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Abstract

Aim: The issue whether patients with rheumatoid arthritis (RA) have certain personality characteristics has been
discussed. The temperament and personality characteristics of the patient may influence success in competing
with stress. The aims of the study were to determine the most common dominant affective temperaments in
patients with RA and whether temperament affects the disability.

Methods: A total of 88 patients with RA participated in this cross-sectional study. The Turkish version of the
Temperament Evaluation of Memphis, Pisa, Paris and San Diego Auto Questionnaire scale was used to deter-
mine the dominant affective temperament, and the Health Assessment Questionnaire (HAQ) was used to deter-
mine functional ability.

Results: Depressive temperament was found in 52 patients (59.1%) as the most common dominant affective
temperament followed by irritable temperament in 17 patients (19.3%). There was no significant difference in
HAQ scores of the patients according to the subscales of the Temperament Evaluation of Memphis, Pisa, Paris
and San Diego Auto Questionnaire. Disability levels of patients were found as low-level disability in 65 patients
and high-level disability in 23 patients. Multiple linear regression analysis indicated that HAQ score was not
associated with gender, body mass index, duration of the disease, depressive temperament, anxious tempera-
ment, cyclothymic temperament or irritable temperament.

Conclusion: The current study showed that depressive and irritable temperaments are the most common
affective temperaments in patients with RA. The dominant affective temperament does not affect the functional
ability of patients with RA.

Key words: affective temperament, depression, functional ability, Health Assessment Questionnaire, rheumatoid

arthritis.

INTRODUCTION

Rheumatoid arthritis (RA) is a systemic chronic autoim-
mune inflammatory disorder affecting primarily
cartilage and bone of predominantly small and middle-
sized joints. In addition, several organs such as lung,
vessels, kidney and the hematopoietic system may be
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involved and the inflammatory process leads to loss of
function in these patients.! RA affects all aspects of life
and has a profound impact on the social, economic
and psychological domains of the patient’s life.*?
Despite substantial advances in medical treatment, the
combination of pain, long-term drug use, side effects of
medications, fatigue, incapacity to work, self image,
mood disorders and functional disability causes serious
psychosocial consequences for these patients.*>
Definitions of functional disability have been made
by various authors but in a recent review, Leonardi
et al.® proposed this definition: ‘Disability is a difficulty
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in functioning at the body, person or societal levels, in
one or more life domains, as experienced by an individ-
ual with a health condition in interaction with contex-
tual factors’. An important measure for evaluation of
the prevention of disability is the Health Assessment
Questionnaire (HAQ). It is the best predictor of mortal-
ity, work disability, joint replacement and medical
costs. It is an effective measure in RA.”

The word temperament comprises emotions, cogni-
tion and behaviors from the very first years of life of an
individual. The origin of the concept of temperament is
from Hippocratic times, but Kraepelin was the first to
introduce and use temperament in clinical psychiatry. It
is believed that temperament is heritable and is rela-
tively stable throughout life.® Affective temperament
describes attitudes and behaviors which stand on struc-
tural, genetic and biological bases.” It is possible to see
it as a feature of personality without affective disorders
or a basis of affective disorders, like depression or bipo-
lar disease, throughout life.® Five dominant affective
temperaments are described: depressive, hyperthymic,
cyclothymic, irritable and anxious. '

Psychological factors such as coping, anxiety and
depression play a great role between RA and perceived
health status."' ' Anxiety and depression are at the
same time the substructures of temperament.® The rela-
tion between temperament of the patient and the
chronic, auto-inflammatory and autoimmune diseases
such as RA has attracted the attention of researchers in
recent years. As both temperament and RA have a
genetic basis, this raises the question whether there is a
link between these two conditions. The issue whether
RA patients have certain personality characteristics has
been widely discussed; however, the data are not satisfy-
ing. The role of stress in the etiology of RA has not been
understood completely; but the temperament and
personality characteristics of the patient may influence
success in competing with stress.

The aims of the study were to determine the most
common dominant affective temperaments in RA
patients using the Turkish version of the Temperament
Evaluation of Memphis, Pisa, Paris and San Diego Auto
Questionnaire (TEMPS-A) scale, and whether tempera-
ment affects the disability.

METHODS

A total of 105 consecutive RA patients were evaluated
for participation in this study. All of them were
recruited from our rheumatology outpatient clinic
where they were regularly followed-up and fulfilled the
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American College of Rheumatology criteria for the clas-
sification of RA. Exclusion criteria were based on the
inability of the patient to reliably respond to question-
naires in the interview. Of 105 subjects, 17 were
excluded from the study because of inability to under-
stand and respond to the questions. A total of 88
subjects (76 female, 12 male) were included in this
cross-sectional study. The mean age was 48.0 £+ 10.6
years and the mean disease duration was 5.2 +
5.1 years (Table 1). Information on disease duration
was derived from medical records (Table 1). None of
the patients had histories of mental disorders, brain or
nervous system disorders. The present study was
approved by our hospital local ethics committee and all
the patients provided written informed consent.

The Turkish version of TEMPS-A scale was used to
determine the dominant affective temperament in the
subjects. Volunteers were asked to complete the TEMPS-
A. The validity and reliability of TEMPS-A has been pro-
ven in many languages, and in Turkish by Vahip et al.'®
The Turkish version of the scale consists of 99 items. It
requires 15-45 min to complete the scale. This scale is
a self-report instrument consisting of five subscales. Its
99 constituent items inquire about the subject’s whole
life about traits along depressive, cyclothymic, hyper-
thymic, irritable and anxious lines. Individuals answer
‘ves’ or 'no” when considering their life experience. Cut-
off scores to determine the dominant temperament are
13 for depressive mood (18 items), 18 for cyclothymic
(19 items), 20 for hyperthymic (20 items), 13 for
irritable (18 items) and 18 for anxious (24 items). It is
possible to have more than one dominant affective tem-
perament.' %% 13

Disability was measured with the Stanford HAQ. This
index includes questions about the ability of patients to
perform 20 activities of daily living. Four response
categories are available for each question: without any
difficulty (score 0), with some difficulty (score 1), with

Table 1 Demographic and clinical characteristics of rheuma-
toid arthritis patients

Mean SD
Age (years) 48.0 10.6
Height (cm) 160.9 7.8
Weight (kg) 73.5 13.0
BMI (kg/m?) 28.3 4.7
Disease duration (years) 8.0 7.1
Time to diagnosis (years) 5.2 5.1
HAQ 0.59 0.75

SD, standard deviation; BMI, body mass index, HAQ, Health Assess-
ment Questionnaire.
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much difficulty (score 2) or unable to do (score 3). The
total HAQ score, with range 0.0 (best possible function)
to 3.0 (worst function) is the mean of the scores for the
eight categories. Scores of 0—1 are generally considered
to represent mild to moderate difficulty, 1-2 moderate
to severe disability, and 2-3 severe to very severe dis-
ability.'® In this study, two disability levels were
defined: moderate to very severe disability was accepted
as a high-level disability; mild to moderate difficulty
was accepted as a low-level disability.

Arithmetic means and standard deviations (SD) were
calculated for each variable assessed. The Mann-Whit-
ney U-test was used to analyze the statistical difference
between the HAQ scores of the patients with a domi-
nant affective temperament and without this dominant
affective temperament. A P-value < 0.05 was considered
statistically significant. The multiple linear regression
analysis (method: stepwise) was used to identify predic-
tors of the HAQ score in relation to the demographic
and clinical findings (age, gender, body mass index
[BMI], RA duration, dominant affective temperaments).
Validity of the final regression model was determined
by analysis of variance. The data management software
package used was the PASW for Windows (SPSS Inc.,
Chicago, IL, USA).

RESULTS

From 88 RA patients who were recruited into our study,
depressive temperament was found in 52 patients
(59.1%) and was the most common dominant affective
temperament, followed by irritable temperament in 17
patients (19.3%). Cyclothymic, hyperthymic and anx-
ious temperaments were found to be less common in
patients with RA (Table 2).

Seventeen RA patients displayed mixed temperament.
Eleven patients had both depressive and irritable
temperaments; one had depressive and hyperthymic
temperaments. The association of depressive and
cyclothymic temperaments was found in one patient.

Table 2 The frequency of dominant affective temperament in
rheumatoid arthritis patients

Temperament Number (F/M) Frequency (%)
Depressive 52 (49/3) 59.1
Cyclothymic 5(5/0) 5.7
Hyperthymic 1(1/0) 1.1
Irritable 17 (15/2) 19.3
Anxious 1(1/0) 1.1

F, female; M, male.
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Three patients had a mix of depressive, cyclothymic and
irritable temperaments and one patient had all of the
affective temperaments except the anxious subscale.
There was no significant difference in HAQ scores of
the patients according to the subscales of TEMPS-A
using Mann—-Whitney U-test (Table 3).

Disability levels of patients were found as being low
level in 65 (F/M: 56/9) patients and high-level in 23 (F/
M: 20/3) patients. Multiple linear regression analysis
indicated that the HAQ score was not associated with
gender, BMI, RA duration, depressive temperament,
anxious temperament, cyclothymic temperament or
irritable temperament. In contrast, it also revealed that
the HAQ score was associated with age (¥ = 0.393,
F = 56.4, P = 0.0001) (Table 4).

DISCUSSION

Using the TEMPS-A Turkish version, this is the first
study evaluating affective temperaments in Turkish
patients with RA. We found that depressive tempera-
ment was the most common dominant affective tem-
perament and there was no significant difference in
disability scores of the patients with RA according to
the dominant affective temperaments.

In the present study, it was found that depressive
(59.1%) and irritable (19.3%) temperaments were the
most common temperaments in Turkish patients with

Table 3 Comparisons of HAQ scores of the patients accord-
ing to the subscales of TEMPS-A

Subscales of TEMPS-A HAQ (mean £ SD) P-value

Depressive
No (n = 36) 0.41 + 0.54 >0.05
Yes (n = 52) 0.72 £ 0.85

Cyclothymic
No (n = 83) 0.59 + 0.75 >0.05
Yes (n = 5) 0.64 + 0.83

Hyperthymic
No (n = 87) 0.60 + 0.75 -
Yes (n = 1) 0.00

Irritable
No (n = 71) 0.64 + 0.78 > 0.05
Yes (n = 17) 0.37 £ 0.56

Anxious
No (n = 87) 0.59 £ 0.75 -
Yes (n = 1) 0.87

Mixed
No (n = 71) 0.65 + 0.78 > 0.05
Yes (n = 17) 0.35 £ 0.56

TEMPS-A, Temperament Evaluation of Memphis, Pisa, Paris and San

Diego Auto Questionnaire; HAQ, Health Assessment Questionnaire.
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Table 4 The regression model for HAQ score

Model B Standard error B t P-value

1 Age 0.012 0.002 0.627 7.510 < 0.001

RA. Vahip et al.'® evaluated the validity and reliability
of the Turkish version of the TEMPS-A scale. They
found that dominant irritable (3.7%), anxious (3.7%)
and depressive (3.1%) temperaments were the most
common affective temperaments in 658 healthy Turk-
ish subjects, whereas dominant cyclothymic (1.7%)
and hyperthymic (1.2%) temperaments were relatively
uncommon. Compared with healthy subjects, the
depressive and irritable temperaments appeared to be
more common in our subjects with RA than in a nor-
mal Turkish population. Kurt et al.'> found that depres-
sive temperament was the most common affective
temperament in subjects with stroke (17.5%) following
by anxious temperament (12.7%).

Depression and anxiety are the most commonly
encountered psychological problems in RA patients.
Individuals with depressive temperament exhibit low
energy, low spirits and negative cognitions. Using dif-
ferent screening methods, the prevalence of depression
has been reported to vary between 6-65% in RA
patients.'” The anxious temperament is a lifelong ten-
dency to worry about one’s welfare and that of one’s
immediate kin, and was originally hypothesized to pre-
dispose to depression, phobic disorders, and alcohol
and sedative use. The prevalence of anxiety among RA
patients has been found to be 40% in the literature.'®
The high rate of depressive temperament and low rate
of anxious temperament in the present study are dis-
similar to the prevalence of depression or anxiety in
patients with RA reported in the literature. Affective
temperaments are likely to represent liability factors in
the subsequent development of affective disorders, like
depression. As depression and anxiety symptoms are an
important aspect and co-morbidity in RA patients, they
cannot really reflect the innate temperament, but are
only episodes in which that person is experiencing at
that time. Depression and anxiety may be subtypes of
temperament or may develop episodically and be trea-
ted as co-morbidities of the disease; however, depres-
sive affective temperament, as well as anxious
temperament, or any of the three other affective temper-
aments, are innate in manner, and are transferred
through generations by heredity, as the structures of
temperament. The rates of depressive (59.1% as the
most frequent) and anxious (1.1% as the least frequent)
temperaments in the present study may indicate
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genetically natural temperaments, but not current
depressive or anxious episodes.

Irritable temperament is characterized by a highly
unstable mixture of dysthymic and hyperthymic traits
and manifests itself in traits such as habitual complain-
ing, overcritical attitudes and angry outbursts.'” Irrita-
ble temperament (19.3%) was the second common
dominant affective temperament in Turkish patients
with RA in the current study. Cyclothymic temperament
is characterized by rapid and unpredictable mood
swings between the depressive and the hyperthymic
poles.’” Cyclothymic was found to be the third com-
mon affective temperament with a rate of 5.1% in our
study. Dominant hyperthymic temperament with a rate
of 1.1% was relatively uncommon in our subjects.

Functional disability is one of the factors that affect
health-related quality of life. Pain, long-term drug use,
inevitable side effects of various medications, fatigue
and incapacity to work are the other factors that cause
serious psychosocial consequences which can reduce
health-related quality of life.*> We could not find any
significant difference in disability scores of patients
according to affective temperament subscales, meaning
that affective temperaments do not affect functional
ability. The functional ability of patients was found to
be good in the present study. Considering the mean
age, mean disease duration and mean time to diagnosis,
patients have displayed a good functional status, indi-
cating that RA, even when diagnosed late, after 3 years,
did not affect functional ability. One of the reasons for
low functional disability level here could be that all the
patients included in this study were regularly followed-
up. Although depressive temperament was found as the
most frequent dominant affective temperament in the
patients in the present study, it was not found to be
associated with HAQ.

There are several limitations in the current study.
First, the number of cases included in this study was rel-
atively small. Because women are up to three times
more likely to develop RA than men, the study included
only 12 male patients. Second, because we did not eval-
uate the current level of depression or anxiety with a
scale or interview, the relation between dominant affec-
tive temperament and current depression and/or anxi-
ety was not investigated. We did not exclude patients
with comorbidities such as diabetes mellitus, hyperten-
sion or fibromyalgia from the study. We mainly aimed
to evaluate the relationship between disability and tem-
perament. So pain levels and disease activity scales were
not evaluated. Future longitudinal studies including the
assessment of pain levels, disease activity and current
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depression level are necessary to evaluate the effect of
the dominant temperament on these parameters.

As a conclusion, the current study shows that depres-
sive and irritable temperaments are the most common
dominant affective temperaments in patients with RA
and the dominant affective temperament does not
affect the functional ability of patients with RA.

ACKNOWLEDGMENTS

None.

AUTHOR CONTRIBUTIONS

IK, EK, AR, LA are involved in study design; LA, AR, MA,
EK, SED are involved in data collection/processing;
SED, IK are involved in statistical analysis; AR, SED,
MA, EK, IK, LA are involved in report writing.

REFERENCES

1 Brasington RD (2011) Clinical features of rheumatoid
arthritis. In: Hochberg MC (ed.) Rheumatology, pp. 829—
38. Mosby Elsevier, Philadelphia.

2 Scott DL, Smith C, Kingsley G (2005) What are the conse-
quences of early rheumatoid arthritis for the individual?
Best Pract Res Clin Rheumatol 19, 117-36.

3 Symmons D, Tricker K, Harrison M et al. (2006) British
rheumatoid outcome study group. Patients with stable
long-standing rheumatoid arthritis continue to deteriorate
despite intensified treatment with traditional disease mod-
ifying anti-theumatic drugs-results of the British Rheuma-
toid Outcome Study Group randomized controlled
clinical trial. Rheumatology (Oxford) 45, 558-65.

4 Pollard L, Choy EH, Scott DL (2005) The consequences of
rheumatoid arthritis: quality of life measures in the indi-
vidual patient. Clin Exp Rheumatol 23(Suppl.), 43-52.

5 Sheehy C, Murphy E, Barry M (2006) Depression in rheu-
matoid arthritis — underscoring the problem. Rheumatology
45, 1325-7.

6 Leonardi M, Bickenbach J, Ustun TB et al. (2006) The
definition of disability: what is in a name? Lancet 368,
1219-21.

38

10

11

12

13

14

15

16

17

18

19

Wolfe F, Michaud K, Pincus T (2004) Development and
validation of the health assessment questionnaire II: a
revised version of the health assessment questionnaire.
Arthritis Rheum 50, 3296-305.

von Zerssen D, Akiskal HS (1998) Personality factors in
affective disorders: historical developments and current
issues with special reference to the concepts of tempera-
ment and character. J Affect Disord 51, 1-5.

Goodwin FK (ed.) (2007) Manic-Depressive Illness: Bipolar
Disorders and Recurrent Depression. Oxford University Press,
New York.

Vahip S, Kesebir S, Alkan M et al. (2005) Affective tem-
peraments in clinically-well subjects in Turkey: initial
psychometric data on the TEMPS-A. J Affect Disord 85,
113-25.

Covic T, Adamson B, Hough M (2000) The impact of pas-
sive coping on rtheumatoid arthritis pain. Rheumatology 39,
1027-30.

Walker JG, Jackson HJ, Littlejohn GO (2004) Models of
adjustment to chronic illness: using the example of rheu-
matoid arthritis. Clin Psychol Rev 24, 461-88.

Treharne GJ, Lyons AC, Booth DA, Kitas GD (2007) Psy-
chological well-being across 1 year with rheumatoid
arthritis: coping resources as buffers of perceived stress. Br
J Health Psychol 12, 323-45.

Akiskal HS, Akiskal KK (2005) TEMPS: Temperament
Evaluation of Memphis, Pisa, Paris and San Diego. ] Affect
Disord 85, 1-2.

Kurt E, Karacan I, Ozaras N, Alatas G (2008) Affective
temperament in stroke patients. Acta Neuropsychiatrica 20,
295-9.

Bruce B, Fries JF (2003) The Stanford Health Assessment
Questionnaire: dimensions and practical applications.
Health Qual Life Outcomes 1:20.

Mella LF, Bértolo MB, Dalgalarrondo P (2010) Depressive
symptoms in rheumatoid arthritis. Rev Bras Psiquiatr 32,
257-63.

Bagnato G, De Filippis LG, Caliri A et al. (2006) Compara-
tion of levels of anxiety and depression in patients with
autoimmune and chronic-degenerative rheumatic: preli-
minary data. Reumatismo 58, 206—11.

Mendlowicz MV, Jean-Louis G, Kelsoe JR, Akiskal HS
(2005) A comparison of recovered bipolar patients,
healthy relatives of bipolar probands, and normal controls
using the short TEMPS-A. ] Affect Disord 85, 147-51.

International Journal of Rheumatic Diseases 2014; 17: 34-38

85U8017 SUOWILOD 3AIIERID 3ol dde ayp Aq peuenob ae sajofe YO ‘@SN JO s8N 1oy Akeiq 18Ul UO 8|1 LD (SUORIPUOD-PUB-SWBYWO0D" A8 1M A1 1[I U0//SANY) SUORIPUOD PUe SWLB | 38U} 885 *[7Z02/TT/2T] uo AkeiqiT8uliuo Ao |IM ‘AISRAIUN JPRA WRIY |-Wzag Aq £E0ZT XS8T-9G2 T/TTTT OT/I0p/AW00 A3 1M Afe.q 1 pul|uo//Sdny wouy pepeojumod ‘T ‘vT0Z ‘XG8TISLT



