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of patients with reduced WP at month 12 remained high (74.1%; graph 1). We
observed a moderate positive significant correlation between presenteeism and
absenteeism (rM012=0.446; p<0.001). Patients with no restrictions on WP showed
a significantly greater decrease in mean DAS28 from 3.7 (SD 1.15) at baseline
to 1.9 (SD 0.61) at month 12 as compared to patients with restrictions (mean
DAS28: 4.4 (SD 1.04) at baseline to 2.7 (SD 1.15) at month 12; p<0.001). Results
from univariate and logistic regression analyses revealed high functional capac-
ity and low depression score at baseline as major contributing factors for unim-
paired WP (Table 1).

Table 1. Baseline predictors of work participation' at month 12

Univariate analysis® Multivariate analysis®:

Predictors (independent variables) p-values Odds Ratios, p-values
gender 0.117* OR: 0.412; p=0.113
age 0.010** OR:0.951; p=0.071
school graduation 0.150"
professional degree 0.739
duration of complaints 0.127*
therapy group (starters vs. escalation/ 0.004**

change)
DAS-28(CRP) 0.001*
CRP 0.906
tender joints 0.004*
swollen joints 0.021*
disease activity (VAS) 0.003** OR: 0.827; p=0.086
subjective disease activity (RADAI) <0.001*
disease burden (RAID) <0.001*
functional capacity (FFbH) <0.001** OR: 1.477; p=0.031*
fatigue (VAS) <0.001**
depression (PHQ-9) <0.001** OR: 0.876; p=0.035"
working time model (full vs. part-time) 0.498
physical work load 0.427

' dependant variable: O=reduced WP (not working/ absenteeism/ presenteeism (=2)); 1=full
WP (working without absenteeism/ presenteeism (=2))2 according to applicability chi-square
test, t-test for independent variables, Mann-Whitney-U test® binary logistic regression analy-
sis, stepwise-backward procedure* included into logistic regression model* significance level:
p<0.05

Graph 1: Work participation during study period
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Conclusion: Despite T2T and high DAS28 remission, we observed persistent
limitations in WP. Impaired WP was associated with increased disease activity
but logistic regression revealed a significant influence of depression and func-
tional capacity. Our data underscore the multifactorial causes of impaired WP,
which should be targeted by vocational rehabilitation.
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Background: People with inflammatory arthritis (IA), i.e. rheumatoid arthritis, pso-
riatic arthritis and axial spondyloarthritis, often experience low work ability and up
to 38% lose their job during the first years after being diagnosed with 1A (1). As a
result, people with IA have a higher risk of job loss and permanent exclusion from
the labor market than people without IA (1, 2). Work-related rehabilitation is complex
and encompass a variety of interventions which aim to reduce barriers to maintain
work and improve work ability. Unfortunately, positive results from work-related reha-
bilitation is scarce (3), why a better understanding of the challenges people at risk for
job loss experience is needed to develop relevant interventions.
Objectives: To explore perceived challenges and need for support to remain at
work among people with IA who are at risk of job loss.
Methods: A qualitative explorative design based on a hermeneutic approach was
applied. Outpatients with IA who considered themselves at risk for long-term job
loss, were recruited at the Danish Hospital for Rheumatic Diseases. An interview
guide was developed based on earlier results from a systematic review and qual-
itative studies in close cooperation with three patient research partners. Individual
semi-structured interviews were performed from December 2019 to May 2020.
Results: Eleven women and four men with IA (aged 36-68 years) were interviewed.
The participants were employed full time, part time or on sick leave. From the anal-
ysis, a main theme ‘Balancing work as a part of everyday life’ and four sub-themes
emerged: 1) Working despite challenges, 2) Prioritizing energy for work, 3) Fatigue
affects everything and 4) Need for support. To be able to work was very important
to all participants. In general, they were stretching their limits, had concerns about
maintaining their job and they used different strategies to deal with the challenges
they met at work. Flexibility at work in every possible way and support from employ-
ers and co-workers were the main needs to be able to remain at work.

Conclusion: Overall, patients with IA prioritized to keep working, but experi-

enced challenges with balancing their work and energy in everyday life. They

need support and flexibility at work to be able to remain at work.
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Background: RA is an inflammatory disease that results in pain and loss of
function, especially in the hands and wrists. Brief self-assessment tools that can
reliably and precisely quantify hand/wrist function are needed to assess inflam-
matory activity when a physical exam is not feasible and to capture day-to-day
experience of living with RA. Neuro-QoL is part of the PROMIS family of self-re-
port measures created using a patient-centred approach and IRT methodology.
The Neuro-Qol Upper Extremity Function (UEF) scale measures ability across
fine motor and ADLs involving digital, manual and reach-related function and
self-care. Little is known about its performance in RA.
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Objectives: To evaluate the validity and responsiveness of the 8-item Neu-
ro-QoL UEF in RA. We hypothesized scores would be strongly (r>.70) associated
with MHAQ, MD-HAQ, and PROMIS PF, moderately (r=.4 to .7) to symptoms,
disease activity, and QoL indicators, and be responsive to change in disease
activity and PF.

Methods: Data were from the 0 and 6-month visits of adults with early RA (sx <1
yr) enrolled in the Canadian Early Arthritis Cohort, a prospective real-world study
at 16 sites across Canada. Participants completed the Neuro-QoL UEF, MHAQ,
MDHAQ, PROMIS-29, and PT Global at each visit. Rheumatologists recorded
joint counts and MD Gilobal. To evaluate content validity, we examined descriptive
statistics across CDAI disease activity levels, and Pearson correlations between
the Neuro-QOL UEF, legacy measures, CRP & ESR. Responsiveness was
assessed by correlating change scores from visits 0-6 between Neuro-QoL UEF,
disease activity and legacy PF scores.

Results: The 262 participants were mostly white (83%) women (71%) with a
mean (SD) age of 55 (13). Summary statistics at 6-months are shown in Table 1.
Neuro-QOL UEF was moderately-strongly correlated with MHAQ, MDHAQ,
PROMIS-PF (Irl=.63-.75) and moderately correlated with pain and stiffness,
(Irl=.59, -.64), and CDAI, SDAI, PT&MD Gilobal, TJ & SJ (Irl=.39-.58). Neuro-QOL
UEF was moderately correlated with PROMIS QoL domains Pain, Fatigue, Anxi-
ety, Depression, Sleep & Participation (Irl=.39-.60).

Table 1. Summary statistics of physical function and RA disease activity
indices at 6 months.

Mean SD Mdn 25% 75% (Min, Max)
Physical Function
Neuro-Qol UEF 46.5 9.7 53.8 375 53.8 (21.8,53.8)
MHAQ (0-3) 0.29 0.43 0.13 0.00 0.38 (0.00, 2.25)
MD-HAQ (0-10) 1.39 1.64 0.70 0.00 2.00 (0.00, 8.00)
PROMIS-PF 46.4 85 46.2 39.5 56.0 (23.3, 56.0)
RA Disease Activity
CDAI 9.3 9.9 6.0 3.0 13.0 (0.0, 56.0)
SDAI 10.7 10.9 6.8 3.1 15.2 (0.0, 57.0)
Patient Global 3.0 25 3 1 5 (0, 10)
MD Giobal 1.8 22 1 0 3 (0,9)
Swollen Joints (28) 21 3.7 0 0 2 (0, 20)
Tender Joints (28) 2.4 3.9 1 0 3 (0, 24)

Neuro-QOL scores decreased in a dose-response manner across worsening CDAI
DA states reflecting increasing impairment (Table 2). Persons with HDA reported the
highest disability, scoring nearly 0.5 SD lower on the Neuro-QoL UEF than PROMIS
PF. Change from baseline to 6 months in Neuro-QoL. UEF was moderately correlated
with changes in PROMIS PF, MHAQ, PT Gilobal, and CDAI (Irl=.44-.65). The mean
change and range from 0-6 months in Neuro-QoL was significantly larger than in
PROMIS (8.9 [95% CI 75, 10.4] vs. 5.4 [95% ClI 4.4, 6.4])(see Figure).

Table 2. Mean scores (95% Cl) at 6 months by CDAI level.

REM LDA MDA HAD

NeuroQol UEF  52.8 (51.8,53.7) 48.1(46.6,49.7) 42.0(39.4,44.6) 33.8 (30.5, 37.1)

MHAQ (0-3) 0.05 (0.02,0.09) 0.19 (0.14,0.24) 0.45 (0.34, 0.57) 0.90 (0.63, 1.17)
MD-HAQ (0-10)  0.31 (0.17,0.46) 1.1 (0.90,1.32) 2.15 (1.71,2.59) 3.56 (2.56, 4.56)
PROMIS-PF 52.8 (51.4,54.2) 46.8 (45.3,48.2) 42.3 (40.4,44.2) 38.0 (34.4, 416)

Conclusion: Clinicians, researchers, and patients benefit from practical self-re-
port tools that reliably and precisely monitor hand function in RA. Results offer
initial evidence of validity and responsiveness and support use of Neuro-QoL
UEF to self-assess inflammatory activity in the hands and day-to-day experi-
ences of living with RA.
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Background: Physical activity is an important non-pharmacological intervention
that has a combination of biological, physical and psycho-social benefits and
can positively influence chronic fatigue in patients with rheumatoid arthritis (RA)
[1,2,3].

Objectives: Evaluation of the effectiveness of the use of aerobic exercise (walk-
ing) to reduce fatigue in RA patients.

Methods: The study included 111 women with RA (mean age 54.4 + 11.03 years
old, mean duration of illness - 11.9 + 9.3 years old). The DAS28-ESR indicator in
RA patients was 2.84 [2.32; 3.05] points: low disease activity was diagnosed in
61.3% of patients, and remission in 38.7%. The average level of fatigue according
to the VAS screening scale was 71.6 + 8.93 points. Fatigue was assessed using
the Bristol Rheumatoid Arthritis Fatigue Numerical Rating Scale (BRAF-NRS
V2). To assess the patient’s tolerance to physical activity, a 6-minute walking
distance (6MWD) test was used. A walking test at 50 meters was used to assess
the functional state of patients in dynamics. The rehabilitation program (RP) of
patients (for 21 days) included morning hygienic gymnastics, dosed walking
(daily, duration 30-60 minutes) and walking in the air up to 3-3.5 hours a day.
Vigorous movements “through pain” were contraindicated.

Results: No association was found between the duration of RA and all of the
used numerical fatigue scales (p> 0.05), but there was a weak positive relation-
ship between VAS and NRS-overcoming with age (r = 0.21 and r = 0.28). An
association between DAS28-ESR and numerical fatigue scales VAS (r = 0.21),
NRS effect (r = 0.25) and NRS - overcoming (r = 0.24) was found, despite the
fact that this study did not include patients with moderate and high RA activity.
There was a significant correlation between the walking time and the number
of steps during the 50-meter test (r = 0.6, p <0.001), as well as an association
between the fatigue and the walking time (r = 0.33, p = 0.001 for VAS and r =
0.41, p <0.001 for NRS-severity) and the number of steps (r = 0.39, p <0.001 for
VAS; r = 0.47, p <0.001 for NRS-severity; r = 0.44, p <0.001 for NRS-bridging).

Table 1. Dynamics of fatigue levels and physical indicators in RA
patients

Before RP In the end of RP P
VAS fatigue level 71,2 +9,08 (71,5;64-78) 70,4 + 9,15 (70; 64-78) p>0,05
BRAF-NRS: severity 6,83 £ 1,21 (7; 6-8) 6,51 +1,18 (7;6-7) p<0,01
BRAF-NRS: effect 6,24 + 1,07 (5; 4-6) 5,95+ 1,08 (6;5-7) p<0,05
)

BRAF-NRS: overcoming

50 meter test, number of steps

50-meter test, walking time,
seconds

5017 (7;6-8 776 +1,37 (5,4-5) p>0,05
79,3 + 8,64 (78; 73-84) 78,91 = 8,15 (78; 73-83)p>0,05
56,7 + 8,72 (57; 50-63) 55,9 + 8,59 (56; 51-60) p=0,01

*The data are presented as mean = standard deviation (median; interquartile range)After the
completion of RP (Table), RA patients showed a significant reduction in the aspects of fatigue
according to the NRS-severity (Z = 2.98, p = 0.003) and NRS-effect (Z = 2.08, p = 0.037)
scales. There was also a decrease in the time spent by patients performing the 50 m walking
test (t = 2.63, p = 0.01), but the total number of steps did not change (t = 1.44, p = 0.154).
Fatigue and pain are important barriers to physical activity, but it is severe fatigue that reduces
physical activity in patients with RA [4]. At the same time, physical activity itself can become a
factor in reducing fatigue [5], including by reducing the activity of the disease [6].

Conclusion: The severity of fatigue in RA patients can be reduced by actively using
non-pharmacological treatment strategies. Walking is a simple and effective solu-
tion to increase physical activity and it has a significant effect on fatigue in RA.
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