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Purpose: Ability to work is an important endpoint in rheumatoid arthritis (RA). It is not clear 

what outcome measures should be used to guide treatment in order to maximize workability. 

This study addressed the impact of RA on workability in a Saudi population and examined the 

correlation between objective measures of disease activity and reduced workability. This will 

allow better understanding of treatment targets that will translate into improved workability.

Patients and methods: Data were collected through a digital patient record keeper: The 

Rheumatoid Arthritis Saudi Database. Male and female patients, ≥18 years of age, that met the 

American College for Rheumatology criteria for diagnosis of RA, were recruited, regardless of 

treatment. Demographic and disease-specific data were collected. Disease Activity Score-28 

(DAS-28) was used to define patients as low (DAS-28 ≤3.2) vs high (DAS-28 >3.2) disease 

activity. Health assessment questionnaire (HAQ) score, visual analog scale (VAS) score, and 

musculoskeletal ultrasound 7 joint score were documented also. The work productivity and 

activity impairment (WPAI) score was used to measure absenteeism, presenteeism, overall work 

impairment, and activity impairment. DAS-28 score was correlated with WPAI score and linear 

regression used to identify the demographic and measures of treatment response that predict 

improvement in WPAI score.

Results: Higher absenteeism and more activity impairment were seen for patients with persistent 

DAS-28 >3.2 (non-achievers). HAQ and VAS scores correlated with presenteeism, overall work 

impairment, and activity impairment.

Conclusion: Disease activity, as defined by DAS-28 score, correlates with absenteeism and work 

impairment in a Saudi population. However, on linear regression analysis, HAQ and VAS scores 

were the only measures predictive of work impairment. These scores should be used to moni-

tor response to treatment regimens that aim to maximize work potential for Saudi individuals.

Keywords: rheumatoid arthritis, work impairment, WPAI score, disease activity, HAQ score, 

VAS score

Introduction
Rheumatoid Arthritis (RA) is the most common form of inflammatory arthritis1 with a 

worldwide prevalence of 0.04%–1.6% in adults, with significant national differences.2 

Patients with RA are often absent from work, decrease their routine work hours, or 

suffer from job loss, all of which contribute to productivity losses. Many RA patients 

continue to work despite ongoing active disease during which time they are unable 

to work at their full potential; “presenteeism”.3,4 The associated costs are substantial, 
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being estimated to account for 32% of the total annual costs 

per RA patient in Europe, exceeding other cost components, 

such as medical (21%), drug (14%), non-medical (14%), or 

informal care costs (19%).4–6

Merkesdal et al7 found that within the first 3 years of RA, 

there was an average of 82 days of sick leave per person-year 

and 26% of patients lost work because of RA. In a patient 

cohort, with a mean duration of RA of 11 months at baseline, 

Eberhardt et al8 reported the work disability rate to increase 

from 28% at baseline to 35% after 5 years. A total of 74.5% 

of patients reduced working hours by changing working status 

from full time to part time.

Patient-reported outcomes (PROs) are now recognized 

as important endpoints in clinical trials in general.9,10 In RA, 

patients often cite improvement in health status related to 

work as an important priority.11 Improvement in workability 

is, therefore, an important PRO that should be included as 

an endpoint in assessment of efficacy of treatment regimens 

for RA.

The need for objective measurement of disease activity is 

essential if treatment targets are to be met.12 However, objec-

tive measures that will confidently translate into improved 

workability still need to be defined.

Furthermore, recent clinical trials have demonstrated 

that aggressive treatment in early RA leads to positive work-

related outcomes. Initial treatment of RA with a combination 

of disease-modifying anti-rheumatoid drugs (DMARDs), 

compared with therapy with a single DMARD, significantly 

reduces the cumulative duration of sick leave and RA-related 

disability.13 Similarly, early intervention with a combination 

of biologic therapy and methotrexate (MTX) significantly 

improved the employment potential of early RA patients14–18 

and reduced absent workdays.14,16,17 These studies focused 

on measuring the impact of combination therapy on job 

loss, employability, and absent workdays. The consequent 

impact on overall productivity has yet to be established in 

Saudi Arabia, as data about workability in Saudi Arabia 

are minimal. Furthermore, current practice does not have a 

validated monitoring system to assess the impact of clinical 

response on work ability.

The aim of this observational cross-sectional study was to 

determine if clinical response, assessed by Disease Activity 

Score-28 (DAS-28), correlates with work ability, assessed by 

Work Productivity and Activity Impairment (WPAI) score, 

among RA patients in Saudi Arabia.

We believe that an important component of achieving 

remission/low disease activity (LDA) in RA should be a 

positive impact on workability measures with an important 

therapeutic target in “T2T” being workability and not only 

disease activity.19 Our aim is to keep the RA patient an active, 

working member of Saudi society. This study will define 

objective measures of disease activity that confidently trans-

late into improved workability. This research was approved 

by the institutional and review board at Fakeeh hospital.

Patients and methods
Data source
The Rheumatoid Arthritis Saudi Database (RASD) is a digital 

patient record keeper that collates patient data for visits from 

April 2013 for multiple centers. In this non-interventional, 

cross-sectional study, data were collected from the RASD 

for a single center: Dr Suleiman Fakeeh Hospital, Jeddah.

Data extraction and cohorts
Male and female patients, 18 years old or older, that met the 

American College of Rheumatology criteria for diagnosis of 

RA,20 were included regardless of their treatment.

Demographic data collected included age, race, gender, 

marital status, educational level, occupation, residence area 

and number of children. At baseline the following clinical 

and RA history was collected: tender joint count (TJC), 

swollen joint count (SJC), pain, stiffness, duration of stiff-

ness, fatigue, extra-articular manifestations of RA, smoking, 

alcohol consumption, co-morbidities, previous medication 

(name, dose, duration, reason to stop), current medication 

(name, dose, duration), previous surgery (RA related, type, 

site). Joint examination results were used to calculate a DAS-

28 score. Vital signs, body mass index (BMI), and laboratory 

findings (hemoglobin, erythrocyte sedimentation rate, and 

C-reactive protein) were recorded and WPAI and muscu-

loskeletal ultrasound (MSKUS) 7-joint scores calculated. 

Patients completed also a health assessment questionnaire 

(HAQ) and visual analog scale (VAS) allowing scores for 

each to be calculated.

Follow-up data were collected at routine visits, on aver-

age, every 2 months. At follow-up, joint examination results 

were collected (allowing DAS-28 to be calculated) and WPAI, 

HAQ, VAS, and change in MSKUS 7-joint scores calculated. 

Vital signs, BMI, and changes in medication and lab findings 

were documented.

Data analysis
The WPAI is a validated tool for measurement of impairment 

in work ability and activity in RA.21,22 This study assessed 

the difference in WPAI scores for the domains assessed 

(absenteeism, presenteeism, overall work impairment, and 
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activity impairment) between DAS achievers (patients with 

DAS-28≤3.2) and DAS non-achievers (patients with DAS-

28>3.2) and determined if there was any correlation between 

the following variables and poor work ability:

•	 DAS remission, DAS LDA, and DAS active disease

•	 HAQ score

•	 MSKUS findings

•	 Therapy (single DMARD, combined DMARD, and 

biologics)

•	 Type of work (sedentary and physical)

•	 Occupation (housewives, working females, and working 

males)

•	 Gender (M, F)

•	 Comorbidities (hypertension, diabetes mellitus, cardio-

vascular disease, osteoarthritis, and others)

•	 BMI (underweight, normal, overweight, and obese)

•	 Adherence (100%, 80%, 60%, and <60%)

sample size calculation
We estimated the sample size needed to detect differences in 

WPAI domain scores between groups defined by the presence 

or absence of LDA (DAS-28 ≤3.2 versus >3.2) by reference 

to published literature.3,4,14–17 Based on the reported clinical 

responses, effect sizes were 0.2146, 0.4067, 0.5430 and 

0.5469 for the absenteeism, presenteeism, activity impair-

ment, and overall work Impairment domains, respectively. 

A total sample of 192 patients (96 per group) was estimated 

to provide 80% power to detect the effect size corresponding 

to the difference in presenteeism scores, and greater power 

to detect the effect sizes corresponding to the overall work 

impairment and activity impairment domains, with two-

tailed α=0.05.

statistical methods
Remission was assessed using the DAS-28, allowing patients 

to be categorized into patients in remission (DAS-28 <2.6) 

or with LDA (DAS-28 between 2.6 and 3.2) vs patients 

with active disease (DAS-28 >3.2). Given that data were 

shown to be non-Gaussian (Kolmogorov–Smirnov test), the 

Mann–Whitney U test was used to compare the distribution 

of the demographic and disease-related variables listed before 

between responders (patients with LDA) and non-responders 

(patients with active disease). The Mann–Whitney U test 

ranks all values and then calculates a mean rank for each 

group, ascertaining if these mean ranks are significantly 

different.

Work ability was assessed using the WPAI questionnaire. 

WPAI scores were calculated as follows:

1. Absenteeism (work time missed) (percent work time 

missed due to problem: Q2/(Q2 + Q4))

2. Presenteeism (impairment at work/reduced on-the-job 

effectiveness) (percent impairment while working due 

to problem: Q5/10)

3. Overall work impairment (percent overall work impair-

ment due to problem: Q2/(Q2 + Q4) + [(1− Q2/(Q2 + 

Q4)) × (Q5/10)])

4. Activity impairment (percent activity impairment due to 

problem: Q6/10)

Mean WPAI scores were calculated and the association 

between poor work ability and the demographic and disease-

related parameters have been listed before, calculated by 

Spearman’s correlation.

Finally, a multivariate analysis was performed using a 

linear regression model with WPAI as the dependent vari-

able, with all independent variables included in the model 

as covariates.

Results
One hundred ninety-seven consecutive patients with RA 

treated at Dr Solaiman Fakeeh Hospital, Jeddah, were 

enrolled into the study (90.2% of Arabic descent), including 

50 males (25.4%) and 147 females (74.6%). The median 

disease duration was 55 months. Additional demographic 

information is presented in Table 1. Results for WPAI scores 

are summarized in Table 2. Fifty percent of patients suffered 

from at least one comorbidity, most commonly hypertension 

(22.8%) and osteoporosis (18.8%) (Table 3).

Table 1 Demographic and disease characteristics

Characteristics Mean ± SD

Age (years) 48±11.6
Body mass index 30±61
Disease activity score 2.29±1.05
health assessment questionnaire 0.46±0.28
Rheumatoid arthritis disease duration in months 55±61.3
Patient-reported outcomes 30±10

Table 2 Assessment of WPAi scores

WPAI scores N Mean ± SD Min SD Max

Absenteeism 56 0.049±0.0751 0.00 0.0751 0.33
Presenteeism 56 0.281±0.1328 0.05 0.1328 0.68
Overall work 
impairment

56 0.308±0.1456 0.06 0.1456 0.72

Activity impairment 196 0.356±0.1350 0.08 0.1350 0.70

Abbreviation: WPAi, work productivity and activity impairment.
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Since the data were non-normal, Mann–Whitney U test 

was conducted to identify significant differences in workabil-

ity parameters between DAS achievers (patients with DAS-28 

≤3.2) and DAS non-achievers (patients with DAS-28 >3.2). 

Higher absenteeism (P=0.017) and more activity impairment 

(P<0.001) were seen for DAS non-achievers (Table 4). The 

mean rank for non-achievers in presenteeism and overall work 

impairment was higher compared with achievers, although 

this difference did not achieve statistical significance.

To assess the correlation between all factors and poor work 

ability, WPAI scores were divided into high and low based on 

their means and association with demographic and disease-

related variables examined. The factors found to be signifi-

cantly correlated with presenteeism, overall work impairment, 

and activity impairment were HAQ and VAS scores (Table 5). 

Multivariate regression model analysis was used to assess the 

predictive value of WPAI scores by effect of the same demo-

graphic and disease-related variables. The model was shown 

to be a good fit (adjusted R2=0.67). This analysis confirmed 

HAQ and VAS scores to correlate with workability (Table 6).

Discussion
Initial studies sought to quantify the costs of disease in terms 

of early retirement with up to 70% of patients having work 

impairment by 10 years of disease duration and up to 30% 

being unable to work.23 However, these studies documented also 

Table 3 comorbidities

Comorbidities N %

none 98 49.7
Dyslipidemia 26 13.2
Osteoporosis 37 18.8
Osteoarthritis 11 5.6
hypertension 45 22.8
Thyroid disturbance 16 8.1
Allergy 8 4.1
Diabetes mellitus 27 13.7
Asthma 10 5.1
Others 2 1

Table 4 correlation of response to therapy with work impairment

Work ability N Achievers Non-achievers Significance

Mean score ± SD Mean rank Mean score ± SD Mean rank

Absenteeism 56 0.043±0.073 26.96 0.104±0.071 44.20 0.017
Presenteeism 56 0.268±0.123 27.28 0.405±0.176 40.90 0.074
Overall work impairment 56 0.295±0.137 27.31 0.435±0.181 40.60 0.085
Activity impairment 196 0.346±0.133 94.37 0.470±0.089 148.33 <0.001

Note: Achievers had DAs-28 score ≤3.2 following therapy, whereas non-achievers scored >3.2.

Table 5 correlation of measures of disease activity with work 
impairment

WPAI scores  Joint score HAQ VAS

Presenteeism Coefficient 0.45 0.698 0.663
Significance 0.035 0.00 0.00

Overall work 
impairment

Coefficient 0.45 0.682 0.621
Significance 0.034 0.00 0.00

Activity impairment Coefficient 0.515 0.517 0.652
Significance 0.014 0.014 0.00

Abbreviations: hAQ, health assessment questionnaire; VAs, visual analog score.

impairment earlier in disease. It is now clear that LDA impacts 

also on work productivity24 with significant work impairment 

appearing as early as the first year of disease.3,7 Recent studies 

have emphasized the importance of the impact of RA on ability 

to work in patients continuing to work, resulting in absenteeism, 

presenteeism, and impaired work ability.4,7,25 It has been sug-

gested also that presenteeism may have a significantly greater 

economic impact than absenteeism.4,26 Bansback et al27 studied 

150 patients with mean age of onset of 48 years and disease 

duration of 49 months. This group had mild disease with mul-

tidimensional HAQ score of 0.6. Even in this “early disease” 

cohort, presenteeism, absenteeism, and activity impairment 

were common. It was suggested that presenteeism was more 

prevalent in the early years of disease and patients being able to 

schedule their own work was associated with less presenteeism. 

The cohort reported here was similarly early in disease with a 

mean age of 48 years and disease duration of 55 months. Mean 

HAQ score was 0.46. This study demonstrated a significant 

difference in absenteeism and activity, but no difference in pre-

senteeism and overall work impairment between DAS achievers 

and DAS non-achievers. Specific work practices, including 

cultural differences, may determine the impact of LDA on 

workability, including presenteeism. Thus, cultural differences 

between the populations studied may explain these differences.

From a methodological point of view, Breakman-Jansen 

et al28 emphasized methodological challenges with such 
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studies emphasizing the importance of including a control 

group and the fact that different tools produce different 

results. In this study, this problem was avoided as the study 

compared groups defined by DAS-28 score and a validated 

tool was used. Chaparro del Moral et al29 and Zhang et al21 

have similarly shown a correlation between DAS score and 

work impairment.

With recognition of the impact of RA on workability, even 

early in disease, and the recognition of the importance of 

this to patients, the importance of including PRO measuring 

workability as a primary endpoint in studies of RA treatment 

is becoming increasingly recognized. This study reinforces 

this assertion. Patient-reported outcomes have been measured 

using a variety of tools, including the WPAI-RA score. In the 

RA-BUILD study, comparing baricitinib to placebo at a mean 

of ~7 years from symptom onset, only 35%–40% of patients 

were employed at baseline.30 Activity and presenteeism were 

improved for baricitinib vs placebo at week 12 but these dif-

ferences were not sustained to week 24. No difference was 

seen for absenteeism. Strand et al reported improvement in 

PRO following certolizumab pegol treatment31 and tocili-

zumab to be superior to MTX or adalimumab monotherapy.32

Finally, cultural differences in work practices make it 

essential that such studies are carried out within the specific 

cultural groups to which they are applicable,33 in particular 

given the potential for differences in work practice to be a 

determinant of the impact of RA. National differences in work 

practices will thus influence the impact of RA on workability.

This study emphasizes the importance of including 

assessments of workability in evaluation of treatments for RA 

and addresses also the importance of country-specific studies.

Objective disease measures that confidently predict 

improvement in workability are needed to manage treat-

ment on a day-to-day basis. Strand et al34 demonstrated 

Table 6 Multiple regression analysis of variables correlating with improvement in workability

Predictors Absenteeism Presenteeism Overall work 
impairment

Activity impairment

B F Sig. B F Sig. B F Sig. B F Sig.

hAQ 0.10 6.7 0.01 0.305 26.7 0.00 0.169 2.39 0.02 0.16 4.3 0.00
MsKUs 0.041 0.95 0.33 0.07 1.1 0.2 –0.7 –2.7 0.01 0.00 –1.7 0.6
BMi 0.001 0.159 0.6 0.01 0.12 0.61 –0.02 –0.6 0.5 0.001 0.4 0.6
VAs-gh 0.003 7.0 0.01 0.009 44.8 0.00 –0.042 –2.1 0.04 0.003 3.01 0.003
VAFs –0.013 2.2 0.13 –0.04 –2.7 0.007 –0.04 –2.3 0.02 –0.03 –4.5 0.00
DAs-28 0.131 0.286 0.595 0.332 0.484 0.489 –0.087 0.02 0.885 0.255 5.52 0.131

Abbreviations: BMI, body mass index; DAS-28, disease activity score-28; HAQ, health assessment questionnaire; MSKUS, musculoskeletal ultrasound; Sig., significance; 
VAFs, visual analog fatigue scale; VAs-gh, visual analog scale-general health.

treatment-related improvements in WPAI, which were 

predicted by age, overall work impairment, disease dura-

tion, HAQ-disability index score >0.5, and pain VAS. 

Our study similarly demonstrated an association between 

poor work ability and both Joint score and HAQ. Finally, 

a multivariate regression model correlated the factors 

significantly associated with presenteeism, overall work 

impairment, and activity impairment to HAQ score and 

VAS only. It is of interest that measures of disease activity 

that are based on “observer” assessment, such as DAS-28 

(clinician examining joints) or MSKUS-7 (ultrasound 

criteria) do not predict workability on linear regression 

analysis. Whereas outcome measures that rely on patient 

reporting of health status (HAQ and VAS general health 

scores) do predict workability (Table 6). This emphasizes 

the importance of PRO in assessing responses to treatment 

rather than arbitrary clinical criteria, the correlation of 

which with functionality may not be clear.

Conclusion
Disease activity early in disease, as defined by DAS-28 score, 

correlates with absenteeism and work impairment in a Saudi 

population. By linear regression analysis, the objective mea-

sures found to be predictive of work impairment were HAQ 

and VAS scores. In attempting to maximize work potential 

for Saudi individuals, this study, therefore, suggests that 

improvement in these objective scores should be a focus 

for treatment regimens aiming to “Treat to Work”, allowing 

rheumatologists to achieve the important PRO of improved 

workability.

This study confirmed the WPAI to be a useful tool for 

measurement of workability and defined disease parameters 

that can be used to guide treatment that will confidently 

translate into improved workability.

Powered by TCPDF (www.tcpdf.org)

www.dovepress.com
www.dovepress.com
www.dovepress.com


Open Access Rheumatology: Research and Reviews 2019:11submit your manuscript | www.dovepress.com

Dovepress 

Dovepress

94

Almoallim et al

Acknowledgments
The authors would like to thank Prof Amr Hasan and Dr Ashraf 

Kamil for the help in study design, Miss Lamia Mohammed for 

the effort in data collection, Miss Rogaya Azhar for the help in 

data analysis.  This study was supported by grants from AbbVie, 

however, this funding source had no involvement in the design 

of the study or the collection, analysis, and interpretation of 

data. Moreover, they did not influence the writing of the report 

or the decision to submit for publication. This study was super-

vised by the Alzaidi Chair of Research in Rheumatic Diseases 

at the Umm Alqura University. The RASD is a data registry 

program designed and funded by the Alzaidi Chair of Research 

in Rheumatic Diseases. It is also partially funded by Pfizer.

Disclosure
The authors report no conflicts of interest in this work.

References
 1. Lee DM, Weinblatt ME. Rheumatoid arthritis. Lancet. 2001; 

358(9285):903–911.
 2. Li R, Sun J, Ren LM, et al. Epidemiology of eight common rheumatic 

diseases in China: a large-scale cross-sectional survey in Beijing. 
Rheumatology. 2012;51(4):721–729.

 3. Burton W, Morrison A, Maclean R, Ruderman E. Systematic review 
of studies of productivity loss due to rheumatoid arthritis. Occup Med. 
2006;56(1):18–27.

 4. Li X, Gignac MA, Anis AH. The indirect costs of arthritis resulting 
from unemployment, reduced performance, and occupational changes 
while at work. Med Care. 2006;44(4):304–310.

 5. Lundkvist J, Kastäng F, Kobelt G. The burden of rheumatoid arthritis 
and access to treatment: health burden and costs. Eur J Health Econ. 
2008;8(Suppl 2):S49–S60.

 6. Xie F. The need for standardization: a literature review of indirect 
costs of rheumatoid arthritis and osteoarthritis. Arthritis Rheum. 
2008;59(7):1027–1033.

 7. Merkesdal S, Ruof J, Schoffski O, Bernitt K, Zeidler H, Mau W. Indirect 
medical costs in early rheumatoid arthritis: Composition of and changes 
in indirect costs within the first three years of disease. Arthritis Rheum. 
2001;44(3):528–534.

 8. Eberhardt K, Larsson BM, Nived K, Lindqvist E. Work disability in 
rheumatoid arthritis–development over 15 years and evaluation of 
predictive factors over time. J Rheumatol. 2007;34:481–487.

 9. Anagnostou V, Yarchoan M, Hansen AR, et al. Immuno-oncology trial 
endpoints: capturing clinically meaningful activity. Clin Cancer Res. 
2017;23(17):4959–4969.

 10. Bansal D, Bhagat A, Schifano F, Gudala K. Role of patient-reported 
outcomes and other efficacy endpoints in the drug approval pro-
cess in Europe (2008–2012). Global Res J Publ Health Epidemiol. 
2015;5(4):385–395.

 11. Ten Klooster PM, Veehof MM, Taal E, van Riel PL, van de Laar MA. 
Changes in priorities for improvement in patients with rheumatoid 
arthritis during 1 year of anti-tumour necrosis factor treatment. Ann 
Rheum Dis. 2007;66(11):1485–1490.

 12. O’Dell JR, Mikuls TR. To improve outcomes we must define and mea-
sure them: toward defining remission in rheumatoid arthritis. Arthritis 
Rheum. 2011;63(3):587–589.

 13. Puolakka K, Kautiainen H, Möttönen T, et al. Impact of initial 
aggressive drug treatment with a combination of disease-modifying 
antirheumatic drugs on the development of work disability in early 
rheumatoid arthritis: a five-year randomized followup trial. Arthritis 
Rheum. 2004;50(1):55–62.

 14. van Vollenhoven RF, Ferraccioli G, Breedveld F, et al. Effect of adali-
mumab combination therapy on work performance: results from a 
companion study to PREMIER. Arthritis Rheum. 2007;9:S88.

 15. Kimel M, Cifaldi M, Chen N, Revicki D. Adalimumab plus methotrexate 
improved SF-36 scores and reduced the effect of rheumatoid arthritis (RA) 
on work activity for patients with early RA. J Rheumatol. 2008;35:206–215.

 16. Bejarano V, Quinn M, Conaghan PG, et al. Effect of the early use of the anti-
tumor necrosis factor adalimumab on the prevention of job loss in patients 
with early rheumatoid arthritis. Arthritis Rheum. 2008;59(10):1467–1474.

 17. Smolen JS, Han C, van der Heijde D, et al. Infliximab treatment main-
tains employability in patients with early rheumatoid arthritis. Arthritis 
Rheum. 2006;54(3):716–722.

 18. Han C, Smolen J, Kavanaugh A, St. Clair EW, Baker D, Bala M. Com-
parison of employability outcomes among patients with early or long-
standing rheumatoid arthritis. Arthritis Rheum. 2008;59(4):510–514.

 19. Almoallim H, Kamil A. Rheumatoid arthritis: should we shift the 
focus from “Treat to Target” to “Treat to Work?”. Clin Rheumatol. 
2013;32(3):285–287.

 20. Aletaha D, Neogi T, Silman AJ et al 2010 Rheumatoid Arthritis Clas-
sification Criteria. Ann Rheum Dis. 2010;69:1580–1588.

 21. Zhang W, Bansback N, Boonen A, Young A, Singh A, Anis AH. Validity 
of the work productivity and activity impairment questionnaire – general 
health version in patients with rheumatoid arthritis. Arthritis Res Ther. 
2010;12(5):R177.

 22. Tang K, Beaton DE, Boonen A, Gignac MA, Bombardier C. Measures of 
work disability and productivity: Rheumatoid Arthritis Specific Work Pro-
ductivity Survey (WPS-RA), Workplace Activity Limitations Scale (WALS), 
Work Instability Scale for Rheumatoid Arthritis (RA-WIS), Work Limitations 
Questionnaire (WLQ), and Work Productivity And Activity Impairment 
Questionnaire (WPAI). Arthritis Care Res. 2011;63(Suppl 11):S337–S349.

 23. Sokka T, Kautiainen H, Mottonen T. Hannonen P. Work disability 
in rheumatoid arthritis 10 years after the diagnosis. J Rheumatol. 
1999;26(8):1681–1685.

 24. Radner H, Aletaha D. Smolen JS. Work productivity, quality of life, 
and health states of different disease activity states in patients with 
rheumatoid arthritis (RA). Ann Rheum Dis. 2009;68(Suppl 3):396.

 25. Anis A, Zhang W, Emery P, et al. The effect of etanercept on work 
productivity in patients with early active rheumatoid arthritis: results 
from the COMET study. Rheumatology. 2009;48(10):1283–1289.

 26. Goetzel RZ, Long SR, Ozminkowski RJ, et al. Health, absence, dis-
ability, and presenteeism cost estimates of certain physical and mental 
health conditions affecting U.S. employers. J Occup Environ Med. 
2004;46(4):398–412.

 27. Bansback N, Zhang W, Walsh D, Kiely P, Williams R, Guh D. Factors 
associated with absenteeism, presenteeism and activity impairment in 
patients in the first years of RA. Rheumatology. 2012;51:375–384.

 28. Braakman-Jansen LMA, Taal E, Kuper IH, van de Laar MAFJ. Pro-
ductivity loss due to absenteeism and presenteeism by different instru-
ments in patients with RA and subjects without RA. Rheumatology. 
2012;51(2):354–361.

 29. Chaparro del Moral R, Rillo OL, Casalla L, et al. Work productivity in 
rheumatoid arthritis: relationship with clinical and radiological features. 
Arthritis. 2012;2012:137635.

 30. Emery P, Blanco R, Maldonado Cocco J, et al. Patient-reported outcomes 
from a phase III study of baricitinib in patients with conventional synthetic 
DMARD-refractory rheumatoid arthritis. RMD Open. 2017;3(1):e000410.

 31. Strand V, Smolen JS, van Vollenhoven RF, et al. Certolizumab pegol 
plus methotrexate provides broad relief from the burden of rheumatoid 
arthritis: analysis of patient-reported outcomes from the RAPID 2 trial. 
Ann Rheum Dis. 2011;70(6):996–1002.

 32. Strand V, Michalska M, Birchwood C, et al. Impact of tocilizumab mono-
therapy on patient-reported outcomes in patients with rheumatoid arthritis 
from two randomised controlled trials. RMD Open. 2017;3(2):e000496.

 33. Raciborski F, Kłak A. Kwiatkowska B. Indirect costs of rheumatoid 
arthritis. Rheumatologia. 2015;53(5):268–275.

 34. Strand V, Jones TV, Li W, Koenig AS, Kotak S. The impact of rheumatoid 
arthritis on work and predictors of overall work impairment from three 
therapeutic scenarios. Int J Clin Rheumatol. Epub Oct 16, 2015.

Powered by TCPDF (www.tcpdf.org)

www.dovepress.com
www.dovepress.com
www.dovepress.com


Open Access Rheumatology: Research and Reviews 2019:11 submit your manuscript | www.dovepress.com

Dovepress 

Dovepress

Open Access Rheumatology: Research and Reviews

Publish your work in this journal

Submit your manuscript here: https://www.dovepress.com/open-access-rheumatology-research-and-reviews-journal

Open Access Rheumatology: Research and Reviews is an international, peer-
reviewed, open access journal publishing original research, reports, editorials, 
reviews and commentaries on all aspects of clinical and experimental rheuma-
tology in the clinic and laboratory including the following topics: Pathology, 
pathophysiology of rheumatological diseases; Investigation, treatment and 

management of rheumatological diseases; Clinical trials and novel pharmacologi-
cal approaches for the treatment of rheumatological disorders. The manuscript 
management system is completely online and includes a very quick and fair 
peer-review system, which is all easy to use. Visit http://www.dovepress.com/
testimonials.php to read real quotes from published authors.

Dovepress

95

Almoallim et al

Powered by TCPDF (www.tcpdf.org)

www.dovepress.com
www.dovepress.com
www.dovepress.com

	Publication Info 4: 


