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ABSTRACT

Background: Rheumatoid arthritis is defined as a chronic, progressive, auto immune 
mediated systemic inflammatory disease that primarily affects synovial joints. The 
management of rheumatoid arthritis according to the American College of Rheumatology 
(ACR) aims in relieving pain and discomfort and ameliorate symptoms; arrest or limit 
disease progression and, if possible, reverse pathological changes; maintain mobility and 
function, and promote the best possible quality of life, were pharmacist role is considered 
significant. Materials and methods: The current prospective interventional study (quasi 
experimental design) was conducted in a secondary care hospital for a period of six 
months to evaluate the impact of clinical pharmacist mediated patient counseling on 
health related quality of life in rheumatoid arthritis. The study involved collection of data 
by administration of a questionnaires SF-36 health survey during the first visit through 
direct patient interview. After which counseling was provided regarding disease, drug 
and lifestyle modifications by using a patient information leaflet. At the second visit the 
same questionnaire was administered and the responses were documented, finally the 
comparative score was calculated and the improvement in quality of life was calculated. 
Results: Our study observed that there is a significant difference in the quality of life in 
rheumatoid arthritis in all the domains both physically and mentally after providing  the 
patient education through the patient information leaflet and the mean quality of life 
score for baseline and follow up visits 28.98 ± 16.35, 41.17 ± 16.15, 37.5 ± 16.23 
respectively. Conclusion: Pharmacist based patient education and counseling may have 
greater positive impact on the quality of life in rheumatoid arthritis patients.
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comINTRODUCTION

Rheumatoid Arthritis (RA) is a chronic 
inflammatory disease with unknown eti-
ology that affects commonly diarthrodial 
joints but often with periarticular and sys-
temic involvement. Rheumatoid arthri-
tis was coined in 1858 as a label for cases 

reported by a French medical student in 
1800.1,2

 The prevalence of rheumatoid 
arthritis for every 1, 00,000 population is 
1136 the prevalence rate is high in age group 
of 60-74 yrs where as low in 15-29 years age 
group. Females are affected 2 times more 
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than a male and the prevalence of the disease increases 
with age and gender.3

 The etiology of RA is unknown 
but most possible involving factors are genetic predis-
position,1,3 infectious origins,1,4 psychosocial aspects,5-7 
Some of the studies suggest that depression is more 
commonly seen in females in severe cases antidepressant 
treatment and cognitive behavioral therapy can improve 
the condition. The health care professionals should 
evaluate not only the physical limitations but also the 
mental health and perceptions of patients towards the 
disease which may increase the quality of life in rheu-
matoid arthritis.4,8 The pharmacotherapy of rheumatoid 
arthritis involves four categories of medications Non-
Steroidal Anti-Inflammatory Drugs (NSAID’s), Disease 
Modifying Anti-Rheumatoid Drugs (DMARD’s), bio-
logical therapies and glucocorticoid. 
The world health organization defines quality of life as 
“an individual’s perception of their position in life in the 
context of the culture and value systems in which they 
live and in relation to their goals, expectations, standard 
and concerns”.9,10 The state of wellbeing is essential to 
the concept of quality of life. It refers to the patient’s 
own evaluation of disease. The impact of the illness on 
various aspects of life depends completely on patient’s 
life style, occupation and socioeconomic state.9-11

Daily pain, stiffness, fatigue and physical disability are 
commonly found in rheumatoid arthritis and its effects 
on all the aspects of quality of life.12 The socioeconomic 
status and disability to do work with pain  which shows 
a negative effect on the individuals quality of life and 
some of the research studies on rheumatoid arthritis 
suggests that due disease disability and some external 
factors such as education, gender, social life influences 
the health related quality of life in rheumatoid arthri-
tis.8,13

Most patients will have joint destruction, functional 
impairments and increased mortality having a great 
impact on patients’ Health-Related Quality Of Life 
(HRQOL) in rheumatoid arthritis. Furthermore, 
patients have often adapted to their life with RA and 
have cognitively integrated the illness into their lives by 
redefining their internal standards of what comprises 
health, changing their values and priorities and/or rede-
fining the concept of quality of life.12,14

Health related quality of life instruments are available 
to measure the quality of life in rheumatoid arthritis. 
The instruments used to measure the quality of life are 
Health assessment questionnaire-disability index Short 
Form-36.15 Health Assessment Questionnaires (HAQ) 
remains the gold standard for measuring functional sta-
tus in rheumatoid arthritis. although physical function 
is the only one of several domains determining health 

related quality of life increases its importance in rheu-
matoid arthritis.16

The Shortform-36 health survey a general health status 
questionnaire designed in the USA. The SF 36 includes 
8 scales that assess pain, physical functioning, general 
health, fatigue/vitality, mental health, social function-
ing, and role limitations due to either physical (or) 
emotional problems. Two summary scores, the SF-36 
therefore assess a broader range of health concerns than 
rheumatoid arthritis specific measures and because 
it is a generic measure comparison are possible across 
diseases. In common with the HAQ, it has the advan-
tage of describing the impact of the disease in terms of 
patient-centered outcomes rather than the biological or 
disease-centered outcomes perceived by clinicians. but 
HAQ does not takes into account of emotional and 
psychological problems experienced by the patient, and 
which may affect patients’ perceptions of their disease 
severity It differs from the HAQ because it has ques-
tions designed to assess eight areas of health, ranging 
from those related to limitations in physical activities 
caused by disease to general perceptions of vitality and 
health. Hence the use of SF-36 with HAQ is beneficial 
to measure the quality of life in rheumatoid arthritis.17,18

The investigations useful for monitoring the response 
of the treatment are Erythrocyte Sedimentation Rate 
(ESR) and C-Reactive Protein(CRP) which are inflam-
matory markers and rheumatoid factor which is an anti-
body present in the rheumatoid arthritis.16,17

The pharmacist plays an important role in rheumatoid 
arthritis including improving patient adherence, educat-
ing and counseling the patients about the disease and 
drugs.  As per pharmaceutical care concept pharmacists 
play an imperative role in establishing patient rela-
tionships, obtaining medication history information, 
preventing, and identifying and resolving medication 
related problems.

MATERIALS AND METHODS
The prospective interventional study (Quasi experimen-
tal design) of six months duration was carried out in 
department of orthopedics of a secondary care referral 
hospital in India. The study was approved by the hospi-
tal authority by obtaining a proper consent on submis-
sion of the profoma of the entire study. The ambulatory 
patients of either sex diagnosed with rheumatoid arthri-
tis of age above 18 years were included in the study.  
Inpatients, pediatric patients and pregnant women were 
excluded from the study.  
Study Procedure: The study was performed initially 
by obtaining a proper informed consent from hospital 
authority and Institutional Review Board (IRB) of the 
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Table 1: Demographic details of the study participants

S.NO Patient characteristics No of 
subjects Percentage

1. Gender Distribution

Male 24 37.5

Female 40 62.5

2. Age Distribution

20-30 05 7.812

30-40 10 15.62

40-50 30 46.87

50-60 14 21.87

60-70 05 7.81

3. BMI (Body Mass Index)

Underweight 05 7.81

Normal weight 25 39.06

Overweight 20 31.25

Obese 14 21.87

4. Marital status

Married 50 78.12

Unmarried 05 7.81

Divorced 02 3.12

Widow 07 10.93

5. Smoking status/Social 
history

Smoker 30 46.87

Non smoker 25 39.06

Past smoker 05 7.81

Chain smoker 04 6.25

6. Family history

Present 40 6.25

Absent 20 31.25

7. Concomitant disease

Diabetes mellitus 14 6.25

Hypertension 12 18.75

Diabetes mellitus and 
hypertension 10 15.62

Thyroid disorders 02 31.25

institution to which the research scholar belongs. The 
study was carried in ambulatory patients visiting ortho-
pedic department who acknowledged their participation 
after getting informed regarding the significance of the 
study obtained through written informed consent. The 
sample sizes of 64 patients who meet the inclusion cri-
teria are recruited. The demographic details and base-
line characteristics like age, gender, pain history, were 
obtained and documented. The questionnaires used in 
this study are health assessment questionnaire for rheu-
matoid arthritis and SF-36 health survey which consists 
of questions related to rigidity, pain intensity, and physi-
cal exercise, sensorial function,  past, present and future 
perceptions of their position in life and health outcome 
measures such as ESR (Erythrocyte Sedimentation Rate), 
rheumatoid factor (RF), CRP (C-reactive protein) were 
taken. At the first visit through direct patient interview, 
all the data’s pertaining to questionnaires of Quality 
Of Life (QOL) was obtained; suitable score are given 
after collecting these data from the patient. Counseling 
is provided regarding disease, drug and lifestyle modifi-
cations by using a patient information leaflet prepared 
in the regional language. During the second visit once 
again the patient were administered with questionnaire, 
responses are obtained and documented and suitable 
score is given. The results of first and second visit are 
compared and outcomes are measured. The baseline and 
follow up were included to analyze the data statistically; 
paired “t” test was selected to analyze the significant dif-
ference between baseline and follow-up. Graph pad in 
stat version 3.0 was used to carry out statistical test. 

RESULTS
The present study involved 64 patients, diagnosed with 
rheumatoid arthritis. Demographic details of the par-
ticipants involved in the study was categorized based on 
gender distribution, age distribution, body mass index 
(BMI), marital status, social history, family history and 
concomitant diseases the results of which were thor-
oughly analyzed and reported in Table 1 (Demographic 
details of the study participants). Quality of life Short 
form -36 health survey, assessed by the response to the 
physical functions, role physical, body pain, general 
health, vitality, role emotional, social functions, mental 
health results of which are reported in Table 2 (Compar-
ative responses to Quality of life Short form -36 health 
survey in baseline with first follow-up and second fol-
low-up). The health outcome in terms of ESR/RF/CRP 
as parameters in comparison of baseline with first fol-
low-up and second follow-up is analyzed and reported in 
Table 3 (Comparative responses to Quality of life Short 
form -36 health survey in baseline with first follow-up 
and second follow-up in terms of health outcome). The 

quality of life (QOL) in patients diagnosed with rheu-
matoid arthritis was assessed with help of responses to 
HAQ questionnaire, comparison of baseline with first 
follow-up and second follow-up.  The results of which 
are reported in Table 4 (Comparison of quality of life at 
baseline, first follow up and second follow up). 

DISCUSSION
Several studies assessed the impact of rheumatoid arthri-
tis on quality of life which has been conducted in recent 
years. Most of them are cross sectional and case control 
studies which are conducted among rheumatoid arthritis 
patients to know the extent of health related quality of 
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Table 2: Comparative responses to Quality of life Short form -36 health survey in 
baseline with first follow-up and second follow-up

Comparison of responses to Physical function
Mean base line score  

± SD
Mean 1st follow up  ± SD Mean 2st follow up  ± 

SD
P – value

28.98 ±16.35 37.50 ± 16.23 41.17± 16.15 <0.0001

Comparison of responses to Role Physical

Mean base line score  
± SD

Mean 1st follow up  ± SD Mean 2st follow up  ± 
SD

P – value

25.09±14.91 34.23 ± 17.52 43.76 ± 20.43 <0.0001

Comparison of responses to Body Pains

Mean base line score  
± SD

Mean 1st follow up  ± SD Mean 2st follow up  ± 
SD

P – value

47.35 ± 12.80 36.68 ± 10.90 31.70 ± 9.835 <0.0001

Comparison of responses to General health

Mean base line score  
± SD

Mean 1st follow up  ± SD Mean 2st follow up  ± 
SD

P – value

28.37±12.86 37.28 ± 12.65 41.85 ± 12.59 <0.0001

Comparison of responses to Vitality

Mean base line score  
± SD

Mean 1st follow up  ± SD Mean 2st follow up  ± 
SD

P – value

40.78 ± 11.49 49.48 ± 10.83 54.46 ± 11.02 <0.0001

Comparison of responses to Role emotional

Mean base line score  
± SD

Mean 1st follow up  ± SD Mean 2st follow up  ± 
SD

P – value

33.38 ± 19.20 45.632± 20.333 58.18 ± 20.12 <0.0001

Comparison of responses to Social function

Mean base line score  
± SD

Mean 1st follow up  ± SD Mean 2st follow up  ± 
SD

P – value

35.12 ± 16.2 48.42 ± 15.02 58.17 ± 14.3 <0.0001

Comparison of responses to Mental Health

Mean base line score  
± SD

Mean 1st follow up  ± SD Mean 2st follow up  ± 
SD

P – value

42.57 ± 12.07 53.82 ±10.792 62.141± 13.412 <0.0001

Table 3: Comparative responses to Quality of life Short form -36 health survey in baseline 
with first follow-up and second follow-up in terms of health outcome

Comparison of responses to Erythrocyte sedimentation rate (ESR)
Mean base line score  

± SD
Mean 1st follow up  ± SD Mean 2st follow up  ± SD P – value

72.04  ± 41.53 59.51 ± 36.18 45.15± 28.15 <0.0001

Comparison of responses to Rheumatoid factor (RF)

Mean base line score  
± SD

Mean 1st follow up  ± SD Mean 2st follow up  ± SD P – value

31.97± 37.013 25.96 ± 30.54 10.27 ± 5.24 <0.0001

Comparison of responses to C reactive protein (CRP)

Mean base line score  
± SD

Mean 1st follow up  ± SD Mean 2st follow up  ± SD P – value

1.739 ± 2.137 1.259± 1.056 0.685 ± 0.326 <0.0001

life affected due to disease. There are few studies to assess 

the quality of life in patients after providing the patient 

counseling regarding disease, drug therapy and life style 

modifications which shows significant improvement in 
medication adherence and quality of life.19   
In the present study, baseline characteristics shows that 
females are twice more effected than males to develop 
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Table 4: Comparison of quality of life at baseline, first follow up and 
second follow up

Activity of daily living
Mean scores

Baseline 1st follow up 2nd follow up

Dress yourself, plus 
doing buttons 1.43 ±1.08 0.67 ± 0.81 0.64 ± 0.78

Get in and out of bed 2.00 ± 1.06 1.09 ± 0.97 1.06 ± 0.95

Lift a full cup/glass to 
your mouth 1.50 ± 1.20 1.03 ± 1.02 0.84 ± 0.91

Climb up five steps 2.26 ± 0.87 1.81 ± 0.81 1.45 ± 0.81

Get on and off the toilet 1.29 ± 0.95 0.56 ± 0.70 0.26 ± 0.51

Bend down to pickup 
clothing from the floor 1.79 ± 1.19 1.42 ± 1.12 1.09 ± 0.97

Turn taps on and off 1.70 ±1.26 1.37 ± 1.04 1.20 ± 0.96

Work in office/house 1.73 ± 1.03 1.69 ± 1.01 1.19 ± 0.91

rheumatoid Arthritis. In the study population most of 
the subjects are belongs to age > 45 years, which indi-
cates ageing is a major risk factor for the development 
of RA. 
Smokers in this study were found to be (46.87%) which 
indicates smoking is the major risk factor for the devel-
opment of rheumatoid arthritis similar to past studies. 
One retrospective cohort study performed by the Onu-
rozeturk et al20 shows the quality of life is much affected 
in smokers than non-smokers in rheumatoid arthritis 
with mean score of 42.64 ± 13.3 vs. 46.9 ± 13.821.
Initiation of this study we found that quality of life in 
the study population varies from one person to other 
based on their disease severity, progression and presence 
of co-morbidities. In this HRQoL study mostly affected 
domains are physical functioning, mental health and 
role emotional with a mean score of 28.98, 33.3 and 
42.57. One cohort study conducted by Esam Moham-
mad abu al-fadl et al21 reported that rheumatoid arthritis 
patients have a greater impact on multiple domains of 
health related quality of life with mean scores of 62.12, 
52.56 and 44.01. 
This suggests that psycho -education (or) specific inter-
vention by health care provider can increase the quality 
of life in Rheumatoid Arthritis patients.22

Most of the studies estimated quality of life in rheu-
matoid arthritis by using HAQ, SF-36 health survey 
and some pain scales and concluded that rheumatoid 
arthritis affects the quality of life. Fewer studies suggest 
that quality of life is much worse in rheumatoid arthritis 
compare to other musculoskeletal diseases such as anky-
losing spondlyitis. 
In this study we assessed the impact of clinical phar-
macist mediated patient counseling on quality of life by 

providing patient information leaflet regarding disease, 
drug and lifestyle modification. 
The HRQOL in the present study population in mul-
tiple domains at baseline and last follow up is physical 
functioning 28.98±16.35 and 41.17±16.5, role physical 
28.98±16.35and 41.17±16.15, body pains 47.35±12.80 
and 31.70±9.83, general health 28.37±12.86 and 
41.85±12.59, vitality 40.78±11.49and 54.4±11.02, 
role emotional 33.3±19.2 and 58.18±20.12, social 
function 35.12±16.20 and 58.17±14.31, mental 
health42.57±12.071and 62.141± 13.412 and overall 
score at p-value is 0.0001 is significant.
The health outcome measures such as ESR, CRP, and 
RF at the baseline and final follow up were found 
to be ESR 72.04±41.53and 59.51±36.18, CRP 
59.51±36.18and0.685 ± 0.326and RF 31.97 ± 37.01 
and 10.27 ± 5.24 which are similar to results of the 
study conducted by J.Hill et al.23

The results show that clinical pharmacist mediated 
patient counseling will have positive impact on quality 
of life in both physically as well as mentally.

CONCLUSION
Rheumatoid Arthritis is a chronic autoimmune disorder 
which limits patient activities in terms of physical func-
tion, social, and psychological status, and pharmacist 
plays an important role in management of rheumatoid 
arthritis by providing their patient centered pharmaceu-
tical care services. The present study also demonstrated 
the positive influence on various domain of quality of 
life by providing the patient counseling through the 
patient information leaflet. In conclusion, the phar-
macist based patient education and counseling have a 
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greater positive impact on the quality of life in rheuma-
toid arthritis patients.
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