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Haemophilia and pain

Multimodal management



Haemophilia and pain

ÅSylent bleedings

ÅChronic synovitis

ÅChronic arthropathy



Haemophilia and MSK comorbidities

ÅAssociated medical conditions and surgery

ÅPain management

ÅOsteoporosis



Haemophilia and osteoporosis

Several original articles published after

1994 have suggested a relationship

between osteoporosis.

Iorio A et al. Thromb Haemost. 2010 
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Haemophilia and osteoporosis

Pettersson, Clin Orthop 1980



Haemophilia and osteoporosis



Haemophilia and BMD

BMD in any given individual is determined by

peak bone mass and the rate of bone loss.

Peak bone mass is achieved around the mid-

20s and is determined by several factors

(genetic, nutrition, body weight, and weight-

bearing physical activity)

Nelson DA et al., 2006



Haemophilia and osteoporosis

Osteoporosis is a skeletal disorder

characterised by decreased bone strength

and increased risk of fracture. Bone mineral

density (BMD) is the most important factor in

bone strength.

NIH consensus on Osteoporosis Prevention

2001



Haemophilia and bone turnover

M. Neale Weitzmann, Physiological and pathophysiological bone turnover ð role of the immune system, 

Malkiet Kaur, Osteoblast-n-Osteoclast: Making Headway to Osteoporosis Treatment



Haemophilia and bone turnover



Haemophilia and osteoporosis

BMJ, 2008



Haemophilia and osteoporosis

Surrogate endpoints
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Haemophilia and osteoporosis

ñIt takes a child 1 year to acquire

independent movement and 10 years to

acquire indipendent mobility. An old

person can lose both in a dayò.

Isaacs B, Challenge of Geriatric Medicine 

1992



During the last decade, the approach to the

patients with low bone mass has shifted from

a simple BMD measurement to a more

comprehensive evaluation of fracture risk.

Haemophilia and osteoporosis



Haemophilia and fracture rate

Gay ND et al. 2015
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Haemophilia and osteoporosis

Osteoporosis is a skeletal disorder

characterised by decreased bone strength and

increased risk of fracture.

NIH consensus on Osteoporosis Prevention

2001
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Haemophilia and fracture risk

ñIt can be speculated that fracture risk in

patients with haemophilia should be higher

than in the general population.ò



Haemophilia and fracture risk

The current National Osteoporosis

Foundation Guide recommends treating

patients with FRAX 10-year risk scores of

> or = 3% for hip fracture or > or = 20%

for major osteoporotic fracture, to reduce

their fracture risk. Our patients FRAX 10

year risk scores are below those levels.

Agapidou A et al. 2016 



Haemophilia and disease mongering

BMJ, 2008



Haemophilia and fracture risk

Joint deformity, muscle weakness and

impaired proprioception. Such

conditions may cause difficulty with

mobility, pain, increased risk of falls.

Dolan G. Haemophilia 2010
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THANK YOU

gianluigipasta@yahoo.it



Paul McLaughlin MSc, MMACP 
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The Royal Free Hospital, London, UK

MSK Comorbidities ï
Rehabilitation
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Discussion points

ÅCase study

ÅDefining Rehabilitation 

ÅWhat makes effective rehabilitation

ÅA bio-psycho-social view of rehabilitation

ÅTake home points



Case study

Å18 years old ïSHA

ÅHistory bilateral ankle and Rt 
knee bleeding

ÅProphylaxis ï2000iu/alt day

Å3/52 history Rt knee pain

ÅLocking and giving way

ÅNo trauma/injury/recent bleed

ÅNo change with extra FVIII

ÅŹstairs and Ź hills = ŷ pain

ÅNo swelling

ÅAntalgic gait- protective 

ÅValgus Right knee

ÅFull ROM

ÅTender anterolateral knee joint 
line

ÅDecrease quads strength 

ÅHJHS Rt knee = 4

ÅHAL ï76.5 (LeisSport, house, 
lowcom)

ÅTrouble playing golf ïhis main 
hobby



Case study 

Å?? Possible meniscal 
pathology
Å Unusual due to age 

ÅQuads strength and fear an 
issue:
Å Knee support 

Å Quads exercises 

ÅMore pain ïfurther visits in 
next few weeks 

ÅX-Ray é 



Case study

ÅMRI examination

ÅWell defined subchondral 
lesion

ÅMarked bone marrow oedema

ÅOverlying cartilage intact

ÅACL, PCL, menisci intact 

ÅóAVASCULAR NECROSISô



Case study 

ÅMedical input
Å Cox-2 inhibitors and pain meds 

as needed

Å Daily prophylaxis (1500iu) ï
manage risk of bleed

ÅPhysio rehab input
Å Lockable knee brace 

Å Hydrotherapy ïquads, hams, 
glutes strength

Å Gym based ïclosed chain 
progressing to open chain ïgolf 
specific activity

THIS IS ALL REHABILITATION ςHAPPENING OVER A PERIOD OF MONTHS



Case study 

Å6 months later - MRI:
Å Diagnosis reviewed as 

haemorrhagic subchondral cyst 
associated with 
haemarthropathy

Å Bone abnormality larger

Å Intense bone oedema remains

Å6 months later ïPatient review:
Å Pain free

Å Back to 18 holes of golf

Å Knee subjectively feels better/safer

Å Minimal need for knee support

Å HJHS = 1 (was 4)

Å HAL = 90 (was 76.5)

ÅA rehab success ïby which 
metric?



The person exists in a life 



What is rehabilitation?

ÅHelps a person be as independent as possible in 
everyday activities 

ÅEnables participation in education, work, recreation and 
meaningful life roles

ÅIs Person centred ïwith approaches chosen based on 
individual goals and preferences 

ÅCan be in any setting ïhospital, home, private clinic

ÅCan lessen the impact and burden of health conditions

ÅIs an investment ïcost benefits to individuals and 
society

ÅIs for anyone who needs it

WHO 2021; https://www.who.int/news-room/fact-sheets/detail/rehabilitation

https://www.who.int/news-room/fact-sheets/detail/rehabilitation


Rehabilitation ïa whole person 
view 

Wade and Halligan. Clin Rehab. (2017) 31(8), 995-1004



What makes effect rehabilitation?

What makes effective 

rehabilitation?

Based on a 

BioPsychoSocial 

model/approach

Using many 

different tailored 

interventions

An expert MDT 

using a consistent 

comprehensive 

approach

Monitor changes  

associated with 

intervention against goals 

and to check for harm 

Undertaking a holistic 

comprehensive 

assessment- understand 

the person

What is their 

understanding 

of their health

Haemophilia 

MDT

Rehab as key 

part of 

comprehensive 

care

Haemophilia 

as a lifelong 

condition

Is there 

bleeding?

What is their 

experiences of 

haemophilia

What is 

changing for 

the better?

Is there 

pain?Medications
Exercise and 

being active

Psychologic

al support 

Acknowledg

e prior 

experiences

Understand 

beliefs

Help moderate 

and support 

behavioural 

choices

What bothers 

them most 

right now?

Adapted from Wade,D. Clin Rehab. (2020) 34(5), 571-583



Take home message 

Accept and recognise the complexity! 



THANK YOU
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MSK Comorbidities ïSurgery

Synovitis & Residual Flexion Contracture of the Knee
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Synovitis 
Acute & Chronic



Synovitis

Recommendation 10.2.4:

For patients with hemophilia who have unresolved chronic synovitis, 

the WFH recommends nonsurgical synovectomy as a first -line 

treatment option using radioisotope synovectomy with a pure beta 

emitter (phosphorus-32, yttrium-90, rhenium-186, or rhenium-188). 

One dose of CFC per dose of isotope should be used.

Srivastava A, Santagostino E, Dougall A, et al. WFH Guidelines for the Management of Hemophilia, 3rd edition. 

Haemophilia. 2020: 26(Suppl 6): 1-158. https://doi.org/10.1111/hae.14046
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Synovitis 
Chronic



Residual Flexion Contracture
Post Synovectomy



Yeso y bisagrasDe-subluxation & 
extension hinges

Serial casting 
and wedges



Residual Flexion Contracture
Post de-subluxation & extension hinges



Residual Flexion Contracture
Posterior capsular release + gastrocnemius  



Residual Flexion Contracture
Posterior capsular release + gastrocnemius  



Residual Flexion Contracture
24 y ǁ- Post-posterior release



Residual Flexion Contracture
Post-posterior release


