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 Abstract--Arthritis and other rheumatic diseases are among the most common chronic diseases. Arthritis is 

one of the main causes of disability. It restricts daily activities such as dressing, climbing stairs, getting up and 

getting out of bed, or walking [1]. Rheumatoid arthritis (RA) is the most common type of chronic inflammatory 

arthritis. The inflammatory process associated with RA manifests itself mainly in the synovial tissue [2]. 

 It can affect any joint, large or small. Other parts of the body may be involved in the inflammatory process 

[3]. Caring for patients with RA is complex and often involves medical professionals from various disciplines [4]. In 

the treatment of RA, four main treatment approaches are recognized, including medication, exercise, joint 

protection and lifestyle changes, and surgery. Even though pharmacological interventions have significantly 

improved management of RA, exercise therapy remains an important part of the treatment. 
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I. INTRODUCTION 

The physical condition or condition of patients with rheumatoid arthritis.  

 RA has a serious impact on physical and psychological health [7]. Despite progress in treatment, it remains 

a chronic disease with disabilities and a high incidence of disease. 

 RA causes various physical disorders in those who suffer from this disease [9]. Some of these include 

inhibition of muscle contraction, myositis, muscle atrophy, loss of muscle strength, loss of movement in joints and 

decreased aerobic ability. 

 Rheumatoid cachexia is a term used to describe a simultaneous decrease in body weight, an increase in 

resting energy expenditure, and an increase in whole body catabolism, which often occurs in RA. The end result of 

cachexia is skeletal muscle depletion and an increase in fat mass [11]. 

 Patients with RA also have a 60% increased risk of having cardiovascular disease [12]. The cause of 

cardiovascular diseases is multifactorial, but a low body mass index, dyslipidemia associated with inflammation, and 

impaired immune regulation, leading to the development of coronary artery atherosclerosis, impaired function, the 

autonomic heart system, which can predispose patients to arrhythmias, as well as to a decrease physical activity are 

the main contributing factors [7,13]. 

 Studies have shown that health-related quality of life (HRQOL) or well-being is an important outcome for 

the patient, along with the treatment of pain, sleep and fatigue, as well as emotional and physical well-being in 
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patients with chronic diseases. HRQOL is determined by many interacting factors, including individual relationships, 

social networks and aerobic training, as well as the nature of the disease itself [7]. Unfortunately, patients with RA 

has been shown a decrease in HRQOL for a long time.[14]. 

Levels of physical activity in patients with rheumatoid arthritis 

 Over the past decade, there is increasing evidence of the benefits of physical activity for the health of 

patients with RA. Despite this evidence, patients with RA are less physically active than the general population 

[15,16]. A recent study showed that a group of patients with RA spent almost two hours more each day participating 

in sedentary activities than their healthy, comparable control participants. The same study also showed that, in 

general, patients with RA were more passive compared with the control group [17]. 

 Various factors influence inactivity levels in patients with RA. The presence of constant pain limits their 

ability to function normally, and as a result, levels of physical activity are reduced [18]. Unemployment, possibly 

associated with a worsening of RA, apparently contributes to a decrease in the level of physical activity [12]. In 

addition, the limitations of physical exercises traditionally used for patients with RA due to fears of exacerbation of 

joint inflammation and accelerated joint damage can also contribute to inactivity and deactivation [19]. 

 In general, it seems that patients with RA spend more time than control patients, participating in mild and 

moderate activities, and less in energetic activities. A higher functional class is apparently associated with higher 

submaximal energy expenditures and lower levels of physical activity and aerobic ability [18]. Joint swelling, pain, 

and systemic symptoms lead to a decrease in physical activity, especially during an exacerbation of the disease [20]. 

 In addition to the medical, physical, and psychological benefits of physical activity for patients with RA, it 

appears that patients with RA who are more physically active are usually better in most functional evaluations than 

patients with RA with lower levels of physical activity [17]. 

Prescribing exercises for patients with rheumatoid arthritis 

 The benefits of appropriate exercises for patients with RA are enormous. In the past, dynamic exercises 

were believed to exacerbate painful and painful activity and cause joint damage. Therefore, isometric exercises and 

movement exercises (ROM) were primarily prescribed. Numerous studies have shown that this is not the case with 

the right choice and proper use of exercises [6,8,14]. Thus, the types of exercises prescribed for patients with RA 

have changed over the past few years [21]. Rest and exercise are complementary elements for the treatment of an 

active disease. The best balance should be found for each patient. [22, 23]. 

Range of motion or stretching exercises 

 The range of motion is the main focus of exercise in diseases of the joints, because the health of many joint 

structures and their ability to self-repair depends on the movement of the joint. Maintaining a functional range of 

motion is also necessary for everyday activity and movement efficiency. When actions are performed with joints in 

non-optimal positions due to the limited movement of the joints, the muscles are biomechanically deficient. Thus, 

great effort is applied to the joints, and fatigue occurs earlier [22,24,25]. 
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 Unfortunately, daily activities do not move joints through their full range of motion, and therefore they 

cannot replace stretching exercises and full range of motion. Exercises in the full range of movements include the 

movement of each joint, as far as convenient, in all directions [26]. Exercises in the full range of movements can be 

passive, active or actively auxiliary [27]. 

 Active exercises in full should be performed as a treatment procedure for all joints, which shows the 

involvement of arthritis in the process, as well as other joints, as a precaution. Active exercise is preferred. Passive 

movement should be used only when it is absolutely necessary, for example, with acute inflammation of the joints, 

when the patient cannot move due to pain or spasm and / or severe myositis. When performing the exercises in full, 

it is important to consider the physiology of the joint and work within the residual range of motion of the affected 

joint, while avoiding compensatory movements [22,24,28]. 

 It is usually recommended that the exercises be fully performed once or twice a day, with 6-10 repetitions. 

A joint with acute inflammation should undergo the exercise in full only 2-3 times 2-3 times per session. Excessive 

stretching (the movement does not work in full) or improper technique (using compensatory movements) can be 

harmful to the joint, especially if it is inflamed or unstable. The presence of a bio kinetics or physiotherapist for the 

initial monitoring and training of the patient in the correct technique is important (1,22,29). 

Cardiorespiratory exercises 

 In people with RA, cardiorespiratory function and exercise tolerance are very limited, both due to lack of 

physical activity and the disease. An adequate level of aerobic fitness is necessary to maintain daily life. In addition, 

cardiorespiratory exercises are important because the life expectancy of patients with RA is lower than that of the 

general population, and some evidence suggests that the risk of cardiovascular comorbidity in RA can be increased 

as a result of decreased physical activity and aerobic fitness. [34.35]. 

 In the past, treatment of RA often excluded aerobic exercise due to fear of increased joint inflammation and 

an accelerated disease process. However, properly designed cardiorespiratory exercises that take into account the 

level of joint stability, pain and other limiting factors can be very useful for patients with RA who are not in the 

acute phase of their disease [22]. Exercises that use smooth and repetitive movements are recommended. Previous 

studies of the effects of aerobic exercise on patients with RA have used cycling, water sports, aerobic dancing, or 

walking [36-39] 

 Janse van Rensburg and others found that patients with RA significantly improved flexibility, strength and 

aerobic abilities, measured after a 12-week aerobic exercise (walking or water sports) in combination with 

strengthening and stretching exercises [39]. In addition, the exercise group significantly improved activity compared 

to the control group (DAS28). [39] 

 Adaptations or precautions such as walking on a softer surface (such as grass) can reduce stress on the 

joints of the lower extremities. It may also be useful to use appropriate training equipment or equipment, for 

example, ensuring that the patient has boots specifically designed for walking to help cope with shock, or the use of 

non-standard orthopedic devices (rigid or semi-rigid) for biomechanical correction of structures [1 , 40.41]. 
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 In general, moderate-intensity cardiorespiratory exercises are recommended for 3-5 days a week [30]. 

However, it is recommended that the intensity be based on an assessment of physical fitness before training and the 

current status of the disease [25]. Although caution should be exercised with respect to some studies, patients with 

moderate disease can tolerate high-intensity exercises [23,42]. In a recent study by De Jong and other coauthors in a 

high-intensity exercise program, it was found that there were no harmful effects on disease activity or radiological 

damage to large joints [42]. The duration of the exercise session varies greatly and can vary depending on the 

intensity to provide the desired stimulus exercise [4]. 

Strengthening exercises 

 Muscle weakness, contracture, and atrophy often contribute to the clinical presentation of patients with 

RA.43. Atrophy of type II fibers is the most common [44]. Adequate functions of muscle strength and endurance to 

absorb shock and shock during weight transfer, and optimal strength also serves to protect and preserve the joint. 

 Strengthening exercises provide sufficient resistance or overload so that the muscle fiber reacts with 

physiological changes or a reinforced set. Such resistance can be provided in isometric, isotonic or isokinetic mode, 

depending on the biomechanical integrity of the affected joints and the state of activity of the disease. 

 In patients with RA with acute forms of the disease, static or isometric exercises can be used to prevent a 

possible decrease in muscle function [45]. Usually recommended abbreviations that hold for six seconds, repeated 5-

10 times. Even a short isometric contraction increases muscle strength [31,32]. It is advisable for patients with RA to 

strengthen muscles isometrically, because isometric contractions are used in many everyday tasks [31]. 

 Isotonic exercises are a dynamic form of exercise. This follows natural progress: auxiliary contractions, 

movements without resistance, movements without load, movements against gravity and movements against 

resistance. Caution should be exercised when participating in dynamic muscle contractions when joints are actively 

inflamed and painful. 28 

 However, studies have shown that individually tailored workouts with dynamic strength can improve 

muscle strength and physical function without adversely affecting disease activity or structural damage to joints and 

others, found that regular dynamic strength improved muscle strength (19–59%) in patients with early RA, without 

adversely affecting disease activity or structural damage to joints [46]. 

 As a rule, muscle training with a low load and high repetition rate is recommended, and it has been 

recommended. they are proven to be clinically safe [33]. Various equipment can be used to provide resistance to 

dynamic muscle contractions, but the procedure for retaining weight or resistance should not cause stress on the 

joint of the finger or wrist [47]. Each joint must be used in its joints. The most stable and anatomical plane, as well 

as excessive force during bending and elbow deviation. 

 Thus, increased exercise prescribing should be adapted to the needs of a patient with RA, taking into 

account factors related to the age, severity of the disease, strength, degree of joint destruction and the special needs 

of the patient. In addition, isometric or dynamic muscle function combined with massive muscle contractions using 

normal patterns can provide the greatest potential for improving functional performance [4.48]. 
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 Although the positive effects of strength training are well described in several studies in patients with RA, 

the positive results quickly disappear with complete or partial cessation of training [46,48-50]. Therefore, patients 

with RA need to be motivated in order to keep up with their education. A patient education program that includes an 

explanation of the goals and benefits of exercise can improve long-term compliance [51]. 

Other exercises or activities 

 Entertaining activities are important and beneficial to both physical and psychological condition. Many 

patients with RA can continue the exercises they like. In some cases, adaptive devices, such as a wrist splint, may be 

required when participating in recreational activities such as tennis. However, some activities for example, strong 

bumps and sports, which include jumping and hard descents, should be avoided, as this can aggravate arthritic joints 

[1,6,41]. 

 Hydrotherapy or water exercises have been shown to increase muscle strength and ROM of joints, improve 

aerobic abilities, reduce pain and improve function in patients with arthritis [52]. The buoyancy of water makes it 

the preferred choice for patients with diseases of the muscles and joints. However, when prescribing exercises for 

patients with RA, the importance and unique advantages of ground exercises, such as improving bone mineral 

density (BMD), should be considered, since osteoporosis is a well-known extra-articular complication of RA [53], 

swimming, cycling or rowing studies suggest that these typical non-overweight exercises do not generate the 

necessary reaction forces to the skeleton to increase BMD [54-56]. The results of a study by Nolte K. showed that 

both types of exercises (on land and on water) had a positive effect on various parameters of the physical condition 

and, apparently, did not increase the activity of the disease, although in the group of exercises based on water, 

showed a significant reduction in edema and joint pain. Therefore, it was suggested that the optimal combination of 

exercises on land and water should be prescribed to patients with RA depending on the needs of patients and the 

activity of the disease during this period of time. 

Physical assessment and possible side effects of exercise 

 Balanced joint health, intensity of exercise, and socially desirable activities are necessary to maximize the 

benefits of exercise and to provide age-appropriate, pleasant and safe exercise opportunities. [4] Therefore, a 

biokinetics, physiotherapist, or exercise specialist should perform appropriate physical assessment and monitoring of 

response to exercise. highly recommended for patients with RA. Exercise testing can be problematic in this group of 

patients because performance is mainly limited by joint pain rather than cardiovascular function. Unaesthetic 

exercise regimens and / or hand ergometry may be useful because they avoid excessive stress and allow patients 

with RA to achieve a more reliable level of stress [58]. Patients should also be warned against excessive physical 

exertion and trained in such signs as physical pain after more than two hours, excessive fatigue, increased weakness, 

decreased ROM and increased edema. 

II. CONCLUSION 

 RA has a great impact on physical and psychological health [7]. In the treatment of RA, four main 

approaches to treatment are recognized, including drug treatment, exercise, joint protection and lifestyle changes, as 
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well as surgical intervention [5]. Despite the well-known advantages of physical activity and exercise, patients with 

RA are less physically active than the general population [15,16]. The types of exercises prescribed for patients with 

RA have changed over the past few years21. A comprehensive exercise program for patients with RA should 

include moderate intensity cardiorespiratory exercises 3-5 times a week, strength training for three days a week, as 

well as stretching exercises or ROMs, at least once a day [59.60]. Some recreational activities can also be beneficial 

and improve the physical and psychological state of patients with RA [1,6,41]. 
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