Research Project
1. Project Title

The potential role of the “Rheumatoid Arthritis |awqt of Disease” score in the management of RA
2. Introduction

2.1. Background

Disease remission, previously a “guiding utopiathieumatoid arthritis (RA),(1) has become a fredlyen
achievable goal,(2-5) representing the best pasgbth to halt joint damage, prevent disability gmdtect
quality of life.(6-13) This remarkable improvemdms been made possible by new therapies and tmeatme
strategies,(1) whose development and validation eessively supported by the establishment of peefd
outcome measures.(14, 15)

It is also known that RA impacts patient’s livesarvariety of dimensions that are not capturedhey t
most commonly used composite indices, which integttze patient global assessment (PGA) as thePadlent
Reported Outcome (PRO).(4, 14, 15) Using dedicaisttuments to measure all disease dimensionsamiev
from the patient's perspective could be the sofutio this problem. However, their application innaal
practice is problematic because: a) would be exdhgtime consuming, b) most are not specificallgigeed for
RA, and c) it is difficult to interpret the relativimportance of each PRO on the global impact efdisease
upon the individual patient.

In order to solve these problems, a task force ened under EULAR auspices proposed the Rheumatoid
Arthritis Impact of Disease (RAID) score.(16, 1¥)ricludes 7 numeric rating scales (NRS, one penain),
which are weighted to provide a final score: p&h%), functional disability (16%), fatigue (15%)netional
well-being (12%), sleep (12%), coping (12%), ansggptal well-being (12%). It proved to be an feasjlbbust
and reasonably comprehensive representation afripact of RA upon patients (16, 17, 18t its launch the
RAID score was immediately seen as a promise azwhsiderable step forward in the field (19, 20)wdwer,
some concerns have also been raised (17, 19, 2@search agenda was suggested, which includéa agsess
its usefulness in clinical practice(17), b) to assis sensitivity to change in larger studies enghtervention
studies with a control group,(17, 18) c) to deflID’s cut-offs related with the patient acceptabienptom
state (PASS) and with minimal clinically importantprovements (MCII)(17); and d) to compare RAID hwit
already-assessed measures (VAS Pain, PGA, HAQ,EQ-bin RA.(17)

We have felt inspired by the concept that in chihigractice, the global weighted score initiallysidged,
could be substituted with great advantage by cenisig the seven domains separately. We hypothtgsehis
strategy can provide the health professional witkear view of the causes underlying patient dis&attion and
an opportunity to select appropriate tailored weations. We, furthermore, hypothesise that, inicéil practice,

! Further details about the RAID score are availabliae “EULAR Outcome Measures Library” website at
http://oml.eular.org/oml_search_results.cfm?actghrowResults
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the RAID PASS and MCII may (and perhaps shoulddésigned to tailor the individual patients needd an
priorities. RAID will, in this context, surely fdiiate a healthier and more effective patient-pssefenal
communication and cooperation. With this projectaira to accomplish most of these objectives. Inptoeess,

adherent rheumatology departments will benefit liotiesearch and quality of care.

2.2. Preliminary data

Two cross-sectional studies using the RAID scammftwo Portuguese centres, were presented aashe |
symposium of the Portuguese Society for Rheumaydldg-23) Results indicated that RAID has moderate
correlation with the established composite indicéglisease activity and also with PROs. It was rgjhp
correlated with PGA (r=0.70) but weakly with PhGAgdicating that the use of RAID in clinical praaienay
allow capturing a more comprehensive representatidhe impact of RA than other scores.(22) Addily, it
was found that disease remission by DAS often diccorrespond to a RAID’s PASS.(23)

2.3. Hypotheses to be tested
Part |
1. The RAID score is sensitive to changes associaitd tive amelioration of disease activity obtained
through medication
The RAID score may reveal significant fluctuati@ven when the disease activity remains stable
3. The individual items of RAID (RAID7i) will show aifflerential response to disease activity contral an
to other (potentially RA-independent) factors (elgpression, sleep).
Part Il
4. The weights attributed by Portuguese RA patientshto individual items of RAID7i do not differ
significantly from the weights attributed in theéginal studies
5. The PASS and MCII of the RAID score for PortuguBgepatients differs from the PASS and MCII of
the RAID score established with French RA patiémtsie above-mentioned report
6. Values of PASS for RAID and each of its seven itdRAID7i) attributed by individual patients will
vary considerably around the population mean
7. Values of PASS for RAID and each of its seven itéRA&ID7i) attributed by individual patients will be
reasonably stable over time

Part 11l
8. Some items of the RAID7i (sleep, emotional wellrggifatigue, coping and physical well-being) have a

weaker relationship with disease activity than mhg&inction, pain)
Part IV
9. When physicians take in consideration the RAID8téad of solely the RAID global score, in addition
to the usual care, they are more prone to introdiespeutic measures aiming beyond the control of

inflammation.
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2.4. Potential interest and originality

This project may represent an important progres&itds the incorporation of PROs in the current
management of RA and, thus, in the much needeceimmgahtation of patient centred care: we believetthiatis
the case not only because RAID gives a more comepsdte view of the overall impact of disease, in
comparison with PGA, but especially because the afsiés individual items and, eventually, individlya

tailored scores is totally novel and highly promggi
3. Study objectives

3.1. Primary Objective

To assess the sensitivity of the “Rheumatoid Afithlimpact of Disease (RAID) score” and its seven
items (RAID7i) to changes in disease activity [megad by CDAI, SDAI and DAS28(4v)CRP definition] in
people with RA in Portugal.

3.2. Secondar§ Exploratory Objectives
The secondary and exploratory objectives of thiglytare in accordance with the hypothesis listed
above, also divided in four parts. In order to dveogpetition we present them in a table togetheh whe

statistical analysis (bullet 4.6.)
4. Methodology

4.1. Study design

This is an observational, longitudinal (also withnsversal analysis), prospective, pragmatic (atirre
practice), multicentre study (all Portuguese pasgmneill be invited), designed to make use of Reymalhe
core study is designed to last for two years: 12thm for recruitment, 6 months for follow-up, 6 ntus for
data analysis and paper writing. Depending on siscage envisage the possibility of continuing gtisdy, with

different aims, into the future.

4.2. Population and data collection

The inclusion criteria will be: (1) diagnosis of RAsing the ACR and/or the ACR/EULAR classification
criteria),(2) aged 18 years or above, (3) abiliby understand and fill the questionnaires unaided| 4)
willingness to sign the informed consent form amduifil the questionnaires. The exclusion critesiél be: (1)
predictable inability to provide data at 3 and énthg.

For each partner it is expected that at least 30%h@ patients included will have active disease
(DAS4vPCR-3.2) and are about to start an efficient changaedication (GC, CSDMARD, bDMARD).

Patients will be assessed at baseline (first magish into this study), 3 and 6 months. Patient
guestionnaires will be fulfilled in paper and trpaosed by local researchers to Reuma.pt, or dirdmyly

competent patients in the Reuma.pt website. Tluisrgkoption will be promoted.
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Ethical approval was obtained from the Faculty oéditine from Universidade de Coimbra ethics

committee (ref. CE-037/2015). All patients will asked to sign a written informed consent.

4.3. Variables

The following variables will be collected from tReuma.pt database:

* Sociodemografic variables: patient id; visit datge, gender, ethnicity, years of formal educatiisease
duration, comorbidity (fioromyalgia, depressiontemporotic fractures, osteoarthritis, and low bpeaka)

The following variables will be collected at eadkitv

e Clinical Variables: - TJC, SJC, ESR, CRP, Pain, PBAGA (baseline, 3 and 6 months)

- HAQ, HADS (baseline and 6 months)

* Medication: DMARDS, corticosteroids, analgesics pagchoactive drugs (baseline, 3 and 6 months)

* The RAID score — needs to be incorporated in Repinfbaseline, 3 and 6 months)

e Ten Item Personality Inventory (Personality) (T(2#) — needs to be incorporated in Reuma.pt (baseli
and 6 months)

e Subjective Happiness Scale (Happiness) (SHS)(2b;-2teeds to be incorporated in Reuma.pt (baseline
and 6 months)

« Additional questions: in order to establish the BABICII and relative weights for RAID and its indiual
items, participants will be asked to indicate thaximum acceptable level for each RAID domain and

whether significant changes have occurred sindevisis.

4.4, Potential confounders (and how will be meadure
The potential confounders, namely depression, anxi@morbidity, personality and happiness are part

of the core variables.

4.5, Outcomes

The outcomes will be the changes in the RAID semeits relationships with other variables.

4.6. Satistical Analysis

All requested variables will be downloaded troughuRa.pt in a single excel file (guarantying the
confidentiality) in which we will precede to thetdhase cleaning. Data will then be analysed withl IBPSS
(27).

In the next page we provide a tablealfle ) with details about the descriptive analysis atadistical

models that will be performed specifically for eatdjective.
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Table 1— Statistical analysis and additional methodolqgogc#fications for each study objective

Objective

Statistical analysis

Additional Methodology Specifications

1) To assess the sensitivity to change of
“Rheumatoid Arthritis Impact of Disease (RAIL
score” and its seven items (RAID7i) to changes

tHescriptive statistics:
)- mean (and SD) and frequencies
iach of the RAID’s domains, divide

oBuch effects will be considered as present if nthem 15% of the responden
dachieve the highest or the lowest score, respégi{28)

disease activity (measured by CDAI, SDAI apdly disease activity categories

DAS28(4v)CRP definition) in people with RA in(baseline, 3 and 6 months).

Portugal. - standardised response means (SRM)
of the RAID score and its items,(28)
stratified by DAS response rates

2) To assess the stability of the RAID score arBame as objective 1), but selecting

RAID7i in the context of stable disease activity only patients that are in stable disease
activity for 3 or for 6 months (i.el
DAS28 change within 0.6 of baseling)

3) To assess the stability of the RAID in test-set
within 2 weeks in the context of clinical stability

eTest-retest coefficient

4) To determine the relative weights of RAID itetns
its global score in Portuguese RA patients

Regression analysis with glob
impact as dependent variable a
RAID7i as independent variables

alFor this purpose, an eighth item will be add to R#D, asking (baseline, 3m an
ném) about the “Global impact” of the disease: “Adesng now all the above
mentioned aspects together, circle the numberkibstt describes the global impa

Without impact and Extreme impact). Portuguese stedion in Appendix |
(question 8).

5) To determine the PASS of the RAID score for
Portuguese RA patients

75th percentile & receiver operatir
characteristic (ROC) curves

gWe will adopt a methodology similar to that usedBaflamy et al.(30)
Patients will be asked (baseline, 3m and 6m): bifi yere to remain for the rest
your life as you were during the last 48 hours, Mothis be acceptable g
unacceptable for you?”, with a dichotomous responsade: acceptable o
unacceptable (question 1@ppendix ).

6) To determine the PASS of the RAID7i for
Portuguese RA patients

Same as in objective 5)

Patients will be askedglbes 3m and 6m): “What would be the maximum valu
that you would consider acceptable to live forbst of you life, for each of the
following items?”, providing a NRS for each of tRAID domains (question 11 -

Appendix ).

7) To determine the MCII of the RAID score for
Portuguese RA patients

Same as in objective 5)

Both the absolute difference (= final
value - baseline value) and relative
difference (= final value - baseline
value/baseline value) will be
evaluated.

The same rheumatologist should perform the inga the final visit of patients t
patients whom had therapy change initiated to cbattive disease.

Patients will be asked: “Compared to the previos# {3 months back), how hayv
you been during the last 48 hours?” (improved, hange, worse), and “If yo
answered ‘improved’ at the previous question, hoyartant is this improvemen
to you?” (very important, moderately important,gklly important, not at al
important) (Questions 9 and 9.1Appendix ).

Only patients who describe a slightly or moderabelgortant improvement will be
considered. Like Bellamy et al. (30), we will exdtupatients who reported their
improvement as being “very important” because thpegeents might bias the
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Table 1 (Cont.) - Statistical analysis and additional methodologycHjmations for each study objective

Objective

Statistical analysis

Additional Methodology Specifications

8) To assess the associations between the RAIR g

and Personality (TIPI))

cBearson’s or Spearman’s correlati
and other PROs (PGA, HAQ, HADS, Happiness (SH8pefficients as appropriate.

on

9) To assess which of the RAID7i are typical

this study for RAID and for RAID7i) by patients werd
disease remission or Low Disease Activity (coningll
for covariates, e.g. age, educational level, dise
duration, function, depression, anxie
comorbidities...)

\Generalized Estimating Equation
involved in not achieving RAID’s PASS (defined bywith PASS at 6 months being th
variable and each

dependent

RAID’s domains being

teste

aovgether with the defined covariates

1Y,

o v

10) To determine the rate of agreement betw
RAID’'s PASS and disease remission staf
considering

e€ui-square test and K statistic
us,

11) To determine the rate of near misses in
ACR/EULAR Boolean definition (i.e. patients n
fulfilling only the PGA criterion) if the PGA1 were
replaced by the RAID's PASS (defined by t
following)

tiescriptive statistics
pt

ne

Near miss is defined as a case not full filing &€&R/EULAR Boolean definition
of remission exclusively due to the PGA. Three goowill be created based on th
definition:

1) remission
2) near remission
3) non remission

is

12) To determine which RAID items are typica
involved in near misses

lyDescriptive statistics

13) To assess if individual physicians would adampt
additional measures when faced with the RAID sg
in addition to the disease activity score, PGA Biath
VAS

14) To assess if individual physicians would adapy
additional measures when faced with the RAIL
scores in addition to the disease activity scoAR
and Pain VAS.

Qui-square test and K statistic
ore

D7i

We will use real cases obtained from this studyiigmized) and present them tg
group of representative rheumatologists. This mappen trough a we
questionnaire or, preferentially, during a natiomaéeting. The cases will b
presented sequentially, without and with the RAIBIB7i scores. Rheumatologist
will be asked whether they would change their thgnahen faced with the RAID
results.

a

[
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4.6.1. Sample Size and Power Calculations

We used the “Sample Size Calculator” provided bydRé®.> Assuming 5% of accepted margin
error, a confidence level of 95%, a population sife5000 (number of patients with RA registered in
Reuma.pt in 2014 (31)) and a response distributibrb0% (which gives the largest sample size), the
recommended sample size is 357 patients. Thus,steblished 400 patients as the first target and 800
patients as the ideal target (e.g. 100 patien& éentres). Efforts will be made to have the biggessible

number of patients.

5. Limitations

Involving other Portuguese centres will involvetbatvantages and difficulties. The main advantage
will be the wider experiences from patients andIthe@rofessionals, improving generalizability and
strengthening the validations and also the futomeaict upon patient care. However, a very clearcoske
communication will be required in order to havegadures being performed in a standardized manmer. T
facilitate this, Standardized Operative Proced(3P) will be created, discussed collectively aresented
in face-to-face meetings in each centre by the dinator of the project. In each centre, the head of
department will select a liaison person.

The missing data is another potential problem, twht@n happen due to not fulfilling the
guestionnaire in one visit or due to the fact ahgedifferent physicians performing the visit fdret same
patient. We will develop efforts to create a speciénvironment in Reuma.pt and/or “alerts” (e.g.
remembering if the patient is on this study, inebhvisit he is and who was the physician who pentmdt the

first visit). We will also promote that patientdfflthe questionnaires directly trough Reuma.pt.

6. Project Activities and Timelines

Task Months after project approval

1 2 3 4 5 6 7 8 9 10 111 112 |13 | 14 | 15 [ 16 [ 17 | 18 | 19 | 20 | 21 | 22 | 23 | 24

Discussing the projed
with Reuma.pt
Presenting the project {
the interested centres
Inclusion period

Data collection

Visiting centres

Data download &
cleaning
Statistical Analysis

Paper writing and
revision
Paper submission

2 Available at http://www.raosoft.com/samplesize htm
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7. Study Team

Ricardo Ferreira, RN, PhD student(Coimbra, Portugal). Project Manager - Ricardo dsgserience in data
collection, database cleaning (in excel and SP8&8&)statistical analysis with SPSS. He will be remsilde

for: managing the data collection in the centre®aning the database after download from Reurna.pt
performing the statistic analysis; writing the @e{s).

Céatia Duarte, MD (Coimbra, Portugal) - Catia has the same compieteitican Ricardo. She adds a greater
experience in research and the clinical perspec8kie will helps in the data collection.

Mwidimi Ndosi, RN, PhD (Leeds, UK) - Mwidimi has experience in PRO’s depement and also in
performing its cross-cultural adaptation and vdlaa He is an expert in Rasch analysis as ik asatistic
analysis. He will act as a methodologist of thigigt

Laure Gossec, MD, PhD(Paris, France) — Laure is a world leading youhgumatologist with great
experience in research. She is involved in OMERAfEdup for PRO and she was the main author of the
RAID’s development. She will also act as a methagist of this study.

José Antonio Pereira da Silva, MD, PhQCoimbra, Portugal) - José is also a world knolh@&umatologist
and researcher. He is the mentor and Principaktigegor of this project.

7.1. Expected Papers

1) Responsiveness of the RAID score in clinical pacti

2) Relative weights of RAID items to global score wrfagal

3) Establishing RAID PASS and MCII for Portugal

4) Exploring the meaning and value of individual PA&Syariable composition (7i) and its “predictors”
5) Clinical and psychological correlates of the RAlEde and each of its 7Is

6) Exploratory analysis of the application of RAID aRAID7i PASS to the definition of remission

7) The consideration of RAID7i prompt physicians toraduce changes in therapy of RA patients

7.2. Authorship

The paper will be submitted on behalf of the “Pguese RAID study Group”. For each set of 25
complete patients, each centre will have one rebeatlisted as a member of the group. For eacbfdsd,
one of the two eligible researchers will be incldide the list of primary co-authors. The final aatship

distribution will be submitted to consensus betwaknesearchers.
8. Budget and Payment scheduled

There is no grant support for this project. Theclicosts regards to the questionnaires printinghE

centre will cover these costs.

No conflicts of interest exist.
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Appendix | — RAID adaptation for determination of weights, PAG® MCII

Impacto da Doenga — Artrite Reumatoide
Questionario RAID

1. Dor
Faga um circulo & wvolia do nimero gue melhor descreve a dor gue sentiu devido & sua artrite

reumatoide durante og altimes 7 dias.

Mada o i o 3 4 5 1] 7 8 2] 10 Extrema

2. Avaliagio de deficiéncia funcional
Faga um circulo & volta do nimero gue melhor descreve as dificuldades que sentiu nas suas
atividades fisicas didrias devido 4 sua aririte reumatoide durante os Glimos 7 dias.

Mao foi . Extremas
dificil | 1 2 3 4 & E 7 8 8 1| dificuldades
3. Fadiga

Faga um circulo & volia do nimero gue melhor descreve a fadiga gue sentiv devido a sua artrite
reumatoide durante os dliimos 7 dias.

Sem S Tatalmenta
fadiga (i) 1 2 3 4 % [ 7 a g 10 Exausic(a)
4. Sono

Faga um circulo & volia do ndmero gue melhor descreve os distdrbios de sono (ou seja, descansar de
noite) gue ieve devido & sua artrite reumaioide duranie os ditimos 7 dias.

Mao foi Extremas
dificil | © ! 2 A 4 2 A I 8 b T | Dificuidades

5. Bem-estar fisico
Tendo em conta o estado geral da sua artrite, como avaliaria o seu nivel de bemi-estar fisico duranie

os Uitimos 7 dias? Faga um circulo & volia do ndmero que melhor descreve o seu nivel de bem-estar
fisico.

Muita o 1 o] 5 A 10 Muita
bom mau

o
i)
-
o
0w

6. Bem-estar emocional

Tendo em conta o estado geral da sua artrite, como avaliaria o seu nivel de bem-estar emocional
durante os Gkimos T dias? Faga um circulo a volta do ndmero que melhor descreve o seuw nivel de
bem-estar emocional.

Muita o 1 2 a 4 10 Miuita
bom mau

i
m
-
o
[=]

7. Convivio com a doenga
Tendo em conta o estado geral da sua artrite, como conviveu (enfreniou, lidou) com a sua doenga nos
tliimos 7 dias?

Muita Muita
i o 1 2 3 4 [ ¥ a 9 10 il

(%3]

8. Impacto global

Censiderando agora lodos o2 aspecios acima referides em conjunto, coloque um circule no ndmeno
que melhor descreve o impacto global que a sua artrite reumaidide eve na sua vida, nos dlitimos 7
dias.

Sem
; o 1 2 a 4 5 g 7 2 g 10 Impacto
impacto & extremo
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9. Se tivesse de permanecer o resto da sua vida tal como esteve nas Gltimas 48 horas,
seria isso aceitavel ou inaceitavel para si?

Aceitdvel
Inaceitdavel

10. Qual seria o valor maximo com que consideraria aceitdvel viver para o resto da sua
vida, para cada um dos itens seguintes?

Ao valor "07 corresponde a auséncia do problema (ou o melhor estado possivel) & ao valor "10% o
estado exiremo do problema {(ou o pior estado possivel)

Do o 1 2 3 4 5 B 7 2 g 10
Deficiéncia funcional D 1 2 3 4 5 & T a 9 10
Fadiga (8] 1 2 3 4 5 & 7 2 ] 10
Sono (8] 1 2 3 4 5 & 7 a ] 10
Bem-estar fisico 0 1 2 3 4 5 B 7 a a 10
Bem-estar emocional 0 1 2 3 4 5 B 7 a ) 10
Convivio com a doenga 6] 1 2 3 4 5 B 7 g ] i0
Impacto Gicbal o 1 2 3 4 5 ] T 2 g 10
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Impacto da Doenga — Artrite Reumatdide
Questionario RAID

1. Der
Faga um circulo & volta do nimero que melhor descreve a dor gue sentiu devido & sua artrite
reumatoide durante os Ulkimos 7 dias.

MNada o 1 2 ] 4 [ B 7 g2 o 10 Extrama

2. Avaliagdo de deflciéncla funcional
Faga um circulo & volia do nimero gue melhor descreve as dificuldades que sentid nas suas
atividades fisicas didrias devido a sua artrite reumatoide durante os dlimos 7 dias.

Mo foi Extremas
difizil | @ 1 2 3 4 & E 7 B | | dificcidades
3. Fadiga

Faga um circulo & volta do nimero gue melhor descreve a fadiga que sentiu devido & sua artrite
reumateide durante og Olimos 7 dias.

Sam Taotalmente
fadiga o 1 2 2 4 i Exausic{a)

i
m
-4
w
L]

4, Sono
Faga um circulo & volia do nimero gue melhor descreve os distlrbios de sono (ou seja, descansar de

noite) que teve devido & sua artrite reumatoide duranie os dltimos ¥ dias.

o foi Extramas
arcil | © v a8 sl & LT L BB W isdedes

5. Bem-estar fisico

Tendo em conta o estado geral da sua artrite, como avaliaria o seu nivel de bem-estar fisico durante
os Gltimos 7 dias? Faga um circulo & volta do numero que melhor descreve o seu nivel de bem-estar
fisico.

Muita [ g 1 2 3 4 5 ] 7 a g 10 Muito
bom mau

6. Bem-estar emoclonal

Tendo em conta o estado geral da sua artrite, como avaliaria o seu nivel de bem-estar emocional
durante os Glimos T dias? Faga um circulo 4 volta do ndmero que melhor descreve o seu nivel de
bem-gstar emocional.

Muito o i 2 a A 10 Muito
bam iy

i
[a5]
-
]
(=]

7. Convivio com a doendga
Tendo em conta o estado geral da sua artrite, como convived (enfrentou, lidow) com a sua doenga nos
ultimes 7 dias?

Wuito Muito
ot o 1 2 3 4 10 mal

(431
o
-
[==]
w0

8. Impacto global

Caonsiderando agora wodos 08 aspeclos acima referidos em conjunto, cologue um circulo no PUMeno
que melthor descreve o impacto global que a sua artrite reumaidide teve na sua vida, nos ditimos 7
dias.

Sem |
: o 1 z a 4 5 & 7 a g 10 mpacta
I"-”\pﬂ.ﬂtﬂ axtramo
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9. Em comparagio com a sua ultima consulta (ha 3 meses), como se tem sentido nas dltimas 48
horas?

Melhor

Sem alteragio
Pior

8.1 Se respondeu "Melhor® na questic anterior, como valoriza essa melhoria
Muito importanie
Moderadamente imporante
Pouco importante
Mada Importanie

10. Se tivesse de permanecer o resto da sua vida tal como esteve nas dltimas 48 horas,
seria isso aceitavel ou inaceitdvel para si?

Aceitdvel
Inaceitiavel

11. Qual seria o valor maximo com que consideraria aceitavel viver para o resto da sua
vida, para cada um dos itens seguintes?

Ao valor "0 corresponde a auséncia do problema {ou o melhor estado possivel) e ao valor 10" o
estado exiremo do preblema (ou o plor estado possivel).

Dar 1] i 2 3 4 5 5] T a 9 10
Deficiéncla funcional o 1 2 3 4 -] 4] T 2 g 10
Fadiga o 1 2 3 4 5 ] T a 9 10
Sono o i 2 3 4 5 ] 7 a 9 10
Bem-estar fisico o 1 2 3 4 5 -] T a ] 10
Bem-astar emogicnal 0 1 2 3 4 -] 5] ¥ B o 10
Corvivio com a doenga i) 1 2 3 A 5 B ¥ B ] 10
Impacto Global o 1 2 3 4 5 4] 7 2] g 10
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