JRA is chronic arthritis of childhood with swelling, pain, tender-
ness of at least one joint and lasting longer than six weeks with no
other cause apparent to the doctor, joint contracture, joint dam-
age, and altered growth.

Let’s refer back to chapter 1 (rheumatoid arthritis) and apply the
important information presented there to JRA. Juvenile rheuma-
toid arthritis is an active, inflammatory, peripheral, symmetrical
arthritis afflicting three girls for every boy. Active means that JRA is
an ongoing process lasting for years. Inflammatory indicates swelling,
redness, tenderness, and pain in the joints. Peripheral tells us that
JRA involves mainly the joints of the arms and legs, and in particu-
lar the fingers and wrists. Symmetrical provides a key to tell the dis-
ease apart from a lot of other kinds of arthritis. JRA usually
involves the same joints on both sides of the body—the knees,
wrists, or joints of the fingers, for example. Add to that, stiffness of
the joints after inactivity and the requirement that arthritis last six
weeks or longer in the same joints, and we have the official Ameri-
can College of Rheumatology definition for juvenile rheumatoid
arthritis. 

The onset of JRA—that is, what happens in the beginning
months of disease—is a clue to which of the three types of JRA a
child may develop: pauciarticular JRA (four or fewer joints with
arthritis), polyarticular JRA (five joints or more with arthritis), or
systemic JRA (spiking fever and rheumatoid rash). There is also a
small group of JRA boys who have pauciarticular JRA, usually
with arthritis in the joints of the legs, who often have heel pain
and inflammation of the heel tendons (tenosynovitis). These boys
are also HLA-B27 positive (see chapter 4). Let’s examine these
three types of JRA.
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Pauciarticular. Pauciarticular JRA is the mildest form, and
about 45 percent of JRA children have pauciarticular JRA. Chil-
dren with this type have very few joints swollen, usually in the
legs. Pauciarticular JRA kids are usually girls younger than ten
years of age.

Mary, a five-year-old kindergarten student, experienced pain
and discomfort off and on in her knee for several weeks. One day
her mother noticed that the knee was swollen a bit and that Mary
could no longer straighten her leg. After a week or two, she no-
ticed that one or two other joints had also become swollen. In the
mornings, Mary’s leg was stiff for about an hour after she got up.
She also ran a low-grade fever on many days. When Mary and her
mother visited the eye doctor he found mild iritis, and prompt
treatment controlled it. Only 5 to 10 percent of children with
JRA develop iritis; most of them are in the pauciarticular group,
and almost all are girls.

Polyarticular. About one child in four has polyarticular JRA, or
arthritis in five joints or more within six months of onset. These
children have fever and swelling in many joints. The vast majority
are girls who are older than the children with pauciarticular or
systemic onset. Many of the polyarticular JRA children have a
positive rheumatoid factor (RF) in their blood, indicating arthritis.
Again, RF is a special antibody related to the gamma globulin
proteins of the blood that is positive in almost all adults with RA.

Children with polyarticular JRA, many of whom test RF posi-
tive, often have enlarged lymph nodes (under the arms, for exam-
ple) and develop lumps under the skin called subcutaneous nodules.
These movable lumps are not painful, are usually located around
the elbows, wrists, forearms, shins, ankles, or feet, and are attached
to the covering of the bones or other deep tissue. They are harm-
less, lasting usually a few months and then disappearing; although
in my experience, patients with these nodules have more trouble
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with their arthritis later. The liver may also be slightly enlarged,
though it does not cause problems. Polyarticular JRA is potentially
most destructive to the joints and calls for an active and aggressive
treatment with medicines and physical therapy. 

Systemic. About 30 percent of children with JRA have the sys-
temic form of the disease, and unlike pauci or poly JRA, boys are
affected in the same numbers as girls. 

“Explosive” is the best way to describe the beginning of sys-
temic JRA. A typical story is that of six-year-old Cindy, who
awoke one night with a 105 degree fever. Horrified, her mother
saw a splotchy, salmon-pink rash on Cindy’s body and face that
disappeared and reappeared. Every joint in her body was painful
and swollen. For Cindy and many children like her, hospitalization
is required at this early stage. Many tests are done in search of the
cause, though eventually the spiking fever and intermittent rash
lead to a diagnosis of JRA. 

Several organs in the body can be affected by systemic JRA.
The sac around the heart may fill with fluid, and the liver, spleen,
and lymph nodes may enlarge. Even the kidneys do not escape
unscathed, and blood cells are found in the urine. Serious anemia
often shows up and causes fatigue. White blood cells are
markedly increased in the blood count, causing further concern
about infection.

The intermittent or spiking fever of systemic JRA is and can be
greater than 103 degrees, lasting a few hours in the evening before
returning to normal. One or two episodes occur each day. The
spiking fever can resemble that which occurs in a serious infec-
tion. For this reason, exhaustive tests are needed to rule out infec-
tion if the characteristic rash is absent.

The rash that usually accompanies the JRA fever is one of the
strangest things you’ll ever see. Salmon-pink and smooth, with
clearly defined, irregular borders, it varies in size from a small
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button to several inches in diameter with a pale center. Located
anywhere on the body but most often on the trunk and face, it
moves around and comes and goes in minutes. Occasionally, the
rash itches, or it may be raised. It is considered a vascular rash and
in itself is not injurious to the body.

A less obvious problem is fluid around the heart or, more ac-
curately, inside the sac around the heart. No symptoms or discom-
fort is present, and only through an ultrasound test, the
echocardiogram, can the fluid be detected. Unless your child has
symptoms such as shortness of breath or chest pain, or your doctor
hears a rubbing sound over the heart through the stethoscope, in
general you need not worry. Even if pericarditis occurs, it is treat-
able and rarely life-threatening, and usually only lasts a few weeks
or months.

Investigating the Causes

There are many theories about the causes of JRA, but no answers.
Some genetic predisposition is involved. The immune and defense
systems of the body somehow are not working properly, though
infection as a triggering mechanism can’t be dismissed. But it is
important to remember that if you are a parent of a child with
JRA, you did not cause it!

Increasing knowledge of genes and gene markers points to the
probability that inherited genes predispose some people to certain
types of JRA. In thirty years of practice, I saw many families with
three and even four generations of rheumatic disease. Occurrence
in a family, however, does not prove that it’s inherited. The family
could have been exposed to something in the environment that is
the true cause. 
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Several studies also report high frequencies of severe stress at the
onset of JRA. This may be due to a divorce or separation of the
child’s parents, a death of a family member, or adoption. Time
after time, mothers told me about the onset of JRA in their chil-
dren following a recent divorce or separation. “It’s almost like God
was getting even,” or “It came on too fast after the separation to
be an accident,” they said.

Another striking association with the onset of JRA is severe in-
jury. While no one thinks that trauma causes the JRA, injury can
trigger a disease flare-up. A teenage boy who was a patient in our
center developed arthritis after falling off a truck as it swung
around a corner. He did not break any bones but developed severe
arthritis in virtually all joints at the moment of impact. His illness
continued for several years. 

Immunizations such as those for rubella or DTP (diptheria-
tetanus-pertussis) produce an antibody response and can precipi-
tate the onset of a chronic arthritis that is indistinguishable from
JRA. Indeed, many experts believe that infections such as flu, in-
fectious mono, or Lyme disease cause a reactive arthritis, meaning
that the body develops arthritis as a reaction to the illness, much
in the way serum sickness is a response to chemicals such as peni-
cillin. Children who develop this kind of arthritis usually have a
short duration of joint swelling in terms of a few weeks.

Note, however, that there is no such thing as a JRA personality.
For many years, noted psychologists and rheumatologists wrote
and worried about a “rheumatoid personality” predisposing chil-
dren to JRA. The personality characteristics described included
depression, hostility, and difficulty in expressing anger. Controlled
studies done in Houston comparing asthmatic children with JRA
children revealed no personality “rheumatoid”; these personality

THE ARTHRITIS SOURCEBOOK

70



traits are shared by all children already afflicted with a painful,
chronic illness.  

Determining the Prognosis

Most pauci JRA children continue their courses of disease with
only one or two joints swollen, and after one or two years have no
further trouble. These children are the lucky ones. There are,
however, a few children who have a long-lasting disease with
many joints involved, and thus require the most attention, a good
exercise program, and the proper medication. Poly JRA kids are
more likely to have some functional loss of motion of the joints.
They will need to work diligently to minimize this through exer-
cise, diet, and good health. If proper care is taken, these children
can grow up, get a job, marry, and live independently. In the case
of systemic JRA, if the child is lucky to have only one or two in-
flamed joints, the course of the disease will be like pauci JRA with
little risk of iritis. The terrible fever and annoying rash do go away,
and the heart almost never becomes a permanent problem even if
pericarditis develops. If many joints are involved, it will be neces-
sary to work doubly hard because of a greater risk of damage to
the bone and cartilage of the joints and loss of normal use. For
reasons that are not clear, JRA children in Europe, including East-
ern Europe, have what is called amyloidosis which can cause death
due to kidney failure in about one in twenty children. It is very
rare in North America, and in over thirty years of practice, I did
not see a single American JRA with amyloidosis. Death in JRA
children in the United States is about 1 percent and is usually due
to heart disease, infection, or an adverse reaction from a medicine.
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A Course of Treatment

The best treatment for JRA is family-centered, community-based,
and coordinated care. Family-centered care means that the family
makes a joint effort to combat the disease. Since the family is directly
affected by this serious, chronic illness, they must pull together to
win the battle against JRA’s effects. The family, including the JRA
child, does what is necessary to help but does not let JRA take
over and rule. In community-based care, community services to
help children with JRA, such as physical therapy and special
school services, must be not only in place but available at an af-
fordable cost. Coordinated care means that a unified group works
with the family to intelligently plan and coordinate appropriate
health services and medicines needed at the appropriate times.
This team should include a pediatric rheumatologist, nurse, social
worker, nutritionist, and physical and occupational therapists. It
should also include a counselor to help the child through school.
Such a team can make the difference between success and failure.

Physical exercise to maintain strength and size of muscles and
to improve endurance is essential for growing children. Exercise
helps to prevent loss of joint motion. Splints can be used to pro-
tect joints such as the wrist from drifting to one side or to increase
joint motion by gradually straightening joints such as the knee.
For JRA children with serious problems in the hips, joint replace-
ment by an orthopedist has been a godsend.

The same rules for taking NSAIDs in general apply to children
with JRA as they do to adults with RA. Second-line drugs such as
cortisone, gold injections, and methotrexate are used in much the
same way in children as they are in adults, with the exception that
since children are still growing, drugs such as cortisone derivatives
can cause problems with growth. For this reason, drug therapy
must be tailored to each child’s specific needs. An exciting new

THE ARTHRITIS SOURCEBOOK

72



medication based on blocking the tumor necrosis factor (TNF) is
named etanercept (Enbrel™). It is helping many children who are
not helped by methotrexate or the other anti-arthritis medica-
tions. Enbrel is also approved by the FDA for use in children with
JRA. See chapter 10 for more complete details.

With coordinated care and continuous support, children with
JRA have the best chance for living a well-adjusted life and enter-
ing the mainstream of adulthood with hope and confidence.
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Part Two

BU I L D I N G

A  

T E A M

Part 1 of this book was devoted to helping you understand
the many illnesses that fall under the category of rheumatic
diseases. In Part 2 we will look at how you can take charge

of your arthritis and make your life work. You are who you are;
you may also be a mother, a father, an office manager, or the pres-
ident of a successful company. You may also happen to have
arthritis. Please don’t ever think of or describe yourself as
“arthritic.” You are a person who happens to have arthritis, and
how you deal with that arthritis will reveal a lot about what kind
of person you are. 

We would like to tell you about one of our heroes who has
arthritis. When we organized the first annual meeting of the
American Juvenile Arthritis Organization in Keystone, Colorado,
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about ten years ago, we had no idea what the response would be.
But we felt very strongly that there was a need for families of chil-
dren with arthritis and the health professionals who treat them to
get together and share their common experiences. 

A young man living in Australia read about the conference and
was determined to attend. He contacted Qantas Airlines and with
his enthusiasm convinced them to fly him and his mother, free of
charge, to the meeting—by way of Disneyland, of course. Ben-
jamin was fourteen years old and in a wheelchair. Several doctors
had told him that the damage to his joints from his arthritis was so
severe that he would not be able to walk until he matured and
joint replacements could be performed. Thus he resigned himself
to life in a wheelchair. When Ben arrived at the meeting, he was
in for a pleasant surprise. For the first time, he met many other
children with arthritis. There were crutches, braces, splints, elec-
trical carts, and wheelchairs everywhere. Ben and his newfound
friends enjoyed a good deal of commiserating with one another
and joking about the stupid things people said to them (“Children
don’t get arthritis!”). Well, Ben had a terrific time and went home
with a renewed vitality. 

The next year he came to the organization’s second annual
meeting in St. Louis, Missouri. Ben was walking! Astounded,
Kathy asked his mother if it was because of the drugs, and she
smiled and shook her head. “It was Ben! Only Ben!” she said
proudly. She told me that after the first meeting Ben realized that
other children with arthritis were walking, so why wasn’t he? He
had found a new determination. He began swimming, physical
therapy, and weight training. He told his mother that if he
dropped something, she should leave it there—if he wanted it
badly enough he would find a way to get it! 

At the second meeting, Ben pushed other children in their
wheelchairs, telling them not to give up, not to believe everything
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they are told, not to rely on a wheelchair all the time. Remember
the story we told earlier about the bumblebee who flew even
though it didn’t know that it wasn’t supposed to fly? Ben was the
best example of that anecdote come to life. This fourteen-year-old
decided to listen to his own heart, and he was able to accomplish
an incredible feat. Although the doctors’ X rays showed severe
damage to his joints, and it seemed that it would be impossible for
someone with that kind of damage to walk, those X rays could
not look into Ben’s soul, the spirit of this child. I have faith that
Ben will probably be the prime minister of Australia someday! 

Don’t let other people set limits on your capabilities. Don’t set
limits on your own abilities. If you don’t try you will never know
if you can!

Part 2 of this book is about how you can become a bumblebee.
You’ll learn about setting your own goals and finding ways to
achieve them. Physicians, drugs, therapists, and therapies of all
sorts are simply means to an end—that end being a happy, pro-
ductive life. I don’t know a single person who does not have some
cross to bear in this lifetime. Some are heavier than others, but we
each have our own. You have been given a special challenge, so
don’t be shy about asking for help. In the final analysis, it is your
challenge. Good luck!

BUILDING A TEAM
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8
The First Member

of Your Team
Is You!

OK, so you have arthritis. Just what are you going to do about it?
You didn’t ask for it, you certainly don’t want it, but it doesn’t
seem to want to go away. Clearly, one way to take control is to get
help from a doctor. There are many wonderful health professionals
out there who have spent their lives helping people with arthritis.
You need to get a diagnosis, learn about what type of arthritis you
have, and find out what the probable outcome will be. That eval-
uation will be made by the physician you choose. He or she may
be a rheumatologist, an internist, or a family practitioner. This
person should have access to a variety of other health professionals
to help you work toward your goal of a normal life. You need to
have coordinated, comprehensive, continuous care. Obviously, it is
extremely important for all of these people to be able to commu-
nicate with one another as well as with you. 
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The idea of having a team of health professionals is a fairly re-
cent innovation in medicine. With chronic diseases it is virtually
impossible for one person to meet the tremendous variety of
needs of each patient. I had a dear friend in Houston, Helga, who
had rheumatoid arthritis. When she was first diagnosed I had been
helping my fourteen-year-old daughter, Elizabeth, fight her battle
with arthritis for several years. Helga had seen the amount of
physical therapy Elizabeth received morning and night, including
the hot paraffin bath in which I warmed my daughter’s hands and
feet to alleviate her pain. Helga knew that Elizabeth tried to swim
in a heated pool whenever possible. She was aware that there were
many things going on around our house to keep Elizabeth active
and involved in school. 

By contrast, the only thing Helga’s physician did was to pre-
scribe medication. Helga did not understand why she was so fa-
tigued, why she was so cold much of the time, why she had
difficulty getting out of bed some mornings. She would call me for
information because she didn’t want to “bother” her doctor by ask-
ing him such “minor” questions. Now I would ask you, is not
being able to get out of bed a “minor” problem? This doctor defi-
nitely needed at the very least a good nurse and a physical therapist
to help Helga understand just what was happening to her body and
how to handle the problems she was facing. That is the role of a
health team: to educate, to coordinate, to help you live a normal
life. But remember, this is a collaborative effort with you in the lead. 

You are going to have to do a great deal of soul searching,
which is not a bad thing to do. Many people rush headlong
through life with no real objectives and find at the end of their
lives that they have wasted much of their talent. You will now be
forced to really look at your life and decide just what is important
and what can be deleted. A diagnosis of arthritis is not the end of
your life. There are many things you can do to keep control of
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your daily activities. It will take more self-discipline than you may
be used to. Where exercise might have once been an overlooked
drudgery, it now becomes an imperative aspect of life. Weight
control is important in managing certain pain and in generally di-
minishing stress to your joints, so good nutrition will also become
a newfound phrase. Relaxation techniques take on a whole new
meaning in helping to ease the pain of arthritis. 

You as Team Leader

Your goal, despite having arthritis, is to live a normal, fulfilling
life. Each of us has our own concept of exactly what that goal
might be. In order to reach your goal, you will need to assemble a
team to assist you in your effort. Available resources will depend to
a great extent on where you live. In large cities, medical help will
be more readily available. Many rheumatologists in large medical
centers work as part of a team of health professionals. In smaller
communities, health professionals such as physical therapists, nutri-
tionists, and psychologists, may not be an immediate part of the
physician’s team, but your doctor or nurse will probably know of
people to whom they can refer you. The nurse in a rural area may
perform other duties, including counseling or teaching range-of-
motion exercises. Also, the size of smaller towns may allow easier
accessibility to professional help. 

Again, the most important member of your team is you. Say we
create a list of all the possible ways of coping with arthritis: going
to a physician, taking medication, exercising, eating properly, rest-
ing, seeking help for any emotional problems, finding someone to
help you with an exercise program, having surgical replacements,
and so forth. When you look at the list, you will realize that the
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only one who can implement these things, the only one who can
begin the process of healing, is you! You have to make that first
appointment. You have to do the exercises, take the medicine, lis-
ten to your body, and act accordingly. The good news is that you
are not alone. There are a multitude of people out there to help
you. But you have to ask for help. 

What Are Friends for Anyway?

The next important members of your team are your family and
friends. The very fact that they care about you means they will
also be impacted by your arthritis. Because arthritis is usually a
long-term battle, you will need a lot of support from those around
you. Even the strongest people will have bad days, days in which
they will need a friendly shoulder to lean on. When it seems im-
possible to get out of bed because your joints feel like hardened
cement, you will need a friend to gently give you a shove toward
that hot bath or shower. You will need them to help on those dark
days, and to celebrate on those days of victory! 

Andrea, a woman approaching forty, tells me that when she
was diagnosed with rheumatoid arthritis at the age of eighteen,
she totally denied that she had a problem. She just muddled
through the best way she could, with little help. Today she has se-
rious impairment, probably in part from the years of neglect. She
has a loving, caring family, and she admits that if she had gathered
support from them in those early years of the disease, she would
probably not be as impaired as she is today. We will never know.
But if you are newly diagnosed, don’t repeat Andrea’s mistake.
Don’t look back in twenty years and wish you had done things
differently. The resources are there. Use them for your benefit! 
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Let your family and friends know that you are afraid. Tell them
that you don’t want to be dependent on others. Tell them your
anxiety about the possible side effects of the medications you must
take. If you share your deepest thoughts with those who care, they
can help you work toward solutions. Family members can help
with the day-to-day necessary things—physical therapy, medica-
tions, encouragement, and just being there.

It is really horrible to love someone and see them in pain. Par-
ents who have had to watch their children scream in pain with
arthritis have said that they wish they had the arthritis instead. I was
one of them. Your family members will understand your suffering
as no one else will. And pain is difficult for all of us to live with. It
produces all sorts of negative feelings and destructive fears.

Dealing with Fear

You must overcome your fears in order to be an effective team
leader. A good place to start is to first acknowledge their exis-
tence. We’ll focus on some of the more prevalent ones:

The fear of dying. Although some people die from complica-
tions of some of the rheumatic diseases, the vast majority do not.
This is one of those fears you should relegate to Mark Twain’s
comment that “I have had many fears in my life, and most of them
did not happen.” If you are a parent of young children, it is impor-
tant that you let them know that you are not dying. Sometimes in
our own anxiety we forget just how frightened our children are
when we are ill. If we don’t give them any information, they usu-
ally imagine the very worst case. Discuss the disease with them in
age-appropriate ways. If they are old enough to understand, let
them go with you to the doctor and ask them to help with your
exercises and to remind you to take your medications. 
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The fear of being dependent on others. Not one of us wants to
be dependent on other people. This is one of those fears that
should positively motivate us to actively pursue physical therapy,
good nutrition, and the other means we are discussing to help you
maintain your independence. But at various times in our lives
most of us will be dependent on others. If you find that you have
to depend on others for help, you will have to evaluate your situa-
tion. By all means, try to keep an upbeat attitude. It’s a tough situ-
ation, but remember that most people are happy to lend a helping
hand—unless of course you are a real Scrooge! Keep a smile on
your face. Be grateful for their help, and let your supporters know
frequently that you are grateful.

The fear of medications. I presume that we all know that every
medication will have some side effect. To eliminate your fear re-
garding medicines, you need to educate yourself regarding good
benefits versus bad side effects. Ask your physician to explain just
exactly what you should expect from the medications. Remember
that it is your body. Ultimately, what risks are you willing to take
to control your arthritis? We each have a different tolerance for
pain, so only you can answer that question. 

The fear of the unknown. When we are operating out of igno-
rance, we usually imagine the very worst possible scenario. It is up
to you to ask questions, to educate yourself about the disease, and
to move from the unknown to the known.

Each of you can probably enlarge and expand this list, based on
what is happening in your life. Illness does create fears. Discuss
them with friends and family members. Force them out into the
bright daylight. That alone will help put them into perspective.
Seek out other people with arthritis and see if they have had the
same fears. You may be surprised. And people who have had
arthritis for some time will be able to give you some creative tips
on overcoming those fears. Some fears are indeed realistic and
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need to be addressed up front. But fear can cause paralysis in our
behavior. In order to achieve our life goals we must overcome our
fears, realistic or otherwise. 

The pain, chronicity, and unpredictability of arthritis can also
produce a lot of anger, anger that we may not even understand.
Unfortunately, when we are angry, we usually lash out at those
closest to us. Be careful! Don’t alienate those who care the most.
Anger is a normal reaction to an unfair situation. “Why should I
be the one with arthritis?” you may ask. Be assured that there is
nothing fair about that fact! But don’t let arthritis destroy your
most important relationships. Find creative ways to vent your
anger other than screaming, blaming others, or withdrawing. Ex-
ercise, get in the shower and have a good cry, write about your
anger, throw a pillow, turn the radio up really loud, imagine hav-
ing a terrific turkey dinner. If all this doesn’t work, get professional
help. Anger is normal, but you need to keep it under control in
order to control your arthritis. 

If I’m the Leader,
Why Can’t I Plan Simple Things?

Aside from the obvious fact of being in pain, there are many really
aggravating, irritating things about arthritis. At times it is an “in-
visible” disease. You may look the same but you just can’t get out
of bed. You may be getting ready for an appointment and you be-
come extremely fatigued. You may have planned a wonderful va-
cation and all of a sudden you are in a “flare.” All your joints hurt
and you can’t possibly go. 

Inability to plan even simple daily activities leads to major frustra-
tion. You are disappointed, your friends and family are disappointed,
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or your employer is disappointed. When this happens, and it prob-
ably will with arthritis, you need to look at your life and try to
observe if some symptoms are created by certain activities. Perhaps
your lifestyle produces a lot of stress. The solutions may be as sim-
ple as resting beforehand, rearranging medications, or having al-
ternate plans. Letting people know ahead of time that you may
not be able to make it, and encouraging them to continue with-
out you, will alleviate some of the other people’s frustration. In se-
vere cases, after you have exhausted all the possibilities of
controlling your arthritis, you may have to consider a career
change—and that need not be the end of the world. 

Acceptance as a Beginning

When my daughter was fifteen years old and had been battling se-
vere rheumatoid arthritis for about four years, she made a com-
ment that I will never forget. Elizabeth had begun taking gold
injections, and many people had told me that they were very
painful. One woman said that she would rather have the pain of
the arthritis than take those injections. Yet each time we went to
Earl Brewer’s office for an injection, my daughter never even
blinked an eye. On several occasions I asked if the shots were
painful, a question which Elizabeth never fully answered. Finally
one day, while waiting for the elevator, I asked her again. Eliza-
beth looked at me with a fierce determination and said, “Don’t
you know, Mom, that what is pain for other people is different for
me? I have accepted the fact that I have arthritis. I have to accept
the pain that it brings and incorporate it into my life or it will de-
stroy me. I have more important things to do with my life than
worry about this pain.” Her observations helped me to get past
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some of the pain I was having and get on with my life, too. Pro-
found words from a very young lady! 

The sooner you accept the fact that you have arthritis, the
sooner you will be able to begin the process of getting on with
your life. Certainly there is a period of grieving, but don’t let that
grief dominate your life for very long. It is the only life you have.
Please make the very best of it! 

In the next chapter we will look at the different members of
your health team and what you should expect from each one. 
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9

Building a
Coordinated Team

Life is definitely becoming more complicated. Technology is im-
proving at a sometimes alarming rate. It is difficult, if not impossi-
ble, to keep up with the expanding knowledge in many areas.
Medicine is one of the most rapidly changing fields, and it is be-
coming more and more specialized. The amiable family doctor
who held your hand and explained what problem you were facing
is a thing of the past. It is now impossible for one person to have
an understanding of every aspect of medicine and every illness to
which we are susceptible. Even within a specialized area, such as
rheumatology, it is difficult for a physician to have a complete un-
derstanding of the more than a hundred types of rheumatic diseases. 

In the past, medical science had quick, immediate responses to
acute care problems. If an appendix is inflamed, take it out. If a leg
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is broken, splint it. But now, people are living longer, and there
will be a greater need to treat the illnesses of aging, arthritis being
one of the most dominant. Medicine has to change from a crisis
care to a chronic care function. And because rheumatic diseases
are chronic and ongoing, the need for education becomes impera-
tive, and the relationship between physician and patient becomes
much different. Education requires time and effort on the part of
many people. A physician may not be knowledgeable in the field
of physical therapy, for example. He may not know a lot about re-
laxation techniques to help you with chronic pain and stress re-
duction. You may also need the help of a podiatrist, a hand
specialist, an occupational therapist, or any number of other health
care specialists. Your primary care physician should be able to refer
you to these people. 

We participate in team efforts throughout our lives. What
thoughts come to mind when you hear the word team? Working to-
gether. All for one. Shoulder to shoulder. Cover all the bases. A strong of-
fensive. These are the exact phrases that should apply to your
health team. When you think about building a team to help you
reach your goal of living a terrific life, remember that it must start
with you! You have to decide that you will not be defeated by this
disease, that you will have control of your own life. You have to
set your own personal goals. What limitations are you not willing
to accept, and how are you going to overcome those limitations?
Let’s look at the different members of your team and how you can
work with each one. 

The Physician

There are many types of doctors who treat arthritis. A family
practitioner is trained to take care of a variety of health care prob-
lems. He may take care of your child’s infected tonsils and your
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grandmother’s osteoarthritis. An internist is also qualified to treat
many illnesses, including arthritis. However, if you have a really
serious, debilitating type of arthritis, it would be in your best in-
terest to find a good rheumatologist, an internal medicine doctor
with special training in arthritis. There are also pediatric rheuma-
tologists who specialize in children. If you have degenerative joint
disorders, you will need to see a rheumatologist, and the earlier
the better. There needs to be close collaboration between your
primary care physician, rheumatologist, and the orthopedist. They
will evaluate any structural defects, perform reconstructive surgery
if needed, and with your input decide if joint replacement will
help you. 

For problems related to the feet, your doctor will probably refer
you to a podiatrist. This foot specialist will examine your feet,
check the wear patterns on your shoes, and perhaps recommend a
specific type of footwear with special cushioning to reduce pres-
sure. There are many devices that help ease painful nails, bunion
deformities, hammertoes, and metatarsal depressions to make your
life more comfortable. Major foot surgery is usually handled by an
orthopedic surgeon. 

Whichever types of doctors you choose, understand that you
are the consumer, and that you are the one paying the bills. The
quality of your life is in the balance, and you need not settle for
anything less than excellence. Be sure that the doctor you choose
is doing more than just prescribing medicine. His ability to ex-
plain and educate is very important in maximizing your efforts.
While some people prefer to let the physician take control and
don’t want to know all the details, others want to be educated
about the disease in order to make their own decisions. You need
to find a doctor that suits your needs and your personality. 

Seek out people you respect, whether it is a physician or a
good friend, and ask for their opinions and recommendations.
Make sure the doctor is board certified in their specialty by calling
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the local medical society. However, even if a doctor is well trained
but cannot impart his or her knowledge in a useful, compassionate
manner, it won’t help you. One of the most important qualities to
look for is mutual respect. The treatment of arthritis is usually a
long-term proposition. You will probably see more of your physi-
cian than you would like, so a good working relationship is really
important. At some point you may need to get a second opinion
for a variety of reasons, not the least of which is your peace of
mind. A good doctor will not mind if you seek another opinion. 

You need to be able to ask all the questions that are on your
mind. Most people are intimidated by going to the doctor. The
very thought conjures up an assortment of unpleasant feelings. You
are undressed, you are poked, you are asked very personal questions.
It is not fun, yet you need answers, you need direction. A little
planning will go a long way. When a question occurs to you, write
it down. Make a list. Be ready to ask questions as well as answer
them. Good communication skills are a must, and good communi-
cation is complicated by the very fact that you are ill and probably
in an emotional state, especially when you are first diagnosed. This
is an extremely trying time, and while you try to absorb exactly
what it means to have arthritis, you will not be terribly receptive to
new information, even though it is important to your well-being.
At some point you will probably find yourself asking the same ques-
tions you asked earlier. A well-organized physician will give you
written materials to take home and read at your leisure. 

If a doctor is using language that you don’t understand, let him
or her know. A recent study indicated that physicians, on the aver-
age, interrupted patients at about eighteen-second intervals. If you
find that happening, you can be reasonably sure that the doctor is
probably not listening to you. She or he is thinking about the next
question for you, or analyzing something else. Don’t let this hap-
pen. Just say, “Time out!” Tell the doctor you have a question, or
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an observation, or that you need help with this problem. On the
other hand, part of the problem can often be attributed to the pa-
tient. Time is always a pressure in the day of a busy physician. Or-
ganize your questions and ask the most important ones first. Many
people are afraid of bad news, so they save their more serious
questions for last. By the time they get around to asking “the big
one,” there is another patient anxiously waiting to see the doctor,
and you may not receive the complete information you need. 

Arthritis is a difficult disease to treat. Each person responds in a
different way to the news that he or she has the disease. Each per-
son’s body reacts differently to the various medications used to
treat arthritis. Remember that it can be equally frustrating for the
doctor if he or she is unable to control your symptoms. And each
person makes decisions about just how much effort to put into
fighting the disease. Proper treatment is a real juggling act, and in
our high-tech world we often want an instant cure, a “magic pill.”
It doesn’t exist. The sooner we all make up our minds that the
road will be a twisting one, the sooner we will be successful in this
effort. It is important that you feel that your doctor is your advo-
cate and is serious about helping you along that road. 

The Nurse

In a physician’s office, the nurse may play many different roles. She
will play a large part in the ongoing education of the patient and
the patient’s family. In most settings, it is easier to talk to the nurse
and ask her to explain or clarify what the doctor told you. Fre-
quently, the nurse will be sensitive to comments and observations
that the doctor might have missed. A good nurse will know how
to evaluate these casual comments and translate them into proper
care for you. 
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Questions you may have about the side effects of medication
can usually be answered by the nurse, or if she doesn’t know the
answer, she has better access to the doctor. Some nurses are
trained in the field of rheumatology and can be of invaluable help
in assessing many different aspects of the disease, including helping
with modifications in the home, office, or perhaps school setting
to make your life a little easier. A good nurse will become a coun-
selor, a friend, and an advocate for you. The course of your arthri-
tis will depend in great part on the coordination of care by many
different health professionals, but the nurse is one of your most
important contacts. 

The Physical Therapist

Physical therapy has to be one of the most important aspects in
the treatment of arthritis. While the physician attempts to control
inflammation and damage to joints through medication, the physi-
cal therapist will help you maintain the mobility needed for daily
activities—getting in and out of bed, getting in and out of chairs,
safely navigating the bath, walking and climbing stairs safely. The
therapist can evaluate your individual needs and show you new
ways to do the things we all take for granted. We are talking about
living life as normally as possible. There will be an initial evalua-
tion by the physical therapist of how much the arthritis is affecting
your body, where it is active, how many joints are involved, and
what limitations you are having. Based on these observations, a
treatment plan will be organized. The goal is to keep you as active
and productive as possible. 

Pain relief comes in many forms, from water therapy to relax-
ation techniques to biofeedback. The therapist can explain exactly
what heat and cold will do to the joints, and which of these might
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help you. He or she will also recommend range-of-motion exer-
cises based upon the initial evaluation, and then periodically reassess
them as your needs change. Don’t underestimate the importance of
these exercises. When you hear the phrase physical therapy, don’t be
intimidated. You will be taught very simple, straightforward exer-
cises aimed at certain problem joints. There is nothing mysterious
about them, but the results can be very dramatic. 

We are definitely a goal-oriented society, one that has always
stressed achievement and accomplishment. We often feel guilty
about not being constantly on the go. You may be surprised to
hear the therapist recommend rest as part of your treatment. It is
part of pacing yourself. What good is it to go into overdrive and
then spend days in bed? Be kind to your body and listen to your
body. The physical therapist can teach you this new skill of being
kind to your body. 

The Occupational Therapist

The term “occupational therapist” is somewhat misleading. The
“occupational” part does not refer necessarily to work in the usual
sense of the word. This important team member helps you to be
independent and sees to it that you are functioning to the very
best of your ability in every daily setting, wherever you may be,
whether at work, at home, or in recreational activities. All quali-
fied occupational therapists should be registered with the Ameri-
can Occupational Therapy Association. 

The occupational therapist knows all sorts of methods and de-
vices to use to help you go about your daily routine while con-
serving energy and minimizing damage to joints. She or he will
design and fit any splints or other devices you might need to sup-
port or protect weakened joints and to help prevent certain
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deformities. With the occupational therapist’s guidance, you can
learn new ways of doing traditional things. By simplifying tasks,
organizing your work in one area, using devices that improve effi-
ciency, and learning how to adapt to your environment, you can
make your life easier. 

Occupational therapists are employed in hospital settings, rehabili-
tation centers, and agencies such as the Visiting Nurses’ Association.

The Social Worker

A social worker can help you with social and emotional concerns
regarding your arthritis. They are knowledgeable about commu-
nity resources that can assist you. You will find social workers in
hospitals, mental health clinics, and church-related counseling ser-
vices. They can help you through the maze of bureaucratic agen-
cies that were established to assist people with disabilities,
including the Social Security Administration and the various state
agencies. Social workers have an undergraduate degree or a mas-
ter’s degree (M.S.W.). The letters A.C.S.W. (Academy of Certified
Social Workers) after the person’s name indicate that the social
worker has passed a written examination and has at least two years
of experience in the field. Social workers have training in counsel-
ing with individuals and families, and sometimes groups. Not all
are informed about the problems related to arthritis. Your physi-
cian should know which social worker is knowledgeable about the
problems you might be facing or inform the social worker about
particular problems facing arthritis patients. 

If you are unable to continue in your usual employment, so-
cial workers can guide you to job counselors in your state, find aid
to help you retrain for another vocation, or help you find other
employment through your state’s Department of Vocational Reha-
bilitation. The social worker can help determine just what benefits
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you may be eligible for, such as Social Security, Disability, Supple-
mental Security Income (SSI), or Aid to Families with Dependent
Children (AFDC). 

A good social worker knows the ins and outs of Medicare and
Medicaid programs. These programs are part of a network includ-
ing all sorts of supplemental home care (visiting nurses, physical
therapists, transportation, meal services, recreational activities, and
psychological care). In families with children who have arthritis,
the social worker can intervene with the school to help prevent
problems in that area. Laws have been passed to protect the rights
of children in the school and a social worker should be knowledge-
able about those ever-changing laws. The social worker can also
help the family members understand the psychological problems
they may be facing. This person is a veritable fountain of informa-
tion and help! 

The Nutritionist

Most people may not eat a balanced, healthy diet. But if you have
arthritis, the disease will have an effect on how you eat or don’t
eat, and the medications used to control the disease will have an
impact on how your body processes the nutrients in the foods you
do eat. Nutrition is always an important part of taking care of
yourself, but now it becomes a medically important topic. The
nutritionist is there to advise you about the way foods interact,
how the drugs impact your system, and the part that vitamins play
in your particular problem. The old saying “You are what you
eat” could well be changed to “You feel as well as what you eat.” 

Nutrition has been sorely neglected in the medical school
curriculum, so your doctor might not have a great deal of knowl-
edge about nutrition. If you feel you need help in this area, ask
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your doctor if he or she knows of a good nutritionist, or ask
friends and neighbors. Or take matters into your own hands and
look through the Yellow Pages. 

The Psychologist or Psychiatrist

Yes, indeed, life is difficult! Many people seek help in the form of
psychological counseling for one reason or another. As stated be-
fore, the struggle with arthritis is not just a physical one but an
emotional one as well. A professional counselor can help you put
your problems with arthritis in perspective. This person is there to
help you understand the impact your mind has on your disease,
and it is major. A really good counselor will teach you how to use
the power of the mind to your advantage. Researchers continue to
be amazed at the tremendous power the mind has over the body. 

It has been demonstrated that humor does many beneficial
things to the body. Relaxation techniques are helping many peo-
ple cope with chronic pain and stress. The psychologist or psychi-
atrist can help you maximize all the tools that are housed in your
head in order for you to live the best life possible. 

The psychologist can help you understand the dynamics of
your relationships with other people. Arthritis can dramatically af-
fect how you interact with others. If you develop a negative self-
image, you will project that image to the world. The messages you
receive in turn will also be negative. If arthritis is a fact in your
life, it is better to accept that fact. And attitudes are more impor-
tant than facts! How you attack the problem of arthritis will have a
tremendous impact on how arthritis will attack your life. It is
within your power to decide how arthritis will affect your daily
life, and how it will affect your relationships with others. 
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If your physician is unable to refer you to a specific health pro-
fessional, call your local chapter of the Arthritis Foundation and
ask for their help. They will have a directory of members of the
Arthritis Health Professionals Association. 

I would like to be able to give you guidelines regarding how to
pay for all the services you will need, what insurance to look for,
and which services insurance companies will pay for. I was recently
in Houston visiting my daughter, who had just passed the Texas bar
examination. Virginia was trying to understand an insurance policy.
She became more and more exasperated, and asked if I could inter-
pret the policy for her. I looked at her with a great deal of sympa-
thy and said, “If you, a new lawyer, cannot read that thing, how do
you think the average citizen, like me, could understand it?”

Try to find an honest agent who represents several companies.
Ask questions pertinent to your problems. Realize that if you
change jobs and have to find a new insurance company, and you
have been diagnosed with arthritis, you are going to hear the
phrase preexisting condition. It will be difficult to find a company
that will cover your condition. If you are eligible for Medicare or
Medicaid, some of the services prescribed by your physician will
be covered, at least partially.  

The best news is that you don’t have to tackle the problem
alone. The people described in this chapter are just a few of the
resources available to help you. Use them! 

BUILDING A COORDINATED TEAM

99



This page intentionally left blank.



10
Medications

Medicines play an important role in your coordinated, compre-
hensive treatment program. As a rule, though, medicines for peo-
ple with arthritis help but as yet don’t cure. We can do our best to
get rid of swelling, pain, redness, and tenderness of joints, improve
joint motion, and reduce inflammation in other organs of the
body such as the heart, eyes, and kidneys, but there’s no “peni-
cillin” to cure chronic arthritis. 

Great progress has been made in developing anti-inflammatory
or antiarthritis medicines that reduce pain and tenderness. Except
for aspirin, most medications have come to market only in the past
twenty or thirty years. Many physicians feel that as a result of using
such medicines we see far fewer people with terrible deformities,
but it is difficult to say for sure that this improved outlook is due to
the medicine alone rather than a whole treatment program. What-
ever the case, the relief of pain and swelling by one or more of
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these anti-inflammatory drugs allows you to begin an active, total
program. Without significant relief of pain, all physical therapy
programs are either hampered or just not possible. Aggressive
treatment with the newer available medicines has resulted in less
inflammation; and your strength, endurance, and joint motion are
many times better than in the old days when people with arthritis
were put to bed for months or years.

The immediate goal of drug therapy, therefore, is to relieve pain
and swelling as soon as possible. The long-range goal is to alter the
progress of the disease itself and its destruction of bone, cartilage,
and soft tissues such as muscles, tendons, and joint capsules.

The subject of drugs and pregnancy is sufficiently complex that
we are covering it in chapter 19, which is devoted to what hap-
pens to arthritis sufferers when they are pregnant.

Categories of Medicines

Two broad groups of drugs are used to treat people with arthritis:
first-line nonsteroidal anti-inflammatory drugs (NSAIDs) and second-
line drugs. The NSAIDs are always used first because they are usu-
ally safer, and if they fail to provide satisfactory relief, second-line
drugs are added to the NSAIDs, depending on the kind of arthritis
you have. We’ll be discussing these drugs later on in this chapter.

The NSAIDs frequently used are aspirin, ibuprofen (Advil®,
Nuprin®, Motrin®, Rufen®), Tolectin®, Naprosyn®, Orudis®, 
Indocin®, Feldene®, Voltaren®, Nalfon®, Relafen®, and Clinoril®.
Cortisone and its derivatives are in a class by themselves. The most
important second-line drugs to know about are methotrexate,
gold, d-penicillamine, hydroxychloroquine, sulfasalazine, and cy-
totoxic medicines. 
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There are also unconventional medicines that you may receive
from helpful, well-meaning friends, people on the street, and rela-
tives. Unfortunately, in any chronic arthritis of unknown cause,
there have been any number of copper bracelets, herbs, medicines,
devices, and foods that have helped people feel better for a little
while. The problem with these is that arthritis is so variable that
complete or partial relief of pain or swelling of joints may happen
for no apparent reason at any time. An unconventional medicine
that is taken at the same time that spontaneous improvement oc-
curs may mistakenly get credit for the improvement.

At least eight out of ten people will try some unconventional
treatment, usually one that’s harmless but a waste of time and
money. If you are tempted, ask your doctor about the so-called
miracle cure you’re interested in. There is always a new magic
cure from Mexico or Canada, and oddly enough, each “cure” has
a half life of two or three years. The important thing to remember
is not to harm yourself with a risky fad, or worse, to deny yourself
proper treatment for some off-the-wall idea. 

General Rules About Taking Medicine

One reason that so many medicines are manufactured for people
with arthritis is that individuals respond differently to different
medicines. A medicine that helps one person may not help an-
other. Similarly, a medicine may cause unpleasant or even danger-
ous side effects in someone at some time, but not you. 

You and your doctor must weigh how much good a medicine
can do against how bad its side effects may be in deciding whether
to start or continue it. If a medicine helps you, and produces no
bad side effects, it’s immaterial whether it’s dangerous to another
person. If it is safe for you, this is the best measure of your decision.
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This is why the prescribed dose usually starts low, then increases to
a level that either helps the arthritis or causes unsatisfactory side ef-
fects. Nor do you need to despair if unpleasant side effects occur;
the dose can be reduced, and the side effects should disappear.

Additionally, the time required for a new medicine or an in-
creased dose of an old medicine to effect improvement may be
weeks or even months before further change is considered. This is
why follow-ups to check for adverse effects of a drug are vital.
When the physician or nurse asks you to come in for a safety
check on the medicine, pay attention and do it; it’s not just an-
other way to pad the bill. Often a blood count, urinalysis, or a
liver function test is required at intervals of days, weeks, or months
depending on the drug and its effect on you, so get these done if
your doctor orders them.

Inform yourself of the action of a drug. A few drugs are strictly
analgesic, that is, they help pain only. Acetaminophen (Tylenol) is
useful for headaches and the aches and pains of arthritis. Medicines
containing narcotics are analgesics also. Anti-inflammatory drugs such
as NSAIDs reduce inflammation and help pain by reducing swelling.

Finally, you should inquire of your doctor or nurse when you
begin a new medicine about any possible interactions with other
medicines you may be taking. Ask also if there are any special in-
structions relating to the absorption of the medicine. For example,
is it important to take it between meals, or right at bedtime? Ask
the druggist who fills the prescription if she has substituted a
generic drug, and if so, what are the differences? 

If You Experience Adverse Side Effects

The usual adverse reactions to drugs are fairly straightforward
and can be monitored to ensure safety. Fewer than one person in
twenty has to stop a medicine because of bad side effects; aspirin
is an exception with one in six taken off this drug. Anemia, along
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with a loss of white blood cells or platelets, can occur with almost
any arthritis drug. The kidney or the liver can also be injured. A
blood count, urinalysis, and liver function test are the usual tests
done to check on the most frequent side effects of drugs, though
many adverse effects do not require a test to be detected. Diarrhea
and skin rashes are frequent signs of adverse effects, for example. 

If a side effect is not serious, ignore it if the medicine is helping.
If it is serious, then you and the doctor will have to weigh how
much good the medicine is doing against how much injury the ad-
verse effect is causing. For example, many people get a rash from
medicines. If the rash is mild and the medicine is helping, you
might want to continue the drug since its overall effect is positive.

It is important to distinguish between an allergy and other ad-
verse effects. Allergy to any of these drugs occurs in less than one
in one hundred people. The two chief ways that allergic reactions
occur are in the skin with hives or itching, or asthmalike symp-
toms with difficulty breathing. This is different from local irrita-
tion of the intestinal tract, for example. 

Remember that many things can play a role in side effects, and
so you need to be certain that a side effect is due to the medicine.
Your doctor will usually ask you to stop the medicine for a week
or longer to see if the rash or blood in the urine disappears. If it
does, he or she will ask you to restart the drug. Many times,
strangely enough, the rash or blood in the urine does not recur,
and therefore wasn’t due to the medicine. You see how important
it is not only to stop the medicine but to rechallenge the body to
be sure a drug side effect has occurred.

When a New Medicine Is Added

When the physician and you decide that a new medicine is
needed, several steps usually occur. The physician or educator will
explain how the medicine is thought to work, what dose to take,
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and the possible side effects. You will be directed to take a low
dose at first. You will also be asked to return in one to two weeks
for a safety check. You will be asked about any side effects such as
diarrhea, abdominal pain, headaches, blurred vision, or drowsi-
ness. Most medicines don’t take effect so quickly, and improve-
ment isn’t expected by this initial checkup. If you feel better,
consider yourself lucky.

The next safety check and office visit will probably be a month
or two later. In the case of NSAIDs, continuation for at least two
and maybe three months is necessary to be reasonably sure that
the drug will or will not work. In the case of the slower-acting
drugs such as gold, a six-month trial is necessary before giving up.
Patience is the hardest lesson to learn, especially when you are stiff
and hurting.

During my thirty years of caring for people with arthritis, the
most frequent reason for a referral from other doctors was the pa-
tient’s complaint that none of the medicines was effective any
longer. However, nine times out of ten the medicines had not been
given sufficient time to work. Remember: If you badger your doc-
tor to change medicines every few weeks and don’t give them a
chance to work, you’ll never find a medicine that helps you! 

When the Medicine Quits Working

Medicines do sometimes quit working. There’s nothing more
distressing than when aspirin, some other NSAID, or gold con-
trols the pain and swelling satisfactorily for months or years and
then suddenly stops being effective. Sometimes this occurs be-
cause the druggist substituted a generic drug from another com-
pany. Usually, however, the medicine just stops working. We call
this tachyphylaxis, and it is not your fault. When tachyphylaxis
occurs, your doctor may stop the medicine and start another.
Sometimes increasing the dose helps, but then adverse effects can
occur. Usually another medicine is necessary. The failed
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medicine can be prescribed again months or years later and be
effective. It’s almost as if whatever suddenly blocked the effec-
tiveness has disappeared—perhaps an antibody or immune re-
sponse—but physicians don’t yet have these answers. 

NSAIDs

Many of the NSAIDs currently in use have similar qualities and
are grouped together. Many doctors call them “me too” medica-
tions because they are so similar in action. They do not contain
any cortisone or its derivatives, hence the term nonsteroidal. They
suppress inflammation, meaning that they reduce swelling, pain,
tenderness, and redness as well as improve motion, hence the
term, anti-inflammatory. Their exact modes of action are not
known, but they seem to inhibit parts of a chemical cycle in the
body that causes inflammation.

NSAIDs are the initial treatment of choice for most kinds of
arthritis. They offer the best and safest help in reducing swelling
and pain in joints and in managing fever. They usually begin to
help in terms of weeks, though you can expect relief from fever
within hours. However, sometimes they have to be given for
months before improvement is apparent. In general, several
NSAIDs will be tried before second-line drugs are considered. 

The best known NSAID is aspirin, which is the original and
oldest NSAID, in use since the last century before the Food and
Drug Administration (FDA) was formed. For this reason aspirin
has always been an over-the-counter drug. The other NSAIDs are
prescription drugs except ibuprofen (Advil, Nuprin, and others),
ketoprofen (Orudis KT®, Actron®), and naproxen (Aleve®).
Other NSAIDs must be approved by the FDA for use in people
with arthritis. Acetaminophen (Tylenol and others) is considered
a painkiller only and is also sold over the counter. 
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How NSAIDs are administered. All NSAIDs are administered by
mouth, although aspirin is sometimes given by suppository. In Eu-
rope, suppositories are a popular way of administering NSAIDs be-
cause they reduce stomach pain and nausea, but they are less
popular here because Americans are uncomfortable about adminis-
tering drugs through the anus. Local irritation of the anal area is a
possible side effect. At the moment, there are no NSAID skin-patch
preparations, although the idea is good because skin patches allow
even absorption. This will probably occur sometime in the future.

The NSAIDs differ markedly in how often they must be given.
The most commonly used NSAIDs—aspirin and the ibuprofen
drugs—have short blood-level times of a few hours. They must be
given at least three or four times daily. Others such as naproxen
(Naprosyn) have longer blood-level times of twelve to fourteen
hours after a dose and need to be given only two times daily. One
drug, Feldene, has a half-life of greater than one day and can be
given once daily.

Should NSAIDs be given with meals or between meals? Well,
the drug level is higher if taken on an empty stomach, but stom-
ach pain and nausea are also more frequent. Also, while a better
drug level will be attained with between-meal dosage, it’s easier
for most people to remember to take the medicine at mealtimes.
The specific time of day that medicine is given also matters. Most
NSAIDs provide better results if given in higher doses at bedtime
and in lower doses during the day. But with the short-acting
medicines, daytime doses are just as necessary.

In short, if your medication is to be taken two times daily,
take it at breakfast and at bedtime with a little food or milk.
When medication once a day is possible, bedtime may be better.
Also, when nausea is a problem, giving the evening dose at bed-
time is better because the stomach irritation occurs when you are
asleep. No matter what they tell you, most NSAIDs keep fever
down for no more than five hours regardless of the half-life of the
medicine in the blood.
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A definite concern to everyone is how long can NSAIDs be
safely given? As far as anyone knows, they can be given for many
years with no long-term dangers.

What type of relief to expect. NSAIDs have three main uses: to
reduce swelling and inflammation; relieve pain; and reduce fever.
NSAIDs improve fever the fastest. Reduction in an hour is fre-
quent, though with JRA several hours may be necessary to con-
trol the high fever. Reducing pain in the joint is the next
improvement, followed by reduced stiffness, reduced swelling and
tenderness, and improvement of motion. Overall improvement in
the joints can occur in a few days’ time, but usually weeks and
sometimes months can pass before noticeable improvement oc-
curs. In fact, NSAIDs have allowed some patients to cut back on
their intake of cortisone. 

Until a few years ago, aspirin was the universal drug of choice
for arthritis. However, since other NSAIDs have fewer side effects,
the use of aspirin has been reduced. Also, because of Reye’s syn-
drome, a terrible disease that affects the liver and brain of young
children, its use has been severely restricted. Aspirin also causes
liver function abnormalities in one in six children.

In the Physician’s Desk Reference, there are more than thirty brands
of NSAIDs listed that are on the market now, with perhaps twenty
or more in the process of approval by the FDA. Part of the reason,
of course, is the competitive spirit of our free economy, but another
reason is that not everyone responds to a particular NSAID; there-
fore, several different ones are necessary. Some NSAIDs represent
attempts to improve side effects such as headaches, drowsiness, or
stomach pain and ulcers. Other NSAIDs can be given fewer times
daily to increase compliance as mentioned.

When all things are considered, the treatment effects are the
same with all the NSAIDs. No single one is clearly better than an-
other. No single one has side effects that are absent in the others.
The difference is that each person responds differently to each
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drug, and what helps one person may not help another. In addi-
tion, if one drug quits working, we need to be able to try another.

Every physician has a favorite NSAID that seems to work best
for his or her patient. By using only a few NSAIDs, the doctor is
more familiar with the dosage variations and usual side effects; this
frequently results in better treatment than if she or he uses many
NSAIDs on an infrequent basis and is not as familiar with individ-
ual variations of each one.

In general, one NSAID should be given for one month before
changing to another. There is a 50 percent chance that the first
NSAID will be effective, and therefore a 50 percent chance for
subsequent trials of different NSAIDs. It usually takes a trial of two
or three NSAIDs before a safe and effective one is found. Usually a
second-line drug is considered when two or three NSAIDs have
been unsuccessful. If destructive arthritis appears or the disease
worsens appreciably, second-line drugs are usually added.

Possible side effects of NSAIDs. The list of adverse effects of
NSAIDs is long, but the major problems are few. Problems with
the gastrointestinal tract head the list with nausea, abdominal pain,
vomiting, and diarrhea. Anemia and blood or protein in the urine
are next in frequency. Headache or drowsiness is infrequent.
Changes in liver function frequently occur in children but not in
adults who use aspirin, but changes in liver function are rare in
children using the other NSAIDs.

About 5 percent of people receiving NSAIDs will have to dis-
continue them because of unacceptable side effects, particularly
intestinal problems or anemia. A particular problem with aspirin is
hemorrhaging in the intestinal tract in one in a hundred people
taking aspirin.

The liver function tests used most often, called transaminase tests,
monitor the enzymes the liver uses to break down chemicals in
the body. The tests go by many names, but two are the SGOT
and SGPT. They are done a few weeks after starting a new
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NSAID and every few months for a while to be sure that a partic-
ular medication is not injuring the liver. When the tests show re-
sults that are greater than two or three times normal, the doctor
will usually tell you to stop the medicine and later may try to
lower the daily dose to see if a lower dose will still help the arthri-
tis and not cause the liver to function abnormally. Again, it’s al-
ways a battle to find a medicine that helps the arthritis enough yet
has minimal side effects.

NSAIDs cause anemia in 2 or 3 percent of people, though it’s
difficult to know whether the anemia is due to the arthritis or
the medicine. Again, the usual sequence for a doctor to follow is
to stop the medicine for a week or longer in order to see
whether the blood count increases. The anemia can last for
months or longer. The reason for the prolonged anemia is that
the medication has depressed the blood-forming organs—the
bone marrow. You should pay attention to requests for a blood
count safety check.

Urinalysis tests are used to check for blood or protein in the
urine. When either is present in significant amounts in the urine
specimen, it usually means that injury to the kidney has occurred.
Aspirin rarely causes this type of problem; the injury more often
occurs with one of the other NSAIDs. The same rules of stopping
the drug, as mentioned above, apply here also. 

Second-line Drugs

When NSAIDs alone do not help inflammation and pain suffi-
ciently, other antirheumatic drugs are usually added for people
with inflammatory types of arthritis. Rheumatoid arthritis is the
main condition that requires additional therapy. Cortisone is rapid
in action and in its own class. Methotrexate is a rapidly acting and
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effective second-line drug used in people with significant RA who
have been unresponsive to NSAIDs. Unlike these, several other of
the second-line drugs take months to have an effect and so are
termed slower-acting antirheumatic drugs. Included in this group are
gold, d-penicillamine, and hydroxychloroquine. Gold is the most
effective drug of this group and works best in the injectable form.
All of them are probably anti-inflammatory in some manner.

Enbrel is the first in a new class of drugs that block the activity
of tumor necrosis factor (TNF). TNF is a chemical produced by the
body and believed to play an important role in perpetuating the
inflammation and tissue damage caused by RA. Remicade (for-
merly Avakine) is another drug expected to provide relief for RA
patients, along with Arava, which fights RA by affecting the func-
tion of immune cells. A new class of anti-inflammatory drugs
called Cox-2 inhibitors has also hit the market (under the brand
names Celebrex and Vioxx). Pilocarpine hydrochloride and cy-
closporin, two promising new drugs, have actually been around
for awhile but were just recently approved for treatment of RA
and Sjogren's syndrome. Meanwhile, vaccines are being developed
that protect adults against Lyme disease, a form of arthritis. Also, a
blood-filtering machine, the Prosorba Column, received recom-
mendation for FDA approval in October 1998. The device re-
moves offending antibodies and is particularly suited to the most
severe cases of RA. In my opinion, however, the Prosorba Col-
umn will have limited use.

Cortisone

Cortisone or its better-known derivative, prednisone, came on the
scene in the 1950s. Corticosteroids suppress the immune system to
reduce inflammation. Initial doses are truly like a miracle. Within
days the person suffering from severe and debilitating arthritis loses
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pain and stiffness and may even be able to run. That’s pretty heady
stuff if you’ve been lying in bed miserable with pain. The trouble
is that the initial dosage will soon need to be increased to maintain
the effect. Like hard drugs, cortisone takes more and more to sat-
isfy, and eventually not only do bad effects occur, but the good ef-
fect doesn’t last. Even worse, when the dose is reduced, the pain
and swelling come back with a vengeance. In children, cortisone
stops or slows normal growth and can dwarf a child. 

Most physicians try to use cortisone as a last resort or in severe
situations, since it is clearly the most effective anti-inflammatory
medicine, but the side effects make us think carefully before using
it. When necessary, however, it is the best and most effective
medicine in our cabinet of drugs, and many people with RA and
other inflammatory diseases take low doses of steroids with good
results and little toxicity.

By the way, don’t confuse corticosteroids with the male-hormone
steroids mentioned in the press in connection with athletes who take
them to increase their strength. The two are completely different in
that those steroids are the male hormone, not cortisone.

How corticosteroids are given. Steroids are given by mouth or
injected into the muscle or the veins if necessary. Tablets and liq-
uids are used in most situations. Injections are usually reserved for
hospital care. Prednisone is the main steroid used in the United
States. Steroid eye drops are the usual treatment of choice for iritis. 

Microdose therapy with very low-dose prednisone is now avail-
able at centers throughout the United States. This therapy involves
training in how to recognize the onset of a flare-up of inflamma-
tion by monitoring scores in a daily pain diary and how to re-
spond by self-administration of prednisone under a physician’s
guidance. Microdose therapy centers offer a six-month outpatient
training program in self-monitoring and computer analysis of pain
scores. It is believed that low doses of prednisone may help control
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inflammation in RA while avoiding the serious side effects of
higher doses.

What type of relief to expect with cortisone. When a person
with RA is slipping fast, nothing improves the disease better than
steroids, which often quickly control fever, severe pain and
swelling in the joints, and inflammation in the eyes. Steroids ini-
tially provide a general sense of well-being or euphoria that helps
in relieving pain enough to get the sufferer moving again. Eventu-
ally, however, the drug quits working, and side effects occur. With
an enormous amount of effort, the dose can be slowly reduced
over months a little bit at a time until it is low enough to be safe.
When tolerated by the body with no serious side effects, steroids
are given in small doses for years with success.

Possible side effects. It’s important to say at the outset that when
steroids are given for only a month or two, the serious side effects
discussed here do not usually occur. Even in people who require
large doses to control incapacitating RA for months or years,
many of the side effects will largely disappear after the medicine is
stopped. So if steroids don’t affect you adversely, it’s the most use-
ful medicine we have. 

Fluid retention, or edema, is a serious side effect. A person tak-
ing large doses of steroids can blow up like a blimp and gain ten to
twenty pounds. Such a weight gain is not only unattractive but
dangerous because excessive fluid in the body causes hypertension
or high blood pressure. When the steroids are reduced or stopped,
the high blood pressure goes away.

Steroids also cause a loss of calcium from the bones, or osteo-
porosis, which can lead to fractures of the back or other bones.
Periodic X rays can reveal when osteoporosis is excessive. It can
also be measured by a densitometer, an electronic device that mea-
sures the density of bone. Usually the severity of disease must be
weighed against the loss of calcium in deciding whether to con-
tinue steroids for a long period of time. 
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Cataracts can occur in people using long-term cortisone.
“Masking” of infections can also be a problem. This occurs when
steroids make you feel better if you have bronchitis or some other
infection that normally makes you feel terrible. You are deceived
and think that the illness is not a big deal when it is. Even though
this is a definite problem, it rarely causes confusion when you are
ill. If in doubt, check with your doctor.

Steroids also affect the skin, in that small blood vessels bleed with
little or no trauma; this easy bruising is unsightly but not serious.

Some people experience emotional changes with steroids. In-
deed, a good side effect is the euphoria that occurs at times. Un-
fortunately, behavior problems can occur also. All are reversed
when the steroids are stopped. 

While not a problem in adults, steroids retard growth in chil-
dren. The dose required to inhibit growth varies in each child. In
some children, large doses for weeks, months, or even years do
not affect growth. In a few children, growth is completely stopped
with only a milligram or two daily. When the medication is
stopped, growth resumes in a few months, if the bones are still ca-
pable of growth. In children who have no apparent loss of the
growth curve, there is no reason to worry. 

Methotrexate

Methotrexate alters special chemical processes in the body that af-
fect immune cells and is anti-inflammatory in action. It affects the
metabolism of one of the vitamins, folic acid. Its precise way of
helping arthritis is not known. It has been used in cancer treatment
for many years. In the high doses required in cancer treatment,
many side effects occur. Its use in RA originated when dermatolo-
gists found excellent results when it was given to people with pso-
riasis, whose arthritis was also greatly improved. In RA, very low
doses are used weekly instead of daily, thereby reducing side effects.
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How methotrexate is given. Methotrexate is usually given one
day each week by mouth in one to three doses to reduce nausea.
It can also be injected into the veins or muscles. It is important
that laboratory tests of blood and urine be done every few weeks
at first and then every few months later to check for side effects.
Monthly liver function tests are a good idea also.

What type of relief to expect. Methotrexate is in a class by itself
in the treatment of RA and JRA. It is also used in other
rheumatic diseases such as polymyositis. In study after study of
adults with severe or milder RA, methotrexate is clearly better
than a placebo. In one study by Dr. Michael Weinblatt and Associ-
ates of Boston, pain and tenderness improved in approximately 70
percent of RA patients and only 20 percent of placebo patients.
Swelling of joints improved in over 60 percent of patients with
RA and 20 percent of placebo patients. 

In a recently completed cooperative study between the United
States and Russia, 120 children with severe JRA from both coun-
tries received methotrexate for six months once a week. Over 70
percent improved greatly, while only 40 percent of the group that
took NSAIDs alone improved. This is far better than any of the
other drugs studied thus far. In some situations, the improvement
was startling.

Methotrexate is particularly useful because it allows steroids to
be given in smaller doses, which reduces side effects. Many times
it allows the steroid to be stopped completely. Another good fea-
ture is that the majority of people are still on methotrexate five
years later. This is not true with the other second-line drugs. 

Possible side effects. Unlike cortisone, methotrexate does not
affect growth. The side effects are the same as those already men-
tioned with other antirheumatic drugs. Mouth ulcers, gastroin-
testinal symptoms of nausea or upset stomach, and anemia occur
occasionally. In the doses used, side effects have been minimal in
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study patients. Early in use there was considerable worry about
liver damage, but further study shows that the risk in RA is low.
Alcohol consumption is a risk factor for liver damage. Initially,
years ago liver biopsies were done on all patients before
methotrexate was administered, and then a year or so later. This
is no longer necessary. We know changes do occur in the liver
but serious injury has not been a problem in people who do not
abuse alcohol.

Methotrexate affects the absorption of folic acid, and a defi-
ciency of this vitamin can occur, causing anemia, mouth ulcers, or
upset stomach. Some doctors give small doses of folic acid daily to
prevent this.

We all worry about future side effects of any drug given, and
methotrexate is no exception. Potential side effects include some
reduction of sperm cells in men only while they are taking the
medicine. It has no effect on function of the ovaries. Libido and
sex drive are not affected. If taken during pregnancy, the fetus can
be affected. For women of child-bearing potential, birth control is
essential while taking methotrexate. It also can cause injury to the
lungs, so smokers taking methotrexate should stop smoking; and
as with any drug, serious allergic reactions can occur. However, in
the doses used for rheumatic disease, this drug rarely causes serious
problems, and fewer than 5 percent of people taking methotrexate
have to stop because of side effects. 

Gold

Gold, the precious metal, has been used in medicine for centuries.
Gold therapy has been a mainstay in the treatment of RA since
the 1920s. The drug acts to suppress inflammation of the joints in
ways that are not clear despite many years of experience. Until
methotrexate was found to be so effective and safe, gold was the
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most frequently used second-line drug in the United States and
other parts of the world. The concern about methotrexate’s side
effects still make gold a major alternative. 

How gold is given. Gold can be given orally or by injection.
The usual way is to give gold by injection into the muscle weekly
for four or five months. Maintenance injections are then given
every two to four weeks indefinitely. Oral gold (Ridaura) may be
given daily for an indefinite period of time.

What type of relief to expect. With gold treatment the first im-
provement is reduced morning stiffness, usually after two to four
months of use. At four to six months joint swelling, pain, and ten-
derness begin to disappear. Gold does not help the fever of RA. If
you are unable to tell whether you are better after six months of
gold therapy, you and your doctor need to think about stopping
the drug and trying something else.

Injectable gold is more effective than oral gold. Oral gold,
however, is easier to take and has fewer side effects. When the oral
gold is effective, it is preferable. Some doctors begin with oral gold
for this reason. If in six months no improvement is apparent, in-
jectable gold is given for six months. The response rate is about
the same as NSAIDs: 50 percent. Remember that gold is added to
the NSAID, not taken instead of the NSAID.

Possible side effects. About 10 percent of children and adults
on gold will need to stop because of unacceptable side effects
such as anemia, low white-blood-cell count, or liver-function
test abnormalities. The kidneys can be affected also. A skin rash
can occur but is almost always mild and disappears when the
dosage is reduced. Only rarely do serious adverse effects occur,
and these changes are usually reversible if the medicine is
stopped. It is most important to follow up with any lab safety
checks your doctor requests.
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Hydroxychloroquine (Plaquenil®)

This interesting drug, which has long been a treatment for
malaria, is thought to affect the body’s immune system in dealing
with arthritis. It was discovered as a treatment for arthritis when
people taking it for malaria noticed improvement in their arthritis.
In Russia and in a few areas in our country, Plaquenil is given to
every person with RA from the first day of diagnosis. It is thought
to relieve pain better and to reduce the number of flare-ups due to
bad weather or illness. 

In general, Plaquenil may be used as a last-resort medicine
when others fail, and always with other drugs. Many arthritis doc-
tors use it early in the course of the disease. When it helps, it re-
ally helps a lot. So it’s worth trying as a far-down-the-list
second-line drug. Remember, this is a general opinion, and your
physician may think otherwise given your specific circumstance. 

How Plaquenil is given. It is given by mouth daily. Months and
months of treatment are necessary to show effect. 

What type of relief to expect. Plaquenil does seem to relieve
pain in many people with RA. Proponents of its use believe that
flare-ups are less frequent when the drug is used in conjunction
with another medication. Like methotrexate, it can reduce the
steroid dosage necessary in what is called a steroid-sparing effect.

Possible side effects. The side effects include the usual ones: low
blood count, blood or protein in the urine, or abnormal liver
function tests. Nausea and skin rashes can also occur. With high
doses, injury to the back of the eye (retina) can occur, but usually
the doses are low, and this does not happen. However, if you are
taking Plaquenil, see your eye doctor every six to twelve months
just to be safe.
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D-penicillamine

D-penicillamine appears to act on the immune system in un-
known ways to suppress arthritis. The drug was found to be help-
ful in adult RA patients by accident. It is a chelating agent,
meaning that it binds heavy metals like gold and removes them
from the body in patients with an overdosage of gold. When it
was used in the treatment of gold overdosage in adult patients with
rheumatoid arthritis, it relieved the arthritis. 

This is considered to be a medication of last resort. On the
other hand, some people with arthritis respond only to penicil-
lamine and nothing else. It’s always used with an NSAID and even
with other drugs such as steroids. 

How D-penicillamine is given. D-penicillamine is given in
tablet form daily. It must be given for several months before any ef-
fects are apparent.

What type of relief to expect. Studies by Dr. Ray Jaffe and
many others showed improvement in joint swelling and pain in
adults. The Pediatric Rheumatology Collaborative Study Group
(PRCSG) conducted a controlled study of children with JRA,
comparing D-penicillamine with an NSAID alone and with
hydroxychloroquine (Plaquenil). None of the three was better
than the other. As is the case with Plaquenil, D-penicillamine
can reduce the steroid dosage necessary. Some patients improve
with D-penicillamine when an NSAID alone does not help. For
this reason, it remains one of the second-line drugs used when
NSAIDs taken alone fail.

Possible side effects. Side effects are infrequent but can be seri-
ous. Mild side effects include loss of taste while taking the
medicine as well as the usual effects already discussed in the blood,
urine, and liver function tests. On rare occasions, a muscular con-
dition called myasthenia gravis can occur, which causes a weakness
of muscles and is a serious illness. 
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Anti-TNF Agents

Etanercept (Enbrel™) received final approval from the FDA in
November 1998 for moderate to severe cases of RA, while Remi-
cade is expected to get approval for RA treatment by late 1999 (it
is already approved for patients suffering from Crohn's disease).
The biologic agents inhibit the action of TNF. TNF is a member
of the family of inflammation-causing substances known as cy-
tokines. Researchers have discovered substances that counteract the
effects of TNF called TNF antagonists.

How they are given. Enbrel is administered twice weekly in 25-
milligram subcutaneous (just beneath the skin) injections. Medica-
tion may be sold in prefilled syringes and may be given in
conjunction with methotrexate for people whose RA does not re-
spond adequately to methotrexate alone.

The drug must be refrigerated, because it is a natural protein
that can break down at room temperature. Shots may be given at
home by a partner or caregiver. It is very expensive.

What type of relief to expect. One study conducted in research
centers nationwide found that patients who used TNF antagonists
reported less pain and shorter periods of stiffness in the morning.
The results have been spectacular in patients who are treatment
failures on methotrexate. TNF antagonists will probably replace
methotrexate as the most effective medicine for RA. More study
is needed to understand their full benefit and long-term side effects. 

Possible side effects. In these same studies, some participants re-
ported side effects such as mild reactions on the site where they
received the drug injections and upper respiratory tract reactions.
The anti-TNF agents are not suggested for people getting satisfac-
tory results from other treatments, for patients who have a serious
infection, or for patients who are allergic to etanercept or any of
its components. Other factors to consider include the cost, which
in early 1999 averaged about $220 weekly, or $11,440 per year.
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Because of its expense, it may not be covered by some health in-
surance plans. Also, frequent lab tests are necessary, at least initially,
to monitor effects on the body.

Leflunomide (Arava™)

This disease-modifying anti-rheumatic drug (DMARD) is geared
to people with active RA, though patients with active infection,
liver disease, or known immune deficiency; children; women who
are pregnant or nursing; or either member of a couple attempting
to conceive a child are advised not to use Arava. 

How it is given. Orally, once a day in 10-, 20- or 100-milligram
tablets. It is typically prescribed in a “loading” dose of 100 mil-
ligrams daily for the first three days, then 20 milligrams daily after-
wards. People who experience side effects may have their dose
lowered to 10 milligrams daily.

What type of relief to expect. Leflunomide affects the function
of immune cells called T lymphocytes, which reduces the tissue
damage associated with RA.

Possible side effects. Because the drug is new, no data exists on
potential long-term side effects. Frequent lab tests are thus neces-
sary, at least in the beginning of treatment, to monitor effects on
the body. Use of leflunomide on laboratory animals has been
shown to cause birth defects. 

COX-2 Inhibitors

This new class of anti-inflammatory drugs holds the promise of
being as effective as NSAIDs in managing pain and inflamma-
tion, without side effects. These anti-inflammatory drugs (mar-
keted under the brand names Celebrex™ and Vioxx®) inhibit
the COX-2 enzyme, which releases prostaglandins that contribute
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to the inflammatory process associated with inflammatory types
of arthritis.

Researchers have identified two forms of COX enzymes:
COX-1, which releases prostaglandins that protect the stomach
and kidneys, and COX-2, which releases the prostaglandins that
are involved in the inflammatory process. 

How COX-2 inhibitors are given. Orally, once daily in doses of
5, 12.5, 25, or 50 milligrams. 

What type of relief to expect. The full promise of these in-
hibitors is the lack of side effects associated with NSAIDs, which
inhibit both enzymes. Because prostaglandins released by COX-1
protect the stomach, diminishing them may allow side effects such
as peptic ulcers. Pain and inflammation are both reduced by
COX-2 inhibitors.  

Possible side effects. The FDA released a report in April 1999
attributing ten deaths and eleven hospitalizations to Celebrex,
with 2.5 million prescriptions written at that time. Searle, the
manufacturer of Celebrex, has warned that people allergic to sul-
fonamide drugs and those who have had allergic reactions after
taking aspirin or other NSAIDs should not use the drug. Those
interested in taking Celebrex should consult a physician to deter-
mine if this is an appropriate medication for their form of arthritis.
Because all drugs have potentially harmful side effects, patients
taking Celebrex must work with their physicians to review and
understand their own personal risk factors. Patients should be
aware of the warning signs for dangerous reactions and consult
their physicians (or seek emergency care) as soon as possible. 

Unfortunately, gastrointestinal bleeding has already been re-
ported in some people taking COX-2 medications. The jury is
still out on whether these new medications are a major improve-
ment.  If you’re doing well with your present NSAID, don’t
change to a COX-2 medication.
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Pilocarpine Hydrochloride

Known by the brand name Salagen® (tablets), this cholinergic ag-
onist was once used to ease dry mouth associated with radiation
therapy for head and neck cancers. Now it is used to treat dry
mouth associated with Sjörgren’s syndrome.  

How it is given. Orally, in four daily doses of 5 milligrams each
with meals and at bedtime. 

What type of relief to expect. Salagen tablets stimulate the sali-
vary glands, increasing saliva production though it is not a cure. It
can take as long as twelve weeks to experience results. The cost is
about $1 a pill (or about $1,500 per year). 

Possible side effects. Flulike symptoms make up the potential
downside to Salagen tablet usage. They include sweating, nausea,
nasal inflammation, chills, flushing, increased frequency of urina-
tion, dizziness, and overall weakness. People with uncontrolled
asthma, acute iritis, or narrow-angle glaucoma are advised not to
use Salagen tablets. 

Cyclosporin

Originally used to prevent organ transplant rejection, Neoral® (the
brand name of cyclosporin) inhibits overactive immune function
that causes joint inflammation and destruction in RA. In fact, a
recent study indicates cyclosporin, while comparable to gold in
retarding progression of joint damage, was better tolerated in ther-
apy adherence. 

How it is given. Orally, in 100-milligrams tablets twice daily,
twelve hours apart, at the same time every day. 

What type of relief to expect. Cyclosporin aims to ease severe,
active RA in patients who do not find sufficient relief from other
treatments. Studies have shown that the drug’s effectiveness may
be greater when combined with methotrexate. The cost is ap-
proximately $10 a day, or $3,650 per year. 
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Possible side effects. Neoral can cause headaches, hypertension,
kidney problems, gastrointestinal disorders (nausea, diarrhea, and
heartburn), and facial hair growth. People with kidney disease are
not advised to use the drug. Now that Enbrel™ is available, the
use of this medicine will not be common.

Hyaluronic Acid 

Hyaluronic acid has been approved by the FDA for treatment of
osteoarthritis in the knee. It is a thick substance derived from
rooster combs and is injected into the knee once a week for three
or five weeks, replacing or supplementing the body’s natural
hyaluronic acid that has been broken down by inflammation. Mild
side effects include pain, knee swelling, rash, and itching at the in-
jection site.

Topical Pain Relievers 

Creams, sprays, or rubs applied on the skin over a painful muscle
or joint are called topical pain relievers or topical analgesics. They are
available without a prescription. Several types exist and work in
different ways depending on the ingredients.

Salicylates are a family of drugs that reduce inflammation and
pain. They come from the bark of the willow tree and are the
pain relieving substance found in aspirin. Small amounts relieve
mild pain. Larger amounts may reduce both pain and inflammation.
Salicylates decrease the ability of the nerve endings in the skin to
sense pain.

Irritants, another type of topical ingredient, stimulate nerve end-
ings in the skin to cause feelings of cold, warmth, or itching, which
avert attention from the actual pain. Some topical pain relievers
are methyl salicylate, menthol, camphor, eucalyptus oil, turpentine
oil, histamine dihydrochloride, and methyl nicotinate.
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Capsaicin, a substance found in hot peppers, reduces the amount
of the chemical substance P, which sends pain signals to the brain.
Temporary relief of pain from RA and OA occurs within two to
four weeks. Capsaicin is applied three to four times daily.

Other Drugs

Several medicines comparable to the slower-acting antiarthritis
drugs discussed above are not widely used in this country. Sul-
fasalazine (Azulfidine®) is an anti-inflammatory drug used in Eu-
rope mainly for the relief of pain and arthritis. Observations by
doctors and a few studies show mixed results in how helpful it is.
In general, Azulfidine is prescribed only when the previously
mentioned drugs are unsuccessful.

Cytotoxic drugs are cancer drugs that can and do cause malig-
nancy. They also cause sterility and birth defects. These drugs are
immunosuppressive, meaning that they lessen the body’s defenses
against infection. They also are more likely to cause serious injury
to the blood, kidneys, and liver. 

Future Approaches to Treatment 

Research on treatment of various types of arthritis is underway, fo-
cusing on gene therapy, vaccines, and biologic response modifiers.

Gene therapy is a treatment for diseases that have a genetic
link—a defective gene exists that makes some persons susceptible
to a disease. A healthy gene is injected into those persons known
to have the predisposing gene marker. This may work in some
persons with early signs of certain types of arthritis. Much research
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remains to be done. It is thought that diseases which may respond
best to gene therapy are rare ones like osteogenesis imperfecta.

Vaccines are being investigated because some forms of arthritis,
particularly RA, are thought to be triggered by a virus or bac-
terium in persons with a predisposition for the disease. If re-
searchers can identify what the triggering mechanism is, they may
be able to develop a vaccine for treatment.

A clinical tr ial on minocycline in rheumatoid arthritis
(MIRA) was conducted in six research centers in the United
States. Minocycline is an antibiotic drug in the tetracycline fam-
ily that reduces joint swelling and tenderness in persons with
mild to moderate RA. Study participants showed a 50 percent or
greater improvement in the number of swollen and tender joints.
Researchers are not certain why or how minocycline works. It is
an antibiotic, but it may also work to inhibit enzymes that con-
tribute to the destruction of bone and cartilage. It may also work
by reducing inflammation. Additional research needs to be con-
ducted to determine exactly how minocycline acts.

Biologic response modifiers are also being studied. These are
proteins, which can be isolated and synthetically produced in the
laboratory, that regulate parts of the chemical reactions in the
body resulting in inflammation. Researchers want to determine
how this process takes place and how to stop it at various locations
in the body.

Collagen, an important protein in the manufacture of skin,
bone, and joints, taken orally has also been shown to reduce in-
flammation in persons with severe RA. Researchers used Type II
collagen, a major component in joint cartilage, in a clinical trial of
persons with severe RA. Participants showed a decrease in swollen
and tender joints and had no side effects. Researchers think that
Type II collagen taken orally may work by turning off cells in-
volved in causing inflammation and may fool the immune system
into not responding with inflammation.
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And a team of Japanese researchers has discovered an enzyme
that inhibits the growth of cells that play a role in RA. By geneti-
cally engineering joint cells to produce the enzyme, the scientists
were able to suppress arthritic symptoms in laboratory rats, ac-
cording to a report in the July 1999 issue of Nature Medicine.

If researchers can find a way to stimulate production of the en-
zyme in humans, it may provide a new approach to RA treat-
ment. The scientists discovered that when the growth of synovial
fibroblasts, the cells that line joints, is inhibited, the cells continue
to produce an enzyme named p16. This enzyme is known to be
involved in the aging process. 

To duplicate the cell growth inhibiting process, the researchers
attached a p16-producing gene to a virus, and then used the virus
to infect the synovial fibroblasts of rats. The forced production of
extra p16 by the joint cells suppressed the proliferation of rheuma-
toid synovial cells. 

In rats with the arthritislike condition, the treated joints also
showed less infiltration by inflammatory cells and less cartilage and
bone destruction compared with untreated joints. The results sug-
gest that strong anti-RA drugs could be developed that stimulate
production of p16 in the synovial cells of humans. 

A Final Note

The basic lesson I hope you will take with you is that you will
probably do best starting with NSAIDs. When NSAIDs are not
enough, your doctor may consider second-line drugs in a se-
quence reflecting what he or she thinks will help and what kind
of arthritis you have. Steroids are usually reserved for really bad
problems. Methotrexate or gold is usually next in line. Other
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drugs are used when the top group fails to help any longer. You
and your doctor will have to make the decisions of what to use,
how much to give, and when to stop.

All of the medications are designed to improve motion and
reduce pain, swelling, and inflammation. This allows you to do
physical therapy and begin the road to improvement. Medicines
are usually invaluable and enable the many faces of team care to
be effective. 
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11

Exploring
Alternative Therapies

The word arthritis has conjured up fear and anxiety in families for
many generations. And those fears and anxieties have created some
rather strange attempts to solve the problems of arthritis. Let’s say
that one day you come to the realization that you have arthritis.
Your aunt Millie probably tried to treat your arthritis first, fol-
lowed by your cousin Jane, and probably more than a few friends.
Maybe it was Aunt Millie who insisted you wear that tight-fitting
copper bracelet, even when your wrist turned green. When your
symptoms didn’t go away, she probably accused you of not wear-
ing the bracelet all the time, right? It was your neighbor Mary
who had her friend bring those terrible-tasting herbal teas to cure
your pain. Good intentions all. 
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Unproven and Dangerous Remedies

Some folks even sit around in abandoned uranium mines in an ef-
fort to alleviate their arthritis symptoms. With radiation levels in
the mines at 175 times the federally accepted standard, it might
seem puzzling that people would be willing to take that kind of
risk with unknown results. But that is the nature of this problem.
Chronic pain can really make a person desperate. When conven-
tional treatments don’t work, people will try just about any-
thing—and a study indicates that about 94 percent of patients with
arthritis will try one of these unproven remedies at least once. 

If you’re lucky, you have avoided some of the more dangerous
“cures” for arthritis. Americans are spending some six billion dol-
lars each year on useless “miracle cures” for arthritis. Because the
diseases are so frustrating, and the pain so debilitating, it is under-
standable why people search for relief in just about any form.
These unproven remedies range from rather innocuous ones to re-
ally hazardous ones. 

Some of these treatments are harmless. Among the harmless
ones are copper charms, herbal teas (provided they don’t contain
steroids), mineral waters, topical creams, vibrators, vinegar and
honey, and New Zealand green-lipped mussels. Others are poten-
tially dangerous, with little scientific basis for the claims made on
their behalf. For example, dimethyl sulfoxide (DMSO) is an in-
dustrial compound that has been touted as a relief for inflamed
joints. While it may give temporary relief, it is unproven and may
cause skin irritation and diarrhea. Other new treatments have not
been thoroughly tested and their side effects are unknown. There
have been claims that megadoses of certain vitamins will cure
arthritis, but some vitamins can accumulate in the body to toxic
levels. Snake venom and bee venom are also dangerous treatments
because they may cause severe allergic reactions. Some drugs that
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are finding their way into this country contain unknown ingredi-
ents, among them steroids. 

Products derived from bovine or other animal sources are being sold
at health-food and nutrition stores as cures for arthritis. Cerasomal- 
cis-9-cetylmyristoleate and cetyl myristoleate are two of these
(brand names CMO, CM Pure, CMPlus, CM Protocol, Arthro-
Balance). The FDA, however, has no information about these prod-
ucts as a treatment for arthritis. No recently published scientific
studies exist. The National Institutes of Health is not currently
working with cerasomal-cis-9-cetylmyristoleate. Beware of such
products touted as cures when no FDA approval has been granted.

Several studies have been conducted on biomagnetic therapy
for the treatment of osteoarthritis. Biomagnetic therapy is a treat-
ment in which a low frequency, low-voltage electromagnetic field
is delivered to the skin in the painful area. Participants in these
studies have shown improvement in symptoms like pain, tender-
ness, and the ability to perform daily activities. This may be a po-
tentially promising treatment but, at this time, the FDA has not
approved it for treating arthritis.

Many treatments may give you temporary relief simply because
you believe they will. This is called the placebo effect. The mind is a
truly powerful tool, and when we really focus on achieving a de-
sired result, we may actually be able to gain relief, at least for a
brief time. Also, arthritis is known for being up and down; you
may feel good one day and miserable the next, and go into remis-
sions for no apparent reason. People who spend time in a uranium
mine might feel better only because they have simply removed
themselves from everyday stress for a short time. This could also
explain why people feel much better after going to one of those
clinics that administer strange, unknown drugs. These clinics are
almost always in beautiful, tropical settings, with warm climates.
Just being in that environment would help anyone feel better. 
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Many of these unproven remedies will cost you quite a bit of
money. My recommendation would be to save your money and
take a friend out to lunch or open a savings account! Be logical
when you are considering using any of these unproven remedies.
Do they claim to cure arthritis? All 100 forms? (The types of
arthritis are very different from one another and there would have
to be many different cures.) Is it safe? Are the side effects known?
(Every drug will have a side effect.) What scientific studies have
been conducted to determine the effectiveness? Do these studies
use the word natural to describe the remedy? (Snake venom is nat-
ural but it can be harmful.) 

Look at the way the product is promoted. If a scientist finds a
cure for one kind of arthritis it will not be touted as a cure-all, or
based on a secret formula, or available through an 800 number. I
guarantee that it will be on the front page of every newspaper and
magazine in the country. It will be a cause for celebration. Snake
oil salesmen have been around forever—don’t fall for their smooth
talk and dubious promises on cable television. 

Alternative Remedies

Let’s look at some of the constructive alternative ways in which
people are finding relief from the everyday aggravations of arthritis.
Being fit is by far the best answer to many of the problems facing
people with arthritis, but these other methods might help you along
the road. I would divide these techniques into physical and psycho-
logical approaches. First, let’s examine some of the physical ways.

Acupuncture

Traditional Chinese medicine has practiced acupuncture for more
than 2,500 years. Acupuncturists see the body as a bioelectric sys-
tem with definite energy pathways. They believe there are 14
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meridians, or energy channels, running through the body. Along
those meridians are 361 acupuncture points. Some practitioners
also identify 48 more points, with additional meridians along the
scalp. Others identify a set of needling points in the ear. 

According to the accupuncture theory, when energy is dis-
rupted along the meridians, pain and illness result. Needles are
used to stimulate points along the channels, thereby balancing the
flow and restoring health. Acupuncture can be applied to areas
other than those around a tender, swollen joint, and, therefore,
may be more easily tolerated than direct treatments. There is some
skepticism regarding the claims of acupuncture. However, re-
spected medical journals such as the British journal The Lancet
have reported that these treatments may work well for certain pa-
tients with chronic back pain or painful joints. There is less proof
for treating other ailments.

Western scientists have long been skeptical about acupuncture
because of the lack of rigorously controlled research on its effec-
tiveness. However, a consensus statement on acupuncture released
in 1998 by the National Institutes of Health (NIH) acknowledges
that there’s enough evidence to show clearly that the treatment
helps provide relief after dental surgery as well as for the nausea
and vomiting from chemotherapy, anesthesia, or pregnancy. More-
over, the panel concluded that acupuncture may also help control
fibromyalgia, OA, and other conditions that involve chronic pain. 

One of the studies cited by the NIH was conduced by Abass
Alavi, M.D., chief of nuclear medicine at the University of Penn-
sylvania Medical Center, who showed that acupuncture affects the
flow of blood in the brain. Dr. Alavi used single photon emission
tomography (SPECT) to view the brains of four people with pain,
as well as five pain-free people who served as the control group.
He found that after acupuncture needles were inserted, all of the
patients had increased blood flow to the thalamus, the area of the
brain that relays pain and other sensory messages. Because the
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brains of the pain-free group showed the same reactions as those
with pain, the changes in blood flow couldn’t be attributed to a
placebo effect. 

If you decide to try acupuncture for pain relief, and we are not
specifically recommending it here, you should take care in choos-
ing a practitioner. There is a problem of poorly trained and not
very ethical acupuncturists. State laws vary with recognition of
acupuncturists. You’ll have to check with either a local medical
society or the state board of medical examiners. In general, you’re
acting on faith alone. 

Cleanliness is always of concern when there is an invasive pro-
cedure of any kind. In this age of AIDS it becomes a matter of life
and death. The needles do pierce the skin, and you should allow
only disposable needles to be used in acupuncture. Hepatitis has
been transmitted in a few rare cases by improperly sterilized
acupuncture needles. As with all types of treatments, beware if
there are exaggerated claims of instant cures. All your questions
should be answered clearly, and you should understand what will
be done and what the treatment offers. 

Acupressure

This technique is similar to acupuncture, but it uses fingertip pres-
sure rather than needles. Acupuncture actually evolved from acu-
pressure. The pressure of fingertips on tender areas can help relieve
pain by dispersing lactic acid that builds up in target areas. It is a
safe technique that you can teach yourself.

Chiropractic 

A chiropractor treats diseases by manipulating the spine and other
body structures, based on the belief that many diseases are caused
by pressure, especially of the vertebrae, on nerves. Many people
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believe very strongly in this therapy because they do get relief
from pain by the manipulations. Again, check the credentials of
anyone administering this therapy. Make sure they are certified,
and as always, beware of claims of instant cures. These are all
methods of helping you cope with the pain of arthritis—they are
not cures. Many rheumatologists and orthopedists are concerned
because in chiropractic practice, more serious disease is not recog-
nized, and a delay in treatment can result in further injury.

Massage Therapy 

Massage is an ancient form of pain management and stress relief.
The Chinese practiced it more than 3,000 years ago, and it has
been used continually since then. Our lives today tend to be stress-
filled, and massage is one way to help us relax our muscles and let
our bodies be refreshed. As you read this you can probably identify
areas of stress in your body. Are your shoulders tense? Is your neck
stiff? Are you clenching your teeth? All this tension really aggra-
vates the pain of arthritis. Massage is a way to help us relax and
allow the blood to flow naturally through our bodies. 

The types of massage range from stroking, either lightly or
firmly, to increase blood flow, to compression, which is kneading
or squeezing. There is also percussion, using the hands to strike
the muscles. Some physical therapists use electric vibrators to mas-
sage the muscles. 

Reflexology 

This treatment is based on the concept that the muscles and or-
gans of the body are affected by specific areas of the feet. When
pressure is applied to these areas of the soles of the feet, other loca-
tions of the body relax.
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Therapeutic Touch 

Although based on the ancient concept that the laying on of hands
has healing power, this technique was recently developed by Do-
lores Keieger, a New York University nursing professor. This
technique does not actually involve touch, but the holding of the
hands about two to four inches above the body. It is thought that
the closeness of the hands smoothes out or shifts the energy field
surrounding the human body.

Clinical studies have documented that patients treated with
therapeutic touch have reduced anxiety and increased relaxation.
Though the pain does not disappear, patients can go for longer
periods of time without pain medication. Anxiety and pain are in-
tertwined, so if a person becomes less anxious pain will lessen.

Alexander Technique 

Poor posture, it is believed, is partly a reaction to stress, which can
affect body function. The Alexander technique retrains the body
to eliminate unhealthy postures. The head is positioned so that it
can properly balance and allow the neck muscles to relax. Bad
postural habits are hard to change, so it takes time and practice to
retrain your body.

Flotation Therapy 

Floating in a pool filled with Epsom salts in a room with restricted
light and sound is relaxing and therapeutic. The combination of
relaxation, weightlessness, and the Epsom salts has been docu-
mented to relieve pain partly by stimulating endorphin produc-
tion. Flotation tanks are used in clinics to treat persons with
chronic pain, to reduce anxiety, and to treat addictive behaviors
like cigarette smoking.
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Heat Treatment

Perhaps the oldest known treatment for arthritis is simply a hot
bath. People have been going to resorts with hot mineral springs
for centuries. Heat can be found in a hot bath, hot pack, or a
heating pad. Another method of heat application is hot paraffin.
Paraffin baths are simply heated containers filled with melted
paraffin and wintergreen oil. Beauty salons use them as a hand
treatment, but for arthritis sufferers these baths are a way to get
deep heat to the small joints in the hands or feet. After dipping the
hand a dozen times to coat it with hot paraffin, you wrap it with
plastic, cover it with a towel, and leave it until it is cool. The
paraffin baths can be found at medical supply firms. 

Cold Treatment 

Cold, wet compresses or ice packs applied to the affected area
work better than heat for soothing sharp, intense pain of an arthri-
tis flare-up. Use cold treatment for ten to twenty minutes but not
longer than twenty minutes at a time because excessive cold can
damage the skin.

TENS

Transcutaneous electrical nerve stimulation (TENS) involves the
use of electrical stimulation of the nerves to block the pain signals
to the brain. It is performed by a professional and is usually done
after other methods have been tried and failed. It seems to work
best when the pain is in a specific area, such as the lower back.
Electrodes are placed on the skin with some gel in the area to be
treated. The electrical current is low level and produces a slight,
tingling sensation. As with most treatments for pain relief, it does
not always work, but it is frequently helpful. 

EXPLORING ALTERNATIVE THERAPIES

139



Magnets

Touted by Miami Dolphins quarterback Dan Marino, magnets are
fast becoming popular with adherents of alternative pain therapies.
Whether embedded in mattresses or strapped to the back, knee, or
wrist, some people are finding relief, cheaply.

However, there is no conclusive evidence, either pro or con, as
to the effectiveness of magnets, although their medical use dates
back to the ancient Greeks. Hippocrates reportedly used the mag-
netic rock lodestone to treat sterility. Some scientists have specu-
lated that magnets promote healing by stimulating blood flow to
the affected area, bringing extra oxygen and nutrients while reduc-
ing toxins. Another hypothesis states that magnets create a field that
alters the way pain signals are transmitted along the nervous system.

Perhaps the most thorough study to date was conducted in
1997 by researchers at the Baylor College of Medicine, who used
magnets not much stronger than those commonly found around
the house. The devices reduced pain in 76 percent of post-polio
patients, compared with 19 percent of patients treated with a
placebo. Neither the researchers nor the control groups knew
which magnets were real or fake in the double-blind experiment.
The findings caused some doctors to reserve judgment, but with
just 50 patients, the Baylor study is not deemed conclusive. 

Magnet use in people is also approved by the FDA to heal
nonunion fractures, or fractures that refuse to heal by splinting or
other forms of immobility. The results are real and provide con-
crete evidence that magnetism has a curative effect. Veterinarians
caring for racehorses have known the pain-relieving qualities of
magnets for many years. Magnets are particularly useful for painful
back muscles of racehorses. I am sure that there is a place for mag-
nets in pain relief for people with joint and muscular pain.

Anecdotal remarks from several friends who live in different parts
of the country all have the same theme: There are clear differences
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in the different brands of magnets on the market. If you try one
particular brand and it fails to relieve your pain, don’t give up. Try
at least two other brands; there are differences. 

Ayurvedic Herbs

While ginger, tumeric, and frankincense are staples of the spice
rack, they also qualify as pain relievers. These herbs have been
used for thousands of years in Ayurveda, the traditional medicine
of India, to treat arthritis and other ailments. They are sometimes
combined with ashwagandha, another Indian herb.

Research conducted by the American College of Rheumatol-
ogy (ACR) in the fall of 1998 looked at a combination remedy
incorporating these four plant extracts. In a study of 90 people
with OA, 50 percent experienced significant and sustained pain
relief, compared to 20 percent who took a placebo. An earlier
ACR study of the same formula analyzed 182 patients with active
RA. Again, those who took the herbs experienced a reduction in
the number and severity of swollen joints and noted a statistically
significant improvement in pain, stiffness, and function compared
to those who took the placebo. Tests also showed disease-modify-
ing activity such as a drop in the amount of both rheumatoid fac-
tor and interlukins, the biological markers that show RA disease
activity. In both studies, participants had no significant side effects
or interactions with other drugs, even those taken over a four-
year period.

Though the results seem promising, there remains a divide be-
tween East and West as to the effectiveness of these herbs. Some
Western-trained doctors are skeptical, while others feel they just
don't know enough about herbs and other botanical therapies to
offer an opinion. Meanwhile, some skeptics question how the
same formula could help with both OA and RA, two conditions

EXPLORING ALTERNATIVE THERAPIES

141



with different causes and symptoms. Western experts also have a
problem with the “multi-herb” formula. When so many ingredi-
ents are used, it's difficult to scientifically evaluate a remedy to de-
termine which one (or ones) are the active ingredients, or even
how they act together. 

However, Ayurvedic practitioners say the studies point out
what they already knew. Each herb has its own history of study
and therapeutic use. Ginger (Zingiber officinale) is probably the best-
studied of the four. Research indicates that gingerroot inhibits
production of prostaglandins and leukotrienes, which are involved
in pain and inflammation. In an uncontrolled 1992 Danish study,
56 patients who had either RA, OA, or muscular discomfort took
powdered ginger. All of those with musculoskeletal pain and
three-fourths of those with OA or RA reported varying degrees
of pain relief and no side effects, even among those who took the
ginger for more than two years.

Turmeric (Curcumin longa) is used for color and flavor in Indian
cuisine. Studies show that it inhibits prostaglandin production and
stimulates the creation of cortisol, which relieves inflammation. It
seems to act like capsaicin, an active ingredient in cayenne pepper,
by depleting nerve endings of the neurotransmitter substance P.
When turmeric was taken internally along with cayenne pepper in
animal study, it significantly lowered inflammation. Capsaicin is
usually used in ointments that are applied externally to aching
joints. One researcher suggests turmeric might also work applied
externally, but no studies have yet been done to confirm this.

Frankincense (Boswellia serrata) comes from a tree that yields
gum when its bark is peeled back. In animal and test-tube studies,
it inhibited the production or leukotrienes, which cause inflam-
mation. Ashwagandha (Withania somniferum) is an Asian plant of
the potato family whose roots have long been used to treat
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rheumatism, high blood pressure, immune dysfunction, and erec-
tion problems, as well as to ease inflammation. Because of this, it’s
sometimes called the “Indian ginseng.”

Although each herb may have some action on its own,
Ayurvedic medicine is based on the combination of herbs for
greater effect. A 1991 study conducted in India looked at a combi-
nation formula of boswellia, ashwagandha, turmeric, and zinc. In a
double-blind, placebo-controlled trial of 42 patients with OA,
those receiving the test formula showed a significant drop in pain
and disability. Moreover, the combination appeared to affect only
the symptoms, as X rays did not show any changes in the joints of
the test group. Again, there were no significant side effects. 

While researchers report that the herbs require up to a month
to take effect, they say the herbs retain their therapeutic benefits
over several years without an increase in dosage.

One thing Ayurvedic practitioners and Western doctors do
agree on is the need for a well-rounded treatment to control
arthritis. When considering herbs, you should consult your doc-
tors about what and how much you are taking, so you can be
monitored for any side effects or changes. These botanicals act as
chemicals in the body and may interact with prescription and
other drugs. For example, large doses of ashwagandha may in-
crease the effects of barbiturates. However, do not discontinue any
prescription drugs without consulting your doctor—remember, it
can be dangerous to suddenly stop some medications. 

Ginger should be used with care if you are taking blood-pressure
or blood-thinning medication, as large doses can multiply the effects
of these drugs and cause bleeding. For the same reason, don’t use
large amounts of ginger if you are scheduled for surgery. Finally, you
should consult with you doctor after two or three months of taking
the herbs, just as you would any long-term medication.
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Now let’s examine some of the psychological approaches to
providing relief for people with arthritis.

Biofeedback 

Biofeedback is being taught today by physicians, psychiatrists, psy-
chologists, and many types of therapists. You learn several types of
relaxation techniques and by attaching sensitive monitors to your
body you can see immediately how your body is reacting to your
efforts to relax, lower your blood pressure, diminish your pulse
rate, change your temperature, or relax your muscles. Biofeedback
reinforces your efforts to control your involuntary reflexes. The
monitors let you know if your attempts to “tell your body” what
to do are working. Eventually people are able to control these
bodily processes without the use of the machine. In Raynaud’s
phenomenon, for example, you may be able to increase blood flow
to your hands or feet. By reducing stress and relaxing tight muscles
you may reduce the level of pain and the need for medications. 

Visualization 

Visualization has been shown to eliminate or reduce pain. Hyp-
notherapists use it to help patients come up with images like imag-
ining that appropr iate nutr ients are flowing through the
bloodstream to a particular part of the body that is diseased, thus
healing it. Visualization can help pain become more tolerable or
detract attention away from it. Close your eyes, breathe deeply, and
imagine that you are in a place that is particularly restful. Bringing
up this image at times of stress can be soothing and refreshing.
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Meditation 

Like visualization, this method can bring about relaxation and re-
duction of stress. It can slow the heart rate and breathing, thereby
reducing stress. Those who practice meditation regularly are
physiologically younger than their chronological age and report
decreased anxiety, depression, and tension, and increased concen-
tration and resilience.

Deep Breathing

Deep breathing is an effective way to relax. Try to find a time
when you will not be disturbed. Find a comfortable, quiet place
with as few distractions as possible. Lie down, letting your body be
as limp as possible, and close your eyes. Begin breathing very
deeply, slowly, and rhythmically. Clear your mind of all your prob-
lems and distractions. You can concentrate on a word, any word
that will help you relax. I personally like to imagine that I am in-
haling all the positive energy around me, and when I exhale I am
letting go of all the negative things in my life. Inhale, positive, ex-
hale, negative. Try it for five or ten minutes at first and work up to
twenty or thirty minutes. You will be amazed how fast the time
goes by and how refreshing this method can be. 

Positive imagery is another variation of deep breathing. The
basic idea is to put yourself in a quiet place with minimal distur-
bances, close your eyes, relax, and breathe deeply several times.
Then imagine that you are in a place where you are happy and re-
laxed; it might be the beach, the mountains, a cabin in a storm, a
boat in calm waters, or whatever place makes you happy. In your
mind look carefully at the entire scene. Imagine the smells, the
temperature, the sounds, anything you can observe about this
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happy place. It might mean going back in time to a point in your
life when you felt safe and happy. Positive imagery helps you to
relax, subdue tensions, and lessen pain. 

Self-hypnosis

Again, self-hypnosis is a variation on the above themes. You may
need to be taught this technique by a therapist. It is a way to put
yourself into a state of deep relaxation. There are audiotapes avail-
able in most bookstores to help you with most of these types of
deep relaxation. After you have practiced them for a while you
will not need the tape. Having practiced these types of techniques,
I can actually fall asleep in a chair waiting for my dentist. And be-
lieve me, that used to be a very stress-filled time! 

A Common Sense Approach

While you need to look very critically at any unproven method of
treating arthritis, you might also remember that many of the
methods used to treat patients today were once unproven. Not too
long ago people with arthritis were sent to bed, whereas today pa-
tients are encouraged to be as active as possible. When you have
tried just about everything else and you are still in pain and unable
to function normally, you may understandably be looking for
other possibilities. You need to pay attention to the messages your
body sends you. If you are considering an alternative method of
treatment, seek the advice of your doctor and see if there is any
basis in science for it to work. (If your physician refuses to discuss
it, remind him that science doesn’t totally understand why aspirin,
as well as many other drugs, work.) And above all, be critical and
be careful!
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Part Three

TA K I N G  CA R E

O F  

YO U R S E L F

The first two parts of the book covered your illness and
what you can do about it medically. Now we will intro-
duce you to what you should do for yourself. 
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12
The Misuse,

Overuse, and Underuse
Causes of Arthritis

Holding a comb tightly in her left hand as she expertly manipu-
lated my hair, clipping and snipping the ends, Helen Sanchez sud-
denly winced and lowered her arm. She bent her left thumb and
rubbed it gingerly. I saw that the base of her thumb was enlarged
and knew she was in pain. I asked her what had happened to her
thumb. “Twenty-five years of barbering,” she replied, bending her
thumb to show its squared-off look.

What Helen showed me was a left thumb injured during
twenty-five years of misuse by holding her comb too tightly. In
addition, she was forced to hold her left arm over her head to po-
sition the comb because she was too short for the chair. As we
talked more, she told me of the back pain she experienced when
she stood too long in that awkward position to hold the comb. 

Many work-related injuries like Helen’s are similar, regardless of
the profession. Dr. Alice Brandfonbrener in Chicago, a well-known
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doctor who treats performing artists when they develop pain in
tendons, muscles, or joints that interferes with their performance.
She is an expert on the effects of arthritis on a variety of profes-
sionals who overuse their muscles from cello players to barbers.
For example, if a drummer has pain in his hands, you might say,
“Well, he’s beating the thing too hard,” but the solution is not that
simple. Dr. Brandfonbrener looks into the number of repetitions,
the intensity of impact on the arms and hands, how the instru-
ment is held, and such things as the physical qualities of the
drums’ surfaces and the artist’s technique. Problems for drummers
include tendinitis, nerve entrapments in the wrists, callus prob-
lems, and even stress fractures. Hypermobility, or joint laxity, as we
discussed in chapter 2, is also a risk factor. 

When I discussed this book with her, she pointed out that peo-
ple like Helen need to stand in less strained positions and compen-
sate for their misuse. Helen, for example, should build a platform
to raise herself off the floor, and she should use the comb under-
handed instead of overhand. To reduce the tension on her left
thumb and fingers, she can create a customized grip for the comb
using a product like Dyna-Form-It putty (see chapter 16, page
207) to make the comb easier to hold. She also needs a good exer-
cise program for her back. 

It is impossible to estimate how many people have short- and
long-term injury to muscles, joints, and all of the other soft tissues
such as tendons and ligaments due to improper use or injury.
More often than not, a localized pain in a muscle or joint is due to
improper use of some kind. One common scenario is the week-
end athlete, often a middle-aged man or woman, still remember-
ing past athletic prowess, who tries to play touch football at an
office picnic. Another good example is the experience of a friend,
Jo Claire Gissel, who was late for her session with her exercise
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trainer and didn’t warm up or stretch her muscles on the station-
ary bike, treadmill, or Stairmaster®. A few days later her knee was
so sore that she had to see an orthopedist.

How Misuse, Overuse, 
and Underuse Affect the Body

When tenderness or pain on motion occurs in muscles, joints, or
tendons on a continuing basis, you must become a detective to
ferret out the offending activity causing it. Let’s look at a few of
the major ways that people misuse, overuse, and underuse differ-
ent parts of the body.

Hands, Fingers, and Wrists 

Daily use of a computer for hours on end is a good example of
overuse. In writing this book, I experienced this very problem,
called carpal tunnel syndrome. The first thing I did wrong was to type
for an hour or two before the muscles and joints of my hand were
ready, thereby triggering muscle spasm in my fingers and wrists.
Many people who use computers frequently have inflammation
and nerve entrapment of the wrist. If this is your situation, you
need some kind of pad to rest your wrists on. The Macintosh™
computer, for example, has a new PowerBook® keyboard with a
built-in pad for the wrist below the keyboard that is part of a
handy trackball that replaces the mouse. You hold your wrists in a
neutral position with the fingers poised over the keys. It also helps
to have a chair you can adjust in height with padded arms. Such
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features allow you to change your position periodically to reduce
fatigue and injury to the wrists and fingers. 

Another large group of people who misuse and overuse their
fingers, hands, and wrists are assembly-line workers doing repeti-
tive activities such as sewing, inserting, joining, lengthening,
bending, winding, or twisting parts or materials. This is an impor-
tant problem in many jobs, but it can also happen to hobbyists. If
you’re in this boat, be sure that you don’t overuse your fingers and
hands. Build up strength in your muscles through exercise to re-
duce injury.

In short, misuse and overuse have to be a first consideration
with any sudden, unexplained pain or swelling of the fingers. For
example, painting the ceiling for hours with a brush should be
number one on your list if you are looking for a cause behind the
pain in the fingers and wrist as well as your neck the next day.
Piano players and guitarists frequently have trouble with nerve en-
trapment caused by swelling within the carpal tunnel of the front
of the wrist, where nerves to the hand go through. 

Elbows 

Tennis elbow is a term used by tennis players to describe pain any-
where in the general area of the elbow. The pain begins as you
start hitting the ball and can last for days afterward. The usual ex-
perience is that the force of the ball being hit transmits up the
racket through the hand, wrist, and forearm to the outside of the
elbow, creating local injury to the soft tissues around the joint ro-
tary area of the outside edge of the elbow. This is misuse at its
worst and is almost always preventable. 

Dr. Tom Thornhill, an orthopedist from Boston, feels that
there are three main areas of tennis elbow misuse and accompany-
ing injury: the outside, the inside, and the back of the elbow. Each

THE ARTHRITIS SOURCEBOOK

152



area involves different muscles and the motions of bending and ex-
tending the wrist and extending the elbow. There are two ways to
power a muscle: concentric and eccentric. Concentric contraction oc-
curs when the muscle is being shortened, and eccentric contrac-
tion occurs when the muscle is being lengthened. The injury to
the elbow in tennis elbow is usually due to eccentric contraction,
which causes tearing of the tendon and muscle. An example of
this is when the forearm is being straightened to hit the ball, and
the same forearm muscles while being stretched, are contracted
when the ball is hit. Injury occurs as the muscle is being stretched
while the muscle fibers are being contracted. 

Another way that hitting a tennis ball can injure the elbow is
when the fibers of muscle inserting into the bone are pulled away
from the bone by too much force from hitting the ball. Injury
can be acute, which means that it happens suddenly; this kind of
initial injury usually gets better on its own after a few weeks. In-
jury can also be chronic, with injury time after time to the mus-
cles, that causes shortening of the muscles due to scarring from
repeated injury. The usual situation is acute/chronic with recurring
episodes of elbow pain lasting for weeks or months. The reason
for the flares is that the elbow never gets completely well and is
subject to reinjury.

If your pain is in the muscle of the outside of the fleshy part of
your forearm, you probably have injured the belly of the muscle
during eccentric power contraction; that is, you were stretching
the muscle of the forearm when you hit the ball, causing injury. If
your pain is where the muscles insert into the bone of the elbow
either on the sides or the back, you probably have pulled fibers of
tendon from the bone.

Treatment usually includes NSAIDs to reduce pain, and local
pressure splints and bandages applied firmly just below the painful
area to reduce vibration on the joint and tissues and to absorb the
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force of the ball as it is being hit. Injection in the elbow with
steroids is at times helpful but not as successful as injections in
the shoulder.

The best treatment is to figure out what you are doing wrong
and correct it. Laying off tennis until the pain disappears allows
the body to heal itself; however, the better treatment is to find out
what’s causing the pain. Start with your racket. Dr. Thornhill and
a colleague studied the causes of tennis elbow a few years ago. Of
the many possibilities, they were surprised to find that changing
tennis rackets was the most frequent event associated with the be-
ginning of tennis elbow. Many players develop tennis elbow by
playing with a stiffer racket that does not give when the ball is hit,
thereby causing too much transmitted force on the elbow. It is
worthwhile therefore to try out a racket first before buying it to
be sure that it is safe for you. If a friend has a racket that is the
same or similar to the one you’re interested in, borrow it and use
it for a while. Alternatively, lessen the tension by loosening the
strings of the racket. Check your strings to see if they need chang-
ing. For club players, gut strings lose their performance in as short
a time as a month, so using synthetic strings makes more sense.

If you know that the racket or stringing is not to blame, the
cause is likely to be related to your technique of hitting the ball. A
common fault is not bending the elbow when hitting the ball to
reduce the transmitted force hitting the elbow. If you wait to hit
the ball when it is at your side, even with your body, the transmit-
ted force hits more directly on the elbow. The ideal place to hit
the ball is when it is just in front of your body, causing you to lean
forward, but if you hit it when it is too far in front of you, your
elbow will be too straight because you are swinging too far out.
Also, by hitting the ball when it is close to the front of your body,
you are using the forward force of your entire body and not
overusing your forearm. There are many ways that your technique
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of hitting the ball can be wrong, and a good tennis teacher can
solve them in a hurry.

A major way to prevent tennis elbow is to stretch your arm mus-
cles properly before playing. Extend your elbow, pronate (turn your
hand over with the palm down), and fully flex your wrist, bending
your fingers toward the palm. Hold for a count of five, and repeat
several times. Remember to stretch those leg muscles too.

Another major way to prevent problems is to build up
strength in the arm muscles. Most health clubs have a Cybex®,
which is a bar that you can roll forward by flexing the wrists and
roll backward by extending the wrists using a two-pound
weight. There is also a handle for you to pronate and supinate
(turn the hand over and up again). You can do approximately the
same by wringing a wet hand towel one way and then the other.
In the next chapter on exercise we’ll discuss this in more detail.
To reassure you in your quest to control tennis elbow, Dr.
Thornhill feels that only 2 percent of people with chronic tennis
elbow ever need surgery.

Misuse and overuse of the elbow is not limited to tennis play-
ers, as tennis elbow or its equivalent is also present in golf enthusi-
asts and even in Little League baseball players. If you have children
in the Little League age group, you should be aware that overuse
pitching by young boys or girls can injure the elbow. The Little
League has rules about the number of pitches that can be made in
a game by pitchers of certain age groups, so if you have a pitcher
in your house, be aware.

Shoulders 

Dr. Thornhill points out that the majority of nontraumatic condi-
tions afflicting the shoulder are caused by tendinitis in the cuff or
sleeve that holds the shoulder together. In people in their twenties,
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overuse of the arm with overhead motion such as throwing balls or
hitting balls with a tennis racket causes local bleeding and swelling
of the shoulder cuff due to the rubbing of tendons on bone. An-
other name for this is tendinitis impingement syndrome, or “pitcher’s
arm.” If the overuse and misuse continue, scarring and inflamma-
tion of the tendons can occur in later years. After many years of
continued overuse, the tendons may rupture, and scarring will cause
loss of motion unless surgery is performed. The best treatment is to
stop irritating the shoulder with overuse. Although NSAIDs can
help the pain and steroid injections can reduce inflammation and
pain, rest and discontinuation of the misuse are essential.

Another frequent afflication of the shoulder happens to be my
problem. My left shoulder area has always been so much lower
than the right that tailors altering suits always have to pad the
shoulders. In Houston, my exercise trainer, David Taylor, gave me
an exercise with weights to increase the size of the trapezius mus-
cle that slopes from the neck to the shoulder. While discussing this
section of the book with Dr. Thornhill, I mentioned my shoulder
problem, which has been present since my early teen years. He
quickly figured out what I had done wrong to misuse my shoul-
der. Growing up, I delivered newspapers to homes twice daily for
several years. I carried a heavy bag of papers slung over my right
shoulder and threw the papers onto the porches of houses from
the sidewalk. I threw a lot of papers during those years. What
happened to me is called drooping shoulder caused by a laxity of the
capsule of the shoulder joint due to repeated stretching from
throwing papers in my situation. When the doctor pulled down
on my left upper arm, I felt it pull out of the socket. This condi-
tion is very common among tennis players, pitchers, and anyone
doing repetitive motions of the shoulder. The treatment, of
course, is prevention. 
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Hips, Knees, Legs, and Feet 

The main overuse and misuse occurring in these areas involve
great American pastimes: running and jogging. As we pointed out
earlier, a force of four to eight times your body weight is exerted
on the hips, knees, and legs during jumping or running. This fact
of physics means that you must have proper warm-up periods,
stretching, conditioning of the body, and use of proper shoes.

Runner’s knee is a specific problem for runners. The lump of
bone located just below your kneecap, called the tibial tuberosity, is
subject to local stress and trauma with pain and swelling. Shin
splints are a variation of the same injury to the covering of the
bone over the shins. Running on a hard concrete surface such as a
paved street is often the cause. Achilles tendinitis is inflammation of
the heel cord and is more serious than the bone-covering prob-
lems just described because the heel cord may actually rupture
while running. A bad sign is if your knees swell with fluid every
time you jog. Stress fractures in the feet are also common disorders
for dedicated runners. The strong plantar fascia and ligament run-
ning the length of the sole of the foot can be traumatized and be-
come inflamed due to poorly fitting shoes or foot abnormalities.

Prevention is the main treatment for all these problems. First,
you must have properly fitting shoes and socks; tennis shoes are
not okay for running or jogging. Be sure that you get help from a
qualified person for the right type of running shoes for you. Sec-
ond, be sure to condition, stretch, and warm up to prevent stress
injuries to the legs and joints. If you try to run full speed on cold
muscles and tendons, you’ll pay for it with pain or injury. If you
do develop swelling of the knees with fluid or pain in the legs
every time you run, your body is telling you something. Please
take up the identical exercise in a swimming pool and save those
joints. The effect on your health and conditioning is the same.
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The Back

The back is often subject to underuse with resulting muscular
weakness and low back pain. Statistics vary, but low back pain
with no demonstrable cause is at least one of the most common
afflictions. In a family practice study of patients over a three-year
period, 10 percent of men and women had sufficiently painful low
back pain to bring them to the doctor. Some reports say that up
to 80 percent of people have low back pain at some time in their
lives. Many orthopedists tell me that low back pain is the single
most frequent complaint encountered in their practices. 

It is impressive to see how many people can lose their low back
pain when they are persuaded to follow a strengthening program
for their backs on a regular basis. Strengthening the back muscles
does reduce, if not eliminate, low back pain more often than not.
My favorite exercise for this is the Roman chair used in health
clubs. This is a frame at about a 45-degree angle that supports
your body from the feet to the groin area. You bend over to the
floor and up, usually starting with eight repetitions, then stopping,
counting to five, and repeating two times. As you grow stronger,
you increase repetitions. If you feel pain, you reduce by one repe-
tition until no pain is produced. If you do this exercise on a daily
basis, your back pain has the best chance to disappear as the mus-
cles become stronger to hold the back. By building up the en-
durance and strength of the back muscles, you can delay or
eliminate the pain of fatigue.

Other ways to achieve strengthening include abdominal exercises
and stretching exercises. The next chapter, devoted to exercise, will
provide more details.
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13
Staying Fit 

and Energized
Movement and Exercise

for Everyone

In an article in Arthritis Today, Maxine Rock, the award-winning
author of four books, shared with all of us the big change she un-
derwent fifteen years ago with her spinal arthritis. Her medicines
weren’t helping, her stiffness was crippling her activities, and life
was not getting better. She summoned her courage, slipped on her
running shoes, and began running two miles three times a week.
Much to her wonder, the omnipresent pain and stiffness in her
back and neck almost disappeared in a few months. What is sur-
prising about Maxine’s experience is that when she began her ex-
ercise program of running, people with ankylosing spondylitis
were being told to take it easy and save those joints. We know
now, of course, that exercise is not only helpful, but it also may be
the best thing you’ll ever do to help your arthritis.
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Unfortunately, many arthritis sufferers seem reluctant to exer-
cise. A recent Arthritis Foundation survey found that 70 percent
of respondents gave up exercise and household chores when their
condition was at its worst. The survey also found that while 78
percent of respondents believed exercise helps lessen the effects of
the disease, only 46 percent exercised regularly. 

While many people find it difficult to exercise alone, fitness in-
structors are becoming more knowledgeable about arthritis. Ef-
forts are underway to make even more exercise instructors aware
of the needs of people with arthritis. 

Some Basics About Exercise,
Stretching, and Balance

Three intertwined activities, more than almost any medicine, will
help you to stay fit and energized. The first is exercise, to give you
power and endurance. The second is stretching, to give your joints
flexibility. The third is balance. Better balance simply means better
muscular control and coordination in such fun things as climbing
stairs or swinging a racket at a tennis ball.  As we get older, unless
we practice balancing our bodies on one foot and the other, clum-
siness occurs and, even worse, a loss of rapid-response skills. Many
accidents are caused by poor balancing skills.

Exercise gives power to your muscles, endurance to your body,
and flexibility to your joints. The results include feeling better
every day, reducing pain in your joints, and lifting your spirits.
Not only is the pain reduced, but you feel better and become
stronger with more stamina. 

Fortunately, there are many ways to exercise. You do not have
to jog or run to make your life fuller, happier, and more produc-
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tive. As you read the following ideas, take note of the many op-
tions available to you. Remember, not embarking on a successful
exercise plan for you is not one of your options.

Let’s first spend a little time talking about different terms used
in the exercise world. Power is the same as strength, referring to a
muscle or a muscle group, such as the strength shown by a
weightlifter when he or she uses his or her arms. Strengthening
muscles around joints reduces the strain on the joints and capsules
holding them together, and prevents injury caused by sudden
twists and turns or by heavy weight-bearing. 

There are two main exercises to build power in your muscles:
isometric and isotonic. When you do isometric exercises, you
tighten your muscles but don’t move or strain your joints. Exam-
ples are squeezing or tightening your leg muscles or creating resis-
tance by pressing one palm against the other. Isotonic exercises
involve moving your joint as you tighten the muscle, such as
straightening your knee while sitting in a chair. Resistance iso-
tonic exercise involves application of an opposite force, or resis-
tance, to straightening the knee or elbow. This can be done by
pushing against the extending knee or, more accurately, by using
equipment that creates and measures resistance. The equipment
found at health clubs allows you to progressively increase your
strength under supervision of qualified trainers. 

Endurance of muscles relates to the fitness of not only the mus-
cles but also the stamina of your body. In addition to the special
muscle fibers that control strength, side by side in the same mus-
cle, there are special muscle fibers of the body that govern en-
durance. Exercises that improve endurance and general fitness of
the body are called aerobic, and include running, walking, and
swimming. The term aerobic is used because long-term muscular
endurance needs oxygen from the blood to replenish oxygen used
in exercise, so improving oxygen consumption by the body is the
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way to increase endurance or stamina. Anaerobic, or quick and sud-
den muscular movement, uses stored energy in the muscle and is
therefore limited in duration of action and is the mechanism of
power exercise. 

Stretching muscles and flexibility of joints, are essential for normal
motion and are the key issue in exercise programs directed toward
maintaining and improving your joint motion. For instance, did
you notice several runners dropping out of their races with muscu-
lar pain during the 1996 summer Olympics? Some of them proba-
bly had failed to warm up properly. Warming up includes
stretching your muscles and tendons by doing flexibility exercises
or joint range-of-motion exercises. Following the warm-up period,
the maximum heavy exercise time for increasing power or en-
durance begins. However, before stopping, slow down the pace of
exercise for a cool-down period of several minutes to prevent stiff-
ness or pain of muscles later. 

General Fitness Exercises

To give you a sense of where we are heading in our discussion of
exercise, let me give you an overview of a program that I feel is
essential for you to incorporate into your life. No matter how lim-
ited you may be right now, everything we’ll discuss about general
fitness applies to you, although you need to tailor it to what you
can do now. 

The single most important activity is working on posture. We'll
begin examining the types of exercise with a look at balance,
range-of-motion (ROM) movements, and stretching. We’ll cover
some of the more important endurance exercises such as walking,
jogging, swimming, bicycling, and stair climbing. Next will be
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power exercises including resistance equipment used at health clubs
to increase your muscular strength. Finally, we’ll help you design
your own program by detailing the daily exercise program that
works for me, a sixty-nine-year-old, over-the-hill rheumatologist
who has more aches, pains, and stiffness than he cares to admit.

Posture 

The bottom line for healthy posture is to pull in your belly but-
ton; stick out your sternum; and with hands at your side, turn
thumbs outward and then back to the front. You should stand like
this at all times. These simple motions act to straighten your back,
tuck under your bottom, and pull your neck straighter.

There is nothing more important than good posture to prevent
many aches and pains that result from improper pressure on joints
and muscles. Posture goes beyond the oft-heard command to
“suck in your gut, roll those shoulders back, tuck in your fanny,
and let’s see that head and neck stiff and straight.” At the begin-
ning of the chapter, I mentioned Arthritis Today, an excellent mag-
azine written and published by the Arthritis Foundation, that you
should read for ideas (see Appendix 1). An article on posture by
Tracy Ballew, who interviewed a physical therapist, Victoria Gall
of Boston, is the most practical and succinct that I’ve seen in a
long time, and I’m going to share their ideas with you, adding a
few ideas of my own.

Standing. Stand in front of a full-length mirror, and look at
yourself from front and side. Do the following:

• Distribute your weight equally on both feet.
• Point your feet forward or slightly outward. 
• Straighten your knees, leaving a little space between them;

don’t lock them.

STAYING FIT AND ENERGIZED

163



• Roll your shoulders back so that they are level and relaxed.
• Tuck that tummy in.
• Run an imaginary string down your head, neck, and spine.

Use it to keep your body straight.

Walking. To insure the proper posture for gait, look at yourself
in a mirror while you are walking. A few points make all the dif-
ference in the world:

• Take steps of equal length.
• Make sure that you have a heel-to-toe gait, and that you

bend your knees.
• Swing your arms naturally by your sides.
• Make sure that your shoes fit properly, are comfortable, and

provide good support. A good shoe salesperson can tell you if
it’s a good fit, but only you can tell if it’s comfortable.

Sitting. In the previous chapter, we discussed the effects of
computers and proper sitting. Sitting is important. Your chair must
fit you, meaning that your feet must touch the floor. The chair
ideally should be adjustable in height so that your arms are not
strained when typing. Armrests are helpful in reducing fatigue. Sit
up straight when working in a chair, and be sure that your back is
properly supported and rested. Slumping makes you tire faster. If I
sit improperly at the computer, my upper back muscles start to
hurt because of spasm. 

Another problem not generally mentioned with sitting prop-
erly is using glasses. I need to wear bifocals, and when I typed at
the computer, my neck arched in extension to compensate for
looking over the lower part of my glasses; it caused a lot of muscu-
lar neck pain. I solved it by having a pair of glasses made for com-
puter use only that are set for 18 inches focal point and are not
bifocal. (The usual reading glasses are set for 14 inches focal point,
but the additional 4 inches compensate for being farther from the
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screen because of the keyboard.) The computer-reading glasses
eliminated my neck muscle fatigue immediately.

Lying down. Victoria Gall recommends that you should fall
asleep in a position comfortable for you, noting that you should
not end up in a twisted, awkward position that strains your mus-
cles. For years I always had a pain here or there from falling asleep
in a twisted position. You can change that most habitual position,
however. I did. Just experiment with different positions. Most
people can fall asleep in a curled-up position. The standard rec-
ommendation is to have a firm mattress. To me, the goal is to
wake up refreshed and rejuvenated, and if a soft mattress or a wa-
terbed makes the difference, use it. A valuable tip is to sleep with a
small pillow between your knees. Not only is this position more
comfortable, the cushion reduces pressure on the bony surfaces
and protects the joints.

Range-of-Motion Exercises and Stretching

Range-of-motion (ROM) exercises involve gentle stretching move-
ments that extend each joint as far as possible in all directions.
These exercises need to be done daily to help keep joints fully
mobile and to prevent stiffness and deformities. ROM exercises
are especially beneficial to RA patients, who may be more reluc-
tant to move joints because of intense inflammatory pain. There is
a perception among some arthritis sufferers that daily activities can
take the place of full-range ROM exercises, but that is untrue.
Housework, dressing, bathing, and cooking are not substitutes for
a concentrated stretching routine. ROM exercises should be done
at least every other day, but can be done daily.

Even more important are general-fitness stretching exercises for
arms, legs, and back. Place both hands behind your neck and pull
your elbows back as far as possible. Hold for the count of ten. 
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Attempt to touch your toes to stretch your back. Bend one knee
by holding your foot with the same side hand to stretch your
upper leg. Repeat with the other. You should do this daily to pre-
serve your flexibility. If you can’t do it at first, keep trying. We’ll
talk about exercise trainers later.

Endurance Exercises

Endurance exercise increases stamina by improving oxygen con-
sumption by the body, and in particular by improving oxygen con-
sumption of the muscles. We know that planned endurance
exercise does improve stamina. We also know that even people in
their seventies and eighties can increase body muscle mass and de-
crease body fat mass with regular endurance exercise. The vast ma-
jority of people in this age group ought to be active and look great. 

No matter what your age, you need to be participating in gen-
eral fitness on a regular basis. All of the endurance exercises we
discuss here are useful, and all can be used in your program to re-
duce boredom. 

Walking and jogging. Walking is the least strenuous of the en-
durance exercises, but you should not diminish its importance.
Walking one to three miles three times weekly, a minimal com-
mitment to health, will help you feel and look better and add
years to your life. You can walk even if you need a cane or walker.
Just adapt the exercise to what you can do and for how long you
can do it. (Refer to chapter 16 for information on walking canes.)
There are many advantages to walking that make it practical for
most people. It’s certainly easier on your joints than jogging. It re-
quires no special skills or expensive equipment. No matter where
you are, you can find a place to walk. For years, my wife and I
walked around the Galleria shopping mall in Houston on Sunday
mornings in the winter, which not only protected us from the
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rainy, cold weather but also allowed us to look at the hundreds of
store windows during our three-mile hike. Even if you use a cane,
walker, or crutches, walking can be a great fitness exercise. 

However, give yourself a chance to build up to how far and
how long you can walk or jog. Start slowly with regard to time
and distance, and build up your endurance. This means starting
with ten-minute walks on level paths. If you’re out of breath after
this, start with five minutes. Remember: the amount of time that
you walk needs to be increased to thirty to forty-five minutes as a
goal. After reaching thirty to forty-five minutes’ duration, pick up
the pace and walk faster until you can do three miles in forty-five
minutes. That’s plenty fast and long enough to get the job done.
Added features are to pick walking places that are uphill and
downhill to increase your endurance training.

One special problem that you may need to address is what
kind of shoes to wear. The easiest thing to do is to check out the
many walking shoes made by such companies as Reebok™ or
Nike™ to find the proper fit for you, following the advice of the
shoe person. Be sure they are comfortable when you buy them;
shoes that aren’t comfortable when you buy them often stay that
way. If you have cramps in your legs or painful knees after walk-
ing, pull back on either the time or pace of walking; you may
need to warm up before walking, walk more slowly, or stretch
your legs by doing squats—bending at the ankles and knees—a
few times before starting.

Another way to walk or run which allows you to measure and
control your speed and distance is to use the treadmill equipment
at a health club. The treadmill has programs that control not only
how many miles per hour you walk, but also what degree of
steepness you climb. Some machines offer planned programs that
vary speed and steepness and include warm-up and cool-down
periods. You can use this program to your advantage to gradually
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build up your endurance, which is what I do. If you could see the
many men and women in their sixties, seventies, and even eighties
with arthritis using the treadmill at the University Club in Hous-
ton, you would realize that exercise is not something limited to
younger people.

Swimming and other water exercises. If you are in the unfortu-
nate situation of having a great deal of restricted joint motion or
you have too much pain to walk, much less participate in a power
exercise program, then here is where you start your exercise path
to a better life with more endurance and better joint motion. Be-
cause of its buoyancy, water exercise helps the pain go away be-
cause gravity is not relentlessly pressing on the joints. You feel free
for the first time in years, and because of reduced or absent pain,
you feel okay about moving all your joints. If you are like a fish
and grew up swimming laps, have at it; you’ll be way ahead of the
game. If you otherwise need a blueprint showing you how to take
advantage of water to improve your fitness, reduce your pain, and
improve motion in those joints that are restricted, hire an instruc-
tor. Remember to do at least twenty minutes of laps three or four
times a week (or more if you can). 

Many arthritis sufferers feel a little uneasy in the water, and
people who have limited motion and joint pain on land some-
times worry about drowning. However, the AquaJogger is really
helpful, especially if you use it regularly and consistently. (See page
36 for details and ordering information.)

On your first day, aquajog only a few minutes in the deep water,
then increase the time daily. With this device, remember that it is
unnecessary to walk on the bottom. Using the AquaJogger is a sen-
sible way to increase your strength and endurance. The flotation
device, made of a synthetic foam, does not absorb water and fits
around your middle back. It is attached to an elastic belt that fits
snugly around the tummy. It is reminiscent of the old ski belts used
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many years ago. It was developed in the 1980s for competitive run-
ners and other athletes to speed recovery from injuries to arms and
legs. The exercises are the same as on land but have the advantage
of the buoyancy of water to eliminate the painful injury inflicted
by gravity on land. You can see that your needs are the same as the
world-class runners with respect to your joints. 

There are several basic water exercises to try: running and
walking, upper body exercises, cross-country skiing, and leg raises.
The body alignment for running and walking is the same as for
land—upright with a slight forward lean. Move your arms and
legs the same as on land. The upper body exercises consist of cup-
ping your hands with the palms facing forward and backward as
you move your arms in different directions. In doing the cross-
country skiing exercise, the legs and arms are extended and
straight with a scissoring motion of your legs from the hips and
another scissoring motion from the shoulders for the arms. In the
leg raises, you lie on your back. Position your body at a 45-degree
angle, using your arms for balance as you bring your legs to your
chest. The AquaJogger instructional brochure gives training tips
that are both useful and sensible. Here are a few:

• Begin sessions with a warm-up consisting of easy, smooth,
flowing motions for ten minutes or more.

• The main session can consist of continuous aerobic activity
where you maintain an exertion level that allows you to
keep your breathing under control, or a series of exercises
with short intervals of rest in between, or specific exercises
followed by intervals of rest. Always work within your estab-
lished medical limits with the objective of working up to at
least twenty minutes of quality training.

• The main session is followed by a cool-down of seven to ten
minutes of easy, fluid movements in the water followed by
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some static (fixed, at rest) stretches, emphasizing those muscle
groups employed during the session.

• Pay particular attention to your body alignment and keep
your body in a proper workout position.

• As you become comfortable with the exercises, work more
powerfully against the water’s resistance.

• Increase intensity by using as much of the water’s surface as
possible and by using larger motions. Do this gradually with
special attention to any strain on joints caused by the in-
creased resistance.

• When in doubt, be conservative. Stay behind the point of
pain and just “nudge” the level of intensity each day. A sud-
den increase can result in injury.

• Always consult your physician in establishing your personal
guidelines and limitations.

Keep these alternatives in mind as well: The AquaJogger can be
reversed and the large area worn on the front with the buckle in
the back. This works well for when you are swimming on your
stomach or snorkeling. You can also change the focus of the flota-
tion by turning the AquaJogger upside down with the foam hump
pointed down rather than up the back. This position is sometimes
used by children or short people who have small back areas. 

Other water exercises that save wear and tear on your joints in-
clude water aerobics classes as well as lap swimming. As stated at
the beginning, if you have significant problems with your joints,
the easiest and best way to get started with your exercise program
is in the water.

Bicycling. Stationary bicycling or riding a real bike offers an at-
tractive alternative to jogging, walking, or swimming. If your joint
problems are minor and you are reasonably flexible in motion,
riding a bicycle on the street is certainly more fun because you
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can enjoy the fresh air and scenery. It is most important that you
observe the same rules as in walking and water exercise, that is,
you should warm up at the beginning and cool down at the end.
If you are older, concerns about falling and breaking a hip or arm
may make bicycling unattractive to you. 

Riding the right bicycle is important. The pedals must allow
each leg to be straight, with the ball of your foot resting on the
pedal at the bottom position. The seat must be comfortable. Your
arms should be comfortably bent at the elbow when you are hold-
ing the handlebar grips. Your back should be relaxed and comfort-
able. There are many other things you will need to know about
bicycling in today’s world. Bicycles have become so individualized
that you will benefit by visiting a bicycle store and acquainting
yourself with gears, dropped handlebars, all-terrain or mountain
bikes, and special seats for the squeamish. If you see that biking on
the streets and paths is for you, remember that the rules for en-
durance exercise are the same.

Stationary bicycles are more user-friendly and come either up-
right or horizontal. They’re not so expensive that home use is im-
possible. You can read, watch the news or soaps on TV, or rent a
movie. They are an attractive alternative to a health club. Remem-
ber to measure for the proper height of the seat so that your legs
are straight when you are at the bottom of the pedaling cycle. Also
remember that you must warm up before and cool down at the
end. Twenty to thirty minutes is enough.

Stair climbing. No one in our circle of acquaintances who is
not in training for the decathlon or an NFL football team does
stair climbing in the bleachers. In fact, stair climbing may be the
ultimate exercise both for endurance and power of the legs. The
place where stair climbing comes into its own is at a health club
using mechanical stair-climbing equipment. Several different types
of machines are geared to climb as many stairs as quickly as you
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want, for as long as you want, and in different sequences. This is
mainly an aerobic exercise but does contribute to strength of mus-
cles. Start slowly and build up from 5 minutes to 20 minutes.
When you’ve arrived at a 20-minute time, add resistance to the
climb. Never add time and resistance on the same day. We’ll talk
more about how you do this later. Suffice it to say that you need an
exercise trainer to plan stair climbing for you, at least initially.

Power Exercises 

A planned program to increase the strength of your muscles is es-
sential to feeling better, having less pain, and increasing joint
strength and flexibility. Isometric, or squeezing exercises, are good
for maintenance of strength, but isotonic exercises (exercises that
push against resistance) will give the most results in the least
amount of time. When you’ve achieved your goal of increased
strength, then maintenance power exercise is necessary two or
three times weekly. 

Resistance can take the form of simply pushing one hand
against the other or using your body weight as a resistive force of
gravity. You can use the Roman chair back-strengthening exer-
cise where you lean your upper body over a padded table angled
at 45 degrees, touch the floor, and then extend the back. Another
form of isotonic exercise is the use of weights or dumbbells.
These are particularly useful in building strength in the upper
back and arms.

The most important power exercise system to me is the Cybex
or Nautilus™ equipment that allows a progressive, graded, and
systematic approach to getting stronger. The equipment looks a
little scary and formidable, but it is actually simple to use. The
Cybex and Nautilus people simply added known weight-opposing
resistance to many of the standard stretching and flexibility exer-
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cises that you and I knew about from grade school onward. These
exercises include knee extension, rowing, leg and arm curls, sit-
ups, arm extension, neck stretching, wrist motion in all directions,
weight lifting, squeezing the elbows together and then the shoul-
der blades, pelvic tilts, back lifts, and various stretching exercises
for the legs.

To obtain the most benefit from power exercise, the game plan
to follow is to sign up with a health club and a trainer, which is
usually included with your first few visits. She or he will assess
your exercise goals, and then the two of you will plan a program
of progressive strengthening exercises. Usually this will involve
teaching you how to use the endurance equipment and the
power-strengthening exercise equipment. You will probably use
about ten pieces of equipment per session. For example, if you use
the leg extension exercise, you might start with a certain weight of
4 pounds of resistance. While seated, you push against the bar to
extend your legs. The bar adds the known 4 pounds of weight re-
sistance to your extension. You will do the exercise for eight repe-
titions, pause for a count of five, and then repeat two more times
with a pause in between. You only do the strengthening exercises
every other day to give the muscles a chance to rest. When you
have done the exercise on three occasions, you increase the num-
ber of repetitions to ten and then to twelve after three more occa-
sions. There is nothing to be gained by doing more than twelve
repetitions of any exercise. At twelve repetitions, add a half pound
or 1 pound of weight to the system. Never increase repetitions
and add weight at the same time.

If you feel pain the day after you exercise, your muscles are
telling you that you’ve done too much. Pull back what you are
doing to the previous level. It is important not to attempt exercise
with equipment unless a qualified trainer trains you in the proper
use of the equipment.
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A Sample Exercise Program

The information presented in this chapter may be a little over-
whelming in that many options are open to you in your quest
for better health through exercise. What is best for me probably
is not best for you, but a run-through of my personal program
may help you to organize your own plan for exercise. Remem-
ber, I am seventy-one years old and not athletic. Also, it is im-
portant for you to visit several health clubs to see if you like the
atmosphere and are comfortable with the clients and the trainers.
Some clubs cater more to older people and some to younger;
however, most are interested in all ages.

My weekly exercise program was recently updated by my exer-
cise trainer, Patti Grammer, at the University Club in Houston.
Patti has been extremely helpful to me in my drive toward better
physical fitness. I try to work out Monday through Friday. I do
endurance exercise on Tuesdays and Thursdays; this entails riding
a stationary bicycle for thirty minutes followed by stretching exer-
cises. On Monday, Wednesday, and Friday, Patti directs my efforts
in power exercise, stretching, and balance. I press seventy-five
pounds of bar bells in the flat-on-my-back position for seemingly
endless repetitions (actually, only a few). I then pull overhead
weights to build shoulders, chest, and upper back. Upper-arm
pull-down weights are next, followed by upper-leg resistance
weights. Squatting and standing from a seated position is squeezed
in there somewhere. Dumbbells are next for arms.

Balance exercise entails standing on one foot and bending over
in a swan-dive position, then repeating while standing on the
other foot. It sounds easy; it’s not.

We then move to stretching exercises. These involve the
Roman Chair, a diabolical device in which I lean over a stand set
at a 45-degree angle and stretch while extending my back and
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tightening my tummy muscles. A substitute for the Roman Chair,
if you don’t happen to have a live-in exercise trainer or access to a
health club, is the “Superman” exercise: Lie flat on the floor on
your tummy. Extend your arms overhead in the  “Superman” po-
sition. Extend your right leg at the hip and hold it for five to ten
seconds. Repeat with the left leg. Build up the repetitions to ten
or twenty. 

Neck stretching is last but not least. Patti and I finally figured out
my shoulder problem after a year of trial and error. The story is
worth telling because it illustrates how muscular imbalance or weak-
ness all too often causes pain. The main reason that I became so
dedicated to exercise training is muscular pain in my left sacroiliac
and right neck areas. I was unable to sleep at night and could never
find a comfortable position to even try to sleep. Each morning I
awoke as tired as the night before. Sound familiar? I bet it does.

The lower back pain problem was easy to remedy. The solution
was building up the strength and flexibility of my back muscles
with the Roman Chair. Obviously, you must be sure that there is
nothing mechanically wrong with your back. Your doctor can
give you that information.  

Several of my orthopedic friends believe that most unexplained
back pain can be relieved by building strength in the back muscles.
It was certainly true in my situation. So do it!

The neck was another matter. It turned out that the muscle in my
right neck that raises and lowers my wing bone (or scapula, for you
purists) was weakened and shortened from carrying a heavy newspa-
per bag over my shoulder during my teenage years. Proper stretching
and strengthening of the levator scapula muscle eliminated the pain. I
can sleep again. If I go on vacation for two weeks and stop working
out, the pain returns in both my lower back and neck.

This varied program does not become dull, and each part con-
tributes to my general fitness. If I develop muscular or joint pain
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after a session, I cut back on the exercise that seems to be the cul-
prit. If I can’t figure it out, I ask Patti. The biggest obstacle to suc-
cess is not having the perseverance to keep it up. The reason that I
do continue is that I feel better each day when I do the exercises.
Another reason for me is that if I lay off for a week, my back be-
gins to hurt again when I try to sleep at night. 

By the way, before you use them, let me address a few of the
usual excuses when it comes to exercise:

Excuse: It’s dull. 
Remedy: Change the routine frequently.

Excuse: My arthritis is giving me fits today.  
Remedy: Cut back on your exercise. Don’t skip it.

Excuse: It takes too much time. 
Remedy: Nonsense. All of us make time for what’s important.

Excuse: It hurts. 
Remedy: Cut back on your routine.

Excuse: I don’t see any results. 
Remedy: Use a progressive plan to gain strength and 
endurance, and you will see results weekly.

Note: I firmly believe that specific exercises to correct defor-
mities of joints or muscles should be planned by your rheumatolo-
gist, orthopedist, rehab doctor, or physical therapist. The general
fitness program outlined above will prevent many deformities and
improve strength and motion, but if you have special exercises for
a knee or wrist, do those; however, don’t let up on your general
fitness program.

But don’t overdo it, either. Most experts agree that if exercise
causes pain that lasts for more than one hour, it is too much. Peo-
ple with arthritis should work with their physical therapist or doc-
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tor to adjust their exercise programs if they notice any of the fol-
lowing sings of too much exercise:

• Unusual or persistent fatigue
• Increased weakness
• Decreased range of motion
• Increased joint swelling 
• Continuing pain (pain that last more than one hour after 

exercising)

Remember, too much activity during a flare-up can aggravate
or worsen symptoms. If a joint feels hot, avoid exercise because it
can inflame a swollen, tender and hot joint. 

Yoga

Most Western minds think of yoga as something you do with your
body contorted into unreal, impossible shapes. Yoga exercises are
not usually that extreme when practiced in this country. In fact
yoga can be a terrific way to gently stretch muscles and increase
flexibility; at the same time it provides a sense of enervation, tran-
quility, and inner peace. It incorporates a type of meditation, or
focusing on the inner self, to achieve serenity and well-being. 

Many of the health clubs now offer classes in yoga, primarily
teaching the different yoga postures (asanas) and the breathing ex-
ercises (pranayamas). There are also many individuals who teach
the different types of yoga exercises. Yoga is a good part of an
overall program of fitness. While it is not aerobic, it will certainly
prepare you for other exercises by stretching your muscles and
loosening your body. 
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T’ai Chi Ch’uan

This ancient Chinese practice is highly recommended for people
with arthritis. T’ai chi ch’uan is described as “body and mind in
harmony.” It has been practiced in China for almost a thousand
years. It is a type of moving meditation related to the Chinese
philosophy of maintaining a healthy body and a healthy mind in
harmony with nature.  

There have been pictures of multitudes of Chinese people, in-
cluding the very young and the very old, doing these rhythmic,
graceful movements. It is becoming increasingly popular in the
United States and it is fairly easy to find instructors to teach you.

Whichever type of exercise you choose, develop a program and
follow it diligently. If there is one thing we know about arthritis,
it’s that exercise helps!
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14

Arthritis Cuisine

Chances are that you’re as confused as we are about what scientists
and doctors recommend we should and should not eat. In fact, if
you were to review articles from recent books, magazines, and
newspapers, you could justify almost any diet or food that exists. 

For most of my life I have been one of those people for whom
food was important, especially the taste: I was sick to learn that
fried eggs, buttered white toast, and salty, peppered bacon full of
fat were no-no’s. And to top it off, my wife started serving Basic 4
cereal with bananas at breakfast. (I have to attend my men’s break-
fast club each week to get eggs Benedict and French toast drip-
ping with butter and syrup.) 

The probability is that you, too, fall from grace and are not al-
ways perfect in following the rules of proper diet. Fortunately,
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cooler heads prevail, and we are all forced to face up to the fact
that proper diet and nutrition not only affect our health and
longevity but may reduce the severity of some diseases, including
many kinds of arthritis. All it takes is some self-discipline and the
knowledge that we can no longer ignore our diets and waistlines if
we want to live longer. 

In this chapter, we are going to talk about general nutritional
concerns, weight control (this is probably the most common, seri-
ous, and vexing problem), nutritional diet modification to im-
prove arthritis, and the fascinating story of how vitamins, minerals,
and some food allergies may affect your arthritis.

General Nutritional Issues

Most people have had training in the food exchange charts that
“simplify” figuring out how much to eat. Some charts indicate
that we should eat about 30 percent fat, 20 percent protein, and
50 percent carbohydrate. Unfortunately, labels on foods are often
confusing about how much fat, sugar, and protein are present.
Few of us carry a calculator or even want to carry one to figure
out how much to eat. 

After much give-and-take between the Department of Agricul-
ture and the meat industry, new guidelines were recently issued
that use a pyramid shape to help people remember the five basic
foods and one no-no:

Fats, sugars, and oils (seldom, unless you can’t stand it)
Milk, cheese, and yogurt 2 servings/day
Meat, fish, poultry, eggs, and beans 2 servings/day
Vegetables   3 to 5 servings/day
Bread, cereal, rice, and pasta   6 to 11 servings/day
Fruits           2 to 4 servings/day
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This chart can help you remember how to eat well. The Depart-
ment of Agriculture, a host of other organizations, and many na-
tional magazines publish detailed food charts with caloric values
that you can also use. One problem is that there is no uniformity
of opinion regarding how large a serving should be. To give you
some idea of how much one serving equals, use this table:

Fruits (strawberries, peaches) 1⁄2 cup
Rice or cereal 1 cup
Vegetables (corn, peas, etc.) 1⁄2 cup
Fish, meat, or poultry 3 to 4 ounces
Yogurt or milk products 1⁄2 cup frozen, 1 cup fresh

These serving counts are probably the easiest to remember;
however, if you’re counting calories, you can go by these rules:

• 1,600 calories are thought to represent a reasonable amount 
for sedentary people and some older adults. 

• 2,200 calories daily represent a satisfactory amount for active 
people, including teenagers. 

• 2,800 calories daily or more may be necessary for extremely 
active adults and teenage boys. 

To derive the calorie count, first look at the chart or label
on the can or box to see how many grams of fat, protein, or
carbohydrate are in each serving. You now need to remember
that there are 4 calories in each gram of protein or carbohy-
drate and 9 calories in each gram of fat. Using a calculator, you
can figure what the total calorie count is for one portion or
serving. For example, if you eat a normal serving of grade-A
fancy chopped spinach (frozen), the label states that a normal
serving is 3.3 ounces, which contains 20 calories, 3 grams of
protein, 3 grams of carbohydrate, and 0 grams of fat. So 3 grams
of protein multiplied by 4 calories equals 12 calories, and 3
grams of carbohydrate multiplied by 4 calories equals 12 calories.
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One serving equals 24 calories. The box says 20 calories, but
that is an estimate.

The only other major rule to live by is no salt. There is so
much salt in the food we eat. You can substitute any one of hun-
dreds of spices and condiments instead of adding more salt. Watch
out for hidden and unsuspected sources of salt in prepared foods
such as frozen food and processed canned food. Whenever possi-
ble, use fresh vegetables and fruits, as they are much better for you.
For example, an ordinary serving of baked potato has 1 milligram
of salt while the same amount of potato chips has 1,000 mil-
ligrams. Watch out for condiments such as tomato ketchup;
they’re loaded with salt (much to my dismay).

Many people also don’t realize that alcohol is a complex sugar
and adds loads of calories! So cut down on before-dinner drinks.
Avoid saturated fat as much as possible. Adding plain sugar for
sweetening should be limited. Most people use artificial sweeten-
ers such as Equal™ or Sweet’N Low™.

Weight Control

I have to watch my weight, as do many people when they reach a
certain age. What I do is weigh myself on a good scale each morn-
ing before breakfast. I try to adhere to the general rules given
above with regard to quantity and quality of food, and let my
weight guide me to maintain those rules as a way of life instead of
waiting until I’ve added 10 pounds and then trying to crash diet
the problem. One major component of weight control is what
we’ve discussed in detail in the preceding chapter: exercise. Weight
is a balance of food intake and exercise output, so decreasing those
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foods that you know are doing it to you and increasing your en-
ergy output are the keys to success.

One compelling reason for you to control weight if you have
arthritis of the knees, ankles, or hips is that every extra pound of
weight adds four times more stress on the joints when you run,
walk, or jump. This weight adds injury to the joint, and so re-
ducing your weight is a major step you can take to make your
arthritis better. In addition to reducing the strain on the joints,
proper weight lessens pain and generally improves how you feel
about yourself.

Unfortunately, there is no magic way to lose weight; it simply
requires determination to do the right thing so that you can feel
better and look better. Of course, this is easier said than done.
We’ve heard about all the methods, from Pritikin®, to Ultra Slim-
Fast® to Weight Watchers™, but the data about all such programs
suggest what really works is self-discipline and willpower. That
means controlling those impulses to snack and graze in the kitchen.

Begin by reviewing your normal diet and commit to reducing
your salt, fat, and carbohydrate intake. When I want to lose a few
excess pounds, I stop my evening drink before dinner and my red
wine with dinner. While it doesn’t sound like much, in four or
five days, my weight is back to normal. We all know which foods
do it to us, and what quantity is too much. 

A big problem for many people is the enormous portions of
food served in restaurants. If you need to eat out, consider sharing.
It’s not embarrassing to be healthy and alive. For years, my wife
and I felt embarrassed about ordering only two salads and one en-
tree, but we do that now without hesitation. Another ploy is to
order two salads, two appetizers, and no main course. Lastly, stay
away from those rich desserts unless you compensate for them
with less food earlier in the meal.
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Dietary Supplements

Some of the hottest new treatments for arthritis are dietary sup-
plements such as methylsulfonylmethane (MSM), glucosamine and
chondroitin, and S-adenosyl-methionine (SAMe). But it’s MSM
that is getting the lion’s share of publicity, with some, such as vet-
eran actor James Coburn, touting it as a magical solution to
chronic RA. 

MSM is a natural supplement made of sulfur that comes in
powder, pill, and lotion form. Dr. Donald Lawrence is one of
the pioneers in the research of MSM, which carries the added
bonus of being inexpensive. MSM supplies sulfur, which Dr.
Lawrence believes is lacking in many people's bodies, and in-
creases muscle relaxation.

Still, there are skeptics—such as the Arthritis Foundation,
which classifies the supplement as an unproved remedy—who
think data is lacking on MSM’s effects. Because it is a nutritional
supplement, it is not regulated by the FDA and is available at
most health food and vitamin stores. Small studies have shown it
to be nontoxic.

All living organisms have this natural form of organic sulfur in
their fluid and tissues. MSM is also present in most fresh raw fruits
and vegetables, milk, meat, seafood, and some grains, though it is
easily lost during cooking, drying, smoking, and long-term stor-
age. You should contact your physician before adding any dietary
supplement to your current regimen.

Even more doctors are pushing the latest “cures” for OA, glu-
cosamine and chondroitin. There are over a hundred versions of
those products available, and there is growing evidence that these
substances actually do relieve the pain and stiffness associated with
OA without the side effects associated with NSAIDs, such as seri-
ous gastrointestinal disorders. However, these new treatments are
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making some leery, concerned that patients will stop OA therapies
proven to be effective, such as exercise and nutrition, in favor of
supplements yet to stand the test of in-depth, follow-up studies.
The NIH is calling for the study of these two supplements.

Glucosamine and chondroitin are substances found in the body
that are essential to the metabolism of cartilage. Glucosamine is a
form of amino glucose thought to stimulate the formation and repair
of cartilage, while chondroitin sulfate is thought to draw fluid into
the tissue, giving the cartilage resistance and elasticity while slowing
cartilage breakdown by protecting it from destructive enzymes.

The supplement products are extracted from animal tissue (glu-
cosamine comes from crab, lobster, and shrimp shells, while chon-
droitin sulfate is most commonly extracted from cattle tracheas).
Horses and dogs have been treated with these supplements for
years, while Europeans have had access to them since the 1980s,
with no known side effects. 

In more than a dozen European studies on humans, about half
of those with mild to moderate OA reported some pain relief after
taking either glucosamine or chondroitin sulfate. Some partici-
pants reported relief even after their dosage was decreased. There
is also some indication that the supplements may slow cartilage
loss. A Belgian study that compared chondroitin sulfate to a
placebo in people with OA of the finger joints showed that those
who took the supplement for three years had significantly less new
joint erosion. Likewise, an international study of people with OA
of the knee showed less narrowing of the joint space in those who
took chondroitin for one year. 

Still, there are U.S. doctors who have been critical of the pro-
cedures used in those foreign studies. It is suggested that con-
sumers stick with products sold by larger, well-established
companies that can be held accountable. Read labels carefully,
especially the fine print, which should list all the ingredients. If
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you total the ingredients and the figure comes to more or less than
100 percent, for example, something is wrong. And if you cannot
figure out what the label says, ask your pharmacist to interpret it
for you. Also, it is suggested that you avoid the form of chon-
droitin made from shark cartilage, as doctors have found the qual-
ity and amount of the supplement in this form to be inconsistent. 

Doctors recommend dosages of 1,500 milligrams of glu-
cosamine and 1,200 milligrams of chondroitin per day. If that re-
lieves symptoms, the amount can be gradually decreased after a
few months. The supplements can be taken along with NSAIDs
and other medications for six to eight weeks. Then the NSAIDs
can be stopped to see whether there is a change in pain or stiff-
ness. However, if these supplements don't give you relief within a
few months, you probably won't get any, especially if your arthritis
is advanced and you have a great deal of cartilage loss. 

If you decide to try these supplements, you should consult your
doctor as to whether you are a good candidate for their use. Also,
you should be sure that OA is the cause of your pain. For exam-
ple, glucosamine does not treat RA. These supplements are not
advised for women who are or could be pregnant, nor are they
recommended for children, as no studies have been conducted to
determine for sure whether they would hurt a developing fetus or
child. Finally, it should be reiterated that abandoning proven pain
management is unwise, even if you get relief from the supple-
ments. Exercise, maintain a healthy weight, and take the medica-
tions your doctor has prescribed.

Finally, there’s SAMe, a compound produced by our bodies
from methionine, an amino acid found in protein-rich foods.
With additional help from vitamin B12 and folic acid, SAMe relin-
quishes a methyl group from its composition to surrounding tis-
sues and organs. Through this process, SAMe helps with
cell-membrane maintenance, the removal of toxic substances from
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the body, and the production of mood-enhancing neurotransmit-
ters. All told, SAMe appears to regulate more than thirty-five dif-
ferent mechanisms. When broken down, SAMe spawns other
molecules, including sulfate groups, which help maintain joint
cartilage. 

SAMe has been used for two decades in Europe to treat arthri-
tis and depression. The substance was discovered in the 1950s at
the NIH, and in the 1970s, after an Italian lab learned to produce
it in cell cultures, SAMe was researched as an antidepressant. Its
evolution as an anti-arthritic treatment came quite by accident, as
some of the first patients who were given SAMe for depression
also suffered from OA. These patients reported relief from their
joint pain as well as their depression. 

About 22,000 patients have participated in studies comparing
SAMe to placebo or other NSAIDs. Relief is said to be the same
for SAMe patients after four weeks as it is for people taking
NSAIDs. Although it is sold by prescription in Europe, SAMe is
sold by stores such as Pharmavite and GNC as an over-the-
counter supplement, with a 10-day supply averaging in cost at
around $25.

Nutritional Diet Modification 

Literally hundreds of foods and combinations of foods have been
suggested over the centuries to help the pain and swelling of
arthritis. Few stand the test of time. Today the fad is fish oils.
Some believe that eicosanoids, components of cold-water fish oil,
affect the arachidonic acids in the body that control inflammation
and arthritis. Dr. Dwight Robinson of Boston points out that in at
least eight well-controlled studies, people with arthritis experi-
enced mild improvement with fish oils, but the results are not very
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impressive in his view. Also, even though fish oil is a food, its use
as an arthritis drug must be approved by the FDA. Since this has
not occurred, caution is recommended.

Note especially that cod liver oil is not okay to use, because it
has too much vitamin A. Oil from cold-water fish seems to be
better and has more omega-3 polyunsaturated fatty acids that af-
fect the arachidonic acid cycle in the body. You can purchase
preparations in gelatin capsules.

Nutritional modification has proved successful, especially in
the treatment of gout. People with gout need to reduce or elimi-
nate the glandular meats, such as pancreas (sweetbreads) and, of
course, alcohol.

Food Allergies That Affect Arthritis

For years, doctors have known that selected food antigens can be
found in the blood of sensitive people. Occasionally a patient with
RA will clearly have serious flares of arthritis when exposed to
milk or other foods. These cases are different from highly allergic
individuals who get serum sickness—which includes short-lived
arthritis—from chemicals such as penicillin or foods such as shell-
fish. Dr. Richard Panush of New Jersey has also conducted several
studies of people with RA who thought they had flares of arthritis
after eating different foods, including milk. It was clear that they
were right, and several had flares of several days’ duration after ex-
posure to the offending food on a recurring basis.

This does not conclusively mean, however, that allergies cause
RA. They can trigger a flare but do not cause it or cure it. So
don’t rush out to try one of the myriad diets that “cure” arthritis
by cutting out certain foods. Many diets may help a little bit for a
little while, and there are many adherents to the idea that RA is
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caused by a particular food. Over the years, I explored a number
of diets and allergy regimens that hoped to cure arthritis by re-
moving one set of foods or another, and I found them too often
disappointing. Food allergy does not cause destructive, erosive
arthritis, so keep eating those foods that you want according to
appropriate health and nutritional guidelines.

Vitamins, Minerals, and Trace Elements

There has been a tremendous surge of interest by physicians, re-
search scientists, and people in general in discovering whether
minimal deficiencies of vitamins, minerals, and trace elements
cause human illness. Unfortunately, we have no major conclu-
sions, but let’s review what we know. 

Vitamins are chemicals from outside the body that help the
body regulate many basic chemical reactions such as converting
food into energy. At least thirteen such reactions are known.
There is no question that they are important to maintain and im-
prove good health. For example, we know that vitamin C, or
ascorbic acid, found in fruits and leafy vegetables prevents scurvy
because when a marked deficiency occurs, the disease results. For
years, Linus Pauling has extolled the intake of large doses of vita-
min C to cure colds. As far as vitamin C and RA are concerned,
in at least one study vitamin C was deficient in the serum of RAs,
and immunoenhancement was reduced in test-tube experiments.
However, while the poor immune response was corrected in the
test tube by the addition of vitamin C, the arthritis of RA did not
improve with the use of vitamin C in the studies that were done.

Vitamins E and beta-carotene (a precursor of vitamin A), to-
gether with vitamin C, are known as antioxidants and act as guards
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to neutralize chemical radicals in the blood that participate in the
immune response that affects arthritis. Like vitamin C, it is not
known whether these two vitamins help people with RA. Vita-
min K helps in the clotting of the blood but also helps to retain
calcium in the bone. Vitamin D affects bone formation. None of
these, however, has been shown to have any specific, positive ef-
fect on arthritis. 

Many people also believe that trace minerals such as zinc and
copper help reduce the severity of arthritis. Several studies have
shown that zinc given by mouth provides some relief. Calcium is
really important in your diet; review the information about cal-
cium in chapter 5 on osteoporosis. Iron is a key element needed to
prevent anemia, but a preliminary study indicates that when iron is
taken in excess amounts it may be associated with heart attacks.
The reason for this is unclear, but this information points out that
there are many things we do not know about how minerals con-
trol the functions of the body. For this reason, you must take care
to avoid megadoses of any mineral until we know more about
toxicity and injury to the body in excess.

Can you take too much of a given vitamin? Yes. The so-called
fat-soluble vitamins A, D, E, and K cause serious disease in excess.
Should you take a daily multivitamin with added trace minerals,
iron, and calcium? Probably yes, and definitely yes if you are of a
more advanced age. More and more information points to a need
for trace minerals to maintain normal health and good vision. If
you decide to take a standard multivitamin preparation daily, you
should make sure that it is made by a reputable manufacturer
known to your druggist and that each pill does not unreasonably
exceed the daily recommended allowance. Do not load up on
anyone’s megavitamin regime until everyone knows it is safe and
effective, including the FDA.
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Nutrition is equal in importance to exercise and sleep for your
health. We know that following a few basic rules will not only pro-
mote good health but will also help you live longer and feel better.
While the numerous facts about proper nutrition at first seem con-
fusing, you can simplify your life by following four basic rules:

1. Pay attention to how much you eat and exercise. Use a scale 
to tell you how well you are doing, and watch your weight 
daily.

2. Do not add salt to your food, and decrease the amount of fat 
you eat.

3. Eat a balanced and nutritious diet following the pyramid 
chart.

4. Regarding self-discipline and willpower, the buck stops 
with you!
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15
Sleep Problems,

Sex, and Intimacy

There are few things in life better than a good night’s sleep. You
wake up ready for the day, not dreading it, and eager to accom-
plish your goals. But you and I know what it’s like to get up in the
morning and feel like the night in bed was a waste of time. You
recall that you spent the night turning and churning, trying to
find a position in which your left shoulder didn’t hurt, and you re-
member how your lower back started to twinge. You turned yet
one more time and felt your nightgown twist around you, and so
you arched your back to straighten it out. Then you sensed that
the pillow was lumpy at the wrong spot, and you squirmed
around, trying to make the right impression for your head. This
went on all night and now, in the morning, you’re suffering from
a night of nonrejuvenating sleep.
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This is arthritis at its worst: when it causes you to lose sleep,
experience morning stiffness, and the gelling of muscles when you
try to sit up. This is not the way to begin the day. In this chapter,
we’ll look at how you can improve your sleep as well as the related
bedroom topics of sex and intimacy.

Sleep

Getting a good night’s sleep is very important to allow the body to
renew, regenerate, and repair itself. Before going to bed, prepare
your mind and body for restorative sleep by unwinding with re-
laxation techniques such as deep breathing, letting go of the wor-
ries of the day, reading a book, or drinking a warm glass of milk
or herbal tea (without caffeine or theophylline, of course). Try to
make the time peaceful just before going to sleep. Take a hot bath
or shower and avoid watching violent or disturbing television just
before going to bed. Caffeine, alcohol, tobacco, or nasal decon-
gestants containing epinephrine may interfere with sleep. Drink as
few liquids as possible after 6 P.M. so that your sleep is not dis-
turbed by the need to urinate. The bedroom should only be used
for sleeping and sex. Televisions and exercise equipment in the
bedroom are distractions that can disrupt what should be a peace-
ful, relaxed environment conducive to sleep. Exercise regularly but
do so at least four hours before you go to bed so that adrenaline
produced during exercise is at normal levels. Eating a heavy meal
in the evening can cause your digestive system to continue to
work while you sleep and may be disturbing. Sleep in comfortable
clothes. Very small doses of antidepressant drugs can improve sleep
by increasing the duration of restorative sleep.

For twenty years I have written articles and spoken about the use-
fulness of waterbeds. Why? For one thing, the motion of the water
keeps your muscles and joints from stiffening during the night. The
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heat from the waterbed also helps to reduce the pain. Even more
important, waterbeds really help you to sleep better and have less
stiffness each morning. Twenty years ago when I mentioned wa-
terbeds, mothers of teenagers with arthritis raised an eyebrow,
maybe smiled a little, and said, “Sure, get serious.” Their teenagers
with arthritis, of course, had a bright smile from ear to ear because
this was the first benefit they had heard about having arthritis. Vi-
sions of 1960s hippies cavorting with total abandon for hours was
in the public’s mind. Most people, including my wife, felt like tak-
ing a canoe with a paddle to bed. Others suffering from motion
sickness only lasted a few minutes. The plastic covers were thin,
and vigorous bouncing caused more than one rupture. Watching
30 gallons of water cascade down the stairs is awesome. In fact,
apartment owners refused to allow them for a while.

Most of this has changed today. I once spent an afternoon at a
waterbed store, where I was astounded at how much the technol-
ogy has improved in fabricating waterbeds. The beds are not only
half as cheap as most mattresses and box springs, but they also offer
features that far exceed anything I know. Today, waterbeds come in
all sizes and shapes and have many options so you can tailor them to
your likes and needs. My favorite is the Tube bed. This is a king-
size bed made of thick, vinyl cylinders each about 4 inches wide,
full of synthetic fibers that run longitudinally from head to foot.
You fill each with water as full or tightly as desired. You can change
the firmness easily, too. This means that your significant other can
have his or her side of the bed as soft or as firm as desired. Even
better, there are individual heat controls for each side of the bed.

I was astounded to learn that waterbeds are now used in some
mental health institutions because mentally impaired children
sleep better on them. Rehabilitation institutions as well as inten-
sive care units of hospitals also use waterbeds to prevent bed sores.
Even nurseries in some hospitals are using them. 
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So if you’re looking for a good night’s sleep, I seriously
recommend you go to a waterbed store and try out a waterbed or
perhaps an air mattress. A Gallup poll conducted in 1989 about
waterbeds interviewed 300 users and 700 nonusers. They found
that back pain and stiffness were significantly less in waterbed users
than in conventional bed users. The number of waterbed users in
the general population was 17 percent at that time, but almost 20
percent of people over sixty-nine years of age use waterbeds! So
waterbeds are used just as much, if not more, by senior citizens to
help relieve back pain and stiffness.

Sex and Intimacy

Beds naturally remind us of another topic: sexual intimacy. Each of
us has a different need for intimacy. Our attitudes develop in the
course of our lifetimes, beginning in infancy. Some people grow
up in families that rarely demonstrate affection, and their need for
affection and sexual intimacy may be less than those from what I
call “warm fuzzy families.” But we are all born with the need for
human warmth and touch. Doctors put the newborn infant on the
mother’s abdomen to be fondled and to hear the heartbeat they
have heard for the previous nine months. As sterile as medicine can
be, even medical experts acknowledge our need for bonding. 

We each have different sexual needs, and even those individual
needs may vary throughout our lives, depending on many factors:
the demands made upon our time because of children; our need
to work; or perhaps health problems. When the equation is com-
plicated by chronic pain in one of the partners, communication
becomes an imperative. In a partnership with your significant
other, the most important thing is to see that the needs of both
partners are met, whatever they may be. Arthritis should not be an
impediment to enjoying a loving, warm, complete relationship
with your partner.
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One of the major pitfalls to avoid is that the partner with
arthritis feels unattractive and less desirable. The other person feels
badly for the person with arthritis and is afraid that perhaps sex
will create more pain. What a catch-22! Try to see the other per-
son’s point of view and make an effort to communicate your
needs honestly. Your challenge will be not to lose sight of your bi-
ological needs. With less impairment, your choices for sexual sat-
isfaction will be less limited. With major impairment, you will just
have to be more creative in finding ways to satisfy your needs and
those of your partner. 

Sexual desire also does not disappear with age. I happen to
know a rather rambunctious seventy-five-year-old woman who
complains from time to time about the lack of sex in her life, and
her husband is ten years younger. I think she’s quite normal. But I
also think it is normal for a person not to be interested in sexual
activity. It is a most personal preference.

There are symptoms of arthritis that can certainly adversely af-
fect sexual performance: stiffness, joint pain, fatigue, lack of mo-
bility, feeling bad about yourself. There are ways to alleviate these
problems. Of course, this means that a certain amount of planning
must go into your encounters. Taking a hot bath is known to
loosen the stiffness, so why not take a hot shower together? Taking
an anti-inflammatory medicine an hour before can also help the
pain. Resting in the afternoon would help the fatigue. And of
course, the early morning is usually not the best time for a person
with arthritis to engage in any physical activity, so plan for the
evening, or whatever part of the day when you are less stiff. 

As far as feeling bad about yourself, think about how our soci-
ety seems to be burdened with the Madison Avenue syndrome.
There are many ills cursing this country because of the “sex sells”
idea, including bulimia, anorexia, the proliferation of diet centers,
diet pills, unnecessary plastic surgery, and so on. Please don’t buy
into that nonsense! When I saw my daughters looking at photos
of a certain rock star, I told them that my heroine was Mother
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Teresa. When they admired some rail-thin model, I told them I
admired Barbara Bush. 

Our bodies all undergo change as we age. That is a fact that we
must accept. Proper nutrition and exercise will improve our gen-
eral condition, but our bodies do change. It is important that we
all accept these changes. The real you inside is the person who
matters. Do you have a cheerful attitude to encourage people to
be around you? Do you contribute to a better world in your life?
Are you a happy person inside? Do you care about the people
around you despite your own pain and problems? Are you inter-
ested in satisfying your partner’s needs also? Those are the qualities
that make people want to be with you. Having arthritis has little
to do with being able to love another human being. And don’t we
all want to be loved in our lives? 

As far as the mechanical aspects of having intercourse, commu-
nication becomes important. The good news is that arthritis does
not generally affect the areas of the body (including the brain) that
allow you to enjoy sensual and sexual stimulation. In fact, a survey
of patients with arthritis states that patients who had orgasms after
sexual activity felt pain relief for up to six hours. It is impossible to
say why this happens; perhaps chemicals are released into the sys-
tem to eliminate pain, but I prefer to describe it as the “power of
love.” However, you need to let your partner know in advance
that if you make a verbal expression of pain it does not necessarily
mean that you are not interested in continuing to make love. It
may be an involuntary expression and should not be misinter-
preted. Once you become involved in the act, you will probably
forget the pain of arthritis.

Any positions in which both partners are comfortable is medi-
cally fine. The traditional missionary position is probably not the
best option for a person with arthritis by virtue of the weight of the
man; or if the man has arthritis, he may have too much pressure on
his knees and arms. Lying side by side seems to be a solution for
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many people. Some find that having the man lying behind the
woman is a good approach. Others have found that having the
woman in a standing position, leaning over a counter, and having
her partner behind her is pleasant and less stressful, especially
when hip joints are involved. The Arthritis Foundation publishes a
pamphlet entitled Living and Loving: Information about Sex, which is
a good starting point for discussion about some of the challenges
of achieving a mutually satisfying sexual relationship. 

Some Possible Complications

Frequently, if you have RA or lupus, you may experience Ray-
naud’s phenomenon in which there is a diminished flow of blood
to the extremities. During sexual activity, blood flow may be di-
rected to the genital area, and you may experience increased pain
in the toes or fingers. Again, a warm bath will help increase circu-
lation. You need to be in a warm room, and if necessary, wear a
pair of warm socks. Go ahead, make a joke! 

In Sjögren’s syndrome, there is diminished secretion of fluid
from body surfaces. This can obviously create problems with vagi-
nal lubrication. You can use a water-soluble lubricant, such as K-Y
Jelly®, or products specifically marketed for vaginal lubrication.
These are watery solutions, easily absorbed and unnecessary to re-
move. 

Young men are more frequently diagnosed with ankylosing
spondylitis. The general recommendations we’ve made apply to
them too: warm baths, anti-inflammatory drugs, and so forth. It is
recommended that they be underneath their partner, perhaps with
a pillow for support, or use a side-by-side approach. Just be careful
to find positions that do not aggravate the back problems. 

Joint replacement surgery, especially for hips and knees, present
very specific problems when it comes to sexual activity. You need
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to address this with your physician before you leave the hospital.
Ask if you should abstain from sexual activity or just avoid certain
positions for a certain period of time.

Sexual satisfaction can be achieved in many ways. Arthritis can
make intercourse difficult. Stimulating your partner manually,
orally, or with a vibrator in a caring, romantic way, can be satisfy-
ing. On the other hand, despite your feelings of affection, there
may be times when either you or your partner simply doesn’t feel
very passionate. Then you or your partner can certainly stimulate
the other person and satisfy their sexual needs. Masturbation is
also a healthy way of achieving the same goal. It can also reassure
you of your own normal sexuality. 

Having someone you love, someone with whom to share your
life, has to be one of the all-time blessings of a happy life. If one of
you develops a chronic disease, you will need all the affection and
understanding you can muster to maintain a normal life. If you are
the person with arthritis, you will need to let your mate know
your feelings about sexual activity, and vice versa. If your mate has
arthritis, you must reassure your mate that he or she is a desirable
partner and that you love him or her and want to continue sharing
that part of your life. Consideration, accommodation, sensitivity,
and plain old-fashioned affection should rule if you are to truly
enjoy the pleasure of each other’s company. 

Finally, remember also that intercourse is the first expression of
love we think of; it is by no means the only possibility. When we
truly love another person, there are many manifestations of affec-
tion. We hold hands, we hug, we pay attention to the other per-
son’s comments, we are gentle, we try not to hurt the other person,
and in many other ways demonstrate our love and affection.
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16
Assistive Devices
to Help the Joys
of Daily Life

Arthritis is disabling to many people, but fortunately, we have ob-
tained recognition of our needs in the Americans with Disabilities
Act (ADA) passed by Congress in 1990. ADA includes many
components, but a major effect is to make public places more user
friendly for you. This means that curbs will be leveled to get rid of
steps, and ramps or elevators will be available near stairs. 

Many devices also exist to help us, but before we review them,
let me mention that the most helpful device is your own creativity.
The American College of Rheumatology (ACR), in cooperation
with the Lederle Laboratories, publishes an annual self-help guide,
Sharing Innovations (P.O. Box 585, Summit, NJ 07902-0585), a
compilation of creative ideas from people with arthritis. Robin
May, a judge who has suffered from RA for more than twenty
years, notes that not a day goes by that she doesn’t look for ways
to make an activity easier. For example, she wears a carpenter’s
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apron around the house, filling the pockets with items that she’ll
need during the day, thereby avoiding unnecessary trips up the
stairs. In addition, the pockets free her hands to hold onto the rail-
ing of the stairs. Another idea is to use a textured rubber soap mitt
in the shower to prevent dropping the soap. 

Here’s an example of individual creativity once seen at a
Japanese restaurant: The waiter saw a woman with arthritis of the
hands having difficulty with her fork. He folded a piece of card-
board, placed it between the ends of two chopsticks, and secured
the ends and cardboard with a rubber band. The result was a pair
of chopsticks with a spring, easily squeezed together to hold food.
So use your own creativity to protect joints, conserve energy, re-
duce fatigue, and make life a little easier.

A Review of Devices

In writing this book, I reviewed the most frequently ordered items
from several large catalog companies and interviewed a few medi-
cal equipment store managers and arthritis doctors. The catalog
companies included the Sammons Preston Catalog (1-800-323-
5547), Sears’ Health Care (1-800-326-1750), which marks the
items that can be reimbursed by Medicare, and J.C. Penney’s Easy
Living Fashions (1-800-222-6161). The Arthritis Foundation and
the Arthritis Health Professionals Association, P.O. Box 7669, At-
lanta, GA  30357-0667 (1-800-283-7800) has many educational
pamphlets and videos about how to live better with arthritis. 

To introduce you to the major helpful devices, the following
sections are arranged by activity. For each section, there is at least
one name and phone number. This does not mean that they are
the only places to obtain help, as there are literally hundreds of
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catalogs, but you do need a name and phone number to call as a
starting point for assistive equipment.

Hand Tasks: Writing, Phoning, and Hygiene

Perhaps the single most important concern to most of us is work-
ing with our hands. You need to remember, though, that if you are
looking for assistive devices to help you with hand motions, pick
products that use as few hand and finger joints as possible to reduce
pain. The ACR pamphlet Sharing Innovations notes: “Remember,
make the product or task fit you—don’t fit yourself to it!” 

For writing, there are many devices for holding pencils and pens
more effectively. For example, enlarged holders that fit over the pen
make grasping easier and less painful. For a steadier hand, Sammons
Preston has a Steady Write pencil and pen. Battery-operated pencil
sharpeners are also useful.

If you use a computer, wrist and hand rest attachments for your
keyboard are a must also (see chapter 12). Sammons Preston has an ex-
tensive selection of computer aids for physically-challenged people.

If you read a lot, book holders are necessary to reduce fatigue in
the hands. The Sammons Preston Catalog (1-800-323-5547) offers
an amazing assortment of holders for reading in bed, in a chair, or
at a desk.

Telephoning can be a real chore, not only in dialing but in
holding the phone to your face. Phillips Consumer Communi-
cations (2001 Rte. 46, Ste. 310, Parsippany, NJ 07054-1315, 
1-800-233-1222) has a catalog to answer your special problems.
The devices mainly help hearing- or speech-impaired people,
but they also assist motion-impaired people. In addition, the
company has 600 local AT&T Phone Centers to help you with
any individual problems. (Call 1-800-222-3111 for the location
of one near you.) There are amplifiers and, of course, speaker
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phones to eliminate fatigue of your arms while cradling a phone
to your ear. You can also try a large-number keypad that requires
minimal pressure to dial.

There are now electronic devices to open letters, lick stamps,
and place the stamps on letters. Many catalogs and several upscale
gadget stores such as the Sharper Image have them. Scissors are al-
ways a problem if it hurts your hand to squeeze. Spring-assisted
scissors have oversize handles, allowing the user to use the whole
hand. One brand, Fiskars, has a layer of shock-absorbing plastic
cushion covering the handles. The Arthritis Foundation recom-
mends cordless and regular electric scissors among many other
types of helpful devices. More than 100 ergonomic kitchen and
garden utensils are manufactured under the trademark Good
Grips®. They all have long handles and large grips. Oxo Interna-
tional (1-800-545-4411, ext. 11) has more information, or visit
kitchen and houseware stores, most of which carry these products.
The Ulu® knife has the handle on top. By using a rocking motion
you can cut without having to hold your wrist in an awkward po-
sition. The Ulu Factory (1-800-488-5592) manufactures the Ulu
knife. The Zip Away® plastic bag opener easily slits open packages
that contain chips, pretzels, and other snacks. It is available from
the Sammons Preston Catalog. A childproof cap opener, Medigrip®,
has a large surface so you can turn childproof caps easily with the
palm of your hand. Polymedica Healthcare (1-800-521-4501, ext. 1)
can provide names of retail stores that carry this product. 

Eating, Drinking, and Cooking 

Most catalogs and books have sections on aids for eating, drinking,
and cooking. They offer several kinds of cutlery products that are
lightweight and maneuverable, featuring proper handle angles for
distribution of pressure. Combination cutlery is a combination
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fork/knife and spoon/knife. Weighted style cutlery provides
proper balance for users with limited strength. Another style of
cutlery is designed to be used with the thumb opposite the index
finger. Lightweight angled style cutlery has 45- and 90-degree an-
gles for forks and spoons to make eating easier for both right- and
left-handed users with limited elbow or wrist motion. Household
knives have handles like pistol grips to economize effort by trans-
ferring the cutting power from the arm to the center of the knife.
If you prefer, you can also find in books and catalogs puttylike ma-
terials that can be molded to your hand to make gripping utensils
easier. These are recommended by many workers in the field.

Consider also an electric can opener. To open bottles, you will
have to try the many types to see which one works best for you.
An interesting one to me is the OpenUp electric jar opener in the
Hammacher Schlemmer catalog (1-800-543-3366) that twists lids
off in seconds and attaches to the wall; it has a cone-shaped grip
with up to five times the twisting power of a normal hand. In
short, you will find many kitchen aids in these catalogs, and so
you will need to review them to see which ones help you. 

Getting Dressed

Numerous catalogs offer adaptive clothing for persons with physi-
cal challenges. Most are devoted to women’s clothing. J.C. Pen-
ney’s Easy Living Fashions offers fashionable clothes that use Velcro
instead of buttons or zippers for closure, soft elasticized waists, and
sturdy fabric pull loops to give more leverage. Jackets and tops
have roomier armholes for easier sliding on and off. 

You can also find undergarments that have front openings and
closings using Velcro or hooks as closures. One-size stretch bras
offer another option to fasteners and hooks. Some undergarments
offer zippers that can be zipped with one hand. 
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Many catalogs offer dressing aids that include large and small
buttoners and unbuttoners, zipper openers, dressing sticks with
garterlike clasps to hold clothing in place while dressing, apron
hoops, and sock or shoe aids. The apron hoop is a bendable piece
of plastic that springs back in place and is ideal around the waist to
hold pants or skirts in position. A major improvement in the past
several years has been the elastic shoelace that allows you to slip
your shoes off and on without having to tie or untie them. Many
other shoe manufacturers now make Velcro straps to fasten shoes
as another option. 

Bathing and Hygiene 

If you are limited in function, pay a visit to a medical equipment
store to see items in the bathroom category such as tubs and toi-
lets. Alternatively, the Sears Health Care catalog offers some selec-
tions, but when I visited a Sears store, I found that they refer you
to the catalog and do not have a special section for health care.

Grooming and bathing aids such as comb holders, special
curved brushes, safety rails, seats for the tub, Interplak electric
toothbrushes, special squeeze containers for toothpaste, and special
nail clippers are also available.

Home Accessories and Housekeeping

One of my pharmacist friends tells me that he uses a product
called Easy Dose pill splitter from Apothecary Products, Inc.,
11531 Rupp Drive, Burnsville, MN 55337 (612-890-1940), for
splitting pills for customers who are unable to cut their pills. This
item is not expensive and is easy to use, so you might get one for
yourself. The same company sells an Easy Dose pill crusher that
has a spoon in the well and a round metal crusher that is pushed
onto the pill. 
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Sammons Preston has a pill-cap opener to make it easy to open
those ridiculous child-proof plastic bottle caps if a grandchild is not
around to do so. The same catalog has a large selection of doorknob
turners, scissors, special brushes for all kinds of housework, and key
holders and turners. A plastic product called Dyna-Form-It, used
right out of the can, easily molds into customized grips on almost
anything and is particularly useful for combs, keys, eating utensils,
and doorknobs.

Many people also like reachers, one of the most frequently used
home accessories. These are long rods with open-jaw pincers on
one end to grasp an object and are usually made of aluminum or
stiff plastic with pistol-like handles and trigger designed to allow
you to squeeze the trigger and securely grasp and hold onto ob-
jects. People with arthritis find them useful because it is painful to
bend over to pick up something or too dangerous to get on a stool
or ladder to reach up high. Many catalogs have extensive models
from which to choose.

Mobility Aids

Canes, crutches, walkers, wheelchairs, and tri-wheeler power
chairs are the principle mobility aids for people seriously affected
by arthritis. Canes are probably the most commonly used aid-to-
daily-living devices. If you have a problem with one leg, the use of
a cane to take some of the weight off that leg improves mobility
and reduces pain. It is important to remember that the cane is held
in the hand opposite to the painful leg. When walking, the cane is ex-
tended when the bad leg is bearing the weight of walking. This
may seem too obvious, but people often use a cane on the same
side time after time. The height of the cane is also important; it
should be long enough that your elbow is almost straight when
you are leaning on it. A single rubber-tipped cane is the most
commonly used. Equipment store managers told me, however,
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that most people buy a quad cane. This is a cane with a pod of
four tips, which provides greater stability when walking. The cane
comes in two styles, wide and narrow. The narrow size has the tips
closer together in the pod so that walking up stairs is easier. There
is also a tripod cane, which is not sold as often. 

You may need crutches when both legs have problems or one
leg has such pain that weight bearing is undesirable or impossible.
Sometimes you can use only one crutch, but usually two crutches
are better. If your hands are painful, use the platform crutch,
which has an arm-rest forearm support that allows easier motion.
Crutches should be carefully measured by a qualified person. Your
elbows should be barely bent when you place your hands in the
hand grips and are bearing weight. The underarm pads must be
lower than the underarm, and you must not lean on the crutch
when walking. Your hands must bear the weight. Be sure to have
a rubber tip on your crutch point to prevent you from slipping. In
the catalogs already mentioned a wide variety of crutch accessories
are available.

Walkers can help many people who are too weak to support
weight or who need more stability. These devices have four legs,
are built of lightweight metal, and form a supporting frame
around the user. The height of a walker must be set so that the
elbow is bent and able to pick up the walker to make the next
step. Most walkers have wheels in front and rubber tipped legs in
back for easier walking and maneuverability; four-wheel walkers
are rarely used. Most catalogs offer a variety of walker accessories,
such as pouches to store needed items.

Wheelchairs need to be individually fitted if you are going to
require one for a long time. The expertise needed cannot be pro-
vided by a catalog. You will need to be properly measured and fit-
ted at an equipment store. If you can afford it, an electric
wheelchair or tri-wheeler adds enormously to mobility. 
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Driving and Transportation

In years past, people with serious arthritis were unable to get out
and be independent. Now quite a few devices are available to
allow you to continue independent living. Often the biggest prob-
lem is opening the car door and turning on the ignition. Special
devices are available to allow you to do this. The Arthritis Foun-
dation recommends the gas cap wrench. Gas caps on cars turn
more easily with the gas cap wrench, which provides greater
leverage for turning.

Don’t let your arthritis prevent you from enjoying life.
Whatever your problem, you can most likely find a device that
will enable you to continue living a full and joyous life.
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On the Job with Arthritis

Employment for most of us is essential if we want to pay our bills
and live well. People with arthritis are no exception. Having
arthritis definitely adds to your challenge not only to find a job
but to keep it. In this chapter, we’ll focus on a few major issues
that may help you, including how to apply for a job, how to adapt
to your job, and changing jobs.

Applying for a Job

You have arthritis and are able to work; you have a skill and with a
little help from assistive devices you can do it with the best of them.
How do you handle the application and interview? Should you tell
the employer that you have arthritis? Should you apply to a big
company, or should you stick with a mid- or small-sized company?
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For answers to these and other questions, I interviewed several
personnel directors of large and small companies. In addition, I
talked to insurance agents and people on the job with arthritis.
The replies were surprising. 

Until the health insurance system is changed in our country,
you need to apply to a large company with more than a hundred
employees and preferably thousands of employees if you want ca-
reer growth. Your ability to change jobs is limited because of
probable health insurance penalties, so you need to be in a com-
pany large enough for you to expand your horizons. Another rea-
son is that larger companies are often self-insured with stop-loss
backup insurance to protect themselves, so they are more willing
to take a risk with you and let your fellow employees subsidize
your potentially more expensive health-care needs. On the other
hand, you need to be careful because many self-insured plans are
not subject to state insurance laws, and so these companies can
make discriminatory rules to exclude your disease from coverage.
But in general, the bigger the company, the less likely it is to ex-
clude your arthritis.

In companies with fewer than  a hundred employees, an insurance-
block pool of many small companies is a common way of provid-
ing health insurance coverage. Employees are placed in groups of
ten by the insurers and based on the information gathered in the
application, they may decide to cover nine people and exclude
one with arthritis. You might say, “Don’t tell them on the applica-
tion. Who’s to know the difference?” However, insurance carriers
have a Medical Information Bureau (MIB) that pools information
from many companies about health-care risks. If they discover that
you have falsified information, you can be excluded from all fur-
ther coverage, despite rules prohibiting exclusion on the basis of
disease in most states.

According to one personnel director of a large company, here is
the best way to handle this: Unless the interviewer asks specifically
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about your health problems, don’t bring up your arthritis. After
you have the job and you are asked to fill out a health insurance
form, the question about prior illness will be on the application,
so tell the truth then. Do not lie at this point.

With the rising cost of health insurance, the most recent trend by
employers is to reduce benefits to cut down the amount paid in pre-
miums. The present reductions include eliminating paying for pre-
scriptions and dropping dental insurance. Unfortunately, as long as
premiums rise 10 to 20 percent per year, and our insurance system
is not changed, you will see more and more reductions of services,
and more rationing of care will occur for chronically ill people. 

If your company offers life insurance as a benefit, grab it and
keep it. As a person with arthritis, you are considered a high risk,
and getting life insurance on your own will either be very expen-
sive or nearly impossible.

Adapting to the Workplace

Most employers are sympathetic to your needs for some help in
doing your work efficiently. Some rheumatologists ask you to
wear wrist-resting splints if you do clerical work and have arthritis
of the hands or wrists. If you use a computer or typewriter, you
certainly need keyboard hand rests. Use an adjustable-height chair
to give your back, arms, and legs a rest by frequently changing the
chair’s height. Don’t forget to get up and move around every 20 to
30 minutes to keep inactivity stiffness at bay. You will more than
likely have no difficulty in being allowed to move around to lessen
stiffness—everyone needs to do this. 

Another vexing problem for employees is tardiness due to stiff-
ness or pain in the morning, or needing to rest after lunch. If you
have this problem, arrange to stay later or make up the time. If
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you need time off to get tests done or see your doctor, offer to
make up the time. Do not abuse the system, as it makes it more
difficult for others with arthritis to be treated fairly and sensitively.

The Arthritis Foundation offers these informative brochures on
arthritis and employment: “Arthritis and Employment: You Can
Get the Job You Want,” “Arthritis on the Job: You Can Work
with It,” and “Thinking About Tomorrow: A Career Guide for
Teens with Arthritis.”

Changing Jobs

You’ve done the best you can, but the demands of your job are
simply more than you can handle in spite of assistive devices and
an understanding boss. Before you decide to change jobs, though,
see if your company has another job that they would consider re-
training you to do. Large companies would rather keep an old
employee if possible because it’s cheaper to retrain someone who
knows the organization than to bring in a new person. If this op-
tion is not open for you, visit the vocational rehabilitation service
in your city. In Texas, they’re pretty good about helping someone
who wants help. Some chapters of the Arthritis Foundation have
vocational counseling groups to advise you.

Finally, let me pass on a lesson I’ve learned over the past few
years. Most of us worry about pleasing others and whether our ef-
forts are okay. There is an old saying that the moment of inner
contentment and greater success comes when we accept that we
are acceptable. For people with arthritis trying to keep a job or get
a job, attitude and poise in adversity are essential. Knowing that
you are acceptable not only to yourself but to others and to soci-
ety goes a long way in helping not only you but the people
around you.
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Deciding Whether
You Should Try Surgery

One of the truly great advances in the treatment of arthritis has
been in orthopedic surgery. In the past, when hips or knees were
so painful or so limited in motion that getting around was impos-
sible, the arthritis sufferer was doomed to a lifetime in bed. Now,
with the development of joint replacement, a new life has opened
up to these previously infirm people. The results are not hype,
they’re real. In addition to joint replacement, there are several
other helpful procedures such as synovectomy (removal of diseased
tissue from the joint), reconstruction of a joint, or fusion of a
joint. We’ll discuss all of your options in this chapter. 

Basic Issues

Surgery in people with arthritis should not be viewed as a last
resort because it actually serves two purposes. The first major
purpose of surgery is to correct something that is wrong. For
example, serious injury to a joint or tendon by such common
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diseases as RA or OA forces consideration of surgical efforts to re-
lieve unremitting pain, improve motion or function, or correct
deformities. But a second major purpose of surgery is to prevent
further injury from happening. Synovectomy (removal of diseased
tissue inside of a joint) is an example. 

In deciding whether to go through with an operation for a par-
ticular problem, you need to consider the basic disease as well as the
injury itself. In the knee, for example, when the progression of seri-
ous joint injury has occurred to the point that bone is grinding on
bone with each step, you would think that it doesn’t make any real
difference whether the initial problem was due to trauma, RA, or
OA. It does. If the cause is trauma or OA, the disease has already
done whatever damage it’s going to do, and replacement of the
joint or other procedure is worthwhile. But with RA, the inflam-
mation can return any time and cause further damage even after an
operation is done, and so the disease itself is an added consideration. 

The expectations of an individual with serious arthritis can be
unrealistic or excessive. It is essential that you know in great detail
what you can expect and what is the downside. Your attitude
about not only the surgery but life itself has an important bearing
on a decision whether or not to undergo surgery. If you are de-
pressed and weak, efforts to overcome both are needed before you
undergo the surgery. 

Start by thinking about what you want to get if the surgery is
successful. The best outcome, of course, is relief of pain, but so is
improvement in the quality of your life and lifestyle. Will you get
an improvement in function that will allow you more freedom to
do things and require less help from others? In this day of very ex-
pensive health insurance for people with arthritis or other chronic
illness, you must realistically assess the benefit against the cost. This
includes finding out whether or how much your insurance will
cover before and not after the procedure. You will also need to es-
tablish a home support system for weeks or even months, and that,
too, can be costly. 
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Selecting Your Orthopedist

Orthopedists not only pioneered the highly effective joint re-
placement techniques but for years they have been at the fore-
front of developing coordinated team care for people with
chronic illness. They were working hand in hand, providing team
care with physical therapists, brace people, occupational thera-
pists, and nurses long before other fields of medicine recognized
the value of this, including arthritis doctors. Orthopedists have
also been pioneers in patient education, teaching patients about
their illnesses and operations.

In all likelihood, your personal doctor will recommend an or-
thopedist to you. The probability is that the two of them work
well together, and your doctor feels that the orthopedist will do
the best job for you. Because your problem is highly specialized,
the orthopedist is best equipped to handle it. However, be sure
that she or he is board certified or at least board eligible. Find out
what hospital he or she uses for surgery to be sure it meets your
standards. Ask friends connected with the medical profession
about the orthopedist. Calling the local medical society office is
usually not helpful except to learn whether he or she is a member
in good standing. 

When you visit the orthopedist for the first time, judge
whether he or she takes the time to explain what is wrong and
what can be done to help. Do not be shy about asking questions. If
you don’t like the doctor or your personalities don’t mesh, find
someone else. Be sure that you get some printed material to re-
view from the doctor, or that a nurse sits with you to explain what
will happen. Ultimately, though, trust your own instinct to use
this doctor or not. 

DECIDING WHETHER YOU SHOULD TRY SURGERY

219



Major Types of Operations 

Following are five major types of operations performed today: 
Joint replacement. Developed in the 1960s, replacement of badly

diseased arthritic hips was done with a metal hip-joint–shaped de-
vice wedged into the thigh bone with a synthetic cushion attached
to the acetabulum (cup of the pelvis) to absorb pressure and shock.
Joint replacement has opened up a whole new world to literally
hundreds of thousands of people otherwise limited to a wheelchair
or bedridden existence. Improvements in the materials have also al-
lowed replacement or partial replacement of knees, finger joints,
elbows, shoulders, and other joints. The main complications of this
surgery include infection and the loosening of the shaft of the pros-
thesis embedded in the center of the thigh bone. However, relief of
pain and improvement of motion occur in 9 out of 10 people re-
ceiving the hip procedure, so your risk of failure is low. 

Synovectomy. This operation removes inflamed lining tissue
from the inside of the joint. The concept of this operation is that
joint injury will be reduced by removing the diseased tissue. An
added benefit is that your severe pain will usually go away. The
knee is probably the most frequent site for this type of operation.
Entry into the joint is either by an open incision or through the
arthroscope, a widely used thin, flexible tube with a light at the end
and connected to a closed-circuit television that allows the orthope-
dist not only to see inside the joint but to remove tissue through a
tiny incision in the skin.

Bone fusion or arthrodesis. Pain can be relieved by joining or
fusing together the two bones to make a joint. The new fused
joint loses flexibility but is more stable and can bear weight better.
Damaged neck vertebrae, for example, can be fused to reduce pain
and the risk of injury to nerves in the neck.

Resection. Removal of all or part of a bone to relieve pain is
useful. Painful bunions can be removed. Diseased joints in the foot
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that make waking and standing difficult are also often removed.
Part of the wrist, thumb, or elbow can be removed to relieve pain
and improve function.

Arthroplasty. Joints can be rebuilt using a procedure called
arthroplasty. The ends of bones where cartilage has worn away and
bone has been destroyed can be resurfaced or relined resulting in a
like-new joint. 

Getting Ready for Surgery

If you and your doctor have concluded that all medical treatments
have been unsuccessful in controlling pain, or that your motion
and function are so restricted that your quality of life is altered,
surgery such as a joint replacement is necessary. 

This is a team effort and starts with your arthritis doctor and
orthopedist working with you as members of a team to be sure
that you are in the best condition possible to go to surgery. Be sure
that the rest of the team—nurse, physical therapist, educator, and
others—are on board and coordinating the necessary activities. 

One of the first things you need to do is to review your
medicines with your own doctor and with the orthopedist as
well. Many orthopedists want your prednisone level as low as pos-
sible, then add a boost at the time of surgery to help the adrenal
gland with stress reaction. Infection may be more frequent in pa-
tients on steroids. If you are on NSAIDs, the doctor will usually
halt their use for a while before surgery because bleeding can be a
problem in people taking NSAlDs. Some orthopedists also believe
that D-penicillamine can delay healing. So you can see how im-
portant it is to review all your medicines. (If you are taking any
medicines prescribed by another doctor, it’s important for your
orthopedist to know.) The doctor will try to get rid of any
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known minor infections before surgery. Examples are carious
teeth (tooth decay) or inflamed gums, low-grade urinary tract in-
fections, or infection of the prostate gland. You should also stop
smoking before surgery. Eating a well-balanced diet is especially
important during stressful times like having surgery. If your diet is
deficient, taking a daily multivitamin will improve overall health.
Vitamin C may speed up recovery after surgery.

If at all possible, you should also have a planned program of ex-
ercise to strengthen the muscles around the hip or whatever joint
is being operated on. Success is much greater with better en-
durance and strength. General fitness, as we have discussed earlier
in several sections of the book, is even more important here. 

Above all, nothing is more important than keeping a positive
attitude toward what will be a painful procedure. You have to re-
member that the relief of pain and increased function will be
worth it. You must be prepared mentally to do whatever is needed
following your operation even though you will hurt. For example,
if you don’t exercise, the muscles will stiffen, and your results will
be less effective. If you are unwilling to do this, you probably
should not have the operation. It is that important. 

After Surgery

You will need several weeks to recuperate. There will be pain, and
when your doctor tells you that it’s time to move the painful
joints, you won’t believe it. After my wife had surgery to her
shoulder, she extended her arm, and with tears in her eyes, walked
her fingers up the wall to get motion back in her shoulder. But
she has nearly full motion in her shoulder now. Before you un-
dergo surgery, make up your mind that even though there is pain,
you will do the exercises that the orthopedist and physical thera-
pist ask you to do. 
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Be sure that you have your home support team in place before
going home. You’ll need someone to drive you to appointments,
for example. Have a written plan from the team at the hospital
and the name of a designated person to be your liaison to the doc-
tor and community-based services such as physical therapy. Re-
member what we’ve discussed about exercise (chapter 13) and
check with your doctor and team as to when you can start with
your exercise program again. 

Orthopedic surgery offers great benefits to people with arthri-
tis. Surgery is done for two reasons: (1) to correct a diseased joint
to reduce pain, improve motion, or correct deformities (joint re-
placement is the most successful example); and (2) to prevent or
reduce further disease, such as a back operation to remove bone
that is impinging on nerves.

Before an operation, you need to be sure that your expectations
are in line with what is realistic. Your attitude must be positive, and
you must be ready to accept pain after the surgery. Exercise is even
more important after surgery than before surgery. You must be
sure that your health insurance will cover you. You can no longer
assume that an insurance carrier will cover “anything.” 

Joint replacement has brought enormous joy to the lives of
thousands of arthritis sufferers by eliminating pain and improving
motion. This allows the person with arthritis to be mobile and
enjoy independent living. 
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19
Pregnancy and Arthritis

The main questions in the minds of women with arthritis regard-
ing pregnancy are:

• Is it possible to become pregnant?
• How much trouble will I have during pregnancy?
• Will the baby be okay?
• What do I do about my medicines?
• Will my baby have arthritis?
• Will I have trouble taking care of the baby?
• Can I nurse my baby?

Let’s address each concern individually. This is one of the few situ-
ations in which the kind of arthritis you have makes a difference
in what may happen. We’ll only talk about two of the main kinds
of arthritis that give difficulty during pregnancy: rheumatoid
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arthritis and systemic lupus erythematosus. A detailed discussion of
the other arthritic illnesses such as ankylosing spondylitis will not
be provided here because most women experience little trouble
during pregnancy with these forms.

Is It Possible to Become Pregnant?

Yes, indeed, it’s not only possible but probable that you can be-
come pregnant. There is no loss of fertility because of RA or SLE.
However, not feeling well or being in poor physical shape because
of illness reduces your ability to get pregnant, so you’ll need to do
a few things before getting pregnant, which we’ll review below.

How Much Trouble
Will I Have During Pregnancy?

One of the nice things about RA is that many, if not most
women, have a complete or almost complete remission during the
early months of pregnancy that lasts until six weeks or so after de-
livery. This, of course, simplifies your need for medicines that may
harm the fetus. It’s impressive to see swollen and painful joints
melt away to be normal and pain-free. But keep in mind that
sometimes the remission doesn’t come. No one knows why remis-
sion often occurs with pregnancy, but it does.

SLE is a different story, though, as pregnancy increases the
chance that the disease may worsen, causing high blood pressure,
fluid retention, and even seizures. Miscarriages and premature
births occur more frequently in mothers with SLE. In addition,
if kidney or heart disease complicates your case, you may have a
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serious problem. Having related this, however, let us add that
many women with SLE can have normal babies, however there
may be some side effects to consider. You and your doctor must
decide how safe it really is for you to become pregnant. 

Will My Baby Be Okay?

In general, babies of RA mothers are no more likely to have birth
defects or prematurity than babies of any other mother. This is not
the case in SLE. Some babies have neonatal lupus, where a rash of
lupus is present with positive blood tests, although this usually
goes away in a few months. However, the baby’s heart can be af-
fected for reasons that are not clear, and congenital heart block (a
block of the electrical impulses running through the heart muscle
that activate the heartbeat) can occur, requiring a pacemaker.

What Do I Do About My Medicines?

This is a tough problem for you and your doctor and will require
planning together. Most of the medicines used to treat RA can
cause difficulty for the fetus or the mother. What makes it easier is
that you will probably have a remission by the fourth month of
pregnancy and won’t need much, if any, medication. However,
the major injury to babies occurs in the first three months of preg-
nancy; hence, the dilemma. Let’s talk about the various medicines
and outline the dangers you need to consider.

Aspirin and the other NSAIDs are the most commonly used
medicines for arthritis, as you know. They can cause bleeding of
the placenta, prolonged labor, and anemia in the mother. NSAIDs
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cross the placental barrier and can cause bleeding in the fetus. Dr.
Robert Zurier of Worcester, Massachusetts, feels that NSAIDs, in-
cluding aspirin, have not been studied sufficiently in pregnancy
and should not be considered safe. Aspirin also is not recom-
mended for nursing mothers, as it shows up in the breast milk.
When absolutely necessary, a few of the NSAIDs such as ibupro-
fen (Advil, and others) have a short half-life in the blood and can
be used while breast-feeding.

Hydroxychloroquine (Plaquenil) is one of the antimalarial
drugs used in arthritis. Because it crosses the placenta and may af-
fect the eyes, its use in pregnancy is not recommended. 

Gold salts are not known to produce congenital defects with
any frequency, but in theory problems could occur. A practical
problem is that it takes four to six months to rid the body of gold,
so if you become pregnant while on gold, it does little good to
suddenly stop. If gold does cause problems, the worst time for ex-
posure is in the first trimester of pregnancy, so you should stop
gold medications several months before becoming pregnant. In
my experience, gold salts do not cause much, if any, trouble in
pregnancy, but I still recommend avoidance. 

Methotrexate is rapidly becoming one of the leading medicines
for RA. However, it has the unfortunate risk of producing in-
creased numbers of birth defects and miscarriages and is excreted
in breast milk in small quantities. These problems do not occur if
methotrexate is discontinued prior to conception. Sulfasalazine
(Azulfidine®) is also used in people with inflammatory bowel dis-
ease, but the risk of birth defects resulting from this appears to be
low. D-pencillamine is thought to be potentially risky to the fetus,
but there are not enough data to evaluate the situation conclusively.

Two cancer drugs that are used in smaller doses for RA, aza-
thioprine and cyclophosphamide, can both cause birth defects and
suppression of the immune system. Cyclophosphamide is more ef-
fective but also poses the highest risk.
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Perhaps the most useful medication is prednisone, which most
rheumatologists that I know prescribe in low doses during preg-
nancy. The risk of birth defects and miscarriage is thought to be
minimal to none from this drug. 

When you have decided to conceive, to help minimize risks
you should discuss with your doctor a plan to discontinue medica-
tions well before becoming pregnant, at least three months. You
may experience painful flares unless you begin low-dose pred-
nisone and stop your other medications. If you take gold, you will
need to stop several months before you try to conceive; the
NSAIDs can be stopped a week or so before conception. D-peni-
cillamine and hydroxychloroquine accumulate in the tissues and
should also be stopped early.

In SLE sufferers, the situation is different. A serious flare is
likely, and you and your doctor will have to balance your own
health against the risk to the fetus. Again, many mothers have suc-
cessful pregnancies and normal babies, but prudence is crucial in
this important decision.

Will My Baby Have Arthritis?

Probably not. While women who are RF positive have a genetic
predisposition to RA, few of their children develop arthritis in the
childhood years. Putting it into perspective, the chances of your
baby dying of an injury, accident, or some other serious illness are
much greater than their getting RA in childhood. There is a
greater likelihood, though, that these children will develop RA at
some point during their lives.

The same is true for lupus. Few children of mothers with SLE
ever have the disease during childhood years. There is a genetic
predisposition, and in some ethnic groups such as African-
Americans and Asian-Americans, the chances of disease at some
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time in life is far greater. As already mentioned, babies at birth can
have neonatal lupus, due to transfer of maternal disease antibodies,
but this only lasts a few weeks or months.

Will I Have Trouble 
Taking Care of My Baby?

For the first month or two, performing your motherly duties will
be easy because you will most likely still be in remission. After
that, however, the flare of RA can be worse than before. You and
your doctor will need to plan when to start taking the old
medicines again. If you had little disability before pregnancy, you
probably will have few problems. If you had significant problems,
you need to plan and decide whether your limitations are too
much to handle the added burden of caring for a baby. 

The work of a mother is physically more taxing than most jobs
done by men. Use the information in chapter 16 about assistive
devices to find some aids for you. Also, be sure to get solid sup-
port and help from your significant other. I recommend the
Arthritis Foundation brochure, “Arthritis and Pregnancy,” for its
excellent information on this topic.

Can I Nurse My Baby?

Of course, but be sure to stay on low-dose prednisone or consult
your doctor about drugs, since many, such as NSAIDs, are ex-
creted in small amounts in the breast milk. Many other medicines
involve some risk, so avoid them if you are breast-feeding. If you
must take the other medicines, you probably should consider
using bottled milk for the baby.
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A Note from Kathy

As the woman author of this team, let me add that the decision to
have a baby is one of the most important life-altering decisions a
woman will have to make. The desire to have children is a tremen-
dous drive within us: Mother Nature’s way of continuing the
species. If you are a woman with one of the many forms of arthri-
tis, pregnancy becomes a little more complicated than it would be
normally. The good news is that having arthritis does not generally
affect your ability to conceive and carry a child to term. As Earl
said, many women report that their arthritis, especially rheumatoid
arthritis, subsides considerably while they are pregnant.

New research may provide an explanation for this phe-
nomenon. In the majority of pregnancies studied where RA
symptoms went away or improved during pregnancy, the baby and
mother were found to have different HLA types. Certain HLA
molecules influence how the immune system responds. It is spec-
ulated that the improvement of symptoms during pregnancy could
be because the baby’s HLA molecules inherited from the father
are different from HLA molecules of the mother. Somehow, the
baby’s HLA molecules affect the mother’s immune system, causing
the reduction or elimination of RA symptoms during pregnancy.

The bad news is that you will have to do a little more forward
planning than a woman without arthritis. Some of the issues that
you will need to address are the effect of medications on your
unborn baby, the effect on your body of stopping or decreasing
the dosage of medications, and your ability to care for the child
when it is born. If you have serious impairments from your arthri-
tis, you will have to have help with the baby. Being a mother is a
very physical thing. A very dear friend of mine had to seriously
examine this situation, but it was due to a very different problem.
She had polio as a child and now has to walk with arm-braced
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crutches. When she and her husband decided to have children,
they both knew that it would be impossible for her to carry a
child any distance at all. Together they decided that a family
would be worth the extra effort it would require on both their
parts. Even though she cannot walk without crutches, and she
drives her car with a hand control, she has four beautiful children.
Sure, the family had to make sacrifices in budgeting for extra help
when the children were small, but I assure you that they consider
such sacrifices well worth it. These are very personal decisions and
they need to be made mutually, in an intelligent manner, looking
at the future as well as at the present.

So if you’ve decided to have a child, here’s what I recommend.
First, introduce your rheumatologist to your obstetrician. They
will have to work closely with you to organize the birth of a
healthy baby. That is the mission. For about one year you will
need to gear your life to creating the healthiest newborn you can.
Every pregnant woman needs to be concerned about good nutri-
tion, taking the proper vitamins, not drinking alcohol, getting ade-
quate rest, and keeping stress to a minimum. 

As a mother-to-be with arthritis, you will have a few extra
concerns. As Earl said, you need to consult with your doctor
about which medications will have an effect on your unborn baby,
and then you’ll have to stop using them. But there are other issues
too. For example, the hot bath that was recommended for you as a
person with arthritis is no longer recommended for you as a preg-
nant woman. As of August 1992, pregnant women are warned
that taking a hot bath, as well as sitting in a hot tub or sauna, in
the first three months of pregnancy may increase the incidence of
birth defects in newborns. 

The physical changes that take place during pregnancy may also
have an impact on your arthritis. Of course you will gain weight,
and extra weight will mean extra pressure on your joints. Al-
though too much weight gain can be detrimental, too little

THE ARTHRITIS SOURCEBOOK

232



weight gain could mean that you and the baby are not getting
proper nourishment. So balance your needs. 

The commonsense approach is to continue to exercise to keep
your muscles strong and your joints flexible. A brisk walk or a
swim each day will do nicely. You need to eat a proper diet not
only to keep your weight within normal limits, but also to have a
wonderful, healthy baby. During pregnancy, joints tend to be-
come looser in preparation for the delivery. In later months you
might have increased water retention, which may increase stiff-
ness. All of the above problems can be dealt with in conjunction
with your physicians.

With any pregnancy, the hormone level is rather like a thun-
derstorm and you can be extremely volatile, laughing one minute
and crying the next. Your emotions play a big part in your general
health and you will have to find ways to reduce some of the emo-
tional stress by finding ways to relax. 

The Arthritis Foundation has a pamphlet called “Arthritis and
Pregnancy”, which gives some terrific tips on organizing your life
after the baby arrives, including bathing, feeding, lifting, and car-
rying. I am sure that you can also find some really creative ways to
have a happy, normal motherhood. Good luck! 

PREGNANCY AND ARTHRITIS 

233



This page intentionally left blank.



2
Appendix 1

National Arthritis 
Organizations
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American College of
Rheumatology
60 Executive Park South, #150
Atlanta, GA  30329
404-633-3777

The Arthritis Foundation
P.O. Box 7669
Atlanta, GA 30357-0669
404-872-7100
e-mail: help@arthritis.org
http://www.arthritis.org

Chronic Fatigue Immune 
Deficiency Syndrome 
Association of America
P.O. Box 220398
Charlotte, NC  28222-0398
1-800-442-3437

Interstitial Cystitis Association
P.O. Box 1553
Madison Square Station
New York, NY  10159
1-800-435-7422
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Lupus Foundation of 
America, Inc.
4 Research Place, #180
Rockville, MD  20850-3226
301-670-9292

National Headache Foundation
5252 North Western Avenue
Chicago, IL  60625
1-800-843-2256

National Sjögren’s Syndrome
Association
P.O. Box 42207
Phoenix, AZ  85080-2207
602-516-0787

Spondylitis Association of
America
P.O. Box 5872
Sherman Oaks, CA  91413
818-981-1616
1-800-777-8189
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Appendix 2

Local Arthritis 
Foundation Chapters

Below are the main state offices of the Arthritis Foundation. 
Addition local state offices are listed at http://www.arthritis.org/
offices/state
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Alabama 
300 Vestavia Parkway, 
Suite 3500
Birmingham, AL 35216
205-979-5700 
1-800-879-7896
e-mail: alchaf@aol.com
(Additional offices located in
Huntsville, Montgomery,
Dothan, and Mobile)

Arizona
Central Arizona Chapter
777 East Missouri Avenue,
Suite 119
Phoenix, AZ  85014
602-264-7679 
1-800-477-7679
e-mail: cazaf@unidial.com
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Southern Arizona Chapter
616 North Country Club
Tucson, AZ  85716
520-917-7070 
1-800-444-5426
e-mail: jhelt@arthritis.org

Arkansas
6213 Lee Avenue
Little Rock, AK  72205
501-664-7242
e-mail: lshock@arthritis.org
(Additional office located in
Jonesboro)

California
Northern California 
657 Mission Street, Suite 603
San Francisco, CA  94105
415-356-1230

Southern California
4311 Wilshire Boulevard, 
Suite 530
Los Angeles, CA  90010-3775
323-954-5750
1-800-954-2873
(Additional offices located in
Sacramento, San Diego, Palm
Desert, Fountain Valley, Santa
Barbara, San Luis Obispo, 
Camarillo)

Colorado
Rocky Mountain
2280 South Albion Street
Denver, CO 49068-0222
756-303-8622 
1-800-475-6447
(Additional offices located in
Fort Collins, Colorado
Springs)

Connecticut
Southern New England 
35 Cold Spring Road, 
Suite 411
Rocky Hill, CT  06067-3166
860-563-1177 
1-800-541-8350
e-mail: AFSNECT@aol.com

D.C.
4455 Connecticut Avenue, NW
Suite 300
Washington, DC 20008
202-537-6800
arthritisdc@aol.com

Florida
6221 14th Street West, 
Suite 305
Bradenton, FL 34207
941-739-2729
e-mail: Arthprogfl@aol.com
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(Additional offices located in
Pensacola, Jacksonville, 
Winter Park, St. Petersburg,
West Palm Beach, Tamarac,
Coral Gables)

Georgia
550 Pharr Road, Suite 550
Atlanta, GA  30305
404-237-8771 
1-800-933-7023
(Additional offices located in
Gainsville, Savannah, 
Columbus)

Hawaii
45-144 Kamehameha High-
way, Suite 500
Kaneohe, HI 96744
808-942-3636

Maui Branch
J. Walter Cameron Center
95 Mahalani Street
Wailuku, HI  96793
808-586-1500

Illinois 
Greater Chicago
303 East Wacker Drive, 
Suite 300
Chicago, IL  60601
312-616-3470 

1-800-735-0096
e-mail: gccinfo@arthritis.org

Greater Illinois
2621 North Knoxville
Peoria, IL  61604
309-682-6600
e-mail: greaterillinois@arthri-
tis.org
(Additional offices located in
Alton, Normal, Champaign,
Decatur, Effingham, Harris-
burg, Kankakee, Lincoln, Pon-
tiac, Quincy, Rockford,
Springfield, LaSalle)

Iowa
2600 72nd Street, Suite D
Des Moines, IA  50322-4724
515-278-0636

Eastern Iowa
Mercy Medical Center
701 10th Street, SE,
Room 21–34
Cedar Rapids, IA  52403

Kansas
1602 East Waterman
Wichita, KS  67211
316-263-0116 
1-800-362-1108
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Kentucky
410 West Chestnut Street, 
Suite 750
Louisville, KY  40202-2325
502-585-1866

Bluegrass Branch
366 Waller Avenue, Suite 102
Lexington, KY  40504-2916

Louisiana
17050 Medical Center Drive,
Suite 300
Baton Rouge, LA  70816
225-751-7007
1-800-673-7508
(Additional offices located in
Shreveport, Metairie)

Maine 
930 Brighton Avenue
Portland, Maine  04102
207-773-0595
e-mail: arthritis-me@juno.com

Maryland
1777 Reisterstown Road, 
Suite 150
Baltimore, MD 21208
410-602-0160 
1-800-365-3811
(Additional offices located in 
Salisbury, Saverna Park, 
Frederick)

Massachusetts
29 Crafts Street
Newton, MA  02158-1287
617-244-1800

Michigan
171 West 9 Mile Road, 
Suite 950
Southfield, MI  48075
248-424-9001 
1-800-968-3030
(Additional offices located in 
Ann Arbor, East Lansing, Flint,
Kalamazoo, Grand Rapids)

Minnesota
830 Transfer Road
St. Paul, MN  55114
651-644-4108 
1-800-333-1380
e-mail: ssandber@arthritis.org
(Additional office located in 
Duluth)

Mississippi
350 North Mart Plaza
P.O. Box 9185
Jackson, MS  39286-9185
601-362-6283
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Missouri 
8390 Delmar Boulevard
St. Louis, MO  63124-2100
314-991-9333
(Additional office located in
Kansas City)

Montana
1643 Lewis Avenue, Suite 3
Billings, MT  59102
406-245-0231 
1-888-245-0231

Nebraska
7101 Newport Avenue, 
Suite 304
Omaha, NE 68152
402-572-3040
1-800-642-5292
(Additional offices located in 
Hastings, Lincoln)

Nevada
2660 South Rainbow Boule-
vard, Suite B0102
Las Vagas, NV  89102
702-367-1626

New Hampshire
59 School Street
Concord, NH
603-224-9322 
1-800-639-2113

New Jersey
20 Middlesex Turnpike
Iselin, NJ  08830
732-283-4300

South Jersey Area
496 North Kings Highway,
#222
Cherry Hill, NJ  08034
609-482-0600

New Mexico
P.O. Box 8022
124 Alvarado SE
Albuquerque, NM  87108
505-265-1545 
1-800-999-8022

New York
122 East 42nd Street, 
18th Floor
New York, NY 10168-1898
212-477-8700
(Additional offices located in 
Binghamton, Tonawanda,
Syracuse, Rochester, Melville,
Colonie)
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North Carolina
7 Woodlawn Green, Suite 217
5019 Natins Crossing
Charlotte, NC 28217
704-529-5166 
1-800-883-8806
(Additional offices located in 
Winston–Salem, Raleigh)

Ohio
Central Ohio
3740 Ridge Mill Drive
P.O. Box 218182
Columbus, OH 43221-8182
614-876-8200
(Additional offices located in
Cleveland, Toledo, Cincinnati,
Coshocton, Delaware, Martins
Ferry, Lancaster, Mt. Vernon,
Newark, Zanesville, Marietta, 
Canton, Lima, Kettering,
Lebanon)

Oklahoma
Eastern Oklahoma
4520 South Harvard, #100
Tulsa, OK  74135
918-743-4526
1-800-400-4526

Oklahoma Chapter
500 North Broadway, 
Suite 200
Oklahoma City, OK  73120
405-236-3399

Oregon
4412 SW Barbur Boulevard, 
Suite 220
Portland, OR  97201
503-222-7246 
1-800-283-3004
e-mail: info.or@arthritis.org

Pennsylvania
Eastern Pennsylvania Chapter
Architects Building
117 South 17th Street, 
Suite 1905–15
Philadelphia, PA  19103
215-665-9200
(Additional offices located in 
Camp Hill, Pittsburgh, 
Lancaster, Allentown, West
Reading, Wilkes–Barre, Erie, 
Greensburg)

Rhode Island
37 North Blossom Street
East Providence, RI  02914
401-434-5792
e-mail: afsnect@aol.com
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South Carolina
1754 Woodruff Road, 
Suite 107
Greenville, SC  29607
864-627-8882

Tennessee
Suite D200
Nashville, TN  37228
615-254-6795
(Additional offices located in 
Chattanooga, Knoxville, 
Memphis)

Texas
2824 Swiss Avenue
Dallas, TX  75204
214-826-4361 
1-800-442-6653
(Additional offices located in 
Fort Worth, Houston, Waco,
McAllen, San Antonio)

Utah
448 East 400 South, Suite 103
Salt Lake City, UT  84111
801-536-0990

Vermont
P.O. Box 422
257 South Union Street
Burlington, VT  05401
802-864-4988 
1-800-639-8838
e-mail: arthritisvtall@juno.com

Virginia 
Virginia Chapter
3805 Cutshaw Avenue, 
Suite 200
Richmond, VA  23230
804-359-1700 
1-800-456-4687
e-mail: vachapter@inetconn.net

Hampton Roads Branch
900 Commonwealth Place,
Suite 101
Virginia Beach, VA  23464
757-420-4638 
757-872-8848 (Peninsula) 
1-800-456-4687
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Washington
3876 Bridge Way North, 
Suite 300
Seattle, WA 98103
206-547-2707 
1-800-542-0295
(Additional offices located in
Bellingham, Tacoma)

Wisconsin
8556 West National Avenue
West Allis, WI 53227
414-321-3933 
1-800-242-9945
e-mail: info.wi@arthritis.org
(Additional offices located in 
Green Bay, Madison)
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Web Sites
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American College of Rheumatology
http://www.rheumatology.org/patient/jra.htm

Arthritis Foundation
http://www.arthritis.org

National Institutes of Health (NIH)
http://www.nih.gov/

National Institute of Arthritis, Musculoskeletal and Skin Diseases
(NIAMS)
http://www.nih.gov/niams/

Centers for Disease Control and Prevention (CDC)
http://www.cdc.gov/
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American Academy of Pediatrics
http://www.aap.org/

Childrens' Hospital Medical Center—JRA Registry
http://www.jraregistry.org/

KidsCampaigns
http://www.connectforkids.org/

Pauciarticular Juvenile Rheumatoid Arthritis
http://www.mc.vanderbilt.edu/peds/pidl/rheum/jra pauc.html

Juvenile Rheumatoid Arthritis (Systemic Onset)
http://www.mc.vanderbilt.edu/peds/pidl/

Arthritis Can Strike Children As Well As Adults
http://www.mcg.edu/news/95features/arthritis.html

Tulane Cancer Center, Bone Marrow Transplant
http://www.tmc.tulane.edu/cancer_center/bmt.html
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A
Acceptance of disease, 86-87
Acetaminophen, 26, 107
Achilles tendinitis, 157
Aching, 31-32
Active arthritis, 6, 66
Acupressure, 136
Acupuncture, 134-136
Aerobic exercise, 161-162
Aging, 22-23
Alavi, Abass, 135
Alcohol, 182
Alexander technique, 138
Allergies

to food, 188-189
to medications, 105

Allodynia, 34-35
Allopurinol, 64
Alternative therapies. See Treatments, 
alternative

Amyloidosis, 71
ANA. See Antinuclear antibody test
Anaerobic exercise, 162
Analgesics, topical, 125-126
Anemia, 9, 104, 111
Anger, 85
Ankles, 42, 44
Ankylosing spondylitis (AS)

causes of, 44-45
described, 41-42

prognosis of, 45-46
sexual intimacy and, 199
symptoms of, 42-44
treatment of, 46-49

Ankylosing Spondylitis Association, 
49

Antidepressants, 37, 38
Anti-inflammatory drugs. See
Medications

Antinuclear antibody test (ANA), 
9, 60

Antioxidants, 190
Anti-TNF agents, 73, 112, 121-122
Aortic valve insufficiency, 44, 46
AquaJogger, 36, 48, 54-55, 168-170
Arava (leflunomide), 112, 122
Arthralgia, 2
Arthritis. See also specific diseases

acceptance of, 86-87
attitude towards, 12-13, 222, 223
defined, 2, 3
living well with, xii-xiii, xiv-xvi, 

3-4
misuse, overuse, underuse causes 

of, 149-158
racial incidences of, ix-x
role models in, x-xii, xiii-xiv, 1-2, 

47, 76-77, 86-87
understanding, 1-4
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The Arthritis Foundation, 37, 49
Arthritis Today, 159, 163
Arthrodesis, 220
Arthroplasty, 221
AS. See Ankylosing spondylitis
Ashwagandha (Withania 
somniferum), 141, 142-143

Aspirin, 102, 107, 108, 109
in pregnancy, 227-228

Assistive devices, 25-26, 201-209
for bathing and hygiene, 206
catalogs for, 202
for driving, 207-208
for eating, drinking, cooking, 

204-205
for getting dressed, 205-206
for hand tasks, 203-204
home accessories and 

housekeeping, 206-207
mobility aids, 207-208

Attitudes, 12-13, 222, 223
Autoantibodies, 9, 60
Ayurvedic herbs, 141-144
Azathioprine, 228
Azulfidine (sulfasalazine), 126, 228

B
Back

in ankylosing spondylitis, 41-49
exercises for, 175
misuse, overuse, underuse of, 158

Balance exercises, 160, 174
Ballew, Tracy, 163
Bathroom aids, 206
Bedrest, 14
Beds

for ankylosing spondylitis, 47
water, 36-37, 47, 194-196

Bicycling, 170-171
Biofeedback, 144
Biologic response modifiers, 127
Biomagnetic therapy, 133
Blood-filtering machines, 112
Bone fusion, 220
Bone marrow transplantation, 63
Bones

osteophytes, 21-22
osteoporosis in, 3, 51-57, 114
role in body, 51-52

Brandfonbrener, Alice, 149-150
Breast-feeding, 228, 230
Breathing, deep, 145-146
Bursitis, 30
Butterfly rash, 60

C
Calcitonin, 57
Calcium

in diet, 55, 56t
loss in bone, 3, 51, 52, 53, 114

Callahan, Leigh, 3-4
Calorie counts, 181-182
Canes, 26, 207-208
Capsaicin, 126, 142
Carpal tunnel syndrome, 151, 152
Cartilage, 17-18, 23
Cartilage growth factor, 23
Catalogs for assistive devices, 202
Cataracts, 115
Causes

of ankylosing spondylitis, 44-45
of fibromyalgia, 33-35
of juvenile rheumatoid arthritis, 

69-71
of osteoarthritis, 19, 20-21, 22-23
of osteoporosis, 53, 114
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of rheumatoid arthritis, 10-12
of systemic lupus erythematosus, 

61-62
Celebrex (Cox-2 inhibitors), 112, 
122-123

Cerasomal-cis-9-cetylmyristoleate, 
133

Cetyl myristoleate, 133
Chest wall pain, 33
Children. See also Fetus

elbow injuries in, 155
fibromyalgia in, 31
juvenile rheumatoid arthritis in, 

65-73
of mothers with arthritis, 227
neonatal lupus in, 227, 230
nursing, 228, 230
steroid use in, 115
taking care of, 230

Chiropractic therapy, 136-137
Chondroitin sulfate, 26, 184-186
Chronic fatigue syndrome (CFS), 
30, 31

Climate, 7, 12, 20, 33
Clothing, adaptive, 205-206
Colchicine, 64
Cold temperatures, 12, 20, 33
Cold treatment, 139
Collagen, 51, 127
Community-based care, 72
Concentric contractions, 153
Coordinated care, 72. See also Health 
team

Corticosteroids, 62, 63, 112-115
Cortisone, 26, 111, 112-115
Cox-2 inhibitors (Celebrex, Vioxx), 
112, 122-123

Crepitus, 21

Crutches, 208
Cutlery products, 204-205
Cybex equipment, 155, 172-173
Cyclophosphamide, 63, 228
Cyclosporine (Neoral), 112, 124-125
Cytokines, 121
Cytotoxic drugs, 63, 126

D
Death, fear of, 83
Deep breathing, 145-146
Dependence, fear of, 84
Dermatomyositis, 59
Diarrhea, 32-33, 45
Diet

in ankylosing spondylitis, 47
food allergies and, 188-189
guidelines for, 180-182, 191
nutritional modification in, 

187-188
nutritionists and, 97-98
for osteoporosis, 55
supplements in, 184-187
vitamins, minerals, trace elements 

in, 189-191
weight control and, 182-183

Disease-modifying anti-rheumatic 
drugs (DMARD), 122

D-penicillamine, 120, 228, 229
Dressing aids, 206
Driving accessories, 209
Drooping shoulder, 156
Drugs. See Medications

E
Eccentric contractions, 153
Edema, 114
Eicosanoids, 187

INDEX

249



Elbows, 152-155
Employment

adapting to workplace, 215-216
applying for, 213-215
changing, 216
osteoarthritis and, 20-21
work-related injuries, 149-150, 

151-152
Enbrel (etanercept), 73, 112, 
121-122

Endurance, 160, 161, 166-171, 174
Enthesopathy, 42, 44
Enzyme p16, 128
Erosive inflammatory osteoarthritis, 
21

Erythrocyte sedimentation rate, 9
Estrogen, 55, 57
Etanercept (Enbrel), 73, 112, 
121-122

Exercise(s), 159-178
aerobic/anaerobic, 161-162
for ankylosing spondylitis, 48
AquaJogger, 36, 48, 54-55, 

168-170
balance and, 160, 174
basics of, 160-162
bicycling, 170-171
Cybex equipment, 155, 172-173
for endurance, 166-171, 174
excuses for, 175-176
fibromyalgia and, 36
importance of, 159-160
isometric/isotonic, 161, 172
jogging, 166-167
for juvenile rheumatoid arthritis, 

72
Nautilus equipment, 172-173
osteoarthritis and, 21, 24-25
osteoporosis and, 54-55

posture and, 138, 162-165
for power, 172-173
range-of-motion, 165
resistance, 161, 172
rheumatoid arthritis and, 14-15
Roman Chair, 158, 172, 174, 175
sample program, 173-177
shoes for, 167
signs of too much, 176-177
stair climbing, 171
stretching and, 160, 162, 165, 174
surgery and, 222
swimming, 167-170
T’ai Chi Ch’uan, 177-178
treadmills, 167
walking, 166-167
water, 36, 48, 54-55, 167-170
yoga, 177

Exercise trainers, 25, 36, 172-173
Expectations of surgery, 218, 223

F
Family as support, 82-83
Family-centered care, 72
Fatigue, 6, 7, 32
Fears, 83-85
Feet, 157
Fetus

effect of arthritis on, 226-227
effect of medications on, 227-229

Fever
in juvenile rheumatoid arthritis, 68
reducing, 109
in rheumatoid arthritis, 7

Fibromyalgia syndrome (FMS), 29-39
causes of, 33-35
described, 30-31
incidences of, 30-31
prognosis of, 35
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symptoms of, 31-33
treatment for, 35-39
The Fibromyalgia Wellness Letter, 37

Fibrositis, 8. See also Fibromyalgia 
syndrome

Fingers
assistive devices for, 203-204
in osteoarthritis, 19
overuse, misuse, underuse of, 

151-152
Fish oils, 62, 187-188
Flexibility, 160, 162
Flotation therapy, 138
Fluid retention, 114
Fluoride, 57
FMS. See Fibromyalgia syndrome
Fractures, 51, 53-54, 140
Frankincense (Boswellia serrata), 
141, 142

Friends as support, 82-83

G
Gall, Victoria, 163, 164
Gene therapy, 126-127
Genetic counseling, 49
Genetics

ankylosing spondylitis and, 42, 
44-45

juvenile rheumatoid arthritis and, 
69

osteoarthritis and, 21
rheumatoid arthritis and, 11, 229
systemic lupus erythematosus and, 

61-62, 229-230
Ginger (Zingiber officinale), 141, 
142, 143

Glasses, 164
Glucosamine and chondroitin, 26, 
184-186

Gold therapy, 112, 117-118
in pregnancy, 228, 229

Gout, 59, 63-64
Grammer, Patti, 174

H
Hahn, Bevra, 52
Hahn, Theodore, 52
Hands

assistive devices for, 203-204
overuse, misuse, underuse of, 

151-152
Headaches, 32
Health clubs, 25, 36, 172, 173-174
Health team

friends and family in, 82-83
importance of, 75-77, 79-81, 

89-90
nurses in, 93-94
nutritionists in, 97-98
occupational therapists in, 95-96
physical therapists in, 94-95
physicians in, 90-93
psychologists/psychiatrists in, 98-99
social workers in, 96-97
in surgery, 221, 223
you as team leader, 81-87

Heart
in juvenile rheumatoid arthritis, 69
valve insufficiency in, 44, 46

Heat treatment, 139
Heberden’s nodules, 19
Heel pain, 42, 43, 66
Herbs, Ayurvedic, 141-144
Hips, 19, 157
HLA-B27 antigen

ankylosing spondylitis and, 42, 45
associated diseases, 45
pregnancy and, 231
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Home accessories, 207
Hyaluronic acid, 26-27, 57, 125
Hydroxychloroquine (Plaquenil), 
119, 229

Hypermobiles, 20
Hypnosis, 146

I
Ibuprofen, 102, 107, 108, 228
Idiopathic osteoarthritis, 18
Imagery, positive, 145-146
Immune system, 11
Immunizations, 70, 112, 127
Inactivity stiffness, 6, 7, 15
Infants. See Children
Infections

“masking” of, 115
rheumatoid arthritis and, 12
surgery and, 222

Inflammation
in ankylosing spondylitis, 41
defined, 3
of the eye, 43, 44, 46
of joints, 3, 8-9, 15
in juvenile rheumatoid arthritis, 

66, 67
in osteoarthritis, 21
in rheumatoid arthritis, 6, 8-9, 15
in systemic lupus erythematosus, 

60-61
of tendons, muscles, tissues, 8, 30, 

156
Inflammatory arthritis, 6, 66
Injections

cortisone, 26
hyaluronic acid, 26-27, 57, 125
trigger point, 38-39

Injuries
acute/chronic, 153

juvenile rheumatoid arthritis 
and, 70

osteoarthritis and, 23
sports, 152-155
work-related, 149-150, 151-152

Insomnia, 32
Insurance, 49, 99, 214-215, 218
Integrative medicine, 38
Internet sites, 245-246
Interstitial cystitis (IC), 33
Intimacy, sexual, 196-199
Iritis, 43, 44, 46
Irritability, 6
Irritable bowel syndrome, 32-33
Irritants, 125
Isometric/isotonic exercises, 161, 172

J
Jaffe, Ray, 120
Jobs. See Employment
Jogging, 157, 166-167
Joints. See also Surgery; specific joints

in ankylosing spondylitis, 42-44
degenerative disease in, 3
in fibromyalgia, 33
flexibility of, 160, 162
in gout, 63-64
hypermobility of, 20
inflammation of, 3, 8-9, 15
in juvenile rheumatoid arthritis, 

66-67, 68
loss of motion in, 7, 21-22, 42-43
in osteoarthritis, 18, 19, 21
overuse, misuse, underuse of, 

149-158
replacement of, 49, 199-200, 220
in rheumatoid arthritis, 6-9, 15
stiffness in, 6, 7, 15
surgery for, 220-221
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swelling of, 6, 8-9, 33, 43, 64, 
67, 68

synovium in, 7
in systemic lupus erythematosus, 60

Jones, Virgil, xiii-xiv
JRA. See Juvenile rheumatoid 
arthritis

Juvenile rheumatoid arthritis (JRA), 
65-73

causes of, 69-71
described, 66-68
pauciarticular, 66, 67
polyarticular, 66, 67-68
prognosis for, 71
“rheumatoid personality” and, 

70-71
systemic, 66, 68-69
treatment for, 72-73

K
Keieger, Dolores, 138
Kitchen products, 204-205
Knees

hyaluronic acid injections for, 
26-27, 57, 125

misuse, overuse, underuse of, 157
osteoarthritis in, 19
runner’s, 157

L
Laboratory tests

for fibromyalgia, 33
for liver function, 110-111
for osteoarthritis, 22
for rheumatoid arthritis, 9
urinalysis, 111
X rays, 8, 22

Lawrence, Donald, 184
Leflunomide (Arava), 112, 122

Legs, 157
Lifestyle

ankylosing spondylitis and, 49
osteoarthritis and, 25
osteoporosis and, 55

Ligaments, 30, 149-158
Liver function tests, 110-111
Lumps

Heberden’s nodes, 19
osteophytes, 21-22
rheumatoid nodules, 7, 8
subcutaneous nodules, 67-68
tophi in gout, 64

Lupus. See Systemic lupus 
erythematosus

M
Magnets, 140-141
Massage therapy, 39, 137
Medications, 101-129. See also
NSAIDs; Treatments

acetaminophen, 26, 107
adding new, 105-106
for ankylosing spondylitis, 48
antidepressants, 37, 38
anti-TNF agents, 73, 112, 121-122
azathioprine, 63, 228
becoming non-effective, 106-107
categories of, 102-103
corticosteroids, 62, 63, 112-115
cortisone, 26, 111, 112-115
Cox-2 inhibitors (Celebrex, 

Vioxx), 112, 122-123
cyclophosphamide, 63, 228
cyclosporine (Neoral), 112, 

124-125
cytotoxic drugs, 63, 126
disease-modifying anti-rheumatic,

122
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D-penicillamine, 120, 228, 229
etanercept (Enbrel), 112, 121-122
fear of, 84
for fibromyalgia, 37, 38
gold, 112, 117-118, 228, 229
for gout, 64
hyaluronic acid, 26-27, 57, 125
hydroxychloroquine (Plaquenil), 

119, 229
ibuprofen, 102, 107, 108, 228
for juvenile rheumatoid arthritis, 

72-73
leflunomide (Arava), 112, 122
methotrexate, 63, 111-112, 

115-117, 228
minocycline, 127
naproxen, 107, 108
for osteoarthritis, 26-27
pilocarpine hydrochloride 

(Salagen), 112, 124
prednisone, 112, 113, 229
in pregnancy, 227-229, 230
Remicade, 112
for rheumatoid arthritis, 14, 15
rules of taking, 103-107
second-line drugs, 111-126
side effects of, 104-105
slower-acting anti-rheumatics, 112
SSRI drugs, 37
sulfasalazine (Azulfidine), 126
surgery and, 221
for systemic lupus erythematosus, 

62, 63
topical pain relievers, 125-126
tricyclic drugs, 37
unconventional, 103

Meditation, 145
Men

fibromyalgia in, 31

gout in, 63
osteoarthritis in, 19-20
osteoporosis in, 52-53, 54
rheumatoid arthritis in, 12

Methotrexate, 63, 111-112, 115-117,
228

Methylsulfonylmethane. See MSM
Microdose therapy, 113
Migraines, 32
Minerals, 189, 190
Minocycline, 127
Miracle cures, 132-134
Misuse of body parts, 149-158
Mobility aids, 207-208
Morning stiffness, 6, 7, 15
Moskowitz, Rollie, 24-25
MSM (methylsulfonylmethane), 
184

Multivitamins, 190-191
Muscles

contractions of, 153
in fibromyalgia, 30, 33-34
inflammation of, 8
overuse, misuse, underuse of, 

149-158
power and endurance in, 161
in rheumatoid arthritis, 6
stretching, 162, 165
weakness of, 7

Myalgia, 8
Myositis, 8, 30

N
Naproxen, 107, 108
Nautilus equipment, 172-173
Neck stretching, 174-175
Neonatal lupus, 227, 230
Neoral (cyclosporine), 112, 124-125
Nodal osteoarthritis, 19, 20
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Nodules
Heberden’s, 19
osteophytes, 21-22
rheumatoid, 7, 8
subcutaneous, 67-68
tophi in gout, 64

Nonsteroidal anti-inflammatory 
drugs. See NSAIDs

Nonunion fractures, 140
North American Rheumatoid 
Arthritis Consortium (NARAC), 11

NSAIDs (Nonsteroidal anti-
inflammatory drugs), 102, 107-111

administration of, 108-109
for ankylosing spondylitis, 48
for fibromyalgia, 37
for juvenile rheumatoid arthritis, 72
for osteoarthritis, 26
in pregnancy, 227-228, 229
relief to expect from, 109-110
for rheumatoid arthritis, 14
side effects of, 110-111
for systemic lupus erythematosus, 63

Numbness, 32
Nurses, 93-94
Nursing, 228, 230
Nutrition. See Diet
Nutritional supplements. See
Supplements, dietary

Nutritionists, 97-98

O
OA. See Osteoarthritis
Occupational therapists, 95-96
Occupations. See Employment
Operations. See Surgery
Organizations, arthritis

local, 237-244
national, 235-236

Orthopedic surgeons, 91, 219
Osteoarthritis (OA), 17-27

areas affected, 19
causes of, 19, 20-21, 22-23
defined, 3
described, 18-21
erosive inflammatory, 21
incidences of, 19-20
prognosis of, 24
symptoms of, 21-22
treatments for, 24-27
types of, 18

Osteoarthrosis, 3
Osteopenia. See Osteoporosis
Osteophytes, 21-22
Osteoporosis, 51-57

causes of, 53
defined, 3
described, 52-53
prognosis of, 53-54
side effect of corticosteroids, 114
treatment of, 54-57

Overuse of body parts, 149-158

P
Pain

in ankylosing spondylitis, 41, 
42-43

in fibromyalgia, 30, 31-32, 33, 
34-35

in juvenile rheumatoid arthritis, 
66, 67, 68

in osteoarthritis, 21
in rheumatoid arthritis, 6
in systemic lupus erythematosus, 

60, 62
Pain relief. See Medications
Panush, Richard, 188
Paraffin, hot, 139
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Parotid gland scan, 9
Pauciarticular juvenile rheumatoid 
arthritis, 66, 67

Peripheral arthritis, 6, 66
Physical therapists, 94-95
Physicians, 90-93, 98-99, 219
Pills, assistive devices for, 206-207
Pilocarpine hydrochloride (Salagen), 
112, 124

Pincus, Ted, 3-4
“Pitcher’s arm,” 156
Placebo effect, 133
Planning daily activities, 85-86
Plaquenil (hydroxychloroquine), 119,
229

Podiatrists, 91
Polyarticular juvenile rheumatoid 
arthritis, 66, 67-68

Polymyositis/dermatomyositis, 59
Positive imagery, 145-146
Posture

Alexander technique for, 138
exercise and, 162-165

Power, 160, 161
Prednisone, 112, 113, 229
Pregnancy, 225-233

becoming pregnant, 226
complications for babies, 227, 

229-230
HLA types and, 231
medications and, 227-229, 230
planning for, 231-233
postpartum issues, 230
remission of symptoms in, 12, 

226, 231
trouble during, 226-227

Prognosis
of ankylosing spondylitis, 45-46
of fibromyalgia, 35

of gout, 64
of juvenile rheumatoid arthritis, 71
of osteoarthritis, 24
of osteoporosis, 53-54
of rheumatoid arthritis, 12-14
of systemic lupus erythematosus, 62

Prosorba Column, 112
Pseudogout, 64
Psychologists/psychiatrists, 98-99
Publications

Arthritis and Pregnancy, 230, 233
Arthritis Today, 159, 163
catalogs for assistive devices, 202
on employment issues, 216
The Fibromyalgia Wellness Letter, 37
Sharing Innovations, 201

R
RA. See Rheumatoid arthritis
Range-of-motion (ROM) exercises, 
165

Rashes
in juvenile rheumatoid arthritis, 

68-69
in systemic lupus erythematosus, 60

Raynaud’s phenomenon, 61, 199
Reachers, 207
Reflexology, 137
Reiter’s syndrome, 45
Relaxation techniques, 144-146, 194
Remicade, 112, 121
Resections, 220-221
Resistance exercise, 161, 172
RF. See Rheumatoid factor test
Rheumatism, 2, 30. See also
Fibromyalgia syndrome

Rheumatoid arthritis (RA), 5-16. See
also Juvenile rheumatoid arthritis

causes of, 10-12
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defined, 6
incidences of, 6
patterns of, 10
pregnancy and, 226-233
prognosis of, 12-14
symptoms of, 6-9
treatment of, 14-16

Rheumatoid factor (RF) test, 9, 67
Rheumatoid nodules, 7, 8
“Rheumatoid personality,” 70-71
Rheumatologists, 91
Robinson, Dwight, 187-188
Rock, Maxine, 159
Roman Chair exercise, 158, 172, 
174, 175

Runner’s knee, 157
Running, 157
Ruptured discs, 18

S
S-adenosyl-methionine. See SAMe
Salagen (Pilocarpine hydrochloride), 
112, 124

Salicylates, 125
Salivary gland scan, 9
Salt in diet, 182
SAMe (S-adenosyl-methionine), 
184, 186-187

Scissors, 204
Scleroderma, 59
Secondary osteoarthritis, 18
Second-line drugs, 102, 111-126
Sed rate, 9
Self-hypnosis, 146
Sexual intimacy, 196-200
Sharing Innovations, 201
Shin splints, 157
Shoes for exercise, 167
Shoulders, 155-156

Side effects of medications, 38, 
104-105. See also specific medications

Sitting, 47, 164
Sjögren’s syndrome, 9, 199
SLE. See Systemic lupus erythematosus
Sleep, 193-196

in fibromyalgia, 32
positions for, 164-165
relaxation techniques for, 194
waterbeds for, 36-37, 194-196

Slower-acting anti-rheumatic drugs, 
112

Smoking, 49
Social workers, 96-97
Spine

ankylosing spondylitis in, 41-49
osteoarthritis in, 19, 24
ruptured disc in, 18

Sports injuries, 152-155
SSRI drugs, 37
Stair climbing, 171
Standing exercises, 163-164
Stem-cell transplantation, 63
Steroids. See Corticosteroids
Stiffness of joints, 6, 7, 15
Stress

juvenile rheumatoid arthritis 
and, 70

relieving, 144-146
rheumatoid arthritis and, 12

Stretching, 160, 162, 165, 174-175
Subcutaneous nodules, 67-68
Sulfasalazine (Azulfidine), 126, 228
Superman exercise, 174
Supplements, dietary

for fibromyalgia, 38
glucosamine and chondroitin, 

184-186
MSM (methylsulfonylmethane), 184

INDEX

257



SAMe (S-adenosyl-methionine), 
184, 186-187

Support systems, 82-83. See also
Health team

Surgeons, 91, 219
Surgery

expectations of, 218, 223
insurance and, 218
joint replacements, 49, 199-200, 

220
for osteoarthritis, 27
preparation for, 221-222
purposes of, 217-218, 223
recuperation after, 222-223
selecting orthopedist for, 219
types of, 220-221

Swelling of joints, 8-9, 33, 43, 64, 
67, 68

Swimming, 167-170
fibromyalgia and, 36
osteoarthritis and, 24-25

Symmetrical arthritis, 6, 66
Symptoms

of ankylosing spondylitis, 42-44
of fibromyalgia, 31-33
of gout, 64
of osteoarthritis, 21-22
of rheumatoid arthritis, 6-9
of systemic lupus erythematosus, 

60-61
Synovectomy, 217, 220
Synovitis, 15, 21
Synovium, 7
Systemic arthritis, 6
Systemic juvenile rheumatoid 
arthritis, 66, 68-69

Systemic lupus erythematosus (SLE), 
59-63

causes of, 61-62

described, 60
neonatal lupus, 227, 230
pregnancy and, 226-230
prognosis of, 62
symptoms of, 60-61
treatments for, 63

T
Tachyphylaxis, 106-107
T’ai Chi Ch’uan, 177-178
Taylor, David, 156
Team, health. See Health team
Telephoning, 203-204
Tenalgia, 8
Tenderness

in fibromyalgia, 31, 32
in rheumatoid arthritis, 6

Tender points, 32, 34f
Tendinitis

Achilles, 157
defined, 30
impingement syndrome, 156

Tendons
in fibromyalgia, 30
inflammation of, 8, 30, 156, 157
overuse, misuse, underuse of, 

149-158
pain in, 8, 30

Tennis elbow, 152-155
Tenosynovitis, 66
TENS (Transcutaneous electrical 
nerve stimulation), 139

Tests. See Laboratory tests
Therapeutic touch, 138
Therapy. See Treatments
Thornhill, Tom, 152-153, 154, 155, 
156

Tibial tuberosity, 157
Tingling sensations, 32
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TNF. See Tumor necrosis factor
Tophi, 64
Topical pain relievers, 125-126
Trace elements, 189, 190
Transaminase tests, 110-111
Transcutaneous electrical nerve 
stimulation. See TENS

Transforming growth factor beta 
(TGFb), 23

Transplantation, 63
Trauma

fibromyalgia and, 34
juvenile rheumatoid arthritis and, 

70
osteoarthritis and, 23

Treadmills, 167
Treatments. See also Medications

of ankylosing spondylitis, 46-49
community-centered care, 72
coordinated care, 72
for elbows, 153-155
family-centered care, 72
for fibromyalgia, 35-39
future approaches to, 126-128
for gout, 64
for hips, knees, legs and feet, 157
for juvenile rheumatoid arthritis, 

72-73
for osteoarthritis, 24-27
for osteoporosis, 54-57
for rheumatoid arthritis, 14-16
for systemic lupus erythematosus, 

63
Treatments, alternative, 131-146

acupressure, 136
acupuncture, 134-136
Alexander technique, 138
Ayurvedic herbs, 141-144
biofeedback, 144

biomagnetic therapy, 133
cerasomal-cis-9-cetylmyristoleate, 

133
cetyl myristoleate, 133
chiropractic, 136-137
chondroitin sulfate and 

glucosamine, 26
cold treatment, 139
common sense approach to, 146
deep breathing, 145-146
flotation therapy, 138
heat treatment, 139
magnets, 140-141
massage therapy, 137
meditation, 145
“miracle cures,” 132-134
reflexology, 137
self-hypnosis, 146

TENS, 139
therapeutic touch, 138
visualization, 144

Tricyclic drugs, 37
Trigger point injections, 38-39
Tumeric (Curcumin longa), 141, 142
Tumor necrosis factor (TNF), 73, 
112, 121-122

U
Underuse of body parts, 149-158
Urinalysis tests, 111
Urinary disorders, 33, 45

V
Vaccines, 70, 112, 127
Vioxx (Cox-2 inhibitors), 112, 
122-123

Viscosupplements, 26-27, 57
Visualization, 144
Vitamins, 55, 189-191
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W
Walkers, 208
Walking, 164, 166-167
Waterbeds, 36-37, 47, 194-196
Water exercise, 36, 48, 54-55, 
167-170

Weather, 7, 12, 20, 33
Web sites, 245-246
Weight

in ankylosing spondylitis, 47
control of, 182-183
osteoarthritis and, 20

Weinblatt, Michael, 116
Wheelchairs, 208
Women

fibromyalgia in, 31
gout in, 63
osteoarthritis in, 19-20
osteoporosis in, 52-53, 54
rheumatoid arthritis in, 12
systemic lupus erythematosus in, 

60, 62
Work-related injuries, 149-150, 
151-152

Wrists, 151-152
Writing, 203

X
X rays, 8, 22

Y
Yoga, 177

Z
Zurier, Robert, 228
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