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WELCOME TO THE 
IHSS TRAINING ACADEMY 

 
ELECTIVE:  MEDICAL IMPLICATIONS 

 
 
The IHSS Training Academy provides courses that are designed to enhance the participant’s 
skills in completing individual assessments and authorization of IHSS services. 
 
This is the first elective course of the IHSS Training Academy.  Participation in this one-day 
training is optional and has been designed as an enrichment course for IHSS social workers.  It is 
not considered a part of the IHSS Training Academy’s core curriculum and will be presented as 
“information only.” 
 
This course utilizes lecture, discussion, group, and individual activities to deliver course content. 
 
Objectives: 
By the end of this training, participants will be able to: 
 
1. Identify how common medical conditions, diseases and procedures affect functionality and 

authorization of services. 
2. Describe the impacts of caregiving and resources that can be utilized for services not covered 

by IHSS. 
3. Identify medication issues common in the elderly and those with complex medical 

conditions. 
4. Identify common fall risks for the elderly and ways to minimize that risk. 
5. Describe how pain can affect the assessment of needs for IHSS services. 
6. Demonstrate the use of resources provided in the training in order to clarify medication and 

disease related information. 
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Welcome to the
California Department of 

Social Services’
In-Home Supportive Services

Training Academy 

Overview of
Medical Implications

 Information about Conditions, 
Diseases and Procedures 

 Medication Management Medication Management
 Chronic Pain
 Falls
 Use of Training Resources 
 Caregiver Issues
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Osteoarthritis

Osteoarthritis

Osteoarthritis

Typical clinical presentation 
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Rheumatoid Arthritis

Characteristic hand joint involvement

Rheumatoid Arthritis

Characteristics

 Autoimmune
 Flares and remissions
 Fatigue, occasional fevers, g , ,

a general sense of not feeling 
well 

 Pain and stiffness lasting for 
more than 30 minutes in the 
morning or after a long rest 

Arthritis

Osteoarthritis

 Better in a.m. and less 
function as day 
progresses

Rheumatoid

 Better after movement
 Autoimmune disease
 Systemic effects

 Wear and tear damage
 Slow degeneration
 Disease of the elderly
 Gradual onset of 

symptoms
 Only joints

 Systemic effects
 All ages including 

children
 Flares and remissions
 Variability of symptoms
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Joint Replacement

 Only used after more 
conservative treatments 
are no longer effective.
Di A th iti Diseases: Arthritis, 
Trauma, Infection, 
Necrosis.

Joint Replacement

Functional Considerations

 Dressing changes 
 Bathing restrictions – usually 7-10 days

after surgeryg y
 Variable function and pain
 Bacterial infection caution
 Time limited authorization
 Constipation

Joint Replacement

Hip Replacement
 Weight bearing usually

by 8 weeks – may still 

Knee Replacement
 6-8 weeks return

to normal activities

Functional Considerations

need some help
 Return to normal 

activities usually 
3-6 months

 No crossing legs for 
6 weeks

 Many do’s and don’ts 

 May take 6-12 months 
for full recovery

 Avoid heavy lifting
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Osteoporosis

 Reduced bone strength leads to an increased 
risk of fractures or broken bones. 

 Most often break bones in the hip, spine, and 
wrist.

 Is often called a “silent disease” because it 
usually progresses without any symptoms until a 
fracture occurs.

 More often seen in women with a greater 
incidence after menopause.

 Osteoporosis is different from osteoarthritis.

Osteoporosis

 Cannot be cured
 Prevention:
 Calcium intake 

Vit i D i t k Vitamin D intake
 Weight bearing exercise

 New medications may help

Osteoporosis in the vertebrae will 
result in:

 Sloping shoulders 
 Curve in the back 
 Height loss 
 Back pain 
 Hunched posture 
 Protruding abdomen
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Autoimmune Diseases

 Immune cells mistake the body’s own cells 
as invaders and attack them. 

 Can affect almost any part of the body and 
can affect many at once. y

 Not contagious.
 Genetic predisposition with possible 

environmental trigger.
 Can be hard to diagnose.
 The consumer may not outwardly look ill.

Autoimmune Diseases

 Lupus
 Scleroderma
 Multiple Sclerosis 
 Rheumatoid Arthritis 
 Type 1 Diabetes

Lupus
Characteristics
 Inflammation and tissue damage
 Flares and remissions
 Can damage many parts of the body 

such as the: 
 Joints Joints 
 Skin 
 Kidneys 
 Heart 
 Lungs 
 Blood vessels 
 Brain
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Lupus

 Most common symptoms of lupus are: 
 Pain or swelling in joints 
 Muscle pain 
 Fever with no known cause 
 Red rashes, most often on 

the face 
 Chest pain when taking 

a deep breath 
 Hair loss 
 Pale or purple fingers or toes 
 Sensitivity to the sun 
 Swelling in legs or around eyes 
 Mouth ulcers 
 Swollen glands 
 Feeling very tired

Multiple Sclerosis (MS)

• Inflammatory, demyelinating
disease affecting the central
nervous system (CNS)

Multiple Sclerosis

Vision disturbances
Muscle weakness
Spasticity

Poor muscle coordination
Tremor
Vertigo

Common Symptoms

Fatigue
Numbness and tingling
Heat sensitivity
Pain 
Speech disturbances
Cognitive abnormalities

Bladder dysfunction
Bowel dysfunction
Depression
Euphoria
Sexual dysfunction
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Hypertension 
Categories for Blood Pressure Levels in Adults 

(in mmHg, millimeters of mercury)a

Category
Systolic

(top number)
Diastolic

(bottom number)

Normal Less than 120 Less than 80

P h t i 120 139 80 89Prehypertension 120–139 80–89

High blood pressure

Stage 1 140–159 90–99

Stage 2 160 or higher 100 or higher

a For adults 18 and older who are not on medicine for 
high blood pressure; are not having a short-term 
serious illness; and do not have other conditions, 
such as diabetes and kidney disease. 

Congestive Heart Failure (CHF)

 Ineffective pumping action 
 Leading causes:
 Heart damage from heart 

attack
 Hypertension Hypertension
 Diabetes
 Cardiomyopathy
 Diseases of the heart valves 
 Abnormal heartbeats or 

arrhythmias
 Congenital heart defects

CHF

Functional Considerations

The weakening of the heart’s pumping ability causes: 
 Shortness of breath or difficulty breathing
 Feeling tired Feeling tired 
 Swelling in the ankles, feet, legs, and 

sometimes the abdomen
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Peripheral Arterial Disease 
(PAD)

Also known as 
atherosclerotic 
peripheral arterial 
diseasedisease. 

PAD

Advanced stages of PAD:
 Chronic critical limb ischemia (CLI).
 Legs do not receive the oxygen or nutrition 

needed for cellular or skin growth and repair. 
 May lead to painful legs 

or foot sores.
 Could eventually lead to 

gangrene. 
 If left untreated, the foot 

or leg may need to be 
amputated.

Coronary Artery Bypass 
Grafting (CABG)

CABG surgery creates 
new routes around 
narrowed and blocked 
arteries allowingarteries, allowing 
sufficient blood flow to 
deliver oxygen and 
nutrients to the heart 
muscle. 
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CABG

Functional Considerations
 Full recovery may take 6-12 weeks or more 
 May experience:
 Fatigue (tiredness)
 Mood swings
 Depression 
 Difficulty sleeping
 Loss of appetite 
 Pain at incision site – chest and leg
 Constipation

Chronic Obstructive 
Pulmonary Disease (COPD)

 Lungs are damaged 
making it hard to breathe. 
The airways are partly 
obstructed, making it 
difficult to get airg
in and out.

 May include 
emphysema 
and/or chronic 
bronchitis.

COPD

Functional Considerations

 Most all diagnosed patients will have functional 
limitations related to exercise intolerance.  

 Spacing activities and conserving energy are 
helpful in maximizing functional abilities.
 Even getting dressed may be too exerting for 

the consumer to perform.
 If the consumer uses oxygen, s/he may be able 

to reheat meals prepared in advance in a 
microwave.

 The condition often will become worse over time.
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Stroke

 Third leading cause of death in 
the United States.

 Causes more serious long-term 
disabilities than any other 
didisease. 

 Nearly three-quarters of all 
strokes occur in people over 
the age of 65. 

 Risk of having a stroke more 
than doubles each decade 
after the age of 55. 

Types 
of 

Stroke
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Stroke

Functional Considerations
 Paralysis or problems controlling movement 

(motor control)
 Bowel or bladder control 
 Sensory disturbances including pain Sensory disturbances including pain
 Problems using or understanding 

language (Aphasia) 
 Problems with thinking and memory
 Emotional disturbances

40% of stroke survivors suffer serious 
falls within a year after their strokes.

Traumatic Brain Injury (TBI)
 Occurs when a sudden trauma causes damage 

to the brain 
 Some symptoms are 

evident immediately, 
while others do not 
surface until several 
d k ftdays or weeks after 
the injury. 

 Often causes 
problems with 
consciousness, 
awareness and 
alertness

TBI

Functional Considerations
 Dependent upon the type and location of the 

injury. 
 Encourage the provider to 

maintain a routine as much 
as feasible. 

 Behavioral issues can be the
most challenging.

 When developing a plan, 
include respite 
for the provider.
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Parkinson’s

 Disease occurs 
when nerve cells,   
or neurons, in an   
area of the brain   
known as the   
substantia nigra, 
die or become 
impaired.

 Degenerative
 Chronic and   

progressive

Parkinson’s

 Four primary symptoms:
 tremor, or trembling in hands, arms, legs, 

jaw, and face
 rigidity, or stiffness of the limbs and trunkg y,
 bradykinesia, or slowness of movement
 postural instability, or impaired balance 

and coordination

Parkinson’s

Functional Considerations
 With good medication control, limitations may 

be minor in the beginning stages of the disease.
 Due to slow progression, people may 

overestimate abilitiesoverestimate abilities.
 Mobility and cognition can be severe at the end 

stages of the disease. 
 Bowel, bladder, skin, swallowing, sleeping, 

cognitive abilities and talking can all be greatly 
affected.
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Cerebral Palsy

 abnormalities inside the brain that disrupt the 
brain’s ability to control movement and posture 

Cerebral Palsy

Functional Considerations

 Impairment varies widely
 Impairment is usually stable
 Spasticity can be a huge barrier Spasticity can be a huge barrier
 If the consumer has difficulty swallowing, extra 

feeding time is probably justified
 Depression common
 Medication side effects

Diabetes

 Chronic disease in which 
the pancreas produces too 
little or no insulin, impairing 
the body's ability to turn 
sugar into usable energysugar into usable energy.

 All complications are 
directly due to high glucose 
levels in the system.

 Type 1 vs. Type 2
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Diabetes
 Neuropathies –

a lack of 
sensation.

 Decrease in 
blood flow.

 Increase Increase 
potential for 
ulcers and 
gangrene.

 Proper foot 
care is very 
important.

Diabetes
Signs and Symptoms

Hyperglycemia
 Excessive: Hunger, thirst 

and urination.
 Blurred vision 

Hypoglycemia
 Hunger 
 Nervousness and 

shakiness u ed s o
 Fatigue
 Weight loss
 Poor wound healing (cuts, 

scrapes, etc.) 
 Dry mouth
 Dry or itchy skin
 Impotence (male) 
 Recurrent infections

 Perspiration 
 Dizziness or light-

headedness 
 Sleepiness 
 Confusion 
 Difficulty speaking 
 Feeling anxious or 

weak

Diabetes

Functional Considerations
 Primary functional issues at first will be 

medication management, diet management 
and exercise.

 Other limitations will relate to system failures. y
 Common complications:

 Heart disease
 Stroke
 Kidney disease
 Neuropathies
 Retinopathies
 Gastroparesis
 Sexual
 Urologic
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Kidney Failure

 Kidneys fail to function adequately 
 Causes:
 Diabetic nephropathy
 High blood pressure

Kid di Kidney diseases
 Inherited and congenital kidney diseases 
 Poisons and trauma
 Over-the-counter medicines

 Buildup of wastes in the blood system 
 Absence of hormones normally made in the healthy 

kidney

Kidney Failure

 If the kidneys stop working completely, the 
body fills with extra water and waste products. 
This condition is called uremia. 

 Untreated uremia may lead to seizures or 
coma and will ultimately result in death. 

 If the kidneys stop working completely, they 
will need to undergo dialysis or kidney 
transplantation.
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Kidney Failure

Cirrhosis

A consequence 
of chronic liver 
disease 
characterized by 
replacement of 
liver tissue by 
fibrotic scar 
tissue, leading to 
progressive loss 
of liver functions. 

Cirrhosis

In the U.S., 
chronic 
alcoholism and 
hepatitis Chepatitis C
are the most 
common 
causes.
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Cirrhosis

 Edema in legs and 
abdomen 

 Bruising and bleeding

 Sensitivity to 
medication

 Impaired blood flow 
to li er

Characteristics

g g
 Jaundice
 Itching
 Gallstones
 Toxins in the blood or 

brain

to liver
 Varices
 Insulin resistance 

and Type 2 diabetes
 Liver cancer
 Problems in other 

organs

Exercise

Falls

 Falls are the leading cause of fatal and 
nonfatal injuries to older people in the U.S.

 Each year, more than 11 million people 
older than 65 fall - one of every three 

Home
60%

Community
30%

Institutions
10%

senior citizens. 
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Falls

Personal risk factors to falling:
 Muscle weakness
 Balance and gait 
 Drop in BP upon standing 
 Slow reflexes Slow reflexes
 Foot problems 
 Sensory problems 
 Eye sight  
 Confusion
 Medications 
 Environmental obstacles
 Alcohol 

Falls

Medicines that may increase risk:

 Blood pressure pills
 Heart medicines
 Diuretics (water pills) Diuretics (water pills)
 Muscle relaxants
 Sleeping pills

Falls in the Home

 Remove throw rugs
 Free paths of cords and furniture
 Wear sturdy shoes
 Hand rails – stairs and in the 

bathroom
 Good lighting
 Utilize technology
 Medical Alert systems
 Portable Phone
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Alzheimer’s

 The most common form 
of dementia

 Three stages – early, 
middle and late

 Progressive nature is 
variable

Caregiving

Caregiving spouses
between the ages 
of 66 and 96 who 
experience mentalexperience mental
or emotional strain, 
have a 63% higher 
risk of dying than 
non-caregiving
spouses 

Caregiver Issues

 Less likely to care for self

 sleep deprivation 
 poor eating habits 
 failure to exercise failure to exercise 
 failure to stay in bed when ill 
 postponement of or failure to make medical 

appointments
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Caregiver Issues

 Greater risk for health problems 

 colds and flu, and chronic diseases such as 
heart problems, diabetes, and cancer

 increased risk for excessive use of alcohol,increased risk for excessive use of alcohol, 
tobacco and other drugs and for depression. 

Medication Management

Risk Factors

Multiple Providers

Multiple medical providers
+

M th hMore than one pharmacy
=

 risk for medication 
mismanagement or 

adverse drug reactions 



11/6/12 22

Risk Factors

Other Socioeconomic 
Factors

Risk Factors

 Dementia or mental health issues.
 Drug toxicity, adverse side effects or 

medication interactions due to use of multiple 

Cognitive Changes

p
medications can cause confusion, memory 
problems. 

 Most common reason cited: 
“forgetfulness”.

Other Risk Factors

 Multiple IHSS providers
 Multiple medications
 Complex dosage schedules
 Living alone Living alone
 Sensory deficits
 Recent move or relocation
 Recent discharge from the hospital
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Adverse Drug Reactions

 Two medications – 6%
risk for ADR

Fi di ti 50% Five medications – 50%
risk for ADR

  Eight medications – 100% risk for ADR 

Adverse Drug Reactions

Signs and Symptoms

Confusion Forgetfulness Hallucinations

Lethargy Unsteady Gait Falls or accidents

Dizziness Lightheadedness Fainting

Tremor Anxiety Restlessness

Benzodiazepines Anti-
hypertensives Diuretics

S t i

Adverse Drug Reactions

Common Culprits

NSAIDS Systemic 
steroids Theophylline

Warfarin Cimetidine Digoxin
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Interventions

Encourage clients to:
 Take all medications to 

each doctor visit.
 Never break or split aNever break or split a 

time-released medication.
 Use just one pharmacy.
 Report side effects to doctor promptly.
 Throw out discontinued or outdated medications. 
 Take medications as directed.

Proper 
Disposal of 
Medications

Proper Disposal of 
Medications

1. Keep the 
medication in its 
original container.

2. Modify the contents 
t dito discourage 
consumption.

3. Seal and conceal.
4. Discard the 

container in your 
garbage can.
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Exercise:  Using the Tools

Use the binder, Pill Book and 
other medication references, 
consider: 
 Red flags
 Assessment implications
 Functional implications 

Procedures

Pressure Ulcer
Conditions that increase risk:

 Anti-inflammatory or immunosuppressant 
medications 

 Diabetes
V l Vascular 
diseases

 Immobility
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Pressure Ulcer
Risk Assessment

 Sensory Perception
Ability to respond meaningfully to pressure-related 
discomfort

 Moisture Moisture
Degree to which skin is exposed to moisture

 Activity
Degree of physical activity

 Mobility
Ability to change and control body position

Based on Braden Risk Assessment Scale

Wound Care
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Tracheostomy Care

Ostomy 

Living with Chronic Pain

The # 1 Complaint
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Pain is an unpleasant 
physical and emotional 
experience.

The emotional component 

Definition of Pain

p
of pain is called suffering.

The sensation of pain is 
unique to each individual
and is difficult to measure.

Acute vs. Chronic Pain

Acute Pain

Often begins 
suddenly and 
is short-lived.

Chronic Pain

Lasts for weeks, 
months or years.
Can result from

Is a normal 
sensation in 
response to 
injury or disease; 
goes away when 
the problem heals.

Can result from 
injury or disease, 
or can occur for no 
apparent reason. 
Chronic diseases 
are often the 
underlying source 
of chronic pain.

Chronic pain interferes 
with everyday life

Ability to sleep   Overall mood   Ability to drive     Ability to     Ability to feed
have sex          oneself
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Attitudes and Beliefs

• Don’t like side effects from pain 
medication.

• Worried about addiction to pain 

Obstacles to 
Pain Management

medication.
• Don’t think they can be helped.
• Pain is a normal part of aging.
• Pain will eventually go away if left 

untreated.
• Pain alone is not a serious condition.

Working with the 
Consumer in Pain

Believe the person.
People with pain are the 
only ones who know 
how much pain they’re p y
feeling.

Recognize that every 
person has the right to 
good pain control.

Functional 
Considerations

 Expect good and bad days.
 Expect medication control and side 

effects to effect functional ability.
 Some consumers will be less Some consumers will be less 

functional at the end of the day, and 
some less first thing in the morning.
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Thanks For Your Y
Participation!









































































































 

 
IHSS Training Academy 1 
Elective:  Medical Implications 
 
The information is presented to inform IHSS social workers about medical conditions.  It is not meant to contradict 
any information the consumer may receive from their personal physician.  All IHSS assessments should be 
individualized and are not diagnosis specific. 

COPD 
 
What is COPD? 
Chronic obstructive pulmonary disease (COPD) is a lung disease in which the lungs are damaged, making it hard to 
breathe. In COPD, the airways—the tubes that carry air in and out of your lungs—are partly obstructed, making it 
difficult to get air in and out.  
 
Cigarette smoking is the most common cause of COPD. Most people with COPD are smokers or former smokers. 
Breathing in other kinds of lung irritants, like pollution, dust, or chemicals, over a long period of time may also 
cause or contribute to COPD.  
 
The airways branch out like an upside-down tree, and at the end of each branch are many small, balloon-like air 
sacs. In healthy people, each airway is clear and open. 
The air sacs are small and dainty, and both the airways 
and air sacs are elastic and springy. When you breathe 
in, each air sac fills up with air like a small balloon; 
when you breathe out, the balloon deflates and the air 
goes out.  
 
In COPD, the airways and air sacs lose their shape and 
become floppy. Less air gets in and less air goes out 
because:  

• The airways and air sacs lose their elasticity 
(like an old rubber band).  

• The walls between many of the air sacs are 
destroyed.  

• The walls of the airways become thick and 
inflamed (swollen).  

• Cells in the airways make more mucus 
(sputum) than usual, which tends to clog the 
airways.  

 
COPD develops slowly, and it may be many years 
before symptoms like feeling short of breath are 
noticed. Most of the time, COPD is diagnosed in 
middle-aged or older people.  
 
COPD is a major cause of death and illness, and it is  
the fourth leading cause of death in the United States and throughout the world.  
 
There is no cure for COPD. The damage to your airways and lungs cannot be reversed, but there are things you can 
do to feel better and slow the damage.  
 
COPD is not contagious—you cannot catch it from someone else. 
 
Other names for COPD: 

• Chronic obstructive airway disease  
• Chronic obstructive lung disease  

 



 

 
IHSS Training Academy 2 
Elective:  Medical Implications 
 
The information is presented to inform IHSS social workers about medical conditions.  It is not meant to contradict 
any information the consumer may receive from their personal physician.  All IHSS assessments should be 
individualized and are not diagnosis specific. 

In the United States, chronic obstructive pulmonary disease (COPD) includes:  
• Emphysema  
• Chronic bronchitis  

 
In the emphysema type of COPD, the walls between many of the air sacs are destroyed, leading to a few large air 
sacs instead of many tiny ones. Consequently, the lung looks like a sponge with many large bubbles or holes in it, 
instead of a sponge with very tiny holes. The large air sacs have less surface area for the exchange of oxygen and 
carbon dioxide than healthy air sacs. Poor exchange of the oxygen and carbon dioxide causes shortness of breath.  
 
In chronic bronchitis, the airways have become inflamed and thickened, and there is an increase in the number and 
size of mucus-producing cells. This results in excessive mucus production, which in turn contributes to cough and 
difficulty getting air in and out of the lungs.  
 
Most people with COPD have both chronic bronchitis and emphysema. 
 
 
What Causes COPD? 
Most cases of chronic obstructive pulmonary disease (COPD) develop after repeatedly breathing in things over a 
long period of time that irritate and damage the lungs and airways. The lungs and airways are highly sensitive to 
these irritants. They cause the airways to become inflamed and narrowed, and they destroy the elastic fibers that 
allow the lung to stretch and then return to its resting shape. This makes breathing air in and out of the lungs more 
difficult.  
 
Common irritants: 

• Cigarette smoking  
• Pipe  
• cigar 
• Other types of tobacco smoke  
• fumes  
• dusts  
• air pollution 
• secondhand smoke 
 

Smoking is the most common cause of COPD. 
 
Genes—may play a role in developing COPD. In rare cases, COPD is caused by a gene-related disorder called alpha 
1 antitrypsin deficiency. Alpha 1 antitrypsin (an-te-TRIP-sin) is a protein in your blood that inactivates destructive 
proteins. The imbalance of proteins leads to the destruction of the lungs and COPD. If people with this condition 
smoke, the disease progresses more rapidly. 
 
 

Who is At Risk for COPD?  
Most people with chronic obstructive pulmonary disease (COPD) are: 

• Smokers or were smokers in the past.  
• People with a family history of COPD are more likely to get the disease if they smoke.  
• The chance of developing COPD is also greater in people who have spent many years in contact with 

lung irritants, for example, farm laborers with constant contact with dusts. 
• A person who has had frequent and severe lung infections, especially during childhood, may have a 

greater chance of developing lung damage that can lead to COPD. Fortunately, this is much less common 
today with antibiotic treatments.  

 
Most people with COPD are at least 40 years old or around middle age when symptoms start. It is unusual, but 
possible, for people younger than 40 years of age to have COPD. 
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What are the Signs and Symptoms of COPD? 
The signs and symptoms of chronic obstructive pulmonary disease (COPD) include:  

• Cough  
• Sputum (mucus) production  
• Shortness of breath, especially with exercise  
• Wheezing (a whistling or squeaky sound when you breathe)  
• Chest tightness  

 
A cough that doesn't go away and coughing up lots of mucus are common signs of COPD. These often occur years 
before the flow of air in and out of the lungs is reduced. However, not everyone with a cough and sputum production 
goes on to develop COPD, and not everyone with COPD has a cough.  
 
The severity of the symptoms depends on how much of the lung has been destroyed. If you continue to smoke, the 
lung destruction is faster than if you stop smoking. 
 
 
How is COPD Diagnosed? 
Doctors consider a diagnosis of chronic obstructive pulmonary disease (COPD) if the patient has the typical 
symptoms and a history of exposure to lung irritants, especially cigarette smoking. A medical history, physical 
exam, and breathing tests are the most important tests to determine a COPD diagnosis.  
 
The doctor will complete an examination including listening to the lungs, and ask questions about family and 
medical history and what lung irritants may have been around for long periods of time.  
 
In addition, the doctor will use a breathing test called spirometry to confirm a diagnosis of COPD. This test is easy 
and painless and shows how well the lungs work. The patient breathes hard into a large hose connected to a machine 
called a spirometer. When they exhale, the spirometer measures: 

1. how much air the lungs can hold and  
2. how fast the patient can blow air out of the lungs after taking a deep breath.  

 
Spirometry is the most sensitive and commonly used test of lung functions. It can detect COPD long before 
there are significant symptoms.  
Based on this test, the doctor can determine if a person has COPD and how severe it is.  
 
Doctors classify the severity of COPD as:  

At risk  
(for developing COPD) 

• Breathing test is normal.  
• Mild signs that include a chronic cough and sputum production. 

Mild COPD • Breathing test shows mild airflow limitation.  
• Signs may include a chronic cough and sputum production.  
• At this stage, the patient you may not be aware that the airflow in their lungs is reduced. 

Moderate COPD • Breathing test shows a worsening airflow limitation. Usually the signs have increased.  
• Shortness of breath usually develops when working hard, walking fast, or doing other 

brisk activities.  
• At this stage, a person usually seeks medical attention. 

Severe COPD • Breathing test shows severe airflow limitation.  
• A person is short of breath after just a little activity.  
• In very severe COPD, complications like respiratory failure or signs of heart failure may 

develop.  
• At this stage, the quality of life is greatly impaired and the worsening symptoms may be 

life threatening. 
 
The doctor may also recommend tests to rule out other causes of your signs and symptoms.  
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How is COPD Treated?  
The goals of COPD treatment are to:  

• Relieve symptoms with no or minimal side effects of treatment  
• Slow the progress of the disease  
• Improve exercise tolerance (the ability to stay active)  
• Prevent and treat complications and sudden onset of problems  
• Improve overall health  

 
The doctor will recommend treatments that help relieve symptoms and help to breathe easier. However, COPD 
cannot be cured.  
 
Quitting smoking is the single most important thing that can be done do to reduce risk of developing chronic 
obstructive pulmonary disease (COPD) and slow the progress of the disease.  
 
The treatment for COPD is different for each person. Usually the COPD patient will be under the care of a lung 
specialist (pulmonologist). 
 
Treatment is based on whether symptoms are mild, moderate, or severe. 
 
Medicines and pulmonary rehabilitation (rehab) are often used to help relieve your symptoms and to help you 
breathe more easily and stay active.  
 
 
COPD Medicines 
 

Bronchodilators • Work by relaxing the muscles around your airways. 
• Helps to open airways quickly and make breathing easier. 
• Short-acting bronchodilators last about 4 to 6 hours and are used only when 

needed – used for mild COPD. 
• Long-acting bronchodilators last about 12 hours or more and are used every – 

used for moderate or severe COPD. 
• A combination of long and short acting may also be used. 
• Most are inhaled, so they go directly into the lungs where they are needed. 

Inhaled 
glucocorticosteroids 
(steroids) 

• Are used for some people with moderate or severe COPD. 
• Work to reduce airway inflammation. 
• The patient may use for several weeks as a trial to see if it helps. 
• These are long acting. 

 
 
Other Treatments 
 

Flu shots • The flu (influenza) can cause serious problems in people with COPD.  
• Flu shots can reduce the chance of getting the flu.  COPD patients should get a flu 

shot every year.  
Pneumococcal vaccine  
 

• This vaccine should be administered to those with COPD to prevent a common 
cause of pneumonia.  

• Revaccination may be necessary after 5 years in those older than 65 years of age.  
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Pulmonary 
Rehabilitation 

• A coordinated program of exercise, disease management training, and counseling 
that can help the patient with COPD stay more active and carry out day-to-day 
activities. 

• May include exercise training, nutrition advice, education about your disease and 
how to manage it, and counseling. 

Oxygen Treatment  • May need extra oxygen all the time or some of the time some people with severe 
COPD may need extra oxygen for more than 15 hours a day. 

• Benefits include: 
o help do tasks or activities with less shortness of breath 
o protect the heart and other organs from damage  
o sleep more during the night and improve alertness during the day  
o live longer  

Surgery  • Surgery is usually done for people who have:  
o Severe symptoms  
o Not had improvement from taking medicines  
o A very hard time breathing most of the time  

Bullectomy • Surgeons remove one or more very large bullae from the lungs of people who 
have emphysema. 

• Bullae are air spaces that are formed when the walls of the air sacs break.  
• The air spaces can become so large that they interfere with breathing. 

Lung volume reduction 
surgery (LVRS). 

• Surgeons remove sections of damaged tissue from the lungs of patients with 
emphysema.  

• Can help improve exercise capacity and daily functioning. 
Lung transplant • May be done for some people with very severe COPD.  

• A transplant involves removing the lung of a person with COPD and replacing it 
with a healthy lung from a donor. 

 
 
Living with COPD  
Although there is no cure for chronic obstructive pulmonary disease (COPD), symptoms can be managed, and 
damage to the lungs can be slowed. The most important thing to do is to quit smoking. It is also important to stay 
away from people who are smoking or places where there is smoking.  
 
It is important to have clean air in the home. The following are some things that may help:  

• Keep smoke, fumes, and strong smells out of the home.  
• Stay away from home if it is being painted or sprayed for insects.  
• Cook near an open door or window.  
• If using wood or kerosene to heat the home, keep a door or window open.  
• Keep windows closed and stay at home when there is a lot of pollution or dust outside.  

 
Take medications as ordered and make to refill them prior to running out.  
 
See the doctor at least two times a year, even if when feeling fine. Take a list of currant medications to each doctor 
visit.  
 
Ask about getting a flu shot and pneumonia vaccination.  
 
To keep the body strong, learn breathing exercises and walk and exercise regularly.  
 
Eat healthy foods.  Eat lots of fruits and vegetables.  Eat protein food like meat, fish, eggs, milk, and soy. 
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Following are some things that the patient can do to get the most out of each breath make life as easy as possible at 
home by:  

• Asking friends and family for help.  
• Doing things slowly.  
• Doing things sitting down.  
• Putting things that will be needed in one place that is easy to reach.  
• Finding very simple ways to cook, clean, and do other chores. Some people use a small table or cart with 

wheels to move things around. Using a pole or tongs with long handles can help you reach things.  
• Keeping clothing loose.  
• Wearing clothes and shoes that are easy to put on and take off.  
• Asking for help moving things around in the house to avoid the need to climb stairs as often.  
• Picking an enjoyable place to sit and visit with others.  

 
 
Managing Complications and Preventing Sudden Onset of Problems  
People with chronic obstructive pulmonary disease (COPD) often have symptoms that suddenly get worse. When 
this happens, they have a much harder time catching their breath. The patient may also have chest tightness, more 
coughing, change in sputum, and a fever. It is important to call the doctor if any of these signs or symptoms are 
present. 
 
Seek emergency help if:  

• It is hard to talk or walk.  
• Heart rate is very fast or irregular.  
• Lips or fingernails are gray or blue.  
• Breathing is fast and hard, even when using normal medicines.  
• There is a change in mental condition. 

 
 
 
 
Adapted (8-07) from: NHLBI http://www.nhlbi.nih.gov/health/dci/Diseases/Copd/Copd_WhatIs.html, publication date January 2006. 

http://www.nhlbi.nih.gov/health/dci/Diseases/Copd/Copd_WhatIs.html
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did you know?
COPD is the 4th leading cause of death in  
the United States and causes serious, long-term  
disability.  The number of people with COPD is 
increasing.  More than 12 million people  
are currently diagnosed with COPD and an  
additional 12 million likely have the disease and 
don’t even know it.

But there is reason for hope.  You’ve taken the  
first step by being aware of your symptoms and 
seeing your doctor for testing and diagnosis.   
Now that you know you have COPD, your doctor 
can suggest treatment options and ways to help  
you manage COPD and improve your quality  
of life. 

what is copd?
COPD is a serious lung disease that over time 
makes it hard to breathe.  You may also have heard 
COPD called by other names, like emphysema  
or chronic bronchitis. 

In people who have COPD, the airways—tubes 
that carry air in and out of your lungs—are  
partially blocked, which makes it hard for the  
air to get in and out.  COPD develops slowly and 
worsens over time, so be sure to call your doctor  
to report any new symptoms or if your current 
symptoms get worse. 

when you are diagnosed 
with copd
There are many things that you can do to make 
living with COPD easier:

Quit Smoking
If you smoke, the best thing you can do to prevent 
more damage to your lungs is to quit.  Ask your 
doctor about new options for quitting.  Many  
resources to help you quit are available online. 
Visit www.smokefree.gov; www.lungusa.org; or 
call 1-800-QUIT NOW for more information.  

Avoid Exposure to Pollutants
Try to stay away from other things that could  
irritate your lungs, like dust and strong fumes.  
Stay indoors when the outside air quality is poor. 
You should also stay away from places where there 
might be cigarette smoke. 

Visit Your Doctor on a Regular Basis
See your doctor regularly, even if you are feeling 
fine.  Be sure to bring a list of all medicines you  
are taking to each doctor’s visit. 

Follow Treatment Advice
Be sure to take your medications and follow  
your doctor’s advice on how to treat your disease. 
If you have any questions—ASK! 

Breathing Better
With a COPD Diagnosis

Talk with your doctor about treatment  
options.  You can take steps to make 
breathing easier and live a longer and 
more active life.

C h r o n i c  O b s t r u c t i v e  P u l m o n a r y  D i s e a s e
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Take Precautions Against the Flu
Do your best to avoid crowds during flu season.  
It is also a good idea to get a flu shot every year, 
since the flu can cause serious problems for people 
with COPD.  You should also ask your doctor 
about the pneumonia vaccine. 

The “airways” are the tubes that carry air in 
and out of the lungs through the nose and 
mouth.  Healthy airways and air sacs in the 
lungs are elastic—they try to bounce back to 
their original shape after being stretched or 
filled with air, just the way a new rubber band 
or balloon does.  This elastic quality helps  
retain the normal structure of the lung and 
helps to move the air quickly in and out. 

In people with COPD, the air sacs no longer 
bounce back to their original shape.  The  
airways can also become swollen or thicker 
than normal, and mucus production might 
increase. The floppy airways are partially 
blocked, or obstructed, making it even  
harder to get air out of the lungs. 

How Does COPD  
Affect Breathing?

copd

healthy

Seek Support From Other COPD Patients
There are many COPD support groups offered  
at local hospitals and there is a very active COPD 
community online.  Family members are also  
a great resource for support as you learn to live 
with and manage COPD. 

taking action
Once you have been diagnosed with COPD, there 
are many ways that you and your doctor can work 
together to manage the symptoms of the disease 
and improve your quality of life.  Your doctor may 
suggest one or more of the following options:

Medications (such as bronchodilators and  
inhaled steroids)
Bronchodilators are medicines that usually come 
in the form of an inhaler.  They work to relax the 
muscles around your airways, to help open them 
and make it easier to breathe.  Inhaled steroids  
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help prevent the airways from getting inflamed. 
Each patient is different—your doctor may  
suggest other types of medications that might 
work better for you. 

Pulmonary Rehabilitation
Your doctor may recommend that you participate 
in pulmonary rehabilitation, or “rehab.”  This is  
a program that helps you learn to exercise and  
manage your disease with physical activity and 
counseling.  It can help you stay active and carry 
out your day-to-day tasks. 

Physical Activity Training
Your doctor or a pulmonary therapist recommended 
by your doctor might teach you some activities 
to help your arms and legs get stronger and/or 
breathing exercises that strengthen the muscles 
needed for breathing. 

Lifestyle Changes
Lifestyle changes such as 
quitting smoking can help 
you manage the effects of 
COPD. 

Oxygen Treatment
If your COPD is severe, 
your doctor might suggest 
oxygen therapy to help with shortness of breath.  
You might need oxygen all of the time  
or just some of the time—your doctor will  
work with you to learn which treatment will be  
most helpful.

Surgery
Patients with very severe COPD may have a hard 
time breathing all the time.  In some of these 
cases, doctors may suggest lung surgery to improve 
breathing and help lessen some of the most  
severe symptoms. 

Spirometry Can Help Your 
Doctor Determine the Best 
Course of Treatment

Spirometry is a simple, 
noninvasive breathing 
test that measures the 
amount of air a person 
can blow out of the 
lungs (volume) and how 
fast he or she can blow 
it out (flow). The spirom-
etry reading can help 
your doctor assess how 
well your lungs are working and determine 
the best course of treatment.

Spirometry is one of the best and most 
common lung function tests.  The test is 
done with a spirometer, a machine that 
measures how well your lungs function, 
records the results, and displays them on a 
graph for your doctor.  You will be asked to 
take a deep breath, then blow out as hard 
and as fast as you can using a mouthpiece 
connected to the machine with tubing.  The 
spirometer then measures the total amount 
of air exhaled, called the forced vital capac-
ity or FVC, and how much you exhaled in 
the first second, called the forced expirato-
ry volume in 1 second or FEV

1
.  Your doctor 

will use the results to assess how well your 
lungs are working and whether or not you 
have COPD.

Once you have been diagnosed with 
COPD, there are many ways that you and 
your doctor can work together to manage 
the symptoms of the disease and improve 
your quality of life.
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learn more breathe better
If you think you might be at risk for COPD, get a 
simple breathing test.  Talk with your doctor about 
treatment options.  You can take steps to make  
breathing easier and live a longer and more active life. 

For more information, visit  
www.LearnAboutCOPD.org.

Or contact the National Heart, Lung, and Blood  
Institute at www.nhlbi.nih.gov.

Managing Complications
Symptoms of COPD can get worse all of a sudden. 
When this happens, it is much harder to catch 
your breath.  You might also have chest tightness, 
more coughing or a change in your cough  
(becomes more productive, more mucus is  
expelled), and a fever. 

When symptoms get worse quickly, it could be 
a sign of a lung infection.  There could be other 
causes for symptoms getting worse, such as heart 
disease related to severe lung damage.  The best 
thing to do is call your doctor right away so he  
or she can find out what the cause of the problem 
is and take steps to treat it. 

NIH Publication No. 07-5841 
Originally printed September 2006
Reprinted December 2006
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When To Get Emergency Help
Seek emergency help if your usual medications 
aren’t working and:

n You find that it is unusually hard to walk  
or talk (such as difficulty completing  
a sentence).

n Your heart is beating very fast or irregularly.

n Your lips or fingernails are gray or blue.

n Your breathing is fast and hard, even when 
you are using your medication. 

Be prepared and have  
information on hand that you 
or others would need in a 
medical emergency, such as  
a list of medicines you are  
taking, the name of your doctor 
and his/her contact information, directions to 
the hospital or your doctor’s office, and people 
to contact if you are unable to speak or drive 
yourself to the doctor or hospital. 
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Foot Health and Diabetes

Gangrene
Severe infections may be present 
but undetected by patients with 
neuropathy who have difficulty 
examining their feet.

Ulceration of the great toe
This deceptively small lesion 
seriously increases the risk for 
amputation. Risk factors for 
amputation include: peripheral 
neuropathy, abnormal 
biomechanics, peripheral 
vascular disease, prior ulceration 
and prior amputation. 

Hammer toes
The loss of foot musculature 
has led to abnormal foot 
biomechanics with the toes 
drawn up into a “hammer toe” 
position. The increases the risk 
of ulceration and amputation.

Peripheral neuropathy
Shiny skin, the inability to sweat and lack 
of protective sensation compound the risk for 
amputation in this patient with foot deformity 
and overriding toes. Treatment includes special 
footwear, patient education, and vigilant daily 
foot hygiene and inspection.

Ulceration
Even large wounds can be painless in the face 
of neuropathy and patients may deny there is 
a problem. The patient with this lesion needs 
referral for a program of wound management 
and non weight-bearing rehabilitation.
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Eye Health and Diabetes

This is what a person with 
diabetic retinopathy sees.

This is what a person with 
normal vision sees. 

 

This patient with ptosis 
(drooping lid) and double 
vision from an inability to 
turn the eye up, down, or 
inward has a Cranial Nerve 
III palsy. Cranial nerve palsy 
is not uncommon in diabetes; 
a person with this condition 
should be referred for an eye 
exam to rule out other serious 
conditions.

This patient with eye pain, light 
sensitivity, and a 2-mm white 
lesion has a corneal ulcer. 
People with diabetes may not 
complain of pain because 
of corneal neuropathy. Steroid 
or over-the-counter eye drops 
would be a serious mistake 
– this patent needs referral. 

Hypopyon, white cells 
collecting in the anterior 
chamber of the eye, is a sign 
of serious intraocular infection 
and/or inflammation; this 
person should be referred 
immediately. 

An irregular pupil can it be 
a sign of iritis or nerve palsy– 
a potential complication of 
diabetes or other conditions. 
Iritis can lead to pupillary 
block glaucoma, a sight 
threatening condition. 
This patient needs referral. 
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Oral Health and Diabetes

Periodontal (gum) disease Periodontal (gum) disease Periodontal abscess

Periodontal abscess Healthy gums and teethThrush (oral Candidiasis)
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Fibromyalgia 
 
Fibromyalgia syndrome is a common and chronic disorder characterized by widespread muscle pain, fatigue, and 
multiple tender points. Tender points are specific places on the body—on the neck, shoulders, back, hips, and upper 
and lower extremities—where people with fibromyalgia feel pain in response to slight pressure. 
 
The word fibromyalgia comes from the Latin term for fibrous tissue (fibro) and the Greek ones for muscle (myo) 
and pain (algia). 
 
Although fibromyalgia is often considered an arthritis-related condition, it is not truly a form of arthritis (a disease 
of the joints) because it does not cause inflammation or damage to the joints, muscles, or other tissues. Like arthritis, 
however, fibromyalgia can cause significant pain and fatigue, and it can interfere with a person's ability to carry on 
daily activities. Also like arthritis, fibromyalgia is considered a rheumatic condition. 
 
The term rheumatic means a medical condition that impairs the joints and/or soft tissues and causes chronic pain. 
 
In addition to pain and fatigue, people who have fibromyalgia may experience 

• sleep disturbances,  
• morning stiffness,  
• headaches,  
• irritable bowel syndrome,  
• painful menstrual periods,  
• numbness or tingling of the extremities,  
• restless legs syndrome,  
• temperature sensitivity,  
• cognitive and memory problems (sometimes referred to as "fibro fog"), or  
• a variety of other symptoms.  

 
Fibromyalgia is a syndrome rather than a disease. Unlike a disease, which is a medical condition with a specific 
cause or causes and recognizable signs and symptoms, a syndrome is a collection of signs, symptoms, and medical 
problems that tend to occur together but are not related to a specific, identifiable cause. 
 
A person may have two or more coexisting chronic pain conditions. Such conditions can include chronic fatigue 
syndrome, endometriosis, fibromyalgia, inflammatory bowel disease, interstitial cystitis, temporomandibular joint 
dysfunction, and vulvodynia. It is not known whether these disorders share a common cause. 
 
 
Who Gets Fibromyalgia? 

• Fibromyalgia affects 3 to 6 million - or as many as one in 50 - Americans.  
• For unknown reasons, between 80 and 90 percent of those diagnosed with fibromyalgia are women; 

however, men and children also can be affected.  
• Most people are diagnosed during middle age, although the symptoms often become present earlier in life. 
• People with certain rheumatic diseases, such as rheumatoid arthritis, systemic lupus erythematosus 

(commonly called lupus), or ankylosing spondylitis (spinal arthritis) may be more likely to have 
fibromyalgia, too. 

• Several studies indicate that women who have a family member with fibromyalgia are more likely to have 
fibromyalgia themselves, but the exact reason for this—whether it be heredity, shared environmental 
factors, or both—is unknown. One current study supported by the National Institute of Arthritis and 
Musculoskeletal and Skin Diseases (NIAMS) is trying to determine whether variations in certain genes 
cause some people to be more sensitive to stimuli, which leads to pain syndromes. 
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What Causes Fibromyalgia? 
The causes of fibromyalgia are unknown, but there are probably a number of factors involved: 

• Many people associate the development of fibromyalgia with a physically or emotionally stressful or 
traumatic event, such as an automobile accident.  

• Some connect it to repetitive injuries.  
• Others link it to an illness.  
• For others, fibromyalgia seems to occur spontaneously. 

 
Many researchers are examining other causes, including problems with how the central nervous system (the brain 
and spinal cord) processes pain. 
 
Some scientists speculate that a person's genes may regulate the way his or her body processes painful stimuli. 
According to this theory, people with fibromyalgia may have a gene or genes that cause them to react strongly to 
stimuli that most people would not perceive as painful.  There have already been several genes identified that occur 
more commonly in fibromyalgia patients, and NIAMS-supported researchers are currently looking at other 
possibilities. 
 
 
How is Fibromyalgia Diagnosed? 

• People with fibromyalgia typically see many doctors before receiving the diagnosis. One reason for this 
may be that pain and fatigue, the main symptoms of fibromyalgia, overlap with many other conditions.  

• Doctors often have to rule out other potential causes of these symptoms before making a diagnosis of 
fibromyalgia.  

• There are currently no diagnostic laboratory tests for fibromyalgia; standard laboratory tests fail to reveal a 
physiologic reason for pain. 

• Because there is no generally accepted, objective test for fibromyalgia, some doctors unfortunately may 
conclude a patient's pain is not real, or they may tell the patient there is little they can do. 

 
A doctor familiar with fibromyalgia, however, can make a diagnosis based on two established criteria:  

• A history of widespread pain lasting more than 3 months and the presence of diffuse tenderness. 
o Pain is considered to be widespread when it affects all four quadrants of the body; that is, the 

person must have pain in both their right and left sides as well as above and below the waist to be 
diagnosed with fibromyalgia. 

• The presence of tender points. 
o There are 18 designated sites on the body as possible tender points. For a fibromyalgia diagnosis, 

a person must have 11 or more tender points. One of these predesignated sites is considered a true 
tender point only if the person feels pain upon the application of 8 pounds of pressure to the site. 
People who have fibromyalgia certainly may feel pain at other sites, too, but those 18 standard 
possible sites on the body are the criteria used for classification. 
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The location of the nine paired tender points that 

comprise the 1990 American College of Rheumatology 
criteria for fibromyalgia. 

 
How is Fibromyalgia Treated? 
Fibromyalgia can be difficult to treat. Not all doctors are familiar with fibromyalgia and its treatment, so it is 
important to find a doctor who is. Many family physicians, general internists, or rheumatologists (doctors who 
specialize in arthritis and other conditions that affect the joints or soft tissues) can treat fibromyalgia. 
 
At present, there are no medications approved by the U.S. Food and Drug Administration (FDA) specifically for 
treating fibromyalgia, although a few such drugs are in development. Doctors treat fibromyalgia with a variety of 
medications developed and approved for other purposes. 
 
Following are some of the most commonly used categories of drugs for fibromyalgia: 
 
Analgesics 
 

• Analgesics are painkillers.  
• Range: OTC acetaminophen (Tylenol*) to prescription medicines, such as 

tramadol (Ultram), and even stronger narcotic preparations.  
• For a subset of people with fibromyalgia, narcotic medications are 

prescribed for severe muscle pain. However, there is no solid evidence 
showing that narcotics actually work to treat the chronic pain of 
fibromyalgia, and most doctors hesitate to prescribe them for long-term 
use because of the potential that the person taking them will become 
physically or psychologically dependent on them. 

Nonsteroidal Anti-
Inflammatory Drugs (NSAIDs) 
 

• Including aspirin, ibuprofen (Advil, Motrin), and naproxen sodium 
(Anaprox, Aleve).  

• Although inflammation is not a symptom of fibromyalgia, NSAIDs also 
relieve pain.  

• NSAIDs work by inhibiting substances in the body called prostaglandins, 
which play a role in pain and inflammation. These medications may help 
ease the muscle aches of fibromyalgia. They may also relieve menstrual 
cramps and the headaches often associated with fibromyalgia. 
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Antidepressants 
Doctors prescribe several types 
of antidepressants for people 
with fibromyalgia. 
 

• Perhaps the most useful medications for fibromyalgia are several in the 
antidepressant class.  

• Antidepressants elevate the levels of certain chemicals in the brain, 
including serotonin and norepinephrine (which was formerly called 
adrenaline).  

• Low levels of these chemicals are associated not only with depression, but 
also with pain and fatigue. Increasing the levels of these chemicals can 
reduce pain in people who have fibromyalgia.  

1. Tricyclic antidepressants 
amitriptyline hydrochloride 
(Elavil, Endep), 
cyclobenzaprine (Cycloflex, 
Flexeril, Flexiban), doxepin 
(Adapin, Sinequan), 
nortriptyline (Aventyl, 
Pamelor).  

• When taken at bedtime in dosages lower than those used to treat 
depression, tricyclic antidepressants can help promote restorative sleep in 
people with fibromyalgia.  

• Can relax painful muscles and heighten the effects of the body's natural 
pain-killing substances called endorphins. 

• Tricyclic antidepressants have been around for almost half a century.  

2. Selective serotonin 
reuptake inhibitors 
fluoxetine (Prozac), 
paroxetine (Paxil), and 
sertraline (Zoloft). 

• If a tricyclic antidepressant fails to bring relief, doctors sometimes 
prescribe a newer type of antidepressant called a selective serotonin 
reuptake inhibitor (SSRI).  

• As with tricyclics, doctors usually prescribe these for people with 
fibromyalgia in lower dosages than are used to treat depression.  

• By promoting the release of serotonin, these drugs may reduce fatigue and 
some other symptoms associated with fibromyalgia.  

• SSRIs may be prescribed along with a tricyclic antidepressant. Doctors 
rarely prescribe SSRIs alone. Because they make people feel more 
energetic, they also interfere with sleep, which often is already a problem 
for people with fibromyalgia.  

• Studies have shown that a combination therapy of the tricyclic 
amitriptyline and the SSRI fluoxetine resulted in greater improvements in 
the study participants' fibromyalgia symptoms than either drug alone. 

3. Mixed reuptake inhibitors 
venlafaxine (Effexor) and 
nefazadone (Serzone 

• Some newer antidepressants raise levels of both serotonin and 
norepinephrine, and are therefore called mixed reuptake inhibitors.  

• Researchers are actively studying the efficacy of these newer medications 
in treating fibromyalgia. 

4. Benzodiazepines 
clonazepam (Klonopin) and 
diazepam (Valium) 
 

• Help some people with fibromyalgia by relaxing tense, painful muscles 
and stabilizing the erratic brain waves that can interfere with deep sleep.  

• Can relieve the symptoms of restless legs syndrome, which is common 
among people with fibromyalgia. Restless legs syndrome is characterized 
by unpleasant sensations in the legs as well as twitching, particularly at 
night.  

• Because of the potential for addiction, doctors usually prescribe 
benzodiazepines only for people who have not responded to other 
therapies.  

Other medications 
 

Prescribed to treat a person's specific symptoms or fibromyalgia-related 
conditions.  
• Irritable bowel syndrome: tegaserod (Zelnorm) and alosetron (Lotronex).  
• Gabapentin (Neurontin) currently is being studied as a treatment for 

fibromyalgia.  
• Other symptom-specific medications include sleep medications, muscle 

relaxants, and headache remedies. 
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People with fibromyalgia also may benefit from: 

• A combination of physical and occupational therapy 
• Learning pain-management and coping techniques  
• Properly balancing rest and activity 

 
 
Complementary and Alternative Therapies 
Many people with fibromyalgia also report varying degrees of success with complementary and alternative 
therapies, including: 

• Massage,  
• Movement therapies (such as Pilates and the Feldenkrais method),  
• Chiropractic treatments,  
• Acupuncture, and  
• Various herbs and dietary supplements for different fibromyalgia symptoms.  

 
Though supplements are being studied for fibromyalgia, there is little, if any, scientific proof yet that they help. The 
FDA does not regulate the sale of dietary supplements, so information about side effects, the proper dosage, and the 
amount of a preparation's active ingredient may not be well known. Before trying  a complementary or alternative 
therapy, the person should first speak with their doctor, who may know more about the therapy's effectiveness, as 
well as whether it is safe to try in combination with present medications. 
 
 
Will Fibromyalgia Get Better with Time? 
Fibromyalgia is a chronic condition, meaning it lasts a long time - possibly a lifetime. However, fibromyalgia is not 
a progressive disease. It is never fatal, and it won't cause damage to joints, muscles, or internal organs. In many 
people, the condition does improve over time. 
 
 
Ways to Get Symptomatic Relief 
Besides taking medicine prescribed by the doctor, there are many things that can be done to minimize the impact of 
fibromyalgia. These include: 

• Getting enough sleep—Getting enough sleep and the right kind of sleep can help ease the pain and fatigue 
of fibromyalgia. Even so, many people with fibromyalgia have problems such as pain, restless legs 
syndrome, or brain-wave irregularities that interfere with restful sleep.  

• Exercising—Though pain and fatigue may make exercise and daily activities difficult, it's crucial to be as 
physically active as possible. Research has repeatedly shown that regular exercise is one of the most 
effective treatments for fibromyalgia. People who have too much pain or fatigue to do vigorous exercise 
should begin with walking or other gentle exercise and build their endurance and intensity slowly. 
Although research has focused largely on the benefits of aerobic and flexibility exercises, a new NIAMS-
supported study is examining the effects of adding strength training to the traditionally prescribed aerobic 
and flexibility exercises.  

• Making changes at work—Most people with fibromyalgia continue to work, but they may have to make 
big changes to do so; for example, some people cut down the number of hours they work, switch to a less 
demanding job, or adapt a current job.  

• Eating well—Although some people with fibromyalgia report feeling better when they eat or avoid certain 
foods, no specific diet has been proven to influence fibromyalgia. Of course, it is important to have a 
healthy, balanced diet. Not only will proper nutrition provide for more energy and generally improve how 
the person feels, it will also help avoid other health problems.  
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Tips for Good Sleep  

• Keep regular sleep habits. Try to get to bed at the 
same time and get up at the same time every day—
even on weekends and vacations.  

• Avoid caffeine and alcohol in the late afternoon 
and evening. If consumed too close to bedtime, the 
caffeine in coffee, soft drinks, chocolate, and some 
medications prevent a person from sleeping or sleeping soundly. 
Drinking alcohol around bedtime also can disturb sleep.  

• Time exercise. Regular daytime exercise can improve nighttime sleep. But avoid exercising within 3 hours 
of bedtime, which actually can be stimulating, and cause sleeplessness.  

• Avoid daytime naps. Sleeping in the afternoon can interfere with nighttime sleep. If a person feels like 
they can't get by without a nap, set an alarm for 1 hour. When it goes off, get up and start moving.  

• Reserve the bed for sleeping. Watching the late news, reading a suspense novel, or working on a laptop in 
bed can be stimulating, making it hard to sleep.  

• Keep the bedroom dark, quiet, and cool.  
• Avoid liquids and spicy meals before bed. Heartburn and late night trips to the bathroom are not 

conducive to good sleep.  
• Wind down before bed. Avoid working right up to bedtime. Do relaxing activities, such as listening to 

soft music or taking a warm bath, to get ready to sleep. (An added benefit of the warm bath: It may soothe 
aching muscles.)  

 
 
What are Researchers Learning about Fibromyalgia? 
The National Institute of Arthritis and Musculoskeletal and Skin Diseases (NIAMS) sponsors research that will 
improve scientists' understanding of the specific problems that cause or accompany fibromyalgia, in turn helping 
them develop better ways to diagnose, treat, and prevent this syndrome. 
 
The research on fibromyalgia supported by NIAMS covers a broad spectrum, ranging from basic laboratory research 
to studies of medications and interventions designed to encourage behaviors that reduce pain and change behaviors 
that worsen or perpetuate pain. 
 
Following are descriptions of some of the promising research now being conducted: 
 

• Understanding pain—Because research suggests that fibromyalgia is caused by a problem in how the 
body processes pain—or more precisely, a hypersensitivity to stimuli that normally are not painful—
several NIAMS-supported researchers are focusing on ways the body processes pain to better understand 
why people with fibromyalgia have increased pain sensitivity. Studies include: 

o  
o An investigation into the relationship between variations in a gene called ADRA1A and risk 

factors for chronic pain conditions. 
o The establishment of a tissue bank of brain and spinal cord tissue to study fibromyalgia and to 

determine the extent to which chronic pain in fibromyalgia patients is associated with the 
activation of cells in the nervous system and the production of chemical messengers, called 
cytokines, that promote inflammation. 

o The use of imaging methods to evaluate the status of central nervous system responses in patients 
diagnosed with fibromyalgia compared with those diagnosed with another chronic pain disorder 
and pain-free controls. 

o An investigation to understand how the activation of immune cells from peripheral and central 
nervous system sources trigger a cascade of events leading to the activation of nerve cells, chronic 
pain, and the dysregulation of the effects of analgesic drugs against pain. 
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o An intensive evaluation of twins in which one of the pair has chronic widespread pain and the 
other does not, along with twins in which neither of the pair has chronic pain, to help researchers 
assess physiological similarities and differences in those with and without chronic pain and 
whether those differences are caused by genetics or environment. 

o A study examining the use of cognitive behavioral therapy in pain patients, which researchers 
hope will advance their knowledge of the role of psychological factors in chronic pain as well as a 
new treatment option for fibromyalgia. 

o The Patient-Reported Outcomes Measurement Information System (PROMIS) initiative. The 
PROMIS initiative is researching and developing new ways to measure patient-reported outcomes 
(PROs), such as pain, fatigue, physical functioning, emotional distress, and social role 
participation that have a major impact on quality-of-life across a variety of chronic diseases. The 
goal of this initiative is to improve the reporting and quantification of changes in PROs. NIAMS 
supports an effort to develop PROMIS specifically for use in patients with fibromyalgia. 

• Improving Symptoms. A better understanding of fibromyalgia and the mechanisms involved in chronic 
pain are enabling researchers to find effective treatments for it. Some of the most promising lines of 
research in this area include the following: 

o Increasing exercise. Although fibromyalgia is often associated with fatigue that makes exercise 
difficult, regular exercise has been shown to be one of the most beneficial treatments for the condition. 
A new NIAMS-supported study is trying to determine whether increasing lifestyle physical activity 
(that is, adding more exercise such as walking up stairs instead of taking the elevator) throughout the 
day produces similar benefits to exercise for fibromyalgia, improving symptoms such as pain, fatigue, 
and tenderness. The study is also examining the potential mechanisms by which lifestyle physical 
activity might influence symptoms. Other research supported by NIAMS is examining the 
effectiveness of a 16-week program of a simplified form of Tai Chi on pain and other measures such as 
sleep quality, fatigue, anxiety, and depression. 

NIAMS-supported research is also examining ways to help people maintain helpful exercise programs. 
Because many people with fibromyalgia associate increased exercise with increased pain, doctors and 
therapists often have a difficult time getting patients to stick with their exercise program. The new 
research is examining patients’ fears that cause them to avoid exercise as well as behavioral therapies 
to reduce fears and help them maintain exercise. 

o Improving sleep. Researchers supported by NIAMS are investigating ways to improve sleep for 
people with fibromyalgia whose sleep problems persist despite treatment with medications. One team 
has observed that fibromyalgia patients with persistent sleep problems share characteristics with people 
who have sleep-disordered breathing—a group of disorders, the most common of which is the 
obstructive sleep apnea, characterized by pauses in breathing during sleep. These researchers are 
studying whether continuous positive airway pressure (CPAP, a therapy administered by a machine 
that increases air pressure in the throat to hold it open during sleep) might improve the symptoms of 
fibromyalgia. 

Other groups of researchers are examining the link between sleep disturbance and chronic pain in 
fibromyalgia and are studying whether behavioral therapy for insomnia might improve fibromyalgia 
symptoms. 

o Studying new treatments. In addition to exercise and improving sleep, NIAMS-supported researchers 
are looking at different ways to reduce pain and other symptoms of fibromyalgia. Potential therapies 
under study include transcranial magnetic stimulation (TMS) and vagus nerve stimulation. 
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Key Words 
Adrenal glands—A pair of endocrine glands located on the surface of the kidneys. The adrenal glands produce 
corticosteroid hormones such as cortisol, aldosterone, and the reproductive hormones. 
Arthritis—Literally means joint inflammation, but is often used to indicate a group of more than 100 rheumatic 
diseases. These diseases affect not only the joints but also other connective tissues of the body, including important 
supporting structures, such as muscles, tendons, and ligaments, as well as the protective covering of internal organs. 
Analgesic—A medication or treatment that relieves pain. 
Connective tissue—The supporting framework of the body and its internal organs. 
Chronic disease—An illness that lasts for a long time, often a lifetime. 
Cortisol—A hormone produced by the adrenal cortex, important for normal carbohydrate metabolism and for a 
healthy response to stress. 
Fibrous capsule—A tough wrapping of tendons and ligaments that surrounds the joint. 
Fibromyalgia—A chronic syndrome that causes pain and stiffness throughout the connective tissues that support 
and move the bones and joints. Pain and localized tender points occur in the muscles, particularly those that support 
the neck, spine, shoulders, and hip. The disorder includes widespread pain, fatigue, and sleep disturbances. 
Inflammation—A characteristic reaction of tissues to injury or disease. It is marked by four signs: swelling, 
redness, heat, and pain. Inflammation is not a symptom of fibromyalgia. 
Joint—A junction where two bones meet. Most joints are composed of cartilage, joint space, fibrous capsule, 
synovium, and ligaments. 
Ligaments—Bands of cordlike tissue that connect bone to bone. 
Muscle—A structure composed of bundles of specialized cells that, when stimulated by nerve impulses, contract 
and produce movement. 
Nonsteroidal anti-inflammatory drugs (NSAIDs) —A group of drugs, such as aspirin and aspirin-like drugs, used 
to reduce inflammation that causes joint pain, stiffness, and swelling. 
Pituitary gland—A pea-sized gland attached beneath the hypothalamus at the base of the skull that secretes many 
hormones essential to bodily functioning. The secretion of pituitary hormones is regulated by chemicals produced in 
the hypothalamus. 
Sleep disorder—A disorder in which a person has difficulty achieving restful, restorative sleep. In addition to other 
symptoms, people with fibromyalgia usually have a sleep disorder. 
Tender points—Specific places on the body where a person with fibromyalgia feels pain in response to slight 
pressure. 
Tendons—Fibrous cords that connect muscle to bone. 
 
 
 
 
Adapted (10/2012) from: NIH Publication NO. 04-5326, July 2011 Musculoskeletal and Skin Diseases (NIAMS), a part of the Department of 
Health and Human Services’ National Institutes of Health (NIH) Website at www.niams.nih.gov . 

http://www.niams.nih.gov/
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Knee Replacement Implants  

Your doctor may recommend knee replacement surgery if you have severe knee pain and disability from rheumatoid 
arthritis, osteoarthritis, or traumatic injury. A knee replacement can relieve pain and help you live a fuller, more 
active life. 

During the surgery, an orthopaedic surgeon will replace your damaged knee with an artificial device (implant). 
Although replacing the total knee joint is the most common procedure, some people can benefit from just a partial 
knee replacement. 

Implants are made of metal alloys, ceramic material, or strong plastic parts, and can be joined to your bone by 
acrylic cement. There are many different types of implants. Your surgeon will discuss with you the type of implant 
that best meets your needs. 

Implant Design 

Normal Knee Function 

Your knee is the largest and strongest joint in your body. The 
knee joint is where the lower end of your femur (thighbone) 
meets the upper end of your tibia (shinbone). Your patella 
(kneecap) sits in front of the joint to provide some protection. 

A healthy knee lets you move your lower leg forward and 
backward, and swivel slightly to point your toes in or out. 
Ligaments and cartilage stabilize and support the joint, 
preventing your knee from moving too far from side to side. 

Types of Designs 

For simplicity, the knee is considered a "hinge" joint because of 
its ability to bend and straighten like a hinged door. In reality, the 
knee is much more complex because the bone surfaces actually 
roll and glide as the knee bends. 

The first implant designs used the hinge concept and included a 
connecting hinge between the parts. Newer implant designs 
recognize the complexity of the joint and more closely mimic the 
motion of a normal knee. Some designs preserve the patient's 
own ligaments, while others substitute for them. 
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Several manufacturers make knee implants and there are more than 150 knee replacement designs on the market 
today. 

Recent developments in design include "gender specific" implants. A number of studies indicate that the shape and 
proportions of a woman's knee differ from those of a man's knee. As a result, several manufacturers have developed 
components for the end of the thighbone which more closely match the average woman's knee. However, there are 
no studies to show that "gender specific" implants last longer or provide better function than standard implants. 

The Right Implant for You 

The brand and design used by your doctor or hospital depends on many factors, including your needs (based on your 
age, weight, activity level, and health), your doctor's experience and familiarity with the device, and the cost and 
performance record of the implant. You should discuss these issues with your doctor. 

Implant Components 
 
Knee implant components 

Up to three bone surfaces may be replaced in a total knee 
replacement: 

• The lower ends of the femur. The metal 
femoral component curves around the end of 
the femur (thighbone). It is grooved so the 
kneecap can move up and down smoothly 
against the bone as the knee bends and 
straightens. 

• The top surface of the tibia. The tibial 
component is typically a flat metal platform 
with a cushion of strong, durable plastic, called 
polyethylene. Some designs do not have the 
metal portion and attach the polyethylene 
directly to the bone. For additional stability, the 
metal portion of the component may have a stem that inserts into the center of the tibia bone. 

• The back surface of the patella. The patellar component is a dome-shaped piece of polyethylene that 
duplicates the shape of the patella (kneecap). 

Components are designed so that metal always adjoins with plastic, which provides smooth 
movement and results in minimal wear. 

Posterior-Stabilized Designs 

In these designs, the cushion of the tibial component has a raised surface with an internal post 
that fits into a special bar (called a cam) in the femoral component. The posterior cruciate 
ligament is removed to fit the components to the bone. The pieces work together to do what 
the posterior cruciate ligament does: prevent the thighbone from sliding forward too far on 
the shinbone when you bend your knee.  
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Cruciate-Retaining Designs 

As the name implies, the posterior cruciate ligament is kept with this implant design. Cruciate-
retaining implants do not have the center post and cam design. This implant may be appropriate 
for a patient whose posterior cruciate ligament is healthy enough to continue stabilizing the knee 
joint. 

Unicompartmental Implants 

In total knee replacement, large implants are used to resurface the ends of the femur and tibia. If 
only one side of the knee joint is damaged, smaller implants can be used (unicompartmental knee replacement) to 
resurface just that side. 

 
 
 
In a unicompartmental (partial) knee replacement, only the damaged part of the knee is replaced. 
 
 
Fixed- vs. Mobile-Bearing Prosthesis (Implant) 

Fixed-Bearing Prosthesis 

Most patients get a fixed-bearing prosthesis. In this design, the polyethylene of the tibial component is attached 
firmly to the metal implant beneath. The femoral component then rolls on this cushioned surface. 

In some cases, excessive activity and/or extra weight can cause a fixed-bearing prosthesis to wear down more 
quickly. Worn components can loosen from the bone and cause pain. Loosening is a major reason some artificial 
joints fail. 

If you are younger, more active, and/or overweight, your doctor may recommend a rotating platform/mobile-bearing 
knee replacement. These implants are designed for potentially longer performance with less wear. 
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Mobile-Bearing Prosthesis 

Like fixed-bearing implants, mobile-bearing implants use three components to provide a relatively natural joint. In a 
mobile-bearing knee, however, the polyethylene insert can rotate short distances inside the metal tibial tray. 

This is designed to allow patients a few degrees of greater rotation to the medial and lateral sides of their knee. 

Compared with fixed-bearing designs, mobile-bearing knee implants require more support from soft tissues, such as 
the ligaments surrounding the knee. If the soft tissues are not strong enough, mobile-bearing knees are more likely to 
dislocate. They also may cost more than fixed-bearing implants. 

In addition, there are no studies which show better durability, improvement in pain, or improvement of function with 
a mobile bearing design. 

Implant Materials 

The metal parts of the implant are made of titanium or cobalt-chromium based alloys. The plastic parts are made of 
ultra high molecular weight polyethylene. All together, the components weigh between 15 and 20 ounces, depending 
on the size selected. 

Material Criteria 

The construction materials used must meet several criteria: 

• They must be biocompatible; that is, they can be placed in the body without creating a rejection 
response. 

• They must be able to duplicate the knee structures they are intended to replace; for example, they are 
strong enough to take weight bearing loads, flexible enough to bear stress without breaking, and able to 
move smoothly against each other as required. 

• They must be able to retain their strength and shape for a long time. 

Cemented and Cementless Implants 

Two types of fixation are used to hold knee implants in place. Cemented fixation uses a fast-curing bone cement 
(polymethylmethacrylate). Cementless fixation relies on new bone growing into the surface of the implant for 
fixation. 

Cementless implants are made of a material that attracts new bone growth. Most are textured or coated so that the 
new bone actually grows into the surface of the implant. 

There is also hybrid fixation. In hybrid fixation for total knee replacement, the femoral component is inserted 
without cement, and the tibial and patellar components are inserted with cement. 

Your surgeon will evaluate your situation carefully before making any decisions about components and fixation. Do 
not hesitate to ask what type of fixation will be used in your situation and why that choice is appropriate for you. 
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Revision Components 

 
Revision components usually have longer stems that insert into the bones. 
The longevity and performance of a knee replacement depends on several factors, 
including your activity level, weight, and general health. 

Just as wear in the natural joint contributed to the need for a replacement, wear in the 
implant may eventually require a second surgery (called a joint revision). 

Revision surgery may require special components. Typically they will have longer stems 
which fit into the femur and tibia. They may also have attached metal pieces called 
augments which substitute for missing bone. 

Revision components often have a cam in the center of the knee similar to a posterior 
stabilized component. In revision components, though, the cam is larger to give the knee 
more stability. 

In cases where the knee is very unstable and a large amount of bone is missing, it may be 
necessary to join the femur and tibia with a metal "hinge" in the center. 

Last reviewed: September 2010 
http://orthoinfo.aaos.org/topic.cfm?topic=A00221  
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Activities after a Knee Replacement 
 
If you are a candidate for knee replacement surgery, you probably anticipate that life after the surgery will be much 
like life before it, only without the pain. In many ways, you are correct. But change doesn't happen overnight and 
your active participation in the healing process is necessary to ensure a successful outcome.  
 
Although you will be able to resume most activities, you should avoid activities that place excessive stress on the 
new knee. The following suggestions will help you adapt to your new joint and resume your daily activities safely.  
 
 
Activities in the Hospital  
The knee is the largest joint in the body, and replacing it is major surgery. Although you'll probably want to take it 
easy at first, early mobilization is important. If you had considerable pain in your knee, you probably cut back on 
your activities before surgery and your leg muscles may be weak. You'll need to build up strength in your 
quadriceps muscles to develop control of your new joint. Early activity is also important to counteract the effects of 
the anesthesia and to encourage healing. Your doctor and a physical therapist will give you specific instructions on 
wound care, pain control, diet and exercise.  
 
Proper pain management is important in your early recovery. Although pain after surgery is quite variable and not 
entirely predictable, it can be controlled with medication. Initially, you will probably receive pain control 
medication through an intravenous (IV) connection so that you can regulate the amount of medication you need. 
Remember that it is easier to prevent pain than to control it. You don't have to worry about becoming dependent on 
the medication; after a day or two, injections or pills will replace the IV. You will also have to take antibiotics and 
blood-thinning medication to help prevent blood clots from forming in the veins of your thighs and calves.  
 
You may lose your appetite and feel nauseous or constipated for a couple of days. These are normal reactions. You 
may be fitted with a urinary catheter during surgery and be given stool softeners or laxatives to ease the constipation 
caused by the pain medication after surgery. You will be taught to do breathing exercises to prevent congestion from 
developing in your chest and lungs.  
 
Initially, you will have a bulky dressing around the knee and a drain to remove any fluid build up around the knee. 
The drain will be removed in a day or two. You may also be wearing elastic hose and, possibly, compression 
stocking sleeves. These plastic sleeves are connected to a machine that circulates air around your legs to help keep 
blood flowing normally.  
 
Usually a physical therapist will visit you on the day after your surgery and begin teaching you how to use your new 
knee. You may be fitted with a continuous passive motion (CPM) machine that will slowly and smoothly straighten 
and bend your knee. Even as you lie in bed, you can "pedal" your feet and "pump" your ankles on a regular basis to 
promote blood flow in your legs.  
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Discharge  
Your hospital stay may last from 3 to 7 days, depending on how well you heal after surgery. Before you go home, 
you will need to meet several goals:  

1. Get in and out of bed by yourself  
2. Bend your knee approximately 90 degrees, or show good progress in bending your knee  
3. Extend (straighten) your knee fully  
4. Walk with crutches or a walker on a level surface and to climb up and down 2 or 3 stairs  
5. Do the prescribed home exercises  

 
You may experience mild swelling in your leg after you are discharged. Elevating the leg, wearing compression 
hose and applying an ice pack for 15 to 20 minutes at a time will help reduce the swelling. You may be permitted to 
take the CPM machine home with you for a few weeks, but this is not a substitute for the prescribed exercises.  
 
You will probably need some help at home for several weeks. If you do not have sufficient help at home, you may 
be temporarily transferred to a rehabilitation center. The following tips can make your homecoming more 
comfortable.  
 

• Rearrange furniture so you can maneuver with a walker or crutches. You may temporarily change rooms 
(make the living room your bedroom, for example) to avoid using the stairs.  

• Remove any throw or area rugs that could cause you to slip. Securely fasten electrical cords around the 
perimeter of the room.  

• Install a shower chair, gripping bar and raised toilet in the bathroom.  
• Use assistive devices such as a long-handled shoehorn, a long-handled sponge and a grabbing tool or 

reacher to avoid bending too far over.  
 
 
Activities at Home  
General guidelines for wound care include:  
 

• Keep the area clean and dry. A dressing will be applied in the hospital and should be changed as necessary. 
Ask for instructions on how to change the dressing before you leave the hospital.  

• Do not shower or bathe until the sutures or staples are removed, usually a week to 10 days after surgery. 
Keep the wound clean and dry.  

• Notify your doctor if the wound appears red or begins to drain.  
• Take your temperature twice daily and notify your doctor if it exceeds 100.5°F.  
• Swelling is normal for the first three to six months after surgery. Elevate your leg slightly and apply ice.  
• Calf pain, chest pain or shortness of breath are signs of a possible blood clot. Notify your doctor 

immediately if you notice any of these symptoms.  
 
Medication. Take all medications as directed. You will probably be given a blood thinner to prevent clots from 
forming in the veins of your calf and thigh, because these clots can be life-threatening. If a blood clot forms and then 
breaks free, it could travel to your lungs, resulting in a pulmonary embolism, a potentially fatal condition.  
 
Because you have an artificial joint, it is especially important to prevent any bacterial infections from settling in 
your joint implant. You should get a medical alert card and take antibiotics whenever there is the possibility of a 
bacterial infection, such as when you have dental work. Be sure to notify your dentist that you have a joint implant 
and let your doctor know if your dentist schedules an extraction, periodontal work, dental implant, or root canal 
work.  
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Diet.  By the time you go home from the hospital, you should be eating a normal diet. Your physician may 
recommend that you take iron and vitamin C supplements. Continue to drink plenty of fluids and avoid excessive 
intake of vitamin K while you are taking the blood thinner medication. Foods rich in vitamin K include broccoli, 
cauliflower, Brussels sprouts, liver, green beans, garbanzo beans, lentils, soybeans, soybean oil, spinach, kale, 
lettuce, turnip greens, cabbage and onions. Try to limit your coffee intake and avoid alcohol. You should continue to 
watch your weight to avoid putting more stress on the joint.  
 
Resuming normal activities.  Once you get home, you should continue to stay active. The key is to remember not 
to overdo it! While you can expect some good days and some bad days, you should notice a gradual improvement 
and a gradual increase in your endurance over the next 6 to 12 months. The following guidelines are generally 
applicable, but the final answer on each of these issues should come from your doctor.  

 
• Physical therapy exercises: Continue to do the exercises prescribed for at least two months after surgery. 

Riding a stationary bicycle can help maintain muscle tone and keep your knee flexible. Try to achieve the 
maximum degree of bending and extension possible.  

• Driving: If your left knee was replaced and you have an automatic transmission, you may be able to begin 
driving in a week or so, provided you are no longer taking narcotic pain medication. If your right knee was 
replaced, avoid driving for 6 to 8 weeks. Remember that your reflexes may not be as sharp as before your 
surgery.  

• Airport metal detectors: The sensitivity of metal detectors varies and it is unlikely that your prosthesis will 
cause an alarm. You should carry a medic alert card indicating you have an artificial joint, just in case.  

• Sexual relations can be safely resumed approximately 4 to 6 weeks after surgery.  
• Sleeping positions: You can safely sleep on your back, on either side, or on your stomach.  
• Return to work: Depending on the type of activities you perform, it may be 6 to 8 weeks before you return 

to work.  
• Other activities: Walk as much as you like, but remember that walking is no substitute for the exercises 

your doctor and physical therapist will prescribe. Swimming is also recommended; you can begin as soon 
as the sutures have been removed and the wound is healed, approximately 6 to 8 weeks after surgery. 
Acceptable activities include dancing, golfing (with spikeless shoes and a cart), and bicycling (on level 
surfaces). Avoid activities that put stress on the knee. These activities include: tennis, badminton, contact 
sports (football, baseball), squash or racquetball, jumping, squats, skiing or jogging. Do not do any heavy 
lifting (more than 40 pounds) or weight lifting.  

 
Sample Exercises.  These exercises will help strengthen the quadriceps muscles on the front of the thigh that 
stabilize and move the knee.  

• Lie on your back with your arms at your side and your legs straight, together, and flat. Place a rolled towel 
or small pillow under your ankles to raise your heel slightly. Tighten the muscles on the top of one thigh as 
you push the back of your knee down toward the floor (bed). Hold for 5 seconds, relax for 5 seconds. Do 
10 cycles with each leg.  
 

• Put a rolled blanket or pillow under your knee so that the knee bends about 30 to 40 degrees. Tighten the 
muscles on the top of your thigh and straighten the knee by lifting your heel off the floor (bed). Hold 5 
seconds, then slowly lower your heel to the floor (bed). Repeat 10 to 20 times.  

 
 
 
 
Updated 2011 
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Knee Replacement Exercise Guide 
 
Regular exercise to restore your knee mobility and strength and a gradual return to everyday activities are important 
for your full recovery. Your orthopaedic surgeon and physical therapist may recommend that you exercise 
approximately 20 to 30 minutes two or three times a day and walk 30 minutes, two or three times a day during your 
early recovery. Your orthopaedist may suggest some of the following exercises.  The following guide can help you 
better understand your exercise/activity program, supervised by your therapist and orthopaedic surgeon.  
 
 
Early Post-operative Exercises  
Start the following exercises as soon as you are able. You can begin these in the recovery room shortly after surgery. 
You may feel uncomfortable at first, but these exercises will speed your recovery and actually diminish your post-
operative pain.  
 
Quad Sets - Tighten your thigh muscle. Try to straighten your knee. Hold for 5 to 10 seconds. Repeat this exercise 
approximately 10 times during a two minute period, rest one minute and repeat. Continue until your thigh feels 
fatigued.  
 
 
Straight Leg Raises - Tighten the thigh muscle with your knee fully straightened on 
the bed, as with the Quad set. Lift your leg several inches. Hold for five to 10 
seconds. Slowly lower. Repeat until your thigh feels fatigued.  
You also can do leg raises while sitting. Fully tighten your thigh muscle and hold 
your knee fully straightened with your leg unsupported. Repeat as above. Continue 
these exercises periodically until full strength returns to your thigh. 
 
 
Ankle Pumps - Move your foot up and down rhythmically by contracting the calf 
and shin muscles. Perform this exercise periodically for two to three minutes, two or 
three times an hour in the recovery room. Continue this exercise until you are fully 
recovered and all ankle and lower-leg swelling has subsided. 
 
 
Knee Straightening Exercises - Place a small rolled towel just above your heel 
so that it is not touching the bed. Tighten your thigh. Try to fully straighten 
your knee and to touch the back of your knee to the bed. Hold fully straightened 
for five to 10 seconds. Repeat until your thigh feels fatigued. 
 
 
Bed-Supported Knee Bends - Bend your knee as much as possible while sliding 
your foot on the bed. Hold your knee in a maximally bent position for 5 to 10 
seconds and then straighten. Repeat several times until your leg feels fatigued or 
until you can completely bend your knee. 
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Sitting Supported Knee Bends - While sitting at bedside or in a chair with your thigh 
supported, place your foot behind the heel of your operated knee for support. Slowly bend 
your knee as far as you can. Hold your knee in this position for 5 to 10 seconds. Repeat 
several times until your leg feels fatigued or until you can completely bend your knee. 
 
 
Sitting Unsupported Knee Bends - While sitting at bedside or in a chair with your thigh 
supported, bend your knee as far as you can until your foot rests on the floor. With your 
foot lightly resting on the floor, slide your upper body forward in the chair to increase your 
knee bend. Hold for 5 to 10 seconds.  Straighten your knee fully. Repeat several times until 
your leg feels fatigued or until you can completely bend your knee. 
 
 
Early Activity  
Soon after your surgery, you will begin to walk short distances in your hospital room and 
perform everyday activities. This early activity aids your recovery and helps your knee regain its strength and 
movement.  
 
Walking - Proper walking is the best way to help your knee recover. At first, you will walk with a 
walker or crutches. Your surgeon or therapist will tell you how much weight to put on your leg.  
Stand comfortably and erect with your weight evenly balanced on your walker or crutches. Advance 
your walker or crutches a short distance; then reach forward with your operated leg with your knee 
straightened so the heel of your foot touches the floor first. As you move forward, your knee and 
ankle will bend and your entire foot will rest evenly on the floor. As you complete the step, your toe 
will lift off the floor and your knee and hip will bend so that you can reach forward for your next 
step. Remember, touch your heel first, then flatten your foot, then lift your toes 
off the floor. 
 
Walk as rhythmically and smooth as you can. Don't hurry. Adjust the length of your step and speed 
as necessary to walk with an even pattern. As your muscle strength and endurance improve, you may 
spend more time walking. 
 
You will gradually put more weight on your leg. You may use a cane in the hand opposite your surgery and 
eventually walk without an aid.  
 
When you can walk and stand for more than 10 minutes and your knee is strong enough so that 
you are not carrying any weight on your walker or crutches (often about two to three weeks after 
your surgery), you can begin using a single crutch or cane. Hold the aid in the hand opposite the 
side of your surgery. You should not limp or lean away from your operated knee 
 
Stair Climbing and Descending - The ability to go up and down stairs requires strength and 
flexibility. At first, you will need a handrail for support and will be able to go only one step at a 
time. Always lead up the stairs with your good knee and down the stairs with your operated knee. 
Remember, "up with the good" and "down with the bad." You may want to have someone help 
you until you have regained most of your strength and mobility.  
 
Stair climbing is an excellent strengthening and endurance activity. Do not try to climb steps 
higher than the standard height (7 inches) and always use a handrail for balance. As you become 
stronger and more mobile, you can begin to climb stairs foot over foot. 
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Advanced Exercises and Activities  
Once you have regained independence for short distances and a few steps, you may increase your activity. The pain 
of your knee problems before surgery and the pain and swelling after surgery have weakened your knee. A full 
recovery will take many months. The following exercises and activities will help you recover fully.  
 
Standing Knee Bends - Standing erect with the aid of a walker or crutches, lift your thigh and bend your knee as 
much as you can. Hold for 5 to 10 seconds. Then straighten your knee, touching the floor with your heel first. 
Repeat several times until fatigued.  
 
Assisted Knee Bends - Lying on your back, place a folded towel over 
your operated knee and drop the towel to your foot. Bend your knee and 
apply gentle pressure through the towel to increase the bend. Hold for 5 
to 10 seconds; repeat several times until fatigued.  
 
Knee Exercises with Resistance - You can place light weights around 
your ankle and repeat any of the above exercises. These resistance 
exercises usually can begin four to six weeks after your surgery. Use one- to two-pound weights at first; gradually 
increase the weight as your strength returns. (Inexpensive wrap-around ankle weights with Velcro straps can be 
purchased at most sporting goods stores.) 
 

Exercycling - Exercycling is an excellent activity to help you regain muscle strength and 
knee mobility. At first, adjust the seat height so that the bottom of your foot just touches the 
pedal with your knee almost straight. Peddle backward at first. Ride forward only after a 
comfortable cycling motion is possible backwards.  As you become stronger (at about four 
to six weeks) slowly increase the tension on the exercycle. Exercycle for 10 to 15 minutes 
twice a day, gradually build up to 20 to 30 minutes, three or four times a week. 
 
Pain or Swelling after Exercise - You may experience knee pain or swelling after exercise 
or activity. You can relieve this by elevating your leg and applying ice wrapped in a towel. 
Exercise and activity should consistently improve your strength and mobility. If you have 
any questions or problems, contact your orthopaedic surgeon or physical therapist.  
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Total Hip Replacement 
 
Whether you have just begun exploring treatment options or have already decided with your orthopaedic surgeon to 
undergo hip replacement surgery, this information will help you understand the benefits and limitations of this 
orthopaedic treatment. You'll learn how a normal hip works and the causes of hip pain, what to expect from hip 
replacement surgery and what exercises and activities will help restore your mobility and strength and enable you to 
return to everyday activities.  
 
If your hip has been damaged by arthritis, a fracture or other conditions, common activities such as walking or 
getting in and out of a chair may be painful and difficult. Your hip may be stiff and it may be hard to put on your 
shoes and socks. You may even feel uncomfortable while resting.  
 
If medications, changes in your everyday activities, and the use of walking aids such as a cane are not helpful, you 
may want to consider hip replacement surgery. By replacing your diseased hip joint with an artificial joint, hip 
replacement surgery can relieve your pain, increase motion, and help you get back to enjoying normal, everyday 
activities.  
 
First performed in 1960, hip replacement surgery is one of the most important surgical advances 
of the last century. Since then, improvements in joint replacement surgical techniques and 
technology have greatly increased the effectiveness of this surgery. Today, more than 193,000 
total hip replacements are performed each year in the United States. Similar surgical procedures 
are performed on other joints, including the knee, shoulder, and elbow.  
 
 
How the Normal Hip Works  
The hip is one of your body's largest weight-bearing joints. It consists of two main parts: a ball (femoral head) at the 
top of your thighbone (femur) that fits into a rounded socket (acetabulum) in your pelvis. Bands of tissue called 
ligaments (hip capsule) connect the ball to the socket and provide stability to the joint.  
 
The bone surfaces of your ball and socket have a smooth durable cover of articular cartilage that cushions the ends 
of the bones and enables them to move easily.  
 
A thin, smooth tissue called synovial membrane covers all remaining 
surfaces of the hip joint. In a healthy hip, this membrane makes a 
small amount of fluid that lubricates and almost eliminates friction in 
your hip joint.  
 
Normally, all of these parts of your hip work in harmony, allowing 
you to move easily and without pain.  



 
 
 

 
IHSS Training Academy 16 
Elective:  Medical Implications 
 
The information is presented to inform IHSS social workers about medical conditions.  It is not meant to contradict 
any information the consumer may receive from their personal physician.  All IHSS assessments should be 
individualized and are not diagnosis specific. 

Common Causes of Hip Pain and Loss of Hip Mobility  
The most common cause of chronic hip pain and disability is arthritis. Osteoarthritis, rheumatoid arthritis, and 
traumatic arthritis are the most common forms of this disease.  
 
Osteoarthritis usually occurs after age 50 and often in an individual with a family history of arthritis. It may be 
caused or accelerated by subtle irregularities in 
how the hip developed. In this form of the 
disease, the articular cartilage cushioning the 
bones of the hip wears away. The bones then rub 
against each other, causing hip pain and 
stiffness.  
 
Rheumatoid Arthritis is an autoimmune 
disease in which the synovial membrane 
becomes inflamed, produces too much synovial 
fluid, and damages the articular cartilage, 
leading to pain and stiffness.  
 
Traumatic Arthritis can follow a serious hip 
injury or fracture. A hip fracture can cause a 
condition known as avascular necrosis. The 
articular cartilage becomes damaged and, over 
time, causes hip pain and stiffness.  
 
 
Is Hip Replacement Surgery for You? 
The decision whether to have hip replacement surgery should be a cooperative one between you, your family, your 
primary care doctor, and your orthopaedic surgeon. The process of making this decision typically begins with a 
referral by your doctor to an orthopaedic surgeon for an initial evaluation.  
 
Although many patients who undergo hip replacement surgery are age 60 to 80, orthopaedic surgeons evaluate 
patients individually. Recommendations for surgery are based on the extent of your pain, disability and general 
health status, not solely on age.  
 
You may benefit from hip replacement surgery if:  
 

• Hip pain limits your everyday activities such as walking or bending.  
• Hip pain continues while resting, either day or night.  
• Stiffness in a hip limits your ability to move or lift your leg.  
• You have little pain relief from anti-inflammatory drugs or glucosamine 

sulfate.  
• You have harmful or unpleasant side effects from your hip medications.  
• Other treatments such as physical therapy or the use of a gait aid such as 

a cane don't relieve hip pain.  
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The Orthopaedic Evaluation  
Your orthopaedic surgeon will review the results of your evaluation with you and discuss whether hip replacement 
surgery is the best method to relieve your pain and improve your 
mobility. Other treatment options such as medications, physical 
therapy or other types of surgery also may be considered.  
 
Your orthopaedic surgeon will explain the potential risks and 
complications of hip replacement surgery, including those related 
to the surgery itself and those that can occur over time after your 
surgery. These risks and complications are discussed later in this 
booklet.  

• A medical history, in which your orthopaedic surgeon 
gathers information about your general health and asks 
questions about the extent of your hip pain and how it 
affects your ability to perform every day activities.  

• A physical examination to assess your hip's mobility, strength and alignment.  
• X-rays to determine the extent of damage or deformity in your hip.  
• Occasionally, blood tests or other tests such as a Magnetic Resonance Imaging (MRI) or a bone scan may 

be needed to determine the condition of the bone and soft tissues of your hip.  
 
 
What to Expect from Hip Replacement Surgery  
An important factor in deciding whether to have hip replacement surgery is understanding what the procedure can 
and can't do.  
 
Most people who undergo hip replacement surgery experience a dramatic reduction of hip pain and a significant 
improvement in their ability to perform the common activities of daily living. However, hip replacement surgery 
will not enable you to do more than you could before your hip problem developed.  
 
Following surgery, you will be advised to avoid certain activities, including jogging and high-impact sports, for the 
rest of your life. You may be asked to avoid specific positions of the joint that could lead to dislocation.  
 
Even with normal use and activities, an artificial joint (prosthesis) develops some wear over time. If you participate 
in high-impact activities or are overweight, this wear may accelerate and cause the prosthesis to loosen and become 
painful 
 
 
Preparing for Surgery 
Medical Evaluation. If you decide to have hip replacement surgery, you may be asked to have a complete physical 
by your primary care doctor before your surgery. This is needed to assess your health and find conditions that could 
interfere with your surgery or recovery.  
 
Tests. Several tests such as blood samples, a cardiogram, chest X-rays and urine samples may be needed to help 
plan your surgery.  
 
Preparing Your Skin. Your skin should not have any infections or irritations before surgery. If either is present, 
contact your orthopaedic surgeon for a program to improve your skin before your surgery.  
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Blood Donations. You may be advised to donate your own blood prior to surgery. It will be stored in case you need 
blood after surgery.  
 
Medications. Tell your orthopaedic surgeon about the medications you are taking. Your orthopaedist or your 
primary care doctor will advise you which medications you should stop or can continue taking before surgery.  
 
Weight Loss. If you are overweight, your doctor may ask you to lose some weight before surgery to minimize the 
stress on your new hip, and possibly decrease the risks of surgery  
 
Dental Evaluation. Although infections after hip replacement are not common, an infection can occur if bacteria 
enter your bloodstream. Because bacteria can enter the bloodstream during dental procedures, you should consider 
getting treatment for significant dental diseases (including tooth extractions and periodontal work) before your hip 
replacement surgery. Routine cleaning of your teeth should be delayed for several weeks after surgery.  
 
Urinary Evaluation. Individuals with a history of recent or frequent urinary infections and older men with prostate 
disease should consider a urological evaluation before surgery.  
 
Social Planning. Although you will be able to walk with crutches or a walker soon after surgery, you will need 
some help for several weeks with such tasks as cooking, shopping, bathing and laundry. If you live alone, your 
surgeon's office, a social worker, or a discharge planner at the hospital can help you make advance arrangements to 
have someone assist you at your home. A short stay in an extended care facility during your recovery after surgery 
also may be arranged.  
 
 
Home Planning  
Here are some items and home modifications that will make your return home easier during your recovery.  

• Securely fastened safety bars or handrails in your shower or bath  
• Secure handrails along all stairways  
• A stable chair for your early recovery with a firm seat cushion that allows your knees to remain lower than 

your hips, a firm back and two arms  
• A raised toilet seat  
• A stable shower bench or chair for bathing  
• A long-handled sponge and shower hose  
• A dressing stick, a sock aid and a long-handled shoe horn for putting on and taking off shoes and socks 

without excessively bending your new hip  
• A reacher that will allow you to grab objects without excessive bending of your hips  
• Firm pillows to sit on that keep your knees lower than your hips for your chairs, sofas and car  
• Removal of all loose carpets and electrical cords from the areas where you walk in your home  

 
 
Your Surgery  
You will most likely be admitted to the hospital on the day of your surgery. Prior to admission, a member of the 
anesthesia team will evaluate you. The most common types of anesthesia for hip replacement surgery are general 
anesthesia (which puts you to sleep throughout the procedure and uses a machine to help you breath) or spinal 
anesthesia (which allows you to breath on your own but anesthetizes your body from the waist down). The 
anesthesia team will discuss these choices with you and help you decide which type of anesthesia is best for you.  
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Surgical Procedure  
The surgical procedure takes a few hours. Your orthopaedic surgeon will remove the 
damaged cartilage and bone, then position new metal, plastic or ceramic joint 
surfaces to restore the alignment and function of your hip.  
 
Many different types of designs and materials are currently used in artificial hip 
joints. All of them consist of two basic components: the ball component (made of a 
highly polished strong metal or ceramic material) and the socket component (a 
durable cup of plastic, ceramic or metal, which may have an outer metal shell).  
 
Special surgical cement may be used to fill the gap between the prosthesis and 
remaining natural bone to secure the artificial joint.  
 
A noncemented prosthesis has also been developed which is used most often in 
younger, more active patients with strong bone. The prosthesis may be coated with 
textured metal or a special bone-like substance, which allows bone to grow into the 
prosthesis.  
 
A combination of a cemented ball and a noncemented socket may be used.  
 
Your orthopaedic surgeon will choose the type of prosthesis that best meets your 
needs.  
 
After surgery, you will be moved to the recovery room where you will remain for one to two hours while your 
recovery from anesthesia is monitored. After you awaken fully, you will be taken to your hospital room.  
 
 
A special note about minimally invasive total hip replacement. 
Over the past several years, orthopaedic surgeons have been developing new techniques, known as minimally 
invasive hip replacement surgery, for inserting total hip replacements through smaller incisions. It is hoped, but not 
yet proven, that this may allow for quicker, less painful recovery and more rapid return to normal activities. 
Minimally invasive and small incision total hip replacement surgery is a rapidly evolving area. While certain 
techniques have proven to be safe, others may be associated with an increased risk of complications such as nerve 
and artery injuries, wound healing problems, infection, fracture of the femur and malposition of the implants, which 
can contribute to premature wear, dislocation and loosening of your hip replacement. Patients who have marked 
deformity of the joint, those who are heavy or muscular, and those who have other health problems, which can 
contribute to wound healing problems, appear to be at higher risk of problems. Your orthopaedic surgeon can talk to 
you about his or her experience with minimally invasive hip replacement surgery and the possible risks and benefits 
of minimally invasive hip replacement surgery. The AAOS and the American Association of Hip and Knee 
Surgeons have developed information for patients about minimally invasive hip replacement surgery.  
 
Your Stay in the Hospital 
You will usually stay in the hospital for a few days. After surgery, you will feel pain in your hip. Pain medication 
will be given to make you as comfortable as possible.  
 
To avoid lung congestion after surgery, you will be asked to breathe deeply and cough frequently.  
 
To protect your hip during early recovery, a positioning splint, such as a V-shaped pillow placed between your legs, 
may be used.  
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Walking and light activity are important to your recovery and will begin the day of or the day after your surgery. 
Most hip replacement patients begin standing and walking with the help of a walking support and a physical 
therapist the day after surgery. The physical therapist will teach you specific exercises to strengthen your hip and 
restore movement for walking and other normal daily activities.  
 
Possible Complications after Surgery  
The complication rate following hip replacement surgery is low. Serious complications, such as joint infection, 
occur in less than 2 percent of patients. Major medical complications, such as heart attack or stroke, occur even less 
frequently. However, chronic illnesses may increase the potential for complications. Although uncommon, when 
these complications occur they can prolong or limit your full recovery.  
 

Blood clots in the leg veins or pelvis are the most common complication of hip 
replacement surgery. Your orthopaedic surgeon may prescribe one or more 
measures to prevent blood clots from forming in your leg veins or becoming 
symptomatic. These measure may include special support hose, inflatable leg 
coverings, ankle pump exercises and blood thinners.  
 
Leg-length inequality may occur or may become or seem worse after hip 
replacement. Your orthopaedic surgeon will take this into account, in addition to 
other issues, including the stability and biomechanics of the hip. Some patients 
may feel more comfortable with a shoe lift after surgery.  
 
Other complications such as dislocation, nerve and blood vessel injury, bleeding, 
fracture and stiffness can occur. In a small number of patients, some pain can 
continue, or new pain can occur after surgery.  
 
Over years, the hip prosthesis may wear out or loosen. This problem will likely be 
less common with newer materials and techniques. When the prosthesis wears, 
bone loss may occur because of the small particles produced at the wearing 
surface. This process is called osteolysis.  
Your recovery at home  
 
The success of your surgery will depend in large measure on how well you follow 

your orthopaedic surgeon's instructions regarding home care during the first few weeks after surgery  
 
Wound Care. You will have stitches or staples running along your wound or a suture beneath your skin. The 
stitches or staples will be removed about two weeks after surgery.  
 
Avoid getting the wound wet until it has thoroughly sealed and dried. A bandage may be placed over the wound to 
prevent irritation from clothing or support stockings.  
 
Diet. Some loss of appetite is common for several weeks after surgery. A balanced diet, often with an iron 
supplement, is important to promote proper tissue healing and restore muscle strength. Be sure to drink plenty of 
fluids.  
 
Activity. Exercise is a critical component of home care, particularly during the first few weeks after surgery. You 
should be able to resume most normal light activities of daily living within three to six weeks following surgery. 
Some discomfort with activity and at night is common for several weeks.  
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Your activity program should include:  
• A graduated walking program, initially in your home and later outside  
• Walking program to slowly increase your mobility and endurance  
• Resuming other normal household activities  
• Resuming sitting, standing, walking up and down stairs  
• Specific exercises several times a day to restore movement  
• Specific exercises several times a day to strength your hip joint  
• May wish to have a physical therapist help you at home  

 
 
Avoiding Problems after Surgery  
Blood Clot Prevention. Follow your orthopaedic surgeon's instructions carefully to minimize the potential risk of 
blood clots, which can occur during the first several weeks of your recovery.  
 
Warning signs of possible blood clots include:  

• Pain in your calf and leg, unrelated to your incision  
• Tenderness or redness of your calf  
• Swelling of your thigh, calf, ankle or foot  

 
Warning signs that a blood clot has traveled to your lung include:  

• Shortness of breath  
• Chest pain, particularly with breathing  

 
Notify your doctor immediately if you develop any of these signs.  
 
Preventing Infection  
The most common causes of infection following hip replacement surgery are from bacteria that enter the 
bloodstream during dental procedures, urinary tract infections, or skin infections. These bacteria can lodge around 
your prosthesis.  
 
Following your surgery, you may need to take antibiotics prior to dental work, including dental cleanings, or 
any surgical procedure that could allow bacteria to enter your bloodstream. For many patients with a normal 
immune system the AAOS and ADA recommend dental prophylaxis for two years after a primary total joint 
surgery. A complete discussion of this topic is available on the AAOS patient education Web site, Your Orthopaedic 
Connection.  
 
Warning signs of a possible hip replacement infection are:  

• Persistent fever (higher than 100 degrees orally)  
• Shaking chills  
• Increasing redness, tenderness or swelling of the hip wound  
• Drainage from the hip wound  
• Increasing hip pain with both activity and rest  

Notify your doctor immediately if you develop any of these signs.  
 
Avoiding Falls  
A fall during the first few weeks after surgery can damage your new hip and may result in a need for more surgery. 
Stairs are a particular hazard until your hip is strong and mobile. You should use a cane, crutches, a walker or 
handrails, or have someone help you until you improve your balance, flexibility and strength.  
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Your surgeon and physical therapist will help you decide what assistive aides will be required following surgery, 
and when those aides can safely be discontinued.  
 
Other Precautions  
To assure proper recovery and prevent dislocation of the prosthesis, you must take special precautions. Do not cross 
your legs. Do not bend your hips more than a right angle (90 degrees). Do not turn your feet excessively inward or 
outward. Use a pillow between your legs at night when sleeping until you are advised by your orthopaedic surgeon 
that you can remove it. Your surgeon and physical therapist will give you more instructions prior to your discharge 
from the hospital.  
 
 
How Your New Hip is Different  
You may feel some numbness in the skin around your incision. You also may feel some stiffness, particularly with 
excessive bending. These differences often diminish with time and most patients find these are minor compared to 
the pain and limited function they experienced prior to surgery.  
 
our new hip may activate metal detectors required for security in airports and some buildings. Tell the security agent 
about your hip replacement if the alarm is activated. You may ask your orthopaedic surgeon for a card confirming 
that you have an artificial hip.  
 
After surgery, make sure you also do the following:  
 
• Participate in a regular light exercise program to maintain 

proper strength and mobility of your new hip.  
• Take special precautions to avoid falls and injuries. 

Individuals who have undergone hip replacement surgery 
and suffer a fracture may require more surgery.  

• Notify your dentist that you have had a hip replacement. 
You will need to take antibiotics before any dental 
procedure for a minimum of two years after your surgery 
and possibly longer, depending on your past health 
history. Guidelines for the use of antibiotics for your 
surgeon and dentist are available from the AAOS and the 
American Dental Association.  

• See your orthopaedic surgeon periodically for routine 
follow-up examinations and X-rays, even if your hip 
replacement seems to be doing fine.  

 
Your orthopaedic surgeon is a medical doctor with extensive training in the diagnosis and nonsurgical and surgical 
treatment of the musculoskeletal system, including bones, joints, ligaments, tendons, muscles, and nerves.  
 
 
 
This information has been prepared by the American Academy of Orthopaedic Surgeons and is intended to contain current information on the 
subject from recognized authorities. However, it does not represent official policy of the Academy and its text should not be construed as 
excluding other acceptable viewpoints. Persons with questions about a medical condition should consult a physician who is informed about the 
condition and the various modes of treatment available.  
 
January 2006  http://orthoinfo.aaos.org/fact/thr_report.cfm?Thread_ID=504&topcategory=Joint%20Replacement  

http://orthoinfo.aaos.org/fact/thr_report.cfm?Thread_ID=504&topcategory=Joint%20Replacement
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Activities after a Hip Replacement 
 
Description  
After a hip replacement, you may expect your lifestyle after the surgery to be a lot like the way it was before, but 
without the pain. In many ways, you are right, but it will take time. You need to be a partner in the healing process 
to ensure a successful outcome.  
 
You will be able to resume most activities; however, you may have to change how you do them. For example, you 
will have to learn new ways of bending down that keep your new hip safe. The suggestions you find here will help 
you enjoy your new hip while you safely resume your daily routines.  
 
 
Activities in the Hospital  
Hip replacement is major surgery and, for the first few days, you'll want to take it easy. However, it's important that 
you start some activities immediately to deal with the effects of the anesthetic, help the healing and keep blood clots 
from forming in your leg veins. Your doctor and physical and occupational therapists can give you specific 
instructions on wound care, pain control, diet and exercise. Ask how much weight you can put on your affected leg.  
 
Pain management is important in your early recovery. Although pain after surgery is quite variable and not entirely 
predictable, it does need to be controlled with medication. Initially, you may get pain medication through an IV 
(intravenous) tube that you can control to get the amount of medication you need. It is easier to prevent pain than to 
control it and you don't have to worry about becoming addicted to the medication; after a day or two, injections or 
pills will replace the IV.  
 
Besides the pain medication, you will also need antibiotics and blood-thinners to help prevent blood clots from 
forming in the veins of your thigh and calf.  
 
You may lose your appetite and feel nauseous or constipated for a couple of days. These are ordinary reactions. You 
may have a urinary catheter inserted during surgery and be given stool softeners or laxatives to ease the constipation 
caused by the pain medication after surgery. You will be taught to do breathing exercises to keep your chest and 
lungs clear.  
 
A physical therapist will visit you, usually on the day after your surgery, and teach you how to use your new joint. It 
is important that you get up and about as soon as possible after hip replacement surgery. Even in bed, you can 
"pedal" your feet and "pump" your ankles regularly to keep blood flowing in your legs. You may have to wear 
elastic stockings and/or a pneumatic sleeve to help keep blood flowing freely.  
 
 
Discharge  
Your hospital stay may last from 3 to 10 days, until you can perform certain skills you'll need to use at home. If you 
go straight home, you will need help at home for several weeks. If going straight home is too difficult, you may need 
to spend some time at a rehabilitation center.  
 
The following tips can make your homecoming easier.  

• In the kitchen (and in other rooms as well), place items you use frequently within reach so you don't have to 
reach up or bend down.  

• Rearrange furniture so you can get about on a walker or crutches. You may want to change rooms (make 
the living room your bedroom, for example) to stay off the stairs.  

• Get a good chair, one that is firm and has a higher-than-average seat. This type of chair is safer and more 
comfortable than a low, soft-cushioned chair.  
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• Remove any throw rugs or area rugs that could cause you to slip. Securely fasten electrical cords around the 
perimeter of the room.  

• Install a shower chair, grab bar and raised toilet in the bathroom.  
• Use assistive devices such as a long-handled shoehorn, a long-handled sponge and a grabbing tool or 

reacher to avoid bending too far over. Wear a big-pocket shirt or soft shoulder bag for carrying things.  
• Set up a "recovery center" in your home, with a phone, television remote control, radio, facial tissues, 

wastebasket, pitcher and glass, reading materials and medications within easy reach.  
 
 
Activities at Home  

• Keep the skin clean and dry. The dressing applied in the hospital should be changed as necessary. Ask for 
instructions on how to change the dressing if you are not sure.  

• If you have stitches that need to be removed, your surgeon will give you specific instructions about the 
incision and when you can bathe. X-rays will be taken later to ensure that the joint is healing properly.  

• Notify your doctor if the wound appears red or begins to drain.  
• Take your temperature twice daily and notify your doctor if it exceeds 100.5°F.  
• Swelling is normal for the first 3 to 6 months after surgery. Elevate your leg slightly and apply an ice pack 

for 15 to 20 minutes at a time, a few times a day.  
• Calf pain, chest pain and shortness of breath are signs of a possible blood clot. Notify your doctor 

immediately if you notice any of these symptoms.  
 
Medication: Take all medications as directed. You will probably be given a blood thinner to prevent life-threatening 
clots from forming in the veins of your calf and thigh. If a blood clot forms and then breaks free, it could travel to 
your lungs, resulting in a pulmonary embolism, a potentially fatal condition.  
 
Because you have an artificial joint, it is especially important to prevent any bacterial infections from settling in 
your joint implant. You should get a medical alert card and take antibiotics whenever there is the possibility of a 
bacterial infection, such as when you have dental work. Be sure to notify your dentist that you have a joint implant 
and let your doctor know if your dentist schedules an extraction, periodontal work, dental implant or root canal. The 
AAOS and the American Dental Association have prepared guidelines that say when you should get antibiotics to 
prevent joint infection if you must have dental work. You'll find a link to these guidelines at the end of this article.  
 
Diet: By the time you leave the hospital, you should be eating your normal diet. Your physician may recommend 
that you take iron and vitamin supplements. Continue to drink plenty of fluids and avoid excessive intake of vitamin 
K while you are taking the blood-thinner medication. Foods rich in vitamin K include broccoli, cauliflower, Brussels 
sprouts, liver, green beans, garbanzo beans, lentils, soybeans, soybean oil, spinach, kale, lettuce, turnip greens, 
cabbage and onions. Try to limit your intake of coffee and alcohol. You should watch your weight to avoid putting 
more stress on the joint.  
 
Resuming normal activities: Once you get home, you should stay active. The key is not to overdo it! While you 
can expect some good days and some bad days, you should notice a gradual improvement over time. Generally, the 
following guidelines will apply:  
 
Weight bearing: Be sure to discuss weight bearing with your physician and physical therapist. Their 
recommendations will depend on the type of implant and other factors in your situation. Revision hip surgery 
(replacing an artificial joint that fails) may require you to wait a longer time without putting weight on the leg.  

• Uncemented hip replacement: Your surgeon will give you specific instructions about the use of crutches or 
a walker and when you can put weight on the leg. By 8 weeks, you should be weight bearing with only a 
little support. This protects the joint and gives the bone time to grow into the porous coating of the implant.  

• Cemented or hybrid hip replacement: Using a cane or walker, you can put some weight on the leg 
immediately, but should continue to use some support for 4 to 6 weeks to help the muscles recover.  



 
 

 
IHSS Training Academy 25 11/6/12 
Elective:  Medical Implications 
 
The information is presented to inform IHSS social workers about medical conditions.  It is not meant to contradict 
any information the consumer may receive from their personal physician.  All IHSS assessments should be 
individualized and are not diagnosis specific. 

Driving: You can begin driving an automatic shift car in 4 to 8 weeks, provided you are no longer taking narcotic 
pain medication. If you have a stick-shift car and your right hip was replaced, do not begin driving until your doctor 
says you can. The physical therapist will show you how to slide in and out of the car safely. Placing a plastic bag on 
the seat can help.  
 
Sex: Some form of sexual relations can be safely resumed 4 to 6 weeks after surgery. Ask your doctor if you need 
more information.  
 
Sleeping positions: Sleep on your back with your legs slightly apart or on your side with an abduction pillow, a 
regular pillow between your knees or a knee immobilizer at night. Be sure to use the pillow for at least 6 weeks, or 
until your doctor says you can do without it. Sleeping on your stomach should be all right.  
 
Sitting: For at least the first 3 months, sit only in chairs that have arms. Do not sit on low chairs, low stools or 
reclining chairs. Do not cross your legs at the knees. The physical therapist will show you how to sit and stand from 
a chair, keeping your affected leg out in front of you. Get up and move around on a regular basis, at least once every 
hour.  
 
Going up and down stairs: Stair climbing should be limited if possible until healing is far enough along. If you must 
go up stairs:  

• The unaffected leg should step up first.  
• Then bring the affected leg up to the same step.  
• Then bring your crutches or canes up.  

 
To go down stairs, reverse the process.  

• Put your crutches or canes on the lower step.  
• Next, bring the affected leg down to that step.  
• Finally step down with the unaffected leg.  

 
Return to work: Depending on the type of activities you perform, it may be as long as 3 to 6 months before you can 
return to work.  
 
Other activities: Walk as much as you like once your doctor gives you the go-ahead, but remember that walking is 
no substitute for your prescribed exercises. Walking with a pair of trekking poles is helpful and adds as much as 40 
percent to the exercise you get when you walk. Swimming is also recommended; you can begin as soon as the 
sutures have been removed and the wound is healed, approximately 6 to 8 weeks after surgery. Using a pair of 
training fins may make swimming a more enjoyable and effective exercise. Acceptable activities include dancing, 
golfing (with spikeless shoes and a cart) and bicycling (on level surfaces). Avoid activities that involve impact stress 
on the joint such as tennis or badminton, contact sports (football, baseball), squash or racquetball, jumping, or 
jogging. Lifting weights is not a problem, but carrying heavy, awkward objects that cause you to stagger is not wise, 
especially if you must go up and down stairs or slopes. Plan ahead to have a cart, dolly or hand-truck available.  
 
 
 
 
Updated 2009 
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Total Hip Replacement Exercise Guide 
 
Regular exercises to restore your normal hip motion and strength and a gradual return to everyday activities are 
important for your full recovery. Your orthopaedic surgeon and physical therapist may recommend that you exercise 
20 to 30 minutes 2 or 3 times a day during your early recovery. They may suggest some of the following exercises. 
This can help you better understand your exercise and activity program.  
 
 
Early Postoperative Exercises  
These exercises are important for increasing circulation to your legs and feet to prevent blood clots. They also are 
important to strengthen muscles and to improve your hip movement. You may begin these exercises in the recovery 
room shortly after surgery. It may feel uncomfortable at first but these exercises will speed your recovery and reduce 
your postoperative pain. These exercises should be done as you lie on your back with your legs spread slightly apart.  
 

 

Ankle Pumps - Slowly push your foot up and down. Do this exercise 
several times as often as every 5 or 10 Minutes. This exercise can begin 
immediately after surgery and continue until you are fully recovered. 

 

Ankle Rotations - Move your ankle inward toward your other foot and 
then outward away from your other foot. Repeat 5 times in each 
direction 3 or 4times a day. 

 
Repeat the following three exercises 10 times 3 or 4 times a day  
 

 

Bed-Supported Knee Bends - Slide your heel toward your buttocks, 
bending your knee and keeping your heel on the bed. Do not let your knee 
roll inward. 

 

Buttock Contractions - Tighten buttock muscles and hold to a count of 5. 

 

Abduction Exercise - Slide your leg out to the side as far as you can and 
then back. 
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Quad Set - Tighten your thigh muscle. Try to straighten your knee. Hold for 
5 to 10 seconds. Repeat this exercise 10 times during a 10-minute period.  
Continue until your thigh feels fatigued. 

 

Straight Leg Raises - Tighten your thigh muscle with your knee fully 
straightened on the bed. As your thigh muscle tightens, lift your leg several 
inches off the bed. Hold for 5 to 10 seconds. Slowly lower. Repeat until your 
thigh feels fatigued. 
 

 
Standing Exercises - Soon after your surgery, you will be out of bed and able to stand. You will require help since 
you may become dizzy the first several times you stand. As you regain your strength, you will be able to stand 
independently. While doing these standing exercises, make sure you are holding on to a firm surface such as a bar 
attached to your bed or a wall.  
 
Repeat the following exercises 10 times 3 or 4 times a day  

 
Standing Knee Raises - Lift your operated leg toward your chest. Do not lift your knee higher than 
your waist. Hold for 2 or 3 counts and put your leg down. 
  
Standing Hip Abduction - Be sure your hip, knee and foot are pointing straight 
forward. Keep your body straight. With your knee straight, lift your leg out to the side. 
Slowly lower your leg so your foot is back on the floor. 
 
Standing Hip Extensions - Lift your operated leg backward slowly. Try 

to keep your back straight.  Hold for 2 or 3 counts. Return your foot to the floor. 
 
 
 
Walking and Early Activity  
Soon after surgery, you will begin to walk short distances in your hospital room and perform light everyday 
activities. This early activity helps your recovery by helping your hip muscles regain strength and movement.  
 
Walking with Walker - Full Weight Bearing - Stand comfortably and erect with your weight evenly balanced on 
your walker or crutches. Move your walker or crutches forward a short distance. Then move forward, lifting your 
operated leg so that the heel of your foot will touch the floor first. As you move, your knee and ankle will bend and 
your entire foot will rest evenly on the floor. As you complete the step allow your toe to lift off the floor. Move the 
walker again and your knee and hip will again reach forward for your next step. Remember, touch your heel first, 
then flatten your foot, then lift your toes off the floor. Try to walk as smoothly as you can. Don’t hurry. As your 
muscle strength and endurance improve, you may spend more time walking. Gradually, you will put more and more 
weight on your leg.  
 
Walking with Cane or Crutch - A walker is often used for the first several weeks to help your balance and to avoid 
falls. A cane or a crutch is then used for several more weeks until your full strength and balance skills have returned. 
Use the cane or crutch in the hand opposite the operated hip. You are ready to use a cane or single crutch when you 
can stand and balance without your walker, when your weight is placed fully on both feet, and when you are no 
longer leaning on your hands while using your walker.  
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Stair Climbing and Descending - The ability to go up and down stairs 
requires both flexibility and strength. At first, you will need a handrail for 
support and you will only be able to go one step at a time. Always lead up 
the stairs with your good leg and down the stairs with your operated leg. 
Remember "up with the good" and "down with the bad." You may want to 
have someone help you until you have regained most of your strength and 
mobility. Stair climbing is an excellent strengthening and endurance 
activity. Do not try to climb steps higher than those of the standard height  
Of seven inches and always use the handrail for balance. 

 

Advanced Exercises and Activities  
A full recovery will take many months. The pain from your problem hip before your surgery and the pain and 
swelling after surgery have weakened your hip muscles. The following exercises and activities will help your hip 
muscles recover fully. These exercises should be done in 10 repetitions four times a day with one end of the tubing 
around the ankle of your operated leg and the opposite end of the tubing attached to a stationary object such as a 
locked door or heavy furniture. Hold on to a chair or bar for balance.  
 
Elastic Tube Exercises  
Resistive Hip Flexion - Stand with your feet slightly apart. Bring your operated leg forward keeping 
the knee straight. Allow your leg to return to its previous position. 
 
Resistive Hip Abduction -Stand sideways from the door and extend your operated leg out to the 
side. Allow your leg to return to its previous position. 

 
Resistive Hip Extensions - Face the door or heavy object to which the tubing is 
attached and pull your leg straight back. Allow your leg to return to its previous 
position. 
 
Exercycling - Exercycling is an excellent activity to help you regain muscle strength and hip 
mobility. Adjust the seat height so that the bottom of your foot just touches the pedal with your knee 
almost straight. Pedal backwards at first. Pedal forward only after comfortable cycling motion is 

possible backwards. As you become stronger (at about 4 to 6 weeks) slowly increase the tension on the exercycle. 
Exercycle forward 10 to 15 minutes twice a day, gradually building up to 20 to 30 minutes 3 to 4 times a week.  
 
Walking - Take a cane with you until you have regained your balance skills. In the beginning, walk 5 or 10 minutes 
3 or 4 times a day. As your strength and endurance improves, you can walk for 20 or 30 minutes 2 or 3 times a day. 
Once you have fully recovered, regular walks, 20 or 30 minutes 3 or 4 times a week, will help maintain your 
strength.  
 
 
 
 
Updated 2007 
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Do's and Don'ts of Hip Replacement Post-op 
 
Some of the most common precautions: 
• Don't cross your legs at the knees for at least 8 weeks.  
 

• Don't bring your knee up higher than your hip.  
 

• Don't lean forward while sitting or as you sit down.  
 

• Don't try to pick up something on the floor while you are sitting.  
 

• Don't turn your feet excessively inward or outward when you bend down.  
 

• Do keep the leg facing forward.  
 

• Do keep the affected leg in front as you sit or stand.  
 

• Don't reach down to pull up blankets when lying in bed.  
 

• Don't bend at the waist beyond 90 degrees.  
 

• Don't stand pigeon-toed.  
 

• Do use a high kitchen or bar stool in the kitchen.  
 

• Don't kneel on the knee on the unoperated leg (the good side).  
 

• Do kneel on the knee on the operated leg (the bad side).  
 

• Don't use pain as a guide for what you may or may not do.  
 

• Do use ice to reduce pain and swelling, but remember that ice will diminish 
sensation. Don't apply ice directly to the skin; use an ice pack or wrap it in a 
damp towel.  

 

• Do apply heat before exercising to assist with range of motion. Use a heating 
pad or hot, damp towel for 15 to 20 minutes.  

 

• Do cut back on your exercises if your muscles begin to ache, but don't stop 
doing them!   



































 
 

 
IHSS Training Academy 1 11/6/12 
Elective:  Medical Implications 
 
The information is presented to inform IHSS social workers about medical conditions.  It is not meant to contradict 
any information the consumer may receive from their personal physician.  All IHSS assessments should be 
individualized and are not diagnosis specific. 

Systemic Lupus Erythematosus (Lupus) 
 
What is Lupus? 
Lupus is one of many disorders of the immune system known as autoimmune diseases. In autoimmune diseases, 
the immune system turns against parts of the body it is designed to protect. This leads to inflammation and damage 
to various body tissues. 
 
At present, there is no cure for lupus. However, lupus can be effectively treated with drugs, and most people with 
the disease can lead active, healthy lives. Lupus is characterized by periods of illness, called flares, and periods of 
wellness, or remission. Understanding how to prevent flares and how to treat them when they do occur helps people 
with lupus maintain better health. Intense research is underway, and scientists funded by the NIH are continuing to 
make great strides in understanding the disease, which may ultimately lead to a cure. 
 
This can damage many parts of the body such as the:  

 Joints  
 Skin  
 Kidneys  
 Heart  
 Lungs  
 Blood vessels  
 Brain 

 
Although people with the disease may have many different symptoms, some of the most common ones include 
extreme fatigue, painful or swollen joints (arthritis), unexplained fever, skin rashes, and kidney problems. 
 
There are many kinds of lupus:  

 Systemic lupus erythematosus, the most common type affects many parts of the body. The word 
“systemic” means the disease can affect many parts of the body. The symptoms of SLE may be mild or 
serious. Although SLE usually first affects people between the ages of 15 and 45 years, it can occur in 
childhood or later in life as well. 

 Discoid lupus erythematosus – a chronic skin disorder in which a red, raised rash appears on the face, 
scalp, or elsewhere. The raised areas may become thick and scaly and may cause scarring. The rash may 
last for days or years and may recur. A small percentage of people with discoid lupus have or develop SLE 
later. 

 Subacute cutaneous lupus erythematosus – causes skin lesions that appear on parts of the body exposed 
to sun. The lesions do not cause scarring. 

 Drug-induced lupus – can be caused by medications. 
 Neonatal lupus – a rare type of lupus that affects newborns. 

 
 
Who Gets Lupus? 
Anyone can get lupus, but it most often affects women. Lupus is also more common in women of African American, 
Hispanic, Asian, and Native American descent than in Caucasian women. 
 
 
What Causes Lupus? 
Lupus is a complex disease, and its cause is unknown. It is likely that a combination of genetic, environmental, and 
possibly hormonal factors work together to cause the disease. The fact that lupus can run in families indicates that its 
development has a genetic basis. 
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What are the Symptoms of Lupus? 
Symptoms of lupus vary, but some of the most common symptoms of lupus are:  

 Pain or swelling in joints  
 Muscle pain  
 Fever with no known cause  
 Red rashes, most often on the face  
 Chest pain when taking a deep breath  
 Hair loss  
 Pale or purple fingers or toes  
 Sensitivity to the sun  
 Swelling in legs or around eyes  
 Mouth ulcers  
 Swollen glands  
 Feeling very tired 

 
Less common symptoms include:  

 Anemia (a decrease in red blood cells)  
 Headaches  
 Dizzy spells  
 Feeling sad  
 Confusion  
 Seizures 

 
Symptoms may come and go. The times when a person is having symptoms are called flares, which can range from 
mild to severe. New symptoms may appear at any time. 
 
In some people with lupus, only one system of the body, such as the skin or joints, is affected. Other people 
experience symptoms in many parts of their body. Just how seriously a body system is affected varies from person 
to person. The following systems in the body also can be affected by lupus. 

 Kidneys: Inflammation of the kidneys (nephritis) can impair their ability to get rid of waste products and 
other toxins from the body effectively. There is usually no pain associated with kidney involvement, 
although some patients may notice swelling in their ankles. Most often, the only indication of kidney 
disease is an abnormal urine or blood test. Because the kidneys are so important to overall health, lupus 
affecting the kidneys generally requires intensive drug treatment to prevent permanent damage.  

 Lungs: Some people with lupus develop pleuritis, an inflammation of the lining of the chest cavity that 
causes chest pain, particularly with breathing. Patients with lupus also may get pneumonia.  

 Central nervous system: In some patients, lupus affects the brain or central nervous system. This can 
cause headaches, dizziness, memory disturbances, vision problems, seizures, stroke, or changes in 
behavior.  

 Blood vessels: Blood vessels may become inflamed (vasculitis), affecting the way blood circulates through 
the body. The inflammation may be mild and may not require treatment or may be severe and require 
immediate attention.  

 Blood: People with lupus may develop anemia, leukopenia (a decreased number of white blood cells), or 
thrombocytopenia (a decrease in the number of platelets in the blood, which assist in clotting). Some 
people with lupus may have an increased risk for blood clots.  

 Heart: In some people with lupus, inflammation can occur in the heart itself (myocarditis and endocarditis) 
or the membrane that surrounds it (pericarditis), causing chest pains or other symptoms. Lupus can also 
increase the risk of atherosclerosis (hardening of the arteries).  
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How is Lupus Diagnosed? 
Diagnosing lupus can be difficult. It may take months or even years for doctors to piece together the symptoms to 
diagnose this complex disease accurately. No single test can determine whether a person has lupus. The doctor may 
use many tools to make a diagnosis: 

 Medical history  
 Complete exam  
 Blood tests - The most useful tests identify certain autoantibodies often present in the blood of people with 

lupus 
 Skin biopsy (looking at skin samples under a microscope) 
 Kidney biopsy (looking at tissue from the kidney under a microscope) 
 
 

How is Lupus Treated? 
There are many specialists who will be involved in treatment of the symptoms of lupus.  
 
The health care team may include:  

 A family doctor  
 Rheumatologists – doctors who treat arthritis and other diseases that cause swelling in the joints  
 Clinical immunologists – doctors who treat immune system disorders  
 Nephrologists – doctors who treat kidney disease  
 Hematologists – doctors who treat blood disorders  
 Dermatologists – doctors who treat skin diseases  
 Neurologists – doctors who treat problems with the nervous system  
 Nurses  
 Psychologists  
 Social workers 

 
The range and effectiveness of treatments for lupus have increased dramatically, giving doctors more choices in how 
to manage the disease. It is important for the patient to work closely with the doctor and take an active role in 
managing the disease. Once lupus has been diagnosed, the doctor will develop a treatment plan based on the 
patient’s age, sex, health, symptoms, and lifestyle. Treatment plans are tailored to the individual’s needs and may 
change over time. The patient should report new symptoms to the doctor right away so that treatment can be 
changed if needed. 
 
The goals of the treatment plan are to:  

 Prevent flares  
 Treat flares when they occur  
 Reduce organ damage and other problems 

 
Treatments may include medications to:  

 Reduce swelling and pain  
 Prevent or reduce flares  
 Calm the immune system  
 Reduce or prevent damage to joints 

 
Nonsteroidal anti-inflammatory drugs (NSAIDs): 

 Drugs that decrease inflammation. 
 For people with joint or chest pain or fever. 
 May be used alone or in combination with other types of drugs to control pain, swelling, and fever. 
 Common side effects of NSAIDs can include stomach upset, heartburn, diarrhea, and fluid retention. Some 

people with lupus also develop liver, kidney, or even neurological complications, making it especially 
important to stay in close contact with the doctor while taking these medications. 
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Antimalarials: 
 It may be used alone or in combination with other drugs and generally is used to treat fatigue, joint pain, 

skin rashes, and inflammation of the lungs.  
 Clinical studies have found that continuous treatment with antimalarials may prevent flares from recurring.  
 A common antimalarial used to treat lupus is hydroxychloroquine (Plaquenil)*.  
 Side effects of antimalarials can include stomach upset and, extremely rarely, damage to the retina of the 

eye. 
 Antimalarials are another type of drug commonly used to treat lupus.  

 
Corticosteroids: 

 The mainstay of lupus. 
 Are related to cortisol which is a natural anti-inflammatory hormone. They work by rapidly suppressing 

inflammation.  
 Commonly used drugs: prednisone (Deltasone), hydrocortisone, methylprednisolone (Medrol), and 

dexamethasone (Decadron, Hexadrol).  
 Can be given by mouth, in creams applied to the skin, or by injection.  
 Because they are potent drugs, the doctor will seek the lowest dose with the greatest benefit.  
 Short-term side effects include swelling, increased appetite, and weight gain. These side effects generally 

stop when the drug is stopped.  
 It is dangerous to stop taking corticosteroids suddenly, so it is very important that the doctor and patient 

work together in changing the corticosteroid dose.  
 Long-term side effects of corticosteroids can include stretch marks on the skin, weakened or damaged 

bones (osteoporosis and osteonecrosis), high blood pressure, damage to the arteries, high blood sugar 
(diabetes), infections, and cataracts. Typically, the higher the dose and the longer they are taken, the greater 
the risk and severity of side effects.  

 
Immunosuppressives: 

 Restrain the overactive immune system by blocking the production of immune cells. 
 Used with patients whose kidneys or central nervous systems are affected by lupus. 
 Commonly used drugs: cyclophosphamide (Cytoxan) and mycophenolate mofetil (CellCept).  
 May be given by mouth or by IV infusion. 
 Side effects may include nausea, vomiting, hair loss, bladder problems, decreased fertility, and increased 

risk of cancer and infection. The risk for side effects increases with the length of treatment.  
As with other treatments for lupus, there is a risk of relapse after the immunosuppressives have been 
stopped. 

 
BLyS-specific inhibitors:  

• Belimumab (Benlysta), a B-lymphocyte stimulator (BLyS) protein inhibitor, was approved by the U.S. 
Food and Drug Administration (FDA) in March 2011 for patients with lupus who are receiving other 
standard therapies, including those listed above. Given by IV infusion, it may reduce the number of 
abnormal B cells thought to be a problem in lupus. The most common side effects include nausea, diarrhea, 
and fever. Patients may also experience reactions at the infusion site, for which antihistamines can be given 
in advance. Less commonly, serious infections may result.  

• In studies conducted so far, African American patients and patients of African heritage did not appear to 
respond to belimumab. An additional study of this patient population will be conducted to further evaluate 
belimumab in this subgroup of lupus patients. However, this difference in response to a treatment may be 
another indicator of the various ways that the disease affects different patients. 
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Methotrexate: 
 Not as commonly used. 
 Disease-modifying antirheumatic drug. 
 Commonly used drugs: Folex, Mexate, Rheumatrex. 
 Treatments may cause harmful side effects, it is important to report any new symptoms to the doctor 

promptly. 
 
Alternative treatments are those that are not part of standard treatment. No research shows that this kind of 
treatment works for people with lupus. The patient should talk to their doctor about alternative treatments. 
 
 
What Can I Do? 
It is vital that the patient take an active role in their treatment. One key to living with lupus is to know about the 
disease and its impact. Being able to spot the warning signs of a flare can help prevent the flare or make the 
symptoms less severe.  
 
Many people with lupus have certain symptoms just before a flare, such as:  

 Feeling more tired  
 Pain  
 Rash  
 Fever  
 Stomach ache  
 Headache  
 Dizziness 

 
The patient should see the doctor often, even when symptoms are not severe. These visits will help:  

 Look for changes in symptoms  
 Predict and prevent flares  
 Change the treatment plan as needed  
 Detect side effects of treatment 

 
 
Patient Tips for Working with their Doctor(s) 
Seek a health care provider who is familiar with SLE and who will listen to and address concerns.  

 Provide complete, accurate medical information. 
 Make a list of questions and concerns in advance.  
 Be honest and share their point of view with the health care provider.  
 Ask for clarification or further explanation if needed.  
 Talk to other members of the health care team, such as nurses, therapists, or pharmacists.  
 Do not hesitate to discuss sensitive subjects (for example, birth control, intimacy). 
 Discuss any treatment changes with before making them.  

 
It is also important to find ways to cope with the stress of having lupus. 

 Exercising 
 Finding ways to relax may make it easier to cope.  
 Good support system can also help. A support system may include family, friends, community groups, or 

doctors. 
 Support groups to be very useful. Besides providing support, taking part in a support group can make the 

patient feel better about himself and help keep a good outlook. 
 



 
 

 
IHSS Training Academy 6 11/6/12 
Elective:  Medical Implications 
 
The information is presented to inform IHSS social workers about medical conditions.  It is not meant to contradict 
any information the consumer may receive from their personal physician.  All IHSS assessments should be 
individualized and are not diagnosis specific. 

Learning more about lupus is very important. Studies have shown that patients who are informed and involved in 
their own care:  

 Have less pain. 
 Make fewer visits to the doctor. 
 Feel better about themselves. 
 Remain more active.  

 
 
What Do Pregnant Women with Lupus Need to Know? 
Although a lupus pregnancy is considered high risk, most women with lupus carry their babies safely to the end of 
their pregnancy. Women with lupus have a higher rate of miscarriage and premature births compared with the 
general population. In addition, women who have antiphospholipid antibodies are at a greater risk of miscarriage in 
the second trimester because of their increased risk of blood clotting in the placenta.  
 
 
What are Researchers Trying to Learn about Lupus? 
Lupus is the focus of intense research. Studies are looking at:  

 The genes that play a role in lupus and in the immune system  
 Ways to change the immune system in people with lupus  
 Lupus in ethnic groups  
 Things in the environment that may cause lupus  
 The role of hormones in lupus  
 Birth control pills and hormone therapy in women with lupus  
 Heart disease in people with lupus  
 Drugs that lower cholesterol in children with lupus  
 The causes of nervous system damage in people with lupus  
 Treatments for lupus 

 
 
 
 
Adapted  (10/2012) from NIH Publication No. 03-4178(August 2011) from U.S. Department of Health and Human Services, Public Health 
Service, National Institutes of Health, National Institute of Arthritis and Musculoskeletal and Skin Diseaseshttp://www.niams.nih.gov. 

http://www.niams.nih.gov/
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Osteoporosis 
 
What is Osteoporosis?  
Osteoporosis (oss-tee-oh-puh-ro-sis) is a disease marked by reduced bone strength leading to an increased risk of 
fractures, or broken bones. Bone strength has two main features:  

• bone mass (amount of bone) and  
• bone quality.  

 
Osteoporosis is the major underlying cause of fractures in postmenopausal women and the elderly. Fractures occur 
most often in bones of the hip, spine, and wrist, but any bone can be affected. Some fractures can be permanently 
disabling, especially when they occur in the hip. 
 
Osteoporosis is often called a “silent disease” because it usually progresses without any symptoms until a fracture 
occurs or one or more vertebrae (bones in the spine) collapse. Collapsed vertebrae may first be felt or seen when a 
person develops severe back pain, loss of height, or spine malformations such as a stooped or hunched posture. 
Bones affected by osteoporosis may become so fragile that fractures occur spontaneously or as the result of minor 
bumps, falls, or normal stresses and strains such as bending, lifting, or even coughing. 
 
 
What Bones Does Osteoporosis Affect?  
Osteoporosis can happen to any bones, but is most common in the hip, wrist, and in the spine, also called the 
vertebrae (ver-tuh-bray). Vertebrae are important because these bones support the body to stand and sit upright. See 
the picture below. 

 

Osteoporosis in the vertebrae can cause serious problems for women. 
A fracture in this area occurs from day-to-day activities like climbing 
stairs, lifting objects, or bending forward 

• Sloping shoulders  
• Curve in the back  
• Height loss  
• Back pain  
• Hunched posture  
• Protruding abdomen  

 
 
Risk Factors for Getting Osteoporosis 
Things that can increase someone’s chances of developing osteoporosis include:  

• being female  
• small, thin body (under 127 pounds)  
• family history of osteoporosis  
• being postmenopausal or of an advanced age  
• Caucasian or Asian race, but African American and Hispanic women are also at significant risk for 

developing the disease  
• abnormal absence of menstrual periods or having an eating disorder, such as anorexia nervosa or bulimia 

that can cause menstrual periods to stop before menopause, and loss of bone tissue from too much exercise  
• low testosterone levels in men  
• a diet low in dairy products or other sources of calcium and vitamin D  
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• inactive lifestyle  
• long-term use of glucocorticoids (medicines prescribed for many diseases, including arthritis, asthma, and 

lupus) anti-seizure medications; gonadotropin releasing hormone for treatment of endometriosis; 
aluminum-containing antacids; certain cancer treatments; and excessive thyroid hormone  

• cigarette smoking and drinking too much alcohol  
 
 
How is Osteoporosis Diagnosed? 
A bone mineral density test (called a DXA) is the best way to check bone health. This test can: 

• Diagnose osteoporosis  
• Check bone strength  
• See if treatments are making the bones stronger.  

 
People age 65 and older, should get a bone density test.  
 
Women between ages 60 and 64, who weighs less than 154 pounds, and doesn’t take estrogen, should get a bone 
density test. Don’t wait until age 65.  
 
 
Prevention 
The best way to prevent weak bones is easy – start by building strong ones.  No matter how old, it is never too late 
to start! Building strong bones during childhood and adolescence is the best defense against getting osteoporosis 
later. Building strong bones at a young age will lessen the effects of the natural bone loss that starts around age 30. 
As a person gets older, their bones don’t make new bone quickly enough to keep up with the bone loss. And after 
menopause, bone loss increases more quickly. But there are steps that can be taken to stop bones from becoming 
weak and brittle. 
 
1. Get enough calcium each day.  
Bones are made of calcium. The best way to prevent osteoporosis is to get enough calcium in the diet.  A person 
needs enough calcium each day for strong bones throughout life. Calcium comes from foods and/or calcium pills, 
which can be bought at the drug store.  
 
Daily Calcium Needs 

Ages Milligrams per day  

9-18 1300 

19-50 1000 

51 and older 1200 
 
Some foods to help get the needed calcium are listed below. Check the food labels for more information.  

Food Portion Milligrams Percent* 

Plain, fat free (or low fat) yogurt 1 cup  450 45 

American cheese 2 ounces  348 35 

Milk (fat free or low fat) 1 cup 300 30 

Orange juice with added calcium 1 cup  300 30 

Broccoli, cooked or fresh 1 cup  90 10 
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*% Daily Value tells how much of the recommended daily amount of that nutrient is in that portion of food – these 
% reflect need for those of age 19-50.  
 
2. Get enough vitamin D each day.  
It is also important to get enough vitamin D, which helps the body take in calcium.  Vitamin D comes through 
sunlight and foods like milk. 10-15 minutes of sunlight to the hands, arms, and face, two to three times a week is 
needed to get enough vitamin D. The amount of time depends on how sensitive the skin is to light, use of sunscreen, 
skin color, and pollution. Vitamin D can also be obtained by eating foods or in vitamin pills. It’s measured in 
international units (IU).  
 
Here’s how much vitamin D needed each day.  

Ages IU per day 

19-50 200 

51-70 400 

71 and older  600 
 
Here are some foods to help get needed vitamin D. Check the food labels for more information.  

Food Portion IU Percent 

Salmon, cooked 3 1/2 oz 360 90 

Milk, nonfat, reduced fat, & whole, vitamin D fortified  1 cup  98 25 

Egg (vitamin D is in the yolk) 1 whole  25 6 

Pudding (made from mix & vitamin D fortified milk) 1/2 cup  50 10 
 
White milk is a good source of vitamin D, most yogurts are not.  
 
3. Eat a healthy diet.  
Other nutrients, like vitamin A, vitamin C, magnesium, and zinc, as well as protein, help build strong bones too. 
Milk provides many of these nutrients. But these nutrients can be obtained by eating a healthy diet, including foods 
that have these nutrients. Some examples are lean meat, fish, green leafy vegetables, and oranges. 
 
4. Get moving. 
Being active really helps the bones by:  

• slowing bone loss  
• improving muscle strength  
• helping balance  

Do weight-bearing physical activity, which is any activity in which the body works against gravity. There are many 
activities that will help: walk, dance, run, climb stairs, garden, do yoga or tai chi, jog, hike, play tennis, or lift 
weights – it all helps!  
 
5. Don’t smoke.  
Smoking raises a risk of getting osteoporosis. It damages the bones and lowers the amount of estrogen in a woman’s 
body. Estrogen can help slow bone loss. 
 
6. Drink alcohol moderately.  
Do not drink more than one alcoholic drink per day. Alcohol can make it harder for the body to use ingested 
calcuim.  
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7. Make the home safe. 
Reduce the chances of falling by making the home safer. For example, use a rubber bath mat in the shower or tub. 
Keep floors free from clutter. Remove throw rugs that cause tripping. Make sure there are grab bars in the bath or 
shower. Fall prevention is a primary consideration. 
 
8. Consider taking medicines to prevent or treat bone loss. 
Talk with the doctor or nurse about the risks and benefits of medicines for bone loss.  
 
These drugs are approved for the treatment or prevention of osteoporosis:  

Alendronate 
(Fosamax®) 

• belongs to a class of drugs called biophosphonates and is approved for both prevention 
and treatment of osteoporosis. 

• used to treat bone loss from the long-term use of osteoporosis-causing medications and is 
used for osteoporosis in men  

Risedronate 
(Actonel®) 

• also is a bisphosphonate 

Calcitonin 
(Miacalcin®) 

• naturally occurring hormone involved in calcium regulation and bone metabolism  
• can be injected or taken as a nasal spray  
• slows bone loss and increases spinal bone density 

Raloxifene 
(Evista®) 

• a selective estrogen receptor modulator (SERM) that has many estrogen-like properties 
• approved for prevention and treatment of osteoporosis and can prevent bone loss at the 

spine, hip, and other areas of the body 
Estrogen 
therapy (ET), 
or Hormone 
Therapy (HT) 

• which have been used to treat the symptoms of menopause, also are used to prevent bone 
loss  

• might not be a good option for many women 

Parathyroid 
Hormone or 
Teriparatide 
(Fortéo®) 

• approved for the treatment of osteoporosis in postmenopausal women and men who are 
at high risk for a fracture  

• It helps new bone to form and increases bone density  
• Can be given as a daily injection for up to 24 months 

 
 
How Can the Lactose Intolerant Patient Get Enough Calcium?  
For the lactose intolerant, it can be hard to get enough calcium. Lactose intolerance means the body is not able to 
easily digest foods that contain lactose, or the sugar that is found in dairy products like milk. Gas, bloating, stomach 
cramps, diarrhea, and nausea are common symptoms. It can start at any age but often begins as people age. 
 
Things to do: 

• Eat Lactose-reduced and lactose-free products sold in food stores including milk, cheese, and ice cream 
• Take special pills or liquids before eating to help digest dairy foods  
• Eat foods that have calcium added (fortified), like some cereals and orange juice 
• Think about taking calcium pills 

 
 
Osteoporosis and Quality of Life 
Aside from its effects on the bones, osteoporosis can change life in many other ways. Osteoporosis affects each 
person differently and to different degrees. For example, people with a single fracture and people who have had 
multiple fractures do not face the same challenges. The particular site of a fracture (hip, spine, etc.) may also 
influence a person’s life in different ways. The effects of osteoporosis on quality of life can include: 

• Anxiety and depression  
• Reduced self-image  
• Limitations in the ability to work and enjoy leisure activities  
• Acute or chronic pain  
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• Difficulties in performing the activities of daily life  
• Loss of independence  
• Changes in relationships with family and friends.  

 
 

Men and Osteoporosis  
Before the 1990s, we used to think only women got osteoporosis. Now we know that men also have to worry about 
weak bones. In fact, one in four men over age 50 will suffer a fracture caused by osteoporosis. But four fifths of 
Americans over the age of 50 who have osteoporosis are women. They are more likely than men to develop 
osteoporosis because of the loss of estrogen at menopause. Estrogen blocks or slows down bone loss.  
 

Recommended Calcium and Vitamin D Intakes3 

Age Calcium 
(milligrams) 

Vitamin D 
(International Units) 

Infants: 

Birth–6 months 210 200 

6 months–1 year 270 200 

Children/Young Adults: 

1–3 years 500 200 

4–8 years 800 200 

9–18 years 1,300 200 

Adult Women and Men: 

9–18 years 1,000 200 

51–70 years 1,200 400 

Over 70 years 1,200 600 

Pregnant or Nursing Women: Note that the recommended levels for women 19-50 years are the same as 
those for women of the same age who are not pregnant or nursing: there are no different recommendations 
for pregnancy or breastfeeding. Women under 18 should follow the age guidelines. 

18 years or younger 1,300 200 

19–50 years 1,000 200 

 
  3 Food and Nutrition Board, Institute of Medicine, National Academy of Sciences, 1997 

 
 
 
Adapted (10/2012) from what is osteoporosis, http://www.4woman.gov/faq/osteopor.htm  Updated: August 2011 and NIH Pub. No. 07-5158, the 
National Institute of Arthritis and Musculoskeletal and Skin Diseases (NIAMS), a part of the Department of Health and Human Services’ 
National Institutes of Health (NIH) www.niams.nih.gov/bone 

http://www.4woman.gov/faq/osteopor.htm
http://www.niams.nih.gov/bone
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