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ARTICLE INFO ABSTRACT

Introduction: Rheumatoid arthritis (RA) is a chronic disorder couldn’t be completely cured by the
current medical treatment and can lead to reduced quality of life(QOL).The aim of the study is to
assess the QOL. Thus, a need based intervention can be prepared for self-care management skill.
Methods: This cross sectional study was performed on 111 patients in South India using convenient
sampling. The collected data included demographic, clinical characteristics and Short form (SF)36.
Results: The mental and physical components were assessed using SF 36.The mean (S.D) of
physical components were PF 48.329( 25.69), RL -PH 31.76(42.1) , Pain 50.56 (20.77), GH 46.44
(15.29) and mental components were RL-EH 43.84(46.92), Energy 54.19(16.73), EW 61.19(16.84),
SF 56.08(23.16). Association found with age, education, income, marital status, DAS, global
functional status and duration of illness with the components of QOL atP> 0.05 level of significance.
Conclusion: The physical components of QOL are lower with RA patients. It important to know the
QOL to plan for better care provided by the health care professionals.
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ability to perform daily activities, including work and
household tasks, and health- related QOL. RA causes
significant physical (work related disability) psychological and
social disability, decreased QOL and co-morbidities besides
being an economic burden(Mould et al., 2011).

INTRODUCTION

A physically active individual lives much healthier and active
life than people who are physically inactive. This is true for
everyone but especially for people with rheumatoid arthritis.
Rheumatoid arthritis (RA) is a chronic, progressive, systemic,
autoimmune disease associated with inflammation of the
synovial joints characterized by episodes of remission and
flare-ups that have a major impact on the patient’s physical,
emotional and social well-being and also the sexual
functioning. (Kremers, 2004) (Helmick 2008) (Tristano AG,
20140). It can result in significant joint destruction, disability
and excess mortality if untreated or inadequately treated.

Having a rheumatic disorder requires ongoing psychosocial
adjustment and behavioral change to deal with fluctuations,
pain, restricted mobility and fatigue in daily life (Homer D,
2005). The results of two multinational surveys showed that
the RA patients had a substantial negative effect on many
aspects of their lives (work productivity, daily routines,
participation in social and leisure activities) and emotional

(Russell, 2008) (Solomon et al., 2003) (Salaffi et al., 2003).
RA is traditionally considered to be a disease with a major
impact on all aspects of quality of life. (Tander
et al., 2008)

Daily pain, stiffness, fatigue, and physical disability are
common features of RA. These problems, and the way patients
cope with them, can affect their quality of life (QOL) (Utsinger
P et al, 2000). RA has a significant negative impact on the

*Corresponding author: Puvaneswari.K

well-being (loss of self-confidence, feelings of detachment,
isolation). Daily pain and fatigue were a paramount issue.
(Strand et al., 2015) (Ryan, 1996). Chronic pain makes
performing daily activities like cleaning the house, dressing, or
looking after children more difficult and painful. (Arthritis
Research UK Pain Center, 2012). Many people describe fatigue
as severe weariness and overwhelming exhaustion that doesn’t
get better with sleep. (Repping-Wuts, et al, 2009)
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CDC also reported that anxiety was almost twice as common as
depression. Most people who had depression (85%) also had
anxiety. Depression has been shown to be associated with
reduced health status, as well as higher pain and fatigue levels
and reduced quality of life (Scott et al, 2010).

QOL assessments are particularly important in the absence of a
cure for RA (Russell, 2008) It can help in finding out the way
to improve the quality of life measures in this disabling illness.

METHODS

A cross sectional design was adopted for this study. The
objectives of the study were to assess the Quality of life of
patients with Rheumatoid arthritis and to associate the selected
baseline and clinical variables with the quality of life. The
setting of the study was Rheumatology OPD of tertiary care
hospital, Bangalore, south India. In this study 111 sample
were selected using convenient sampling. The inclusion criteria
for the study were all patients who were diagnosed to have RA
by the American Rheumatism Association 1987 revised
criteria, adults with the age above 18 years, duration of illness
above 2 months. Patients who were disabled and use the
assistive ambulatory device were excluded. The tools used for
the study were demographic and clinical characteristics and SF
-36. The demographic characteristics of the subjects include
age, gender, education, marital status, occupation, income and
family history. And the clinical characteristics of the study
subjects include Disease activity score, Global functional
status, duration of illness and Co morbidities. QOL was
assessed by SF-36 consists of 8 components which includes
physical functioning, role limitations due to physical health,
role limitations due to mental problems, energy/fatigue,
emotional wellbeing, social wellbeing, pain and general health.
Ethical clearance from Institutional Ethics Committee and
written informed consent from the participants of the study was
obtained.

RESULTS

Data was analyzed using SPSS version 22. The descriptive and
inferential statistical methods used for analysis were mean,
standard deviation, number, percentage and ANOVA
(Kruskalwallis), Chi square and fried man Chi square.

The data presented in table -1 showed that out of one hundred
eleven subjects, majority (33.3%) of them were in the age
group of 41-50 years and females were (86.5%) and males
were only one fifth. Regarding education majority (22.5%) had
high school education and post graduates were very minimal
(7.2%). Most of them (82%) were married. Majority (76.6) of
them were involved in sedentary work and very few (9.9%)
were doing heavy work. Almost half (43.2%) of the patients
had income of Rs.10000-20000. And one fourth of them
(24.3%) had a family history of RA.

The data presented in Table-2 reported the clinical
characteristics. Regarding the Disease activity score (DAS)
majority (34.2%) had low disease activity and (29.7%) had
high disease activity score. Majority of them (70.3%) were
from Class I Global functional status. Regarding the duration of
illness majority (38%) had 1 year- 3 years, (37%) had 3 years -
5 years. Almost half (45.9%) of the subjects were with co
morbidities.

Table 1 Description of demographic characteristics of the
study subjects ~ N=111

No Baseline variables Frequency (f) % Distribution

Age in years
a.21-30 7 6.3

1 b. 31-40 23 20.7
c.41-50. 37 333
d.51-60 27 243
e.>60 17 15.3
Gender

2 a.Male 15 13.5
b. Female 96 86.5
Education
a. Post graduate 8 7.20%
b.Under graduate 19 17.1
c.Intermediate / Hig sec

3 school/PUC 16 144
d .High school 25 22.5
e .Middle education 17 15.3
f. Primary education 13 11.7
g. Illltqrate/No formal 3 17
education
Marital status
a. Married 91 82

4 b. Unmarried 2 1.8
c. Widow/ Widower 15 13.5
d.Divorced/ Separated 3 2.7
Occupation

5 a. Sedentary worker 85 76.6
b. Moderate worker 15 13.5
c. Heavy worker 11 9.9
Income
a.>10000 37 333

6 b.10001-20000 48 432
¢.20001-30000 14 12.6
d.30001-40000 11 9.9
€.<40001 1 1.9

7 Family history of RA
a. Yes 27 243
b. No 84 75.7

Table 2 Description of clinical characteristics of the study
subjects N=111

%

No Clinical characteristics Frequency (f) Distribution

Disease Activity Score

a. Remission 19 17.1

1 b. Low disease activity 38 342
c. Moderate disease activity 21 18.9
d.. High disease activity 33 29.7
Global functional status

5 a. Class I 78 70.3
b. Class 11 25 22.5
c. Class III 8 7.2
Duration of illness
a.>1 Year 9 8.1

3 b. 1Year 1 mon- 3 years 42 37.8
c.3 Years 1 month - 5 years 41 36.9
d. <5 Year 17 15.3
Comorbidities

4 a.Yes 51 459
b.No 60 54.1

The data on Fig-1 showed the mean (SD) QOL of RA patients.
In the physical component the role limitations due to physical
health had a very low mean (SD) of 31.76(42.1). And in the
mental component the role limitations due to mental health had
a very low mean (SD) of 43.84(46.9). The data on the Table-3
showed the association between the demographic, clinical
characteristics and the QOL of RA subjects. The commonly
used ANOVA (Kruskalwallis) and chisquare, Fried man
Chisquare was helped to identify the association.
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Table 3 Association between selected demographic, clinical characteristics and QOL

Physical

Emotional

Characteristics . RL-PH RL-EH Energy/ Fatigue . Social wellbeing Pain General health
functioning wellbeing
Chi square (p value)
Selected Demographic characteristics

Age in years 13.676 (0.03) *  5.173 (0.16) 5.86(0.11) 0.72  (0.53) 1.346 (.26) 6.789 (0.07) * 4.392 (0.22) 3.584(0.31)

Education 10.88 (.02)* 6.07 (0.194) 6.9 (0.14) 371 (446) 793 (0.09) 7.171 (0.12) 11.332 (0.02) 8.222 (0.08)

Income 9.56  (0.008)*  8.93 (0.01)* 8.813 (0.01)* 5.402 (.006) * 8.87(0.000)* 4.745(0.09)  10.214 (0.006)* 6.5 (0.03) *
Marital status 510 (0.0D)* 718 (0.35) 590 (0.03)*  465.5(0.00H)* 590 (0.03)* 603.5 (0.07) 553 (0.02)*  430.5 (0.001)*

Selected Clinical Characteristics

DAS 20.836 (0.00) *
Duration of illness 3.982  (0.26)

Global functional |5 547 ¢ 001y * 8573 (0.014) *

8.838 (.032)*
7.871 (0.04)*

13.61 (0.003)*
7.063 (0.07)

11.88 (0.003) *

11.142 (0.00)*
0.198-(0.89) 255  (.85)

15.59 (0.001)* 13.817 (0.001) * 10.64 (0.005) *

9.459 (0.00)*  8.297 (0.04)*

2761 (0.43)

20.331 (0.000)* 24.721 (0.001)*
3.59 (0.3) 1.89 (0.59)

22.71 (0.001) * 13.97 (0.001) *

staus
*Significant at 0.05
M Standard deviati fOOL in RA It is notable that the female: male ratio was 8:1 in an another
ean (Standar ev11§| 1(?n) scores of Q in study (Maria, 2014).
atients
20 In this study majority had high school education, illiterates and
60 primary education were 11.7 %. It was absolutely supported by
o oL Punjab Institute of Medical Sciences research (4Amarjit
5419 (16.84) 56 : o . .
20 14820 ;g,g% b—3 167 31 Singhetal, 2015) Oand 38.7 % had college educatlgn which was
(25.69) b 50 : lower than 45.7% reported in the above mentioned studies
30 o D@6.99— —— — — .
31.76 (Amarjit,2015)
20— @ — . B
w4+ - — — — — — — — In this present study most of them (82%) were married. A
0 similar finding was reported (85.2%) (Adja et al, 2015) in
PF RLPH Pain GH RLEH Energy EW SF Turkey and (88.9%) in a multi-center cross sectional study in
China. (Li Liu, 2017).

Figl Mean (SD) scores of Quality of life in Rheumatoid arthritis patients

(PF-Physical Functioning , RL-PH -Role limitation physical health, GH- General
Health, RL-EH-Role limitation-Emotional health, Energy, EW-Emotional
wellbeing ,SF-Social functioning )

There were four demographic characteristics ie age, education,
income and marital status were found significant at < 0.05 level
of Significance with different sub components of QOL. In the
clinical characteristics DAS, Global functional status and
duration of illness were found significant at < 0.05 level with
different subcomponents of QOL.

DISCUSSION

Rheumatoid arthritis is a chronic condition but it is not usually
life threatening. Because of the inherent unpredictability and
progressive nature of the illness, the QOL can get affected.
And there were very limited Indian studies done related to the
QOL of RA patients.

In this study the mean (S.D) age was 47.5(11.7516) years
which was very close to a retrospective observational study
conducted in south India with the mean age of 47.6(12.6) of
females and 47.1(14.4) years of males (Saeidkashefi, 2016) and
Karnataka Rheumatoid Arthritis Comorbidity (KRAC) study
subjects had a mean (SD) age of 48.1 (12.71) years
(Chandrasekr ef al., 2016) a Brazilian study with a mean age of
47 5years (ranging from 22 to 83 years), (Maria, 2014). The
present study reflects the prevalence of rheumatoid arthritis is
common in this age group of 35-50 years. This was supported
by an American study (Lynda Martin, 2004).

In this study the female: male ratio was 6.4: 1 (F- 86.5 %, M-
13.5%). The similar proportion of gender were reported by the
GLADAR study (Estel, 2008) (F- 85% and M- 15%) and also
in a prospective study. (Licia Maria, 2010).

Almost half (43.2%) of the patients had income of Rs.10000-
20000. The findings were consistent with an Indian study
evaluated the physical, psychosocial, and economic impact in
RA. In that study the income was categorized with the annual
income of Rs. 1,00,000- 1,50,000 (26%) and 1,50,000-
2,00,000(18%) (Amita et al., 2006).

Majority (76.6%) of them were involved in sedentary work
(House wife, tailor etc). It was highly supported with 74.6 %of
home maker (Adja et al, 2015) in a descriptive study.
Therefore, RA can lead to dysfunction in the roles of
housewives, which in turn will cause loss of labor at home,
resulting in an increase in the indirect costs of the disease.

And one fourth of them (24.3%) had a family history of RA. It
was also consistent with the descriptive survey (20.3%) (Adja
et al, 2015) and it was little higher than 14.8% reported in an
Indian study (Amita et al., 2006).

Regarding the clinical characteristics, the mean (S.D) of
Disease activity score was 4.33 (1.31). In few studies similar
findings were found (4.0+ 1.4) (Adja et al, 2015) and (5 = 1.17)
(Amita et al., 20006).

The remission and high disease activity rate was 17.1 % and
29.7%. Both the values were consistent with the results (14.1%
and 25.5%) of a research study in turkey (Adja et al/, 2015). But
low and moderate disease activity rates were 34.2% and 18.4%.
Which was contrast to the values of the above mentioned study
(14.1% and 42.7%) (Adja et al, 2015). As compared to the
other studies the Global functional status (GFS) and duration of
illness were varied in the present study. Regarding the GFS,
there were many patients in Class II (52%), and class III (18%)
(Rafael, 2012), Class II (41.3%), class III (16.3%) (Tae-Jin
Lee, 2012) but in the present study class I (70.3%) was more.
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Regarding the duration of illness, the mean (S.D) was
49.8(40.58) months (ie) 4.15years. Many subjects in other
studies had 11.2(7.2) years, (Rania, 2016) 6. 7 years (Elizabeth
K. Pradhan, et al 2007) and 7.29 years (Mathew et al 2009),
which was higher than the present study subjects.

Almost half of the patients were observed with co morbidities
in (45.9%) in the present study. It was supported by a
prospective Indian study (44%) (AG Tembe, 2008) and a
Turkey study (57.1%) (Adja et al, 2015)

The QOL of RA patients in mental health was better than
physical health in the present study (Fig-1). Similar reports
were found in a study conducted among 1056 patients in
Netherland (Chorus,2003).In this study the QOL was assessed
using SF-36 , the summary of physical and mental
components of the present study were 44.26 and 53.82
respectively with the total QOL of 49.02. It was almost
similar with 47.49 and 59.93, with the total QOL 52.47 of an
another study with Iranian subjects (Saied Karimi et al, 2013).
The 8 components of QOL (Fig 1) in the present study was
highly supported by the Iranian study with the scores of
PF(48.9), RL-PH (43), Pain(47.2), General health(48.4),
Energy (55), EW (63.1) except Emotional health(58.9) and SF
(63.4) (Saied Karimi et al, 2013).

While associating QOL with the demographic and clinical
characteristics, there were significant association found
between the demographic characteristics age, education,
income and marital status with different components of QOL. It
was highly supported by few studies. (Atapour J, 2002) (Zahra
Monjamed et al., 2008). In the clinical characteristic DAS,
GFS and Duration of illness also had association with different
components of SF-36 QOL. Disease duration had a significant
relationship with QOL in ananother similar study (Saied
Karimi et al, 2013) (Atapour J, 2002).

CONCLUSION

This study showed relatively low quality of life is present with
Rheumatoid arthritis patients in general. And also the females
are mostly affected which can affect the total family system
itself. Since it is a chronic health burden , self -care abilities
can be improved by focusing on giving awareness regarding
the management, thus can improve the quality of life among
Rheumatoid arthritis patients .

Acknowledgments

The authors express their gratitude to all members of study
participants and the hospital authorities.

Bibliography

1. A M J Chorus, H S Miedema, A Boonen, Sj van der
Linden (2003) Quality of life and work in patients with
rheumatoid arthritis and ankylosing spondylitis of
working age, Ann Rheum Dis, 62:1178-1184. doi:
10.1136/ard.2002.004861.

2. AG Tembe, PKharbanda, KBhojani VR Joshi (2008).
Profile of rheumatoid arthritis patients attending a
private tertiary hospital rheumatology clinic. Indian
Journal of RheumatologyVolume 3, Issue 4, December,
Pages 144-147 https://doi.org/10.1016/S0973-3698(10)
60140-9

3.

10.

11.

12.

13.

14.

15.

AjdaBAL, et al., (2015) Characteristics of Patients With
Rheumatoid Arthritis in Turkey: Results From the
Turkish League Against Rheumatism Rheumatoid
Arthritis Registry. Arch Rheumatol; 30(1):16-22 doi:
10.5606/ArchRheumatol.2015.4224

Amarjit Singh Vij, Anand N. Malaviya, Sharath Kumar
(2015). Characteristics of rheumatoid arthritis patients at
first presentation to a specialized rheumatology
department, [International Journal of Research in
Medical  Sciences Aug;3(8):2073-2078, DOI:
http://dx.doi.org/10.18203/2320-
6012.ijrms20150329www.msjonline.org
AmitaAggarwaletal (2006). The physical , psychosocial,
and economic impact in RA, A pilot study of patients
seen in tertiary care referral center, The national medical
Jjournal of India , Vol -19 No 4 , 2006)

Arthritis Research UK Pain Center- The University of
Nottingham. (2012, December). Arthritis pain affects
people differently. http://www.nottingham.ac.uk/
paincentre/pain-and-arthritis/index.aspx

Atapour J, Shakibi M, Rajabizade GHA, Sarotehrigi M.
(2002).The relationship between depression and
disability in patient with rheumatoid arthritis in Kerman.
Journal of Kerman University of Medical Sciences.;
9(2): 79-85.

Chandrasekretal., (2016) Reduced incidence of extra-
articular manifestations of RA through effective disease
control: Karnataka Rheumatoid Arthritis Comorbidity
(KRAC) study, International Journal of Rheumatic
diseases, September DOI: 10.1111/1756-185X.12957
Elizabeth K. Pradhan, er al, (2007). Effect of
Mindfulness-Based Stress Reduction in Rheumatoid
Arthritis Patients, Arthritis & Rheumatism (Arthritis
Care & Research)Vol. 57, No. 7, October 15, , pp 1134-
1142 DOI 10.1002/art.23010 © 2007,

Estel BAP, Massardo L, Wojdyla D, Acevedo E,
Laurindo IMM, Guibert ZM et al(2008) Is there
something we can learn from rheumatoid arthritis in
Latin America? A descriptive report on an inception
Cohort of 1093 patients [abstract]. Ann Rheum Dis;
67:336.

H. Repping-Wuts, P. van Riel,T. van Achterberg (2008).
Fatigue in patients with rheumatoid arthritis: what is
known and what is needed, Rheumatology, Volume 48,
Issue 3, 1 March 2009, Pages 207-209,
https://doi.org/10.1093/rheumatology/ken399 .

Helmick CG, Felson DT, Lawrence RC, Gabriel S,
Hirsch R, Kwoh CK, et al, (2008). Estimates of the
prevalence of arthritis and other rheumatic conditions in
the United States: part I .Arthritis Rheum; 58:15-25
Homer D (2005) .Addressing psychological and social
issues of rheumatoid arthritis within the consultation: a
case report. Musculoskeletal Care, 3:54-9.

Kremers HM, Nicola P, Crowson CS, et al, (2004).
Therapeutic strategies in rheumatoid arthritis over a 40-
year period. J Rheumatol.; Dec;31(12):2366-73

Li Liu, XinXu, NeiliXu and Lie Wang, Liu ef al., (2017)
Disease activity, resilience and health- related quality of
life in Chinese patients with rheumatoid arthritis: a
multi-center, cross-sectional study, Health and Quality

24685 |Page



International Journal of Recent Scientific Research Vol. 9, Issue, 3(A), pp. 24682-24686, March, 2018

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

of Life Outcomes 15:149 DOI 10.1186/s12955-017-
0725-6)

Licia Maria Henrique da Mota, Ileda Maria
MagalhaesLaurindo, LeopoldoLuiz dos Santos Neto
(2010) Demographic and clinical characteristics of a
cohort of patients with early rheumatoid arthritis , Bras J
Rheumatol;50(3):235-48 .

Lynda Martin (2004), “Rheumatoid Arthritis Symptoms,
diagnosis and Management” Nursing Times, 15 June,
Vol.100. No.24; PP: 40-44.

Maria do Socorro Teixeira Moreira Almeida a et al., (2 0
1 4). Demographic and clinical features of patients with
rheumatoid arthritis in Piaui, Brazil - evaluation of 98
patients, Revista Brasileira de Reumatologia,; 5
4(5):360-365.

Mathew A J, Antony J, Eremenco S, Paul B V,
Jayakumar B, Philip J, (2009). Health-related quality of
life in rheumatoid arthritis patients in South India,
Singapore Med J; 50(8) : 800

Mould JF, Fujii RK, Tang B, Araujo L, Pomerantz D,
et al., Burden of disease in patients with diagnosed RA
in Brazil. Results from 2011. National health and
wellness survey

Rafael Chaparro del Moral,1 Oscar Luis Rillo,1 etal
(2012).Work Productivity in Rheumatoid Arthritis:
Relationship with Clinical and Radiological Features.
Arthritis Volume 2012 Article ID 137635, 7 pages
http://dx.doi.org/10.1155/2012/137635

Rania M. Gamala, Safaa A. Mahrana,b, Noha Abo El
Fetoh c, Fadwa Janbi, (2016). Quality of life assessment
in Egyptian rheumatoid arthritis patients: Relation to
clinical features and disease activity, Egyptian Society of
Rheumatic Diseases, The Egyptian Rheumatologist 38,
65-70

Russell AS (2008). Quality-of-life assessment in
rheumatoid arthritis. Pharmacoeconomics.26(10):831-
46.

Ryan S. (1996) Living with rheumatoid arthritis: a
phenomenological exploration. Nurs Stand.;10(41):45-8.
Saeidkashefi®, Sang min lee, Surulivelrajan Mallaysamy,
Girish  Thungap (2016). Demographic, clinical
characteristics and drug prescription pattern in patients
with Rheumatoid arthritis in South Indian tertiary care
hospital, Int J Pharm Sci, Vol 8 20 June, issue 8, 251-
257.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

Saied Karimi, Mohammad Hossein,Yarmohammadian,
Azad Shokri, PaymanMottaghi, Kamal Qolipour (2013).
Predictors and Effective Factors on Quality of Life
among Iranian Patients with Rheumatoid Arthritis,
Mater  Sociomed. Sep; 25(3): 158-162, DOI:
10.5455/msm.2013.25.158-162

Salaffi F, Sarzi-Puttini P, Girolimetti R, Atzeni F,
Gasparini S, Grassi W.( 2009), Health-related quality of
life in fibromyalgia patients: a comparison with
rheumatoid arthritis patients and the general population
using the SF-36 health survey. Clin Exp Rheumatol; 27
(5 Suppl 56):S67-74.

Scott DL, Wolfe F, Huizinga TW (2010) Rheumatoid
arthritis. Lancet 376 (9746), 1094-108.

Solomon DH, Karlson EW, Rimm EB, Cannuscio CC,
Mandl LA, Manson JE, et al. (2003), Cardiovascular
morbidity and mortality in women diagnosed with
rheumatoid arthritis. Circulation; 107:1303-7.

Strand V1, Wright GC2, Bergman MJ2, Tambiah J2,
Taylor PC2. Patient Expectations and Perceptions of
Goal-setting Strategies for Disease Management in
Rheumatoid Arthritis, Journal of Rheumatol,. Nov;
42(11):2046-54. doi: 10.3899/jrheum.140976. Epub
2015 Aug 1.

Tae-Jin Lee, PhD 1, et al, (2012) Cost of Illness and
Quality of Life of Patients with Rheumatoid Arthritis in
South Korea, Value in health 15S 4 3 - S 4 1098-
3015/$36.00 - see front matter, International Society for
Pharmacoeconomics and Outcomes Research (ISPOR)
doi:10.1016/j.jval.2011.11.020

Tander B, Cengiz K, Alayli G, Ilhanli I, Canbaz S,
Canturk F (2008). A comparative evaluation of health
related quality of life and depression in patients with
fibromyalgia syndrome and rheumatoid arthritis.
Rheumatology international, 28(9): 859-865

Tristano AG (2014). Impact of rheumatoid arthritis on
sexual function .World J Orthop. Apr 18;5(2):107-11.
doi: 10.5312/wjo.v5.12.107. e Collection .

Utsinger PD, Zvaifler NJ, Ehrlich GE
(2000).Rheumatoid arthritis, etiology, diagnosis, and
treatment,. Philadelphia: Lippincott.

Zahra  Monjamed, ShokvehVaraee,  Anushirvan
Kazemnejad, Razavian F. (2008). Quality of life in
patients with rheumatoid arthritis. Journal of Nursing &
Midwifery, Tehran University of Medical Sciences and
Health Services.; 13(3): 57-66

How to cite this article:

Puvaneswari.K et al.2018, Quality of Life Among South Indian Patients With Rheumatoid Arthritis. Int J Recent Sci Res. 9(3),
pp- 24682-24686. DOI: http://dx.doi.org/10.24327/ijrsr.2018.0903.1706

skosk skeoskoskosk sk

24686 |Page



