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Abstract

Introduction: The Evaluation of Daily Activity Questionnaire is a detailed self-report measure of activity limitations. It has two
parts, 10 scales of symptom severity and 14 daily activity domains, including 138 activities. It has good psychometric properties in
rheumatoid arthritis. The aim was next to establish its content validity and acceptability in seven musculoskeletal conditions:
ankylosing spondylitis; osteoarthritis; systemic lupus erythematosus; systemic sclerosis; chronic pain; chronic hand/upper limb
musculoskeletal disorders; and primary Sjogren’s syndrome.

Method: Participants completed the Evaluation of Daily Activity Questionnaire in their own time, followed by a cognitive debriefing
interview to identify their views of importance of including each item and Evaluation of Daily Activity Questionnaire acceptability.
Results: Six to 12 people with each condition were interviewed (n=70): 17 men and 53 women, 57.38 (SD 12.83) years of age and
with 13.15 (SD 11.02) years condition duration. Overall, all 10 scales and 138 activities were considered important to include. Most
found it: had clear instructions (93%); was easy to complete (87%); included about the right amount of activities (77%); and would
help an occupational therapist gain insight into the effects of the person’s conditions (87%).

Conclusion: The Evaluation of Daily Activity Questionnaire has good content validity and acceptability in these seven conditions.
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Introduction

In the United Kingdom (UK), the National Health Service
(NHS) Quality Agenda emphasises valid and reliable out-
come measures lead to better quality care (National Quality
Board, 2011). The College of Occupational Therapists
(2013) states that evidence-based outcome measures
should be used to justify intervention choices and demon-
strate occupational therapy effectiveness. A British Society
for Rheumatology Position Statement (2010) also high-
lighted that clinicians should demonstrate their care is
effective by using measures of clinical improvement and
patient reported outcome measures (PROMs). In practice,
occupational therapists working in rheumatology often still
use semi-structured interviews based on mnon-validated
checklists to identify clients’ activity limitations
(Hammond, 1996; Hammond et al., 2014b). Valid, reliable
PROMs are used with some patients, as necessary. The
most common are the Health Assessment Questionnaire
(HAQ: including 20 daily activities; Pincus et al., 1983),
the Arthritis Impact Measurement Scales 2 (AIMS2: 28
daily activities; Meenan et al., 1992) and Disability Arm
Shoulder and Hand Questionnaire (21 daily activities;
Hudek et al., 1995). Reasons why standardised assessments

are not used regularly by occupational therapists include:
unsuitability of available measures; a lack of sensitivity of
available measures to capture the effectiveness of occupa-
tional therapy; insufficiently detailed to facilitate treatment
planning; the time-consuming nature of administering stan-
dardised measures make them less feasible in a busy setting;
and not being sufficiently ‘client centred’ (Blenkiron, 2005;
Hammond, 1996; Stapleton and McBrearty, 2009). PROM
development should be informed by people with the target
condition, ensuring issues most relevant to them are
included and they are acceptable (Fitzpatrick et al., 1998;
Kirwan et al., 2005; United States (US) Department of
Health and Human Services, Food and Drug
Administration, 2009).
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The Evaluation of Daily Activity Questionnaire

The Evaluation of Daily Activity Questionnaire (EDAQ)
was developed in Sweden to meet occupational therapists’
needs of for a reliable, valid and detailed PROM
(Nordenskiold et al., 1996, 1998). The occupational ther-
apist introduces the EDAQ to the client, who then com-
pletes it at home, allowing time to reflect on any
difficulties. In Sweden, it is used in clinical practice in
rheumatoid arthritis (RA) and in other musculoskeletal
conditions (MSCs). However, it was developed initially
with women with RA and psychometric testing was lim-
ited to RA only. It has been used in research to evaluate
occupational therapy in RA (Nordenskiold et al., 1998)
and in epidemiological studies of the impact on activity
ability of: early RA (Thyberg et al., 2004, 2005); systemic
sclerosis (Sandqvist et al., 2004); and hand—arm vibration
syndrome (Cederlund et al., 2001, 2007).

We linguistically validated (that is forward and back-
ward translated from Swedish to English) and culturally
adapted an English EDAQ, identifying new activities
which men and women with RA in the UK commonly
report as problematic. We conducted cognitive debriefing
interviews and focus groups with people with RA and
Rheumatology occupational therapists to identify which
activities should be included and to finalise the EDAQ’s
wording and content. We (Hammond et al., 2014b) then
systematically linked the EDAQ with the International
Classification of Function, Disability and Health
(ICF; World Health Organization, 2001) and the ICF
Core Set for RA (Stucki et al., 2004). The English
EDAQ consists of:

e Part 1: 10 scales evaluating common symptoms (e.g. pain,
fatigue) and impacts of arthritis (e.g. sleep, mood). This
addresses health domains from the ICF of body functions.

e Part 2: 14 domains (including 138 activities) which can be
combined into two components: Self-Care (Eating,
Dressing, Personal Care, Cooking, Cleaning the House,
Laundry and Communication) and Mobility (Bathing,
Moving Indoors, Transfers, Moving Outdoors, House &
Garden Maintenance); plus two additional domains of
Caring and Leisure/Social Activities. Part 2 addresses the
domains of activities and participation in the ICF. Each
EDAQ domain is divided into two sections. Section A asks
ability without using assistive devices, alternate methods
or help. Section B asks ability with assistive devices or
alternate methods (if used). Each section is scored on a 0
(no difficulty) to 3 (unable to do) scale.

e Part 3: (optional): a checklist of assistive devices.

PROMs must be valid, reliable, responsive and accept-
able to respondents We subsequently psychometrically
tested the English EDAQ in RA (n=502), identifying
that each Part 1 scale and Part 2 domain is reliable and
valid in RA, and we calculated the minimal detectable
change (MDCys) score for each domain. The acceptability
of the EDAQ was good: 83% considered it would help
occupational therapists to understand their problems;

and 87% that it included about the right amount of
activities. We recommend Part 3 is optional to reduce
completion time, which is 35 minutes on average.
Although this might imply a high responder burden, it
reflects what people with RA considered applicable
(Hammond et al., 2015).

Having demonstrated the EDAQ has the psychometric
properties to be used for research, audit and is applicable
for clinical use in RA, we next investigated whether it
would be suitable for use with other MSCs commonly
referred to occupational therapists. The content validity
and acceptability of the EDAQ in these MSCs needs inves-
tigating prior to psychometric testing, as these properties
have only been established in RA (Hammond et al.,
2014b). Content validity assesses whether items adequately
address the domain of interest, and to be acceptable the
PROM must be in a language understandable to respond-
ents and have an appropriate length and completion time
(Fitzpatrick et al. 1998). PROMs should be developed
with and tested in the target populations for which they
will be used (Fitzpatrick et al., 1998). It is therefore
important to establish whether the EDAQ’s content
reflects the symptoms, condition impact and activity limi-
tations experienced by people with other MSCs, as these
could differ to those of people with RA. Some MSCs can
impact on cognitive function and thus it is also important
to further investigate acceptability of the EDAQ. The aims
of this study were therefore to establish content validity
and acceptability in: ankylosing spondylitis (AS); osteo-
arthritis (OA); systemic lupus erythematosus (SLE); sys-
temic sclerosis [scleroderma] (SS); chronic pain (CP)
(including fibromyalgia [FM], widespread, back or neck
pain); and chronic (that is >3 months) hand/ upper limb
musculoskeletal disorders (CULMD). The MSCs included
were selected as these are most frequently referred to
Rheumatology occupational therapists. Whilst other
types of arthritis are prevalent (for example polymyositis)
these are either relatively less often referred to occupa-
tional therapy or patients can experience very similar
daily activity limitations to people with RA (for example
psoriatic arthritis). During the study, the opportunity
arose to also include people with primary Sjogren’s syn-
drome (PSS). To further investigate validity, we systemat-
ically linked the EDAQ with the ‘activities and
participation’ component of the relevant ICF Core Sets.

Method
Ethical approval

Approval was obtained from: the North West 9 (Greater
Manchester West) Research Ethics Committee [11/H1014/
5] and University of Salford Research Ethics Panel.

Participants

Participants were adults diagnosed by a Consultant or
General Practitioner with one of the seven MSCs listed
above; able to speak, read and write English (as we were
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validating an English version of the EDAQ); and no other
confounding medical conditions affecting activity ability
(for example stroke or respiratory condition).
(Secondary OA and FM were not exclusions, as these
are common sequelae of many MSCs.) Exclusion criteria
were about to, or recently started, a disease modifying or
biologic drug, low dose oral steroids or received an intra-
muscular or intra-articular steroid injection (as medication
change could affect test-retest reliability). People diag-
nosed with mental health conditions (particularly depres-
sion) were also excluded as completing a detailed activity
assessment, potentially identifying multiple problems,
could risk increasing symptoms.

Recruitment

Participants were recruited by research nurses and occu-
pational therapists from eight Rheumatology departments
in England. All participants received a study information
sheet, had the opportunity to ask questions and provided
informed written consent.

Sample size

We purposively sampled at least 10 participants in each
MSC to ensure a broad range of demographic and disease
duration characteristics.

Content validity and acceptability

Cognitive debriefing interviews are commonly used during
PROM development to investigate the appropriateness of
and gain insight into participants’ understanding of the
content of measures (Acquadro et al., 2004; Willis and
Miller, 2011). As the EDAQ wording had already been
tested for understandability with people with RA
(Hammond et al.,, 2014b), the interviews focused on
views of people with these seven MSCs about the appro-
priateness of content. Participants were given the EDAQ
to complete in their own time. The EDAQ includes written
instructions as to its purpose, how to complete it and an
example page to illustrate completing Part 2. In the next
two weeks, participants took part in structured cognitive
debriefing interviews either at home or by telephone. In
advance, we explained we would ask them to rate how
important they considered each item in the EDAQ, for
people with their condition and not just themselves.
During the interview, they rated each on a five-point
scale: 1 =not at all; 2=a little; 3 =moderately; 4 =very
and 5=-extremely important to include. They were then
asked if any other important items had been missed.
Finally, they were asked their opinions, using closed ques-
tions, of the acceptability of the EDAQ in terms of; clarity
of instructions; ease of completion; length; and whether
the EDAQ would provide an occupational therapist
with an adequate insight into any difficulties they
may have. Any additional comments made were recorded
verbatim. The readability of the EDAQ was also
investigated.

ICF linking

To further evaluate content validity of the EDAQ, items
were systematically linked by two researchers to the ICF
Core Sets for AS, chronic widespread pain, low back pain,
osteoarthritis and MSCs for post-acute care (ICF
Research Branch, 2013) using the ICF linking rules
(Cieza et al., 2002, 2004). ICF Core Sets for the other
conditions have not yet been developed.

Sample size

We purposively sampled at least 10 participants in each
MSC. Typically, cognitive debriefing requires a small
sample (that is five to 10) of people from the target popu-
lations, unconnected to health professions, representing a
mix in terms of age, gender, level of education, socio-
economic background and condition characteristics
appropriate to the instrument’s target population(s)
(Acquadro et al., 2004).

Analysis

Median (IQR) scores of importance for including each
item in Part 1 and 2 were calculated. Items with a
median score <3 (no or little importance) were considered
for exclusion. The frequencies of responses to acceptability
of items were calculated. The qualitative data provided by
participants, that is additional items suggested, were con-
tent analysed, grouped into themes and frequency counts
produced (Burnard, 1991). Items suggested by > 10% par-
ticipants were considered for inclusion. Readability statis-
tics were calculated using the Flesch reading ease and
Flesch—Kincaid index (Kincaid et al., 1975) in Word
(Microsoft 2013) and the National Institute of Adult
Continuing Education’s  (NIACE) online Simplified
Measure of Gobbledygook (SMOG) Calculator (2014)
(McLaughlin, 1969). As readability is enhanced by
having few passive sentences, the percentage of passive
sentences was also reviewed using the readability statistics
function in Word 2013 and passive sentences changed to
active where possible.

Results

Ninety-eight people consented to participate of whom 70
completed the EDAQ and interview (see Table 1 for demo-
graphic and disease characteristics). Of the 28 non-
participants, eight withdrew: one was excluded as having
another condition (RA) and the remaining 19 were con-
tacted on multiple occasions but interview dates could not
be arranged. We collected minimal data at consent to
facilitate recruiting a broad range of participants. From
this, we identified there were no differences in disease dur-
ation, modified HAQ scores or gender between partici-
pants and non-participants. However, non-participants
were significantly younger (mean 51.07 years (SD
13.04) than participants (mean 57.38 years (SD 12.83;
p»=0.03).
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Table 2. Median (IQR) importance ratings for EDAQ Part 1: numeric rating scales of condition effects (n=70).

AS 0A SLE SS CP CULMD PSS Total
Part 1: numeric rating scales (n=12) (n=11) (n=10) (n=10) (n=10) (n=11) (n=6) (n=170)
Condition/disease activity 5 (4-5) 4 (3-5) 5 (4-5) 5 (3.75-5) 4 (3.75-5) 4 (4-5) 3.5 (2.75-5) 4 (4-5)
Mood 5 (4-5) 4 (2-4) 4.5 (3-5) 4 (4-5) 4 (3.25-5) 4 (3-5) 5 (4.5-5) 4 (4-5)
Pain when resting 5 (4-5) 4 (4-5) 4 (3-5) 4.5 (3-5) 4 (3.75-5) 4 (4-5) 4 (2.5-5) 4 (3.75-5)
Pain when moving 5 (4-5) 5 (4-5) 5 (4-5) 5 (4-5) 5 (4-5) 5 (4-5) 5 (3.25-5) 5 (4-5)
Stiffness 5 (5-5) 4 (4-5) 5 (4-5) 5 (4-5) 5 (4-5) 4 (4-5) 5 (2.5-5) 5 (4-5)
Limitations in joint movement 5 (4.25-5) &4 (4-5) 5 (4-5) 4.5 (3.75-5) 4 (3.75-5) 4 (4-5) 5 (3.25-5) 5 (4-5)
Fatigue 5 (4-5) 5 (4-5) 5 (4-5) 4.5 (4-5) 5 (3.75-5) 4 (3-5) 5 (4.75-5) 5 (4-5)
Worry 5 (3-5) 4 (3-5) 4 (3-5) 4 (3.75-5) 4 (2.5-5) 4 (4-5) 4.5 (3-5) 4 (3-5)
Sleep problems 5 (4-5) 5 (4-5) 4.5 (3-5) 4.5 (3-5) 4.5 (3.25-5) 5 (4-5) 5 (4-5) 5 (4-5)
Satisfaction with life 4 (4-5) 4 (4-0) 4.5 (2.75-5) 4 (4-5) 4.5 (3.25-5) 4 (4-1) 5 (4.75-5) 4 (4-5)

The EDAQ Part 1

Overall, participants considered five of the ten numeric
rating scales ‘extremely important’ to include: pain on
moving; stiffness; limitations in joint movement; fatigue;
and sleep. The remaining five were ‘very important’ to
include: level of condition activity; pain on resting; mood;
worry; and satisfaction with life. No scale had a median
score <3 in any condition (see Table 2). No additional
scales were suggested by >10% (n>7) of participants.
The most common other suggestions were: cognitive func-
tion (memory/concentration: n=>5 (2 with CP, 2 with SLE
and one with PSS); family and personal relationships (n =4:
one each with SS, CP, SLE and CULMD); and work (n=3;
two with AS and one with OA).

The EDAQ Part 2

Although some activities were rated <3 in some MSCs (see
Table 3), no activities were excluded as none were rated
<3 overall. Twenty-five participants suggested 48 add-
itional activities for domains 1 to 13 and eight additional
leisure activities for domain 14. Of these, none were sug-
gested by >10% (n>7) participants. The most common
suggested were:

e Three which were integrated into the EDAQ by modifying
existing items: use a mobile phone (n=4) was included
into to ‘use a phone’ and specified to include calling and
texting; manage wood burners/fires (n=4) (to ‘manage
heating’); and handle debit/credit cards/use ATM (n=4)
(to ‘handle money’); and

e Two suggested by three people only: moving wheelie bins
and going on holidays/weekends away. These were not
included.

Other activities were suggested by one or two people
only and not included. However, bicycling (suggested by
two people) was added to ‘doing physical activities’
(domain 14: leisure) as we were simultaneously developing
and testing a Dutch version of the EDAQ, and this is a
common activity in the Netherlands. During the interviews,

a number of participants commented it was important to
include leisure and social activities, for example:

It affects people’s mood as well if you can’t do leisure
and hobbies; it reduces wellbeing and restricts life. So
it’s very important to include all these. (63-year-old
woman, CULMD for 2 years)

It’s important ... because you need to be able to keep
your interests going; to give your mind a rest from the
pain and distract yourself. So it’s a big part of coping
with pain. (54-year-old woman, back pain for 30 years)

Opinions of the EDAQ

(1) Clarity of instructions and ease of completion:

Sixty-five (93%) replied the instructions were clear and the
example page for completing Part 2 was helpful. Comments
made were, for example:

No it wasn’t difficult, it can’t get any easier. You’ve not
got to write reams with it. A lot of thought has gone
into it and you need to compare the two sides: with and
without solutions. I followed it OK. (65-year-old
woman, SS for 30 years)

It’s easy once you get used to it. It might look a bit
daunting to some people and feel too much overall at
first. But it’s OK once you get used to it. (45-year-old
man, AS for 10 years)

Most (61/70; 87%) considered the EDAQ easy to
complete. Of the remaining nine, one had difficulty with
completion because of difficulty with reading; and eight
considered it partially easy to complete. Reasons given
were that they: had to re-read the instructions a few
times (n=23); perceived the Part 1 scales as being about
general body not regional symptoms (n=2: both with
CULMD); it was too long (n=1); they wanted someone
to verbally explain how to complete it first (n=1); and it
was depressing to consider their abilities performing so
many activities (n=1). There were no significant demo-
graphic or disease characteristic differences between
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people considering it easy or not/partially easy to com-
plete. Of the 12 older participants (aged 70-85), only one
had any difficulty, that “sections A and B were a bit
confusing” but she completed it nonetheless. No one
with FM (n=7), which can cause cognitive problems,
reported difficulty, for example:

No, it’s set out quite nice. It’s not difficult, it’s easy to
do. I didn’t have to write much, just tick, as I have
difficulty writing. It was easy to follow. (60-year-old
woman, FM for 20 years)

For those finding it easy, some still reported they had to
re-read instructions or refer back to the example page to
complete the first few Part 2 domains, until familiar with
it. Some said they had help from family or friends to com-
plete the EDAQ but they had found this beneficial, as it
helped others understand their difficulties.

(it) Length of the EDAQ

Most (54/70:77%) considered it had ‘about the right amount of
questions’; 14 (20%) ‘too many’; and 2 (3%) ‘too few’. There
were no significant differences in demographic or disease char-
acteristics between people considering it too long or about
right. Those considering it too long were spread across the
seven conditions (the commonest being SLE (n=135) and AS
(n=3)). All 14 reported the EDAQ was easy to complete.
Their main reason for considering it had too many activities
was they did not have difficulty with many themselves. Some
participants considering it ‘“‘about right” commented the
EDAQ was long but were positive this was necessary to find
out the specific problems a person has, for example:

At first I thought ‘Crikey, there are a lot of questions.” But
when I read it through, I thought all of it was relevant. It’s
easy to go through; I don’t have problems with it being
longer. (54-year-old woman; AS for 24 years)

Fibromyalgia affects you in many ways. ... it gives a good
overall picture and you couldn’t do it in less. You look at it
and think, ‘Oh, it’s long’ but if you keep going back to it, it’s
OK, it will help. (62-year-old woman; FM for 5 years)

... you might get some who say it’s too long. But it’s a
good basis for assessment. It didn’t take me too long; I did it
in two sessions for about 30 minutes altogether and I re-read
it. (63-year-old woman, SS for 7 years).

(iii) Application in occupational therapy

The majority considered the EDAQ would help an occupa-
tional therapist gain appropriate insight into how their con-
dition affects their daily activities (n=61; 87%). Eight
thought it would not completely do so as, although it
would inform about their activities, an occupational therapist
would still need to ask questions about their specific condition
symptoms  (for example swallowing, breathlessness,
Raynaud’s). One did not respond, as she was the only par-
ticipant unaware of what occupational therapy is.

(iv) The process of completing the EDAQ

Although not an aim of the study, some insightful comments
were made at the end of interviews by some participants

about how completing the EDAQ had helped them, and rela-
tives, to understand their condition better and the possibility
of solutions to problems. For example:

I preferred filling it in at home. I did it over a weekend
so I could take my time to think about it. My partner
helped me. I think it helped him understand my prob-
lems better too. (60-year-old woman; FM for 20 years)
For me it was informative, as it made me think that
there can be solutions then. There could be lots of
things to help. It helps to kind of advertise that there
are solutions, so it’s all very relevant. ... The EDAQ
helps concentrate your thoughts and understand your
illness more. This has helped me to come to focus on
things, and try to live life differently to cope with life.
The EDAQ focuses the mind and makes me think to do
differently. As I am on my own I have to manage it.
... At first, I thought a lot doesn’t apply to me. But it
does when you think about the activities. You live with
your illness and accept it. ... It helped me a lot to see
there could be solutions. But all the activities are rele-
vant; the questionnaire makes you think about your
arthritis. (65-year-old woman; SS for 30 years)

Readability of the EDAQ

From the readability statistics calculated in Word
(Microsoft 2013), the Flesch reading ease score was 79 and
Flesch—Kincaid grade level was 5.2, indicating the EDAQ
requires a reading age of 11-12 year olds. The SMOG index
is 13.9, that is, matching the readability level of The Sun
newspaper (a UK tabloid), which has a SMOG index <14.
Only 1% of sentences were identified as passive following
analysis and modifying sentences to be phrased actively.

Linking to ICF Core Sets

The EDAQ has good content validity compared to the
activities and participation components of the five relevant
ICF Core Sets available, as between 63-95% of items are
included. However, there were no items included in the
EDAQ, and none were additionally suggested by partici-
pants, related to ICF Chapters: 1 Learning and Applying
Knowledge; 2 General Tasks and Demands; and 7
Interpersonal Interactions and Relationships (see Table 4).

Discussion

The EDAQ is a self-report PROM normally completed in
the person’s own time. It is not intended to wholly replace
an occupational therapists’ initial interview but rather it
allows more in-depth data collection about the person’s
activity abilities (Part 2), in the context of understanding
their current health status (Part 1). Part 1 scales were all
considered important by participants, although some
wanted additional scales related to their MSC’s specific
symptoms, such as Raynaud’s in SS and dry eyes in
PSS. We did not include additional MSC specific scales,
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Table &. EDAQ part 2 content linked to activities and participation components of ICF Core Sets for ankylosing spondylitis, osteoarthritis,
chronic widespread pain, low back pain and musculoskeletal conditions for post-acute care.

ICF Code ICF Category title AS 0A CWpP LBP MSC
d155 Acquiring skills X
d160 Focusing attention
d175 Solving problems
d177 Making decisions X
d220 Undertaking multiple tasks
d230 Carrying out daily routine X
d2u0 Handling stress and other psychological demands X X
d310 Communicating with - receiving - spoken messages X
ds10 Changing basic body position v v v v v
du15 Maintaining a basic body position v v v v v
du20 Transferring oneself v v
du30 Lifting and carrying objects v v v v 4
duso Fine hand use v v
duys Hand and arm use v v v
du50 Walking v v v v v
du55 Moving around v v v v
du60 Moving around in different locations v v
du65 Moving around using equipment v v
du70 Using transportation v v v 4
du75 Driving v v v v
ds510 Washing oneself v v v v 4
ds20 Caring for body parts v v
ds30 Toileting v v 4 4
d540 Dressing v v v v v
d550 Eating v
ds560 Drinking v
ds570 Looking after one’s health X X X X
d620 Acquisition of goods and services v v v v
d630 Preparing meals v
d640 Doing housework v v v v
d650 Caring for household objects v v
d660 Assisting others v v v v
d710 Basic interpersonal interactions X
d720 Complex interpersonal interactions X
d760 Family relationships X X X X
d770 Intimate relationships X X X
dsus Acquiring, keeping and terminating a job X X
dss0 Remunerative employment* v v v
d8s5 Non-remunerative employment* v
dss9 Work and employment, other specified and unspecified X
ds70 Economic self-sufficiency X
d910 Community Life v v v v
d920 Recreation and Leisure 4 v 4 4
Total no. EDAQ items in Core Set 16 18 17 22 15
Total no. items in Core Set 23 19 27 29 22
Percentage EDAQ items included 69% 95% 63% 76% 68%

Key: AS = ankylosing spondylitis; OA = osteoarthritis; CWP =chronic widespread pain; LBP =low back pain; MSC =musculoskeletal conditions
for post-acute care; shaded boxes = ICF category is part of conditions’ Core Set; * =item included in Part 1; v//x = activity in/not in EDAQ Part 2.

as an occupational therapist assesses a person within the
context of understanding their medical diagnosis and asks
additional questions about specific symptoms. Researchers
would use additional measures specific to that MSC, if
relevant. In Part 2, no activities were considered ‘not at
all’ or only ‘a little’ important overall and thus none were
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excluded. Thus the EDAQ has good content validity in
these seven MSCs, as well as in RA (Hammond et al.,
2014b). This further emphasised the importance of cultur-
ally adapting PROMs, as a larger number of activities
than those included in the Swedish EDAQ were con-
sidered relevant (Nordenskiold et al., 1996, 1998). As in
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the earlier RA study, although the Caring domain was
either partially or wholly inapplicable to many, those
with long-standing conditions highlighted childcare had
been difficult when they had young children, and so it
should be retained (Hammond et al., 2014b). The leisure
domain was also considered very relevant as having a
varied leisure and social life was seen as an important
part of managing an MSC and having a balanced lifestyle.

It is essential outcome measures are acceptable to
patients (Fitzpatrick et al., 1998). Commonly, this is eval-
uated by examining response and item completion rates
and/or the time taken to complete measures, both of
which were already evaluated in the EDAQ in RA study
(Hammond et al., 2014b; 2015). Directly assessing peo-
ple’s views about acceptability is preferable but less often
done and considered difficult to evaluate directly
(Fitzpatrick et al., 1998; Haywood, 2007). However, we
were able to do this successfully in the cognitive debriefing
interviews. Anecdotally, occupational therapists’ main
concern about using the EDAQ is whether people will
complete it due to its length. However, in general, the
EDAQ instructions, appearance and length were well
accepted by most people with MSCs, consistent with the
findings of the EDAQ in RA study, in which 87% con-
sidered the EDAQ includes the right amount of questions
(Hammond et al., 2014b). We had particular concerns
that, for people with FM, the EDAQ would be too long
because concentration problems are common. In contrast,
this group preferred its length, as it more fully identified
their problems. The length was not a problem as they
could complete the EDAQ over several days and take
time to reflect on their difficulties and current solutions.
Some participants did consider the EDAQ too long. Most
of them were either men with AS or people with SLE who
did not have hand problems. As a result, they considered
many activities requiring finer hand function were unim-
portant for people with their condition. The EDAQ
includes many hand function items, reflecting the preva-
lence of hand problems in many MSCs. Whilst AS pre-
sents as chronic inflammatory low back pain, causing
mobility problems, it can affect upper limb joints.
Women with AS have more peripheral involvement and
worse functioning than men, despite having fewer radio-
logical abnormalities (Tournadre et al., 2013). Most of the
female participants with AS considered that such hand
activities were applicable. SLE leads to systemic symp-
toms, such as malaise and fatigue However, peripheral
arthritis in the hands and wrists are also common
(Wright et al., 2006), indicating such activities are still
relevant for many with SLE.

Most participants could complete the EDAQ without
assistance just by using the instructions contained within.
The implications for practice are that it can be mailed in
advance to patients referred to Occupational Therapy, as
well for use in research. In practice, for new client referrals,
a covering letter would be needed, explaining the aims of
occupational therapy, the purpose of the EDAQ and how
the occupational therapist will collaborate with the client to
resolve any problems identified. If appropriate, this could

be supported by a telephone explanation and opportunity
to ask questions in advance of the therapy appointment.
Respondents in this study indicated that completing the
EDAQ in their own time at home allowed time to reflect
on difficulties and the EDAQ increased their awareness that
there were likely to be solutions. This increased awareness
could assist occupational therapists in increasing the
breadth of solutions recommended. Occupational therap-
ists have previously indicated that they consider the EDAQ
could make appointments more efficient, reducing assess-
ment time and focusing on clients’ needs more quickly
(Hammond et al., 2014b).

Clearly, it is essential to be able to read and write to
complete the EDAQ. The UK’s National Literacy Trust
(2014) estimates 16% of the English population are func-
tionally illiterate. The literacy level of the EDAQ is similar
to that of The Sun tabloid newspaper, making it accessible
to most literate people. Almost half our group had either
no or lower secondary stage educational qualifications
and were no more likely to indicate the EDAQ was too
long or they had difficult completing it, than those
with higher qualifications. The EDAQ is not suitable for
everyone and not all literate people wish to complete long
questionnaires. However, it is likely the majority could
complete it.

The main limitations were that fewer people than
planned with PSS were recruited, as we needed to progress
to the next stage of the study: psychometric testing. It was
also difficult to recruit people with MSCs with young chil-
dren, to obtain feedback about the Caring domain, as
demographically many of these MSCs have a peak onset
in middle- to older age, although many had grandchildren
they cared for. We conducted a structured interview, but
impromptu comments by participants led to insights into
why they considered domains or completing the EDAQ
beneficial. In future research we could explore: such per-
ceptions in more depth; how the EDAQ might contribute
to clients’ satisfaction with occupational therapy services;
and for whom it is less applicable. Subsequently, the psy-
chometric properties of the EDAQ in these seven MSCs
have been established (Hammond et al., 2014a) and the
EDAQ is now available for use.

Conclusion

In conclusion, most participants found the EDAQ accept-
able and it had good content validity as all content was
considered important to include. Only minimal changes to
the EDAQ were required.

Key findings

The Evaluation of Daily Activity Questionnaire:

e has good content validity and acceptability in seven
musculoskeletal conditions and

e participants considered it gives appropriate insight into
their conditions’ impact on daily life.
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What the study has added

For the first time, content validity and acceptability of
the Evaluation of Daily Activity Questionnaire in seven
musculoskeletal conditions have been demonstrated.
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