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Abstract

Objective: Managing treatment and symptoms of chronic diseases without accepting the illness
is challenging. This study aimed to determine the relationship between pain acceptance and the
acceptance of illness in individuals with rheumatoid arthritis (RA).

Methods: In this descriptive study of 123 people diagnosed with rheumatoid arthritis (RA), data were
collected through a questionnaire. The questionnaire included a Patient Information Form, Visual
Analog Scale (VAS), Health Assessment Questionnaire (HAQ), Disease Activity Score 28 (DAS28),
Chronic Pain Acceptance Questionnaire (CPAQ), and Acceptance of lliness Scale (AIS).

Results: The mean chronic pain acceptance score of individuals with RA was 55.32 + 12.96, and the
mean acceptance of illness score was 25.00 + 8.02. A statistically significant relationship existed
between levels of pain measured by VAS and CPAQ (r=-0.184, P=.042). A statistically significant cor-
relation existed between AlS and CPAQ total score (r=0.284, P=.001).

Conclusion: As the levels of pain acceptance increased in RA patients, the levels of pain decreased,
and the levels of acceptance of the illness increased. Patients must first acknowledge and accept their
illness to follow their treatment plan effectively. Considering that the pain acceptance of individuals
diagnosed with RA affects the level of acceptance of illness, it is essential to evaluate patients’ pain
and disease acceptance processes and support patients to increase treatment success.

Keywords: Acceptance process, illness behavior, pain, physically disabled, rheumatoid arthritis

Introduction

Rheumatoid arthritis (RA) is a persistent autoimmune condition marked by joint inflammation, leading
to pain, cartilage degradation, and structural alterations within the affected joints." Individuals with RA
commonly experience pain as their primary symptom.? Although the illness has improved considerably in
recent years with more comprehensive treatment, a significant proportion of patients continue to com-
plain of pain."? Pain in individuals with RA is associated with decreased health, functionality,* self-efficacy,®
and quality of life*

Clinical findings, such as increased disease activity and functional dependence, contribute to worsening
pain perception in individuals with RA*’1° Pain experience is influenced by many factors, such as socio-
economic status, lifestyle, and culture."” Acceptance is one of the factors to consider.'*"* Acceptance is “the
willingness to experience continuing pain without needing to reduce, avoid, or otherwise change it.""* In addition
to pain acceptance, acceptance of illness is also very important in chronic disease management as it affects
self-care practices, lifestyle, and quality of life.'>'

When analyzing studies involving individuals with various chronic diseases, it was found that those with a
higher acceptance of their iliness tended to have better treatment adherence.”® Additionally, they expe-
rienced fewer uncomfortable and side effects associated with the treatments.'®'* Considering that compli-
ance with treatment increases as the level of acceptance of the illness increases, it is essential to evaluate
the level of acceptance. Studies evaluate pain experience and acceptance in individuals with RA >12132021
However, no study examines pain and disease acceptance in individuals with RA. Based on this information,
this study aims to determine the relationship between pain acceptance and the acceptance of illness in
individuals with RA.
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Material and Methods

This descriptive study was conducted with
individuals diagnosed with RA who applied to
the Rheumatology outpatient clinic between
June 2022 and March 2023. According to the
American College of Rheumatology (ACR)/
European League Against Rheumatism
(EULAR) 2010 criteria,”? being diagnosed with
RA, being 18 years of age or older, being able
to communicate, and agreeing to participate
in the study are among the inclusion criteria.
Individuals with a diagnosis of less than 1 year,
who could not communicate and had a diag-
nosed psychological disorder, were excluded
from the study. Data from 123 patients were
analyzed. A post-hoc statistical power analysis
was performed using G*Power software, ver-
sion 3.1.9.6 for Mac (Heinrich-Heine-Universitat
Dusseldorf, Dusseldorf, Germany) to assess
whether the sample size was sufficient.
Considering the correlation analysis between
AlS and CPAQ, the “post hoc” power analysis
resulted in a calculated value of 0.895 (x=0.05).
The analysis results demonstrated that the
sample size in our study adequately represents
the population.?

Data Collection

The study's data were collected through
a questionnaire prepared by the research-
ers. The questionnaire consisted of a patient
information form to determine the descrip-
tive characteristics of the participants, the
Visual Analog Scale to assess levels of pain, the
Health Assessment Questionnaire to evaluate
functional status, the Disease Activity Score 28
to assess current disease activity, the Chronic
Pain Acceptance Questionnaire to measure
pain acceptance, and the Acceptance of lliness
Scale to measure the individual's level of iliness
acceptance. This questionnaire was adminis-
tered by the face-to-face interview method in
approximately 15 minutes.

Patient Information Form
The questionnaire, prepared by the research-
ers in line with the literature review, consisted

+ Acceptance is essential to manage the
disease and its symptoms effectively.

* Increased pain acceptance in individu-
als with RA is associated with decreased
pain levels and increased acceptance of
illness.

* Healthcare providers should support
pain and illness acceptance to enhance
treatment outcomes in RA.

of twelve questions about the participants’
sociodemographics (age, gender, marital
status, educational status, etc) and disease
characteristics (duration of disease, additional
chronic diseases, etc.).

Visual Analog Scale

The Visual Analog Scale (VAS) is a measure-
ment method that can be easily applied
and used to assess subjective experiences.
Individuals make a mark on a 10 cm or 100
mm line.?* Today, nurses frequently use VAS to
assess pain.” In this study, the scale used for
pain assessment was used by marking a 10 cm
line. Each end of the line indicates extremes of
pain sensation from “no pain (0)"to “very severe
pain (10)"

Health Assessment Questionnaire

The Health Assessment Questionnaire
(HAQ) was developed by Pincus et al in
1983% and adapted into Turkish in 2004
by KucUkdeveci et al?” The questionnaire
examines 8 activities with 20 questions. The
scores are summed and then divided by 8.
The total score obtained varies between 0
and 3. A high score indicates a high level of
functional dependence.

Disease Activity Score 28

The Disease Activity Score 28 (DAS28) based
on C-reactive protein (CRP) was used to mea-
sure disease activity. The DAS28 incorporates
information on general health, the number
of tender/swollen joints, serum CRP levels,
and VAS level into an overall score. The DAS28
scores are grouped as follows: 2.6 and below:
remission, 2.6 to 3.2: low disease activity, 3.2 to
5.1: moderate disease activity, and above 5.1:
high disease activity.”®

Chronic Pain Acceptance Questionnaire

The Chronic Pain Acceptance Questionnaire
(CPAQ) was designed to measure pain accep-
tance. Based on content and factor structure
analyses, the original 34-item revised ques-
tionnaire?” was validated in an adult popula-
tion."® Cronbach’s « value of the CPAQ was
0.78.3° The Turkish validity and reliability study
of the CPAQ was conducted by Akmaz et al,*
and Cronbach’s « value was reported as 0.94.
The questionnaire consists of 20 items. The
questionnaire consists of 2 sub-dimensions:
activity engagement and pain willingness.
The CPAQ has a total score (between 0 and
120) and subscale scores (activity engage-
ment between 0 and 66; pain willingness
between 0 and 54). High scores mean high
pain acceptance.
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Acceptance of lliness Scale

Felton and Revenson developed the
Acceptance of lllness Scale (AlS) to deter-
mine the level of acceptance of illness.?' It was
adapted into Turkish by Besen and Esen in
2011.The 5-point Likert-type scale consists of 8
items. Cronbach’s a value of the AIS was 0.79."°
The lowest score obtained from the scale is 8,
and the highest is 40. A high score indicates a
high level of disease acceptance.

Statistical Analysis

The data were analyzed using SPSS 28.0
(SPSS, An IBM Company, Chicago, IL, USA).
Compliance with normal distribution was
evaluated with the Kolmogorov-Smirnov test.
Continuous variables were expressed as mean,
SD, median, minimum (min), and maximum
(max) and categorical variables as numbers
(percentage). Mann-Whitney U test was used
to evaluate non-normally distributed categori-
cal data. The relationships between numeri-
cal variables were evaluated using Spearman
correlation analysis. The significance level was
accepted as P < .05.

Ethical Considerations

This study was approved by the university’s
Ethics Committee (Decision date and num-
ber: April 27, 2022, 2022/04). Permission was
obtained from the institution where the study
was conducted and from the responsible
authors for the scales used. Informed consent
was obtained from the individuals participat-
ing in the study.

Results

Sociodemographic and Disease Characteristics
The mean age of 123 individuals with RA
included in the study was 5221 + 13.25
years. Among the individuals with RA, 88.6%
were female, 74.0% were married, 61.0%
had 5 years of education or less, 75.6% were
unemployed, and 51.2% had income equal
to expenses (Table 1). It was observed that
57.7% of the participants had no additional
chronic diseases, 75.6% used DMARDs, 7.3%
used corticosteroids, and 81.3% used biologic
drugs (Table 2).

The mean disease duration of RA patients was
13.37 + 7.70 years, the mean disease activity
score DAS28 was 2.60 + 1.37, and the mean
HAQ score was 0.28 +0.31 (Table 3). According
to the DAS28 score, 82 (66.7%) patients
were in remission, 8 (6.5%) were in low dis-
ease activity, 22 (17.9%) were in moderate
disease activity, and 11 (8.9%) were in the
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Table 1. Distribution of Sociodemographic Characteristics of the Participants

CPAQ AlS
Characteristics n (%) Median (Min—Max) Mean + SD ZIP Median (Min—Max) Mean + SD ZIP
Gender
Male 14(11.4) 64 (19-98) 62.36 -2.291 27.5(9-40) 26.64 + -.945
17.87 10.45
Female 109 (88.6) 55(28-93) 54.42 + 0.022 24 (12-40) 24.80 +7.69 0.345
12.01
Marital status
Married 91(74.0) 55(28-98) 56.58 + -1.644 25 (9-40) 24.95+8.33 -4
12.06
Single 32(26.0) 50(19-88) 51.75+ 0.100 24.5 (12-40) 25.19+7.21 0.888
14.88
Educational status
=5 years 75(61.0) 53(19-93) 53.01« -2.779 23(12-40) 23.44 £7.47 -2.200
12.06
>5 years 48 (39.0) 58(32-98) 58.94 + 0.005 28.5(9-40) 27.46 +8.33 0.028
13.62
Employment status
Employed 30(24.4) 61.5(38-98) 62.03 = -3.187 32.5(11-40) 29.03+8.54 -3.182
13.15
Unemployed 93(75.6) 53(19-93) 53.16 0.001 23(9-40) 23.71+7.44 0.001
12.21
Income status
Income less than 60 (48.8) 52 (28-93) 52.42 -2.910 22.5(9-40) 22.82+6.87  -2.747
expenses 12.53
Income equal to expenses 63(51.2) 60 (19-98) 58.09 + 0.004 30(11-40) 27.10 +8.52 0.006
12.85

Data are shown as n (%) for categorical variables. AIS, Acceptance of lliness Scale; CPAQ, Chronic Pain Acceptance Questionnaire; Max, Maximum; Min, Minimum; Z, Mann-Whitney U test.

high disease activity group. Among the 52
(42.3%) individuals with additional chronic
diseases, the most common diseases were
hypertension (21, 40.4%), diabetes mellitus
(9, 17.3%), asthma (7, 13.5%), and heart failure
(7, 13.5%). Of the 119 (96.7%) individuals who
stated that they received information about
RA, 116 (94.3%) received information from a
physician. The most common source of infor-
mation about the disease was physicians for
93 (75.6%) of the participants, nurses for 26
(21.1%), and the internet for 4 (3.3%).

Chronic Pain Acceptance Questionnaire and
Acceptance of lliness Scale According to
Patients’ Characteristics

The mean score of chronic pain acceptance of
individuals with RA was 55.32 + 12.96, while the
mean scores of the subscales were determined
as activity engagement 36.02 + 12.97 and pain
willingness 19.30 + 10.13, respectively. The RA
patients'mean acceptance of illness score was
25.00 £ 8.02 (Table 3). The mean VAS pain score
of the patients was 3.26 + 2.81.

When the mean scores of CPAQ and AlS were
analyzed according to the sociodemographic
characteristics of the participants, it was
found that the mean scores of patients with
more than 5 years of education, who were
employed, and whose income was equal to/
more than their expenses were statistically
significantly higher. While the mean AlIS score
did not show a significant difference according
to the gender variable, the mean CPAQ score
was statistically significantly higher in men
(Table 1). No relationship was found between
disease characteristics and mean CPAQ and AlS
scores (Table 2).

The Relationship Between CPAQ and AlS Scores

A statistically positive, weak, and significant
relationship existed between levels of pain
measured by VAS and age in individuals with
RA. A statistically positive, strong, and signifi-
cant relationship existed between VAS, HAQ,
and DAS28. A statistically negative, weak, and
significant relationship was found between AIS
and age. The Acceptance of lliness Scale (AIS)

was found to have a weak and significant neg-
ative correlation with HAQ and DAS28. A posi-
tive, weak, and significant relationship existed
between AlS and CPAQ total score and sub-
dimensions. There was a weak and significant
negative correlation between CPAQ and HAQ
and a weak and significant positive correlation
between CPAQ and AlS (Table 3).

Discussion

Pain is a personal and economic burden that
affects daily life. It is one of the primary reasons
individuals seek medical assistance.'*>** This
study evaluated the relationship between pain
acceptance levels and acceptance of illness
levels in individuals with RA.

In our study, pain acceptance and the accep-
tance of illness levels of RA patients were
found to be moderate. Compared to other
studies, the mean score of pain acceptance
level was lower>*# |t is thought that patients
with different diseases and sociodemographic
characteristics may affect this difference. This
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Table 2. Distribution of Disease Characteristics of the Participants

CPAQ AIS
Characteristics n (%) Median (Min—Max) Mean + SD ZIP Median (Min—Max) Mean + SD ZIP
Additional chronic disease
Yes 52(42.3) 54(19-93) 54.15 + -1.345 24 (9-40) 23.87 £7.40 -0.797
13.96
No 71(57.7) 55 (29-98) 56.18 = 0.179 25 (11-40) 25.85+8.41 0.426
12.21
DMARD use
Yes 30(24.4) 54 (33-73) 23.97+8.19 -0.908 23.5(12-40) 23.97+8.19 -0.996
No 93(75.6) 55(19-98) 55.99 + 0.364 25(9-40) 25.34+799 0.319
13.65
Corticosteroid use
Yes 9(7.3) 45 (33-66) 49.44 + -1.726 16 (12-36) 20.56 +9.07 -1.414
12.45
No 114(92.7) 55(19-98) 55.79 = 0.084 25 (9-40) 25.36 +7.87 0.157
12.94
Biological drug use
Yes 100(81.3) 55(19-98) 55.48 + -0.227 25 (9-40) 25.05+7.93 -0.042
13.51
No 23(18.7) 58(33-73) 54.65 + 0.820 24 (13-40) 24.82+862 0.966
10.48

Data are shown as n (%) for categorical variables. AlS, Acceptance of Iliness Scale; CPAQ, Chronic Pain Acceptance Questionnaire; DMARDs, disease-modifying antirheumatic drugs; Max, Maximum;

Min, Minimum; Z, Mann—Whitney U test.

study found that RA patients with higher
education and income levels and who were
employed had higher levels of pain and
acceptance of illness. This result suggests
that individuals with higher levels of educa-
tion and economic power may have more
resources and different approaches to coping
with health problems.'”#4340 Access to health
services should be facilitated, and individu-
als should be supported in health education
and management.”!

In individuals with RA, physical function is 24%-
34% lower compared to healthy individuals.'
Rheumatoid arthritis is a chronic disease that
affects multiple systems and is typically charac-
terized by symmetrical, deforming polyarthritis,
often resulting in bone erosions, deformities,
and impaired functionality.” These problems
that develop in RA may affect physical func-
tion and cause patients to have difficulty per-
forming activities of daily living.>* High scores
on the HAQ, whose aim is to assess patients’

physical function and determine functional
dependence, indicate a high level of functional
dependence.®# In this study, VAS pain scores
increased as the HAQ scores of the participants
increased. It has been reported in the literature
that pain predicts functional capacity and is
associated with high values of HAQ, which is
consistent with the study results.*”1°

In this study, it was observed that levels of
pain increased as the DAS28 score increased.

Table 3. Correlation Analysis Between Mean Age, Disease Duration, VAS, HAQ, DAS28, AlS, and CPAQ

VAS AIS CPAQ

Median (Min—Max) Mean + SD r P r P r P
Age 53(19-75) 52.21+13.25 0.178 .049 -0.262 .003 -0.129 .154
Disease duration 12 (1-37) 13.37+7.70 -0.073 424 0.022 .810 0.029 752
HAQ 0.25(0.00-1.10) 0.28 +0.31 0.782 <.001 -0.254 .005 -0.239 .008
DAS28 1.96 (1.19-6.70) 2.60 +1.37 0.825 <.001 -0.214 .017 -0.116 .201
AlS 25 (9-40) 25.00 + 8.02 -0.173 .056 - - 0.284 .001

CPAQ 55(19-98) 55.32+12.96 -0.184 .042 0.284 .001 - -
Activity engagement 37 (2-66) 36.02 £ 12.97 -0.063 .488 0.184 .041 0.724 <.001
Pain willingness 10 (0-50) 19.30+10.13 -0.191 .034 0.197 .029 0.321 <.001

Significant values (P > .05) are shown in bold. AIS, Acceptance of lliness Scale; CPAQ, Chronic Pain Acceptance Questionnaire; DAS28, Disease Activity Score; HAQ, Health Assessment Questionnaire;
Max, maximum; Min, minimum; r, Spearman correlation analysis; VAS, Visual Analog Scale.
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Previous studies have reported that pain in
individuals with RA is associated with high val-
ues of DAS28.784 Bilberg et al® concluded that
the number of tender joints, activity limitation,
and general health were worse in patients with
pain. These results, which were also reported
in previous studies, can be interpreted as the
severity of the disease, that is, the severity of
inflammation causes pain.*’®

Acceptance is an essential process in respond-
ing to and adapting to pain.”* This process
involves the person being experientially open
to the present moment, promotes a change
in how symptoms are experienced, and influ-
ences the behavior of individuals.** In this
study, there was a statistically negative, weak,
and significant relationship between levels of
pain and levels of pain acceptance. Similarly,
Costa et al'? reported that high levels of pain
experienced by individuals with RA were asso-
ciated with low levels of pain acceptance.
Pinto-Gouveia et al”® concluded that higher
levels of pain at the onset of RA are associated
with lower levels of pain acceptance. These
results indicate that the patient finds low levels
of pain acceptable but does not accept high
levels of pain. In addition, the fact that the
mean score of the pain willingness subscale of
the pain acceptance scale was relatively low
supports this finding.

Acceptance is about both reaction and adap-
tation in situations such as chronic pain.”* In a
qualitative study of individuals with RA, it was
reported that patients experienced negative
emotions before the acceptance process, but
after the acceptance process, they reevalu-
ated their priorities and developed strategies
to continue valuable activities* In this study,
high acceptance of illness level was associated
with an increased pain acceptance level. Those
who accept theirillness also tolerate pain more
easily. Therefore, evaluating their acceptance
level after an RA diagnosis is essential. This eval-
uation will contribute to more effective disease
management by providing an individualized
approach to the patient.

It has been reported that individuals with
higher levels of disease acceptance have bet-
ter treatment compliance and experience
fewer side effects.”"? Identifying the factors
that influence patients’ compliance with the
recommended treatment can better control
disease activity, influence the course of the
disease, and prevent disease-related com-
plications.* This study found a relationship
between high AIS levels and low HAQ and
DAS28 levels in RA patients. Considering that
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the level of acceptance in individuals with
RA is associated with disease activity and
functional dependence levels, it is thought
that the assessment of acceptance levels is
important in terms of the course of the dis-
ease. Therefore, health professionals should
perform these assessments through effective
communication with patients and provide
appropriate support and guidance according
to the results.

This study has some limitations. Since the
study was limited to individuals with rheuma-
toid arthritis admitted to a university hospital
in a certain period, the results can only be
generalized to the relevant population. The
scales used in the study are valid and reliable,
but the data obtained are based on self-report.
The results of this descriptive study do not
prove causality.

In conclusion, high pain acceptance was asso-
ciated with low levels of pain and increased
acceptance of illness in individuals with RA.
Pain is a common finding in individuals with
RA, and it is thought that the acceptance pro-
cess may be beneficial for coping with this
condition. If an effective acceptance of the
illness occurs, treatment adherence can be
improved, disease activity can be reduced,
and quality of life can be enhanced. Health
professionals should assess the levels of
pain and illness acceptance in individuals
with RA and undertake interventions to sup-
port their acceptance processes. One of
these interventions involves educating
patients about pain and illness acceptance.
Targeting notonly information butalso therec-
ognized determinants of behavior enhances
the likelihood of patient education influenc-
ing disease management. Accordingly, it may
be recommended that future research should
focus on a more detailed understanding of
this process and how patients’ acceptance
levels can be integrated into disease manage-
ment strategies.
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