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The Design and Evaluation of Psychoeducational/
Self-Management Interventions
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ABSTRACT. A large number of interventions have been developed with the aim of improving patient self-man-
agement of arthritis. These interventions are complex, usually including multiple components, and
have certain key features including participants’ awareness of the arms of the study and their often
having clear preferences for one or other arm. Because of these and other differences the random-
ized controlled trial is not necessarily ideal for studies of self-management interventions. This spe-
cial interest group (SIG) considered designs that may be more appropriate. Self-management inter-
ventions use a wide range of outcome measures, which are often assessed at a range of time periods
after the intervention. Evaluation of the efficacy of self-management interventions was discussed.
One important issue is to link the expected influence of the intervention to the key assessment of out-
come. The SIG also examined the factors that may influence the effectiveness of self-management
interventions. (J Rheumatol 2005;32:2470–4)
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In recent years there has been a growing recognition that, as
the main responsibility for managing a chronic illness on a
day-to-day basis lies with the patient, interventions that can
help patients to manage their illness more effectively should
be available. These are termed “psychoeducational,” or
more commonly, “self-management” interventions. Barlow,
et al1 define self-management as “the individual’s ability to
manage the symptoms, treatment, physical and psychosocial
consequences and lifestyle changes inherent in living with a
chronic condition,” and self-management interventions typ-
ically address one or more of these areas. In arthritis, self-
management interventions characteristically aim to improve
patients’ ability to manage their symptoms, to maintain
physical function, and to cope with the psychological
demands of living with a chronic illness.

A large number of different self-management interven-
tions have been developed for people with arthritis. They are

very variable and complex, and this has led to some diffi-
culty in establishing whether certain components are more
efficacious than others and for which outcomes. Aspects in
which the interventions vary include their content, duration,
by whom they are delivered, whether delivered in an indi-
vidual or group format, and their theoretical approach. In
many of the studies on self-management interventions the
outcome measures have been varied, but have tended to fol-
low standard clinical trials [World Health Organization
(WHO)–International League of Associations for
Rheumatology–OMERACT criteria] in looking at pain and
disability. To varying degrees some have included inflam-
mation and disease activity and others have used process
variables (e.g., self-efficacy, health behavior, coping) as out-
comes. The appropriateness of these and the suitability of
standard randomized controlled trial (RCT) designs associ-
ated with these studies need to be considered. The aim of the
OMERACT 7 special interest group (SIG) session was to set
a research agenda to help define a systematic approach to
the design and evaluation of self-management interventions
in arthritis. This report briefly describes the issues that
emerged from the SIG meetings and the research agenda
identified.

The SIG organizers included rheumatologists and psy-
chologists from Holland and the UK. Prior to OMERACT 7,
participants were supplied with a limited set of related back-
ground reading material2-7, and at the conference a prelimi-
nary meeting was held to discuss the key issues for presen-
tation at the main meeting. The main meeting was attended
by an international group of health professionals, including



rheumatologists, psychologists, rheumatology nurse spe-
cialists, and patients participating in the OMERACT Patient
Perspective Workshop.

At the main meeting the 3 presentations included an
overview of the variables that have been measured in self-
management interventions in rheumatoid arthritis (RA),
issues in the design and analysis of self-management stud-
ies, and outcomes in relation to the WHO International
Classification of Functioning, Disability and Health (ICF).
The presentations were followed by a discussion session in
which a potential research agenda was formulated.

Outcomes
The SIG was concerned with how best to decide which are
the most appropriate outcomes in evaluations of self-man-
agement interventions.

In considering the outcomes measured in these interven-
tions it is important to recognize how evaluation of these
interventions differs from the standard, randomized placebo
controlled study to examine the efficacy of a drug. There are
2 important issues where self-management studies differ.
The first is in the blinding of participants and the second is
in their complexity. In drug studies, both study participants
and researchers are blind to who is receiving the active sub-
stance or the placebo in order to ascribe any effects to the
drug under study. It is not possible to blind participants in
self-management interventions and, under most ethical
requirements for the conduct of studies, participants are
required to be aware of the details of the different arms of a
study prior to consent. In contrast to drug trials, where the
placebo is identical in appearance to the active compound,
in self-management interventions it is more difficult to
establish a control condition that is perceived as credible.

Drug trials usually contrast a single or multiple dose of a
medication to an alternative medication or a control condi-
tion. Outcome assessment would obviously vary according
to the purpose of the drug (e.g., pain, inflammation, etc.), but
would generally include disease measures plus patient and
physician assessments of symptoms and, in some cases,
quality of life. In contrast, self-management interventions
typically include a variety of components aimed at improv-
ing patients’ ability to manage many aspects of living with
their illness. For example, an intervention may aim to devel-
op patients’ ability to manage their pain using relaxation and
cognitive pain management skills, to improve their physical
function by incorporating more activity into their day, and to
improve their mood by influencing their beliefs about their
illness and their ability to manage it. As a consequence, self-
management interventions use a wide range of outcome
measures, which are often assessed at a range of time periods
after the intervention. Table 1 shows the range of selected
outcomes measured in a subset of 24 studies of interventions
with a behavioral approach, included in a systematic review
of the effects of patient education for patients with RA2.

Discussion during the SIG drew attention to the fact that
in many studies the outcomes measured are not clearly
linked to the hypothesized impact of the intervention. For
example, studies may include measures of depression as an
outcome even though the intervention does not directly tar-
get mood, and frequently the participants do not report a
problem of depression at baseline. Overall, it was felt that
when designing a self-management intervention, it is impor-
tant to be clearer about what the intervention is designed to
achieve, in what areas it is likely to have an effect, and to
choose outcome measures accordingly.

One potentially useful framework that encourages a
broader consideration of outcomes is the ICF, a description
of which was presented at the SIG. The traditional medical
model has as its starting point a disease or trauma to the
body and assumes a direct causal link to the disease conse-
quences. This model has as its focus the measurement of
disease variables. In contrast, the ICF presents a broader
view of human functioning, which incorporates how the dis-
ease affects the body and functioning, but also recognizes
the importance of broader environmental and personal fac-

Table 1. Selected outcomes in 24 studies.

General Outcome No. of Studies

Physical function 22
Pain 21
Psychological status (various) 20
Joint counts 18
Disease activity (ESR, CRP) 12
Patient global 4
Doctor global —
Social function 7
Social Support 2
Negative social interaction/support 2
Loneliness 2
Daily hassles/stress 2
Life satisfaction 2
Work disability 1
Interference with daily life 1
Number of reported problems 1
Grip strength 6
Morning stiffness 5
Walking time 4
Joint mobility/R.O.M. 3
Fatigue 2
Sleep 2
Stair climbing, lifting, rising (obs) 1
Visits to doctor 1
Coping 12
Physical exercise 6
Relaxation exercise 5
Joint protection 5
Self-management 2
Energy conservation 1
Diet 1
Communication with doctor 1
Medication adherence 1
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tors. The ICF provides a description of health and health-
related domains at the level of body structure and function
(both physiological and psychological function), activity,
and participation. Restrictions are classified as impairments
in body structures and function, activity limitation, and par-
ticipation restriction. So, for example, a person may have an
impairment in body function limiting mobility of the joint;
there may be limitation in activity such as walking, and
restrictions in participation in different aspects of a person’s
life, such as work and social relationships. Potentially a self-
management intervention could target one or more of these
domains. For example, an intervention that incorporates
joint protection practices may expect to minimize joint
swelling, an aspect of body structure. The inclusion of tech-
niques to manage symptoms may expect to improve body
function, for example in the sensation of pain, while the sen-
sation of depression may show improvement with cognitive
behavioral techniques. Interventions that incorporate exer-
cise may show a reduction in activity limitation. A combi-
nation of these components, along with others such as those
that aim to improve patients’ ability to become problem-
solvers in relation to their illness, may help to reduce restric-
tions in participation. Restrictions in participation may also
be influenced by altering the environment, such as building
access walkways, etc. (although this is an area beyond the
remit of self-management interventions). It is important to
recognize that some other potentially important domains are
not included in the ICF framework. For example, the extent
to which self-management interventions can reduce
patients’ need for healthcare8 is an important consideration.

Several measures are available for assessing body func-
tion in sensations such as pain and depression9 but are more
limited in other sensations such as fatigue. Many are also
available for assessing activity limitation9. Evaluations of
self-management interventions that incorporate measures of
participation are less frequent, although one well established
measure, the Arthritis Impact Measurement Scales10, does
include an assessment of social activity. Input from patients
at the SIG highlighted that several of the outcomes they con-
sider very important, such as autonomy, feeling useful, and
interference with daily life, would come under the umbrella
of “participation restriction,” but this domain has received
less attention than others. It also became clear from the SIG
discussions that a number of important outcomes are not fre-
quently addressed in self-management studies. For example,
fatigue emerged at this and other OMERACT sessions as
being an important but neglected consequence of arthritis.
Other outcomes that patients and healthcare professionals
identified as potentially important are shown in Table 2.

Process Measures
In order to evaluate self-management interventions proper-
ly, we need to examine how they work, and to do this it is
necessary to assess variables that may influence their effec-

tiveness. These are commonly known as mediating or
“process” variables and include illness beliefs and health
behaviors. A number of theories have been put forward to
explain the processes by which self-management interven-
tions may work. Traditional models assumed that providing
people with information would be sufficient to enable them
to change their health behaviors, which in turn would
improve outcomes. Several reviews in arthritis and other
chronic illnesses11-13 have, however, shown that knowledge,
while necessary, is not sufficient to change behavior. Neither
is the relationship between health behaviors and health out-
comes necessarily a direct one14, although behavior is
clearly an important target of these interventions. Bandura’s
theory of self-efficacy15 proposes that improvements in
patients’ self-efficacy, i.e., their confidence in their ability to
manage different aspects of their illness, lead to improve-
ments in health status, and self-management interventions
influenced by this theory typically incorporate goal-setting
and the teaching of problem-solving skills. Folkman and
Lazarus’s model of stress and coping16,17 proposes that how
people appraise a stressor (such as a chronic illness), and the
resources they deploy to cope with that stressor, influence
outcomes; and interventions based on this model aim to
teach strategies for coping with different aspects of the ill-
ness. Other models have addressed processes such as partic-
ipants’ readiness to make changes in behavior18 and in their
beliefs about their illness19. A self-management intervention
therefore could potentially show improvement through a
number of different processes.

In order to fully understand the processes through which
self-management interventions work, it is necessary to
assess these variables, once again being clear about linking
the variables measured to the theoretical framework on
which the intervention is based. Some process measures,
such as self-efficacy and coping, have been measured in a
number of studies, but others have received much less
attention. It was raised at the meeting that becoming an
effective self-manager involves learning how to problem-
solve. While many self-management interventions aim to
teach this skill, the measurement of problem-solving ability
has so far proved difficult. Measuring this and other process
variables should lead to a better understanding of processes
of change, which in turn can be used to design better inter-
ventions.

Table 2. Variables considered potentially important but not commonly
examined in self-management interventions.

Autonomy Resilience
Feeling Useful Expectations
Interference with daily life Motivation
Life satisfaction Fatigue
Hope and optimism Body image
Social Participation Adjustment



Moderating Variables
Several other variables may need to be measured, not
because a self-management intervention is likely to change
them, but because they could moderate the effect of an
intervention. These include age, sex, disease duration, dis-
ease activity, participants’ expectations and preferences, and
culture, among others. For example, it is possible that an
intervention targeting participants’ ability to manage pain
could be more helpful in early disease than in later disease,
by which time patients may have developed their own
potentially habitual pain coping strategies. In the discussion
it was suggested that participants’ expectations about a pro-
gram were considered to be particularly significant as possi-
ble moderators of outcomes.

Planning a Self-Management Intervention
Self-management interventions in arthritis have not always
been developed with systematic reference to existing theory
and research. One framework for planning self-management
interventions, based on the Precede-Proceed model20, was
presented at the meeting. This provides a logical structure
for thinking about how to develop the intervention and
which outcome, mediating, and moderating variables are
then appropriate to assess. The planning stage in developing
an intervention should involve the following steps:
• Decide the aim of the intervention and which outcomes are
to be targeted 
• Identify behaviors and cognitive factors (such as beliefs)
that potentially influence these outcomes so that the inter-
vention to change them can be planned 
• Determine how the intervention is to be implemented, and
by whom 
• Evaluate the intervention: take each aspect into account,
assess whether the intervention has been implemented as
planned, whether the targeted cognitions and behaviors have
changed, and whether the outcomes have changed.

Study Design
RCT are considered the research gold standard and are
widely used in evaluating self-management interventions in
arthritis. They do, however, have some well recognized lim-
itations21. One of these is that participants are likely to have
a preference for one arm of the trial over another. An alter-
native design to the RCT, which takes participants’ prefer-
ences into account, is the preference controlled trial22, but
this design involves more complex statistical analysis,
requiring larger sample sizes. Thomas, et al23 showed the
importance of preferences: those who expressed a prefer-
ence pre-treatment reported better outcomes than those with
no pre-treatment preference, surprisingly, regardless of
whether they were allocated to their preferred option. This
and other studies highlight the importance of measuring par-
ticipants’ preferences and using them in the evaluation of
outcome.

The large variability in self-management interventions
makes analysis of their efficacy problematic. One approach
is to use metaanalysis, and a recent Cochrane review in RA
by Riemsma, et al2 found short-term effects in physical
function, joint count, patient global assessment, psycholog-
ical status, and depression. This provides an overall picture,
but the content of these interventions varied considerably.
Further examination showed that interventions that took a
behavioral approach were more likely to obtain positive
findings than interventions providing information only or
those adopting a counselling approach (offering social sup-
port and discussion). This finding is encouraging in helping
to identify which components, or combinations of compo-
nents, of these complex interventions are most efficacious;
however, the number of studies was small so conclusions
were tentative; moreover, the studies, although having a
general classification, contained significant variability. In
diabetes, several recent studies compare 2 or more varia-
tions of self-management to examine the role of a particular
component, and more studies of this nature should help lead
to progress in the field of self-management in arthritis.

Research Agenda
The SIG for The Design and Evaluation of Psycho-
educational/Self-Management Interventions proved a very
fruitful process for identifying ways in which research in
this area can progress more systematically. The longer-term
objective of the OMERACT process is to obtain a consen-
sus on which measures to include in trials of self-manage-
ment interventions in arthritis. The research agenda set from
this first stage is to:

• Identify a comprehensive list of outcome variables to be
assessed
• Identify a comprehensive list of mediating variables that
should be assessed
• Examine how adequately these variables can be assessed
with current instruments
• Present a report of the variables and measures at the next
OMERACT conference
• Consider the design issues in self-management studies.

REFERENCES
1. Barlow J, Wright C, Sheasby J, Turner A, Hainsworth J. 

Self-management approaches for people with chronic conditions: a
review. Patient Educ Couns 2002;48:177-87.

2. Riemsma RP, Taal E, Kirwan JR, Rasker JJ. Patient education 
programmes for adults with rheumatoid arthritis. BMJ
2002;325:558-9.

3. Newman S, Mulligan K, Steed L. What is meant by 
self-management and how can its efficacy be established?
Rheumatology Oxford 2001;40:1-4.

4. Mulligan K, Newman S. Psychoeducational interventions in 
rheumatic diseases: a review of papers published from September
2001 to August 2002. Curr Opin Rheumatol 2003;15:156-9.

5. Lorig KR, Holman H. Self-management education: history, 

2473Mulligan, et al: Design of interventions

Personal non-commercial use only. The Journal of Rheumatology Copyright © 2005. All rights reserved.



2474 The Journal of Rheumatology 2005; 32:12

Personal non-commercial use only. The Journal of Rheumatology Copyright © 2005. All rights reserved.

definition, outcomes, and mechanisms. Ann Behav Med 
2003;26:1-7.

6. Fransen J, Uebelhart D, Stucki G, Langenegger T, Seitz M, Michel
BA. The ICIDH-2 as a framework for the assessment of 
functioning and disability in rheumatoid arthritis. Ann Rheum Dis
2002;61:225-31.

7. Torgerson DJ, Sibbald B. Understanding controlled trials. What is a
patient preference trial? BMJ 1998;316:360.

8. Lorig KR, Mazonson PD, Holman HR. Evidence suggesting that
health education for self-management in patients with chronic
arthritis has sustained health benefits while reducing health care
costs. Arthritis Rheum 1993;36:439-46.

9. Katz PPE, editor. Patient outcomes in rheumatology. Arthritis Care
Res 2003;49 Suppl:S1-S233. 

10. Meenan RF, Mason JH, Anderson JJ, Guccione AA, Kazis LE.
AIMS2. The content and properties of a revised and expanded
Arthritis Impact Measurement Scales Health Status Questionnaire.
Arthritis Rheum 1992;35:1-10.

11. Gibson PG, Powell H, Coughlan J, et al. Limited (information only)
patient education programs for adults with asthma. Cochrane
Database Syst Rev 2002;:CD001005.

12. Taal E, Rasker JJ, Wiegman O. Group education for rheumatoid
arthritis patients. Semin Arthritis Rheum 1997;26:805-16.

13. Coates VE, Boore JR. Knowledge and diabetes self-management.
Patient Educ Couns 1996;29:99-108.

14. Lorig K, Seleznick M, Lubeck D, Ung E, Chastain RL, Holman
HR. The beneficial outcomes of the arthritis self-management
course are not adequately explained by behavior change. Arthritis
Rheum 1989;32:91-5.

15. Bandura A. Self-efficacy: The exercise of control. New York:
Freeman & Co.; 1997.

16. Folkman S. Personal control and stress and coping processes: a 
theoretical analysis. J Pers Soc Psychol 1984;46:839-52.

17. Lazarus RS. Coping with the stress of illness. WHO Reg Publ Eur
Ser 1992;44:11-31.

18. Prochaska JO, Velicer WF. The transtheoretical model of health
behavior change. Am J Health Promotion 1997;12:38-48.

19. Leventhal H, Nerenz DR, Steele DJ. Illness representations and
coping with health threats. In: Baum A, Taylor SE, Singer JE, 
editors. Social psychological aspects of health. Mahwah, NJ:
Lawrence Erlbaum Associates; 1984:219-52.

20. Green LW, Kreuter MW. Health promotion planning: An
educational and ecological approach. 3rd ed. Mountain View, CA:

Mayfield; 1999.
21. Bottomley A. To randomise or not to randomise: methodological

pitfalls of the RCT design in psychosocial intervention studies. Eur
J Cancer Care Engl 1997;6:222-30.

22. Brewin CR, Bradley C. Patient preferences and randomised clinical
trials. BMJ 1989;299:313-5.

23. Thomas E, Croft PR, Paterson SM, Dziedzic K, Hay EM. What
influences participants’ treatment preference and can it influence
outcome? Results from a primary care-based randomised trial for
shoulder pain. Br J Gen Pract 2004;54:93-6.


