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Rheumatoid arthritis

Joint destructive progressive autoimmune disease
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+ ACTIVITIES OF DAILY LIVING

Exercise  Age . Open jar Dress
Education Sex : Bed Bend
Genetic  Body fat ! Drink Car
Chronic diseases : Walk outside Wash
Results:
RA decreases the quality of ADL. m
® o
The prevalence of RA is higher in females
* than males.
/ i
The prevalence of RA increases with age. I"I
Adjusted for confounders:

Age, Sex, Education, Exercise, Body fat (%), Chronic diseases.
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ABSTRACT

Background: Rheumatoid arthritis (RA) is a chronic, joint destructive progressive autoimmune
disease, with 0.24% worldwide prevalence, that causes functional disability and significant
pain, and may lead to premature mortality. There is a lack of studies about the association
between RA and activities of daily living (ADL) and instrumental activities of daily living
(IADL). Furthermore, a potential difference between genders is also a significant knowledge
gap. Objectives: This study investigated the potential association between RA and ADL/IADL
in adults, as well as potential differences between genders. Methods: A population-based cross-
sectional study was conducted using data from the HUNT4 Arthritis study from 2017-2019,
with a total of 2684 participants enrolled in the current study. The participants were divided
into following two groups: non-RA group (reference group) (n=1682) and RA patients
(n=1002). The association between RA and several main ADLs/IADLs ( Wearing clothes, get
infout of bed, lifting a glass and drinking, personal hygiene, bending to pick up a thing, opening
a jar, getting in/out of car, and walking outside) was assessed using linear regression, adjusted
for the potential confounders of age, sex, education, exercise, body fat (%), and chronic
diseases. Furthermore, family history was investigated as an ancestor to RA. The most worsen
ADLS/IADLs were identified overall and between genders. Results: Results indicated RA
estimated prevalence was 1.7% in the HUNT4 study. In women, prevalence of RA was 1.21%
and for men 0.57% in the HUNT4 study. There is a significant association between RA and
ADL in adults. Significantly associated ADLs/IADLs overall were get in/out of bed, opening
a jar, bending to pick up a thing, and getting in/out of car. For female RA patients, get in/out
of bed and opening a jar were significantly associated. For male RA patients, only getting in/out
of car was significantly associated. Conclusion: This research indicated that there is a
significant association between RA and ADLs in Norwegian people, based on data from
HUNT4. Women are more at risk of RA than men, and RA worsen women’s ADL/IADL more.

Keywords: Rheumatoid arthritis (RA), ADL, IADL, Prevalence, Sex, HUNT4
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INTRODUCTION

Physical and functional abilities are important for being able to live independently, but
independence can be hindered by joint discomfort and pain. Joint disorders can occur in all age
groups, but the prevalence increases with age (Loeser, 2010). However, the increase in life
expectancy and the subsequent ageing population has led to a higher prevalence of chronic,
non-communicable diseases and musculoskeletal (MSK) disorders (Prince, 2015). Arthritis is
a common clinical manifestation of rheumatic diseases. It can be a clinical feature in many
rheumatic diseases, including rheumatoid arthritis (RA), spondylarthritis, crystal-induced
arthritis, systemic lupus erythematosus, and Sjogren’s syndrome (Senthelal, 2021). RA is a
chronic, joint destructive progressive autoimmune disease that causes functional disability,
significant pain, and leads to premature mortality (Kvien, 2004).

The worldwide prevalence of RA has been estimated as 0.24 % based upon the Global Burden
of Disease 2010 Study (Cross et al., 2014). RA has a predilection to influence women, in whom
incidence and prevalence rates of RA are twice as high as in men. In women, higher body fat
percentage, higher waist circumference, and obesity have been associated with a higher risk of
RA (Linauskas et al., 2019). The lifetime risk of developing RA is 3.6 % in women and 1.7 %
in men (Crowson et al., 2011). RA patients with a higher level of education have a slightly
greater chance of pain remission and improvement in physical function, whereas educational
background has limited influence on the disease course (Jiang, 2015). Aging is associated with
increased prevalence of cardiovascular disease and osteoporosis, both of which are
overrepresented as comorbidities in patients with RA compared to the general population
(Onna, 2016).

Activities of daily living (ADL) is a term used to describe crucial skills for an independent
lifestyle, such as eating, hygiene, and mobility. The term was first posed by Sidney Katz in
1950 (Katz, 1983; Bienkiewicz, 2014). The inability to perform essential ADLs and
instrumental Activities of daily living (IADL) such as getting in / out of car or walking out, can
lead to hazardous conditions and inadequate quality of life. Chronic illnesses progress over
time, causing a physical decline that may lead to a loss of ability to perform ADLs and IADLs
(Edemekong et al, 2022). Good physical and functional abilities allow humans to be mobile
and move around, thereby being an important driver for independence. Aging and diseases that
cause limitations or pain in joints can influence balance and lower limb strength, thereby

potentially decreasing mobility and jeopardizing independence in daily life ( Thurlings, 2017).



Diseases such as RA affect both people and society with its consequences such as altering the
quality of people’s ADLs and IADLs. There is a lack of population-based studies investigating
the association between RA and ADL. Furthermore, there is a lack of knowledge about which
ADL / IADL are harder to operate because of RA. Gender studies are conducted in many fields
to show the difference between exposures and outcomes for men and women. In this thesis, |
will focus on these three topics: the association between RA and ADL and how the association
may differ in men and women. Also, the prevalence of RA in HUNT4 study.

RA disease progression

Arthritis can be categorized into multiple categories, the most prevalent ones being RA,
osteoarthritis, and spondylarthritis (Akhondi, 2019). RA is a chronic, symmetrical,
inflammatory autoimmune disease that initially affects small joints, progressing to larger joints,
and eventually the skin and internal organs. Often, the bone and cartilage of joints are damaged,
and tendons and ligaments weaken. Common symptoms of RA include morning stiffness of
the affected joints for > 30 min, fatigue, fever, weight loss, joints that are tender, swollen, and

warm, and rheumatoid nodules under the skin. (Bullock, 2018)

RA can be mild, moderate, or severe, and symptoms vary from person to person. The disorder
tends to worsen over time, advancing through various stages. Progression of RA is classified
into four stages. The first stage is an early stage in which patients feel discomfort, swelling and
stiffness. During this stage, the inflammation is inside the joint. The second stage is called a
moderate stage in which inflammation causes damage to joint cartilage. In this stage, pain and
loss of mobility are noticeable. The third stage is considered severe. Damage extends from the
joints to bones and some deformity may occur. In the fourth and last stage, joints stop working
and bones become fused together which is called ankylosis (Lovering, 2021).Important
measurements in the comprehensive management of RA in all stages are patient knowledge

about RA, psychosocial interventions, rest and exercise, and nutrition (Cooney, 2011).

Management strategies for patients with RA are through controlling inflamed layers of

connective tissue that lines the cavities of joints and the prevention of joint injury (Guo, 2018).
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Study aims

To address the gaps in our knowledge as described above, the current study will investigate the

following research questions:

e What is the association between RA and daily life functioning and does this association
differ between females and males?
e What is the prevalence of RA in HUNT4 study?

This research question will be investigated using data from the HUNT4 study, specifically the
Arthritis Survey Questionnaire, and consider age, gender, education, body fat percentage,

exercise, and other chronic diseases.



METHODS
Study design

The Trendelag Health Study (The HUNT Study) is a cohort health study carried out in the
Norwegian county of Trgndelag. The study was conducted in four waves of data gathering so
far, and the current study will use information from the HUNT4 Survey 2017-2019(refer to
Appendix A, Appendix B) (Asvold et al., 2021). Questionnaires, interviews, clinical
examinations, and biological samples are all part of the HUNT Study. Questions on
socioeconomic conditions, health-related habits, symptoms, illnesses, and diseases are
included in the surveys (Krokstad et al., 2013). The HUNT Research Centre is split into two
parts: a biological repository and a database with over 5,500 variables. A total of 56,044
inhabitants from Nord-Trgndelag County participated in HUNTA4. Several additional sub-
projects were implemented in connection with HUNT4, most notably the arthritis study
(Kvenild, 2015). The current study is a cross-sectional study.

Participants

A total number of 4669 participants who took measurements during HUNT4 at field station
and confirmed RA, or spondylarthritis, or both joint pains last 6 months and psoriasis on
question number 7 of Appendix A. In addition, a random 5% selection of measurement
participants who reported on joint pains last 6 months, but not confirming psoriasis, were given

the questionnaire.



Invited to HUNT 4 Arthritis
Total:4669

Women: 2868 Men:1801

respond.

\4

[ Responded Total:3776

=[ 893 excluded since they didn’t

¢ answering arthritis question.

>( 897 excluded since they didn’t ]

Arthritis question answered:2684

Participants with RA: 1002 Participants without RA: 1682

Women: 680 Men :322 Women: 992 Men: 690

Figure 2 Flow diagram of the selection of participants (inclusion, exclusion, and the number of
participants) in the Hunt 4 arthritis sub-study.

Of these, 3776 responses came back with an age range of 19 to 97 years old. Participants were
excluded from the current study if they did not answer the arthritis questionnaire. A total of
2684 participants responded to the invitation and filled out the arthritis questionnaire and were
included in the final analyses (Figure 2). To conduct the current study, participants were

divided into RA group (participants with RA) and reference group (participants without RA).

Data analysis and variables

RA as exposure variable

The HUNT4 Arthritis Questionnaire which can be found in Appendix B, consists of a wide
span of questions in relation to when RA and joint pain were diagnosed by a physician, injuries
and operations, intensity of the disorder, and family history predisposition. Directed acyclic

graph (DAG) of associations between RA as exposure, ADL as outcome variable, and
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confounders are shown in Figure 3.In this study, the existence of other chronic diseases in
family members and siblings is considered as a root to the exposure.

Body fat
Y
,//‘/ e
>
7
Age
///
// 1“77,, \
- i .
Genetic RA !
N ™ "~ Exercise
Education

Chronic diseases

Figure 3 Directed acyclic graph (DAG) associations between exposure (RA), outcome (ADL) and
covariates (red boxes).

The relevant question about family history in the questionnaire as shown in question number 5
of Appendix B “Do you have parents, siblings or children who have, or have had, the following

diseases?”. Alternative answers were diverse in physical and mental aspects.
ADL as outcome variable

The DAG in Figure 1 shows the causal path between RA and ADL, which consists of several
potential confounders. ADLs and IADLSs are divided into four dimensions. The first dimension
is intense ADL activities that heavy responsibilities have to be handled. A second dimension
contained basic IADLs like getting in/out of a car. The third dimension included basic ADL
like personal hygiene, drinking or dressing. A fourth dimension was labelled hand-focused
ADLs included activity in which the hand and fingers are used (Stamm, 2016). ADLs and
IADLs which are assessed in this study are some of all necessary activities to be able to live
independently in the society for everyone (Table 1). We used logistic regression analyses to
study risk factors for having the different ADL/IADL problems

11



Table 1 ADLs and IADLs dimensions (Stamm, 2016)

Dimension Dimension Dimension Dimension
1 2 3 4
) Intense Basic Basic Hand-focused
Title ADL IADL ADLs ADL
Component | Bending Getting in/out of a car | Wearing clothes Opening a jar
Get in/out of bed
Take a bath or shower
Lift a glass and drink
Heavy Hands or fingers
Description burden has Necessary to live Basic self-care tasks are used that focus
to be independently on shaking and
handled turning.

The relevant question about ADL/IADL in the questionnaire as shown in question number 9

of Appendix B “How has your physical function been the last week??”. Alternative answers

are shown in Table 2.

Table 2 ADL question, alternatives, and scoring system.

How has your physical function been the last week? Score
Can handle without problems
No problems Can handle with some problems 0
. Copes with major problems
Big problems Cannot handle 1
Confounders

Participant characteristics such as age, sex, chronic diseases, Family history, body fat (%), and

exercise score were acquired from the questionnaires. Socioeconomic status was assessed by

level of education. Family history variable is describing the participants. Potential confounders

for checking the association in this study are age, sex, chronic diseases, body fat (%), education,

and exercise score. Body fat (%) was retrieved from body composition’s result at HUNT field

station.

12



The relevant Education level question as shown in question number 45 of Appendix A was
“Which education is the highest you have completed?”. The scoring system in Table 3 shows

the different answer categories along with their assigned scores.

Table 3 Education question, answer alternatives, and scoring system.

Which education is the highest you have completed? Score
9-10 years compulsory primary and lower secondary school 1
One or two years of academic or vocational school 2
3 years of academic or vocational school 3
3-4 years vocational school/apprentice (upper secondary/sixth form college) 4
College or university, less than four years 5
College or university, four years or more 6

Exercise is a potential confounder and was assessed by adding these three dimensions of
exercise, namely duration, frequency, and intensity. The relevant exercise questions in HUNT4
study as shown in question numbers 28-30 of Appendix A were “How often do you exercise?”,
“How hard do you exercise?”, “How long do you last each time?” In the questionnaire, exercise
was defined as hiking, skiing, biking, swimming, or doing training / sports. A scoring system
was used for each question to combine all three variables into a single overall exercise score.
Assigned scores to each answer are shown in Table 4. If the answer to any of these questions
was missing, its score was set to 0. For each subject, the total score was calculated by adding
participants’ scores together from duration, frequency, and intensity of exercise (Kurtze, 2008).
Missing values were set to 0. Thus, the range in score of the combined exercise variable is from
0to 12.

13



Table 4 Exercise questions, answer alternatives, and scoring system.

How hard do you exercise? Score
Take it easy without getting out of breath or sweating 1
Takes it so hard that | get out of breath or sweat 2
Takes me completely out 3
How often do you exercise? Score | How long do you last each time? Score
Never 1 Less than 15 minutes 1
Less than once a week 2 15-29 minutes 2
Once a week 3 30-60 minutes 3
2-3 times a week 4 More than 60 minutes 4
Every day 5

The relevant chronic diseases question as shown in question number 2 of Appendix A was “Do
you now have any long-term (at least 1 year) illness, injury or suffering of a physical or mental

nature which impair your functions in your daily life?”. Alternative answers were yes or no.

Ethics

The HUNT study is license as registered data. HUNT 4 data collection’s license number is 17/
00426-7/ GRA. This master project was conducted after the approval of the regional committee
for medical and health research ethics (REK) with reference number 185950. The process of
data collection started with obtaining informed consent from participants. Participation was
voluntary and they had the right to stop their engagement without providing any reasons.
Collected data is stored in a closed data solution without internet connection for safety against
hacking. Personal data and identification keys are not visible nor accessible by researchers.
Vital data to conduct the current study was stored temporarily on NTNU’s password-protected

servers and will be deleted at the end of the project period.

Statistical analysis

Main characteristics were presented in the analysis dataset (n=2684). In the descriptive
analysis, the confounders were provided as percentages for categorical variables and as mean

and standard deviation for continuous variables. T-test for continuous variables and Pearson's

14



chi-square test for categorical covariates were used to analyze group differences between
participants with and without RA. The association between RA and ADL was investigated
using logistic regression models, where we report odds ratios (OR) and corresponding 95%
confidence intervals (CI). We fitted two sets of models. The first set consisted of crude models
where we included RA only as an independent variable. We also fitted adjusted models in
which we adjusted for potential confounders such as age, sex, body fat (%), education, exercise,
and chronic diseases. The participants who reported not to have RA were used as reference
group in the analyses and the OR are interpreted as the odds for big ADL-problems for
participants with RA compared to those without RA (reference group). Statistical significance
was set at p-values less than 0.05. Prevalence is the number of participants with RA divided by
the total population. Risk (%) was calculated for each ADL/IADL as the number of participants
with big problems by the total population. STATA version 16.0 was used for all data analysis.

RESULTS

In total 2684 participants were included in the current study. Their age ranged from 19 to 97
years old, with a mean age of 60.11+14.35 years. There were more female participants than
male participants (62.30% versus 37.70% p < 0.001). The baseline descriptive statistics of the
participants are shown in Table 5. As can be seen in Table 5, participants with RA are older on
average (with a mean age of 64.23+13.78 years) than the participants without RA (with a mean
age of 57.65+14.13 years). The difference in mean age between the two groups with
corresponding 95% CI was 6.58 years (95% -7.673 to -5.496, p<0.001). Body fat percentage
was slightly higher in participants with RA compared to reference group (35.36+8.89 versus
33.47+9.32), the mean difference was 1.89 (95% -2.623 to -1.159, p<0.001). Participants
without RA had higher education (mean 3.72+1.63) than the patients with RA (mean was
3.36+1.67), the difference was 0.36 (95% 0.231 to 0. 491, p<0.001). Exercise scores in patients
with RA are lower (7.12+3.01) than the reference group (7.36+2.99), difference in mean score
was 0.24 (95% 0.002 to 0. 472, p = 0.048). There were more female participants, 1672(62.30%)
compared to male participants 1012 (37.70%), (p<0.001). Furthermore, more participants
within RA group reported having other chronic diseases than the reference group (83.43%
versus 67.59%), (p<0.001). More participants have family history of RA in the RA group than
those in the reference group (46.0% versus 25.3%). (p<0.001). Regarding the use of heritage,
based on the DAG (Figure 3), because family history is not a confounder, and this variable is

therefore not included in the further analysis.
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Table 5 Descriptive statistics of characteristics of participants with and without RA in the current study.
P-value refers to Pearson chi square and t-test.

Rheumatoid arthritis (RA)

Characteristics Overall With RA Without RA P-value*

2684 1002(37.33%) 1682(62.66%)
Continuous variables
Age (Years) 60.11+14.35 64.23+13.78 57.65+14.13 <0.001
Body fat (%) 34.17+9.21 35.36+8.89 33.47+9.32 <0.001
Education 3.58+1.65 3.36%1.67 3.72+1.63 <0.001
Exercise score 7.27+3.00 7.12+3.01 7.36+2.99 0.048
Categorical variables
Sex <0.001
Female 1672(62.30%) 680(67.86%) 992(58.97%)
Male 1012 (37.70%) 322(32.13%) 690(41.02%)
Chronic diseases <0.001
Yes 1973(72.16%) 836(83.43 %) 1137(67.59%)
No 692(25.78%) 155(15.46 %) 537(31.92%)
Unknown 19(0.71%) 11(1.09 %) 8(0.47 %)
Heritage <0.001
Yes 886(33.01%) 461(46.01%) 425(25.26 %)
No 1680(62.59%) 491(49%) 1189(70.68%)
Unknown 118(4.39%) 50(4.10 %) 68(4.04%)

Data are presented as number of participants (column percentage) or mean + standard deviation. *Comparisons between
confounders and participants with and without RA; p-values reported using Pearson chi square tests for categorical variables
or t-test for continuous variables.

The adjusted model with the confounders age, sex, education, exercise, body fat (%), and
chronic diseases (Table 6 and Figure 4) showed that bed, open jar, car, and bend remained
significantly associated with RA. The IADL activity walk outdoors changed from a significant
association in the crude model to insignificant in the adjusted model, which indicates that one
or more of the confounding variables can explain the association between RA and walk
outdoors in the crude model. However, the IADL factor car remained significant in both the
crude and the adjusted model, which indicates that the confounding variables cannot explain

the association between RA and walk outdoors in the adjusted model.

16



Table 6 Results from crude and adjusted model for the association between RA and ADL in adults.

Crude Adjusted
ADL Big Risk
& N roblems % P- P-
IADL P (%) OR (95%CI) OR (95%CI)
value value
Dress | 2625 | 49 1.87% | 1.55(1.05-231) | 0.028 1'312 ((?7';32 = | 0.245
0, _
Bed | 2626 | 26 0-99% 11 92 (1.09-3.40) | 0.023 2‘62(35 0.004
0 _
Drink | 2622 16 061% | 541 (145-8.01) | 0.005 2'22 (é)(‘)?l 0.079
0 _
Wash | 2626 | 35 133% | 1 93(1.18-3.15) | 0.008 1'512 (7()2‘334 0.164
90% 149 (1.18-
Open | ogs1 | 238 | %9% | 208(169-255 | <0.001 9118~ 1 4 o1
jar 1.89)
[ _
Bend | 2628 | 90 342% | 1 56(116-211) | 0.003 1‘41 ét‘)o 1 0085
0, .
Car | 2628 | 62 235% | 503 (1.39-296) | <0.001 1'52 %‘)03 0.035
Walk 1.33% 1.58 (0.82 -
e | 2622 |35 251 (L48-4.24) | 0.001 300 0.170

P-value significance less than 0.05. Adjusted for age, sex, education, exercise, chronic diseases, body

fat (%).
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Adjusted model for ADL

Walk outside b ®
Car —
Bend —e—
Open jar —o—i
Wash t ®
Drink I ®
Bed b ®
Dress ——
0 1 2 3 4 5 6

Figure 4 Forest plot for adjusted model in ADL & IADL.

We were also interested in gender differences in the association between RA and the different
ADL/IADLs. Table 7 shows the association following adjusted logistic regression analysis for

each gender. We fitted only adjusted models.

We observed differences between the two genders (Table 7 and Figure 5). Not all ADL/IADLs
were significantly associated for both males and females. Getting in/out of a car was
significantly associated for men whereas getting in/out of bed and opening a jar were
significantly associated for females. Dress, bed, drink, wash, bend, and walk outside were not
significantly associated for either gender. In general, it looked as if RA decreased women’s
ADL more than men (two significant associations for women compared to 1 significant

association for men).
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Table 7 Adjusted model for the association between RA and ADL in adults for both genders.

Adjusted
Female with RA Male with RA
ADL &
IADL (N=680) (N=322)
Big : P- Big _ P-
problems Risk (%) | OR (95%CI) value | problems Risk (%) | OR (95%CI) value
Dress 1.44 (0.96 1.17(0.79-
14% 2 14 4.34% 671
35 5.14% ~263) 0.233 34% 2.40) 0.6
Bed 2.46 2.91
19 2.79% (2.07- 0.034 7 2.17% (0.88- 0.079
5.68) 9.61)
Drink 2.16 3.43 (0.49
12 1.76% (0.76— 0.144 4 1.24% —23.86) | 0.213
6.10)
Wash 2.05 (0. 1.01
27 3.97% | 92—-4.54) | 0.075 8 2.48% (0.39- 0.986
2.55)
Open 1.50(1.16- 1.58
jar 216 31.76% 1.93) 0.002 22 6.83% (0.84— 0.154
3.00)
Bend 1.37 1.47(0.90-
51 7.5% (0.85- 0.186 39 12.11% 2.38) 0.120
2.20)
Car 1.37 (0. 2.53
47 6.91% | 83-2.27) | 0.211 15 4.65% (1.08- 0.033
5.93)
Walk 1.87(0.90- 0.66(0.12—
0 0
outside 32 4.70% 3.90) 0.091 3 0.93% 3.57) 0.634
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P-value significance less than 0.05. Adjusted for age, education, exercise, chronic diseases, body fat
(%).

Adjusted model for ADL in females

Walk outside I L 4
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Bend —e—
Open jar —e—
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Dress .
0 1 2 5 a4 s 6 7

Figure 5 Forest plot for adjusted model for ADL in female participants.

Adjusted model for ADL in males
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Figure 6 Forest plot for adjusted model for ADL in male participants.

The RA estimated prevalence was 37.33% in the arthritis sub-group in HUNT4 study 1.7%.
Furthermore, prevalence estimated for females with RA were higher than for male participants
with RA both in the arthritis subgroup (40.7% versus 31.8%) and HUNT4 study (1.21% versus
0.57%).
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DISCUSSION

The purpose of this cross-sectional population-based study was to investigate the association
between ADLs / IADLs and RA in adults, based on HUNT4 data, and to explore potential
differences between males and females. The findings from this study indicate that there is a
significant relationship between RA and ADL, as well as differences between the two genders.
Females with RA have 8.9% higher prevalence more than males. Females with RA have
problems with opening jar and getting in/out of bed, whereas getting in/out of car is harder to

do for male patients with RA.

RA and potential confounders made it harder to operate ADLs and IADL; going in/ out of bed,
opening a jar, bending to pick up a thing, and getting in/out of a car. The risk (%) for each
ADL/IADL based on the number of participants with big problems are descending from highest
to lowest risk as follows: bending to pick up something, getting in/out of a car, wearing clothes,
hygiene and walking outdoors, going in/ out of bed, opening jar, and picking up a glass to drink
(see Table 6). When comparing for each gender, women with RA have problems getting in/out
of bed and opening a jar (see Figure 5). Men with RA only have problem in order to get in/out
of a car (see Figure 6). The ADLs opening a jar and bending to pick up something are hindered
by RA for both genders. Lack of prior studies regarding the association between RA and
different ADLs/IADLs makes it difficult to compare results of this study with previous studies.
Stamm et al. (2016) demonstrated that female sex was associated with an increased risk of
deficits in intense ADLs, but with a decreased risk of deficits in basic IADLs. Age was
associated with an increased risk of reduction in all four dimensions of ADL. Prevalence of
RA in in HUNT4 study 1.7%. Women's prevalence in the HUNT4 study is 2.12 times more
than men. According to Almutairi et al.2021, the global RA prevalence estimate was 0.46%
(95% 0.39-0.54). Linauskas et al., 2019, stated that being female contribute to higher risk for

RA. The results were similar to previous studies.

Family history of RA is a function of both genetic and environmental risk of developing RA.
The results suggest that having RA in the family history might contribute to developing RA.
Based on the findings of Frisellet al. (2016), family history seems one of the strongest risk
factors for developing RA. Despite the progress made in family history association studies, this
predictive value is unlikely to be replaced by genetic markers any time soon. It can be argued
that participants mean age was in adult age group which is 25-64 years. However, participant

with RA were part of senior group that is more than 65 years old. Elderly people are more often
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diagnosed with RA. According to Onna et al. (2016), age- related decline in immune cell
functions, may contribute to the development of RA. This is a similar finding to previous study.
The results on sex as a potential confounder indicated that RA's prevalence is higher in women
compared to men. Sokka et al. (2009) published an analysis based on an exceptionally large
international cohort of RA patients. Their results indicated that in this large multinational
cohort, RA disease development measures are worse in women than in men. Physiological
changes may help to decrease risk of RA in women. According to Chen et al. (2015), the result
from their meta-analysis suggests that breastfeeding is associated with a lower risk of RA, no
matter if breastfeeding time is longer or shorter than 12 months.

The majority of participants reported both RA and other chronic diseases, with a minority of
participants who only have RA. Consequently, based on the present results, there is a
significant association between having other chronic diseases and RA. Similarly, Jeong et al.
(2017) stated that RA was associated with an increased risk of cardiovascular disease,
pulmonary tuberculosis, asthma, thyroid disease, hepatitis B, and depression after adjustment
of socioeconomic and lifestyle characteristics. Participants with RA have higher BMI/body fat
% than those without RA. As a result, higher body fat (%) is associated with increased risk of
having RA. This is consistent with Qin et al. (2015), whose results suggested that an increase
in BMI could contribute to higher risk for RA.

Participants” education level overall is higher than 3 years of academic or vocational school.
However, non-RA participants have higher level of education than RA patients in the current
study. This is a similar finding of previous studies. For example, Jiang et al. (2015) found that
higher educated newly diagnosed RA patients had less pain and less functional impairment at
diagnosis and throughout the follow-up period, although the statistically significant differences
were of limited clinical relevance. Exercise scores show that RA patients are less active, and
they have reported lower scores. It is likely that RA's symptoms such as stiffness,
inflammation, pain, and fatigue in RA patients make exercising more difficult compared to
non-RA participants. This is a similar result of previous studies. Conn et al. (2008) conducted
a meta-analysis on outcomes for exercise intervention among adults with RA. Their findings
showed that exercise interventions resulted in moderate positive effects on physical activity
behavior and small positive effects on pain and physical function outcomes. They suggested
that future research should further examine frequency, type, and intensity of exercise.
Analyzing confounders such as exercise, education level, and ADL/IADL by assigning score

for each response of participants have both advantage and disadvantages. The most important
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advantage of using similar scoring system is to include missing values to consider as many
participants as possible in the analysis. However, a wide range of scores will be produced to
interpret. There is another way of analyzing exercise confounder which is Mets. Mets system

can be applied if more information in details were provided.

More research is still required to find out whether other ADLS/IADLSs can be hindered by RA
generally and between genders. All patients with RA who have had it for a long time are on
medicines to keep it under control. However, this does not lessen the significance of
nonpharmacologic (non-drug) therapies. Effective treatments consist of education and
counseling, rest, exercise, physical and occupational therapies, dietary therapy, measures to
reduce bone loss, as well as avoiding smoking and consuming alcohol (Venables, 2022).
Improved awareness about the potential relationship between RA and ADL is important to
better plan, develop, and improve the health services of the future.

Strengths

To the best of our knowledge, this cross-sectional study is the first to use a large study sample
(n=2684 from the HUNT4 study) to investigate the association between RA and daily life
functioning in adults. A wide range of sociodemographic and lifestyle variables are available
in the questionnaire data, allowing for the ability to include potential key factors in the analysis,
thereby enhancing the validity of the results. The current study highlights the prevalence of RA

and its impact on Norwegians, which may be relevant for similar countries and participants.

Limitations

There are several limitations associated with this study as well. Missing data on characteristics
were classified as "unknown", which could lead to residual confusion. ADL-related
information was evaluated based on self-reports rather than standard measurement methods by
healthcare professionals, which potentially may have led to bias in the information given by
the participants. Moreover, we did not have equal sample sizes between men and female

participants, which may also skew the results.

Key confounders which may have an impact on the association between RA and ADL are
many. The geographic area in which HUNT4 study was conducted may put some restrictions
on the results, as it does not include any major cities. In the current study, due to timing and

researchers’ choices, smoking was not considered, but as chronic diseases and smoking are
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some of the most important confounding factors, medical researchers need to analyze these in
more detail. Finally, the current study is cross-sectional, which takes into consideration the
recognizable proof of associated factors. However, this does not allow to ascertain a cause-
and-effect relationship. For this, a longitudinal design would be necessary, the data of which
are available in the HUNT dataset.

CONCLUSION

In summary, the results of this research indicate that there is a significant association between
RA and ADL in Norwegian people, based on the HUNT4 dataset. Women are more at risk of
RA than men and have more problems with ADL/IADL. The lack of studies about the
association between RA and different ADLs and IADLs highlights the importance of such
studies as the current one. Furthermore, gender differences in the association between RA and
ADL/IADL is not sufficiently studied. This is one of the first studies to show an association
between RA and ADL/IADL in greater detail. In the future, more studies regarding RA and

ADL would contribute to understand better and reduce the prevalence of RA.
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APPENDIXES

Appendix A Invitation to HUNT 4 (nt4blgl11)

- 1

v
HUNTZ ()

HELSE WO EASARELSEH | WO 0. T8 BRI ELAG

Invitasjon til HUNT4

D inviteres fil 3 delta i den fperde store Helseundersakelsen | Mord-Trandelag [MUNTEL Ved & delta far
du en enkel undersekelse v din egen helse, og du gir sambidig ef wiktbsg bedrag til medesinsk forskning.

Du deltar ved 3 fylle ut dette sparreskjernact og mate til undersakelser pa felistasjonen.

TID 0G STED FOR OPPMBTE PA FELTSTASJON:

Dersom det foreslithe bdspunikiet ikke passer for deg kan du mate ndr det passer deg inrenfor
dpningstiden, men det kan da bli noe ventetid. Du kan mebe i en annen kommeane nis det er bedre.

!u.pning:ljﬂ:r fior oppmete utendor fimeatale:

Sparreskjemaer er enviklig del o HUMTA, viennligs: svar pd skjemaet 53 noyaktig som mulig
D fean wware pi rett eller pa papirskjerna.

SLIK SYARER DU PA METT:
G til adressen http.('hurtd no, og welg sparresigema. I BrueeriD:
Logg deg pd med BrukeriD og PIM-kode. PiM-fdie-

SLIK SYARER DU PA PAPIRSKJEMA:
Fyll ut skjemaet =lik det er beskoreset pi neste side, og kryss av pd spersmdlene om sambygkke.
Lewer skjemact nar du meter pd feltstasjoren.

Side Dau& |
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Du kan lese mer om HUNT4 i den vedlagte informasjonsbrosiyren eller pa hitp Jhuntd na.
Om nce er uklart kan du kontakte HUNT forskningssenter pa telefon 74 07 51 80 etler pd o-post

hunt@medsinntnuno.

Vel mett til undersakelsen!
Med vennlg hitsen
% ! |
Stc;\r Krokstad . Bjorn Gustats
Daglig leder. HUNT Dekan, Fakultet for medizin og helsevitenskap

| sperresigernaet finner du spacsmdl om plager og sykdommer cg om andre forhold =om har betydning
for helsa Dersom enkelte spersmdl er uklare, Lar du dem bare 523 ubesvarte. Mvis du wil, kan du drofte

dem med persanalet pa feltstasionen. Flere steder 1 skjermaet ber wi om antall ganger noe har skjedd, etler
alder farste gang noe skjedde. Hais duikke husker nayaktig, kan du skrive det tallet du troe er mest riktig.

Hver deltaker er like viktig, enten du er ung eller gammel, frisk eller syk, er HUNT-veteran eller mater for
farste gang. Jo flere som blir med, jo mer helhetiig og verdifull blir HUNT. Din deltakelse bidrar til 3t i kan
finne ut mer om fiva som pdvirker helse og livskvalitet for alle grupper | zamfurnet. For 3 kunne studere
arsaker til, og utvikling av sybadom, er det wiktig at cgsa de som tidligere har deltatt mater fram.

LES * Bruk svart/old kulepenn eller en god biant.

DETTE * Kryss av stic: (X0

FBR DU o Krysser du feil, fyller du hele feltet med farge. slik: [l Sett =3 kryss i rett st
BENRAER * Sett bare ett kryss for hvert sper=mdl om ikke annet er cppgitt.

* Bruk heie tall ndr du fyller inn antall 3r eller antall ganger, slik:

SAMTYKKE TIL HUNT4
Jeg har lest informasjonsbrosyren om HUNTA og er igent med hva det generelle samtykket til 3 defta
nnebaxrer. Jog har hatt anledning 1il 3 sperre am mer informasjon.

Samtykker du til 3 delta | HUNT4?
] 1. jog samtykker til 3 delta s HUNTA
Do kan dolta 1 MUNTS wanset! om du svarer @ eller ney pd valgene wnder

SPESIFIKKE SAMTYKKER FOR GENETISKE ANALYSER

Naxrmere informasfan om dette finner du pd side 71 informasjonshrosyren for HUNT4.

Hvis genetiske analyser avdekker okt risiko for sylkdom, onsker du tilbakemelding om slik okt risio?
=0 w0

Onsicer du 3 bli invitert til oppfolgingsstudier basert pa genetiske funn, inkludert varianter som kan
@i okt risiko for sykdom?

2 ~nO

Side[ Jave
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£ Hvordan er hetsa dind?

-

Ddrig Tk il gid G Svaart gad

O O O O

) Har du nd noen Langvarig [minst 1 ar] sykdom,

skade eller lidelse av fysisk eller psykisk art
som nedsetter dine funksjoner i ditt daglige liv?

HED JID

HYIS JA:
Hvor mye vil du si at dine funksjoner er nedsatt?
AEait et Rryss per infal

Ervsegaisashammat . L1 (1 [ O
Har nedsatt sy ... D D D D
Har nadsatt hersal O 0O 0 0O
MmO 00O O
Hamenet pga. pevaisksyiten L] (1 1 [

B Hvor sterke kroppslige smerter har du hatt

i lopet av de siste & uker®

Mg
lgen  swake  Svake Medorale Starkes  sterka

O O O O O 0O

ﬂ I hwilken grad har din fysiske helse eller

folelsesmessige problemer begrenset deg i din
wanlige zosiale amgang med familie eller venner

i lopet av de siste & yker?
Husnirs: ik
Bakaa i et ha sasial
halotalt  Esdal Litx amgarng

R

O O 0Od O

) Har du de siste 2 ukene folt deg-

(Saft vt buryss par finye)

r
:
:

LT [ (P— —
Glad og aptiemistizk........... —
Harvas ag urslig............... —

Flagel av angst................. —
Irritabal

Hedlordagrimart............. —

OoOooOooon e
minininininin]np-
OOOO0OO0O0O0 &

Canarell ansgnk.............. —

Side Dau 8

| |Dooooooos

n Foler du deg stort sett sterk og opplagt,
eller trott og sliten?
Meget Stark o appLagt e -
SEErH 0 PRI e eee oo -
Gamc ke stark &g opplagt.. .
L= -
Gl ki bradl o SHEEN oo —

OO0000a

Tr@at 08 SR e eeeeee e eeenee e -
T T T -

-

SYKDOMMER 0G PLAGER

n Mar du, eller har du noen gang hatt, noen aw
tolgende sykdommer/plager? Angi og
da du fikk dette/disse. (Set ot kryss par liyo)

=3 alder

Mai :‘:&r?”m
ows . 0o -
Hjgrtainfarkl—.....coooee oQd ﬁmﬂ
Hjgrtageikt oo OO :mn
ckammaetimmr)...... (1 ] e
ool m Il R I o
L T 00 ﬁ"""l‘rﬂ
Hels gllar emiysem ........ OO :mﬂ
Diakeates |sobhorsyi]....... O Q0 ::mﬂ
vponrersat—. 1 0 [ yimens
foimosr I I R R et
A T R O 0 ﬁmﬂ
L D D ﬁmﬂ
T P P oQd ﬁmﬂ
urineisitession... ] O] g
e .0 O -
it R I o
Urinsyregikt [gadagral...... O O ﬁmﬂ
rar sakt Hjatp toreee... 1 [ o




Har du de siste 12 mineder hatt anfall ™ M

med tung eller pipende pust? D D

) Mar du de siste 12 maneder hatt smerter -

Mai
i ledd =om har wart i mer enn & uker? I:I I:I

@ HMar du neen gang Ml Ja Alder farsha gang?
fatt pawist for hoyt i
blodsukker? D D |_|__| pammil

BRUK AY MEDISIMER

m Bruker du noen resepipliktige medisiner na?
I_ M I:I I D

HVIS JA:
Bruker du noen av disse medisinene? Angi ogsi
alder da du begynte med =lik medisin.

Hai Ja  Alder farsis garg?

Mot OO0 [ smma
e s 00 [ s
e o 00O [ ] sement
e I R (T
= m o N T

Tablatiar &l air
b ml 0] E

m Mar du neen gang fatt kortisonsproyte(r]?

ma ] ] verssa ]

HVIS JA:
Mvorfar har du 3t kortisansproytelr]?
(Pl kiyss malig!

Allergi Boleenelse  Laddomartar Anrat

O O O O
Huar mangi kortisesds prigiar har da
rhtt siste 12 mbnedar?. .o |_|__|mul|
Hvor ofte har du brukt resepiirie medisiner maot

folgende plager i lopet av den siste maneden?
{5t it hryss por el

1=F LT3
Shlden/ gangar gangar

aldi  par ke pardae Daglig
Halsbsannysure oppstat ... D D D D
Trag MEAGE o oeeeereerenes O O O 0O
Hodeping . ......... O 0O 0O 0
Srerier | muskler g lodd O O O 0O

Side[ |av@

BRUK AV HELSETJENESTER

m Mar du i lepet av de siste 13 maneder

wart hos:

]
Legesakl ... - D
Fastlege/allmanalage ...ooc.veeeeee—eeeeeeenerene. O
Annes lage aller paykeleg utenfer sykahus ... D

Kensullasjsn uben innleggelse
« vad payRiatrizk polRURKK . o.......
« wad aaaan poliklinik | syRehis.............
Kesnmunal pEykiatrisk sphepleiar ...

Fysintarapiatimanuel] Terapaut ...

Hireprakber . ...

L ETTET T —

Alapar ...

Altarnativ Bahandler, homsssat,
sematprapaut, hindspdlegger aller annen......

OoOooooooo

EB Har du w2rt innlagt pa sykehus

O 00000000 OoOoo0s_

de siste 12 maneder?

m HMar du vart hos tannlege/tannpleier
de siste 26 mineder?

SYKDOMMER | FAMILIEN

m Har du fereldre, sosken eller barm som har,

HEANEE;

eller har hatt, falgende sykdommer?

ASERE e

Hirpsrud/ nesaallargi....ocoeeeeceree——eeve.
Kresisk Brankitt/amtysemiols

Angst allar deprasjes........ocee ..
Hijgrteinfarkt far 80-drsat e e

[P e R T ] S ——

Hjerneslag [hjerneindarkt eller Bladningl
Par G0 ArE el e e

OO O0O00000c¢
OO oaoooooaas

[ S

in Mar moen av dine besteforeldre,

dine foereldres sesken eller dine
seskenbarn hatt diabetes?

OfF: |00 000000cEs

O&
Or

31



TOBAKK KOSTTILSKUDD

lﬂ-.nh:unlr {5t aft kiyss) m Hvor afte bruker du rioen av felgende
kosttilskudd? (et air kryss par line)
M| Jayg har aldri regkt m
[ seg nar reyit v 06 L sidigers i~ ';""m Addird
- Tram allar omegs
g e 3-kagalar. oo O 0O 0d o0
Jug reykar DABLIS ok Katkabtetter patsien).... [ 1 [ [
Sigaretiar Andra vitamin. ogfaller
I_ N L L LI I_I__I p:rdig minaraltibshudd .......... O 0O 0o od
= Jug bogymita & rayke daglig dr
da fog var L1 ] S MATVARER
DAGLIG tidligars: Tenk pa det siste dret; hver mange ganger
I:I Adg har i ' @ per uke spiser du disse matvarene?
|_|__| i {5t aft kryss par ol
= Mg begynte da jeg var......— garene "?r':lr‘ 3 s Temer
|_|__|k Tgang ganger ganger mar
el e T - Frukbbar__... O 0O 0 0
Sigaretiar
= Dia jug rayhte, rogkis jeg..— I—I_—IP:"“F E1E o] - D D D D
Ridl, rant Wjoit [starte,
sovin, Lan, ¥R e D D D D
Hwikt, resd kjatt | ioplling,
EEEEEE o oooo
Kjetidaig, palser o
) Smusbruk sart et heyss) Lignandt. ... O 00 nog
D har aldri brukt Magar, ran fizk
A har e bk s [Laks. borsk, Seil .., O 0 0o
D Jag har berult snus AV OG TIL tidligera Ft fisk [Laks. Laks, arred,
(3 seq sar s 05 Tt s g isgyimiadag ... 1 O O O

i
[ seq sousor pasLic o F£) Hvor mange glass/beger/kopper drikker/spiser

[ |_|__|“".P" du vanligvis av felgende? [Setf cdf hrpss por Uajad
Jig begynta & snuss |_|k w qm 5: z :; "ﬂl
g wmvie— O O O O O
[ seg har sstipers brust smus asLIG: o w B A
.::.ﬂmulsnuu |_||:.-H E:'EEETL:EI':— D D D D D
c :.:. ;qu:.:q.lm |_|| A surmalh.... D D D D D
- — et DO DO DO
e 0 0 0O O DO
Praic OO0OQOaoQg
w1 O O O O
e I O O O O
mumse 0 O O O O

Side| [|av@
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ALKOHOLBRUK

m Omtrent hwer ofte har du i lopet av de siste
12 maneder drukket alkahol? (Regn ke med lerall

Ik drubket dbahol SE1e 12 MAnEEET .. o ceeeeeeeeeee

2-3 ganger gar uki

& aller flere ganger paruke ...

I_ Jieg har 3k drukket alkahol ..

@ Hvor mange glass ol, win eller brennewin

drikker du vanligvis  lopet av 2 uker?
mmwmmemmmmma

al Win Birafitissin
—— L]

1% Mvor ofte drikker du & glass eller mer av el

win eller brennevin ved samme anledning ¥

M&nidly
Ukanilig.

Diargligl @lLaF NESEER dAGUE -evvere—ooeeeeeerreeeeeeene -

71} Mvor ofte har det hendt i Lapet av de siste
3 mineder at du:
Hinst

Aldri{ A 3panger
splden  oghl parcke

Snarker Byl o sEnerende........

Far pustastopp sdr du sover ...

Har vanskilig far & sovne
am keeelden
Vhksar gjentaite ganger

O RETEE e —
Vihkoner far tidlig og tr ikke

L8R I
Fungerer darlig ph dagtid
Isosialt allar yrhesmaasigl

POA. SEN OB ................ —
Far ubekag, kribling allar
MAUring i Bain . ......ooeeeeees —

OO0 OdO0O00Oo0
OO ooood
OO0 OO00OoOog

Omirent hvar mange limer
nattesown Tar Su pd em vanlig |
hvardag?

Side[ Jave

MOSJON/FYSISK AKTIVITET

¢1) Mvor ofte driver du mosjon? (Ta ef glensomsnitt] .
Mad magian maner wat fu Lok plr fur, gl pd sk, Skl
svamener Hler driver troming fdnedi.

Aldri

Sjeldnare ann en gang i uka ... -

Em gang i uka

23 GEANGEF §UMA e e -

oooaoaao

LT Ty —

g Dersom du driver slik mosjon, 53 ofte som
en eller flere ganger i uka; hvor hardt
maosjonerer du? [Ta o geomoemsn)

Tar dit rolig uten & bl andpusten aller seelt ... — D

Tar dut s hardt a1 j2g blir andpusten éler svali........

oo

Tar mag HEsbam Belb Ul e -

{1) Mvor lenge holder du pa hver gang?
{Ta et gransomsnitl

Mindre @nn 1% minURBr .. -

15-ZF minuer ......

F0EN MUNUDIET e e s -

ooaoaao

T S S0 FEETIET e -

m dmtrent hwor mange timer sitter du i ro pd en
vanlig hverdag? Regn med bade jobb og fritid.
Wl PE, TV, nodibrod), lesing, Silbaess foghjaving a.L |

|

Anitall timsar

SKJERMBASERT AKTIVITET

@ Ansla hwor lang tid du wanligvis bruker til
skjermbaserte aktiviteter per daqg i fritiden.

g iy akTialetar mands FC naminaiT, Smantiviolan,
plionsod, T, lsabrenl

E‘FPLWMHWJ fid | trma fimer  Tierer & dimar
e 00 O O O O
i Oo0O0OQg
w1 0 O O O
Inihs by aw

e 1 00 0O 0O
aeemee. 1 O O O O
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—

LIVSSTIL D) Ble dine foretdre skilt, s e
eller flyttet de fra Wi wrTd  T-lBk
@ Hvor viktig er det for deg 3 leve sunt? ::.:“h-d' du var O 0O |
Svamrt wiklig O
Wikt EI h -
v D @ Dode noen aw dine Hai 1:::' _.H:gf
Lita vikitig foreldre da du war
barn? D D D
Tbis viiEbg O

m ¥ar det mye kranglimg, uro, kenflikter eller
m Hvor formeyd er du med din egen livsstil vanskelig kommunikasjon | barndomshjemmet?
[kesthold, mosjon, reyke- og drikkevaner)?

I svart hiry grad O
Svart Torngyd O
I hiry grad O
Fornopd D
I litan grad O
Lita Tarnayd O
n| I st litan graed O
1Kk farnayd
Ik | ded heke tatl O

5 Er du forneyd med vekta di nd?
@ Kunne du i sppveksten sake stotte hos

I st litan graed

OPPVEKST, DA DU VAR 0-18 AR Kk § det hids takt

m Hvem vokste du opp sammen med ¥

da O en voksen person som du var trygg pa?

Mai, altfar tung | I st hory grad D

Mai, Tt Far Dusg D I hay grad D

Mai, Tt far Lais D I litan grad D

Mai, altfar leat D I swamrt litan grad D
m Hvor mange ganger har du med hensikt gatt ke i det hate tant O

ried mer enn § kg |nh.'|:|_l.|,u,|_uj,|_:u,|,|jj|'_

Adri D @ Sliter du med vonde minner fra oppveksten

pga. tap, svik, vanskjatsel, wold, mishandling

1=2 ganger D eller misbruk?

3 ganger eller mer D | svaert hiry grad D
P " T I hary grad |

Har du uirivillig gatt ned mer enn

§ kg i vekt siste & maneder? aa I liban grad O

(% Mar du tenker pi barndommen/oppveksten

e ey ! dim, vil du beskrive den som:
Mor —_— D
G D
Fa
' Middels D
Srelar
Vanskilig O
Foster - fplaieloretdre
Svarl vanskalig O

Saskan

Aredrg barn usedar 18 ir

Aredirg vokEng

Sade Dau B

I_ goooooon
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UTDANNING OG INMTEKT ALT I ALT

@ Hvilken utdanning er den hoyeste du har fullfert?

1) Mir du tenker pd hvardan du har det for tida,

{Sidt ait kryss! er du stort sett forneyd med tilvzrelsen eller —I
Mad gruansiole saies Barnd- of engdumaskols, er du stort sett misforneyd ¥ Sair e feyas)
fravrhialdeskods, fodkitiseshale,

Mad 12 drig wisrepdendes moetes realshols, middalskale, Sy Torneyd D
Grunnskole D Mgt e

12 drig viderégd ende skala D st farmmy g
3dr i wideragdende skala D 5 ’

Faghrav allar svennebray D aksd mi : L
Hirpshinlafufiversibat, mindre efm § & - D Mopet misfornayd D
Hipsiolafuniversitat, § & allar Mar ... - D St mi : D

@ Hva er din husstands samlede inntekt
siste ar [brutto-inntek:]?
Ta med alle inntekter fra arbeid, trygder,
sosialhjelp og lignende. [Ser e fryssi

Under 350 000 &r .........

250 0DD-£50 000 k¥ ......

&51 000-750 200 kr .....

751 000-1 D03 DD kr ...

poooao

Ower 1000 00D kr.........

BOSITUASJON

m Bor du sammen med noen? (Flere kiyss malig!

| Mei, jag ber alang
D Ja, kielellesamboer) partner

D Ja, andra persanar 18 &r efler aldra:

HYIS JA:

Hyvai mange andra sser 18 477 ... Antall

D Ja, barn wftedar 18 r:

HYIS JA:

Hver mange Barm under 18 &r7 ... |_|__| Antall

Lever det utfylte skjemaet nar du mater pa feltstasjonen.
Takk for hjelpen!

Side[ |av
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Appendix B Arthritis questionnaire (nt4arthgl)

-

HUNTA4

~ i
L ] g o e T qi
Takk Tar ai du mesita £l HUNTE. Du har R deite

shijgmaat Tordi Su har svart ja pd ot ellar Nara
sparsmdl e ledd- aller muskelplagar.

# WVEMMLIGST FYLLUT SKJEMAET
# LEGE DET | SWARKONWOLUTTER
¢ POST DET SHAREST MULM

# PORTO ER BETALT

Vannlg hilsas
Helsaundarsekalsen i Mard-Trandelag

Talalon T4 07 51 &0 { 4-past hunb@enediin.nin s

) Hyvor gammel var du da du fikk
leddplager for forste gang?

(17 i

ﬂ Har en lege sagt at du har felgende diagnoser?
1 53 fall, hwor gammel var du fersie gang?

Ja  Mdor farste gang?

0O L1 ] e

forsiewiyve- AN i i I
pricvifsiemy vieicruull m [ I -
O 0O L e

oo 0O 0O L e
Gt 00O O e

Pooriasis ..o . I:I I:I |_|__| :rrunﬂ.

SKADER 0OG OPERASJONER

) Har du hatt brudd eller skader i
omradet hvor du na har plager?

P
Revmatoid artritty
Beddgikl . ) D

Sitasjopltfarbrose ...

O

O&

O

O&

ﬂ Er du aperert i ryggen?

Side[_Jav 2
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LEDDPLAGER

Shjemaal shal lusas mashkinalt.
Falg darter disse ind i s -

* Brul swar'bld Kulapann eller am god by,

» Wryss av sli: [i]

* Kryssar du fail, tyllar du hela faltet mad langa,
stib: [ st s wryss i raet rane

# Spii bare bt kryss Tor beer sparsmil om ik
annil er appgitt.

# Bl hala 1all nir &g tyllar @ antall 3 allar

arilall ganger, slik: m

) Mar dine sasken, foreldre eller barn

felgende sykdommer? Heik M
Rewmaioid artrist lesdgiki ... ... ... . D D
Peariasis eller psorizsisladdgi.............. . D D
Bakheres akyleceranda spondylit

spomdlartrilt. .. : I:l l:l

“‘ Hwor mange ganger har du vart hos revmatolog
eller revmatologisk sykepleier?

ﬂ' Har du brukt disse medisinens?

Profdmizelsi..... ..o . D
Mathabraxat, Metes ... . D

Remicade, Ramaime, Inflactra, Infikimab . D

K

O

O

O

SALASPI o O O
Husrmira, AdSAMUMEE ..o oo 0O 0O
Enbral, Benapali, EXasaroapl .. ... ... O 0O
MabThira, RIBimab ... ..o O O
DRI oot 0O 0O
e OO0
LT T T § D D
PRS- O O

-



INTEMSITET AV PLAGER ﬂnnr:ln har din fysiske funksjon vart —|
den siste yken®

{) For wwort av pusitens modonfor, seft kryss | baksen sam passer

B! for dog.

r Hyar intansa har Laddplagena Sna wort di sisty soks
Endnadione?

= OO00000000005

Huver intansa er laddsenartens ding Ldag?

- 10000000000

Hyvear mye &f du plagat | dag av ememe ellor boves ledd?

= 0000000000

Hyardan ¥l du beskrive din genarelle Belsetilstasd | dag?

=10 0000000005

I hvar ster grad ar du plagel a ulmattalse ollar trettsatt

w 10000000000

Hyver mye smarter har & | nakke, rygg eller holbar?

= 0000000000

Hyvis dha Far wond ved brykk aller bararing i en dal av
Eroppen, hvor starke ar smartana?

- 100000000002

Huver mya leddstivhat har & nar du vikner am morganan?

- 10000000000

Hyis @ har mergenstivhel, Beer lange varer San fra Sat
tigspunkiet du viknar?

00000000000

Side[_Jav 2
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KElwer  Karer Elarer

Kla pd deg, inkludern
shalinsar o Hnapsar .. D

Sid opp av sia ... D
Left ab Pl glass mad

wadt bl mURREn......... O
Gd wterdars pd flai

grnan S Kka e glatt D
Washi ag larka hele

LT O
Baye dag o 1a spp

e ra quivat.. ... D

Apne at syliatayglass =

5 inn oy ut av en Bl .. D

OO0 O000Oon

goooooooa
OO0 OO0000O0
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