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Abstract

Relevance: Rheumatoid arthritis (RA) is a chronic inflammatory disease that leads to progressive joint damage and
systemic complications. It significantly reduces patients' quality of life (QoL), affecting their physical, psychological, and
social well-being. Assessing QoL is a crucial criterion for evaluating treatment effectiveness and requires the use of
specialized instruments and questionnaires. This study aims to assess changes in QoL and treatment adherence among RA
patients over one year of baseline therapy using the SF-36 and HAQ questionnaires.

Materials and Methods: A prospective observational study was conducted on 109 patients with a confirmed RA
diagnosis (ACR/EULAR 2010 criteria). Enroliment took place in 2021, with reassessment after 12 months. Clinical
parameters (DAS28, VAS), QoL measures (SF-36, HAQ), and treatment adherence (Morisky-Green questionnaire) were
evaluated. Data analysis was performed using SPSS 26.0.

Results: The mean age of the patients was 56.3 years, with 77% being women. After one year of therapy, a statistically
significant improvement in QoL was observed: the physical component of SF-36 (PCS) increased by 8.3 points, and the
psychological component (MCS) increased by 10.6 points (p < 0.001). The HAQ index decreased by 0.4 points, indicating
improved functional status. However, only 59.6% of patients demonstrated high adherence to treatment, while 40.4% had
low adherence, which correlated with poorer QoL scores and higher disease activity.

Conclusions: High treatment adherence positively influences QoL and disease activity in RA patients. Additional
strategies, including digital technologies, counseling, and personalized treatment approaches, are necessary to enhance
adherence and optimize patient outcomes.

Keywords: rheumatoid arthritis, quality of life, Health Assessment Questionnaire (HAQ), Medical Outcomes Study 36-
Item Short Form (SF-36) adherence to therapy, Morisky-Green questionnaire.
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'HAO «MepguumHcknn yHuBepcuteT Cemen», Cemen, Pecny6nuka KasaxcraH;
2HAO «Kasaxckmit HauMoOHanbHbIA MeauUuHcKkun yHuBepcuteT um. C.[1. AcheHansipoBay,
r. AnmaTtbl, Pecnybnuka KasaxcraH.

AktyanbHocTb: PeBmatougHbiit aptput (PA) — 3TO XpoHU4eckoe BOCManuTensHoe 3abonesaHve, npuBoasLiee K
MpOrpeccupytoLLEMy MOBPEXAEHNIO CYCTABOB M CUCTEMHBIM OCNOXHEHUAM. OHO 3HAUNTENBHO CHXKAET Ka4yecTBO XKWU3HU
(KX) naumenToB, 3aTparuBas ux (puanyeckoe, Mcuxomnormyeckoe M couwanbHoe Brarononyune. OueHka KK sBnsetcs
BaHbIM KpuTepueM 3deKTMBHOCTM Tepanum 1 TpebyeT WCMONb3oBaHMSA CreLMannaupoBaHHbIX WHCTPYMEHTOB M
onpocHukoB. Llenb gaHHOro nccnepoBaHus — ouUeHUTb AuHamuky KK 1 npuBepeHHOCTU Tepanuum y nauueHTos ¢ PA B
TeuYeHue 0AHOro roga 6asncHOro neveHms ¢ Mcnonb3oBaHuem onpocHukos SF-36 n HAQ.

Matepuansl U MeToAbI: NPOBEAEHO NPOCNEKTUBHOE 0BCepBaLOHHOe uccneaoBaHue, Brovatowee 109 naumeHTos ¢
noaTeepxaeHHbIM auarHosom PA (kputepun ACR/EULAR 2010). Bknrovenune B uccnegoeaHue nposogunock B 2021 rogy,
MOBTOpHasl OLieHKa ocylecTBnsnach yeped 12 mecsueB. OueHuBammcb knuHudveckne napametpbl (DAS28, VAS),
nokasatenn KX (SF-36, HAQ) u npusepxeHHOCTb Tepanuu (onpocHuk Mopucku-IpuHa). AHanu3 AaHHbIX BbIMOMHANCS C
ucnonb3oBaHnem nporpammbl SPSS 26.0.

PesynbTatbl: CpegHuit BO3pacT nauueHToB cocTaBmn 56,3 roga, 77% y4acTHUKOB Bbinu XeHLmHbI. Yepes rog Tepanum
ObINo OTMEYEHO cTaTUCTMYeckn 3Haummoe ynydweHue KXK: dmaumueckuii komnoHeHT SF-36 (PCS) ysenuuuncsa Ha 8,3
Banna, a ncuxonormyeckuii komnoHeHT (MCS) — Ha 10,6 6anna (p< 0,001). Mugekc HAQ cHuauncsa Ha 0,4 6anna, yto
CBUOETENBCTBYET 00 yryyLieHUn (yHKLMOHaNbHOTO cocTosHKs. OfHaKo BbiCOKas MPUBEPKEHHOCTb Tepanun Habnoganach
Tonbko y 59,6% nauuenTos, Torga kak 40,4% WMENM HU3KYID NPUBEPKEHHOCTb, YTO KOPPENMPOBANo C XyALUMMM
nokasatensamu KX n 6onbLueit akTMBHOCTbIO 3aboneBaHus.

3akntoyeHue; Bbicokasi NPUBEPKEHHOCTb TEPANUN OKa3bIBaET MONOXMUTENBHOE BrMsHIE Ha KK 1 akTuBHOCTL 3aboneBaHuns y
naumeHToB ¢ PA. [N NOBBILIEHNS MPUBEPKEHHOCTA 1 OMTUMM3ALMM Pe3yNbTaToB feYeHnst HeOBXOAUMbl JOMONHUTENbHbIE
cTpareriu, Bkiodas LdpoBble TEXHOMOMM, KOHCYNBTUPOBaHIE 1 NePCOHaNN31POBaHHbIe NOAX0abI K Tepanmu.

Knroyeebie cnoga: peemamoudHbill apmpum, Ka4ecmeo XU3HU, ONPOCHUK oueHKu 30oposbs (HAQ), onpocHuk SF-36,
npusePXEeHHOCMb K mepanuu, onpocHuk Mopucku-lpuHa.

Ansa yumupoeaHusi:

Memposa K).B., MeaHosa P.J1., lopembikuHa M.B., Cepukosa T.K., KapakaHosa A.b., bakbimosa A.b., Ceiimxax [.C.,
Hoeaesa M.I. KauyeCTBO XM3HW M NPUBEPKEHHOCTb Tepanuu NaUWeHTOB C peBMaToMgHbiM apTputom // Hayka w
3npasooxpaHerue. 2025. Vol.27 (1), C.40-48.doi 10.34689/SH.2024.27.1.005
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OasexTiniri: PeBmatonatbl apTput (PA) — OyblHAAPAbIH NPOrPECCHBTI 3aKbIMOaHybl MEH XYAeni acKblHyNnapFa akeneTiH
cosbinmansl kabblHy aypybl. On nauueHTTepgiH emip cypy canacbiH (©C) aiTapnblkTan TeMeHgeTin, onapablH,
uanKanblk, NCUXONOMMAMNbIK XKOHe oneymeTTik on-aykatbiHa oacep eTefi. ©C 6Oaranay TepanusHbiH TuiMAINIriH
aHbIKTayAblH, MaHpI3Abl KpuTepuii Bonbin Tabbinagbl XaHe apHaiibl Kypangap MeH cayanHamanapfbl KonmgaHydbl Tanan
etedi. Ocbl 3eprTeymiH Makcatbl — SF-36 xoHe HAQ cayanHamanapbiH KongaHa OTbipbin, PA-meH aybipatbiH
naumeHTTepgin ©C ouHaMMKachiH XaHe Tepanusra Genimainiriv 6ip xbigslk 6a3anbik em ascoliHaa baFanay.

Marepuanpap meH agictep: ACR/EULAR 2010 kputepuitnepiHe carkec PA guarHosbl pactanfadH 109 nauueHTTi
KamTbIFaH NpocnekTueTi bakpinay 3eptreyi xypridingi. MauneHTrep 2021 Xbifbl 3epTTeYre eHridinin, 12 angaH keniH Kanta
Baranangbl. Knunukanbik napametpnep (DAS28, VAS), ©C kepcertkiwtepi (SF-36, HAQ) xaHe Tepanusra Genimainik
(Mopucku-I'puH cayanHamacel) 6aranangbl. [epektepai Tangay SPSS 26.0 6argapnamacsl apKbinbl xyprisingi.

Hatnxenep: MauneHTTepaiH opTala xackl 56,3 xacTbl Kypambl, onapabiH, 77%-bl aenaep 6ongbl. bip Xbinabik
TepanusgaH keiH ©C-TiH CTaTUCTUKANbIK TYPFblgaH MaHbi3gbl xakcapybl Gaikangbl: SF-36 gusmkanbik KOMMOHEHT
(PCS) 8,3 bannfa, an ncuxonorusnblk komnoHeHTi (MCS) 10,6 6annfa apttel (p < 0,001). HAQ wHgekci 0,4 6annra
TeMeHen, (yHKUMOHaNAbIK XaFfanablH XakcapraHblH kepceTTi. Ananga, Tek 59,6% nauueHTTep TepanusiFa ofapbl
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Geiimainik TaHbITTbl, an 40,4%-biHaa benimainik TemeH Oongel, 6yn ©C-TiH HawapnaybiMeH XaHe aypy BenceHginiriHin,

oFapbl 6onybIMeH e3apa baiinaHbicta bongpl.

KopbiTbiHabinap: Tepanusra xofapbl 6enimainik PA-meH aybipatbiH naumeHTTepaiH, ©C meH aypy 6enceHginirive oH
acep eTepi. bedimpinikti apTTbIpy XSHEe emaey HOTWXENepiH OHTaUNaHAbIpy YLUiH LmdprblK TeXHONOrManapasl, keHec
Bepyai xeHe xeke emaey TacinaepiH Koca anfaHaa, KocbiMLLa cTpaTerusnap Kaxet.

TytiHdi ce3dep: pegmamoudmsi apmpum, emip cypy canacsl, deHcaynbikmbi bafanay cayanHamacs! (HAQ), SF-36
cayanHamachl, mepanusira belimdinik, Mopucku-IpuH cayanHamacs.

[foliexcos ywiH:

lMemposa K0.B., NeaHosa P.J1., lopembikuHa M.B., Cepukosa T.K., KapakaHosa A.b., bakbimosa A.b., Celimxax [.C.,
Hoeaesa M.I. PeBMaToMAaTbl apTPUTNEH ayblpaTbiH HayKacTapAblH, eMip canackl xeHe TepanusFa Geiimginiri // Fbinbim
xoHe [leHcaynbik cakray. 2025. Vol.27 (1), b. 40-48. doi 10.34689/SH.2024.27.1.005

Introduction

Rheumatoid  arthrits  (RA) is a  chronic
immunoinflammatory disease characterized by erosive joint
damage and systemic involvement of internal organs [4].
Studies have shown that the mortality rate in patients with
RA is 54% higher than in the general population, and the
risk of cardiovascular complications is doubled [24].
Furthermore, RA has a negative impact on patients' quality
of life (QoL), potentially leading to early disability and
reduced life expectancy [22, 23].

The QoL of patients with RA is a crucial integrative
indicator that reflects not only physical health but also
psychological well-being, social activity, and the ability to
perform daily tasks [8]. Unlike objective clinical parameters,
such as laboratory or instrumental data, QoL is based on
patients' subjective perceptions, making it an essential
criterion for evaluating treatment effectiveness [8].

Given the multifaceted nature of QoL, its assessment
requires the use of validated questionnaires capable of
capturing various aspects of patients' lives. In international
practice, both disease-specific and generic scales are
widely utilized [11, 12, 15].

The Health Assessment Questionnaire (HAQ) was
specifically developed for RA patients and is designed to
assess functional capacity [1]. It consists of 20 questions
grouped into 8 categories, allowing for the calculation of the
HAQ index (ranging from 0 to 3.0 points). Scores below 0.5
indicate normal functional ability, whereas an increase in
the index reflects greater limitations in activity. A difference
of 0.22 points is considered a minimally clinically significant
improvement, while a reduction of 0.5 points or more
signifies substantial functional enhancement.

Among the general assessment tools, the SF-36
(Medical Outcomes Study 36-ltem Short Form) is the most
frequently used [6]. The SF-36 questionnaire comprises 36
questions evaluating physical and psychosocial well-being
across 8 scales. Two composite scores - the physical
component summary (PCS) and the mental component
summary (MCS) - enable comparison of a patient's
condition with population norms and facilitate monitoring of
treatment dynamics.

Recent studies emphasize the importance of regular
QoL assessment in RA patients, as it is closely linked to
disease activity, treatment efficacy, and prognosis [9, 16].
Lower QoL scores are associated with more severe disease
progression, reduced adherence to therapy, and increased
healthcare costs. Moreover, a decline in QoL may precede
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an exacerbation of inflammatory activity, making it a
valuable prognostic marker [7].

Thus, the comprehensive assessment of QoL not only
provides an objective evaluation of RA patients' health
status but also allows for the individualization of therapeutic
approaches, thereby enhancing overall treatment
effectiveness.  Integrating the HAQ and SF-36
questionnaires into clinical practice contributes to a more
precise evaluation of patients’ conditions and enables timely
adjustments to treatment strategies.

Aim: to assess adherence to therapy and quality of life
of patients with RA in dynamics (within one year) against
the background of active baseline therapy using SF-36 and
HAQ questionnaires.

Materials and methods

A prospective observational cross-sectional clinical
study was conducted at the Cardio-Rheumatology
Department of the University Hospital of NJSC "Semey
Medical University" (UH NJSC "SMU") in Semey,
Kazakhstan.

The study included 109 patients with a confirmed
diagnosis RA in accordance with the 2010 ACR/EULAR
classification criteria (American College of
Rheumatology/European League Against Rheumatism
Rheumatoid Arthritis Classification Criteria). Patients in the
observation group were recruited consecutively upon
admission between January 1 and December 31, 2021. A
repeated assessment of all study parameters was
conducted after 12 months. Inclusion criteria: verified RA
according to the ACR/EULAR 2010 classification criteria
and voluntary informed consent. Exclusion criteria:
pregnancy and lactation, severe and decompensated liver,
kidney, cardiovascular diseases, endocrine disorders, other
joint diseases, age under 18 years, refusal to participate in
the study,

Diagnostic Methods: The diagnosis of RA was
established based on all necessary clinical and instrumental
examinations following the protocol for the diagnosis and
treatment of RA issued by the Ministry of Health of the
Republic of Kazakhstan (2016) (M06.0; M05.8) [2]. The
radiological stage of RA was determined using the modified
Steinbrocker classification. RA activity was assessed using
the Disease Activity Score for 28 joints based on the
erythrocyte sedimentation rate (DAS28-ESR) at the time of
inclusion in the study and again after 12 months.

The DAS 28-ESR includes the counting of painful and
swollen joints (out of 28 possible joints), the level of an



Original article

Science & Healthcare, 2025 Vol. 27 (1)

inflammatory marker (in this study, ESR) and the patient's
subjective assessment of general health by VAS (0-100
mm). The result obtained is a numerical score interpreted
as follows: DAS28 > 5.1 indicates high activity, 3.2-5.1
indicates moderate activity, 2.6-3.2 indicates low activity,
and <2.6 indicates remission [2].

QoL indicators were assessed using the SF-36
questionnaire HAQ, both at baseline and at the 12-month
follow-up visit, conducted by the same physician.

The SF-36 consists of 36 items grouped into eight
domains: Physical Functioning (PF), Role Physical (RP)
(role limitations due to physical health), Bodily Pain (BP),
General Health (GH), Vitality (VT), Social Functioning (SF),
Role Emotional (RE) (role limitations due to emotional
health), and Mental Health (MH). The results are presented
as two summary scores: the Physical Component Summary
(PCS), reflecting physical health, and the Mental
Component Summary (MCS), reflecting mental health.
Scores range from 0 to 100, with 100 indicating the best
possible health status and 0 the worst. An increase of =5
points in PCS or MCS was considered an improvement,
while an increase of 210 points was considered a
significant improvement [6,16].

The HAQ measures the degree of disability and
difficulty in performing activities of daily living. The
questionnaire includes 20 questions in 8 categories:
dressing, getting up, eating, walking, hygiene, reaching,
grasping and activities of daily living. It is scored on a four-
point scale (from 0 - no difficulty to 3 - inability to perform
without assistance). A notable improvement was defined as
a decrease in HAQ score by =0.5 points, while a substantial
improvement was defined as a decrease of =0.8 points
[1,26].

Adherence to treatment was assessed using the
Morisky-Green questionnaire, which patients completed
during the follow-up visit. This questionnaire comprises four
questions designed to identify potential issues with
medication adherence:

Do you ever forget to take your medication?

Do you have difficulty remembering to take your
medications?

When you feel better, do you sometimes stop taking
your medication?

If you feel worse after taking a medication, do you stop
taking it?

Responses are scored on a binary scale: "yes" = 0
points, "no" = 1 point. The total score ranges from 0 to 4,
with adherence levels classified as follows: 4 points -
adherent, 3 points - insufficiently adherent (at risk of
becoming nonadherent), and 1-2 points - nonadherent [20].

The efficacy of therapy was evaluated according to the
EULAR criteria based on the dynamics of the DAS 28 index
and using the ACR 20/ACR 50/ACR 70 response criteria. A
decrease in DAS 28 level after 12 months from baseline of
>1.2 was considered a "good response”, >0.6 and <1.2 a
"partial response”, <0.6 from baseline a "poor response”
(with moderate activity level) and "no response” with DAS
28 level above 5.1 [10]. According to the ASR criteria, a
minimal improvement was considered to be an effect
corresponding to a 20% improvement in the following
parameters: counting of painful and swollen joints and any
3 of the following 5 parameters: patient's overall
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assessment of disease activity, physician's overall
assessment of disease activity, VAS, HAQ, ESR or CRP, a
moderate effect of 50%, and a significant effect of 70% [27].

Al patients signed informed voluntary consent for
participation in the study, processing, and publication of
personal data. The study was approved by the local ethical
committee of NJSC "SMU" (protocol No. 2 of 28.10.2020).

Statistical data analysis was performed using SPSS
software version 26.0. For descriptive statistics, continuous
variables were presented as mean + standard deviation or
median (25th and 75th percentiles), depending on the data
distribution. Comparisons of mean values between groups
were conducted using Student's t-test for normally
distributed data and the Mann-Whitney U test for non-
normally distributed data. To assess changes within groups
over time, the paired t-test or Wilcoxon signed-rank test was
applied. Effect size (Cohen’s d) was calculated as the ratio
of the difference in mean values before and after therapy to
the standard deviation of the baseline measurement. The
interpretation of effect size was as follows: less than 0.2 —
no effect, 0.2 to 0.5 — minimal effect, 0.5 to 0.8 — moderate
effect, and greater than 0.8 — pronounced effect. Statistical
significance was set at p < 0.05.

Results

Demographic and clinical characteristics. The mean age
of the patients was 56.3 £ 12.4 years [min: 24; max: 87].
Among the patients, 77% (n=85) were female and 22%
(n=24) were male. The majority of participants 81.7%
(n=89) were of Kazakh ethnicity, while 18.3% (n=20) were
of Russian ethnicity. The social status distribution was as
follows: employed 20.2% (n=22), unemployed 21.1%
(n=23), retired 28.4% (n=31). One third of the patients had
a disability 30.3% (n=33). Demographic and clinical
characteristics of the patients are presented in Table 1.

In the study group, patients with seropositive
rheumatoid arthritis predominated, accounting for 68.8%
(n=75). The majority of patients were in the advanced
(33.9%, n=37) or late (47.7%, n=52) stages of the disease.
Radiological stages Il and Ill were the most common,
observed in 35.8% (n=39) and 34.9% (n=38) of cases,
respectively. Joint function impairment was classified as
grade Il in 36.7% (n=40) of patients and grade Ill in 52.3%
(n=57). The mean DAS28 was 5.08 £ 1.4 [min: 2.65; max:
8.06]. Anemia was the most frequently diagnosed systemic
manifestation, affecting 50.5% (n=55) of patients. RA-
related complications were identified in 14.7% (n=16) of
cases, with osteoporosis (87.5%, n=14) being the most
prevalent. Among comorbidities, arterial hypertension
(65.1%, n=71) and gastrointestinal disorders (56.3%, n=40)
were the most common.

All patients in the study group (109 patients) were
receiving baseline therapy at the time of inclusion in the
study. Table 2 presents data on the treatment of patients,
including baseline therapy, biologics and glucocorticosteroid
use.

Among the baseline drugs, methotrexate (MTX) was used
in the majority of cases - 62.4% (n=68) of patients, mostly in
parenteral form with a mean dose of 13.6+ 2.9 mg [min: 10;
max: 20]. Biological therapy was used in 16.5% (n=18) of
patients, of which golimumab was received by 13.8% (n=15)
and tocilizumab by 2.8% (n=3). Glucocorticosteroids were
prescribed in 46.8% (n=51) of cases.
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Table 1.
Demographic and clinical characteristics of patients with rheumatoid arthritis.
Demographic characteristics N %
Age,years, M £ SD 56.3+12.4 [min: 24; max: 87]
Gender Women 85 77
Men 24 22
Nationality Kaza!(h 89 81.7
Russian 20 18,3
Employed 22 20,2
. Unemployed 23 211
Socialstatus Pensioners 31 28,4
Disable 33 30,3
. -y Seropositive 75 68,8
Clinicalcharacteristics Seronegative 2% 3.2
Duration of disease, years, Me [Q1; Q3] 10 [3; 25]
Veryearly 5 46
. Early 15 13,8
Stageofdisease Advanced 37 33.9
Late 52 417
[ 13 11,9
L I 39 35,8
Radiologicalstage m 38 34.9
\ 19 174
[ 12 11,0
Functionalclass I 40 36,7
1l 57 52,3
DAS 28, M + SD 5.08 1.4 [min: 2.65; max: 8.06]
Systemic manifestations 55 50,5
Anaemia 51 92,7
Rheumatic nodules 4 7.3
Of which: Fever 3 55
Weight loss 3 55
Others 5 9,1
Complications 16 14,7
Of which: Osteoporosis 14 87,5
Others 10 62,5
Arterial hypertension 71 65,1
- Coronary artery disease 39 54,9
gomorbidities Osteoarifrts 13 18,3
Gastrointestinal pathology 40 56,3
Others 17 23,9

Table 2.
Characteristics of the therapy administered to patients
with rheumatoid arthritis.

Typeoftherapy N %
Baseline 109 100
Methotrexate, of which 68 62,4
Parenteral (s/c) 54 79,4
Leflunomide 37 33,9
Sulfasalazine 2 2,2
Hydroxychloroquine 2 2,2
Methotrexate + Leflunomide 9 8,4
Biological 18 16,5
Golimumab 15 13,8
Tocilizumab 3 2,8
Glucocorticosteroids 51 46,8

Quality of life assessment. At the time of inclusion in the
study, patients with RA demonstrated relatively poor quality of
life on most of the SF-36 scales (Table 3). The sum of physical
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scales was significantly lower than the normative values PCS =
38.0 + 6.3, with the most pronounced limitations observed for
RP =322 + 11.4 and BP 37.2 + 13.8. Psycho-emotional state
of patients was also moderately reduced, MCS was 57.6 £+ 7.7.

After 12 months of follow-up, a significant improvement in
functional indices was observed following treatment. PCS - SF-
36 increased by 8.3 + 6.2, d = 1.3 (p < 0.001), indicating a
clinically meaningful enhancement of physical health and a
reduction in pain. MCS - SF-36 also showed a significant
increase of 10.6 £ 7.7, d = 1.4 (p < 0.001), reflecting a positive
impact of therapy on patients’ psycho-emotional well-being.

Analysis of individual physical health parameters revealed
a statistically significant improvement in physical functioning A
PF = 10.0 £ 82, d = 1.2, (p < 0.001) and role-physical
functioning ARP = 9.6 + 8.2,d = 1.2, (p < 0.001), suggesting
an enhanced ability of patients to perform daily physical
activities. A statistically significant reduction in bodily pain (BP)
by 6.7 + 8.3 points, d = 0.8 (p < 0.001), was also noted,
although the effect size was moderate.
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Table 3.

Quality of life indicators in patients with rheumatoid arthritis.

A CETTg O Indynamicsafter 12 months .

Qualityoflifeindicators freatment Differenceaverages(A) S
M+ SD Range M+ SD Range (Cohen’s d)(d)
[min; max] [min; max]
Physicalcomponentsummary | 38.0 £ 6.3 - 46.3+89 - +8.3+ 6.2* 1.3
Physicalfunctioning 402+13.8| 15,65 | 502+145| 20;80 +10.0+ 8.2* 1.2
Rolephysical 322+114] 10;55 | 41.8+14.2 20; 75 +9.6+8.2* 1.2
Bodilypain 3724138 15,60 | 439+158 20; 80 +6.7+ 8.3" 0.8
Generalhealth 42.3+12.2| 20;65 | 49.2413.0 20;78 +6.9+ 9.9* 0.6
Mentalcomponentsummary | 57.6+ 7.7 | - 68.3+7.3 - +106 7.7 1.4
Vitality 488 +129| 25,75 | 58,6 £15.0 30; 80 +9.8+18.7" 0.5
Social 55.4 £ 30;80 | 629+12.2 35; 85 +7.5 + 16.6* 0.5
13.4

Roleemotional 604 +16.3| 35,85 | 74,0+ 15,1 35; 90 +13.6+ 14.1* 0.9
Mentalhealth 65.9+155| 3590 | 775+145| 45,9 +11.7 £9.7* 1.2
HAQ 2006 - 15408 - 04+04 0.9
*p< 0.05

Note: HAQ - Health Assessment Questionnaire.

Notable improvements were also observed in the mental
health component: RE increased by 13.6 £ 14.1,d = 0.9, MH
improved by 11.7 £ 9.7, d = 1.2 (p < 0.001), indicating reduced
emotional distress and overall enhancement of psychological
well-being following long-term RA therapy.

Despite the overall positive trend, less pronounced
changes were recorded in general health AGH=+6.9+£ 9.9, d
= 0.6, vitality A VT =+9.8 + 18.7, d = 0.5 and social functioning
A SF= +7.5 £ 16,6, d = 0.5, which may be attributed to
individual differences in patient adaptation and variability in
their perception of QoL. Nevertheless, the increase in these
scores indicates a positive trajectory (p < 0.001).

Of particular note is the decrease in HAQ score (-0.4 +
0.4,d =0.9). Although the reduction in HAQ was statistically
significant (p < 0.001), it did not reach the threshold for
clinical significance (A = 0.5), indicating persistent
limitations in daily activities.

Adherence to treatmentWhen adherence was
assessed using the Morisky-Green questionnaire, only
59.6% (n=65) of patients demonstrated high adherence to
therapy (4 points), while 20.4% (n=22) had low adherence

(3 points), and 20.4% (n=22) exhibited insufficient
adherence (1-2 points). An analysis of the clinical and
laboratory characteristics of patients with different
adherence levels (Table 4) revealed that patients with low
adherence were significantly older, with a mean age of 57.4
+ 13.0 years compared to 51.9 + 11.0 years in the high-
adherence group (p < 0.001), suggesting that older patients
may face greater challenges in maintaining adherence.

Despite a similar disease duration in both groups (p =
0.582), patients with low adherence exhibited significantly
higher inflammatory activity, as indicated by elevated
DAS28 scores—5.45 [4.9; 6.1] vs. 4.84 [4.1; 55] (p =
0.025). Additionally, patients with low adherence reported
more severe pain, as reflected in significantly higher VAS
scores (p = 0.034), which likely contributed to decreased
motivation for regular medication intake.

Functional status, assessed using the HAQ scale, was
also significantly worse in the low-adherence group, with
scores of 2.0 £ 0.6 vs. 1.5 £ 0.8 in the high-adherence
group (p = 0.048), indicating a greater degree of disability
among these patients. (Table 4)

Table 4.

Clinical and laboratory characteristics of patients with rheumatoid arthritis depending on overall adherence to therapy.

Indicator Committed to treatment (n=65) | Not committed to treatment (n=44) p-value
Age, years 519+ 11.0 57.4£13.0 p < 0,001
Duration of the disease, years | 9,8 [4; 22] 11,2 [5; 26] p = 0,582
ESR, mm/hour 154+9,2 20,8 £10,5 p = 0,069
CRP 101+£11,9 12,7+115 p=0,431
DAS28 4,84[4,1; 5,5] 6,45 [5,9; 8,06] p < 0,001
Number of painful joints 14 [8; 16] 14 [9; 20] p =0,202
Number of swollen joints 5[2;7] 8[5;12] p = 0,236
VAS, mm 64 [20; 80] 72 [60; 80] p = 0,034
Morisky-Green scale, scores 3[2; 4] 2[1; 3] p =0,025
HAQ, scores 1,5+£0,8 20+0,6 p=0,048
PCS - SF-36, scores 464+ 89 38,0+6 p < 0,001
MCS -SF-36, scores 68,3+7,3 571677 p <0,001

Note: ESR - erythrocyte sedimentation rate, CRP- C- reactive protein, VAS - visual analogue scale, HAQ - health
assessment questionnaire, PCS-SF 36 - physical component summary, MCS-SF 36 - mental component summary.
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Comparison of the total physical and mental
components of the SF-36 also showed a statistically
significant difference between the high and low adherence
groups (p < 0.001).

This emphasises not only the importance of adherence
to therapy for disease control, but also its impact on
patients' general well-being, social engagement and
psychological well-being.

Discussion

The present study confirmed that adherence to therapy
is a crucial factor in the management of RA, influencing
both disease activity and patients' QoL. Patients with high
adherence exhibited significantly lower DAS28 scores (p =
0.025), better functional status (HAQ, p = 0.048), and higher
levels of both physical (PCS, p < 0.001) and mental (MCS,
p < 0.001) well-being.

The findings of this study align with previous research.
Gadallah et al., 2014 demonstrated that patients with high
adherence to methotrexate and biologic therapies were
more likely to achieve remission and had superior functional
outcomes as assessed by the HAQ and SF-36 scales. [28]
Similarly, multiple studies (Yajima et al., 2023; Jarab et al.,
2023) have reported that low adherence is associated with
higher disease activity and poorer QoL scores [29, 30]. A
noteworthy observation was that patients with low
adherence were significantly older (p = 0.002). This finding
is consistent with a study by Siddique M. et al., 2024 which
indicated that older patients are less likely to adhere to
treatment regimens due to factors such as multimorbidity,
cognitive impairment, and the complexity of medication
management. [5, 7, 30]. These findings highlight the
necessity of developing individualized strategies to enhance
adherence, particularly in older patients [31].

Despite the important insights gained, this study has
certain limitations. Firstly, it was conducted within a single
healthcare center, which may restrict the generalizability of
the findings to a broader population. Secondly, adherence
was assessed using the Morisky-Green questionnaire, a
validated but self-reported measure that may introduce
information bias. However, the combination of this tool with
objective clinical parameters (DAS28, HAQ, SF-36)
enhances the reliability of the results.

A key strength of this study is its comprehensive
approach, incorporating a simultaneous assessment of
adherence, disease activity, and quality of life, thereby
providing a more precise understanding of the
interconnections between these parameters.

Conclusions

This study highlights the significant impact of adherence
to therapy on the QoL and disease activity in patients with
RA. Over the course of a year, patients receiving baseline
therapy demonstrated notable improvements in both
physical and psychological health, as evidenced by
increased SF-36 scores and a reduction in HAQ indices.
However, adherence to treatment emerged as a critical
determinant of therapeutic success—patients with high
adherence experienced better disease control, lower
DAS28 scores, and superior functional outcomes. Despite
these positive trends, nearly 40% of patients exhibited low
or insufficient adherence, which correlated with higher
disease activity, increased pain perception, and poorer
quality of life. This underscores the necessity of targeted
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interventions to improve adherence, particularly among
older patients and those with comorbidities. Strategies such
as personalized patient counseling, digital health
technologies, and multidisciplinary support should be
considered to enhance long-term treatment engagement
and optimize outcomes.

Future research should focus on evaluating the
effectiveness of adherence-enhancing strategies and their
impact on the long-term prognosis of RA patients.
Addressing barriers to treatment compliance may ultimately
lead to better disease management and improved overall
well-being for individuals living with RA.
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