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Abstract: Quality of life assessment has become an element of the current research on chronic disease. 

For clinicians, to assess the quality of life in patients with immune-inflammatory diseases is to assess 

the effects of therapy on symptoms and identify the negative impact of the disease on daily activities. 

Questionnaire, descriptive tool, is assessing a subjective manner a wide range of effects of the disease, 

which subsequently summarize in a final score. Health Assessment Questionnaire (HAQ) and 

Enhanced Quality of Life Questionnaire (EQoL) specific tools are used to assess the quality of life of 

patients with immune-inflammatory diseases. Since it is useful to combine the means of assessing the 

quality of life questionnaire specific to the generic can be attached to a better evaluation of the patient 

with chronic rheumatology diseases. Using the instrument of evaluation of quality of life, by 

clinicians, complete other methods of investigation of the patient, therapeutic conduct further being 

able to improve the quality of life of these patients. 
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Introduction 

Quality of life a vast concept, incorporating a multitude of factors: personal, social, 

financial, is closely related to health. So, a certain medical condition, as is the case of 

rheumatoid arthritis, has an important impact on the quality of life of the persons concerned, 

but also to those families (1,2). 

Rheumatoid arthritis (RA), a distinct entity within the chronic rheumatic diseases, 

through the joint destruction and the consequences of systemic inflammation of internal 

organs and the psychological burden of early disability and social instability has an important 

socioeconomic impact (3,4). 

 

The relationship between quality of life and health in rheumatoid arthritis 

Quality of life in relation to health is a consequence of the disease and treatment of the 

RA patient's perception of his ability to have a full and useful life (5,6,7). By its nature, the 

quality of life has a multidimensional and subjective interpretation, based on the patient's 

experience (8). Quality of life in relation to health includes many areas, such as: symptoms, 

physical function, and the role of social interactions, functional, psychological status and 

treatment side effects. New concepts include among these areas and the financial costs of the 

disease. Each of these areas in turn includes a number of other components such as 

1.symptoms: pain, stiffness, fatigue, sleep disorders, 2.physical function: self-care, mobility, 

3.functional role: domestic activities, occupation, school, 4.social interaction: family, friends, 

colleagues, community, leisure time, 5.mental wellbeing, emotional status: depression, 

anxiety, response mechanisms with disease treatment, 6.side effects: disorders involving 

internal organs, 7.financial costs: direct and indirect (6,8,9,10,19). 
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Why should evaluate the quality of life in rheumatoid arthritis 

 Worldwide, the incidence of the disease is about 0,5/1000 in women and 0.2/1000 in 

men, and the prevalence is about 1.7% for women and to 0.7%  for men. The average age at 

which this occurs is between 30 and 50 years of age, but it can affect people of any age 

(11,12). Under the conditions of our country we can appreciate as rheumatoid arthritis in 

about 1% of the general population, such as the total number of people suffering is estimated 

to rise to 180,000 (13). RA is a chronic, potentially debilitating disorder with an unpredictable 

disease course, radiological evidence of joints erosion can occur as early as the first 2 years of 

diseases (14).  

RA is considered to have a physical impact and sever pathology disorders, and 

redefining the criteria of functional status in 1992, has highlighted the large populations of 

patients with active forms and severe poliarticular impairment (14,15). Based on the 

classifications of functional capacity, developed by Steinbroker, functional status in RA is 

classified into four classes by American College of Rheumatology, depending on the patient’s 

ability to perform usual activities, family, professional, and recreational activities (15). 

The severity of the disease result from the fact that over 50% of patients will workday 

lost or cease professional activity in the first 5 years of the disease, and in 10% of cases there 

presented serious disability in the first 2 years of evolution, as has been shown in 

epidemiological studies. The consequences of RA on the quality of life can be devastating, 

and socioeconomic consequences of functional disability are severe (14).  

Over time there a lot of articles have been written about the epidemiology and impact 

of the RA in society, Kvien (2004) conclusion that RA can lead to a premature death 

(shortening of the average life span of 5-10 years) due to an increased risk of developing 

cardiovascular disease (such as myocardial infarction or stroke), gastrointestinal diseases and 

respiratory diseases (16)  Pincus (1984) shows that, in patients with RA, quality of life is 

lower than those with migraines, hypertension, chronic obstructive pulmonary disease and 

diabetes mellitus (17).  

Quality of life and health status are two different concepts. Smith et al. considers that 

the concept of quality of life as being linked to more than mental health, while health status 

refers to the physical function (18).  

The classic algorithm of the functional assessment of the impact of PR has been 

extrapolated, the insertion of the evaluation of the quality of life, which is a useful tool, was 

imposed in the current medical practice (15). Analysis of quality of life, clinical and 

laboratory balance outperforms, filling a new dimensions: the impact of physical and social 

function. A detailed analysis of the degree of disability and the impact on quality of life in 

patients with RA is important in assessing, monitoring short-and long-term disease and to 

quantify treatment response(1). 

RA has serious consequences, both on the physical health of those affected, as well as 

a negative impact on patient’s quality of life. Functional status reflects the ability to perform 

daily activities-physical, social and emotional, while health-related quality of life refers to the 

subjective aspects of the impact of the health status of the individual quality of life (19). 

Quality of life assessment has become an element of the current research on RA, to assess the 

quality of life related to health, consisting in quantification in a standardized and objective 
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manner, the impact of the disease on the daily activities of the patient, on the health and well 

being (1,20). 

 

Tools for assessing the health status/quality of life 

Questionnaire is a descriptive tool, which assesses in a subjective manner a wide range 

of effects of the disease, which he summarizes in a final score. Tools for assessing the health 

status of the patient's perspective and the tools for evaluation of quality of life are different, 

generic and specific (14,21,22). 

• Specific - assess the severity of symptoms 

•Generic-evaluates the status of general, social relationships, and emotional skills to carry on 

enjoyable activities by the patient 

Psychometric properties of the instruments of assessment: 

• Fidelity or reproducibility: the ability of an instrument to get the same results from different 

tests, when applied in similar conditions to the same population 

• Validity: verifying whether measures what instrumental aims- 

• Sensitivity (responsiveness to change): how a tool can be distinguished from the minor 

modifications of the health assessment  

Properties of questionnaires 

• Distinctness: means the ability to distinguish levels of impairment of health between patients 

• Evaluative capacity represents the main to detect changes related to illness or treatment 

evolution 

Outcomes Measures in Rheumatology (OMERACT) is an international, informally 

organized network initiated in 1992 that aims to improve outcome measurement in 

rheumatology. OMERACT strives to improve end point outcome measurement through a 

data-driven, iterative consensus process. Agreement regarding the use of standardized end 

points in randomized controlled trials and longitudinal observational studies is extremely 

important (22). Their use facilitates comparisons of outcomes across studies to provide the 

best estimates of benefit and safety for therapeutic interventions across differing patient 

populations. A measure is considered “applicable” when it passes the OMERACT filter in its 

intended setting (23). The OMERACT filter can easily be summarized in only 3 words: truth, 

discrimination, and feasibility. Each word represents a question to be answered of the 

measure, in each of its intended setting (1,24).  

 

The Short Form 36 – Health Survey 

The SF-36 is the most widely used generic measure of health status. The SF-36 can be 

self administered or with the use of an interviewer. It can be completed in 5-10 minutes and 

has been applied to large populations in a number of countries and to patients with a variety 

of illnesses of all age groups. There are 36 questions in the SF-36, these items are grouped 

into 8 scales; physical functioning (PF), role-physical (RP), body pain (BP), general health 

(GH), vitality (VT), social functioning (SF), role emotional (RE) and mental health (MH). 

There are 2 summary measures which aggregate the 8 scales; Physical Health (PF, RP, BP, 

and GH) and Mental Health (VT, SF, RE, MH). All but one of the 36 items is used to score 

the 8 SF-36 scales. Each item is used in scoring only one scale. These 8 scales were selected 

from the 40 used in the Medical Outcomes Study, those chosen were felt to represent the most 
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frequently measured concepts in widely-used health surveys and those most affected by 

disease and treatments. It is a practical tool for use in patients with RA (19,25). 

 

Health Assessment Questionnaire Disability Index -HAQ DI 

HAQ DI original, or HAQ, was developed to assess functional status in adults with 

arthritis, but is now commonly used among many disciplines (9).  

Originally developed for use in patients with RA and osteoarthritis, the HAQ has had 

application now in both adults and children within a wider range of rheumatologic conditions. 

Physical function is only one of several domains determining health-related quality of life, its 

importance in RA, as well as its prevalence of use, has led to HAQ scores being used to 

estimate health utilities with a variety of derivations (26). HAQ contents eight categories, 

reviewing a total of 20 specific functions evaluate patient difficulty with activities of daily 

living over the past week. Categories include dressing and grooming, arising, eating, walking, 

hygiene, reaching, gripping, and errands and chores. Also identified are specific aids or 

devices utilized for assistance, as well as help needed from another person (aids/help).  There 

are 41 total items: 20 4-point Likert-scale questions assessing specific activities of daily 

living, 13 additional questions assessing use of assistive devices, and 8 additional questions 

assessing help received from another. Computation of an Alternative Disability Index (or 

Alternative HAQ score) is made possible by not taking into account questions regarding the 

use of aids/help (27).  

There are 3 steps to scoring the HAQ (with aids/help): 1) identify the highest 

subcategory score from each of the 8 categories. Adjust for use of aids/help by increasing the 

category score from 0 or 1 to a 2 if use of aids/help for that category (utilize table of 

companion aids/help for HAQ categories). If the category score is already a 2 or 3, no 

adjustment is made; 2) sum the category scores; and 3) divide the final sum by the number of 

categories answered to obtain the final HAQ score rounded to the nearest value evenly 

divisible by 0.125. Requires a minimum of 6 categories answered; if less, do not score. Total 

score is between 0–3.0, in 0.125 increments. Increasing scores indicate worse functioning 

with 0 indicating no functional impairment and 3 indicating complete impairment. It is easy to 

complete, time to complete is 5-6 minute and time to score is 2 minute, it can be self 

administrated or complete by interviewer (27). In patients with RA, the predominant 

determinants of HAQ disability are disease activity, pain, and psychosocial factors. It has 

been shown to be the most important predictor of mortality, compared to other patient 

measures including radiographs, joint counts, and laboratory values (28). The HAQ has been 

shown to have high sensitivity, but is limited in the normal function range (5). 

 

Enhanced Quality of life questionare -EUQol 

By applying this tool to obtain an index that can be used in the evaluation of the health 

status of both clinically and economically. EUQol have five domains evaluation: portability, 

self care, current activities (work, study, household activities, and recreational activities), 

pain/discomfort, and anxiety/depression. Each domains evaluation has 3 levels (degree of 

impairment).  

The possible combinations of the five dimensions with three levels of health status 

shows 243 (an individual who completes the questionnaire can be put in one of theses status). 
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Also, this tool has a "Visual range" with which the individual self appreciate his health. The 

scale has values between 0 and l00, 0 meaning very bad condition, and 100-perfect condition 

of health. This tool can be used concurrently with the SF 36, HAQ, etc. EUQoL questionnaire 

is easy to apply, self administrated, and it is necessary 2 minute to complete. It is useful in 

epidemiological studies, assessment of drug safety and psychometric properties have all 

necessary for an instrument rating (29,30,31,32).  

 

Rheumatoid arthritis quality of life questionare -RAQol 

RAQol-rheumatoid arthritis quality of life, is a specific tool for measuring the quality 

of life in patients with PR, assessing the quality of life and functional joint degree in 

performing daily activities. Includes 30 questions with Yes or No answers, converting the 

response not exceed 30 scores, which can be assimilated with reduced a quality of life. 

RAQol in clinical trials has been correlated with DAS and HAQ, being used mainly in clinical 

trial assessing efficacy of the drugs. Completing the questionnaire takes between 2-4 minutes, 

can be self-administrate, the validity and reliability of being good, but low sensitivity 

(23,29,32). 

 

Conclusion  

Correlation of indices characterizing the health of the population, with the complex 

factors of the environment, the degree of development of the health service and the 

effectiveness and efficiency of their work provide knowledge and correct interpretation of the 

health status of the patient with RA and establish the measure and solutions that should be 

adopted by the public health insurance system.  

This expanded base of knowledge could help develop context-specific values to monitor 

changes in patient health and evaluate the level of severity of disease. 

 Quality of life becomes an important goal in patients with RA, which requires a 

comprehensive approach to implement health programs for screening, prevention, treatment 

and management, leading to lower direct and indirect costs.  
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