








E. Clinical Impression and Factors to Consider Prior to Treatment and Management (Refer to
Appendix C: Alternate Diagnosis and Overall Assessment.)

e Rule out alternate diagnosis
If the diagnosis is unclear, a Rheumatology assessment can assist with
o Ruling out non-OA conditions or arthritic mimics
o Diagnostic arthrocentesis
Severity of condition (pain and function)
Impact on independence in society
Patient goals, expectations, preferences, past treatments
Self-management needs/modifiable factors (e.g. assistance with weight management strategies,
education about pain management, exercise, etc.)
e Psychosocial issues such as: pain amplification, depression, cognition, adherence to treatment,
social support

Consider the four pillars of treatment: patient education, rehabilitation,
medications and referrals (surgical and non-surgical)

Treatment of OA as a chronic disease is most effective using a multidisciplinary approach and multi-
modal treatments. An OA Follow-Up Patient Assessment Form is available in Appendix E.

Step 1: Patient Education

e Explain the nature of OA as a chronic disease process. Refer patient to education and treatment
resources including:

The Arthritis Society (toll free Arthritis Answers Line 1800 321-1433 or

(Web site: www.arthritis.ca)

Arthritis Resource Guide for BC (Web site www.argbc.ca)

OASIS, Vancouver Coastal Health OsteoArthritis Service Integration System
(Web site: www.vch.ca/oasis)

Arthritis Consumer Experts (Web site www.arthritisconsumerexperts.org)
CAPA, Canadian Arthritis Patient Alliance (Web site www.arthritis.ca/capa)

° EmphaS|ze the importance of appropriate exercise, joint protection, strengthening of muscles
supporting the joint with activity modification.

e Emphasize the importance of developing skills to self-manage the condition (refer to attached A
Guide for People Living with Osteoarthritis and patient resources). Also, consider a prescription
for exercise which specifies the number of minutes per week for each of the following exercises:
walking, range of motion, strengthening and, if available, aquatic exercises. Ask the person to keep
an exercise diary.

e Address specific issues e.g. social and financial support, nutrition and weight management
programs, pain and stress management. Refer to Overweight, Obesity and Physical Inactivity
guideline at www.BCGuidelines.ca

e Awareness of private and community programs e.g. The Arthritis Society (toll free Arthritis Answers
Line 1-800-321-1433 or web site www.arthritis.ca) or The Arthritis Resource Guide for BC (Web
site www.argbc.ca)

Step 2: Rehabilitation

e Therapeutic exercise (range of motion, strengthening and aerobic activity).

e Generally, a sign that the patient has done too much exercise is increased pain in the joint lasting
longer than 2 hours after exercise.

e Refer to physiotherapy for assessment and specific exercise recommendations if needed

e Recommend supportive footwear with shock absorption such as high-quality, well-fitted shoes and
add orthotics if needed.
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e One of the most cost-effective treatments for OA of the hip and knee is a cane of appropriate
height used in the hand of the opposite side.

e Assistive devices include splints, gait or mobility aids, braces, home and work adaptations.
Consider referral to Occupational Therapist, Podiatrists, Orthotists, etc. as needed and available.

e Posture and positioning recommendations for daytime or sleep.

Step 3: Medications (See Osteoarthritis (OA) Medications Table enclosure for more details)

e Provide education on role of medications (options, risk factors, side effects, complications, cost)

e Begin with monotherapy prn and add/substitute medications depending on response and side
effects

MILD OR MODERATE SYMPTOMS

® Acetaminophen up to 4 grams per day is the first line ® Topicals (capsaicin or NSAIDs).
medication. Consider lowering dose where there is liver ® Glucosamine, MSM and chondroitin sulfate are not
disease, alcohol abuse, and for the elderly. recommended due to questionable evidence of treatment
* NSAIDs/Cox-2 inhibitors. Match adverse effects with patient benefit.*
history. Avoid long term daily NSAID use. ® Consider risks and benefits of gastroprotection. Refer to note
® Joint aspiration and/or hyaluronic acid injections. on Gl issues with oral NSAIDs below.*5
SEVERE SYMPTOMS
¢ Evidence of progressive bone loss ® Evidence of increasing acetabular protrusion or femoral head
¢ Advanced loss of joint space in association with moderate to collapse in the hip
severe pain

Note: Gastrointestinal Issues with oral NSAIDS

e There is no evidence that NSAIDs alter the natural course of arthritis. The patient should be made
aware that NSAIDs represent symptomatic therapy, and that the therapy is associated with some
risks.®

e Review risk factors in Appendix B: History (long term use, older age, poor health, past history
of ulcers or bleeding disorders, and more than 3 alcoholic drinks per day. Consider current
medications (anticoagulants, other NSAIDs and oral steroids).*°

e (Choose an NSAID appropriate to the patient based on cardiovascular risk factors. Note that
COX-2 inhibitors also carry a Gl risk.

e When an NSAID is essential for control of symptoms, prescribe the safest NSAID in the lowest
effective dose for the shortest period of time.”

e Gastroprotection does not eliminate risk of ulcers, particularly for patients with high Gl risk.®
Gastroprotection will likely reduce symptoms of dyspepsia.

e When there are risk factors, prescribe NSAIDs only for short term use along with gastroprotection:
misoprostol, double dose H2 blockers and PPI have been shown to reduce the incidence of Gl
events.®

e Inform patient that Gl bleeds can occur with or without warning symptoms. Patients should be
informed to stop taking the medications and be reassessed if they have the following symptoms:
stomach pain, heartburn, blood in vomit or stools.

e |f the patient is experiencing Gl problems, refer to guideline: Dyspepsia — Clinical Approach to
Adult Patients available at www.BCGuidelines.ca

e Avoid long-term daily NSAID therapy.’
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Note: Cardiovascular risk and NSAIDS

“Health Canada acknowledges the panel’s view that, as a group, selective COX-2 inhibitors are
associated with an increased risk of cardiovascular events, a risk that is similar to those associated
with most NSAIDs [“The cardiovascular safety concerns associated with the traditional NSAIDs
are not extended to aspirin”®]. The panel noted that this risk is present for all patients taking anti-
inflammatory agents and that it increases with longer-term use and when other risk factors, such as

cardiovascular disease, are present.”®

Step 4: Referrals (Surgical and Non-Surgical)

Note urgency on referral: mild, moderate or severe

Indications for Non-Surgical Referral:

e Refer to Rheumatology or appropriate Internal Medicine specialist for: red flag conditions
(alternative diagnosis), unexpected/unusual disease progression or complications.

e Refer to PT or OT for: education on self-management or on the disease process; specific
exercises for range of motion, strengthening, or joint protection; gait training; knee bracing; pain
management education and techniques; mobility aids; and education for dealing with functional

difficulties (home, work or leisure).

e Refer to Dietitian for education on weight management.
If the patient has significant disease progression but is not a surgical candidate, for example
because of significant co-morbidities, consider referral to OT for assistance with activities of daily

living (ADLs).

Indications for Surgical Referral

The indications for arthroscopic knee surgery in patients with OA are similar to patients without arthritis.
Arthroscopic debridement has not been shown to have any significant benefit for OA of undiscriminated

cause. 1011

FAILURE OF A NON-OPERATIVE PROGRAM

® [nadequate pain control
® Increasing need for narcotic medications
INCREASING FUNCTIONAL RESTRICTIONS

® [nability to walk without significant pain
¢ Significantly modified ADLs: i.e. putting on shoes, climbing
stairs, squatting and bending

SIGNIFICANT ABNORMAL FINDINGS ON EXAMINATION
® (Of the knee

- Progressing deformity, especially when valgus >15°or varus >5°

« Loss of extension by 10°-15°
« Loss of flexion to less than 110°

PROGRESSION OF DISEASE ON X-RAY (WEIGHT-BEARING FOR KNEE)

* Evidence of progressive bone loss
® Advanced loss of joint space in association with moderate to
severe pain

Significant pain on motion, resting pain, presence of
night pain

Increasing threat to patient’s ability to work or live
independently

0Of the hip
« Decreasing range of motion. Internal rotation of less than 5°
measured in flexion

- Notable leg length discrepancy

Evidence of increasing acetabular protrusion or femoral head
collapse in the hip

A Rheumatologist involved in the care of difficult cases may provide assistance with the timing of

referral for surgical assessment.
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Follow-up (Consider using a form to monitor disease progress such as provided

1.

in Appendix E: Follow-Up Patient Assessment Form.)

Review changes in pain, function and comorbidities.
Refer to Recommendation 1, Section A and/or Appendix A: Patient History.

Review physical findings for red flag issues.
Further information is found in Recommendation 1, Section C and/or Appendix C: Physical
Examination.

Review effectiveness of patient education and self-directed treatment plans

Step 1:

Step 2:

Step 3:

Step 4:

Self-Directed Programs (questions on disease process, particularly importance of self-
management, weight loss, and joint protection)

Rehabilitation Needs (home and/or community exercise programs, physical therapy for
ROM and strengthening, medical devices, orthotics, cane, walker, raised seats, devices,
and/or scooter)

Medications: for more details refer to Appendix D: Investigations and Osteoarthritis (OA)
Medications Table enclosure

Medications for Mild OA

e Qccasional prn use of acetaminophen up to 1 gram 4 times per day and add prn
NSAIDs if necessary

e |[f the person is on self-directed care and is doing well, then do routine follow-up
unless there is a significant change in pain or function

Medications for Moderate OA

e For symptomatic OA, prescribe full dose acetaminophen (1 g 4 x day).

e Within 30 days, do a baseline haemoglobin, blood pressure, AST or ALT, and
creatinine if further therapy is contemplated.

e |[f regular dosing of acetaminophen at 4 g/day or with NSAIDs, follow-up every 3-12
months depending on comorbidities and severity

e Consider lowering dose where there is liver disease, alcohol abuse, and for the
elderly

e |[f the patient is using diclofenac, consider rare development of hepatitis

e Consider risks and benefits of gastroprotection. Refer to Gl Issues with oral NSAIDs
note in Recommendation 2: Step 3 — Medications

Medications for Severe OA

e Same as for moderate OA but review more frequently (every 1-6 months) with a view
to surgical referral

e |[f there is an increase in severity, i.e. treatment is no longer efficacious or new
symptoms, then revisit more often

Investigations

e For monitoring liver and renal function and other possible side effects of medications
(haemoglobin, blood pressure, AST or ALT, and creatinine tests). For more details
refer to Appendix D: Investigations, and Osteoarthritis (OA) Medications Table
enclosure
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Step 5:  Assess Need for Non-Surgical and Surgical Referrals. Details are given in
Recommendation 2: Referrals.

Coordination of Care

Treatment is multi-disciplinary involving regular follow-up. The four pillars of treatment are: patient
education and self-management, rehabilitation and physical activity, medications, and referrals, as well
as consideration of other supports. As with all chronic diseases, optimal outcome is achieved through
a multi-disciplinary approach coordinated by the family doctor.

Rationale

Osteoarthritis (OA) was identified by the BC Ministry of Health Services, BC General Practice Services
Committee (GPSC), BC Health Authorities and other stakeholders as one of the top ten chronic
diseases for which the greatest opportunities exist to improve the quality of the services delivered and
the outcomes for patients.’® OA is the most common type of arthritis and affects about 10% of the
population.

Helping patients to maintain a healthy and active lifestyle is an important goal. Timely physical therapy,
appropriate exercise training and patient education can affect one’s ability to work and remain active.
Maintaining function may reduce the long-term damage to ligaments and joints. Lack of physical
activity can potentially lead to a multitude of chronic illnesses including obesity, hypertension,

and depression. Treatment for the symptoms (including self management and exercise) should be
encouraged. As well, risks and benefits of non-steroidal anti-inflammatory drugs (NSAIDS) should

be discussed with the patient. When other treatments are no longer effective, total hip and knee
replacements can be a cost-effective means of improving quality of life.

List of Acronyms

ADLs activities of daily living MSM methyl sulfonyl methane
ANA antinuclear antibody MSP British Columbia Medical Services Plan
AP anteroposterior MTP metatarsophalangeal
AST aspartate aminotransferase NSAIDs non-steroidal anti-inflammatory drugs
ALT alanine aminotransferase 0A osteoarthritis
BMI body mass index oT Occupational Therapist
C&S culture and sensitivity 0TC over-the-counter
CMC carpo-metacarpal PIP proximal interphalangeal
Cox-2  cyclooxygenase-2 PPI proton pump inhibitor
DIP distal interphalangeal prn as needed
Gl gastrointestinal PT Physiotherapist
H2RA histamine 2-receptor antagonists RA rheumatoid arthritis
IADLs instrumental activities of daily living ~ ROM range of motion
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Revised Date: December 1, 2009
This guideline is based on scientific evidence current as of the Effective Date.

This guideline was developed by the Guidelines and Protocols Advisory Committee, approved by the
British Columbia Medical Association and adopted by the Medical Services Commission.

Enclosure
Osteoarthritis (OA) Medications Table

Appendices

Optional Decision Support Tools for the diagnosis and management of OA:
Appendix A: History

Appendix B: Physical Examination

Appendix C: Alternate Diagnosis and Overall Assessment

Appendix D: Investigations

Appendix E: Follow-Up Patient Assessment Form

Associated Documents

The following documents accompany this guideline:
Patient Guide for People Living with Osteoarthritis
A Guide for People with Hip Osteoarthritis

A Guide for People with Knee Osteoarthritis

A Guide for People with Hand Osteoarthritis
Choosing a Complementary Therapy

Calculation of Body Mass Index

A PDA version of this guideline is also available at www.Clinipearls.ca/BCGuidelines

Contact Information

Guidelines and Protocols Advisory Committee
PO Box 9642 STN PROV GOVT
Victoria BC V8W 9P1

Phone: 250 952-1347 E-mail:  hlth.guidelines@gov.bc.ca
Fax: 250 952-1417 Web site: www.BCGuidelines.ca

The principles of the Guidelines and Protocols Advisory Committee are to:

e encourage appropriate responses to common medical situations
e recommend actions that are sufficient and efficient, neither excessive nor deficient
e permit exceptions when justified by clinical circumstances.

Disclaimer

The Clinical Practice Guidelines (the “Guidelines”) have been developed by the Guidelines and Protocols Advisory Committee
on behalf of the Medical Services Commission. The Guidelines are intended to give an understanding of a clinical problem,
and outline one or more preferred approaches to the investigation and management of the problem. The Guidelines are not
intended as a substitute for the advice or professional judgment of a health care professional, nor are they intended to be the
only approach to the management of clinical problems.
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Osteoarthritis (OA) Medications Table
Effective Date: September 15, 2008

This Medication Table pertains to the Guideline Osteoarthritis in
Peripheral Joints — Diagnosis and Management
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The Best Paceon Earth | Health Services

Regularly review current listings of Health Canada advisories, warnings and recalls at: http://www.hc-sc.gc.ca/ahc-asc/media/advisories-avis/index_e.html

Drug

DOSE

APPROX.
COST/MONTH
MAR 06

PHARMACARE COVERAGE

SERIOUS SIDE EFFECTS

NON-NARCOTIC ANALGESICS Acetaminophen is as effective

as oral NSAIDs for pain relief according to evidence'.

acetaminophen 650-1000 mg q4-6h OR SRcaps | $5-$13 |full coverage for OA only via special re;rg ;le\éargorn: of INR when
enerics available . ; using warfari

generics aval 1300 mg g8h; max 4000 mg/day authority antoaulants, liver toxicity

mefenamic acid 250 mg PO g 6h prn $0.34/tab | full coverage for lowest cost brand Similar to NSAID risks

generics available

(generally 7 day max)

below

NSAIDs Acetaminophen is the first choice. Trials have not demonstrated any consistent superiority of one NSAID ove

r another? ﬁv

acetylsalicylic acid 2600-5400 mg PO daily, $3-$6 | full coverage . .
(enteric-coated) divided q4-6h e
generics available class of (ﬁugs:
ibuprofen 200-500 mg bid-tid up to 1500 3-$10 | full coverage : .
genperics available mg 24hr ’ i 5 ’ * Gl ulceration, perforation
with or without bleeding

naproxen 250-500 mg bid-tid $10-$14 | full coverage e severe diarrhea
generics available max 1500 mg/day * hepatotoxicity
diclofenac 50 mg PO bid-tid or 75mg bid; $24-840 | partial coverage or full coverage with | * "énal impairment
generics available max 150 mg/day special authority ° g?_lrl(:ilovas.cular events

o ; angina;
diflunisal 250-500 mg PO g12h $27-$32 | partial coverage or full coverage with hyperter?sion; arrhythmia;
generics available special authority bronchospasm;
flurbiprofen 50-100 mg PO bid-tid; $16-$32 | partial coverage or full coverage with pulmonary edema
generics available max 300 mg/day special authority * blood dyscrasias
indomethacin 25-50 mg bid-tid; $5-$15 | partial coverage or full coverage with : thr(:rr]n bocytop@rfna
generics available max 200 mg/day special authority erythema multiiorme

e symptoms of aseptic
ketoprofen 75 mg PO tid or 50 mg PO qid; $21 partial coverage or full coverage with meningitis
generics available max 300 mg/day special authority e blurred or diminished
meloxicam 7.5-15mg PO od $17-$20 | no coverage (full coverage with special | Vision
generics available authority) e fluid retention
nabumetone 500 mg $30-$60 | no coverage (full coverage with special
generics available authority)
piroxicam 20 mg PO qd $22 no coverage (full coverage with special
generics available authority)
sulindac 150-200 mg PO bid,; $24-$30 | no coverage (full coverage with special
generics available max 400 mg/day authority)
tiaprofenic acid Either 300 mg bid or SR600 mg | $25-$40 |no coverage (full coverage with special
generics only for 300 mg od authority)
tolmetin 200-600 mg PO tid; max 1800 $40-$80 |no coverage (full coverage with special
generic available mg/day authority)
etodolac 300 mg PO bid $51 | no coverage Gl bleed, erythema
generics available %%3{8{3?&%5 onchospasm,
ketorolac 10 mg PO g4-6h; max 40 mg/day; $59 no coverage eptic ulcer, with/without

generics available

short-term use only

leeding; fatalities in the
elderly




APPROX.

Drug DOSE COST/MONTH PHARMACARE COVERAGE SERIOUS SIDE EFFECTS
MAR 06
COX 2 inhibitors
celecoxib 200mg PO od or 100 mg bid $42 no coverage; full coverage with as above in NSAIDs
(no generics) special authority
NSAIDs (Topicals)

colitis, arrhythmia, 1%

diclofenac sodium 40 drops, applied qid $50 no coverage M
may develop hepatitis

Other Topicals

menthol apply tid-qid $7.40/50g | no coverage allergic skin reaction

tube

capsaicin apply tid-qid to unopened skin $20-$40 | no coverage skin _ir_ri'Fation; sun
sensitivity

INTRA-ARTICULAR MEDS (injection): steroids

triamcinolone 2.5-40 mgq intra-articularly $2;6,0'$_5'50 full coverage gnaphylaxis, masking of

/injection infections

NARCOTICS (oral)

- full coverage *Requires a controlled common: CNS depression;
COde”:]e ilab| 15-60 mg PO $13-$18 prescription form when prescribed constipation; sweating;
generics avaliable as a single entity or when included in nausea and vomiting

preparations with > 60mg codeine
acetaminophen with | 1-2 tabs PO g4h PRN; max 12 $0.06- | full coverage major: respiratory
codeine 15mg and 30 | tabs/day $0.13/tab depression; circulatory
mg (Emtec® acetamin- depression; cardiac
ophen 300 + codeine arrest; hypersensitivity
30 mg, no caffeine) _
ASA with codeine individualized $0.07- | ful coverage oiner anyinmias: |
15 mg or 30 mg $0.18/tab syncope; headache;

: dysphoria; agitation;
oxycodone with acet- individualized $0.13 full coverage seizure; urinary retention;
aminophen 5mg/325mg $0.61/tab blood dyscrasias;
2.5mg/325mg potential for dependency:
hydromorphone* PO: 2-4 mg g4-6h $30-$90 full coverage for immediate serious outcomes

release—controlled release when combined with
(long-acting) is special authority CNS depressants (e.g.,
morphine* PO initial dose: 10 mg g4h OR 30| $33-$52 alcohol),
mg SR q12h; titrate dose full coverage
appropriately acetaminophen: liver
oxycodone™ PO initial dose: 5-10 mg g6h OR | $51-$506 | full coverage for immediate toxicity
10-20 mg SR q12h; titrate dose release—controlled release
appropriately (long-acting) is special authority
tramadol with Tramacet®: 1-2 tabs q4-6h PRN; | Tramacet®: | no coverage seizures (esp. with
acetaminophen max 8 tabs/day; max 5 days of | $77-$153 antidepressants);
(Tramacet®) 37.5mg/ | treatment convulsions; allergic
325mg OR single Zytram reactions; respiratory
entity controlled release | zytram XL®, PO initial dose: XL®: depression; addiction;
(Zytram XL®) 150 mg, | 150 mg q24h; titrate dose $48-$120 cancer; pregnancy issues;

200 mg, 300 mg,
400 mg

appropriately

dizziness; nausea




APPROX.
Drug DOSE COST/MONTH PHARMACARE COVERAGE SERIOUS SIDE EFFECTS

MAR 06

Viscosupplementation (Devices as per Health Canada)

hyaluronic acid 1-3 injections $200-$400| no coverage allergic reaction
Durolane®, per vial
Hyalgan®,
Orthovisc®,
Ostenil®,
Neovisc®,
Synvisc®

Herbals and supplements: not recommended

Products with a DIN (Drug Identification Number) have been supported by good-quality studies for safety and effectiveness. Products with a
NPN (Natural Health Product Number), USP number (US Pharmacopeia), Consumers Lab logo, or NSF™ international certification may ensure
quality but do not ensure effectiveness.

chondroitin 200-400 mg bid—tid $10 no coverage unknown and may have
sulphate serious interactions with
glucosamine 500 mg tid $50 no coverage other drugs

sulphate

methylsulfonylmethane | 1-3 grams bid $10-$48 | no coverage

(MSM)

s-adenosylmethionine | 400 mg tid-gid 200 mg tid $120 no coverage

(SAMe)

*Requires the use of a Controlled Prescription Program Form (formerly triplicate prescription program) Special Authority criteria and forms are
available on the PharmaCare Web site at http://www.health.gov.bc.ca/pharme/sa/criteria/formsindex.html

Note: Cardiovascular risk and NSAIDS
“Health Canada acknowledges the panel’s view that, as a group, selective COX-2 inhibitors are associated with an increased risk of cardiovascular
events, a risk that is similar to those associated with most NSAIDs [The cardiovascular safety concerns associated with the traditional NSAIDs are
not extended to aspirin®]. The panel noted that this risk is present for all patients taking anti-inflammatory agents and that it increases with longer-
term use and when other risk factors, such as cardiovascular disease, are present.”
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Canadian Pharmacists Association. Compendium of Pharmaceuticals and Specialties. Ottawa: Canadian Pharmacists Association; 2008 Canadian
Pharmacists Association, Therapeutic Choices. 2008. Drug Prices: obtained from PharmaNet, for prescription medications, and at various Victoria,
BC retail outlets for non-prescription medications.

Notes:

A If a medication has a generic equivalent, the drug cost is for the generic product.

B. For prescription medications, the price does not include professional fees.

C. For non-prescription medications, the price does not include applicable sales taxes.

D. Where a price range is indicated, this reflects the cost based on minimum and maximum dose ranges.



Appendix A
OSTEOARTHRITIS - HISTORY

This Optional Decision Support Tool pertains to the Guideline:
Osteoarthritis in Peripheral Joints — Diagnosis and Treatment
www.BCGuidelines.ca

HISTORY - FEATURES TO CONSIDER

INDICATE LOCATION(S):

Onset a  Acute 4  Gradual

Trauma a Yes g No

Type QO Red flags for inflammation* 0 Osteoarthritis

Location Non-articular 4 Monoarticular Q  Polyarticular®

Features 0 Transient morning stiffness 0  Painful crepitus 1 Sensation of instability
Q Aware of deformity 0 Impaired use of joint (limp, falling) Q Loss of range of motion

*Refer to Guideline: Rheumatoid Arthritis — Diagnosis and Management at www.BCGuidelines.ca

INFLAMMATORY/NON-INFLAMMATORY ARTHRITIS - DIFFERENTIATION™ (Note: a patient with RA may develop OA)

FEATURE NON-INFLAMMATORY INFLAMMATORY
Joint pain With activity With activity at rest
Joint swelling Bony Soft tissue

Joint deformity Common Common

Local erythema Absent Sometimes

Local warmth Absent/Minimal Frequent

Morning stiffness <30 minutes >30 minutes
Systemic symptoms Absent Common

Joint distribution

PIP (Proximal Interphalangeal)/

DIP (Distal Interphalangeal), first MTP

CMC (Carpo-Metacarpal), hip,

knee, first MTP (Metatarsophalangeal)

Elbow, wrist, PIP/MCP,

**Modified from: Getting a grip on arthritis best practice guidelines The Arthritis Society (2004) available at http://acreu.ca/pdf/Best-Practice-Guidelines.pdf

Accessed October 25, 2007.

PAIN AND FUNCTION

Mobility can be assessed using the Timed Up & Go test.” The patient is timed to rise from an arm chair (using usual footwear and walking aids), walk three metres,
turn, walk back and sit. Normal time is between 7-10 seconds. Further assessment is suggested for those who take longer time or are unsteady.

TAmerican Geriatric Society. The Timed Up & Go Test for Fall Risk Assessment 2001,49(5):666

Pain Features

Qa Localized a Present at rest

a Aggravated by motion/weight bearing a Influenced by weather

a Night pain Qa Radiating widely around affected joint(s)

] None/mild pain on motion o Patient can move about including walking or bending. They may experience some pain but it
does not prevent any activity.

. They usually do not require pain medication.

a Moderate pain on motion o Patient can move about including walking or bending. They experience pain most of the time
that limits their activities to some degree. For example, patient experiences trouble walking up
and down stairs or may be uncomfortable standing for long periods of time.

. They occasionally need pain medication.

] Severe pain on motion o Patient cannot walk or bend without experiencing pain. The pain restricts their activities in a
major way. For example, patient experiences pain walking up and down stairs and may not be
able to stand for long periods of time.

° They need pain medication most of the time.
Walking capability without significant pain u] > 5 blocks
a 1-5 blocks
Q Less than 1 block
a Household ambulation
a Unable to walk without pain
PAIN SUMMARY PAINCONTROL ) gatisfied Q Patient
Scale between 1 and 10 - o Q Unsatisfied Q Physician

OVER





