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A B S T R A C T

Background

Because of the unpredictability people with arthritis face on a daily basis, patient education programmes have become an effective

complement to traditional medical treatment giving people with arthritis the strategies and the tools necessary to make daily decisions

to cope with the disease.

Objectives

To assess the effectiveness of patient education interventions on health status in patients with rheumatoid arthritis.

Search strategy

We searched MEDLINE, EMBASE and PsycINFO and the Cochrane Controlled Trials Register. A selection of review articles (see

references) were examined to identify further relevant publications. There was no language restriction.

Selection criteria

Randomised controlled trials (RCT’s) evaluating patient education interventions that included an instructional component and a non-

intervention control group; pre- and post-test results available separately for RA, either in the publication or from the studies’ authors;

and study results presented in full, end-of-study report.

Data collection and analysis

Two reviewers examined and screened search results. Dichotomous items were summarized as relative risk. Standardized mean difference

and weighted mean difference were calculated for continuous data. Heterogeneity was assessed using chi square.

Main results

Thirty-one studies with relevant data were included.

We found significant effects of patient education at first follow-up for scores on disability, joint counts, patient global assessment,

psychological status, and depression. A trend favouring patient education was found for scores on pain. Physician global assessment

was not assessed in any of the included studies. The dimensions of anxiety and disease activity showed no significant effects. At final

follow up no significant effects of patient education were found, although there was a trend favouring patient education for scores on

disability.
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Authors’ conclusions

Patient education as provided in the studies reviewed here had small short-term effects on disability, joint counts, patient global

assessment, psychological status and depression. There was no evidence of long-term benefits in adults with rheumatoid arthritis.

P L A I N L A N G U A G E S U M M A R Y

Patient education shows short-term benefits for adults with rheumatoid arthritis.

The purpose was to examine the effectiveness of patient education interventions on health status (pain, functional disability, psychological

well-being and disease activity) in patients with rheumatoid arthritis (RA). Patient education had a small beneficial effect at first follow-

up for disability, joint counts, patient global assessment, psychological status, and depression. At final follow-up (3-14 months) no

evidence of significant benefits was found.

B A C K G R O U N D

Rheumatoid arthritis (RA) is a common, chronic condition, which

is characterised by uncertain disease progression and an unpre-

dictable course of exacerbations and remissions. Approximately 1

to 2% of the UK population are affected by RA. Various interven-

tions may alleviate its course, and patients come into contact with

a large number and variety of health professionals. For many pa-

tients, pain, disability, deformity and reduced quality of life persist

in spite of treatment. There is clearly room for new approaches to

enhance current treatment effectiveness. Patient education is one

such approach that is thought to be beneficial in helping patients

to cope and co-operate with their disease and its complex man-

agement (Kirwan 1990; Taal 1996).

As with other chronic diseases, there is no cure for most types of

arthritis, including RA. Furthermore, the disease course is often

unpredictable and the symptoms that patients experience can vary

from day to day or even from hour to hour. Because of the unpre-

dictability people with arthritis face on a daily basis, patient educa-

tion programmes have become an effective complement to tradi-

tional medical treatment giving people with arthritis the strategies

and the tools necessary to make daily decisions to cope with the

disease (Hirano 1994; Taal 1997).

Patient education has been defined to be ’any set of planned edu-

cational activities designed to improve patients health behaviours

and/or health status’ (Lorig 1992). Lorig has further stated ’the

purpose of patient education is to maintain or improve health,

or, in some cases, to slow deterioration’ (Lorig 1992). The focus

of arthritis patient education programmes is to teach patients to

adjust their daily activities as dictated daily by disease symptoms.

In other words, in addition to teaching patients what they should

do, patients are also instructed on how to approach situations and

to make adjustments that are appropriate for each individual and

his or her own needs.

O B J E C T I V E S

To examine the effectiveness of patient education interventions on

health status (pain, functional disability and psychological well-

being) in patients with rheumatoid arthritis (RA).

M E T H O D S

Criteria for considering studies for this review

Types of studies

This review was preceded by a peer-reviewed protocol, published

in the Cochrane Library.

Randomised controlled trials (RCT’s) which fulfilled the following

criteria were entered in the review:

- Confirmed diagnosis of RA. Studies with mixed populations

were included, but only data for RA-patients were included in the
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analyses.

- Patient education interventions that include an instructional

component.

- Studies with a non-intervention control group.

- Patients had to be the unit of randomisation, cluster randomised

studies were excluded.

- Pre- and post-test results available separately for RA, either in the

publication or from the studies’ authors.

- Study results presented in full, end-of-study report.

- All languages are included in the review.

- Studies that did not include data on any of the outcome measures

are reported, but excluded from the meta-analysis. If data neces-

sary for the calculation of weighted or standard mean differences

were unavailable, either in the publication or from the studies’ au-

thors, the study was also excluded from the analysis. Studies that

did include data on the relevant outcome measures, but only for

specific parts of the body, e.g. pain in the hand, were also excluded.

Types of participants

Trials were included of adult participants over the age of 18 with

clinical confirmation of the diagnosis of RA.

Types of interventions

We defined a patient education intervention as one that includes

formal structured instruction on rheumatoid arthritis and on ways

to manage arthritis symptoms. Studies that used modern psycho-

behavioural methods to promote changes in health behaviours

were also included. As a complement to an instructional com-

ponent, interventions could include exercise, biofeedback or psy-

chosocial supports.

We excluded studies in which the intervention was only be-

havioural (e.g. biofeedback) without an educational component,

or was only social support.

Types of outcome measures

A core set of outcome measures to be used in clinical trials in RA

have been identified and agreed upon by OMERACT (Tugwell

1993). This set of outcome measures has been acknowledged as the

gold standard for outcome measures in RA by the World Health

Organization (WHO) and the International League for Associa-

tions for Rheumatology (ILAR) (Brooks 2001).

For RA, the preliminary core set of outcomes identified by OMER-

ACT including validated measures of acute phase reactants, dis-

ability, joint pain/tenderness, joint swelling, pain, patient and

physician global assessment were selected as outcome measures to

be included in this review. Since psychological status is an impor-

tant aspect of health status, we also included affect-scores (psycho-

logical status, anxiety and depression).

The Arthritis Impact Measurement Scales (AIMS) are the most

common used general measure of health status in patients with

arthritis (Meenan 1980). The AIMS2 (Meenan 1992) is a more

comprehensive and sensitive version of the Arthritis Impact Mea-

surement Scales. For all AIMS and AIMS2 scales, scores range

from 0 (good health status) to 10 (bad health status).

However, in most studies specific instruments will be used to mea-

sure the different aspects of health status.

For pain, the most common instrument besides the AIMS2-pain

scales is a visual analogue scale consisting of a 10-cm horizontal

line labeled ’no pain’ on the right to ’pain as bad as it could be’ on

the left. Subjects are asked to place a dot on the line to describe

the pain that they experienced in the past week.

Disability is most often measured using the Stanford Health As-

sessment Questionnaire (Fries 1980). The HAQ is self-adminis-

tered, and performance is measured in activities of daily living in

8 subscales: dressing and grooming, arising, eating, walking, hy-

giene, reach, grip, and activities, which are averaged to create a

disability index ranging from 0 (able without difficulty) to 3 (not

able). The Modified-HAQ (M-HAQ) (Pincus 1989) is a shorter

version of the HAQ containing 8 items, scores ranging from 1

(without any difficulty) to 4 (unable to do).

Joint counts are most often assessed by means of the Ritchie Ar-

ticular Index (Ritchie 1968), this index scores joint tenderness on

a 4-grade scale (0-3) combined to a maximum possible score of 78

(maximum tenderness). Other commonly used instruments are

the ACR joint count for number of swollen and painful joints (

ARA 1982) and Thompson’s Articular Index (Thompson 1987).

The ACR joint count uses the criteria of the American Rheuma-

tism Association (ARA, now American College of Rheumatology,

ACR).

Patient global assessment can be assessed by the Arthritis Impact-

scale of the original AIMS, or by a simple question: ’How do you

rate your own health?’. Physician global assessment can be assessed

by a similar global question or visual analogue scale.

There is a wide range of instruments to assess psychological sta-

tus, anxiety and depression. Amongst the most common instru-

ments used in arthritis education research are the Hospital Anx-

iety and Depression Scale (HAD) (Zigmond 1983), the Center

for Epidemiological Studies-Depression Scale (CES-D) (Radloff

1977), and the Zung Self-Rating Depression Scale (ZSRDS) (

Zung 1964).

Disease activity is generally measured by erythrocyte sedimenta-

tion rate (ESR), C-reactive protein (CRP) or plasma viscosity. ESR

is a widely used blood measure that parallels the levels of arthritis

activity, particularly inflammation. CRP is an acute phase protein

molecule that plays a role in the immune system and CRP levels

are associated with disease activity. The plasma viscosity describes

the thickness of the blood which is affected by the acute phase

proteins, so it may also be used as a screening test to show disease

activity in rheumatoid arthritis.

Search methods for identification of studies
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We searched the following electronic databases MEDLINE, EM-

BASE and PsycINFO from 1966 forward to September 2002 and

the Cochrane Controlled Trials Register. The search strategy was

designed to achieve high recall of publications, which in turn re-

sulted in inevitable low precision. An advanced boolean search

strategy was used in MEDLINE to identify all publications on

patient education interventions held within MEDLINE. The fol-

lowing format was used.

(rheumatoid arthritis OR arthritis) AND

(Clinical trial* OR study OR evaluation OR program OR exper-

iment) AND

(health promotion OR patient education OR behavior therapy

OR occupational therapy OR self care OR psychological adapta-

tion OR counseling OR exercise therapy) NOT review

The format used in the searches for EMBASE and PsycINFO are

in Appendix 1.

A similar search was performed in the Cochrane Controlled Trials

Register and a selection of review articles (see references) were

examined to identify further relevant publications.

Data collection and analysis

All identifiable RCT’s comparing patient education interventions

for people with RA were assessed particularly in relation to the out-

come measures of pain reduction and improvements in functional

abilities. The title and abstract of each citation were examined

by two reviewers (RPR and ET), and the trials retrieved which,

according to at least one of the reviewers, cited randomised con-

trolled trials. If it was unclear from the title and abstract whether

allocation of the intervention had been conducted in a randomised

manner or whether the intervention included an educational com-

ponent or whether RA patients were involved, the full report was

retrieved.

Examination and screening for suitability for inclusion in the

meta-analysis followed. Both reviewers then examined the full re-

ports. Disagreements regarding inclusion status were resolved by

discussion. The details of the included reports were scrutinised by

RPR and a standardised form was used for data abstraction. Only

results at the end of the intervention were used for comparison

of efficacy of the educational intervention, therefore statistically

significant differences occurring between treatments throughout

the trial but not at the end of the intervention were excluded.

To allow the reader to see any differences between the studies that

were included in the meta-analysis and the studies that were re-

moved from consideration, tables are presented for the character-

istics (population, size, intervention and treatment effect) of the

trials included and excluded from the report.

The analysis was performed using Review Manager 4.1.

For continuous variables we calculated a weighted mean difference

or a standard mean difference, in case the units of measurement

were not comparable. If absolute values were reported, we calcu-

lated mean differences. The mean difference for each intervention

group was weighted by the sample size of the group.

Dichotomous variables were summarised as relative risks. The

summary relative risk was obtained by weighting each individual

relative risk by the inverse of the variance of the estimate for each

trial.

The results for each trial were tested for heterogeneity using the

chi square statistic.

Effect estimates were analysed using fixed effects models, unless

heterogeneity, due to differences in the outcome measures, was

significant (at P < 0.05); in which case a random effects model was

used.

Potential bias in meta-analytic research is publication bias, which

occurs when trials showing no effect are selectively not published

(Felson 1992). One method used to detect publication bias is to

plot study sample sizes versus effect sizes; a symmetric distribu-

tion of effect sizes, clustered around the effect sizes of the largest

studies, would be expected in the absence of publication bias. We

investigated whether publication bias existed among these studies

by plotting sample sizes versus effect sizes for the outcomes that

were most often reported: pain and disability.

Other sources of bias in the meta-analysis were dealt with by several

sensitivity analyses. The results are shown with and without use of

quality scores to examine the effect of quality scores and we have

run the analysis with only the larger studies to help determine the

extent to which publication bias affected the conclusions. We also

compared studies based on the end-of-study results, which was

sometimes after 6 weeks and sometimes after 20 weeks, depending

on the interventions, and we compared trials at a fixed time point.

R E S U L T S

Description of studies

See: Characteristics of included studies; Characteristics of excluded

studies.

The search strategies identified 1423 publications, which were

first examined on the basis of titles and abstracts. Eleven hundred

and ninety-three were excluded based on title and abstract. For

229 references the full report was retrieved. Eighty-six publica-

tions turned out to be not RCT’s, in 32 publications the patients

involved were not RA-patients, in 29 publications the interven-

tion did not include an educational component, 11 publications

involved secondary analysis, 8 publications did not include a non-

intervention control-group, two publications only presented pre-

liminary results, in one the intervention was education for health

professionals and two turned out to be conference abstracts (so

far we have not been able to find more information about these

two studies) and one publication could not be retrieved (Sebro

4Patient education for adults with rheumatoid arthritis (Review)

Copyright © 2009 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.



1993). One publication is awaiting assessment because we need

more information from the authors (Newman 2001). In 6 studies

the outcome variables did not include any of the selected outcome

measures, these studies will be described but they are excluded

from the analyses (Darmawan 1992; Feinberg 1992; Linne 2001;

Pope 1998; Van Deussen 1987; Young 1995). The remaining 50

publications are included in this analysis. Among the 50 refer-

ences we found three studies with double publications, therefore

47 studies were included in the analysis.

We also searched for unpublished studies, and were able to retrieve

data from three additional studies that have recently been com-

pleted. One of these has subsequently been published (Savelkoul

2001). In total 50 studies are included in this analysis.

Risk of bias in included studies

Methodological quality of the included trials was assessed inde-

pendently by two assessors (RPR and JRK), using an adapted ver-

sion (Arroll 1998) of the instrument developed by Jadad et al. (

Jadad 1996). This was done by evaluating the methods and results

of the reports without knowledge of the authors. Disagreement

among the reviewers regarding the quality of the articles was read-

ily resolved by discussion and consensus.

Our quality-scale comprises the three criteria proposed by Jadad et

al., which cover three out of four criteria outlined in the Cochrane

Collaboration Handbook (Clarke 2000): selection bias, attrition

bias and detection bias. We added one item concerning co-inter-

ventions in order to cover the fourth criterion: performance bias

as well.

One of the most important biases that may distort treatment com-

parisons is that which can result from the way that comparison

groups are assembled (Kunz 1998). Using an appropriate method

for preventing foreknowledge of treatment assignment is crucially

important in trial design. When assessing a potential participant’s

eligibility for a trial, those who are recruiting participants and the

participants themselves should remain unaware of the next assign-

ment in the sequence until after the decision about eligibility has

been made. Then, after assignment has been revealed, they should

not be able to alter the assignment or the decision about eligibility.

The ideal is for the process to be impervious to any influence by

the individuals making the allocation. This will be most securely

achieved if an assignment schedule generated using true randomi-

sation is administered by someone who is not responsible for re-

cruiting subjects, such as someone based in a central trial office

or pharmacy. If such central randomisation cannot be organised,

then other precautions are required to prevent manipulation of

random assignment by those involved in recruitment.

Performance bias refers to systematic differences in care provided

to comparison groups other than the intervention of interest. To

protect against unintended differences in care and placebo effects,

those providing and receiving care can be “blinded” so that they

do not know the group to which the recipients of care have been

allocated. Some research suggests that such blinding is indeed im-

portant in protecting against bias (Karlowski 1975; Colditz 1989;

Schulz 1995). Studies have shown that contamination (provision

of the intervention to the control group) and co-intervention (pro-

vision of unintended additional care to either comparison group)

can affect study results (CCSG 1978; Sackett 1979).

Attrition bias refers to systematic differences between groups in

losses of participants from the study. It has sometimes been referred

to as exclusion bias but here it is called attrition bias to prevent

confusion with pre-allocation exclusion and inclusion criteria for

enrolling people. Because of inadequacies in reporting how losses

of participants (e.g., withdrawals, dropouts, protocol deviations)

are handled, reviewers should be cautious about implicit accounts

of follow-up. The approach to handling losses has great potential

for biasing the results and reporting inadequacies cloud this prob-

lem.

Detection bias refers to systematic differences in outcome assess-

ment. Trials that blind outcome assessors regarding treatment al-

location should logically be less likely to be biased than trials that

do not.

The scoring was as follows:

Scoring system

Selection

0. Randomisation reported but not specified, i.e. little effort to

ensure proper randomisation.

1. On site computer, random number tables.

2. Centralised or in pre-numbered/coded/identical boxes or con-

tainers.

Performance (co-interventions)

0. Allowed but not reported

1. Allowed, reported

2. Allowed, reported, analysed or not allowed.

Attrition (Losses to follow up)

0. Follow-up < 80% overall or not reported

1. Follow-up > or equal to 80%

2. Intention-to treat (ITT), explicit and clear.

Detection bias (Blinding)

0. Not reported.

1. Reported but not fully blinded.

2. Outcome assessment fully blinded.

Each criterion was scored from 0 to 2, therefore a maximum score

of 8 and a minimum score of zero could be achieved for each trial.

Effects of interventions

• Data abstraction.

For the 50 studies included in this review we found complete data

on 24 studies (Barlow 1997; Barlow 2000; Bell 1998; Brus 1998;

Geissner 1994; Hammond 1999; Helliwell 1999; Hewlett 1999;

Hill 2001; Huiskes 1991; Leibing 1999; Lindroth 1997; Maisiak

1996b; Neuberger 1993; Parker 1988; Parker 1995; Radojevic
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1992; Riemsma 1999; Rodriguez 1996; Savelkoul 2001; Scholten

1999; Sharpe 2001; Stenstrom 1994; Taal 1993), 7 other stud-

ies gave some data but not complete (Appelbaum 1988; Helewa

1991; Kaplan 1981; Maisiak 1996a; O’Leary 1988; Rhodes 1988;

Shearn 1985), we are still waiting for replies from some of the

authors to requests for more information. For 2 studies we have

no data yet (Cohen 1986; Daltroy 1998), but the authors replied

that the information requested will be send as soon as possible. On

8 studies we found no data relating to the outcomes under inves-

tigation in the report (Balmer 1989; Branch 1999; Cziske 1987;

Lorig 1999a; Lorig 1999b; Maggs 1996; Strauss 1986; Wetstone

1985), and the authors have not yet replied to our requests. Fi-

nally on 9 studies the relevant data are not available according to

the authors (Bradley 1987; Fries 1997; Goeppinger 1989; Lorig

1985; Lorig 1986; Lorig 1989; McEvoy-DeVellis 1988; Oermann

1986; Parker 1984).

• Publication bias

Potential bias in meta-analytic research is publication bias, which

occurs when trials showing no effect are selectively not published.

One method used to detect publication bias is to plot study sample

sizes versus effect sizes in a so-called funnel plot. A symmetric

distribution of effect sizes, clustered around the effect sizes of the

largest studies, would be expected in the absence of publication

bias.

We have drawn funnel plots showing sample sizes versus effect

sizes for the two outcomes that were assessed most often: pain and

disability (see Figure 01 and 02).

• Quality assessment.

The quality of all 50 studies was assessed (Table 1). For the studies

on which we had two publications or more we used all available

information from all publications to assess the quality of each

study. If it was possible to retrieve additional information from the

authors concerning the quality of the study, this was incorporated

in the score as well. If it was not possible to retrieve additional

information, the quality score reported reflects the quality of the

study as it is reported in the paper. This may not reflect the true

quality of the study.

Table 1. Quality assessment for 50 included studies

Study Selection Performance Attrition Blinding Total score

Brus 1998 0 1 1 2 4

Barlow 1997 0 0 0 0 0

Lindroth 1997 0 1 2 0 3

Fries 1997 1 1 2 1 5
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Table 1. Quality assessment for 50 included studies (Continued)

Maggs 1996 0 0 1 0 1

Maisiak 1996a 1 0 2 1 4

Parker 1995 0 1 1 1 3

Huiskes 1991 0 0 1 1 2

Stenstrom 1994 0 0 1 1 2

Geissner 1994 0 2 0 0 2

Neuberger 1993 0 0 0 0 0

Taal 1993 1 0 0 1 2

Helewa 1991 1 0 2 1 4

Goeppinger 1989 0 0 1 0 1

Lorig 1989 0 0 1 0 1

Parker 1988 1 0 1 0 2

O’Leary 1988 0 0 1 1 2

Bradley 1987 0 0 1 2 3

Strauss 1986 0 0 0 0 0

Lorig 1986 0 0 1 0 1

Cohen 1986 0 0 1 0 1

Wetstone 1985 0 0 1 1 2

Lorig 1985 0 0 1 0 1

Shearn 1985 0 0 0 0 0

Parker 1984 0 0 1 0 1

Kaplan 1981 0 0 1 1 2

McEvoy-DeVellis

1988

0 0 1 0 1

Balmer 1989 0 0 1 0 1
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Table 1. Quality assessment for 50 included studies (Continued)

Rhodes 1988 0 0 0 1 1

Oermann 1986 0 0 1 0 1

Appelbaum 1988 0 0 0 0 0

Radejovic 1992 0 1 1 0 2

Cziske 1987 0 0 0 0 0

Maisiak 1996b 0 1 1 2 4

Bell 1998 2 2 2 1 7

Riemsma 1999 0 0 2 1 3

Hewlett 1999 2 1 2 1 6

Savelkoul 2000 2 1 2 2 7

Rodriguez 1996 0 1 1 0 2

Barlow 2000 2 0 2 1 5

Branch 1999 0 0 0 0 0

Daltroy 1998 0 1 1 1 3

Hammond 1999 2 1 1 1 5

Helliwell 1999 2 2 2 1 7

Hill 2001 2 2 0 2 6

Leibing 1999 0 2 1 1 4

Lorig 1999a 0 0 2 2 4

Lorig 1999b 0 0 2 0 2

Scholten 1999 1 1 1 2 5

Sharpe 2001 2 0 2 1 5

Total of all 50 stud-

ies

22 22 52 34 130
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Table 1. Quality assessment for 50 included studies (Continued)

Total of 31 studies

with data

21 20 33 27 101

A separate analyses was undertaken including only the 17 stud-

ies with a quality score of 3 or higher and on which we have data

(Barlow 2000; Bell 1998; Brus 1998; Hammond 1999; Helewa

1991; Helliwell 1999; Hewlett 1999; Hill 2001; Leibing 1999;

Lindroth 1997; Maisiak 1996a; Maisiak 1996b; Parker 1995;

Riemsma 1999; Savelkoul 2001; Scholten 1999; Sharpe 2001),

to check whether the quality of studies seriously influences the

results.

• Main results.

At first follow-up: We found significant effects of patient education

at first follow-up for scores on disability (SMD = -0.17 [95% CI:

-0.25, -0.09]; Z = 3.97, P = 0.00007; N = 2275), joint counts

(SMD = -0.13 [95% CI: -0.24, -0.01]; Z = 2.14, P = 0.03; N =

1158), patient global assessment (SMD = -0.28 [95% CI: -0.49, -

0.07]; Z = 2.65, P = 0.008; N = 358), psychological status (SMD =

-0.15 [95% CI: -0.27, -0.04]; Z = 2.57, P = 0.010; N = 1138) and

depression (SMD = -0.14 [95% CI: -0.23, -0.05]; Z = 2.90, P =

0.004; N = 1770). Physician global assessment was not assessed in

any of the included studies. One dimension of psychological status:

anxiety showed no significant effects, nor did the dimensions of

pain and disease activity. Although a trend was found in favour of

patient education for pain: (SMD = -0.08 [95% CI: -0.16, 0.00];

Z = 1.86, P = 0.06; N = 2229) (See ’Tables of Comparisons’).

Heterogeneity was not significant for all measures, therefore in all

cases the fixed effect model was used.

At final follow up: No significant effects of patient education were

found. Although a trend was seen in favour of patient education,

for scores on disability: (SMD = -0.09 [95% CI: -0.20, 0.02]; Z =

1.66, P = 0.10; N = 1308). For all analyses the fixed effect model

was used.

• Sensitivity analyses, using only one instrument for each

outcome.

A way to reduce heterogeneity is using only one, the most common

used, instrument to measure each outcome.

As mentioned before, the preliminary core set of outcomes identi-

fied by OMERACT include validated measures of pain, disability,

joint pain/tenderness, joint swelling, patient and physician global

assessment, and acute phase reactants, which were selected as out-

come measures to be included in this review. We also included

scores on psychological status, anxiety and depression.

PAIN. The most common instrument to measure pain was a vi-

sual analogue scale, which was used in 12 studies (Barlow 1997;

Barlow 2000; Bell 1998; Hewlett 1999; Leibing 1999; Lindroth

1997; Neuberger 1993; Parker 1988; Parker 1995; Rhodes 1988;

Rodriguez 1996; Shearn 1985) including 1112 patients. The vi-

sual analogue scale was most often a 10cm horizontal line, an-

chored by ’no pain’ on the left and ’pain as bad as it could be’ on

the right; although a 15cm line, anchored by ’no pain’ on the left

and ’very severe pain’ on the right, was used in one study (Shearn

1985); and in another study the 10cm line was anchored by ’none’

on the left and ’maximum imaginable’ on the right (Bell 1998).

Subjects were asked to place a mark on the line to describe the pain

that they experienced yesterday, in the past week or in the past two

weeks. In three studies the visual analogue pain scale used was not

described (Hewlett 1999; Rhodes 1988; Rodriguez 1996). Other

instruments were the AIMS2-pain scale, used in three studies (

Maisiak 1996a; Maisiak 1996b; Riemsma 1999), including 569

patients; the original AIMS-pain scale, also used in 3 studies (

Brus 1998; Radojevic 1992; Taal 1993) including 199 patients; as

well as the IRGL-pain scale (Huiskes 1991), AES (Geissner 1994),

MPQ (Appelbaum 1988), a scale to assess self-monitored level

of subjective pain (Sharpe 2001), a HAQ-pain scale (Hammond

1999), a daily pain diary card (Hill 2001), an average pain scale

(O’Leary 1988), and the SF-36 pain scale (Helliwell 1999), each

used in 1 study including 18 to 130 patients.

Using the fixed effect model for pain measured with a VAS at first

follow-up shows a significant effect of patient education: WMD

= -0.38 [95% CI: -0.71, -0.05]; Z = 2.27, P = 0.02; N = 1112.

Measured with the AIMS2 and AIMS-pain scales no significant

effects of patient education were found.

At final follow-up no significant effects were found with any of

the instruments.

DISABILITY: Disability was most often measured with the Health

Assessment Questionnaire (HAQ). This instrument was used in 10

studies (Hammond 1999; Helliwell 1999; Helewa 1991; Hewlett

1999; Rodriguez 1996; Lindroth 1997; Scholten 1999; Sharpe
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2001; Shearn 1985; Stenstrom 1994) including 625 patients. The

AIMS2-physical function scale was used in 3 studies (Maisiak

1996a; Maisiak 1996b; Riemsma 1999) including 559 patients;

the Modified-HAQ was also used in 3 studies (Barlow 2000;

Brus 1998; Taal 1993) including 301 patients; and the AIMS-

mobility scale was used in 2 studies (Parker 1988, Parker 1995)

including 288 patients. Other instruments to measure disabil-

ity, such as the SIP68 (the combined subscales: somatic auton-

omy, mobility control and mobility range) (Savelkoul 2001), the

IRGL-mobility scale (Huiskes 1991), the AIMS-function scale

(combined subscales: mobility, physical activity, dexterity, house-

hold activities and activities of daily living) (Radojevic 1992), Be-

hinderungserleben (Geissner 1994), the MHQ-physical function

scale (Rhodes 1988), the Disease Activities Questionnaire (DAQ)

(Appelbaum 1988) and the Hannover Functional Ability Ques-

tionnaire (Leibing 1999) were used in 1 study each, including 18

to 138 patients. Helliwell et al. (Helliwell 1999) used the SF-36

physical function scale at final follow-up only, involving 73 pa-

tients; while O’Leary et al. (O’Leary 1988) used the HAQ at final

follow-up only, involving 24 patients.

At first follow-up the HAQ showed a trend in favour of patient

education: WMD = -0.19 [95% CI: -0.39, 0.01]; Z = 1.87; P =

0.06; N = 625, using the random effects method since there was

significant heterogeneity present. Excluding the study by Scholten

et al. (Scholten 1999), the heterogeneity disappears, but so does

the significance of the trend. The AIMS2-physical function scale

did not show a significant effect of patient education at first follow-

up.

At final follow-up the HAQ showed a significant effect for scores

on disability in favour of patient education: WMD = -0.11 [95%

CI: -0.20, -0.01]; Z = 2.16; P = 0.03; N = 375, using the fixed

effects method. No significant effects were found with any of the

other instruments at final follow-up.

JOINT COUNTS. Joint counts were most often assessed by

means of the Ritchie Articular Index. This index was used in 8 stud-

ies (Bell 1998; Brus 1998; Helliwell 1999; Hill 2001; Rodriguez

1996; Sharpe 2001; Shearn 1985; Stenstrom 1994) including 548

patients. Joint counts as recommended by the ACR were used in

2 studies (Parker 1988; Parker 1995) involving 288 patients; the

Thompson Articular Index was used in 2 studies (Hewlett 1999;

Huiskes 1991) involving 144 patients. Two studies used the num-

ber of swollen joints (Leibing 1999; Radojevic 1992) involving

39 and 89 patients respectively; and one study used the and the

’Gelenkstatus’ (Geissner 1994) involving 50 patients. At first fol-

low-up Ritchie Articular Index scores showed a significant effect

favouring patient education: WMD = -1.79 [95% CI: -3.29, -

0.29]; Z = 2.34, P = 0.02; N = 548). No significant effects were

found with any of the other instruments at first follow-up.

At final follow-up the Ritchie Articular Index showed a significant

effect for scores on joint counts in favour of patient education:

WMD = -1.55 [95% CI: -3.08, -0.02]; Z = 1.99; P = 0.05; N

= 472, using the fixed effects method. No significant effects were

found with any of the other instruments at final follow-up.

PATIENT GLOBAL ASSESSMENT. The AIMS-arthritis impact

scale was most often used for the patient global assessment. It

was used in 2 studies at first follow-up (Parker 1988; Taal 1993)

involving 168 patients. Two other studies measured patient global

assessment at first follow-up: Savelkoul et al. (Savelkoul 2001)

measured patient global assessment in 103 patients, using one

question: ’How do you rate your own health?’ (answers ranging

on a 5-point scale from ’very poor’ to ’very good’) and Barlow

et al. (Barlow 2000) measured patient global assessment in 53

patients, using the EuroQoL VAS-general health scale. Two other

studies measured patient global assessment at final follow-up only:

Riemsma et al. (Riemsma 1999) used the AIMS-arthritis impact

scale in 175 patients, and Helliwell et al. (Helliwell 1999) used

the SF-36 general health perception scale in 72 patients.

At first follow-up patient global assessment scores, measured with

either instrument, showed no significant effects.

At final follow-up no significant effects were found.

PSYCHOLOGICAL STATUS. Psychological status was most

often measured with the AIMS2-affect scales. This instrument

was used in 2 studies (Maisiak 1996b; Riemsma 1999) includ-

ing 516 patients. The original AIMS-psychological status scales

were also used in 2 studies (Parker 1995; Radojevic 1992) in-

cluding 266 patients. Other instruments, such as the SIP68 (the

combined subscales: ’psychological autonomy and communica-

tion’ and ’emotional stability’) (Savelkoul 2001), the IRGL-mood

scale (Huiskes 1991), Schmerzbezogene Hilflosigkeit, Depression

und Angst (HDA) (Geissner 1994) and MHQ-Emotion (Rhodes

1988) were used in 1 study each, including 38 to 138 patients. The

SF-36 mental health scale was used in one study at final follow-

up only (Helliwell 1999), including 68 patients.

At first follow-up scores on psychological status as measured with

the AIMS2-affect scales showed no significant effects of patient

education, while the AIMS-psychological status scales showed a

trend favouring patient education: WMD = -0.45 [95% CI: -0.90,

0.00]; Z = 1.98, P = 0.05; N = 266. The other instruments showed

no significant effects.

At final follow-up no significant effects were found.

ANXIETY. Anxiety was most often measured with the HAD-Anx-

iety scale. This instrument was used in 4 studies (Barlow 1997;

Barlow 2000; Hewlett 1999; Sharpe 2001), including 375 pa-

tients. The original AIMS-anxiety scale was used in 3 studies (Brus

1998; Parker 1988; Taal 1993) including 220 patients. Other in-

struments, such as the AIMS2-stress scale (Riemsma 1999), STAI-

State Anxiety (Parker 1995; Leibing 1999), the SIP68-psycho-

logical autonomy and communcation scale (Savelkoul 2001), the

IRGL-anxiety (Huiskes 1991) and Perceived stress (O’Leary 1988)
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were each used in 1 or 2 studies including 24 to 249 patients.

None of the instruments showed significant effects at first follow-

up, nor at final follow-up.

DEPRESSION. Depression was most often measured with the

CES-D scale, this instrument was used in 4 studies (Neuberger

1993; Parker 1995; Radojevic 1992; Shearn 1985) including 437

patients. The HAD-depression scale was also used in 4 studies (

Barlow 1997; Barlow 2000; Hewlett 1999; Sharpe 2001) includ-

ing 375 patients. The AIMS2-mood scale was used in 1 study (

Riemsma 1999) including 246 patients, while the original AIMS-

depression scale was used in 3 studies (Brus 1998; Parker 1988;

Taal 1993) including 221 patients. Other instruments to asses de-

pression, such as the SIP68-emotional stability scale (Savelkoul

2001), the IRGL-depression scale (Huiskes 1991), the Beck-de-

pression scale (Helewa 1991; Scholten 1999), the Zung-depres-

sion scale (Kaplan 1981; O’Leary 1988), and Von Zerssen’s De-

pression Scale (Leibing 1999) were used in one or two studies

each, involving 22 to 162 patients.

At first follow-up scores on depression as measured with the HAD-

depression scale showed significant effects in favour of patient

education: WMD = -0.62 [95% CI: -1.21, -0.02]; Z = 2.04, P =

0.04; N = 375. None of the other instruments showed significant

effects at first follow-up. At final follow-up no significant effects

were found.

DISEASE ACTIVITY. ESR was used in 7 studies (Brus 1998;

Geissner 1994; Huiskes 1991; Leibing 1999; Parker 1988; Sharpe

2001; Shearn 1985) involving 461 patients to assess disease activ-

ity. Four studies (Hewlett 1999; Hill 2001; Leibing 1999; Sharpe

2001) involving 201 patients used CRP to assess disease activity.

Two studies (Helliwell 1999; Hill 2001) used plasma viscosity to

assess disease activity.

Neither instrument showed significant effects at first follow-up,

nor at final follow-up.

• Sensitivity analysis, using only one experimental condition

for each study.

Some studies included two or three experimental conditions. Since

we included comparisons of each experimental condition versus

the control condition, the control conditions for these studies were

included twice or three times, thus over-estimating the results of

the control condition. To see whether this over-estimation seri-

ously influenced results, we have done separate analysis includ-

ing only one (the most extreme) educational intervention. This

yielded the following results.

For most measures we found slightly more significant effects, but

on the whole results were very similar. At first follow-up there re-

main significant effects of patient education for scores of disability

(SMD = -0.23 [95% CI: -0.36, -0.09]; Z = 3.31, P = 0.0009; N

= 1578), joint counts (SMD = -0.15 [95% CI: -0.30, -0.01]; Z =

2.14, P = 0.03; N = 783), patient global assessment: (SMD = -0.30

[95% CI: -0.55, -0.04]; Z = 2.25, P = 0.02; N = 236), and depres-

sion: (SMD = -0.18 [95% CI: -0.30, -0.07]; Z = 3.09, P = 0.002;

N = 1189). There were trends in favour of patient education for

pain: (SMD = -0.10 [95% CI: -0.20, 0.00]; Z = 1.91, P = 0.06; N

= 1538), and psychological status: (SMD = -0.16 [95% CI: -0.33,

0.01]; Z = 1.88, P = 0.06; N = 538). For all analyses the fixed effect

model was used, except for scores on disability where the random

effect method was used, because of significant heterogeneity.

At final follow-up, no significant effects of patient education were

found. However we did find trends in favour of patient education

for scores on pain (SMD = -0.13 [95% CI: -0.28, 0.02]; Z = 1.65,

P = 0.10; N = 680), disability (SMD = -0.12 [95% CI: -0.25,

0.02]; Z = 1.68, P = 0.09; N = 851), and depression (SMD = -

0.14 [95% CI: -0.29, 0.01]; Z = 1.79, P = 0.07; N = 678). For all

analyses the fixed effect model was used.

• Sensitivity analysis, using only high quality studies.

We have done a separate analysis including only studies with a

quality score of 3 or more points (Barlow 2000; Bell 1998; Brus

1998; Hammond 1999; Helewa 1991; Helliwell 1999; Hewlett

1999; Hill 2001; Leibing 1999; Lindroth 1997; Maisiak 1996a;

Maisiak 1996b; Parker 1995; Riemsma 1999; Savelkoul 2001;

Scholten 1999; Sharpe 2001). This yielded the following results.

At first follow-up there is a significant effect of patient education

for scores of disability (SMD = -0.20 [95% CI: -0.35, -0.05]; Z

= 2.55, P = 0.01; N = 1586), patient global assessment (SMD

= -0.32 [95% CI: -0.60, -0.03]; Z = 2.15, P = 0.03; N = 190),

psychological status (SMD = -0.18 [95% CI: -0.31, -0.04]; Z =

2.54, P = 0.01; N = 831), and depression (SMD = -0.21 [95% CI:

-0.32, -0.09]; Z = 3.38, P = 0.0007; N = 1105). For pain, joint

counts, anxiety and disease activity we did not find a significant

effect or trend. For all analyses the fixed effect model was used,

except for scores on disability, where the random effects method

was used since there was significant heterogeneity present.

At final follow-up, no significant effects of patient education were

found. For all analyses the fixed effect model was used.

• Sensitivity analysis, using only large studies (N > 80).

We have done separate analysis including only studies with more

than 80 participants (Barlow 1997; Barlow 2000; Bell 1998;

Helewa 1991; Huiskes 1991; Lindroth 1997; Maisiak 1996b;

Parker 1988; Parker 1995; Riemsma 1999; Savelkoul 2001; Shearn

1985). This yielded the following results.

At first follow-up there is a significant effect of patient education

for scores of disability (SMD = -0.15 [95% CI: -0.25, -0.05]; Z =
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2.88, P = 0.004; N = 1514), patient global assessment (SMD = -

0.31 [95% CI: -0.57, -0.06]; Z = 2.46, P = 0.01, N = 248), and

depression (SMD = -0.13 [95% CI: -0.25, -0.02]; Z = 2.24, P =

0.02; N = 1183). For scores on psychological status there is still a

trend: (SMD = -0.13 [95% CI: -0.25, 0.00]; Z = 1.96, P = 0.05;

N = 961). For joint counts we no longer found a significant effect.

For all analyses the fixed effect model was used.

At final follow-up no significant effects of patient education were

found. For all analyses the fixed effect model was used.

• Sensitivity analysis, using results at a fixed point in time (2-

4 months).

In the analysis so far we have clustered results at first follow-up

and results at final follow-up. However there are great differences

between studies: in one study first follow-up assessments were done

after 3 weeks (Barlow 1997), in another after 9 months (Maisiak

1996b). Final follow-up assessments were assessed after 3 months

in one study (Radojevic 1992) and after 14 months in another (

Taal 1993).

In order to make study effects more comparable we selected results

of all studies at a certain point in time. In most studies assessments

were done between 8 weeks and 4 months; this included first fol-

low-up results in 16 studies (Appelbaum 1988; Barlow 2000; Brus

1998; Hammond 1999; Hewlett 1999; Huiskes 1991; Kaplan

1981; Leibing 1999; Lindroth 1997; Neuberger 1993; Rhodes

1988; Riemsma 1999; Savelkoul 2001; Sharpe 2001; Shearn 1985;

Stenstrom 1994), final follow-up results in one study (Radojevic

1992) and second follow-up results in three studies (Parker 1995;

Scholten 1999; Taal 1993).

We found a significant effect of patient education at three months

follow-up for scores on disability (SMD = -0.14 [95% CI: -0.24,

-0.04]; Z = 2.68, P = 0.007; N = 1557) and depression (SMD =

-0.11 [95% CI: -0.22, -0.01]; Z = 2.17, P = 0.03; N = 1468). In

addition, we found trends for scores on pain (SMD = -0.10 [95%

CI: -0.21, 0.01]; Z = 1.83, P = 0.07; N = 1399), joint counts (SMD

= -0.17 [95% CI: -0.38, 0.03]; Z = 1.65, P = 0.10; N = 731) and

patient global assessment (SMD = -0.22 [95% CI: -0.47, 0.03]; Z

= 1.69, P = 0.09; N = 247). Physician global assessment was not

assessed in any of the included studies. Psychological status and

anxiety showed no significant effects nor did the scores on disease

activity.

Heterogeneity was significant for measures of joint counts (Chi-

square = 26.68, P = 0.02), so in this case the random effect model

was used, in all other analyses the fixed effect model was used.

• Sensitivity analysis, using studies with comparable

interventions.

In the analyses so far we have considered the interventions to

be comparable. However there are great differences between the

interventions. The 31 studies from which data could be retrieved

include 76 treatment arms, 31 of which are control conditions.

The 45 experimental conditions can be divided in three groups:

’Information only’, ’Counselling’ and ’Behavioural Treatment’.

’Information only’ included all interventions aimed primarily at

the exchange of information, by means of persuasive communi-

cation or informational brochures; these interventions do not in-

clude a behavioural component and are not aimed at generating

support. ’Counselling’ includes interventions mainly aimed at so-

cial support and giving patients the opportunity to discuss their

problems. ’Behavioural Treatment’ refers to interventions that in-

clude techniques aimed at behavioural change, such as behavioural

instruction, skills training and biofeedback.

’Information only’ includes 9 experimental interventions: Barlow

1997; Helliwell 1999; Hill 2001; Maisiak 1996b (Symptom

Monitoring); Neuberger 1993 (C-Self Instruction); Parker 1988

(Attention Placebo); Parker 1995 (Patient Education Course);

Radojevic 1992 (Education Family Support) & Rodriguez 1996.

Counselling includes 5 experimental interventions: Kaplan

1981; Maisiak 1996a; Maisiak 1996b (Treatment Counselling);

Savelkoul 2001 (Mutual Support) & Shearn 1985 (Mutual Sup-

port).

Behavioural Treatment includes the remaining 31 experimental

interventions: Appelbaum 1988; Barlow 2000; Bell 1998; Brus

1998; Geissner 1994 (Multimodal Pain Management; Visuali-

sation Techniques and Relaxation Training); Hammond 1999;

Helewa 1991; Hewlett 1999; Huiskes 1991 (Combination Ther-

apy; Cognitive Behavioural Therapy and Occupational Therapy);

Leibing 1999; Lindroth 1997; Neuberger 1993 (A-nurse patient

contracts and B-practice time and demonstrations); O’Leary 1988;

Parker 1988 (Cognitive-Behavioural Group); Parker 1995 (Stress-

Management Course); Radojevic 1992 (Behavioural Therapy with

Family Support and Behavioural Therapy without Family Sup-

port); Rhodes 1988; Riemsma 1999 (Group Education with Part-

ner and Group Education without Partner); Savelkoul 2001 (Cop-

ing Intervention Group); Scholten 1999; Sharpe 2001; Shearn

1985 (Self-Management); Stenstrom 1994 & Taal 1993.

Information only.

Since there were only 9 treatment arms with Information-only

interventions, effects have to be interpreted with caution due to

lower numbers of respondents. No significant effects of Informa-

tion only were found at first follow-up. However, pain and psy-

chological status showed a trend in favour of the Information-only

group: pain: (SMD = -0.15 [95% CI: -0.32, 0.02]; Z = 1.71, P =

0.09; N = 524) and psychological status: (SMD = -0.24 [95% CI:

-0.48, 0.01]; Z = 1.88, P = 0.06; N = 257).
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Patient global assessment was assessed in one study only (Parker

1988), which showed no significant effect. Physician global assess-

ment was not assessed in any of the included studies. Heterogene-

ity was not significant for any measure, so in all analyses the fixed

effect model was used.

At final follow up no significant effects of Information only were

found. For all analyses the fixed effect model was used.

Counselling.

There were only 5 treatment arms with counselling interventions,

so effects have to be interpreted cautiously again due to lower

numbers of participants. No significant effects of counselling were

found at first follow-up for any measure. However a trend was

found for scores on psychological status (SMD = -0.25 [95% CI:

-0.52, 0.03]; Z = 1.74, P = 0.08; N = 203).

Patient global assessment, anxiety, joint counts and disease activity

were assessed in one study only (the first two in Savelkoul 2001

and the latter two in Shearn 1985), neither showed a significant

effect. The remaining measures: pain and disability showed no

significant effects.

Heterogeneity was significant for measures of pain (Chi-square =

6.14, P = 0.05), so in this case the random effect model was used,

in all other analyses the fixed effect model was used.

At final follow up disability, patient global assessment, psycho-

logical status, anxiety and depression were assessed in one study

only (Savelkoul 2001), neither showed a significant effect. For the

remaining measures: pain, joint counts and disease activity no as-

sessments were found. For all analyses the fixed effect model was

used.

Behavioural Treatment.

We found a significant effect of behavioural treatment interven-

tions at first follow-up for scores on disability (SMD = -0.23 [95%

CI: -0.36, -0.10]; Z = 3.52, P = 0.0004; N = 1532), patient global

assessment (SMD = -0.30 [95% CI: -0.55, -0.04]; Z = 2.25, P =

0.02; N = 236) and depression (SMD = -0.14 [95% CI: -0.25, -

0.04]; Z = 2.63, P = 0.009; N = 1350). Furthermore a trend was

found for scores on pain (SMD = -0.09 [95% CI: -0.19, 0.02]; Z

= 1.67, P = 0.10; N = 1453). Physician global assessment was not

assessed in any of the included studies. Joint counts, psychological

status, anxiety, and disease activity showed no significant effects.

Heterogeneity was significant for measures of disability (Chi-

square = 26.68, P = 0.02), so in this case the random effect model

was used, in all other analyses the fixed effect model was used.

At final follow up no significant effects of behavioural treatment

were found. However trends in favour of behavioural treatment

was found for scores on disability (SMD = -0.10 [95% CI: -0.23,

0.02]; Z = 1.64, P = 0.10; N = 1003) and depression (SMD = -

0.12 [95% CI: -0.25, 0.01]; Z = 1.80, P = 0.07; N = 911). For all

analyses the fixed effect model was used.

D I S C U S S I O N

• Publication bias.

We have drawn funnel plots showing sample sizes versus effect

sizes for the two outcomes that were assessed most often: pain and

disability (see Figure 01 and 02). Both plots seem to suggest that

there is no publication bias. Smaller studies with negative out-

comes are as well represented as smaller studies favouring patient

education.

The ’true effect size’ for pain centres round -0.08 (95% CI: -0.16,

0.00), which is similar to the pooled effect size of the four largest

studies: -0.06 (95% CI: -0.22, 0.11); while the ’true effect size’

for disability centres round -0.17 (95% CI: -0.25, -0.09), which

is slightly more favourable for patient education compared to the

pooled effect size of the four largest studies: -0.13 (95% CI: -0.30,

0.04).

• Quality assessment.

The quality of studies on average was not very high. The mean

score from all 50 studies was 2.60 (out of a possible 8); the mean

score for the 31 studies with data included in this review was 3.26

(out of 8).

Of all 50 Randomised Controlled Trials, only eight received the

full 2 points for the description of the randomisation procedure;

only six other studies received one point for randomisation, mak-

ing ’randomisation’ together with ’co-interventions’ the two least

well-reported elements of the four quality items with a mean of

0.44 (out of a possible score of 2) for both. Most studies scored

higher on attrition; with a mean of 1.04 (out of 2), this item

showed the highest scores of the quality items.

The quality as reported in the included reports seems rather

low. However the reported quality of papers may not reflect the

true quality of the study. We did make an effort to ask authors

for any missing details, but in many cases data were no longer

available or authors could not be reached. The following au-

thors were contacted: Barlow (Barlow 1997), Bradley (Bradley

1987), Brus (Brus 1998), Daltroy (Daltroy 1998), Fries (Fries

1997), Geissner (Geissner 1994), Goeppinger (Goeppinger 1989),

Hammond (Hammond 1999), Helewa (Helewa 1991), Helli-

well (Helliwell 1999), Hewlett (Hewlett 1999), Hill (Hill 2001),

Kraaimaat (Huiskes 1991), Lindroth (Lindroth 1997), Lorig (

Lorig 1985, Lorig 1986, Lorig 1989), Maisiak (Maisiak 1996a,

Maisiak 1996b), McEvoy-De Vellis (Cohen 1986, McEvoy-

DeVellis 1988), Oermann (Oermann 1986), Smarr & Hewett

(Parker 1984, Parker 1988, Parker 1995), Riemsma (Riemsma

1999), Savelkoul (Savelkoul 2001), Scholten (Scholten 1999),

Sharpe (Sharpe 2001), Stenstrom (Stenstrom 1994), Taal (Taal

1993) and Wright (Barlow 2000).
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One of the two least well-reported elements of the four quality

items was randomisation. Although all studies claim to be ran-

domised controlled trials, only eight out of 50 studies gave a com-

plete description of the randomisation process. Only five studies

clearly stated that other interventions were not allowed during the

intervention period, and only seven studies clearly described ef-

forts undertaken to blind patients, education providers and out-

come assessors. Although it is impossible to blind patients and

education providers for the condition they are in, it is possible to

blind them for the purpose of the study, points were allocated for

the efforts the authors undertook to establish this.

It is important for both authors and journal editors to acknowledge

that a clear presentation of the methodology of a study is vital for

readers to understand the value of the report.

Comparison of our findings with other studies is difficult as

the quality assessments used differ considerably. However most

systematic reviews of educational interventions reported sim-

ilar methodological quality of trials (Gibson 2001; Holloway

2001; Karjalainen 2001a; Karjalainen 2001b; Lancaster 2001; van

Tulder MW 2001).

In the latest update of this review we have added 11 new studies.

The quality scores for these 11 new studies are considerably higher

than those of the original 39 studies. The mean score from all 11

new studies was 4.18 compared to 2.15 (out of a possible 8) for

the original 39 studies. This seems a very positive improvement,

and is encouraging for the future.

• Main results

For the outcome measures included in this analysis there was a

small beneficial effect of patient education at first follow-up for

pain (4%), disability (10%), joint counts (9%), patient global as-

sessment (12%), psychological status (5%) and depression (12%).

At final follow-up (3-18 months) no significant effects were found

in the main analyses, only a trend for scores on disability favouring

patient education. Detailed results are provided below for each

outcome. The results are summarised in Table 2 and Table 3.

Table 2. Summary of significant results at first follow-up (trends in brackets)

Measure Pain Disability Joint

counts

Patient

Global A.

Psycho-

logical sta-

tus

Anxiety Depression Disease ac-

tivity

Main anal-

ysis

SMD (-0.08) -0.17 -0.13 -0.28 -0.15 -0.14

SA: One

instru-

WMD -0.38 -

VAS

(-0.19 -

HAQ)

-1.79 -

Ritchie

(-0.45 -

AIMS-Psy)

-0.62 -

HAD-Dep
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Table 2. Summary of significant results at first follow-up (trends in brackets) (Continued)

ment

SA:

One exper-

imental

condition

SMD (-0.10) -0.23 -0.15 -0.30 (-0.16) -0.18

SA: High

Quality

studies

SMD -0.20 -0.32 -0.18 -0.21

SA: Large

studies

SMD -0.15 -0.31 (-0.13) -0.13

SA: 2-4

months re-

sults

SMD (-0.10) -0.14 (-0.17) (-0.22) -0.11

SA: Infor-

mation

only

SMD (-0.15) (-0.24)

SA: Coun-

selling

SMD (-0.25)

SA: Behav-

ioral treat-

ment

SMD (-0.09) -0.23 -0.30 -0.14

Table 3. Summary of significant results at final follow-up (trends in brackets)

Measure Pain Disability Joint

counts

Patient

Global A.

Psycholog-

ical status

Anxiety Depression Disease activ-

ity

Main anal-

ysis

SMD (-0.09)

SA: One

instru-

ment

WMD -0.11 -

HAQ

-1.55 -

Ritchie

SA:

One exper-

imental

condition

SMD (-013) (-0.12) (-0.14)

SA: High

Quality

studies

SMD
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Table 3. Summary of significant results at final follow-up (trends in brackets) (Continued)

SA: Large

studies

SMD

SA: Infor-

mation

only

SMD

SA: Coun-

selling

SMD

SA: Behav-

ioral treat-

ment

SMD (-0.10) (-0.12)

PAIN:

Overall, we only found a trend in favour of patient education at

first follow-up for scores on pain.

Pain measured with a VAS shows a significant effect of patient

education at first follow-up. Measured with the AIMS2 and AIMS-

pain scales no significant effects of patient education were found.

Two sensitivity analyses showed a trend in favour of patient edu-

cation for scores on pain: using results after 3 months, and using

only one experimental condition for each study.

Using only high quality studies or only large studies, we did not

find a significant effect or trend for pain.

The Visual Analogue Scale showed the most significant effects for

the measurement of pain, perhaps this instrument is most sensitive

to changes due to educational interventions.

These results suggest a small, non-significant effect of patient ed-

ucation for scores on pain. A standard mean difference of 0.08 in

favour of patient education can be translated into an improvement

on a 10-cm VAS (range 0-10cm) of 0.20cm, assuming that the

mean score in the control group remains the same and a standard

deviation of 2.50 in both groups. Assuming a start level of 4.70

on the VAS, an SMD of -0.08 translates into a 4% (95% CI: 0%,

9%) improvement on the VAS.

DISABILITY:

Overall, we found a small but significant effect of patient education

at first follow-up for scores on disability.

Separate analyses of disability measured with the HAQ showed a

trend in favour of patient education at first follow-up. Disability

measured with the AIMS2-physical function scale showed no sig-

nificant effects of patient education.

Sensitivity analyses, using only one experimental condition for

each study, high quality studies only, large studies only and results

after 3 months all showed significant effects of patient education

on scores of disability.

These results suggest significant effects of patient education for

scores on disability, and moreover these effects are quite robust, as

most sensitivity analyses show significant effects. However, stan-

dardised effect sizes ranged from -0.11 to -0.23 (WMD=-0.19

equals to SMD=-0.11), indicating that the effect is very small. A

standard mean difference of 0.17 in favour of patient education

can be translated into an improvement on Stanford Health Assess-

ment Questionnaire (range 0-3) of 0.10, assuming that the mean

score in the control group remains the same and a standard de-

viation of 0.60 in both groups. Assuming a start level of 1.00 on

the HAQ, an SMD of -0.16 translates into a 10% (95% CI: 5%,

15%) improvement on the HAQ.

JOINT COUNTS:

We found a significant effect of patient education at first follow-

up for scores on joint counts.

The Ritchie Articular Index was the only instrument showing a

significant effect favouring patient education.

Sensitivity analysis using only one experimental condition for each

study showed a significant effect as well, while results after 3

16Patient education for adults with rheumatoid arthritis (Review)

Copyright © 2009 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.



months showed a trend favouring patient eduction.

The sensitivity analyses using only high quality studies and large

studies did not show a significant effect or trend.

These results suggest a significant effect of patient education for

scores on joint counts. The effects are not very robust, because

the most important sensitivity analyses, using high quality studies

only or large studies, showed no significant effects. Standardised

effect sizes ranged from -0.13 to -0.20 (WMD=-1.79 equals to

SMD=-0.20), indicating that the effect size is small.

A standard mean difference of 0.13 in favour of patient education

can be translated into an improvement on the Ritchie Articular

Index (range: 0-78) of 1.3, assuming that the mean score in the

control group remains the same and a standard deviation of 10.00

in both groups. Assuming a start level of 15.00 on the RAI, an

SMD of -0.13 translates into a 9% (95% CI: 1%, 16%) improve-

ment on the RAI.

PATIENT GLOBAL ASSESSMENT:

We found a significant effect of patient education at first follow-

up for scores on patient global assessment.

Separate analyses of patient global assessment measured with the

AIMS-arthritis impact scale, with a single question (Savelkoul

2001), and with the EuroQoL VAS-general health scale showed

no significant effects.

Sensitivity analysis using only high quality studies, using only large

studies, and with only one experimental condition for each study

all showed a significant effect of patient education for scores of

patient global assessment, while effects after 3 months showed a

trend favouring patient education.

These results suggest significant effects of patient education for

scores on patient global assessment, and the effects are quite robust.

Standardised effect sizes ranged from -0.22 to -0.32, indicating

that the effect is small.

A standard mean difference of 0.28 in favour of patient education

can be translated into an improvement on the AIMS-Arthritis

Impact scale (range 0-10) of 0.5, assuming that the mean score in

the control group remains the same and a standard deviation of

2.00 in both groups. Assuming a start level of 4.50 on the Arthritis

Impact scale, an SMD of -0.28 translates into a 12% (95% CI:

3%, 22%) improvement on the Arthritis Impact scale.

PHYSICIAN GLOBAL ASSESSMENT:

Physician global assessment was not assessed in any of the included

studies.

PSYCHOLOGICAL STATUS:

We found a small, but significant effect of patient education at

first follow-up for scores on psychological status.

The AIMS-psychological status scales showed a trend favouring

patient education. The other instrument showed no significant

effects.

Sensitivity analysis using only high quality studies showed a sig-

nificant effect of patient education for scores of psychological sta-

tus, while analyses using only one experimental condition for each

study and using only large studies showed a trend favouring pa-

tient education.

Sensitivity analyses using results after 3 months showed no signif-

icant effect.

These results suggest small, but significant effects of patient edu-

cation for scores on psychological status, the effects are still present

in the analysis with high quality studies only, while large studies

showed a trend favouring patient education. Standardised effect

sizes ranged from -0.13 to -0.26 (WMD=-0.45 equals SMD=-

0.26), indicating that the effect is very small.

A standard mean difference of 0.15 in favour of patient education

can be translated into an improvement on the AIMS2-Affect scale

(range 0-10) of 0.20, assuming that the mean score in the con-

trol group remains the same and a standard deviation of 1.40 in

both groups. Assuming a start level of 4.10 on the AIMS2-Affect

scale, an SMD of -0.15 translates into a 5% (95% CI: 1%, 9%)

improvement on the AIMS2-Affect scale.

ANXIETY:

We found no significant effects for scores on anxiety at first follow-

up, nor did any of the sensitivity analyises show a significant effect

for scores on anxiety.

DEPRESSION:

We found a significant effect favouring patient eduation for scores

on depression. Separate analyses of depression measured with the

HAD-Depression scale also showed a significant effect, and all

four sensitivity analyses showed significant effects favouring pa-

tient education.

These results suggest a significant effect of patient education for

scores on depression, and the effects are quite robust. Standardised

effect sizes ranged from -0.11 to -0.21, indicating that the effect

is very small.

A standard mean difference of 0.14 in favour of patient education

can be translated into an improvement on the CES-Depression

scale (range: 0-60) of 1.6, assuming that the mean score in the

control group remains the same and a standard deviation of 11.00

in both groups. Assuming a start level of 13.00 on the CES-De-

pression scale, an SMD of -0.14 translates into a 12% (95% CI:

4%, 19%) improvement on the CES-Depression scale.

DISEASE ACTIVITY:
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We found no significant effects for scores on disease activity at first

follow-up, nor did any of the sensitivity analyses show a significant

effect for scores on disease activity.

FINAL FOLLOW UP:

At final follow up, the main analyses showed no significant effects

of patient education on any outcome. However, the main analyses

did show a trend favouring patient education for scores on disabil-

ity; and we did find significant effects favouring patient education

for scores on disability using the HAQ and for joint counts using

the Ritchie Articular Index. One of the sensitivity analyses (using

only one experimental condition for each study) showed trends

favouring patient education for scores on pain, disability and de-

pression at final follow-up.

• Analysis by type of intervention.

Behavioural treatment was the only type of intervention that

showed significant effects. Detailed results of the three types of

intervention are given below.

INFORMATION ONLY:

Interventions aimed at information only, showed no significant

effects for scores on pain, disability, joint counts, patient global as-

sessment, anxiety, depression and disease activity. However, scores

on pain and psychological status showed a trend in favour of the

information-only group. At final follow up no significant effects

or trends were found.

COUNSELLING:

Interventions aimed at counselling showed no significant effects

for scores on pain, disability, joint counts, patient global assess-

ment, anxiety, depression and disease activity. However, a trend

was found for scores on psychological status. At final follow up no

significant effects or trends were found.

BEHAVIOURAL TREATMENT:

Interventions aimed at behavioural treatment showed significant

effects for scores on disability, patient global assessment and de-

pression. A trend favouring behavioural treatment was found for

scores on pain. No significant effects or trends were found for

scores on joint counts, psychological status, anxiety and disease

activity.

These results suggest that behavioural treatment has significant

effects favouring behavioural treatment. However the effects are

very small.

At final follow trends favouring behavioural treatment were found

for scores on disability and depression.

• Comparison with other reviews

There has been increasing research in the field of patient educa-

tion, and major reviews of published studies have been conducted

on the value of education in general (Mazzuca 1982) and more

recently on education in arthritis (Hirano 1994; Hawley 1995;

Superio 1996; Taal 1997). Two reviews on arthritis patient ed-

ucation reported combined effect estimates on main outcomes,

such as pain, disability and psychological outcomes (Hawley 1995;

Superio 1996).

Superio-Cabuslay compared the effects of 19 patient education

trials and 28 non-steroidal anti-inflammatory drug trials amongst

patients with OA and RA between 1966 and 1993. In the review

by Superio-Cabuslay et al. also non-randomised controlled trials

were included and studies which included both patients with RA

and OA were categorised according to the more prevalent diag-

nosis, while in this review only RCTs were included and scores

were not presented unless they only included patients with RA.

Superio-Cabuslay et al. used the standardised gain difference as

the measure of effect size, which is calculated as the change in the

intervention group minus the change in the control group, divided

by the pooled pre-treatment standard deviation.

Hawley reviewed 34 clinical trials of patient education performed

between 1985 until 1995 that are specific to rheumatic disease.

The review by Hawley et al. included a wide range of study designs

(RCTs, non-randomised controlled trials and before-after design

without controls), although the reported effect sizes were based

on RCTs in patients with RA only. Hawley et al. reported effect

sizes weighted for sample size, which are described as a unit-free,

standardised measures of change.

For pain, we found a trend favouring patient education at first

follow-up. Superio-Cabuslay et al. (Superio 1996) found a non-

significant effect favouring patient education in RA patients (Ef-

fect size = -0.18 [95% CI: -0.64, 0.28]; N = 589, approximately).

Although the result is quite similar, it was based on different stud-

ies than the results from this review. Superio-Cabuslay et al. in-

cluded two non-randomised controlled trials (N = 179) that were

excluded from this review (Lindroth 1989; Gerber 1987). The

remaining 7 studies/10 treatment arms (N = 410) were also in-

cluded in this review; however these represented only 22% of the

patients included in this review. Hawley et al (Hawley 1995) re-

ported an average effect size for RA patients at post-intervention of

0.13 favouring patient education. This was based on 6 studies/11

treatment arms (N = 381, approximately). Two of these six studies

were excluded from our review because they were not considered

to be RCTs (Basler 1993; Furst 1987).

For scores on disability, we found a small but significant effect

of patient education at first follow-up. Superio-Cabuslay et al. (

Superio 1996) found a non-significant effect favouring patient

education in RA patients (Effect size = -0.18 [95% CI: -0.54,

0.18]; N = 588). Again, the effect size is quite similar. Hawley et al.

found an average effect size for RA patients at post-intervention of
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0.16 favouring the control group. This was based on three studies

(6 treatment arms (N > 212), two of which were also included

in our review (Radojevic 1992; Shearn 1985), although all five

treatments arms of these two studies favour patient education in

our review.

For joint counts, we found a significant effect of patient education

at first follow-up. Superio-Cabuslay et al. (Superio 1996) found a

non-significant effect favouring patient education in RA patients

(Effect size = -0.28 [95% CI: -1.49, 0.93]; N = 375).

We found a small, significant effect favouring patient eduation for

scores on depression. Hawley et al. found a non-significant average

effect size for RA patients at post-intervention of -0.01 favouring

patient education.

• Clinical significance of effects.

The statistically significant benefits of patient education at first

follow-up are modest (5-12%). The most important benefit was

for disability with an effect size of -0.17. This compares with

effect sizes for ’disease modifying’ drug treatment such as -0.09

(95% CI: -0.45,0.27) for antimalarials (Suarez-Almazor 2001a), -

0.19 (95% CI: -0.39,0.02) for auranofin (Suarez-Almazor 2001b),

-0.29 (95% CI: -0.77,0.19) for penicillamine (Suarez-Almazor

2001c), -0.31 (95% CI: -1.06,0.44) for azathioprine (Suarez-

Almazor 2001d), -0.78 (95% CI: -1.10,-0.47) for cyclosporin (

Wells 2001) and -1.48 (95% CI: -1.82,-1.14) for methotrexate (

Suarez-Almazor 2001e). Glucocorticoids, when given in addition

to ’disease modifying’ drugs, has a further effect size of -0.57 (95%

CI: -0.92, -0.22) (Criswell 2001).

A U T H O R S ’ C O N C L U S I O N S
Implications for practice

Patient education as provided in the studies reviewed here had

small short-term effects on disability, joint counts, patient global

assessment, psychological status and depression. In evaluating clin-

ical effects of patient education, it must be taken into account that

patient education was provided in addition to standard medical

care so the effects of patient education are always supplementary

to the benefits of standard medical care. There was no evidence

of long term benefits. In all these studies, patients were invited

to take part in an experimental procedure and randomised. This

contrasts with routine clinical practice in which patients may be

more likely to select themselves for education sessions.

Implications for research

Patient education has been advocated in arthritis for information

provision itself, and for its therapeutic potential (Tucker 1991).

In practice, many patient education programmes have not been

disease specific and there has been the assumption that all benefits

would be generic. This analysis raises doubts over the achievement

of meaningful benefits in patients with RA specifically, who are

recruited via invitation to participate usually through a hospital

outpatient department. Future research should be disease specific,

and should seek to identify patient characteristics that are rele-

vant to beneficial outcomes from educational intervention. A re-

view of educational benefits in other specific forms or arthritis,

particularly osteoarthritis, would be worthwhile. Trials of educa-

tion should include as outcome measures the ’core set’ agreed by

the OMERACT group (Tugwell 1993), together with measures of

psychological status such as the HAD, AIMS2 scales and/or CES-

D.
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C H A R A C T E R I S T I C S O F S T U D I E S

Characteristics of included studies [ordered by study ID]

Appelbaum 1988

Methods A 10 weeks, cross-over study.

Assessments were done at baseline and after 10 weeks.

Quality: 0/0/0/0

Participants 19 RA patients recruited, 1 drop-out before baseline assessment, 18 randomised (9/9) and analysed. Inclusion:

outpatients with functional class Stage 2 or 3 RA according to the ARA-criteria. Mean age: 62.2 yr, 11% female,

33% functional class 2.

Interventions Active treatment: 10 sessions in 6 weeks, including: progressive relaxation training and thermal biofeedback (10 trials

each) and instruction in cognitive pain management strategies.

Controls: symptom monitoring.

Outcomes Included: McGill Pain Questionnaire, Daily Activities Questionnaire (personal hygiene, dressing, eating, household,

communication).

Not reported: Beck Depression Inventory, State-Trait Anxiety Inventory.

Others: Weekly Arthritis Diary (weekly pain index, weekly peak pain index), MMPI.

Notes ARA = American Rheumatism Association

MMPI = Minnesota Multiphasic Personality Inventory

Balmer 1989

Methods A 6 months counselling intervention.

Assessments were done at baseline and after 6 months.

Quality: 0/0/1/0

Participants 30 RA-patients randomised (20 couns/10 contr) 1 drop-out (couns) before start of sessions. No inclusion criteria

mentioned. Mean age: 56 yr, 73% female.

Interventions Counselling: 2 groups (10 persons) received weekly (1 hr) counselling sessions over 6 months by different counselors.

Controls: no-intervention

Outcomes Included: None.

Not reported: McGill Pain Questionnaire, VAS-pain, AIMS, Ritchie Articular Index, Beck Depression Inventory,

ESR.

Others: Arthritis Helplessness Index, Multidimensional Health Locus of Control.

Notes VAS = Visual Analogue Scale

AIMS = Arthritis Impact Measurement Scale

ESR = Erythrocyte Sedimentation Rate
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Barlow 1997

Methods A 3 weeks, cross-over design.

Assessments were done at baseline, after 3 weeks and after 6 months.

Quality: 0/0/0/0

Participants Consecutive patients with definite RA were asked to participate, 142 agreed, 34 were lost to follow-up (no reasons

stated), 108 RA-patients were used for T1-T2 analysis. Mean age was 59.3 yr and 81% were female.

Interventions Experimental group: Mailed RA-leaflets from the ARC, to be read at home during a three week period.

Control group: no intervention.

Outcomes Included: VAS-pain, HADS (Anxiety and Depression).

Others: HAQ (only at baseline), VAS-fatigue, ASE (pain and other symptoms).

Notes ARC = Arthritis and Rheumatism Council (UK)

VAS = Visual Analogue Scale

HADS = Hospital Anxiety and Depression Scale

HAQ = Health Assessment Questionnaire

ASE = Arthritis Self-Efficacy

Barlow 2000

Methods A pragmatic randomised controlled study. Assessments were done at baseline and 4 months follow-up. The interven-

tion group completed a 12-month follow-up.

Quality: 2/0/2/1

Participants 602 people with arthritis recruited (I: 344; C: 258).

58 were ineligible or non-consenting (I: 33; C: 25).

544 people were consenting and returned baseline questionnaires (I: 311; C: 233; RA-patients: I: 115 (37%); C: 77

(33%)).

423 returned the 4 month follow-up (I: 234; C: 189).

602 (I: 344; C: 258) randomised.

544 analysed at 4 months (I:311; C: 233). At 4 months follow-up 423 (I: 234; C: 189) respondents remaining,

intention-to-treat analyses with corresponding baseline value replacing missing values at both follow-ups.

Course attendance was not dependent on participation in the evaluation. Entry criteria were: age 18 or older; ability

to complete the questionnaire and a diagnosis of arthritis from the participant’s GP.

Mean age for all respondents at baseline (n=544): 58.1y (SD: 12.8), 84% female. Type of arthritis: 35% RA, 52%

OA, 13% other. Disease duration for all respondents at baseline (n=544): Mean: 11.0y (SD: 11.1). Comorbidities

for all respondents at baseline (n=544): 56%.

Interventions The ASMP comprises 6 weekly sessions, each lasting approximately 2h, delivered by pairs of lay leaders, most of

whom have arthritis themselves. Leaders are trained by Arthritis Care and course delivery is guided by a manual

to ensure consistency of content. The ASMP is multi-component and topics include: information about arthritis,

an overview of self-management principles, exercise, cognitive symptom management (e.g. distraction, visualization

and guided imagery), dealing with depression, nutrition, communication with family and health professionals, and

contracting. The last of these involves the setting of realistic goals to be achieved during the forthcoming week.

Participants report back to their group on their achievements at the next weekly session. Participants are given a copy

of the Arthritis Helpbook (Lorig and Fries, 1995), which is an accompanying guide to the course. The format of the

ASMP is largely interactive, with short ’lecturettes’ to introduce topics, group discussion, problem solving, role plays
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Barlow 2000 (Continued)

and mastery experience (i.e. trying out the skills introduced on the ASMP).

Controls: a 4 months waiting list control group.

Outcomes Included: VAS-pain, health status (Modified Health assessment Questionnaire (M-HAQ), Hospital Anxiety and

Depression Scale (HADS) and a subsample completed the EuroQol (EQ-5D).

Others: Arthritis self-efficacy, health behaviours (exercise, cognitive symptom management, diet and relaxation)and

VAS-fatigue, and the Positive and Negative Affect Scales (PANAS).

Notes ASMP = Arthritis Self-Management Programme.

VAS = Visual Analogue Scale

Bell 1998

Methods A 6 week, outcome assessor blinded, cross-over study, no co-interventions allowed.

Assessments were done at baseline and after 6 weeks.

Quality: 2/2/2/1

Participants 150 RA patients randomised (76 EG/74 CG), 23 drop-outs (7/16), leaving 127 (69/59) for analysis. Inclusion: RA

according to ARA-criteria; referral for PT (first to CTS); disease onset after 18 yr; ability to read, write, speak English;

understand purpose of study and informed consent; requires > 3 visits or > 2 h of PT; available for follow-up; at least

3 of 12 improvement areas, 6 tender and painful joints, 45 min morning stiffness; functional class 2 or 3. Exclusion:

involvement in pilot study, require urgent care; current or past participatation in similar programme.

Interventions EG: 4 visits (3h) of physical therapy over 6 weeks, including: total evaluation of disease activity, and level of function;

review of 5 brochures, RA disease management, medications, nutrition and exercise and access to community resources

and individual goal setting.

CG: Waiting list controls (after 6 weeks)

Outcomes Included: VAS-pain, tender joint count.

Others: Stanford Arthritis Self-Efficacy Scales.

Notes ARA = American Rheumatism Association

PT = Physical Therapy

CTS = Consultation and Therapy Service

VAS = Visual Analogue Scale

Bradley 1987

Methods A study of 15 sessions of Cognitive Behavioural group therapy compared to 15 sessions of structured group social

support therapy with a no adjunct treatment control group.

Assessments were done at baseline, immediately after the intervention, and 1 year after the intervention.

Quality: 0/0/1/2

Participants 68 RA patients randomised, 2 drop-outs before first assessment, 11 (6 CBT/3 SGT/2 NAT) before treatment and

2 (0/1/1) during treatment. 53 analysed (17/18/18), 5 patients (1/1/3) excluded because of incomplete data at 1 yr

follow-up. Inclusion: definite or classis RA according to the 1987 ARA criteria. Mean age: 50.09 (SD: 12.44); 81%

female; 9% functional class 1, 53% class 2, 38% classs 3.
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Bradley 1987 (Continued)

Interventions CBT: Biofeedback assisted cognitive behavioural group therapy: 5 sessions of individual thermal biofeedback training

to promote increased skin temperature at most painful joints and 10 small group meetings (with family and friends)

including education, relaxation training and instruction in behavioural goalsetting and use of self-rewards.

NAT: no adjunct treatment control group

Outcomes Included: None.

Not reported: VAS-pain (unpleasentness and intensity), M-HAQ, tender joints count, patient’s rating of disaese

activity, physician’s rating of disease activity, STAI-Trate Form; Depression Adjective Scale, ESR.

Others: Health Locus-of-control Scale; Arthritis Helplessness Index.

Notes ARA = American Rheumatology Association.

VAS = Visual Analogue Scale

M-HAQ = Modified Health Assessment Questionnaire

STAI = State-Trate Anxiety Inventory

ESR = Erythrocyte sedimentation rate

Bradley 1987-B

Methods

Participants

Interventions SGT: structured group social support therapy: 15 sessions of structured social support in small group meetings (with

family and friends), including education, discuusion of present coping strategies and encouragement to develop

improved coping methods.

NAT: no adjunct treatment control group

Outcomes

Notes

Branch 1999

Methods An 8-week randomised controlled trial with an intervention by a arthritis patient educator as well as standard

rheumatologic care compared with standard rheumatologic care.

Assessments were done at baseline and 8 weeks later.

Quality: 0/0/0/0

Participants 537 patients were randomised. The authors state: “Of the 537 patients randomised to enter this study, 108 had their

referral diagnosis confirmed by a rheumatologist, had sufficient time to complete the initial questionnaires, and were

enrolled in the study.” 58 (I: 27; C: 31) analysed. Probably all 537 patients recruited were randomised, 429 of these

dropped-out at baseline assessment. Intervention group: 20 patients (43%) did not complete the entire protocol.

Controls: 30 patients (49%) did not complete the entire protocol. Inclusion: All newly referred (August-December

1994) arthritis patients to the clinic, meeting the ACR criteria for rheumatoid arthritis, osteoarthritis, or fybromyalgia

and were not excluded on the basis of length of disease or because of current use of medication. Exclusion criteria

regarding ’length of disease’ or ’current use of medication’ not specified. Mean age and percentage female: not stated.
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Branch 1999 (Continued)

Interventions Intervention: A 10-30 minutes face-to-face interaction with an arthritis patient educator during a routine clinic visit.

During the encounter, the arthritis patient educator utilised a standard protocol as a guide to ascertain the diagnosis

of the patient, if known, as well as whether the patient had specific concerns about his or her condition. The arthritis

patient educator then provided peer support, education and/or referral to the social worker if the patient needed

additional help. Arthritis Foundation pamphlets were used as an adjunct to the educational component. One week

after the appointment, the arthritis patient educator provided a follow-up phone call to determine whether the patient

had any questions since his or her rheumatologist’s appointment.Arthritis patient educators are persons with arthritis,

selected by their rheumatologists to participate in the above-described training course. Additional training was given

during an intensive 2-day training programme prepared by a panel of experts. Topics included: rheumatic disease

pathophysiology, nutritional guidelines, psychosocial aspects of chronic illness, components of physical therapy in-

cluding exercise and pain management, and components of occupational therapy including exercise, joint protection,

and energy conservation; and discussions of cultural diversity and cross cultural differences in disease perceptions

and interviewing and listening skills.

Controls: Standard rheumatologic care.

Outcomes Included: None.

Not reported: AIMS2 (pain, physical, arthritis impact, affect, anxiety and depression).

Others: Arthritis Self-Efficacy Scales, a basic arthritis knowledge test, and satisfaction with services questionnaire.

Notes ACR = American College of Rheumatology

AIMS = Arthritis Impact Measurement Scales

Brus 1998

Methods An assessor blinded, one year study. 65 RA- patients were selected, results presented of 25 experimental and 30

controls who finished the study.

Assessments were done at baseline and after 3, 6 and 12 months.

Quality: 0/1/1/2

Participants 65 RA-patients randomised (32 exp/33 contr), 5 drop-outs (3/2) at baseline, 2 at 6 months (1 each) and 3 exp at 12

months, leaving 55 (25/30) for analysis. Inclusion: less than 3 years RA, active disease (ESR > 28 mm/h and > 5 painful

and > 3 swollen joints) and on DMARD therapy with sulphasalazine. DMARDs other than hydroxychloroquine

were excluded. Mean age: 59.2 yrs, 80% female and mean number of ACR criteria: 4.7.

Interventions Experimental Group: Four (2 h) goup meetings in the first month, with reinforcement meetings after 4 and 8 months,

partners were invited. Focus on compliance with sulphalazine therapy, physical exercises, endurance activities, advice

on energy conservation and joint protection. One instructor (HB) provided information on RA, attendant problems

and basic treatment. Sessions included discussion of problems and solutions, training in physical exercises, treatment

planning, use of contracts and feedback.

Controls: no intervention

Outcomes Included: Dutch-AIMS (pain, anxiety and depression), M-HAQ, Ritchie Articular Index, ESR.

Not reported: Dutch-AIMS (mobility, physical activity, dexterity and household activities).

Others: CRP,

number of swollen joints, number of painful joints, DAS.
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Brus 1998 (Continued)

Notes ESR = erythrocyte sedimentation rate

DMARD = disease modifying anti-rheumatic drug

ACR = American College of Rheumatology

AIMS = Arthritis Impact Measurement Scales

M-HAQ = Modified Health Assessment Questionnaire

DAS = Disease Activity Score

Cohen 1986

Methods A 3 months Randomised Controlled Trial.

Assessments were done at baseline, after 6 weeks (experimental groups only) and after 12 weeks.

Quality: 0/0/1/0

Participants 96 arthritis patients randomised (28 prof/32 lay/36 contr), 10 drop-outs (4/4/2), leaving 86 (24/28/34) for analysis,

15% RA (n=14). Volunteers through public service announcements. Diagnosis determined by patient’s physician.

Mean age: 65.5 yr, 78% female.

Interventions Professional-instructed: 6 weekly (2 hr) sessions (10 persons) of arthritis self-management course (modeled after

Lorig). Including: exercise techniques, relaxation, joint protection, heat therapy, massage, medications, diets, physi-

cian-patient communication and solving social/functional problems. Led by 2 health professionals who acted as

expert authorities rather than equals.

Controls: no intervention.

Outcomes Included: None.

Not reported: VAS-pain, M-HAQ, CES-D.

Notes VAS = Visual Analogue Scale

M-HAQ = Modified-Health Assessment Questionnaire

CES-D = Center for Epidemiologic Studies-Depression Scale

Cohen 1986-B

Methods

Participants

Interventions Lay-led: Same course, led by 2 leaders, who had completed a 16 hr training training course and one of whom had

arthritis. Leaders were regarded as group members, not experts.

Controls: no intervention.

Outcomes

Notes
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Cziske 1987

Methods A 4 week intervention with 4 rheumatic conditions.

Assessments were done at baseline and immediately after the 4 weeks intervention period.

Quality: 0/0/0/0

Participants 44 arthritis patients randomised and analysed (25 exp/19 contr); 9 RA (4/5). Inclusion: considerable pain, disease

duration at least 6 months, no other relevant comorbidities, having RA, OA, ankylosing spondylitis or low-back pain.

Interventions Pain-management training: 4 sessions (90 min, 4 persons with same disease) including: gate-control theory of pain,

presentation of and training in breathing techniques, distraction and visualisation; and how to incorporate techniques

in daily life.

Controls: lecture (90 min) on pain management

Outcomes Included: None.

Not reported: Revidierte Mehrdimensionale Schmerz-Skala (pain-RMSS), Befindlichkeitsskala (disability), Trait

Anxiety (State-Trait Anxiety Inventory).

Notes

Daltroy 1998

Methods A 4-days randomised controlled prospective study of two interventions, information and relaxation training, in a 2x2

factorial design. Assessments were done at baseline and 4 days post intervention.

Quality: 0/1/1/1

Participants From March 1985 until December 1987 letters were mailed to 329 eligible patients of 8 orthopaedic surgeons.

Of these, 247 (82%) agreed to participate. In 25 cases surgery was cancelled, leaving 222 patients with completed

baseline data and exposure to the intervention (I1: 58, I2: 58, I3: 52, C: 54). One patient was excluded from analyses

(outlier for all outcomes), 5 patients were excluded due to incomplete data.

Number randomised: not stated, nor for total nor for RA.

Number analysed: 216 patients. (19% RA-patients = 42). Inclusion: Eligible patients were those scheduled for total

hip or knee replacement surgery. Patients were excluded if they could not speak English, fill out the questionnaires,

or if they had previously had surgery on the contralateral joint. Mean age: 64 years (SD: 12). Range: 20-88 years,

66% female. 19% RA; 73% OA; 8% other. One or more comorbidities: 33%. Uses pain medication 5-7 days per

week: 78%.

Interventions Information only - The informational intervention consisted of a 12-min audiotape slide programme presented by a

research assistant at the patient’s bedside the day before surgery. The audiotape oriented the patient to the hospital, to

staff and their roles, to the events of surgery and rehabilitation, and to life in the hospital. Patients were told of various

stressful aspects of the hospitalisation., including postoperative pain, immobility, the work involved in rehabilitation,

lights and noises, an altered sleep schedule, and dietary and smoking restrictions. They were reassured that various

sensations, emotions and difficulties were normal and would pass.

Controls: no intevention.

Outcomes Included: none.

Not reported: Pain (assessed by taking the mean of 3 5-point Likert scales assessing pain (not at all to extremely

painful) at night, resting and when active); State anxiety (Spielberger’s 20-item anxiety inventory).

Notes
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Daltroy 1998-B

Methods

Participants

Interventions Relaxation training only - Oral and written instructions, along with an 18-min audiotape and portable tape player

with earphones. Patients were instructed the day before surgery in the relaxation response and asked to practice with

the tape before surgery. They were instructed how to use the tape and relaxation response postoperatively to lessen

discomfort and anxiety, and the tape and player were left at the bedside. One to two days after surgery, the research

assistant reminded the patient to use the technique.

Controls: no intevention.

Outcomes

Notes

Daltroy 1998-C

Methods

Participants

Interventions Information plus relaxation training. See I1 and I2. The relaxation response was taught after the informational

audiotape for patients assigned to both interventions.

Controls: no intevention.

Outcomes

Notes

Fries 1997

Methods A 6 months cross-over study.

Assessments were done at baseline and 6 months later.

Quality: 1/1/2/1

Participants 1099 respondents from three groups were recruited and seperately randomised (557 exp/542 contr): Physician

diagnosed OA and RA-patients from a HMO, Physician referrals from 3 rheumatology practices and self-reported

arthritis from a general health education programme. 809 (375/434) patients analysed at 6 months and 392 (248/144)

at 12 months.

Interventions Mail delivered intervention at 3 months intervals. HAQs lead directly to computer generated recommendation

letters with physician signature and graphic reports of progress. Positive change is reinforced and additional change

encouraged every 3 months. Including exercise video and relaxation audiotape. Recommendations were tailored for

age, diagnosis, level of disability, education level, medication schedule, side-effects, pain, self-efficacy, etc. Advice

given is closely similar to that in Lorig’s ’The Arthritis Helpbook’.

Controls: not reported (no-intervention).
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Fries 1997 (Continued)

Outcomes Included: None.

Not reported: VAS-pain, HAQ, joint count, VAS-global vitality.

Others: confidence (self-efficacy).

Notes HMO = Health Maintenance Organization

VAS = Visual Analogue Scale

HAQ = Health Assessment Questionnaire

Geissner 1994

Methods Parallel treatment during 4 to 6 weeks rheumatology clinic admission. Co-interventions not allowed.

Assessments were done at baseline and after the 4 to 6 weeks intervention period.

Quality: 0/2/0/0

Participants 60 RA patients recruited, 14 drop-outs before randomisation, 46 (12 MPM/10 VT/ 12 RT/ 12 Contr) randomised

and analysed. Inclusion: definite diagnose of RA and chronic pain during at least 6 months. Mean age 47.5 yr and

78% female.

Interventions Multimodal Pain Management (MPM): 6 sessions (90 min) icluding pain information, presentation of coping

strategies and training.

Controls: medical treatment alone.

Outcomes Included: AES (pain), Behinderungserleben (disability), Gelenkstatus (joint count), HDA (psychological status),

ESR.

Others: Beck-hopelessness scale; Optimismusskala (Optimism).

Notes AES = Affektiv-evaluative Schmerzangabe

HDA = Schmerz bezogene Hilflosigkeit, Depression und Angst

ESR = erythrocyte sedimentation rate

Geissner 1994-B

Methods

Participants

Interventions Visualisation Techniques (VT): 6 sessions (90 min) including: influence of thinking on function. visualisation of

rest, and strenght and visualisation of forces against pain and illness.

Controls: medical treatment alone.

Outcomes

Notes
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Geissner 1994-C

Methods

Participants

Interventions Relaxation Training (RT): 6 sessions (90 min) including instructions and training in Jacobson’s relaxation.

Controls: medical treatment alone.

Outcomes

Notes

Goeppinger 1989

Methods A 4 months cross-over study. Assessments were done at baseline and after 4 months. Quality: 0/0/1/0

Participants 459 arthritis patients randomised, 85 drop-outs, leaving 374 (121 HS/100 SG/153 Contr) for analysis, 16% RA

(N=60). Inclusion: 18 yr or older, medically verified diagnosis of arthritis, sixth grade reading level or above, non-

housebound and resident in 1 of 9 selected rural counties. Mean age total group: 62.44 (sd 11.25), 87% female.

Interventions SG - small group: 6 sessions (2hr each) in community sites led by 2 trained lay leaders. Contents: encourage active

pratice of self-care, contracts and feedback and problem-solving. Topics: exercise, energy conservation and joint

protection, depression, medications, nutrition and diet, sleep, family relationships, community resources, folk or

popular medicines and working with physicians. WLC - Waiting list controls

Outcomes Included: None. Not reported: Pain Index, HAQ, CES-D). Others: AHI.

Notes HAQ = Health Assessment Questionnaire CES-D = Center for Epidemiologic Studies Depression Scale AHI =

Arthritis Helplessness Index

Goeppinger 1989-B

Methods

Participants

Interventions HS - home study: 6 lessons, each with a booklet and audiotaped instruction, mailed to participants at home. Contents:

same as SG.

WLC - Waiting list controls

Outcomes

Notes
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Hammond 1999

Methods A single blind cross-over trial with 12-week cross-over. Assessments were done at baseline and 12-weeks later.

Quality: 2/1/1/1

Participants 175 out-patients were contacted by mail, of whom 79 (46%) responded.

Number randomised: 35 (I: 17; C: 18)

Number analysed: 33 (I: 16; C: 17). Inclusion: Out-patients diagnosed with RA by consultant rheumatologists.

Participants had wrist and/or MCP involvement, no other medical condition affecting hand function, and had some

restriction in ability to perform daily activities (American College of Rheumatology Revised Functional Classification

III: able to perform usual self-care activities (e.g. dressing, feeding, bathing, toileting)but limited in vocational (

homemaking, school, work) and avocational (recreational)activities.

Mean age: 55.17y (SD: 9.39), range: 33-69, 83 % female (29 women and 6 men). Mean disease duration: 9.83y

(SD: 8.06). All were in functional class III, and had moderate functional difficulties; 13 had already developed some

degree of hand deformity.

Interventions Intervention: Four weekly 2hr sessions, plus an optional home visit within 2 weeks of the end of the programme,

led by an experienced rheumatology occupational therapist. Partners or significant others were invited to attend.

Between 4 and 8 people attended each programme. A teaching manual was followed throughout to standardise

the programme content and delivery. Patients were provided with a workbook ”Managing Your Arthritis: Joint

Care Workbook’, “Coping with Rheumatoid Arthritis” and patient education leaflets produced by the Arthritis and

Rheumatism Council (ARC). The ARC videotape ’Help is at hand - getting the better of your arthritis’ is shown at

the first meeting to promote discussion of members’ own alternate methods and gadgets they found useful, as well

as on the impact of living with arthritis. The programme used the Health Belief Model and Self-efficacy Theory as

a basis. The programme focussed on barriers to adhering with JP such as: poor self-efficacy for using JP (modelling

on other group members’ JP performance and verbal persuasion), limited perceived susceptibility to the effects of

RA (educating about the effects of RA on joints, etc.), poor recall of JP methods (advance organisers, simplification,

explicit categorisation, specific advice and repetition), limited skill (motor learning strategies)and difficulty with habit

formation (self-management strategies such as contracting and goal-setting).

Controls: waiting list control group.

Outcomes Included: HAQ, HAQ Pain Scale (patients are asked to rate their perceived pain during performance of 8 activities

derived from the HAQ).

Others: Joint Protection Behaviour Assessment, Self-reported JP homework practice, Joint Protection Knowledge

Assessment, Arthritis Helplessness Index, Arthritis Self-efficacy Scale, Hand Pain Visual Analogue Scale, Hand Joint

Count, Hand Joint Alignment and Motion Scale, Grip strength.

Notes HAQ = Health Assessment Questionnaire

JP = Joint Protection.

Helewa 1991

Methods A 6 week, cross-over study.

Assessments were done at baseline and after 6 weeks.

Quality: 1/0/2/1

Participants 105 RA-patients randomised (53 exp/52 contr), 3 (1/2) drop-outs after 6 weeks. Inclusion: age: 18-70 yr, definite

or classical RA according to 1987 ARA criteria, limitations in physical function, no other sources of disability, stable

clinical status, no intra-articular treatment last 2 months, no joint surgery for RA last 3 months and coming 6 weeks.

Exclusion: pregnant or disease onset before age 16. Mean age: 54 yr (sd: 12.2), 87% female.
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Helewa 1991 (Continued)

Interventions A 6 week programme of occupational therapy: total evaluation of disease activity and level of function + physical

examination + functional evaluation of daily tasks. Formulation of a problem list and treatment plan. More detailed

evaluations of hand and feet if required. Enhancement of ADL by provision of aids, home adaptations, wheelchair

prescription, education, joint protection and energy conservation. If appropriate: vocational assessment, ehancement

of leisure activities, psychosocial counselling and socialising skills.

Waiting List Controls.

Outcomes Included: HAQ, Beck-depression.

Not reported: VAS-pain, Active joints count, ESR.

Notes ARA = American Rheumatology Association

ADL = Activities of Daily Living

VAS = Visual Analogue Scale

HAQ = Health Assessment Questionnaire

ESR = erythrocyte sedimentation rate

Helliwell 1999

Methods A 12-months randomised controlled trial in people with rheumatoid arthritis of < 5yr duration. Control patients

could attend education classes after the 12-month study if such classes were found of benefit. Assessments were done

at baseline, 4 weeks and 12 months.

Quality: 2/2/2/1

Participants 79 patients were randomised, 77 analysed (I: 43; C: 34). Inclusion: Patients from routine out-patient clinic appoint-

ments, with a diagnosis of rheumatoid arthritis (using the 1987 ARA criteria) of <5yr duration who were able to read

and speak English.No previous participation in a group patient education programme.

Mean age: 53.2yr, range: 23-78, 66% (51/77) female. Mean duration of disease: 3.2yr.

Interventions A 4-week education programme, with 2h weekly sessions. Participants were encouraged to bring a partner. The format

of the sessions was a talk from a non-medical health professional using overhead projection, a discussion period and

the distribution of supporting literature. The content of the sessions included the pathophysiology of rheumatoid

arthritis, drug treatments, local treatments, mechanisms and control of pain, stress, exercise and rest, joint protection,

task allocation, splinting and assistive equipment.

Controls: Usual care, control patients could attend education classes after the 12-month study if such classes were

found of benefit.

Outcomes Included: SF-36 (at baseline and 12-months: Bodily pain, General health perception, and Mental health), HAQ,

Ritchie Articular Index, and Plasma viscosity (PV).

Others: The modified Larsen radiological score for the hands and wrists, Patient Knowledge Questionnaire (PKQ),

Compliance Questionnaire (CQ), pharmaceutical changes and consulting behaviour.

Notes ARA = American Rheumatology Association

HAQ = Health Assessment Questionnaire

SF-36 = Medical Outcome Survey - Short Form 36-item version
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Hewlett 1999

Methods A 36 weeks study.

Assessments were done at baseline, after 8 weeks and after 36 weeks.

Quality: 2/1/2/1

Participants 79 RA-patients were randomised (34 education/34 controls/11 declined education and were followed as an observa-

tion group for ITT analysis). 11 drop-outs (4/6/1), leaving analysis on 68 (30/28/10). Inclusion: age 18-70, positive

RA-factor, evidence of current inflammation (CRP > 10 and/or 5+ swollen joints). Exclusion: previous education

programme.

Mean age: 56.79 y (SD:10.63), 69% female.

Interventions Group Education: 5 sessions (2.5 hr), including joint protection, relaxation, pain management, stress and mood

management. Run by nurses, occupational therapists, physiotherapists and a psychologis.

Controls: No additional intervention.

Outcomes Included: VAS-pain, HAQ, Thompson-score (joints count), HADS (anxiety and depression), CRP.

Notes VAS = Visual Analogue Scale

HAD = Hospital Anxiety and Depression Scale

CRP = C-reactive protein

Hill 2001

Methods A 6-months randomised controlled study comprising 100 patients with rheumatoid arthritis requiring D-penicil-

lamine (DPA).Patients were stratified into bands of low, medium or high knowledge of their RA.

Assessments were done at baseline and after 24 weeks.

Quality: 2/2/0/2

Participants 100 patients, referred by their rheumatologist, were recruited and randomised (I: 51; C: 49); 63 patients completed

the full 24 weeks of the study and were analysed (I: 33; C: 30).

Inclusion: Patients with active RA from an outpatient clinic. All were deemed to require DPA as their slow acting

antirheumatic drug (SAARD). Age: 18 years or above; a positive diagnosis of RA using the American Rheumatism

Association criteria, a plasma viscosity >= 1.75 mPa.s or a CRP > 10mg/l. In addition: two out of three clinical

features: an articular index > 15, morning stiffness > 45 minutes, a minimum of moderate levels of pain.

Patients were excluded if they had received DPA previously, had a contraindication such as kidney impairment or

pregnancy, or were receiving incompatible concomitant drugs; or awaiting hospital admission.

Median age: 63 years, range: 22 to 79 years, 73 females (73%). Median duration of RA: 13 years (range: 0-45 years).

Interventions Intervention: 7x30 minute one-to-one sessions of patient education over a 6 months period. The programme was

based on the theory of self-efficacy and taught by a rheumatology nurse practitioner. The programme comprised

information about the types drugs use for RA, the disease process, physical; exercise, joint protection, pain control,

and coping strategies. Written information, including a DPA drug information leaflet developed specially for the

study, was provided as back up.

Controls: Standard management and received the same drug information leaflet. Control patients were invited for 7

sessions of 30 minutes over a 6 months period to talk about their social lives and families.

Outcomes Included: Pain score (daily diary card, 1=no pain, 5=very severe), Ritchie articular index, C reactive protein (CRP).

Others: Measure of adherence: Pharmacological marker (phenobarbitone)., Plasma viscosity, and morning stiffness.
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Hill 2001 (Continued)

Notes DPA = D-penicillamine

Huiskes 1991

Methods An 8 months, waiting-list control and outcome assessor blinded study.

Assessments were done at baseline, after 10 weeks and 6 months after the 10 weeks patient education period.

Quality: 0/0/1/1

Participants 105 RA-patients randomised ( 21 CT/24 CBT/28 OT/19 WLC), 13 drop-outs (3/3/3/4). Inclusion: minimum age

of 20 yr, diagnose of RA according to 1987 ACR-criteria for at least 1 yr. Exclusion: difficulty ambulating due to

aging or medical problems, and class 4 RA. Mean age 57 yr (sd: 12.7) and 68% female.

Interventions CT - Combination of Cognitive Behavioral Therapy and Occupational Therapy.

WLC - Waiting List Controls.

Outcomes Included: IRGL (pain, mobility, mood, anxiety, depression), Thompson-score (joint count), ESR.

Others: IRGL (self-care), CRP.

Notes WLC = Waiting List Controls

CT = Combination Therapy

IRGL = Impact of Rheumatic diseases on Health and Lifestyle

ESR = Erythrocyte Sedimentation Rate

CRP = C-reactive protein

Huiskes 1991-B

Methods

Participants

Interventions CBT - 10 weekly, 2 hr sessions, including biomedical information, assessment of patients coping repertoire + self-

management of active coping behaviour, training of progressive relaxation, rational thinking, active coping behavior

and goal-setting. With homework assigned, discussed and evaluated.

WLC - Waiting List Controls.

Outcomes

Notes WLC = Waiting List Controls

CBT = Cognitive Behavioural Therapy

Huiskes 1991-C

Methods

Participants

39Patient education for adults with rheumatoid arthritis (Review)

Copyright © 2009 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.



Huiskes 1991-C (Continued)

Interventions OT - 10 weekly, 2 hr sessions, including biomedical information, energy conservation, joint protection, use of devices,

exercises, maitenance of joint mobility. With homework assigned, discussed and evaluated.

WLC - Waiting List Controls.

Outcomes

Notes WLC = Waiting List Controls

OT = Occupational Therapy

Kaplan 1981

Methods A 16 week, outcome assessor blinded, group counselling programme.

Assessments were done before the patient education session for all respondents, 2 weeks later (baseline) and 16 weeks

later (post-test).

Quality: 0/0/1/1

Participants 34 female RA patients randomised (17 each), 6 drop-outs (exp): 4 non-compliant, 1 moved, 1 refused final test).

Inclusion: definite or classical RA according to ARA criteria, age between 21 and 65 yr and willingness and ability to

attend 20 weekly sessions. Mean age: 49 yr; 100% female;21% ARA-class 1, 50 % class 2 and 29% class 3.

Interventions All: patient education session (2.5 hr). Including: pathophysiology, treatment and complications by rheumatolo-

gist; physical and occupational therapeutic modalities plus demonstrations by OT; eligibility and availability of pro-

grammes for chronic patients by social worker.

EG - 12 weekly (1-2 hr) group counselling sessions, free discussion encouraged, but emphasis on problems caused

by arthritis. Led by a patient counsellor and psychiatrist.

CG - No additional meetings.

Outcomes Included: Zung self-rating depression scale.

Not reported: Joint counts, joint tenderness (dolorimeter), subjective impression of disease activity by rheumatologist.

Notes ARA = American Rheumatism Association

OT = Occupational Therapist

EG = Experimental Group

CG = Control Group

Test 2 (after first education session, before randomisation)= Pre-test; Test 3 (after 12 weeks counseling)= post-test

Leibing 1999

Methods A 9-months prospective randomised controlled trial. Change in medication during treatment was controlled by

matching therapy and control group participants according to this change in medication, sex, age, duration of disease

and functional class. Medication was not prescribed during treatment. Assessments were done at baseline, and after

3 and 9 months.

Quality: 0/2/1/1

Participants 118 consecutive outpatients were seen. 63 met the criteria and were included. 55 patients were randomised (although

not explicitly stated; could also be 63). 55 patients finished the study and were analysed (I: 19, C: 36). Inclusion:

Diagnosis of rheumatoid arthritis (ACR criteria). Exclusion criteria: duration of disease of 0.5 years or less, another
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Leibing 1999 (Continued)

severe disease, planned hospitalisation, organic brain syndrome, no pain, or advanced disability (functional class IV).

Mean age: 52.7 years (SD: 11.9), 74.5% female. Mean duration of disease: 9.4 years (SD: 9.3). 26 patients (67%)

were functional class II and 8 (21%) functional class III.

Interventions Intervention: Routine care by the rheumatologist and adjunctive standardised cognitive-behavioural group treatment

(5-7 patients) with 12 weekly 90-minute manual based sessions, designed after the approach by Turk and Rudy, a

common basis for cognitive-behavioural therapies for pain. The following strategies were included: information an

education about the gate-control theory of pain, the vicious circle of pain, muscular tension, demoralisation, and the

rational of the treatment methods; relaxation and imagery; cognitive-behavioural treatment interventions and pain

management strategies; and pleasant activity scheduling. Sessions were led by 2 experienced instructors (> 5 years of

psychotherapeutic experience)

Controls: Routine care by the rheumatologist and routine medical treatment (n=36, “change-in-medication-matched

control group”: n=20)

Outcomes Included: Pain intensity, Functional capacity (Hannover Functional Ability Questionnaire), Number of swollen

joints, State-Trait Anxiety Inventory, Depression scale, ESR.

Others: Affective pain, CRP, grip strength, Arthritis Helplessness Index, Bernese Coping Modes.

Notes ACR = American College of Rheumatology

ESR = Erythrocyte Sedimentation Rate

CRP = C-reactive protein

Lindroth 1997

Methods A one year study with waiting list controls.

Assessments were done at baseline and 3 and 12 months after the intervention.

Quality: 0/1/2/0

Participants 100 consecutive patients with RA according to 1987 ACR criteria. All patients completed the intervention, 4 patients

were lost to follow-up (2 refused, 1 death, 1 ill). Mean age: 55 yr; 83% female.

Interventions 8 weekly (2,5 h) group discussions led by a team (doctor, nurse, PT, OT, social worker and dietitian). First session:

introduction, leisure priorities and main problems. Folowing sessions: problem solving; therapy; diets; pain man-

agement, rest, exercise and relaxation; pain relief, home exercises; hand function and aids; social problems; daily

problems and tools; discussion with family and friends. One yr later informal meeting (problems with feet).

Outcomes Included: VAS-pain, HAQ.

Others: AHI.

Notes ACR = American College of Rheumatology

PT = Physiotherapist

OT = Occupational therapist

VAS = Visual Analogue Scale

HAQ = Health Assessment Questionnaire

AHI = Arthritis Helplessness Index

41Patient education for adults with rheumatoid arthritis (Review)

Copyright © 2009 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.



Lorig 1985

Methods A 4 months, community based, cross-over study.

Assessments were done at baseline and after 4 months.

Quality: 0/0/1/0

Participants 199 arthritis patients randomised (134 exp/65 contr), 9 drop-outs (5/4), 10.7% RA (N=31). Diagnosis confirmed

by their physician. Recruited by public service announcements. Mean age 67.4 (SD=11.84), 83% female.

Interventions Arthritis Self-Management Programme: 6 sessions (15-20 persons, plus family) in 4 months, taught by 2 lay leaders.

Including: nature of arthritis, use of medications, range of motion and isometric exercises, relaxation techniques, joint

protection, nutrition, patient-physician interaction and evaluation of non-traditional treatments. Based on group

discussion, practice, use of contracts and diaries to improve compliance and weekly feedback.

Controls: waiting list controls.

Outcomes Included: None.

Not reported: VAS-pain, Ordinale pain scale (mild, moderate, severe), HAQ.

Others: Wallston Health Locus of Control.

Notes VAS = Visual Analogue Scale

HAQ = Health Assessment Questionnaire

Lorig 1986

Methods A 4 months, cross-over study.

Assessments were done at baseline and after 4 months.

Quality: 0/0/1/0

Participants 100 arthritis patients randomised (34 HP/34 Lay/32 Contr), 15 drop-outs after 4 months (5/7/3). From the final

sample of 85 patients, 12 had RA (3/4/5). Diagnoses confirmed by their physician. Inclusion: Volunteers recruited

by use of public service. Mean age: 64.4 yr, 73% female.

Interventions HP-led: 6 weekly (2hr) sessions (15-20 persons) ASM course at community sites, including: types of arthritis,

ROM and isometric exercises, relaxation techniques, use of medication, nutrition, problem-solving, joint protection,

evaluation of non-traditional therapies and patient-physician communication. Led by rheumatologist and physical

therapist, who attended an 18 hr ASM leaders training programme and worked by a protocol.

Controls: no intervention.

Outcomes Included: None.

Not reported: VAS-pain; HAQ.

Notes HP = Health professional

ASM = Arthritis Self-Management

ROM = Range of Motion

VAS = Visual Analogue Scale.

HAQ = Health Assessment Questionnaire
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Lorig 1986-B

Methods

Participants

Interventions Lay-led: same ASM course, led by 2 lay leaders, one of whom had RA.

Controls: no intervention.

Outcomes

Notes ASM = Arthritis Self-Management

Lorig 1989

Methods A 4 moths, cross-over study.

Assessments were done at baseline and after 4 months.

Quality: 0/0/1/0

Participants 854 arthritis patients randomised (501 exp/206 contr), 147 drop-outs after 4 months: 707 analysed, 14% RA (N=99).

Inclusion: Volunteers through public service announcements, with a physician’s confirmation of the diagnosis. Mean

age total group: 64 yr, 84% female.

Interventions ASMC: 6 weekly (2 hr) sessions (15-20 persons, sometimes including family and friends), taught by 2 trained lay-

leaders. Content: pathophysiology of RA/OA, design of individual exercise and relaxation programme, medication

effects and treatment, joint protection, nutrition, decision making about non-traditional remedies, physician-patient

communication and problem-solving.

WLC: waiting list control group

Outcomes Included: None.

Not reported: VAS-pain, HAQ, CES-D.

Notes ASMC = Arthritis Self-Management Course

VAS = Visual Analogue Scale

HAQ = Health Assessment Questionnaire

CES-D = Center for Epidemiologic Studies Depression Scale

Lorig 1999a

Methods A 6-month randomised controlled trial at community based sites comparing treatment patients with waiting list

control patients. Control patients received the programme after 6 months.

Assessments were done at baseline and after 6 months.

Quality: 0/0/2/2

Participants 1,140 patients responding to public service announcements in the mass media, referrals from flyers left in physician’s

offices and community clinics, posters at senior citizen centres, announcements in health maintenance organisation

(HMO) patient newsletters, and referrals from county government employers were recruited and randomised (I: 664;

C: 476). 952 (83%) completed the 6-month study and were analysed (I: 561; C: 391). Arthritis patients: 521 (I:

314; C: 207).

Inclusion: patients 40 years of age or older with a physician-confirmed diagnosis of heart disease, lung disease, stroke
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Lorig 1999a (Continued)

or arthritis.

Patients with compromised mentation, and cancer patients who received chemotherapy or radiation within the past

year were excluded.

Mean age: 65.4yr, range: 40-90yr, 65% female.

Interventions Intervention: The Chronic Disease Self-management Program (CDSMP) is a community-based patient self-man-

agement education course. Sessions are led by two trained lay persons with chronic conditions. The programme

was given in 7 weekly 2.5h sessions. Topics included: exercise; use of cognitive symptom management techniques;

nutrition; fatigue and sleep management; use of community resources; use of medications; dealing with the emo-

tions of fear, anger and depression; communication with others including health professionals; problem-solving; and

decision-making. The book: “Living a Healthy Life with Chronic Conditions” was used as a text for participants and

details the content of the course. The process of teaching is based on Self-Efficacy Theory. Strategies include: weekly

action planning, and feedback, modelling of behaviours and problem-solving by participants for one another, rein-

terpretation of symptoms by giving many possible causes for each symptom as well as several different management

techniques, group problem-solving, and individual decision-making. Each course had 10-15 participants of mixed

ages and diagnoses, including family members if they wished to attend. Controls: waiting list control group.

Outcomes Included: none.

Not reported: the pain and discomfort scale (an adaption of the Medical Outcomes Study (MOS) pain scale), HAQ,

the psychological well-being scale from the SF-36 (MHI-5), and the health distress scale (adapted from the MOS

health distress scale).

Others: a self-rated health scale used in the National Health Interview Survey, the energy/fatigue scale from the

MOS, social/role activity limitations, shortness of breath, duration of exercise, use of cognitive symtom management,

communication with physicians, visits to physicians, visits to hospitals during the past 6 months, and the number of

nights spent in a hospital.

Notes

Lorig 1999b

Methods A 4-months randomised controlled trial comparing a community-based arthritis self-management programme for

Spanish speaking participants with a waiting list control group. Control patients received the programme after 4

months.

Assessments were done at baseline and 4 months.

Quality: 0/0/2/0

Participants Respondents were recruited in cohorts every 4 months for 2 years. Number recruited not specified; probably 331, as

authors state: ’All patients were included in the analyses’. 331 patients randomised (I: 219; C: 112), RA-patients: 25

(I: 14; C: 11). 86% of 331 patients completed the 4-month data. (Number of RA-patients not specified). Inclusion:

not stated. Mean age: 62.5 years, range: 18-93y. 84% female. 25 RA (I: 14, C:11); 117 OA (I: 116, C:51); 19 other

arthritis (I: 10, C: 9); 120 undiagnosed musculoskeletal symptoms (I: 79, C: 41). Patients’ diagnoses were verified in

most cases by their physician.

Interventions Intervention: The Spanish Arthritis Self-Management Programme (SASMP) is a 12-hour, community based pro-

gramme given in 2-hour sessions over 6 weeks. It is taught in community settings by trained lay leaders, many of

whom have arthritis. The leaders teach from a standardised protocol which details botyh the course content and

process. Class sizes range from 10-15, including participants’ familyand friends. Participants received a book: ’Una

guia para una vida activa y saludable’, an audio exercise tape and illustrated booklet of the exercises routines, and an
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Lorig 1999b (Continued)

audio relaxation tape. The programme is taught using techniques to enhance self-efficacy.

Controls: waiting list control group.

Outcomes Included: none.

Not reported: a visual numeric scale for pain, HAQ, a self-rated health item from the Medical Outcomes Study, and

the CES-Depression scale.

Others: Self-management behaviour (physical activities scale), Number of visits to physicians during the past 4

months, Medication use and Self-efficacy.

Notes HAQ = Health Assessment Questionnaire

Maggs 1996

Methods A six week, parallel, three group study, with a cross-over after 6 weeks. Co-interventions not allowed.

Assessments were done at baseline and 6 weeks later.

Quality: 0/0/1/0

Participants 162 arthritis patients randomised, 12 drop-outs at first follow-up (5A/ 5B/ 2C): 150 analysed (118 RA (36A/ 41B/

41C); 32 other arthritis). Inclusion: 3 months history of a symptomatic polyarthritis and over the age of 18 yr.

Exclusion: unable to read English, previous treatment from OT or PT, or need for urgent referral to OT or PT. Mean

age: 56.9 yr and 68.7% female.

Interventions A - Booklet and 30-60 minutes of one-to-one instruction from a health professional (OT) using a standardized script

(no practical demonstrations).

C - Routine rheumatology care.

Outcomes Included: None.

Not reported: VAS-pain, NHP (pain, mobility, emotions), HAQ, Ritchie, ESR. Others: CRP.

Notes OT = Occupational therapist

PT = Physiotherapist

ADL = Activities of Daily Living

NHP = Nottingham Health Profile

HAQ = Health Assessment Questionnaire

VAS = Visual Analogue Scale

ESR = Erythrocyte Sedimentation Rate

CRP = C-reactive protein

Maggs 1996-B

Methods

Participants

Interventions B - Routine care and additionally received a booklet ’Living with Arthritis’, with information on RA, energy conser-

vation, joint protection, ADL-exercises, splints and useful addresses.

C - Routine rheumatology care.
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Maggs 1996-B (Continued)

Outcomes

Notes

Maisiak 1996a

Methods A six months, parallel, outcome assessor blinded study.

Assessments were done at baseline and 6 months later.

Quality: 1/0/2/1

Participants 58 RA and 15 SLE-patients, after 3 drop-outs: 2 RA, 1 SLE (RA: 28 exp/30 controls). Inclusion: primary RA or SLE

for at least 1 yr, capable and willing to be interviewed and counselled over a 6-months period by telephone. Mean

age of the RA-patients: 53.5 yr and 100% female.

Interventions Counselling: Person-centered, nondirective, telephone based counselling. Sessions every 4 to 6 weeks over 6 months,

initially 30 minutes, subsequent sessions 15-30 minutes, using a written, standardized guideline. The protocol

emphasized empathy, positive regard and congruence.

Controls: Usual care.

Outcomes Included: AIMS2 (pain, physical).

Others: AIMS2-psychological (= anxiety + depression + social activities + social interactions).

Notes SLE = Systemic Lupus Erythematosus

AIMS2 = Arthritis Impact Measurement Scales 2

Maisiak 1996b

Methods A 9 month counselling intervention.

Assessments were done at baseline and after 3 (experimental groups only), 6 and 9 (post-test)months.

Quality: 0/1/1/2

Participants 405 arthritis patients randomised (135 each; 219 RA), 26 drop-outs after 9 months (7 TC/11 SM/8 UC): 379

analysed (204 RA: 66 TC/70 SM/68 UC). Inclusion: diagnosis of primary OA-hip or knee or RA; reported current

pain or disability due to arthritis; 21 yr or older; able to communicate by phone over a 9 month period; reside in

Alabama, USA. Mean age: 60.4 yr, 92% female.

Interventions TC - Treatment Counselling: 5 sessions (20 min) at 2 week intervals during first 3 months and 6 sessions at 4 week

intervals during second 6 months, providing patients with a detailed review of their symptoms, including instructions,

questions and advice, based on a structured protocol, targeting 6 patient behaviours for potential change: patient-

physician communcation, medication compliance, barrieres to medical care, symptoms review, self-care activities,

stress control.

UC - Usual Care.

Outcomes Included: AIMS2 (pain, physical, affect).

Notes AIMS = Arthritis Impact Measurement Scales
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Maisiak 1996b-B

Methods

Participants

Interventions SM - Symptom Monitoring: Similar sessions, without questions or advice, by students with 2 hr training in the

administration of AIMS2 by phone.

UC - Usual Care.

Outcomes

Notes

McEvoy-DeVellis 1988

Methods A 4 months intervention based on a psychosocial interview.

Assessments were done at baseline and after 4 months.

Quality: 0/0/1/0

Participants 126 RA patients recruited (15 refused), 101 randomised (51 exp/50 contr), 10 drop-outs (5 exp withdrew before

intervention, 5 controls lost to follow-up): 91 analysed (46/45). Inclusion: diagnosis of RA, age 18 yr or older and

free from significant intellectual deficits. Mean age: 51.6 yr; 72% female; 12% ARA class 1, 60% class 2, 27% class

3 and 1% class 4.

Interventions All: psychosocial interview to assess problems caused by arthritis and identify actual and potential resources for

coping.

Problem-solving intervention: (1 hr) 1-problem confirmation; 2-identification of alternative strategies; 3-potential

inhibitors; 4-selection of ’best’ strategie; 5-action plan; 6-follow-up after 2 weeks by telephone.

Controls: no intervention

Outcomes Included: None.

Not reported: Pain-symptoms, AIMS (pain, dexterity, adl, mobility, physical activity, household activities, depression,

anxiety), Patient global assessment, General Well-Being Scale-depression, Depression-symptoms.

Others: Self-Esteem, AHI.

Notes ARA = American Rheumatism Association

AIMS = Arthritis Impact Measurement Scales

ADL = Activities of Daily Living

AHI = Arthritis Helplessness Index

Neuberger 1993

Methods A 16 week self-instructional programme on self-care for individuals with RA.

Assessments were done at baseline and after the 16 weeks intervention period.

Quality: 0/0/0/0

Participants 98 RA-patients at start; (3 drop-outs, 14 lost to follow-up, 28 still in the programme): 53 analysed (15 A/14 B/13

C/11 D). Inclusion: age 18-76 yr, able to write English and mentally competent. Mean age: 52.56 (sd 14.32), 66%

female.
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Neuberger 1993 (Continued)

Interventions A - same as B, + nurse-patient contracts for target behaviours.

D - non-intervention controls

Outcomes Included: VAS-pain, CES-D.

Notes VAS = Visual Analogue Scale

CES-D = Centre for Epidemiologic Studies Depression Scale

Neuberger 1993-B

Methods

Participants

Interventions B - same as C, + practice time: 10-20 min demonstrations of ROM exercises and tasks using JPPs.

D - non-intervention controls

Outcomes

Notes ROM = Range of Motion

JPPs = Joint Protection Practices

Neuberger 1993-C

Methods

Participants

Interventions C - Self-instruction during 16 weeks, including: What is RA, Medication; Rest, pacing and joint protection; Exercise

and posture.

D - non-intervention controls

Outcomes

Notes

O’Leary 1988

Methods A 5 weeks outcome assessor blinded, Cognitive Behavioural treatment for RA patients.

Assessments were done at baseline, after 5 weeks and 4 months after the intervention period.

Quality: 0/0/1/1

Participants 33 RA-patients randomised (17 exp/16 contr); 3 drop-outs (2/1): 30 analysed (15/15). Inclusion: stable medication

for 3 months. Exclusion: steroidal medication exceeding 5 mg/day of prednisone. Mean age: 49.3 yr, 100% female.
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O’Leary 1988 (Continued)

Interventions Cognitive Behavioural treatment: 5 weekly (2 hr) sessions (5-7 people) including self-help book and manual describing

coping techniques. Contents: discussion of biopsychosocial model of pain, training in pain management strategies,

and goal setting with self-reward, telephone ’buddy system’ and discussion of communication techniques.

Control treatment: self-help book and information sheet to encourage increased activity.

Outcomes Included: Pain (average pain on three days, 2 times a day), HAQ, Perceived Stress Scale, Zung Depression Scale.

Not reported: Impaired joints count, ESR.

Others: Pain (highest pain on three days, 2 times a day), Self-Efficacy (function, pain, other symptoms).

Notes HAQ = Health Assessment Questionnaire

Oermann 1986

Methods A 5 week, self-instructional education programme.

Assessments were done at baseline and after 5 weeks.

Quality: 0/0/1/0

Participants 30 RA patients randomised (15 exp/15 contr), 3 drop-outs (0/3): 27 analysed (15/12). Inclusion: adults between

18-80 yr, RA, no other rheumatological disease, no hospitalization in past 3 months, no prior participation in a

structured educational programme on RA. Mean age: 51.7 yr.

Interventions Self-Instructional Programme: 7 units, including: disease activity in RA; medications; exercise and rest, joint protec-

tion, work simplification and energy conservation; nutrition and RA; unproven remedies and community resources.

Materials: books, slides and audiotapes, with directions to practice self-care skills and examine routines, situation and

life style.

Controls: no additional treatment

Outcomes Included: None.

Not reported: AIMS (pain, mobility, physical activity, dexterity, adl, impact, depression, anxiety).

Notes AIMS = Arthritis Impact Measurement Scales

ADL = Activities of Daily Living

Parker 1984

Methods Inpatient rheumatology care including 7 hr patient education, with 3 months follow-up. No co-interventions allowed.

Assessments were done at baseline, immediately after the intervention and 3 months later.

Quality: 0/0/1/0

Participants 22 male RA-patients (4 drop-outs). Inclusion: willingness to sign a consent form. Exclusion: previous patient educa-

tion, history of organic brain syndrome, presence of major psychotic or uncontrolled medical or major communica-

tion disorder, illiteracy and ARA-class 4. Mean age: 55.5 yr (SD: 10.5), 100% male.

Interventions ED - Inpatient rheumatology care plus 7 hr education programme delivered by 2 experienced educators. Including: RA

disease process, basic therapies and medication, joint protection and energy conservation, coping with psychosocial

stresses and quackery.

CN - Controls: only inpatient rheumatology care, including occupational therapy and physical therapy.
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Parker 1984 (Continued)

Outcomes Included: None.

Not reported: AIMS (pain, physical activity, dexterity, depression), Beck Depression Inventory.

Notes ARA = American Rheumatism Association

AIMS = Arthritis Impact Measurement Scales

Parker 1988

Methods A 12 month study, with two control-groups (attention-placebo and non-intervention).

Assessments were done at baseline and after 6 and 12 months.

Quality: 1/0/1/0

Participants 84 RA-patients randomised (29 CB/26 AP/28 CN), 1 drop-out (CN). From a Veterans Hospital. Inclusion: classic or

definite RA according to the 1987 ARA-criteria. Exclusion: uncontroled medical problems, organic brain syndrome,

major psychiatric disturbances, major communicative disorders, a history of severe non-compliance, less than 7 yr

formal education, or illiteracy, and functional class 4. Mean age 60.6 yr (sd: 7.5); 4% female; 7% functional class 1,

77% class 2 and 16% class 3.

Interventions CB - Cognitve-Behavioural group: A pain management programme, beginning with a 1-week clinic stay, including

theory on RA and pain and coping strategies. The next 12 months support group sessions to maintain treatment

gains, on average once every 2 months.

CN - Control Group: routine care

Outcomes Included: VAS-pain, AIMS (mobility, anxiety, depression, impact), ARA joint count.

Others: McGill Pain Questionnaire, Beck-depression scale, SCL-90-R, Hassles Scale, AHI.

Notes ARA = American Rheumatology Association

VAS = Visual Analogue Scale

AIMS = Arthritis Impact Measurement Scales

SCL = Symptom Checklist-90-Revised

AHI = Arthritis Helplessness Index

Parker 1988-B

Methods

Participants

Interventions AP - Attention-Placebo group: A basic RA-education programme (information only), beginning with a 1-week clinic

stay, discussing films and written materials from the Arthritis Foundation. The next 12 months group sessions, on

average once every 2 months.

CN - Control Group: routine care

Outcomes

Notes
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Parker 1995

Methods A 17 months, parallel, outcome assessor blinded study, with three treatment groups.

Assessments were done at baseline, after 10 weeks and 3 and 15 months after the 10 weeks patient education period.

Quality: 0/1/1/1

Participants 141 RA patients randomised (45 CN/49 AC/47 SM), 8 drop-outs at first follow-up (1/4/3): 133 analysed (44/

45/44). Inclusion: classic or definite RA according to the 1987 ACR-criteria. Exclusion: history of organic brain

syndrome, presence of a psychotic disorder, presence of other uncontrolled medical disorders, presence of a major

communication disorder, and illiteracy. Steinbrocker class 4 was also excluded. Mean age 60 yr; 42.6% female; 21%

Steinbrocker class 1, 69% class 2 and 10% class 3.

Interventions SM - Stress-Management Group: Comprehensive Stress-Management programme, 10 weekly outpatient visits (1.5

hr each) + every 3 months during 15 months maintenance period. Including: relaxation training + instruction in

cognitive behavioural strategies for managing typical stressors associated with RA.

CN - Standard Care Control Group.

Outcomes Included: VAS-pain, AIMS (mobility, psychological), ACR-joint counts, STAI-anxiety, CES-D.

Others: MPQ, DSI, HS, AHI, ASES.

Notes VAS = Visual Analogue Scale

MPQ = McGill Pain Questionnaire

AIMS = Arthritis Impact Measurent Scales

ACR = American College of Rheumatology

HS = Hassles Scale

DSI = Daily Stress Inventory

AHI = Arthritis Helplessness Index

CES-D = Centre for Epidemiologic Studies - Depression Scale

STAI = State-Trait Anxiety Inventory

ASES Arthritis Self-efficacy Scales.

Parker 1995-B

Methods

Participants

Interventions AC - Attention-Control Group: 10 weekly outpatient visits (1.5 hr each) + every 3 months during a period of 15

months. Computer-assisted educational programme based on materials from the Arthritis Foundation discussed

individually.

CN - Standard Care Control Group.

Outcomes

Notes
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Radojevic 1992

Methods A 4 week intervention with 2 months follow-up.

Assessments were done at baseline, after 6 weeks and 2 months later.

Quality: 0/1/1/0

Participants 65 RA patients recruited, 6 drop-outs before baseline assessment: 59 randomised (15 BTFS/14 BT/15 EFS/15 NTC)

and analysed. Inclusion: definite or classical RA. Exclusion: difficulty ambulating due to aging or medical problems

and Class 4 patients. Mean age: 54.4 yr, 76% female.

Interventions BTFS - Behaviour Therapy with Family Support: 4 weekly sessions (90 min, 3-6 patients with family members)

including: gate-control theory of pain and cognitive coping methods; progressive muscle relaxation and diaphragmatic

breathing; and a family component: how RA affects the family, and how the family can assist the patient (N=15, 14

spouses, 1 roommate).

NTC: No treatment Controls (N=15, 13 spouses, 2 children).

Outcomes Included: AIMS-pain, -functional impairment (=mobility, physical activity, dexterity, household activities and adl),

-psychological status (=anxiety and depression), number of swollen joints, CES-D.

Others: number of painfull joints.

Notes ADL = activities of daily living

CES-D = Centre for Epidemiologic Studies - Depression Scale

Radojevic 1992-B

Methods

Participants

Interventions BT - Behaviour Therapy: same as BTFS without family participation and family component (N=14; 9 spouses, 4

friends, 1 child)

NTC: No treatment Controls (N=15, 13 spouses, 2 children).

Outcomes

Notes

Radojevic 1992-C

Methods

Participants

Interventions EFS - Education Family Support: 4 video-taped educational presentations about RA, ranging from medical aspects

to physical and emotional effects plus discussion with family members (N=15; 12 spouses, 2 children, 1 roommate)

NTC: No treatment Controls (N=15, 13 spouses, 2 children).

Outcomes
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Radojevic 1992-C (Continued)

Notes

Rhodes 1988

Methods A 20 weeks, outcome assessor blinded, group counselling intervention.

Cross-over after 20 weeks.

Assessments were done at baseline, after 10 weeks and after 20 weeks (post-test).

Quality: 0/0/0/1

Participants 48 RA-patients randomised (24 exp/24 contr), 10 drop-outs (4/6): 38 analysed (20/18). Inclusion: RA according to

ARA-criteria; at least 2 clinically active joints plus 1 out of 4: morning stiffness, diminished grip strength, elevated

sedimentation or positive latex fixation test. Mean age: 45.45, 97% female.

Interventions Counselling: 20 weekly (4 hr) group sessions (12 persons) led by a peer-patient therapist and professional co-therapist.

Including: education, cognitive awareness training, biofeedback, relaxation training, guided imagery and decision

making.

Controls: Waiting list controls

Outcomes Included: VAS-pain; McMaster Health Questionnaire (disability, emotion).

Not reported: McMaster Health Questionnaire (affect), Ritchie Articular Index, ESR.

Others: Locus of Control, Personal Orientation Inventory.

Notes VAS = Visual Analogue Scale

ESR = Erythrocyte Sedimentation Rate

Riemsma 1999

Methods A 12 months group education study, with and without partners, including 3 booster sessions.

Assessments were done at baseline and after 2, 6 and 12 months.

Quality: 0/0/2/1

Participants 238 RA-patients randomised (79 GEP/80 GE/79 C), 20 drop-outs at baseline (8/9/3), 37 drop-outs at final follow-

up (17/14/6). Inclusion: Outpatients satisfying at least 4 of the 1987 ACR-criteria for RA, with a significant other

willing to participate, and age between 20 and 70 yr. Exclusion: residence in a nursing home.

Mean age: 56.4 yr (SD: 9.6); disease duration: 11.7 yr (SD: 9.8), 62% female.

Interventions Group Education With Partner (GEP): 5 weekly (2 hr) group sessions (6-8 patients) with partner, led by two health

professionals. Including: contracting, goalsetting and feedback; self-management and problem-solving; information

on RA and treatment; pain management and relaxation; physical exercises; communication skills; coping with

depression. Booster sessions after 3, 6 and 9 months repeating the topics from the first 5 sessions.

Controls (C): No additional intervention.

Outcomes Included: Dutch-AIMS2 (pain, physical, affect, mood and stress), Ritchie Articular Index, Patient global assessment

(VAS), ESR.
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Riemsma 1999 (Continued)

Notes ACR = American College of Rheumatology

VAS = Visual Analogue Scale

ESR = Erythrocyte Sedimentation Rate

Riemsma 1999-B

Methods

Participants

Interventions Group Education Without Partner (GE): Same as GEP, without partner.

Controls (C): No additional intervention.

Outcomes

Notes

Rodriguez 1996

Methods A 9 months Randomised Controlled Trial.

Assessments were done at baseline and after 9 months.

Quality: 0/1/1/0

Participants 50 RA-patients (no in- or exclusion criteria mentioned)

Interventions Patient Education: Minimal 1 individual visit (1 hr) to a nursein the clinic during first three weeks. Contents: 1-

explanation of RA; 2-explanation of physical therapies (heat packs, exercises, rest, joint protection); 3-explanation of

drugs and side effects. Second (or more) visits weekly up to 3 months if necessary.

Controls: usual treatment.

Outcomes Included: VAS-pain, HAQ, Ritchie Articular Index.

Others: number of painfull joints, number of inflamed joints, morning stifness, ACR criteria.

Notes ACR = American College of Rheumatology

HAQ = Health Assessment Questionnaire

VAS = Visual Analogue Scale

Savelkoul 2001

Methods A 13 week Randomised Controlled Trial, with 6 month follow-up.

Assessments were done at baseline, after 13 weeks and after 6 months.

Quality: 2/1/2/2

Participants 183 arthritis patients randomised, 15 withdrew after randomisation but before first meassurement. Analysis on 168

patients (56 CIG/56 MSCG/56 WLCG), including 104 RA patients (35/35/34). Inclusion: at least one chronic

rheumatic disorder affecting the joints, disease duation > i yr, age: 35-65 yr, higher than median score on loneliness,

lack of social support, impact of rheumatic disease on functional health status in general or on social behaviour
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Savelkoul 2001 (Continued)

specifically. Exclusion: fybromyalgia.

Mean age: 51.95 yr (SD: 8.36), 75% female, disease duration: 154.66 months (SD: 127.07).

Interventions CIG: 10 sessions: 8 weekly sessions (2 hr, 10-12 patients), 9th session 2 weeks later, 10th session 3 weeks thereafter;

led by a therapist experienced in behavioral therapy assisted by a nurse or social worker; contents: teaching action-

directed coping and coping by seeking social support; problem-solving techniques and exercises at home.

WLCG: usual care, after follow-up control patients received an invitation for MSCG.

Outcomes Included: SIP-disability (somatic autonomy, mobility control, mobility range), SIP-psychological status (psychologi-

cal autonomy and communication, emotional stability), SIP-anxiety (psychological autonomy and communication)

, SIP-depression (emotional stability), patient global assessment.

Others: Coping, social support, loneliness, quality of life.

Notes CIG = Coping intervention Group

MSCG = Mutual Support Control Group

WLCG = WAiting List Control Group

SIP = Sickness Impact Profile

Savelkoul 2001-B

Methods

Participants

Interventions MSCG: same sessions led by 2 patients trained in supervising mutual support groups; the supervisor’s role was to

facilitate interaction.

WLCG: usual care, after follow-up control patients received an invitation for MSCG.

Outcomes

Notes

Scholten 1999

Methods A one-year prospective randomised trial for one year, with a waiting list control group, who received education after

one year.

Assessments were done at baseline, 2 weeks later (post-treatment), 6 weeks later, and 52 weeks later.

Quality: 1/1/2/2

Participants 70 consecutive were recruited and randomised (I: 38; C: 32).

“68 consecutive patients with definitive RA (1987 revised ARA criteria) participated in an arthritis training pro-

gramme, either immediately after enrolment or after one year”.

68 patients analysed (I: 38; C: 30). Inclusion: patients with definitive RA (1987 revised ARA criteria).

Mean age: 48.3 years (SD: 5.6), range: 21-79 years, 79% (n=54) female. Disease duration: 8.9 years (SD: 1.2, range:

0.4-30 years). 14 patients had functional class I; 38 patients had functional class II; and 17 patients had functional

class III.
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Scholten 1999 (Continued)

Interventions Intervention: A 9-day programme (9 afternoons within 2 weeks) for 8 patients, voluntarily accompanied by relatives

or friends, encompassing a multidisciplinary co-operation between rheumatologists, orthopedists, physicotherapists,

psychologists and social workers. The programme covered the following fields: pathogenesis of RA, benefits and

limitations of drug therapy, the impact of physicotherapy, practical exercise in remedial gymnastics, use of joint

protection devices, orthopedic perspectives, psychological counselling, dietetics, information about unproven cures

and social assistance. The teaching professionals integrated theory with practice. This strategy encouraged patients

to practice the techniques they were taught; it involved interactive discussion, problem solving, and goal-setting and

sought to improve compliance through the use of diaries. Patients received a published information booklet, based

on Lorig’s ’Arthritis Helpbook’, covering the contents of the training programme.

Controls: waiting list control group.

Outcomes Included: HAQ and Beck Depression Inventory.

Others: Freiburg Questionnaire of Coping with Illness, and a 21-point scale to evaluate cognitive-behavioural and

environmental impact.

Notes ARA = American Rheumatism Association

HAQ = Health Assessment Questionnaire

Sharpe 2001

Methods An 18-months randomised controlled trial comparing routine medical management plus a cognitive behavioural

intervention with routine medical management. The intervention took place during an 8-week period.

Assessments were done at baseline, after 8 weeks (post-treatment), 6 months and 18 months.

Quality: 2/0/2/1

Participants The sample was drawn from rheumatology clinics, 63 patients met the entry criteria of whom 56 (88%) agreed to

take part. 53 entered the study and were randomised (I: 27; C: 26). 45 patients analysed (I: 23; C: 22). Inclusion:

A diagnosis of classical or definite RA, seropositive and less than 2 years of disease history. Age between 18 and 75

years. Patients with a known history of mental illness or alcohol or drug abuse were excluded, as were those with

insufficient command of English to complete the assessment and participate in the intervention. Mean age: 55.06

years (SD: 14.07), 70% female. Mean disease duration: 12.63 months (SD: 8.22). 67% took some combination of

disease modifying drugs and non-steroidal anti-inflammatories. 10% took disease modifying drugs only, 6% were

taking non-steroidal anti-inflammatories and 13% were taking steroids only.

Interventions Intervention: Routine medical management plus an adjunct psychological intervention, conducted by 2 psycholo-

gists, according to a treatment manual developed specifically for the project. The programme involved 8 individual

therapist-client sessions, each lasting around 1-hour over an 8-week period. The cognitive and behavioural interven-

tion was developed from standard pain management approaches and self-help educational material developed for

patient with arthritis. The programme included an educational component plus the following self-management skills:

relaxation training, attention diversion, goal setting, pacing, problem-solving, cognitive restructuring, assertiveness

and communication, and management of flare-ups or high-risk situations.

Controls: Routine medical management.

Outcomes Included: Self-monitored level of subjective pain, Health Assessment Questionnaire (HAQ), Ritchie Articular Index,

Hospital Anxiety and Depression Scale (HAD), and ESR.

Others: Coping strategy Questionnaire, and CRP.
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Sharpe 2001 (Continued)

Notes ESR = Erythrocyte Sedimentation Rate

CRP = C-reactive protein

Shearn 1985

Methods A 10 weeks intervention, with 8 months follow-up.

Assessments were done at baseline, after the 8 weeks intervention period and 8 months later.

Quality: 0/0/0/0

Participants 105 RA patients randomised (35 SM/35 MS/35 C). 24 drop-outs at post-test (9/10/5), 35% respons at 8 months

(N=37).

Inclusion: English speaking RA patients according to 1987 ARA-criteria. Mean age 56 yr, 75% female.

Interventions SM - Self-Management: 10 weekly (90 min) sessions, led by psychologist. Aimed to help patients identify sources of

stress, learn relaxation techniques and strategies for coping.

CN - Controls: no intervention.

Outcomes Included: VAS-pain, Health Assessment Questionnaire, Ritchie Articular Index, CES-D, Erythrocyte Sedimentation

Rate.

Notes ARA = American Rheumatism Association.

VAS = Visual Analogue Scale

CES-D = Centre for Epidemiologic Studies - Depression Scale

Shearn 1985-B

Methods

Participants

Interventions MS - Mutual Support: Same sessions. Aimed to enhance self-responsibility, exchange information, build relationships

and attempt to decrease social isolation.

CN - Controls: no intervention.

Outcomes

Notes

Stenstrom 1994

Methods A 24-weeks parallel, outcome assessor blinded study.

Assessments were done 12 weeks before baseline, at baseline and 12 weeks after baseline (only the last 2 assessments

were included in the analyses).

Quality: 0/0/1/1
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Stenstrom 1994 (Continued)

Participants 48 RA-patients recruited, 5 were excluded and 1 drop-out before randomisation: 42 randomised (22 CT/20 PA), 2

drop-outs after randomisation (CT): 40 analysed (20/20). Inclusion: RA according to the 1987 ARA-criteria, age

below 70 yr, ARA functional class 2 and willingness to participate. Mean age 55 yr (SD: 8) and 70% female.

Interventions All: personal exercise instructions by PT + written and taped instructions with music for home exercises. 5 days a

week during 12 weeks: exercises using a 1.40 m rubber strip with tied loops at bottom ends for strengthening and

a shoulder pulley apparatus for mobility exercises in upper and lower extremities, for stretching and walking, + 12

weeks follow-up period:

CT - Cognitive Treatment: goal-setting and reinterpretation of activity induced pain. Patient and PT decided an

increased load as a goal and patients were encouraged to increase walking speed.

PA - Pain Attention control group: materials to increase load of exercise were available on request, but no specific

goals or encouragements.

Outcomes Included: HAQ, Ritchie Articular Index.

Others: Self-Efficacy RA.

Notes ARA = American Rheumatology Association

PT = Physiotherapist

HAQ = Health Assessment Questionnaire

Strauss 1986

Methods A 1 year parallel study.

Assessments were done at baseline and after 3, 6 and 12 months.

Quality: 0/0/0/0

Participants 57 RA patients randomised (20 PT/17 ART/20 CG), 12 drop-outs (6/6/0) at post-test (PT: 6 months; ART: 3

months) and one more (PT) at 1 yr follow-up. Inclusion: classic or definite RA by ARA criteria, ability to speak

English, outpatient status, and able to attend a weekly group at the medical centre. Mean age: 54 yr, 81% female.

Interventions ART - Assertion/Relaxation Training: weekly structured meetings for 3 months with role-playing of assertive be-

haviour; relaxation exercises were taught and audiotapes for home practice.

CG: Control Group - no treatment.

Outcomes Included: None.

Not reported: AIMS-functional status (mobility, physical actvity, household activities, self-care).

Others: AIMS-psychological symptoms (anxiety, depression, pain).

Notes ARA = American Rheumatology Association

AIMS = Arthritis Impact Measurement Scales

Strauss 1986-B

Methods

Participants
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Strauss 1986-B (Continued)

Interventions PT - Psycho-therapy group: weekly meetings for 6 months (10 persons) emphasising mutual support through sharing

of experiences and emotions related to RA. Led by pairs of senior psychiatric residents with group experience.

CG: Control Group - no treatment.

Outcomes

Notes

Taal 1993

Methods A 15 months, parallel group education programme.

Assessments were done at baseline, after 6 weeks and after 4 and 14 months.

Quality: 1/0/0/1

Participants 75 RA-patients randomised (38 exp/37 contr), 13 drop-outs and 5 non-attendants: 57 analysed (27/30). Inclusion:

diagnosis of RA according to 1987 ARA-criteria, age between 21 and 65 yr, maximum use of 8 yr of second-line

medication. Mean age: 49.6 yr and 74% female. 13 patients functional class 1, 41 class 2 and 3 class 3.

Interventions Group Education: 5 weekly (2 hr) group sessions (6-8 patients) if preferred with partner, led by two health profes-

sionals. Including: contracting, goalsetting and feedback; self-management and problem-solving; information on RA

and treatment; pain management and relaxation; physical exercises; communication skills; coping with depression.

Controls: no intervention.

Outcomes Included: Dutch-AIMS (pain, anxiety, depression, arthritis impact), M-HAQ, Ritchie Articular Index, ESR.

Others: Dutch-AIMS (mobility, physical activity, dexterity, household activities, activities of daily living), Self-Efficacy

(self-management, pain, function, other symptoms).

Notes ARA = American Rheumatology Association

AIMS = Arthritis Impact Measurement Scales

M-HAQ = Modified Health Assessment Questionnaire

ESR = erythrocyte sedimentation rate

Wetstone 1985

Methods A 6 week, assessor blinded, computer based education lesson.

Assessments were done at baseline and after 6 weeks.

Quality: 0/0/1/1

Participants 36 RA patient randomised (18 CBE/18 Contr), 1 drop-out (contr). Inclusion: classical or definite RA from 5 months

to 20 yr. Mean age: 50.9, 83% female.

Interventions CBE: Computer based Education lesson at home. Patients received 5-10 min instruction and completed the lesson in

1-4 sessions, on average 107 min. Topics: arthritis; nature of RA; causes and cures; diagnosis; treatment; medication;

rest, energy conservation, joint protection; exercise; quackery; diet and climate; quiz.

Controls: no intervention.
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Wetstone 1985 (Continued)

Outcomes Included: None.

Not reported: Affect Balance Scale (positive affect/ negative affect).

Others: Health Locus of Control.

Notes

Characteristics of excluded studies [ordered by study ID]

Darmawan 1992 Outcome measures do not include any from our set of outcome measures.

Method: RCT

Participants: 443 exp/401 contr. 4683 inhabitants from two rural villages were interviewed, 844 from 1105

respondents with musculoskeletal pain were randomly selected for the programme. Groups were matched on

age, sex and educational level and an attempt was made to stratify cases based on location of rheumatic pain.

Intervention: The intervention group attended a special session of the puppet play which included simple

instructions for coping with neck and back pain, and deformed, stiff, swollen or painful joint(s). The importance

of this special session was explained to the puppeteer who was able to control the mood of the audiance through

the puppets with an improvised dialogue interwoven into a fragment of one of the popular Hindu epics.

Controls: usual treatment (not mentioned). Respondents were interviewed before and one and six months after

the intervention.

Outcomes: Knowledge of how to perform ADL-tasks.

Feinberg 1992 Outcome measures do not include any from our set of outcome measures.

Method: A 1-month Randomized Controlled Trial.

Participants: 40 RA-patients (20 exp/20 controls) who were referred for provision of resting hand splints.

Intervention: A compliance-enhancement group: one session emphasizing the use of learning principles, shar-

ing of expectations, use of a positive affective tone and behaviours by the therapist, and the asssumption of

responsability by the patient and a telephone check-up 2 weeks after splinting; and a standard treatment control

group.

Outcomes: compliance with splint use, wrist and hand pain and duration of morning stiffness.

Linne 2001 Outcome measures do not include any from our set of outcome measures.

Method: RCT

Participants: Patients treated for rheumatological diseases at the Dept of Rheumatology at the University

Hospital of Malmo and by rheumatology specialists at cooperating out-patient clinics in the cities of Malmo

and Trelleborg were eligible if they were regularly treated with daily doses of NSAIDs and diuretic drugs; 48

RA-patients (18 exp/30 controls) were randomised out of 72 eligible patients.

Intervention: Patients in the experimental group received oral information from the pharmacist on diuretic,

analgesic and anti-inflammatory drugs, and non-commercial leaflets with the same information. The main

part of the information consisted of an interactive CD programme, in which patients trained their knowledge.

Control patients received non-systematic, conventional information during hospitalisation and/or at regular

control visits.

Outcomes: knowledge regarding diuretic, analgesic and anti-inflammatory drugs.
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(Continued)

Pope 1998 Outcome measures do not include any from our set of outcome measures.

Method: RCT

Participants: All patients attending the rheumatology followup clinic and expected for a further followup visit

were eligible; 71 RA-patients (34 exp/37 controls) participated after one dropout.

Intervention: All patient were given verbal information about the particular NSAID that they were taking.

Patients in the experimental group then received a drug information sheet, including far more detail with respect

tothe indications for and the side effects of NSAID.

Outcomes: knowledge about NSAID use.

Sebro 1993 Not retrieved.

Van Deussen 1987 Outcome measures do not include any from our set of outcome measures.

Method: A 6-month cross-over study.

Participants: 46 RA-patients (23 exp/23 controls) who had medical recomendations for home rest and exercise,

with voluntary cross-over.

Intervention: ROM-dance programme: 8, 90-minutes, weekly health education classes with 15-25 participants.

Including: Range-of-Motion (ROM)-dance sequence, a guided relaxation experience and a group discussion.

Control group: Waiting list controls.

Outcomes: Exercise-rest rating scales to asses frequency, benefits and enjoyment of exercise and joint ranges.

Young 1995 In this report only effects on health care resources reported.

Same study as Bradley et al., 1987 & 1988:

- Bradley LA, Young LD, Anderson KO, Turner RA, Agudelo CA, McDaniel LK, Pisko E, Semble EL, Morgan

TM. Effects of psychological therapy on pain behavior of rheumatoid arthritis patients. Treatment outcome

and six-month follow-up. Arthritis Rheum. 1987 Oct; 30(10): 1105-1114.

- Bradley LE, Young LD, Anderson KO, Turner RA, Agudelo CA, McDaniel LK, Semble EL. Effects of

cognitive-behavioral therapy on rheumatoid arthritis pain behavior: one-year follow-up. In: Dubner R, Gebhart

GF, Bond MR (Eds.): Proceedings of the Vth World Congress on Pain (pp 310-314). Elsevier Publishers, 1988.
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D A T A A N D A N A L Y S E S

Comparison 1. Patient Education versus Controls

Outcome or subgroup title
No. of

studies

No. of

participants Statistical method Effect size

1 Pain 39 Std. Mean Difference (IV, Fixed, 95% CI) Subtotals only

1.1 post-treatment results 37 2219 Std. Mean Difference (IV, Fixed, 95% CI) -0.08 [-0.16, 0.00]

1.2 final follow-up 19 1073 Std. Mean Difference (IV, Fixed, 95% CI) -0.07 [-0.19, 0.05]

2 Disability 38 Std. Mean Difference (IV, Fixed, 95% CI) Subtotals only

2.1 post-treatment results 37 2275 Std. Mean Difference (IV, Fixed, 95% CI) -0.17 [-0.25, -0.09]

2.2 final follow-up 23 1308 Std. Mean Difference (IV, Fixed, 95% CI) -0.09 [-0.20, 0.02]

3 Joint Counts 26 Std. Mean Difference (IV, Random, 95% CI) Subtotals only

3.1 post-treatment results 23 1158 Std. Mean Difference (IV, Random, 95% CI) -0.13 [-0.24, -0.01]

3.2 final follow-up 16 974 Std. Mean Difference (IV, Random, 95% CI) -0.08 [-0.22, 0.07]

4 Patient Global Assessment 9 Std. Mean Difference (IV, Fixed, 95% CI) Subtotals only

4.1 post-treatment results 6 358 Std. Mean Difference (IV, Fixed, 95% CI) -0.28 [-0.49, -0.07]

4.2 final follow-up 8 618 Std. Mean Difference (IV, Fixed, 95% CI) -0.06 [-0.22, 0.10]

5 Physician Global Assessment 0 Std. Mean Difference (IV, Fixed, 95% CI) Subtotals only

5.1 post-treatment results 0 0 Std. Mean Difference (IV, Fixed, 95% CI) Not estimable

5.2 final follow-up 0 0 Std. Mean Difference (IV, Fixed, 95% CI) Not estimable

6 Psychological Status 19 Std. Mean Difference (IV, Fixed, 95% CI) Subtotals only

6.1 post-treatment results 18 1138 Std. Mean Difference (IV, Fixed, 95% CI) -0.15 [-0.27, -0.04]

6.2 final follow-up 13 794 Std. Mean Difference (IV, Fixed, 95% CI) 0.04 [-0.10, 0.19]

7 Anxiety 19 Std. Mean Difference (IV, Fixed, 95% CI) Subtotals only

7.1 post-treatment results 18 1328 Std. Mean Difference (IV, Fixed, 95% CI) -0.04 [-0.15, 0.07]

7.2 final follow-up 16 990 Std. Mean Difference (IV, Fixed, 95% CI) 0.01 [-0.12, 0.13]

8 Depression 30 Std. Mean Difference (IV, Fixed, 95% CI) Subtotals only

8.1 post-treatment results 29 1770 Std. Mean Difference (IV, Fixed, 95% CI) -0.14 [-0.23, -0.05]

8.2 final follow-up 20 1143 Std. Mean Difference (IV, Fixed, 95% CI) -0.09 [-0.21, 0.02]

9 Disease Activity 18 Std. Mean Difference (IV, Fixed, 95% CI) Subtotals only

9.1 post-treatment results 15 647 Std. Mean Difference (IV, Fixed, 95% CI) -0.03 [-0.19, 0.12]

9.2 final follow-up 11 718 Std. Mean Difference (IV, Fixed, 95% CI) -0.05 [-0.20, 0.10]

Comparison 2. Information Only versus Controls

Outcome or subgroup title
No. of

studies

No. of

participants Statistical method Effect size

1 Pain 9 Std. Mean Difference (IV, Fixed, 95% CI) Subtotals only

1.1 post-treatment results 8 524 Std. Mean Difference (IV, Fixed, 95% CI) -0.15 [-0.32, 0.02]

1.2 final follow-up 4 232 Std. Mean Difference (IV, Fixed, 95% CI) 0.05 [-0.21, 0.31]

2 Disability 6 Std. Mean Difference (IV, Fixed, 95% CI) Subtotals only

2.1 post-treatment results 6 432 Std. Mean Difference (IV, Fixed, 95% CI) -0.02 [-0.21, 0.17]

2.2 final follow-up 4 236 Std. Mean Difference (IV, Fixed, 95% CI) -0.01 [-0.27, 0.25]

3 Joint Counts 6 Std. Mean Difference (IV, Fixed, 95% CI) Subtotals only

3.1 post-treament results 6 356 Std. Mean Difference (IV, Fixed, 95% CI) -0.14 [-0.35, 0.07]
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3.2 final follow-up 4 237 Std. Mean Difference (IV, Fixed, 95% CI) 0.02 [-0.24, 0.27]

4 Patient Global Assessment 2 Std. Mean Difference (IV, Fixed, 95% CI) Subtotals only

4.1 post-treatment results 1 54 Std. Mean Difference (IV, Fixed, 95% CI) -0.21 [-0.75, 0.32]

4.2 final follow-up 2 126 Std. Mean Difference (IV, Fixed, 95% CI) -0.20 [-0.55, 0.16]

5 Physician Global Assessment 0 Std. Mean Difference (IV, Fixed, 95% CI) Subtotals only

5.1 post-treatment results 0 0 Std. Mean Difference (IV, Fixed, 95% CI) Not estimable

5.2 final follow-up 0 0 Std. Mean Difference (IV, Fixed, 95% CI) Not estimable

6 Psychological Status 4 Std. Mean Difference (IV, Fixed, 95% CI) Subtotals only

6.1 post-treatment results 3 257 Std. Mean Difference (IV, Fixed, 95% CI) -0.24 [-0.48, 0.01]

6.2 final follow-up 3 174 Std. Mean Difference (IV, Fixed, 95% CI) -0.07 [-0.37, 0.23]

7 Anxiety 3 Std. Mean Difference (IV, Fixed, 95% CI) Subtotals only

7.1 post-treatment results 3 227 Std. Mean Difference (IV, Fixed, 95% CI) 0.05 [-0.21, 0.31]

7.2 final follow-up 2 133 Std. Mean Difference (IV, Fixed, 95% CI) -0.02 [-0.36, 0.32]

8 Depression 5 Std. Mean Difference (IV, Fixed, 95% CI) Subtotals only

8.1 post-treatment results 5 281 Std. Mean Difference (IV, Fixed, 95% CI) -0.10 [-0.34, 0.13]

8.2 final follow-up 3 163 Std. Mean Difference (IV, Fixed, 95% CI) 0.01 [-0.30, 0.31]

9 Disease Activity 3 Std. Mean Difference (IV, Fixed, 95% CI) Subtotals only

9.1 post-treatment results 3 186 Std. Mean Difference (IV, Fixed, 95% CI) 0.14 [-0.15, 0.43]

9.2 final follow-up 2 124 Std. Mean Difference (IV, Fixed, 95% CI) 0.22 [-0.13, 0.58]

Comparison 3. Counselling versus Controls

Outcome or subgroup title
No. of

studies

No. of

participants Statistical method Effect size

1 Pain 3 Std. Mean Difference (IV, Fixed, 95% CI) Subtotals only

1.1 post-treatment results 3 242 Std. Mean Difference (IV, Fixed, 95% CI) 0.13 [-0.13, 0.38]

1.2 final follow-up 0 0 Std. Mean Difference (IV, Fixed, 95% CI) Not estimable

2 Disability 4 Std. Mean Difference (IV, Fixed, 95% CI) Subtotals only

2.1 post-treatment results 4 311 Std. Mean Difference (IV, Fixed, 95% CI) -0.15 [-0.37, 0.08]

2.2 final follow-up 1 69 Std. Mean Difference (IV, Fixed, 95% CI) -0.03 [-0.50, 0.44]

3 Joint Counts 1 Std. Mean Difference (IV, Fixed, 95% CI) Subtotals only

3.1 post-treatment results 1 51 Std. Mean Difference (IV, Fixed, 95% CI) -0.31 [-0.87, 0.24]

3.2 final follow-up 0 0 Std. Mean Difference (IV, Fixed, 95% CI) Not estimable

4 Patient Global Assessment 1 Std. Mean Difference (IV, Fixed, 95% CI) Subtotals only

4.1 post-treatment results 1 68 Std. Mean Difference (IV, Fixed, 95% CI) -0.29 [-0.77, 0.19]

4.2 final follow-up 1 68 Std. Mean Difference (IV, Fixed, 95% CI) 0.23 [-0.24, 0.71]

5 Physician Global Assessment 0 Std. Mean Difference (IV, Fixed, 95% CI) Subtotals only

5.1 post-treatment results 0 0 Std. Mean Difference (IV, Fixed, 95% CI) Not estimable

5.2 final follow-up 0 0 Std. Mean Difference (IV, Fixed, 95% CI) Not estimable

6 Psychological Status 2 Std. Mean Difference (IV, Fixed, 95% CI) Subtotals only

6.1 post-treatment results 2 203 Std. Mean Difference (IV, Fixed, 95% CI) -0.25 [-0.52, 0.03]

6.2 final follow-up 1 69 Std. Mean Difference (IV, Fixed, 95% CI) 0.11 [-0.36, 0.58]

7 Anxiety 1 Std. Mean Difference (IV, Fixed, 95% CI) Subtotals only

7.1 post-treatment results 1 69 Std. Mean Difference (IV, Fixed, 95% CI) -0.08 [-0.55, 0.40]

7.2 final follow-up 1 69 Std. Mean Difference (IV, Fixed, 95% CI) 0.14 [-0.33, 0.62]

8 Depression 3 Std. Mean Difference (IV, Fixed, 95% CI) Subtotals only

8.1 post-treatment results 3 139 Std. Mean Difference (IV, Fixed, 95% CI) -0.17 [-0.50, 0.17]

8.2 final follow-up 1 69 Std. Mean Difference (IV, Fixed, 95% CI) 0.01 [-0.46, 0.49]

9 Disease Activity 1 Std. Mean Difference (IV, Fixed, 95% CI) Subtotals only
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9.1 post-treatment results 1 39 Std. Mean Difference (IV, Fixed, 95% CI) -0.04 [-0.68, 0.59]

9.2 final follow-up 0 0 Std. Mean Difference (IV, Fixed, 95% CI) Not estimable

Comparison 4. Behavioural Treatment versus Controls

Outcome or subgroup title
No. of

studies

No. of

participants Statistical method Effect size

1 Pain 27 Std. Mean Difference (IV, Fixed, 95% CI) Subtotals only

1.1 post-treatment results 26 1453 Std. Mean Difference (IV, Fixed, 95% CI) -0.09 [-0.19, 0.02]

1.2 final follow-up 15 841 Std. Mean Difference (IV, Fixed, 95% CI) -0.11 [-0.24, 0.03]

2 Disability 28 Std. Mean Difference (IV, Fixed, 95% CI) Subtotals only

2.1 post-treatment results 27 1532 Std. Mean Difference (IV, Fixed, 95% CI) -0.21 [-0.32, -0.11]

2.2 final follow-up 18 1003 Std. Mean Difference (IV, Fixed, 95% CI) -0.12 [-0.24, 0.01]

3 Joint Counts 19 Std. Mean Difference (IV, Fixed, 95% CI) Subtotals only

3.1 post-treatment results 16 751 Std. Mean Difference (IV, Fixed, 95% CI) -0.11 [-0.25, 0.04]

3.2 final follow-up 12 737 Std. Mean Difference (IV, Fixed, 95% CI) -0.10 [-0.25, 0.04]

4 Patient Global Assessment 6 Std. Mean Difference (IV, Fixed, 95% CI) Subtotals only

4.1 post-treatment results 4 236 Std. Mean Difference (IV, Fixed, 95% CI) -0.30 [-0.55, -0.04]

4.2 final follow-up 5 424 Std. Mean Difference (IV, Fixed, 95% CI) -0.07 [-0.26, 0.12]

5 Physician Global Assessment 0 Std. Mean Difference (IV, Fixed, 95% CI) Subtotals only

5.1 post-treatment results 0 0 Std. Mean Difference (IV, Fixed, 95% CI) Not estimable

5.2 final follow-up 0 0 Std. Mean Difference (IV, Fixed, 95% CI) Not estimable

6 Psychological Status 13 Std. Mean Difference (IV, Fixed, 95% CI) Subtotals only

6.1 post-treatment results 13 678 Std. Mean Difference (IV, Fixed, 95% CI) -0.04 [-0.19, 0.11]

6.2 final follow-up 9 551 Std. Mean Difference (IV, Fixed, 95% CI) 0.07 [-0.10, 0.24]

7 Anxiety 15 Std. Mean Difference (IV, Fixed, 95% CI) Subtotals only

7.1 post-treatment results 14 1032 Std. Mean Difference (IV, Fixed, 95% CI) -0.06 [-0.18, 0.07]

7.2 final follow-up 13 788 Std. Mean Difference (IV, Fixed, 95% CI) Not estimable

8 Depression 22 Std. Mean Difference (IV, Fixed, 95% CI) Subtotals only

8.1 post-treatment results 21 1350 Std. Mean Difference (IV, Fixed, 95% CI) -0.14 [-0.25, -0.04]

8.2 final follow-up 16 911 Std. Mean Difference (IV, Fixed, 95% CI) -0.12 [-0.25, 0.01]

9 Disease Activity 14 Std. Mean Difference (IV, Fixed, 95% CI) Subtotals only

9.1 post-treatment results 11 422 Std. Mean Difference (IV, Fixed, 95% CI) -0.11 [-0.30, 0.09]

9.2 final follow-up 9 594 Std. Mean Difference (IV, Fixed, 95% CI) -0.11 [-0.27, 0.06]
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Analysis 1.1. Comparison 1 Patient Education versus Controls, Outcome 1 Pain.

Review: Patient education for adults with rheumatoid arthritis

Comparison: 1 Patient Education versus Controls

Outcome: 1 Pain

Study or subgroup Patient Education Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

1 post-treatment results

Brus 1998 24 -1.4 (1.8) 29 -1.9 (2.3) 2.4 % 0.24 [ -0.31, 0.78 ]

Barlow 1997 42 -0.6 (2.69) 42 0.2 (2.43) 3.8 % -0.31 [ -0.74, 0.12 ]

Lindroth 1997 37 -6.3 (22.82) 36 3.4 (23.75) 3.3 % -0.41 [ -0.88, 0.05 ]

Maisiak 1996a 28 0.15 (0.62) 30 -0.29 (0.62) 2.5 % 0.70 [ 0.17, 1.23 ]

Parker 1995-B 45 0.22 (2.04) 44 0.11 (2.34) 4.1 % 0.05 [ -0.37, 0.47 ]

Parker 1995 44 -1.01 (2.24) 44 0.11 (2.34) 3.9 % -0.48 [ -0.91, -0.06 ]

Huiskes 1991-B 24 -1.2 (4.07) 19 -2 (4.35) 1.9 % 0.19 [ -0.42, 0.79 ]

Huiskes 1991 21 0.4 (4.55) 19 -2 (4.35) 1.8 % 0.53 [ -0.10, 1.16 ]

Huiskes 1991-C 28 -1.2 (4.7) 19 -2 (4.35) 2.1 % 0.17 [ -0.41, 0.76 ]

Geissner 1994-C 9 -0.08 (0.74) 9 -0.23 (0.74) 0.8 % 0.19 [ -0.73, 1.12 ]

Geissner 1994-B 5 0.02 (0.35) 9 -0.23 (0.74) 0.6 % 0.37 [ -0.74, 1.47 ]

Geissner 1994 9 -0.28 (0.62) 9 -0.23 (0.74) 0.8 % -0.07 [ -0.99, 0.85 ]

Neuberger 1993-C 13 -1.5 (2.51) 11 0.4 (2.91) 1.0 % -0.68 [ -1.51, 0.15 ]

Neuberger 1993 15 0 (3.12) 11 0.4 (2.91) 1.2 % -0.13 [ -0.91, 0.65 ]

Neuberger 1993-B 14 -1.5 (2.81) 11 0.4 (2.91) 1.1 % -0.64 [ -1.46, 0.17 ]

Taal 1993 27 -0.5 (2.07) 30 -0.14 (2.07) 2.6 % -0.17 [ -0.69, 0.35 ]

Parker 1988 29 -0.2 (1.6) 28 -0.47 (1.97) 2.6 % 0.15 [ -0.37, 0.67 ]

Parker 1988-B 26 -0.05 (1.37) 28 -0.47 (1.97) 2.5 % 0.24 [ -0.29, 0.78 ]

Shearn 1985-B 23 -1.43 (7.92) 27 0 (7.61) 2.3 % -0.18 [ -0.74, 0.38 ]

Shearn 1985 22 -1.09 (6.95) 27 0 (7.61) 2.2 % -0.15 [ -0.71, 0.42 ]

Rhodes 1988 20 -0.31 (2.1) 18 0.64 (3.61) 1.7 % -0.32 [ -0.96, 0.32 ]

Appelbaum 1988 9 -14.85 (13.38) 9 1.89 (12.8) 0.7 % -1.22 [ -2.25, -0.19 ]

Radojevic 1992 15 -0.66 (2.19) 15 0.17 (2.29) 1.4 % -0.36 [ -1.08, 0.36 ]

Radojevic 1992-C 15 0 (2.9) 15 0.17 (2.29) 1.4 % -0.06 [ -0.78, 0.65 ]

Radojevic 1992-B 14 0.54 (2.2) 15 0.17 (2.29) 1.3 % 0.16 [ -0.57, 0.89 ]
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(. . . Continued)
Study or subgroup Patient Education Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

Maisiak 1996b 66 0.03 (2) 68 0.02 (2) 6.2 % 0.00 [ -0.33, 0.34 ]

Maisiak 1996b-B 70 -0.37 (2.07) 68 0.02 (2) 6.3 % -0.19 [ -0.53, 0.14 ]

Bell 1998 69 -10.7 (26.4) 58 -10.5 (25) 5.8 % -0.01 [ -0.36, 0.34 ]

Riemsma 1999-B 52 -0.31 (1.77) 68 -0.25 (1.5) 5.4 % -0.04 [ -0.40, 0.32 ]

Riemsma 1999 51 -0.35 (1.52) 68 -0.25 (1.5) 5.4 % -0.07 [ -0.43, 0.30 ]

Hewlett 1999 28 0.46 (2.52) 28 0.83 (2.96) 2.6 % -0.13 [ -0.66, 0.39 ]

Rodriguez 1996 20 -1.31 (2.68) 22 0.07 (3.08) 1.9 % -0.47 [ -1.08, 0.15 ]

Barlow 2000 114 -0.52 (2.4) 77 -0.21 (2.54) 8.4 % -0.13 [ -0.42, 0.16 ]

Hammond 1999 16 -0.07 (0.35) 17 -0.05 (0.55) 1.5 % -0.04 [ -0.72, 0.64 ]

Hill 2001 33 -1.02 (0.71) 30 -0.94 (0.65) 2.9 % -0.12 [ -0.61, 0.38 ]

Leibing 1999 19 -7.3 (17.3) 20 -2.8 (17.3) 1.8 % -0.25 [ -0.89, 0.38 ]

Sharpe 2001 23 -11.95 (33.09) 22 -17.79 (41.59) 2.1 % 0.15 [ -0.43, 0.74 ]

Subtotal (95% CI) 1119 1100 100.0 % -0.08 [ -0.16, 0.00 ]

Heterogeneity: Chi2 = 38.50, df = 36 (P = 0.36); I2 =7%

Test for overall effect: Z = 1.86 (P = 0.063)

2 final follow-up

Brus 1998 23 -1.8 (2) 26 -1.8 (2.1) 4.6 % 0.0 [ -0.56, 0.56 ]

Lindroth 1997 37 -5.6 (25.71) 36 4.3 (23.9) 6.8 % -0.39 [ -0.86, 0.07 ]

Parker 1995-B 40 0.58 (2.08) 39 -0.04 (2.32) 7.4 % 0.28 [ -0.16, 0.72 ]

Parker 1995 41 -0.53 (2.45) 39 -0.04 (2.32) 7.6 % -0.20 [ -0.64, 0.24 ]

Huiskes 1991-C 28 0 (4.7) 19 -0.07 (4.94) 4.3 % 0.01 [ -0.57, 0.60 ]

Huiskes 1991-B 24 -1.3 (4.32) 19 -0.07 (4.94) 4.0 % -0.26 [ -0.87, 0.34 ]

Huiskes 1991 21 0 (5.24) 19 -0.7 (4.94) 3.8 % 0.13 [ -0.49, 0.76 ]

Taal 1993 27 -0.02 (2.39) 30 -0.33 (2.2) 5.4 % 0.13 [ -0.39, 0.65 ]

Parker 1988 29 -0.49 (1.56) 28 0.2 (2.09) 5.3 % -0.37 [ -0.89, 0.15 ]

Parker 1988-B 26 0.83 (1.43) 28 0.2 (2.09) 5.0 % 0.34 [ -0.19, 0.88 ]

O’Leary 1988 12 -1.43 (2.02) 12 -1.19 (0.97) 2.3 % -0.15 [ -0.95, 0.66 ]

Radojevic 1992-C 15 -0.3 (2.79) 15 0.14 (2.15) 2.8 % -0.17 [ -0.89, 0.55 ]

Radojevic 1992-B 14 -0.64 (2.46) 15 0.14 (2.15) 2.7 % -0.33 [ -1.06, 0.41 ]

Radojevic 1992 15 -1.1 (2.32) 15 0.14 (2.15) 2.7 % -0.54 [ -1.27, 0.19 ]

Riemsma 1999-B 48 -0.45 (1.5) 63 -0.38 (1.82) 10.3 % -0.04 [ -0.42, 0.33 ]

Riemsma 1999 42 0.05 (1.8) 63 -0.38 (1.82) 9.5 % 0.24 [ -0.16, 0.63 ]

Hewlett 1999 25 0.04 (2.98) 26 0.44 (1.92) 4.8 % -0.16 [ -0.71, 0.39 ]
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(. . . Continued)
Study or subgroup Patient Education Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

Helliwell 1999 40 -4.67 (21.49) 29 2.03 (16.47) 6.3 % -0.34 [ -0.82, 0.14 ]

Sharpe 2001 23 -10.9 (30.6) 22 -2.5 (47.89) 4.2 % -0.21 [ -0.79, 0.38 ]

Subtotal (95% CI) 530 543 100.0 % -0.07 [ -0.19, 0.05 ]

Heterogeneity: Chi2 = 15.72, df = 18 (P = 0.61); I2 =0.0%

Test for overall effect: Z = 1.18 (P = 0.24)

Test for subgroup differences: Chi2 = 0.01, df = 1 (P = 0.92), I2 =0.0%
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Analysis 1.2. Comparison 1 Patient Education versus Controls, Outcome 2 Disability.

Review: Patient education for adults with rheumatoid arthritis

Comparison: 1 Patient Education versus Controls

Outcome: 2 Disability

Study or subgroup Patient Education Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

1 post-treatment results

Brus 1998 24 -0.1 (0.5) 29 -0.1 (0.5) 2.4 % 0.0 [ -0.54, 0.54 ]

Lindroth 1997 37 -0.2 (0.6) 36 0.1 (0.56) 3.2 % -0.51 [ -0.98, -0.04 ]

Maisiak 1996a 28 -0.08 (0.87) 30 -0.31 (0.87) 2.6 % 0.26 [ -0.26, 0.78 ]

Parker 1995 44 -0.66 (1.34) 44 -0.01 (1.38) 3.8 % -0.47 [ -0.90, -0.05 ]

Parker 1995-B 45 -0.01 (1.78) 44 -0.01 (1.38) 4.0 % 0.0 [ -0.42, 0.42 ]

Huiskes 1991-B 24 1.5 (5.2) 19 0.1 (6.7) 1.9 % 0.23 [ -0.37, 0.84 ]

Huiskes 1991-C 28 -0.4 (6.26) 19 0.1 (6.7) 2.0 % -0.08 [ -0.66, 0.51 ]

Huiskes 1991 21 -0.1 (6.36) 19 0.1 (6.7) 1.8 % -0.03 [ -0.65, 0.59 ]

Stenstrom 1994 20 -0.16 (0.38) 20 0 (0.55) 1.8 % -0.33 [ -0.96, 0.29 ]

Geissner 1994-C 9 -0.23 (0.94) 9 0.14 (1.25) 0.8 % -0.32 [ -1.25, 0.61 ]

Geissner 1994-B 5 -0.04 (1.04) 9 0.14 (1.25) 0.6 % -0.14 [ -1.24, 0.95 ]

Geissner 1994 9 0.06 (1.1) 9 0.14 (1.25) 0.8 % -0.06 [ -0.99, 0.86 ]

Taal 1993 27 -0.01 (0.44) 30 0.16 (0.45) 2.5 % -0.38 [ -0.90, 0.15 ]
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(. . . Continued)
Study or subgroup Patient Education Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

Helewa 1991 48 -0.8 (5.91) 45 1.1 (6.6) 4.1 % -0.30 [ -0.71, 0.11 ]

Parker 1988 29 -0.77 (2.45) 28 0.24 (2.1) 2.5 % -0.44 [ -0.96, 0.09 ]

Parker 1988-B 26 0.38 (2.5) 28 0.24 (2.1) 2.4 % 0.06 [ -0.47, 0.59 ]

Shearn 1985-B 23 -0.17 (1.15) 27 -0.04 (1.23) 2.2 % -0.11 [ -0.66, 0.45 ]

Shearn 1985 23 -0.06 (1.14) 27 -0.04 (1.23) 2.2 % -0.02 [ -0.57, 0.54 ]

Rhodes 1988 20 -0.04 (0.1) 18 -0.02 (0.12) 1.7 % -0.18 [ -0.82, 0.46 ]

Appelbaum 1988 9 -15.3 (28.8) 9 -1.7 (29.3) 0.8 % -0.45 [ -1.38, 0.49 ]

Radojevic 1992-B 14 -0.67 (10.53) 15 0.93 (9.13) 1.3 % -0.16 [ -0.89, 0.57 ]

Radojevic 1992-C 15 -0.93 (11.56) 15 0.93 (9.13) 1.3 % -0.17 [ -0.89, 0.54 ]

Radojevic 1992 15 -0.96 (9.51) 15 0.93 (9.13) 1.3 % -0.20 [ -0.91, 0.52 ]

Maisiak 1996b-B 70 0.13 (1.68) 68 0.27 (1.62) 6.2 % -0.08 [ -0.42, 0.25 ]

Maisiak 1996b 66 -0.14 (1.59) 68 0.27 (1.62) 6.0 % -0.25 [ -0.59, 0.09 ]

Riemsma 1999-B 53 -0.16 (0.68) 63 -0.14 (0.84) 5.2 % -0.03 [ -0.39, 0.34 ]

Riemsma 1999 50 -0.31 (0.75) 63 -0.14 (0.84) 5.0 % -0.21 [ -0.58, 0.16 ]

Hewlett 1999 26 0.07 (0.4) 26 0.01 (0.29) 2.3 % 0.17 [ -0.38, 0.71 ]

Savelkoul 2001-B 35 0.26 (2.9) 34 1.62 (5.52) 3.1 % -0.31 [ -0.78, 0.17 ]

Savelkoul 2001 35 0.23 (3.26) 34 1.62 (5.52) 3.1 % -0.30 [ -0.78, 0.17 ]

Rodriguez 1996 22 -0.11 (0.96) 24 0.02 (0.91) 2.1 % -0.14 [ -0.72, 0.44 ]

Barlow 2000 114 -0.02 (0.28) 77 -0.05 (0.37) 8.3 % 0.09 [ -0.20, 0.38 ]

Hammond 1999 16 0.09 (0.19) 17 0.08 (0.29) 1.5 % 0.04 [ -0.64, 0.72 ]

Helliwell 1999 43 -0.01 (0.44) 32 -0.07 (0.46) 3.3 % 0.13 [ -0.33, 0.59 ]

Leibing 1999 19 -2.4 (9.5) 20 1.5 (9.5) 1.7 % -0.40 [ -1.04, 0.23 ]

Scholten 1999 38 -1 (0.68) 30 0 (0.65) 2.3 % -1.48 [ -2.03, -0.94 ]

Sharpe 2001 23 -0.07 (0.56) 22 0.12 (0.55) 2.0 % -0.34 [ -0.93, 0.25 ]

Subtotal (95% CI) 1153 1122 100.0 % -0.17 [ -0.25, -0.09 ]

Heterogeneity: Chi2 = 45.21, df = 36 (P = 0.14); I2 =20%

Test for overall effect: Z = 3.97 (P = 0.000073)

2 final follow-up

Brus 1998 23 -0.1 (0.5) 28 -0.2 (0.5) 3.9 % 0.20 [ -0.36, 0.75 ]

Lindroth 1997 37 -0.1 (0.66) 36 0 (0.56) 5.6 % -0.16 [ -0.62, 0.30 ]

Parker 1995-B 39 0.04 (2.14) 37 -0.11 (1.31) 5.9 % 0.08 [ -0.37, 0.53 ]

Parker 1995 36 -0.54 (1.42) 37 -0.11 (1.31) 5.6 % -0.31 [ -0.77, 0.15 ]

Huiskes 1991-B 24 -0.8 (5.46) 19 -0.6 (7.29) 3.3 % -0.03 [ -0.63, 0.57 ]
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(. . . Continued)
Study or subgroup Patient Education Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

Huiskes 1991-C 28 -0.4 (6.65) 19 -0.6 (7.29) 3.5 % 0.03 [ -0.55, 0.61 ]

Huiskes 1991 21 -0.4 (6.46) 19 -0.6 (7.29) 3.1 % 0.03 [ -0.59, 0.65 ]

Stenstrom 1994 20 -0.08 (0.41) 20 0.11 (0.52) 3.0 % -0.40 [ -1.02, 0.23 ]

Taal 1993 27 0.09 (0.52) 30 0.15 (0.46) 4.4 % -0.12 [ -0.64, 0.40 ]

Parker 1988 29 -0.21 (2.72) 28 0.06 (2.19) 4.4 % -0.11 [ -0.63, 0.41 ]

Parker 1988-B 26 0.28 (2.34) 28 0.06 (2.19) 4.2 % 0.10 [ -0.44, 0.63 ]

O’Leary 1988 12 -0.37 (0.4) 12 -0.23 (0.3) 1.8 % -0.38 [ -1.19, 0.43 ]

Radojevic 1992-B 14 -1.86 (9.78) 15 -0.22 (8.96) 2.2 % -0.17 [ -0.90, 0.56 ]

Radojevic 1992 15 -1.3 (9.3) 15 -0.22 (8.96) 2.3 % -0.12 [ -0.83, 0.60 ]

Radojevic 1992-C 15 0.07 (11.72) 15 -0.22 (8.96) 2.3 % 0.03 [ -0.69, 0.74 ]

Riemsma 1999-B 48 -0.11 (0.76) 61 0.03 (1.07) 8.3 % -0.15 [ -0.53, 0.23 ]

Riemsma 1999 39 0.12 (1.24) 61 0.03 (1.07) 7.4 % 0.08 [ -0.32, 0.48 ]

Hewlett 1999 24 -0.02 (0.39) 24 0.02 (0.34) 3.7 % -0.11 [ -0.67, 0.46 ]

Savelkoul 2001-B 35 0.17 (4.08) 34 0.29 (4.2) 5.3 % -0.03 [ -0.50, 0.44 ]

Savelkoul 2001 35 0.03 (3.43) 34 0.29 (4.2) 5.3 % -0.07 [ -0.54, 0.40 ]

Helliwell 1999 43 -0.03 (0.37) 33 0.05 (0.45) 5.8 % -0.19 [ -0.65, 0.26 ]

Scholten 1999 38 -0.4 (0.68) 30 -0.3 (0.66) 5.2 % -0.15 [ -0.63, 0.33 ]

Sharpe 2001 23 -0.08 (0.6) 22 0.18 (0.66) 3.4 % -0.41 [ -1.00, 0.19 ]

Subtotal (95% CI) 651 657 100.0 % -0.09 [ -0.20, 0.02 ]

Heterogeneity: Chi2 = 7.17, df = 22 (P = 1.00); I2 =0.0%

Test for overall effect: Z = 1.66 (P = 0.098)

Test for subgroup differences: Chi2 = 1.18, df = 1 (P = 0.28), I2 =15%
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Analysis 1.3. Comparison 1 Patient Education versus Controls, Outcome 3 Joint Counts.

Review: Patient education for adults with rheumatoid arthritis

Comparison: 1 Patient Education versus Controls

Outcome: 3 Joint Counts

Study or subgroup Patient Education Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI

1 post-treatment results

Brus 1998 25 -1.4 (13.21) 30 -0.97 (6.01) 4.8 % -0.04 [ -0.57, 0.49 ]

Parker 1995 44 -2.34 (9.4) 44 -1.79 (10.6) 7.5 % -0.05 [ -0.47, 0.36 ]

Parker 1995-B 45 -1.25 (10.29) 44 -1.79 (10.6) 7.6 % 0.05 [ -0.36, 0.47 ]

Huiskes 1991-C 28 -7.65 (97.94) 19 -26.7 (90.96) 4.0 % 0.20 [ -0.39, 0.78 ]

Huiskes 1991-B 24 22.98 (89.21) 19 -26.7 (90.96) 3.7 % 0.54 [ -0.07, 1.16 ]

Stenstrom 1994 20 -10.3 (12.52) 20 -2.8 (15.71) 3.5 % -0.52 [ -1.15, 0.11 ]

Geissner 1994-C 9 -2.75 (5.28) 9 -0.92 (5.35) 1.6 % -0.33 [ -1.26, 0.60 ]

Geissner 1994 9 -0.6 (11.23) 9 -0.92 (5.35) 1.7 % 0.03 [ -0.89, 0.96 ]

Geissner 1994-B 5 0 (6.57) 9 -0.92 (5.35) 1.2 % 0.15 [ -0.95, 1.24 ]

Parker 1988-B 26 2.5 (14.32) 28 6.25 (13.58) 4.7 % -0.27 [ -0.80, 0.27 ]

Parker 1988 29 6.34 (12.85) 28 6.25 (13.58) 5.0 % 0.01 [ -0.51, 0.53 ]

Shearn 1985 19 -2.61 (8.49) 28 0.32 (8.5) 4.0 % -0.34 [ -0.93, 0.25 ]

Shearn 1985-B 23 -2.74 (10.92) 28 0.32 (8.5) 4.4 % -0.31 [ -0.87, 0.24 ]

Radojevic 1992-B 14 -5.36 (13.2) 15 3.73 (14.82) 2.5 % -0.63 [ -1.38, 0.12 ]

Radojevic 1992-C 15 -1.67 (14.77) 15 3.73 (14.82) 2.7 % -0.36 [ -1.08, 0.37 ]

Radojevic 1992 15 -8.93 (13.24) 15 3.73 (14.82) 2.5 % -0.88 [ -1.63, -0.12 ]

Bell 1998 69 -4.7 (12.8) 58 -3.8 (12.5) 10.4 % -0.07 [ -0.42, 0.28 ]

Hewlett 1999 27 -2.7 (89.95) 27 16.22 (102.55) 4.8 % -0.19 [ -0.73, 0.34 ]

Rodriguez 1996 22 -1.82 (5.8) 23 0.78 (6.6) 3.9 % -0.41 [ -1.00, 0.18 ]

Helliwell 1999 42 -2.24 (6.24) 33 -1.85 (5.66) 6.4 % -0.06 [ -0.52, 0.39 ]

Hill 2001 33 -13 (10.99) 30 -11.8 (12.27) 5.5 % -0.10 [ -0.60, 0.39 ]

Leibing 1999 19 0.7 (12.5) 20 -3.7 (12.5) 3.5 % 0.34 [ -0.29, 0.98 ]

Sharpe 2001 23 -3 (9.63) 22 1.17 (9.75) 3.9 % -0.42 [ -1.01, 0.17 ]

Subtotal (95% CI) 585 573 100.0 % -0.13 [ -0.24, -0.01 ]

Heterogeneity: Tau2 = 0.0; Chi2 = 20.23, df = 22 (P = 0.57); I2 =0.0%
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(. . . Continued)
Study or subgroup Patient Education Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI

Test for overall effect: Z = 2.14 (P = 0.032)

2 final follow-up

Brus 1998 25 -5.8 (16.7) 30 -6.6 (13.6) 5.8 % 0.05 [ -0.48, 0.58 ]

Parker 1995-B 40 -3.65 (10.45) 39 -6.88 (9.22) 8.1 % 0.32 [ -0.12, 0.77 ]

Parker 1995 41 -5.55 (9.03) 39 -6.88 (9.22) 8.3 % 0.14 [ -0.29, 0.58 ]

Huiskes 1991-B 24 30.19 (72.23) 19 36.19 (129.05) 4.6 % -0.06 [ -0.66, 0.54 ]

Huiskes 1991-C 28 58.35 (118.34) 19 36.19 (129.05) 4.9 % 0.18 [ -0.41, 0.76 ]

Taal 1993 27 0.77 (9.63) 30 1.63 (4.56) 6.0 % -0.11 [ -0.63, 0.41 ]

Parker 1988 29 10.38 (12.99) 28 7.18 (14.15) 6.0 % 0.23 [ -0.29, 0.75 ]

Parker 1988-B 26 7.2 (14.33) 28 7.18 (14.15) 5.7 % 0.00 [ -0.53, 0.54 ]

Radojevic 1992 15 -11 (13.6) 15 3.33 (14.98) 2.9 % -0.97 [ -1.74, -0.21 ]

Radojevic 1992-B 14 -10.36 (12.5) 15 3.33 (14.98) 2.8 % -0.96 [ -1.74, -0.19 ]

Radojevic 1992-C 15 0.33 (14.31) 15 3.33 (14.98) 3.3 % -0.20 [ -0.92, 0.52 ]

Riemsma 1999 53 -0.77 (8.74) 66 1.14 (8.34) 11.6 % -0.22 [ -0.59, 0.14 ]

Riemsma 1999-B 56 -0.46 (7.09) 66 1.14 (8.34) 12.0 % -0.20 [ -0.56, 0.15 ]

Hewlett 1999 27 32.07 (150.57) 26 6.5 (70.28) 5.6 % 0.21 [ -0.33, 0.75 ]

Helliwell 1999 41 -4.2 (8.52) 33 -2.48 (6.81) 7.6 % -0.22 [ -0.68, 0.24 ]

Sharpe 2001 23 -3.7 (10.81) 22 -1.4 (9.1) 4.8 % -0.23 [ -0.81, 0.36 ]

Subtotal (95% CI) 484 490 100.0 % -0.08 [ -0.22, 0.07 ]

Heterogeneity: Tau2 = 0.02; Chi2 = 19.78, df = 15 (P = 0.18); I2 =24%

Test for overall effect: Z = 1.01 (P = 0.31)
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Analysis 1.4. Comparison 1 Patient Education versus Controls, Outcome 4 Patient Global Assessment.

Review: Patient education for adults with rheumatoid arthritis

Comparison: 1 Patient Education versus Controls

Outcome: 4 Patient Global Assessment

Study or subgroup Patient Education Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

1 post-treatment results

Taal 1993 27 -0.16 (1.97) 30 -0.12 (1.72) 16.1 % -0.02 [ -0.54, 0.50 ]

Parker 1988-B 26 -0.05 (2.08) 28 0.38 (1.95) 15.2 % -0.21 [ -0.75, 0.32 ]

Parker 1988 29 -0.65 (2.03) 28 0.38 (1.95) 15.6 % -0.51 [ -1.04, 0.02 ]

Savelkoul 2001 35 0 (0.77) 34 0.21 (0.81) 19.4 % -0.26 [ -0.74, 0.21 ]

Savelkoul 2001-B 34 0 (0.6) 34 0.21 (0.81) 19.1 % -0.29 [ -0.77, 0.19 ]

Barlow 2000 30 -4.54 (11.06) 23 1.48 (17.46) 14.5 % -0.42 [ -0.97, 0.13 ]

Subtotal (95% CI) 181 177 100.0 % -0.28 [ -0.49, -0.07 ]

Heterogeneity: Chi2 = 1.99, df = 5 (P = 0.85); I2 =0.0%

Test for overall effect: Z = 2.65 (P = 0.0081)

2 final follow-up

Taal 1993 27 -0.47 (1.73) 30 -0.25 (1.77) 9.3 % -0.12 [ -0.64, 0.40 ]

Parker 1988-B 26 0.09 (2.04) 28 0.06 (2.16) 8.8 % 0.01 [ -0.52, 0.55 ]

Parker 1988 29 -0.7 (1.84) 28 0.06 (2.16) 9.2 % -0.37 [ -0.90, 0.15 ]

Riemsma 1999-B 56 2.34 (23.19) 66 1.02 (22.07) 19.8 % 0.06 [ -0.30, 0.41 ]

Riemsma 1999 53 -0.55 (20.91) 66 1.02 (22.07) 19.2 % -0.07 [ -0.43, 0.29 ]

Savelkoul 2001-B 34 0.09 (0.57) 34 -0.06 (0.69) 11.1 % 0.23 [ -0.24, 0.71 ]

Savelkoul 2001 35 -0.06 (0.8) 34 -0.06 (0.69) 11.3 % 0.0 [ -0.47, 0.47 ]

Helliwell 1999 42 -6.24 (14.97) 30 -0.9 (13.74) 11.3 % -0.36 [ -0.84, 0.11 ]

Subtotal (95% CI) 302 316 100.0 % -0.06 [ -0.22, 0.10 ]

Heterogeneity: Chi2 = 5.06, df = 7 (P = 0.65); I2 =0.0%

Test for overall effect: Z = 0.77 (P = 0.44)

Test for subgroup differences: Chi2 = 2.71, df = 1 (P = 0.10), I2 =63%
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Analysis 1.6. Comparison 1 Patient Education versus Controls, Outcome 6 Psychological Status.

Review: Patient education for adults with rheumatoid arthritis

Comparison: 1 Patient Education versus Controls

Outcome: 6 Psychological Status

Study or subgroup Patient Education Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

1 post-treatment results

Parker 1995 44 -0.69 (1.55) 44 -0.07 (1.67) 7.7 % -0.38 [ -0.80, 0.04 ]

Parker 1995-B 45 -0.24 (1.45) 44 -0.07 (1.67) 7.9 % -0.11 [ -0.52, 0.31 ]

Huiskes 1991 21 0.6 (4.35) 19 -0.5 (5.17) 3.5 % 0.23 [ -0.40, 0.85 ]

Huiskes 1991-B 24 0.1 (4.35) 19 -0.5 (5.17) 3.8 % 0.12 [ -0.48, 0.73 ]

Huiskes 1991-C 28 0.7 (4.95) 19 -0.5 (5.17) 4.0 % 0.23 [ -0.35, 0.82 ]

Geissner 1994-B 5 -0.27 (0.83) 9 -0.17 (1.14) 1.1 % -0.09 [ -1.18, 1.00 ]

Geissner 1994 9 -0.26 (0.75) 9 -0.17 (1.14) 1.6 % -0.09 [ -1.01, 0.84 ]

Geissner 1994-C 9 -0.45 (1.27) 9 -0.17 (1.14) 1.6 % -0.22 [ -1.15, 0.71 ]

Rhodes 1988 20 -0.08 (0.16) 18 0.03 (0.25) 3.3 % -0.52 [ -1.17, 0.13 ]

Radojevic 1992 15 -1.56 (3.18) 15 -0.33 (3.56) 2.6 % -0.35 [ -1.08, 0.37 ]

Radojevic 1992-B 14 -1.89 (4.28) 15 -0.33 (3.56) 2.5 % -0.39 [ -1.12, 0.35 ]

Radojevic 1992-C 15 -0.9 (3.5) 15 -0.33 (3.56) 2.7 % -0.16 [ -0.87, 0.56 ]

Maisiak 1996b-B 70 -0.18 (1.73) 68 0.4 (1.69) 12.1 % -0.34 [ -0.67, 0.00 ]

Maisiak 1996b 66 -0.08 (1.84) 68 0.4 (1.69) 11.8 % -0.27 [ -0.61, 0.07 ]

Riemsma 1999-B 54 -0.13 (1.04) 69 -0.03 (0.97) 10.8 % -0.10 [ -0.46, 0.26 ]

Riemsma 1999 52 0.05 (0.98) 69 -0.03 (0.97) 10.6 % 0.08 [ -0.28, 0.44 ]

Savelkoul 2001 35 0.23 (2.37) 34 0.41 (2.24) 6.2 % -0.08 [ -0.55, 0.39 ]

Savelkoul 2001-B 35 -0.14 (3.19) 34 0.41 (2.24) 6.1 % -0.20 [ -0.67, 0.28 ]

Subtotal (95% CI) 561 577 100.0 % -0.15 [ -0.27, -0.04 ]

Heterogeneity: Chi2 = 10.52, df = 17 (P = 0.88); I2 =0.0%

Test for overall effect: Z = 2.57 (P = 0.010)

2 final follow-up

Parker 1995-B 39 -0.37 (1.39) 37 -0.25 (1.57) 9.8 % -0.08 [ -0.53, 0.37 ]

Parker 1995 36 -0.78 (1.5) 37 -0.25 (1.57) 9.3 % -0.34 [ -0.80, 0.12 ]

Huiskes 1991 21 0.3 (4.4) 19 -2.7 (4.81) 4.9 % 0.64 [ 0.00, 1.28 ]

Huiskes 1991-C 28 -0.8 (5.44) 19 -2.7 (4.81) 5.7 % 0.36 [ -0.23, 0.95 ]
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(. . . Continued)
Study or subgroup Patient Education Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

Huiskes 1991-B 24 -0.8 (4.4) 19 -2.7 (4.81) 5.3 % 0.41 [ -0.20, 1.02 ]

Radojevic 1992 15 -1.67 (2.73) 15 -0.94 (3.63) 3.8 % -0.22 [ -0.94, 0.50 ]

Radojevic 1992-C 15 0.68 (3.32) 15 -0.94 (3.63) 3.8 % 0.45 [ -0.27, 1.18 ]

Radojevic 1992-B 14 -2.24 (4.48) 15 -0.94 (3.63) 3.7 % -0.31 [ -1.04, 0.42 ]

Riemsma 1999-B 49 -0.27 (1.27) 64 -0.18 (1.02) 14.3 % -0.08 [ -0.45, 0.29 ]

Riemsma 1999 43 0.12 (1.32) 64 -0.18 (1.02) 13.1 % 0.26 [ -0.13, 0.65 ]

Savelkoul 2001 35 0.49 (2.56) 34 0.35 (2.07) 8.9 % 0.06 [ -0.41, 0.53 ]

Savelkoul 2001-B 35 0.69 (3.68) 34 0.35 (2.07) 8.9 % 0.11 [ -0.36, 0.58 ]

Helliwell 1999 38 -6.95 (13.21) 30 -2.53 (17.21) 8.5 % -0.29 [ -0.77, 0.19 ]

Subtotal (95% CI) 392 402 100.0 % 0.04 [ -0.10, 0.19 ]

Heterogeneity: Chi2 = 14.95, df = 12 (P = 0.24); I2 =20%

Test for overall effect: Z = 0.62 (P = 0.54)

Test for subgroup differences: Chi2 = 4.50, df = 1 (P = 0.03), I2 =78%
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Analysis 1.7. Comparison 1 Patient Education versus Controls, Outcome 7 Anxiety.

Review: Patient education for adults with rheumatoid arthritis

Comparison: 1 Patient Education versus Controls

Outcome: 7 Anxiety

Study or subgroup Patient Education Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

1 post-treatment results

Brus 1998 23 -0.3 (1.6) 29 -0.7 (1.6) 3.9 % 0.25 [ -0.30, 0.80 ]

Barlow 1997 42 0.38 (2.38) 42 0.16 (2.81) 6.4 % 0.08 [ -0.34, 0.51 ]

Parker 1995-B 45 -1.23 (9.08) 44 -1.21 (9.24) 6.8 % 0.00 [ -0.42, 0.41 ]

Parker 1995 44 -2.21 (8.34) 44 -1.21 (9.24) 6.7 % -0.11 [ -0.53, 0.31 ]

Huiskes 1991-C 28 -0.2 (5.76) 19 -0.9 (5.57) 3.5 % 0.12 [ -0.46, 0.70 ]

Huiskes 1991-B 24 0.9 (5.51) 19 -0.9 (5.57) 3.2 % 0.32 [ -0.29, 0.93 ]

Huiskes 1991 21 -0.3 (5.86) 19 -0.9 (5.57) 3.0 % 0.10 [ -0.52, 0.72 ]

Taal 1993 27 -0.68 (1.95) 30 -0.26 (1.9) 4.3 % -0.22 [ -0.74, 0.31 ]

Parker 1988 29 -0.33 (1.69) 28 -0.15 (1.88) 4.4 % -0.10 [ -0.62, 0.42 ]

Parker 1988-B 26 0.01 (1.87) 28 -0.15 (1.88) 4.1 % 0.08 [ -0.45, 0.62 ]

Riemsma 1999-B 55 0.01 (1.51) 70 -0.05 (1.41) 9.4 % 0.04 [ -0.31, 0.39 ]

Riemsma 1999 54 0.02 (1.46) 70 -0.05 (1.41) 9.3 % 0.05 [ -0.31, 0.40 ]

Hewlett 1999 27 0.56 (3.39) 28 0.5 (3.94) 4.2 % 0.02 [ -0.51, 0.54 ]

Savelkoul 2001-B 35 0.06 (2.34) 34 0.21 (1.51) 5.3 % -0.08 [ -0.55, 0.40 ]

Savelkoul 2001 35 0.14 (1.91) 34 0.21 (1.51) 5.3 % -0.04 [ -0.51, 0.43 ]

Barlow 2000 114 -1.11 (2.97) 77 -0.52 (2.9) 14.0 % -0.20 [ -0.49, 0.09 ]

Leibing 1999 19 -2.5 (6) 20 1 (6) 2.9 % -0.57 [ -1.21, 0.07 ]

Sharpe 2001 23 -1.52 (5.17) 22 0.46 (5.29) 3.4 % -0.37 [ -0.96, 0.22 ]

Subtotal (95% CI) 671 657 100.0 % -0.04 [ -0.15, 0.07 ]

Heterogeneity: Chi2 = 9.57, df = 17 (P = 0.92); I2 =0.0%

Test for overall effect: Z = 0.71 (P = 0.48)

2 final follow-up

Brus 1998 23 -0.3 (1.9) 28 -0.6 (1.7) 5.2 % 0.16 [ -0.39, 0.72 ]

Parker 1995 41 -2.57 (8.15) 39 -1.61 (9.41) 8.2 % -0.11 [ -0.55, 0.33 ]

Parker 1995-B 40 -1.66 (8.06) 39 -1.61 (9.41) 8.1 % -0.01 [ -0.45, 0.44 ]

Huiskes 1991-C 28 0.5 (6.03) 19 0.5 (6.5) 4.6 % 0.0 [ -0.58, 0.58 ]
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(. . . Continued)
Study or subgroup Patient Education Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

Huiskes 1991-B 24 1.5 (5.57) 19 0.5 (6.5) 4.3 % 0.16 [ -0.44, 0.77 ]

Huiskes 1991 21 -0.3 (5.8) 19 0.5 (6.5) 4.1 % -0.13 [ -0.75, 0.49 ]

Taal 1993 27 -0.54 (2.08) 30 -0.26 (2.1) 5.8 % -0.13 [ -0.65, 0.39 ]

Parker 1988 29 -0.38 (2) 28 0.03 (1.83) 5.8 % -0.21 [ -0.73, 0.31 ]

Parker 1988-B 26 -0.03 (1.92) 28 0.03 (1.83) 5.5 % -0.03 [ -0.57, 0.50 ]

O’Leary 1988 12 -1.25 (6.62) 12 -1.25 (6.62) 2.5 % 0.0 [ -0.80, 0.80 ]

Riemsma 1999 43 0.26 (1.73) 66 -0.27 (1.5) 10.5 % 0.33 [ -0.06, 0.72 ]

Riemsma 1999-B 50 -0.27 (1.52) 66 -0.27 (1.5) 11.7 % 0.0 [ -0.37, 0.37 ]

Hewlett 1999 24 0.33 (4.58) 26 0.04 (3.59) 5.1 % 0.07 [ -0.49, 0.62 ]

Savelkoul 2001 35 0.29 (1.95) 34 0.24 (1.56) 7.1 % 0.03 [ -0.44, 0.50 ]

Savelkoul 2001-B 35 0.54 (2.47) 34 0.24 (1.56) 7.1 % 0.14 [ -0.33, 0.62 ]

Sharpe 2001 23 -1.5 (5.09) 22 1 (4.6) 4.5 % -0.51 [ -1.10, 0.09 ]

Subtotal (95% CI) 481 509 100.0 % 0.01 [ -0.12, 0.13 ]

Heterogeneity: Chi2 = 7.90, df = 15 (P = 0.93); I2 =0.0%

Test for overall effect: Z = 0.11 (P = 0.91)

Test for subgroup differences: Chi2 = 0.30, df = 1 (P = 0.58), I2 =0.0%
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Analysis 1.8. Comparison 1 Patient Education versus Controls, Outcome 8 Depression.

Review: Patient education for adults with rheumatoid arthritis

Comparison: 1 Patient Education versus Controls

Outcome: 8 Depression

Study or subgroup Patient Education Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

1 post-treatment results

Brus 1998 24 -0.4 (1.4) 29 -0.5 (1.6) 3.0 % 0.07 [ -0.48, 0.61 ]

Barlow 1997 42 -0.33 (1.99) 42 0.5 (3.28) 4.8 % -0.30 [ -0.73, 0.13 ]

Parker 1995-B 45 0.67 (8.67) 44 0.62 (8.65) 5.1 % 0.01 [ -0.41, 0.42 ]

Parker 1995 44 -3.21 (8.24) 44 0.62 (8.65) 4.9 % -0.45 [ -0.87, -0.03 ]

Huiskes 1991-C 28 -1.2 (4.11) 19 -0.7 (2.91) 2.6 % -0.13 [ -0.72, 0.45 ]

Huiskes 1991 21 -0.8 (5.17) 19 -0.7 (2.91) 2.3 % -0.02 [ -0.64, 0.60 ]

Huiskes 1991-B 24 1.1 (3.06) 19 -0.7 (2.91) 2.3 % 0.59 [ -0.03, 1.21 ]

Neuberger 1993-C 13 0.3 (8.92) 11 -1.6 (9.74) 1.4 % 0.20 [ -0.61, 1.00 ]

Neuberger 1993-B 14 -2.5 (8.45) 11 -1.6 (9.74) 1.4 % -0.10 [ -0.89, 0.69 ]

Neuberger 1993 15 -0.7 (5.67) 11 -1.6 (9.74) 1.5 % 0.11 [ -0.66, 0.89 ]

Taal 1993 27 -0.58 (1.45) 30 -0.5 (1.31) 3.3 % -0.06 [ -0.58, 0.46 ]

Helewa 1991 49 -2 (6.56) 45 -1.2 (7.07) 5.4 % -0.12 [ -0.52, 0.29 ]

Parker 1988 29 -0.45 (1.4) 28 -0.1 (1.39) 3.3 % -0.25 [ -0.77, 0.27 ]

Parker 1988-B 26 -0.12 (1.53) 28 -0.1 (1.39) 3.1 % -0.01 [ -0.55, 0.52 ]

Shearn 1985 22 1.3 (17.12) 26 -0.7 (17.21) 2.7 % 0.11 [ -0.45, 0.68 ]

Shearn 1985-B 22 -2.3 (19.51) 26 -0.7 (17.21) 2.7 % -0.09 [ -0.65, 0.48 ]

Kaplan 1981 11 1 (14.09) 11 1.1 (14.31) 1.3 % -0.01 [ -0.84, 0.83 ]

Radojevic 1992-B 14 0.22 (12.09) 15 -1.67 (9.93) 1.7 % 0.17 [ -0.56, 0.90 ]

Radojevic 1992 15 -0.67 (10.89) 15 -1.67 (9.93) 1.7 % 0.09 [ -0.62, 0.81 ]

Radojevic 1992-C 15 -4.2 (9.19) 15 -1.67 (9.93) 1.7 % -0.26 [ -0.98, 0.46 ]

Riemsma 1999-B 54 -0.19 (0.94) 69 0.01 (0.93) 6.9 % -0.21 [ -0.57, 0.14 ]

Riemsma 1999 54 -0.05 (1.01) 69 0.01 (0.93) 7.0 % -0.06 [ -0.42, 0.29 ]

Hewlett 1999 27 -0.19 (1.71) 28 0.04 (4.08) 3.2 % -0.07 [ -0.60, 0.46 ]

Savelkoul 2001-B 35 -0.2 (1.57) 34 0.21 (1.41) 3.9 % -0.27 [ -0.75, 0.20 ]

Savelkoul 2001 35 0.09 (1.15) 34 0.21 (1.41) 4.0 % -0.09 [ -0.56, 0.38 ]
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(. . . Continued)
Study or subgroup Patient Education Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

Barlow 2000 114 -1.14 (2.98) 77 -0.36 (2.68) 10.5 % -0.27 [ -0.56, 0.02 ]

Leibing 1999 19 -4.6 (8.1) 20 -0.7 (8.1) 2.2 % -0.47 [ -1.11, 0.17 ]

Scholten 1999 38 -5.2 (5.4) 30 0.2 (6.5) 3.5 % -0.90 [ -1.41, -0.40 ]

Sharpe 2001 23 -1.04 (3.51) 22 -1.68 (4) 2.6 % 0.17 [ -0.42, 0.75 ]

Subtotal (95% CI) 899 871 100.0 % -0.14 [ -0.23, -0.05 ]

Heterogeneity: Chi2 = 25.29, df = 28 (P = 0.61); I2 =0.0%

Test for overall effect: Z = 2.90 (P = 0.0037)

2 final follow-up

Brus 1998 23 -0.6 (2.2) 27 -0.6 (1.7) 4.4 % 0.0 [ -0.56, 0.56 ]

Parker 1995 41 -3.5 (8.01) 39 -1.27 (8.31) 7.0 % -0.27 [ -0.71, 0.17 ]

Parker 1995-B 40 -0.49 (7.9) 39 -1.27 (8.31) 7.0 % 0.10 [ -0.35, 0.54 ]

Huiskes 1991 21 -0.1 (5.35) 19 0.9 (3.54) 3.5 % -0.21 [ -0.84, 0.41 ]

Huiskes 1991-B 24 1.3 (2.99) 19 0.9 (3.54) 3.8 % 0.12 [ -0.48, 0.72 ]

Huiskes 1991-C 28 0.6 (4.47) 19 0.9 (3.54) 4.0 % -0.07 [ -0.65, 0.51 ]

Taal 1993 27 -0.25 (1.59) 30 -0.6 (1.45) 5.0 % 0.23 [ -0.29, 0.75 ]

Parker 1988-B 26 -0.15 (1.5) 28 -0.04 (1.47) 4.8 % -0.07 [ -0.61, 0.46 ]

Parker 1988 29 -0.45 (1.31) 28 -0.04 (1.47) 5.0 % -0.29 [ -0.81, 0.23 ]

O’Leary 1988 12 -5.05 (8.07) 12 -1.66 (6.63) 2.1 % -0.44 [ -1.26, 0.37 ]

Radojevic 1992 15 -3 (8.51) 15 -1.33 (11.11) 2.7 % -0.16 [ -0.88, 0.55 ]

Radojevic 1992-B 14 -2.85 (9.96) 15 -1.33 (11.11) 2.6 % -0.14 [ -0.87, 0.59 ]

Radojevic 1992-C 15 -2.27 (9.94) 15 -1.33 (11.11) 2.7 % -0.09 [ -0.80, 0.63 ]

Riemsma 1999 44 0.01 (1.26) 64 -0.07 (0.95) 9.3 % 0.07 [ -0.31, 0.46 ]

Riemsma 1999-B 50 -0.21 (1.28) 64 -0.07 (0.95) 9.9 % -0.13 [ -0.50, 0.24 ]

Hewlett 1999 24 -0.46 (2.25) 26 -0.27 (2.31) 4.4 % -0.08 [ -0.64, 0.47 ]

Savelkoul 2001-B 35 0.14 (1.68) 34 0.12 (1.25) 6.1 % 0.01 [ -0.46, 0.49 ]

Savelkoul 2001 35 0.2 (1.41) 34 0.12 (1.25) 6.1 % 0.06 [ -0.41, 0.53 ]

Scholten 1999 38 -2.5 (5.4) 30 0.1 (6.5) 5.8 % -0.44 [ -0.92, 0.05 ]

Sharpe 2001 23 -0.5 (3.57) 22 1.4 (3.87) 3.9 % -0.50 [ -1.10, 0.09 ]

Subtotal (95% CI) 564 579 100.0 % -0.09 [ -0.21, 0.02 ]

Heterogeneity: Chi2 = 9.92, df = 19 (P = 0.95); I2 =0.0%

Test for overall effect: Z = 1.57 (P = 0.12)

Test for subgroup differences: Chi2 = 0.35, df = 1 (P = 0.55), I2 =0.0%
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Analysis 1.9. Comparison 1 Patient Education versus Controls, Outcome 9 Disease Activity.

Review: Patient education for adults with rheumatoid arthritis

Comparison: 1 Patient Education versus Controls

Outcome: 9 Disease Activity

Study or subgroup Patient Education Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

1 post-treatment results

Brus 1998 25 -20.4 (18.96) 30 -19.27 (21.49) 8.6 % -0.05 [ -0.59, 0.48 ]

Huiskes 1991-B 24 9.12 (20.01) 19 7.5 (22.84) 6.7 % 0.07 [ -0.53, 0.68 ]

Huiskes 1991-C 28 -3.42 (26.45) 19 7.5 (22.84) 7.0 % -0.43 [ -1.02, 0.16 ]

Geissner 1994 9 -0.08 (24.85) 9 -1.75 (22.93) 2.8 % 0.07 [ -0.86, 0.99 ]

Geissner 1994-B 5 -3.34 (31.85) 5 -1.75 (22.93) 1.6 % -0.05 [ -1.29, 1.19 ]

Geissner 1994-C 9 -4.71 (24.81) 9 -1.75 (22.93) 2.8 % -0.12 [ -1.04, 0.81 ]

Parker 1988 29 0.27 (14.51) 28 -6.15 (25.46) 8.9 % 0.31 [ -0.22, 0.83 ]

Parker 1988-B 26 3.04 (24.02) 28 -6.15 (25.46) 8.4 % 0.37 [ -0.17, 0.90 ]

Shearn 1985 13 -3 (45.44) 23 -0.1 (54.18) 5.2 % -0.06 [ -0.74, 0.62 ]

Shearn 1985-B 16 -2.7 (63.15) 23 -0.1 (54.18) 6.0 % -0.04 [ -0.68, 0.59 ]

Hewlett 1999 27 -7 (30.91) 27 4 (14.98) 8.3 % -0.45 [ -0.99, 0.09 ]

Helliwell 1999 40 -0.02 (0.12) 29 -0.04 (0.09) 10.6 % 0.18 [ -0.30, 0.66 ]

Hill 2001 33 -37.7 (41.08) 30 -32.7 (54.18) 9.9 % -0.10 [ -0.60, 0.39 ]

Leibing 1999 19 6.7 (6.9) 20 7.6 (6.9) 6.1 % -0.13 [ -0.76, 0.50 ]

Sharpe 2001 23 -7.03 (12.24) 22 -3.14 (17.71) 7.0 % -0.25 [ -0.84, 0.33 ]

Subtotal (95% CI) 326 321 100.0 % -0.03 [ -0.19, 0.12 ]

Heterogeneity: Chi2 = 9.39, df = 14 (P = 0.81); I2 =0.0%

Test for overall effect: Z = 0.42 (P = 0.68)

2 final follow-up

Brus 1998 25 -28.04 (30) 29 -27.14 (23.7) 7.6 % -0.03 [ -0.57, 0.50 ]

Huiskes 1991-C 28 5.07 (32.04) 19 10.17 (30.43) 6.4 % -0.16 [ -0.74, 0.42 ]

Huiskes 1991-B 24 9.37 (19.4) 19 10.17 (30.43) 6.0 % -0.03 [ -0.63, 0.57 ]

Taal 1993 27 3.58 (17.72) 30 9.5 (43.39) 8.0 % -0.17 [ -0.69, 0.35 ]

Parker 1988-B 26 -0.19 (22.58) 28 -5.76 (25.99) 7.5 % 0.22 [ -0.31, 0.76 ]

Parker 1988 29 0.11 (13.4) 28 -5.76 (25.99) 7.9 % 0.28 [ -0.24, 0.80 ]

Riemsma 1999-B 54 -1.33 (10.44) 63 2.05 (15.15) 16.3 % -0.25 [ -0.62, 0.11 ]
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(. . . Continued)
Study or subgroup Patient Education Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

Riemsma 1999 56 -0.64 (18.95) 63 2.05 (15.15) 16.7 % -0.16 [ -0.52, 0.20 ]

Hewlett 1999 28 -3.96 (28.33) 27 3.95 (38.01) 7.7 % -0.23 [ -0.76, 0.30 ]

Helliwell 1999 39 -0.02 (0.13) 31 -0.05 (0.14) 9.7 % 0.22 [ -0.25, 0.69 ]

Sharpe 2001 23 1.8 (18.84) 22 0.3 (22.86) 6.3 % 0.07 [ -0.51, 0.66 ]

Subtotal (95% CI) 359 359 100.0 % -0.05 [ -0.20, 0.10 ]

Heterogeneity: Chi2 = 6.34, df = 10 (P = 0.79); I2 =0.0%

Test for overall effect: Z = 0.65 (P = 0.52)

Test for subgroup differences: Chi2 = 0.02, df = 1 (P = 0.89), I2 =0.0%
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Analysis 2.1. Comparison 2 Information Only versus Controls, Outcome 1 Pain.

Review: Patient education for adults with rheumatoid arthritis

Comparison: 2 Information Only versus Controls

Outcome: 1 Pain

Study or subgroup Information Only Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

1 post-treatment results

Barlow 1997 42 -0.6 (2.69) 42 0.2 (2.43) 16.0 % -0.31 [ -0.74, 0.12 ]

Parker 1995-B 45 0.22 (2.04) 44 0.11 (2.34) 17.2 % 0.05 [ -0.37, 0.47 ]

Neuberger 1993-C 13 -1.5 (2.51) 11 0.4 (2.91) 4.3 % -0.68 [ -1.51, 0.15 ]

Parker 1988-B 26 -0.05 (1.37) 28 -0.47 (1.97) 10.3 % 0.24 [ -0.29, 0.78 ]

Radojevic 1992-C 15 0 (2.9) 15 0.17 (2.29) 5.8 % -0.06 [ -0.78, 0.65 ]

Maisiak 1996b-B 70 -0.37 (2.07) 68 0.02 (2) 26.5 % -0.19 [ -0.53, 0.14 ]

Rodriguez 1996 20 -1.31 (2.68) 22 0.07 (3.08) 7.8 % -0.47 [ -1.08, 0.15 ]

Hill 2001 33 -1.02 (0.71) 30 -0.94 (0.65) 12.1 % -0.12 [ -0.61, 0.38 ]

Subtotal (95% CI) 264 260 100.0 % -0.15 [ -0.32, 0.02 ]

Heterogeneity: Chi2 = 6.19, df = 7 (P = 0.52); I2 =0.0%

Test for overall effect: Z = 1.71 (P = 0.088)

2 final follow-up
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(. . . Continued)
Study or subgroup Information Only Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

Parker 1995-B 40 0.58 (2.08) 39 -0.04 (2.32) 34.4 % 0.28 [ -0.16, 0.72 ]

Parker 1988-B 26 0.83 (1.43) 28 0.2 (2.09) 23.3 % 0.34 [ -0.19, 0.88 ]

Radojevic 1992-C 15 -0.3 (2.79) 15 0.14 (2.15) 13.1 % -0.17 [ -0.89, 0.55 ]

Helliwell 1999 40 -4.67 (21.49) 29 2.03 (16.47) 29.1 % -0.34 [ -0.82, 0.14 ]

Subtotal (95% CI) 121 111 100.0 % 0.05 [ -0.21, 0.31 ]

Heterogeneity: Chi2 = 5.04, df = 3 (P = 0.17); I2 =41%

Test for overall effect: Z = 0.41 (P = 0.68)

Test for subgroup differences: Chi2 = 1.66, df = 1 (P = 0.20), I2 =40%
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Analysis 2.2. Comparison 2 Information Only versus Controls, Outcome 2 Disability.

Review: Patient education for adults with rheumatoid arthritis

Comparison: 2 Information Only versus Controls

Outcome: 2 Disability

Study or subgroup Information Only Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

1 post-treatment results

Parker 1995-B 45 -0.01 (1.78) 44 -0.01 (1.38) 20.7 % 0.0 [ -0.42, 0.42 ]

Parker 1988-B 26 0.38 (2.5) 28 0.24 (2.1) 12.5 % 0.06 [ -0.47, 0.59 ]

Radojevic 1992-C 15 -0.93 (11.56) 15 0.93 (9.13) 7.0 % -0.17 [ -0.89, 0.54 ]

Maisiak 1996b-B 70 0.13 (1.68) 68 0.27 (1.62) 32.1 % -0.08 [ -0.42, 0.25 ]

Rodriguez 1996 22 -0.11 (0.96) 24 0.02 (0.91) 10.7 % -0.14 [ -0.72, 0.44 ]

Helliwell 1999 43 -0.01 (0.44) 32 -0.07 (0.46) 17.0 % 0.13 [ -0.33, 0.59 ]

Subtotal (95% CI) 221 211 100.0 % -0.02 [ -0.21, 0.17 ]

Heterogeneity: Chi2 = 0.99, df = 5 (P = 0.96); I2 =0.0%

Test for overall effect: Z = 0.24 (P = 0.81)

2 final follow-up

Parker 1995-B 39 0.04 (2.14) 37 -0.11 (1.31) 32.4 % 0.08 [ -0.37, 0.53 ]

Parker 1988-B 26 0.28 (2.34) 28 0.06 (2.19) 23.0 % 0.10 [ -0.44, 0.63 ]
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Study or subgroup Information Only Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

Radojevic 1992-C 15 0.07 (11.72) 15 -0.22 (8.96) 12.8 % 0.03 [ -0.69, 0.74 ]

Helliwell 1999 43 -0.03 (0.37) 33 0.05 (0.45) 31.8 % -0.19 [ -0.65, 0.26 ]

Subtotal (95% CI) 123 113 100.0 % -0.01 [ -0.27, 0.25 ]

Heterogeneity: Chi2 = 0.96, df = 3 (P = 0.81); I2 =0.0%

Test for overall effect: Z = 0.07 (P = 0.94)

Test for subgroup differences: Chi2 = 0.01, df = 1 (P = 0.93), I2 =0.0%
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Analysis 2.3. Comparison 2 Information Only versus Controls, Outcome 3 Joint Counts.

Review: Patient education for adults with rheumatoid arthritis

Comparison: 2 Information Only versus Controls

Outcome: 3 Joint Counts

Study or subgroup Information Only Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

1 post-treament results

Parker 1995-B 45 -1.25 (10.29) 44 -1.79 (10.6) 25.2 % 0.05 [ -0.36, 0.47 ]

Parker 1988-B 26 2.5 (14.32) 28 6.25 (13.58) 15.2 % -0.27 [ -0.80, 0.27 ]

Radojevic 1992-C 15 -1.67 (14.77) 15 3.73 (14.82) 8.4 % -0.36 [ -1.08, 0.37 ]

Rodriguez 1996 22 -1.82 (5.8) 23 0.78 (6.6) 12.5 % -0.41 [ -1.00, 0.18 ]

Helliwell 1999 42 -2.24 (6.24) 33 -1.85 (5.66) 21.0 % -0.06 [ -0.52, 0.39 ]

Hill 2001 33 -13 (10.99) 30 -11.8 (12.27) 17.8 % -0.10 [ -0.60, 0.39 ]

Subtotal (95% CI) 183 173 100.0 % -0.14 [ -0.35, 0.07 ]

Heterogeneity: Chi2 = 2.30, df = 5 (P = 0.81); I2 =0.0%

Test for overall effect: Z = 1.31 (P = 0.19)

2 final follow-up

Parker 1995-B 40 -3.65 (10.45) 39 -6.88 (9.22) 33.2 % 0.32 [ -0.12, 0.77 ]

Parker 1988-B 26 7.2 (14.33) 28 7.18 (14.15) 23.0 % 0.00 [ -0.53, 0.54 ]

Radojevic 1992-C 15 0.33 (14.31) 15 3.33 (14.98) 12.7 % -0.20 [ -0.92, 0.52 ]

Helliwell 1999 41 -4.2 (8.52) 33 -2.48 (6.81) 31.0 % -0.22 [ -0.68, 0.24 ]
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Study or subgroup Information Only Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

Subtotal (95% CI) 122 115 100.0 % 0.02 [ -0.24, 0.27 ]

Heterogeneity: Chi2 = 3.20, df = 3 (P = 0.36); I2 =6%

Test for overall effect: Z = 0.12 (P = 0.91)

Test for subgroup differences: Chi2 = 0.85, df = 1 (P = 0.36), I2 =0.0%
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Analysis 2.4. Comparison 2 Information Only versus Controls, Outcome 4 Patient Global Assessment.

Review: Patient education for adults with rheumatoid arthritis

Comparison: 2 Information Only versus Controls

Outcome: 4 Patient Global Assessment

Study or subgroup Information Only Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

1 post-treatment results

Parker 1988-B 26 -0.05 (2.08) 28 0.38 (1.95) 100.0 % -0.21 [ -0.75, 0.32 ]

Subtotal (95% CI) 26 28 100.0 % -0.21 [ -0.75, 0.32 ]

Heterogeneity: not applicable

Test for overall effect: Z = 0.77 (P = 0.44)

2 final follow-up

Parker 1988-B 26 0.09 (2.04) 28 0.06 (2.16) 43.9 % 0.01 [ -0.52, 0.55 ]

Helliwell 1999 42 -6.24 (14.97) 30 -0.9 (13.74) 56.1 % -0.36 [ -0.84, 0.11 ]

Subtotal (95% CI) 68 58 100.0 % -0.20 [ -0.55, 0.16 ]

Heterogeneity: Chi2 = 1.09, df = 1 (P = 0.30); I2 =8%

Test for overall effect: Z = 1.10 (P = 0.27)

Test for subgroup differences: Chi2 = 0.00, df = 1 (P = 0.97), I2 =0.0%

-4 -2 0 2 4

Favours treatment Favours control

83Patient education for adults with rheumatoid arthritis (Review)

Copyright © 2009 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.



Analysis 2.6. Comparison 2 Information Only versus Controls, Outcome 6 Psychological Status.

Review: Patient education for adults with rheumatoid arthritis

Comparison: 2 Information Only versus Controls

Outcome: 6 Psychological Status

Study or subgroup Information Only Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

1 post-treatment results

Parker 1995-B 45 -0.24 (1.45) 44 -0.07 (1.67) 34.9 % -0.11 [ -0.52, 0.31 ]

Radojevic 1992-C 15 -0.9 (3.5) 15 -0.33 (3.56) 11.7 % -0.16 [ -0.87, 0.56 ]

Maisiak 1996b-B 70 -0.18 (1.73) 68 0.4 (1.69) 53.4 % -0.34 [ -0.67, 0.00 ]

Subtotal (95% CI) 130 127 100.0 % -0.24 [ -0.48, 0.01 ]

Heterogeneity: Chi2 = 0.76, df = 2 (P = 0.68); I2 =0.0%

Test for overall effect: Z = 1.88 (P = 0.060)

2 final follow-up

Parker 1995-B 39 -0.37 (1.39) 37 -0.25 (1.57) 44.3 % -0.08 [ -0.53, 0.37 ]

Radojevic 1992-C 15 0.68 (3.32) 15 -0.94 (3.63) 17.0 % 0.45 [ -0.27, 1.18 ]

Helliwell 1999 38 -6.95 (13.21) 30 -2.53 (17.21) 38.7 % -0.29 [ -0.77, 0.19 ]

Subtotal (95% CI) 92 82 100.0 % -0.07 [ -0.37, 0.23 ]

Heterogeneity: Chi2 = 2.79, df = 2 (P = 0.25); I2 =28%

Test for overall effect: Z = 0.46 (P = 0.64)

Test for subgroup differences: Chi2 = 0.70, df = 1 (P = 0.40), I2 =0.0%
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Analysis 2.7. Comparison 2 Information Only versus Controls, Outcome 7 Anxiety.

Review: Patient education for adults with rheumatoid arthritis

Comparison: 2 Information Only versus Controls

Outcome: 7 Anxiety

Study or subgroup Information Only Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

1 post-treatment results

Barlow 1997 42 0.38 (2.38) 42 0.16 (2.81) 37.0 % 0.08 [ -0.34, 0.51 ]

Parker 1995-B 45 -1.23 (9.08) 44 -1.21 (9.24) 39.2 % 0.00 [ -0.42, 0.41 ]

Parker 1988-B 26 0.01 (1.87) 28 -0.15 (1.88) 23.8 % 0.08 [ -0.45, 0.62 ]

Subtotal (95% CI) 113 114 100.0 % 0.05 [ -0.21, 0.31 ]

Heterogeneity: Chi2 = 0.10, df = 2 (P = 0.95); I2 =0.0%

Test for overall effect: Z = 0.38 (P = 0.71)

2 final follow-up

Parker 1995-B 40 -1.66 (8.06) 39 -1.61 (9.41) 59.4 % -0.01 [ -0.45, 0.44 ]

Parker 1988-B 26 -0.03 (1.92) 28 0.03 (1.83) 40.6 % -0.03 [ -0.57, 0.50 ]

Subtotal (95% CI) 66 67 100.0 % -0.02 [ -0.36, 0.32 ]

Heterogeneity: Chi2 = 0.01, df = 1 (P = 0.94); I2 =0.0%

Test for overall effect: Z = 0.09 (P = 0.93)

Test for subgroup differences: Chi2 = 0.09, df = 1 (P = 0.76), I2 =0.0%
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Analysis 2.8. Comparison 2 Information Only versus Controls, Outcome 8 Depression.

Review: Patient education for adults with rheumatoid arthritis

Comparison: 2 Information Only versus Controls

Outcome: 8 Depression

Study or subgroup Information Only Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

1 post-treatment results

Barlow 1997 42 -0.33 (1.99) 42 0.5 (3.28) 29.7 % -0.30 [ -0.73, 0.13 ]

Parker 1995-B 45 0.67 (8.67) 44 0.62 (8.65) 31.9 % 0.01 [ -0.41, 0.42 ]

Neuberger 1993-C 13 0.3 (8.92) 11 -1.6 (9.74) 8.5 % 0.20 [ -0.61, 1.00 ]

Parker 1988-B 26 -0.12 (1.53) 28 -0.1 (1.39) 19.3 % -0.01 [ -0.55, 0.52 ]

Radojevic 1992-C 15 -4.2 (9.19) 15 -1.67 (9.93) 10.6 % -0.26 [ -0.98, 0.46 ]

Subtotal (95% CI) 141 140 100.0 % -0.10 [ -0.34, 0.13 ]

Heterogeneity: Chi2 = 1.91, df = 4 (P = 0.75); I2 =0.0%

Test for overall effect: Z = 0.85 (P = 0.40)

2 final follow-up

Parker 1995-B 40 -0.49 (7.9) 39 -1.27 (8.31) 48.5 % 0.10 [ -0.35, 0.54 ]

Parker 1988-B 26 -0.15 (1.5) 28 -0.04 (1.47) 33.1 % -0.07 [ -0.61, 0.46 ]

Radojevic 1992-C 15 -2.27 (9.94) 15 -1.33 (11.11) 18.4 % -0.09 [ -0.80, 0.63 ]

Subtotal (95% CI) 81 82 100.0 % 0.01 [ -0.30, 0.31 ]

Heterogeneity: Chi2 = 0.31, df = 2 (P = 0.86); I2 =0.0%

Test for overall effect: Z = 0.04 (P = 0.97)

Test for subgroup differences: Chi2 = 0.30, df = 1 (P = 0.59), I2 =0.0%
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Analysis 2.9. Comparison 2 Information Only versus Controls, Outcome 9 Disease Activity.

Review: Patient education for adults with rheumatoid arthritis

Comparison: 2 Information Only versus Controls

Outcome: 9 Disease Activity

Study or subgroup Information Only Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

1 post-treatment results

Parker 1988-B 26 3.04 (24.02) 28 -6.15 (25.46) 29.0 % 0.37 [ -0.17, 0.90 ]

Helliwell 1999 40 -0.02 (0.12) 29 -0.04 (0.09) 36.6 % 0.18 [ -0.30, 0.66 ]

Hill 2001 33 -37.7 (41.08) 30 -32.7 (54.18) 34.4 % -0.10 [ -0.60, 0.39 ]

Subtotal (95% CI) 99 87 100.0 % 0.14 [ -0.15, 0.43 ]

Heterogeneity: Chi2 = 1.63, df = 2 (P = 0.44); I2 =0.0%

Test for overall effect: Z = 0.93 (P = 0.35)

2 final follow-up

Parker 1988-B 26 -0.19 (22.58) 28 -5.76 (25.99) 43.8 % 0.22 [ -0.31, 0.76 ]

Helliwell 1999 39 -0.02 (0.13) 31 -0.05 (0.14) 56.2 % 0.22 [ -0.25, 0.69 ]

Subtotal (95% CI) 65 59 100.0 % 0.22 [ -0.13, 0.58 ]

Heterogeneity: Chi2 = 0.00, df = 1 (P = 0.99); I2 =0.0%

Test for overall effect: Z = 1.23 (P = 0.22)

Test for subgroup differences: Chi2 = 0.13, df = 1 (P = 0.72), I2 =0.0%
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Analysis 3.1. Comparison 3 Counselling versus Controls, Outcome 1 Pain.

Review: Patient education for adults with rheumatoid arthritis

Comparison: 3 Counselling versus Controls

Outcome: 1 Pain

Study or subgroup Counselling Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

1 post-treatment results

Maisiak 1996a 28 0.15 (0.62) 30 -0.29 (0.62) 22.9 % 0.70 [ 0.17, 1.23 ]

Shearn 1985-B 23 -1.43 (7.92) 27 0 (7.61) 20.8 % -0.18 [ -0.74, 0.38 ]

Maisiak 1996b 66 0.03 (2) 68 0.02 (2) 56.3 % 0.00 [ -0.33, 0.34 ]

Subtotal (95% CI) 117 125 100.0 % 0.13 [ -0.13, 0.38 ]

Heterogeneity: Chi2 = 6.14, df = 2 (P = 0.05); I2 =67%

Test for overall effect: Z = 0.96 (P = 0.33)

2 final follow-up

Subtotal (95% CI) 0 0 0.0 % 0.0 [ 0.0, 0.0 ]

Heterogeneity: not applicable

Test for overall effect: not applicable
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Analysis 3.2. Comparison 3 Counselling versus Controls, Outcome 2 Disability.

Review: Patient education for adults with rheumatoid arthritis

Comparison: 3 Counselling versus Controls

Outcome: 2 Disability

Study or subgroup Counselling Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

1 post-treatment results

Maisiak 1996a 28 -0.08 (0.87) 30 -0.31 (0.87) 18.6 % 0.26 [ -0.26, 0.78 ]

Shearn 1985-B 23 -0.17 (1.15) 27 -0.04 (1.23) 16.1 % -0.11 [ -0.66, 0.45 ]

Maisiak 1996b 66 -0.14 (1.59) 68 0.27 (1.62) 43.1 % -0.25 [ -0.59, 0.09 ]

Savelkoul 2001-B 35 0.26 (2.9) 34 1.62 (5.52) 22.1 % -0.31 [ -0.78, 0.17 ]

Subtotal (95% CI) 152 159 100.0 % -0.15 [ -0.37, 0.08 ]

Heterogeneity: Chi2 = 3.22, df = 3 (P = 0.36); I2 =7%

Test for overall effect: Z = 1.28 (P = 0.20)

2 final follow-up

Savelkoul 2001-B 35 0.17 (4.08) 34 0.29 (4.2) 100.0 % -0.03 [ -0.50, 0.44 ]

Subtotal (95% CI) 35 34 100.0 % -0.03 [ -0.50, 0.44 ]

Heterogeneity: not applicable

Test for overall effect: Z = 0.12 (P = 0.91)

Test for subgroup differences: Chi2 = 0.19, df = 1 (P = 0.66), I2 =0.0%
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Analysis 3.3. Comparison 3 Counselling versus Controls, Outcome 3 Joint Counts.

Review: Patient education for adults with rheumatoid arthritis

Comparison: 3 Counselling versus Controls

Outcome: 3 Joint Counts

Study or subgroup Counselling Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

1 post-treatment results

Shearn 1985-B 23 -2.74 (10.92) 28 0.32 (8.5) 100.0 % -0.31 [ -0.87, 0.24 ]

Subtotal (95% CI) 23 28 100.0 % -0.31 [ -0.87, 0.24 ]

Heterogeneity: not applicable

Test for overall effect: Z = 1.10 (P = 0.27)

2 final follow-up

Subtotal (95% CI) 0 0 0.0 % 0.0 [ 0.0, 0.0 ]

Heterogeneity: not applicable

Test for overall effect: not applicable
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Analysis 3.4. Comparison 3 Counselling versus Controls, Outcome 4 Patient Global Assessment.

Review: Patient education for adults with rheumatoid arthritis

Comparison: 3 Counselling versus Controls

Outcome: 4 Patient Global Assessment

Study or subgroup Counselling Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

1 post-treatment results

Savelkoul 2001-B 34 0 (0.6) 34 0.21 (0.81) 100.0 % -0.29 [ -0.77, 0.19 ]

Subtotal (95% CI) 34 34 100.0 % -0.29 [ -0.77, 0.19 ]

Heterogeneity: not applicable

Test for overall effect: Z = 1.19 (P = 0.23)

2 final follow-up

Savelkoul 2001-B 34 0.09 (0.57) 34 -0.06 (0.69) 100.0 % 0.23 [ -0.24, 0.71 ]

Subtotal (95% CI) 34 34 100.0 % 0.23 [ -0.24, 0.71 ]

Heterogeneity: not applicable

Test for overall effect: Z = 0.96 (P = 0.34)

Test for subgroup differences: Chi2 = 2.33, df = 1 (P = 0.13), I2 =57%
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Analysis 3.6. Comparison 3 Counselling versus Controls, Outcome 6 Psychological Status.

Review: Patient education for adults with rheumatoid arthritis

Comparison: 3 Counselling versus Controls

Outcome: 6 Psychological Status

Study or subgroup Counselling Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

1 post-treatment results

Maisiak 1996b 66 -0.08 (1.84) 68 0.4 (1.69) 65.9 % -0.27 [ -0.61, 0.07 ]

Savelkoul 2001-B 35 -0.14 (3.19) 34 0.41 (2.24) 34.1 % -0.20 [ -0.67, 0.28 ]

Subtotal (95% CI) 101 102 100.0 % -0.25 [ -0.52, 0.03 ]

Heterogeneity: Chi2 = 0.06, df = 1 (P = 0.80); I2 =0.0%

Test for overall effect: Z = 1.74 (P = 0.082)

2 final follow-up

Savelkoul 2001-B 35 0.69 (3.68) 34 0.35 (2.07) 100.0 % 0.11 [ -0.36, 0.58 ]

Subtotal (95% CI) 35 34 100.0 % 0.11 [ -0.36, 0.58 ]

Heterogeneity: not applicable

Test for overall effect: Z = 0.47 (P = 0.64)

Test for subgroup differences: Chi2 = 1.64, df = 1 (P = 0.20), I2 =39%
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Analysis 3.7. Comparison 3 Counselling versus Controls, Outcome 7 Anxiety.

Review: Patient education for adults with rheumatoid arthritis

Comparison: 3 Counselling versus Controls

Outcome: 7 Anxiety

Study or subgroup Counselling Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

1 post-treatment results

Savelkoul 2001-B 35 0.06 (2.34) 34 0.21 (1.51) 100.0 % -0.08 [ -0.55, 0.40 ]

Subtotal (95% CI) 35 34 100.0 % -0.08 [ -0.55, 0.40 ]

Heterogeneity: not applicable

Test for overall effect: Z = 0.31 (P = 0.76)

2 final follow-up

Savelkoul 2001-B 35 0.54 (2.47) 34 0.24 (1.56) 100.0 % 0.14 [ -0.33, 0.62 ]

Subtotal (95% CI) 35 34 100.0 % 0.14 [ -0.33, 0.62 ]

Heterogeneity: not applicable

Test for overall effect: Z = 0.59 (P = 0.55)

Test for subgroup differences: Chi2 = 0.41, df = 1 (P = 0.52), I2 =0.0%
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Analysis 3.8. Comparison 3 Counselling versus Controls, Outcome 8 Depression.

Review: Patient education for adults with rheumatoid arthritis

Comparison: 3 Counselling versus Controls

Outcome: 8 Depression

Study or subgroup Counselling Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

1 post-treatment results

Shearn 1985-B 22 -2.3 (19.51) 26 -0.7 (17.21) 34.5 % -0.09 [ -0.65, 0.48 ]

Kaplan 1981 11 1 (14.09) 11 1.1 (14.31) 15.9 % -0.01 [ -0.84, 0.83 ]

Savelkoul 2001-B 35 -0.2 (1.57) 34 0.21 (1.41) 49.5 % -0.27 [ -0.75, 0.20 ]

Subtotal (95% CI) 68 71 100.0 % -0.17 [ -0.50, 0.17 ]

Heterogeneity: Chi2 = 0.41, df = 2 (P = 0.82); I2 =0.0%

Test for overall effect: Z = 0.97 (P = 0.33)

2 final follow-up

Savelkoul 2001-B 35 0.14 (1.68) 34 0.12 (1.25) 100.0 % 0.01 [ -0.46, 0.49 ]

Subtotal (95% CI) 35 34 100.0 % 0.01 [ -0.46, 0.49 ]

Heterogeneity: not applicable

Test for overall effect: Z = 0.06 (P = 0.96)

Test for subgroup differences: Chi2 = 0.37, df = 1 (P = 0.54), I2 =0.0%
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Analysis 3.9. Comparison 3 Counselling versus Controls, Outcome 9 Disease Activity.

Review: Patient education for adults with rheumatoid arthritis

Comparison: 3 Counselling versus Controls

Outcome: 9 Disease Activity

Study or subgroup Counselling Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

1 post-treatment results

Shearn 1985-B 16 -2.7 (63.15) 23 -0.1 (54.18) 100.0 % -0.04 [ -0.68, 0.59 ]

Subtotal (95% CI) 16 23 100.0 % -0.04 [ -0.68, 0.59 ]

Heterogeneity: not applicable

Test for overall effect: Z = 0.13 (P = 0.89)

2 final follow-up

Subtotal (95% CI) 0 0 0.0 % 0.0 [ 0.0, 0.0 ]

Heterogeneity: not applicable

Test for overall effect: not applicable
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Analysis 4.1. Comparison 4 Behavioural Treatment versus Controls, Outcome 1 Pain.

Review: Patient education for adults with rheumatoid arthritis

Comparison: 4 Behavioural Treatment versus Controls

Outcome: 1 Pain

Study or subgroup Behavioral Treatment Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

1 post-treatment results

Brus 1998 24 -1.4 (1.8) 29 -1.9 (2.3) 3.7 % 0.24 [ -0.31, 0.78 ]

Lindroth 1997 37 -6.3 (22.82) 36 3.4 (23.75) 5.0 % -0.41 [ -0.88, 0.05 ]

Parker 1995 44 -1.01 (2.24) 44 0.11 (2.34) 6.0 % -0.48 [ -0.91, -0.06 ]

Huiskes 1991 21 0.4 (4.55) 19 -2 (4.35) 2.7 % 0.53 [ -0.10, 1.16 ]

Huiskes 1991-B 24 -1.2 (4.07) 19 -2 (4.35) 3.0 % 0.19 [ -0.42, 0.79 ]

Huiskes 1991-C 28 -1.2 (4.7) 19 -2 (4.35) 3.2 % 0.17 [ -0.41, 0.76 ]

Geissner 1994-B 5 0.02 (0.35) 9 -0.23 (0.74) 0.9 % 0.37 [ -0.74, 1.47 ]
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(. . . Continued)
Study or subgroup Behavioral Treatment Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

Geissner 1994-C 9 -0.08 (0.74) 9 -0.23 (0.74) 1.3 % 0.19 [ -0.73, 1.12 ]

Geissner 1994 9 -0.28 (0.62) 9 -0.23 (0.74) 1.3 % -0.07 [ -0.99, 0.85 ]

Neuberger 1993-B 14 -1.5 (2.81) 11 0.4 (2.91) 1.6 % -0.64 [ -1.46, 0.17 ]

Neuberger 1993 15 0 (3.12) 11 0.4 (2.91) 1.8 % -0.13 [ -0.91, 0.65 ]

Taal 1993 27 -0.5 (2.07) 30 -0.14 (2.07) 4.0 % -0.17 [ -0.69, 0.35 ]

Parker 1988 29 -0.2 (1.6) 28 -0.47 (1.97) 4.0 % 0.15 [ -0.37, 0.67 ]

Shearn 1985 22 -1.09 (6.95) 27 0 (7.61) 3.4 % -0.15 [ -0.71, 0.42 ]

Rhodes 1988 20 -0.31 (2.1) 18 0.64 (3.61) 2.6 % -0.32 [ -0.96, 0.32 ]

Appelbaum 1988 9 -14.85 (13.38) 9 1.89 (12.8) 1.0 % -1.22 [ -2.25, -0.19 ]

Radojevic 1992-B 14 0.54 (2.2) 15 0.17 (2.29) 2.0 % 0.16 [ -0.57, 0.89 ]

Radojevic 1992 15 -0.66 (2.19) 15 0.17 (2.29) 2.1 % -0.36 [ -1.08, 0.36 ]

Bell 1998 69 -10.7 (26.4) 58 -10.5 (25) 8.9 % -0.01 [ -0.36, 0.34 ]

Riemsma 1999-B 52 -0.31 (1.77) 68 -0.25 (1.5) 8.3 % -0.04 [ -0.40, 0.32 ]

Riemsma 1999 51 -0.35 (1.52) 68 -0.25 (1.5) 8.2 % -0.07 [ -0.43, 0.30 ]

Hewlett 1999 28 0.46 (2.52) 28 0.83 (2.96) 3.9 % -0.13 [ -0.66, 0.39 ]

Barlow 2000 114 -0.52 (2.4) 77 -0.21 (2.54) 12.9 % -0.13 [ -0.42, 0.16 ]

Hammond 1999 16 -0.07 (0.35) 17 -0.05 (0.55) 2.3 % -0.04 [ -0.72, 0.64 ]

Leibing 1999 19 -7.3 (17.3) 20 -2.8 (17.3) 2.7 % -0.25 [ -0.89, 0.38 ]

Sharpe 2001 23 -11.95 (33.09) 22 -17.79 (41.59) 3.2 % 0.15 [ -0.43, 0.74 ]

Subtotal (95% CI) 738 715 100.0 % -0.09 [ -0.19, 0.02 ]

Heterogeneity: Chi2 = 23.01, df = 25 (P = 0.58); I2 =0.0%

Test for overall effect: Z = 1.67 (P = 0.095)

2 final follow-up

Brus 1998 23 -1.8 (2) 26 -1.8 (2.1) 5.9 % 0.0 [ -0.56, 0.56 ]

Lindroth 1997 37 -5.6 (25.71) 36 4.3 (23.9) 8.7 % -0.39 [ -0.86, 0.07 ]

Parker 1995 41 -0.53 (2.45) 39 -0.04 (2.32) 9.6 % -0.20 [ -0.64, 0.24 ]

Huiskes 1991-B 24 -1.3 (4.32) 19 -0.07 (4.94) 5.1 % -0.26 [ -0.87, 0.34 ]

Huiskes 1991 21 0 (5.24) 19 -0.7 (4.94) 4.8 % 0.13 [ -0.49, 0.76 ]

Huiskes 1991-C 28 0 (4.7) 19 -0.07 (4.94) 5.5 % 0.01 [ -0.57, 0.60 ]

Taal 1993 27 -0.02 (2.39) 30 -0.33 (2.2) 6.9 % 0.13 [ -0.39, 0.65 ]

Parker 1988 29 -0.49 (1.56) 28 0.2 (2.09) 6.8 % -0.37 [ -0.89, 0.15 ]

O’Leary 1988 12 -1.43 (2.02) 12 -1.19 (0.97) 2.9 % -0.15 [ -0.95, 0.66 ]

Radojevic 1992 15 -1.1 (2.32) 15 0.14 (2.15) 3.5 % -0.54 [ -1.27, 0.19 ]
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(. . . Continued)
Study or subgroup Behavioral Treatment Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

Radojevic 1992-B 14 -0.64 (2.46) 15 0.14 (2.15) 3.5 % -0.33 [ -1.06, 0.41 ]

Riemsma 1999-B 48 -0.45 (1.5) 63 -0.38 (1.82) 13.2 % -0.04 [ -0.42, 0.33 ]

Riemsma 1999 42 0.05 (1.8) 63 -0.38 (1.82) 12.1 % 0.24 [ -0.16, 0.63 ]

Hewlett 1999 25 0.04 (2.98) 26 0.44 (1.92) 6.2 % -0.16 [ -0.71, 0.39 ]

Sharpe 2001 23 -10.9 (30.6) 22 -2.5 (47.89) 5.4 % -0.21 [ -0.79, 0.38 ]

Subtotal (95% CI) 409 432 100.0 % -0.11 [ -0.24, 0.03 ]

Heterogeneity: Chi2 = 9.49, df = 14 (P = 0.80); I2 =0.0%

Test for overall effect: Z = 1.55 (P = 0.12)

Test for subgroup differences: Chi2 = 0.05, df = 1 (P = 0.82), I2 =0.0%
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Analysis 4.2. Comparison 4 Behavioural Treatment versus Controls, Outcome 2 Disability.

Review: Patient education for adults with rheumatoid arthritis

Comparison: 4 Behavioural Treatment versus Controls

Outcome: 2 Disability

Study or subgroup Behavioral Treatment Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

1 post-treatment results

Brus 1998 24 -0.1 (0.5) 29 -0.1 (0.5) 3.5 % 0.0 [ -0.54, 0.54 ]

Lindroth 1997 37 -0.2 (0.6) 36 0.1 (0.56) 4.7 % -0.51 [ -0.98, -0.04 ]

Parker 1995 44 -0.66 (1.34) 44 -0.01 (1.38) 5.7 % -0.47 [ -0.90, -0.05 ]

Huiskes 1991-C 28 -0.4 (6.26) 19 0.1 (6.7) 3.0 % -0.08 [ -0.66, 0.51 ]

Huiskes 1991 21 -0.1 (6.36) 19 0.1 (6.7) 2.7 % -0.03 [ -0.65, 0.59 ]

Huiskes 1991-B 24 1.5 (5.2) 19 0.1 (6.7) 2.8 % 0.23 [ -0.37, 0.84 ]

Stenstrom 1994 20 -0.16 (0.38) 20 0 (0.55) 2.6 % -0.33 [ -0.96, 0.29 ]

Geissner 1994-C 9 -0.23 (0.94) 9 0.14 (1.25) 1.2 % -0.32 [ -1.25, 0.61 ]

Geissner 1994-B 5 -0.04 (1.04) 9 0.14 (1.25) 0.9 % -0.14 [ -1.24, 0.95 ]

Geissner 1994 9 0.06 (1.1) 9 0.14 (1.25) 1.2 % -0.06 [ -0.99, 0.86 ]
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(. . . Continued)
Study or subgroup Behavioral Treatment Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

Taal 1993 27 -0.01 (0.44) 30 0.16 (0.45) 3.8 % -0.38 [ -0.90, 0.15 ]

Helewa 1991 48 -0.8 (5.91) 45 1.1 (6.6) 6.2 % -0.30 [ -0.71, 0.11 ]

Parker 1988 29 -0.77 (2.45) 28 0.24 (2.1) 3.7 % -0.44 [ -0.96, 0.09 ]

Shearn 1985 23 -0.06 (1.14) 27 -0.04 (1.23) 3.3 % -0.02 [ -0.57, 0.54 ]

Rhodes 1988 20 -0.04 (0.1) 18 -0.02 (0.12) 2.5 % -0.18 [ -0.82, 0.46 ]

Appelbaum 1988 9 -15.3 (28.8) 9 -1.7 (29.3) 1.2 % -0.45 [ -1.38, 0.49 ]

Radojevic 1992-B 14 -0.67 (10.53) 15 0.93 (9.13) 1.9 % -0.16 [ -0.89, 0.57 ]

Radojevic 1992 15 -0.96 (9.51) 15 0.93 (9.13) 2.0 % -0.20 [ -0.91, 0.52 ]

Riemsma 1999-B 53 -0.16 (0.68) 63 -0.14 (0.84) 7.7 % -0.03 [ -0.39, 0.34 ]

Riemsma 1999 50 -0.31 (0.75) 63 -0.14 (0.84) 7.5 % -0.21 [ -0.58, 0.16 ]

Hewlett 1999 26 0.07 (0.4) 26 0.01 (0.29) 3.5 % 0.17 [ -0.38, 0.71 ]

Savelkoul 2001 35 0.23 (3.26) 34 1.62 (5.52) 4.6 % -0.30 [ -0.78, 0.17 ]

Barlow 2000 114 -0.02 (0.28) 77 -0.05 (0.37) 12.3 % 0.09 [ -0.20, 0.38 ]

Hammond 1999 16 0.09 (0.19) 17 0.08 (0.29) 2.2 % 0.04 [ -0.64, 0.72 ]

Leibing 1999 19 -2.4 (9.5) 20 1.5 (9.5) 2.6 % -0.40 [ -1.04, 0.23 ]

Scholten 1999 38 -1 (0.68) 30 0 (0.65) 3.5 % -1.48 [ -2.03, -0.94 ]

Sharpe 2001 23 -0.07 (0.56) 22 0.12 (0.55) 3.0 % -0.34 [ -0.93, 0.25 ]

Subtotal (95% CI) 780 752 100.0 % -0.21 [ -0.32, -0.11 ]

Heterogeneity: Chi2 = 37.92, df = 26 (P = 0.06); I2 =31%

Test for overall effect: Z = 4.14 (P = 0.000035)

2 final follow-up

Brus 1998 23 -0.1 (0.5) 28 -0.2 (0.5) 5.1 % 0.20 [ -0.36, 0.75 ]

Lindroth 1997 37 -0.1 (0.66) 36 0 (0.56) 7.4 % -0.16 [ -0.62, 0.30 ]

Parker 1995 36 -0.54 (1.42) 37 -0.11 (1.31) 7.3 % -0.31 [ -0.77, 0.15 ]

Huiskes 1991-B 24 -0.8 (5.46) 19 -0.6 (7.29) 4.3 % -0.03 [ -0.63, 0.57 ]

Huiskes 1991 21 -0.4 (6.46) 19 -0.6 (7.29) 4.0 % 0.03 [ -0.59, 0.65 ]

Huiskes 1991-C 28 -0.4 (6.65) 19 -0.6 (7.29) 4.6 % 0.03 [ -0.55, 0.61 ]

Stenstrom 1994 20 -0.08 (0.41) 20 0.11 (0.52) 4.0 % -0.40 [ -1.02, 0.23 ]

Taal 1993 27 0.09 (0.52) 30 0.15 (0.46) 5.7 % -0.12 [ -0.64, 0.40 ]

Parker 1988 29 -0.21 (2.72) 28 0.06 (2.19) 5.8 % -0.11 [ -0.63, 0.41 ]

O’Leary 1988 12 -0.37 (0.4) 12 -0.23 (0.3) 2.4 % -0.38 [ -1.19, 0.43 ]

Radojevic 1992 15 -1.3 (9.3) 15 -0.22 (8.96) 3.0 % -0.12 [ -0.83, 0.60 ]

Radojevic 1992-B 14 -1.86 (9.78) 15 -0.22 (8.96) 2.9 % -0.17 [ -0.90, 0.56 ]
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(. . . Continued)
Study or subgroup Behavioral Treatment Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

Riemsma 1999 39 0.12 (1.24) 61 0.03 (1.07) 9.6 % 0.08 [ -0.32, 0.48 ]

Riemsma 1999-B 48 -0.11 (0.76) 61 0.03 (1.07) 10.8 % -0.15 [ -0.53, 0.23 ]

Hewlett 1999 24 -0.02 (0.39) 24 0.02 (0.34) 4.9 % -0.11 [ -0.67, 0.46 ]

Savelkoul 2001 35 0.03 (3.43) 34 0.29 (4.2) 7.0 % -0.07 [ -0.54, 0.40 ]

Scholten 1999 38 -0.4 (0.68) 30 -0.3 (0.66) 6.8 % -0.15 [ -0.63, 0.33 ]

Sharpe 2001 23 -0.08 (0.6) 22 0.18 (0.66) 4.5 % -0.41 [ -1.00, 0.19 ]

Subtotal (95% CI) 493 510 100.0 % -0.12 [ -0.24, 0.01 ]

Heterogeneity: Chi2 = 5.60, df = 17 (P = 1.00); I2 =0.0%

Test for overall effect: Z = 1.83 (P = 0.068)

Test for subgroup differences: Chi2 = 1.43, df = 1 (P = 0.23), I2 =30%
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Analysis 4.3. Comparison 4 Behavioural Treatment versus Controls, Outcome 3 Joint Counts.

Review: Patient education for adults with rheumatoid arthritis

Comparison: 4 Behavioural Treatment versus Controls

Outcome: 3 Joint Counts

Study or subgroup Behavioral Treatment Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

1 post-treatment results

Brus 1998 25 -1.4 (13.21) 30 -0.97 (6.01) 7.4 % -0.04 [ -0.57, 0.49 ]

Parker 1995 44 -2.34 (9.4) 44 -1.79 (10.6) 12.0 % -0.05 [ -0.47, 0.36 ]

Huiskes 1991-B 24 22.98 (89.21) 19 -26.7 (90.96) 5.6 % 0.54 [ -0.07, 1.16 ]

Huiskes 1991-C 28 -7.65 (97.94) 19 -26.7 (90.96) 6.1 % 0.20 [ -0.39, 0.78 ]

Stenstrom 1994 20 -10.3 (12.52) 20 -2.8 (15.71) 5.3 % -0.52 [ -1.15, 0.11 ]

Geissner 1994-C 9 -2.75 (5.28) 9 -0.92 (5.35) 2.4 % -0.33 [ -1.26, 0.60 ]

Geissner 1994-B 5 0 (6.57) 9 -0.92 (5.35) 1.7 % 0.15 [ -0.95, 1.24 ]

Geissner 1994 9 -0.6 (11.23) 9 -0.92 (5.35) 2.5 % 0.03 [ -0.89, 0.96 ]

Parker 1988 29 6.34 (12.85) 28 6.25 (13.58) 7.8 % 0.01 [ -0.51, 0.53 ]
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(. . . Continued)
Study or subgroup Behavioral Treatment Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

Shearn 1985 19 -2.61 (8.49) 28 0.32 (8.5) 6.1 % -0.34 [ -0.93, 0.25 ]

Radojevic 1992 15 -8.93 (13.24) 15 3.73 (14.82) 3.7 % -0.88 [ -1.63, -0.12 ]

Radojevic 1992-B 14 -5.36 (13.2) 15 3.73 (14.82) 3.7 % -0.63 [ -1.38, 0.12 ]

Bell 1998 69 -4.7 (12.8) 58 -3.8 (12.5) 17.2 % -0.07 [ -0.42, 0.28 ]

Hewlett 1999 27 -2.7 (89.95) 27 16.22 (102.55) 7.3 % -0.19 [ -0.73, 0.34 ]

Leibing 1999 19 0.7 (12.5) 20 -3.7 (12.5) 5.2 % 0.34 [ -0.29, 0.98 ]

Sharpe 2001 23 -3 (9.63) 22 1.17 (9.75) 6.0 % -0.42 [ -1.01, 0.17 ]

Subtotal (95% CI) 379 372 100.0 % -0.11 [ -0.25, 0.04 ]

Heterogeneity: Chi2 = 17.43, df = 15 (P = 0.29); I2 =14%

Test for overall effect: Z = 1.47 (P = 0.14)

2 final follow-up

Brus 1998 25 -5.8 (16.7) 30 -6.6 (13.6) 7.6 % 0.05 [ -0.48, 0.58 ]

Parker 1995 41 -5.55 (9.03) 39 -6.88 (9.22) 11.0 % 0.14 [ -0.29, 0.58 ]

Huiskes 1991-B 24 30.19 (72.23) 19 36.19 (129.05) 5.9 % -0.06 [ -0.66, 0.54 ]

Huiskes 1991-C 28 58.35 (118.34) 19 36.19 (129.05) 6.2 % 0.18 [ -0.41, 0.76 ]

Taal 1993 27 0.77 (9.63) 30 1.63 (4.56) 7.9 % -0.11 [ -0.63, 0.41 ]

Parker 1988 29 10.38 (12.99) 28 7.18 (14.15) 7.8 % 0.23 [ -0.29, 0.75 ]

Radojevic 1992 15 -11 (13.6) 15 3.33 (14.98) 3.7 % -0.97 [ -1.74, -0.21 ]

Radojevic 1992-B 14 -10.36 (12.5) 15 3.33 (14.98) 3.5 % -0.96 [ -1.74, -0.19 ]

Riemsma 1999 53 -0.77 (8.74) 66 1.14 (8.34) 16.2 % -0.22 [ -0.59, 0.14 ]

Riemsma 1999-B 56 -0.46 (7.09) 66 1.14 (8.34) 16.7 % -0.20 [ -0.56, 0.15 ]

Hewlett 1999 27 32.07 (150.57) 26 6.5 (70.28) 7.3 % 0.21 [ -0.33, 0.75 ]

Sharpe 2001 23 -3.7 (10.81) 22 -1.4 (9.1) 6.2 % -0.23 [ -0.81, 0.36 ]

Subtotal (95% CI) 362 375 100.0 % -0.10 [ -0.25, 0.04 ]

Heterogeneity: Chi2 = 15.98, df = 11 (P = 0.14); I2 =31%

Test for overall effect: Z = 1.36 (P = 0.17)

Test for subgroup differences: Chi2 = 0.00, df = 1 (P = 0.95), I2 =0.0%
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Analysis 4.4. Comparison 4 Behavioural Treatment versus Controls, Outcome 4 Patient Global Assessment.

Review: Patient education for adults with rheumatoid arthritis

Comparison: 4 Behavioural Treatment versus Controls

Outcome: 4 Patient Global Assessment

Study or subgroup Behavioral Treatment Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

1 post-treatment results

Taal 1993 27 -0.16 (1.97) 30 -0.12 (1.72) 24.6 % -0.02 [ -0.54, 0.50 ]

Parker 1988 29 -0.65 (2.03) 28 0.38 (1.95) 23.8 % -0.51 [ -1.04, 0.02 ]

Savelkoul 2001 35 0 (0.77) 34 0.21 (0.81) 29.6 % -0.26 [ -0.74, 0.21 ]

Barlow 2000 30 -4.54 (11.06) 23 1.48 (17.46) 22.0 % -0.42 [ -0.97, 0.13 ]

Subtotal (95% CI) 121 115 100.0 % -0.30 [ -0.55, -0.04 ]

Heterogeneity: Chi2 = 1.91, df = 3 (P = 0.59); I2 =0.0%

Test for overall effect: Z = 2.25 (P = 0.024)

2 final follow-up

Taal 1993 27 -0.47 (1.73) 30 -0.25 (1.77) 13.5 % -0.12 [ -0.64, 0.40 ]

Parker 1988 29 -0.7 (1.84) 28 0.06 (2.16) 13.3 % -0.37 [ -0.90, 0.15 ]

Riemsma 1999-B 56 2.34 (23.19) 66 1.02 (22.07) 28.8 % 0.06 [ -0.30, 0.41 ]

Riemsma 1999 53 -0.55 (20.91) 66 1.02 (22.07) 28.0 % -0.07 [ -0.43, 0.29 ]

Savelkoul 2001 35 -0.06 (0.8) 34 -0.06 (0.69) 16.4 % 0.0 [ -0.47, 0.47 ]

Subtotal (95% CI) 200 224 100.0 % -0.07 [ -0.26, 0.12 ]

Heterogeneity: Chi2 = 1.92, df = 4 (P = 0.75); I2 =0.0%

Test for overall effect: Z = 0.72 (P = 0.47)

Test for subgroup differences: Chi2 = 1.91, df = 1 (P = 0.17), I2 =48%
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Analysis 4.6. Comparison 4 Behavioural Treatment versus Controls, Outcome 6 Psychological Status.

Review: Patient education for adults with rheumatoid arthritis

Comparison: 4 Behavioural Treatment versus Controls

Outcome: 6 Psychological Status

Study or subgroup Behavioral Treatment Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

1 post-treatment results

Parker 1995 44 -0.69 (1.55) 44 -0.07 (1.67) 13.0 % -0.38 [ -0.80, 0.04 ]

Huiskes 1991-C 28 0.7 (4.95) 19 -0.5 (5.17) 6.8 % 0.23 [ -0.35, 0.82 ]

Huiskes 1991-B 24 0.1 (4.35) 19 -0.5 (5.17) 6.4 % 0.12 [ -0.48, 0.73 ]

Huiskes 1991 21 0.6 (4.35) 19 -0.5 (5.17) 6.0 % 0.23 [ -0.40, 0.85 ]

Geissner 1994-C 9 -0.45 (1.27) 9 -0.17 (1.14) 2.7 % -0.22 [ -1.15, 0.71 ]

Geissner 1994-B 5 -0.27 (0.83) 9 -0.17 (1.14) 1.9 % -0.09 [ -1.18, 1.00 ]

Geissner 1994 9 -0.26 (0.75) 9 -0.17 (1.14) 2.7 % -0.09 [ -1.01, 0.84 ]

Rhodes 1988 20 0.08 (0.16) 18 -0.03 (0.25) 5.5 % 0.52 [ -0.13, 1.17 ]

Radojevic 1992 15 -1.56 (3.18) 15 -0.33 (3.56) 4.4 % -0.35 [ -1.08, 0.37 ]

Radojevic 1992-B 14 -1.89 (4.28) 15 -0.33 (3.56) 4.3 % -0.39 [ -1.12, 0.35 ]

Riemsma 1999 52 0.05 (0.98) 69 -0.03 (0.97) 17.8 % 0.08 [ -0.28, 0.44 ]

Riemsma 1999-B 54 -0.13 (1.04) 69 -0.03 (0.97) 18.2 % -0.10 [ -0.46, 0.26 ]

Savelkoul 2001 35 0.23 (2.37) 34 0.41 (2.24) 10.4 % -0.08 [ -0.55, 0.39 ]

Subtotal (95% CI) 330 348 100.0 % -0.04 [ -0.19, 0.11 ]

Heterogeneity: Chi2 = 9.52, df = 12 (P = 0.66); I2 =0.0%

Test for overall effect: Z = 0.48 (P = 0.63)

2 final follow-up

Parker 1995 36 -0.78 (1.5) 37 -0.25 (1.57) 13.4 % -0.34 [ -0.80, 0.12 ]

Huiskes 1991-B 24 -0.8 (4.4) 19 -2.7 (4.81) 7.7 % 0.41 [ -0.20, 1.02 ]

Huiskes 1991-C 28 -0.8 (5.44) 19 -2.7 (4.81) 8.3 % 0.36 [ -0.23, 0.95 ]

Huiskes 1991 21 0.3 (4.4) 19 -2.7 (4.81) 7.0 % 0.64 [ 0.00, 1.28 ]

Radojevic 1992-B 14 -2.24 (4.48) 15 -0.94 (3.63) 5.3 % -0.31 [ -1.04, 0.42 ]

Radojevic 1992 15 -1.67 (2.73) 15 -0.94 (3.63) 5.6 % -0.22 [ -0.94, 0.50 ]

Riemsma 1999 43 0.12 (1.32) 64 -0.18 (1.02) 19.0 % 0.26 [ -0.13, 0.65 ]

Riemsma 1999-B 49 -0.27 (1.27) 64 -0.18 (1.02) 20.7 % -0.08 [ -0.45, 0.29 ]

Savelkoul 2001 35 0.49 (2.56) 34 0.35 (2.07) 12.9 % 0.06 [ -0.41, 0.53 ]
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(. . . Continued)
Study or subgroup Behavioral Treatment Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

Subtotal (95% CI) 265 286 100.0 % 0.07 [ -0.10, 0.24 ]

Heterogeneity: Chi2 = 11.41, df = 8 (P = 0.18); I2 =30%

Test for overall effect: Z = 0.84 (P = 0.40)

Test for subgroup differences: Chi2 = 0.90, df = 1 (P = 0.34), I2 =0.0%
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Analysis 4.7. Comparison 4 Behavioural Treatment versus Controls, Outcome 7 Anxiety.

Review: Patient education for adults with rheumatoid arthritis

Comparison: 4 Behavioural Treatment versus Controls

Outcome: 7 Anxiety

Study or subgroup Behavioral Treatment Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

1 post-treatment results

Brus 1998 23 -0.3 (1.6) 29 -0.7 (1.6) 5.0 % 0.25 [ -0.30, 0.80 ]

Parker 1995 44 -2.21 (8.34) 44 -1.21 (9.24) 8.7 % -0.11 [ -0.53, 0.31 ]

Huiskes 1991-C 28 -0.2 (5.76) 19 -0.9 (5.57) 4.5 % 0.12 [ -0.46, 0.70 ]

Huiskes 1991-B 24 0.9 (5.51) 19 -0.9 (5.57) 4.1 % 0.32 [ -0.29, 0.93 ]

Huiskes 1991 21 -0.3 (5.86) 19 -0.9 (5.57) 3.9 % 0.10 [ -0.52, 0.72 ]

Taal 1993 27 -0.68 (1.95) 30 -0.26 (1.9) 5.6 % -0.22 [ -0.74, 0.31 ]

Parker 1988 29 -0.33 (1.69) 28 -0.15 (1.88) 5.6 % -0.10 [ -0.62, 0.42 ]

Riemsma 1999 54 0.02 (1.46) 70 -0.05 (1.41) 12.0 % 0.05 [ -0.31, 0.40 ]

Riemsma 1999-B 55 0.01 (1.51) 70 -0.05 (1.41) 12.2 % 0.04 [ -0.31, 0.39 ]

Hewlett 1999 27 0.56 (3.39) 28 0.5 (3.94) 5.4 % 0.02 [ -0.51, 0.54 ]

Savelkoul 2001 35 0.14 (1.91) 34 0.21 (1.51) 6.8 % -0.04 [ -0.51, 0.43 ]

Barlow 2000 114 -1.11 (2.97) 77 -0.52 (2.9) 18.1 % -0.20 [ -0.49, 0.09 ]

Leibing 1999 19 -2.5 (6) 20 1 (6) 3.7 % -0.57 [ -1.21, 0.07 ]

Sharpe 2001 23 -1.52 (5.17) 22 0.46 (5.29) 4.4 % -0.37 [ -0.96, 0.22 ]

Subtotal (95% CI) 523 509 100.0 % -0.06 [ -0.18, 0.07 ]

-4 -2 0 2 4

Favours treatment Favours control

(Continued . . . )

102Patient education for adults with rheumatoid arthritis (Review)

Copyright © 2009 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.



(. . . Continued)
Study or subgroup Behavioral Treatment Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

Heterogeneity: Chi2 = 8.92, df = 13 (P = 0.78); I2 =0.0%

Test for overall effect: Z = 0.90 (P = 0.37)

2 final follow-up

Brus 1998 23 -0.3 (1.9) 28 -0.6 (1.7) 6.5 % 0.16 [ -0.39, 0.72 ]

Parker 1995 41 -2.57 (8.15) 39 -1.61 (9.41) 10.3 % -0.11 [ -0.55, 0.33 ]

Huiskes 1991 21 -0.3 (5.8) 19 0.5 (6.5) 5.1 % -0.13 [ -0.75, 0.49 ]

Huiskes 1991-C 28 0.5 (6.03) 19 0.5 (6.5) 5.9 % 0.0 [ -0.58, 0.58 ]

Huiskes 1991-B 24 1.5 (5.57) 19 0.5 (6.5) 5.5 % 0.16 [ -0.44, 0.77 ]

Taal 1993 27 -0.54 (2.08) 30 -0.26 (2.1) 7.3 % -0.13 [ -0.65, 0.39 ]

Parker 1988 29 -0.38 (2) 28 0.03 (1.83) 7.3 % -0.21 [ -0.73, 0.31 ]

O’Leary 1988 12 -1.25 (6.62) 12 -1.25 (6.62) 3.1 % 0.0 [ -0.80, 0.80 ]

Riemsma 1999 43 0.26 (1.73) 66 -0.27 (1.5) 13.3 % 0.33 [ -0.06, 0.72 ]

Riemsma 1999-B 50 -0.27 (1.52) 66 -0.27 (1.5) 14.7 % 0.0 [ -0.37, 0.37 ]

Hewlett 1999 24 0.33 (4.58) 26 0.04 (3.59) 6.4 % 0.07 [ -0.49, 0.62 ]

Savelkoul 2001 35 0.29 (1.95) 34 0.24 (1.56) 8.9 % 0.03 [ -0.44, 0.50 ]

Sharpe 2001 23 -1.5 (5.09) 22 1 (4.6) 5.6 % -0.51 [ -1.10, 0.09 ]

Subtotal (95% CI) 380 408 100.0 % 0.00 [ -0.14, 0.14 ]

Heterogeneity: Chi2 = 7.55, df = 12 (P = 0.82); I2 =0.0%

Test for overall effect: Z = 0.01 (P = 0.99)

Test for subgroup differences: Chi2 = 0.34, df = 1 (P = 0.56), I2 =0.0%
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Analysis 4.8. Comparison 4 Behavioural Treatment versus Controls, Outcome 8 Depression.

Review: Patient education for adults with rheumatoid arthritis

Comparison: 4 Behavioural Treatment versus Controls

Outcome: 8 Depression

Study or subgroup Behavioral Treatment Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

1 post-treatment results

Brus 1998 24 -0.4 (1.4) 29 -0.5 (1.6) 4.0 % 0.07 [ -0.48, 0.61 ]

Parker 1995 44 -3.21 (8.24) 44 0.62 (8.65) 6.5 % -0.45 [ -0.87, -0.03 ]

Huiskes 1991-C 28 -1.2 (4.11) 19 -0.7 (2.91) 3.4 % -0.13 [ -0.72, 0.45 ]

Huiskes 1991 21 -0.8 (5.17) 19 -0.7 (2.91) 3.0 % -0.02 [ -0.64, 0.60 ]

Huiskes 1991-B 24 1.1 (3.06) 19 -0.7 (2.91) 3.1 % 0.59 [ -0.03, 1.21 ]

Neuberger 1993 15 -0.7 (5.67) 11 -1.6 (9.74) 1.9 % 0.11 [ -0.66, 0.89 ]

Neuberger 1993-B 14 -2.5 (8.45) 11 -1.6 (9.74) 1.9 % -0.10 [ -0.89, 0.69 ]

Taal 1993 27 -0.58 (1.45) 30 -0.5 (1.31) 4.3 % -0.06 [ -0.58, 0.46 ]

Helewa 1991 49 -2 (6.56) 45 -1.2 (7.07) 7.1 % -0.12 [ -0.52, 0.29 ]

Parker 1988 29 -0.45 (1.4) 28 -0.1 (1.39) 4.3 % -0.25 [ -0.77, 0.27 ]

Shearn 1985 22 1.3 (17.12) 26 -0.7 (17.21) 3.6 % 0.11 [ -0.45, 0.68 ]

Radojevic 1992 15 -0.67 (10.89) 15 -1.67 (9.93) 2.3 % 0.09 [ -0.62, 0.81 ]

Radojevic 1992-B 14 0.22 (12.09) 15 -1.67 (9.93) 2.2 % 0.17 [ -0.56, 0.90 ]

Riemsma 1999 54 -0.05 (1.01) 69 0.01 (0.93) 9.2 % -0.06 [ -0.42, 0.29 ]

Riemsma 1999-B 54 -0.19 (0.94) 69 0.01 (0.93) 9.1 % -0.21 [ -0.57, 0.14 ]

Hewlett 1999 27 -0.19 (1.71) 28 0.04 (4.08) 4.2 % -0.07 [ -0.60, 0.46 ]

Savelkoul 2001 35 0.09 (1.15) 34 0.21 (1.41) 5.2 % -0.09 [ -0.56, 0.38 ]

Barlow 2000 114 -1.14 (2.98) 77 -0.36 (2.68) 13.8 % -0.27 [ -0.56, 0.02 ]

Leibing 1999 19 -4.6 (8.1) 20 -0.7 (8.1) 2.9 % -0.47 [ -1.11, 0.17 ]

Scholten 1999 38 -5.2 (5.4) 30 0.2 (6.5) 4.6 % -0.90 [ -1.41, -0.40 ]

Sharpe 2001 23 -1.04 (3.51) 22 -1.68 (4) 3.4 % 0.17 [ -0.42, 0.75 ]

Subtotal (95% CI) 690 660 100.0 % -0.14 [ -0.25, -0.04 ]

Heterogeneity: Chi2 = 22.84, df = 20 (P = 0.30); I2 =12%

Test for overall effect: Z = 2.63 (P = 0.0086)

2 final follow-up

Brus 1998 23 -0.6 (2.2) 27 -0.6 (1.7) 5.6 % 0.0 [ -0.56, 0.56 ]
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(. . . Continued)
Study or subgroup Behavioral Treatment Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

Parker 1995 41 -3.5 (8.01) 39 -1.27 (8.31) 8.8 % -0.27 [ -0.71, 0.17 ]

Huiskes 1991-C 28 0.6 (4.47) 19 0.9 (3.54) 5.1 % -0.07 [ -0.65, 0.51 ]

Huiskes 1991-B 24 1.3 (2.99) 19 0.9 (3.54) 4.7 % 0.12 [ -0.48, 0.72 ]

Huiskes 1991 21 -0.1 (5.35) 19 0.9 (3.54) 4.4 % -0.21 [ -0.84, 0.41 ]

Taal 1993 27 -0.25 (1.59) 30 -0.6 (1.45) 6.3 % 0.23 [ -0.29, 0.75 ]

Parker 1988 29 -0.45 (1.31) 28 -0.04 (1.47) 6.3 % -0.29 [ -0.81, 0.23 ]

O’Leary 1988 12 -5.05 (8.07) 12 -1.66 (6.63) 2.6 % -0.44 [ -1.26, 0.37 ]

Radojevic 1992 15 -3 (8.51) 15 -1.33 (11.11) 3.3 % -0.16 [ -0.88, 0.55 ]

Radojevic 1992-B 14 -2.85 (9.96) 15 -1.33 (11.11) 3.2 % -0.14 [ -0.87, 0.59 ]

Riemsma 1999-B 50 -0.21 (1.28) 64 -0.07 (0.95) 12.5 % -0.13 [ -0.50, 0.24 ]

Riemsma 1999 44 0.01 (1.26) 64 -0.07 (0.95) 11.6 % 0.07 [ -0.31, 0.46 ]

Hewlett 1999 24 -0.46 (2.25) 26 -0.27 (2.31) 5.6 % -0.08 [ -0.64, 0.47 ]

Savelkoul 2001 35 0.2 (1.41) 34 0.12 (1.25) 7.7 % 0.06 [ -0.41, 0.53 ]

Scholten 1999 38 -2.5 (5.4) 30 0.01 (6.5) 7.3 % -0.42 [ -0.90, 0.06 ]

Sharpe 2001 23 -0.5 (3.57) 22 1.4 (3.87) 4.9 % -0.50 [ -1.10, 0.09 ]

Subtotal (95% CI) 448 463 100.0 % -0.12 [ -0.25, 0.01 ]

Heterogeneity: Chi2 = 8.70, df = 15 (P = 0.89); I2 =0.0%

Test for overall effect: Z = 1.78 (P = 0.075)

Test for subgroup differences: Chi2 = 0.09, df = 1 (P = 0.77), I2 =0.0%
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Analysis 4.9. Comparison 4 Behavioural Treatment versus Controls, Outcome 9 Disease Activity.

Review: Patient education for adults with rheumatoid arthritis

Comparison: 4 Behavioural Treatment versus Controls

Outcome: 9 Disease Activity

Study or subgroup Behavioral Treatment Controls Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) IV,Fixed,95% CI IV,Fixed,95% CI

1 post-treatment results

Brus 1998 25 -20.4 (18.96) 30 -19.27 (21.49) 13.2 % -0.05 [ -0.59, 0.48 ]

Huiskes 1991-B 24 9.12 (20.01) 19 7.5 (22.84) 10.3 % 0.07 [ -0.53, 0.68 ]

Huiskes 1991-C 28 -3.42 (26.45) 19 7.5 (22.84) 10.7 % -0.43 [ -1.02, 0.16 ]

Geissner 1994-B 5 -3.34 (31.85) 5 -1.75 (22.93) 2.4 % -0.05 [ -1.29, 1.19 ]

Geissner 1994 9 -0.08 (24.85) 9 -1.75 (22.93) 4.4 % 0.07 [ -0.86, 0.99 ]

Geissner 1994-C 9 -4.71 (24.81) 9 -1.75 (22.93) 4.4 % -0.12 [ -1.04, 0.81 ]

Parker 1988 29 0.27 (14.51) 28 -6.15 (25.46) 13.6 % 0.31 [ -0.22, 0.83 ]

Shearn 1985 13 -3 (45.44) 23 -0.1 (54.18) 8.0 % -0.06 [ -0.74, 0.62 ]

Hewlett 1999 27 -7 (30.91) 27 4 (14.98) 12.7 % -0.45 [ -0.99, 0.09 ]

Leibing 1999 19 6.7 (6.9) 20 7.6 (6.9) 9.4 % -0.13 [ -0.76, 0.50 ]

Sharpe 2001 23 -7.03 (12.24) 22 -3.14 (17.71) 10.8 % -0.25 [ -0.84, 0.33 ]

Subtotal (95% CI) 211 211 100.0 % -0.11 [ -0.30, 0.09 ]

Heterogeneity: Chi2 = 5.86, df = 10 (P = 0.83); I2 =0.0%

Test for overall effect: Z = 1.09 (P = 0.27)

2 final follow-up

Brus 1998 25 -28.04 (30) 29 -27.14 (23.7) 9.1 % -0.03 [ -0.57, 0.50 ]

Huiskes 1991-B 24 9.37 (19.4) 19 10.17 (30.43) 7.2 % -0.03 [ -0.63, 0.57 ]

Huiskes 1991-C 28 5.07 (32.04) 19 10.17 (30.43) 7.7 % -0.16 [ -0.74, 0.42 ]

Taal 1993 27 3.58 (17.72) 30 9.5 (43.39) 9.6 % -0.17 [ -0.69, 0.35 ]

Parker 1988 29 0.11 (13.4) 28 -5.76 (25.99) 9.6 % 0.28 [ -0.24, 0.80 ]

Riemsma 1999-B 54 -1.33 (10.44) 63 2.05 (15.15) 19.6 % -0.25 [ -0.62, 0.11 ]

Riemsma 1999 56 -0.64 (18.95) 63 2.05 (15.15) 20.1 % -0.16 [ -0.52, 0.20 ]

Hewlett 1999 28 -3.96 (28.33) 27 3.95 (38.01) 9.3 % -0.23 [ -0.76, 0.30 ]

Sharpe 2001 23 1.8 (18.84) 22 0.3 (22.86) 7.7 % 0.07 [ -0.51, 0.66 ]

Subtotal (95% CI) 294 300 100.0 % -0.11 [ -0.27, 0.06 ]

Heterogeneity: Chi2 = 3.63, df = 8 (P = 0.89); I2 =0.0%

Test for overall effect: Z = 1.27 (P = 0.20)

Test for subgroup differences: Chi2 = 0.00, df = 1 (P = 0.98), I2 =0.0%
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A P P E N D I C E S

Appendix 1. EMBSE and PsycINFO search strategy

1 clinical trial?.tw

2 study.tw

3 evaluation.tw

4 program.tw

5 experiment.tw

6 1 or 2 or 3 or 4 or 5

7 rheumatoid arthritis.tw

8 arthritis.tw

9 7 or 8

10 health promotion.tw

11 patient education.tw

12 behavior therapy.tw

13 occupational therapy.tw

14 self care.tw

15 psychological adaption.tw

16 counseling.tw

17 exercise therapy.tw

18 10 or 11 or 12 or 13 or 14 or 15 or 16 or 17

19 6 and 9 and 18

tw = text word; ? = wild card

W H A T ’ S N E W

Last assessed as up-to-date: 20 February 2003.

8 November 2008 Amended Converted to new review format.

CMSG ID: C063-R
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Protocol first published: Issue 1, 1999

Review first published: Issue 2, 2002
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