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FOREWORD





WHEN CRAIG WEATHERBY ASKED ME TO critique his manuscript for The Arthritis Bible, I readily agreed to do so because I believe that current medical practice very much needs to raise its eyes to a much wider view of the problems with which we deal unsatisfactorily. In his encyclopedic survey of arthritis and rheumatoid afflictions, Craig Weatherby offers open-minded practitioners and patients a wealth of relevant, readable information not found in the usual consumer guides to arthritis, and he compellingly outlines the current legal and intellectual stasis that forces physicians into excessively narrow avenues of inquiry and therapy.

In my various roles as surgeon, teacher, and medical researcher, I have had considerable experience with the biases and institutional pressures that distort medical research and practice. My early explorations into the clinical effectiveness of various dosages of bovine cartilage involved highly encouraging trials in osteoarthritis, rheumatoid conditions, acceleration of wound healing, and, some years later, experimental treatment of advanced cancer. Unhappily, my efforts in these areas were greeted at worst with skeptical indifference by the members of medical academia and at best by fear of involvement based on a decidedly nonheroic apprehension about the effect on their careers if they were to actually try to confirm my results! This astonished me, since in my naïveté, I felt certain that the publication of results I considered epochal would provide me with an army of eager co-investigators. After all, I had shown that contrary to conventional teaching, wound healing could be consistently accelerated (previously declared a biological impossibility), rheumatoid and osteoarthritis conditions significantly improved, and advanced cancers cured with unexpected frequency by therapy with bovine cartilage. The lack of any positive reaction from colleagues and institutions whose scientific objectivity and curiosity I took for granted was originally inexplicable, but I have now concluded that the primary causes for this unexpected attitude are rooted in the nature of medical training and institutions.

Weatherby sees this clearly and ably discusses the dilemma in his preface. The basic problems are twofold: first, physicians’ attitudes induced by medical school and residency experiences and, second, inconsistent and illogical government regulation that strongly influences research and provider conduct. With regard to the first, the attitudes of physicians have gradually narrowed under the zealotry of regulators and the curious therapeutic rigidity of medical schools. In this way, many providers have slowly become transformed into highly skilled technicians rather than physicians. This unfortunate change occurs when a physician becomes a slavish follower of a therapeutic “cookbook” despite the compelling fact that his or her patient is growing worse. When the patient suggests that maybe they should try (insert anything about which the patient may have heard), the doctor often responds with Olympian anger and declares, “I can’t believe that you would take this unproven substance!” Astonishingly, it never occurs to the physician that the therapy hitherto used on the patient has indeed been tested—and proven not to work! The intellectual dilemma of such posturing never occurs to the physician-technician. It is as if the doctor has learned a catechism rather than studied medicine.

And yet, on the other side, there are the “holistic and alternate” armies announcing famous victories that have never taken place and spending their time hyping fantasies rather than conducting meticulous research studies that might prove their claims are glorious realities. Unhappily, therefore, we must say, “A pox on both your houses.” We say this since both groups are treating scientific questions in an emotional rather than an intellectual manner. And both thereby diminish their opportunity to be of service to those who have come to them in hope and trust.

The ultimate responsibility clearly rests with the leaders of academic and scientific medicine because they possess overwhelmingly more of what is needed to find the truth. But truth will never be found if they reject promising possibilities raised by “lesser breeds without the law.” Characteristically, all momentous new developments are initially resisted by most of those working in the affected field. Neither leading institutions nor individual investigators should ever immediately condemn ideas from left field that claim unexpected efficacy. They should bring their superior resources to the assessment of a hope that gleams from any quarter. And the law should be changed so that the Food and Drug Administration does not inexcusably slow the development of promising drugs while permitting irresponsible verbal hype for the promotion of substances labeled “food supplements.” The present chaotic scene is a result of this demonstrably harmful mismanagement.

I suggest that a high-level commission be constituted to recommend reasonable changes in regulations to the Congress. It should be composed of distinguished representatives of academic medicine and freestanding scientific institutions together with appropriate spokespersons for holistic and alternative medicine, nutritionists, acupuncturists, and psychologists. The greatest hope for success against disease clearly resides in those who hold leadership roles in scientific (not bureaucratic) medicine. Great care must be taken, however, to ensure that all members of the commission approach their responsibility with an intellectual openness consistent with a fair reach for promise in the observations of nonacademic medicine. They must not interpret their membership on the panel as an opportunity for self-congratulation and confirmation. On the other hand, holistic and alternative practitioners should recognize the need for rigorous scientific examination of all treatment claims. The responsibility is primarily to our patients, not to cash flow. We need to return to what was once aptly called the “priesthood of medicine.”

JOHN F. PRUDDEN, M.D., MED. SC.D.

Chairman, Foundation for Cartilage and Immunology Research



PREFACE





TAKE CHARGE OF YOUR HEALTH




IN MAY OF 1998, U.S. PUBLIC HEALTH AGENCIES published a sobering status report on arthritis. According to the authors, the prevalence of arthritis is likely to increase sharply, and the disease will afflict almost one in five Americans by early in the twenty-first century. At present, arthritis is the second most common cause of work disability, after heart disease, and affects forty million Americans—a figure that is expected to grow to almost sixty million by the year 2020. In the same report, the Arthritis Foundation’s medical committee chairman stated that “some forms of arthritis may be cured and we may be able to prevent other forms of arthritis.” Sadly, the facts do not bear out this hope.

Arthritis, especially autoimmune varieties such as rheumatoid arthritis, can be among the most difficult diseases to treat successfully. Occasionally, mainstream medicine provides substantial relief—for a minority of cases, over limited periods of time, with adverse side effects. Of course, officially sanctioned therapies are not the only credible options. The news media are full of alternative “cures,” but medical consumers lack the information needed to distinguish the credible from the laughable.

MEDICAL BIASES

Much of what medical doctors know about disease comes from a few mainstream medical journals, reflecting the limited range of research performed by top drug companies, government agencies, and universities. These institutions are absolutely central and critical to the advancement of medical science, but their research priorities do not always evidence an unbiased search for the best, safest, lowest-cost remedies. Instead, they are often driven by funding priorities, academic pursuits, professional politics, and profits. As a result, medical doctors are frequently unaware of promising alternatives. And most physicians lack the time to explore beyond the boundaries of mainstream medicine. Safe therapies that can provide significant benefit to many patients may never even cross your doctor’s radar screen.

THE IMPORTANCE OF “BIO-INDIVIDUALITY”

Physicians rarely give sufficient consideration to one of the central facts of medicine—that people vary widely in their responses to therapies. Individual human beings with similar symptoms and personal characteristics often respond very differently to the same treatments. This accepted medical principle is called bio-individuality, and it is often forgotten in counterproductive debates over the merits of conventional and alternative treatments. Medical authorities will refer to bio-individuality to explain away the shortcomings of synthetic drugs, but they fail to extend the same logic to inconsistencies in the performance of alternative treatments.

In the end, arguments over the superiority of approved versus unapproved treatments are beside the point. Most of the arthritis drugs that are approved by the U.S. Food and Drug Administration (FDA) work for only a minority of patients, and most produce adverse effects. Likewise, no alternative remedy will work for all patients—but most are considerably safer than FDA-approved medical drugs. The trick is to find safe treatments that work for you, regardless of their official status. The possibilities are nearly endless; our goal is to help you limit the field to a manageable selection of promising options. In addition to approved drugs, these options should include safe nutritional and natural remedies that have significant scientific backup, a documented history of traditional use, or both.

EXPERIMENTAL THERAPIES

Recent years have borne witness to a boom in research on arthritic diseases. Many of the treatments we will review are considered experimental—that is, substances that have shown promise in research involving animals or people. Unlike the drugs sold in pharmacies and prescribed by doctors, they have not been subjected to the tests the FDA requires before approving any new drug. These requirements include animal and clinical (i.e., human) studies designed to establish a drug’s safety and efficacy. Medical doctors can and do prescribe promising experimental drugs, however, providing they meet one of two sets of criteria: the drug is approved by the FDA as a medicine for any health condition or is legally classified as a dietary supplement (herb, nutrient, etc.) and has a documented history of safe use, including knowledge of potential contraindications or side effects.

Experimental therapies can include vitamins, minerals, foods, herbs, or new synthetic chemicals. No seller of a drug or dietary supplement can make claims of medical efficacy (e.g., “lessens pain of arthritis”) without FDA approval. To gain even the chance of FDA approval, a company has to invest an average of twelve years and $230 million in test-tube, animal, and then human studies.1 This is an enormous risk, since the FDA will withhold approval if the experimental substance falls short in these tests of safety and efficacy.

Drug companies cannot justify such huge risks when it comes to natural substances, which cannot usually be patented. This lack of commercial exclusivity makes it almost impossible for drug companies to recoup the costs of research, development, and regulatory approval. Medical authorities often dismiss the very possibility of efficacious but unapproved alternatives, saying that word of any such remedy would be immediately trumpeted through official channels. In fact, nothing could be further from the truth. None of the alternative therapies we will review—most classified as dietary supplements—currently enjoy FDA approval to be advertised as effective remedies for arthritis. But this says nothing about their safety or efficacy. In fact, some of these remedies are government-sanctioned arthritis drugs in Europe or Asia.

Given the demands on doctors’ time, you cannot expect yours to research all the alternatives. If standard treatments work for you without undue side effects, there may be no compelling reason to explore further. But when speaking among themselves, medical experts freely admit that standard arthritis drugs fail more often than they succeed. The fact that a therapy is classified as “approved” or “unapproved” says surprisingly little about its merits and defects. It would make life easier for patients in search of relief, but the truth is more complicated than that.

If the approved remedies fall short for you and your doctor is unwilling to help you explore alternative therapies, don’t go it alone. Find another doctor who is willing to serve as an open-minded guide and medical guardian. This volume is intended to provide information useful in a journey toward better health—take charge of yours. You have everything to gain and nothing to lose but pain.



INTRODUCTION





WHAT IS ARTHRITIS?




ONE IN SIX ADULT AMERICANS—some forty million in all—suffers from some type of arthritis, yet it remains a poorly understood disease. The confusion is understandable, because “arthritis” is a generic term that covers several diseases affecting the connective tissues in joints, skin, and various internal organs. The term arthritis comes from the Greek words arthro (“joint”) and itis (“inflammation”). But some inflammatory diseases that are lumped under the heading “arthritis” do not significantly affect the joints, and inflammation is not a primary symptom of osteoarthritis, the most common type of arthritis. Doctors now refer to this degenerative disease by the more accurate term osteoarthrosis, which means “bone–joint disorder.”

To muddy the waters even more, arthritic diseases are also referred to as rheumatism, from the archaic Greek word rheuma, meaning “to flow.” This is because most arthritic diseases (except osteoarthrosis) feature periodic inflammations and fluid buildup in and around joints or organs. Arthritic diseases fall into one of two distinct categories of disorders, each characterized by a very different set of causes and symptoms.

Osteoarthrosis (osteoarthritis) is characterized by degeneration of cartilage in joints. It may be caused by injuries, repetitive joint stress, or genetic flaws—any of which can produce imbalances in the chemical processes that maintain healthy cartilage. Osteoarthrosis is also caused secondarily by some rheumatic diseases—especially rheumatoid arthritis and ankylosing spondylitis. Rheumatic diseases feature inflammations resulting from immune attacks on the patient’s own connective tissues, including joints, lungs, eyes, heart, and skin. Examples include rheumatoid arthritis, ankylosing spondylitis, and systemic lupus erythematosus (lupus or SLE). The one thing that all arthritic disorders have in common is a focus on connective tissue.

CONNECTIVE TISSUES AFFECTED BY ARTHRITIS

The body uses connective tissue—including cartilage, tendons and ligaments, skin, and similar tissues—to hold bones, muscles, lungs, organs, and other tissues in place. Connective tissues form and connect very small structures, such as the saclike bursa surrounding tendons and ligaments. A slippery fluid called hyaluronic acid, found in the synovial space between bones, is also important in maintaining the health of joints.

To differentiate among arthritic diseases, it is helpful to know more about the key connective tissues affected by arthritis.

Bone is very hard except in the thin, slightly softer subchondral layer at the articular (joint) ends, directly underneath cartilage. Bone constantly undergoes a process of renewal via the action of cells called osteoblasts, which build new bone, and osteoclasts, which absorb old bone.

Cartilage is a semiporous, variably elastic tissue that contains no blood vessels or nerves. Instead, cartilage is maintained by special cells called chondrocytes, which absorb old tissue and produce collagen and proteoglycans with which to build new cartilage (discussed in Chapter 4). When joints move, they automatically pump fluid in and out, simultaneously feeding chondrocytes with nutrients and removing their wastes. In addition to playing a key role in the joints, cartilage makes up the firm, nonbony structures in the nose, ears, and elsewhere.

Articular cartilage cushions the joint ends of most bones—except vertebrae in the spine—and provides a smooth surface for bones to glide past each other, almost friction free. Articular (i.e., joint) cartilage generally consists of four layers, containing varying percentages of collagen, proteoglycans, chondrocytes, and water. In fact, articular cartilage is two-thirds or more water, which it exudes under pressure and then reabsorbs. This gives it great inherent elasticity and strength, permitting surprisingly thin layers of cartilage to withstand enormous pressures on the joint ends of bones. Absent injury or metabolic upsets, the cartilage in joints can last indefinitely.

Collagen is the chief building material of skin, cartilage, tendons, and ligaments. The body can arrange this insoluble, fibrous protein in various structural patterns, each of which provides the specific combination of strength, smoothness, porosity, and elasticity appropriate to the anatomical job at hand. Elastin is a similar fibrous protein that helps give cartilage its amazing resiliency.

Proteoglycans are huge molecules made up of hundreds of sugar-protein-sulfur compounds called glycosaminoglycans, or mucopoly-saccharides. Proteoglycans are key constituents of cartilage and most other connective tissues. As we will see in Chapters 3 and 4, their role in cartilage formation is the basis of a novel dietary therapy for osteoarthritis.

JOINT STRUCTURE

Let us start with a picture of the typical synovial joint—the type commonly affected by most arthritic diseases. You will be better able to understand your disease and prevent further damage if you can picture the way joints are put together. Synovial joints (Fig. 1) consist of five parts: a tough, fibrous joint capsule to hold the bones together and protect the synovial membrane, which secretes and encloses the synovial fluid in the joint space between articular (joint) cartilage. Synovial fluid serves to lubricate joint cartilage and maintain some space between the bones that form a joint.


[image: ]

Fig. 1. Normal finger joint.



KEY SUPPORTING STRUCTURES

Ligaments, tendons, and bursa play important supporting roles in maintaining the strength and stability of joints. Ligaments are tough bands of connective tissue that attach bone to bone near joints. Like the joint capsule, ligaments help hold joints together. Tendons attach muscle to bone near joints. Bursa are the small, fluid-filled sacs between tendons and bone. (The term “bursitis” describes a painful inflammation in the bursa.) Now that you have a clear picture of the basic elements of joints and connective tissue, we can begin to explore the arthritic diseases and promising new options for treating them.
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CHAPTER 1





OSTEOARTHROSIS
(OSTEOARTHRITIS)






A CASE OF DYSFUNCTIONAL CARTILAGE




OSTEOARTHROSIS IS BY FAR THE MOST COMMON arthritic disease, with some sixteen million people seeking treatment every year and many more suffering in silence.1 The U.S. Centers for Disease Control estimates that one in five adults will experience symptoms of osteoarthrosis by the year 2020. The term osteoarthritis (the old name for this condition) is more than a little misleading. As we have seen, the Greek suffix itis means “inflammation.” But inflammation is a key symptom of rheumatoid arthritis and related diseases—not of osteoarthrosis. The new medical term, osteoarthrosis, means “bone–joint disorder.” This new term better reflects the nature of the disease, whose primary cause of pain is the gradual decay of cartilage and subchondral bone—not the inflammation associated with rheumatic diseases (see Chapter 6).

Osteoarthrosis is not life threatening, but it can be quite disabling if left untreated. In severe cases, joint replacement surgery may become necessary. As we’ll see, however, many people with osteoarthrosis may be able to avoid surgery and chronic pain with the help of physical therapies (see Chapter 2) and breakthrough nutritional treatments (see Chapter 4).

DEFINING THE DISEASE

The term osteoarthrosis describes the typical progression of events that occurs in joints affected by any of five factors, which include normal aging, physical injury, chronic joint stress, oxidative stress (free radicals from subchondral immune cells), and genetic defects. It is helpful to understand and visualize what is going on inside a joint afflicted by osteoarthrosis. Often, the first event is some sort of injury or malfunction in articular cartilage and subchondral bone. But these events may be precipitated by problems in the synovial membrane or fluid or in peripheral joint tissues—the bursa, tendons, or ligaments.

Joints are marvelous biomechanical systems whose health is maintained by a sophisticated chemical feedback loop. Problems in any part of the joint can produce a domino effect that throws the whole system out of kilter. As we age, this remarkably resilient system loses its ability to absorb stresses it handles easily at earlier stages in life. Once the system is thrown out of balance, several problems may result.


	Cartilage will roughen, fray, develop ulcers, and allow joint fluid to leak into subchondral bone, causing cysts to form in the marrow.

	Subchondral bone (that is, bone to which cartilage is attached) may develop tiny fractures, sprout jagged spurs, form calluses, and harden.

	Synovial cells may begin to form tiny pellets of bone and connective tissue called osteophytes. These collect in synovial fluid and peripheral areas of the joint, causing further damage.

	Synovial membranes thicken, reducing the joint space.

	In later stages, inflammation occurs in the synovial membrane, causing cartilage cells (chondrocytes) to manufacture the wrong kind of collagen (Types I and III, instead of the normal Type II).



This troubling picture reflects a finely tuned biochemical system that has spun out of control.

Weight-bearing joints are the ones most susceptible to osteoarthrosis, which often crops up in knees and hips as well as spinal joints. The major exceptions to this rule are ankle joints, which are rarely affected, and finger joints, which, even though they are not weight bearing, are commonly afflicted. It is also unusual to find osteoarthrosis in elbows, shoulders, or wrists.

PRIMARY OSTEOARTHROSIS

When the cause of damage is unknown—and clearly not a side effect of rheumatoid arthritis—the condition is called “primary osteoarthrosis.” Throughout this book, we will follow standard practice and use the terms primary osteoarthrosis and osteoarthrosis interchangeably.

SECONDARY OSTEOARTHROSIS

When joint damage results from an injury, infection, gout (see Chapter 5), or rheumatic disease (see Chapter 6), the term secondary osteoarthrosis is used. The symptoms of secondary osteoarthrosis are often similar to those of primary osteoarthrosis, and blood tests are often needed to confirm the diagnosis.

SYMPTOMS OF OSTEOARTHROSIS

While almost everyone experiences some joint degeneration by middle age, symptoms rarely occur that soon. Because osteoarthrosis is a gradual degenerative condition, it may progress for years before making its presence felt. Nine out of ten people more than 40 years of age show early signs of osteoarthrosis on X rays but it may be a decade or more before any discomfort is felt.

The joint pain and stiffness caused by osteoarthrosis often starts as a minor annoyance. Typically, the first symptom is morning stiffness in one or more joints, which fades in a half hour or less. Stress on affected joints can cause pain, and range of motion may become diminished. Affected joints can stiffen into a bent position, feel tender, and become difficult to fully flex without pain. In some cases, including secondary osteoarthrosis caused by gout or rheumatoid arthritis, symptoms may flare suddenly and then recede for a time.

Later, arthritic joint(s) may begin to grate, crackle, and vibrate because degenerated cartilage no longer smooths the passage of bone over bone. Bony, pelletlike osteophytes may begin to block the motion of the joint. Fluid may build up, and the joint begins to swell and distort. These distortions start to stretch anchoring ligaments, causing the joint to loosen, destabilize, and produce pain. If pain discourages movement of the joint, muscles will begin to atrophy from lack of use, further destabilizing the joint.

DIAGNOSIS OF OSTEOARTHROSIS

While early signs may appear on X rays, a diagnosis of osteoarthrosis begins with the presence of symptoms perceptible to the patient. At that time, the doctor’s chief concern is to differentiate primary osteoarthrosis from serious rheumatic diseases. Lab tests are useful in narrowing the diagnosis to primary osteoarthrosis (see Chapter 6).

SURGICAL OPTIONS

Should the various physical and pharmaceutical therapies described in later chapters fail to prevent crippling damage, there are surgical options. While none of these procedures is risk free or guaranteed to provide permanent relief, skilled surgery often restores disabled joints to nearly normal functioning for many years.

Arthroplasty, or joint replacement surgery, involves replacement of an injured joint component or whole joint with a man-made substitute. Most operations involve the hip or knee, but arthroplasty can also be performed on joints in the elbows, wrists, fingers, ankles, toes, shoulders, and jaw. Arthroscopy employs a long, thin tool (arthroscope) with fiber-optic capacity to examine the inside of a joint and remove bony fragments. Osteoplasty is the replacement of lost bone tissue, reconstruction of defective bony parts, and removal of bony fragments. Osteotomy is designed to alter the way bones fit in the joint by removing or adding wedges of bone. Arthrodesis immobilizes a joint so that the bones will grow together. This last-resort procedure prevents movement and attendant pain by permanently fusing the joint.

WHAT CAUSES OSTEOARTHROSIS?

Some cases of osteoarthrosis are believed to be initiated by injuries to joints, but any upset in the chemical system that maintains articular cartilage and bone can start a downward spiral of joint degradation and deformity. The disruption may begin with a bone defect, traumatic injury, nerve disorder, repetitive motion injury, or genetic defect. In most cases of osteoarthrosis, no precise cause can be determined. The body can usually repair minor insults to healthy cartilage, but this capacity can be foiled by genetic flaws and significant injury to or chronic stress on joints.

GENETIC FACTORS

In younger people (40 to 60 years old), osteoarthrosis often occurs in the absence of any significant injury or chronic stress to the affected joint. Many scientists have suspected that genetics is responsible for some of these “premature” cases. The genetic theory gained more support in 1996 with the publication of two reports from Britain. The first study revealed that when one of two identical twins was diagnosed with osteoarthrosis, the other was significantly more likely than the general population to have it as well. The second study found that the tissue changes typical of osteoarthrosis were more similar in identical twins than fraternal twins. (Identical twins possess the same set of genes, while fraternal twins have about half in common.)2

If the hereditary hypothesis is confirmed, doctors may then be able to identify the responsible genetic trait. This could allow appropriate treatment to begin before serious damage to cartilage takes place. In Chapter 4, we will review the problems these genetic traits may cause and novel dietary supplements that can limit pain by partly restoring the resiliency of cartilage.

OXIDATIVE STRESS

There is another hypothesis—excess oxidative stress—that would explain why antioxidant supplements can produce improvement in osteoarthrosis. How could oxidative stress be a factor in accelerating and worsening osteoarthrosis? You will recall that cartilage contains no blood vessels and that chondrocytes (cartilage-building cells) rely on nutrients supplied from blood vessels in subchondral bone. Changes in cartilage produced by any cause—aging, genetics, inactivity, chronic stress on cartilage, or injury—tend to reduce the blood and oxygen supply. And, ironically, cells are at greatest risk of oxidative damage when their supply of oxygen is insufficient.3 This would help explain why antioxidant supplements produce documented benefits in osteoarthrosis—a condition that is not traditionally linked to oxidative stress.

WHO IS MOST AT RISK?

Rates of osteoarthrosis are about equal in men and women, but men tend to show symptoms earlier. Hereditary traits can cause osteoarthrosis to crop up in multiple joints or produce unique symptoms, but they are relatively uncommon. Physical activities that place repeated stress on particular joints sharply raise the risk of osteoarthrosis. Risky activities include constant kneeling, lifting, typing, and bending or a regular practice of walking or jogging on hard roads or interior surfaces in poorly cushioned shoes. “Carpenter’s knee” is a perfect example of osteoarthrosis caused by repetitive stress.

Nevertheless, concern about osteoarthrosis developing as the result of a regular running routine may be unwarranted. The available evidence suggests that dedicated runners are not more likely to get osteoarthrosis in their hips or knees. As insurance, wear running shoes with ample support and cushioning and try to run on an athletic track or some other reasonably level, yielding surface—not on pavement.

Obesity was recently confirmed as a leading risk factor for osteoarthrosis in the knees. In a two-year study of women with osteoarthrosis in one knee, researchers found that those who were not obese or who lost ten pounds or more were significantly less likely to show signs of osteoarthrosis in the second knee. Participants who saw the greatest reduction in risk were the heaviest women who achieved the greatest weight loss.4



CHAPTER 2





PHYSICAL AND MENTAL THERAPIES





WORKING MIND AND BODY TO REDUCE DRUG DEPENDENCY




PILLS AND POTIONS ARE NOT EVERYTHING—your own actions and attitudes can have dramatic impacts on symptoms and can even affect the course of your disease. Physical therapy can be highly effective in improving strength and energy while also minimizing pain. Psychological therapies and techniques can alleviate pain and enhance the performance of your immune system. Let us take a look at the available options.

EXERCISE, PHYSICAL THERAPIES, AND ACUPUNCTURE

The pain of arthritis has an insidious side effect. People suffering pain in a joint naturally want to avoid using it. When they do, the muscles and connective tissues surrounding and supporting the joint wither, contract, and weaken. Disuse causes the joint to become progressively unstable and deformed, causing more pain. This vicious cycle can end in serious incapacitation and can dim prospects for successful joint replacement surgery. In addition, incapacitation of a knee or hip joint can keep you from getting the sort of exercise necessary for good health, immunity, and vitality.

Exercise and various physical therapies have three purposes: to maintain the flexibility, stability, and strength of joint support structures; to promote overall health; and to prevent obesity or undue weight loss. Because effective physical therapy must be customized to individual circumstances, we will outline the various types from which arthritis patients can benefit.

Your doctor may have good referrals for you, and Appendix A has tips for finding competent therapists. To help gauge the efficacy and progress of any therapy, ask for a prognosis and an estimated time frame.

CONVENTIONAL PHYSICAL THERAPIES

Exercise can help maintain the normal range of motion in joints and enhance overall strength and endurance. Joint-stabilizing exercises are of proven benefit in osteoarthrosis. One study showed a significant alleviation of pain and improvement in movement after eighteen months of targeted exercise, three times a week. The participants were older adults with osteoarthrosis of the knee who either walked or engaged in “resistance” training with dumbbells and weighted leg cuffs to strengthen muscles.1

Exercise can also help with rheumatic diseases, but the evidence suggests that supervised strength training improves symptoms more effectively than at-home aerobic workouts. A recent study at Tufts University indicated that rheumatoid arthritis patients who participated in a supervised program of strength training could lessen joint pain and fatigue and walk more easily. (Participating patients practiced a guided forty-five-minute strength-building regimen twice a week for three months.)2 A contemporaneous British study produced no evidence that an at-home aerobic exercise program affected levels of fitness and fatigue in patients with lupus or rheumatoid arthritis, even after six months.3

Because each patient’s circumstances differ, it is wise to seek professional guidance rather than rely solely on books to devise an exercise program. That said, there is a very good book called Arthritis: What Exercises Work, by Dava Sobel and Arthur C. Klein, which you can use as a guide and resource. In addition, the Arthritis Foundation has developed a widely praised exercise program called People with Arthritis Can Exercise, or PACE (see 
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