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< ABSTRACT ’ Introduction:Rheumatoid arthritis (RA) is a chronic systemic autoimmune inflammatory disease that affects mainly the
small joints of the hands and feet. RA is one of the most common inflammatory joint diseases and causes premature

mortality, disability and compromised quality of life. RA is widely prevalent throughout the world. RA affects approximately 1% of the adult
population in general, but this percentage increases with age. Women suffer three times more often than men in rheumatoid arthritis.
The authors discuss one class of barriers in help seeking of RA which are due to Self-management of symptoms (patient would try self-managing
the symptoms at first) before seeing the doctor.
Aims & Objectives: The aims and objectives of the study are to identify the time interval between onset of symptom and presentation to a health
care provider (rtheumatologist) among early RA patients and to analyze delay in help seeking due to self-management of symptoms RA before
seeing the doctor.
Materials & Methods:The study tool consisted of a predesigned pretested questionnaire. Data collected were fed in Microsoft Excel and the
analysis was carried out using standard statistical software Stata 15.1.
Results: Majority of participants tried to self-manage symptoms by consulting with non-doctors, exercise, limiting movement, supporting joints
and altering diets before consulting doctor. There was a significant association between consulting a pharmacist, altering diet and supporting his
joints with splints/ tube-grip with treatment delay (p<0.05).
Conclusion:The RA patients may be educated not to self-manage symptoms of RA risking treatment outcome without consulting
GP/rheumatologist.
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INTRODUCTION

Rheumatoid arthritis (RA) is a chronic systemic autoimmune
inflammatory disease that affects mainly the small joints of the hands
and feet. RA is one of the most common inflammatory joint diseases
and causes premature mortality, disability and compromised quality of
life. RA is widely prevalent throughout the world"”.RA affects
approximately 1% of the adult population in general, but this
percentage increases with age. Women suffer three times more often
than men in rheumatoid arthritis. The incidence of this chronic disease
ranges between 0.1 and 0.3/1000. RA usually manifests between the
ages 20 and 50, and is more prevalent amongst females, with a sex ratio
ranging from 2:1 to 4:1°*

The joints most commonly involved in RA are the wrists, small joints
of the hands and feet. As the disease progresses, larger joints such as
the ankles, knees, elbows, and shoulders frequently become affected.
RA is a polyarthritis. Joint involvement is classically bilateral and
symmetrical.

Risk factors leading to the development of RA include obesity,
smoking, high red meat consumption, a previous blood transfusion and
an adverse pregnancy outcome. Protective factors include the oral
contraceptive pill and adequate fruit intake. The signs and symptoms
of RA are weight loss, fever, fatigue, malaise, depression and severe
cases of cachexia. They generate high degree of inflammation and may
precede onset joint symptoms .Excess mortality is predominantly due
to cardiovascular disease.

According to the European League Against Rheumatism (EULAR)
recommendations from 2016, each patient with persistent swelling in
at least one joint should be referred to a rheumatologist and examined
within 6 weeks of the onset of symptoms, and effective treatment
should be started by the end of the 12th week". Rheumatoid arthritis
usually requires lifelong treatment, including various medications,
physical therapy, education, and possibly surgery. Treatment is aimed
at relieving symptoms and preserving joint function'”.Starting
treatment within 12 weeks of symptom onset doubles the chance of
achieving remission, and the necessity to use biological medicinal

products in RA treatment decreases from 32.2%to 10%"”.

OBJECTIVES

1) To identify the time interval between onset of symptom and
presentation to a health care provider (rheumatologist) among RA
patients.

2) To analyze delay in help seeking due to self-management of
symptoms RA before seeing the doctor.

MATERIALS & METHODS

This hospital based cross sectional study was undertaken in the
Department of Rheumatology KIMS, Bhubaneswar from December
2016 to October 2018. The study population was patients diagnosed as
rheumatoid arthritis by arheumatologist.

SAMPLE SIZE

Considering the prevalence of help seeking behaviour as 31%(8) in
Rheumatoid arthritis with 95% confidence level and the desired level
of precision as 6% and 10% non-respondents, the optimum sample size
calculated was 250.

The Inclusion criteria were patients aged 18 to 65 years diagnosed with
early rheumatoid arthritis using 2010 American College of
Rheumatology(ACR) / European League Against
Rheumatism(EULAR) criteria.

The study tool consisted of a predesigned pretested questionnaire
including details about a) Demographic profile (Age, sex, marital
status, BMI and socio-economic status ) b) Time interval between
onset of symptoms and reported to a doctor and ¢) Questionnaire on
actions taken to manage symptoms before first visit to doctor and their
association with delay in help seeking.

All the analysis was carried out by using standard statistical software
Stata 15.1.

RESULTS

The study of medical help seeking behavior Rheumatoid arthritis
patients attending Rheumatology OPD in a tertiary care hospital-
Bhubaneswar included the patients who attended the Rheumatology

20 | INDIAN JOURNAL OF APPLIED RESEARCH [




Volume-9 | Issue-1 | January-2019 | PRINT ISSN - 2249-555X

OPD & diagnosed clinically as early Rheumatoid arthritis. A total
number of 250 Rheumatoid Arthritis patients enrolled in this study.
The results are analyzed and presented as per the objective in the
following tables.

TABLE-1: SOCIO-DEMOGRAPHIC PARAMETERS OF
PARTICIPANTS

Age (Mean Male Female Total
Age in yrs) 42.96+18.49 48.20+12.51 47.59+13.40
Sex Male % Female % Total

N=29 | 11.60 | N=221 |88.40 N=250
BMI Obese % |Not-obese| % Total

N=94 | 37.6 | N=156 | 624 N=250
Marital Status |Married| % |[Unmarried| % [Widowed| %

N N N

227 90.80 22 8.80 1 0.40
Social N=0 |N=175| N=44 |N=27| N=04 |Total
Economic Upper | Upper | Lower |Upper| Lower [ N
Status % Middle| Midde | Lowr %

% % %
0.00 | 70.00 17.60 [10.80 [ 1.60 |250

Table -1, depicts the socio- demographic characteristics (Age, sex,
marital status, BMI & Socio-economic status of the study participants.

TABLE-2 TIME INTERVAL BETWEEN ONSET OF
SYMPTOMS & REPORTED TO A DOCTOR

SEX N % TIME INTERVAL
= 6 weeks > 6 Weeks
N % N %
MALE 29 11.6 6 2.4 23 9.2

FEMALE| 221 88.4 25 10.0 196 78.4
TOTAL 250 100 31 12.4 219 87.6

Table -2, depicts the time interval in between the onset of symptoms
and reported to a doctor. Only 2.4% of the patients who were male
reported to doctor within 6 weeks of onset of RA symptoms and 10% of
the patients who were female reported to doctor within 6 weeks of
onset of RA symptoms.

TABLE- 3 ACTIONS TAKEN TO MANAGE SYMPTOMS
BEFORE FIRST VISIT TO DOCTOR
Question Response| Delayed| Not |Total P
Delayed value
N| % |N| % N

Initial treatment Yes 6 [66.67| 3 |33.33] 9 0.087*
tab from chemist No  [213[88.38] 28[11.62[ 241
Spoke to Yes 6 (60.00| 4 |40.00] 10 [0.016**S
ggj{;‘:am before | F13[88.75] 27[11.25] 240
Consulted other Yes [131]89.12(16(10.88| 147 | 0.385*
353}3;53331 No |88[85.44[15] 14 | 103
Control by Yes  [104(88.14|14|11.86| 118 | 0.049*S
altering diet before
doctor No 115|87.12| 17|12.88| 132
Post symptoms Yes 81(86.17[13|13.83| 94 | 0.594*
tried to exercise/
movement No 138|88.46( 18|11.54| 156
Spiritual help to Yes 15(78.95| 4 |21.05| 19 | 0.269**
manage symptoms No  [204(88.31{27|11.69| 231
Control symptoms Yes  [136|85.53(23(14.47| 159 | 0.190*
:’nyolvlz"n‘lt;gtg No |83[91.21] 8|8.79] 91
Supported his Yes 61(78.22(16(20.78| 77 |0.007*S
f)‘;"t'lf;:‘f'gt:'i;ph"ts No  [158]91.33] 15]8.67] 173
Water baths to Yes [103|86.55[16(13.45| 119 | 0.337*
relieve symptoms No  |116/88.55| 15[11.45| 131

TOTAL [219]87.60|31 [12.40| 250
*Pearson A 2 test **Fisher's exact test S- Significant(p<0.05)

Table-3, actions taken to manage symptoms before first visit to doctor
and its association with delay in help seeking. Speaking to pharmacist,
trying control by altering diet and supporting joints with splints or
tube-grip before doctor were found to statistically significant(p <
0.05).

DISCUSSION

All the study participants are > 18 yr of age. The mean age of the total
study participants is 47.59+13.40 years, of which mean age of male is
42.96+18.49yrs & female participants is 48.20+12.51 yrs(Table-1).
Similar study also reveals in their study that the participants having
mean age of the was 46.5+9.2 years as reported by Resorlu H etal”.

The age profile is very nearer to other studies as Simons et al had
subjects with mean age are 58 yrs"”.

The study by Hussain W et al, shows in their study from symptoms to
diagnosis: An Observational Study of the Journey of Rheumatoid
Arthritis Patients in Saudi Arabia that the mean age of the study
participants was 43.3+12.0 years"".Out of the total study participants,
female participants 221(88.40%) are more as comparable to male
counterpart 29 (11.60%). The study by Hussain et al(11)participants
notably, the majority of these patients were female (84.8%) was found
in their study, which is quite similar to this current study . Similar kind
of study participants -female (96%) & male (29%) were found in the
study by Iversion etal”.

Among the study participants maximum were found to be non-obese
156 (62.4%), whereas obese were found to be 94 (37.6%)(Table-1).
Therisk of development of theumatoid arthritis (RA) could be affected
by immune activation in obesity. Other two studies reported no
statistically significant associations between BMI or BMI categories
and RA.H}.M).

The results from the Nurses' Health Study indicated a stronger
association between obesity and RA development at a younger age."”
Maximum study participants were married (90.80%),
unmarried(8.80%) and widowed (0.40%)(Table-1). Similar study
participants also found in Hazes JMW et al(16) as married (79%),
unmarried (16%) and widowed (5%).

In a study on Marital Status in Rheumatoid Arthritis byLars Hellgren”
reported that no significant differences in marital status was found
among the rheumatoid arthritis.

Socio economic status was assessed based on income, education and
occupation and divided patients into five groups as per revised
Kuppuswamy and B G Prasad socio-economic scales for 2016 .
Most of the study participants belong to upper middle socioeconomic
status (70%), followed by lower middle (17.60%) & lower class
(1.60%). None of the study participant has attained upper
socioeconomic status (Table-1).

Patient delay was defined as the period from the onset of symptoms to
the time that help was sought from a healthcare professional who could
prescribe disease modifying treatment. As according to the European
League Against Rheumatism (EULAR) recommendations from 2016,
each patient with persistent swelling in at least one joint should be
referred to a rheumatologist and examined within 6 weeks of the onset
of symptoms, and effective treatment should be started by the end of
the 12th week"”.

Among these females 196 (78.4%) of them took >6 weeks of time to
report to a doctor after the onset of symptoms as compared to males 23
(9.2%). Both in males and females in total 219 (87.6%) have took >6
weeks time to report to a doctor, whereas only 31(12.4%) have
reported within <6weeks of onset of symptoms(Table-2). In a study by
Raciborski F et al ® reported that after the onset of symptoms of
rheumatic disease, 28% of patients delayed seeing any doctor for 4
months or longer; 36% of patients waited 4 months or longer for a
referral to a rheumatologist; majority of the patients (85%) made an
appointment with a rheumatologist within a month of receiving a
referral and 25% of patients waited 4 months or longer to see a
rheumatologist. In an another study by Mota et al reported that a
significant reduction in diagnostic delay, probably reflecting a stronger
awareness of the importance of early diagnosis in North America and
Europe which is not a reality in Latin America (LA). “". The study by
Hussain W et al shows in their study on from Symptoms to Diagnosis:
An Observational Study of the Journey of Rheumatoid Arthritis
Patients in Saudi Arabia observed that the mean time from onset of
symptoms to first physician visit was 6.2+5.5 months®™”.

The study by Smolen JS et al reported that rapid attainment of the
targeted end point is critical, and to achieve the treatment goal of
remission or at least low disease activity within the time frame of 6

| _INDIAN JOURNAL OF APPLIED RESEARCH ] 21




Volume-9 | Issue-1 | January-2019 | PRINT ISSN - 2249-555X

months"”. Like any other disease, the RA patient's journey involves 3

distinct stages: onset of symptoms to consultation (lagl), consultation
to rheumatology referral or definite RA diagnosis (lag2), and diagnosis
to proper treatment (lag3). These lag times have been of interest to
rheumatologists and have been reported by numerous studies™*” with
some studies focusing specifically on the factors that contribute to
these delays and measures undertaken to overcome these.

Patients with RA often do not seek the advice of theumatologists at the
onset of their symptoms and non-rheumatologists fail to refer RA
patients to rheumatologists soon enough. In Saudi Arabia, although
patients consulted with physicians at a mean of 7 months after the onset
of RA symptoms, very few subjects initially sought a consultation with
rheumatologists, who were ultimately responsible for diagnosing most
RA patients *”.

Table-3, describes the action taken to manage symptoms before first
visit to the doctor. In this study majority 88.38% of the study
participants though they do not tried to control their arthritis symptoms
by bringing tablet from the chemist still they delay their primary
treatment from the doctor, whereas only 11.62% did not delay their
treatment. The cultural background may have influenced the type and
extent of use of complementary and alternative management strategies
including dietary manipulation, heat, physical therapies, traditional
medicines, and prayer in theumatoid arthritis “***.

Many of the study participants spoke to pharmacist about their
symptoms before the start their treatment from a doctor and they 60%
delay their treatment, whereas 40% did not delay their treatment.
Advice from a chemist sometimes gives consolation to the study
participants. In this point of view majority 88.75% of study participant
though they do not spoke to a pharmacist, still they delayed their
treatment, whereas only 11.25% did not delay their treatment. When
the onset of RA was slow, people were more likely to use alternative
therapies to self-manage””. The onset of RA symptoms and treatment
delay influenced by various factors such as RA disease severity and

help seeking behaviour of the patient™*".

The main aim of this study was to quantify total treatment delay at the
various stages before they consult at theumatology doctor and to verify
and elaborate the existing knowledge on delay practised by the study
participants. The study participants tried to manage their symptoms
other type of health care professionals without a rheumatologist and
they (89.12%) delay their treatment, whereas only 10.68% did not
delay their treatment. Participants look for information to share
responsibility for decision making and get advice and reassurance
from non- medical professionals.

The study participants identified a number of sources of information
they would access for further information about the symptoms they
were presented with, including people such as friends, family,
colleagues, and non-medical healthcare professionals (e.g.
pharmacists or physiotherapists), written materials such as books,
magazines, information leaflets and the internet. The subthemes
extracted relate to the reasons why participants thought they would or
would not utilise these sources of information”.

In this study the study participants tried to control their arthritis
symptoms by altering their diet before consult a doctor and in this
connection they delayed their treatment (86.17%), whereas 13.83%
did not delay their treatment. Various dietary plans for RA have been
reported since long and are being repeatedly projected”” ,such as
medically supervised 7-10 days fasting””,vegan or Mediterranean
diets (MDs)™.

We hereby discuss the reported dietary interventions that clearly
indicate clinically and statistically significant and beneficial long-term
effects for relieving symptoms, delay in disease progression and
associated damages in RA patients. These kinds of diet information
lead to treatment delay in rheumatoid arthritis. A diet including intake
of only fruits and vegetables, eliminating any animal product or by-
products is vegan diet. This has been repeatedly reported to be
clinically beneficial for disease remission in RA patients®”.

Study participants are always interested in alternative treatments to
relieve their debilitating condition. The other aspects of self-taking
care by the study participants that, they first began exercise and keep
moving after getting the symptoms of arthritis and they delayed

(86.17% ) the treatment; whereas (13.83%) did not delay their
treatment. Exercise is an essential component of medical and surgical
management of inflammatory joint diseases. Nevertheless,
rheumatologists traditionally have recommended exercise restriction
or exercise programmes limited to non-weight bearing isometric
exercises and range of motion exercises owing to concerns about
aggravating joint inflammation and accelerating joint damage in
patients with RA®".

Eight Participants in the de Jong study, on the other hand, had average
disease duration of 6 years. Many reports have shown that a delay in
initiating DMARD treatment can adversely affect various disease
measures years later 7.

Study participants also started spiritual support as prayer and religious
guidance to help them to manage their symptoms and 78.95%
participants delay their treatment whereas 21.05% did not delay. On
the other aspects, neither the study participant have took any guidance
spiritual practice or prayer but still majority of them delay their
treatment (88.31%), whereas only few 11.69% did not delay their
treatment. In patients with rheumatoid arthritis, the most frequently
cited triggering factor for disease onset was a psychological factor or
life-event. Patients with rheumatoid arthritis hold a core set of beliefs
and apprehensions that reflect their level of information about their
disease and are not necessarily appropriate. Personal belief in a
treatment may per se lead to an improvement, and total blinding of the
patient and observer to the treatment is necessary in tests of healing. It
has been speculated that the therapeutic effect of healing is a result of
the “channelling” of a so far unidentified form of energy from an
undefined source, via the healer to the patient. The central claim of
spiritual healers is that this process facilitates self-healing in the
patient. Spiritual healing includes several categories, including
“therapeutic touch” and “intercessory prayer,” and the healing may be
attributed to God, spirits, universal forces or energies, biological
healing energies residing in the healer, or self-healing powers or
energies thought to reside latent in the healed organism®. Patients
dedicated to spiritual healing could be explained as a “placebo
effect”””. Spirituality-based strategies are commonly used to cope
with chronic pain. Chronic pain patients with a variety of conditions
(e.g. musculoskeletal pain, cancer, or sickle cell) usually report that
religiousness and spirituality are important in their life®”, evaluated the
role of daily spiritual experiences and daily religious/spiritual coping
with pain in the experience of individuals dealing with rheumatoid
arthritis.

Other practices to get rid of the pain symptoms, the study participants
tried to control by limiting how much they move and it was found that
85.53% of study participants delay their treatment whereas 14.47% did
not delay their treatment. Sometimes the study participants support the
joints, like splints or tubi-grips to relief from pain and by putting these
grips 78.22% participants delay their treatment whereas 20.78% did
not delay their treatment.

These studies dealt with the following: working wrist splints , resting
hand and wrist splints , special shoes and insoles. There is evidence that
wearing working wrist splints statistically significantly decreases grip
strength and does not affect pain, morning stiffness, pinch grip, quality

oflife after up to 6 months of regular wear™”.

Lastly the participants 86.55% also practices warm water bath to
relieve their joint pain and delay their treatment whereas 13.45%
participants did not delay their treatment. Similar study reported that
the management of impaired morning function is based primarily on
non-pharmacological approaches, including simple or short exercises,
application of heat or a hot shower or bath, and delaying activities until
later in the day™”.

The limitations of the study are that sample consisted mainly of
participants from a particular area of coverage and men were relatively
underrepresented (1 male for every 7.6 females) instead of normally
observed 1:3 ratioin RA.

CONCLISION
RA patients may be educated not to self-manage symptoms of RA
risking treatment outcome without consulting GP/rheumatologist.

REFERENCES
1) Chatruvedi V, Ravindran V, Thabah M. Rheumatoid arthritis Module I Clinical Features
& Diagnosis.

22 ]| INDIAN JOURNAL OF APPLIED RESEARCH [




Volume-9 | Issue-1 | January-2019 | PRINT ISSN - 2249-555X

2)  Text Book of Harrisson’s principles of Internal Medicine. 18thedition Vol-2 2738-
2751.

3)  Schumacher HR, Jr. (Ed.). Primer on the Rheumatic Diseases, 9th edition, Atlanta GA:
Arthritis Foundation; 1988.

4)  Kelley WN, Harris ED, Ruddy S, Sledge CB. Textbook of rheumatology. W.S. Saunders
Company, Philadelphia, 1997.

5)  SmolenJS, Landewé R, Bijlsma J, et al. EULAR recommendations for the management
of rheumatoid arthritis with synthetic and biological disease-modifying antirheumatic
drugs: 2016 update. Ann Rheum Dis 2017; 76: 960-977.

6)  Elliott RA, Ross-Degnan D, Adams AS, Safran DG, Soumerai SB. Strategies for coping
ina complex world: adherence behaviour among older adults with chronic illness. J Gen
Intern Med. 2007; 22(6): 805-10.

7)  Gremese E, Salaffi F, Bosello SL, et al. Very early rheumatoid arthritis as a predictor of
remission: a multicenter real life prospective study. Ann Rheum Dis 2013;22: 858-862.

8)  Vander Linden MP, le Cessie S, RazaK etal Long-term impact of delay in assessment
of patients with early arthritis. Arthritis Rheum 2010; 62:3537-3546.

9)  Resorlu H, Sahin B, Ertekin H , BilimS & Savas Y. An assessment of marital
adjustment in patients with rheumatoid arthritis. Med Glas (Zenica) 2017; 14(1):67-72.

10) Simons G, Mallen C D, Kumar K, Stack R J, and Raza K. A Qualitative Investigation of
the Barriers to Help-seeking Among Members of the Public Presented with Symptoms
of New-onset Rheumatoid Arthritis. The Journal of Rheumatology. 2015; 42: 4, 585-
592.

11) Hussain W, Noorwali A, Janoudi N, Baamer M, Kebbi L, Mansafi H et al.From
Symptoms to Diagnosis: An Observational Study of the Journey of Rheumatoid Arthritis
Patients in Saudi Arabia. Oman Medical Journal 2016,31:29-34.

12) 12. Iversen M D, Scanlon L, Frits M, Shadick N A ,and Sharby N. Perceptions of
physical activity engagement among adults with rheumatoid arthritis and
rheumatologists. Int J Clin Rheumtol. 2015; 10(2): 67-77.

13) Cerhan JR, Saag KG, Criswell LA, Merlino LA, Mikuls TR. Blood transfusion, alcohol
use, and anthropometric risk factors for rheumatoid arthritis in older women. J
Rheumatol. 2002; 29: 246-54.

14) Rodriguez LA, Tolosa LB, Ruigomez A, Johansson S, Wallander MA. Rheumatoid
arthritis in UK primary care: incidence and prior morbidity. Scand J Rheum. 2009; 38:
173-7.

15) Lu B, Hiraki LT, Sparks JA, Malspeis S, Chen CY, Awosogba JA, Arkema EV,
Costenbader KH, Karlson EW. Being overweight or obese and risk of developing
rheumatoid arthritis among women: a prospective cohort study. Ann Rheum Dis. 2014;
73:1914-22.

16) Hazes JM W, Dijkmans B A C, Vandenbroucke J P, Vries R R Pde and Cats A.Lifestyle
and the risk of theumatoid arthritis: cigarette smoking and alcohol consumption. Annals
ofthe Rheumatic Diseases 1990; 49: 980-982.

17)  Hellgren L. Marital Status in Rheumatoid Arthritis. Acta Rheumatologica Scandinavica
1969; 15: 1-4.

18)  Shaikh Z et al. Revised Kuppuswamy and B G Prasad socio-economic scales for 2016
IntJ Community Med Public Health. 2017 Apr; 4(4): 997-999

19) SmolenJS, Landewé R, Bijlsma J, et al. EULAR recommendations for the management
of rheumatoid arthritis with synthetic and biological disease-modifying antirheumatic
drugs: 2016 update. Ann Rheum Dis 2017; 76: 960-977.

20) Raciborski F, Klak A, Kwiatkowska B, Batk B, Sochocka-Bykowska M et al.
Diagnostic delays in rheumatic diseases with associated arthritis.Reumatologia 2017,
55(4):169-176.

21) 21. Mota LM H D, Brenol C V, Palominos P, and Pinheiro G D R C. Rheumatoid
arthritis in Latin America: the importance of an early diagnosis.Clin Rheumatol. 2015;
34(Suppl 1):29-44.

22) 22.. Hussain W, Noorwali A, Janoudi N, Baamer M, Kebbi L, Mansafi H et al.From
Symptoms to Diagnosis: An Observational Study of the Journey of Rheumatoid Arthritis
Patients in Saudi Arabia. Oman Medical Journal 2016;31(1):29-34.

23) .23. Hernandez-Garcia C, Vargas E, Abasolo L et al Lag time between onset of
symptoms and access to rheumatology care and DMARD therapy in a cohort of patients
with rheumatoid arthritis.J Rheumatol 2000; 27: 2323-2328.

24) Rodriguez-Polanco E, Al Snih S, Kuo Y-F, Millan A, Rodriguez MA. Lag time between
onset of symptoms and diagnosis in Venezuelan patients with rheumatoid arthritis.
Rheumatol Int. 2011; 31(5): 657-665.

25)  Kumar K, Daley E, Khattak F, Buckley CD, Raza K . The influence of ethnicity on the
extent of, and reasons underlying, delay in general practitioner consultation in patients
with RA. Rheumatology 2010;49: 1005-12.

26) ZhangJ, Verhoef MJ. Illness management strategies among Chinese immigrants living
with arthritis. Soc Sci Med 2002; 55: 1795-802.

27) Shaul MP. From early twinges to mastery: the process of adjustment in living with
rheumatoid arthritis. Arthritis Care Res 1995; 8:290-7.

28)  Sheppard J, Kumar K, Buckley CD, et al. 'l just thought it was normal aches and pains': a
qualitative study of decision-making processes in patients with early rheumatoid
arthritis. Rheumatology (Oxford) 2008; 47: 1577-82.

29) Simons G, Lumley S, Falahee M , Kumar K , Mallen C D, Stack R J and Raza K. The
pathway to consultation for rheumatoid arthritis: exploring anticipated actions between
the onset of symptoms and face-to-face encounter with a healthcare professional. BMC
Musculoskeletal Disorders 2017; 18: 258-66.

30) Vitetta L, Coulson S, Schloss J, Beck SL, Allen R, Sali A. Dietary recommendations for
patients with rheumatoid arthritis: a review. Nutr Diet Suppl (2012) 4(4):1-15.

31) Skoldstam L, Larsson L, Lindstrom FD. Effects of fasting and lactovegetarian diet on
rheumatoid arthritis. Scand J Rheumatol 1979; 8(4): 249-55.

32) Skoldstam L, Hagfors L, Johansson G. An experimental study of a Mediterranean diet
intervention for patients with rheumatoid arthritis. Ann Rheum Dis 2003; 62(3): 208—-14.

33) Kjeldsen-Kragh J, Haugen M, Borchgrevink C, Forre @. Vegetarian diet for patients
with rheumatoid arthritis-status: two years after introduction of the diet. Clin Rheumatol
1994;13(3): 475-82.

34) JivoffL.Rehabilitation and rheumatoid arthritis. Bull Rheum Dis 1975;26: 838-41.

35) Suresh E, Lambert CM. Combination treatment strategies in early rheumatoid arthritis.
Ann Rheum Dis 2005; 64: 1252—1256.

36) R.Zachariae, L. Hojgaard, C. Zachariae, M. Veeth, B. Bang, and L. Skov, “The effect of
spiritual healing on in vitro tumour cell proliferation and viability—an experimental
study,” British Journal of Cancer 2005; 93(5): 538-543.

37) Hrobjartsson A, Gotzsche PC. “Placebo interventions for all clinical conditions,” The
Cochrane Database of Systematic Reviews2010, no. 1, Article ID CD003974,.

38) Moreira-Almeida A, Koening HG. Religiousness and spirituality in fibromyalgia and
chronic pain patients. Curr Pain Headache Rep 2008; 12: 327-32.

39) Egan M, Brosseau L, Farmer M, Ouimet MA, Rees S, Wells G, and Tugwell P.
Splints/orthoses in the treatment of rheumatoid arthritis. Cochrane Database Syst Rev.
2003; 1: Art. No. CD004018.

40) Buttgereit F. How should impaired morning function in rheumatoid arthritis be
treated?.Scand. J Rheumatol 2011; 125: 28-39.

I _INDIAN JOURNAL OF APPLIED RESEARCH | 23




