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ABSTRACT

The number of people with Rheumatoid Arthritis (RA) disease in Vietnam
has been increasing in the past decade. The treatment of RA aims at improving the
patients’ functional status including daily life activities, resuming previous work and
social activities. The aim of this descriptive correlational research was to study the
relationship among self-efficacy, pain level, depression, social support, and functional
status among patients with RA. Self- efficacy theory was utilized as a framework for
this study.Sample of this study included 126 patients with RA admitted to the
Rheumatology department, of Bach Mai hospital, Hanoi, Vietham. Data collection
were conducted by using 6 instruments including the demographic data questionnaire,
Health Assessment Questionnaire 8 Items - Disability (HAQ 8-ID), Arthritis self-
efficacy Scale (ASES), Pain Numeric Scale (PNS), Health Questionnaire Depression
Scale 9 Items (PHQ-9) and Multidimensional Scale of Perceived Social Support
(MSPSS). Spearman’s rho was employed to examine the relationship among all
variables. The results revealed that majority of the patients (88.9%) were female with
average age of 55.62 years (SDx10.29 years). Almost all of them experienced
disability or poor functional status while minimal disability accounted for 13.49 %),
mild disability was 50.79%, moderate disability was 27.78% and severe disability was
7.94 %. The mean of HAQ8-ID was 1.3+ 0.80. The correlation coefficient for
functional status was negatively correlated with self-efficacy and social support (r = -
0.349, p=.01; r = - 0.215, p=.01 respectively). The pain level and depression was fairly
positively correlated with functional status (r = 0.561, p=.01; r=0.679, p=.01
respectively). From the findings of this study, it is recommended that nurses should
assess functional status in patients with RA during their hospital stay and before
discharge using HAQ 8-ID. In order to improve their functional recovery, nurses
should enhance patients’ self-efficacy by providing information support and resource
allocation. Pain control protocol should be developed and used. Patients with
depression should be identified early and properly managed. Further multi sites
research should be conducted to reveal the comprehensive picture of patients with RA
in Vietnam.

KEY WORDS: RHEUMATOID ARTHRITIS/FUNCTIONAL STATUS/SELF
EFFICACY / PAIN/SOCIAL SUPPORT
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CHAPTER |
INTRODUCTION

1.1 Background and significance of the study

Rheumatoid Arthritis (RA) is a chronic autoimmune systemic disease that
affects the joints, connective tissues, muscle, tendons, and fibrous tissue. Its symptom
symmetrical persistent such as tender swelling, pain, morning stiff, limitation motion
of joints and other symptoms including fatigue, weakness, loss of weight and fever. It
is a chronic disabling condition that is the reason for pain and deformity joints
(Creemers, 2004; Sacks et al., 2010). The target of treatment RA includes reduction
joint pain and swelling. Preventing damage and deformation joint which helps the
functional status of RA is preserved (Amy, 2001). The American College
Rheumatology (ACR) guide RA treatment which was identified to treat RA early by
disease-modifying anti-rheumatic drugs (DMARDSs), Biologics, Tofacitinib,
Glucocorticoids (ACR, 2015). Nurses may use the knowledge to consult and support
RA patients improve the quality of life, reduce pain and protect functional (Vickie,
2007). The global prevalence was 1% rheumatoid arthritis (Chopra & Abdel-Nasser,
2008) was ranked 42" highest in global disability (Cross et al., 2010). The RA
prevalence rates were 0.40% for Southeast Asian, 0.37% for Eastern Mediterranean,
0.62% for European, 1.25% for American and 0.42% for Western Pacific regions (lgor
Rudan at al., 2015). Rheumatic Disease is very common in Vietnam, which estimated
at 47.6% of the population aged 60 years or older. At Bach Mai Hospital, the biggest
national hospital in Northern Vietnam, rheumatic patients accounted for 4.5% of all
patients admitted to hospital in the period from 1979 to 1988 (Tran & Nguyen, 1996).
RA has not identified the causes nowadays, what possibly an infection age
autoimmune response or gene products. But it is believed to result from an infection,
an effect of environment or lifestyle factors. The fist, RA pathology happens while the
immune response changes in synovial tissue. The lymphocytes (T, B cell,

macrophages) are activated by unknown antigen trigger. B cells products RF
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antibodies against immunoglobulin G (IgG) that form the immune complex. These
cells into synovial and produce an extensive array inflammatory, metalloproteinase,
other mediators (Lee & Jacquelyn, 2010). Environmental factors could contribute to
RA including infection, smoking, pollution, and diet. Especial, Smoking is the main
environmental factors relate to RA (Tobon, 2009). Rheumatoid arthritis impact on
capacity to work defined as a total cessation of employment, in between 51% and 59%
of all patients. A large number of the patients with rheumatoid arthritis have struggle
on working less than five years when they have disease diagnosis (WHO, 2003). The
adults incidence mortality rates of rheumatoid arthritis was 2.7 % people per years in
the global (Dadoun et al., 2013). Rheumatoid arthritis effects on morbidity, quality of
life, rate mortality and medical costs (Scott et al., 2010).

Functional status of RA patient is related to outcomes including mortality
(Michaud, 2003; Farragher, 2007), loss of work capacity (Croon, 2004; Allaire, 2009).
The study identified factors related to the functional status which is important for RA
patient from attaining disability (Katz et al., 2006). The functional status of RA
patients is affected by the pain, emotion, social support (Hale, Hekim, Baloglu, Ayhan
& Mahmut, 2015). According to the literature review of Primdahl et al. (2011) , there
are many studies containing reported associations between self- efficacy and function
status highly among RA patient (Primdahl et al., 2011). The World Health Organize
(2002) states that pain level influences to the functional status of RA patient and it
leads disability functional of Rheumatoid arthritis patients (WHO, 2012). The study
of Benka (2014) found that depression was related to function status of RA patients
(Benka et al., 2014). The evidence of Peeters and colleges (2014) showed that
significantly relation between social supports with physical activity of status ( Peeters,
Brown & Burton,2014). In Vietnam, the research about this topic is not popular
whereas the topic related to functional status among patients with RA are caught a
great deal of interest from the researchers.

1.2 Research questions

What are factors relate to functional status among patients with
Rheumatoid Arthritis?
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1.3 Purpose of the study

To study factors related to functional status among patients with RA

1.4 Hypothesis

1.4.1. Pain level is negative related to functional status with among RA
patients during hospital stays.

1.4.2. Self-efficacy is positive related to functional status among RA
patients during hospital stays

1.4.3 Depression is negative related to functional status among RA
patients during hospital stays

1.4.4 Social support is positive related to functional status with among RA

patients during hospital stays

1.5 Conceptual framework

Behavior change is a critical element for all specialties nurses. The self-
efficacy theory is necessary for the nursing profession because it provides a
framework for general hypothesis and direction behavioral change in experimental
intervention research (Sandra & Timothy, 2013). Bandura (1986) identified self-
efficacy as one of the sufficient self-confidence in one's ability to succeed in specific
situations. The central concepts of theory include self-efficacy, self-efficacy
expectation and outcomes expectation. Self- efficacy is defined as an individual’s
being easy to fudge of his/her capability to organize and execute the course of action.
The Self-efficacy expectation is a judgment about personal ability to accomplish a
given task (Brandura, 1986). This theory is used to intervention for improving
adherence behavior as well as promoting bone health system and functional status in
adults (Aree-Ue et al., 2010; Resnich et al., 2009). According to self-efficacy theory, a
person who suffers from Rheumatoid Arthritis needs to  define judgment on his/her
capability to perform desired behaviors to control the advancement of the disease
(Taal et al., 1993). The self- efficacy has a direct effect and significant influence on
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the functional status of RA (Brekke, Mette, Per& Tore, 2003). Also, pain and
depression which occur in this group of the patient will have negative effects on
functional status (Anderson, 1992; Ahlstrand, 2012). The social support also effects on
functional status in Rheumatoid arthritis group (Peeters, Brown, & Burton, 2014).

The relationship among independent variable and dependent variable is
illustrated in the following conceptual framework and they are presented in figure 1.

Self-efficacy

Pain level )
Functional status

among
Rheumatoid arthritis

patient
Depression )
+
Social support

Figure 1.1 The framework of research study show correlations between self-efficacy,

pain level, depressions and social support to functional status among patients with
Rheumatoid Arthritis (Bandura, 1986)



Fac. of Grad. Studies, Mahidol Univ. M.N.S.(Adult Nursing) / 5

1.6 Scope of the study

This study identifies factors related to functional status among 105 patients
with rheumatoid arthritis during hospital stays. The patients are 18 years old or over
being treated as inpatients at the Rheumatology Department, Bach Mai Hospital
during January 2016 to April 2016.

1.7 Expected outcomes and benefits

1.7.1 Nurses can use this research’s result to improve knowledge and
understand factors related to functional status among RA patients.

1.7.2 This findings will be used as basic knowledge developing program
to enhance functional status among patient with RA

1.7.3 This research can be utilized as necessary to another research

question among Rheumatoid Arthritis Studies

1.8 Definition of terms

1.8.1 Leidy (1994), Wilson and Cleary (1995) defined that functional
status was an individual's ability to perform normal daily activities required to meet
basic needs, fulfill usual roles, and maintain health and well-being. Functional status
includes functional capacity (Ability perform daily activities to include domains as
physical, psychological, social, and spiritual) and functional performance (The
activities that people did during their everyday lives). In this study, the functional
status will be measured by using the Health Assessment Questionnaire 8-ltem
Disability Scale (HAQ8-ID) is one short scale in full HAQ that was originally
developed in 1978 by James F. Fries and colleagues at Stanford University. It is
related closely to Activity Daily Living of person but is not an ADL scale but rather an
instrument measures disability (Lorig et al., 2001).

1.8.2 Self-efficacy is defined as an individual’s judgment of his/her
capability to organize and execute the course of action. The Self-efficacy expectation

IS a judgment about personal ability to accomplish a given task. Bradual (1986)
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showed that self-efficacy as one of the effective self-confidence in one's ability to
succeed in specific situations (Bradual, 1986). Outcome expectation is judgment about
what will happen if a given task is successfully accomplished (Sandra & Timothy,
2013). In this study, self-efficacy will be measured by Arthritis Self-Efficacy Scale
(ASES). The RSES was developed by Lorig et al (1989) at Stanford University. The
pain is defined by International Association for the Study of Pain (IASP) and WHO
that include the psychological, emotional, cultural and social The International
Association for the Study of Pain (IASP) defined pain as, “an unpleasant sensory and
emotional experience associated with actual or potential tissue damage, or described in
terms of such damage” (Loeser et al., 2008). IASP classified pain according to
characteristics: region of the body, disorder of the system, duration and pattern of
occurrence, time onset and cause (Merskey & Bogduk, 1994 ). Characterize of pain
base on the pain level, nociceptive pain, inflammatory pain and pathological pain
(Svendsen et al., 2005; Woolf, 2010 In this study, pain will be measured by Pain
Visual Numeric (PVN) that is developed from Visual Analogue Scale (VAS) and base
on pain assessment experience by Philip and colleagues at Stanford University School
of Medicine, USA (Philip, Virginia, Diana & Kate, 2006).

1.8.3 WHO (2012) identified that depression is a common mental disorder
with symptoms such as decreased energy, disorder feelings, low self-worth, disorder
sleep or appetite, and loss focus. Depression reduces people’s functioning as the
leading cause of lost disability. The depression was ranked as the third leading cause
of the global burden of disease in 2004 (WHO, 2012). In this study, depression will be
measured by Personal Health Questionnaire Depression Scale- 9 items (PHQ-9). This
instrument is developed by Kroenke and colleges (2001) with consists of the actual
nine items (Kroenke et al., 2001).

1.8.4 Weiss (1974) defined social support as was interpersonal interaction
with others and may produce positive feelings such as being loved, attachment,
security, belonging to a group, availability of emotional, physical and informational
support (Weiss, 1974). The social support help individuals implement activity daily
role and the higher social support correlated with lower functional
disability.(Greengglass, Fiksenbaum& Eatoton, 2006). In this study, social support
will be measured by Multidimensional Scale of Perceived Social Support (MSPSS).
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This instrument is developed by Zimet and colleagues (1990). The MSPS has good
internal and test reliability as moderate construct validity. The MSPS has values to be
as research instrument measure social support and it is discussed to use significantly in
the future (Zimet, 1990).
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CHAPTER II
LITERATURE REVIEW

This chapter provides a literature review of factors related with functional status
among patients with rheumatoid arthritis. The contents enhance the understanding of
phenomena of functional status among patients with rheumatoid arthritis based on self-
efficacy theory as following 4 issues including the conclusion part:

2.1 Problems among patients with Rheumatoid Arthritis

2.1.1 Incidence of rheumatoid arthritis
2.1.2 Pathophysiology of rheumatoid arthritis
2.1.3 Impact of rheumatoid arthritis
2.2 Functional status among patients with Rheumatoid arthritis
2.2.1 The concept of functional status
2.2.2 Functional status among patients with rheumatoid
arthritis

2.3 Self-efficacy theory as a conceptual framework to explain functional

status among patients with rheumatoid arthritis
2.3.1 Self efficacy theory
2.3.2 Self efficacy theory and the patients with rheumatoid arthritis
2.4 Factors related with functional status among patients with rheumatoid arthritis
2.4.1 Self efficacy and its related to functional status among
patients with rheumatoid arthritis
2.4.2 Pain level and its related to functional status among
patients with rheumatoid arthritis
2.4.3 Depression and its related to functional status among
patients with rheumatoid arthritis
2.4.4 Social support and its related to functional status among
patients with rheumatoid arthritis

2.5 Conclusion
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2.1 Problems among patients with rheumatoid arthritis

2.1.1 Incidence of rheumatoid arthritis

Rheumatoid arthritis (RA) is a chronic systemic disease that affects the
joints, connective tissues, muscle, tendons, and fibrous tissue. Its characteristic is
symmetry (Sacks, Luo& Helmick, 2010).The global prevalence in 2008 was 1%
(Chopra & Abdel-Nasser, 2008) rheumatoid arthritis (was ranked 42" highest in
global disability (Cross et al., 2014). Recently, RA prevalence rates were 0.40% for
Southeast Asian, 0.37% for Eastern Mediterranean, 0.62% for European, 1.25% for
American and 0.42% for Western Pacific regions (lgor et al., 2015).

Rheumatic arthritis are very common in Vietnam which a developing
tropical country (WHO, 2006). The prevalence of rheumatic diseases was estimated at
47.6% of the population aged 60 years or older. At Bach Mai Hospital, the biggest
national hospital in Northern Vietnam, in the period from 1979 to 1988, patients with
rheumatic accounted for 4.5% of all patients admitted to hospital (Tran & Nguyen,
1996). Among them, rheumatoid arthritis was the most common rheumatic disease.
According to epidemiological researches in some Vietnam areas estimated RA
rheumatoid arthritis 0.28% and functional disability was reported in 6.04% of the
survey population in Vietnam (Tran et al., 2003) and 4-6/1000 (8-9/1000 in women
and 2.8/1000 in men) (Tran & Nguyen, 1996).

Annually report of Bach Mai hospital (2014) rheumatoid arthritis is
accounted for 20 % in total of patient with rheumatic who were admitted in to

Rheumatology department (Bachmai Hospital report, 2014).

2.1.2 Pathophysiology of Rheumatoid Arthritis

The cause of RA is not identified in recent years. It may be infection agent,
autoimmune response, gene products and effect of environment or lifestyle factors.
Infectious agents have long been suspected as the casuse but evidence of a particular
bacteria and virus which couldn’t be found. More theory showed that RA is caused by
abnormal autoimmune response (possibly threat by bacterial or viral antigen). Current
studies suggested that the cause of RA is determined by gene production. There are
60-70 % RA adult patient who had HLA- DR4, although it is as well as several genes
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that are involved. These genes possibly control humoral and cell mediated immunity
mechanism that was believed to contribute RA pathology. The first, RA pathology
happens while the immune response changes in synovial tissue .The lymphocytes (T,
B cell, macrophages) are activated by unknown antigen trigger. B cells product RF
antibodies against immunoglobulin G (IgG) that form immune complex. These cells
into synovial and produce an extensive array inflammatory, metalloproteinase, other
mediators (Lee & Jacquelyn, 2010). HLA-DRB1 and PTPN22 is the key genetic
factors involved the development of RA. RA patients have these genes likely
citrullinated peptide that produced antibodies against cyclic. Various environmental
factors have also been implicated in RA. These include exposures to smoking,
exposure to pollutants and life-style factors, such as diet and exercise. In recent years,
the effect of smoking on the increased risk and severity of RA has emerged as a major
story (Tobon, Youniou, & Sauraux, 2009). The risk factor effects to development of
RA strongest that is HLA-DRBL1 genetic. These factors are estimated 50% to 60% in
total risk factor of RA (Gregersen, Silver, & Winchester, 1978)

RA tends to threat during the adult hood, ages from 20 to 40. It is a chronic
disabling condition that is reason of pain and deformity joints (Sacks et al., 2010).
Scott and college (2010) stated that rheumatoid arthritis is one of the most important
chronic inflammatory disorders with an autoimmune basis. The Rheumatoid Arthritis
disease is mainly localized to diarthrodial joints which is characterized by florid
inflammation of the synovial membrane (synovitis) that leads to tissue destruction and
joint damage through cartilage degradation and the formation of sub chondral bone
erosions (Scott et al., 2010; Mclnnes et al., 2011). Rheumatoid arthritis symptoms
develop gradually and may include joint pain, stiffness, and swelling. Besides, they
have body symptoms of fatigue, weight loss, and low-grade fever may occur with
active disease. The target of treatment RA includes reduction joint pain and swelling,
preventing damage and deformation joint. Moreover, functional status of RA is
preserved, patients work and personal activities continually. Joint replacement is
indicated for patients with severe joint damage that poorly controlled symptoms of
medical management (Amy, 2001). The American college Rheumatology (ACR)
(2015) is guideline RA treatment which identified  to treat RA early by disease-
modifying antirheumatic drugs (DMARDSs), biologics, to facitinib, glucocorticoids.
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The important in RA nursing care is non- pharmacologic therapy including physical
functional, occupational, support instrument (Jasvinder et al., 2015). Intensive nursing
care is a great approach to specialized medical care for people with serious illnesses to
enhance their lives, relieve their pain. The target is to meet self - care needs,
incorporating joint protection, energy conservation, and work with the patients to
educate them about rheumatoid arthritis. The functional status of RA patient is
important thus nurses have to encourage keeping and protecting joint functional via

assessment, recode, exercise, habitation and supporting emotion (Vickie, 2007).

2.1.3 Impact of rheumatoid arthritis

RA is disability autoimmune disease that immune system threat body
tissues including joints as well as the other organs of body. The main impacting is
make serious deformity joints, especial of small joints at hands and toes (Australian
Institute of Health and Welfare, 2009). It is accounted to effect on the body of
580,000 persons in England. RA is estimated 80 % of total patient who have risk
developing one or more comorbidities such as heart disease , stroke , lung disease,
Osteoporosis, Cancer, Depression, Infection, imflamation eyes, skin problem,
Sjogren’s syndrome etc (National Rheumatoid Arthritis Society, 2012). RA patient
with chronic pain and high limitation functional status that lead change individual’s
perception, bursting family life, reduced capacity and interaction with social network.
This disease is strongly effect on social life, impacting industrial production,
increasing disability rate in the community and influencing to health service system
(AIHW, 2009). Results of study demonstrate that RA effects on society economic
during last 10 years of patient. It lead to increase morbidity, quality of life, rate
mortality and medical costs (Scott et al., 2010). Medical cost is accounted average
5720 USD to 5822 USD per patient. There are from 8 to 24 % for medication, 8 to 21
% for visit physical and 18-88 % for stay hospital (Cooper, 2000). The cost is 1109.
525. 000 USD per year which have to be paid by the patients for treatment and caring
in Portugal (Luis et al., 2014). The study of Mancuso described that 96% rheumatoid
arthritis women patient with age of 50 years and 84% had college graduates. It means
the majority of the patients have high physical job demands and high autonomy level

overload with their work and hours work everyday. All most patients have suffer many
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diverse challenges such as fatigue, pain, hold, physical requirements, outcome a
pleasant disposition, working overload, commuting, relax, and environmental issues.
RA patients weren’t confident in their capability to continue working because RA
patient were perceived the following threats to continued working. Threat are fatigue
(45%), not being able to use hands (45%), not being able to relax (27%), and
commuting issue (18%) (Mancuso, Paget, & Charlson, 2000). Rheumatoid arthritis
was within a decade of its onset, leads to work disability defined as a total cessation of
employment in between 51% and 59% of patient (WHO, 2003). It means the majority
of the patients have high physical job demand and high autonomy level overload with
their work and working hours in daily life (Cross et al, 2010). All most patient is
effected on their work capacity less than five years (WHO, 2003) approximately 1% of
adults. Incidence mortality rates of rheumatoid arthritis was 2.7 % person-years of
follow-up and ranged from 1.0 to 5.2 % person-years according many research from
1955 to 1995 (Dadoun et al., 2013).

2.2 Functional status among patients with rheumatoid arthritis

2.2.1 The concept of functional status

Leidy (1994), Wilson and Cleary (1995) defined that functional status was
an individual's ability to perform normal daily activities required to meet basic needs,
fulfil usual roles, and maintain health and well-being. Functional status includes
functional capacity (Ability perform daily activities including domains as physical,
psychological, social, and spiritual) and functional performance (The activities that
people actually did during their daily lives) (Leidym, 1994 ; Wilson & Cleary, 1995)

2.2.2 Functional status among patients with rheumatoid arthritis

Functional status of RA is related to outcomes including mortality (Wolfe,
2003; Farragher, Lunt, Bunn, Silman & Symmons, 2007), loss of work capacity
(Croon et al, 2004; Allaire et al, 2009). There are 95% of 548 individuals reported that
disability of function status which has server impact to RA patients. Thus, the study

was identified factors related to functional status that important to protect disability for
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RA patient (Katz et al., 2006). Zhao and colleges (2015) showed that 58.48 % of 607
outpatients after discharge who had functional status with disability (Zhao et al.,
2015). According 42 studies reported that there are 50% RA patient had different
functional status with later disability; this condition had association with baseline
damage of joints (Bombardieret al., 2012).Wolfe and others (2000) identified that
function disability scores are high what was still increased slowly over time (Wolfe,
2000). There are factors related to functional status including depression, pain
severity, self-efficacy (Claudia et al., 2001). The overall RA patient, there are 67% of
disability functional which was predicted by the self-efficacy, pain level and
depression (Orengo et al., 2001). Greene et al. (2006) showed that self- efficacy, pain,
social support were correlated to the physical activity behaviour of RA patients in
African-American. Baruth et al. (2013) also stated that higher pain, higher depressive
symptoms, and lower arthritis self-efficacy were related to the greater disability
functional among RA adult patient (Baruth, Wilcox, Schoffman, & Becofsky, 2013)

In this study, functional status will be measured by using the Health Assessment
Questionnaire 8-1tem Disability Scale (HAQ8-ID) is one short scale in full HAQ that
was originally developed in 1978 by James F. Fries and colleagues at Stanford
University. It is related closely to Activity Daily Living of person but is not an ADL
scale but rather an instrument measures disability (Lorig et al., 2001).It was one of the
first self-report functional status (disability) measures and it is the free dominant
instrument for many disease areas, including arthritis. It is used very common and

widely to measures outcome for rheumatoid arthritis in the world (James, 1978).

2.3 Self - efficacy theory as a conceptual framework to explain

functional status among patients with rheumatoid arthritis

2. 3.1. Self-efficacy theory

Bandura (1986) stated that self-efficacy is one of the effective self-
confidence in one's ability to succeed in specific situations. Outcome expectation is
judgment about what will happen if a give task is successfully accomplished. The type
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out-come people anticipate generally depend on their judgment and able to perform
the behavior. There are 4 components including: Mastery experience, modeling
(vicarious experience), Verbal persuasion, Physiological feedback. They increase the
patients’ self-efficacy, which enable patient to be more successful at the disease
control (Sandra & Timothy, 2013).

2.3.2 Self efficacy theory and the patients with rheumatoid arthritis

According to self- efficacy theory, a person who suffers with Rheumatoid
arthritis needs to have positive judgment on his/her own capability to perform desired
behaviors to control the advancement of disease (Taal et al., 1993). RA patients who
have low levels of self-efficacy may utility from a referral for psychosocial
intervention that can increase arthritis individual self-efficacy. The samples of arthritis
patients also has demonstrated that psychosocial therapy treatments can lead to
increased self-efficacy of arthritic patient (Somers et al., 2010). The reason for
selecting self- efficacy theory to analyze that is interesting topic among self- efficacy
in patients with Rheumatoid Arthritis. This theory can be applied as a conceptual
framework in research topic and in clinical practice to improve patients’ level of self-
efficacy. The RA patients who are supported by nurses can increased their self-
efficacy, confidence and satisfaction (Primdahl et al., 2014). Nurses should tailor
nursing care to assess and improving social support contains emotional support,

informational support, and guidance to families (Fallatah et al., 2015).

2.4 Factors related with functional status among patients with

rheumatoid arthritis

2.4.1 Self efficacy and it related with functional status among patients
with rheumatoid arthritis

Some study showed that self-efficacy level correlates to outcome of
health status among RA patient for 2 years (Brekke, Hjordahl & Kvien, 2001).The
evidence showed that it related to physical disability, pain, fatigue among RA patients
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(Primdahl et al., 2011). There are three main domain of self-efficacy that related to RA
including control pain, perform functional task and management other symptoms as
activities daily living. RA patients has higher self-efficacy levels that lead lower
disability functional, pain and depression(Somers et al., 2010; Pells et al., 2008;
Pariser &Hanlon, 2005). Somers and colleges (2012) demonstrated that examine self-
efficacy for managing pain and other symptoms as an outcome measure of RA patient
(Somers et al., 2012). The self-efficacy was a significant independent predictor of
self-report function status on RA patient (Somers et al., 2014). The self-efficacy is
measured by ASES scale that is response patients’ arthritis-specific self-efficacy. The
patients’ beliefs that they could perform specific tasks or behaviours to cope with the
consequences of arthritis across three dimensions including pain scale, functional scale
and other symptom. This instrument has total 20 items in which but this study, ASES
with 8 items that is used because it takes less burden for patients. Moreover, it has
high correlation with function scale and this study also use the HAQ so researcher
haven’t use function items (Lorig, Chastain, Ung, Shoor , & Holman , 1989)

2.4.2. Pain level and its related functional status among patients with
rheumatoid arthritis

The International Association for the Study of Pain (IASP) defines pain as,
“an unpleasant sensory and emotional experience associated with actual or potential
tissue damage, or described in terms of such damage” (Loeser et al., 2008).
Classification of pain by WHO (2007) are acute pain, chronic malignant pain and
chronic non- malignant pain. Rheumatoid arthritis is one of none-malignant chronic
pain. The main management these pain is focus to control functional than symptom
and the best way is using apply multidimensional (WHO, 2007). IASP classified pain
according to specific characteristics: region of the body, disorder of system, duration
and pattern of occurrence, time onset and cause (Merskey & Bogduk, 1994).
Characterize of pain base on the pain level, nociceptive pain, inflammatory pain and
pathological pain (Svendse et al., 2005; Woolf, 2010). Characterize severity of pain
will increase above normal level (Svendse et al., 2005). According literature review
of Jakobsson and colleagues identified that there are 97.1% moderate or severe pain

and 40.0% had severe or worse pain on RA patient (Jakobsson, 2002). The pain



Tran Thi Ngoc Xuyen Literature Review / 16

influences to the quality of life, functional status and emotion of individual. The Pain
leads disability functional in Rheumatoid arthritis patient is estimated 4.866.000 per
2002 year (WHO, 2012).The prevalence of musculoskeletal pain was 14.9% in
Vietnam (Hoa et al., 2003). Overall pain intensity increased and the relationship
between affective and sensory components of the pain experience did not change on
disease duration of RA (Bushnell, 1986). Patients with arthritis have high pain levels
may be lead to increased disability functional and depression suffering (Somers et al.,
2009). Hakkinen and colleges (2005) showed that pain joints have higher pain score
and it was the greatest impact on individual RA patient sub dimensions of the
function status scale (HAQ) (Hakkinen, Kautiainen, Hannonen, Ylinen, Arkela-
Kautiainen, & Sokka, 2005). Pain effected as barrier to perform activities among RA
patient (Ahlstrand, Bjérk, Thyberg, Boérsbo, & Falkmer, 2012). Study’s results of
Evers and colleges (2003) indicated that pain coping was assessed very simple and it
can be affect functional status (disability) in RA. Moreover, the researchers also
suggested that interventions focusing on pain as well as prevent risk factor related to
long-term outcomes in RA (Evers, Kraaimaat, Geenen, Jacobs, & Johannes, 2003).
Strahl and colleges (2000) study supports the hypothesized role of pain contributions
role function status in chronic RA patients (Strahl, Kleinknecht, & Dinnel, 2000).

In this study, pain will be measured by Pain Visual Numeric (VNS) that is
developed from Visual Analogue Scale (VAS) by Philip and colleagues (Philip,
Virginia, Diana & Kate, 2005). The VAS was developed by Huskisson (1983) as a
gold standard measures to using widely for pain intensity in clinical setting and
medical research on the world (Scott & Huskisson, 1979; Mick, Roger, Frederick,
Conrad & Eleanor, 2006). However, Pain Visual Numeric scale (PVN) is used
effectively to measure for self- report pain because patients understand and answer
easier than VAS. Moreover, it is lager number so user can interview patients via paper
questionnaires that are coded result easy and less missing (Philip, Virginia, Diana &
Kate, 2006).
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2.4.3 Depression and it related to functional status among patients
with rheumatoid arthritis

WHO ( 2012) identified that depression is a common mental with
symptom such as depression, un pleasure, decreased energy, disorder feelings, low
self-worth, disorder sleep or appetite, and loss focusing. Depression reduces people’s
functioning as the leading cause of lost disability. The depression was ranked as the
third leading cause of the global burden of disease in 2004 (WHO, 2012). The optimal
care of RA patients should include the detection and management of depression
(Matcham, 2013). RA patients were depressed because they must adapt to negative
work-role (Mancuso, Paget, & Charlson, 2000). They have pain which is the cause of
low activity of daily living. Evidence shows that 65 % of patients RA with depression
(in which 37.5% moderate or severe) and correlate strongly with functional status
(Zyrianova et al., 2006). Depression is highly prevalent which are 34.2% patients
associated with poorer outcomes on patient with Rheumatoid arthritis (Matcham,
2015). In the study of Benka, anxiety and depression were observed to be strongest
related to function status of RA patients (Benka et al., 2014). Depression was
independent predictors and significant relationship with RA functional status
(Anderson, 1992). The functional disability, emotional support, pain and initial
psychological distress which important significant, it was explained 36% of the
variance depression among rheumatoid arthritis (Fallatah, 2015).

In this study, depression will be measured by Personal Health
Questionnaire Depression Scale (PHQ-9). This instrument is developed by Kroenke
and colleges (2001) with consists of the actual nine items (Kroenke et al., 2001). The
PHQ-9 is used very commonly and widely for clinical practice and research in the
world. The PHQ-9 has construction brief and high validity that is an attractive
instrument to measure depressive disorders. It is comparable sensitivity and specificity
in the clinical practice setting (Kroenke et al., 2002).

2.4.4 Social support and it related to functional status among patients
with rheumatoid arthritis
Weiss (1974) explained social support that was interpersonal interaction

with others and may produce positive feelings such as being loved, attachment,
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security, belonging to a group, availability of emotional, physical and informational
support (Weiss, 1974 ). The research of Peeters and colleges (2014) showed that there
was significantly relation between social support, physical activity of RA patients and
function status (Peeters, Brown, & Burton, 2014). The social support is kind of benefit
and specific support providers to RA patient. According social supports, family
members had achieves balance and suffering disability of RA (Abraido-Lanza, 2004).
The study of Jozef et al. showed that social support impacted to functional disability
on depressive feelings in individual with RA. Emotional support is from social that
may be beneficial with severe disability. Thus, the interventions with providing social
support to the functional status that might help reduction mental health problems
among RA patients (Jozef et al., 2004). In this study,social support will be measured
by Multidimensional Scale of Perceived Social Support (MSPSS). This instrument is
developed by Zimet and colleagues (1990). The MSPS has good internal and test
reliability as moderate construct validity. The MSPS has values that is as research
instrument measure social support. It is discussed to use significant in the future
(Zimet, 1990).

2.5 Conclusion

Rheumatoid Arthritis is a chronic immunity systemic disease which effects
joints and area tissue around joint with characteristic is symmetry. Diagnosis is based
on symptoms including pain, morning stiffness, swelling in multiple joints. The target
of treatment and nursing care that reduction joint pain and swelling, preventing
damage and deformation joint. The most purpose of management RA is protection
functional status of RA that is presented patients work and personal activities.

Rheumatoid Arthritis is common in the global disease and its effect is
changing functional status among RA patient. Rheumatic diseases are very common in
Vietnam including RA, especial, there are 20 % RA in total inpatient with rheumatic at
Bachmai hospital. RA is not identified the causes nowadays, but may be gene,
infection, effect of environment or lifestyle factor. RA pathology happens while the
immune response changes in synovial tissue. Environmental factors play a role in RA

has potential investigation include infection, smoking, pollution, and diet.
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Rheumatoid arthritis leads to disability, morbidity, quality of life, rate
mortality and medical costs. Functional status is related to outcomes of RA. There are
high score with disability of function status which has server impact to RA patients.
Proportion is approximated 50% RA patient had functional status with later disability.

From literature reviews, there are many studies in UK, China, researcher
identified that function status among RA patient. There are factors related to function
status such as self-efficacy, pain level, depression and social support. The self-
efficacy theory can be applied as a conceptual framework in this research

In Vietnam, There are a little knowledge about these factors especially
pain, self- efficacy, depression, social support. So, the researcher needs to study
factors related to function status among patients with rheumatoid arthritis.
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CHAPTER I
METHODOLOGY

In this chapter, research design, population and sample, research setting,
data collection procedure, protection of human subject was described. In addition, the
instruments and their validity as well as their reliability, data analysis and the

procedure to test assumption were explained.

3.1 Research design:
The study was a descriptive correlational research aiming to study factors
relationship among self-efficacy, pain level, depression, social support and functional

status among patient with Rheumatoid Arthritis

3.2 Population and sample of the study

3.2.1 The population of this study
The population of this study included both male and female in-patients
with the age of 18 years and above who had been diagnosis rheumatoid arthritis and

admitted to Rheumatology department, Bach Mai hospital, Hanoi, Vietnam.

3.2.2 The sample of the study

Sample was selected from the population according to the following
criteria:

The inclusion criteria are as follow:

1) Patients with 18 years or older who diagnosed Rheumatoid Arthritis

2) Able to verbally communicate with the researcher in Vietnam language
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The exclusion criteria are as follow:

1) The patients had severe pain

2) The sample incomplete fill out questionnaire

Sample size: The researcher tested the relationship between self- efficacy,
pain level, depression, social support and functional status in RA patients. Four
parameters required including 1) the level of significance a= 0.05, 2) the power of the
statistical test (Power 1- f= 0.8), 3) four independence variables and 4) the effect size.
Because there was limited study about these variables, the researcher will select
medium effect size for this study (f=.099). The sample size in this study was
calculated by using G*power version 3.1.9.2 program to determine the minimum
number of participants needed for co-relational design (Faul, Erdfelder, Buchner, &

Lang, 2009). Based on G*power, sample size was at least 126 RA patients.

3.3 Setting

The research conducted at the Rheumatology ward. It is a center
specializing in Bach Mai hospital, Vietnam in 2015-2016. Bach Mai is a special
national hospital in Vietnam with 1900 beds. This hospital is responsible to treat and
take care of the patients who came from Hanoi and all of Vietnams’ areas.
Rheumatology department was unit where treat and care for patients with Arthritis
such as Rheumatoid arthritis, Osteoporosis, Osteoarthritis, Low back pain, etc. There
were 70 beds with the number of patients from 100 to 150 patients. Every day, this
department received about 30 new cases including RA patients and other Arthritis
patients. Annually, this department received more than one hundred thousand patients
with Arthritis which RA patients were accounted about 20% of the total (Report of
hospital, 2014). Healthcare services were provided by the rheumatologist every day
from 8:00 A.M — 5:00 P.M at the inpatients Rheumatology Department. Health care
services were given by 3 nurses and a physician at the patient room. Their services
include taking care, taking medicine, control pain, management depression and
promoting social support. Thus, the researcher collected data on Monday — Friday,

8.00 AM -5.00 PM



Tran Thi Ngoc Xuyen Methodology / 22

3.4 Instruments

The instruments used for data collection included 6 parts with 61 items as

follows:

Part | Characteristic of patients:

The Characteristic of patients consisted of two domains with 24 items
including general and illness information. The patient information included gender,
age, weight, height, BMI, marital status, education, occupation, income, health
insurance, family number, illness history of family, habits. The illness information
included admit date, diagnosis, co-morbidity, illness times, working capacity,

treatment method presents and previous, trauma and surgery.

Part 11 Health Assessment Questionnaire 8 Items - Disability (HAQ 8-1D)

In this study, functional status was measured by using the Health
Assessment Questionnaire 8-Item Disability Scale (HAQS8-ID), which was one short
scale of the Health Assessment Questionnaire (HAQ). The HAQ was originally
developed in 1978 by James and colleagues at Stanford University (James F. Fries et
al., 1978). It was used freely and commonly to measure functional status and for many
diseases including rheumatoid arthritis in the world. There were 1995 RA review in
more than 200 publications demonstrated the high reliability, validity, and
applicability in multiple settings and languages. There were four domains: 1)
disability, 2) discomfort and pain, 3) drug side effects (toxicity) and 4) dollar costs.
But the first domains, which comprise the HAQ Disability Index can be used
independently and frequently for RA. The domain of disability was assessed by the
eight categories of dressing, arising, eating, walking, hygiene, reach, grip, and
common activities (James F. Fries et al., 1978). It was related closely to Activity Daily
Living of person but is not an ADL scale but rather an instrument measures disability
(Lorig et al 2001). The stem of each item assesses patient’s functional ability using
their usual equipment during the past week. For each item, range score is from 0 to 3
(0 =without any difficulty; 1 = with some difficulty; 2 = with much difficulty; and 3 =
unable to do) and higher scores reflect higher disability functional. The separate

disability level based on the score mean of the eight items. There were three functional
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statuses which were mild to moderate difficulty that reflected functional none minimal
and mild with 0 to 1, moderate to severe disability with 1 to 2; severe to very severe
disability with 2 to 3. The method of administration was interviewed and it took time
complete full 8 items for five minutes and scored in less than one minute. (Bruce &
Fries, 2005). The Cronbach’s a assessed at the baseline was 0.80 (Jozef Benka et
al.,2012).

Part I11. Arthritis self-efficacy scale (ASES)

The self-efficacy was measured by ASES scale, a free-of-charge
instrument that responds patients’ arthritis-specific self-efficacy. The patients believed
that they could perform specific tasks or behaviours to cope with the consequences of
arthritis across three dimensions included pain scale, functional scale and other
symptom. The ASES and the three subscales of the ASES, ‘pain’ (5 questions),
‘function’ (9 questions) and ‘other symptoms’ (6 questions), focus on the persons’
belief in their own ability to manage pain, different specific functional abilities and
other symptoms such as fatigue. This study used ASES with 8 items in total 20 items
because it took fewer burdens for patients. Moreover, it had high correlation with
function scale and this study also used the HAQ so researcher haven’t use function
items (Lorig, Chastain, Ung, Shoor , & Holman, 1989). The ASES-8 included 8 items
response 4 domains of self- efficacy for pain (2 items), other symptoms (4 items),
preventing pain and fatigue (2 items). Each question has score ranging from 1-10 and
the total score for separate self- efficacy level through the mean of the eight items.
The total score reflecting self- efficacy level is ranged from 1 = very uncertain, 5 - 6 =
moderately uncertain and 10 = very certain. The higher score means higher self-
efficacy. The researcher used questionnaires to interview patients and it took 5
minutes to complete instrument. The patients circled the number that reflected their
belief at the present time. Reliability of ASES was high with Cronbach’s alpha =0.96.
(Teresa, J. B, 2011).

Part IV: Visual Numeric Scale (VNS)

In this study, pain was measured by Visual Numeric Scale (VNS), a free

domain that was developed from Visual Analogue Scale (VAS) and based on pain
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assessment experience by Philip and colleagues at Stanford University School of
Medicine, USA (Philip, Virginia, Diana & Kate, 2006). The VAS was developed by
Huskisson (1983) as a gold standard measured to using widely for pain intensity in
clinical setting and medical research on the world (Scott & Huskisson, 1979; Mick,
Roger, Frederick, Conrad & Eleanor, 2006). However, Pain Visual Numeric (PVN)
was real valid to measure for self- reporting pain because patients understood and
answered easier than VAS. The subject could use this scale to modify for suitable with
time context including assessment pain at that time or ago time. Moreover, it was lager
number so user could interview patients via paper questionnaires that were coded
result easy and less missing. This scale was designed as well as both visual shapes
and numeric scale (from 1 to 10 scores). It included columns with high level relate
with each numeral level below. The patient self- reported about pain perception
through circle shape above or number below. The higher score was showed higher
pain level and if there were 2 circles continuously, the researcher will choice higher
score.The PVN had high correlation with r = 0.92, this result demonstrated strongly
reliability in test-retest (Philip, Virginia, Diana & Kate, 2006).

Part V. Health Questionnaire Depression Scale (PHQ-9)

In this study, depression was measured by Health Questionnaire
Depression Scale (PHQ-9). This instrument is developed by Kroenke and colleges
(2001) with consisting of the actual nine items (Kroenke et al., 2001). The PHQ-9 was
free and using very commonly for clinical practice and research in the world. The
PHQ-9 had construction brief and high validity that is an attractive instrument to
measure depressive disorders. It was comparable sensitivity and specificity in the
clinical practice setting (Kroenke et al, 2002). Each item was responded by scores of

29 ¢

0, 1, 2, and 3 which reflect content assessment “not at all,” “several days,” “more than
half the days,” and “nearly every day,” respectively. PHQ-9 total score was the sum
all of 9 items and ranges from 0 to 27. Total scores with 5 depression levels include
none minimal (0- 4), mild (5-9), moderate (10-14), moderately severe (15-19), and
severe 20. The reliability of this instrument was excellent with Cronbach’s alpha 0.96

(Kroenke, Spitzer, & Williams, 2001).
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Part 1V. Multidimensional Scale of Perceived Social Support (MSPSS)

In this study, social support was measured by Multidimensional Scale of
Perceived Social Support (MSPSS). It is used for research with authors’ permission.
This instrument was developed by Zimet and colleagues (1990). The MSPSS had good
internal and test reliability as moderate construct validity. The MSPSS had values as
well as research instrument measure social support and it was discussed to use
significant in the future. (Zimet, 1990). The items tended to divide into factor groups
relating to the source of the social support, namely family (Fam), friends (Fri) or
significant other (SO). There are 12 items for interview patients by researcher.
Questionnaire content was how patient feel about the following statements in scale.
Researcher guided patient read each statement carefully. The patient indicated how
they felt about each statement and circle the score from 1 to 7 up to their self-
perception (Zimet et al., 1988). Total sore based on score mean of 12 items. Level
supporting included three rates: low support (1 to 2.9), moderate support (3 to 5), high
support (5.1 to 7). Lisa (2004) demonstrated that of MSPSS had high reliability with a
cronbach’s alpha was 0.86 (Lisa, 2004).

3.5 Instrument Validity and Reliability

3.5.1 Instrument Validity

The Health Assessment Questionnaire (HAQS-ID), Arthritis Self-Efficacy
Scale (ASES-8), Visual Numeric Scale (VNS), Health Questionnaire Depression Scale
(PHQ-9), Multidimensional Scale of Perceived Social Support ( MSPSS) were
translated by 2 linguistic experts at international school. One person translated from
English to Vietnamese version, and the other translated from Vietnamese to English.
Then, they discussed and compared between finally English vision and original
English. This result was used as evidence for conclusion about contents of Vietnamese
vision that was considered by languages experts. Both versions were verified by 5
experts who were the head of Specialized at Rheumatology department, Bach Mai
hospital, Vietnam. Scales’ contents validity was inspected and suggestions very clearly

and Vietnamese languages changes were performed. All information of scales was
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clearly understood and answered fully from these samples before implemented

research process.

3.5.2 Instrument Reliability

After the questionnaires were translated in to Vietnamese by the language
center of Bach Mai Hospital, they were tested for their clarity by asking the
participants if they clearly understood the contents and language used in the
questionnaires. Then they were test for their reliability using Cronbach’ s alpha
coefficient in patients with RA.

The Cronbach’s alpha coefficient of HAQ 8-ID, ASES, PHQ-9 and
MSPSS were 0.93, 0.96, 0.87 and 0.89 respectively.

3.6 Data collection

The process of data collection was as follow:

3.6.1 Preparation of research assistant

1) Two research assistants in this project were three year experienced
nurses in the Rheumatology department of Bach Mai hospital. The researcher trained
them about objective and details of project focusing on their roles for approaching
voluntary subjects, how to included and excluded by inclusion and exclusion criteria,
describing to participants with simple word for understanding including the process of
signing consent form.

2) After signing consent form research assistant introduced researcher to
voluntary subjects. To collect data, researcher met the patient at his/her bed,
introduced herself, and established a relationship with the patient and also verbally
explained the objective of study, data collection procedure, participant’s role and
rights.

3) The researcher used the questionnaire and assessment form for data
collection after patient admitted at data resource including questionnaire demographic
data of the patients and instruments measure function status, pain level, self-efficacy,
depression, social support. The researchers organized private room to interview the

patients or do questionnaire by themselves. Then, researcher used six questionnaires
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for data collection. Questionnaires are: 1) The questionnaire part demographic data of
the patients has 2 domain including patient information (14 items) and illness
information ( 10 items) 2) Health Assessment Questionnaire 8 Items - Disability
(HAQ 8-ID) 3) Arthritis self-efficacy scale (ASES) has 8 items, 4) Pain Visual
Numeric (PVN) was as well as both visual shapes and numeric scale, 5) Patient Health
Questionnaire- 9 (PHQ-9) has 9 items and 6) Multidimensional Scale of Perceived
Social Support (MSPSS) has 12 items. Total questionnaire had 62 items and the time
used for complete this data collection was about 30-40 minutes per patient.

During interviewed or used questionnaire, if patients did not want to
participate in this study they could stop in any conditions. The patients got the same

standard care after withdraw from the study. There no any effect for caring.

3.7 Protection of human rights

This study was conducted to base on the protection human rights. The
participants were asked to participate in this study by volunteer. The researcher
explained the purpose of the study, the research procedure, benefit, risks, types of
questionnaire, length of time for completing questionnaire, and right to refuse
participation in study anytime. The participants who agreed to participate were
informed and assured that the data would be kept confidentially and would be reported
only as a group data. Informed consent was signed by all participants. During
interview or usage questionnaire, if patients did not want to participate in this study
they could stop in any conditions. The subject was permitted to change their mind and
without penalty. They were provided new information regarding the study. The
patients got the same standard care after withdrawing from the study. There was not
any effecting for caring. If the patients had unstable conditions for example dyspnea,
the researcher stopped to interview. The research assistant immediately contacted with
doctors who had responsibility to take care the patients. The research assistant took
care and monitor until patients already stable. The data from withdraw or termination
was excluded. Information of subjects was managed in accordance by confidentiality.
The participant data were kept in confidentially by using code. If relevant information

arisen about benefits and risks of the research project, the researcher informed the
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participant immediately and without concealment. The learned from the research was

informed to subject.

3.8 Data analysis

Data research was analyzed using SPSS software computer program
version 22 as follows. The significant level statistic test was set up at a =.05.

Frequency, percentage, mean and standard deviation were used to
describe the general characteristic and medical of the sample

Descriptive statistics in term of Frequency, percentage, mean and standard
and range was used describe study variable including self-efficacy, pain level,
depression , social support with rheumatoid arthritis.

Spearman’s rho statistic was used to examine association between function

status and self-efficacy, pain level, depression, social support with rheumatoid arthritis

3.9 Assumption for statistic test

Researcher examined distribution of data by testing normality such as
Kolmogorov- Smirnov and Shapiro —Wilkes Normality test for these variables. For the
Speaman ’s correlation coefficient the assumptions were as follows (Garson, 2012):

Assumption will be tested and result of data showed that only ASES scale
and SPSS had normal distribution (P=0.197) and (P=0.06); score three variables
including HAQ (P=0.03), Pain level (P=0.00), depression (P=0.003) that didn’t have
normal distribution (P <0.05. So that, the relationship between self-efficacy, pain

level, depression, social support and functional status will be test by Spearman’s orh.
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CHAPTER IV
RESULTS

This research aimed to study the factors related to study factors
relationship among self-efficacy, pain level, depression, social support and functional
status in patient with Rheumatoid Arthritis. The results are presented in the following

topics.

4.1 Demographic characteristics

Total sample include 126 patients with Rheumatoid Arthritis. The majority
of patients were female (88.89%) with the age ranged from 23 to 76 years. The
average age was 55.62 years (SD= 10.29 years). The majority of the samples had
normal BMI (76.99 %), married (89.68 %), and high school education (33.33%).In
regard to the sample socioeconomic status, 37.31 % of them were farmer that was
biggest of prevalence, 66.67% in total who lived in rural. There were 50 % earned
monthly incomes less than 100 USD. There were 74.6 % sample who had more than
two family members, 21.4 % had only one family members who took care them at
hospital. The majority of them had government insurance with from 40% to 100%

cost of payment.
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Table 4.1 Demographic characteristics (n= 126)

Characteristics Number (n =126) Percentage (%)

Gender

Male 14 11.11
Female 112 88.89
Age (years)

18-30 3 2.38
31-40 6 4.76
41-60 75 59.52
Over 60 42 33.34
Min: 23

Max 76

Mean * SD: 55.62 +10.29

BMI

Under weight 19 15.07
Normal 97 76.99
Overweight 9 7.14
Obese 1 0.80
Marries

Married 113 89.68
Single 3 2.38
Separated 1 0.80
Widowed 9 7.14
Educational Level

Primary school 11 8.73
Secondary school 38 30.16
High school 42 33.33

Range school 14 11.11
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Table 4.1 Demographic characteristics (cont.)

Characteristics Number (n = 126) Percentage (%0)
College 9 7.14
Bachelor 11 8.73
Other 1 0.80
Occupation

Professional 9 7.14
Famer 47 37.31
Worker 11 8.73
Sales person 10 7.94
Homework 12 9.52
Retirement 25 19.84
Other job 12 9.52
Location of residence

City 30 23.81
Rural 84 66.67
Mountain 12 9.52
Income (USD)

Less than 100 63 50
More than 300 63 50
Min: 0

Max: 444

Mean * SD: 1.11+8.342

Insurance

Yes 125 99.2

No 1 0.80
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Table 4.1 Demographic characteristics (cont.)
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Characteristics Number (n = 126)

Percentage (%)

Percent of government

Insurance
100% 53 42.06
85% 46 36.50
70% 8 6.35
40% 18 14.29
0 1 0.8
Number of  family

members

Alone 5 3.97
1 person 27 21.43
>=2 person 94 74.60
How many close person

who has disease

No person 119 94.44
1 person 6 4.76
>=2 person 1 0.8
Habit
No 48 38.09
Smoking 3 2.38
Beer/wine 3 2.38
Doing exercise 72 57.14
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4.2 Participants’ characteristic of illness

There were 67.46 % of participants diagnosed RA. Time of diagnosed
were less than 2 years around 50 % and mean score was 4.57 (SD: + 5.50). Length of
stay 7 days or less was around 92.06 %. There were 32.5 % of the samples had
comorbidities with hypertension (7.14%), Diabetes (6.35%), Osteoporosis
(79.37%).There were 100 % painful patients, 38.89 % morning stiff , 21.43% inflame
joint. 57.1% had pain more than 2 joints. There were employed 64. 29 %. Majority of
them were treated more than two methods (pre-treatment 62.69% and present
treatment 65.87)

Table 4.2 Characteristic of illness (n = 126)

Characteristics Number (n = 126) Percentage (%0)
Diagnosis
RA 85 67.46
RA/other 41 32.54
Time diagnosed RA
Less than 2 year 63 50
2-5 years 30 23.81
More than 5 years 33 26.19
Min: 0.01
Max: 30
Mean * SD: 457+ 5.50
Length of stay
<=7 days 116 92.06
>7 days 10 7.94
Hypertension
No 117 92.86

Yes 9 7.14
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Table 4.2 Characteristic of illness (cont.)
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Characteristics

Number (n = 126)

Percentage (%)

Peptic ulcer
No

Diabetes

No

Yes
Osteoporosis
No

Yes
Degeneration
No

Yes
Symptoms

( can answer more than one)
Pain

Morning stiff
Deformity
Inflame

Pain site
Small joint

Middle joint
Big joint

126

118

26
100

27
99

126
49
93
27

22

19
12

100

93.65
6.35

20.63
79.37

21.43
78.57

100
38.89
73.81
21.43

17.46

15.08
9.52
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Table 4.2 Characteristic of illness (cont.)

Characteristics Number (n = 126) Percentage (%)
>=2 kind of joint 73 57.94

Loss working

No 45 35.71
Yes 81 64.29
Method pre-treatment

DMARDs 32 25.40
NSAID 5 3.97
Corticoid 3 2.38
Pain killer 6 4.76
Traditional medicine 1 0.8
>=2 methods 79 62.69
Present treatment

DMARDs 30 23.81
NSAID 3 2.38
Corticoid 2 1.59
Pain killer 6 4.76
Traditional medicine 2 1.59
>=2 methods 83 65.87
Rheumatology status

Normal 116 92.06
Trauma 7 5.56

Surgery 3 2.38
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The mean of disability functional scale was 1.3 (SD: 0.80) with range from 0.00 to

3.00 The result showed that functional status was none to moderate difficulty including none
minimal ( 13.49 %) and mild ( 50.79%), moderate ( 27.78%) to severe disability(7.94 %).

Table 4.3 Health Assessment Questionnaire 8 Items - Disability (HAQ 8-1D)

Valid Number Percentage

None disability (=0) 17 13.49
Mild disability (0.1-1) 64 50.79
Moderate disability (1.01-2) 35 27.78
Severe disability (2.01- 3) 10 7.94
Min: 0.00

Max: 3.00

Mean + SD: 1.3+0.80

4.4 Self- efficacy

The mean of RA self- efficacy scale was 4.88(1.87) with the total score

mean reflected self- efficacy level is ranged from 1.13 to 10. The score reflected self-

efficacy level is ranged from 55.56 % very uncertain, 17.46 % moderately uncertain

and 26.98 % very certain.

Table 4.4 Score of Arthritis Self-Efficacy Scale (ASES)

Valid Number Percentage
Very uncertain (1-4.99) 70 55.56
Moderately uncertain (5-6) 22 17.46
Very certain (6.01-10) 34 26.98
Min: 1.13
Max: 10
Mean + SD: 4.88 +1.87
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4.5 Pain level

From Table 4.5, There were 39.68% severe pain, 29.37 % moderately
pain, 21.43% very severe pain, only were 9.52 % mild pain. The mean of RA pain
was 4.88 (SD: 1.87) with range from 1 to 10 score. Marjory of sample was 100 %
patients had painful with scores range from 1 to 10, with the higher score indicating

more pain.

Table 4.5 Score of pain visual numeric (PVN)

Valid Number Percentage
None pain 0 0
Mild pain (1-3) 12 9.52
Moderately pain (4-5) 37 29.37
Severe pain ( 6-7) 50 39.68
Very severe pain (8-10) 27 21.43
Min: 1

Max: 10

Mean + SD: 4.88 +1.87

4.6 Depression

This result showed that mean of score depression was 8.65 (+£6.58) and
PHQ-9 total score was the sum all of 9 items and ranges from 0 to 25.Total scores with
5 depression level include 33.33.% none minimal (0- 4), 30.95 % mild (5-9), 12.70 %
moderate (10-14), 14.29 % moderately severe (15-19), and 8.73 severe depression
(20- 27).
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Table 4.6 Score of Health Questionnaire Depression Scale (PHQ-9) (n=126)

Valid Number Percentage

None minimal (<=4) 42 33.33
Mild depression (5-9) 39 30.95
Moderate depression (10- 14) 16 12.70
Moderate severe depression (15- 19) 18 14.29
Severe depression (20- 27) 11 8.73
Min: 0

Max: 25

Mean + SD: 8.65+6.58

4.7 Social support

Table 4.7 showed that mean score of 12 items was 4.10 (£0.93), arrange
from 1.33 to 6.08. Level supporting included three rates, 11.1 % low support (1 to
2.9), 75.40 % moderate support (3 to 5), 13.49 % high support (score 5.01 to 7). There
were 126 subjects of studying had moderate social support to be higher than

individuals with low support and high support.

Table 4.7 Score of Multidimensional Scale of Perceived Social Support (MSPSS)
(n=126)

Valid Number Percentage
Low support (1-2.9) 14 11.11
Moderate support (3-5) 95 75.40
High support (5.01- 7) 17 13.49
Min: 1.33
Max: 6.08

Mean + SD: 4.10+0.93




Fac. of Grad. Studies, Mahidol Univ. M.N.S.(Adult Nursing) / 39

4.8 Correlate between self- efficacy, pain level, depression, social

support and functional status

In the table 4.8 showed the correlation coefficient between self- efficacy
score, pain level, depression score, and social support score and functional status
score. The correlation coefficient for functional status with disability was negative
correlation with ASES (r =- 0.349, p =0.01) and SMSSP (r = -0.215, p =0.01), positive
correlation with PVN (r = 0. 561, p =0.01) and PHQ-9(0.679, p =0.01). However,
functional status was reflected by disability score, higher score of disability was
referred lower functional status and, in a position, lower score of disability was
referred higher functional status. So that, functional status was positive correlation
with ASES,and SMSSP, negative correlation with PVN and PHQ-9.

Table 4.8 Correlations between self- efficacy, pain level, depression, social support

and functional status

1 2 3 4 5
1.HAQ-8 1.00
2.ASES-8 - .349** 1.00
3.PVN 561** - .283** 1.00
4.PHQ-9 679** - 424%* ST * 1.00
5.SMSSP -.215**  .361** -227**  1.00

** Correlation is significant at p =0.01 level
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CHAPTER V
DISCUSSION

The researcher will present the discussion of this research findings
relevance to the studied objectives.

5.1 Demographic characteristic of the sample

The patients in this study composed of 126 patients with Rheumatoid
arthritis at Bach Mai Hospital. All of them were treated as inpatients and almost of
them were female. During data collection, there was no adverse event so that all of
them participated throughout the study with no attrition. The results are presented in
the following topics; general characteristics of the sample, sample’s health status,
characteristics of functional status, self-efficacy, pain level, depression, social support
and the correlation among patients’ self-efficacy, pain level, depression, social support
and functional status.

The majority of patients were female (88.89 %) with the age ranged from
23 to 76 years old. The average age was 55.62 years (SD= 10.29 years). Their
education was 33.33% high school education. In regard to the sample socioeconomic
status included 37.31 % of them were famer, 19.84% retirement, 9.52 % housework,
worker 8.73% and only 7.14% professional which was smallest rate. Half of them (50
%) is low - income class earning less than 100 USD monthly which was compared
with basic salary classes in Vietnam. All of patients had to depend on governmental
insurance (100 %) with from 40% to 100% cost of payment. There were 74.60 %
sample had more than two family member, 21.43 % had only one family member who
took care of them at hospital. This result was consistent with research of Mancuso
(2000) described that 96% rheumatoid arthritis women patients with age of 50 years
old. We are able to find some similarity to the study result of Sokka, T., Krishnan, E.,

Hékkinen & Hannonen, P (2003) indicated 72% were female with the mean age of the
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respondents was 55.4 years (Sokka, T., Krishnan, E., Hakkinen & Hannonen, P, 2003).
Education of RA patients at Bachmai hospital lower than once of Mancuso (2000)
research that showed 84% colleague graduates. These job majorities of our patients
were similar research result of Maria & Juan (2010) reflected that RA patients had a
low-level occupation and they came from low economic classes (Maria & Juan, 2010).

The half of the samples had duration of illness from less than 2 years (50
%), duration of illness means score was 4.57 (SD: £ 5.50). Length of stay 7 days or
less was around 92.06 %. There were 32.5 % of the samples had comorbidities with
hypertension (7.14%), Diabetes (6.35%), Osteoporosis. This result was the same with
WHO (2003) which indicated all most patient to affected on their work capacity less
than five years (WHO, 2003). Maria & Juan (2010) indicated similar that there were
66% referred being unemployed because of the disease among patients with RA
(Maria & Juan, 2010). However, this rate was higher once of WHO (2003) reporting
defined as a total cessation of employment in between 51% and 59% of patients. This
result was similar reporting of National Rheumatoid Arthritis Society (2012) that RA
is estimated 80 % of total patients who tend to develop one or more comorbidities.

There were 100 % painful patients , 57.1% samples had pain more than 2
joints, 17.46 % small joint, 15.08 % middle joint and 9.52 % big joint, 38.89 %
morning stiff, 21.43% inflame joint . This pain prevalence was similar of S Dahaghin
et al (2005) showed 97.2% of the study population had suffered from pain. This was
pain percentage greater than other symptoms that were reported their joints (S
Dahaghin et al, 2005). In our study, the RA patient who suffered inflame joint to be
lower than result of AHa kkinen et al (2005) with 64 % similar condition (AHa kkinen
et al, 2005). This deformity joint rate was consistent with report of Australian Institute
of Health and Welfare (2009) that RA was main impacting to make serious deformity
joints. It also was c¢ with confirm result of research that 67% of the patients had
deformities including erosions on their hand or foot radiographs (46% in the hands and
59% in the feet) (AHakkinen et al, 2005). Those characteristic of patients such as
high painful, deformity level, morning stiff and swollen joint that effected to living
daily activity of RA patients.

The mean of disability functional scale was 1.3 (SD: 0.80) with range from

0.00 to 3.00 The result showed that functional status was none to moderate difficulty
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including none minimal ( 13.49 %) and mild ( 50.79%), moderate ( 27.78%) to severe
disability(7.94 %).

This result was consistent with Wolfe and others (2000). They identified
that function disability was high. In addition, Katz et al (2006) presents 95% patients
to be disability functional status. It was also consistent with result of Orengo et al (
2001) that reported 67% of disability functional and Maria & Juan( 2010) showed
more than 70% of the patients had HAQ rates indicating moderate to severe disability
( Maria & Juan, 2010). However, this rate was higher with reporting of Bombardier et
al (2012) that were 50% RA patients with later disability functional status according to
42 studies. In this research, we found almost RA patients to be female who had
comorbidities high level with Osteoporosis and Degeneration. Special, they had to
deal severe symptoms as painful, deformity, morning stiff and inflammation joint.
This result may be demonstrated high patients prevalence with RA who had functional
status with the disability.

The majority of RA patients who had self -efficacy level with 55.6 % in
total ,mean of RA self- efficacy scale was 4.88 (£1.87), level was ranged from 1.13 to
10. Each question was range score 1-10 and the total score for separate self -efficacy
level through the mean of the eight items. The total score reflected self -efficacy level
is ranged from 55.6 % very uncertain, 17.46 % moderately uncertain and 26.98 % very
certain. The score for the scale is the mean of the eight items with higher score
responded higher self -efficacy. It means that patients with low self- efficacy level
more than moderately one and high one over the last 2 weeks. This result was
appropriate with study of Somers et al (2010) reflected that RA patients had low levels
of self-efficacy may utility from a referral for psychosocial intervention that can
increase arthritis individual self-efficacy. According on our study, we found that our
patients almost were female and they had low education as well as working losing.
Besides, they had higher levels of pain, deformity and functional status with disability.
Those results may be explained for lower levels of self-efficacy among RA patients at
Bachmai hospital, Vietnam.

Marjory of sample that we found was 100 % patients had painful with
scores range from 1 to 10, with the higher score indicating more pain. These were
samples with 50 (39.68%) severe pain, 37 (29.37 %) moderately pain, 27 (21.43%)
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very severe pain, only was 12 (9.52%) mild pain. The mean pain that was 5.99 (SD:
1.78) with range from 1 to 10 score. It means that patients total 38.89 % patients with
arrange from mild to moderate pain level and 61.11 % severe or very severe pain over
the last 2 weeks. This result was consistent with according literature review of
Jakobsson and colleagues (2002) identified that there were 97.1% moderate or severe
pain and 40.0% had severe or very severe pain on RA patient (Jakobsson, 2002). In
our research determinate that all of samples had painful at all joint and over half had
pain more than 2 joints including mix small, middle and big joint. This characteristic
pain site may explain for high pain level with from moderate to very severe.

This result showed that majority of RA patients with 66.67% who had
depression, mean of score of depression was 8.65 (£6.58) and PHQ-9 total score was
the sum all of 9 items and ranges from 0 to 25. Total scores with 5 depression level
include 33.33.% none minimal (0- 4), 30.95 % mild (5-9), 12.70 % moderate (10-14),
14.29 % moderately severe (15-19), and severe 8.73% (20- 27). This result was
consistent with research evidence of Zyrianova et al (2006) showed that 65 % of
patients RA with depression (in which 37.5% moderate or severe) and correlate
strongly with functional status (Zyrianova et al., 2006). It was also similar to study
result of Muhammad et al (2015) that indicated 71.5% of RA patients to be depression.
The moderate and severe depression were refer 22.5% and 18.6% patients respectively
(Muhammad et al , 2015). In the study, almost patients have poor living standard and
come from lower-status class. Moreover, they had to suffer many symptoms including
painful, morning stiff, swollen joint and deformity joint which leaded to reduce
functional status. Those conditions may have influenced the number of patients with
depression.

The result indicated that total sore of social support based on score mean
of 12 items was 4.10 (x£0.93), arrange from 1.33 to 6.08. Level supporting included
three rates,11.11 % low support(1 to 2.99), 75.40 % moderate support(3 to 5), 13.49 %
high support (score 5.01 to 7). It is mean that 126 subjects of studying had moderate
social support to be higher than individuals with low support and high support.
According study result of Minnock, P., Fitzgerald, O. & Bresnihan (2003) also showed
similarity that RA patients' satisfaction with the moderate levels social support. There

were 64% patients who expressed satisfaction with both emotional and practical of



Tran Thi Ngoc Xuyen Discussion / 44

social support. (Minnock, P., Fitzgerald, O. & Bresnihan, B,(2003). Our result was
similar finding of ROGERS, Heather L. et al (2015) that 85 % RA participants
reported moderate social support. Following our result about characteristic of the
participants which showed all most of RA patients had more than one family member
to take care of them during their stay at hospital. For that, they may explain for
moderate social support on patients.

5.2 The relationship between self- efficacy, pain level, depression,

social support and functional status.

Assumption will be tested and result of data showed that only ASES scale
and MSPSS had normal distribution (P=0.197) and (P=0.06); score three variables
including HAQ (P=0.03), Pain level (P=0.00), depression (P=0.003) that didn’t have
normal distribution (P <0.05). So that, the relationship between self-efficacy, pain
level, depression, social support and functional status will be test by Spearman’s orh.
In the table 4.7 showed the correlation coefficient between self- efficacy score, pain
level, depression score and social support score and functional status score. The
correlation coefficient for functional status with disability was negative correlated with
self-efficacy (r = - 0.349, p= 0.01) and social support (r = - 0.215, p= 0.01), positive
correlation with pain level (r = 0. 561, p=.01) and depression (r=0.716, p=.01).
However, functional status was reflected by disability score, higher score of disability
was referred lower functional status, lower score of disability was referred higher
functional status. Those results were consistent with another study of authors such as
Claudia et al (2001), Orengo et al (2001), Greene et al. 2006 and Baruth et al (2013).
There were factors related to functional status including depression, pain severity, self-
efficacy (Claudia et al., 2001). The overall RA patients, there are 67% of disability
functional which was predicted by the self-efficacy, pain level and depression (Orengo
et al., 2001). Greene et al. 2006 showed that self- efficacy, pain, social support were
correlated to the physical activity behaviour of RA patients in African-American (
Greene etal. 2006 ). Baruth et al. 2013 also stated that higher pain, higher depressive
symptoms, and lower arthritis self-efficacy were related to the greater disability
functional among RA adult patient (Baruth, Wilcox, Schoffman, & Becofsky, 2013).
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5.3 The relationship between self-efficacy and functional status

The correlation coefficient for functional status with disability was
negative correlation with self-efficacy (r = - 0.349, p = 0.01). Our result was consistent
with pre-study of Brekke, Hjordahl & Kvien (2001), Primdahl et al (2011) which
showed that self-efficacy level correlates with outcome of health status (Brekke,
Hjordahl & Kvien, 2001) including disability functional status (Primdahl et al., 2011).
Similarly, research results of Somers et al (2010), Pells et al (2008) and Pariser &
Hanlon (2005) showed that there were self-efficacy in relation with functional status
such as performing functional tasks and managing other symptoms as activities daily
living. The self-efficacy correlated negative disability functional which means self-
efficacy correlated positive with functional status. The RA patients had lower self-
efficacy levels that lead higher disability functional. In other words, the RA patients
had lower self-efficacy levels that lead lower functional status (Somers et al., 2010;
Pells et al., 2008; Pariser &Hanlon, 2005). Similarly, Claudia et al (2001) determinate
that factors self-efficacy related to functional status among patients with RA (Claudia
et al., 2001). Our result showed that RA participates had lower self -efficacy and
higher functional status with the disability. This content demonstrated the relationship

between self-efficacy and functional status.

5.4 The relationship between pain level and functional status

The correlation coefficient for functional status with disability was
positive correlation with pain level (r = 0. 561, p=0.01). Our study indicated that
characteristic pain was high pain level with from moderate to very severe. Besides,
functional of patients were referred to high incidence of functional statuses with
disability. Our research result was similar with report of WHO (2012) that the pain
influences to the functional status, quality of life and emotion of individual. The Pain
leads disability functional in Rheumatoid arthritis patient is estimated 4.866.000 per
2002 year (WHO, 2012). The relationship between pain level and functional status
which we found to be consistent with study of Somers et al (2009), Hakkinen and
colleges (2005), Ahlstrand, Bjork, Thyberg, Borsbo, & Falkmer (2012) and Evers and
colleges (2003). The patients with arthritis including RA had high pain levels may be
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lead to increased disability functional (Somers et al., 2009). Hakkinen and colleges
(2005) showed that pain joints have higher pain score and it was the greatest impact on
individual RA patient sub dimensions of the function status scale (HAQ) (Hakkinen,
Kautiainen, Hannonen, Ylinen, Arkela-Kautiainen, & Sokka, 2005). Pain effected as
barrier to perform activities among RA patient (Ahlstrand, Bjork, Thyberg, Borsbo,
& Falkmer, 2012). Study’s results of Evers and colleges (2003) indicated that pain
coping was assessed very simple and it can be affect functional status (disability) in
RA. Summary, our research showed that pain level correlated with functional status
among patients with RA. The RA patients had pain higher level, the functional status

was lower.

5.5 The relationship between depression and functional status

The correlation coefficient was positive relationship between depression
and functional status with disability. It reflected on PHQ-9 scale (r=0.679, p=0.01). On
other words, it was mean depression was strongest negative correlation with functional
status. This result shared the same findings with the study of Benka et al. (2014).
Depression were observed to be strongest related to function status of RA patients
(Benka et al., 2014). Depression was independent predictors and significant
relationship with RA functional status (Anderson, 1992). Fallujah (2015) also showed
that the variance depression was significantly important explained by the functional
disability among rheumatoid arthritis (Fallatah, 2015). Similarly, Claudia et al (2001)
indicated that factor depression related to functional among patients with RA (Claudia
et al., 2001). The overall RA patients, there are 67% of disability functional which was
predicted by the self-efficacy, pain level and depression (Orengo et al., 2001). Our
result showed that RA participates had higher depression that lead to lower of
functional status. This content demonstrated the relationship between depression and

functional status among RA patients.
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5.6 The relationship between social support and functional status

The correlation coefficient for functional status with disability was
negative correlation with social support (r = - 0.215, p=.016). It presented social
support was correlation with functional status. Peeters and colleges (2014) showed that
there is significantly relation between social support, physical activity of RA patients
and function status (Peeters, Brown, & Burton, 2014). The social support is a good
benefit and support to RA patients. In term of social supports, family members had
achieves balance and suffering disability of RA (Abraido-Lanza, 2004). The study of
Jozef et al. (2004) showed that social support has great impact to functional disability
on depressive feelings in individual with RA. Emotional support is from social that
may be beneficial with severe disability. Thus, the interventions with providing social
support to the functional status that might help reduce mental health problems among
RA patient. (Jozef et al., 2004). Research of Fallatah (2015) also showed that the
variance social support including emotional support was enormous influence
explained by the functional disability among rheumatoid arthritis (Fallatah, 2015). We
found that RA patients had higher social support that lead higher functional status.
This content demonstrated the relationship between social support and functional
status.

In conclusion, self-efficacy theory can apply as conceptual frame work of
this study. It can explain correlation between self-efficacy, pain level, depressions and
social support to functional status among patients with Rheumatoid Arthritis
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CHAPTER VI
CONCLUSION

6.1 Conclusion of the study

This descriptive correlational study aimed to examine the relationship
among self - efficacy, pain, depression, social support and functional status in patients
with Rheumatoid arthritis (RA) who were age ranged from 23 to 76 years old in
Rheumatology unit from August to October, 2016. Self- efficacy theory was utilized
as a framework of this study. The sample size in this study was 126. The research
setting was the Rheumatology ward, a center specializing in Bach Mai hospital, Hanoi,
Viet Nam.

After obtained approval from Institutional Review Board of Nursing
faculty, Mahidol University and Institutional of Review Board of SMP, Vietnam
National University, Hanoi, Vietnam, the researcher used 6 instruments including the
demographic data questionnaire,Health Assessment Questionnaire 8 Items - Disability
(HAQ 8-1D), Arthritis self-efficacy Scale (ASES), Pain Visual Numeric (PVN),
Health Questionnaire Depression Scale 9 Items (PHQ-9) and Multidimensional Scale
of Perceived Social Support (MSPSS) to collect data. All instruments were tested for
their validity and reliability as clearly explained in chapter 3. The Cronbach’s alpha
coefficient of HAQ 8-ID, ASES, PHQ-9 and MSPSS were 0.93, 0.96, 0.87 and 0.89
respectively. The 126 sample were selected according to the inclusion criteria. The
researcher collected data by herself from 8.00 am to 4.00 pm every day until the
sample reached the target of the studied sample size. For each sample the researcher
spent about 30-40 minutes per patient on interviewing and collected some data from
their patients’ records. During data collection, there was no adverse event among the
sample. All sample recruited in the study remained throughout the study process with
no attrition.

Data analysis was conducted by using SPSS computer program. The

descriptive statistics were used to describe general information and study variables,
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including self — efficacy, pain, depression, social support and functional status. The
assumption of Pearson’ Product Moment Correlation was tested and it was found that
all variables were not in normal distribution. Accordingly, Spearman’s rho was used to
examine correlation between including self — efficacy, pain, depression, social support

and functional status among patients with RA.

The findings are summarized as follows:

There were 126 RA patients. Most of them were female (88.89%) with the
age ranged from 23 to 76 years. The mean was 55.62 years (SD= 10.29 years). The
majority of them had normal BMI (76.99 %), married (89.68 %), and high school
education (33.33%). 37.31 % of them were farmer and live in rural area (66.67%).
There were 50 % earned monthly incomes less than 100 USD. 74.6 % had more than
two family members, 21.4 % had only one family member who took care them at
hospital. Most of them had government insurance with from 40% to 100% cost of
payment.

Most of samples were diagnosed with RA less than two year. 92.06% had
length of stay 7 days or less. There were 32.5 % of the samples had comorbidities with
hypertension (7.14%), Diabetes (6.35%), Osteoporosis (79.37%).There were 100 %
painful patients, 38.89 % morning stiff , 21.43% inflame joint. 57.1% had pain more
than 2 joints. There were employed 64. 29 %. Majority of them were treated more than
two methods (pre-treatment 62.69% and present treatment 65.87)

The average of disability functional scale was 1.3 (SD £ 0.80) with range
from 0.00 to 3. The data showed that functional statuses were none to moderate
difficulty including none minimal (13.49 %) and mild ( 50.79%), moderate (27.78%)
to severe disability ( 7.94 %).

The mean of RA self- efficacy scale was 4.88(1.87) with the total score
mean reflected self- efficacy level is ranged from 1.13 to 10. The Self- efficacy level
is ranged from 55.56 % very uncertain, 17.46 % moderately uncertain and 26.98 %
very certain.

Marjory of sample that we found was 100 % patients had painful with
scores range from 1 to 10, with the higher score indicating more pain. These were 50 (
39.68%) severe pain , 37 ( 29.37 %) moderately pain , 27( 21.43%) very severe pain,



Tran Thi Ngoc Xuyen Conclusion /50

only were 12 (9.52%) mild pain. The mean of RA pain was 4.88 (SD: 1.87) with
range from 1 to 10 score.

This result showed that majority of RA patients with 66.7% who had
depression, mean of score of depression was 8.65 (+6.58), and PHQ-9 total score was
the sum all of 9 items and ranges from 0 to 25. Total scores with 5 depression level
included 33.33 % none minimal, 30.95 % mild, 12.70 % moderate, 14.29 %
moderately severe , and r severe 8.73%

The result indicated that total sore of social support based on score mean
of 12 items was 4.10 (+0.93), arrange from 1.33 to 6.08. Level supporting included
three rates, 11.1 % low support (1 to 2.99), 75.4 % moderate support (3 to 5), 13.5 %
high support (score 5.01 to 7). It is mean that subjects of studying had moderate social
support were highest.

The correlation coefficient for functional status with disability was
negative correlation with ASES (r =- 0.349, p =0.01) and MSPSS (r = -0.215, p
=0.01), positive correlation with PVN (r = 0. 561, p =0.01) and PHQ-9(0.679, p
=0.01). However, functional status was reflected by disability score, higher score of
disability was referred lower functional status and, in a position, lower score of
disability was referred higher functional status. So that, functional status was positive
correlation with ASES, and MSPSS, negative correlation with PVN and PHQ-9.

The results of this study complied with the concept of self -efficacy theory
in that when patients with RA perceived in their own self efficacy, they owned the
confidence and able to obtain their functional status such as perform functional task
and management other symptoms as activities daily living.

6.2 Implications of Research Findings

6.2.1 Implications for nursing practice

In order to enhance patients with RA to obtain their full functional status
the following measures have to be performed by nurses;

1) Improve patients’ self-efficacy by providing them with Knowledge

preventing deformity to avoid inappropriate position leading to more disability.
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2) Improve patients’ self-efficacy by encouraging them with empowered
feedback toward their performance during their hospital follow up visit. The
empowering interaction between nurses and patients will increase patients’ self -
confidence as well as increase self-efficacy.

3) Develop guidelines to decrease and control patients’ pain in particular,
pain during movement in Vietnamese people.

4) Provide routine assessment on patients’ depression by Health
Questionnaire Depression Scale 9 Items (PHQ-9) during patients’ follow up visit to
identify level of depression. Patients whose scores show that their experience
depression have to be referred to the specialist practitioners for proper management.

5) Assess patients’ functional status by using the Health Assessment
Questionnaire 8 Items-Disability (HAQ 8-1D) during patients’ follow up. Nurses
should identify and manage ones who have problems with functional status progress
while maintain ones who have good progress.

6) Among patients with RA, nurses should explain about the important
social role to family caregivers who will encourage, empower and support them with

tangible and intangible resources.

6.2.2 Implications for further study

1) Clinical practice guidelines to improve functional status among patients
with RA should be developed and tested for its effectiveness by using quasi
experimental research.

2) The Health Assessment Questionnaire 8 Items - Disability (HAQ 8-1D)
in Vietnamese version should be tested in its psychometric property by using in
adequate numbers of patients, advanced statistic-factor analysis should be employed to

test the psychometric property of HAQ 8-1D in Vietnamese context.
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entitled Factors related te the functional status among patients with rheumatoid arthritis

protocol no. IRB-NS2016/23.0703 at the Institutional Review Board, Faculty of Nursing, Mahidol University

on the

(date) May 2, 2016 the IRB committee have examined and found the research protocol and all

the research documents are revised according to the suggestions of the IRB. The IRB committee have

made the decision and the results are as follows:
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On the date May 2, 2016

Please look at the guideline for the research conduct post approval.
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APPENDIX C
PARTICIPANT INFORMATION SHEET

(ENGLISH VERSION)

g - 2 MAY 2016

272 .0407,
IRB-NS Form No. 3.1

Participant Information Sheet

In this document, there may be some statements that you do not understand.
Please ask the principal investigator or his/her representative to give you explanations
until they are well understood. To help your decision making in participating the
research, you may bring this document home to read and consult your relatives, intimates,
personal doctor or other doctor.

Title of Research Project: Factors related to the functional status among patients with
rheumatoid arthritis
Name of Researcher: Tran Thi Ngoc Xuyen
Research Site-Office and its telephone number available for contact both in and out
of the office hours: this program cooperation between Mahidol and VNU:
Rheumatology department, Bach Mai hospital, 78 Giai Phong streets, Dong Da districts,
Hanoi city, Vietnam.
Code: 100000. Phone number : (+84) 346290484
Source of Fund: No research of Funding:
This research project aims to study factors related to Functional status in patients with
Rheumatoid Arthritis.
‘Which expects the following benefits:
1) Providing basic data about factors related to quality of life in RA patients
2) In the future, developing program by using this data to promote function
status among patients Rheumatoid Arthritis.
However, this study the sample doesn’t get any benefit directly but RA
patient will get benefit in the future.
You are invited to participate in this research project because you have been
diagnosis in RA patient and being 18 years old above.
There will be 126 participants, and the research will last for answer question
30-40 minutes.

*To participate in this research is completely VOLUNTARY.

Approved

Faculry o |
) Lalyersin

|
Project Noss 263 0303 |

| Date of Approval ... ' 2315 \

s
Participant Information Sheet for version 5 date 16 January 2016 ‘
|
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IRB-NS Form No. 3.1

If you decide to participation the research project, you will go through the
following procedure:

1) The researcher will ask you to sign consent form.

2) The researcher will collect some demographic data from medication

record form
3) You will ask to do five questionnaires for data collection.
Questionnaires are: 1) The questionnaire part demographic data of the patients has 2
domain including patient information (14 items) and illness information ( 10 items) 2)
Health Assessment Questionnaire 8 Items - Disability (HAQ 8-ID) 3) Arthritis self-
efficacy scale (ASES) has 8 items, 4) Visual Numeric Pain scale (VNP) is as well as both
visual shapes and numeric scale, 5)Patient Health Questionnaire- 9 (PHQ-9) has 9 items
and 6) Multidimensional Scale of Perceived Social Support (MSPSS) has 12 items. Total
questionnaire has 62 items and the time used for complete this data collection is about 30-
40 minutes per patient

4) During interviewing or doing questionnaire, you may feel
discomfort. You can stop and rest for a while until you feel comfort to continue. If you
want to stop participation to this study, you can withdraw from the study at any time.

5) During data collection, you may have unexpected conditions like
pain. If you have pain which you can’t tolerate. The researcher will stop conduct
research, take care you and contact doctors who have response to take care you
until your condition stable.

If you do not participate in this research project, I will receive a standard
assessment and treatment.
If you have any questions about this research please feel free to contact with
Mrs Tran Thi Ngoe Xuyen mobile phone: (+84) 0988493721
You don’t get any money or payment for participant in this research.
If relevant information arises about benefits and risks of the research project, the

researcher will inform the participant immediately and without concealment.

Appri

F Iy & |
Participant Information Sheet for version 5 date 16 January 2016 S i e

’I Project Number iRB NS 20””,;3 Q?‘PI
=7

208....|

”t II'\H,) oval .
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IRB-NS Form No. 3.1

My information will be kept confidential, it will not be subject to an individual
disclosure, but will be included in the research report as part of the overall results.
Individual information may be examined by a researcher, the ethics committee, etc.

You have the right to withdraw from the project at anytime without prior notice.
And the refusal to participate or the withdrawal from the research project will not at all
affect the proper service or treatment that you will receive.

This research project is approved by The Institutional Reviews Boards, Faculty of
Nursing (IRB-NS) at the office of IRB-NS room 503 5" floor, Faculty of Nursing,
Mahidol University, 999 Phuttamonthon 4 Road, Salaya, Nakhon Pathom 73170 Thailand
Tel: 66 2 441 5333 ext 2531, 2532 Fax: 0066 2 441 5333 ext 2531

Email: nsirbnursing@mahidol.ac.th, ns.irbnursing@gmail.com

On the condition that I am not treated as indicated in the information sheet
distributed to the subjects, I can contact the Chair, or the representative of the IRB-NS at

the contact address presenting above.

I thoroughly read the details in this document.

SIgNAUIE. ettt
Participant
(s )
Date......oovviiiiiiiiiins
i Approved by Institutions! Review Board
1 Faculty of Nursing Muhido
Project Number {E{:'lr:-.\' L AL A
‘ Date of Approval ............... 20 ...........

Participant Information Sheet for version 5 date 16 January 2016 3
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Participant information sheet (Vietnames version)

Théng tin danh cho doi tugng nghién cirm Phién han 02 /ngay 08 thang 08 nam 2016

—

THONG TIN.DANH CHO DOI TUONG THAM GIA NGHIEN C('U

‘i‘fié\lt hair 8¢ cd mdt 56 vin dé Ong/ba c6 thé khing hiéu. Hay hoi nguoi nghién ciru
hol¢ nmueoi dai-dign ciia ¢6 dy dé da cho Ong/Ba lgi giai thich cho dén khi Ong/Ba
hhwfwzﬁ Dé gitip cho vige quyét dinh ¢6 tham gia vao chieong trinh nghién
ctru hay khong, Ong/Ba ¢o thé mang 14i li¢u nay vé nha dé dope hodc hoi ¥ kién nguoi
thén va cde bac si.

Tén dé tai nghién ciru: Cic yéu 16 lién quan dén tinh trang chirc ning ctia bénh nhan
viém khép dang thip

Nguii thye hi¢n nghién ciu: Trin Thi Ngoe Xuyén

Dia chi va di¢n thogi lién h¢ trong vi ngodi giv hiinh chinh (Pai dién cia ngudi

nghién ciru): Bénh vién Bach Mai: 78 dudmg Giai Phong. Quan Dong Da, Ha Ni, Viét

Nam. Ma buru chinh: 100000. $6 dién thogi: (+84) 438683731 Fax: (+84). 438691607

Ngudn Kinh phi: tr tic

k] Muyec dich ciia nghién ciru: nhim dénh gid cic yéu o lién quan dén trang théi chire

, \ nang cua bénh nhén Viém khép dang thap, voi cac lgi ich duge ki vong, bao gom:

KiOA ) 1) Vigc nghién ciru ndy cung cip dir li¢u co ban vé cée yéu 16 lién quan dén trang

]

Y DUOC thai chire nang ctia bénh nhan Viém khop dang thip
i / 2) Trong trong lai, chuong trinh nay phat trien dé cai thi¢n trang thai chire ning
e clia bénh nhan Viém khép dang thép.

Tuy nhién, trong nghién ciru ny, ngudi tham gia nghién ciru ¢6 thé khong thu duge cic
lgi ich trye tiép, nhumg nhimg ngudi bénh mdc bénh phdi tic nghén man tinh s& thu
duge cac lgi ich trong tong lai.
Ong/Ba duge mai tham gia chwong trinh nghién ciru nay boi vi Ong/Ba da rén 18 woi
vt duge chin dodn mdc Viém khap dang thip.
S& ¢6 126 nguoi tham gia, va cude phong vin kéo dia 1ong khodng tir 30-40 phit

Viéce tham gia nghién ciru ndy ctia Ong/Ba 13 hoan toan TU NGUYEN,
Néu Ong/Ba quyét dinh tham gia nghién ciu niay, Ong/Ba sé trii qua cie bude
sau:

1) Ngudi nghién ciru s& yéu ciu Ong/Ba ky tén vio ban chip thudn tham gia
nghién ciru

2) Ngudi nghién ctru s& thu thip mdt s thdng tin cia Ong/Ba tir h so bénh én.

3) Nghién ciru vién s¢ chudn bj phong riéng dé phong vin Ong/ba hofic Ong/ba
¢6 thé tyr trd 16i cdc cdu hoi. Sau do nghién cii vién s sir dung bd ciu hoi bao gom 6
phén: 1) thong tin chung voi 24 cau hoi. 2) Thang dénh gia chic nang voi 8 cau hoi 3)
Thang danh gid sy tu tin cta ngudi bénh khop vai 8 cdu hoi. 4) Thang dédnh gia dau 5)
Thang danh gid trang théi tim thin véi 9 ciu hoi 6) Thang danh gid hd trg xa héi vai 12
cdu hoi. Tong s6 62 cdu hoi duge hoan thanh trong khoang 30 — 40 phut. Trong sudt qua
trinh tré 16i céu hoi, néu ¢6 ciu hoi nao Ong/ Ba khong hai long hodic kho tra 1o Ong/
Bi ¢6 thé khong tra 1.

Trong qua trinh phong vin, néu Ong/ba cam thiy khé chiu, Ong/ba ¢6 thé yéu
chu dimg lai va nghi ngai cho dén khi Ong/ba cam thiy d& chiu tro lai va ¢6 thé tiép tuc
phong vin. Néu Ong/ba khong mudn tham gia nghién ciu nita, Ong/ba ¢6 thé rit khoi
nghién ciru bét ky luc nao,
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Trong qua trinh phong vin, Ong/ Ba ¢6 thé gip phai nhimg tinh hudng khong
mong dgi do giai dogn bénh ciia bénh nhur kho the., ddu higu sinh tdn khong én dinh.
Nghién etru vién s& dimg cube phong vin va lidn lac véi Béc sy didu i cho Ong/ Ba
ngay lip tie ¢é cham soc Ong/ Ba. Nghién ciru vién s chiim soc Ong/ba cho ¢én khi
Ong/bi én dinh.

Néu Ong/Ba khong mudn tham gia vio nghién ctru nay, Ong/Ba van duge didu
trj v chiim soc theo ding quy trinh chudn cia bénh vién ma khong c6 bét o udr ngai
nio sau khi rit Khoi nghién ciru.

Néu Ong/Ba 6 bit eir thic mic nao, vui long lién h§ nguwoi thye hign
nghién ciru nay 1 Ba Trin Thi Ngge Xuyén, S6 ditn thoi: (+84) 988493721

Ong/Bi khdng dugc nhin vi ciing khdng phai tra bt cir mét khoan chi phi nio
khi tham gia nghién el nay.

Néu cé thém théng tin gi vé cic Igi ich va nii ro cua nghién cir, nghién ciru
vién s2 thong bio cho Ong/Ba ngay lp tie.

Théng tin coa Ong/Ba s& duge bio mit wuyét ddi va khéng duge Gét 15 dudi
dang thong tin ¢4 nhdn, tuy nhién no s& duge thé hién wong bia edo tong thé nhy 1a két
qué ciia mt dé 1ai nghidn ciru khoa hoe. Thong tin cd nhin cua Ong/Bi s& duge kiém
tra boi nguini nghién ety va Hi ddng dgo dire trong nghién ciru y sinh hoe.

Ong/Bi c6 quyén rit khoi nghién ciru bét ¢ir khi rdo ma khong cén thong bio
trude. Vide Ong/Ba rat khoi chiong trinh nghién ciru s khong anh huomg dén chit
lugng dich vy y 1é ma Ong/B3a thy huing.

D¢ tai mghién etru nay duge chip thudn boi Hoi dong Pao die trong nghién
clt Y sinh hoe, Khoa Bi¢u Dudmg, Pai hoe Mahidol. ting 5 phong 504, sb 999/4
duomng Phuitamonthon 4, Salaya, Nakhon Pathom 73170 Thai Lan. Di¢n thoai 0066 2
441 5333 sO6 may 1& 2531, 2532, Fax 0066 2 441 5333 sb mdy 1¢ 2531, Email;
nsirbnursing@mahidol.ac.th, ns.irbnursing@gmail com.

B¢ 1ai nghién ciru nay ciing duge chidp thugn bai Hbi déng Pgo dic trong
nghién ciru Y sinh hoc, Dai hoc Qude gia Ha Noi, 1da nhi Y1, 144 dudng Xuin Thiy,
quin Ciu Gidy, thanh phé 11a N@i. Viét Nam. Ma biru chinh: 100000, sd dién thoai lién
lac: +84437450118, Fax: +84-4-37450140. Email: smp@ vnu.edu.vn

Néu 16i khang duge huong sir diéu 1 nhue trong ban thong tin dwa ra, 19 c6 thé
lién lac voi Hoi dong dgo dic, Khoa Di¢u duimg, Dai hoe Mahidol hode Hoi ddng dgo
ditc trong nghién ciu Y sinh hge, Khoa Y duge, Dai hoe Quie Gia Ha Noi véi cdc
thong tin lién lge nhir d@ néu trén.

Tai da doc k¥ va hidu toan bé chi tiét néu rong ban thong niy.

Ho 1én, ehir ky ngurdi tham gia nghién ¢lra

.............................. WAREES RREAR ER R RE R
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APPENDIX D
INFORMENTS CONSENT

( English version)
-2 MAY 205

IRB-NS Form MNo. 4
Q3 . 0209

Consent Form for Informed and Voluntary Participation in Research

Lo b L T . IO v .

old. now living at the address

I give my consent to participate as a subject in the rescarch project entitled: Factor
related 1o functional status among patient with rheumatoid arthritis. In so doing, | am
informed of the background and purpose of research project; its procedural details 1o
carry out or to be carried out; its expected benefits and risks that may occur to the
subjects, including methods 1o prevent and handle harmful consequences: and
payment/ incentives, and expense. I thoroughly read the detailed statements in the
information sheet given to the research subjects, 1 was also given explanations and my
questions were answered by the head of the research project.

I consent to participate as a subject in this research project.

Omn the condition that 1 have any questions about the research procedures, or on the
condition that 1 suffer from an undesirable side cffect from this rescarch, 1 can comact
with Mrs Tran Thi Ngoc Xuyen mobile phone: (+84) 0988493721 email:
ngocxuyenf80@pegmail.com

(Indicate the name of the person in charge who is 24-hour ready for contact by
phone).

rl'r--,-l.t simber [1Kil-%% 2?‘?-!_}3_(;‘}93
J_hi.-r 1_:--_.' " _-!_ -2"!.'}/ ?_,?fg
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IRB-NS Form No. 4

On the condition that I am not treated as indicated in the information sheet
distributed to the subjects, I can contact the Chair, or the representative of the IRB-NS
at the office of IRB-NS room 503 5™ floor, Faculty of Nursing, Mahidol University,
999 Phuttamonthon 4 Road, Salaya, Nakhon Pathom 73170 Thailand Tel 66 2 441
5333 ext  2531,2532 Fax 66 2441 5333 ext 2531, Email:

nsirbnursing/@mahidol.ac.th, ns.irbnursing/@ gmail.com

I am aware of my right to further information concerning benefits and risks
from the participation in the research project and my right to withdraw or refrain from
the participation anytime without any consequence on the service or health care I am
to receive in the future, I consent to the researcher’s use of my private information
obtained in this research, but do not consent to an individual disclosure of private
information. The information must be presented as part of the research results as a
whole.

I thoroughly understand the statement in the information sheet for the research

subjects and in this consent form. I thereby give my signature.

S PBRIING: - oo R T Participants/Proxy/
 cim e st SIS S S SRS G S 7 L
SIgNATUre. ..ottt e iiiiiiiiiiiiaiaaanns Person in Charge of Informing and

Requesting a Consent/Head of (Tran Thi ngoc Xuyen)
Research Project/Date. ... coowesennssss %

In case that the participant is not literate, the reader of all the statements for the

participant is (Mr./MIS./MS. ...ccooirvinieeinnnrennnns ), who gives his/her signature as a
witness.

SIGHANTE . coron ol o prvwmr soam samw s Witness

s e e S S SR R VB s s

Approved by Institutionsi 0 ]
' view Hoapg

l-;u'nh_\ of Nursipg “Tabida) t ni ’
- E f My Uraily

Project Numher H.’Ft-}\ A0 .’33 0703

_-I:n- of Approval HJ‘L?BIS {2

= e e

Version 5 date 16 January 2016
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Informents consent ( Vietnamese version)

Ban d:d}) thugn-tham gia nghién cin Phién ban 02 /ngay 08 thang 08 nim 2016

7 b i R )
=/ 'BAN ‘CHA?J THUAN THAM GIA NGHIEN CUU
“\y buoc

BHE CIM: s innvn i mnene i o e T S A N P S AR e
RAZRRRGE s smsmamsisaasios s snns T8 W TLET) T4 1) (NSO S

Trude tién, 16i xin bay 10 sy déng v tham gia vao dé 1ai nghién ciru cé tén la:
Ciic yéu td lién quan dén tinh trang chic ning cua bénh nhiin viém khép dang
thip.

Trude khi tham gia nghién ciru 16i dil duge thong bao vé muyc dich cua nghién
clru nay, chi tict qua trinh thye hién nghién ciru, cdc lgi ich va rai ro co thé xay ra doi
véi ngudi tham gia nghién ciru, cac bi¢n phdp ngin ngtra va giai quyét cac tac dung
khdéng mong mudn ¢6 thé xay ra d6i vai nguoi tham gia nghién ctru, ca vé chi phi tham
gia nghién ciru. Téi di doc k¥ toan bé thong tin trong ban thong tin danh cho d6i turgng
nghién ciru. Bén canh do. cic ciu hoi cua 16i cing duge giai dap boi nguoi thue hién
nghién ctru.

T6i dong ¥ tham gia vao nghién ctiru nay nhu mot déi twong nghién ciru,

Trong trurdng hop ¢o bat ot ciu hoi nio hode c¢o van dé maéi phat sinh trong
qué trinh nghién ctru, i ¢o thé lién hé vai chi Trin Thi Ngec Xuyén. 86 dién thoai:
+84 988493721 email: ngocxuyen80@gmail.com (S5 dién thoai lién lac trén duge két ndi
24/24 h).

Néu toi khéng duge diéu trj va cham so¢ nhu nhimg gi aé cap dén trong ban
thong tin danh cho déi tugng nghién ciru, t6i ¢d thé lién hé vai Hoi ddng dao dire, Khoa
Piéu Dudng, Dai hoc Mahidol Thai Lan, dit vin phong tai ting 5 phong 504, Pai hoc
Mahidol, dudng Phuttamonthon 4, Salaya. Nakhon Pathom 73170, Thai Lan. Di¢n
thoai: 66 2 441 5333 s6 mdy lé 2531, 2532. Fax 0066 2 441 5333 sd may ké 2531,
Email: nsirbnursing@mahidol.ac.th, ns.irbnursing(@pmail.com

Téi ciing ¢6 thé lién lac voi 1di dong dgo dire trong nghién ciru Y sinh hoe,
Khoa Y Duoe, Pai hoe Qude Gia Ha Noi. Dia chi: toa nha Y1, s6 144 phdé Xuan Thuy,
quén Cau Gidy, Ha Noi, Viét Nam: dién thoai: 04-37450188; fax: +84437450146;
email: smp@vnu.edu.vn.

T6i nhdn thire duge quyén thong tin lién quan t&i lgi ich va rai ro cta nguoi
tham gia nghién ctru va quyén duge rut khoi nghién ciru bit cir lie nao ma khong giip
van dé gi vé dich vu ciing nhur vigée cham soc ste khoe ma 16i s€ nhin duge trong tuong
lai. Toi déng v cho bén nghién ciru sir dyng thong tin ca nhan cho viée nghién ciru,
nhung khéng ddng v viée tiét 16 théng tin ca nhan. Céc théng tin phai dugc trinh bay
nhu 14 mdt phiin cua két qua nghién ciru,

T6i hoan toan hiéu dugc tuyén b trong ban thong tin danh cho déi trong
nghién ctru va trong phiéu chap thuian tham gia nghién ciru nay. Sau day la chir ky cua
10i.

Chu nhi¢m d¢ tai Ngwdi tham gia nghién ciou
(Ky va ghi rd ho 1én) (Ky v ghi rd ho tén)
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APPENDIX E
INSTRUMENTS

(English version)

Fac of Grad. Studies, Mahidol Univ. ML.N.S.(Adult Nursing)/37
- 2 MAY 2016
2%. 0103

INSTRUMENTS

I. ENGLISH VERSION
Part 1.CHARACTERISTIC PATIENT
A. Patient general information

The following questions related to your personal information.

1. Gender: [ Male [J Female
2o BTSN years old (current age in Western calendar)
3. Weight (Kg)ieeonnennnnnn. Height (M):...oeennn... BMI (kg/m™):..eeeneennn.n.
4. Marital status:
] Married [ Single
[ Separated [ODivorced ] Widowed
7. Education:
[ Primary school (level 1 to 5) [ Secondary school (level 6 to 9)
[ High school (level 10 to 12) [ Two wyears certificate
[ College (3 years) [ Bachelor (University)

CJOthers (please SPeCify) .. ..oooiiiiiiiiiiiiiesaorasrisnonscsannes

8. Occupation:

[ Professional [J Farmer
[ Industrial worker [] Salesperson
[J Home worker [ Retired

10. Income:

Your income per month: ... e e VND

11. Health insurance: Yes [J No O

If yes, please indicate how much it covers for your treatment? .....................
(percent)

12. How many people are living with you? ... ... .. . ............ (in number)

13. How many love person in your family who had RA similar you?.

| Approved by Institutions! Review Roard -‘
Faculty of Nursing Muhidol Universite |
- 1
Project Numhber IRB-Ns 2916/ 23 6703 |
| Date of Approval =
l i
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Part 2.HEALTH ASESSEMENT QUESIONNAIRE- 8 ITEM DISABILITY

The Health Assessment Questionnaire 8-Item Disability Scale (HAQ8-ID) is one short
scale that measure functional status. The HAQ-ID was originally developed in 1978
by James and colleagues at Stanford University. It was used free and commonly to
measure functional status and for many diseases including rheumatoid arthritis in the
world. The domain of disability is assessed by the eight categories of dressing, arising,
eating, walking, hygiene, reach, grip, and common activities.

Please check (V) the one best answer for your abilities.

STT At this moment, are you able to: | ANY SOME MUCH | UNABLE

difficulty | difficulty | difficulty | to do

1. | Dress yourself, including tying 0 1 2 3

Shoelaces and doing buttons?

2. | Getin and out of bed? 0 1 2 3

3. | Lift a full cup or glass to your | 0 1 2 3
mouth?

4. | Walk outdoors on flat ground? 0 1 2 3

5. | Wash and dry your entire body? | 0 1 2 3

6. | Bend down to pick up clothing | 0 1 2 3
from the floor?

7. | Turn faucets on and off? 0 1 2 3

8. | Getin and out of a car? 0 1 2 3

—
Approved by Iustitutionsl Review Board |
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Part 3.ARTHRITIS SELF- EFFICACY

The ASES was developed by Lorig et al at Stanford University (1989). The ASES-8
includes 8 items response 4 domain of self- efficacy for pain (2 items), other symptoms (4
items), preventing pain and fatigue (2 items).For each of the following questions, please
circle the number that corresponds to how certain you are that you can do the following

tasks regularly at the present time.

Very uncertain to very certain

1., How certain are you that you can 1 (2 |3 |4 (5|6 |7 |89 |10
decrease your pain quite a bit?

2, How certain are you that youcankeep |1 (2 (3 |4 |5 |6 [7 [8 |9 |10
your arthritis or fibromyalgia pain
from interfering with your sleep?

3. How certain are you that youcankeep (1 |2 |3 |4 |5 |6 |7 |8 |9 |10
your arthritis or fibromyalgia pain
from interfering with the things you
want to do?

4. How certain are you that you can 1 (2 |3 |4 (5|6 |7 |89 |10
regulate your activity so as to be
active without aggravating your
arthritis or fibromyalgia?

= How certain are you that youcankeep |1 (2 |3 |4 |5 |6 |7 |8 |9 |10
the fatigue caused by your arthritis or
fibromyalgia from interfering with the
things you want to do?

6. How certain are you that you can do 1 |2 |3 |4 |5 |6 |7 |8 |9 |10
something to help yourself feel better
if you are feeling blue?

s As compared with other people with 1 |12 |3 |4 |5 |6 |7 (8 |9 |10
arthritis or fibromyalgia like yours,
how certain are you that you can
manage pain during your daily
activities?

8. How certain are you that youcandeal |1 |2 (3 |4 |5 |6 |7 |8 |9 |10
with the frustration of arthritis or
fibromyalgia?

e P B -
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Part 4. PAIN VISUAL NUMERIC (PVN)

Pain Visual Numeric (PVN) scale measure pain, a free domain that is developed from
Visual Analogue Scale (VAS) and base on pain assessment experience by Philip and
colleagues at Stanford University School of Medicine, USA (Philip, Virginia, Diana &
Kate, 2000). This scale was designed as well as both visual shapes and numeric scale (from
1 to 10 scores). It include columns with high level relate with each numeral level below.
The patient self- reported about pain perception through circle shape above or number
below.

We are interested in learning whether or not you are affected by PAIN. Please circle the
number below that describes your pain in the past 2 weeks:

¥ Series 1

Nopain | 2 3 4 5 6 7 8 9 10 severepain

Insti .
i |
LI H T ATI e Hevjew 15, trif

=
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Part 5. PERSONNAL HEALTH QUESIONNAIRE DPRESSION(PHQ-9)

This instrument is developed by Kroenke and colleges (2001) with consists of the actual

nine items (Kroenke et al., 2001). The PHQ-9 includes nine items for screening major

depressive disorder in primary care.Over the last 2 weeks, how often have you been

bothered by any of the following problem?( circle one number on each line)

How often during the past 2 week h;]”t at | Several [ More | Nearly
List 3 days than Every
were you bothered by... half the | day
days
1. | Little interest or pleasure in 0 | 9 3
doing things
2. | Feeling down, depressed, or hopeless 0 1 2 3
3. | Trouble falling or staying asleep, or 0 1 2 3
sleeping too much
4. | Feeling tired or having little energy 0 1 2 3
5. | Poor appetite or overeating 0 1 2 3
6. | Feeling bad about yourself, or that you 0 | 5 3
are a failure, or have let yourself or your
family down.
7. | Trouble concentrating on things, such as
: k 0 1 2 3
reading the newspaper or watching
television
8. [ Moving or speaking so slowly that other
people could have noticed. Or the 0 1 ) 3
opposite —being so fidgety or restless
that you have been moving around a lot
more than usual
9. | Thoughts that you would be better off
. 5 0 1 2 3
dead, or of hurting yourself in some way
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Part 6. MULTIDIMENSIONAL SCALE OF PERCEIVED

SOCIAL SUPPORT

This instrument is developed by Zimet and colleagues (1990). There are 12 items for

interview and the items tended to divide into factor groups relating to the source of the

social support, namely family (Fam), friends (Fri) or significant other (SO).

We are interested in how you feel about the following statements. Read each statement
carefully, Indicate how you feel about each statement.

Circle the “1" if you Circle the “2" if you  Circle the “3" if you

Very Strongly Disagree Strongly Disagree Mildly Disagree

Circle the *4” if you are Circle the “5™ if you Circle the “6™ if you

Neutral Mildly Agree Strongly Agree

Circle the *7" if you

Very Strongly Agree

1. | There is a special person who is around when I am in 2|13|14|5(6]|7
need.

2. | There is a special person with whom [ can share my joys 2131415167
and sorrows.
My family really tries to help me. 2|13|14|5]|6|7

4. | I get the emotional help and support | need from my 2|13|14|5|6]|7
family.

5. | I have a special person who is a real source of comfort 213 /14|5|6|7
to me.
My friends really try to help me. 203 516|7

7. | I can count on my friends when 2|3 5167
things go wrong.

8. | I can talk about my problems with my family. 213 5167

9. |1 have friends with whom [ can share my joys and 2|3 5167
SOITOWS.

10. | There is a special person in my life who cares about my 213|4|5|6|7
feelings.

11. | My family is willing to help me make decisions. 3 5|67

12. | I can talk about my problems with my friends. 213 5067
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L.Théng tin
sé KL
mayp:.). !
D

Instruments (Version Vietnamese)

BO CAU HOI NGHIEN CUU
chuﬁg\cﬁzl ngudi bénh
¥\ ]

1{it

Thasssassssssssunsssbasssrssarsransissnssris

diiu v dé dién vao 6 trong

5

L Gidn

[ Nam O Nir

CTudi e,

. Ciin niing ...

....... (Kg) Chiducao..........(m) BMI (kg/m?)

AT 0] 1 ] R e e

. Tuyén truede:

6. Tinh trang hdn nhin

7

(] Da lap gia dinh _1 Dje thin
] Ly thin LILy hon ] Goa ( chong hoiic vo)
. Trinh d§ hge viin
[ Tiéu hge ] Trung hoe co s T Trung hoe phd thong
J Trung cip
L] Cao ding (3 niim) L O nhdn Dai hoe
] Khae ( ghi cpthé) .ooonvrnnnne

8. Nghé nghiép

O Tri thire

L) Néng dén
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M DEnh An: ovvisieinsnsssssrsrrresrssrsnsen

o TR, L 1va % : g 4 ; Ty , .
iv i cic cau hoi lién quan dén thong tin ¢ nhin cua ngudi bénh. Lam on hiy sir

[J Cong nhan LI Budn ban LI NGi trg

1 Nghi huu

[ Cong viée khde (ghi eyt the )i,

O R Gl i e s s R R S A S A S T G R e

11. Ban thin ¢ thé bao hiém y & khong?

Co O Khong [
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Néu cd, Bio hiém s& chi wra cho vige didu wrj 14 bao nhidu phin wram?.......ccc... (%a)

12. C6 bao nhidu ngudi sdng clng v&i ban? ....coviivieiineiivaiinisnnes

14. Théi quen caa ban thian @ Hat thude: T Udng rygrud bin) : [ Tép thé dye : [
Phiin 2: Nhirng thong tin lién quan dén bénh va dicu tri.

1. Ngay vao vign:

Iy LT RS —
ey T | L L e
4. Ddu hi¢u : Dau: O Cimg khdp budi sang: [ Sumg: ]

Bién dang khop: [ FRACE coeeeicviannaicnnnn
B P o fa 11 SRRSO B s g e T e T PR—
6. Ban duoc chin dodn bénh Viém Khép Dang Thip bao lau:............thang...... ngay
7. Ban mdt kha nang lao dong do bénh nay khéng 7 C6C] Khong: ]
8. Phuong phip diéu trj trude diy:

Thude didqu tri co ban: [ Thude chéng viém khdng steroid (NSAID) [ Corticoid [J
Thudc giam dau: T V§u v i ligu: T Thube dong y:C]

9. Phuromg phap diéu tri hién tgi

Thubde didu tri co ban: [ Thude chdng viém khong steroid (NSAID) [ Corticoid [
Thube giam dau: T Va1 g ligu: I Thude dong v: L]

10. Trudre day hé théng co xwong khdap cua ban di twimg bi:

Chiin thuongD) Phiu Thudt: [
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Phiin 3. Thang diinh gii trang th:ii chire niing (HAQS-1D)
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Biang cdu hoi (HAQS-1D) ld mdt trong nhimg bd cdu hoi ngén danh gia trang thai chirc

ning cia ngudi bénh. B ciu hoi ban diu dugce phat trién vao nam 1978 boi James va

cac déng nghiép tai Pai hoc Stanford. Bang cau hoi nay sir dung mi&n phi va phé bién

dé do luong tinh trang chire nang cha ngudi bénh viém khop dang thip trén thé gidi.

Céc chire nang dugce danh gid qua tam hoat dong: mac quin do, vao va ra khoi giuong

néng coc chén, tm va lau nguoil, cti va nhiit quan do, md va déng voi nude. bude vio

va ra khoi 6 6. Hay dénh diu 6 tuong (g vii mot cdu tra 1o 16t nhdt cho kha nang cua

minh:
l N . ST .
" 4 Hoi Rat Khong
STT Tai thoi diem nay ban ¢o thé: kho | kho thé lam
khin khan duge
I-—Tgr mac quén o cho 111'1}1-11'._11116_1;',_55{ ca - -I . " 3
| bude day va cai nit giay? -
2.] Vao va ra khoi givong? 1 2 3
_ | Ndng mét cii chén hoidc coc day dén , " 5
- &
mig¢ng cua ban khong?
Di bd ngoai troi wén mat dat bang '
4. . 1 2 3
phang khong ?
3 Tam va lau kho toan bo co thé cua ban 1 . 3
| khéong?
Cuai xudng va nqulTl}lIa"ih 4o Ién ur san | . __“|"
(). N 1 | 2 | 3
nha khéng? [
7. M& va dong voi nude khong ? 1 ¥ | 3 |
8.] Budc vao vabudc ratirxe 6 10 1 2 3
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Phiin 4. Thang danh gid niém tin cua nguii bénh

Céac by cdu hoi nay duge phat trién boi Lorig va clfmg nghi¢p tai Pai hoc Stanford
(Lorig, Chastain, Ung. Shoor. & Holman, 1989). N6 gdm 8 ndi dung vé niém tin tuong
imng 4 linh vye sau: Pau (2 cdu). cde wriéu ching Khac (4 cau), kiém sodt dau va mét moi
(2 cau). i voi mdi cdu hoi sau. hay khoanh tron cdc sé diém tuong tmg véi niém tin

ctia ban vé kha ning ¢6 thé lam cdc cong viée sau ddy tai thoi diém hién tai.

I: Rét khong chac chin = 10: réit chac

chin
Ban chic chan nhu thé nio r':'mg ban
1. | ¢6 the giam mdt chat con dau clia 11213 (41516178 (910
ban?

Ban chic chin nhu thé nio ring ban
2. | ¢6 thé kiém sodt viém khop hogcdau |1 |2 |3 |4 |5 |6 |7 |8 |9 |10
co gdy tré ngai voi gidic ngli cua ban? | |
Ban chic chan nhu thé nao rang ban T ’

|

|

e
&
L
(=
~1
o
L=
=

3. | ¢6 thé kiém soat viém khop hodc dau |1 |2
co gdy tro ngal tdi cdng viée ciia minh
muon lam ?

Ban chic chin nhu thé nao ring ban | '

4. | ¢6 thé diéu chinh hoat dong ctia minh ! 1 (2|3 (4|56 |7 (89|10
ciing nhu 1a hoat dong khong tram
trong thém tinh trang viém khop hodce |
co cua ban? |
Ban c_hﬁc_ chén nhu thé nao r'fmg ban | [
5. | ¢6 thé kiém soat duge sy métmoido |1 |2 |
viém khép hodic co gay tro ngai 16i
cong viée cua minh muon lam?

Ban chic chan nhu thé néo riing ban ¢o |
6. | thé lam mjt s6 viée dé giup minhcam | 1 |2 |3 ‘ 4 (516 |7 (819 |10
thdy tot hon néu ban dang cam thay |
budn? !

6|7 |89 |10

tad
o8
n

Hay so sanh véi cac bénh nhin nhimg
7. | ngudi ¢6 viém khép hode co giong L1213 |4 ([51|6 |7 (89|10
ban, ban chic chan nhu thé nio ring ' ‘

ban ¢6 thé quan 1y dau trong hoat djng

hing ngay? " | I
Ban chéc chdn nhu thé nao rﬁng ban ¢o
8. | thé chiu dung sur suy yéu cua khép 1123 (4567|8910
hodc co?
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Phin 5. Thang dénh gii dau (PVN)

PVN la thang danh giad vé mirc do dau, day la thang do mién phi duge phat trién tir
Visual Analogue Scale (VAS) va can ctr vao kinh nghiém dau bai Philip va cac déng
nghi¢p tai Dai hoc Stanford University School of Medicine, USA (Philip, Virginia,
Diana & Kate, 2006). Thang nay dugc thiét ké bao gdm ca hai: hinh anh va sb (1-10
diém). N6 bao gém cac ¢t ¢6 dé cao tuong tng véi mdi sé dudi day. Cac ty bénh nhan
béo cao vé nhdn biét dau thong qua hinh anh ctia ¢ot bidu dd & rén hodc sb & dudi.
Chuing t8i quan tdm dén vi¢e anh/chi c6 hay khong bi anh huong bai DAU. Hay khoanh

tron céc s6 dudi day mo ta ndi dau cia Ong /ba trong 2 tuéin qua:

|
|
|
|
|
|

| Khéng - ' ! = - AL FEECEEE pau trdm
trong
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Phin 6. Thong tin vé stre kho tam than (PHQ - 9)
Pay la 9 cdu hoi dé khao sat vé trang thai stre khoé¢ tim thin cta anh/chi. Trong hai
tudn qua, nhirng van dé sau diy gay phién phire cho Ong /ba thudng xuyén dén mirc

d6 nao?
Khong | .. Hpn | Gin
Ngi dun ngay | VM MO | nhuw moi
‘ g gay i & | mhumoi
STT £ ngay nira so ngiy
ngay
[t mudn lam diéu gi hodc it ¢6 cam
1 | gidc thich thu khi lam bét cir diéu 0 1 2 3
el EPSTNETITS: S,
Cam thdy nan chi, trdm budn hogc
2 | tuyét vong, 0 1 2 3
Khé di vao giac ngu hbé‘éiﬁé’h‘gﬁ_ S i
3 | thang gidc hodc ngu qué nhiéu . 0 1 2 3
Cam thiy mét moi hodc ¢6 it sinh b |
4 lre. 0 1 2 3
5 | Chén @n hode an qua nhiéu. 0 1 2 3
C6 suy nghi tiéu cuc v¢ ban thin
6 | minh - hodic cam thay minh la ngudi !
thit bai hodc cam lhft)' minh da lam 0 1 | 2 3
cho gia dinh va chinh ban than thét f
vong. e e | SENEIN
Khoé tdp trung vao cong vice. nhu |r
7 | doc bao hodc xem ti vi. 0 1 2 3
Van dong hodic noi qua cham dén
8 | mirc nguoi khic ¢6 thé nhin thiy
duge. Hodic qua bon chdn hodc 0 | 2 3
dirng ngdi khong yén dén mure di di
lai lai nhi¢u hon thong thuomg. e e
C6 cac suy nghi cho rang chét la
9 | didu t6t hon cho ban than hoac ban
A £ B ooy ; 0 1 2 3
than tinh dén chuyén tu gy t6n hai
co thé minh. S — -
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Phin 7. THANG PO PA KHIA CANH VE NHAN THUC HO TRQ XA HOQI
(MSPSS)

B§ ciu hoi nay gdm 12 céu hoi phong vin va ¢de ciu ¢o xu hudng phan chia thanh cic
nhom yéu t6 lién quan dén nguf}n gf)c cua sy hd trg xa hoi. cu thé 1a gia dinh, ban beé
hoge ngudi than. Chung 10i quan tam dén cam nhin cua anh /chi vé céc cdu sau day.

Boc timg cdu mot céch cin than, Chi ra cim nhén ctia anh/chi vé mdi cau:

Khoanh tron “17 néu ban hoan toan Khoanh tron #57 néu ban rét dong y

khong dong y

Khoanh tron “2” néu ban rét khong dong ¥ Khoanh tron <6™ néu ban hoan toan dong ¥
Khoanh tron “3” néu ban khong dong y Khoanh tron 77 néu ban hoan toan rét déngy

Khoanh tron “4” néu ban déng ¥

1. | Ludn c6 mot nguoi dac biét & bén canh 16i mdi khi dicdn. |12 (3[4(5(6|7

2. | Ludn ¢6 mdt ngudi dac biét ¢ bén canh 161, nguoi 101 ¢6 thé |
chia sé budn vui. |

e —— - —

(o]
el
Y
uh
(=)}
-~

3. | Gia dinh t5i ludn ¢6 géng gitp 16i 1

4. | Toi nhan duoc sy gitp d& va hd tro vé mit tinh cam tur gia
dinh t6i mdi khi toi can.

5. | Ludn ¢6 mot nguoi dac biét lam cho toi thiy thoai mai. 1|2 21| %5 |67
6. | Nhimg nguoi ban cua toi ludn ¢b ging gitp toi. 1(2(3|4|5|6|7

7. | Téi c6 thé tin tuong vio nhimg ngudi ban cta i khi tdi ¢6
nhitng hudng di sai lim

8. | Téic6 thé ndi chuyén vai gia dinh vé cic vin dé cuatoi. |12 3]4|5(6(7

9. | Ludn c6 nhitng ngudi ban o bén canh o1, nguoi 6i ¢d theé
chia sé buon vui.

10. | Ludn ¢6 mot nguoi dic biét trong cude doi toi, ludn quan
tdm dén cam xuc cua toi.

8]
Tl
=
wn
(=2}
~J

11. | Gia dinh t5i ludn sin sang gitp t6i dua ra quyét dinh. 1

(B
Ll
o
wn
(=]
~1

12. | T61 ¢6 thé tam su vai ban bé vé cdc vin dé cua toi. 1
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APPENDIX F
PERMISSION FOR USING INSTRUMENTS

from: Zimet, Gregory D <gzimet@iu.edu>

to: Xuyen Tran <ngocxuyen80@gmail.com>

date:  Fri, Dec 18, 2015 at 11:04 PM

subject: RE: Ask your permission about using the MSPSS
Dear Ngoc Xuyen,

You have my permission to use the MSPSS in your research on patients with
arthritis. I have attached a copy of the original English language version of the scale
(with scoring information on the 2™ page) and a document listing several of the
articles that have reported on the reliability and validity of the MSPSS.

I hope your research goes well.

Best regards,

Greg Zime

Gregory D. Zimet, PhD, FSAHM

Professor of Pediatrics & Clinical Psychology

Section of Adolescent Medicine

Indiana University School of Medicine

President-Elect, Society for Adolescent Health & Medicine (SAHM)
410 W. 10th Street, HS 1001

Indianapolis, IN 46202,USA

Phone: +1-317-274-8812

\ e S e e
Approsed ©

I uculty of

l Project Number IRD-NS 9°|b[33ﬂ'ﬂ3 !
i- Date af Approval —2 H&Y 2015 |
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Fax: +1-317-274-0133

e-mail: gzimet@iu.edu

http://pediatrics.iu.edu/center-hpv-research/about-us/

http://pediatrics.iu.edu/sections-and-faculty/adolescent-medicine/our-team/faculty/bio-

zimet/

from: Xuyen Tran <ngocxuyen80@gmail.com>
to: gzimet(@iu.edu

date: Fri, Dec 18, 2015 at 3:31 PM

subject:  Ask your permission about using the MSPSS
mailed-by: gmail.com

Dear Dr Zimet,

My name is Ngoc Xuyen. I'm working at Rheumatology department in Bach Mai
Hospital, Hanoi, Vietnam. I am participating second year Master nursing at Mahidol,
Thailan. I'm going to do a study about "factors related to the functional status among
patient with rheumatoid arthritis". Social support is one of factors that | want to focus
among patient with RA. I just read about your MSPSS scale that measure social
support very effectively and I am really exciting its content. So, I want to ask your
permission about using this instrument. Please, help me! I promise that I only use it for
reference, not for any commercial purposes.

Extremely grateful for your support! Wish you have a happy time!
Best regards,

Ngoc Xuyen

——
—

Approved by Institui, g |

i fal Resicw Bourd |

Faculty of Narsing Stubico ; ;
- LAY ersi

Project Number In-Ns 9000 (33,0203

|
{ Dateof Approval oo
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APPENDIX G
ADDITIONAL STATISTICAL ANALYSIS

Table 1 Tests of Normality

Tests of Normality

Kolmogorov-Smirnov? Shapiro-Wilk

Statistic df Sig. Statistic df Sig.
HAQ 101 126 .003 947 126 .000
ASES 071 126 197 983 126 129
PHQ 204 126 .000 .897 126 .000
SPSS 071 126 .060 959 126 .001
PVN1 130 126 .000 964 126 .002

a. Lilliefors Significance Correction
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Bachelor of Nursing
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